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Insurance Documents
Child Support - Insurance Claim Payment Levy/Intercept
Massachusetts Child Support

Department of NOTICE OF INSURANC
Revenue Massachusetts General Laws, Chap

Insurance Company: Obligor's Name\
Obligor's SSN:
Date Of Notice: Amount:

The individual named above owes past-due child support, which is a lien in favor fthe om , inthe amount stated.
G.L.c. 119A, 8§88 6, 13.

Under Massachusetts law, you are required to forward the full amount gf the child su e insurgnce payment, to the Child
Support Enforcement Division of the Massachusetts Department of Reyenue (D

individual or other entity that has provided the claimant with a benefit of service in caanecgjon with\the claiq. i yment to DOR, complete
the remittance form below, and enclose it with the payment. Faj Itin funds not bemg

properly credited and distributed. Disburse to the obligor a
has been satisfied. G.L. c. 175, § 24D; G.L. c. 119A, § 6.

check.

Obligor's Name: Obligor's SSN:

Obligor's Address: Date of Payment to DOR:

Amount of Payment to DOR:

Insurance Company Name:

Representative's Name:

Boston MA 02114-9560

Send Payments to: H Send Correspondence to: || Customer Service Bureau Tel#: ”
/ |
Wercept Program
DOR/CSE-Lockbox Dep: ent of Revenue
P.O. Box 55149 Child Support Enforcement Division 1-800-332-2733
Boston MA 02205-5149 P.O. Box 9560




Child Support -
Insurance Payment Intercept, Memorandum Regarding - Notice to Claimant

DOR CHILD SUPPORT ENFORCEMENT DIVISION — NOTICE TO CLAIMANT
MEMORANDUM REGARDING INSURANCE PAYMENT INTERCEPT

To: SSN:
(Claimant's Name) ( ial Security number)
From:
(Name of Insurance company) \/
Re: Claim No: (\

Amount
Intercepted:

$




Child Support -
Insurance Payment Intercept, Memorandum Regarding Notice to Attorney

DOR CHILD SUPPORT ENFORCEMENT — NOTICE TO ATTORNEY
MEMORANDUM REGARDING INSURANCE PAYMENT INTERCEPT

To:

(Claimant's attorney)

From: /\ /_\

(Name of Insurance company)
Re: Claim
filed by:

(Claimant's name)

SSN
(Claim\r{t's Socjdl Se

ity number)

Claim No:
The Child Support Enforcement Division of the Massachusetts Departmgnt o a lien against the
insurance payment to the above-named claimant to collect past-due child suppor and G.L.c
119A, § 6.
Pursuant to the enclosed notice from DOR, you must forward to i i ini the lien

amount, after deducting your fee and costs for handling this claim
to parties who have provided services related to this claim (e-

Claimant’s Claimant's
name: SSN:
Attorney's Attorney’s
name: Phone no.:

Child Support lien amount:  $

Total amount received by the clalant's attorney flom the insurance company: $

Attorngy's fees and costs deducted: $
Total of other deductions payable to parties providing services related to this claim

(Attach an itemized statement of all services providers receiving funds, the
amount and the nature of the service provided to the claimant): $

Amount paid to DOR/CSE, after deductions listed above: $



MassTax - Notice of Insurance Claim Payment Levy/Intercept

Massachusetts Taxpayer Services Division
Department of NOTICE OF INSURANCE CLAIM PAYMENT LEVY/INTERCEPT
Revenue Massachusetts General Laws, Chapter 175D, Section 24F; Chapter 62C, Sections 50, 53

Insurance Company:

Date Of Notice: Amount:

The individual named above owes past-due taxes, which is a lien in fagor \s(a(e/GL c. 62C, § 50.
Under Massachusetts law, you are required to forward the full amouniof the tax [ien; insurance payment, to the Taxpayer
Services Division of the Massachusetts Department of Revenue i , deduct the following amounts:

complete the remittance form below, and enclose it with theé payment. Kai N emittance forms may result in funds not
being properly credited and distributed. Disburse ting the above amounts and after the tax lien has
been satisfied. G.L. c. 175, § 24F; G.L. c. 62C, 88§

t Inpercept Program (229)

any/fayments resulting from this notice, to the payment address below.
¢husetts, ard record the obligor/claimant/beneficiary's name and Social Security Number on

the check.

Obligor's Name: Obligor's SSN:
Obligor's Address: Date of Payment to DOR:
Amount of Payment to DO

Insurance Company Name:

Representative's Name:

Send Payments TO: || Send Correspondence TO: || Customer Service Bureau Tel#:
DOR Taxpayer Services Division DOR TAX — Insurance Payment Intercept Program 1-617-887-6400
P.O. Box 7021 Department of Revenue
Boston MA 02204 Taxpayer Services Division
Attention — Insurance Payment Intercept P.O. Box 7021

Boston MA 02204




MassTax - Memorandum regarding Insurance Payment Intercept - Notice to Taxpayer

DOR TAX — NOTICE TO TAXPAYER

MEMORANDUM REGARDING INSURA AYY RCEPT
To:
(Claimant's Name) 4l Security number)
From:
(Name of Insurance company)
Re: Claim No:
Amount Intercepted: $ Date:

(Amo tsethr to ROR FA

The Taxpayer Services Pvision okthe Massa

etts Department of Revenue (DOR) has intercepted

G.L. c.175,
PLEASE DO NOT CONTAGT THIS INSURANCE COMPANY REGARDING THE INTERCEPT - only
DOR can answer/A ons pbout the intercept or your tax liability.

You may contackDOR at 1(617) 887-6400.

If you have not provided DOR with your current home and mailing addresses, please call DOR
immediately and provide this information.

IMPORTANTE: POR FAVOR HAGA TRADUCIR ESTE DOCUMENTO INMEDIATAMENTE




MassTax - Memorandum regarding Insurance Payment Intercept - Notice to Attorney

DOR TAX — NOTICE TO ATTORNEY

MEMORANDUM REGARDING INSURANCE PAYMENT INTERCEPT
To:

(Claimant's attorney)
From:
(Name of Insurance company)
Re: Claim filed by: SSK

(Claimant's name) gfmant's gocial Security number)
Claim No:

DOR at 1-(617) 887-6400. If the claim

her call DOR immediately an vide th
not delay paymént to D pe

ultin funds not being properly credited towards the
account.

Claipant's name: Claimant's SSN:

Attorn : Attorney's phone_
number:
Tax lien am

Total amount recelved by the claimant’ the insurance company: $

ttorneys fees and costs deducted: $

Total of other deductiqns payigble to parties providing services related to this
claim (you must attglch an itsgized statement listing the names of the individuals
or other entities regeiving funds, the amaunt of the funds, and the nature of the
services provided to the claimant):

$

t paid to TSD/DOR, after deductions listed above: $

Amount paid to the claimant: $
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MassHealth - Notice of Lien

The Commonwealth of Massachusetts
Executive Office of Health and Human Services MassHealth
MassHealth Casualty Recovery Unit
P.O. Box 15205
Worcester, MA 01615-0205

ate>

<Insurance Adjuster Name>
<Insurance Company>
<Address 1>

<Address 2>

<City, State & Zip>

RE: MEMBER
SSN:
Claim Number:

result of an instxer’s failire t§ honoxit

PLEASE SEND ALL CORRESPONDENCE TO:

TER FOR HEALTH CARE FINANCING
CASUALTY RECOVERY UNIT
P.O. BOX 15205
WORCESTER, MA 01615-0205

(800) 754-1864

-11-



MassHealth - Claims Remittance Advice

The Commonwealth of Massachusetts
Executive Office of Health and Human Services MassHealth
MassHealth Casualty Recovery Unit
N—A P.O. Box 15205
= Worcester, MA 01615-020Q5

<Insurance Adjuster Name>
<Insurance Company>

@Dat>
<Address 1>
<Address 2>
<City, State & Zip>
Claimant /_\(_\

Name: *This figure is

only valid for 30

Claimant SSN: R days
Claim Number: \ (\ \\ \\ \

CDAINS REMNTANCE ADVICE

e follgwirg isthe Xyfrent lien amount:

N\ (N N\

Total Amouxt of Medical and Finkqéial Asgistance Due: $0
This Claims Remitt i s the amount of assistance provided to date that is

due the Executive Offi
Department of Tra
This figure is valid

Health and Health Human Services, Office of Medicaid, or the
rty (30) days from the date on this correspondence.

Please contact this office three to four weeks prior to settlement for an update, as additional
assistance may have been provided.

PLEASE SEND ALL CORRESPONDENCE TO:

THE CENTER FOR HEALTH CARE FINANCING
CASUALTY RECOVERY UNIT
P.0O. BOX 15205
WORCESTER, MA 01615-0205
(800) 754-1864

-12 -



MassHealth - Attorney Notice of Lien

The Commonwealth of Massachusetts
Executive Office of Health and Human Services MassHealth
MassHealth Casualty Recovery Unit
P.O. Box 15205
Worcester, MA 01615-0205

<Date>
<Attorney_FirmName>
<Address1>
<Address2>
<City>, <State>, <Zip>

RE: <MassHealthMemberName>
SSN: <MemberSSN>
Claim Number: <ClaimNumber>

sserts a lien against any amounts
is or her heirs, assignees or legal

TERFQR AEALTH CARE FINANCING
RECOVERY UNIT
.0. BOX 15205
STER, MA 01615-0205
754-1864

THE C

\We

-13-
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Retirement Board Documents

Retirement Board - Child Support Notice of Child Support Lien Levy

Massachusetts Child Support Enforcement Division
Department of NOTICE OF CHILD SUPPORT LIEN AND LEVY
Revenue Massachusetts General Laws, Chapter 32, Sections 11 & 19C

Retirement Board:

Obligor/Claimant

bligog/Claimant SSN:

Date Of Notice:

119A, 88 6 and 6A. A retirement syste
demand, make a payment to DOR shall

amount of the lien,Xpgethar with Cf%an

SONNIZ4
\J

ump sum to the
ipt of a notice of

AUt%Ed%\E@: aﬂ‘“’""w \

vV
\@2 Of Notice:

ement Board Rayment Inter¢gépt Program (12)

Obligor/Claimant Name

Signature of Retirement Boarﬁ/Fé‘Qresen ative

ohligor/Claimant SSN

Phone

with any\payNents resultbag from this lien, to the address below. Make all

Amount of Payment:

Date of Payment:

Send Payments To: &

J Send\Correspondence To:

Retirement Board Program
Coordinator Tel#:

Retirement Intercept Program
Department of Revenue

Child Support Enforcement Division
P.O. Box 9560

Boston MA 02114-9560

Retiremgnt Intercept Program
Department of Revenue

ild‘Support Enforcement Division
P.O. Box 9560

Boston MA 02114-9560

Tel .#: 617-626-4155

-15-




Retirement Board — Notice of Intercept Return of Accumulated Deductions

NOTICE OF INTERCEPT OF
RETURN OF ACCUMULATED DEDUCTIONS

To:

Social Security Number:

From:

Amount of DOR Lien:

Date:

remaining fu
from my retire

e <Retirement Board> to withhold taxes
ursed funds represent after-tax amounts.

Signed: Date:

-16-



Retirement Board — Memorandum Regarding Payment Intercept Notice to Claimant

OR CHILD SUPPORT ENFORCEMENT DIVISION — NOTICE TO CLAIMANT
MEMORANDUM REGARDING PAYMENT INTERCEPT

To: SSN:
(Claimant's Name) Social Secunty number)
From:
(Name of Retirement oard) V
Re: Claim
No:

Amount
Intercepted: $

-17 -
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