Permission to Release Information to the North Carolina Medicaid Program 
 for Carteret County Schools “2009-2010”
Under the Family Rights and Privacy Act (FERPA), permission is requested to release your child’s information.  You are entitled to have a copy of any information that is released to the Medicaid Program.  You may ask about this program or revoke your permission at any time by contacting Joyce Parish at (252) 728-4583 ext-145.

Whether or not you give your permission to release this information will not affect your child’s special education program.  This form is completed for each child receiving special education evaluations and/or services.  Medicaid allows each school district to collect funds for some services the schools provide.  The money that is collected will be used to supplement the special education services within our district. 
Please mark the appropriate statements, sign and date at the bottom:

___I give my permission for Carteret County Schools to release information needed in order to bill the North Carolina Medicaid Program for services they provide through my child’s individual education program (IEP).  My signature does not give permission to bill my private insurance company.  This information may include:

· My child’s name and social security number

· My child’s date of birth

· My child’s referral and evaluation information and reports

· The dates and times service is provided to my child at school

· The IEP goals my child is working on with these services

· The progress my child is making, including progress notes and report cards

___ I do not give my permission for this information to be released.

___ I understand that services provided by Carteret County Schools special education program will not count 
       against limits for Medicaid programs, except for the CAP-C waiver program.  
___ My child is covered by private insurance. (i.e. Tri-Care, BCBS, United Healthcare)

___ My child is not covered by private insurance.

◊◊ This consent form gives the school system listed above permission to release information needed for
      reimbursement by Medicaid for                            hours of eligible school-based services provided as outlined within the IEP, until    ____________. If the IEP is revised to change the hours of services provided, a new consent form must be signed. Otherwise, this form will be valid for one year from the date signed. ◊◊

Child’s Legal Name:___________________________________  Date of Birth: __________________________

Medicaid Number: _____________________Med. Exp. Date:______  Physicians Name:_____________________
Parent/Guardian’s name (printed):_______________________________________________________________
Parent/Guardian’s signature:________________________________​​​​_​​​​​​​​​​​​​​​​​​​___________________________________ 
