T ~,l%?f“{v—tn
o

Corunty Schaol Systeny

September 11, 2025

Dear Parent or Guardian,

Richmond County School System participates in the Children’s Intervention School Services (CISS) program,

which is Georgia’s School-Based Medicaid initiative. This program allows the school system to receive

reimbursement for medically necessary services provided at school to students who are eligible for Medicaid.

Who Qualifies for the CISS Program?

o Students with an Individualized Education Program (IEP):
«  Must be Medicaid eligible on the date of service

«  Must be under 21 years of age
. Must meet disability criteria under RCSS/GADOE guidelines and have a current IEP

«  Must receive Medicaid-reimbursable services as outlined in a Letter of Medical Necessity or Plan
of Care included in the IEP

o Students without an IEP:
«  Must be Medicaid eligible on the date of service
«  Must be under 21 years of age
. Must receive Medicaid-reimbursable nursing services
«  Must have a documented care plan from their primary physician (e.g., Diabetes Medical

Management Plan, Emergency Anaphylaxis Plan, Seizure Plan)

Eligible services may include:
*Audiology *Counseling
*Occupational Therapy +Physical Therapy *Speech Therapy

*Nursing «Nutritional Services

What Do Parents Need to Know?

To participate in the CISS program, parental notification and written consent are required. This consent must
be renewed annually or whenever services change. Parents may withdraw consent at any time by submitting a
written request.

Importaatly:
s If consent is not provided, your child will still receive all medically necessary services, and any

services included in their [EP.

e No private insurance will be billed for services provided during the school day.

e Participation in the CISS program does not affect your child’s ability to receive Medicaid
services outside of school. The CISS program is separate from the Children’s Intervention

Services (CIS) program, which covers out-of-school services.

If you have any questions or need assistance with the consent process, please contact your school’s administration

or the district office. Thank you for your continued support.

Sincerely, * DO ND+
G Gz’ rerurn This

Mrs. Glenda Collingsworth

Assistant Superintendent - Elementary Cluster 2 & Student Services P G.?Q (' ‘ : * a &
sceol, Parents
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RCSS AUTHORIZATION TO GIVE MEDICATION AT SCHOOL * Pro-Longed Time Period

If medication can be given at home or after school hours, please do so. However, if medication must be given during
school hours, this form must be completed. Please write one medication per page.

Student: School:
Homeroom Teacher: Grade:
| request that School, through the principal or designee to supervise/assist in the

administering of medication to my child according to the instructions below. | understand that:

4 Medications must be in the original labeled container {no baggies, foil, etc.). Pharmacies can provide a duplicate
labeled container with only the school doses.

4 Parent/Guardian must provide special instructions, as well as the medication and related equipment, to the principal
or clinic personnel.

& It will be the responsibility of the parent/guardian to inform the school of any changes. New medications or new
doses will not be given unless a new form is completed and a newly labeled container is provided.

4 All medications will be taken directly to the office/clinic by the parent/guardian.

4 Unused medication will be disposed of unless picked up within one week after medication is discontinued.

Name of medication: Dose:

Route {mouth, topical, etc.): o Time(s) to be given:

Terminate medication on:

Physician’s PRINTED Name: Physician Phone:

Condition/lliness requiring medication:

Possible side effects, if any:

What to do in a case of side effect(s):

Allergies: Food: Medication(s):

Signature of health care provider: Date:

I hereby authorize the school personnel, employees and officials of the Richmond County School District to assist my child in
taking prescribed medication according to district policy and | release them from any liability for administering this
medication. 1 understandthat, in the event of a change in medication, { am responsible for completing a new request fom.

Parent Signature & Date:

SERVICE PLAN for SCHOOL-BASED MEDICAID SERVICES

1. My child is eligible for Medicaid or Peach Care YES NO Number
2. My child is receiving Special Ed. Services YES __ NO__ Nursing is in the IEP Other Health Plan

| understand that the school district is able to file with Medicaid or Peach Care for partial reimbursement for the administering of this
medication or procedure. By signing below, 1 give my consent for the school district to receive this payment from Medicaid or Peach Care.

| have read this form and understand my responsibility toward the school, which is agreeing to assist me in this matter of
medicating/treating my child at school. | may change/withdraw permission in writing at any time by notifying the Special Education

Director.

The undersigned authorizes the prescribing physician named below to release any information to the School Board or their designee
regarding the medication/treatment to be administered. |, the undersigned, authorize the Richmond County Schools to release pertinent

information to the physician.

Parent/Guardian Signature & Date:
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