
	MTCC CERTIFICATION AND SIGNATURES

	By signing below, I certify all the information I have provided concerning this child is correct and accurately reflects that Medicaid Treatment Child Care mental health services are medically necessary to treat psychosocial disorders of this child.

	LICENSED PRACTITIONER NAME/LICENSE #
     
	LICENSED PRACTITIONER TITLE
     

	LICENSED PRACTITIONER SIGNATURE
	DATE
     

	PARENT/GUARDIAN SIGNATURE(S) WAC388-877A-0120(6)

	By signing below, I certify that I was provided with information and education regarding child’s diagnosis. 

	PARENT/GUARDIAN SIGNATURE                                                                                                                               DATE     


	PARENT/GUARIAN SIGNATURE                                                                                                                                  DATE


	STATEMENT OF MEDICAL NECESSITY PHYSICIAN CONSULTANTS AND 
DEPARTMENT OF EARLY LEARNING MTCC ADMINISTRATOR SIGNATURE(S) FOR APPROVAL

	By signing below, I certify that the child meets medical necessity and have the expertise to make that determination based on the evidence presented.

	MTCC ADMINISTRATOR SIGNATURE
	DATE
     

	PROGRAM PHYSICIAN CONSULTANT SIGNATURE
	DATE
     

	DEPARTMENT OF EARLY LEARNING MTCC ADMINIISTARTOR 

	By signing below, I certify that payment upon receipt for contracted services is approved.

	MTCC ADINISTRATOR SIGNATURE
	DATE
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