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FY16 Glossary of Acronyms 
AHS  ɬ Agency of Human Services LEIE ɬ List of Excluded Individuals/Entities  

AOE  ɬ Agency of Education  LOC  ɬ Level of Care 

APRN  ɬ Advanced Practice Registered Nurse LPN  ɬ Licensed Practical Nurse 

ASHA  ɬ American Speech Hearing 

Association 

MHC  ɬ Mental Health Counseling  

CCC ɬ Certificate of Clinical Competence MNF  ɬ Medical Necessity Form  

COTA  ɬ Certified Occupational Therapy Aide  NCSS ɬ North Country Support Services  

CMA  ɬ Case Management Assurance NEKHS  ɬ Northeast Kingdom Human 

Services 

DAT  ɬ Developmental and Assistive Therapy  NDT  ɬ Neurodevelopmental Treatment  

DCF ɬ Department of Child ren and Families OIG  ɬ Office of Inspector General 

DME  ɬ Durable Medical Equipment  OOD  ɬ Out of District  

DO  ɬ Doctor of Osteopathy OT  ɬ Occupational Therapist 

DOB  ɬ Date of Birth OTA  ɬ Occupational Therapy Aide 

(unlicensed) 

DOS  ɬ Date of Service PA ɬ Physician Authorization Form or Phys 

Auth or Physician Assistant  

DVHA  ɬ Department of Vermont Health 

Access (pronounced DIVHA)  

PC ɬ Personal Care 

EPSDT ɬ Early and Periodic Screening, 

Diagnosis and Treatment 

PCVF ɬ Personal Care Verification Form 

EPT ɬ Evaluation and Planning Team PES ɬ Provider Electronic Solution (HP 

Software) 

ESY ɬ Extended School Year PHI  ɬ Public Health Information  

EYS ɬ Extended Year Services  PNMI  ɬ Private Non -Medical Institution  

FERPA ɬ Family Educational Rights and 

Privacy Act  

PT ɬ Physical Therapist 

HCRS ɬ Health Care and Rehabilitation 

Services of Vermont 

RA  ɬ Remittance Advice 

HIPAA  ɬ Health Insurance Portability and 

Accountability Act  

ROI  ɬ Release of Information 

HP ɬ Hewlett Packard Enterprise Services  RN  ɬ Registered Nurse 

ICD -9 (International Classification of Disease) SAM  ɬ System for Award Management  

ICD -10 as of 10/1/2015 SBHS ɬ School-Based Health Services 

ICN  ɬ Internal Control Number  SCHIP  ɬ 2ÛÈÛÌɯ"ÏÐÓËÙÌÕɀÚɯ'ÌÈÓÛÏɯ(ÕÚÜÙÈÕÊÌɯ

Program 

IDEIA  ɬ Individuals with Disabilities 

Education Improvement Act  

SLP ɬ Speech, Language Pathologist 
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FY16 Glossary of Acronyms ð Cont. 
IDEA/B  - Individuals with Disabilities 

Education Act ɬ Part B, Services for School 

aged children. 

SPS ɬ State Placed Student 

 IEP ɬ Individualized Education Program  

 

SU ɬ Supervisory Union  

IFSP/One Plan WCMHS  - Washington County Mental Health 

Services (Choice, The Zone, Beckley Day) 

LEA ɬ Local Education Agency UID  ɬ Unique Identification  
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INTRODUCTION 

 

The Medicaid School-Based Health Services Program is used by the State to generate Medicaid 

reimbursement for medically related services provided to eligible students.  Each school district 

can only submit claims for the students for which the district serves as the local education 

agency (LEA)  under the federal special education law ɬ Individuals with Disabilities Education 

Improvement Act  (IDEIA) and is fiscally responsible.  This includes students that are tuitioned 

by the school district to another school district whether in or out of the state of Vermont.   
 

PROGRAM HISTORY 

 
FEDERAL PROGRAM HISTORY 

In January of 1988, an amendment was made to the federal Medicaid law allowing Medicaid 

claims to be made for the special education services provided by schools if they qualify as 

medical services.  Below is the text of that amendment: 

 

Title XIX, Section 1903 

c) Nothing in this title shall be construed as prohibiting or restricting, or authorizing the 

Commissioner to prohibit or restrict, payment under subsection (a) for medical assistance 

for covered services furnished to a child with a disability because such services are 

included in the child's individualized education program established pursuant to part B 

of the Individuals with Disabilities Education Act [63] or furnished to an infant or toddler 

with a disability because such services are included in the child's individualized family 

service plan adopted pursuant to part H of such Act. 

 

This allows schools to submit Medicaid claims for services provided to students who require 

special education services.  However, all of the usual requirements for Medicaid claims still 

apply.  

 
VERMONT STATE PROGRAM HISTORY 

From the legislative and administrative perspective, Ve rmont school districts have been 

encouraged to participate in the Medicaid program to recover a portion of the special education 

costs that are already being incurred by school districts to provide special education services.  

The program in Vermont is cal led the School-Based Health Services program.  The following is 

the Vermont statutory language:  

 

§ 2959a. Education medicaid receipts 

 

     (a) It is the intent of the general assembly that the state of Vermont shall maximize its receipt of federal 

Medicaid dollars available for reimbursement of medically-related services provided to students who are 

Medicaid eligible. It is further the intent that: 

 

     (1) Each supervisory union identify special education and other students eligible for Medicaid 

reimbursement and, to the extent possible, submit Medicaid bills for services reimbursement. 
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     (2) The department of education and the agency of human services work with local school districts to 

maximize reimbursements including services to non-IEP students. 

 

     (b) A Medicaid reimbursement special fund is established within the department of education. Funds 

received by the state under this section shall be transferred to the Medicaid reimbursement special fund.  

The fund receipts shall be allocated in accordance with this section. 

 

     (c) At least annually, the commissioner of education shall pay to each supervisory union submitting 

Medicaid bills under this section, 50 percent of the reimbursed funds generated by the supervisory 

union's bill, excluding claims generated by state-placed students. Unless the supervisory union has 

agreed to use the funds to operate a supervisory unionwide program or to distribute the funds in a 

different manner, upon receipt, the supervisory union shall distribute the funds to its member school 

districts based on how the funds were generated. The commissioner of education may withhold payment 

due a school district pursuant to section 2950 of Title 16 for a Medicaid-eligible state-placed student if the 

school district has not submitted a Medicaid claim for reimbursable services for that student. 

 

     (d) If the amount of Medicaid reimbursement funds received for services provided in the prior state 

fiscal year exceeds $25,000,000, in addition to the 50 percent of said funds paid to supervisory unions 

submitting Medicaid bills, 25 percent of the amounts in excess of the $25,000,000 shall be paid into an 

incentive fund hereby created in the agency of education. These funds shall be used for an incentive 

payment to supervisory unions with student participation rates of over 80 percent in accordance with a 

formula to be developed by the department of education, in consultation with the Vermont 

Superintendents Association.  For any incentive payments made subsequent to fiscal year 2007, the 

$25,000,000.00 threshold of this section shall be increased by the percentage increase of the most recent 

New England Economic Project cumulative price index, as of November 15, for state and local 

government purchases of goods and services from fiscal year 2005 through the fiscal year for which the 

payment is being determined, plus an additional one-tenth of one percent. 

 

     (e) School districts shall utilize funds received under this section to pay for reasonable costs of 

administering the Medicaid claims process, and for prevention and intervention programs in grades pre-

K through 12. The programs shall be designed to facilitate early identification of and intervention with 

children with disabilities and to ensure all students achieve rigorous and challenging standards adopted 

in the Vermont framework of standards and learning opportunities or locally adopted standards. A school 

district shall provide an annual written justification to the commissioner of education of the use of the 

funds. Such annual submission shall show how the funds' use is expressly linked to those provisions of 

the school district's action plan that directly relate to improving student performance. A school district 

shall include in its annual report the amount of the prior year's Medicaid reimbursement revenues and 

the use of Medicaid funds consistent with the purposes set forth in this subsection. 

 

     (f) Up to 30 percent of Medicaid reimbursements received under this section shall be available for 

agency of human services and department of education administrative costs related to the collection, 

processing, and reporting of education Medicaid reimbursements and statewide programs.  The 

commissioner of education and the secretary of human services shall expend monies from the fund only as 

appropriated by the general assembly. 
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     (g) Remaining reimbursed funds shall be deposited into the education fund. 

 

Billing Medicaid requires some merging of the medical model with special education service 

delivery.  This manual was written to serve as a guide to help those involved work through the 

complexities.   
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SUMMARY OF SCHOOL-BASED HEALTH SERVICES PROGRAM 

 

The Medicaid School-Based Health Services Program is used by the State to generate Medicaid 

reimbursement for medically related services provided to eligible students.  Each school district 

can only submit claims for the students for which the district serves  as the local education 

agency (LEA)  under the federal special education law (IDEIA) and is fiscally responsible.  This 

includes students that are tuitioned by the school district to another school district whether in 

or out of the state of Vermont.   

 
STUDENT ELIGIBILITY 

 ̧ Student must be receiving special education services as outlined in an IEP. 

 ̧ Student must be enrolled in Vermont Medicaid.  

 
RECORDS 

A Medicaid file will be maintained for each student, which will include:  

 ̧ Release of Information Form 

 ̧ Physician Authorization  

 ̧ IEP and Evaluation (blue and pink) forms  

 ̧ Out-of-District Provider Certification Agreement (if applicable)  

 ̧ IEP (cover and service page, including   Annual Notification paragraph ) 

 ̧ Amendment Paperwork ( IEP cover page, service page and amendment document) 

 ̧ Level of Care Form, documentation logs  

 ̧ Personal Care Verification form and progress notes (if applicable)  

 ̧ See Page 152 for information on requirements when changing, merging or closing a 

supervisory union or school district.  

 
RELEASE OF INFORMATION  

 ̧ (ÕɯÖÙËÌÙɯÛÖɯÉÐÓÓɯ,ÌËÐÊÈÐËȮɯÊÖÕÚÌÕÛɯÔÜÚÛɯÉÌɯÖÉÛÈÐÕÌËɯÍÙÖÔɯÛÏÌɯÚÛÜËÌÕÛɀÚɯÓÌÎÈÓɯÎÜÈÙËÐÈÕȹÚȺȭɯɯ

There are three consent requirements: 

o A statement on the Medicaid application (obtained by the Medicaid agency)  

o A Release of Information Form 

o Annual written notification  

 ̧ DCF has given a blanket Release of Information for students in DCF custody. 

 ̧ 18 year olds must sign their own Release of Information Form upon turning 18, unless there 

is a court appointed legal guardian, in which case the court  appointed legal guardian would 

sign the Release of Information Form.  

 ̧ If the student is in joint custody of two legal guardians, the signatures and approval of both 

guardians is required on the Release of Information Form. 

 
PHYSICIAN AUTHORIZATION FORM 

 ̧ In order to bill, Medicaid requires a Physician Authorization Form, which establishes that 

some of the IEP services are medically necessary. 

 ̧ The family physician, nurse practitioner, doctor of osteopathic medicine, a physician 

assistant, naturopath  or a consulting physician who is under contract with the school 

district, can sign the authorization form.  
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 ̧ If the school district is using a consulting physician, the legal guardian must be notified in 

ÖÙËÌÙɯÍÖÙɯÛÏÌɯÚÊÏÖÖÓɯÛÖɯÙÌÓÌÈÚÌɯÛÏÌɯÚÛÜËÌÕÛɀÚɯÐÕÍÖÙÔÈÛÐÖÕɯÛÖɯÛÏÌ ×ÏàÚÐÊÐÈÕȭɯɯ3ÏÌɯÊÏÐÓËɀÚɯ

physician must be used if the legal guardian refuses to have the consulting physician review 

the records.  

 
CLAIMS FOR SCHOOL-BASED HEALTH SERVICES 

 ̧ Annual IEP ɬ The school district is allowed to bill a set amount for the case management 

ÐÕÝÖÓÝÌËɯÐÕɯËÌÝÌÓÖ×ÐÕÎɯÛÏÌɯÚÛÜËÌÕÛɀÚɯÈÕÕÜÈÓɯÐÕËÐÝÐËÜÈÓÐáÌËɯÌËÜÊÈÛÐÖÕɯ×ÓÈÕɯȹ!ÓÜÌɯ%ÖÙÔȺȭɯɯ ɯ

limit of two IEP claims in a 275-day period will be reimbursed.  No reimbursement is 

allowed for an amendment to an IEP or an initial IEP unless the student was on a One Plan. 

 ̧ Special Education Reevaluation ɬ The school district is allowed to bill a set amount for the 

case management involved in conducting a special education reevaluation (Pink Form).  A 

limit of one claim in every 910 -day period will be reimburs ed.  No reimbursement is 

allowed for an initial special education evaluation u nless the student was on a One Plan.  

No reimbursement is allowed when Form 8 is completed.  

 ̧ Billable Services Include: 

Case management 

Developmental & assistive therapy  

Mental health counseling (if not provided by a mental health agency)  

Rehabilitative nursing services  

Occupational therapy  

Physical therapy 

Speech, language & hearing services 

 Personal care  

 ̧ Level of Care ɬ For each service the hours provided in the billing period are entered on the 

Level of Care (LOC) form in order to establish a specific level of care.  Services are weighted 

differently according to their medical relevance, the instructional  group size, and whether a 

licensed professional or other staff member provides the service.  The weighting system 

creates a value for the total units of service provided, the total units are classified as a level 

of care group 1, 2, 3, or 4.  Services in excess of 42 units per week may be billed as outlier 

units.  A monetary value is assigned to each level of care group and outlier unit.   

 ̧ LOC Periods ɬ There are nine LOC billing periods ɬAugust/September, October, November, 

December/January, February, March, April, May/June, Extended School Year (summer 

services). 

 ̧ Other Billing ɬ If a school district is paying for a residential placement at a Private Non -

Medical Institution ( PNMI ) facility the school district may bill using the treatment portion of 

the PNMI rate developed for the facility. Durable medical equipment (D ME) claims have a 

specific approval  process.   

 
STAFF DOCUMENTATION 

 ̧ Documentation of each occurrence of service billed on the level of care form is required.   

 ̧ The log documenting the service is signed by the provider and, if applicable, an appropriate 

supervisor.   

 ̧ Services are documented on one of the following logs: 
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Related Services (physical therapy, occupational therapy, speech, language & hearing, 

vision, nutrition, mental health counseling, rehabilitative nursing services)  

 Developmental and Assistive Therapy    

 Personal Care 

 Case Management 

 ̧ Professional staff members are required to complete a provider certification agreement and 

provide proof of their current licensure or credentials.  

 
SUBMISSION OF CLAIMS 

 ̧ For each billing period, the Medicaid clerk compiles all required documentation and 

completes the LOC form. 

 ̧ Medicaid clerks submit the LOC, IEP and Evaluation claims electronically to HP Enterprise 

Services.   

 ̧ PNMI and Durable Medical Equipment claims are submitted on paper to the Agency of 

Education.  

 ̧ HP Enterprise Services receives the claims and processes them for payment .   

 ̧ A weekly Remittance Advice (RA) is generated showing which claims are paid, denied, 

adjusted, or put into suspense. 

 ̧ The deadline for claim submission is six months (183 days) from the beginning date of 

service.   

 
GRANTS 

 ̧ Supervisory unions  receive 50% of the federal Medicaid reimbursement earned for their 

claims.  

 ̧ Reimbursement earned for claims for State-Placed Students is retained by the State.   

 ̧ The reimbursement is received through Medicaid grants issued by the Agency of Education.   

 ̧ Supervisory unions are required to distribute the funds to its member school districts based 

on how the funds were generated unless the supervisory union board has agreed to a 

different distribution or to operate a union wide program.  

 

Under 16 V.S.A. §2959a (e) school districts are required to use State funds for: 

ȱÙÌÈÚÖÕÈÉÓÌɯÊÖÚÛÚɯÖÍɯÈËÔÐÕÐÚÛÌÙÐÕÎɯÛÏÌɯ,ÌËÐÊÈÐËɯÊÓÈÐÔÚɯ×ÙÖÊÌÚÚȮɯÈÕËɯÍÖÙɯ×ÙÌÝÌÕÛÐÖÕɯÈÕËɯÐÕÛÌÙÝÌÕÛÐÖÕɯ

programs in grades pre-K through 12. The programs shall be designed to facilitate early identification of 

and intervention with children with disabilities and to ensure all students achieve rigorous and 

challenging standards adopted in the Vermont framework of standards and learning opportunities or 

locally adopted standards.  A school district shall provide an annual written justification to the 

commissioner of education of the use of the funds. 2ÜÊÏɯÈÕÕÜÈÓɯÚÜÉÔÐÚÚÐÖÕɯÚÏÈÓÓɯÚÏÖÞɯÏÖÞɯÛÏÌɯÍÜÕËÚɀɯÜÚÌɯ

is expressly linked to those provisions of tÏÌɯÚÊÏÖÖÓɯËÐÚÛÙÐÊÛɀÚɯÈÊÛÐÖÕɯ×ÓÈÕɯÛÏÈÛɯËÐÙÌÊÛÓàɯÙÌÓÈÛÌɯÛÖɯÐÔ×ÙÖÝÐÕÎɯ

student performance. A school district shall include in its annual report the amount of the prior year's 

Medicaid reimbursement revenues and the use of Medicaid funds consistent with the purposes set forth in 

this subsection. 
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ELIGIBILITY FOR SCHOOL-BASED HEALTH SERVICES 

 
In order to submit Medicaid claims, a supervisory union must determine which of  its students 

are eligible for  the School-Based Health Services Program.  For a student to be eligible they 

must: 

 ̧ be receiving special education services as outlined in a Vermont  IEP. 

 ̧ Students residing in Norwich in grades 7 -12 will be on a New Hampshire IEP  

 ̧ be enrolled in Vermont Medicaid.  

SPECIAL EDUCATION PROCESS 

The first requirement for billing the School -!ÈÚÌËɯ'ÌÈÓÛÏɯ2ÌÙÝÐÊÌɯ×ÙÖÎÙÈÔɯÍÖÙɯÈɯÚÛÜËÌÕÛɀÚɯÚ×ÌÊÐÈÓɯ

education services is that the student is receiving special education services as outlined in an 

IEP. 

 

School districts are responsible for providing special education to children who meet the 

eligibility requirements.  Special Education eligibility criteria are established by State Board 

Rules and are amended periodically.  The complete special education regulations can be 

accessed at the Vermont Agency of Education website. The follow ing is a summary of the 

special education regulations: 

 

For a child to be eligible for special education, the child must meet the three gates of special 

education eligibility:  

¶ Has a disability (i.e., meets the criteria for one of the 14 categories of disabilities 

established for special education); 

¶ 3ÏÌɯËÐÚÈÉÐÓÐÛàɯÙÌÚÜÓÛÚɯÐÕɯÈÕɯÈËÝÌÙÚÌɯÌÍÍÌÊÛɯÖÕɯÛÏÌɯÊÏÐÓËɀÚɯÌËÜÊÈÛÐÖÕÈÓɯ×ÌÙÍÖÙÔÈÕÊÌȰ 

¶ Needs special education services in at least one of the basic skill areas to benefit from his 

or her educational program.  

 

A special education evaluation may include observations, tests and other diagnostic measures 

or review of existing information.  The special education evaluation is also the name of the 

process used to determine special education eligibility for a student.   An Evaluation and 

Planning Team (EPT) is the team that is responsible for making the eligibility determination.  

3ÏÌɯÛÌÈÔɯÊÖÕÚÐÚÛÚɯÖÍɯÈÛɯÓÌÈÚÛɯÖÕÌɯÖÍɯÛÏÌɯÊÏÐÓËɀÚɯÙÌÎÜÓÈÙɯÌËÜÊÈÛÐÖÕɯÛÌÈÊÏÌÙÚȮɯÈɯÚ×ÌÊÐÈÓɯÌËÜÊÈÛÖÙȮɯÈɯ

person to interpret the education implicat ÐÖÕÚȮɯÛÏÌɯÊÏÐÓËɀÚɯ×ÈÙÌÕÛÚɯȹÎÜÈÙËÐÈÕȮɯÌËÜÊÈÛÐÖÕÈÓɯ

surrogate, parent or the adult student), and a local education agency representative.  The 

determination of eligibility must be reviewed at least once every three years.  Reevaluations can 

be conducted sooner at the request of a parent or teacher.  If the legal guardian and school are in 

agreement, the 3 year evaluation can be bypassed. 

 

Within 30 days of being determined eligible for special education, an Individualized Education 

Program (IEP) must be developed for a student.  The IEP must be reviewed and revised at least 

annually.  The IEP is required to include:  

1. 2ÛÈÛÌÔÌÕÛɯÖÍɯÛÏÌɯÊÏÐÓËɀÚɯ×ÙÌÚÌÕÛɯÓÌÝÌÓɯÖÍɯÌËÜÊÈÛÐÖÕÈÓɤÍÜÕÊÛÐÖÕÈÓɯ×ÌÙÍÖÙÔÈÕÊÌȰ 

2. Measurable annual goals, short-term objectives and benchmarks; 
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3. Special education services, related services, placement and when appropriate a 

statement regarding why a child cannot participate full -time in the regular classroom; 

4. Beginning date of the IEP and the anticipated frequency, location, and duration of the 

services and modifications;  

5. &ÌÕÌÙÈÓɯÊÏÈÙÈÊÛÌÙÐÚÛÐÊÚɯÖÍɯÛÏÌɯÊÏÐÓËɀÚɯ×ÓÈÊÌÔÌÕÛȰ 

6. A statement of any individual accommodations for state or district -wide assessments; 

7. A description of any extended school year services (ESY); 

8. A description of transition services if appropriate for student;  

9. A statement, when appropriate, that parental rights transfer to the student at age 18;  

10. A multi -year plan when appropriate;  

11. A reintegration plan if the student is placed outside of the regular education 

environment more than 50% of the school day. 

 

The important pieces of information for the School -Based Health Services program are numbers 

3, 4 and 7 that describe the services to be provided to the student. .  

 

The IEP for Medicaid eligible students must also include the type of per sonnel (professional 

or paraprofessional) and group size for each service.  

 
MEDICAID ELIGIBILITY PROCESS 

The second requirement for billing the School-!ÈÚÌËɯ'ÌÈÓÛÏɯ2ÌÙÝÐÊÌɯ×ÙÖÎÙÈÔɯÍÖÙɯÈɯÚÛÜËÌÕÛɀÚɯ

special education services is that the student is enrolled in Medicaid.  There are different factors 

that may make a student eligible for Medicaid.  The criteria include:  

 ̧ Family income 

 ̧ 3ÏÌɯÚÌÝÌÙÐÛàɯÖÍɯÈɯÚÛÜËÌÕÛɀÚɯËÐÚÈÉÐÓÐÛà 

 ̧ Being in the custody of the Department of Children and Families (DCF)  

 

Note: A student who t urns 18 may still be enrolled in traditional Medicaid.  If this is the case, 

the student is still eligible under the School -Based Health Services program up to his or her 22nd 

birthday.  

 
SCHOOL-BASED HEALTH SERVICES PROGRAM ELIGIBILITY 

Each supervisory union needs to develop a process which identifies incoming special education 

students in order to determine Medicaid eligibility .   

 ̧ Check eligibility of all sp ecial education students that move into the supervisory union  

 ̧ Check eligibility of all student s being evaluated for special education services 

 

The Medicaid field representative will assist in determining eligibility by:  

 ̧ Requesting a  list of all active Special Education  students in the fall  

o Each student on the list will be checked for Medicaid eligi bility  

o A list of eligible students will  be provided to the supervisory union  

 ̧ Review Child Count, which is due to the Agency of Education mid -December 

o Each student on the Child Count list will be checked for Medicaid eligibility  

o A list of eligible students will be provided to the supervisory union  
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CHECKING MEDICAID ELIGIBILITY 

 Here are a couple of options  that can be used to check eligibility. 

 ̧ Contact your Medicaid field representative.  You will need to have:  

o 2ÛÜËÌÕÛɀÚɯÕÈÔÌ 

o 2ÛÜËÌÕÛɀÚɯËÈÛÌɯÖÍɯÉÐÙÛÏ 

o School District  Code 

Á To find a list of School District Codes click here. 

Á  This list does not include the local use codes some districts use. 

o First possible date of service, which could include the IEP or Evaluation meeting 

date 

 ̧ Check electronically on www.vtmedicaid.com  (can only use this if you have the 

ÚÛÜËÌÕÛɀÚɯMedicaid ID number ) 

 
CHECK MEDICAID ELIGIBILITY ELECTRONICALLY 

Go to www.vtmedicaid.com  

Click on "Transaction Services" 

Click on "Production Login"  

Enter your User ID and Password 

Click on "Eligibility Search"  

Type the student's Medicaid ID number and a beginning and end date   

Note--the end date cannot be more than 9 days in the future. 

Click "Search" 

 

This will call -up eligibility information on the student. If the student is eligible it will  show their 

name, date of birth, address, eligibility dates and types of coverage. If he/she is not eligible the 

system will state "Validation Error" with an explanation of  "The member was not found in the 

master file" or "The member is not eligible".  

 

From the production login screen:  

 

 

http://www.vtmedicaid.com/
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Click Eligibility Search  
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Type the Medicaid ID number  and the eligibility dates you would like to review.  HP Enterprise 

Services recommends checking eligibility for a specific day or month.  

 

 
 

 
From this screen you can review eligibility and the individuals current Primary Care Physician.  
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MEDICAID ELIGIBILITY CATEGORIES 

There are numerous Medicaid eligibility categories.  Some eligibility categories allow claims to 

be paid for school-based health services (such as Medicaid Managed Care) and other categories 

do not (such as Pharmacy Only).  The Recipient Aid Categories chart below provides a list of 

the categories that are eligible for reimbursement.  Eligibility categories can be seen when 

checking eligibility at the www.vtmedicaid.com  website and by the field representatives.  Refer 

to this listing when verifying the program in which the recipient is enrolled.  

 

The following aid categories indicate that an individual is eligible to  have services reimbursed 

under the School-Based Health Services Program. 

 

AID CATEGORY  

A3, A4, A5, A6, A8, A9, B3, B4, B5, B6, B7, B8, C2, C3, C4, C5, C6, C7, C8, C9, 

D5, D8, E5, E8, F5, G5, G8, H3, H4, H5, H6, H8, H9, I5, I8, K5, K9, L3, L4, L5, L6, 

L8, L9, M3, M4, M5, M6, M7, M8, O5, P1, P2, P3, P4, P5, P6, P7, P9, Q3, Q6, R1, 

S5, S7, T5, T8, U1, U2, U3, U4,U5, W3, W4, W6, W9, X3, X4, X5, X6, X8, Y5, Z3, 

Z4, Z5, Z6, Z7, Z8 

AA, AB, AC, AD, AR, AZ, BA, BB, BC, BD, BG, BH,  BP, BR, CC, CO, CG, CH, 

CP, CR, DC, DR, FC, GC, GR, HA, HB ,HC, HD, HR, HZ, IA, IC, ID, IR, KC, 

KZ, LA, LB, LC, LD, LR, LZ, MA, MB, MC, MD, MP, MR, NA, NB, NC, ND, 

NP, NR, OC, PA, PB, PC, PD, PP, PR, QU, QD, RR, SC, SP, TC, TR, WA, WB, 

WD, WZ, XA, XB, XC, XD, XR, YC 

 

 

The following aid categories indicate that an individual is not  eligible to have services 

reimbursed under the School-Based Health Services Program. 

 

AID CATEGORY  

Q1, Q2, V1, V2, V3, V4, V5, V6, V7, V8, Z3, Z4, Z5, Z6, Z7, Z8, Z9 

FI, GA, GE, HT, HV, LF, MH, PQ, PS, QW, SH, TV, UD, VA, VB, VC, VD, VE, 

VF, VG, VH, VI, VJ, VK, VL, VM, VN, VO, VP, VS, VT, VU, WM, ZA, ZB, ZC  

 
  

http://www.vtmedicaid.com/
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RECORDS 

 
SET-UP OF MEDICAID FILE  

A Medicaid file needs to be maintained for each student eligible for the School -Based Health 

Services Program.  A complete Medicaid file contains the following:  

 ̧ Release of Information 

 ̧ Physician Authorization      

 ̧ IEP and Reevaluation Claim Forms (pink and blue forms)  

 ̧ 3ÏÌɯÊÖÝÌÙɯ×ÈÎÌɯÈÕËɯÚÌÙÝÐÊÌÚɯ×ÈÎÌɯÖÍɯÛÏÌɯÚÛÜËÌÕÛɀÚɯÊÜÙÙÌÕÛɯ($/ȮɯÐÕÊÓÜËÐÕÎɯÛÏÌɯAnnual 

Notification paragraph . Where applicable the Personal Care Verification form should be 

filed in this section.  Where applicable revision paperwork must be on file.  

 ̧ The completed LOC with copies of staff documentation attached to each LOC form and 

any other claim forms.  

 ̧ Out-of-District Provider Certification Agreement (where appropriate)  

 ̧ Progress Notes (where appropriate) 
 

It is suggested that six-section folders with clips at the top of each section be used for student 

Medicaid files. If these folders are used, the first five items listed above can each have a section 

in the folder.  
 

3ÏÌɯɁÊÈÚÌÓÖÈËɂɯÓÐÚÛɯàÖÜÙɯ%ÐÌÓËɯ1Ì×resentative maintains includes the School District Code and, 

if your organization uses it, the local use code.  These codes determine the distribution of your 

Medicaid grant  funds.  The code you enter as part of your account number when you bill, does 

not carry through to the Agency of Education database.  Only the caseload determines 

distribution of funds.  IT IS VITAL THAT FIELD REP RESENTIVE S KNOW THE SCHOOL 

DISTRICT CODE, START DATE AND END DATES  OF EVERY STUDENT .  This 

information must  be provided before  you bill.  
 

CURRENT MEDICAID FORM 

All Medicaid documentation must be completed on the current version of the Medicaid forms.  

Form footer dates for the current  school year are as follows: 

Name of Form Footer Date of Form Notes 

Release of Information Form (all types) Revised May 2013  

Physician Authorization  July 2013 Can use January 2013 version 

Provider Certification  July 2013 Can use January 2013 version 

Out-of-District Provider Certification  July 2013 Can use January 2013 version 

IEP Claim Form (blue form)  July 2013 Can use January 2013 version 

Eval Claim Form (pink form)  July 2013 Can use January 2013 version 

Level of Care (LOC) Billing Form  July 2015 Form changes annually 

Case Management Assurance Form July 2013  

Developmental and Assistive Therapy 

Documentation Log  

July 2013  
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Personal Care Documentation Log July 2013  

Personal Care Verification Form July 2013 Can use January 2013 version 

Related Services Documentation Log July 2013  

PNMI Claim  Form July 2013  

 

GENERAL RECORDS REQUIREMENTS 

 ÚɯÛÏÌɯÐÕÍÖÙÔÈÛÐÖÕɯÛÏÈÛɯÔÈÒÌÚɯÜ×ɯÛÏÌɯÚÛÜËÌÕÛɀÚɯ,ÌËÐÊÈÐËɯÙÌÊÖÙËÚɯÐÚɯÜÚÌËɯÛÖɯËÖÊÜÔÌÕÛɯÚÌÙÝÐÊÌÚ 

billed to the federal government and is subject to audit, they need to be official records. This  

means that they must be completed in ink. Information written in pencil is easily erased and  

altered so it cannot be used on the required Medicaid documentation. White out canɀt be used. 
 

RECORDS NEED TO BE AVAILABLE FOR FILE REVIEWS/FEDERAL AUDIT 

The Medicaid staff emplo yed at the state level needs to have access to the Medicaid student files 

in order to do file reviews. Part of the responsibilities of a Medicaid field representative is to  

review files on a regular basis to ensure that the proper documentation exists for the claims 

being submitted for students under the School -Based Health Services Program. The records 

need to be available throughout the school year and during the summer. If the files are not kept 

in a central location such as the supervisory union office or at the schools, they must be made 

available within a reasonable time when requested. 
 

The information needs to be available for audits by the federal government. In the case of an 

audit, any information that is not available is likely to lead to questio ned cost and the need to 

pay back any funds received on claims which do not have the required documentation. So it is 

important that the records are maintained and are available in the event of an audit.  
 

If a student moves to another Vermont supervisory u nion, it is helpful to be able to provide 

copies of the Release of Information and Physician Authorization (if still current). However, 

documentation needs to be maintained in your supervisory union if any claims were submitted 

for the student. 
 

ELECTRONIC FILES 

Supervisory Unions that would like to utilize an electronic system must have the system 

approved by the Agency of Education prior to implementation.  The Agency of Education will 

review the system to ensure that it meets all program requirements. 

 
RETENTION  

 ̧ All the required documentation for Medicaid claims is to be kept for seven years, 

including  

o Release of Information 

o Physician Authorization  

o LOC/Eval/IEP claim forms  

o Documentation logs 

o Personal Care Verification Form 

o Progress Notes 
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o ($/ɀÚ 

o Provider Certification and Licenses 

o Out of District Provider Certification Agreement  

o Adjusted claim documentation  

 ̧ It is recommended that the current student Medicaid file contain information for the 

current and prior school year  

 ̧ Special rules apply to school districts that merge/consolidate.  Please see the 

Merge/Consolidate section (hold control click here ) for information on those rules.  

 
CONFIDENTIALITY OF SPECIAL EDUCATION AND MEDICAID RECORDS 

The Family Educational Rights and Privacy Act (FERPA) is a federal law that governs the 

disclosure of information contained in student records. FERPA applies to any educational  

agency or institution that receives federal funds under any program administer ed by the U.S. 

Department  of Education. It therefore applies to virtually all public and independent schools,  

and to entities that provide services for public or independent schools.  

 

The basic rule of FERPA is that personally identifiable information in a  record about a student 

that is maintained by a school or an agent of a school cannot be disclosed to a third party 

without the prior written consent of the student's legal guardian. If the student is over 18, 

information from student records cannot be dis closed without the prior written consent of the 

student. 

 

FERPA does provide exceptions to this rule, but they are limited. Anyone with access to 

personally identifiable information about a student, including the student's name, address, 

phone number or in formation about the student's physician or health care needs should treat 

that information as strictly confidential. When in doubt about whether to disclose information 

from a student's record, consult with a knowledgeable school administrator to determine  

whether the information is protected by FERPA and whether the disclosure requires prior 

written consent of  the student or the student's parents. 

 

All staff who deal with the School -Based Health Services have access to a great deal of 

confidential informat ion and need to be aware of the FERPA requirements above. 

 

The Health Insurance Portability and Accountability Act of 1996 (HIPAA) sets forth provisions  

for protecting the security, confidentiality, and privacy of health information. For the purposes  

of the School-Based Health Services Program, HIPAA basically states that supervisory unions 

ÈÙÌɯÙÌÚ×ÖÕÚÐÉÓÌɯÍÖÙɯÌÕÚÜÙÐÕÎɯÛÏÈÛɯÈɯÚÛÜËÌÕÛɀÚɯÙÐÎÏÛɯÛÖɯ×ÙÐÝÈÊàɯÐÚɯÕÖÛɯÝÐÖÓÈÛÌËȭɯ3ÏÐÚɯÔÌÈÕÚɯÛÏÈÛ 

ÐÕËÐÝÐËÜÈÓÚɯÞÏÖɯËÖɯÕÖÛɯÕÌÌËɯÛÏÌɯÚÛÜËÌÕÛɀÚɯÏÌÈÓÛÏɯÐÕÍÖÙÔÈÛÐÖÕɯÍÖÙɯÈɯÚ×ÌÊific purpose should not  

have access to the information. Some ways that supervisory unions can protect the student 

privacy is by maintaining health information in a secure location, putting information away 

when it is not in use and placing privacy wording on fax coversheets and e-mail when sending  

information electronically.  
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CONFIDENTIALITY STATEMENT 

The Agency of Education recommends that supervisory unions take precautions to safeguard 

student information. This may include having Medicaid clerks sign a confidentiality statement.  

 

The following is a sample confidentiality statement.  

 
CONFIDENTIALITY PLEDGE 

 

I understand that I require student information to perform my duties at [ ]. Some of this  

information is made confidential by law (such as "protected health information" or "PHI" under  

the federal Health Insurance Portability and Accountability Act). Confidential information may  

be in any form, e.g., written, electronic, oral, overheard or observed. Access to all confidential 

information is granted on a  need-to-know basis. A need-to-know is defined as information  

access that is required in order to perform job functions. 

 

I pledge to review the policies on confidentiality and privacy. I will access, use and disclose  

confidential information in keeping wi th these policies and only on a need-to-know basis. This 

includes keeping confidential information in a secure location (i.e. locked cabinet) and 

protecting  computer information with passwords.  

 

I will not disclose confidential information to friends, rela tives, co-workers or anyone else 

except (will not let me put the sentences together)as required to perform my work.  

 

I will protect the confidentiality of all confidential information, including PHI while employed 

at [ ] and after I leave [ ]. All confiden tial information remains the property of [ ].  

 

I understand that signing this pledge and complying with its terms is a requirement for me to  

work at [ ]. If I violate this pledge, I will be subject to disciplinary action up to and including  

termination. In  addition, under applicable law, I may be subject to criminal or civil penalties.   I 

have read the above pledge and agree to be bound by it. 

 

Name: 

Signature: 

Date: 
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RELEASE OF INFORMATION (ROI) 
 

In order to bill Medicaid the school district must obtain consent from the student's legal 

guardian. A Release of Information form must be on file prior to requesting a Physician 

Authorization form or submitting claims to Medicaid.  There are three consent requirements: 

¶ Consent statement on the Medicaid application 

¶ A Release of Information Form 

¶ Annual Written Notification  
 

CONSENT STATEMENT ON THE MEDICAID APPLICATION 

The Medicaid application contains the following language in the Rights and Responsibilities 

section of the form. This consent is provided annually a t the time of enrollment/reenrollment for 

Medicaid programs.   Supervisory Unions are not required to maintain a copy of the Medicaid 

application as the applications are maintained by the Agency of Human Services.  The consent 

language is as follows:  

I give permission to my child's school district to bill Medicaid for the specified services  

listed in his/her IEP. I understand that if I refuse consent, my refusal only affects  

Medicaid billing of IEP services; my refusal does not relieve the school distric t of its 

responsibility to provide IEP services at no cost to me. I understand that I may  revoke 

this consent to bill Medicaid for IEP services at any time; if I revoke this  consent it will 

apply to billing for services from that date forward . 

If a parent/guardian wishes to revoke consent on the Medicaid application, they should contact 

the Education Medicaid Unit Administrator at (802) 479 -1135. 
 

RELEASE OF INFORMATION FORM 

This form allows the school district to release special education records necessary to the 

Medicaid billing process.  The Release of Information form is valid from the  date that it is 

signed forward . Once signed, the Release of Information form is valid until  the student's legal 

guardian changes, ÛÏÌɯÚÛÜËÌÕÛɀÚɯÕÈÔÌɯÊÏÈÕÎÌÚɯÖÙɯÛÏÌɯoriginal consent is revoked.  The Release 

of Information form must be on file before ANY records can be released (this includes 

requesting a Physician Authorization form or submitting a claim to Medicaid).   
 

On February 14, 2013 34 CFR 300.154 was revised.  The revision changed the consent 

requirements for the School-Based Health Services Program.  The new consent requirements are 

as follows and pertain to services billed for any IEP written or amended 5/1/13 or later.  

¶ For any IEP written or amended 5/1/13 or later, a Release of Information form (with a 

footer revision date of May 2013) must be obtained before billing for dates of service 

covered by the IEP/Revision.   

¶ A letter must be provided to the parent/guardian explaining the Release of Information 

form.  This letter must include the language provided in the sample letter.  
 

There are 3 different versions of the Release of Information Form: 

 ̧ Release of Information--3ÏÐÚɯÍÖÙÔɯÐÚɯ×ÙÐÔÈÙÐÓàɯËÌÚÐÎÕÌËɯÛÖɯÉÌɯÜÚÌËɯÉàɯÛÏÌɯÚÛÜËÌÕÛɀÚɯ

parent/legal guardian.  The following are some special considerations regarding this 

form.  
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o (ÍɯÛÏÌɯÚÛÜËÌÕÛɀÚɯ×ÈÙÌÕÛÚɯÏÈÝÌ court ordered  joint custody, a signed Release of 

Information  form  must be obtained from both parents.  

o If the student has been appointed as an emancipated minor through the courts, 

the student must sign a Release of Information form. 

o If the student was adopted, the adoptive parent must sign a Release of 

Information form once the adoption is legalized.   The guardianship papers are 

not the same as the Release of Information.  

o Release of Information can be used to back bill up to six months from the date 

the form is signed by the current legal guardian (as long as the signer had 

guardianship during that time period).  

o If a student, 18 or older, has a court appointed legal guardian, that individual 

would need to sign a Release of Information form in order for ser vices to be 

billed to Medicaid .  The Release of Information form remains valid if the 

guardian who signed the form on file did not change upon the student turning  

18.  A copy of the guardianship papers are required to be in the student's Special 

Education file .  A notation on the Release of Information form must indicate such 

guardianship and  must remain in the Medi caid file . (post-it -notes are not 

acceptable as they are not a permanent part of the file). 

o If a student, who previously had a signed Release of Information form, moved, 

dropped out of  school, had a break in Medicaid coverage or tested out of special 

education and then returns, a new signed Release of Information form is not 

needed. 

o If a signed Release of Information has been revoked and the parent/guardian 

reinstates the release, a new Release of Information form must be obtained.  This 

new Release of Information would only be valid from the date th e guardian 

signed forward.   

o It is best practice to place a "received date" stamp on the Release of Information  

form. This practice will alleviate questions if the signature date is missing or  

difficult to read.  

 ̧ 18-Year-Old Release of InformationɭThis form is used when a student turns 18 and 

becomes their own legal guardian.   

o Services ×ÙÖÝÐËÌËɯÈÍÛÌÙɯÛÏÌɯÚÛÜËÌÕÛɀÚɯɯƕƜth birthday  cannot be billed unless this 

form has been signed or a court appointed legal guardian has signed the Release 

of Information form.  

o A student must turn 18 before they can sign the 18-Year-Old Release of 

Information form.  The form is not valid if signed/dated prior to the 18 th birthday.  

o The 18-Year-Old Release of Information can be used to back bill up to six months 

from the date ÛÏÌɯÍÖÙÔɯÐÚɯÚÐÎÕÌËȮɯÉÜÛɯÕÖÛɯ×ÙÐÖÙɯÛÖɯÛÏÌɯÚÛÜËÌÕÛɀÚɯƕƜth birthday.  

o It is best practice to place a "received date" stamp on the Release of Information 

form. This practice will alleviate questions if the signature date is missing or 

difficult to read.  
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 ̧ Child in DCF custody  

o There is a blanket consent form for any child that is in DCF custody.  A copy of 

the form must be placed in the Medicaid file after the following information has 

been added to the form: 

Á The ËÈÛÌɯÛÏÌɯÍÖÙÔɯÐÚɯÈËËÌËɯÛÖɯÛÏÌɯÚÛÜËÌÕÛɀÚɯ,ÌËÐÊaid file  

Á 2ÛÜËÌÕÛɀs Medicaid ID  

Á 2ÛÜËÌÕÛɀÚɯÕÈÔÌ 

Á 2ÛÜËÌÕÛɀÚɯËÈÛÌɯÖÍɯÉÐÙÛÏ 

o The blanket release only applies to students in DCF custody.  Not all State Placed 

Students are in DCF custody 

o This form is only valid for the time period the student is in DCF custody  

o The DCF blanket consent is not valid after the 18th birthday  
 

There are multiple ways to obtain the Release of Information form .   

¶ The case manager can request the Release of Information form be signed at the time of 

the IEP meeting. 

¶ The Medicaid clerk can send the form directly to the parent/guardian  

¶ If the child transfers from another district,  the Medicaid clerk can attempt to obtain the 

Release of Information from the previous supervisory union .  The Release of 

Information forms can be transferred from SU to SU provided that it is not SU specific. 

Sample letters are included on the following pages to explain the form.   The first is a standard 

letter and the second letter is specific to supervisory unions utilizing a consulting physician.   
 

ANNUAL WRITTEN NOTIFICATION 

Supervisory Unions are required to provide annual written notification that when a Release of 

Information Form is on file, the supervisory union is authorized to bill Medicaid for se rvices 

provided in accordance with the IEP.  The annual written notification statement appears on the 

IEP.  The IEP service page in the Medicaid file must include this language. 

For parents/legal guardians who have signed a Release of Information form, the school district is 

authorized to bill Medicaid for the services listed in the Individual Education Plan (IEP) and to release 

necessary special education records to a physician/nurse practitioner in order for him/her to reach 

determination that the services are medically necessary and to individuals within the Agency of 

Education and the Agency of Human Services charged with processing Medicaid bills for IEP services 

that are also considered medical services under Vermont Medicaid rules. This consent will remain in 

effect until I revoke my consent or until the student reaches the age of 18 (after which the student 

must consent) or the student graduates.  Refusal to consent does not affect the school district's 

responsibility to provide these services to my child at no cost to me. I understand that I may revoke 

this consent at any time; if I revoke this consent, it will apply to billing for services from that date 

forward.   
 

REVOCATION OF RELEASE OF INFORMATION 

The parent/guardian has the right to revoke the Release of Information at any point via 

conversation or in writing .  The revocation must include the date the Release of Information is 

revoked.  If notification of revocation is received verbally, the supervisory union must 

document the conversation and date.  The letter from the parent/guardian or the documentation 
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of revocation conversation must be added to the Medicaid file as a separate document; do not 

write on the original Release of Information regarding revocation.  
 

Billing cannot be submitted after the date of revocation, regardless of date of service on the 

claim.  If the parent/guardian chooses to reinstate the Release of Information, a new form must 

be signed and added to the Medicaid file.  Billing can only occur for dates of service from the 

date the form is signed forward.  
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SAMPLE LEGAL GUARDIAN LETTER  

 

(Use Your School District Letterhead) 

 

(insert date) 

 

ȹÐÕÚÌÙÛɯÓÌÎÈÓɯÎÜÈÙËÐÈÕɀÚɯÕÈÔÌȺ 

ȹÐÕÚÌÙÛɯÓÌÎÈÓɯÎÜÈÙËÐÈÕɀÚɯÈËËÙÌÚÚȺ 

 

#ÌÈÙɯȹÐÕÚÌÙÛɯÓÌÎÈÓɯÎÜÈÙËÐÈÕɀÚɯÕÈÔÌȺȯ 

 

The Vermont Medicaid program (also known as Green Mountain Care) will reimburse school 

districts for services provided to students on an Individualized Education Program (IEP) and 

enrolled in one of Vermont's Medicaid programs.  With your consent we can bill the Medicaid 

program for sÖÔÌɯÚÌÙÝÐÊÌÚɯÐÕÊÓÜËÌËɯÐÕɯàÖÜÙɯÊÏÐÓËɀÚɯ($/ȭɯɯ/ÓÌÈÚÌɯÊÖÔ×ÓÌÛÌɯÛÏÌɯÈÛÛÈÊÏÌËɯ1ÌÓÌÈÚÌɯÖÍɯ

Information form.  Consent to the release of information is voluntary.  

 

 ÓÓÖÞÐÕÎɯÛÏÌɯÚÊÏÖÖÓɯËÐÚÛÙÐÊÛɯÛÖɯÉÐÓÓɯ,ÌËÐÊÈÐËɯÍÖÙɯÚÌÙÝÐÊÌÚɯÖÜÛÓÐÕÌËɯÐÕɯàÖÜÙɯÊÏÐÓËɀÚɯ($/ɯÞÐÓÓɯÐÕɯÕÖɯ

wÈàɯÈÍÍÌÊÛɯàÖÜÙɯÊÏÐÓËɀÚɯ,ÌËÐÊÈÐËɯÉÌÕÌÍÐÛÚȭɯɯ3ÏÌɯÚÊÏÖÖÓɯËÐÚÛÙÐÊÛɯÞÐÓÓɯÖÕÓàɯÙÌÓÌÈÚÌɯÛÏÌɯÙÌÊÖÙËÚɯ

essential for billing purposes.  If you choose not to give your consent, your child will continue to 

receive the same level of services required in the IEP.  If you have other health insurance, as well 

as Medicaid, your other health insurance will not be billed for services provided by the school.  

The consent will remain in effect until it is revoked.   

 

The funds the school receives from billing Medicaid will be u sed to provide additional programs 

for all students.   

 

If you have any questions about this program, please call me (insert your name), at (insert phone 

number). 

 

Thank you for your response. 

 

Sincerely, 

 

 

 

(insert name and title) 

 

Enclosures: Release of Information form  

  Stamped and addressed envelope 
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SAMPLE LEGAL GUARDIAN LETTER  

(for use when the SU uses a contracted physician) 

(Use Your School District Letterhead) 

 

(insert date) 

 

ȹÐÕÚÌÙÛɯÓÌÎÈÓɯÎÜÈÙËÐÈÕɀÚɯÕÈÔÌȺ 

ȹÐÕÚÌÙÛɯÓÌÎÈÓɯÎÜÈÙËÐÈÕɀÚɯÈËËÙÌÚÚȺ 

 

Dear ȹÐÕÚÌÙÛɯÓÌÎÈÓɯÎÜÈÙËÐÈÕɀÚɯÕÈÔÌȺȯ 

 

The Vermont Medicaid program (also known as Green Mountain Care) will reimburse school 

districts for services provided to students on an Individualized Education Program (IEP) and 

enrolled in one of Vermont's Medicaid progr ams.  With your consent we can bill the Medicaid 

×ÙÖÎÙÈÔɯÍÖÙɯÚÖÔÌɯÚÌÙÝÐÊÌÚɯÐÕÊÓÜËÌËɯÐÕɯàÖÜÙɯÊÏÐÓËɀÚɯ($/ȭɯɯ/ÓÌÈÚÌɯÊÖÔ×ÓÌÛÌɯÛÏÌɯÈÛÛÈÊÏÌËɯ1ÌÓÌÈÚÌɯÖÍɯ

Information form.  Consent to the release of information is voluntary.  

 

Allowing the school district to bill M ÌËÐÊÈÐËɯÍÖÙɯÚÌÙÝÐÊÌÚɯÖÜÛÓÐÕÌËɯÐÕɯàÖÜÙɯÊÏÐÓËɀÚɯ($/ɯÞÐÓÓɯÐÕɯÕÖɯ

ÞÈàɯÈÍÍÌÊÛɯàÖÜÙɯÊÏÐÓËɀÚɯ,ÌËÐÊÈÐËɯÉÌÕÌÍÐÛÚȭɯɯ3ÏÌɯÚÊÏÖÖÓɯËÐÚÛÙÐÊÛɯÞÐÓÓɯÖÕÓàɯÙÌÓÌÈÚÌɯÛÏÌɯÙÌÊÖÙËÚɯ

essential for billing purposes.  If you choose not to give your consent, your child will continue to 

receive the same level of services required in the IEP.  If you have other health insurance, as well 

as Medicaid, your other health insurance will not be billed for services provided by the school.  

The consent will remain in effect until it is revoked.   

 

A physician's review is required before services can be billed to Medicaid.  The (insert school 

name) utilizes the services of a contracted physician to review information for Medicaid billing 

purposes.  If you would prefer that only your child's physicia n review his/her records, please 

place a note on the Release of Information form. 

 

The funds the school receives from billing Medicaid will be used to provide additional programs 

for all students.   

 

If you have any questions about this program, please call me (insert your name), at (insert phone 

number). 

 

Thank you for your response. 

 

Sincerely, 

 

 

(insert name and title) 

 

Enclosures: Release of Information form 

Stamped and addressed envelope 



 

School-Based Health Services Manual September 2016 32  

 

 

Release of Special Education Information for 

Medicaid Billing Purposes 

 

2ÛÜËÌÕÛɀÚɯ-ÈÔÌȯ Jimmy Jones 

2ÛÜËÌÕÛɀÚɯ#ÈÛÌɯÖÍɯ!ÐÙÛÏȯ 1/1/1998 

2ÛÜËÌÕÛɀÚɯ,ÌËÐÊÈÐËɯ(#șȯ 12345678 

Parent/Guardian: Thomas Jones 

 

!àɯÚÐÎÕÐÕÎɯÛÏÐÚɯÍÖÙÔɯ(ɯÎÐÝÌɯÊÖÕÚÌÕÛɯÛÖɯÔàɯÊÏÐÓËɀÚɯÚÊÏÖÖÓɯËÐÚÛÙÐÊÛɯÍÖÙɯÛÏÌɯÙÌÓÌÈÚÌɯÖÍɯÚ×ÌÊÐÈÓɯ

education evaluations, IEPs, and Medicaid claims documents to: 

¶ A physician or nurse practitioner in order for him/her to reach a determination 

that the services are medically necessary; and  

¶ Individuals within the Agency of Education and the Agency of Human Services 

(AHS) charged with processing Medicaid bills for medical services included in 

ÔàɯÊÏÐÓËɀÚɯ($/ȭɯɯ 

The school district will only release the records essential for billing purposes and the 

above individuals will only review the documents necessary to perform their assign ed 

tasks in the Medicaid billing process.   

 

Consent to the release of information is voluntary. I understand that if I give consent to 

the release of such information this consent will remain in effect until it is revoked or 

the student reaches the age of 18 (after which the student must consent) or the student 

graduates.  I understand that if I refuse to give consent, my refusal will only affect the 

billing for IEP medical services to Medicaid; my refusal does not relieve the school 

district of its responsibility to provide IEP services at no cost to me. I understand that I 

may revoke this consent to release information for Medicaid billing at any time; if I 

revoke this consent, it will apply to billing for services from that date forward.   

 

 

Signature of Parent/Legal Guardian:_____Thomas Jones_______Date:___5/15/13_ 

 

 

*NOTE--If the child is in joint custody at the time the form is requested, each legal 

guardian needs to sign a form before billing can occur.    

 

    

 

Revised:  May 2013                        Date Received by Supervisory Union:______________
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