Treatment Provider Monthly Insurance Report Form
Detailed Accounting of SB 123 Offenders
	Treatment Provider Name:
	     
	Date:      
	Reporting Month:      

	
	
	
	

	Billing Address:
	     
	Service Location:

(If different than billing location)
	     

	
	     
	Name of Preparer:  
	     

	
	     
	Telephone Number:
	     


List all SB 123 offenders for whom you provide services whether or not they have insurance.
	1) Offender Name  (Last, First)
	2) KDOC #
	3) Court Case #
	4) County of conviction 
	5) Does Offender have insurance?
	6) If yes, 

Name of Insurer

	
	
	
	
	Yes
	No
	

	 1
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	 2
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	 3
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	 4
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	 5
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	 6
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	 7
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	 8
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	 9
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	10
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	11
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	12
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	13
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	14
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	15
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	16
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	17
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	18
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	19
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	20
	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     


The treatment provider must update the insurance status of each SB 123 offender and submit this form to the Kansas Sentencing Commission each month. The Kansas Sentencing Commission will reject invoices for treatment rendered during months this form has not been submitted. 
Kansas Sentencing Commission Monthly Insurance Form (revision 1/2014)

