Client #:  __________


Iroquois Center for Human Development, Inc.
610 E. Grant, Greensburg, KS  67054

Phone:  (620) 723-2272   FAX:  (620) 723-3450

ONE TIME AUTHORIZATION
(Medicaid Beneficiaries)

MEDICAID ADVANCE BENEFICIARY NOTICE (ABN)
Name of Beneficiary:  ______________________________

This constitutes advance notice to you, the beneficiary, that if all program requirements are met by Iroquois Center for Human Development, Inc. (ICHD) and payment is not made by Medicaid, you may be held responsible for the charges if your services are not covered by Medicaid.

_________________________
_________
___________________________

Client Signature


Date

Printed Name of Client

_________________________
_________
____________________________

Parent/Guardian Signature

Date

Printed Named of Parent/Guardian

__________________________
_________

Signature of Witness


Date

10/03/06  


