North Carolina Department of Health and Human Services

Division of Public Health


North Carolina Infant-Toddler Program
Insurance Information Worksheet
	The service provider is responsible for verification of insurance information. The information on this form is not a guarantee of payment.

	A. Child Information:
	
	
	ITP SFS %
	Monthly

Maximum Cap
	Date Completed

	     
	     
	     
	     
	     
	     

	Child’s First Name
	Middle/Suffix
	Child’s Last Name
	     
	     
	     

	     
	     
	   
	     
	     
	     
	     

	Address
	City
	State
	Zip Code
	

	     
	Sex:   FORMCHECKBOX 
Male  FORMCHECKBOX 
 Female
	     
	     

	Date of Birth:     
	
	Home Telephone:
	Other Telephone Contact:

	B. Insurance Information:

	Medicaid #:
	     
	If Carolina ACCESS, list Primary Care Physician:      

	Eligibility Date:
	     
	Expiration Date:
	     
	 FORMCHECKBOX 
 Primary      FORMCHECKBOX 
 Other policy in effect (see below)

	Primary Policy :
	 FORMCHECKBOX 
 Individual   FORMCHECKBOX 
Group   FORMCHECKBOX 
HMO/PPO   FORMCHECKBOX 
Military Insurance
	Secondary Policy:
	 FORMCHECKBOX 
Individual   FORMCHECKBOX 
Group   FORMCHECKBOX 
HMO/PPO    FORMCHECKBOX 
Military Insurance

	Insurance Name:
	     
	Insurance Name:
	     

	Employer/Group:
	     
	Employer/Group:
	     

	Policy#/ Ins. ID#:
	     
	Policy #/ Ins. ID#:
	     

	Group ID #:
	     
	Group ID #:
	     

	Effective Date:
	     
	Effective Date:
	     

	Claims Phone #:
	     
	Claims Phone #:
	     

	Claims Address:
	     
	Claims Address:
	     

	City:
	     
	State:      
	Zip:       
	City: 
	     
	State:      
	Zip:       

	Subscriber Name:
	     
	Subscriber Name:
	     

	Subscriber Relationship to Client:
	     
	Subscriber DOB:      
	Subscriber Relationship to Client:
	     
	Subscriber DOB:      

	Subscriber is Guarantor:
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	Gender:  FORMCHECKBOX 
 Male   FORMCHECKBOX 
 Female
	Subscriber is Guarantor:
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	Gender:  FORMCHECKBOX 
 Male   FORMCHECKBOX 
 Female

	Subscriber Address:
	     
	Subscriber Address:
	     

	 FORMCHECKBOX 
 Health Reimbursement Account attached to primary policy.
	 FORMCHECKBOX 
 Health Reimbursement Account attached to primary policy.

	 FORMCHECKBOX 
 Health Spending Account attached to primary. (ENSURE auto draft disabled!)
	 FORMCHECKBOX 
 Health Spending Account attached to primary. (ENSURE auto draft disabled!)

	In Network Benefits
	In Network Benefits

	Lifetime Cap:
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	LT Cap Amt.
	     
	Lifetime Cap:
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	LT Cap Amt.
	     

	Coinsurance:
	     
	Co-Pay:
	     
	Coinsurance:
	     
	     
	     

	Deductible:
	     
	Amt. Met:
	     
	Deductible:
	     
	Amt. Met:
	     

	OUT of Network Benefits
	OUT of Network Benefits

	Lifetime Cap:
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	LT Cap Amt.
	     
	Lifetime Cap:
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	LT Cap Amt.
	     

	Coinsurance:
	     
	Co-Pay:
	     
	Coinsurance:
	     
	Co-Pay:
	     

	Deductible:
	     
	Amt. Met:
	     
	Deductible:
	     
	Amt. Met:
	     

	Is Prior Authorization Required for Evaluations?
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	Is Prior Authorization Required for Evaluations?
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	PLEASE LIST THE BENEFITS FOR THE FOLLOWING SERVICES:
	PLEASE LIST THE BENEFITS FOR THE FOLLOWING SERVICES:

	Evaluations:      
	Evaluations:      

	Occupational Therapy:      
	Occupational Therapy:      

	Physical Therapy:      
	Physical Therapy:      

	Speech Therapy:      
	Speech Therapy:      

	Other Services:      
	Other Services:      

	Is Prior Authorization Required for Specialized Therapy?

 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	Is Prior Authorization Required for Specialized Therapy?

 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No


ID #:  FILLIN  "Enter Child's ID#"  \* MERGEFORMAT 

North Carolina Infant-Toddler Program
Insurance Information Worksheet
Purpose: 
The Insurance Information Worksheet is to be used when the Children’s Developmental Services Agency (CDSA) collects information on insurance plan benefits. Information collected on this form is used to gather the family’s insurance and SFS information and is also used to supply this information to community providers when release of this information is authorized. The family must notify the CDSA when a change to the insurance information needs to be updated.

Related Forms:
The insurance, consent, and SFS information reported on this form is utilized to inform the family during completion of any required consent procedures. Plan benefits may affect a family’s financial obligation for the early intervention services identified on the IFSP. 
Instructions: 
A. Child Information:
The CDSA must complete the client information and SFS information section from information submitted by the family.
· Enter the child’s full name as it appears on the insurance card.

· Enter the child’s date of birth and check the appropriate box to indicate the child’s gender.
· Enter the child and family’s primary address, county of residence and contact numbers.
· Enter the determined SFS percentage and monthly maximum cap and the effective date.

B. Insurance Information:
· Enter the applicable Medicaid number and the date eligible.
· If CAROLINA ACCESS, enter primary care physician.
· Identify if Medicaid is the primary insurance or if other funding sources are in effect.
· Complete all applicable information on insurance policies in place.
Disposition:
Infant-Toddler Program records, including financial and automated information, must be maintained based upon the Infant-Toddler Program’s record retention policy. Records must be archived in accordance with state requirements to ensure their preservation for the required length of time.
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