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[bookmark: A_INFORMED_NOTICE_CONSENT_EVALU_ASSESS][bookmark: A_INFORMED_NOTICE_CONSENT_FOR_INSURANCE]EARLY STEPS
INFORMED CONSENT FOR THE USE OF 	
PRIVATE INSURANCE




[bookmark: Text1][bookmark: _GoBack][bookmark: Text2]Child’s Name:        					Date of Birth:       
- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - 
|_|  Florida’s Early Steps Written Notice Related to Private Insurance and Medicaid has been provided with this form and explained to me.
- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -  
Evaluation and Assessment Services
I give permission to bill private insurance for evaluation and assessment services. I understand that if my child is covered by both Medicaid and private insurance, then my private insurance must be billed.
|_| Yes		|_| No		 |_| N/A
- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -  
Individualized Family Support Plan (IFSP) Services 
I give permission to bill insurance for services listed on our IFSP. I understand that if my child is covered by both Medicaid and private insurance, then my private insurance must be billed.

|_| Yes		|_| No		  |_| N/A
- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -  
[bookmark: Text3][bookmark: Text4]Medicaid Number:       			Insurance Company:       

[bookmark: Text5][bookmark: Text6]Policy Holder:       				Policy Number:      

If insurance is billed, the insurance company may send the Explanation of Benefits and payment to my family rather than directly to the provider.   I understand that if this happens, and I receive payment, these checks and paperwork must be turned over to the Local Early Steps Office for payment.



_________________________________________	_______________________________________
            Signature of Parent or Guardian				   	  Witness

_________________________________________	_______________________________________
                           Print Name					 	Print Name

_________________________________________	_______________________________________
                                Date					   		    Date
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