
M E D I C A I D S T A T U S 

Y O U T H : 

G R O U P H O M E : 

D A T E OF P L A C E M E N T : 

1. M y child, , is currently receiving Medicaid benefits. The 
number is . 

2. M y child, , is receiving other insurance benefits through 
. The policy number is . 

3. I do not wish that my child, , receive medical benefits and 
wil l assume responsibility for any medical, dental, optical, or psychological services 
which may be incurred while my child is in placement. 1 understand that I wi l l be 
informed as these services are recommended. 

Parent/Guardian 

Date 
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