	ORANGE COUNTY DEPARTMENT OF HEALTH - PRESCHOOL SPECIAL EDUCATION RELATED SERVICE
ATTENDANCE & BILLING FORM


PROVIDER NAME: AGENCY/INDIVIDUAL Oxford Consulting Services/________________________________________
CHILD’S NAME _________________________________________________________ DATE OF BIRTH: ____/____/____   

SERVICE MONTH/YEAR ______/______
TYPE OF SERVICE ________________
ICD-10 CODE ____________ 

LOCATION OF SERVICE_____________________________FREQUENCY & DURATION PER IEP__________________________

       CPT

RELATION

AUTHORIZED
           SERVICE
  TIME        TIME       REASON**
     CODE
TO CHILD

SIGNATURE

DATE    (START)     (END)      MISSED               AMOUNT*

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	Authorized Signature/Provider Signature-The signatures above-below attest to the fact that the dates and times above are the actual dates and times of service delivery.
	Total*
	


Provider Signature certifies that Session Notes for each date of service are in compliance
with NYS Medicaid Regulations and on file.

Reason Missed Codes:  P-Parent Cancel, T-Therapist Cancel, followed by one of the following (except Holidays)

A-Illness



D-No Show


H-Holiday

L-Vacation


B-Visit shortened


E-Impassable Roads/Weather
I-Conflicting Obligation
M-Winter / Spring Recess per Calendar
  (must include explanation)

F-Attendance at MD, Hosp, Clinic
J-Religious Observance
N- School/Daycare Closed


C-Not available 


G-Illness or Death in Family

K-Meeting / Training





PROVIDER SIGNATURE____________________________________________________ DATE______________________

PROVIDER NPI #____________________________________ SUPERVISOR NPI #____________________________________
LICENSE, REGISTRATION or CERTIFICATION # and REG. EXP. DATE ____________________________________________

UNDER THE SUPERVISION OF_______________________________________________DATE_____________________

(Required for CFY, TSHH, PTA, and COTA)
TITLE/LICENSE # and REGISTRATION EXP. DATE_____________________________________________________________

*Note to providers:  Amount, total and CPT code should be added after parent signature.


** Make-up dates should also be listed here.





Authorized Signature/Provider – The signatures above/below attest to the fact that the dates and times above are the actual dates and times of service delivery.








