Nevada Model Form: Parental Consent to Access Public Benefits

Parent/Guardian Consent to Access Medicaid Funds and Release Personally Identifiable Information 
Name of Local Education Agency

Address, City, State

The federal special education law, the Individuals with Disabilities Education Improvement Act 2004(IDEA), permits school districts to seek payment from public insurance programs (e.g. Medicaid) for some services provided at school. Under the Family Education Rights and Privacy Act (FERPA), your consent is required for the school system to release information about your child to the State of Nevada Department of Health and Human Services, Division of Health Care Financing and Policy (DHCFP), its fiscal agent and the district’s Medicaid billing agent in order to access your or your child’s public benefits. You are entitled to a copy of any information the school system releases to the state Medicaid agency. 
Section 300.154 of the Individuals with Disabilities Education Act requires that the [insert LEA] receive your written informed consent in order to seek Medicaid reimbursement. Before you give or deny consent, please read the following: 
What Informed Parental Consent means: 
I understand that submitting claims for reimbursement for services provided to my child by the district will not impact my ability to access these services for my child outside the school setting. Nor will any cost be incurred by my family, including: co-pays, deductibles, loss of eligibility or impact on lifetime benefits.  


I understand that my consent is voluntary and I may revoke my consent in writing at any time after it is given. If consent is revoked, the school district will no longer bill Medicaid from that date forward. 


I understand that the district follows both HIPAA (federal health privacy act) and FERPA (federal education privacy act) requirements to protect my confidential information and that Medicaid funds received by the district directly support education in our district. 


I understand that if I refuse consent or if I revoke this consent, the school district is still responsible to provide special education and any related services identified for my child through the special education eligibility processes and that these services will be provided at NO COST to me. 
Consent given or denied: (please read, initial, sign and date at the bottom)
___
I understand and agree to give my consent to the district to share information about my child with the state Medicaid Agency, its fiscal agent, and the district’s Medicaid billing agent. The information shared may include: 
· My child’s name, date of birth, address, primary special education disability, Social Security #, Nevada Medicaid identification number, and the type and amount of health services provided. 
· Services may include assistive communication devices, audiological supplies, disposable medical supplies, services and/or evaluations provided by physical therapists, speech, hearing and language therapists, occupational therapists, psychologists, and nurses. 
· The records to be released/exchanged may include Individual Education Programs (IEPs), Assessment and Eligibility Records, Related Service Therapy Records and Logs, Equipment Records, and Nurse Reports. 
___
I do not give my consent to the district to share information about my child in order for the district to seek Medicaid reimbursement for services provided to my child. 

Parent/Guardian Signature: ___________________________________
Date signed: ____/____/______
Parent/Guardian’s Name (printed): _____________________________
Student/Child’s Full Name (printed): ____________________________
Date of Birth: ____/____/______
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