SALMON RIVER CENTRAL SCHOOL DISTRICT

SPECIAL EDUCATION OFFICE
637 Co. Rt. 1, Fort Covington, New York 12937 ¢ Tel: (518) 358-6630 ¢ Fax (518) 358-9776

Stanley J. Harper Allen Gravell Shawn Martin Tracy Oakes
Superintendent of Schools Director of Special Education . Secretary Secretary

Dear Parent/ Guardian of

This is to ask your permission (consent) to bill your or your child’s Medicaid
Insurance Program for special education and related services that are on your child's
individualized education program (IEP).

This consent allows the school district to bill for covered health-related services
and to release information to the school district’s Medicaid Billing Agent for that
purpose.

I, as the

parent/guardian of "
(Print child’s name)

have received a written notification from the school district that explains my

federal rights regarding the use of public benefits or insurance to pay for certain

special education and related services.

I understand and agree that the school district may access Medicaid to pay for
special education and related services provided to my child.

I understand that:
o Providing consent will not impact my child’s/my Medicaid coverage;
e Upon request, I may review copies of records disclosed pursuant to this
authorization;
e Services listed in my child’s IEP must be provided at no cost to me whether
or not I give consent to bill Medicaid;
e I have the right to withdraw consent at any time; and
e The school district must give me annual written notification of my rights
regarding this consent.
I also give my consent for the school district to release the following
records/information about my child to the State’s Medicaid Agency for the purpose
of billing for special education and related services that are in my child’s IEP. The
following records will be shared.



Records to be shared (such as records or information about services your child
receives)

I give my consent voluntarily and understand that I may withdraw my consent at
any time. I also understand that my child’s right to receive special education and
related services is in no way dependent on my granting consent and that, regardless
of my decision to provide this consent, all the required services in my child’s IEP
will be provided to my child at no cost to me.

Parent/Guardian Name and Signature:

Print Name

Date
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