Vermont Department of Education


SAMPLE LEGAL GUARDIAN LETTER

(Use Your School District Letterhead)

(insert date)

(insert legal guardian’s name)

(insert legal guardian’s address)

Dear (insert legal guardian’s name):

The Medicaid program will reimburse school districts for services provided to students on an Individualized Education Program (IEP) and enrolled in one of Vermont's Medicaid programs.  With your consent we can bill the Medicaid program for some services included in your child’s IEP.  Please complete the attached Release of Information form indicating whether or not you will authorize the release of this billing information.  We appreciate you returning this form regardless of your decision.

Allowing the school district to bill Medicaid for services outlined in your child’s IEP will in no way affect your child’s Medicaid benefits.  When you give your consent, all information about your child will be kept confidential.  If you choose not to give your consent, your child will continue to receive the same level of services required in the IEP.  If you have other health insurance, as well as Medicaid, your other health insurance will not be billed for services provided by the school.

The funds the school receives from billing Medicaid will be used to provide additional programs for all students.  

If you have any questions about this program, please call me (insert your name), at (insert phone number).

Thank you for your response.

Sincerely,

(insert name and title)

Enclosures:
Release of Information form



Stamped and addressed envelope

SAMPLE LEGAL GUARDIAN LETTER

(Use Your School District Letterhead)

(insert date)

(insert legal guardian’s name)

(insert legal guardian’s address)

Dear (insert legal guardian’s name):

The Medicaid program will reimburse school districts for services provided to students on an Individualized Education Program (IEP) and enrolled in one of Vermont's Medicaid programs.  With your consent we can bill the Medicaid program for some services included in your child’s IEP.  Please complete the attached Release of Information form indicating whether or not you will authorize the release of this billing information.  We appreciate you returning this form regardless of your decision.

Allowing the school district to bill Medicaid for services outlined in your child’s IEP will in no way affect your child’s Medicaid benefits.  When you give your consent, all information about your child will be kept confidential.  If you choose not to give your consent, your child will continue to receive the same level of services required in the IEP.  If you have other health insurance, as well as Medicaid, your other health insurance will not be billed for services provided by the school.

A physician's review is required before services can be billed to Medicaid.  The (insert school name) utilizes the services of a contracted physician to review information for Medicaid billing purposes.  If you would prefer that only your child's physician review his/her records, please place a note on the Release of Information form.

The funds the school receives from billing Medicaid will be used to provide additional programs for all students.  

If you have any questions about this program, please call me (insert your name), at (insert phone number).

Thank you for your response.

Sincerely,

(insert name and title)

Enclosures:
Release of Information form

Stamped and addressed envelope

Release of Special Education Information for 

Medicaid Billing Purposes

Student's Name:____________Jimmy Jones_____________________________________

Student's Date of Birth:________1/1/1998______________________________________

Student's Medicaid Number (optional):________555-55-5555______________________
Parent/Guardian:___________________________________________________________

Student's Physician’s name: _______Dr. Jay Johnson______________________________

Physician’s Address:  _______11 Main Street___________________________________




________Montpelier, VT  05601______________________________

Physician’s phone number: ______555-5555________________________________

I give consent to my child's school district for the release of special education evaluations, IEPs, and Medicaid claims documents to:

· A physician or nurse practitioner in order for him/her to reach a determination that the services are medically necessary; and 
· Individuals within the Department of Education and Agency of Human Services (AHS) charged with processing Medicaid bills for medical services included in my child's IEP.
The school district will only release the records essential for billing purposes and the above individuals will only review the documents necessary to perform their assigned tasks in the Medicaid billing process.

Consent to the release of information is voluntary.  I understand that if I refuse to give consent, my refusal will only affect the billing for IEP services to Medicaid; my refusal does not relieve the school district of its responsibility to provide IEP services at no cost to me.  I understand that I may revoke this consent to release information for Medicaid billing at any time; if I revoke this consent it will apply to billing for services from that date forward.

Check one:

__X _  I authorize the school district to release this information.

_____  I do not authorize the school district to release this information.

Signature of Legal Guardian:____Thomas Jones Sr.____Date:__9/5/07______
*NOTE--If the child is in joint custody at the time the form is requested, each legal guardian needs to sign a form before billing can occur.





Revised:  September 1, 2007

Date Received by Supervisory Union:______________

Release of Special Education Information for

Medicaid Billing Purposes

Student's Name:_______________________________________________________

Student's Date of Birth:_________________________________________________

Student's Medicaid Number (optional):____________________________________

Parent/Guardian:_______________________________________________________

Student's Physician’s name: _____________________________________________

Physician’s Address:  __________________________________________




  __________________________________________

Physician’s phone number: ______________________________________

I give consent to my child’s school district for the release of special education evaluations, IEPs, and Medicaid claims documents to:

· A physician or nurse practitioner in order for him/her to reach a determination that the services are medically necessary; and 

· Individuals within the Department of Education and the Agency of Human Services (AHS) charged with processing Medicaid bills for medical services included in my child’s IEP.  

The school district will only release the records essential for billing purposes and the above individuals will only review the documents necessary to perform their assigned tasks in the Medicaid billing process.  

Consent to the release of information is voluntary.  I understand that if I refuse to give consent, my refusal will only affect the billing for IEP medical services to Medicaid; my refusal does not relieve the school district of its responsibility to provide IEP services at no cost to me.    I understand that I may revoke this consent to release information for Medicaid billing at any time; if I revoke this consent, it will apply to billing for services from that date forward.  

Check one:

_____  I authorize the school district to release this information.

_____  I do not authorize the school district to release this information.

Signature of Legal Guardian:_________________________________Date:________

*NOTE--If the child is in joint custody at the time the form is requested, each legal guardian needs to sign a form before billing can occur.




Release of Special Education Information for 

Medicaid Billing Purposes--18 Year Old Student

Name: _____________________________________________

Date of Birth: _______________________________________

Medicaid Number (optional): __________________________

Physician's Name:__________________________________________

Physician's Address:________________________________________

________________________________________


Physician's Phone Number:__________________________________
I give consent to my school district for the release of special education evaluations, IEPs, and Medicaid claims documents to:

· A physician or nurse practitioner in order for him/her to reach a determination that the services are medically necessary; and 

· Individuals within the Department of Education and the Agency of Human Services (AHS) charged with processing Medicaid bills for medical services included in my  IEP.  

The school district will only release the records essential for billing purposes and the above individuals will only review the documents necessary to perform their assigned tasks in the Medicaid billing process.  

Consent to the release of information is voluntary.  I understand that if I refuse to give consent, my refusal will only affect the billing for IEP medical services to Medicaid; my refusal does not relieve the school district of its responsibility to provide IEP services at no cost to me.    I understand that I may revoke this consent to release information for Medicaid billing at any time; if I revoke this consent, it will apply to billing for services from that date forward.  

Check one:

_____  I authorize the school district to release this information.

_____  I do not authorize the school district to release this information.

Signature:_______________________________________________Date:________

Manual for School-Based Health Services (revised August 2009): B. Release of Information
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