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      Central Iowa In-Home Counseling


Change of BHIS Provider
CLIENT NAME: _____________________________________________  
CLIENT ADDRESS: __________________________________________
DATE OF BIRTH:  ___________________________________________
CLIENT’S MEDICAID NUMBER:  _____________________________
LPHA:  _____________________________________________________

LPHA AGENCY:  ____________________________________________   

LPHA ADDRESS:  ___________________________________________

GUARDIAN/PARENT:  _______________________________________

GUARDIAN/PARENT ADDRESS:  _____________________________

I, __________________________, am currently receiving BHIS from, ______________________.  
                   (client)                                                                                                                                        (previous provider)

I am electing to change my BHIS provider to CIJDC.  This change is effective on _________________.

                                                                                                                                                                          (date of change)

My signature also authorizes __________________to release information to CIJDC in regards to my BHIS case.                                            (previous provider)                                                            
My signature also authorizes CIJDC to release information with IOWA MEDICAID ENTERPRISES and MAGELLAN.
_____________________________    ____________                         _____________________________________   ___________
Client or Guardian Signature                      Date                                    In-home counselor/Remedial Provider                      Date
2317 Rick Collins Way. - Eldora, Iowa  50627

PHONE:  (641) 858-3852      FAX:  (641) 858-5839

EMAIL:  cijdc@cijdc.com        WEBSITE:  www.cijdc.com


