SAMPLE PARENT CONSENT TO CLAIM MEDICAID REIMBURSEMENT
Student Name__________________________________ Birth Date_________________
School________________________________________ ID#______________________
The School District receives funds from the Medicaid Direct Service Claiming (DSC) program for IEP covered services to eligible children through the Arizona Health Care Cost Containment System (AHCCCS), Arizona’s Medicaid agency. Examples of covered services include speech therapy, assistance with daily living skills, special education transportation and nursing services.
The School District will need to determine if your child is eligible or should become eligible for the school-based Medicaid program. With the consent below, the District will submit your child’s name to AHCCCS and their authorized agencies to verify eligibility for the DSC program. The school may use Medicaid (AHCCCS) benefits in which a child participates to provide or pay for the services in the student’s Individualized Education Program (IEP).  Parents are not required to sign up for or enroll in AHCCCS to receive IEP services or a free appropriate public education, nor are they responsible for any out of pocket expenses for these IEP services.  The school’s use of this reimbursement program does NOT in any way affect or impact other AHCCCS benefits to which the child is entitled, including any otherwise eligible services outside of school.  Parents’ refusal to allow access to their AHCCCS benefits does not relieve the school of its responsibility to ensure that all required services are provided at no cost to the parents.  Granting of consent is voluntary on the part of the parent and may be revoked at anytime. )  If consent is revoked, that revocation is not retroactive (i.e., it does not negate an action that has occurred after the consent was given and before the consent was revoked). (CFR §300.154)
The IEP services for which the school is seeking AHCCCS reimbursement are:

	SERVICES TO BE CLAIMED
	 BEGINning
	  ENDING    
	nUMBER OF HOURS/EVENTS
	COMMENTS

	Speech Therapy
	
	
	
	

	Occupational Therapy
	
	
	
	

	Physical Therapy
	
	
	
	

	Counseling
	
	
	
	

	Health Aide
	
	
	
	

	Transportation
	
	
	
	

	Nurse
	
	
	
	

	Audiology Services
	
	
	
	

	
	
	
	
	


Parent Statement

I understand and agree to the carrying out of Medicaid/AHCCCS claims by the school for the services specified above.  Any increase in hours or addition of services must have my written consent.

Parent Signature_____________________________________    Date______________________
