Georgia Department of Human Resources

COUNTY CHILD:     




PAY TO:     



                              

               
(Vendor)


AUTHORIZATION AND CLAIM FOR PSYCHOLOGICAL, PSYCHIATRIC OR SPEECH THERAPY SERVICES

 FORMCHECKBOX 
TANF  FORMCHECKBOX 
 SSI   FORMCHECKBOX 
 INCOME ELIGIBLE
 FORMCHECKBOX 
 YS
  
               Case I.D.      


CATEGORY (Check One):
 FORMCHECKBOX 
OTHER:
      (SCALE 1)

	NAME OF  PRIMARY CLIENT (First, Middle, Last)

     
	SEX

     
	RACE

     
	DATE OF BIRTH

     

	NAME OF  PRIMARY CLIENT (First, Middle, Last)

     
	SEX

     
	RACE

     
	DATE OF BIRTH

     

	NAME OF  PRIMARY CLIENT (First, Middle, Last)

     
	SEX

     
	RACE

     
	DATE OF BIRTH

     

	                                                                                                                                                                                     AUTHORIZATION OF SERVICES

	· (     

      TO:                                     
                  (                                                       (                                                                                  
	You are hereby authorized to furnish the following services to the above named patient(s).  Upon rendering services, complete the Claim For Services Rendered section on the reverse side of this form and process for payment as per instructions given in that section.

This authorization is contingent upon the provision of services as authorized being provided without distinction on the grounds of race, color, or national origin.

	AUTHORIZED SERVICES
	MAXIMUM AMOUNT AUTHORIZED
	TIME 

 LIMIT
	NUMBER OF SESSIONS

	A. EVALUATION (Report in writing)

              FORMCHECKBOX 
 General Psychological Test…………………………….

              FORMCHECKBOX 
 Special Projective Psychological……………………….

              FORMCHECKBOX 
 Psychiatric Evaluation………………………………….

              FORMCHECKBOX 
 Speech Evaluation……………………………………..

B. TREATMENT (Report in writing) -  Maximum of 10 sessions per authorization.
            Psychotherapy Of Individual

              FORMCHECKBOX 
 By Clinical Psychologist

                  FORMCHECKBOX 
 Individual……………………………………………

                  FORMCHECKBOX 
 Family and Couple………………………………….

                  FORMCHECKBOX 
 Group……………………………………………….

                  FORMCHECKBOX 
 Group………………………………………………

             FORMCHECKBOX 
 By psychiatrist

                  FORMCHECKBOX 
 Individual…………………………………………..
                  FORMCHECKBOX 
 Individual…………………………………………..

                  FORMCHECKBOX 
 Individual…………………………………………..

                  FORMCHECKBOX 
 Family and Couple…………………………………

                       Group (Maximum 8 persons per group)…………….

             FORMCHECKBOX 
 By Speech Therapist

                   FORMCHECKBOX 
 Individual……………………………………………

                   FORMCHECKBOX 
 Group………………………………………………..
	    $     
	  2 Hours
	xxxxxxxxx

	
	           
	  3 Hours
	xxxxxxxxx

	
	           
	    None
	xxxxxxxxx

	
	           
	    None
	xxxxxxxxx

	
	    $      
	   1 Hour
	         

	
	            
	   1 Hour
	         

	
	            
	  1 ½ Hours
	         

	
	            
	2hr. Session
	         

	
	   $       
	50 Minutes
	         

	
	            
	25 Minutes
	         

	
	            
	15 Minutes
	         

	
	            
	50 Minutes
	         

	
	            
	1 ½ Hours Per Person Per Session
	         

	
	    $      
	1 Hour
	         

	
	            
	1 Hour
	         


     
DATE AUTHORIZED

	     
	     

	SIGNATURE OF TITLE OF PERSON AUTHORIZING
	COUNTY DIRECTOR

	     
	     

	STREET ADDRESS
	REGIONAL FIELD DIRECTOR

	                                                                          
	I hereby certify that the services stated on the reverse side of this form have been rendered; that the psychologist’s, psychiatrist’s r speech therapist’s report of findings  and recommendations have been  received; and that payment has been made to the psychologist, psychiatrist, speech therapist in the amount of $      by County Dept. No.       Dated      .



	 CITY                    STATE                  ZIP                    COUNTY
	

	CERTIFICATION FOR REIMBURSEMENT
	


	CLAIM FOR SERVICES RENDERED
	INSTRUCTIONS TO PSYCHOLOGIST, PSYCHIATRIST OR SPEED THERAPIST. Upon rendering services, complete this section , sign and forward three copies: with your report of findings and recommendations attached   to the designated person authorizing these services (see front side of  form)



	INCLUSIVE DATES
	NUMBER OF EVALUATIONS TREATMENTS ETC.
	DESCRIPTION OF SERVICES RENDERED
	AMOUNT OF TIME SPENT ON SERVICE
	AMOUNT OF CLAIM

	     
	     
	     
	     
	     

	                                                                                                               TOTAL AMOUNT OF CLAIM
	$      


I HEREBY CERTIFY THAT THIS CLAIM FOR SERVICES, RENDERED TO THE ABOVE NAMED PATIENT (S), IS TRUE AND CORRECT: THAT PAYMENT IN WHOLE ORIN PART, HAS NOT BEEN RECEIVED FROM ANY OTHER SOURCE AND THAT THE ACCOUNT IS DUE.

                



     




     
           DATE
                     SIGNATURE OF SERVICE PROVIDER  

                  TITLE

AUTHORIZATION AND CLAIM FOR PSYCHOLOGICAL, PSYCHIATRIC OR SPEECH THERAPY SERVICES

FORM 535

Purpose:

Form 535 is used by the Division of Family and Children Services.   The form serves two purposes which are applicable to the Divisions: (1) to authorize psychological, psychiatric, or speech evaluation or treatment services; (2) to claim payment for services rendered by the service provider.

Preparation and Routing:

A. County Departments of Family and Children Services

Four copies of the authorization for services are initiated and authorized by the service worker and countersigned by the County Director or designee. The authorization of additional sessions must be approved by the Regional Director. Three copies, including the original of Form 535, are to be mailed or taken directly to the service provider. The Fourth copy is to be retained in the service case record.

The service provider is to complete the section on Claim for Services Rendered, retain a copy and return the original and other copies to the county department. Upon receipt of the claim and the provider’s written report, the county department is to make the appropriate payment.

A copy of Form 535 is to be maintained in the client’s service case record. The Original document is forwarded to Accounting.

Instructions on Specific Items:

1. Enter the name and address of the service provider.

2. Check the appropriate category to indicate whether TANF SSI, INCOME ELIGIBLE (SCALE 1). YS, or OTHER with explanation.

3. Enter the case identification number as appropriate.

4. Enter the name (s) of the primary client(s) and appropriate sex, race and date of birth. Three spaces are provided for members of a sibling group or parent(s) of a child.

5. Check the appropriate service to be authorized and fill in the dollar amount currently authorized.

6. Enter the date of authorization, signature, title and address of the person authorizing the service.

7. The service provider is to enter appropriate information in all columns under Claim for Services Rendered, the date, signature and title.

8. County department-enter amount, check number, date of payment and signature of the County Director. 
Form 535 Revised (08-06)
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