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INFORMED NOTICE AND CONSENT FOR EVALUATION AND ASSESSMENT

Child’s Name:       (date of birth:       ) may be eligible to receive early intervention services.  

Before we can provide services to your child, we must conduct an evaluation and an assessment to determine eligibility and to plan for services that will best meet his/her needs.

An evaluation and/or assessment shall be done by a team made up of you and at least two professionals.  Specific types of evaluations will be carefully selected based on your child’s age, developmental level and needs.  You will be asked to provide information about your family and its needs for services and support.  The evaluation and assessment may look at the following areas: hearing, vision, communication/speech/language, psychological, physical/health/medical, developmental, social and emotional, self-help (adaptive), behavioral, family, or other areas.  The results of previous evaluations and assessments may also be used.
A copy of my rights under the Individuals with Disabilities Education Act has been provided with this form and explained to me.  I understand this evaluation and assessment request and as such,
 FORMCHECKBOX 
 I do not give my permission for the evaluation(s) and assessment(s) recommended above and understand that my child will not receive early intervention services from the State of Florida.

 FORMCHECKBOX 
 I give my permission for the evaluation(s) and assessment(s) recommended above.

- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -

INFORMED NOTICE AND CONSENT FOR USE OF INSURANCE

 FORMCHECKBOX 
 I understand that if my child receives Medicaid and is covered by private insurance, my private insurance must be billed.

 FORMCHECKBOX 
 I give permission to bill my insurance for evaluation and assessment services.  I understand that if my child does not receive Medicaid, I may deny access to use my insurance if our family would incur a financial loss as described below.

 FORMCHECKBOX 
 I do not give permission to bill my insurance for evaluation and assessment services because it is reasonable to expect this action to cause our family to incur the following financial loss:

 FORMCHECKBOX 
 Significant decrease in available lifetime coverage

 FORMCHECKBOX 
 Reduction in other insurance benefits 


 FORMCHECKBOX 
 Increase in premiums
 FORMCHECKBOX 
 Discontinuance of insurance
 FORMCHECKBOX 
 I give permission to bill my insurance for services listed on our Individualized Family Support Plan.  I understand that if my child does not receive Medicaid, I may deny access to use my insurance if our family would incur a financial loss as described below.

 FORMCHECKBOX 
 I do not give permission to bill my insurance for services listed on our Individualized Family Support Plan because it is reasonable to expect this action to cause our family to incur the following financial loss:

 FORMCHECKBOX 
 Significant decrease in available lifetime coverage

 FORMCHECKBOX 
 Reduction in other insurance benefits 


 FORMCHECKBOX 
 Increase in premiums
 FORMCHECKBOX 
 Discontinuance of insurance

Medicaid Number       


Insurance Company       
Policy Holder       


Policy Number      
If insurance is billed, the insurance company may send the Explanation of Benefits and payment to our family rather than directly to the provider. These checks and paperwork should be turned over to the local Early Steps Office for payment.
_______________________________________


_______________________________________

            Signature of Parent or Guardian





  Witness

_______________________________________


_______________________________________

                           Print Name






Print Name

______________________________________


_______________________________________

                                Date






    Date

Consent must be obtained before conducting the initial evaluation and assessment of a child in accordance with the Individuals with Disabilities Education Act (34 CFR 303.404).
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