


FINANCE

Dr. Robert L. Yeager Health Center
50 Sanatorium Road, Building D
Pomona, New York 10970
Phone: (845) 364-3882  Fax: (845) 364-2526

 EDWIN J. DAY 	      PATRICIA S. RUPPERT, DO, MPH, CPE, DABFM, FAAFP              TRACY K. McMAHON, MBA
County Executive	                           Commissioner of Health                                  Coordinator of Administrative Services
	
[image: ]

[image: ]


DISTRICT STATEMENT VERIFYING NON-RESPONSE TO REQUESTS 
OF MEDICAID PARENTAL CONSENT FORM

The Medicaid Parental Consent Form should be included in the initial evaulation packet and, if not received, be provided at the CPSE meeting (or sent immediately following).  
If documentation is not received by the District 14 days after the 2nd attempt, complete this form and upload it to CPSE Portal under the Unable to Obtain Consent dropdown.

Student Name: _________________________________________	DOB: _____________
School District: ________________________________________

Date of 1st attempt: _______________

Date of 2nd attempt: ______________




This office has completed its due diligence to obtain documentation from the family as requested by the Rockland County Department of Health for purposes of Medicaid reimbursement.  Should this office receive documentation at a later date, it will update the student’s profile.

Name of District representative: ____________________________________________
Signature of District representative: __________________________________	Date: _______
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