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Departamento de Salud y Servicios Humanos de Carolina del Norte

División de Salud Pública


Autorización y Factura por Servicios de Alivio del

Programa Infantes-Niños Menores de Tres Años de Carolina del Norte
	

	Section 1: General Information – to be Completed by Early Intervention Service Coordinator (EISC ) and Parent/Guardian:
Sección 1: Información general – debe ser completado por la Coordinador de Servicios de Intervención Temprana (EISC ) y los padres de familia o tutor legal:

	Autorizado por CDSA: 
	     
	Dirección:
	     

	Dirección::
	     

	Nombre del niño:
	     
	     
	  
	Fecha de nacimiento:
	     
	HSIS ID #:
	     

	
	Apellido paterno
	Nombre
	Inicial 2º nombre 
	 MM / DD / YY
	
	

	Nombre del padre o tutor legal:
	     
	     
	  
	Número de teléfono:
	     

	
	Apellido paterno
	Nombre
	Inicial 2º nombre 

	Dirección:
	     
	     
	  
	     
	     

	
	Calle y No.
	Ciudad
	Estado
	Código Postal
	Condado de residencia

	Nombre del Coordinador de Servicios (EISC):
	     
	     
	Teléfono de Coordinador de Servicios:
	     

	
	Apellido paterno
	Nombre
	
	

	Fecha de Inicio del IFSP:
	     
	a
	     
	Fecha Final
	Resultado #:
	     

	(*see instructions for date to use)
	MM / DD / YY
	
	MM / DD / YY
	
	
	


	

	Section 2: Respite Authorization Approval – to be Completed by EISC and Approved by Finance Officer

Sección 2: Autorización de Servicios de Alivio – debe ser completado por EISC y aprobado por el agente financiero

	
	$5.00
	x
	     
	=
	     
	x
	     
	=
	 $     
	

	
	Base Rate / Tarifa Básica
	AFSP
	
	Family’s Hourly Rate / Tarifa por hora de la familia
	Respite Hours Authorized / Horas de Servicios de Alivio aprobadas
	Maximum Amount of Reimbursement / Reembolso Máximo
	

	
	
	

	Firma del coordinador de servicios y Fecha
	
	Firma del agente financiero y Fecha

	

	Section 3: Invoice for Respite Services – to be Completed Monthly by Parent/Guardian

Sección 3: Factura por Servicios de Alivio – debe ser completado mensualmente por los padres/tutor legal


Para fines de reembolso, anote toda la información completa en la sección 3 y entrégala al EISC en el CDSA (dirección anotado anteriormente) antes el día 20 del mes cuando ocurrió los servicios. (Para los servicios que ocurrieran después del día 20, 
entrega la factura el mes siguiente.) Puede obtener más formularios con su coordinador de servicios cuando sea necesario.
	Nombre del Proveedor de Servicios de Alivio 

(Favor de escribir legible y precisa )
	Fecha de Servicio
	Hora de Empezar

(circule am o pm)
	Hora de Terminar

(circule am o pm)

	     
	     
	      am/pm
	      am/pm

	     
	     
	      am/pm
	      am/pm

	     
	     
	      am/pm
	      am/pm

	     
	     
	      am/pm
	      am/pm

	     
	     
	      am/pm
	      am/pm

	     
	     
	      am/pm
	      am/pm

	Certifico que mi niño ha recibido servicios de alivio en las fechas y las horas que aparecen anteriormente.

	
	
	     

	Firma del padre o tutor legal
	
	Fecha enviado al EISC para el reembolso

	

	Section 4: Reimbursement Authorization – to be Completed by Finance Officer

Sección 4: Autorización de Reembolso – debe ser completado por el agente financiero

	
	     
	x
	     
	=
	$      
	
	

	
	Total Hours
	
	Hourly Rate
	
	Total Reimbursement
	
	Finance Officer Signature Authorizing Reimbursement and Date


 FILLIN  "Enter Child's ID#"  \* MERGEFORMAT 
Purpose: 
The purpose of this form is to authorize and invoice reimbursement for respite services and is specific to the child.
Instructions:
The EISC completes Sections 1 & 2 for approval by the Finance Officer prior to the provision of service. Then the EISC forwards a copy of the form to the family. The family completes Section 3 after receiving the service. The EISC is responsible for maintaining and updating the form as needed.

Section 1

· CDSA Name and Address:  Name of Authorizing CDSA and mailing address

· Child’s Name: Child’s Last name, First name, Middle initial

· Child’s Date of Birth:  Month/Day/Year format

· HSIS ID #:
Assigned by the CDSA, it consists of last name initial, first name initial, followed by a 6-digit birthdate, sex [1 for male, 

2 for female] (e.g. DJ1127021) – If multiple births, use same format and add A, B as necessary after birthdate

· Parent/Guardian Authorized for Payment:  Name of the person who is authorized to receive reimbursement

· Parent /Guardian Address and Phone: Address where Parent/Guardian listed above receives mail; phone number (including area code)

· County of Residence:  Child’s County of Residence

· EISC’s Name:  First and last name of EISC

· Phone:  Phone number of the EISC (including area code)

· IFSP Authorized Start Date: The date a respite outcome was added to the IFSP for the current IFSP cycle

· End Date:  The earliest date of the following:  no later than June 30 of current fiscal year, the child’s third birthday, 

or end of the IFSP outcome

· IFSP Outcome Number: The IFSP outcome number that authorizes Respite Services

Section 2 

The EISC should complete the AFSP percentage and number of respite hours authorized. 

· AFSP Rate: The AFSP rate is the percent of the total cost for transportation reimbursable to the Parent/Guardian.

Calculated by subtracting the Family Sliding Fee Scale from 100% (100%-SFS=AFSP)

· Family’s Hourly Rate:  Multiply the base rate times the AFSP

· Respite Hours Authorized: Corresponds to the number of respite hours as authorized on the IFSP

· Maximum Amount of Reimbursement:  Multiply the family rate times the number of respite hours authorized

EISC signature in this section indicates review of the information to ensure it corresponds to the current IFSP and Family Financial Eligibility form.

The Finance Officer completes Section 2, keeps a copy for the reimbursement file, and returns the original to the EISC for the child’s chart. The EISC gives a copy to the Parent/Guardian and reviews directions for completing Section 3.

Section 3 

For reimbursement, complete all of Section 3 and submit this to your EISC at the CDSA (address in Section 1) no later than the 20th of the month in which the service occurred. (For services provided after the 20th, submit invoices in the following month.) You may obtain additional forms from your EISC as needed.
· Respite Provider’s Name:  First and Last name of Respite Provider
· Date of Service:  Date for which child received respite services

· Start and End Time:  Enter the time and circle am or pm

EISC must submit invoice to FO by the 23rd. Payment generally occurs by the 5th of the following month. 

Section 4

· Total Hours: Calculated from Parent/Guardian entries in Section 3

· Total Reimbursement: Total hours times the Family’s Hourly Rate

The Finance Officer completes Section 4, mails form with original FO signature to the payment source by the 25th of the month, provides one copy to the EISC for the child’s chart, and retains a copy in the reimbursement file.

Disposition:
Infant-Toddler Program records, including financial and automated information, must be maintained for a minimum of five years following the child’s twenty-first birthday. Records must be archived in accordance with state requirements to ensure their preservation for the required length of time.
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