



Doctor name
Address
City, State, Zip

Dear Dr.     ,

One of your patients requires behavioral intervention services in the educational setting.  The school district is in the process of determining the child’s eligibility for these services for Medicaid reimbursement.  In order to proceed with the eligibility process, we must have documentation that the child’s diagnosis is related to one of the following impairments:  cerebral palsy, epilepsy or autism.  

Please fill out and return the attached physician statement for the following patient: 

Participant name
Address: 
DOB: 
MID: 


Completed physician statements can be returned to:

School:
Address
Fax: 

We have included our signed disclosure of information for your review. 

Thank you for your assistance, 



School signature

Physician’s Statement

The following medical information refers to: Participant Name 

PART 1: Physician Information

	Physicians Name: 


	Address:




PART 2:  Related Condition

The purpose of the physician statement is to indicate if the child’s diagnosis and manifestations are closely related to cerebral palsy, epilepsy or autism.

	Patient’s diagnosis: Child’s Diagnosis on Application


	1. Has the patient been diagnosed with any other conditions or disorders?

	YES
	NO

	If YES, please state the condition(s) or disorder(s): 



	2. Is the child’s condition a chronic disability – meaning a medical condition that is lifelong or of extended duration?

	YES
	NO

	3. Does the child’s condition produce similar functional limitations as those experienced by individuals with cerebral palsy, epilepsy or autism?

	YES
	NO

	If YES, please indicate what types of limitations are similar (examples: disruption of motor functioning, impacts to cognitive abilities, similar neurological aspects etc…)



	4. Are the limitations created by the child’s diagnosis sufficient enough to state that the condition is closely related to or similar to cerebral palsy, epilepsy or autism?

	YES
	NO

	5. Please indicate which impairment the child’s diagnosis is related to:


	
	Cerebral Palsy

	
	Epilepsy

	
	Autism


                 




PART 3:  Treatment of Condition

	6. In your professional opinion, does the child’s condition reflect the need for a combination or sequence of special, interdisciplinary or generic care, treatment, or other services?

	YES
	NO

	If YES, please describe some of the treatment and care required 




	7. Does the child’s treatment or other services require individual planning and coordination?  

	YES
	NO




 Signature: ______________________________			Date: ___________


*** Please attach current medical documentation to support this statement
