
	CHILD AND FAMILY CONNECTIONS

INSURANCE AFFIDAVIT, ASSIGNMENT AND RELEASE


	Child’s Last Name, First Name & Middle Initial
	     

	Child’s Date of Birth       (Month/Day/Year) 
	     

	Cornerstone Participant ID#
	     
	CBO/EI #
	     

	CHECK ONE:

	 FORMCHECKBOX 

	By signature below, I hereby assign the benefits from all non-exempted private health insurance for this child to the child’s authorized EI providers and consent to the release of information regarding

	
	benefit determinations, payee information and claims to the Department of Human Services or its designee, Child and Family Connections staff and the child’s authorized EI providers. 

If insurance payments are made directly to me for EI services and assistive technology devices, I will forward these payments directly to the providers.  I hereby verify that I have provided and will provide up-to-date insurance coverage and benefit information to Child and Family Connections staff and EI providers for the child listed above and will assist as needed in the prompt processing of any insurance claims.  I will notify the providers if any claims are rejected by insurance. 

I understand I can revoke this insurance assignment and release at any time by contacting the Child and Family Connections service coordinator for the child listed above and indicating in writing that I revoke this assignment and release.  I understand that I will no longer be able to receive Early Intervention services and assistive technology devices subject to fees if I do so.



	 FORMCHECKBOX 

	This child has public insurance through Medicaid/KidCare and has a Medicaid/KidCare recipient card.  

	
	I understand that the Department of Human Services will bill Medicaid directly for my child and family’s Early Intervention services.  I hereby verify that I have provided and will provide up-to-date Medicaid/KidCare coverage information to Child and Family Connections staff for the child listed above.

	   FORMCHECKBOX 

	This child does not have private or public health insurance coverage.

	
	(If undeclared private or public insurance coverage is later discovered to have been in effect during the Individualized Family Service Plan period, the State shall recover from the family any Early Intervention payments for services which should have been paid by that insurance.)

	PARENT/GUARDIAN CERTIFICATION:
I certify that the information given above is correct to the best of my knowledge.

	PARENT/GUARDIAN/POLICYHOLDER SIGNATURE 
	     

	DATE SIGNED TO IMPLEMENT
	     

	PLEASE NOTE: 
This affidavit is valid until the end of the current Individualized Family Service Plan or there is a change in insurance coverage.

	A PHOTOCOPY OF THIS DOCUMENT IS AS VALID AS THE ORIGINAL.


Under the provisions of the Illinois Mental Health and Developmental Disabilities Confidentiality Act, the Family Educational Rights and Privacy Act, 20 USC 1232g, and the Health Insurance Portability and Accountability Act of 1996, information collected hereunder may not be redisclosed unless the person who consented to this disclosure specifically consents to such redisclosure or the redisclosure is allowed by law.

