
Guarantor Information for billing and consent purposes:

_______________________ is a foster child with ______________ County, Ohio. His/her Case-

Worker is _________________ and as a foster parent, I am not able to give consent to treat

and have no Financial responsibility for this child. If this is outside of the state of Ohio, you can

apply for an Ohio Medicaid # from any state and then the services will be reimbursed. Call

1-800-324-8680. Attached is a copy of the foster child’s medical card. Adriel is the recommending agency

for the foster parent, but the custodial agency of said child is responsible for billing purposes.


