[DISTRICT LETTERHEAD]

Ms. Diane M. Sanders

Program Manager

MAXIMUS, Inc

1208 East Broadway Road, Suite 205

Tempe, AZ 85282

MAXIMUS:


[DISTRICT NAME] is authorizing MAXIMUS, Inc to coordinate program information for the MAXIMUS Direct Service Claiming program with our contracted billing company, [BILLING COMPANY NAME].  The effective date with our district’s contract with this billing company is [DATE OF CONTRACT BEGIN DATE].  


Our district understands that Direct Service Claiming program information, protected health information and/or documents, including but not limited to the list below, will be handled through or in association with our billing company.  (Note that districts will also be notified of program changes).

· Receipt of Direct Services claims

· Coordination with Third Party Liability (Coordination of Benefits)

· Eligibility information

· Provider information

· Program requirements

· Receipt of checks and remittance advices

By signing below, I am stating that I am the authorized person for this district to authorize this request.  

Printed Name





Position

Signature






Date Signed

