North Carolina Department of Health and Human Services

Division of Public Health


North Carolina Infant-Toddler Program 

Assistive Technology Funding Authorization
	1. Child’s Last Name
Child’s First Name
MI
	9.  Name and Mailing Address of Assistive Technology Device Vendor



	     
	
     
	
  
	

	2. Date of Birth
	
	
	
	
	
	
	
	
	3. Sex
 FORMCHECKBOX 
  1. Male


 FORMCHECKBOX 
  2. Female
	

	
	 
	 
	 
	 
	 
	 
	 
	 
	
	

	
	Month
	Day
	Year
	
	

	4.  County of Residence:      
	     

	5.  Shipping Address -- Street or RFD      
	

	
     
	Phone #:      

	6.  City       
	State    
	Zip Code      
	Name of Contact Person at Vendor Company: 

     

	7.  Telephone #
	Home      
	Work      
	

	8.  Name of Parent or Guardian:   Last
First
MI


     
     
  
	10.  Family’s Assigned Sliding Fee Scale Percentage       %

	11.  List Device(s) Being Purchased

(may  attach price statement)
	Identification Number of Device
	Cost of Device
	Medicaid Rate, MSRP or Catalog Price 

	     
     
     
     

	     
     
     
     
     
	     
     
     
     
     
	 FORMCHECKBOX 
Medicaid Rate   FORMCHECKBOX 
MSRP   FORMCHECKBOX 
Catalog

 FORMCHECKBOX 
Medicaid Rate   FORMCHECKBOX 
MSRP  FORMCHECKBOX 
Catalog 

 FORMCHECKBOX 
Medicaid Rate   FORMCHECKBOX 
MSRP  FORMCHECKBOX 
Catalog 

 FORMCHECKBOX 
Medicaid Rate   FORMCHECKBOX 
MSRP   FORMCHECKBOX 
Catalog

 FORMCHECKBOX 
Medicaid Rate   FORMCHECKBOX 
MSRP   FORMCHECKBOX 
Catalog

	12.  Total Cost for All Devices: 
	     
	13.  Payment Authorization:
	

	Tax (if applicable):
	     
	Amount to be paid by insurance:
	        FORMCHECKBOX 
 N/A

	Shipping and Handling:

Grand Total:
	     
!Unexpected End of Formula FORMTEXT 

     

	 Balance (Cost of device(s) - Insurance Pay)      X      Sliding Fee Scale % =
Authorized for Payment  to Vendor (Grand total – insurance & family portion) =
	      Amount to be paid by Family

       ITP share of cost 

	
	
	Total:

 FORMCHECKBOX 
 Vendor and family have made arrangements for family to pay their portion directly to the vendor. ECAC to proceed with ITP cost only.

 FORMCHECKBOX 
 Vendor and family have made arrangements for family to pay their portion directly to the vendor.  There is no ITP cost.  
 FORMCHECKBOX 
 Proceed with Payment to Vendor after receipt of family portion of cost or 
 FORMCHECKBOX 
 Wait for invoice from vendor
	       Family portion + ITP Cost

 FORMCHECKBOX 
 ECAC to place catalog order

	Audiology Requests Only:

Authorization Period:  From:       To:       (not to exceed one yr or child’s exit from NCITP)

Devices being authorized for payment:  FORMCHECKBOX 
Ear molds (up to 8 per hearing aid)   FORMCHECKBOX 
Batteries (up to 6 packs)  

14.  Insurance or Third Party


Does family carry health insurance on this child?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No


Did parents give permission for insurance to be billed?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   FORMCHECKBOX 
 Not Applicable (If No or N/A, skip to Section 16A below.)

	15. Does this policy cover this service?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   FORMCHECKBOX 
 Unknown
	Does this policy cover this service?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   FORMCHECKBOX 
 Unknown

	Complete insurance information is required when applicable.
	Complete insurance information is required when applicable.

	PRIMARY INSURANCE      
	SECONDARY INSURANCE      

	Policy #:      
	Claims Address:

     
	Policy #:      
	Claims Address: 

     

	Policyholder:

     
	Policyholder:

     

	Insurance Phone #:      
	Insurance Phone #:      

	16A.  Type or print Service Coordinator’s Name

     
	18.  Name of Requesting CDSA [central office]       

Financial Officer:       

Address of Central CDSA Office:       

	16B.  Service Coordinator’s Signature
	

	17.  Signature of CDSA Financial Officer (or designee)
	

	
	Phone #:      
	Date:       


Please accompany with this form all that are applicable:

· Completed catalog order form , Price statement from vendor , and/or Insurance documents (i.e. benefit exclusion, pre-authorization, denials etc.)

ID #:  FILLIN  "Enter Child's ID#"  \* MERGEFORMAT 
NC ITP Assistive Technology Funding Authorization
PURPOSE

This form is used to authorize Exceptional Children’s Assistance Center (ECAC) to reimburse vendors for Assistive Technology [AT] devices purchased through the NC Infant Toddler Program (ITP). 

To be eligible to access ITP funds for AT, the family must have no other source of payment or the source will not cover the total cost of the device.  The IFSP team must ensure that the following statements apply:

· The AT device will be needed beyond loan availability.

· The child will benefit from the purchased device for a period of time while enrolled in ITP.

· The purchased device will improve the long-term functioning capabilities of the child.

· The child is younger than 2 years and 9 months.

 All authorizations originate through the Children’s Developmental Services Agency [CDSA]. 

Processing time is reduced when this form is legible and all fields are complete.

INSTRUCTIONS FOR COMPLETING CERTAIN ITEMS ON THE FORM:

Items 1-18 – Enter complete, legible, and accurate information.  

Items 5 – Location where AT device will be delivered.

Items 7, 9, 15, and 18 - Always include area code when entering phone numbers.

Item 9 – Enter the AT device vendor who will be providing or purchasing the authorized AT device, name of contact person, mailing address and phone number.

Item 10 – Enter the assigned Sliding Fee Scale Percentage. This is a required field, so even if the family’s assigned percentage is zero; enter the assigned percentage in the space provided.

Item 11 – List the name and identification number of the AT device(s) being purchased, the cost of the device(s) and if the cost is reflective of the current Medicaid rate, MSRP or Catalog Price.  NC ITP will only pay vendors a maximum of the Medicaid rate or the Manufacturer’s Suggested Retail Price (MSRP) for AT devices. Catalog purchases can be made, but price must meet above requirements.

Item 12 – List the total cost, tax—tax is only included if the vendor agency or catalog company does not honor the State’s tax exemption, and shipping and handling for all devices being authorized.  Add these and enter the grand total.

Item 13 – Enter the amount to be paid by insurance (if unknown mark “unknown” box). 

Subtract amount to be paid by insurance from the cost of devices and enter this as the balance—families are not responsible for paying taxes or shipping and handling fees.  

Multiply the balance by the sliding fee scale percent –this will equal the amount to be paid by the family.

Add the amount to be paid by insurance to the amount to be paid by the family, subtract this number from the grand total and this will yield the CDSA share of the cost.

Please indicate if Vendor and family have made arrangements for family to pay their portion directly to the vendor and ECAC should proceed with ITP Cost only.

Check if ECAC is to proceed to pay the vendor or await vendor invoice.  

If the device is being ordered from a catalog please check if you would like for ECAC to place this order.

Audiology requests for ear molds and/or batteries can be made for up to one year (no to exceed child’s enrollment in NCITP).  EISC should notify ECAC if child exits the program before end of authorization period.

Item 14 – If the answer to the first question is yes, then the next question must be answered. If the answer to the second question is yes, then proceed to Item 16A.

Item 15— This question must be answered. If the service is covered by the insurance carrier, or if coverage is unknown, and if the family has given permission for their insurance company to be billed, then all the additional insurance information in this box must also be completed.
Item 16A – Type or print the EI Service Coordinator’s name here.

Item 16B – Signature of the EI Service Coordinator must be entered here.

Item 17 – Signature of CDSA Financial Officer or designee must be entered here.

Item 18 – Enter your official CDSA central office name, the name of the Financial Officer, and your CDSA’s central office mailing address and phone number, along with the date completed. [This information may be stamped or prewritten, but the date must be entered each time to reflect when the form was actually completed].

Mail Completed Authorizations Forms To:  Grace Sisco

Exceptional Children’s Assistance Center (ECAC)

907 Barra Row, Suites 102/103

Davidson, NC 28036

(704) 892-1321 ext. 11

gsisco@ecacmail.org

Form Disposition: 
Original to ECAC

    
Copy to family with a stamped/addressed envelope to mail payment (certified check or money order) to ECAC

                  
Copy to child’s Early Intervention Record

     
Copy to Vendor Agency
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