[image: image1.png]CONSENT/AUTHORIZATION FOR MEDICAL/MENTAL HEALTH EVALUATION
CHILD MEDICAL EVALUATION PROGRAM :

A. Name of Child Date of Birth __ Date of Birth
(First) (Middle) (Last)
B. The evaluation: Is a component of child protective services investigations and
is used in making decisions regarding allegations of child abuse or neglect. The -
referral is made by authority of (check one):
() Parent .
() Legal Guardian
() DSS Director - when acting as temporary guardian of child found
abandoned or without natural guardian or when having
been vested with parental rights by the adoption or
termination of parental rights laws (G.S. 35A-1220). -
() Judge's Order - in accordance with G.S. 7 A-64 7(3) when a court order
authorized this evaluation(court order attached).: -
C. I hereby authorize C AN meC to perform: . e

(Name of Examiner) .
() A medical evaluation, including diagnostic studies, photographs, and video -
taped psycho-social interview on the above named child. -
() B mental health evaluation, including diagnostic studies, on the above named
child.

As a medical clinic associated with UNC-Chapel Hill and Duke University Schools of
Medicine I give my permission for the physician, social worker or the Center to use
this video tape for the benefit of education and training in compliance with all
applicable HIPPA guidelines.

Furthermore, I authorize to release the findings of the evaluation(s) to the county
department of social services, the Child Medical Evaluation Program, and any agency
or individual deemed necessary by the county department of social services.

Signature of parent/guardian Date Nature of authority to consent
(i.e., parent, guardian, custodian)

II. The provider is authorized to claim reimbursement in accordance with the Purchase of

Service .
Contract for the following services provided to the child named above: .

A. Date Case Opened for Service Code 212:
B, Open for Medicaid? Yes No Medicaid # - Y .
C. 8IS I.D. # _ . N
D. County Case #:
E. Purchase Program I.D. #: 00161 !
111, A. County Department of Social Services
B. Social Worker: Telephone #
C. Signature of authorized county representative: 7_
D. Date:

CCFH (06/30/03)
DSS-5143 (05/03 )
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