
HEALTHWAVE / MEDICAID 
NEW STUDENT FORM 

 
USD#:_____________ 
Local Education Agency Name:    ANW Special Education Coop      
 
KIDSID#:_______________________ 
 
Students Name:___________________________________________________________ 
   Last                           First                              MI 
 
Students Second Name:____________________________________________________ 
(If Applicable)    Last                First                             MI 
 
Gender:     M          F  Date of Birth:____________________________________ 
 
Social Security Number:____________________________________________________ 
 
Therapist Name:  (Fill in all that apply) 
 
Speech Language_________________________________________________________ 
 
Audiologist______________________________________________________________ 
 
Occupational Therapist_____________________________________________________  
 
Certified Occupational Therapy Assistant______________________________________ 
 
Physical Therapist_________________________________________________________ 
  
Physical Therapy Assistant__________________________________________________ 
 
Registered Nurse__________________________________________________________ 
  
Registered Nurse Attendant Care_____________________________________________ 
 
Licensed Practical Nurse____________________________________________________ 
 
Licensed Practical Nurse Attendant Care_______________________________________ 
 
Attendant Care Provider____________________________________________________ 
 
 
 
 
           2009 


