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Dear Parent,
While your child(ren) is in the care of the state, his/her medical and dental needs are paid by a combination of your family’s health insurance benefits and the Department of Child Safety (DCS) Comprehensive Medical and Dental Program (CMDP). Arizona’s Administrative Code, R6-5-6008, requires that you must cooperate in providing information regarding insurance coverage available for your child(ren).

IF YOU DO HAVE INSURANCE coverage for your child(ren), you must:
· provide a signed claim form from your insurance provider for each child in state care. Also, please complete all identifying information on the insurance claim form and return it with this letter.

· provide a copy of your insurance card (front and back) if you’re insurance is an HMO or PPO.
· maintain existing insurance coverage while the child(ren) remains in state care.

· complete and Section I through IV and sign the Insurance Release/Assignment on the reverse of this letter.

IF YOU DO NOT HAVE INSURANCE coverage for your child(ren), you must complete and sign Section I on the reverse of this letter.

Your response to this request must be received buy CMDP within 21 days of the date of this letter. Please complete the reverse of this letter use the enclosed pre-addressed envelope to return this letter as soon as possible. Failure to provide the requested information and insurance claim forms will result in Department of Child Safety requesting a Court Order requiring compliance.

If you have any questions please telephone (602) 351-2245.

Coordination of Benefits Specialist

Equal Opportunity Employer/Program • Under Titles VI and VII of the Civil Rights Act of 1964 (Title VI & VII), and the Americans with Disabilities Act of 1990 (ADA), Section 504 of the Rehabilitation Act of 1973, the Age Discrimination Act of 1975, and Title II of the Genetic Information Nondiscrimination Act (GINA) of 2008; the Department prohibits discrimination in admissions, programs, services, activities, or employment based on race, color, religion, sex, national origin, age, disability, genetics and retaliation. The Department must make a reasonable accommodation to allow a person with a disability to take part in a program, service or activity. For example, this means if necessary, the Department must provide sign language interpreters for people who are deaf, a wheelchair accessible location, or enlarged print materials. It also means that the Department will take any other reasonable action that allows you to take part in and understand a program or activity, including making reasonable changes to an activity. If you believe that you will not be able to understand or take part in a program or activity because of your disability, please let us know of your disability needs in advance if at all possible. To request this document in alternative format or for further information about this policy, contact
 (602) 351-2245; TTY/TDD Services: 7-1-1. • Disponible en español en línea o en la oficina local.
.
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YOU MUST COMPLETE AND SIGN SECTION I WHETHER OR NOT YOU HAVE FAMILY HEALTH INSURANCE COVERAGE.
I.  FORMCHECKBOX 
 I DO 
 FORMCHECKBOX 
 I DO NOT HAVE FAMILY HEALTH INSURANCE WHICH COVERS MY CHILD(REN).
	Child’s Name
	     

	
	
	
	

	Parent’s Signature
	
	Date
	     


If your child(ren) is eligible for benefits from more than one insurance program, complete and sign a separate insurance claim form for each. Photocopies of these authorizations shall be considered effective and valid as the originals.

II. INSURANCE IDENTIFICATION (IF YOU HAVE FAMILY HEALTH INSURANCE COVERAGE)

	Insured’s Name
	     

	
	
	
	

	Social Security No.
	     
	Policy No.
	     

	
	
	
	

	Group Name
	     
	Group No.
	     

	
	
	
	

	Insurance Company
	     
	(( one)
	 FORMCHECKBOX 
 PPO   FORMCHECKBOX 
 HMO   FORMCHECKBOX 
 INDEMNITY

	
	
	
	

	Address
	     
	Phone No.
	     

	
	
	
	

	Insurance Company
	     
	(( one)
	 FORMCHECKBOX 
 PPO   FORMCHECKBOX 
 HMO   FORMCHECKBOX 
 INDEMNITY

	
	
	
	

	Address
	     
	Phone No.
	     

	

	Relationship of Insured to Child(ren)

hone No.
     

	
	

	 FORMCHECKBOX 
 Birth Father   FORMCHECKBOX 
 Birth Mother   FORMCHECKBOX 
 Legal Guardian   FORMCHECKBOX 
 Stepfather   FORMCHECKBOX 
 Stepmother
	 FORMCHECKBOX 
 other (Specify) _______________


III. RELEASE OF INFORMATION (MUST BE SIGNED)
This is to certify that I, the undersigned, consent and agree to authorize release of information for the purpose of coordination of insurance benefits for all medical/dental services rendered to the following child(ren) while in care of the state:
	Child’s Name
	     

	
	
	
	

	Parent’s Signature
	
	Date
	     

	
	
	
	

	Witness’ Signature
	
	Date
	     

	
	(only if signed by mark)
	
	


IV. ASSIGNMENT OF BENEFITS (MUST BE SIGNED)
I here by authorize that all insurance benefits, in amounts up to but not exceeding payment for which the State of Arizona has paid or will pay for medical and dental care provided to my birth/legal child(ren), to be paid to:

ARIZONA DEPARTMENT OF CHILD SAFETY
CMDP COB Unit, 942C

P.O. Box 2902
Phoenix, Arizona 85038-9202
	Parent’s Signature
	
	Date
	     

	
	
	
	

	Witness’ Signature
	
	Date
	     

	
	(only if signed by mark)
	
	


