PLEASE PRINT

Ohio Department of Health

Medical Application

Children With Medical Handicaps, 246 North High Street, P.O. Bo

% 1603, Columnbus, Ohio 43216-1603

Buresu for
0O Diagnostic 3 Treatment [ case Renewsl O service Coordination [3 PHN Referral O Adult Hemophilia O HvG
> Childs/Chent's neme tiasy, first, mi 2. Cese nurnber (child's/client’s) -
*3. Address %4, County
Ty * S1te *2F Health depanment code
3.5, Child's/Chent’s birthdete 6. Social Sequrity nurnber (child's/client’s)| *7. Sex .1 #B. Ethnic group |8, Ohio rcsiden;(
O1. vale [ 2 Ferale ' Dives D2 No
510, Perem =/Legal guardian's/Client’s name {lasy, first) *15, Parents/Lepal guardian's/Client's name (lasy, first)
*11. Address %16, Agdress
#*State [%2IF 1% City *51e [ %P

*Ciy

‘

- [12. Social Security number

17, 5_ocial Secufity number

#*13, Home phone

{ )

+*14. Work phone

( )

+ 16, Home phone

{ )

(

*15. Work phone

) .

Insurance information

For BCWMIH Use Onwy

% 20. Heahh insurance coverage
1. ves D2 No

Policy number g

Begin gute

End date

Cerfier number .

Heaih insurance company name -

Name of insured

*2%. Health insurance Coverage |
DO1.ves D2No

Policy numbes

Begin date

End date

Carrier. number

Health insurance company name

Name of.insured

27. Denlal Insurence Coverage Carrier numbser .Bepgin deie End dete

O1.ves 02 No

Dental iNsUTENCE COME2aNY NAME Name of insured
73, ViSIoN CATe insurance COverape Carriet nurnber Bepin date End dete

D1 ves D2 No ‘
Vision care INSUrance company name Name of insured
¥ 24, Medicaid ehgible ¥ Medicaid 1ecipienyBilling numbet | Bepin daie End dae 25. 5.5.1. elgible

D9 ves D2 No Drves 02 No
£26. Managing physician's/Servce coordinalor's nsme Sie

O Private office O Clinic

%27, Address 28. Telephane number
o )

*City #Siae | ¥2P %* 29, Provider number
30, Primary diagnosis * .C.D. code %31, Secondary disgnosis *1.C.D coge
#32. Teriary diagnosis % 1.C.D. code ¥ 33, Oustefnary hagnosis *1.C.0. code

* D ATA REQUIRED IN ORDER TO PROCESS

HE£ 7115 (Rev. 12/03)




Child's/Cliemts name

Case number

34. 11 child/elient hes any other handicepping condition(s), pleese describe

35, Name of primery care physician

36. Neme of primery cere dentist

37. Major Services
) Frovider number Unit ol service Source of peyments

Culegory of service Neme end eddress of provider

*|38. Recormmendstions {Include/atiech Plan of Tresimen, Medical Repon end/or Dischatge Surmmary.)

% 38. Managing physicisn’s/5efvice soordinalor's sigheiure

% Dale *40. Initia! dete of exam

*Pnnt physitien's name

47. Nerme of person completing form Telephone #*#42. Mos| recent dite of exam
Public Health Nurse Referral _ _

43. Neme 44, Heshh depenimem ) 45. Telephone

46. Reason Date of scheduied exam

I hereby authorize the manaping physician or service coordineior lisied above 10 submit this application 10 the Ohic Depanment of Health, Bureau for Children with Medical
Handicaps {hereinaher riferred 10 as *BCMR®), for services o1 the child/client (hereinaher referred 10 8s "clien”™) named on the 1rom of This application, | euthorize BCMH
10 felease confidential information concerning the client’s medical condition end reaiment, any and all financial information and third-party coverage 1o county end/or Gty
health depenments locaied in the city or Gounty where the ciiert lives or receives 1reatment angd to heslth care and service providers, facilities and thirg parny payors {and
their agems snd employees) for the purposes of providing or facilitating the delivery of o arenging or services 1o the cliem. This euthorizétion includes the release of eny
and ell information concerning the cliem’s rmedical conditions and restment, including if applicabie, the client's HIV 1esting or disgnosis o AIDS o AIDS+elated condilions,

I centity and anest that sl the information given by me on this form and other BCMH application forms s true and sccurete. | hereby give my permission 1o heve &l finan-
cial information verified. | suthorize the release 10 BCMH of any and all information penaining 10 my comrac! of insurance es 10 claims filed on behal of client shd amounts

paid end 10 whom these claims or emounts wers paid.
This releese suthorizetion is efiective from the dete of my signature end will remain in eflect unti! sueh time s expressly revoke it in writing, | undersiend 1het the sbove.
referenced information will not be released 10 any other entity without an additional writien release authorizstion from me or other persen having iegal authority 10 provide

suth release or es required by lew.

have read this authorization 1o release information and fully understand its contents.
*Dale

*47. Parent's/Guardian's/Chent's signature

#* Relationship 10 child/clism

* Prinmt neme
48, Approveqd 48. Program . Code 50, EHertive date 51. Expiration dete
O1ves D2 No '
Code

|

Code 53. Denial reason

52, Denial reeson

Dae

B4, Nurse case managel

* DATA REQUIRED IN ORDER TO PROCESS




