Brownsville Independent School District

Special Services Department

Notice and Consent Regarding Payment from Medicaid Benefits

The State Medicaid program allows school districts to request reimbursement for costs associated with provision of certain IEP related services. These services include occupational and physical therapy, speech pathology, psychological evaluations and special transportation. The rules under the Individuals With Disabilities Education Improvement Act of 2004 (IDEA) regarding the use of public benefits, such as Medicaid, require schools to obtain consent from a parent before accessing a child’s Medicaid benefits. IDEA and the Family Educational Rights and Privacy Act (FERPA) also require schools to obtain parental consent before disclosing information from a child’s education records to outside parties such as Medicaid or another public health insurance agency.

When a BISD school system seeks Medicaid reimbursement for IEP related services there is no risk of decreasing the student’s available lifetime coverage or risk of loss of eligibility for home and community-based waivers based on total health-related expenditures. However, prior to accessing a child’s Medicaid benefits, the school system must assure the parent that seeking reimbursement for these services will not result in the family paying for services that the child needs outside of school, paying out of pocket expenses such as a deductible or a co-payment, or increased insurance premiums.

School officials must inform the parent of the school’s interest in utilizing Medicaid benefits as well as the above-listed constraints; seek from the parent (and other relevant sources) the information necessary for the school system to utilize Medicaid benefits; solicit any parental concerns; and give parents a meaningful opportunity to express any relevant concerns about the process.

PARENTAL CONSENT TO SEEK MEDICAID REIMBURSEMENT

 FORMCHECKBOX 
I, hereby authorize Brownsville Independent School District to seek reimbursement for the IEP/Medicaid-covered health services that were provided to my child during the      school year. I understand that this access may not result in any decrease in available lifetime coverage, may not result in any cost to me or my family, may not increase any premiums or lead to the discontinuation of my child’s benefits or insurance, and may not create any risk of loss of my child’s eligibility for home and community based waivers based on total health related expenditures. 

 FORMCHECKBOX 
I do not consent for the school district to seek Medicaid reimbursement for the IEP / Medicaid-covered health services that were provided to my child during the       school year.  I understand that this access may not result in any decrease any premiums or lead to the discontinuation of my child’s benefits or insurance and may not create any risk of loss of my child’s eligibility for home and community Based waivers based on total health related expenditures. 
I understand that this consent must be renewed annually. I also understand that my refusal to allow access to the Medicaid benefits does not relieve the school system of its responsibility to ensure that all required IEP services are provided at no cost to me.
     
Child’s Name 
/ DOB / Campus 

______________________________________________________________________________

Parent / Guardian Signature








Date

___________________________________

Interpreter

