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Children’s Special Health Care Services Program

Mission Statement

The mission of the Children’s Special Health Care Services (CSHCS) Program is
to provide financial assistance for medically necessary treatment of Children and
Youth with Special Health Care Needs (CYSHCN), and Care Coordination to
facilitate and promote family-centered, community-based, comprehensive,
coordinated care that promotes successful systems of care for the CYSHCN and
their families in Indiana.

Vision Statement

To promote the health and well-being of Children and Youth with Special Health
Care Needs (CYSHCN)

The statutory authority for the CSHCS Program can be found in Indiana Code (IC) 16-35-2 and
Indiana Administrative Code (IAC) 410 3.2.

See: http://www.in.gov/leqislative/iac/iac title?iact=410&iaca=3.2




Terms and Definitions

Basic Dental Care

Basic Primary Care

Care Coordination

Eligible Medical Condition

Exclusions

Explanation of Benefits (EOB)

Key Number

Linked Provider

Medical Home

Basic dental care consists of examinations, prophylaxis
(cleanings) and fluoride treatments every six (6) months,
sealants, x-rays, fillings and crowns. The dentist or
provider must be enrolled as a CSHCS provider.

Basic primary care consists of examinations,
immunizations, sick and well-child visits. The physician
or provider must be enrolled as a CSHCS provider.

Care coordination is a process that links children with
special health care needs and their families to services
and resources in a coordinated effort to maximize the
potential of the children and provide them with optimal
health care.

The diagnosis for which the participant was approved
for the CSHCS Program. This diagnosis must fall within
the 23 categories of eligible conditions (see appendix
A).

Those items or services not covered by the CSHCS
Program.

A form issued by an insurance company showing that a
claim is paid or denied. If the participant has any
medical insurance, this form is needed by the provider
for every service to be billed to CSHCS. The EOB must
be submitted by a provider with a claim to CSHCS and
is required for every claim before CSHCS will process
the claim for payment.

The six-digit computer-generated CSHCS participant
identification number.

The primary care, specialty care or basic dental care
provider from whom the participant receives care.
Linkages must be established by the Medical
Eligibility/Prior Authorization Unit before claims can be
paid by CSHCS.

A medical home is a respectful partnership between a
child, the child’s family, and the child’s primary health
care setting. The medical home is family-centered health
care that is accessible, continuous, comprehensive,
coordinated, compassionate and culturally competent.



Out-of-State Care

Payer of Last Resort

Participant

Primary Care Provider (PCP)

Primary Dental Provider (PDP)

Prior Authorization (PA)

Specialized Dental Care

Specialized Medical Care

Treatment received outside of the State of Indiana. All
out-of-state care must have a prior authorization.
Emergency room visits must be related to the eligible
medical condition and must be reported to CSHCS
within five (5) days of the visit.

The following contiguous areas are available for in-state
service with an authorized linkage or prior authorization
(PA): Louisville, KY; Cincinnati, OH; Harrison, OH;
Hamilton, OH; Oxford, OH; Sturgis, MI; Watseka, IL;
Danville, IL; and Owensboro, KY.

The Children’s Special Health Care Services Program is
the payer of last resort for authorized services. All other
insurance must be billed first for services rendered and
an EOB submitted to CSHCS.

The individual receiving services from the CSHCS
Program.

A primary care provider may be an individual doctor or
clinic that sees the participant for regular visits (e.qg.,
well child physicals) and immunizations. The PCP
would also see the participant to treat minor illnesses
(colds, flu, etc.). The CSHCS Program pays for all
office visits, lab work, X-rays or any prescription
medications prescribed by the primary care provider.

May be an individual dentist or clinic that sees the
participant for the basic preventive dental care to keep
teeth healthy. Some services covered for routine dental
care include: examinations, prophylaxis (cleanings) and
fluoride treatments every six (6) months, sealants, X-
rays, fillings and some crowns.

An authorization statement issued by CSHCS for
services related to the eligible medical condition not
provided by a linked provider. CSHCS will pay the
provider after insurance has been billed. Payment for
authorized services will be made only if all CSHCS
policy requirements are met.

Specialized dental services needed to treat an eligible
medical diagnosis such as cleft lip and palate. A prior
authorization (PA) is required before specialized dental
work begins.

Specialized medical services needed to treat an eligible
medical condition(s) (see Appendix A). A prior
authorization (PA) is required before specialized care
begins.



Specialty Care Provider

Transportation Provider

Transition

A specialty care provider may be an individual doctor or
clinic that sees the participant for treatment of his/her
eligible medical condition(s). Sometimes the primary
care doctors can also serve as the specialty care doctor.
The CSHCS Program pays for office visits, lab work, X-
rays or any prescription medications prescribed by the
specialty care provider. Some specialty services may
require a prior authorization (i.e., therapy, durable
medical equipment, surgeries, etc).

A company or individual who transports an enrolled
participant to and from authorized medical
appointments. Family members may register with
CSHCS as Travel Submitters (see Travel and
Transportation, page 10).

The movement from one situation to another (e.g.,
hospital to home, home to school, school to college,
college to living alone and from pediatric to adult

medical care).

Important Information

The Children’s Special Health Care Services Program is the payer of last resort for authorized
services. This means that your primary insurance or Hoosier Healthwise/Medicaid must always
process the claim before billing the CSHCS Program.

Before receiving your first service under the CSHCS Program, call the Medical Eligibility/Prior
Authorization Unit at (317) 233-1351 or (800) 475-1355 (Option #3) to have your child linked to
their primary and specialty care providers. You should also review your medical insurance or
Medicaid information with the nurse at that time to insure the information is documented accurately.
Your assigned nurse will contact you upon program enrollment to assist you with identifying
provider linkages, PAs, or other questions you may have concerning this program.

Before CSHCS can pay any medical bills, your providers must be enrolled as CSHCS providers and
all specialty services must be either linked or prior authorized. Be sure to report any services that
were received while your application was pending.



Services Provided

The CSHCS Program provides “Gap Filling” services for enrolled participants. Please make sure that
all your providers are authorized through the Medical Eligibility/Prior Authorization Unit. The
program may pay for medical services only after other health insurance (private or public— Hoosier
Healthwise and Medicaid) has paid or denied coverage. The CSHCS Program will normally pay for
the following:

e Primary Care Visits: any sick or well-child visits to a linked primary care physician office or
clinic.

e Specialty Care Visits: health care visits made to a linked specialty care physician or for care
related to the eligible medical diagnosis.

e Basic Preventive Dental Care Visits: any visit to a linked dentist or dental health provider for
routine/preventive dental care as defined by the program.

e Specialized Dental Care Services: dental service needed to treat the eligible medical
conditions such as cleft lip or palate.

e Pharmacy Services: prescriptions for medications/supplies prescribed by your physician.
Over-the- counter medications are not usually covered even if the doctor writes a prescription
unless the medication is the prescribed treatment for the participant’s eligible medical
condition and has been prior authorized. Be sure to contact the Medical Eligibility/Prior
Authorization Unit to ask if it can be covered.

Authorized Services

It is your responsibility to confirm that your provider is an enrolled CSHCS provider. This can be
confirmed with the CSHCS Medical Eligibility/Prior Authorization Unit. If your preferred provider is
not already a CSHCS provider you may ask the CSHCS Medical Eligibility/Prior Authorization Unit
to contact your preferred provider to see if he/she is willing to enroll in the program. If you choose to
obtain services from a provider who declines to become a CSHCS provider or without a linkage or
authorization, you will be responsible for the bills.

Parents/guardians/family members are required to register with the CSHCS Program if they wish to be
reimbursed for authorized transportation required for the participant to access medical care.

Every participant on the CSHCS Program is linked to a primary care provider, a dentist, and if
appropriate to a specialty care provider. The linkage covers care provided in those providers’ offices.
The linkage remains in place until either the participant requests a change or leaves the CSHCS
Program, or the provider withdraws from the program.



Specialty care services (e.g., therapies, equipment, supplies, and emergency room visits) must be
related to the participant’s eligible medical condition and recommended by the participant’s PCP.
These services must have prior authorization from the program before those services are obtained and
before reimbursement is made to the provider(s).

CSHCS will pay the Indiana Medicaid allowed rate for all authorized services. This means that,
occasionally, the program may not pay the full amount that your provider bills. However, if CSHCS
approves payment for a medical service, the provider must accept the CSHCS payment as final
payment-in-full. You should not be billed for any balance. If you receive a bill for an authorized
service, please contact the provider and ensure that he/she has billed the CSHCS Program. If this does
not resolve the issue, please contact (317) 233-1351 or (800) 475-1355 (Option #3, Medical
Eligibility/Prior Authorization Unit).

All providers and participants/guardians who submit claims for payment to the State must agree
to be reimbursed by electronic funds transfer. This means that anyone who wishes to be reimbursed
for travel by CSHCS must set up a direct deposit account (please see the Transportation and Travel
Section for more detail).

Linkages and Prior Authorizations (PA)

A Linkage is a way to establish an authorized relationship between the enrolled participant and the
medical professional.

A prior authorization (PA) is another way of saying “ask before obtaining services.” A prior
authorization must be requested by the medical professional and confirms medical necessity and the
relationship of the service to an eligible medical diagnosis. If you do not ensure that services are
authorized, bills for those services may not be paid. A prior authorization is needed for most of the
specialty services the participant requires. Prior authorizations remain in place for a specific time
period which is normally no longer than six (6) months.

If a prior authorization is not obtained before receiving services, the resulting bills will be the
responsibility of the participant. If the participant is referred to another provider, the
family/participant must ensure that the new provider has authorization to provide those services.
Below is a list of some services that require a PA.

o Inpatient services (hospitalizations)

e Equipment and supplies

e Surgery

e Specialized dental care

e Therapy (occupational, physical, speech, ABA)

e Home health care items

e Primary care received from other than the participant’s primary care provider

e Specialty care received from other than the participant’s linked specialty care provider
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Basic dental care received from other than the participant’s primary dental provider

Emergency room services - the participant must notify the CSHCS program of emergency
care and unscheduled hospitalizations within five (5) working days of the visit, not including
Saturdays, Sundays or legal holidays. An authorization for payment may be written only after
the Medical Eligibility/Prior Authorization Unit receives the discharge summary or medical
notes from the emergency room visit. The participant is responsible for seeing that these
documents are mailed or faxed to CSHCS. Only services related to the eligible medical
condition(s) will be authorized for payment (contact information in Appendix E).

If you are in doubt about whether or not a service is covered, call the CSHCS Medical
Eligibility/Prior Authorization Unit at (317) 233-1351 or (800) 475-1355 (Option #3).

Exclusions (Services Not Covered)

There are some services, supplies, equipment and medications that CSHCS not cover. These
exclusions are listed below. This list is not all inclusive. You may confirm that a specific item or
service is covered, by calling (317) 233-1351 or (800) 475-1355 (Option #3, Medical
Eligibility/Prior Authorization Unit).

Over-the-counter drugs (e.g., Tylenol, cough syrup, vitamins, etc.) even with a doctor’s
prescription

Over-the-counter supplies (e.g., diapers, non-sterile gloves, alcohol, tape, bleach, Band-aids,
egg crate mattress covers, etc.)

Therapy: physical, speech, behavioral, occupational, or ABA (except as related to eligible
medical condition and with a prior authorization)

Mental health services, counseling, testing and substance abuse treatment

Emergency room visits for reasons not related to the participant’s eligible diagnosis (e.g., if
the eligible diagnosis is asthma, the CSHCS Program will not cover an emergency room visit
for a broken arm)

Hospitalization for reasons not related to the eligible diagnosis

Organ transplant surgery
Eyeglasses, if not related to the eligible diagnosis

Items provided by a participant’s Individual Education Plan (IEP)



Care Coordination Services

The CSHCS Program offers Care Coordination services to participants and their families. CSHCS
participants with chronic illnesses or disabilities often have complex medical, educational, social and
vocational needs that require a wide range of services. The number of providers and agencies
involved can be overwhelming to the participant/family. CSHCS Care Coordination staff will be
available to assist participants/families in their efforts to understand the medical home concept and to
ensure that the participant/family receives appropriate, comprehensive family-centered care.

Care Coordinators will be contacting all new participants/families to discuss the needs and priorities
of the participant/family and attempt to link families with appropriate community resources,
providers, and agencies to assist them. Referrals outside medical needs might include referrals to food
pantries, housing, school related services, as well as information on support groups and connections to
other family support organizations within Indiana.

To speak with a CSHCS Care Coordinator call (317) 233-1351 or (800) 475-1355 (Option #7).

Insurance

For the CSHCS Program to consider payment for a specific service, you must follow the rules for your
primary insurance coverage. To utilize CSHCS benefits, the participant must:

1. Learn about the benefits of your primary insurance company. CSHCS will not pay for a
service that the insurance company has denied because the participant did not follow the
rules. For example, claims that are denied by your insurance company because the service
was provided out of network will also be denied by CSHCS. Payment for these services may
be the responsibility of the participant.

2. Upon receipt of this packet, call the Medical Eligibility/Prior Authorization Unit (317)
233-1351 or (800) 475-1355 (Option #3) regarding your primary insurance/Medicaid to
ensure that the information is documented accurately. Report all changes regarding your
insurance coverage to providers and the CSHCS program as soon as they occur. Failure to
disclose insurance benefits may result in individual claims being denied or the participant
being removed from the CSHCS program.

3. Inform your providers to bill all other medical insurance first. This includes Hoosier
Healthwise, Medicaid, and Medicare in addition to private insurance. CSHCS should then
be billed with an EOB (explanation of benefits) attached to the claim.

4. If your other insurance requires a prior authorization for a service, it is the responsibility of
the participant to get that PA before the service is rendered. If the insurance denies a service
because the participant did not get prior authorization, CSHCS will also deny the claim and
the bill will remain the responsibility of the participant.

5. CSHCS may ask you to appeal denials by your insurance company. It may be that the
insurance company requires more information. Please cooperate with any request made by
your insurance company for further information. CSHCS will not approve any claim that is
still pending with your insurance company or a claim that was denied by your insurance
company due to incomplete information.



6. CSHCS will cover all or part of the participant's deductible and/or co-payments (up to the
total reimbursement limit) for each instance of a service authorized by CSHCS.

Remember, it is important to seek services from CSHCS providers. These providers should not bill
you for authorized services rendered. CSHCS will only pay the providers and will not reimburse the
participant for deductibles, co-payments or balances that the participant pays. It is the responsibility
of the participant to inform providers that bills must be sent to CSHCS within one (1) year of
the date of the service. There are exceptions, but without appropriate documentation CSHCS will not
pay claims that are submitted late. The participant may be responsible for any unpaid bill.

Participant’s Responsibility

You must notify the Medical Eligibility/Prior Authorization Unit if any of the following occur:
» Address or name changes

* Change of phone number

» Changes of household income or occupants

» Changes to an enrolled participant’s marital status

* An enrolled participant’s legal emancipation

* A participant’s enrollment in a residential institution

« Changes in insurance coverage (change of company, Hoosier Healthwise/Medicaid, service coverage
or termination)

» Requested changes of providers

» Change of guardianship

 Parent/guardian name change (e.g., as a result of marriage or divorce)

« Emergency room visits within five (5) days of the visit

+ Hospital admission within five (5) days of the admission

» The death of a participant

* You must always confirm with your provider that an authorization for services has been received.

* You must inform your provider of your primary and secondary insurance, Medicaid, and any
changes or billing issues before services are rendered.



What to Do if You Receive a Bill

If you receive a bill, never assume that the provider sent you the bill by mistake. Contact the provider
immediately to see why you received the bill. Make sure that the provider knows to bill your
insurance company or Hoosier Healthwise/Medicaid coverage first, and then the CSHCS Program. Be
sure the provider has the correct mailing address for CSHCS:

Indiana State Department of Health
CSHCS — Section 5C

2 North Meridian Street
Indianapolis, IN 46204

If the provider says that the participant is responsible for the balance of a bill paid by CSHCS,
contact the Claims Unit at (317) 233-1351 or (800) 475-1355 (Option #5) immediately. CSHCS
may not be able to help you if the bill has gone to a collection agency. Services that have been denied
as a non-covered service by the CSHCS Program are the participant’s responsibility. There are also
some services that CSHCS will not cover. Those exclusions are listed on page 7.

Transportation and Travel Reimbursement

Effective July 1, 2010, the Children’s Special Health Care Services Program has discontinued travel
reimbursement for participants dually enrolled in both CSHCS and Medicaid/Hoosier Healthwise
(HHW). Dually enrolled participants will need to contact their Medicaid/HHW assigned health plan to
arrange transportation.

The cost of traveling to and from a network provider for approved services may be reimbursed to the
parent, foster parent or legal guardian of a participant if the following conditions are met.

1. Reimbursement (money paid back to you) will be made at 50 percent of the rate established
by the Department of Administration and approved by the Agency.

2. Effective July 1, 2009, the first 49 miles one-way or round trip will not be reimbursed. Only
mileage that exceeds 49 miles one-way or round trip will be reimbursed.

3. Mileage will not be approved for trips in excess of 2,500 miles round trip.

4. All mileage is based on the city-to-city calculation from the Indiana State Mileage Chart
and not the odometer reading from your vehicle.

5. All signatures submitted on the Travel Voucher must be original.

6. All sections of the Travel Voucher must be completed legibly.
7. A maximum of three (3) travel dates may be submitted per one Travel Voucher.

8. Anyone requesting Travel Reimbursement must have filed (one time only) completed W-9
and Direct Deposit forms (See Appendix D).
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9. The CSHCS Program will not reimburse for transportation to visit a hospitalized participant,
parking, meals or lodging.

State law now requires any person and/or entity who submits claims for payment by the State to be
reimbursed by electronic funds transfer. This means that if you wish to be reimbursed for family travel
by the CSHCS Program, you must submit information to set up direct deposit. Information on the
direct deposit process and forms required are located in Appendix D.

Vouchers must be submitted within one (1) year of the date of travel. For example, if you traveled to
the doctor on May 1 of 2013, we must have received your travel vouchers in our office prior to May 1,
2014. Blank travel vouchers and the W-9 and Direct Deposit forms can be obtained from our
website or by contacting us directly at (317) 233-1351 or (800) 475-1355 (Option #4).

Properly signed and completed travel vouchers must be mailed to the CSHCS office:

Indiana State Department of Health
CSHCS — Section 5C

2 North Meridian Street
Indianapolis, IN 46204

Re-Evaluations

Once a year from the date of initial application, participants are re-evaluated to determine if there have
been changes in their eligibility status. The re-evaluation is required to maintain active status on the
program. CSHCS will notify you by mail when you are required to submit information for your
annual re-evaluation.

During the re-evaluation you will be asked to provide information on all household members income
(earned and unearned) by submitting a copy of all household members latest federal tax form 1040 or
other documents that can verify income. If household members do not file federal taxes, submit
written documentation of all household income received (i.e., last three consecutive check stubs and a
statement listing all other household income received or a statement declaring that no other income is
received).

If income has changed drastically from the time taxes were filed, submit the latest tax form along with
written documentation of current income (i.e., the last three consecutive check stubs or a written
statement from your employer on the company’s letterhead) indicating salary. Remember, even
though there will be an annual re-evaluation, the parent/guardian/participant is still responsible for
informing the CSHCS Program of any changes in financial information that occur during the year.

When you receive notification of the re-evaluation, you must return the information requested by the
due date in the letter. Failure to return the updated information could result in the participant being
removed from the CSHCS Program. If you have any questions please call the CSHCS Eligibility
Unit at (317) 233-1351 or (800) 475-1355 (Option #2).
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Case Closures: Removal from the CSHCS Program

The participant may be removed from the CSHCS Program for various reasons. Some of the
reasons the participant’s enrollment may be terminated:

o Failure to complete and return the annual re-evaluation packet within the required time
o Failure to provide updated income information

o Failure to utilize health insurance benefits and/or provide updated health insurance
Information

o Failure to provide current address information

o Failure to apply for Medicaid/Hoosier Healthwise

e Loss of state residency — participant is no longer an Indiana resident (moves out of state)

e Death of participant

e The participant has turned 21 years of age. Participants with Cystic Fibrosis are not subject to
the age limitation, but must remain financially eligible

Transition

Transition is the movement from one situation to another (e.g., hospital to home, home to school,
school to college, pediatric care to adult medical care, and/or from family living to living
independently as an adult). It is important to know the tools and resources available to transition youth
with special health care needs. Some of the systems that families understand well in the pediatric
world have different rules in adult life. For example, individuals with disabilities may or may not meet
eligibility for Supplemental Security Income (SSI) benefits when they turn 18. Prior to age 18, family
income is considered in financial eligibility for SSI. After 18, only the individual’s income is
considered.

When your child reaches adulthood, he or she will transition out of the range of school services
guaranteed under the Individuals with Disabilities Education Act (IDEA). Beginning at age 14, a
transition plan should be developed and updated annually for those children with an Individual
Educational Program (IEP).

Youths must be ready to speak for themselves as they turn 18. Regardless of the level of disability, an
individual automatically becomes his or her own legal guardian or decision-maker upon turning 18
unless legal guardianship is pursued. While most young adults with special health care needs continue
to look for recommendations and support from their families, once 18, the person is able to sign legal
documents and contracts. The person becomes responsible for medical care such as making own
appointments, getting medicines, and requesting equipment.

Transition is the natural progression through life. There are many transitions that occur in the life of
any child. Each change has some potential to be scary and bring up many questions. In busy lives, it is
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sometimes difficult to stop and plan for the future. However, planning today for tomorrow’s goals is
very important to actually achieving those goals.

The CSHCS Program has identified some state and national websites for your information. The
websites listed below include health care, educational, employment and recreational information. It is
our hope that these sites will help in all phases of transitioning from childhood to adulthood.

State and National Transition Resources

Center for Youth and Adults with Conditions of Childhood (CYACC):
http://iuhealth.org/riley/community-pediatrics/transition-clinic/the-cyacc-team/

Provides consultation for youth and adults preparing to transition from pediatric to adult health care as
well as all related issues for a successful transition to adulthood. Phone: (866) 551-0093.

Disability.gov: www.disability.gov - This federal website links to information of interest to people
with disabilities and their families. Topics include employment, education, housing, transportation,
health, income support, technology, community life, and civil rights.

Benefits.gov: www.benefits.gov - A partnership of federal agencies and organizations with enhance
access to government assistance programs. There is a confidential online screening tool that can help
individuals find out which federal government programs and benefits they may be eligible to receive.
Toll-Free Phone: (800) 333-4636.

Got Transition: gottransition.org - This site contains transition-related information, tools, resources
and links to many transition-related websites. Phone: (603) 228-8111.

National Center on Secondary Education & Transition: ncset.org - Includes resources related to
education, training, independent living and work for youth with disabilities.

Social Security: ssa.gov/disability - Site contains information about eligibility and applications for
SSlI and SSDI. Toll-Free Phone: (800) 772-1213 or (800) 325-0778 (TTY).

The Arc of Indiana: www.arcind.org - This site provides valuable information concerning transition
and other services, including guardianship information. Toll-Free Phone: (800) 382- 9100.

Build Your Own Care Notebook: medicalhomeinfo.org/tools/care notebook.html - Site provides
access to several different care notebooks.

Medicaid/Hoosier Healthwise: www.in.gov/fssa - A public health insurance for children to age 19
and those with disabilities. Toll-Free Phone: (800) 889-9949.

Indiana Family Helpline: ifhlisdh.in.gov - A statewide health information and referral service. Toll-
Free Phone: (855) 435-7178 or (855) HELP-1ST.

Mental Health America of Indiana: mentalhealthassociation.com - Resource for services to
address mental health needs. Toll-Free Phone: (800) 555-6424.
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Indiana Institute on Disability & Community: iidc.indiana.edu - This center on transition provides
resources and technical assistance to families and professionals. Toll-Free Phone: (800) 433-0746.

Division of Aging and Rehabilitative Services: www.in.gov/fssa/2328.htm - Provides services for
Developmental Disability, Vocational Rehabilitation, Visual and Hearing Impaired and Aging and In-
Home Services. Toll-Free Phone: (800) 545-7763.

Indiana Council on Independent Living (ICOIL): icoil.org - Provides information and peer support
to individuals with disabilities regarding independent living services. Toll-Free Phone: (317) 232-
7770.

Indiana Governor’s Planning Council: www.in.gov/gpcpd - Advances independence, productivity,
and inclusion of people with disabilities in all aspects of society. Phone: (317) 232-
7770

Special Education: www.doe.in.gov/exceptional/speced/welcome.html - Special education
programs for eligible children who qualify from the ages of 3 through 21. Toll-Free Phone: (877) 851-
4106.

Indiana Protection and Advocacy Services: www.in.gov/ipas/ - Provides information and support
about the rights of children and adults with disabilities. Toll-Free Phone: (800) 622- 4845.

About Special Kids (ASK): www.aboutspecialkids.org - Provides information, peer support to
families of youth and young adults with special needs. Toll-Free Phone: (800) 964-4746.

IN*SOURCE: insource.org - Provides information, peer support to families of youth and young
adults with special needs. Toll-Free Phone: (800) 332-4433.
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Appendices

A. List of Eligible Medical Conditions

There are multiple diagnoses associated with the conditions listed below. Please contact the Medical
Eligibility/Prior Authorization Unit for clarifications at (317) 233-1351 or (800) 475-1355 (Option
#3).

e Apnea

e Atrthritis

e Asthma — severe, two medications daily

e Autism

e Cerebral Palsy

e Chronic Anemia (e.g., Sickle Cell)

e Chromosomal Disorders

e  Chronic Pulmonary Disease

e Cleft Lip and/or Palate

e Congenital or Acquired Developmental Deformities
e Congenital Heart Disease or Arrhythmias

e Cystic Fibrosis (lifetime medical eligibility)

e Endocrine Deficiencies (e.g., Diabetes)

e Hydrocephalus

¢ Inflammatory bowel Disease

e Inborn Errors of Metabolism (e.g., PKU)

e Myelodysplasia or Spinal Cord Dysfunction (e.g., Spina Bifida)
e Neuromuscular Dysfunction (e.g., Cerebral Palsy)
e Oncologic Disorders (e.g., Cancer)

e Profound Hearing Loss — Bilateral

e Renal Disease

e  Seizure Disorder

e Severe Hemophilia
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B. Summary of Important Information

1.

The Children’s Special Health Care Services (CSHCS) Program pays for all authorized care
as well as specialty care related to the participant’s eligible medical condition. It is your
responsibility to confirm that your provider has received authorization for services provided.

You must contact the CSHCS Medical Eligibility/Prior Authorization Unit (317) 233-
1351 or (800) 475-1355 (Option #3) or the TTY Number (866) 275-1274 upon receiving
your approval letter for enrollment in order to link the participant with services. Payment for
services will not be processed until this is done. Be sure to talk to the Medical
Eligibility/Prior Authorization Unit nurse about any services received since your application
was submitted to see if they are covered.

The program may pay for emergency care received outside the primary care physician’s
office only if the treatment is related to the participant’s eligible diagnosis. You must call the
CSHCS Program at the (317) 233-1351 or (800) 475-1355 (Option #3) or the TTY number
within five (5) working days of receiving such emergency care.

Payment may be made for certain equipment related to the participant’s eligible condition
with a prior authorization. Contact the PA/CC section for specific guidance.

Please contact CSHCS Medical Eligibility/Prior Authorization Unit (317) 233-1351 or
(800) 475-1355 (Option #3) with any changes to your current medical condition or any
additional complications that have been documented by your physician.

If you have other health insurance for your child, you are required to provide that information
to the CSHCS Program. Your insurance provider will be the primary payer. This means that
your insurance company must be billed first for any services rendered. You may need to
submit a claim to your insurance provider yourself for some medical care, equipment or
prescription drugs. If you belong to a HMO, PPO, or if your care is managed through
Medicaid, you must follow their guidelines for coverage.

You must send any money you receive directly from your insurance company to CSHCS as
reimbursement of money paid to the providers for services provided for the CSHCS
participant. Failure to do so will result in your case being closed and coverage terminated.

All providers and participants/guardians who submit claims for payment to the State must
agree to be reimbursed by electronic funds transfer. This means that anyone who wishes to be
reimbursed for travel by CSHCS must set up a direct deposit account.
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C. Notice of Privacy Practices

Para Recibir Este Documento En Espanol Por Favor Contactar Al Indiana Family Helpline (Linea
De Ayuda Para Las Familias De Indiana) Al (855) 435-7178.

INDIANA STATE DEPARTMENT OF HEALTH
CHILDREN WITH SPECIAL HEALTH CARE SERVICES

| Effective June 1, 2013
Notice of Privacy ~ THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU

Practices MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS
INFORMATION. PLEASE REVIEW IT CAREFULLY. This notice explains your
rights to control your health information. Your health information will not be shared
without your written authorization except as described in this notice, or when required or
permitted by law. We reserve the right to revise our privacy practices and make new
privacy provisions for medical information we maintain. Should changes to the terms of
this notice be made, an updated notice will be made available to you.

YOU NEED NOT DO ANYTHING AS A RESULT OF THIS NOTICE

our We understand that your health care information is personal. We take our responsibility to
Responsibilities keep your personal health information private very seriously. We are committed to

and Commitment  following all state and federal laws that protect your health information. We are required
to You by law to do the following:

* Protect your health information.

 Give you this notice to explain our responsibilities and the ways we use and share
your health information.

* Abide by the terms of this notice.

« Notify you following a breach of your unsecured protected health information.

Your Rights You have the following rights:

* You have the right to request a paper copy of this notice at any time, even if you agree
to receive it electronically (by e-mail).

* You have the right to see and get a copy of your personal health information. You will
be charged a copy fee per page. You may request an electronic copy of your personal
health information; however, we may charge a fee for the creation of such a copy.
The fee shall not be greater than the labor cost associated with a paper copy. We may
deny your request to see and get a copy of your health information under limited
circumstances. If you feel access to your medical information has been wrongly
denied you may file an appeal with the Privacy Officer. If an appeal is filed with the
Privacy Officer, an individual who did not participate in the decision to deny will
review the appeal.

* You have the right to ask that we change health information that you feel is incorrect
or incomplete. Your request may be denied if the information was not created by us,
is not part of the information you are allowed to review or copy, or if we decide the
personal health information is accurate and complete.

* You have the right to request a list showing each time we released your personal
health information. This list will not include personal health information that was
released to provide treatment to you, to obtain payment for services, or for
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Use and Disclosure
of Your Health
Information

administrative or operational purposes. This list will not include information released
to you that you requested in writing, information released to others with your written
approval, information released to persons who are involved in your care, or
information released before April 14, 2003.
You have the right to request that we not release your personal health information,
release only part of your information, or release it for reasons you request. We may
not be legally required to honor your request. However, we are obligated to honor
your request if:
a) The disclosure is to a health plan for payment or health care operations,
but not for the purpose of treatment; and
b) The protected health information pertains solely to a health care item
or service for which you paid the healthcare provider in full out of
pocket.
You have the right to request that we contact you about your personal health matters
in a certain way or at a certain location. For example, you can request that we only
contact you at work or by e-mail. We will review and accommodate reasonable
requests. To request a special way or location for us to contact you about your
personal health information, you must call or write to the Privacy Office at the phone
number or address in the contact information at the end of this notice.

We do not create health records. We receive health information to determine eligibility for
this program. Information is also received as a claim for payment from the health care
practitioners who provide services to you. We may use your health information to pay for
services provided to you by your health care provider, for administrative and operational
purposes, and to evaluate the quality of services you receive. Uses of your medical
information not mentioned in this Notice will not be made without your written
authorization. If you sign an authorization it may be revoked by giving written notice of the
revocation. While we cannot describe all cases related to the legal use of your health
information, the following are some common examples of how we use your personal health
information:

We may use your health information to determine if treatment is medically necessary
or that you are provided proper treatment.

Physicians, hospitals, and other health care practitioners that provide services to you
submit health information to us in the form of a claim for payment. This payment
request includes information that identifies you, the diagnosis, and procedures. We
use this health information to pay for the services, in accordance with Program rules
and regulations. We may also share your information with other programs, such as
Medicaid, or private insurance companies to coordinate benefits and payments.
Members of our staff may use your health information to review the care and outcome
of your treatment and to compare the outcomes of other recipients who received the
same or similar treatment.

We may disclose your health information to the workforce involved in the
administration of this Program. We may also disclose your health information to
contractors so they can perform the jobs we ask them to do, such as authorizing
services for you or reviewing payments made to health care practitioners. To protect
your health information we require contractors to follow rules to protect your
information.

We may use and disclose your health information to provide appointment reminders,
tell you about possible treatment options, alternative treatments, and for other health-
related benefits.

We may disclose or share your health information with other government agencies
that may provide public benefits or services to you, such as, First Steps.
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» We may use or disclose your health information in compliance with the law and as
required by law in response to a court order. If your health information involves a
communicable disease, that information, with limited exceptions, will not be disclosed
without your written authorization.

Filing a Complaint  If you believe that we have violated your rights or our health information practices, you
may file a complaint with our Privacy Officer.
You can contact us regarding a complaint by using the following address or phone number.
You also can file a complaint with the Indiana Attorney General’s Office, as well as the
federal Office of Civil Rights (OCR) in the U.S. Department of Health and Human
Services. If the alleged violation took place in Indiana, use the OCR Region V address or
telephone number below:

Privacy Officer Indiana Attorney General US Dept. Health & Human Services
Office of Legal Affairs Consumer Protection Division Office for Civil Rights — Region V
Indiana State Dept. of Health 302 W. Washington St., 5 Floor 233 N. Michigan Ave. — Suite 240
2 N. Meridian St. Indianapolis, IN 46204 Chicago, IL 60601

Indianapolis, IN 46204 317-232-6330 312-866-2359

317-233-7655 800-382-5516

We will never retaliate against you for filing a complaint and it will in no
way impact the health care services provided to you.

D. Travel Reimbursement Documents
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There are two documents that a parent, guardian or participant must complete before travel
reimbursement can occur and this process may take several weeks to complete. The forms that need to
be completed and submitted are a Vendor Information Form and a Family Travel Voucher. These
forms are included in this Appendix.

These forms may also be obtained by going to the following Federal and State of Indiana websites and
printing them off or by calling the CSHCS office, (317) 233-1351 or (800) 475-1355 (Option #4), and
asking to have them mailed to you.

W-9 http://www.irs.gov/publ/irs-pdf/fw9.pdf
Direct Deposit Form https://forms.in.gov/Download.aspx?id=11695
Reimbursement for Travel https://forms.in.gov/Download.aspx?id=5781

Whenever there is a change in address or banking information, the parent, guardian or participant is
required to complete and submit a new W-9 and/or Direct Deposit form. Failure to do this will result
in a delay of reimbursement payments.

E. Contact Information

Indiana State Department of Health
CSHCS — Section 5C

2 North Meridian Street
Indianapolis IN 46204

(317) 233-1351 or (800) 475-1355
http://cshcs.isdh.in.gov/

Phone Menu Options:
1. Translation en Espafiol Options de translation para todos los programas
2. Eligibility Eligibility criteria status of pending applications and

re-evaluation questions
3. Medical Eligibility/

Prior Authorization Linkages and PA service requests
4. Family Travel Questions regarding family travel reimbursement
5. Claims Billing questions and procedures
6. Provider Relations Questions regarding CSHCS provider enroliment
7. Care Coordination Resources and referrals
CSHCS Fax Number

(317) 233-1342
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Farm W'g

(R, Deoamiber 3074}
Despastrment of the Treasory
Infexmal Faranua Service

Request for Taxpayer
Identification Number and Certification

Give Form to the
reqquester. Do not
send to the IRS.

1 Mama (as shown on your income tas refurn. Mame is mquired on this e do not leaue this ine blark,

2 Bumirees name/disregarded endfty nama, § ciferent from sbowe

|:| Indkidualiacks proprietor o
singla-membar LLG

3 Gheckappropriale box for federal tax classiicaion; cheah only one of the ioflowing saven boes:
[ o coporation [ 5 Corperaiorn ] Parlnarship

[ Limitest notiby company, Enter the tax classification [B=0 comparation, S=5 coparation, P-parinarhig) =
Hode. For :hgh—mslhhwuﬁmathﬁhwmdu-mtchaohut}dwmmﬂmproprlma-hm:mmmmw

4 Ewamptions (podes apply onky te
cartain entftes, not individaals; soea
Inatructions on page 3
Exempd payes coda (I am

Exgmpticon from FATDA meporting

D Trustiestate

Print or type
See Specific Instructions on pags 2.

tha hn! classification of cads (if any}
] Ctber e nstructions) = Aoyt 0 pocoawts mesalained cusie e 112
8 Address (number, sireed, and apl. or Suke noy Aequester’s rame and address [optional}
B DRy, ataba, and ZIP code
7T List acoount numbens) e foplional
m_'l‘axpmr Identification Number (TIN}
Enter your TIN In the appropriate box, The TIN pravided must rmatah te name givan an Bos o eid Sechol speurity number

bickup withholding, For individuals, this i generity your socll security numbaer (550, However, for a
residant afien, soks proprietor, or disregarded entity, see the Part | instructions on page 3, For other - -
cntities, It ks your amployer identificetion umber (EINL K you do not have a8 number, ses How to gef 8

TiM on page 3.

Mote, if tha account i In more then one neme, ses the inatructions for ine 1 and the chart on page 4 for

uidelines on whoss number to enfer.

or
Employer identitication numbar

mll Certification

Under penalties of parury, | oertify that:

1. Tha nesmbar sheown on this form is my comect taxpayer identificaticn numbear {or |am waiting for 8 number Lo be ssred o me); and

2. lam nat subject to backup withialding because: {a} | am axempt from backup withholding, or {15 1 have ot been notied by e Internal Revenues
Sarvice IRS) that | am sublect to backup withholding &s & resull of a fallure to repont all interest o dividends, or (g} the IRS has notified me that | am

i longer subject to backup withhokding; and
3. lam a LLS. citizen or other ULS, parson (dofined bakow); and

. The FATCA codals) entered on this form (f any) Indicaling thet | am exempt Trom FATCA reporting is cormect.

Cerlification Imstructions. You must crozs out ifam 2 shove If you have been notifiad by the IRS that vou are currently saibject to backup withbwsding
ecause you have fallad to repart all interest and dividends an your tax retwrn, For real astate ransctions, item 2 does not apply, For mortgage
interast paid, acquisition of sbandomment of secwred property, cancellation of debt, comtributians to an individual retirement arrangament (1RA), and
generally, payrmants olher than inferest and dividends, you are not required to sign the certification, but vou must provide your cofract TIN, Sea the

instructions on page 3.

Sig" Snaiune of
Here U5, parson &

Date =

General Instructions

Saction rederances are i he Inlermal Revenus Cade unless otherwiss noled,
Future deselopments. Infarmation sbaut developments affecting Fom W-8 [such
52 lagislalion enacted aflor we ralease H} 12 a8 W, i poufes.

Purpose of Form

A incivicu sl or anfity (Foemn W requseter) who fs requird B0 18 an inlormalion
rarturn wilh tha IRS mast cbtain your commect laxpayas identification numbar (TIM)
which mhmrwﬁmwﬂrmmﬁ.m rwidlusl tampayar idendllication
et (ITINYL lampayer denification mumbsar (ATEN), or ernployer
Idhentification ruarder (ERN], 10 report onan Enlormation ratum the amownl pald o
yau, oF athar amounTt repartatle an an iloom afcn ralum, Examples of intarmation
et inahuck, but are not imited o, the faliowing:

+ Fawm 1088-INT Gntevest esrnad o paid)

= Formn 1098- D8 idividands, inchrding those dram stocks or mutuml {unds)

+ Forrn 1088-MESC fvanolis ypes of income, prizes, awands, or gross proceeds)

= Form 1006-B {slock or mulual fund seles and certaln other transaciions by

* Form 10815-5 {procecds from real estate transactions)
= Form 108 8- merchant card and third pary nebwork lransasfions)

# Farm 1086 (hame morigage inderest), 1088-E [studand loan intorasty, 1068-T
(huition]
= Fonm 1088-G jeanoaled debd)
» Farm 1064 facquisilion or abandonment of secuad proparty)

Uae Forn W-B anly if you are a UL, persan {including a msidant alen), o
e o e TIN.

I poud do ot refum Form W2 to the reguesier with @ TIV, yow might be sulect
ey backe witfifaoicing. See Wial is bochug withfolding? on paga 2.

By signing the filled-out fomm, you:

1. (Certify that the TIN pou are giving s comect {or you ana walting for & number
t be st

2, Cortify that you ana mot subjact bo backup withhakding, or

3, Calm sxamption rom tackup withh oiding il you ane a LS, sxempl payes. if
apgileabln, you ara also cortifying That ao 5 L5, paron, your sllacabls shara of
any parinership incama from a LS. frade or busness is not subdact to tha
withbol ding lax on fonsgn partners' share of effeatively connactad ncoms, and

4. Gertify that FATCA ande(s) entered an this form i ary) indicating that you are
exempd fram the FATGA reporting. |s oonmot. Sor What is 20704 mporfing? on
o 2 for further Informaticn,

Gk, Mo, 10231

Form W-D [Fev, 12-2014)




Fomn -0 (Fav, 12-2014)

Fage &

Hale. Il you sre a LS. persan and a requeasber gives you a fom ather than Fom
W B recquas] o TN, you must e the requestens foem If It & substantially
shmillar te this Form W-3,

DefinTion of & ULE, pareon. For fadanal lex pupoaes, you ana consldaned a LLE.
parsan i you e

« An manidual who ks a LLS. cllfzon or U5, reaident allen;

= A parinarzhip, sorporation, caompany, or associatian creabed ar ofganizad in Ths
Unile] Sdabees or under the laws of e United Stabes;

+ An estate [thar than a forsign estabe); or
= i domestic st (es dedined in Requiations section 301, 7701-T

Special rales for parinerships, Fartnerships tat conduct & trade or business in
fhiz United States sre genarally requimd be pey a withhokiing o snder seciion
14465 an ary forsign parirers" shere of affecively cornessbed xble iPooims nm
siich busiress. Further, in cerl&in cades whers & Foarm W-9 has not bedn mceiaed,
fhe rules dirder seclion 1448 require a partnership o presumas that & pariner bz e
foralgn paraon, and pay tha ssction 1446 withiolding tan, Theredars, If woul ane s
L1, person thet i a partner In a parnarship conduciing a Sredo or business in the
Linttad Statag, provide Form Weeh b the padnarshie 10 askabilsh your LS. stalus
and avald sactEn 1446 withhelding on your Shise of parinership InGome.

I the casas badow, the following person must ghee Form W8 Lo the partnership
for purpoaes of astabishing s LS. status and aveldl ng withhalding on s
abocable share of net income from the Earnonship conducing a lrede or busdness
I the Unitad Slates:

* In the aase af a disregarded enlily with a ULS. awrer, the LLE. awnar of ha
dignsgards d ardily and fol he andiy,

* In the case of a grentar mest with a U5 grantar or olfwer UG, ownen, gensrally,
the LA granbor ar other LLS . owrar of the grantar st and not $he trust; and

» In thu casa of & LS, trust folhar than & gramtor Trost), the U3 trist [olher than a
prantar trusl) and not tha banalictardes of the sk
Forelgn person. If you ars o foreipn person o 1he LS. branch af & Tansion Bank
that hes slaotsd o be tranked as & US. person, donot ose Foem W-9. Inedesd, uss
the appraphabe Form W= ar Farnm 8233 (g Pubication 515, Wikhofding o1 Tax
o Mo dant Alens and Foraign Enfilies).
Nonrasident slien who becomes a resident ali=n, Cenaaly, a nanFesklent
Allan individual may wusa the teema of 8 tex rasly to reduca o alm LS. tax on
carain types of Income, Howaver, most tax braaties coaiain o provision knovwn as
a “sanving alause.” Excaptions spacHind in tha saving cluse may permil @n
axamption from tax to conbinwa far ceraEn lypes of incamea even aller Bie payves
has atharetsn kaooma a ULS, resident aben for tax purposes.

i o aare U5, resident allen wha s rabing on an excention conlained in the
saing dause of a tax treaty bockim an ecsnption fram LS. 1ax on carlsin m:l
af Inatme, you st alach & statement o Form W-9 That apecalies the folkwing
fiea Hoama:

1. Ther bresaby country. Genarally, this must be the same Traaty umder whilch vou
claimed examption from tax &5 8 nonmesident abien,

2 Tha treaty aricle addressing the incarme.

. The article nurnber (or iocation) Inoha G realy hal conlalns ha smdng
clause and Bs excaplions,
4, Th type and emount of income that qualifies for the axamplion Trom o

aﬂilaul'ﬂcmt!ams o pushily the coamptian frem dax under She tenms of the Enely
.

Exnrmple, Articia 20 of tha LLS -Ghing ncame tax irsaty allows an exemption
from tax far scholarship Income recabhod by @ Chirase shudent lsmgponsily present
in the Unitad Stetes. Under 1.5 ke, this shdend will Becorme a resident aben lor
e, purpomas B his or ber sty in e Uniled Stabes excaeds 5 calandar years,
Howseer, paragraph 2 of e st Prolacal ta ta LS -Ching tresty (dated Apl 90,
1884} allows tha provelons of Artiche 20 to conlie bo apply swen after the
Ghineas studant becomas & realdent aliem af the: Linited Sindes. 4 Chiness student
who qualiies for this sxcepion {under paragraph 2 of the el prolocsl) and s
relying on this axcaption bo clakm an exemplion from tax an his o hae scholarship
ar feflowshilp Inseme would attach Lo Form W-2 a statemant that inciudss the
Information deaceibod abova bo sugpor that saemption

1 yous aarer a, onresidant alien oF a forsigen enlity, give the mouesiar tha
apsprapriate complated Fomm W-B or Fonm 8233,

Backup Withholding
What 15 bachup withhalding? Persons maing serbain paymeanta oy miesl
under aertain conditons whithald and pay B 1 [RS 26% of such paymants, Thia
is cofled “bockup withholding " Paymonts That b aubsjact bo backup
wiliiolcling ncldo Inbangel, lax-aiempt interest, dividenos, brokar and Darlar
trangaclions, rents, royaltes, nmmlplhwm. payments made in
setllament of payment card and shird party network transaotions, and cerlsin
parymants rom fishing boat oparators, Hnﬂ]u’:lzﬂ.uirmumnﬂr'ﬂalhiacl W
bk with hokding.

o) will ot b suleot b bankup withhaldng an payments you receive I you
v tha raquaster your oormact TN, make the proper> cedilicafions, ard repo all
your faxahle inferest ard dividands on your lax refurn,

Paymants you receive will be subject ta Backup withhalding il

1, You danot furnish your TN in the reguester,

2. You do nol carlily your TIN whan required [sea tha Pert [l instnuctions an page
4 for datada),

4, Tha |RS fedls the requesiter thad yow furndshed &n inssrmast TN,

4, The IAG tedls vou that you e subleot to baskue withhaldng beo s you did
i report all your inarast and dividands on your o retuen (for Iriterest
and dividends anly), ar

5 Youw do not cartiy to tha raquester thal yoo ara not subject bo Baakup
withihalding undar 4 above Jfor reportable interest and dividend accounts opsined
after 1983 onlyl,

Cartain | e pa fram b kg withlsalding. Soe
M&mﬂhmmtﬂ ‘and tha mmehah—tﬂlmsfnnm Raguestar of Form
W-a far more Informalion.

Also see Specinf rules for partnersiios above.

What iz FATCA reporting?

Tive Foreln Account Tax Compdance Act [FATGA) a5 @ partialpating fonign
financlal instieion to report all Unked States acoount holders that an spesified
Uninad Stabas parsans, Caraln payees aro exempt fram FATCA reporting. Sea
Exnrmphion from FATCA repoviing cade oa page 3 and i Irelrections for the
Raequeater of Fomm W-8 for mare Informathon.

Updating Your Information

You masl provick. dated infonmeation to any perecn b whom you aksimed fo be
an axamgk payas i you ame re longar an axempt payes and anflcipate recebing
rapariable payments in the fuburs from this person. For estamipls, You may need b
provide updabed information H you are a C coporalion that elecls 1o an &
worporation, o I you no lengper am tax exemipl Inaddfian, you miest fimish a2 new
Fean W-8 il the name o TIM changes for the account; for sxampls, § ke grantor
of o grantor test diea,

Penalties

Failure to furnish TN If vou foll to furrish your sormact T o A recguesten, youw ans
subjeat 1o a perally of 50 Tor asch auch fallure unlses your Talluna ks duas bo
ressofbie causs and not to walful neglect,

Ciuill ity for fakse micrmakion with respect o withhelding. I vou maka a
fatss alatement with no resscnable basls that results in no backup withhoiding,
your s aubject 1o a $500 penalty.

Criminal penally Tor faksilying Infarmation. Witkully falsifying casifications or
alfimations may aublect you o eriminal penaltes including finas andioe
imeprkoriment,

Migued of TIMs. H the requester disciceas or uses TiNs In vislalion of federal byw,
thi requaster may be subjeot fo el and oiminal penaiiss.

Specific Instructions

Line 1

“Wieu st enter one ol the following on this line: do not Iepve this ne Blank The
nams should match ha name an your tax retum.

I this Form W-B s tor 8 joint aceeamt, st s, and than drole, the name of the
person or entity whose number yoa esbared in Part |of Fanm W-E.

a Individual Gererally, antar the name shown on your tax ratum, § you have
chiarged your last neme without interming the Sooial Seourty Adminisiration (S5&)
of the nema chenps, enier your first name, the kst names as ahown on yoir social

ity card, and pour new Esk name.

Mota. 1TIM applicant: Enter your indhvidual nama as it was enteved on your Fom
Wi-7 ppplication, ling 1. This should also be the same as the namne wou enbemsd on
the Form 10401 94081 IDES wou {id will yeur agplieation.

b, Sale proprictor or singlz-mamber LLC. Enler your individual reame as
ahawn on your 1400 C0ATMOEE on Bne 1, Yo may antor your business, trads,
o “daing business g™ [DB&) name on line 2.

a. Partn LLG that is mot o single-member LLG, © Corporation, or 5
Comparation. Enter the anlity®s nams as shown on he enliy*s ta rsturn on lina 1
and any business, trade, or DBA nama on ine 2.

o, Other entiies. Enbsr your name as shoen on reduired LS, federal ba
datinments on line 1. This nama should match the name shown on the charer or
afher legal clocumant craefing the entity, You may anter any business, frads, o
DA nasmea o ling 2,

=, Disregarded entity. For U5, federal e purposss, an entity that s
dileregerdied &5 an entity separabe from fs owner is teated as a -
anbizy,” Hee Aequintions ssosian 3017700 -2EE). Enber the e’ namp an
linz 1. Ther rome of the ettty enlered G lirs 1 shedkd nover b a disngandas
onlity. The name an lne 1 should Ba the rame ehown on the Income 18 retum on
witiich 1ha Income should ba reported. For ewxampla, if a foralgn LLG that is traabed
2 a disregardad antity for LLE. federal tax purposes has a singba cwner that is a
LLE, persnn, tha LS, ownar's name is required &o be provided on line 1. 07 the
dimal owmar of tha enlily & also 3 disregarded anfity, snber the lirsl cwrer hat is
vt disregarded for fadarsl e purposes. Enler the disragarded entily'a nams cn
line 2, “Buisiness namerdisegarded antity neme.” If the owner of the dsreganded
eqlity b a baraign parsan, the cwner MUsT compiess an approprate Form W-0
Inataad of & Farm Wed, This s the case even if the forsign person has a UUS. TN,




Fomm W0 (Fay, 12.2014]

Fagaa

Line 2

1y hawa 8 husiness rEms, Trac nama, DrBA narmis, or disregardad antiy namas,
ol Ty anbar i an ling 2.

Line 3

Check Ih appropiste boo in Sne 3 for the UUS, fadaral tax classilication of the
parzon whoss nama ks antersd on line 1, Chack only one box in line 3,

Limited Lishilily Comgany [LLG). ¥ fe name an 50e 1 2 an LLG treated @5 8
pertnership Tor LLE. federal lax purposss, chack the “Limitad Liablitty Comparmy™
b and antar "F In tha space provided, H the LLG has fied Form 8832 ar 2563 1o
e Texed a8 A corporation, check the “Limitad Liablity Company™ bow and in tha
spaca providad antar "G for © corpstalian or "3 for 5 coporalion. 1 L a
sirgla-mambar LLC that is a disregarded enlily, o pol check the *Limited Liability
Compary™ bo Instead dheck the first box in Bne 3 "Individuabi=ale proprietor or
elngka-mambar LLG.

Line 4, Exemplions
1 yeour ares eocemipd from backug withbolding andfor FATGA reparing, enter in the
appropriate epace in line 4 any coda(s) thal mey appiy B yau.
Excmipt payoo cado.
= Germrally, indhddissts {inclsdng sola propeielors) am not sxampd froen beckup
withholdEng.
& Exsent as proviced balow, comomtions are exempt fram backup withholdng
{or cestaln payments, inchading intereat and dividands,
= Carporalions ane nol exempt rom backup withihciding for payments made in
saitissmant of payment card ar thind party nekeork trensactions.
* Carporalions sra nol aiempl from backup withioicing with respect to aliormays’
taas or Qross procesds paid b atiormeys, and corporations that provide medlcal o
health care servicas are ned axampd with respect to payments reporbsble oo Forn
108-MESC,

Tha fallewing codes identify payaas that are axempl Bam Backun withhalkding.
Ertar tha sppropriate oodo in the spaoe I ine 4

1= N prganization aomsmpt from taa under seotion S006G), oy [RA, or a
oustodinl sooourt under section 03T I the scoounl salisies T raeouiemenls
ef suedlan 400 B

@ The Lirsted Gtates or any of its agenoks o inslrumenlalitzs

A—Aatata, maDlaMut ul G-:-urnbla.n L, B-.mhqrpussmm or
any af ther politizal subd 1

A—A govammant o any of Ibspuhlmi mmdlulmnu.wmdﬁ.ﬁ
nstrumartaltics

5—@ conporalicn

B dhaalar in securities o commaditles required o register In the Unlted
Slofos, tha Disbrict of Columbis, o a US, commenaeallh or possession

T—A fulures sommisslon memchemt negletansd with the Commaodity Futuras
Trading Gommisaicn

B— 8, ecl aatale invesdimaenl st

fi—An enlity mﬁhﬁdatﬂl tirmes durlng the tax year under e Ivesimant
Company ot of

10—& aomeman trust fund operated by & bank undier seallen 58478

+1—A finencial iresti ution

12— & middiaman known in e investimen community & 8 namines ar
cLEfcdian

13—A trusk parred Trom fae nder section 664 or described in seotion 4647

Tha following chart shows types af payrmenbs el may be examnpt om bachup
wilhbialding. The charl applies Lo the eempt payess Bsted abova, 1 through 13,

IF tha payrmant = for . .. THEM the peaymant 18 aoampt for ..

Inberesst andd dividend payrments ﬁrmnﬂmmmmpt
rT

Brohar ransactions E payans 1 through 4 ard &
through 11 ard af G conparalions, 5
corparalions must rol antar an axempl
payes code becauss ey are axempt
onty far sakes of nonanvered seourdtias
aoauired

priar b 2012

Bartsr sechange lransaciions and Exempl payress 1 theough 4
e age dividandn
Paymaents ovar $600 ragquired to be Gunearaly, sxempl payes

reparted end direct sakes over $8,000° | 1 hrough

Paymaents mada in setilement of Exexmipd payees 1 through 4

paymant card or thind party nebwork
Iran=action s

1$.|Form 10EE-WES, Miss ellansous Incoine, and its instnctions,

*Hm,wmwhumrrunm made ta f oorporation and roparable om Foom
10EE-MISC are fuol exemgpl fron backup willihodding: medieal and haalth cane
payments, altomeays' lees, gross proceads peid i2 an attorney apartable under
section G045, and payments for services pald by a ledonsl execulive aosncy.

Expmption from FATCA reporting code. The fzliewing aodes idenlily payees

that are axempt from reparting undaer FATCA, These codas apply bo peracas

subsmilting this formn for acoounds wrabniained oubside of the Lirtad States by
carfain foreign Francial instfuliors. Therelare, I yeu ane only submitting this form
for an aceaunt veu hald I the Undied States, you may eawva this fiedd blank.

Gonsult with the person reguesting this form il you era unoerain if the firensial

InsStutien is subjecd to these reguirements. A requester muy indicats thal a coda is

not required by protdding yau with a Foom W8 with "Mot Appicable® (o any

abmilar Indication) written or prinkad on the line Tor a FATGA exemption coda,
e Ay g iration axempd From e erder section S0 {a) o any indeid el
retirermend plan as defined i section TR0ERET)

A—Tha United Sdnkes or any of iks apancics or instrumemntalliss

G—fatabe, Tha DEtnc) of Golumkda, @ ULS. comimoonsaalth of possossion, or
any of thalr pollical aubdivizions o netrumantalilies

D—A corparation the slock of which & regularty fraded onoone oF more
asiahished sacuriies markels, e descrlied in Asguakions sacion
AT 0

E—A corporalion that s a mamber of U 2ame expanded aifiiated group as g
coporation deacribad In Regulatons sechion 1147211

F=2 daaler in seowilies, commodiies, or derivalive linancial instrumants
[inciudirg rofional principal contracts, futures, forwards, and oplions) that is
ragiatened a8 such under the taws of the United States or any state

Gi—A radl eelabs Iresaslmaent tnoal

H i reguated imvastment compary as daliced in aeclion B51 oF an entiy
reglatanad at all Himes during the ta year under the investmant Gompary Act of
1540

I— 8 counenon inest fund as defined in ssclion S34(8)

J—A bank as dafined [n seallen B8

K—#A braker

L—A brust ecssmiit froim tas under saction 554 or descoribed in segticn 4947 [al1)

B — A e axemipt frust under a seciion A08|0) plan or saction 487(G) plan
Mobe, You may wish to consull with B financial institution regue bz faem be
detenmire whalhear the FATCA code andior exampl payes code shol b
completed.

Line 5

Enéar yrour address , sbreat, and apartraant of sule numbar], Thie (s whana
the requester ol thie Fam W-3 will mall your infermation returns,

Lirwe 8
Enter your alty, state, and ZIP cads.

Part I. Taxpayer |dentification Number (TIN)

Envtar your TIN in the sppropriste bex. B you are a raskdant alkan and you do nal
have and ara nol eliglibis o gel an 358, your TIN o vour IRS individual faspayer
Idalification rambar (T, Enter it in the zocial securiy numiber b 11 gou do mot
v an ITIN, soa How o gel o TN bel o,

1 you are @ sole propr etor arkd yau hatva an BN, you msy enler aller your 5N
or Ell. Howees, the RS prefers thal you e your S5H.

1§ wour Are & singie-memier LLC that is disregardad s an antity sspaatea from s
oo (s {imited Linkiliye LC) an thits poge), enler Ta panar's SSHN
[or ER, H e ovener hars ane). Do not saber the demaegandod & HM. 1 tha LLG
la clossifind 4 8 corporafon of parimeehip, entor 1he entity’a EIb,

Mote. Soo tha chart an page 4 for further darilication of nams and TIMN

lione.

How to get o TIN. IF you do ot have a TIN, apply Tor o Imemad stely, To apply
far an S5M, gat Form 55-5, Application for a Social Securily Gard, from your local
S84 office ar get this borm onlite al wivweasa.gav. You may alsa gat his fom by
walling 1-800-772-1213, Lsa Form W-7, Applcation for IRS individual Taxpayer
Idankilicabian Numbsar, to apply Jor an [TIN, or Form 85-4, Appbaation for Ermploayer
lidkankiflcafion Mumber, to appldy for @n EIM. You can apgly for an EIN onine by
aroassing the |RS webalbe al wesabs gowboshesses and cBeking on Emplayer
Idantification Mumbier (BB under Starfing a Business. You can ged Forms W-T and
55-4 Trom B IRS by visiling IRS.gov or by oalling 1-B06-TAX-FORM
{1-B00-879-3676).

M you are asked b comphata Form W-8 but do not have a TIN, apply fora T
and write “Appled For' i th space far the TIM, sign and dobe the fom, and ghea 1t
o the requester, For inteenst and dheidend paymeants, and cerlain paymenls made
with respreat s reedily fradable nstraments, genanaly you will have 60 deys to gel
& Tid and giva 1L o the regquester bakono you ara subjecl b bachup withholding on
payrments. The B0-day nde does nol 8pply 10 other fypss of paymants, You wil be
eubject to backup walhhciding on all such paymants unlll you prosids your TiN io
he neguaabar.

Mo, Enbarfng “Applisd For® means thal yoo have sready applied for a TIN or Bhat
o fritendd to spply for ane soan

Caultian: AWMU& aniily thaf has a forelpn owner must use fhe
appopiate o



Farm W-8 Fev, 12-2014)

Fage &

Part Il. Certification

To catablich b tha vithhofding spant that you sre a LLS. person,

ar regident alian,

i Faom W, ¥ou may be regueatod 1o sign by tha withholding agerd evan i

flems 1, 4, of 5 below ndicale ofewise.

For a joirt acoount, andy the person whose TN s shown in Fart | shoulkd sign
faden raguired). In b coss of & dismgacied antity, the geesen dontiled on o
Lt e Exorrgd payes, soo Evemol pape o aailior,

Signature reguirements. Complate the cerlification as indizded in Bams 1
bethiw.

EFagh &
1. Interest, dividand, and barber axgt

ge acoounts opaned before 1884

wnel broker accounts considered active during 1885 You musd gh your
et TIM, bt you do nol have o sign the canilication,

2, Inberest, dividend, broker, and barber sxchange accounts opaned after
1233 and broker accownts considerad inaclive during TRE3, You must sion
carfification or backup withholding wil sopty. I wou are sulbject to backup

withheoiding and you ara meraly

g your comect TIN to the requaster, you

must aross oul liem 2 inha cerfification bafore signing the form
2. Roal astate transactions. Yoo must sign the cadllcation. You may enoss oot

Ibam 2 o tha carHleation

&, Cbes payrnanta, You mast ghea your comesl TIM, but you do nol have 1o 500
the: oertitication untess you have besn notified that you haee previosly ghven an
Incorreat TIW. “Other peymenis” nchcde pryments made in the courss of the
raguesles' s brada or businass for renbs, royallios, goods folher Dan bl for
maralandiss), medical and heaallh care sand oes (Including paymerte b

corporalions), payments 1o a nonamployes for aanices, pawments

meada in

salflament of payrnent card and Thind party natwork Iransactions, peyments o
cartain fishing baat crew memmbaers and fisherman, and grass procesds pakd io
aliceneys (inchuding payments o corporastions).
5. Mortgage intarast paid by you, acquisition or sbandenmant of sacured
prn-p:rly, amncaltation of dotst, qualified fuition pragram pagments {junder
sootion 824, im.ﬂuurdd.l ESd, Archer MSA or HSA aontributions or
distriutions, and pension distribidions. Yol must give your sormact TIN, Bul you

b ot i 1o slgn Te cadilication.

What Name and Number To Give the Requester

Far this typa of account:

Give nama and 558 of;

1. Il il

2, Two or more individ usils §aint
&

3. Custoclian account of a minos
{Uniform Gilt fo Minors Act)

4. a. The ysual revocalle savings
trust grantor is also tustes)
b So-caled tusl account that is
ot 8 hepal o vl st under
stale law

5, Sole progeitarship or disrsgardad
andity cwned by an individual

i, Grankar s Blirg under Oplianal
Forn 1098 Fiing Metlad 1 {aes
m;m:nmwomm-dmm

Thes individal

The zoiual owner of the scooumt ar,
if carmibitsed Tunds, the Bl
Indivicual o e account’

The minee”
The granibor-irustes’

Thee ackual cwnar’

The cwres”

Thes granto:

Far this type of accaunt:

Giva nama and EM af:

7. Dizregerded antity not owned by Gn
Inclividual
B A valid trust, aslota, o peosian frust
1. Corperation ar LLE alecting
porponato status on Form 8632 or
Fanm 2553
0 Asmoddation, chib, rabglois,
<hariiable, aducational, or alhar tax-
axempt organization
11. Parmarshig ar multi-member LLG
12, A broker o registersd nomines

13, Accourt with tho Dopariment af
Agricu ture In he rame of & publio
enfity (such as a slabe or ksl
govamment, sehoal disliisl, o
prizan) that recaives agricultural
TR [Py M s

14. Granor trust ing undar the Form
1041 Aling Methad or tha Opflenal
Farm 1044 Filing histhod 2 (sea
Renggulaticmss secticsn 167 1-4 (1]
(]

Tha cemer

Legal iy’
Tha sorporation

The arganization

Thia partnership
This broker ar nomings

The public ertity

Thea tzst

" Lt Bt e clecla Tha namse of this parson wWiose mumbar you lumish. I only one porsonona
ol st b s S5N, Tred parson’s numbog miid b feiikahiecd

* Gl s i’ rsives ] i Ui o' E53H,

’\'«lml.mmmmmmasndm-wmumwmumumm
e “Busisss nemeddiemgarded snliby® rmme loe, Vo moay uae st ous 58N or B o
fhase onm e T [FS encoreges pou o uee pour 25H,

* Lt it ard chofo the nome of the usl, calole, or poneke st (06 et fomibd S T ol #a
posonal mpesaaive or nostes wless e legal sedly sl is nof des neied inihe account
i) Moo sy Boeclel ares far parnashios on page 2

“Nobe. Granlos mlso mes] prosita 2 Form Wea Lo troston of Ines).

Mot H o rame s cirched when mas han ofe ame 18 listed, the mumber will be

congidensd Lo be that of the ksl mams Ested,

Secure Your Tax Records from ldentity Theft

Kdantity theft occurs when S0Meona wses your parsonal information suoh e your
name, 550, or other identiiying Infarmartion, without your parmiasion, to commil
fraud or ather crimas, An ldendlly thisf meay use yaur SSN to geta job or may fls 2
1ax refurn using your S5M ke rocobie a refund,

Toy rescluicees your riskc:
= Proteal your S5H,
« Erguing your amphoyer Is probacking your 85N, and
* Ba canetul whan choosing & Lax [weparer.
If your tax records are effectod by ideniity thedl and you resabe & notles Trom

Thw IFe5, Foapond dght Ay o Bhe neme and phona number peired on the /S
nolics or lelher,

ATyt L pesceweiis sne ral eurrantly allssted by Klerlity thaft but you think oo
ara Al ik dus 1 a loat of slolan pirse o walksl, guoationsbio cradi card aotivity
mmmmpm , cordact the IRS identity Thalt Hofine st 1-A00-508-44490 or submit
Foem 1

For ree inforrnation, sea Publication 4535, dentiny Thedt Pravartion and Viciim
Assighance,

Wiclims of idantity helt who ere sxpariendcing scomnomiic bam ar g system
probéem, o se seeking help In reseiving tax problems that have net been resalyed
through noemak chenneds, may be sligibke for Taxpayer Advooate Service (TAS)
assistance. You can resch TAS by calling the TAS ol Hres cose inlake line =t
1-B77-FT7-d7 78 o TRY/TOD 1-000-028-4059,

PFratect yoursell from suspichous emalls or phishing schemes. Phishing is the
areation and use of il and websibes designed o mimic legilimate business
aruis and welbsiles, The mosl common acl is ssadinng an email 1o & uer Tatsaly
clalming to be an eatabilshad lagltmabe erterpriae in an attempt to scam the wsar
It surrandaring privisie Infeemation het will be zsed for ety theft.

The IRS does not initiate contacts with taxpayers via emals. Also, the (RS does
i request parsonal detabed infcemation threagh emal or ask taopayers ior the
Fitd numbsars, passwords, or similar spored acosss information for theie coedil cond,
bark, or ather financial accounts.

I yau recebve an unsolicied email clalming to ba from the RS, forward this
message ke g, ‘tou may also repar eiswss of the RS name, laga,
or olbwr IRS proparly fo e Tressury nspacior General kor Tax Administration
{TRGETA) al 1-800-366-4484. You Can korward suspacious emailts bo the Fadeal
Trade Comenssion gl SRAmERACe. gov or contact tham at winw e gowictialt o
T-BFT-IITHEFT (V=87 7038 435,

Wialt [AS.gow to lesm more atoul idenlity thalt and how o reduca your nisk.

Privacy Act Notice

Santion G105 of e Intermsl Avsenioe Coda rmoulnes you i provide wour cormact
TN to perescns [Inciuding foderal agancies) who are requirad to e infomatien
raburna with tha IAS o raport inferast, dividends, or caraln other Incoma paid to
youx, morigaga intarast you paid; tha acquisiiton ar abandonment of secured
praparty; ha canceiation of debd; or sontributions you made to an 24, Ancher
MEA, ar HEA Ther parson collscling s fomnm usss Se nfermastion on the oem ke
filer irdormabion relurrs wilh e 53, reporling the above information. Fouline uses
o This infonrmation Include ghing It to the Depariment of Justicas for clvil and
mmnaummm:lmm tha Bistriet of Columile, and LS,
and poesaasions for usa inadminlstaing thair bws. The

anm'lnllm olso may ba disclosed to ather courtrias under a treaky, to fodaral and
slale agencies 1o arforce o vl and criminal laws, of 1o Todoral law erfcament and
Inbeigance agancias bo combat larmofsm. You muat provide your TIN whathar o
nnt U ara naguined 1o file & 1ec elurm. Under section 3406, payers musl ganarally

a percentage of taxable intarast, dividond, and certaln ather payments b
a pamwhpd:n:nm ghvm 2 TIM hlﬂpﬂ;ﬂr.ﬁumpuﬁﬁnmqrﬂw apply for
providing lalse o frauduland information.




AUTOMATED DIRECT DEPOSIT
AUTHORIZATION AGREEMENT

State Form 47531 (R5/4-14)
Approved by State Beard of Accounts, 2014
Approved by Auditor of Staw, 2014

Indiana law (1.C. 4-13-2-14.8) requires that YOU receive PAYMENT(S) by means of electronic transfer of funds.

This form must be accompanied by a W9.

Please print clearly and legibly in blue or black ink.
See Instructions on Reverse,

SECTION I: AUTHORIZATION

According to Indiana law, your signature below authorizes the transfer of electronic funds under the following terms:

Printed Name (as shown on the account} Federal ldentification Number / Social Security Number
Address (Number and Street, and/or PO Box Number} ) City, State, and ZIP Code {00000-0000)
SECTION 2: FINANCIAL INSTITUTION’S APPROVAL

[_] Add Deposit [ | Change Deposit (prior information:

|:| Please check this box if your direct deposit will be automatically forwarded to a bank account in another country.

Type of Account: [] Checking (Demand) [] Savings

5 55:3 (You must either attach a non-altered, matching voided check ov have your financial institution complete ihis section.)
]
%
g= The financial institution identified below agrees to accepi automated deposits under the terms set forth herein:
e

=

= ) _ o ]

& Name of Financial Institution: Telephone:
b P

e

-fé Address:
& :é Number and Street, and/or P.Q). Box Number City, State, and ZIP Cede (00000-0G00)
A .20
i Date (month, day) Financial Institution’s Authorized Signature / Title

R ABA Transit-Routing Number Account Number

TR S CRICTOR T Y- RON ¥ O VEIV 7

SECTION 3: ELECTRONIC NOTIFICATION OF ELECTRONIC FUND TRANSFER (EFT) DEPOSITS

(Complete this section only {f you are requesting elecironic notification. You may provide up to four email addresses.}

{ hereby request that all fiture notices of EFT deposits to the bank account specified above be sent to the following email addresses:

I agree ta the provisiens contained on the reverse side of this form.

NAME (print or type} TITLE TELEPHONE

AUTHORIZED SIGNATURE DATE (month, day, year)




INSTRUCTIONS:

i Complete Section 1 and 3,and sign and date the bottom of the form.

2 Have your financial institution complete Section 2 and return it fo you OR attach a pre-printed,
matching, non-altered voided check.

3. File the completed form with the agency that you do business with.

4. Retain a copy of the completed form for your records.

By Signing This Form:

You are responsible for insuring that this form was approved and instructions above are followed. By signing
this form, you represent that it is understood by all parties that, if approved:

1. The State of Indiana must initiate credits (deposits) in various amounts, by electronic transfer of funds
through automated clearing house (ACH) processes, to the listed checking (demand) or savings account
designated in the financial institution named in Section 2.

2. If necessary, you will accept reversals from the State for any credit entries made in error to the bank account
per National Automated Clearing House Association (NACHA) regulations.

3. You may only revoke this request and authorization by notifying the Auditor of State in writing, at the
following address at least fifteen (15) days before the effective date of revocation:
Indiana State Auditor, 200 W Washington St. Ste 240, Indianapolis, IN 46204.

4. Any change to the account or to a new financial institation will require a new State of Indiana Automatic
Direct Deposit Authorization Agreement. Failure to timely notify the Auditor of State of an account change
will delay payment.

5. The State of Indiana and its entities are not liable for late payment penalties or interest if you fail to provide
information necessary for an electronic funds transfer and/or you do not properly follow the Instructions above.

6. Complete Section 3: Electronic Notification of Electronic Fund Transfer (EFT) Deposits, only if you choose
to receive electronic EFT notifications by email. If this section is not complete, your notification will be sent by
US Mail to the remit address designated on the reverse side of this form.

7. The email address(es) provided in Section 3 for electronic EFT notification will allow for appropriate
application of all payments.

8. You acknowledge that it will cause disruption to the notification process if the email addresses provided for
electronic funds transfer notification are frequently changed or changed without promptly providing an updated
email address to the Auditor.

9. You acknowledge that an email notification returned as undeliverable may be removed from the Auditors
email notification system and all future notices of EFT deposits to you will be provided by the Auditor via US
Mail to the remit address designated on the reverse side of this form until you have provided a valid email
address to the Auditor.

10. You are responsible for contacting the Auditor of State’s office if you are not receiving electronic notices of
EF¥T deposits.




REIMBURSEMENT FOR TRAVEL
TOTFROM APFROVED PROVIDER(S) FOR

50 MILES OR MOEE ROUNDTRIP
State Form 50254 (R/12-08)
Form approved by Stats Board of Accosmts, 2003

INSTRUCTIONS
1. Al sections completed, printed, and legible. CHILDREN'S SPECIAL HEALTH CARE SERVICES
2. Signatures must be orizinal in ink. (CSCS) .
3. Maxmum of three {3} travel dates per form. MERTDIAN STREFT
4 One year filing limit from date of travel. [NDIANAPOLLS, INDIANA 46204
5. Retwm to CSHCS.
PARTICIPANT INFORMATION COMPLETED BY PARENT/GUARDIAN
[ Fame of Ciald Tt of Bart (moeil, &xy, yuar) CSHCS &
[ Sireat addrss of partcpant |[membar and sieat, iy, sate., 210 code (spall oty ame complebely)
TRANSPORTATION INFORMATION COMPLETED BY PARENT/GUARDIAN/DRIVER
I " FRAD OC DEInem par
[T [mmber and i, cify, sk, Z1F ool [spell city Samses complaely]
[ Faasonls) for VEdE)
| Fame of Darvear s COpy
| Dhivvar & Laie 0F i Vel Piafu & (prowis copy of gieianon if oot Indana) |
MEDICAL FROVIDER INFORMATION COMPLETED BY MEDICAL PROVIDER
T of Methoal Provater [prased)
T o T T e S = ) Tate (monts, dy, yeat)

PARENT/GUARDIAN INFORMATION COMPLETED BY PARENT/GUARDIAN

| Fame of Parsnt Ceardian (printed)

Tigaers oF Paentaardan oot b 1o mh] T (month, gy, yeat)

1 hereby certify that the foregoing account 15 just and correct, that the amount claimed i= legally due, after allowing all just
credits, and that no part of the same has been paid.







Department of Health

Children’s Special Health Care Services
2 North Meridian Street
Section 5C
Indianapolis IN 46204
(317) 233-1351 or 1 (800) 475-1355
cshcs.in.gov



