State of Illinois

Department of Children and Family Services

Psychological or Neuropsychological Testing/Parenting Capacity Assessment 
Feedback Reimbursement Form

To obtain reimbursement for a testing evaluation feedback session or staffing, the testing provider must submit this form completed and signed by all participants, along with the CFS 1042, Billing Summary and a copy of the report to the Division of Clinical Services for processing.
	Person Evaluated      
	Date of Evaluation      

	DCFS ID# 
	 
	 
	 
	 
	 
	 
	 
	 
	 FORMCHECKBOX 
 check if Natural/Foster Parent

	Child’s Name (If not client)      

	 FORMCHECKBOX 
 Feedback Session   FORMCHECKBOX 
 Staffing   
	Location      

	Case Worker      
	Phone #       
Extension      

	Supervisor      
	 FORMCHECKBOX 
 DCFS
 FORMCHECKBOX 
 POS
 FORMCHECKBOX 
 Residential

	

	Participants, including the client, must print and sign name and relationship to client.

	NAME (print)
	SIGNATURE
	RELATIONSHIP

	     

	
	     

	     

	
	     

	     

	
	     

	     

	
	     

	     

	
	     

	     

	
	     

	     

	
	     


	Reason staffing does not occur 

	( Client 18 and over does not agree to participate 

( Other:
     


	APPROVED TESTING PROVIDER

	Name (print)

     
	Signature

	Date of Testing/Assessment
     
	Date of Feedback Session/Staffing      


CFS 417-B


Rev 12/2013 








