	 
	Division for Early Childhood Intervention Services
Consent to Bill and Release Information 

	Child’s name:

     
	Child’s date of birth:

     
	Case ID (optional):

     

	 FORMCHECKBOX 
  I have been given a copy of the “Paying for Early Childhood Intervention Services” booklet.

	Third Party Payor Information 

	Insurance company or managed care company name:

     
	Telephone number for providers:

     

	Policy holder’s name:
     
	Policy/member #:

     
	Group #:

     
	Effective date:
     

	Child’s Medicaid/CHIP #:
     
	Medicaid/CHIP Member ID #:

     

	Payor mailing address:

     
	City:

     
	State:

  
	ZIP code:

     

	Third Party Payor Information 

	Insurance company or managed care company name:

     
	Telephone number for providers:

     

	Policy holder’s name:
     
	Policy/member #:

     
	Group #:

     
	Effective date:
     

	Child’s Medicaid/CHIP #:
     
	Medicaid/CHIP Member ID #:

     

	Payor mailing address:

     
	City:

     
	State:

     
	ZIP code:

     

	 FORMCHECKBOX 
 I give consent for the ECI program to bill these insurers. I further consent for the ECI program to release personally identifiable information to these insurers for billing purposes. I understand that my consent is voluntary and that I may revoke my consent in writing at any time.  
	

	 FORMCHECKBOX 
 I do not give consent for the ECI program to disclose information for billing purposes or to submit claims to my insurance company or managed care company.

	Parent’s signature:

X       
	Parent’s printed name:

     
	Date:
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