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Unreimbursed Medical Expenses Information Sheet 
 

1. If you are the custodial parent you are responsible for the first $250.00 per 
calendar year per person of unreimbursed medical expenses unless otherwise 
stated in the court order.  The first $250.00 must be documented on the attached 
‘Summary of Medical and/or Dental Bills’ form.   

 Note: For the year in which the initial support order is entered the $250.00 
threshold will be prorated by counting the number of days from the effective date 
to the end of the calendar year and multiplying the number of days by .685.  The 
sum is the dollar amount the plaintiff must pay in unreimbursed medical costs 
before asking for defendant’s share.   

 
2. Medical Bills are to be submitted no later than March 31 of the year following the 

calendar year in which the final bill was received by the party seeking allocation.   
 

3. Do not include bills relating to Cosmetic, Chiropractic, and 
Psychiatric/Psychological services unless specifically outlined in your current 
support order.  

 
4. You must complete the attached ‘Summary of Medical and/or Dental Bills’ form 

with this letter and submit it to the other party with all of the required 
documentation.  A separate form is required for each member (by calendar year) 
if you are seeking reimbursement for more than one person (and more than one 
year).  If the other party does not reimburse you for his/her portion of 
unreimbursed medical costs, follow Steps 4 through 9. 

 
5. You must complete the attached ‘Summary of Medical and/or Dental Bills’ form 

with this letter and return it to the Domestic Relations Office with all of the 
required documentation.  Your request will be returned if the required 
documentation is not included.  

 
6. Upon receipt of the ‘Summary of Medical and/or Dental Bills’ form and the 

required documentation, your request will be reviewed consistent with the terms 
of your current support order.  

 
7. After review, the form and bills will be sent to the other party requesting payment 

of the bills within 20 days.  
 

8. As the requesting party, you are responsible to notify the Domestic Relations 
Office if the bills submitted have not been satisfied within the 20-day time frame. 

 
9. If further action is required to resolve payment of the bills, a contempt hearing 

will be scheduled for unreimbursed medical bills totaling a minimum of $100. 
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     Plaintiff Name:       

     Defendant Name:       

     Docket Number:       

     PACSES Case Number:       

 

Summary of Medical and/or Dental Bills 

(Complete a separate form for each member subject to the order) 

Date of 

Service 

Provider Total Amount Unreimbursed 

Amount 

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

 Total $ 

Less $250.00 (if applicable) $ 

Total to be shared $ 

Other party’s proportionate share  X                        % 

Total Obligation Due  

 

I verify that the statements made are true and correct to the best of my knowledge.  I understand that false 

statements here in are made to the penalties of Pa. C.S. § 4904, relating to unsworn falsification to authorities. 

 

_____________________     _____________________________________ 

Date        Signature 

The following bill(s) incurred by _____  _____________ for ____________________ has/have been sent to 

____________________ and he/she has failed to pay it/them as ordered.  Copies of the bill(s) and verification 

of insurance payment(s) is/are attached.   

 

We will not accept just a statement with a balance.  A copy of each bill must be attached in the order 

that they are listed on this form.   If you are the custodial parent you must submit proof that $250.00 per year 

per child/spouse has already been incurred and it should be deducted from the total obligation due. 


