
 

Birth Expenditure Request Form Revision date: August 1, 2011 

I n d i a n a  H e a l t h  C o v e r a g e  P r o g r a m s  

 
R E Q U E S T  F O R  M E D I C A I D  P R E G N A N C Y  
A N D  B I R T H  E X P E N D I T U R E S  

 
 
 
 
 

Submit requests to: Indiana Medicaid Program 
 Birth Expenditure Unit 
 P.O. Box 7262 
 Indianapolis, IN  46207-7262 
Telephone: 1-800-457-4510 or (317) 488-5046 
Fax Number: 317-488-5217 
E-mail: INXIXTPLRequests@hp.com 

 
 
 
 

1. Mother's Name:       

2. Mother's Social Security Number:       

3. Request Date:       

 

List the following information for all children: (If more than five children, submit another request) 

4. Name 5. Birth Date 6. Social Security Number 

                     

                     

                     

                     

                     

 
7. Requesting Title IV-D Office:        

8. Requestor:       9. Telephone Number:       

10. Address:       11. City, State, ZIP:       

                
 

12. Additional Comments:       
       
       
       

 

This electronic transmission contains protected health information (PHI), and is covered by the Electronic Communications 
Privacy Act, 18 U.S.C. §2510-2521 and the Standards for Privacy of Individually Identifiable Health Information, 45 CFR Parts 
160 and 164, which is intended only for the use of the individual or entity named in this fax transmission.  Any unintended 
recipient is hereby notified that the information is privileged and confidential, and any use, disclosure, or reproduction of this 
information is prohibited.  Any unintended recipient should contact the HP Privacy Unit by telephone at (317) 488-5189 
immediately and destroy the original message. 
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