	(SCHOOL DISTRICT NAME)
Consent for Medicaid School Based              

Services



	School Districts in New Mexico have the opportunity to bill Medicaid for health and health related services as documented in the Individualized Education Plan.  Parents must be fully informed of the services, the frequency of the services and the length of time the services will be provided in order to bill Medicaid.  Parents must sign a consent form acknowledging that they agree to have Medicaid billed for services designated in the IEP.  Any time services change or more services are added, parents must be informed and must sign a new consent form.  If you have questions or concerns, please call Georgia Glasgow at 505 827 1807.  


Child’s Last Name:____________________First Name:__________________
Middle Initial:___________________            Date of Birth:________________
Child’s Home Address:____________________________________________
City:_____________________      State:_______________  Zip:____________

Child’s Medicaid Number:__________________________________________  
Child’s Social Security Number:_____________________________________
Parent(s’) Name(s):________________________________________________

Parent(s’) Address:________________________________________________

Parent(s’) Phone Number(s) Home: __________________________________
Work: ______________________________ Other:_______________________
Consent for services for which Medicaid will be billed:

I___________________________________, parent of____________________
have been fully informed of all services listed in his/her IEP that my child will be receiving and agree to have Medicaid billed for such services.  In order to bill Medicaid, I consent for my child’s name, Medicaid number, services my child receives, dates covered and the code for the type of service to be given to the Medicaid agency for payment.  This consent is voluntary and may be revoked at any time.  If consent is revoked, it is not retroactive.  I understand that if I refuse to allow access to Medicaid benefits, my child’s school is not relieved of its responsibility to ensure that all required services provided in my child’s IEP are provided at no cost to me.  My signature below grants the above consent.
Consent to release information to your child’s primary care provider or clinic
In order to obtain a medical order for the health service(s) your child is to receive, information including your child’s name, date of birth, type(s) of health related service(s) and length of each service *(e.g. PT, 30 minutes 3 times per week for 6 months) that he or she receives during school hours needs to be released to your child’s primary care provider or clinic.  This release to share information with my child’s doctor or clinic begins on___________ and is good for one (1) year.  My signature below allows the district to release information to my child’s primary care provider or clinic.
Parent/Legal Representative Signature:_______________________________
Date:_______________
Primary Care Provider Signature:_____________________________  Date:____________

*(See 34 CFR Sec. 300.154(d)(2)(iv)(A))






