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Consent to Share Data & Seek Payment for IEP

Health Related Services

 Personal Data
Child’s Name
:  Last   ____________________First _________________MI: ______  Birthdate:
____________
                           
Address:
_____________________________________________________________________________

___
City:
___________________________________________   State: _____________   Zip:  _________________ 
Parent Name:
_________________________________________   Phone #:_____________________________
Complete if your Child has MA or MNCare
District #__________  will bill MA or MNCare for the health related services your child receives.  The type, amount and frequency of services are in your child’s IEP.  We need your signature to share data with the MN Dept of Human Services (DHS) to bill for these services.  The data includes your child’s name, date of birth, member number, dates of service and type of service codes.  In audits by DHS, or the US Dept of Health & Human Services (HHS), the data shared may also include your child’s IEP, evaluation reports, service & attendance records and medical orders.

I understand the release to share data with DHS & HHS:


*
Starts on ________________ and is good as long as my child is eligible for special education.

*
Can be changed or stopped by me at any time in writing.

I understand:

*
The type, amount and frequency of services are in my child’s IEP.


*
If I ask, I can get copies of all data shared with DHS or DHHS.


*
I can get a copy of this release.


*
Laws that protect private data sometimes allow the data to be re-disclosed.


*
If I do not give information or sign the release, my child’s IEP services will not change or stop.

MA / MNCare Programs Member Number  _____ / _____ / _____ / _____ / _____ / _____ / _____ / _____
My signature allows the district to release information to DHS to get paid from MA or MNC and to DHS/HHS in case of audit.
Parent/Guardian Signature:  ________________________________________________  Date:  ____________
Medical Release – Complete if your Child Receives Nursing or PCA Services
If your child receives NURSING or PERSONAL CARE ASSISTANT (PCA) services at school, we must get medical orders from your child’s doctor or clinic.  We need to tell the doctor or clinic your child’s name, date of birth, why your child needs services and the type(s) of health services your child receives during school hours.  

This release starts on ________________ and is good for One Year or can be stopped sooner in writing.

Name of Doctor / Clinic:  __________________________________________Phone #: (        )______________
City:
___________________________________________   State: _____________   Zip:  _________________

My signature allows the district to release information to my child’s doctor or clinic for medical orders.

Parent/Guardian Signature:  ________________________________________________  Date:  ____________
Complete if your Child has Private Health Insurance
District #__________ can:

_____ Yes  _____ No 
ASK my insurance/HMO if they pay for the IEP services & assessments initialed 


below from __________ to  __________  .
_____ Yes  _____ No     BILL my insurance/HMO for the IEP services & assessments initialed below from 

__________  to  __________  .
Initial below, all the services you agree the district can ask about or bill as marked above:


_____
Assistive Technology Devices
_____
Mental Health Services


_____
Nursing Services
_____
Interpreter Services


_____
Physical / Occupational Therapy
_____
Speech-Language / Hearing Therapy

Please give us this information about your child’s Private Health Plan:
Name of Insurance Company:  ________________________________________________________________
Mailing Address:
___________________________________________________________________________
City:
_____________________________________________   State: _____________  Zip:  ________________

Insurance Type:
 _____ HMO     _____ Group     _____ Champus     _____ Preferred Provider Organization


_____ Individual Policy     _____ Other: __________________________________________

If this is an employer-sponsored plan, please list employer: __________________________________________

Group or Policy #: _______________________________    Student’s Insurance ID # _____________________

Policy

Holder’s Name
:  Last   ______________________ First _________________MI: ______  Birthdate:
_________  

Gender:  _____ Male     _____ Female
Relationship:  _____ Mom     _____ Dad     _____ Other_____________
By signing below:
I agree:
 To let the school district share education records needed in order to ask about or bill for the services initialed above.  

Records that may be shared include:  IEPs, evaluation reports, service & attendance records and medical orders needed 

for billing purposes & quality of care.
I understand:


* If my insurance/HMO does not cover the services, the district can bill MA or MNCare.


* If I give permission only to ASK my insurance/HMO and they do cover the service, the district 


   WILL NOT bill my insurance/HMO and WILL NOT be able to bill MA or MNCare.


* The information given to me about asking/billing my insurance for my child’s IEP health-related services and the 

   possible effects.


* My consent and release of information starts on ___________ and is valid for one year from this date.


* I can stop this agreement in writing at any time before the year is over.


* I can ask for and get copies of all information shared.


* I will get a copy of this release.


* Laws that protect private information sometimes allow the information to be re-disclosed.


* I do not have to give information or sign the release and it will note change or stop the IEP services my child gets.
Parent/Guardian Signature:  ________________________________________________  Date:  ____________
Complete If You Do Not Want the District to 

Bill Others for Your Child’s IEP Health-Related Services  
_____
Do not share information with the MN DHS to get paid for covered IEP health-related services.
_____
Do not ask my private health plan if IEP health-related services are covered.

_____
Do not Bill my private health plan.
I understand by signing below, my child’s IEP services will not change or stop and I can get a copy of this denied release.
Parent/Guardian Signature:  ________________________________________________  Date:  ____________
Complete If You Want the District to 

STOP Sharing Information, Asking about Coverage or Billing your Private Plan

Revocation:
_____
STOP sharing my child’s education records with my child’s doctor or clinic starting __________ .

_____
STOP asking my health plan about coverage starting __________ .

_____
STOP billing my health plan starting __________ .

_____
STOP sharing my child’s educational records with the MN DHS starting __________ .
I understand by signing below, my child’s IEP services will not change or stop, I can get a copy of this revocation if I ask, and I cannot take back permission for data already shared.

Parent/Guardian Signature:  ________________________________________________  Date:  ____________

IF YOU WOULD LIKE INFORMATION FROM

AN ADVOCACY AGENCY YOU MAY CONTACT:

ARC Minnesota
MN Disability Law Center

770 Transfer Rd., Ste 26
430 1st Ave., Ste. #300

St. Paul, MN  55114
Minneapolis, MN 55401

1-800-582-5256
612-334-5785

651-523-0829 (Fax)
612-334-5755 (Fax)

ARC Headwaters
PACE Center, Inc.

522 Beltrami Ave., Ste 108
8161 Normandale Blvd.

Bemidji, MN  56601
Bloomington, MN  55437-1044

218-759-0097
800-537-2237


952-838-0190 (Fax)
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MN Health Care Programs (MHCP) Individualized Education Program (IEP) Services
INFORMATION FOR FAMILIES

If your child has an IEP, IFSP or IIIP* at school:
· State law requires the school to try to get payment from MN Health Care Programs (MHCP) and private health insurance for health-related services.

* Individualized Educ Program (IEP), Individualized Family Services Plan (IFSP), Individual Interagency Intervention Plan (IIIP)
If your child’s IEP, IFSP or IIIP has any of these health-related services on it, MHCP can help pay for them.

*
 Physical Therapy
*
Personal Care Assistant Services

*
Occupational Therapy
*
Speech Therapy

*
Hearing Services
*
Mental Health Services

*
Nursing Services
*
Interpreter Services

MHCP payments for these services:


*
Do not count in parental fees.

*
Do not count against limits for CAC, CADI, MR/RC and TBI* or homecare services.

* CAC – Community Alternative Care for chronically ill individuals

*CADI – Community Alternatives for Disabled Individuals

* MR/RC – Persons with Mental Retardation / Related Conditions

* TBI – Traumatic Brain Injury
Your child’s school:


*
Needs your child’s health insurance information to bill.


*
Must notify you each year if the school plans to bill MHCP.


*
Needs your permission to release your child’s records for billing.



You may take away your permission at any time in writing.


*
Must check with or bill your private health insuirance first, if you have it.


*
Needs your written permission to check with or bill your child’s private insurance.


*
Will give your child IEP services at no cost to you.

Your child’s IEP services will not change or stop:


*
If you do not give the school permission to bill for IEP services.


*
If you do not give the school information about your child’s health insurance.


*
If your child loses his/her MHCP or private health insurance coverage.

If you give permission for your District to BILL (not just contact) private insurance and private insurance PAYS for IEP services:


*
Premiums may go up.


*
Service limits and prior approval levels may change.


*
Lifetime maximums may be affected.
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