
MEDICAID REFUSAL REPORT 

Health Services 
(To be completed and signed by parent or guardian) 

 
 

School ____________________________________________________ 
 
 

It is the responsibility of each school to report Medicaid refusal for 
families who refuse to sign a Letter of Consent for Medicaid billing.  

 
Student’s Name (Please print) Date of Birth 

 
 

 

 
Parent/Guardian Signature ____________________________________ 

Date Signed ________________________________________________ 

 

Please complete a separate form for each student. 

 

One copy of this refusal form should be placed in student’s CUM folder. 
A second copy should be sent scanned and, sent via PONY mail to:  

Medicaid Coordinator  

501 Manhattan Boulevard, Student Support 

Attn: Kimoanh Vu 


