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AUTHORIZATION TO BILL
	

	My signature and date below authorizes and acknowledges each of the following:  
1. Direct billing to Medicaid, Kid Care/Chip, or Insurer(s) on my behalf as outlined in the Procedural Safeguards which I have received.
2. Release of medical information for my child to my insurance providers and their agents.
Child’s name_________________________________ DOB _____________________
3. _____________________________________ (Regional Program) to obtain medical or other information necessary in order to process claim(s), including determining eligibility and seeking reimbursement for services provided in accordance with my child’s IEP/IFSP.
4. I acknowledge that I received a copy of the Wyoming System of Payments policy.
5. I have been offered and/or received a copy of my FERPA Guidance. 

	
SIGNATURE of parent/legal guardian: ________________________________
                                                          Date: ________________________________


[bookmark: _Hlk219969044]
MY CHILD DOES NOT HAVE MEDICAID:  ☐       
MY CHILD DOES NOT HAVE INSURANCE:☐

OPT OUT OPTION:  ☐
	I, _______________________________ (Parent/Guardian Name), DO NOT wish to participate in third party billing for my child’s IEP/IFSP services.  


SIGNATURE: __________________________________Date: ________________________

	                                              INSURANCE/MEDICAID INFORMATION 

	Insurance Name__________________________ Ins Address______________________________
                    ______________________________
Ins Phone _______________________________
	Medicaid #_______________________
Medicaid Address:  PO BOX 2266
                                Cheyenne WY 82003

	                                                             SUBSCRIBER INFORMATION

	Name:  First_____________________ MI_____ Last______________ DOB ___/___/______
ID #____________________________________ Group #_____________________________
Policy #_____________________________ Coverage Date______________________



	Child’s Pediatrician _________________________________________

	COPY OF INSURANCE CARD_____________
	COPY OF MEDICAID CARD______________
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