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Narionar MeriTace Insunance Co.
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E Building C i3

Austin, Texas 78758-5239 11044 Rosearch Bouwlevard !}:

(B00) 252.922a -iL

O

i

{
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{2

TLOAFX6TY ;
BAYLOR MEDICAL CENTER AT R
WAXAHACHIE 51
1425 JEFFERSON Ef

WAXAHACHIE, TX 75155

DEAR PROVIDER

WE HAVE COMPL'ETED THE ENROLLMENT OF BASCO, MICHAEL A. HMb,
PERFOAMING PROVIDER NUMBER PDBSG4412, AND HAVE ADDED HIM/HER TO YOUR

GROUP ASSOCIATIONM.

PLEASE USE THIS PERFORMING MUMBER IN THE DETAIL PORTION OF THE CLAIM
FORM TO IDENTIFY THE PERFORMING PROVIDER.

IF THIS PROVIDER SHOULD CHOOSE TO LEAVE YOUR GROUP, PLEASE NOTIFY THE
PROVIDER EMRDLLMEMT DEPARTMENT IMMEDIATELY.

THANK YOU FOR YOUR PARTICIPATION IN THE TEXAS MEDICAID PROGRAH.

STHCERELY,

PROVIDER ENROLLMENT
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TEXAS ﬁj . e 22
MEDICAID A C L2
Group Practice Enroliment Application_ LR

s

This form is to be used to request the enroliment of a new phy\‘smi'lin]ilptq :ﬂfn;§;f
established group practice. ~—=

I you would like 10 enro

£
{
Il your new physician in the Texas Title XIX (Medicaid) Program, please have the physician {
sign in the section below and return this form 10: {

Natlonal Herllage insurance Company
PROVIDER ENROLLMENT DEPARTMENT
11044 Research Bivd., Bldg.C

Austin, Texas 78759-5239

If you have claims for services performed by this new physician, send the ciaims 1o I
National Heritage Insurance Company .
CLAIMS PREPARATION
P. 0. Box 200555

All claims for services rendered to Medicaid recipients who do not have Medicare benefits are subject to a 80-day

R S Mgt o] B b g

sy g

Austin, Texas 78720-0555
filing deadline by program re quirements. This means that your claim for services must reach our offices within
g0 days, plus 5 days mailtime, ofthe date of service of that recipient. Please submit as 00N as possible any claims

you may have v r I

Claims without Medicare involvement will be denied until you are enrolled in the Texas Tille XX Program.

Howevwer, your claims will be recon sidered for paymeni afier you are enrolled. The denial of your claims will serve
as documentation that your claim was filed within the 95-day filing deadline. Procedures for resubmitting your
denied claims for payment consideration will be attached to your enroliment notification lefter.

Sincerely,

Provider Enroliment

__.__-..___._—_-—_..__.__._-—-—

PHYSICIAN'S INFORMATION: GROUP NAME AND ADDRESS:
Physician's Hame:miCML{ Pl .%Cﬂ*WbD, Baylor Medical Center at Waxahachie
I

FX67 1405 W. Jefferson

Group Number:
Waxahachie, Texas 75165

Physician's Speciafly,__ER Medicine

Physician's Medicare Number: g 5 ER 4—4- , .
License Numper: T2 [ | T DO NCT WRITE IN THIS AREA
(it "emporary”, attach a eapy)

Coanry Dipac Trpa LacaBty Thectio Dus
Please enroll me with the group pr{amica histed above. L] L L) Ly | LLL] 1]
[ WY -_ ] h . .
Vi hgod Rz Uk Sin N‘ e i;,.ig,,,@:‘ﬁ? vz
Physician's Signature OJ 7 Date [orowontDuy: 1O Tt TR LA |

)-H37
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POWER OF ATTORMNEY oA f~ e
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Hedihare:’ﬁadicaid requires that we include a Power of Attorney auch %'}g ii
EmCare to sign for the individual physician when applying for numbers on i}
your behalf. These applications are submitted for each hospital or facility oy
{3
in our system for which you will be working. This Power of Attorney will E;
be kept in your file to expedite the application process for these numbers. 7
i

g iy
ke e

POWER OF ATTORNEY

I hereby authorize é{m_ M,{‘uﬂ of EmCare Incorporated,
to apply for Medicare/Medicaid privileges ur@y behalf while I am working with

EmCare Incorporated.

U o Wméwga

Date | Signature
Michael Basco, M.D.

Print Name Flease
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Natmionar Heritace INsunance Co.

l Building C
Austin, Texas 7E?S59-5239 11044 Apessrch Balavserd

EF. Culavard
B0O0Q) 252-9224

DECEMBER [8., 1989

SUNrem e R OTE

=
e

LGUOCT119

NORTH TEXAS MEDICAL CENTER
1803 N GRAVES ST

HCKINNEY, TX 75059

B o Ly O

DEAR PROVIDER

WE HAVE COMPL'ETED THE ENROLLMENT OF BA5SCO, MICHAEL 4. MD,
PERFORMING PROVIDER NUMHER PLBUF1976, AND HAVE ADDED HER/HER TO YQUR
GROUP ASSOCIATION.

PLEASE USE THIS PERFORMING NUMSER IN THE DETAIL PORTION OF THE CLAIM
FORM TO IDENTIFY THE PERFORMING PROVIDER.

IF THIS PROVIDER SHOULD CHOOSE TO LEAVE YOUR RROUP, PLEASE NOTIFY THE
PROVIDER ENRILLMENT DEPARTMENT IMMEDIATELY.

THANK YDU FO? YOUR PARTICIPATION IN THE TEXAS MEDICAID PROGRAM. 5
SINCERELY»

PROVIDER ENROLLMENT
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TEXAS =, 2

Group Practice Enroliment Applica'_tioh‘{':} &

. \ i ,\r . i Pt ¥ .l‘l
This form is to be used to request the enrollment of a new physician/into;an, 3 9
established group practice. = 0
ilyoumuld e 1o enroll your new physician inihe Texas Title ¥1X (Medicaid) Program, please have the physician : ;
sign in the section below and retum this form to: {_ !
National Herltage Insurance Company {3
PROVIDER ENROLLMENT DEPARTMENT 0
11044 Research Bivd., Bidg.C

Austin, Texas 78759-5239

ims for services periormed by this new physician, send the claims 10

Mational Heritage Insurance Company
CLAIMS PREPARATION

p. 0. Box 200553
Austin, Texas 78720-0555

not have Medicare benelits are subject 10 ag90-day
claim for services must reach our offices within
as possibleany claims

If you have cla

All claims for services rendered 1o Medicaid recipients who 0o

filing deadline by program requirements. This means that your
80 days, plus5days mailtime, of the date of service of that recipient. Please submit as s000

you may have
Claims without Medicare involvement will be d envolled in the Texas Title XIX Program. -
However, your claims will be reconsidered for payment atteryou are enrolied. The denial of yourclaims will serve
as documeniation {hat your claim was filed within the 95-day filing deadiine. Procedures fof resubmitling your
denied claims for payment consideration will be attached 10 your enroliment nofification letter.

Sincerely,

-——-_-.------—-——-—---—--_n_.-_—---——-————b

PHYSICIAN'S INFORMATION:

Physician's Name: Nicdhoe ! © Baseo, b N

h Texas Medical Center

Group Numl,;ZUdcﬂTllc{ 1800 North Graves Street -
Physician's Speciafty: ER Medicine _McKinney, Texas 15069
Physician's Medicare Number: __8{} F197 Q}

DO NOT WRITE IN THIS AREA

License Number. __ 6 16 ‘ —
{1 temporary”, attach a copy

Please enroll me with the group practice listed above.

el (R (o stV

Physician’s Signaturé () Date L :

I8y
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POWER OF ATTORNEY

Medicare/Medicaid requires that we include a Power of Attorney authnrf}iﬁha;-

EmCare to sign for the individual physician when applying for numbers on

your behalf. These applications are submitted for each hospital or facilicy

in our system for which you will be working, This Power of Attorney will

be kept in your file to expedite the application process for these numbers,

POWER OF ATTORNEY

[ hereby authorize 61,.!..?.. Hﬁ&iuj of EmCare Incorporated,

to apply for Medicare/Medicaid privileges on :l;r behalf while I am working with
EmCare Incorporated,

L Signacure
Michael Basco, M.D.

Print Name Please

=y =yl
R o L

—~1 2,

il b
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TEXAS
MEDICAID

I O N A I p LT A A SIS

D
r &
" e
ALL IWFORMATION MUST BE GOMPLETED Of MARKED “HA™ AND CONTAIN A VAUG LGMATURE 10 ue rROCESSEO. 2
-h-;ﬁ‘ PROVIDER OF SERVICE INFORMATION NORTH TEXAS MEDICAL CENTER
AFPLICANT MaWD (WOiv, GROUP, WC., DRA-3HOW &3 LECENSED) ADDALIS M, | (Prostes Lessiben}
Basco, Michael A. M.D. 1800 N. GRAVES ST.
| Loy o Gog' o Corpery Fri Il Thafing o ot Yirew P 7r Gt 8
TFLEPHONE WUMBER
wscese  ( BO0 y 962-3303 . . McKINNEY TX 75069
Cy Shate I
TTPE OF PROVIDER (PRIMAAY BPECIALTY) ADOREIN ﬁ Ipﬁsﬁnm: Addep el Chmed Tacp ' .
EMERGENCY MEDICINE P.0. BOX 9118, S.E. STATION .
~ . . . e Flresl o PO ESe
PHYSICIAN LICEMSE # FSCAL YEAR EMD
Pt segy ¥ oo =rd (KLAHMA CTTY K 73143
- " H515|. L Cany e 1o
B BILLING INFORMATION
e mel Bignatas ol Feven Lotherled W Jgo P By v b WY D es 00, @ y Baalnl Bemailfy # )
SIGNATURE ON FILE . 73-1230653 SS3-35-0350
el b peas WEDWCARD = BLUE BHIELD Presble Husdbel ¥ P v e S0 G edienis Frgren
Oﬁ‘bqq ‘Z_ s b ey epemlaliy w i, eSap ke
C GROUP PRACTICE INFORMATION:  List all physician members of your group.
LICENSE o ____NAME Title | Medicare "BODODO" series f ]
[D OTHER INFORMATION
s this locatlan: In sddlilon e olher Locsted within & haaplial?  H yas, Is this sppliesilen for
Pn‘,.l:-ucn lcations? the purposas of bliling as #n YES
Ful Thms Pt Time LT W Tan X " Emergancy Room Physlclan? =
, \ DO NOT WRITE IN THIS AREA
To the best of my knowledge, the information supplied on
this document is accurale and complele and is hereby oo e tre Lemms N
released to National Henlage Insurance Company and R " LT
Texas Department of Human Services for the purposeé of UL L u e e
issuing a Provider Number.
slsl-ﬂl“-lfl al J‘D#H{‘lﬂ-f Ercafimant Deie: brd tadus
: . RETURN FORM TO:
ﬂ?%ﬂﬁézm%ﬁu Wiﬁ N.H.IC.
Slgnal Provider Enroliment
M F‘} Eﬁ";% g0 11044 Research Bivd,, Bidg. "C”
I Tife ,-h;,_i_. Auslin, Texas 78759

[ e e
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POWER OF ATTORNEY /__Ji MR 21 ﬁgga - g

- gl
\J
g%l}g)ri:ina ;;;

EmCare to sign for the individual physician when applying for numh{i:"s»ﬁn,_ . '—n:
LI T

Medicare/Medicaid requires that we include a Fower of Attorney

" your behalf. These applications are submitted for each hospital or facility
in our system for which }rou' will be wuv.:king. This Power of Attorney will

be kept in your file to expedite the application process for these numbers.

POWER OF ATTORNEY

I hereby authorize 5&LN)\§!‘-{E{,{ of EmCare Incorporated,
to apply for Medicare/Medicaid privilegescoj.my behalf while I am working with

EmCare Incorporated.

% s N o

Date | ! _ I~ Signacture
Michael Basco, M.D.
) Print Name Please

-

(NSO N CINLA R C O
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NarionaL Heritace Insurance Co.

| Building C
Austin, Texas 7E7S59.5239 11044 Rasaarch Boulavard
(BO0) 25=2-8224

JUNE 08, 1990

PODDD94L2

BASCO, MICHAEL a. MD
1800 N GRAVES 5T
MCKINNEY, TX 75069

EO QGNP COPURILA A 2 QN

PROGRAM. YOUR NIME-DIGIT PROVIDER NUMBER I5 POOQD94I2.

NATIONAL HERITAGE INSURANCE COMPANY (NHIC) IS THE INSURER OF THE TEXAS

MEDICAID PROGRAM UNDER CONTRACT WITH THE TEXAS DEPARTMENT OF HUMAN
SERVICESe IF YOU HAVE ANY QUESTIONS OR NEED ASSISTANCE, PLEASE CONTACT

OUR PROVIDER RELATIONS STAFF AT 1-800-252-9224 OR 512-343-4900.

A TEXAS MEDICAID PROVIDER PROCEDURES MANUAL AND PROVIDER BILLING LABELS
ARE BEING SENT TO YOU UNDER SEPARATE COVER. THE BILLING LABELS ARE
PRE-PRINTED WITH YOUR NAME, ADDRESS AND PROVIDER MUMSER AND SHOULD BE
PLACED IN THE APPROPRIATE BLOCK OF YOUR CLAIM FORM. PLEASE VERIFY THE
INFORMATION ON THE PRINTED LABELS AND ADVISE THE PROVIDER ENROLLMENT

DEPARTMENT OF ANY CORRTLTIONS.

THANKE YOU FOR YOUR PARTICIPATIONM AND WELCOME TO THE TEXAS MEODICAID
PROGRAM. !

SINCERELY,

PROVIDER ENROLLMENT

DEAR PROVIDER
THIS LETTER NOTIFIES YOU OF YOUR EMROLLMENT IN THE TEXAS HEDICAID
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003

BAYLO ;
833 WEST LAMP ASAS S

Building C
Austin, Texas 7E7SE.5239 11044 Research Boulevard
[BO0)252-8224

I BCEMACR 53, 19AR9

T283

R MERICAL £
A

-

ENNIS, TX 75119

DEAR

PROVIDER

WE HAVE COMPLIETED THE ENROLL™ZHT 9% [ 35C0, MICHAEL 4. ™MD,
PERFORMING PROVIDER MUMAE® = 75437 %, 44D HAVE ADODED HIM/HER TO YoOue
GROUPR ASSCCIATION.

PLEASE USE TYIS PERAFORMING ~1%32% 14 THE DETATL SOPTINN OF THE CLAIM
FORM [TO IDENTIFY THE PERFO24[YG P03yTnEa,

IF THIS PROVIDER SHOULD CHOY5" TN L:uyE ¥CUD 520UP, PLEASE MOTIFY THE
FRﬂ?ﬁDER ENROLLMENT DEPART™ NT T/ :nTaTeLY,

THﬂﬂi YOU FOR YOUR PARTICI®ATION 7% THE TEXAS MEDICATO PROGRAM,.

SIHCERELY .

PRIOVIDER TNIDLL™ENT

lﬁl-

AR 18 wies 45 0T

oo P

Gar o

LWCSO0MIPRR LI 7 5,
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TEXAS / ST Ak
MEDICAID ;} Noy 5
Group Practice Enroliment Applicat qn ¢

This form is to be used to request the enroliment of a new p.
|established group practice.

ian into

A
an,
[T

c
L

I you would like to enroll your new Physicianinthe Texas Title XIX (Medicaid) Program, please have the physician
8ign in the section below and return this form to-

National Heritage Insurance Company
PROVIDER ENROLLMENT DEPARTMENT
11044 Research Bivd., Bidg. C

Austin, Texas 78759-5239

i
|
Hi you have claims for services performed by 1his new physician, send the claims to:

Natlonal Heritage Insurance Company
CLAIMS PREPARATION

P. O. Box 200555

Austin, Texas 78720-0555

All claims for services rendered to Medicaid recipients who do not have Medicare benefits are subject to a 90-day
fiing deadline by program requirements. This means that your claim for services must reach our offices within
90days, plus 5 days mailtime, of the date of service of that recipient. Please submit as soon as possible any claims
you may have even though vour physician is not vet enrolled with NHIC.

Claims without Medicare involvement will be denied until you are enrolied in the Tex
However, your claims will be reconsidered for payment after you are enrolled. The denial
as documentation that your claim was filed within the 95-day filing deadline. P
denied claims for payment consideration will be attached fo your enroliment

notification letter.
Sincerely, v, uéﬁfﬁd

as Title XIX Program,
of your claims will serve
rocedures for resubmitting your

0% ] e e g0 o] SO Nt

| et
| 7 wr W I

Provider Enrollment
Pl'll"I'SlCIAH'E INFORMATION: GROUP NAME AND ADDRESS:
Prlrshian's Nm:ﬁ‘krﬁjmﬂ Pu qu}:.r_-ﬂ_r[‘!"a.jh. Baylor Medical Center at Ennis
Group Number: _&“CcT28 .TJS?.J | P. 0. Box 1420
Physician's Specialty:___ER M:!dicine Ennis, Texas 75119

Physician's Medicare Nurrher!r@g. 16 A5

Lir.':Lnu Number: H STS-I

DO NOT WRITE IN THIS AREA

(it temporary", attach a zopy) 75 /Lﬁ."fl?
Blumiy fox  Tee  Lecamy EPectie Dese
i i - R 1] I 3
Plalas‘aenrollmwnhmgmupprm:celrstﬁabﬁjl L LLILLY L D . ,-4??
mmaéﬂ% lf‘x'f_:ﬂ.t A .4/ -5 Y
Physician's Signature () T Date S ||eretment Dr: .!-_‘Z_WL i

/-] -5

#oacpm A, ma g,
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POWER OF ATTORNEY

. 7 3
Medicare/Medicaid requires that we include a Power of Attorney authoriz .:'i.
Emlt:are Co sign for the. individual physician when applying for numbers on }-‘

3’01:"-' behalf. These applications are submitted for each hespital or faciliey =

|

-

X Tt et L R 1

in|our system for which you will be working. This Power of Attorney will

be |kept in your file to expedite the applicarion process for these numbers.

FOWER OF ATTORNEY

I hereby authorize f’*ara& ‘ill |I Wl
to apply for Medicare/Medicaid privileges @m}r behalf w
EmCare Incorporated.

% dp s M;WC/ZM@ o !

Signature

MlchaeI Basco, M.D,

of EmCare Incorporated,

hile [ am working with

Print Name Please
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NHIC
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I

National Heritage Insurance Company

12545 Riata Vista Circle
Austin, Texas TRI27-6404
(312} 514-3000

An EOS Company
July 14, 2000

i ui
Annual Provider File Verification Needed

In accordance with the Texas Provider Procedures Manual, providers must prempily advise the NHIC Provider Enrollment Department in writing of
changes in address {physical location or sccounting), telephone number, name, owncrship staus, tax identification, and any other information pertaintng
1o the structure of the provider's organization. Failure to notily MHIC of changes affects scéurate processing and timely claims paymeni,  This
information is collected and stored independen

thy from any information you may have :ur.'tplird NHIC through the re-enrollment process, Yoo
will receive an annoal veriffention letter for ench Medicaid and CSHCN (CIDC) number ¥ou have oo file with NHIC,

The information below represents the data currently on i
printed on this Jetter is correct, Mark the appropriate box
comrect the information direcily on this form and refum
Option 1#, Thank you for your prompt response.

le for your provider number pristed. Pllcfl.st verify that all of the provider specific information
below and respond 1o NHIC via fax or mail. [T the informa

ticn on this form is incomect, please
to MHIC. If you have any questions, please call NHIC Customer Service at (800) 925.91 26,

Plcase mail of fax your respofise to: " © T " o
National Heritage Insurgnpe Cempany (VHIC)
Attention: Provider Enrollmeny
P.O. Box 200795
Auwstin, Tevas TET20-0795

.0, . My provider specific information comained on :h'i.s form is incorrect, and | have made the nece

FAX (512) 514-4252
f&QﬂDEﬂ_ﬂ_‘ECIF!C INFO: CURRENT INFO, i mmﬁﬂmms;wﬂm_
PROVIDER # POR7GI052
PHYSICAL NAME: BASCO, MICHAEL A.-MD
. . .| 803 W Lampasas St . :
PHYSICAL ADDRESS: Ennis, TX 751194535 .
PHYSICAL PHONE #: (000) 000-0000
ACCOUNTING NAME BASCO, MICHAEL A, MD
ACCOUNTING ADDRESS: PO BOX 1420 5
{if name change submit Wa) ENMIS, TX 75119
ACCOUNTING PHONE #: (000) 000-0000
. S —— - Z ; [ = J— c -]
LICENSE: . H515) !
if incorrect submit license copy)
TAX IDENTIFICATION
NUMBER: Refer to Group #T.1.N, i
e ) ,
O =i Texine correction is due to a change in ownership contact NHIC by phone or www cds-nhic.com for instruction.
O Please CANCEL the provider number listed on this form, |
(Provider signature or autharized | | Date
, T ST individual if a group or facility)
O My provider specific information contained on this form is correct ([E5pOnse Nod necessary).

1 - ) ’
ssary corvections on this form for update,

Providee Signaiure; © | "TT 1 1= s oo _ S
- {or authorized individual if a group or facility) Dale

Provider Mame (printed): - - _ | ——
(or authorized individual if a group or facility) i Date

|
|
IF YOU DO NOT RESPOND TO THIS INQUIRY NHIC WILL ASSUME|THAT ALL OF THE PROVIDER
SPECIFIC INFORMATION REPOR TED ON THIS FORM IS TRUE AND ACE URATE,
I

k

UL D E LN, 0.0 0
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Nartionatr Heritace Insurance Co.

. Building T
Austin, Taxas 7B759.5238 11044 Reaasrch Boulavard
ao02s52-9224

JANUARY 05, 1990

SO AN OO R

I000HY333

HOOD GENERAL HOSP ER PHYS

1310 PALUXY RD

GRANBURY, TX T6043

DEAR PROVIDER

ME HAVE COMPLETED THE ENROLLMENT OF BASCO. MICHAEL A+ MDy
PERFORMING PROVIDZR NUMBER POB9G3324, AND HAVE ADDED HIM/HER TO YOUR
GCROUP LSSOCIATIONM. -
PLEASE USE TH15 PERFORMING NUMBER [N THE DETAIL PORTION OF THE CLAIM
FORM TO IDENTIFY THE PERFORMING PROVIDER.

1F THIS PROVIDER $HOULD GHOGSE TO LEAVE YOUR GROUP, PLEASE HOTIFY THE
PROVIDER ENROLLMZHT DZPA THENT IMMEDIATELY.

THANK YOU FOR YCUR PLRTICIPATION IN THE TEXAS MEDICAID PROGRAM.

SINCERELY
PROVIDER ENRDLLMENT
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TEXAS 59
. MEDICAID oo T
Group Practice Enroliment Application "

This form is to be used to request the enrollment of a new physician into an
established group practice.

H you would like to enroll your new physician inthe Texas Tle XIX (Medicaid) Program, please have the physician
sign in the section below and raturn this form to:

QG J R

' Netlonal Herftage Insurance Company
PROVIDER ENROLLMENT DEPARTMENT
11044 Research Bive., Bldg. C
Austin, Texas 78759-5239

i you have claims for services performed by this new physician, send the claims to:

Natlonal Herftage Insurance Company
CLAIMS PREPARATION

P. 0. Box 200555

Austin, Texas 78720-0555

All claims for services rendered to Medicaid recipients who do not have Medicare benefits are subject 1o a 90-day
filing deadline by program requirements. This means that your claim for services must reach our offices within
90days, plus 5 days mailtime, of the date of servize of (hat recipient. Please submit as soon as possible any claims
you may have ician | 1 eneoll '

Ciaims without Medicare invalvement will be denied until you are enrolled in the Texas Title XIX Program.
However, your claims will be reconsidered for payment after you are enrolled. The denial of your claims will serve
as documentation tha! your claim was filed within the 85-day filing deadline. Procedures for resubmitting your
denied elaims for payment consideration will be attached 1o your enrcliment notification letter

Sincerely,

Provider Enroliment

PHYSICIAN'S INFORMATION: GROUP NAME AND ADDRESS:
Physician's Name; Basco, Michael Md Hood General Hospital ER
Group Number: __ Z000HV333 - 1310 Paluxy Rd

Physician's Speciaty.___ OB Gen Granbury, TX 76048

- v

License Number: H5151 DO NOT WRITE IN THIS AREZ
(Il temporary”, attach a copy) '

Physician's Medicare Humber:‘ﬁb 89G332 *'—jf( . . -

Cumry [ ] T'.- Lscasry echws il
L) ey ety LLrllid
m BM m?‘ 17-1%-3% . f*'-?'?.a . O S

Please enroll me with the group practice listed above.
1

Physician's Signature Date
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Section C : REQUIRED INFORMATION FOR: ' T

e vl

= L

All Licensed Providers: @y DPS - 5001150 , DEA- BBI79- #7197,

Must attach a copy of license

3 P eer R Bogr e p ) T )
L4 r

|_Must attach a copy of license

Ambulance: a‘%: -

Must attach a copy of the permitficense from TDH

Birthing Center Providers Only: N7a

T

Must altach a copy of the cedification permit from TDH === prow s

Certified Registered Nurse Anesthetist Providers Only: _ fﬂ L

Must attach a copy of CMA certification or recertification card -

o=

Chemical Dependency Treatment FB.CIII‘t}' Providers Dnly N ,/ﬁ

Must attach a copy of TCADA license

CLIA Providers: 4= 4 & [}EI'ZQE_QQES

Musl atlar.'-h a copy a{ CLIA license with w,..Jved speclalty services as appropriate

— -
FQHC Pi‘ﬂ-‘v‘fdern Gllly. Hfﬂ

‘Must attach a list of contracted providers and names and addresses of your sateliite centars that have been approved by tha Public Health Service and
a copy of grant award

Mammography Services Only:

] T o
Certification Number: . _ F’fﬂ" : _ UGN

Must attach a'copy of cedification of mammography systems from the Texas Department of Bureau of Radiation Control {BRC)

MHMR Providers Only: _ N/ X - L.

Must attach a copy of approval letter.from the Texas Department of MHMR  _ YT Dt N

To the best of my knowledge, the information supplied on this Do Not Write In This Area
document s accurate and complete and is hereby released to {For Offica Use Only)
National Heritage Insurance Company and Texas Department of
Health for the purpose of issuing a Medicaid provider number.

Signature of apnlug;_n! #
{ar an auth&nmd yau arg mroliln-; as a provider group/supplier)

Date: ‘%
Slgnalurﬁ ) ate _

11 H’H"h Initials;
Title ' Date e %

Notification of your assigned Texas Medicaid provider number will be mailed to the PHYSICAL address listed an your application. %ﬂp@

2
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TEXAS DEPARTMENT OF HEALTH (TDH) - TEXAS MEDICAL ASSISTANCE PROGRAM

B /%Al RFLLE FRAN L LTARSLY & J ELT =t o

MEDICAI D! PR'CI\"] DER AGREEMENT

(MEDICAID) PR(]'«’] DER AGREEMENT

Name of Provider I"I ;J ,& Inﬁ"iﬂ Hb *Medicaid Provider LD, # pﬁff}ﬁ 7?"/&

(Doing Business As) __OP /Fm I Medicare Provider LD. # _ QO H# T4V

1.1

1.2

1.2

*Please lisi additional provider numbers on the Addendum Statement for this Agreement. New applicants should leave this
blank.

Physical Address

1]

Gm—mww —D( 1e0s] Aoy

As a condition for participation as a provider under the Texas Medlcal Assistance Program
(Medicaid), the provider (Provider) agrees to comply with a]l teris and condmuns of this
Agreement.

a N

I. ALL PROVIDERS

Agreement and documents constituting Agreement.

A'copy of the current Texas Medicaid Provider Procedures Manual (Provider Manual) has been
or will be furnished to the Provider. The Provider Manual, all revisions made to the Provider
Manual through the bimonthly update entitled Texas Medicaid Bulletin, and written notices are
incorporated into this Agreement by reference. Provider has a duty to become familiar with the
contents and procedures contained in the Provider Manual. Provider agrees to comply wuh all of
the requirements of the meder Manual, as well as all state and federal laws and amendments,
governing or regulating Medicaid. Provider is responsible for ensuring that amplu}rcm or agents
acting on behalf of the Provider comply with all of the requirements of the Provider Manual and
all state and federal laws and amendments governing and regulating Medicaid.

State and Federal reguiatory requirements.

Provider has not been excluded or debarred from participation in any program under Title XVIII
{Medicare) or any program under Title XIX (Medicaid) under an:}" "of the provisions of Section
1128(A) or (B) of the Social Security Act (42 U.S.C. §1320a-7), or Executive Order 12549,
Provider also has not been excluded or debarred'frori participation in any other state or federal
health-care program. Provider must notify TDH or its agent within ten (10) business days of the

time it receives notice that any action is being taken against Provider or any person defined under

the provisions of Section 1128(A) or (B), which could result in exclusion from the Medicaid
program. Provider agrees to comply with 45 C.F.R. Part 76, "Govemnmentwide Debarment and

-
.

/\6{3‘\}@/\
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Suspension (Nonprocurerent );and Governmentwide Requirements for Drug-Free Workplace
[,qtf_:e,nvggs_};:"]'ﬂlgi;vr.g‘gqlpy_qp_ requires the Provider, in part, to: (a) execuie the attached "Certification
(Grants).” This regulation requires the Provider, in part, to: (a) execute the attached "Certification
Regarding Debarment, Suspension, Ineligibility and Voluntary Exclusion-Lower Tier Covered
Transactions™ {Attachment [) upon execution of this Agreement; (b) provide written notice to
TDH or its agent if at any time the Provider leamns that its certification was erroncous when
<ubmitted or has become erroneous by reason of changed circumstances; and (c) require
compliance with 45 C.F.R. Part 76 by participants in lower tier covered transactions.

i i vl =

Sl B et et o P A ]

122  Provider agrees to disclose information on ownership and control, information related to business
transactions, and information on persons convicted of crimes in accordance with 42 C.F.R. Part
455, Subpart B, and provide such information on request to TDH; the Texas Health and Human
Services Commission, the Texas Department of Human Services, the Texas Attorney General's
Medicaid Fraud Control Unit, and/or the United States Department of Health and Human
Services, Provider agrees to keeprits application for participation in the Medicaid program current
by informing TDH or its agent in writing of any changes to the information contained in 1ts
application, including, but not limited to, changes in ownership or control, federal 1ax
identification number, or provider business addresses, at least ten {10) busingss days prior 1o
making such changes. Provider also agrees to notify TDH or its agent within ten (10) business
days of any restriction placed on or suspension of the Provider's license or certificate to provide
medical services, and Provider must provide to TDH complete information related to any such
suspension or restriction. = © T

in health care and the Medicaid program. As required by 42 C.F.R, §431.107, Provider agrees to
“ kee any ‘and all records necessary to disclose the extent of sefvices provided by the Provider to
individuals in the Medicaid program and any information relaling to payments claimed by the
*Provider for fumishing Medicaid services. Provider also agrees to provide, on request, access 1o
records required to be maintained under 42 C.F.R. §431.107 and copies of those records free of
charge to TDH, TDH's agent, the Texas Health and Human Services Commission, the Texas
Attorney General's Medicaid Fraud Control Unit, and/or the United States Department of Health
and Human Services. The records must be retained in the form in which they are reguiariy kept
by the Provider for five (5) years from the date of service [six (6) years for freestanding rural
health clinics]; of until all audit or audit exceptions are resolved, whichever period is longest.
Provider must cooperate with and assist TDH and any state or federal agency charged with the %
duty of identifying, investigating, sanctioning, or prosecuting suspected fraud and abuse. Provider
must also allow these agencies and/or their agents access 10 its premises, R

- . . " A t . & - . . '-.':.
é i2.3 This Agreement is subject to all state and fedetal laws and regulations relating 10 'fraud and abuse

%
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1.2.4
1.2.4

125

1.2.6

1.2.7

The Texas Attorney General's Medicaid Fraud Control Unit. Texas Health aned Lsman €aainn-

The Texas Attorney General's Medicaid Fraud Control Unit, Texas Health and Human Services
Commission’s Office of Investigations and Enforcement, and internal and external auditors for the
state/federal government and/or TDH may conduct interviews of Provider employees,
Subcontractors and their employees, witnesses, and recipients without the Provider's
representative or Provider's legal counsel present unless the person voluntarily requests that the
representative be present. Provider’s employees, subcontractors and their employees, witnesses,
and recipients must not be coerced by Provider or Provider's representative to accept
representation by the Provider, and Provider agrees that no retaliation will occur to a person who
denies the Provider's offer of representation. Nothing in this agreement limits a person’s right to
counsel of his or her choice. Requests for interviews are to be complied within'the form and the
manner requested. Provider will ensure by contract or other means that its employees and
subcontractors over whom the Provider has control cooperate fully in any investigation conducted
by the Texas Attomey General’s Medicaid Fraud Control Unit andfor the Texas Health and
Human Services Commission's Office of Investigations and Enforcement. Subcontractors are
those persons or entities who provide medical goods or services for which the Provider bills the
Medicaid program or who provide billing, administrative, or management services in connection
with Medicaid-covered services.

Nondiscrimination. Provider must not exclude or deny aid, care, service or other benefits.
available under Medicaid or in any other way discriminate against a person because of that
person’s race, color, national origin, gender, age, disability, political or religious affiliation or
belief.-Provider must provide services to Medicaid recipients in the same manner, by the same
-methods, and at the same level and quality as provided to the general public.

AIDS and HIV. Provider must comply with the provisions of Texas Health and Safety Code

Chapter 85, and TDH's rules relating to workplace and confidentiality guidelines regarding HIV
and AIDS.

Child Support. (1) The Texas Family Code §231.006 requires TDH to withhold contract
payments from any entity or individual who is at least thirty (30) days delinguent in child support
obligations. It is the Provider's responsibility to determine and verify that no owner, partner, or
shareholder who has at least 25% ownership interest is delinguent in any child support obligation,
Provider must attach a list of the names, social security numbers; and medical license numbers if
applicable, of all shareholders, partners, or owners who have at least a 25% ownership interest in
the Provider. (2) Under Section 231,006 of the Family Code, the vendor or applicant certifies that
the individual or business entity named in the applicable contract, bid, or application is not
ineligible to receive the specified grant, loan, or payment and acknuwledgcs that this Agreement
may be terminated and payment may be withheld if this certification is inaccurate. A child
support obligor who is more than thinty (30) days delinquent in paying child support or a business
entity in which the obligor is a sole proprietor, partner, shareholder, or owner with an ownership
interest of at least 25% is not eligible to receive the specified grant, loan or payment. (3) If TDH
is informed and verifies that a child support obligor who is more than thirty (30) days delinguent

15 a partner, shareholder, or owner with at least a 25% ownership interest, it will withhold any

payments due under this Agreement until it has received satisfaciory evidence that the obligation

" has been satisfied or that the obligor has properly entered into a written repayment agreement.

8-3
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128 Cost Report, Audit, and Inspection. Provider agrees to comply with all state and federal laws

1.28 Cost Report, Audit, and Inspection. Provider agrees Lo comply with all state and federal laws

relating to the preparation and filing of cost reports, audit requirements, and inspection and
monitoring of facilities, quality, utilization, and records,.

]

1.3 Claims and Encounter Data

I.3.1  Provider agrees to submit claims for payment in accordance with billing guidelines and
procedures promulgated by TDH, or other appropriate payor, including electronic claims.
Provider certifies that information submitted regarding claims or encounter data will be true and
accurate, complete, and that such information can be verified by. source documents from which
data entry is made by the Provider. Further, Provider understands that any falsification or
concealment of a material fact may be prosecuted under state and federal Jaws.

1.3.2  Provider must submit encounter data required by TDH or any managed care organization to

f the Provider is paid under a capitated fee arrangement by an

document services provided, even i

HMO or [PA.

1.3.3  All claims or encounters submitted by Provider must be for services actually rendered by
Provider. Physician providers must submit claims for services rendered by another in accordance
with TDH rules regarding providers practicing under physician supervision. Claims must be
submitted in the manner and in the form set forth in the Provider Manual, and within the time
limits established by TDH for submission of claims. Claims for payment or encounter data
submitted by the provider to an HMO or IPA are governed by the Provider's contract with the
HMO or IPA. Provider understands and agrees that TDH is not liable or responsible for payment
for any Medicaid-covered services provided under the HMO or IPA Provider contract, or any
agreement other than this Medicaid Provider Agreement. Federal and state laws provide severe
penalties for any provider who attempts to collect any payment from or bill a recipient for a
covered service, '

.,_..
fad
",

Federal faw prohibits Provider from charging a recipient or any financially responsible relative or
representative of the recipient for Medicaid-covered services, except where a copayment is
authorized under the Medicaid State Plan. (42 C.F.R. §447.20).

[ ™ W |l

i e i et

ST L Lo b i

1.3.5  Asa condition for eligibility for Medicaid benefits, a recipient assigns all rights to recover fmm%% Gl

any third party or any other source of payment to TDH (42 C.F.R. §433.145 and Human

Resources Code §32.033). Except as provided by TDH's third-party recovery rules (25 TAC 5P &
Chapter 28), Provider agrees to accept the amounts paid under Medicaid as payment in full R ), » ©
covered services. (42 C.F.R. §447.15). %% >

1.3.6  Provider must refund any overpayments, duplicate payments, and erroneous paymenis % are
paid to Provider by Medicaid or a third party as soon as the payment error is discovered. %‘5

y
1.3.7  Provider has an affirmative duty to verify that claims and encounters are received by TD{.ﬁ]ﬂ[p .
agent and implement an effective method to track submitted claims against payments e by M8y
TDH.

8-4
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138
1.3.8

2.1

2.1.4

23
e 2.4

!

TexMedNet and Electronic Claims Submission. Provider may subscribe to the TDH TexMedNet
TexMedNet and Electronic Claims Submission. Provider may subscribe to the TDH TexMedNet
system, which allows the provider the ability to electronically submit claims, claims appeals,
verify recipient eligibility, and receive electronic claims status inquiries, remittance and status
reports, and transfer of funds into a provider account. Provider understands and acknowledges
that independent registration is required to receive the electronic funds or electronic remitiance
report. Provider agrees to comply with the provisions of the Provider Manual and the TexMedNet
licensing agreement regarding the transmission and receipt of electronic claims and eligibility
verification data. Provider must verify that all claims submitted to TDH or its agent are received

and accepted. Provider is responsible for tracking claims transmissions against claims payments
and detecting and correcting all claims errors. If Provider,contracts with third parties to provide
claims and/or eligibility verification data from TDH, the Provider remains responsible for
verifying and validating all transactions and claims, and ensuring that the third party adheres to
all client data confidentiality requirements.

IL. ADVANCE DIRECTIVES - HOSPITAL AND HOME HEALTH PROVIDERS

The recipient must be informed of their right to refuse, withhold, or have medical treatment
withdrawn under the following state and federal laws:

the individual’s right to self-determination in making health-care decisions;

the individual's rights under the Natural Death Act (Health and Safety Code, Chapter

672) to execute an advance writlen Directive to Physicians, or to make a nonwritten directive
regarding their right to withhold or withdraw life sustaining procedures in the event of a terminal
condition;

the individual's rights under Health and Safety Code, Chapter 674, rciating o writtt.'.nl
Out-of-Hospital Do-Not-Resuscitate Orders; and,

the individual's rights to execute a Durable Power of Attormey for Health Care under the Civil
Practice and Remedies Code, Chapter 135, regarding their right to appoint an agent (o make
medical treatment decisions on their behalf in the event of incapacity.

The Provider must have a policy regarding the implementation of the individual's nghts and
compliance with state and federal laws.

The Provider must document whether or not the individual has executed an advance directive and
ensure that the document is in the individual’s medical record.

The Provider cannot condition giving services or otherwise discriminate against an individual
based on whether or not the recipient has or has not executed an advance directive.

- ‘
The Provider must provide written information to all adult recipients on the providers policies

8-5
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3.1

3.2
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4.1

4.2

4.3

The Provider must provide education for staff and the community regarding advance directives. i
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STATE FUND CERTIFICATION REQUIREMENT FOR PUBLIC ENTITY PROVIDERS

Public providers are those that are owned or operated by a slate, county, city, or other local
govermnment agency or instrumentality. Public entity providers of the following services are
required to centify to TDH the amount of state matching funds expended for eligible services
according to established TDH procedures:

EE O e | e e O S (L8

school health and related services ({SHARS) . ¢

case m&n;fgemént for high risk pregnant women and infams (PWI) !
case management for blind and visually impaired children (BVIC)
case management for early childhood intervention (ECI)

case management for mental retardation (MR}
case management for mental health (MH)
mental health rehabilitation (MHR)
tuberculosis clinics

state hospital physician

W . A et [ NI

Public entity SHARS providers arc also required to reimburse TDH, according to established
TDH procedures, the nonfederal share of expenditures made by TDH for SHARS provided by
Medicaid approved nonschool providers to children enrolled in their school district.

a ar . =

¥ -

RECIPIENT RIGHTS e .-

Provider must maintain the recipient’s state and federal right of privacy and confidentiality to the
medical and personal information contained in Provider's records.

The recipient must have the nght to choose providers unless that right has been restricted by TDH
or by waiver of this requirement from HCFA. The recipient’s acceptance of any service must be

voluntary.
The recipient must have the right to choose any qualified provider of family planning services. %
. : 4, %
: S S P
L] . e ‘ - : d’
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V. TERM AND TERMINATION

Thie Aorasmant will ko &0 . - . . -

This Agreement will be effective from the date finally executed until the date the Agreement is terminated
by either panty. Either party may terminate this Agreement by providing the other party with thirty (30)
days advance notice of intent to terminate, TDH may immediately terminate the Agreement for cause if
the Provider is excluded from the Medicare or Medicaid programs for any reason, loses its licenses or
certificate, becomes ineligible for participation in the Medicaid program, fails to comply with the
provisions of this Agreement, or if the Provider is or may be placing the health and safety of recipients at
risk. TDH may terminate this Agreement without notice if the Provider has not submitted a claim 1o the
Medicaid program for 12 fyonths.

o e VA e\l ¢

Printed Name and Title of Person signing for Provider

Jdif‘-["lﬁel‘ ﬂ 6&5&7‘ HD

—

L TR

ADDENDUM STATEMENT
The numbers listed below are to be associated with the above-signed agreement, application, and provider
information form. I understand that by signing this addendum I am reporting that these provider numbers
are fully represented by the information contained in the enclosed documents and that all provisions
included in the agreement are also applicable to these provider numbers. List all provider numbers:

| 00 4#75F
FOOo l Ei’lh{p

)

M B 4 ! .’/nl
P Name— Moo T s s ‘W o o’
|_Dale lll(’uﬂﬁi% M.
i
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X
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CERTIFICATION
REGARDING DEBARMENT, SUSPENSION, INELIGIBILITY
AND YOLUNTARY EXCLUSION FOR COVERED CONTRACTS
Attachment I
Federal Executive Orders 12549 and 12689 require the Teaas Health and Human Services Commission (HHSC) to screen each covered potential
centractor 1 determing whether each has a right to obtain a contract in accordance with federal regulations on debarment, suspension, ineligibility,

and voluntary exclusion. Each covered contracior must also screen each of its covered s.ubcun .
AT AN W URISTIEEG WIIRLIGT G0 Nas & NENT 10 oain a contract in accordance with mgu ations on debarment, suspension, ineligibality,

and voluntary exclusion. Each covered contractor must also sereen each of its coversd -.ubcummclms.

In this cenification “contractor”™ refers 1o both contractor and subcontracton; “contract” refers 1o both contract and subeaniract.

By signing and submining this certification the polential contracior aceepts the following terms:

1. The cenification herein below is a matenial representation of fact upon which reliance was placed when this contract was entered into. IFit is
tater determined that the potential contractor knowingly rendered an emoneous cenification, in addition to sther remedics available 1o the fedzral
govemment, the Department of Health and Human Services, United Siates Depaniment of Agriculiure or other federal depanment or agency, or
the HHSC may pursue available remedies, including suspension andlor debarment,

2. The potential contractor will provide immediate written notice 1o the person to which this certification is submitted if at any time the patential
contractor leams that the certification was ermoncous when submitted or has become erroncaus by reason of changed cireumstances,

3. The words “covered contract”, “debarred”, “suspended”, “incligible”, “panticipant™, “person”, “principal”, “proposal”, and “voluntasily
excluded”, as used in this cenification have meanings based upen materials in the Definitions and Coverage sections of federal rules
implementing Executive Order 12549, Usage is 25 defined in the attachment.

4. The potential contractor agrees by submitting this cenificaiion that, should the proposed covered contract be entered into, it will not knowingly
enter into any subcontract with a person who is debamed, suspended. declared ineligible, or veluntarily excluded from panticipation in this
covered transaction, unless authorsed by the Depaniment of Health and Human Services, United States Depariment of Agricullure or other
federal depaniment or agency, and/or the HHSC, as applicable.

Do you have or do you anticipate having subcontractors under this proposed coniract? [Tes i’r‘un

5. The potential contractor further agrees by submirting this certification that it will include this cerification tiled “Certification Regarding
Debarment, Suspension, Ineligibility, and Volumary Exclusion for Covered Contracts™ without modification, in all covered subcontracts and in
solicitations for all covered subcontracts

6. A contractor may rely upon a certification of a potential subsontractor that it is not debarred, suspended, ineligible. or voluntarily excluded from
the covered contract, unless it knows that the certification is eroneous, A contractor must, at 2 minimum, obiain centifications from its covered
subcontractors upon each subcontract’s initiation and upon each renewal,

7. Nothing contained in all the foregoing will be construed 10 require establishment of a system of records in order 1o render in good faith the

certification required by this cedification document. The knowledge and infermation of a contractor is ned required 1o exceed that which is
nomally pessessed by a prudent person in the ordinary course of business dealings.

& Except for contracts authorized onder paragraph 4 of these terms, if a contractor in o covered contract knowingly enters info a covered
subcontract with a person whe is suspended, debamed, ineligible, or voluntarily excluded from panticipation in this transaction, in addition 1o
other remedies available 1o the federal govemment, Depariment of Health and Human Services, United States Department of Agriculture, or
other federal department or agency, as applicable, andior the HHSC may pursue available remedics. including suspension andlor debarment.

CERTIFICATION REGARDING DEEARMENT, SUSPFENSION, INELIGIBILITY AND ‘-"-OLUNTAR‘I' EXCLUSION FOR COVERED CONTRAC "T:%
Indicate in the appropriate box which staement applies to the covered potential contractor:

i( The potential contractor cenifies, by submission of this certification, that neither it nor its principals is prescntly debarred, suspended, pro
deglared incligible, or voluntarily excluded form participation in this contract by any federal depaniment or agency or by the State of Texas.

o A 7 i e s 5 o b3 LT

[0 The potcntial contractor is unable 1 cenify to one or more of the terms in this certification. In this insiance, the potential contractor must attach an explanation for

each of the above terms to which he is unable to make certification. Anach the explanation(s) o this cemification

| r:n: of Potential Contracior ‘iﬂl‘;lﬂ&»"‘ ﬂ Bcfﬂ’ﬂ, ﬁf. D | wndog}bhb ?fmw;lf | HHSC Contract .1:.‘.;

W Do ») el TR B

Si.gl'lilm of -ﬁulho{iﬁ*ﬁtﬁrzmn!mw: Date
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i CERTIFICATION
f REGARDING DEBARMENT, SUSPENSION, INELIGIBILITY
i AND VOLUNTARY EXCLUSION FOR COVERED CONTRACTS
Attachment I /
DEFIMITIONS
DEFINITIONS

Covered Contracts/Subcontract.
(13 Any nonprocurement transaction which involves federal funds (regardless of amount and including such arrangements as subgrant and are
between HHSC or its agents and another entity.
(2} Any procurement contract for goods ar services betwsen a participant and a person, regardless of type. expected to equal or exceed the
federal procurement small purchase threshold fixed at 10 U.S.C. 2304(g) and 41 U.S.C. 253(g) (currently 325,000} under a grant or

subgrant,

(3 Any procurement contract for goods or serviees between a panticipant and a person under a covered grant, subgrant, contract or
subcontract, regardless of amount, under which that person will have a eritical influence on or substantive control over that covered
transaction:

a. Principal investigators.
b, Providers of audit services required by the HHSC or federal funding source.
¢. Researchers.

DBebarment. An action 12ken by a debarring official in accordance with 45 C.F.R. Part 76 for comparable federal regulations) to exclude a person from
participating in covered contracts. A person 5o excleded is “debarred”.

Grant. An award of financial assistance, including cooperative agreements, in the form of money, o propeny in lieu of money, by the federal
government to an eligible grantee.

Ineligible. Excluded from panticipation in federal noaprocurement programs pursuant to a determination of incligibility under statuiory, exccutive
arder, of regulatory authority, other than Executive Order 12549 and its agency implementing regulations; for example, excluded pursuant
1o the Davis-Bacon Act and its implement regulations, the equal employment opportunity acts and executive orders, or the environmental
progection acts and execulive orders, A person is ineligible where the determination of ineligibility affects such person’s eligibility 1o
participate in more than one covered transaction.

Panicipant. Any person who submits a proposal for, enters into, or reasonably may be expected (o enter into a covered comract, This term also
includes any person who acts on behall of or is authorized to commit 2 panicipant in a covered contract as an agent or representative of
ansther panmicipant.

Pertan. Any individusl, corporation, partnership, association, unit of govemment, of legal entity, however organized, except: foreign governments of foreign
o govemnmental entilics, public internaticnal crganizations, foreign government owned (in whole or in part) or controlled entities, and entities
; consisting wholly or panially of forcign governments of foreign govemmental entitics,

Principal. Officer, director, owner, pariner, key employee, of other person within a participant with primary management or supervisory
responsibilities; o a person who has a critical influence on or substantive control over a covered contract whether or not the person is
employed by the participant. Persons who have a critical inflience on or substantive control over a covered ransaction are:

(1} Principal investigators,
{2} Providers of audit services required by the HHSC or federal funding source.
{3} Researchers.

Proposal. A solicited or unsolicited bid, application, request, invitation to consider of similar communicasion by o on behalf of a person secking to
receive a covered conirct,

Suspension. An action taken by a suspending official in accordance with 45 C.F.R. Part 76 (or comparable federal regulations) that immediately
excludes a person (rom participating in covered contracts for a temporary peniod, pending sompletion of an investigation and such legal,
debasrment, or Program Fraud Civil Remedies Act proceedings os may cnsue. A person 50 excluded is “suspended”. .

Voluntary exclusion or volumtarily excluded. A status of nonparticipation or limited panticipation in covered iransactions assumed by a person
pursuant 10 the enms of a settlement

- [
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TEXAS [ NHIG'S RECEFT OF hPH-I‘:hTmr: s

MEDICAID
MEDICAID

PROVIDER ENROLLMENT APPLICATION

1A PROVIDER OF SERVICES INFORMATION
“APPLICANT NAME (INDIV., GROUF, INC., DH.A}AE'EAPPEARE DN UCENSE, . |
BAsco (iCHASe Ib
Last !nml T
TELEPHONE nu‘muwmr'mnEa Y
Area Code 'g‘I]" S5 -4%s0 IN PROVIDER? _YES wfﬁ %ea’. feed 'T:‘ Toozs
TYPE OF PﬁQ‘ﬂDER{FmWSPEENP: ﬂﬂ(.ﬂi? z»pcm
15 THIS APPLICATION FOR THE PU OF iF uumc&canmvm mmmms&mmmﬂemm
BILLING AS AN GENGY ROOM PHYSICIAN CRNA ATTACHACOPYOF |[3eS fMir Freeic.q §, e 22
YES - mgmc&gnﬁmmﬂ Number .0, Bax ’ m;
IRS TAXFPAYER FICATION NUMBER (TIN): B A% &= 77 ' B
IS THIS AN gms TAX ID OR___ SOCIAL SECURITY NUMBER? ‘ ?eﬁ! ferd T Tloo (&
PLEASE TMDICATE THE NAME OF THE ABOVE TIN AS SHOWN ON LRLS. FILES: Zip Code
M0 HAG L . <Bsc e .7,
@ (Altach temporary) M HAVE YOU EVER BEEN ASSIGNED A MEDICAID
Hsis ! m:menm: A4 Focod T7iVe > | PROVIDER NUMBER? NO
L—
=If name of applicant in Section “A”® is a group practice, please complefe section “B” below.™
| B GROUP PRACTICE INFORMATION - List all members of your group.
LICENSE # NAME TITLE MEDICARE £00,000 # SPECIALTY OF PRAETICE
To the best of my knowiedge, the information supplied on this DO NOT WRITE IN THIS AREA
document is accurate and complete and is hereby released to
National Heritage Insurance Company and Texas Department of #

Health for the purpose of issuing a Medicaid provider number,

County Spec. Type Locality Effective Date

ALL INFORMATION MUST BE COMPLETED OR MARKED “N/A” AND CONTAIN A VALID SIGNATURE TO BE PROCESSED.
RETURN COMPLETED FORM TO: 1eCEYeED

Provider Enrollment
National Heritage Insurance Company APR 0 3 19S5
11044 Research Bivd., Bldg. C A

Austin, Texas 78759-5239 pﬁﬂu E“;Fi‘
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pmo /7 g CD MICHAEL A. BASCO. M.D.
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Medicaol Floza Professional Buildrrp;i
Bo0 Eighth Avenue, Suite 616
Fore Worth, Texas sbrogz
Phome: (Bu2) 335-%5313

TO WHOM IT MAY CONCERN:

EFFECTIVE JANUARY 01, 1993 NEW TAX ID # FOR MICHAEL
A. BASCO, MD IS:

LIS OAEN-GWN S O s

75-2457772 (PREVIOUS #5523503509

ANY QUESTIONS, PLEASE CONTACT THIS OFFICE.

WW wdS RECEIVED

MICHAEL A BASCO, MD JAN 2 81993
FHUV. ENR.
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Fort Worth, Tesxcs sérog
Phanr:fﬂ:r]‘j]}ﬂ”jz_ﬂ 1993
PROV. ENR.
TO WHOM IT MAY CONCERN:
EFFECTIVE JANUARY 01, 199 _NEW TAX ID # FOR MICHAEL
A. BASCO, MD 13 ool - PODOHTE Ve
75-24577172 {PREVIQUS #5523503509

ANY QUESTIONS, PLEASE CONTACT THIS OFFICE.

WXL

MICHAEL A BASCO, MD
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C'S RECEIPT O
TEXAS NH:&PP‘LIC&TIDN F
MEDICAID RECEIVED
PROVIDER ENROLLMENT APPLICATION e
APR 2 0 1992 g
PROV. ENR. ¢
. 2
0
A PROVIDER OF SERVICE INFORMATION 6
PTLICANT NAME WD - GROUP TG, DBA) AS 11 APPEARS ON UGENSE FOORESS OF PHIVSICAL LOGATION INOT .0, 50X) sg
"EEE-E?:&macn_my H'iCE:EE] _ﬁ;- . TraniDng NE\EP Sth A?EEE-L:‘ Suite #616 “Foom | SEte ?
TELEPHONE NUMBER DO YOU WANT TO BE A LOCKAN PROVIDERT 5
amacosel 817 ) 335-5333 YES w X Fort Horth Texas 76104 3
[T Taw == 1)
TYPE OF PROVIDER (PRIMARY sPecwuTy) OB/ GYN ACCOUNTING ADDRESS / MAIL CRECK TO. |
] IF AMBULANCE COMPANY i
BILLING AS AN EMERGENCY ROOM OF CRNA, Same as above 0
PHYSICIANT  YES wo X ATTACH A COPY OF YOUR CERTIFICATION | Fmowr Sren PO Bor Toom Tooe |-
TS EMPLOTENS TAX [ ¥ (70f yiaiy s SOCIAL SECURITT B iE DO BmpiGyers @x (0 @
reparting) applicable)
552350350 552-35-0350 T Taw = Coar
LICENSE # (ariach copy I temporary) WEDICARE PROVIDER ¥, HAVE VOul EVER BEEN ASSIGNED AMEDICAID PROVIDER 87 |
H5151 e Q0H7BY YEs o *

*** |f name of applicant in section “A" Is a group practice, please completa section "B” below. """

LICENSE =& MNAME

N/A

B  GROUP PRACTICE INFORMATION - List all members of your group.

|__TITLE ﬁHEDIC&HE 800,000 ® | SPECIALTY OF PRACTICE

To the best of my knowledge, the infarmation supplied on this
document is accurate and compleie and is hereby released fo
MNational Heritage Insurance Company and Texas Department of
Human Services for the purpose of issuing & Medicaid provider
number.

Signature of Physician/Doc
far an

as & provider proup/Sunpilier)

4/17/92

[

00 MOT WRITE IN THIS AREA

* Pooo pICV b

Coursty Spec. Type Loty Efcthee Dae

L o el i

. U762 K

A ——
ALL INFORMATION MUST BE COMPLETED OR MARKED “N/A® AND CONTAIN A VALID SIGNATURE TO BE PROCESSED.

RETURMN COMPLETED FORM TO:

Provider Enroliment
National Heritage Insurance Company
11044 Research Blvd., Bldg. C
Austin, Texas 78759-5239




v ‘ TEXAS MEDICAID & HEALTHCARE PARTNERSHIP

TMHP A STATE MEDICAID CONTRACTOR

PO Box 200795
Austin, TX 78720-0795
Fax: 1-512-514-421

March 14, 2011

MICHAEL BASCO
1903 DOCTORS HOSPITAL DR # 36
BRIDGEPOINT, TX 76426

ATTN: All REQUIRED PROVIDERS BE ADVISED: For the year 2011, all required group

and performing provider TPI’s must attest for the WHP Certification online individually
prior to submitting the individually signed forms by mail.

Please review the comments section for assistance.

The Texas Medicaid & Healthcare Partnership (TMHP) Provider Enrollment Department has
received a request to update your file; however, we are unable to process it for the following
reason(s):

[] The name you provided does not match the National Provider Identifier (NPI), Atypical
Provider Identifier (API), or Texas Provider Identifier (TPI) that you submitted.

[ ] The effective date of the Tax Identification Number (TIN) or Social Security Number
(SSN) is missing.

DX] The provider’s signature is required. The signature of an authorized representative is
required if you are a group or facility. A performing provider cannot sign as an
authorized representative.

[ ] You did not provide an Internal Revenue Service (IRS) W-9 Form.

[] The W-9 Form you provided has two types of taxpayer identification. Indicate the Tax
Identification Number (TIN) or Social Security Number (SSN), but not both.

[] Your nine-digit Texas Provider Identifier (TPI) number is required. If you have more than
one TPI, include all of the numbers applicable to this request.

X] Your National Provider Identifier (NPI) or Atypical Provider Identifier (API) information
is missing. Please include your NPI or API, primary taxonomy, benefit code (if
applicable), and physical address. If you have more than one NPI or location, include all
of the taxonomies and addresses applicable to each TPI included in this request.

[X] Other: The provider must initiate the WHP certification process in PIMS for every
TPIL. The original signature must be mailed to TMHP (no faxes are allowed). First the
provider must have an account registered under the questioned NPI in our website @
www.tmhp.com. Once registered, go to www.tmhp.com, click my account on the blue
bar, and then go manage provider accounts, click on the link titled Provider
Information Management System. Click on the Medicaid Waiver Programs section of
the Provider Information Changes screen.

05_Maintenance Deficiency www.tmhp.com
Page 1 of 2



v ‘ TEXAS MEDICAID & HEALTHCARE PARTNERSHIP

TMHP A STATE MEDICAID CONTRACTOR

Should you have provider(s) that fit the listed provider types below in the table, they too will
need to go online to attest individual NPI numbers. Each provider NPI for the listed types below
enrolled with TMHP will need to go through the WHP Certification. If the performing providers
do not have a provider file already setup for certification of WHP services the provider will need
assistance on how to create an individual provider file online. Please contact 1-800-925-9126 and
follow the prompts to the TMHP EDI line for assistance. Thank you.

Code Description
19 | PHYSICIAN (D.O.)

20 | PHYSICIAN (M.D.)

PHYSICIAN GROUP (D.O.S
21 | ONLY)

PHYSICIAN GROUP (M.D.S
22 | ONLY AND MULTISPEC.)

FEDERALLY QUALIFIED
46 | HEALTH CENTERS (FQHC)

55 | MATERNITY SERVICE CLINIC
71 | FAMILY PLANNING CLINIC

RURAL HEALTH CLINIC -
78 | FREESTANDING/INDEPENDENT

RURAL HEALTH CLINIC -
79 | HOSPITAL BASED

Please submit all of the required information and a copy of this letter to the following address:

Texas Medicaid & Healthcare Partnership
Attn: Provider Enrollment Department
PO Box 200795
Austin, TX 78720-0795

Thank you for your continued participation in Texas State Health-Care Programs. If you
have any questions or need assistance, please call the TMHP Contact Center at
1-800-925-9126 or the TMHP-CSHCN Services Program Contact Center at
1-800-568-2413.

05_Maintenance Deficiency www.tmhp.com
Page 2 of 2
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12/11/2000 04:02 FAX : o1

PROVIDER INFORMATION CHANGEFORM =4 L
i\ DEC1 2000 &

Complete this form to update your provider file(s). Fax the completed form or mail to the appropriate mnj.r
PLEASE PRINT OR TYPE THE INFORMATION SUBMITTED ON THIS FORM. L B
PLEASE PRINT OR TYPE THE INFORMATION SUBMITTED ON THIS FORM. ' I N

Date: |2~ |1- 00 Nine-digit Medicaid provider mamber___ > 000 H 18V &

If you have mare than one Medicaid number that will also be using this same information, list the other provider numbers:

L T O b S b (o L I I

Physical Address Accounting/Mailing Address

{Cannct b & PO, Bax) [WeF Form Reguired)

Mmichoal APt .
LHOD Mﬂ-ﬁf)ﬂjﬁb Sreld 2_

fﬂr.n.n_uu_u "T'5|- “.Ibnﬁ"l

et - _.{-‘..- =
21 1-31R- D%elp .
Telephone Telephone )
__B11-313-0493) 5
Fax ax

Fax

W{plm check the approptiate selection below)

Change of Physical Address, phone and/or fax number

£ Change of Billing/Mailing Address, phone and/or fax aumber

7 Change/Add Secondary Address, phone and/or fax number

5 Change of provider starus (i.e., termination from plan, moved out of area, specialist, etc.), please give explanation
> Other (Le., panel closing, capacity changes, age acceptance, eic.)

Esplapation Required:

Tex Information: [RS D Number 15 - 345- 711 EffectiveDate: | 2=/} D

List the cxact name reported to the RS for the above Tax 1D number: ﬂ};;‘hggi ﬂl Eggn E.D.

Must be signed snd dated or ghanges cannot bp completed:
Provider Signature: Dae: _|2-1V\=0D

Emaijl Address:

Send your completed change forms io:

NHIC . If Managed Care, please send this form vio matl or fax

Ammn: Provider Envoliment/Melvina. to NHIC clo your respective plan.

12545 Riata Vista Circle

Austin, TX 78727-6404 o0

Fax: (512) S1a-424¢ 4224 ?'arﬁﬁ 'L“%\
v e
A @‘G@
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NHIC

National Heritage Insurance Company

National Heritage Insurance Company

12545 Riata Vista Circle
Austin, Texas 78727
($12) $14-3000

An EDS Company

Diate: (03/19/01
MICHAEL A BASCO MDD
4100 HERTAGE AVE STE 102
GRAPEVINE, TX To051

The NHIC Provider Enrollment Depariment has received a request to update your file; we are
unable to process it because of the following reason(s).

[l We are unable to locate the name vou have given us in our files.

[] Information provided does not match the information in our files.

[C] We must have the provider’s signature. The signature of an authorized representative
{excluding providers) is required if vou are a group or facility,

[] IRS W9 Form is required to change accounting name and/or Tax LD, number select
only one Tax LI). number).

[] We must have your nine digit (alpha, numeric) Texas Medicaid provider number to
process yvour request. If vou have more than one Medicaid provider number,
please include all of the numbers applicable to this request.

[] Please submit the certificate that is titled, Certification of Mammography Systems,
administered through the Burcau of Radiation Control.

[ Other:

Please provide all the required information and retumn it to the Provider Enrollment Department.
You may contact NHIC's Telephone Ingquiry Unit at 1-800-925-9126 if you have any questions.
Thank you for your continued participation in the Texas Medicaid Program.,

Enclosures
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ALL INFORMATION WUST BE COMPLETED OR MARKED "MA" IHEH-F.[}N'! YAUD BIGMATURE TO BE_PROCESSED.. . .
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A PROVIDER OF SERVICE INFORMATION ' oa - 0
APELTANT MAME (MOTY. QROUP, NG DIFS - J ’ . ADONISS WO, 1 [PRAACTEN LOCATION M_E i
& e [ﬁ«: :[::: E (Mﬁ 2 _fREsol # 5oD Ey
mmmﬁw B s Rt Sheel hoowsets | £}
TELEFHONE WUMBER Q.,}-_ ) — E-I
won (74 G50 o aid-awd) SIS Dereas Tk 2L2ED 6
TYPE OF PROVIDER ([PRIMARY BPECIALTY) - Loy B fd -
- P : ADOATS NO. § (ACCOUNTING ACORESAMAR CHECK T07 B:_l
ey o) e ADULACS COMMINY ATIACLACOY 1 9550 Skillman, L/B 107 &
Fﬂ??t.( -—3 I OEPARTMINT OF NEALTN Pt Sreat or P.0. B
RS EMPLOYERS LD, # OCIAL BECURITY #
- .o Dallas, T 75243
787/ 75047 | |Relles, Texas | .
*** If name of applicant in "Section A" is a group practice, please fill out "Section B" below: ***
B GROUP PRACTICE INFORMATION:  List all physiclan members of your group.
LICENSE # HAME * MD. or D.O. BPECIALTY OF PRACTICE
FRe42 | Scectakl, KipiT | #D G P
Eielt _|Howe, Boacw #D &P
c S4¥l | PoreE, Tt 20 D &
€ 3|20 zﬁﬂﬁ?/"‘f AE#J-‘{F. ) uD &P
£ Sl |2asreRopA, Asi21)
| G599 LvspanT, James | MmD &P
C siLLING INFORMATION
e ="

What Is your MEDICARE Provider MNumbar?

Wit is your MEDICARE Certification daiz?

Issuing & Frovider Number.

Signature of Applicant

To the bast of my knowledge, the informalion supplied on
this document Ia accurate and complate and Is hereby
released fo Nalional Herilage Insursnce Company and
Texes Depariment of Human Services for the purpese of

S
iy 2@-@'1’.’?"{% .
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e,

Caunly Bpen Type Lesality - ' .ml:!-‘ﬂllw
LLly Wy e bkt

mn;ﬁgpﬁcﬁ%&um: c“r ‘

RETURH FORM TO:

Er

. Bilg ﬁlll.lﬁ’
/A

42555

N.H.l.C.

11044 Research Bivd., Bldg. "C”

Tille

n.",

Austin, Texas 78759
|4/L93




(Page 20 of 70)

Fa;s.:rs DL STGU-,}M | Pogsi b

E- (19 ROBERT L. HOME, M. D. - {hes18391

CUISDARLAN P. LARSON, M. D. {'53313335 ‘
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MARCH 24, 1990. E

()

7000LK194 &l
EMERGENCY MEDICAL CLINIC {
14902 PRESTON RD #800 i
DALLASs TX 75240 z

DEAR PROVIDER

WE HAYE COMPLETED THE ENROLLMENT OF BUSHART, JAMES MDD,

PERFORMING PROVIDER NUMBER POB818309, AND HAVE ADDED HIM/HER TD YOUR
GROUP ASSOCIATION.

PLEASE USE THIS PERFORMING NUMBER IN THE DETAIL PORTION OF THE CLAIM
FORM TO IDENTIFY THE PERFORMING PROVIDER.

IF THIS PROVYIDER SHOULD CHOOSE TO LEAVE YOUR GROUP, PLEASE NOTIFY THE
PROVIDER ENROLLMENT DEPARTMENT IMMEDIATELY.

THANK YOU FOR YOUR PARTICIPATION IN THE TEXAS MEDICAID PROGRAM.
SINCERELY.,

PROVIDER ENROLLMENT
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MARCH 24, 1990 0

Z00OOLK194

EMERGENCY MEDICAL CLINIC
14902 PRESTON RD #3800
DALLAS, TX T5240

DEAR PROVIDER

WE HAVE COMPLETED THE EMNROLLMENT OF BOSCO, MICHAEL MD,
PERFORMING PROVIDER NUMBER POBB1831T, AND WAVE ADDED HIM/HER TO YOUR

GROUP ASSOCIATION.

PLEASE USE THIS PERFORMING NUMBER IN THE DETAIL PORTION OF THE CLAIM
FORM TO IDENTIFY THE PERFORMING PROVIDER.

IF THIS PROVIDER SHOULD CHDOSE TO LEAYE YDUR GROUP, PLEASE NOTIFY THE
PROVIDER ENROLLMENT DEPARTMENT IMMEDIATELY.

THANK YOU FOR YOUR PARTICIPATION IN THE TEXAS MEDICAID PROGRAM.
SINCERELY,

PROVIDER ENROLLMENT
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Heritage Women's Center
Dr. Michael A, Basco & Dr. Lilreard D, Clark
I:y-n';.'ui'rr_q;y'Inﬁ*rrfﬁ!_u't‘)!lscf.-Frm-:
1) fll"!‘l"fﬂﬂ'l" ey Sie, 102
'I':ni',u"i"l'r:r‘ Ty TRO51
(O iee: (517) 115-0090p Pz 08170 31s-nwiy

NSNS T (S17) 315-0u1]

facsimile transmittal

. i@jﬁm Ernollmant _ e O12-5 _’_H‘q_'?'#‘q.___

H.!IIL 2-27-b2.

From: m-[w

Re: 7] P_'E_ d#‘s‘ Payes

cc:

0 Uqgcr;rt OFor Revierey [ Plesise Comment [ Please Raprly L7 Please Keeyele
- [ ] - L] L] L] ] L] L

Michaed BAELD

Edward-D

Thank you,

MICHAEL A. BASCO M.D.

TPIH 131135807
(ol TPLH 14 2RASHD3

----------------------

Fo1

i ’ﬁ'.':
ety Ed
-4 .
u
.




(Page 2 of 2)
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é DEPARTMENT OF HEALTH & HUMAN SERVICES

Health Care Financing Administration

K

Ll MEEHARL A BASOD WD CLIA IDd- 45DOTONZTS 3

Maliiog Addrese 1800 WEST COLLEGE STREET SUTTE LLXY 3

Labarswry: RRCHARL A DATLD MD CLIA IDF 45DOTOSZIS

P — 1800 WEST COLLEGE STREET SUTTE LLX %
OEAFEVIEE TX M1

Efrcvies Dwver  Sermanbr O, T000

ICHARL A BASCD
Paphrating Drosr Adpa 31, 3000

1500 WEST COLLECT STRIET SUITE LLIO
ORAPEVINE TX 76001

CLIA LABORATORY CERTIFICATE FOR .
PROVIDER-PERFORMED MICROSCOPY PRDCEDURES

P OONJINERQOUNONDIDON

revignd huﬂ.ll: ] m.l.u.l-
m:mﬁmuuﬂuﬂhumgw- ty - ey
-—mmuwm;ﬂﬂ-m mmu.wuﬂ:m:.m r-u-
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W&i;ﬁz
- m_ .
Todiny A. Voer, Dipwcior .
Division of Labersiaris wod Acver Curw Seyvicn
Surery s Cartlficaden Oeoup
Prommes e bibafleali st Siins Dnererions
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FEB 18 2602

PROVIDERZNROLLMEN




(Page 1 of 2)
: :lzfl]ﬁfzﬂﬂz 03:37 FAX do1

Heritage Wmm'u’s Center
DS AMichael A. Basco & Dr. Cdward [2, Clark
Gunecology” hrﬁ rmm.r Ohstrtrics

Fapreiine, Th '50.:-!
lruu ; n' ﬁﬂ;—l

NN e Ao

re MLTA i ¢ HJUMMA%:QDH-

cC:

OUrgent  OFor Review [ Please Comment [ Please Reply L7 Please Reeyele

Thank you,

D\MICHAEL A. BASCO M.D.
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02/06/2002 03:37 FAX

Laboratory: y:
Mailing Addrddress:

Laboratory Dy Director:

Physical Locaiocation:

PROVIDER-PERFORMED MICROSCOPY PROCEDURES

Pursuant to SeciSection 353 of the Public Health Service Acl {42 U.5.C. 263a) as revised by the Clinical Laboratory Improvement Amendments (CL1A), the
above named laH laboratory localed at the address shown hereon (and other approved locations) may accept human specimnens for the purposes of performing
those laboratoryiory procedures that have been specified as provider-performed microscopy procedures and, iF applicable, examinations or uEEEE that have
been approved azd as waived tests by the Department of Heaith and Human Services. .

This certificate iate is subject to revocation, suspension, limitation, or other sanctions for wiolation of the Act of the regulations _"_Eﬁa_nm_ﬂ ‘thereunder.

DEPARTMENT OF HEALTH & HUMAN SERVICES
Health Care Financing Administration

SRVICRy
P i

l_-_

=
MICHAEL A BASCO MD CLIA ID#:. 45D0708223 3
1600 WEST COLLEGE STREET SUITE LL30 =
GRAPEVINE TX T6051 d&n.

Effective Date:  Septernber 01, 2000 o

MICHAEL A BASCO ;

Expiration Dete: August 31, 2002

1600 WEST COLLEGE STREET SUITE LL30
GRAPEVINE TX 76051

CLIA LABORATORY CERTIFICATE FOR

oo 0 pue

Judith A. Yost, Director
Division of Laboratories and Acute Care mn:_,_nnm
Survey and Certification Group

Center for Medicaid and State Operations

. ]ORN
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| Date fﬂ/ﬂﬁof

[FAX

ro: jm% M

Phone

Fax Phone 490"

Lrw_mwﬂwwmﬂ 3
FROM:  NHIC / Mpea DMuf_d(}

PROVIDER
ENROLLMENT

12545 Riata Vista Circle
AUSTIN, TX 78727-6404

1@5@ Phone ' (512)514-3000

cC:

Fax Phnne (512)514-4214

\Dmto:

REMARKS: [ Urgent '\gl For your review [ Reply ASAP [0 Please Comment

I et o o me, 2l pugll
Sk d-shewld nave come fo Wiﬁ

Wnﬂ-ﬂﬂ DYl o 1y rdﬁwn
Mathua @ 51Y3577

T el lew 3] 1]l [ [Lg [FI] e e ] 271 O




(Page 2 of 4)

- .
=
aCanfirmation Report—Memory Send

Tiee : 12-27-01  10:57am
Tel kine 1 : #
Name @ NHIC PE NIZ0015816
Nane : NHIC P+E M12D015616
Job number HE 1]
Date © 12=27 10:56am
To : DAS31859
Document Pages 03
Start time : 12-27 10:56am
End time ¢ 1#=27 10:5Tam
Pages sent ;o n
Job number : 651 +%% SEND SUCCESSFUL ##%#
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December 9, 2001

= = - = el LTEEC smeie o am S

| am writing this letter in reference to Dr. Michael A. Basco, M.D.OB/GYN.
dba Heritage Women's Center, 4100 Heritage Ave, Ste. 102, Grapevine,
Texas 75056. :

| was the Office Manager for Heritage Women's Center for 5 months.

During that time | discovered illegal activity with regards to billing of claims.
Dr. Edward D. Clark occupies space in the Heritage Women’s Center but is
not a partner, however he shares the overhead with Dr. Basco. .

During the course of the year 2000, Dr. Clark. was seeing and _;rééting
Medicaid patients. . As it turns out the previous Office Manager Pam Salinas
had not credential Dr. Clark with Medicaid and he did not have a Medicaid
number. Under Dr. Basco's direct order all the claims were re-hilled under
Dr. Basco. However, Dr.. Clark was the treating physician. The claims that
were still within the filing deadline were paid, $50,000.00 dollars worth of
claims by Medicaid. This money did not go to Dr. Clark, it went to Dr.
Basco. The checks came in made out to Dr. Basco, he claimed since Dr.
Clark was in debt to Dr. Basco for six - eight'months of overhead, this

——money.was-rightfully his.to.repay.outstanding. debt.of Dr. _Clark’s. This . .~ .
method of filing claims continued on into the year 2001.

Dr. Basco fired m on August 28th, 2001 for reporting him to the Texas
State Medical Board for unsafe and unprofessjonal medical practices, Dr.
Basco has been under investigation by the Medical Board for several months
now. Every hospital in Tarrant county has canceled his privileges and
only one hospital remains he can deliver in. Osteopathic Hospital of Ft.
Worths:- Baylor Hospital filed a Iawsuit againslt him as well and pulled his
privileges. -Dr. Basco has had at least 2 malpractice suites against him to
my knowledge. It is my understanding that the Medicaid billing for Dr. Clark
is still being billed in Dr. Basco,s name. | also know first hand that all

L et i g I e [F glaw 8 o[ #5170 % e ] g &
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Aetna billing for Dr. Clark was re billed in Dr. Basco's name for a period of
time, Dr. Clark was not credentialed with Aetna in 2000. Dr. Clark had
nothing to do with this erroneous billing it was done under Dr. Basco’s
control.

| believe it is time for Dr. Michael Basco to step up to the plate and take
responsibility for his actions and direct orders.
Please be aware that Dr. Edward Clark had nothing to do with this decision
to re bill his patients under Dr. Basco. However, the Doctors do put in their
i « - .~ own-charges=for-billing -and-the-original-charges were=put in the.system by - — - -~
Dr. Clark under his own name and were later changed by the front desk
receptionist when the claims were mailed out:

OO C U S UL L e C ]

1

Singerely, |

Sharan Gandy

(817) 428-7855
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Heritage Women's Center
Dr. Michael A, Basco & Dr. Edward D. Clark
Gymecology*Infertility* Obstetrics
4100 Heritage Ave, Suite 102
2106 WaTtane Ae, 360 102
Grapevine, Tx 76051
Office: (817) 318-0966 Fax: (817) 318-0931

To-\arnwim Eaolne S rax: (5[ SIY 4214

From: IK@S'I'M M Date: \ -(B-05
Re: G LT C&rhﬁud’{_, Pages: Cover page plus___
cc:

lﬁw [JForReview  [J:lease Comment X PleaseReply ~ [TPlease Recycle

Thank you,

MICHAEL A. BASCO MD

h Breso 3+ 1235607
g %ﬁi) Cluek A #1435 403

----------------------
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CENTER:: FOR MEDICARE & MEDICAID SERVICES
CLINICAL LAFORATORY IMPROVEMENT AMENDMENTS

CERTIFICATE OF PROVIDER-PERFORMED MICROSCOPY PROCEDURES

i \ i
ﬁ LABORATORY NAME AND .\DDRESS S CLIA ID NUMBER
MICHAEL A BASCEMD PN, :

A atmnenmes.weuurs SUITE ~02 . . .  EFFECTIVEDATE

A RAPEVINE, 13?6051 i e e
v LABORATORY DIRECTOR E EXPIRATION DATE

. " MICHAEL A BASCO MD g iesdians 08/31/2004

Pursasnt o Secrio 353 of the Pablic Blealh Scrvcen Act (62 2R "'“';'rfuq.t' il éﬁumwmglﬂ,
: o the pacroves of perboping bboratory 068 e procls..
. This cemificass dall be valid il dhe o s chater sl e ?#ﬁmrqmm-.un&ﬂ-_
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FROM (MED>»SEF 17 2008 13! 482/ST. 123147 /Ho. 7518098332 P 1
Provider Information Change Form
Traditional Medicaid, Childrzn with Special Health Care Needs (CSHCN) Services Program, -and Primary Care Case Management {PCCM)

providers can complete and submit this form to update their provider enroliment file. Print or type all of the |nformat|on on this form. Mail
or fax the completed form and any additional documentation to the address at the bottomn of the page.-

Check the box to indicate a PCCM Provider O - | Date : l’? J 8T 1 ZOO g

Nine-Digit Texas Provider Identifier (TPI): ]3@ o 35507 Provider Name: Mi ¢ A Le ( A_ @*S o
National Provider Identifier (NPI): ) "ﬂo 7 b Yy 7—77 (p Primary Taxonomy Code:

Atypical Provider Identifier (API): Benefit Code:

List any additicnal TPIs that use the same provider information:

TPI. TPI: TPI:

TPI: TPI: TP!:

TPI: TPI: TPI:

Physlcal Address—The physical address cannot be & PO Box. Ambulatory Surgical Centers enrolled with Traditional Medicaid wha
change their ZIP Code must submit a copy of the Medicare letter along with this form.

Street address [7i3 S. Fua & | SuHe Zo) City Decatue County Wilise  State Tx  Zip Code Tousy
Telephone: (Q‘l{.n) fo 2o~ 374 e i Fax Number: (?Lﬁ, ) {£1.7‘ Y459 | Email: mgM(ba;u@_ med e pe afti

Accounting/Mailing Address—All providers whe make changes to the Accounting/Mailing address must submit a copy of the W-8 Form
along with this form.

Street Address J7{% S.Fmt 51 SiYe 2o City De catus State T Zip Codedazy

Telephone: (940 ) 2zl - 32 7¥F6 Fax Number: (94D) {,27- 4709 | Email: michze lbes w © medsfe.cl o
Secondary Address

Street Address City State Zip Code
Telephone: ( ) | Fax Number: ( )] Email:
Type of Change (check the appropriate box)

Change of physical address, telephone, and/or fax number

Change of billing/mailing address, telephone, and/or fax number

Change/add seccndary address, telephone, and/or fax number

Change of provider status (e.g£., termination from plan, moved out of area, specialist} Explain in the Comments field

olo|o|®|=

Other (e.g., panel closing, capacity changes, and age acceptance)

Comments:

Tax Information-—Tax ldentification (ID) Number and Name for the Internal Revenue Service {IRS)

Tax |D number: 551 —35- 0350 | Effective Date: 4 /17{ 700 <

Exact name reported to the IRS for this Tax ID: N\". c,kau_:,l A N @A_g (&)

Provider Demographic Information—Note: This Information can be updated on www.tmhp.com.

Languages spoken other than English: Spa sk

Provider office hours by location: M-F . 4’ -5

Accepting new clients by program (check one): Accepting new clients ﬂ Current clients only O No O
Patient age range accepted by provider: | Additional sewices offered (check ong):  HIV ﬂ High Risk OB i}

Participation in the Woman's Health Program? Yes‘ﬂ No O | Patient gender limitations: Female ] Male 0  Both O

Signatuwre and date are required or the form wilkinot be processed.

Provider signature: VM y [{\, . E U%,o I’V\,ﬂ ‘ Date; q 1177 ZodX

Mail or fax the cnmpleted'?o/nn to: Texas Medicaid & Healthcaé Partnership (TMHP) Fax: 512-514-4214
Provider Enroliment
PO Box 200795
Austin, TX 787200795

Effective Date_12042007/Revised Date_12042007
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FROM {WED>}SEP 17 2008 13! 49/ST. 1347 Ho. 7518098332 P =

Forrnw 9

{Rev. October 2007)

Give form to the
requester. Do not

'Request for Taxpayer

Department of the Treasury
Internal Revenue Sarvice

Identification Number and Certification

send to the IRS.

Name (as shown on vour income tax return)

Business name, if different from above

M\l LL\@—( A‘ '&Sgo

MDD

Check appropriate box: @ Individual/Sole proprietor

D Other (see instructions) »

I:I Corporation
O vmitea liability company. Enter the tax classification {D=disregarded entity, C=corporation, P=partnership} »

D Partnership D Exempt
payee

Address (number, street, and apt. or suite no.)

1713 s, EM S

Print or type

e Zof

Requester's name and address {optional)

City, state, and ZIP code T

De catu v

Tl 234

List account number(s) here (optional)

See Specific Instructions on page 2.

Taxpayer Identification Number (TIN)

Enter your TIN in the appropriate box. The TIN provided must match the name given on Line 1 to avoid
backup withholding. For individuals, this is your social security number (SSN). However, for a resident

alien, sole proprietor, or disregarded entity, see the Part | instructions on page 3. For other entities, it is
your employer identification number (EIN). If you do not have a number, see How to get a TIN on page 3. or

Note. If the account is in more than one name, see the chart on page 4 for guidelines on whose

number to enter.

Social securlty number

552 1 357 6350

Employer identification number

Part 1l Certification

Under penalties of perjury, | certify that:

1. The number shown on this form is my correct taxpayer identification number (or | am waiting for a number to be issued to me), and

2. | am not subject to backup withholding because: (a) | am exempt from backup withholding, or (b) | have not been notified by the Intemal
Revenue Service (IRS) that | am subject to backup withholding as a result of a failure to report all interest or dividends, or (c) the IRS has

notified me that | am no longer subject to backup withholding, and

3. |am a U.S. citizen or other U.S. person {defined below).

Certification instructions. You must cross out item 2 above if you have been notified by the IRS that you are currently subject to backup
withholding because you have failed to report all interest and dividends on your tax retumn. For real estate transactions, itern 2 does not apply.
For morigage interest paid, acquisition or abandenment of secured property, cancellation of debt, contributions to an individual retirement
arrangement (IRA), and generally, payments other than interest and dividends, you are not required to sign the Certification, but you must

provide yaur correct TIN. See the mstructlonf -ON page 4.

Sign

Signature of
Here

U.S. person >

MM%

Date »

Q/l?(&-ocg

General Instructions

Section references are to the Intemal Revenue Code unless
otherwise noted.

Purpose of Form

A person who is required to file an information return with the
IRS must obtain your correct taxpayer identification number {TIN)
to report, for example, income paid to you, real estate
transactions, morigage interest you paid, acquisition or
abandonment of secured property, cancellation of debt, or
contributions you made to an IRA.

Use Form W-9 only if you are a U.S. person (including a
resident alien), to provide your correct TIN to the persen
requesting it (the requester) and, when applicable, to:

1. Certify that the TIN you are giving is correct {or you are
waiting for a number to be issued),

2. Certify that you are not subject to backup withholding, or

3. Claim exemption from backup withholding if you are a U.S.
exempt payee. If applicable, you are also certifying that as a
U.S. person, your allocable share of any partnership income from
a U.S. trade or business is not subject to the withholding tax on
foreign partners’ share of effectively connected income.

Note. If a requester gives you a form other than Form W-9 to
request your TIN, you must use the requester’s form if it is
substantially similar to this Form W-9.

Definition of a U.$. person. For federal tax purposes, you are
considered a U.S. person if you are:

#® An individual who is a U.S, citizen or U.S. resident alien,

& A partnership, corporation, company, or association created or
organized in the United States or under the laws of the United
States,

# An estate {other than a forsign estate), or

® A domestic trust (as defined in Regulations section
301.7701-7).

Special rules for partnerships. Partnerships that conduct a
trade or business in the United States are generally required to
pay a withholding tax on any foreign partners’ share of income
from such business. Further, in certain cases where a Form W-@
has not been received, a partnership is required to presume that
a partner is a foreign person, and pay the withholding tax.
Therefore, if you are a U.S. person that is a partnerin a
partnership conducting a trade or business in the United States,
provide Form W-9 to the partnership to establish your U.S.
status and avoid withholding on your share of partnership
income.

The person who gives Form W-9 to the partnership for
purposes of establishing its U.S. status and avoiding withholding
on its aliocable share of net income from the partnership
conducting a trade or business in the United States is in the
following cases:

# The U.S. owner of a disregarded entity and not the entity,

Cat. No, 10231X

Form W-9 (Rev. 10-2007)
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FROM {THUXSEP 18 2008 12!023/ST. 12: 03 Ho. 7518098353 P 1

Provider Information Change Form

Traditional Medicaid, Children with Special Health Care Needs (CSHCN) Services Program, and Primary Care Case Management (PCCM) _
providers can complete and submit this form to update their provider enrollment file. Print or type all of the information on this form. Mail
or fax the completed form and any additional documentation to the address at the bottom of the page.

Check the box to indicate a PCCM Provider O - l Date : q /LTy Z’bo ¥

Nine-Digit Texas Provider identifier (TPI): lgg o 35507 Provider Name: M‘l d,\a_&( A_ é-ﬁS o
National Provider Identifier (NP1): | "ﬂo Thby 7—77 [P Primary Taxonomy Code: 2 07\/00 000 X
Atypica! Provider Identifier (API): Benefit Code:

List any additional TPIs that use the same provider information:

TPI: TPI: TPI:
TPI: TPI: TPl
TPI: TPI: TPI:

Physical Address—The physical address cannot be a PO Box. Ambulatory Surgical Centers enrolled with Traditional Medicaid who
change their ZIP Code must submit a copy of the Medicare letter along with this form.

Street address |"113 S. Fua & | Sw.te 2o} Cty Decats County \Wise  State 7x  Zip Code Toasyl
Telephone: (‘i"-{-n) p2l- 374 (e | Fax Number; (q"i.h, ) (e‘z.']- ‘f7b'i | Email: MIM(W‘-"@- ed seape o

Accounting/Malling Address—All providers who miake changes to the Accounting/Mailing address must submit a copy of the W-9 Form
aiong with this form.

Street Address | 7{% S.Fm §1 Sy Z2oi City Ne cafrr State’x  Zip CodeZbazy
Telephone: (G%o ) (2 - 2 7F6 l Fax Number: (940) 27— 4705 | Email: michae l ba s wo € medsafe. v
Secondary Address

Street Address City State Zip Code
Telephone: ( } I Fax Number: ( ) Email:

Type of Change {(check the appropriate box)

Change of physical address, telephone, and/or fax number

Change of hilling/mailing address, telephone, and/or fax number

Change/add secondary address, telephene, and/or fax number

Change of provider status (e.g., termination from plan, moved out of area, specialist) Explain in the Comments field

Oojo|ol®E|E

Cther (e.g., panel closing, capacity changes, and age acceptance)

Comments:

Tax Informatlon—Tax ldentification (ID) Number and Name for the Internal Revenue Service (IRS)

Tax ID number.: 552 -35-03¢0 | Effective Date: G /17{ 200 <

Exact name reported to the IRS for this Tax ID: Michae l A. Rasco

Provider Demographic Information—Note: This information can be updated on www.tmhp.com.

Languages spoken other than English: Spa st

Provider office hours by location: M —F gq-5

Accepting new clients by program (check one): Accepting new clients xi Current clients cnly O No O
Patient age range accepted by provider, | Additional services offered (check one):  HIV ﬁ High Risk OB &

Participation in the Woman’s Health Program? Yes ‘ﬂ No O Patient gender limitations:  Female €]  Male O Beth O

Slgnature and date are required,or the form wilbhnot be processed.

Provider signature: M&M (/%o m ‘ Date: q /177 2K

Mall or fax the completed form to:  Texas Medicaid & Healthca‘é Partnership (TMHP) Fax; 512-5614-4214
Provider Enroliment
PO Box 200795
Austin, TX 787200795

Effective Date_12042007/Revised Date_12042007
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FROM

W-9
Form

(Rev. October 2007)

Department of the Treasury
Internal Revenue Service

Request for Taxpayer
Identification Number and Centification

{THUXSEP 18 2008 12!04rsST. 12: 03 Ho. 75180983532 P

Give fdrm to the
requester. Do not
send to the IRS.

Name (as shown on your income tax return)

Business name, I different from above

Michae |

A‘- 'Kaﬁc_c Mb

Check approptiate box: El Individual/Scle propristor

|:| Cther (see instructions) W

O Corporation
[1 Limited fability company. Enter the tax classification (D=disregarded entity, C=corporation, P=partnership] »

|:] Partnership D Exempt
payee

Address {number, street, and apt. er suite no)

[713 S. EM S|

Print or type

e Zof

Requester's name and address {optional)

City, state, and ZIP code
{ x

De caty

b 234

List account number(s) here (optional}

See Specific Instructions on page 2.

EERYI Taxpayer identification Number (TIN)

Enter your TIN in the appropriate box. The TIN provided must match the name given on Line 1 to avoid
backup withholding. For individuals, this is your social security number (SSN}. However, for a resident

alien, sole proprieter, or disregarded entity, see the Part | instructions on page 3. For other entities, it is
your employer identification number (EIN). If you do not have a number, see How to get a TIN on page 3. or

Note. If the account is in more than one name, see the chart on page 4 for guidelings on whose

number to enter.

Saocial security number
552 1 357 0350

Employer identification number

Part i Certification

Under penalties of perjury, | certify that:

1. The number shown an this form is my correct taxpayer identification number {or | am waliting for a number to be issued to me}, and

2. | am not subject to backup withholding because: (a) | am exempt from backup withholding, or () | have not been notified by the Intemal
Revenue Service (IRS) that | am subject o backup withholding as a result of a failure to report all interest or dividends, or (¢} the IRS has

notified me that | am no longer subject to backup withholding, and

3. lam a U.S. citizen or other U.S. person (defined below).

Certification instructions. You must cross out item 2 above if you have been natified by the IRS that you are currently subject to backup
withhelding because you have failed to report all interest and dividends on your tax retum. For real estate transactions, item 2 does not apply.
For mortgage interest paid, acquisition or abandonment of secured property, cancellation of debt, contributions to an individual retirement
arrangement (IRA), and generally, payments other than interest and dividends, you are not required to sign the Certification, but you must

pravide your correct TIN. See the instruction%on page 4.

7

Sign

Signature of
Here

U.5. person »

A el (Do

Date P

Q/J7/Z¢o<¢/

- N
General Instructions

Section references are to the Internal Revenue Code uniess
otherwise noted.

Purpose of Form

A person who is required to file an information return with the
IRS must obtain your correct taxpayer identification number (TIN)
to report, for example, income paid to you, real estate
transactions, morigage interest you paid, acquisition or
abandonment of secured property, cancellation of debt, or
contributions you made to an IRA.

Use Form W-9 only if you are a U.S. person (including a
resident alien), to provide your correct TIN to the person
requesting it {the requester) and, when applicable, to:

1. Certify that the TIN you are giving is correct {or you are
waiting for a number to be issued),

2. Certify that you are not subject to backup withholding, or

3. Claim exemption from backup withholding if you are a U.S.
exempt payee. If applicable, you are also certifying that as a
U.S. person, your allocable share of any partnership income from
a U.S. trade or business is not subject to the withholding tax on
foreign pariners’ share of effectively connected income.

Note. If a requester gives you a form other than Form W-9 to
request your TIN, you must use the requester’s form if it is
substantially similar to this Form W-9.

Definition of a U.5. person. For federal tax purposes, you are
considered a U.5. person if you are:

# An individual who is a U.S. citizen or U.S. resident alien,

« A partnership, corporation, company, or association created or
crganized in ihe United States or under the laws of the United
States,

& An estate (other than a foreign estate), or

* A domestic trust (as defined in Regulations section
301.7701-7).

Special rules for partnerships. Partnerships that conduct a
trade or business in the United States are generally required to
pay a withholding tax on any foreign partners’ share of income
from such business. Further, in certain cases where a Form W-9
has not been received, a partnership is required to presume that
a partner is a foreign person, and pay the withholding tax.
Therefore, if you are a U.S. person that is a partner in a
partnership conducting a trade or business in the United States,
provide Form W-9 to the partnership to establish your U.S.
status and avoid withholding on your share of partnership
income.

The person who gives Form W-8 to the partnership for
purposes of establishing its L.8. status and avoiding withholding
on its allocable share of net income from the partnership
conducting a trade or business in the United States is in the
following cases:

® The U.S. owner of a disregarded entity and not the entity,

Cat. No. 10231X

Form W-9 (Rev. 10-2007)

=
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Instructions for Completing the
Provider Information Change Form

Signatures

* The provider's signature is required on the Provider Infarmation Change Form for any and alt changes requested
for Individual provider numbers.

* A signature by the authorized representative of a group or facility is acceptable for reguested changes to group
or facility provider numbers.

Address
* Performing providers (physicians performing services within a group) may not change accounting information.

* For Traditional Medicaid and the CSHCN Senvices Program, changes to the accounting or mailing address
require a copy of the W-9 form.

* For Traditional Medicaid, a change in ZIP Code requires copy of the Medicare letter for Ambulatory Surgical
Centers,

Tax ldentification Number (TIN)

* TIN changés for individual practitioner provider numbers can only be made by the individual to whom the
number is assigned.

* Performing providers cannot change the TIN.

Provider Demographic Information

Ar onfine provider lookup (OPL) is avaitable, which allows users such as Medicaid clients and providers to view
infarmation about Medicaid-enrolled providers. To maintain the accuracy of your demographic information, please
visit the OPL at www.tmhp.com, Please review the existing information and add or modify any specific practice
limitations accordingly. This will allow clients more detailed information about your practice.

General.
* TMHP must have either the nine-digit Texas Provider Identifier (TPI), or the Natlonal Provider Identifier
{NPI)/ Atypical Pravider (dentifier (AP1), primary taxonomy code, physical address, and benefit code (if applicable)
In order to process the change. Forms will be returned if this information Is not indicated on the Pravider
Information Change Form.

*+  The W-3 form is required for a/l name and TIN changes.

* Mail or fax the completed form to:

Texas Medicald & Healthcare Partnership (TMHP)
Provider Enroliment

FO Box 200795

Austin, TX 787200785

Fax: 512514-4214

Fifective Date 12042007/ Reviced Dinte_| 2042007
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Provider Information Change Form

Traditlonal Madicaid, Children with Special Health Care Needs (CSHCN) Services Program, and Primary Care Case Management (PCCM)
praviders can complete and submit this form to update thelr provider enrcliment file, Print or type all of the information on this form. Mail
or fax the completed form and any additional documnentation to the address at the bottom of the page.

Check the box ta indicate 2 PCCM Provider [ [pate: 12 / 7/ 2oe¥

Nine-Digit Texas Provider Identifier (TP): {2, q3g Ko Provider Name: n Fed ( A. &15 e M |74

Mational Provider Identifier (NPI): ll.! (.p"l (o4 7177 (o Primary Taxohomy Code: 207 Vboco ¥
Atypical Provider ldentifler (API): “ Benefit Code:

List any additional TPIs that usa the same provider Information:

TPl TPI: TP
TPI: TPI: TPI:
TP TPL TP

Physical Addraas—The physical address cannot be a PO Box. Ambulatory Surgical Centers enralled with Traditional Medicaid who
shiange their ZIP Code must submit a copy of the Medicare |etter along with this form,

Lute 20|
Swectaddress  [7](D S. P G| 7 Gty Desada s County Lto e State 7= ZlIp Code 752._3‘;‘
Telephone: ( §¢0) b2~ 3 7%l | FaxNumber (qyo) 27— ¥Zog [ EMAl m/ el fbusco @ medscage). coun

Accounting/Malling Address=—All providers who make changes to the Accounting/Maillng address must submit a copy of the W-9 Form
along with this form.

Street Address |71 4 . Fm. 51 Secde 2oy Gy D cathd State"T®,  Zip Code 7LJ3 ¥
Telephone: (990 ) (el - 37 | Fax Number: { 9o | fz7- ¥709 | Email: v, ch s | fantcq s cape | co oy
Secondary Address

Street Address Clty State Zip Code

Telgphone; ( ) I Fax Number: ( } Email:

Type of Ghan? {check the appropriate box)
Change of physical address, telephane, and/or fax number

Change of blliing/mailing address, telephone, and/or fax number

Change/add secondary address, telephong, and/of fax number

Change of provider status (e.g., termination from plan, moved out of area, specialist) Explain In the Comments flald

oD|o|oja|o

Other {e.g., pangl clasing, capacity changes, and age acceptance)

Comments: 3 A 5 N_#A__; D Coha e d

Tax Informatlon—Tax ldentification (1ID) Number and Name for the Intemal Ravanue Sarviee (IRB)

Tax IDnumber ] 65 - 29,295 O | Effective Date:

Exact name reported to the IRS for thig Tax ID: Michaoel A. BAScor MDD FA

Provider Demographic Informatlon—Note: This informatipn can be updated on www.tmhp.com.

Langusges spoken other than English: Spbnr s

Provider office hours by lecation: ) '

Accepting new clients by program (chack ong): Accepting new elients Yi Current clients anly O No O
Patient age range accepted by provider: | Additional services offered (check one).  HIV fii High Risk OB -}
Participation in the Woman's Haalth Program? Yes B, No O I Patient gender limitations: Female M Malé O 8ot O
5l ura and date o ired o, form will giot be procassagl.

Provider signature: bl ) |Date: 2./ & / Zoa¥
Mall or fax the completed form to;  Texas Medicaid & Heattficarg Partnarship (TMHP) Fax: Bl2-514-4214

Pravider Enroliment
PO Box 200795
Austin, TX 78720-0795

Effcctive Date_1 2042007/ Rovised Date_12042007
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o W-9

(Rewv, Oolobar 2007,

Dufurtrnent of the Traasury
Inthmal Revenus Sedvice

Name {a& shown on your Income tax retum}

[+
H'_.‘Jui_g. (
Business nama, if different from above

Request for Taxpayer
Identification Number and Certlflcation

Give form to the
raguester. Do not
send to the IRS,

O corporaton 11 Parinership Exampt
Limited llatility company. Entar the 1gx classification (D—gigregarded antity, C=corporption, P=partnership) » ____._. O payse
R Qther isas instructions) - ?ﬁ'

Address {number, atreat, and apt. or suite no.)

7132 Fam &
City, g, and ZIP code

et Tx

List account number(s) hera (optional)

Faqusster's name and address (optional)

b

Print or type

SA‘H-E_ ey
7239

o
1]
=y
[+
]
é Check appropriate bor: [ IndividualSole propristor
§

Enter your TIN in the appropriate box. The TIN provided must match the name glven on Line 1 to avald | Social securtty number
backup withholding, Far individuals, thls Is your socal security number (S8N). However, for a tesidant ; !

alisn, Eole propristor, or disregardad entity, see the Part | instructions on page 3. For othar entities, i is

your employer identification number [EIN), H you da not have a number, ses How to get & TIN on page 3. or

Note. If the account i3 in mors than one name, see the chart on page 4 for guidelines on whose Employsr identificatinn number

numbser to enter, 15 251245 0
Certification

tnder-penalties of perjury, | certify that:

1. Ths numbsr shown on this form is rmy eerrect taxpayer Identification number (or | Bm waiting far a nurnber to be issued 1o me), and

2. | am not subjsct to backup withholding because: (s} | am sxempt from backup withholding, or (b) | have nat been notified by the Intemal
Revanua Service (IRS) that 1 am subject to backup withhelding as a reault of a failure o raport all Interest or dividends, or (¢) tha IRS hag
notified ma that | am no longer subject to backup withhalding, and

3. | am a LS. citizen or ¢ther LS, parsan (defined below). :

Cortification instructions. You must eross aut item 2 above If you have beem notifisd by the IRS thet you ars currently subjact to backup
withholding because you have falled to report all interest and dividends on your tax retum, Fur real sstate transactions, tam 2 does not apply,
For mortgage Interest pald, acquisition or abandanment af secured property, canceliation of debt, contrinutions to an individual retirement
arrangement (IRA), and generally, peyments othar than interast and ?ﬂands_ you are not ragquirad to sign the Certification. but you must

Taxpayer Identification Number (TIN)

Sign

wturs of
Here Ny

provide your correct TIN. Sea the Instruc:tlc‘:lns on page 4. o
U.S. pewson

/bﬂ/‘—v IMD Date b

12/6%/20e X

General Instructions '

Section refarences are to the Intemal Revenue Code unless
otherwisa noted,

Purpose of Form

A person wha 8 required ta fila an information retum with the
IRS must obtain your comect taxpayer identifisation number (TIN}
to report, for exampke, income pald to you, real astate
transactions, Mmortgage interast you paid, acquisition or
abandanment of secured property, cancellation of debt, or
contributions you made to an IRA,

Use Farm W-9 only if you are a U,S. parsen (including a
rasicient alien), to provide your carrect TIN to the person
raquasting it (the requester) and, when agplicable, tc.

1. Certify that the TIN you are glving Is corract {or you are
waiting for a rurmber to be issuad),

2. Certify that you are not subject to backup withholding, of

3. Claivn exemption from backup withtolding if you are a LG,
exempt payee. If applicable, you are alsa centifying that as a
.5, person, your allosable share of any partnership income from
a U.S. trade or business is nat subject to the withhelding tax on
foralgn partners’ share of effectively connacted incoma.

Nota. |f a requestar gives you a form other than Form W-9 to

requast your TIN, you must Use the raquestar's form if it is
substantially similar to this Form W-8.

Definition of a US. pergon, For federal tax purposes, you are
consicoerad 2 U5, parson If you are:

& An individual who 9 a LS. citizen or U.5. residant alian,

« A partnership, corparation, company, or association craated or
organized In the United States or under the laws of the United
States,

® An estate (other than a foreign estate}, or

¢ A domestic trust (as defined in Regulations section

. r7o-7,

Spacia) nulse for partnerships, Partnerships that conduct a
traca or buginess in the United States are generally required to
pay a withholding tax on any foreign partners’ share of ncome
from such business. Further, in certain cases where a Form W-9
has not been raceived, a partriership 1z required 1o presuma that
4 partner ks 8 foreign person, and pay the withholding tax.
Therefore, if you are a .5, parson that is a pariner in a
partnership conducting a trade or business In the United States,
pravide Form W-8 to the parinership ta astablish your U5,
atatus angd aveid withholding on your share of partnership
inGoma,

The persan who gives Form W-8 to the partnership for
purposes of establishing its U.5. status and avolding withhalding
on itg allocable share of net income fram the partnership
¢onducting & trade or business in the United States ia in the
following cases:

® The U.5. owner of a disregarded entity and not the entity,

Cat. No. 10231X

Form W=8 (Rev. 10-2007)



(Page 1 of 3)
DCN: 200918800004470

TEXAS HEALTH AND HUMAN SERVICES COMMISSION

ALBERT HAWKINS
June 22, 2009 EXECUTTVE COMMISSIONER

| BASCO, MICHAEL A
} 1713 S FM 51 STE 201
DECATUR, TX 76234

Dear Provider:

|

|

! The Health and Human Services Commission (HHSC) has identified you or your facility as

‘ billing for services provided to Medicaid Women's Health Program clients during calendar ycars

i 2008 and 2009. To enable HHSC to ensure compliance with statutory requirements about the

| use of Medicaid Women's Health Program funds, you, as a billing provider. must complete the
enclosed Certification within 30 days from the date of this request

Section 32.0248. Human Resources Code, prohibits payment of Medicaid Women's Health
| Program funds to a provider that performs elective abortions. A billing provider that has
\ performed elective abortions (through either surgical or medical methods) for any patient is
| ineligible to serve Medicaid Women's Health Program clients and cannot be reimbursed for those
‘ services. This prohibition has been in effect since September 1, 2005.
|

If HHSC has reason to believe that you or your facility is ineligible to receive funds under the
Medicaid Women's Health Program, HHSC may place a payment hold on Medicaid fee-for-
service claims made by you or your facility until HHSC can make a final determination
regarding you or your eligibility to participate in the Medicaid Women's Health Program.

In addition, HHSC may recoup Medicaid Women's Health Program funds that it determines were
paid to providers that have performed or promoted elective abortions.

You may call the TMHP Contact Center with questions at 1-800-925-9126.

|
\
|
\
|
|
\
L Sincercly,
[
|

—
(/4 //." 17 "/7

Chris Traylor

Texas Medicaid Director

Enclosures
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MEDICAID WOMEN'S HEALTH PROGRAM CERTIFICATION
This Certification pertains to the following Billing Provider:

Name of Billing Provider: BASCO, MICHAEL A
| Tax ID Number —_I_; a\q { R4S 0

TPI Number (list all TPl numbers associated with the Billing Provider)

LMoY DS

NPt Number. 1467647776
The Provider's billing address is:

SreetAddress_ 1) 12 S 5 Sk 20/

Street Address

City/State/Zip bt o3 SV lx ")1,,334
Phone Number __ QU 1o ;lLo 2 {s
The Biling Prowvider's physicusi address is.
Street Address
Street Address,
| City/State/Zip
Phone Number

(If the Billing Provider has additional physical addresses, please list them on a separate page.)

My name is K LA MDA _ 1 am the Billing Provider oy, # the Billing Provider
| 1s not an individual, | am the Billing Provider’'s (title or position) _QHW I am of sound
| mind, capable of making this Certification, and personally acguainted with facts stated here. If | am representing

| the Billing Provider, ! am authorized to make this Cerlification on the Billing Provider's behalf.

HHSC has identified the Billing Provider as providing services to Medicaid Women's Health Program clients
during calendar years 2008 and 2009. To enable HHSC to ensure compliance with statutory requirements about the
use of Medicaid Women's Health Program funds, each Bilhing Provider must complete this Cestification within thirty
days from the date of this request and must retumn the completed Certification to:

Texas Medicaid & Heaithcare Partnership
ATTN: Provider Enroliment
PO Box 200795
Austin, TX 78720-0795

)
\
|
|
‘ a. | affirm that the following statements are true and comect with respect to my or my organization's

panicipation in the Medicaid Women's Health Program during calendar years 2008 and 2009:
(1) The Billing Provider has not performed elective abortion' procedures in calendar years
2008 or 2009.

2) The Billing Provider does not perform elective abortion procedures,

) None of the funds the Billing Provider has received under the Medicaid Women's Health
Program has been used to pay for or to provide direct support for glective abortion
procedures,

{4} None of the turds the Billing Provider recaeives under the Medicaid Women's Health
Program will be used to pay for or provide direct support for elective abortion procedures.

|
|
|
\ ‘ForpurposasdtrusCemﬁwmn metm uharveabomon nmmamdanymeam:otemmeﬂwmwmydatema}em

¥ 3 hat o d DO
| mpoormsto:(Z)mmamsoMnmnwﬂanhunammdw p!vrs.icalmiwy o:phyu:ﬂlﬂ-tm kmm.ngal:fa—

enganganng physical condition caused by or ansing from the pregnancy tsalf. that would. as certified by & physician, place the woman m
danger of ceath unless an abostion 1s performed
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Name of Billing Provider. BASCO. MICHAEL A
Tax ID Number '—( 5 Z¥:i l &51523

TPt Number (list all TP| numbers associated with the Billing Provider)

[ 2od 3580

NP| Number. 1487847776

{5)

()

(7)
(8

Nane of the funds the Billing Provider has received under the Medicaid Women's Health
Program has been used to pay costs associated with refernng women for elective abortion
procedures.

None of the funds the Billing Provider receives under the Medicaid Women's Health
Program will be used to pay costs associated with refermng women for elective abortion
procedures.

The services for which the Billing Provider has billed the Medicaid Women's Health
Program are authorized services under Human Resources Code section 32 0248(a).

The services for which the Billing Provider currently bills the Medicaid Women's Health
Program are authorized services under Human Resources Code section 32.0248(a).

b. In addition, | understand and acknowledge that:

()

(2)

3

(4)

(5

)]

if the Billing Provider fails to complete and submit this Certification or to update the

information and representations made in this Certification as required in paragraph b(5)

betow within 30 days from the date of this request , the Billing Provider will be

ineligiblo to participate in the Medicaid Women's Heatth Billing Program and

Medicaid foo for sorvice claims may be placed on payment hold;

if the Billing Provider has in the past or currently does any of the activities listed in Part a

of this Certification, the Billing Provider may be ineligible to receive Medicaid Women's

Health Program funds,

if HHSC has reason to betieve that the Billing Provider is ineligible to receive funds under

the Medicaid Women's Health Program, HHSC may place a payment hold on Medicaid

fee-for-service clams made by the Billing Provider until HHSC can make a final

determination regarding the Billing Provider's eligibility;

if HHSC determines that the Billing Provider is ineligible to receive funds under the

Medicaid Women's Health Program:

(A) HHSC may recoup Medicaid Women's Health Billing Program funds paid on
daims incurred since the date the Billing Provider became ineligitle:

(B) HHSC may place a payment hold on all Medicaid fee-for-service claims
submitted by the Billing Prowvider; and

{C) the Billing Provider will not be eligible again to participate in the Medicaid
Women's Health Program until it ceases every activity listed in Part a;

the Billing Provider must notify HHSC at teast 30 days prior to implementing any of the

activities listed in Part a of this Certification; and if the Bilting Provider fails to do so. HHSC

may place a payment hold on Medicaid fee-for-service claims made by the Billing

Provider; and

any false slatement or misrepresentation that | knowingly make on this Medicaid Women's

Heatlth Program Certification may constitute fraud or tampering with a govemment record

under the laws of Texas and the United States and may lead to my or my organization's

exclusion from participation in the Madicaid program.

E]I/aﬂ'xrm that the statements listed in Past a are true and comrect.

[] 1 affirm thagt the statementy |i i d correct

Signature

Pnnted Name @/\
’,’v“
Title ,3
ey
Date
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MEDICAID WOMEN'S HEALTH PROGRAM CERTIFICATION
This Certitication pertains to the following Billing Provider:
Name of Bifling Provider:

Tax ID Number_'j 5&@( ’JQS D

TPI Number (list all TP numbers associated with the Billing Provider)

(BiADS ¥
NPI Number:
The Provider's billing address is: . \
svoatasoess 1102 DO t4erS Hpspital LY Ste 2,
Strest Address_

cnwsmerz-p_B(.o.dg_-Ezn:l: T Wedal,
Phone Number_ (W0 (5D B
The Billing Provider's physical address is:
Street Address -
| Street Address__ YOS
City/State/Zip
Phone Number

(It the Billing Provider has additional physical addresses, please kist them on a separate page.)

My name is LRG0\ - 1am the Billing Provider or, i the Billing Provider
i5 not an individual, | am the Biling Provider's (title or position) __ | . lamof sound
mind, capable of making this Centification, and personally acquainted with the facts stated here. 1t | am reprosenting
the Billing-Provider, fam authnrized to make this Certification on the Billing Provider's behatf.

\

|

1

| HMSC has identified the Biing Provider as providing services to Medicaid Women's Health Program lients

| during caiendar years 2608 and 2009. To enabie HHSC to ensure compliance with statutory requirements about the

| use of Medica..' Women's Health Program funds, each Billing Provider must complete this Certification within 30 days

from tha date of this request and must retum the completed Centification to:
Texas Medicald & Healthcare Partnership

|
|
|
|
\

R T MR20

Austin, TX 78720-0795

a | affirm that the following statemants are true and correct with ragpect to iy or My organization's
participation in the Medicaid Women's Health Program during calendar years 2008 and 2009:
™) Tha Billing Provider has not performed elective abortion’ procadures in calendar years
2008 or 2009.
(2) The Billing Provider does not perfarm elective abortion procedurec.
(3) None of the funds the Billing Provider hag received under the Medicaid Women's Health
Program has been used to pay for or to provide ditect support for elective abortion
procedures.
4 None of the funds the Billing Provider receives under the Medicaid Women's Health
Program will be used to pay for or provide direct support for elective abortion procedures.

'FcrpuvpmsoiﬂiuCatiia;ﬁm.Imwrm'nbuﬁvasbodim‘mmtmumdanymmlotmmimmlmprmncyoialemahmm
the altending physictan knows to bo pragrant with the intention that the tesmination of the pregnancy by tho2o moans {5 reasonably Baly o
cauge thoe dezth of the fetvs, axcapt that tho term does ot ivchudo an abartion: (1) to lerminale @ prognancy that rexulted rom an 3 of
rape or icuat; w [2) intho caee where a woman xutior fram a physical disorder, preyaleal bnjury, or physical ilexs, inchsding a lile-
endangering pyxica) ennviliinn caused by or arising trom Mo pragnancy itesl, that woild, as cattitad by a physisian, place the woman in
uangor o1 death umtesa an abortion i periormed.
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FROM

Name of Biling Pravider, { Y \4 ul.a.&,( Q&SC’D '

(WED)DEC 1 2010 18:03/ST. 15:59/No. 7516098180 P 3

Tax 1D Number_ 159522124 SO

TP Nu (I’:t TPI numbers associated with the Billing Provider)
{ 51:12 s

NPi Number.

(6)

(6

Y]
@

None of the funds the Biling Provider has reseived under tha Medicaid Women's Health
Program has been used to pay costs associgted with referring women for elactive abortion
procedures.

None of the funds the Billing Provider receives under the Medicaid Women's Heatth
Program will ba used to pay costs associated with referring women for elective abortion
procedures.

. The services for which the Billing Provider has billed the Megicaid Women's Health

Program are authorized eervices under Human Resources Code gection 32.0248(a).
The services for which the Billing Frovider currently bilis the Medicaid Women's Health
Program are authorized services under Human Resources Code section 32.0248(a).

b. in addition. | understand and acknowledge that:
1))

@

@

(4

(5)

(6

It me Billing Provider fails to complete and submit this Certification or to updats the

information and represemations mada in this Centification as required in paragraph b(S)

below within 30 days from the date of this request , the Bllling Provider will be

Ineligible to participate in the Medicald Women's Health Bliling Progrem and

Madicald fee for service clalms may be pluced on payment hold;

il the Billing Provider has in the past or cumrently does any of the activities listed in Parta

of this Centification, the Billing Provider may be inefigible to receive Medicaid Women's

Health Program funds;

if HHSC has reason to believe that the Billing Provider is ineligible to receive fuds under

the Medicald Women's Health Program, HHSC may place a payment hoid on Medicaid

fee-for-service claims made by the Billing Provider until HHSC can make afinal

determination regarding the Billing Provider's elighility;

#f HHSC determines that the Biling Provider is ineligible to recaive funds under the

Medicaid Woman's Health Program;

{8}  HHSC may recoup Medicaid Women's Health Billing Program funds paid on
claims incurved since the date the Billing Provider became ineligibla:

(B) HHSC may place a payment hold on all Medicaid fee-for-service claims
submitted by the Billing Provider; and

(C) the Billing Provider will not be eligible again to participate in the Madicaid
Women's Health Program untii it ceases every activiy listed in Part a;

the &illing Provider must notify HHSC at least 30 days prior to implementing any of the

activities listed in Past a of this Centification; and if the 8illing Provider tails to do 50, HHSC

may place a payment hold on Medicaid fee-forservice claims made by the Billing

Provider; and .

any talce statement or misrepresentation that | knowingly make on this Medicaid Women's

Healh Program Certification may constitte fraud or tampering with a government record

under the laws of Texas and the United States and may lead to my or my organization’s

exclusion from participation in the Medicaid program.

z(amm that the statements listed in Part 4 are tiue and correct.

Sigature /A : -, a ALo
T ,NL%QPA— M R20
we Y0 M. D PA

Date 13\’&" LO
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MEDICAID WOMEN'S HEALTH PROGRAM CERTIFICATION

Texas Medicaid & Healthcare Partnership
ATTN: Provider Enroliment
PO Box 200795
Austin, TX 78720-0795

This Certification pertains to the following provider:

Provider Name BASCO , MICHAEL

Federal Tax ID Number

National Provider Identifier {NPT) Number 1467647776

The provider is a:

B
-

: billing provider;
- performing provider; or

i both.

The Provider's billing address is:
Street Address
Street Address
City/State/ Zip
Telephone Number

The provider's physical address is:

street Address 1903 Doctors Hospital Dr Ste 36

Street Address

city/state/zip Bridgeport, TX, 764262277
Telephone Number 9406830127

(If the provider has additional physical addresses, please list them on a separate page.)

My name is BASCO 7 MICHAEL .:amthe provider or, if the provider is not an individual or performing provider, I am the provider’'s . I am of sound mind, capable
of making this Certification, and personally acquainted with the facts stated here. If I am representing the provider, I am authorized to make this Certification on the provider’'s

behalf.

a. I affirm that the following statements are true and correct with respect to my or my organization’s participation in the Medicaid Women’s Health Program:

(1)
2)

The provider does not perform elective abortion® procedures.

The provider will not perform elective abortion procedures within the span of effective dates listed below.

provider Name BASCO r MICHAEL
NP Number 1467647776

(3}
(4)

(5)

(6€)

7)
@)

None of the funds the provider receives under the Medicaid Women’s Health Program are used to pay for or provide direct support for elective abortion procedures.

None of the funds the provider receives under the Medicaid Women’s Health Program will be used to pay for or provide direct support for elective abortion
procedures within the span of effective dates listed below.

None of the funds the provider receives under the Medicaid Women’s Health Program are used to pay costs associated with referring women for elective abortion
procedures.

None of the funds the provider receives under the Medicaid Women’s Health Program will be used to pay costs associated with referring women for elective abortion
procedures within the span of effective dates listed below.

The services for which the provider currently bills the Madicaid Women’s Health Program are authorized services under Human Resources Code section 32.0248(a).

The services for which the provider will bill the Medicaid Women's Health Program are authorized services under Human Resources Code section 32.0248(a).

b. In addition, I understand and acknowledge that:

&

(2)

(3)

4)

if the provider fails to complete and submit this Certification or to update the information and representations made in this Certification as required in paragraph b
{5) below, the provider will be ineligible to participate in the Medicaid Women’s Health Program;

if the provider has in the past or currently does any of the activities listed in Part a of this Certification, the provider may be ineligible to receive Medicaid Women’s
Health Program funds;

if HHSC has reason to believe that the provider is ineligible to receive funds under the Medicaid Women's Health Program, HHSC may place a payment hold on all
Medicaid fee-for-service claims made by the Billing provider until HHSC can make a final determination regarding the provider’s eligibility;

if HHSC determines that the provider is ineligible to receive funds under the Medicaid Women’s Health Program:

{A) HHSC may recoup Medicaid Women's Health Program funds paid on daims incurred since the date the provider became ineligible;

(&) HAASCmay place @ payment hold on all Medicaid fee-for-service claims submitted by the provider; and

{C} the provider wil
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{5) the provider must notify HHSC at least 3C days prior to implementing any of the activities list in Part a of this Certification; and if the provider fails to do so, HHSC
may place a payment hold on all Medicaid fee-for-service claims made by the provider; and

{6) any false statement or misrepresentation that I knowingly make on this Medicaid Women's Health Program Certification may constitute fraud or tampering with a
government record under the laws of Texas and the United States and may lead

Please check the following statement:
= Yes, I affirm that the statements listed in Part & are true and correct.

Effective Date of Certification 3/ 1/2011 through 12/ 31/2011

{The effective date of the Certification spans from the date of form completion through the end of the Certification year. Each provider must complete a new certification and mail it
to TMHP by the end of each calendar year.)

EM Terminate WHP Certification
Effective Date:

Signature

Printed Name

Title

wiyw tmhn com
Wiyt com

AL A
1 40 7 8 1 &8 77
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Provider Name:

10791397

Tuesday, March 01, 2011
1467647776

BASCO , MICHAEL

www.tmhp.com
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MEDICAID WOMEN'S HEALTH PROGRAM CERTIFICATION

To enable HHSC to ensure compliance with statutory requirements about the use of Medicaid Women'’s Health Program funds, each Medicaid enrolled provider that renders services
to Women's Health Program ciients must complete this Certification and return the completed Certification to:

Texas Medicaid & Healthcare Partnership
AYTN: Provider Enroliment
PO Box 200795
Austin, TX 78720-0795

This Certification pertains to the following provider:

Provider Name BASCO ’ MICHAEL
Federal Tax ID Number
National Provider Identifier (NP1) Number 1467647776

The provider is a:

£3" bitting provider;

1[3 performing provider; or

3 bown.

The Provider’s billing address is:
Street Address
Street Address
City/State/Zip
Telephone Number

The provider’s physical address Is:

street address 1903 Doctors Hospital Dr Ste 36

Street Address
city/state/zip Bridgeport, TX, 764262277
Telephone Number 94068301 27

(If the provider has additional physical addresses, please list them on a separate page.)

My name is BASCO 7 MICHAEL . I am the provider or, If the provider is not an individual or performing provider, I am the provider’s . [ am of sound mind, capable
of making this Certification, and personally acquainted with the facts stated here. If | am representing the provider, I am authorized to make this Certification on the provider’s

behaif.

a. I affirm that the following statements are true and correct with respect to my or my organization’s participation in the Medicaid Women’s Health Program:

(1)
(2)

The provider does not perform elective abortion?® procedures.

The provider will not perform elective abortion procedures within the span of effective dates listed below.

provider Name BASCO , MICHAEL

npt Number 1467647776

(3) None of the funds the provider receives under the Medicaild Women's Health Program are used to pay for or provide direct support for elective abortion procedures.

(4) None of the funds the provider receives under the Medicaid Women’s Health Program will be used to pay for or provide direct support for elective abortion
procedures within the span of effective dates listed below.

(5) None of the funds the provider receives under the Medicaid Women'’s Health Program are used to pay costs associated with referring women for elective abortion
procedures.

{6) None of the funds the provider receives under the Medicaid Women’s Health Program wili be used to pay costs associated with referring women for elective abortion
procedures within the span of effective dates listed below.

(7) The services for which the provider currently bills the Medicaid Women'’s Health Program are authorized services under Human Resources Code section 32.0248(a).

(8) The services for which the provider will bill the Medicaid Women’s Heaith Program are authorized services under Human Resources Code section 32.0248(a).

b. In addition, I understand and acknowledge that:

(1)

(2)

3)

(4)

if the provider fails to complete and submit th.s Certification or tc update the information and representations made in this Certification as required in paragraph b
(5) below, the provider will be ineligible to participate in the Medicaid Women’s Health Program;

if the provider has in the past or currently does any of the activities listed in Part a of this Certification, the provider may be ineligible to receive Medicaid Women's
Health Program funds;

if HHSC has reason to believe that the provider is ineligible to receive funds under the Medicaid Women's Health Program, HHSC may place a payment hold on all
Medicaid fee-for-service ciaims made by the Billing provider until HHSC can make a final determination regarding the provider’s ehigibility;

if HHSC determines that the provider is ineligible to receive funds under the Medicaid Women’s Health Program:
(A) HHSC may recoup Medicaid Women's Heaith Program funds paid on daims incurred since the date the provider became ineligible;
(B) HHSC may place a payment hold on ail Medicaid fee-for-service claims submitted by the provider; and

(C) the provider will not be eligibie again to participate in the Medicaid Women’s Heaith Program untii it ceases every activity listed in Part a;
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(5) the provider must notify HHSC at least 30 days prior to implementing any of the activities list in Part a of this Certification; and If the provider faiis to do so, HHSC
may place a payment hold on all Medicaid fee-for-service claims made by the provider; and

(6) any false statement or misrepresentation that 1 knowingly make on this Medicaid Women's Health Program Certification may constitute fraud or tampering with a
government record under the laws of Texas and the United States and may lead

Piease check the following statement:
Yes, I affirm that the statements listed in Part a are true and correct.

Effective Date of Certification 3/ 1/20 11 through 1 2/31/ 20 11

(The effective date of the Certification spans from the date of form completion through the end of the Certification year. Each provider must complete a new certification and mail it
to TMHP by the end of each calendar year.)

E]” Terminate WHP Certification
Effective Date:

Signature
Printed Name 4[\/(' 'Eb\-at(‘ A @Q'S e "‘"\b -
Title 4.14 l’\7 SeenCrnn, //S\JM'/

>

—
%)
o

[
<
-

www .tmhp.com

RO 0T AT R A
*1.07 91397~

312001 4:39:57 PM
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From: 02/23/2012 16:13 #016 P.001/003

Provider Enroliment
PO Box 200795
Austin, TX 78720-0795

Instructions for Completing the
Provider Information Change Form

Signatures

The provider’s signature is required on the Provider Information Change Form for any and all changes requested

* A signature by the authorized representative of a group or facility is acceptable for requested changes to group
or facility provider numbers.

Address

Performing providers (physicians performing services within a group) may not change accounting information.

For Texas Medicaid fee-for-service and the CSHCN Services Program, changes to the accounting or mailing
address require a copy of the W-9 form.

For Texas Medicaid fee-for-service, a change in ZIP Code requires copy of the Medicare letter for Ambulatory
Surgical Centers.

Tax ldentification Number (TIN)

* TIN changes for individual practitioner provider numbers can only be made by the individual to whom the
number is assigned.

Performing providers cannot change the TIN.

Provider Demographic Information

An online provider lookup (OPL) is available, which allows users such as Medicaid clients and providers to view

information about Medicaid-enrolled providers. To maintain the accuracy of your demographic information, please
visit the OPL at www.tmhp.com. Please review the existing information and add or modify any specific practice
limitations accordingly. This will allow clients more detailed information akout your practice.

General

TMHP must have either the nine-digit Texas Provider Identifier (TPI), or the National Provider identifier
(NPI)/Atypical Provider Identifier (API), primary taxonomy code, physical address, and benefit code (if applicabie)

in order to process the change. Forms will be returned if this information is not indicated on the Provider
Information Change Form.

* The W-9 form is required for alf name and TIN changes.
* Mail or fax the completed form to:

Texas Medicaid & Healthcare Partnership (TMHP)
Provider Enroliment

PO Box 200795

Austin, TX 78720-0795

Fax: 512-514-4214

Effective Date_01012009 Revised Date $1212010
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From:

-
Fon‘nwg

{Rev. October 2007)
Department of the Treasury

intarnal Revanue Ssrvice i

Request for Taxpayer
Identification Number and Cetrtification

02/23/2012 16:13 #016 P.002/003

Give form to the
requester. Do not
send to the IRS,

Name (as shown on your incorme tax return

MJ?L.::;_() A“u gﬂ'scca

Business name, If different from above

wy  Ph

2SS FMy S|

L W o S N
M )

te. and ZIP code
z:,K.u
P P

p23

Requester’s name and address (optional)

g Check appropriate box: [ individual/Sole proprietor [ Corporation | Partnership . Exaint
& i Limited lability company. Enter the tax classification (D=dlsregarded entity, C=corporation, P=partnership) » _._____ ] payes
& - Other (see instructions) | LEd

-E Adrirsre fmemb ot A Ar ol na

‘T

Q.

See Specific Instructions on page 2.

List account ~rsumber(s) here {optional)

B Taxpayer identification Number (TiN)

Enter your TIN In the appropriate box. The TIN provided must match the name given on Lins 1 to avoid
backup withholding. For individuals, this is your social security number (SSN). However, for a resident | :
alien, sole proprietor, or disregarded entity, see the Part 1 instructions on page 3. For other entities, it Is
your employer identification number (EIN). If you do not have a number, see How to get a TIN on page 3. or

Note. If the account is in more than one name, see the chart on page 4 for guidelines on whose

number to enter,

Soclal security number

1 i

Empioyer identification number

75 29/255 0

XA Certification

Under-penalties of perjury, | certify that:

1. The number shown on this form is my correct taxpayer ientification number (or 1 am waiting for a number to be issued to me), and

2. | am not subject to backup withholding because: (a) | am exempt from backup withholding, or (b) | have not been notified by the internal
Revenue Service (IRS) that | am subject to backup withholding as a resutt of a failure to report all interest or dividends, or (c) the IRS has

notified me that | am no longer subject to backup withholding, and
3. 1am a U.S. cltizen or other U.S. person {defined beiow).

Certification instructions. You must cross out tem 2 above f you have been notifled by the IRS that Yyou are currently subject to backup
withholding because you have failed to report alf interest and dividends on your tax return. For real estate transactions, item 2 does not apply.
For mortgage interest paid, acquisition or abandonment of secured property, cancellation of debt, contributions to an individual retirement
arrangement (IRA), and generally, payments other than interest and ?dends, you are not required to sign the Certification, but you must

provide your correct TIN. See the instructlo\ns on page 4. .

Sign

Signature of ,
Here

U.8. person

\4/\{&“/{ {%’d"—' MD Date P iyais’/‘?«oa‘(

General Instructions

Section references are to the Internal Revenue Code unless
otherwise noted

Purpose of Form

A person who is required to file an information returmn with the
IRS must abtain your correct taxpayer identification number (TiN)
to report, for exampie, income paid to YOu, real estate -
transactions, mortgage interest you paid, acquisition or
abandonment of secured propesty, canceltation of debt, or
contribytions you made to an IRA.

Use Form W-9 only if you are a U.S. person (including a
resident alien), to provide your correct TIN to the person
requesting it (the requester) and, when applicable, to:

1. Certify that the TIN you are giving is correct {or you are
waiting for a number to be issued),

2. Certify that you are not subject to backup withholding, or

3. Claim exernption: from backup withholding if you are a U.S.
exempt payee. If applicable, you are also certifying that as a
U.8. person, your allocable share of any partnership income from
a U.S. trade or business is not subject to the withholding tax on
forelgn partners’ share of effectively connected incoms.

Note, If a requester gives you a form other than Form W-8 to
request your TiN, you must use the requester's form If it is
substantially similar to this Form W-8.

Definition of a U.S. person. For federal tax purposes, you are
considered a U.S. person if you are:

& An individual who is a U.S. citizen or U.S. resident aiien,

® A partnership, corperation, company, or association created or
organized in the United States or under the laws of the Unjted
States,

® An estate {other than a foreign estate), or

® A domestic trust (as defined in Regutations section
301.7701-7).

Special rules for partnerships. Partnerships that conduct a
trade or business in the United States are generally required to
pay a withholding tax on any foreign partners’ share of income
from such business. Further, in certain cases where a Form W-9
has not been received, a partnership is required to presume that
a partner is a foreign person, and pay the withholding tax,
Therefore, if you are a U.S. person that is a partner in a
partnership conducting a trade or business in the United States,
provide Form W-0 to the partnership to establish your US,
status and avoid withholding on your share of partnership
income.

The person who gives Form W-9 to the partnership for
purposes of establishing its U.S. status and avoiding withholding
on fts allocable share of net income from the partnership
conducting a trade or business in the United States is in the
following cases:

® The U.S. owner of a disregarded entity and not the entity,

Cat, No. 10231X Form

=
w0
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iy @002/002
02/23/2012 17:47 FaX
Fro: 02/23/2012 15:15 #014 P.002/002

Provider Information Change Form
Texas Medleald faafor-service, Chlldren with Special Heajth Care Needs (CSHCN) Servives Program, and Primary Care Case Management |
(PCCM) providers can compiete and submit this form tg updata their provider anrolima

™ #la. Print or type ail of the Infarmation on this
form. Mall or fax the compieiad forn ang any additional documentation 10 the addregs at the bomgen of the page.
Chack the box to indicate PCCM Proviger

[osta: A/ 33 (L
Nine-Qlght Texes Pravider identifier (TP { 455 5‘_5"’ Provider Name:; ATy

Natlonal Provider Identifiar {NPI): ' lj 8 3! d aals) Qb Primary Texonomy Code QQQ U mx

Atyplenl Provider identifier (API): Renefit Coda:
List sy addtional TPs that Use tha same provider infermation: -

o

[ TR 1S ol e, v i TRl TPI:
TPI: I TP
TPi: TPI: TPl

Physlcal Addrass—The phyaical nddress cannet ba s PO Box. Ambulatory Surgical Cemturs enrolled with Traditiona| Medicaia who
shange thelr 2IP Code must submit o co of the Medicare letter ISIE with this form.

Street address SIS Sty Y8} CW!MIE o County L . we_ Sta%ly 21 Code !ﬁ'ﬂ v
Telephone: (E%} é: g,’@éé: Fax Number; gﬂz 1N 40 9§ Ermnali:

Accounting/Malling Addrang=ai| previders who make changes tg the AuuuunﬂnyMa'{ung addresy must submit a copy of the Wa
along with this form,

8 Form

Street Address ~

- __ I, State Mg&&!n Catle
Telephone: E Qﬁl ‘Ea: ]':!*a| (o Fax Numbers | | Emall:
Secondary Address
Street Address Clty Stete Zip Coda
Telephone! Fax Number: | } ] Email:

Yype of Change (cheok the pprapriate box)
13- Change of physical address, talephons, 8nd/or fax frber

oS ITIERONR, BRG S

Rl-Thange of Bliiing/melling address, telephone, and/or fax numbar
O | Change/acd secondary address, telephons, and/or fax number

O | Change of provider status (2.8., termination from plan, maved out of sree, apsciailst) Explaln in the Com

1ments flald
id | Other {e.g., pane! cies ing, capacity changes, and age acceptance)
Commatts;
Jax information-—Tax ldentification (ID Numbar and Nama for the internal Revenie Seivice IRS)
Tax D number: | Qs 2. oEftective Dats: {2) . | S~'jf
Exact name reported to the IRS for this Tax 10: 1 Y KA g:ﬂ, ad “F l% N
Provider Demographic information—Nate: This Information can be uptated on www.tmhp,com.
Languages Spoken other than English:
Provider vffice hours by Iocation:
Accepting tew cllents by program (chack one) Accepting new ellents 0 Current clients only [ No @~
Patlent age range accepted by provider: Additional services affansg (cheek ona): Miv LT High Riskoa O
Hearing Services for Children g2

Farticipation in the Woman's Health Progrargg Yes & Ne D | Patient gender limitations: Femala O~ Male O Both [

A\ e v ]

Texas Medicaid & Hedltheare Partnership (TMHP) Fax: 512.514-4214

Effective Date_01012008/Revised Date_ 01212010
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Michae_l A. BascoM.D,

17135, P 51 Sulte 20

: {713 5. P 5 Suite 201
Decatur, Terds TE234

. Phone: (940) G26-3T48 Faxl (940) 6L7-4700
i E-dafl: michaelbascofmedcaie. com

fax

Date; d.l . 9—@'—"0 9
Send To: .—{’?M Y D

Attention:

Office Location:

Fram: K VI'."‘&..,

Office Location:

Fhone Number: bf 2514 ;_Iﬂ (4

Total Pages Including Cover:

Urgent [ ]  Reply AsaP [] Please Comment [ | Please Review [ | For Your Information ]

i
| Comments:

T Ow NP1 Hw lL‘h"r(‘._d.‘zfmg,

MLJL %wd-atdldin
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(HED)APR 22 2009 10:07/5T.10:04/No. TS168088033 P 2

FROM

TSI

CENTERS FOR MEDICARE & MEDICAID SERVICES

_ CLINICAL LABORATORY: AMENDMENTS
“ ’ CERTIFICATE %ﬂﬁhﬁmﬁhw {PERFO. Eﬁgmwuhaﬁmﬁrﬂﬁ
. B0
| ..r =y
i HEEGN@ZE% ADDRESS ,,...",__“ & CLIA [ NUMBER
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MICHAEL A. BASCO

1713 S FM 51 STE 201

DECATUR, TX 76234

PH: 940-626-3746 FAX 940-627-4709
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The PHI contained in this fax/email is Highly Confidential. It is intended for the exclusive use of
the addresses. It is to be used only to aid in providing specific healthcare services to this patient.
Any other use is a violation of Federal Law and will ba reportad as such,
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‘ ‘ TEXAS MEDICAID & HEALTHCARE PARTNERSHIP
TMHP A STATE MEDICAID CONTRACTOR

P O Box 200755
Austin, TX T&T20-0795
Fax 1-512-514-42114

July 8, 2011

MICHAEL A BASCO

1503 DOCTORS HOSPITAL DR STE 36
BRIDGEPORT, TX 76426-2277

NPl 1467647776
._.:_-—:-7

Dear MICHAEL A BASCO

The Texas Medicaid & Healthcare Partmership (TMHP) Provider Enrollment Department has
reviewed your provider profile and our records indicate that your professional license
number will expire on 08-31-2011.

To keep your record up to date and your transcations from being denied, vou must provide your now
license information to TMHP within 60 days from the datc of this ietter. The Texas Health and
Human Services Commission (HHSC) has directed TMHP 1o place a payment denial code on
providers who do not have a current professional license on file with TMHP. When a payment denial
code is placed on your provider identifier, it results in the denial of your claims until the payment
denial code is removed.

To have the payment denial code removed, please provide TMHP with a legible copy of your now
license, along with your Texas Provider Identifier. Send this information to the following address or
fax to 1-512-514-42]4:

Texas Medicaid & Healtheare Partnership
Attn: Provider Enrollment Department
PO Box 200795
Austin, TX 78720-0795

Thank you for your continued participation in Texas State Health-Care Programs. If you have any
questions or nced assistance, please call the TMHP Contact Center at 1-800-925-9126 or the
TMHFP-CSHCN Scrvices Program Contact Center at 1-800-568-2413,

TRE2ZL rev 32000 Wy iphp com
Poge 1 af 1

1
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NHIC

Blmifv ol Hasibama lonsissaman M™ammaan

National Heritage Insurance Company

12545 Riata Vista Gircle
Austin, Texas 78727
(512) 514-3000

An EDS Company

Date: 12/19/2001
MICHAEL A BASCO MD
1600 W COLLEGE STREET STE LL30
GRAPEVINE TX 76051

Thank vou for your participation in the Texas Medicaid program. Your documentation
regarding CLIA is being retumed to you for the additional information listed below.
Please return the requested information to the Provider Enrollment Department at the
address listed above or fax your response to (512) 514-4214.

Please submit:

(<] Nine digit TPI number(s)

[[] CLIA centificates are processed through the Medicaid group provider number

] Copy of current CLIA certificate

(] Legible copy of CLIA certificate

[C] Submit the CLIA certificate from HCFA (Health Care Financing Administration)

(] CLIA certificate or HCFA verification must have name, address, type of CLIA,
effective date and expiration date.

] Address on CLIA certificate does not match NHIC provider files. Please submit a
copy of the notification letter from HCF A regarding address change or correct the
address with NHIC.

[] Other:

If you have any questions please call Customer Service at (800)-923-9126.

Enclosu:ms
REGEWED
FEB 01 2002

PROVIDERENROLLMEN
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Heritage Women's Center
I'e. Michael A. Basco & Dr. Edwand D). Clark
Cynevolagy* Inferetility* Obstotrics
1 Heritage Are, Ste. 102
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01/28/2002 00:08 FAX

DEPARTMENT OF HEALTH & HUMAN SERVICES

Health Care Financing Administration

EE""
e-n_...__u E_nmrmr}gmncﬂu OH..FEE&WUSSRH*
Mallimg Addrddress: 1600 WEST COLLEGE STREET SUITE LL30 .

GRAPEVINE TX 76051 n_vrnl!.
Effective Date:  Septesmber 01, 2000

Laboratory Dy Director: MICHAEL A BASCO
Expiration Defe: August 31, 2002

Physical Locawcation: 1600 WEST COLLEGE STREET SUITE LL30
GRAPEVINE TX 76051

CLIA LABORATORY CERTIFICATE FOR .
PROVIDER-PERFORMED MICROSCOPY PROCEDURES

T__.EE_- to SectSection 353 of the Public Health Service Act (42 U.S.C, 263a) as revised by the Clinical Labaratory Improvement Amendments {CLIA), the
above named latl laboratory located at the address shown hereon (and other approved locations) may accept human specimens for the purposes of performing
those laboratorytory procedures that have been specified as provider-performed microscopy procedures and, if applicable, examinations or __BE_"_E.E that have
been approved aced as waived tests by the Diepartment of Health and Human ‘Services, _

This certificate Bte is subject to revocation, suspension, limitation, or other sanctions for violation of the Act ot the regulations Eaﬁ__w!.._nn thereunder.

s ot

Judith A. Yost, Director

Division of Laboratories and Acuie Care .mn_..__ﬁm
Survey and Certification Group

Center for Medicaid and State Operations
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NHIC

National Heritage Insurance Company

MNational Heritage Insurance Company

12545 Riata Vista Circle
Austin, Texas 78727
(512) 514-3000

An EDS Company

Date:01/25/2002

MICHAEL A BASCO MD
1600 W COLLEGE STREET STE LL30
GRAPEVINE TX 76051

Thank vou for your participation in the Texas Medicaid program. Your documentation
regarding CLIA 15 being returned to you for the additional information listed below.
Please return the requested information to the Provider Enrollment Department at the
address listed above or fax vour response to (5312) 514-4214.

Please submit:

Nine digit TPT number(s)

CLIA certificates are processed through the Medicaid group provider number
Copy of current CLIA certificate

Legible copy of CLIA certificate

Submit the CLIA certificate from HCFA (Health Care Financing Administration)

CLIA certificate or HCF A verification must have name, address, type of CLIA,
effective date and expiration date.

O O0OoO000O0.

Address on CLIA certificate does not match NHIC provider files. Please submit a
copy of the notification letter from HCF A regarding address change or correct the
address with NHIC.

[] Other:

If you have any questions please call Customer Service at (8007-925-9126,

Enclosures
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Heritage Women's Center
Dr. Michael A. Basco & Dr. Cdward D. Clark
Guynecolagy” Infertility* Obstetrics
4100 Heritage Are., Ste. 102
Fnz;unlrr T 76051

- arsr aatd =L WA . Ftd =y 14 ety

rrﬂfltillﬂ' Tv 76051
Cffiee: 48171 V15-0906  Tun: (5170 315-31

facsimile transmittal

M&QAEM“D s2-5U Ny
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CC:

Eurgfut 7 For Revieie T Please Conmmuent 7 Please RIT'-'I_I}' O Please Rl"t.'!j'-l.'ll:'

Thank you,

MICHAEL A. BASCO M.D.
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12/14/2001 03:37 FAX

DEPARTMENT OF HRALTH & HUMAN SERVICES
Health Care Financing Administration

Eoﬁmr}m}mnazu nr_bguﬁuﬁaﬁum
1600 WEST COLLEGE STREET SUITE LL30 y

GRAPEVINE TX 76051
Effective Date:  Septemnber 01, 2000 e

Expiration Date: August 31, 2002

MICHAEL A BASCO

1600 WEST COLLEGE STREET SUITE LL30
GRAPEVINE TX 76051

CLIA LABORATORY CERTIFICATE FOR :
PROVIDER-PERFORMED MICROSCOPY PROCEDURES

Pursuant to SectSection 353 of the Public Health Service Act (42 U.S.C, 263a) as revised by the Clinical Laboratory Improvement Amendments (CLIA), the
above named laH laboratory located at the address shown hereon (and other approved locations) may accept human specirmens for the purposes of performing
those laboratorylory procedures that have been specified as provider-performed microscopy procedures and, if applicable, examinations or procedures that have
been approved aed as waived tests by the Diepartment of Health and Human Services, s

This certificate iate is subject to revocation, suspension, limitation, or other sanctions for violation of the Act ot the regulations promulgated thereunder.

o e

Judith A. Yost, Director :
Division of Laboratories and Acute Care Services
Survey and Certification Group

Center for Medicaid snd State Operations

e |
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NHIC

National Heritage Insurance Company

MNational Heritage Insurance Company
12545 Riata Vista Circle

Austin, Texas 78727
(512) 514-3000

An EDS Company

Date:12/192001
MICHAEL A BASCO MD
1600 W COLLEGE STREET STE LL30
GRAPEVINE TX 76051

Thank vou for vour participation in the Texas Medicaid program. Your documentation
regarding CLIA 1s being returned to you for the additional information listed below,
Please return the requested information to the Provider Enrollment Department at the
address listed above or fax vour response to (512) 514-4214.

Please submit:

Nine digit TPI number(s)

CLIA certificates are processed through the Medicaid group provider number

Copy of current CLIA certificate

Legible copy of CLIA certificate

Submit the CLIA certificate from HCFA (Health Care Financing Administration)

CLIA certificate or HCFA verification must have name, address, type of CLIA,
effective date and expiration date.

O 00000

Address on CLIA certificate does not match NHIC provider files. Please submit a
copy of the notification letter from HCFA regarding address change or correct the
address with NHIC.

[] Other:

If you have any questions please call Customer Service at (800)-925-9126.

Enclosures
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National Heritage Insurance Company -
12545 Riata Vista Circle

" Austin! Texas TB727

(612)$143000
An EDS Company
? . . - ..
L .. Date:03/19/01 -
MICHAEL A BASCO MD

4100 HERTAGE AVE STE 102
GRAPEVINE, TX 76051 : . W

The NHIC Provider Enrollment Department has received a request to update your file; we are
unable to process it because of the following reason(s).

- [0 We are unable to locate the name you have given us in our files.

[] Information provided does not match the information in our files.

- [ We must have the provider’s signature, The signature of an authorized representative
{excluding providers) is required if you are a group or facility.

[ IRS W9 Form is required to change accounting name and/or Tax 1.D. number select
only one Tax LD. number).

[[]. We must have your nine digit (alpha, numeric) Texas Medicaid provider number to
process your request. If you have more than one Medicaid provider number,
please include all of the numbers applicable to this request.

] Please submit the certificate that is titled, Certification of Mammography Systems,
administered through the Bureau of Radiation Control.

[] Other:

Please provide all the required information and return it to the Provider Enrollment Department.
NHIC’s Telephone Inquiry Unit at 1-800-925-9126 if you have any questions.

‘r'c:-uﬂmay contact
Tharik you for your continued participation in the Texas Medicaid Program.

LB SyDrs

Received
MAR 3 0 2001
Previcer Enrelimert

Enclosures
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Request for Taxpayer

Identification Number and Certification. ..

*

- Give form to the
requester. Do NOT
send to the IRS.

[ s
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5 . Requesters name and address {oplional) r';,-

: /o2 PR Y

repevine  Ox ?éoﬁ‘? R

Tdxpayer Identification Number (TIN) List account numberfs) here (optiona!)

Enter your TIN in the appropriate box. For . -

_individuals, this is your social security number Soclal security number -

'(SSN). For sole proprietors, see the instructions Sisad3151 0310

on page 2. For other entities, it is your employer

identification number (EIN). If you do not have a OR For Payees Exempt From Backup

number, sae How To Get a TIN below. S ifmﬁwpaﬂll _

Note: If the account is in more than one name, Employs MeTERcuan R : SRy

mmmmmszmmm m;i;f_m

number to enter. | o

IEI]]I Certification .

Under penalties of perury, 1 certify that:

1. mmmmmmEWWWWWIHIWMHAWMMWMMLN

2 | am not subject to backup withholding
Revenue Service that | em subject to baclkap

because: {g) | em exempt from

nuu'ullmmh\gwnqmwbﬂpm

mm—vwmwmmzmummmwwmmmmmm

baciap withholding, or (b] | have not been notified by the Intemal
Muamﬁduﬂhﬂhr&pﬂtﬂﬁuﬁmﬂﬂﬁmﬂ;uﬁhﬁlﬂmﬂﬁm

mmumm

withholding because of undemeporting interest or dividends on your tax retum. For real estate transactions, Bem 2 does not apply. For morigage
interest paid, the acquistion or ebandonment of secured property, cancellation of debt, contributions to an individuzl retirement amangément .

(IRA), and generally payments other nmu-nd mmmmmwhmmmmmﬁnmm

TIM. (Also sae Part [0 Instructions on

Hen WA, M%ew/ /o

Here sagmmr pate > S8/ 200/

Section referances gre to the Internal mnmmmmmmmms mmwmmw

Revenue Code. i &MWMI after 1883 onhy, or -

Purpose of Form.—A person who ks could backup §. You do not certify your TIN. See the
*  -required to file &n information retumn with Mllwmmm Part lll Instructions for axceptions.

the IRS must get your comect TIN to report befor muw Cerizin payves and payments are

. income paid 10 you rea sste e g i C oot s ossep

transactons. mortgage interest you paid, S8 PSS 0 NG IO L Soo e Partl

property, cancellation of debt, or subject to backup withholding. m‘ﬁm%_l e

contributions you made to an IRA Use

you are giving Is commect (or you are waiting
for a number to be ssued), (2) to certify
you are not subject.to backup withholding,
or (3) to clalm exemption from backup
. withholding if you are an exempt payee.
Giving your comect.TIN and making the
appropriate certificalions will prevent
certain payments from being subject 1o
backup withholding. .
Note: if & requester gives you a fom umer
than a W-9 to roquest your TIN, you must
use the requesier’s form if it is substantially
simbiar to thiz Form W-4.

What Is Backup Withholding?—Persons

making certain payments to you must
withheld and pay to the IRS 31% of such
- y -

if you give the requester your comect
TIN, make the proper certifications, and

‘report all your taxable Inlerest and

dividends on your tax retumn, your
payments will not be subject to backup
withholding. Payments you recelve will be
subject to backup withholding i

1. You do not fumish your TIN to the
requester, or

2. The IRS tells the requester that you
fumished an incomect TIN, or

3. The IRS tells you that you are subject
to backup withholding because you did not
report 2 your interest and dividends on -
your tax retumn (for reportable interest and
dividends only), o )

4. You do not certify to the requester
thal you are nol subject to backup
withholding under 3 above (for reportable

How To Get a TIN—If you do not have &
TN, apply for oné immediately. To apply,

Tl

Cat Mo 10231

Form W-9 mov. 3-54)
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National Heritage Insurance Company May 1, 2001

12545 Riata Vista Circla
Austin, Texas TB727

An EDS Company

BASCO, MICHAEL A. MD
803 W LAMPASAS .
ENNIS, TX 75119

L8 B £ C LI T B RS I EAS N3

|

*IMPORTANT NOTICE*
NEW MEDICAID NUMBERS
ENCLOSED

Listed below are all of your current Medicaid provider numbers that exist in the Medicaid
system today, Celumn 1 lists the inactive and active numbers in the system for clams
payment and history. Column 2 is the new 7-character Texas Provider Identifier (TPI)
base that has been assigned to you as your unique provider identifier. Column 3 is the 2-
character TPI suffix that has been assigned to your base

The 9-character TP1 (7-character base + 2-character suffix) replaces your current 9-

character Medicaid provider number. TPIs were issued from the provider verification of
groupings mailed to your accounting address on file in May 1999

r
| Please contact Customer Service with anyquestions ai 800-925-9126 ,Option _i#.

__Please note that you should continue to . use the current Medicaid numbers in Column 1

- A, T —r -

for claims submission until August 3, 2001. On August 6, 2001 you should begin to use

your new TPI for claims submission. You should use the 9-character TPI (7-character
base + 2-character suffix) to bill claims filed on and after August 6, 2001 and replaces
your current numbers.

i

—

| The state will allow a 6-month transition period for you to bill with your old
provider numbers, however, as of August 6. 2001 all outgoing correspondence

| including Remittance & Status reports will be using the TP number only.

Therefore, vou are encouraged to convert your systems prior to August 6, 2001.

|
|
|

*Please keep this information for your records*
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Texas Fm?dr:r Identifier (TPI) |

|
. |
o 9-characters !
[ Calumn 1 el - Avparavidis " = !
. Column 1 Column 2 |  Column 3 '
Provider #, valid until | New 7-character base | New 2-character | '
08/03/01 pmvider #, valid on suffix provider
08/06/01 #, valid on
- 058/06/01 ]
EPSD31655 ' 1364358 08 :
POBEG4412 1364358 01 |
FCCEZ004%9 [ 1364358 0s !
FOOOQHT8VE 1364358 o7 I
P0OBB18317 1364358 (o] i
P087G3952 1364358 04 i
PO0OD94Z2 1364358 03 |
FPOBOF1976 1364358 02 ! |
~ P0B9G3324 | 1364358 05 . . N

If you have any questions regarding your TPI numbers, or billing questions, please call
Customer Service at $00-925-9126, Option 1%,

*Please keep this information for your rgcnfds* _ ]
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NHIC

National Heritage Insurance Company

12545 Riata Vista Circle
Austin, Texas TBT2T

An EDS Company

B

BASCO/MICHAEL A. MD

FFERSON
IE, TX 75165

*IMPORTANT NOTI(
NEW MEDICAID NUMBERS .
ENCLOSED

Listed below are all of your current Medicaid provider numbers that exist in the Medicaid
system today. Colummn I lists the inactive and active numbers in the system for claims
payment and history. Column 2 is the new 7-character Texas Provider Identifier (TP1)
base that has been assigned to you as your unique provider identifier. Column 3 is the 2-
character TPI suffix that has been assigned to your base.

The 9-character TPI (7-character base + 2-character suffix) replaces your current 9-
character Medicaid provider number. TPIs were issued from the provider verification of
groupings mailed to your accounting address on file in May 1999

| Please contact Customer Service with anyquestions at 800-925-9126,0pti

Please note that you should continue to use the current Medicaid numbers in Column 1
for claims submission until August 3, 2001, On August 6, 2001 you should begin to use
your new TPI for claims submission. You should use the 9-character TPI (7-character
base + 2-character suffix) to bill claims filed on and after August 6, 2001 and replaces

your current numbers.

The state will allow a 6-month transition period for you to bill with your old
provider numbers, however, as of August 6, 2001 all outgoing correspondence

including Remittance & Status reports will be using the TPI number only,

"

= s

UM I T Ll N b

S : —

i
|

| Therefore, you are encouraged to convert your systems prior to August 6, 2001. |

]

*Please keep this information for your records* __]
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ORA L

Texas Provider Identifier (TPI) l
_ 9-characters
|  Cabume 1 et Aonaravidiy 7t =
Column 1 Column 2 Column 3
Provider #, valid until New 7-character base | New 2-character
I 08/03/01 provider #, valid on suffix provider
08/06/01 #, valid on
| 08/06/01
EPSD31655 1364358 08
POB5G4412 1364358 01
PCCE20049 1364358 09 -
POOOHT7BVS 4 1364358 a7 PR
‘POB8B1831T 1364358 OE/ )
POB7G3052 1364358 04
POOODS4Z2 1364358 .03
POBOF1976 1364358 s 02
P089G3324 1364358 o 05

If you have any questions regarding your TPl numbers, or billing questions, please call

Customer Service at 800-925-9126, Option 14,

b e e e s

|
!
|

*Please keep this information for your records*
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NHIC

National Heritage Insurance Company May 1, 2001

12545 Riata Vista Circle
Austin, Texas 78727

o LT et B Y ] I L B A BR LTINS P

An EDS Company

BASCO, MICHAEL A. MD
800 8TH AVE #6106
FORT WORTH, TX 76104

* IMPORTANT NOTICE” ]
NEW MEDICAID NUMBERS
ENCLOSED

Listed below are all of your current Medicaid provider numbers that exist in the Medicaid
system today. Celumn I lists the inactive and active numbers in the system for claims
payment and history. Column 2 is the new 7-character Texas Provider Identifier (TPI)
base that has been assigned to you as your unique provider identifier. Column 3 is the 2-
character TPI suffix that has been assigned to your base

The 9-character TP (7-character base + 2-character suffix) replaces your current 9
character Medicaid provider number. TPls were issued from the provider verification of
groupings mailed to your accounting address on file in May 1999,

| Please contact Customer Service with anyquestions at 800-925-9126,0Option i#.i

___Please note that you should continue to use the current Medicaid numbers in Column 1

™ ™ for claims submission until August 3, 2001. On August 6, 2001 you should begin to use

your new TP1 for claims submission. You should use the 9-character TPI {7-character
base + 2-character suffix) to bill claims filed on and afier August 6, 2001 and replaces
your current numbers

The state will allow a 6-month transition period for you to bill with your old

‘ provider numbers, however, as of August 6, 2001 all outgoing correspondence

| including Remittance & Status reports will be using the TPl number only.
Therefore, vou are encouraged to convert your systems prior to August 6, 2001.

IF__ _¢p_£as.; keep t]{is_i@@m@r your records*
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Texas Provider Identiﬁr:r [TPij | ;
9-characters !

— | )

| Maliwan 1 el Avavidrs C = 1 I
[ Column 1 _ Column 2 |  Column 3 :r
Provider #, valid until New 7-character base | New 2-character Ir
08/03/01 provider #, valid on | suffix provider \

08/06/01 #, valid on :i

L 08/06/01 i
EPSD31655 - 1364358 08 ;
P0OB5G4412 1364358 01 f
PCCE20049 1364358 0% i
POOOHT8BVE . 1364358 07 i
P0OB818317 1364358 06 !
P087G3952 1364358 04 ;
PO0O0OD94Z2 1364358 03 i

3 POBOF1976 1364358 02 }
POB9G3324 1364358 . 05 '

If you have any questions regarding your TPl numbers, or billing questions, please call
Customer Service at 800-925-9126, Option 14,

| *Please keep this information for your records*
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NHIC

i ) Mawv 1 2001

National Heritage Insurance Company May 1, 2001

12545 Riala Vista Circle
Austin, Texas 78727

An EDS Company

BASCO, MICHAEL A. MD
1305 AIRPORT FRWY STE 220

BEDFORD, TX 76021

*IMPORTANT NOTICE*
NEW MEDICAID NUMBERS
ENCLOSED

Listed below are all of your current Medicaid provider numbers that exist in the Medicaid
system today. Column I lists the inactive and active numbers in the system for claims
payment and history. Celumn 2 is the new 7-character Texas Provider ldentifier (TPI)
base that has been assigned to you as your unique provider identifier. Column 3 is the 2-
character TPI suffix that has been assigned to your base.

The O-character TP1 (7-character base + 2-character suffix) replaces your current 9-

character Medicaid provider number. TPIs were issued from the provider verification of
groupings mailed to your accounting address on file in May 1999,

|
|

A Bk L Y L e 1 B CTICTIR D

| Please contact Customer Service with anyquestions ai 800-925-9126.0pti

_ Please note that you should continue to use the current Medicaid numbers in Column 1

™ Tor claims submission until August 3, 2001, On August 6, 2001 you should begintouse
your new TP1 for claims submission. You should use the 9-character TPI (7-character
base + 2-character suffix) to bill claims filed on and afier August 6, 2001 and replaces
your current numbers.

L |
| The state will allow a 6-month transition period for you to bill with your old |
provider numbers, however, as of August 6. 2001 all outgoing correspondence

| including Remittance & Status reports will be using the TPI number only.
| Therefore, you are encouraged to convert your systems prior to August 6, 2001.

*Please keep this information for your records* ]
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Texas Provider Identifier (TPI)

-

- - _ 9-characters |
l__ Calumn 1 ) Ut Apaaners. 7 -
Column1 Column2 ) Column 3
Provider #, valid until | New 7-character base | New 2-character
08/03/01 provider #, valid on | suffix provider
08/06/01 #, valid on
| 08/06/01
EPSD316&55 1364358 0B
FPOBEG4412 1364358 01
BCCEZ200449 1364358 08
POOOHTBVE 1364358 o7
FOBE1E317 1364358 06
POBTG3G5R2 1364358 04
POOODGS4Z2 1384358 03
POBOF1976 1364358 02
_ FGEQG%EE_Q__ _ 05

1364358

If you have any questions regarding your TPI numbers, or billing questions, please call
Customer Service at 800-925-9126, Option 14,

-

*Please keep this information for your records*

]
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NHIC

[ Aamnanyg RA=awv 4 2ANA 2
National Heritage Insurance Company May 1, 2001 4
12545 Riata Vista Circle {0
Austin, Texas TBTZT ﬂu
An EDS Company %:
4
BASCO, MICHAEL A. MD 3_
1800 N GRAVES ST E
MCKINNEY, TX 75069 f
a
d
|
B
*IMPORTANT NOTICE® 4
NEW MEDICAID NUMBERS
ENCLOSED

Listed below are all of your current Medicaid provider numbers that exist in the Médicaid
system today. Celumn 1 lists the inactive and active numbers in the system for claims
payment and history. Celumn 2 is the new 7-character Texas Provider Identifier (TP1}
base that has been assigned to you as your unique provider identifier. Colwmn 315 the 2-
character TPI suffix that has been assigned to your base.

The 9-character TP (7-character base + 2-character suffix) replaces your current 9-
character Medicaid provider number. TPIs were issued from the provider verification of
groupings mailed to your accounting address on file in May 1999

.

| Please contact Customer Service with anyquestions at 800-925-9126 ,0ption i#.i

for claims submission until August 3, 2001, On August 6, 2001 you should begin to use S
your new TPI for claims submission. You should use the 9-character TPI (7-character

base + 2-character suffix) to bill claims filed on and after August 6, 2001 and replaces

your current numbers.

Please note that you should continue to use the current Medicaid numbers in Column 1

| The state will allow a 6-month transition period for you to bill with your old |
provider numbers, however, as of August 6, 2001 _all outgoing correspondence
| including Remittance & Status reports will be using the TPI number only, ‘

Therefore, you are encouraged to convert your systems prior to August 6, 2001. |

[ | *Please keep this information for your records®
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E

|

Texas Provider Identifier (TPI) ] -l

9-characters j f

| el 1 e '2"1".-11.:"_.“!!3 - !
Column 1 ) _ Column 2 ~_ Column 3 1 ;
Provider #, valid until New 7-character base | New 2-character | !
08/03/01 provider #, valid on suffix provider '

! 08/06/01 #, valid on 5.
~ 08/06/01 :

' |
EPSD31655 1364358 o8 J
PO85G4412 1364358 01 [

i PCCE20049 1364358 0% | i
[ POOOH7BVE 1364358 o7 !
POBRB18317 1364358 06 |
POB7G3952 1364358 04 |
POOODO4Z2 1364358 03 }
POBOF1976 1364358 0z i
P0B9G3324 o . 1364358 ) 05 !

!

|

.r..___,_____._ S S——
1

If you have any questions regarding your TPI numbers, or billing questions, please call
Customer Service at $00-925-9126, Option 14.

*Please keep this information for your records* ) I :
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National Heritage Insurance Company May 1, 2001

12545 Riata Vista Circle
Austin, Texas TBT27

An EDS Company

BASCO, MICHAEL A. MD
1800 N GRAVES ST
MCKINNEY, TX 75069

*IMPORTANT NOTICE"
NEW MEDICAID NUMBERS
ENCLOSED

Listed below are all of your current Medicaid provider numbers that exist in the Medicaid
system today. Celwmn I lists the inactive and active numbers in the system for claims
payment and history. Column 2 is the new 7-character Texas Provider Identifier (TPI)
base that has been assigned to you as your unique provider identifier. Column 3 is the 2-
character TPI suffix that has been assigned to your base.

The 9-character TPI (7-character base + 2-character suffix) replaces your current 9-

character Medicaid provider number. TPIs were issued from the provider verification of
groupings mailed to your accounting address on file in May 1999,

I . __ . - - f o s s om m
| Please contact Customer Service with anyquestions at 800-925-9126 .Option 1#. |

_Please note that you should continue to use the current Medicaid numbers in Colunn 1

“for claims submission until August 3, 2001, On August 6, 2001 you should begin to use
your new TP1 for claims submission. You should use the 9-character TP1 (7-character
base + 2-character suffix) to bill claims filed on and after August 6, 2001 and replaces
your current numbers.

The state will allow a 6-month transition period for you to bill with your old
provider numbers, however, as of August 6, 2001 all outgoing correspondence ‘

| including Remittance & Status reports will be using the TPl number only.
Therefore, you are encouraged to convert your systems prior to August 6, 2001, I

r *Please keep this information for your records®

L L S R IR A

L pa bt
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i Tcm-s Provider Identificr (TPI)
9-characters

Maliscase 1 P |

1.].

|
|
:
r

) - FAoparacws 7 _* |

| Column 1 | Column 2 § Column3 |
\ Provider #, valid until New T-character base | New 2-character | |
08/03/01 provider #, valid on | suffix provider | I
08/06/01 #, valid on |
08/06/01 | !
EPSD31655 1364358 o8B i
P0O85G4412 i 1354358 01 \
PCCE200409 1364358 0% '
POOOHTBVE ' 1364358 07 1
POBB18317 1364358 a8 i
PO87G3952 1364358 04 : ;
POOOD94E2 1364358 03 i i
POBOF1976 1364358 02 |

o _| _P089G3324 _.1364358 : 05 | -

i
I

If you have any questions regarding your TPI numbers, or billing questions, please call
Customer Service at 800-925-9126, Option 14,

[ s

| _ *Please keep this information for your recor.d_s‘ 5 r
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- National Heritage Insurance Company e Vo tiE
12545 Riata Vista Circle ' \ ' 1IE

Austin, Texas 18727 ‘ .
i1 2) 514-3000 ) ) {

M.EDEW |
’ ' "+ Daei 022201 1
MICHEAL A BRASCO MD T - .
4100 HERITAGE AVESTE 102 L L l
GRAPEVINE, TX 76057 S : ;

||

The NHIC Provider Enrollmeit Department has received a request 1o update your file; we are ' J

unable to process it because of the following reason(s). ) ./
[0 We are unable to locate the name you have given us in our files.
[ Information provided does not match the information in our files.

9 We must have the provider's signature, The signature of an authorized representative’
(excluding providers).is required if you are a group or facility. 4./~ f‘

IRS W9 Form is required o change accounting name and/or Tax 1.D. number select

ad

MAR 13 zoo1

Providar Enmalimone

».[X We must have your nine digit (a_lﬁha%, nuq;ericj Texas Medidaid provider number t
process your request. If you have more than one Medica provider numbersZ
please include all of the numbers applicable to this request.

eLEiV

R

] Please submit the centificate that is titled, Ccrtiﬁ::ation of Mammography Systems,
administered through the Bureau of Radiation Control..

O Other: . S . L
§ _ . .o =
Please provide all the required information and retum it to the Provider Enroliment Department.
_'You may contact NHIC's Telephone Inquiry Unit.at 1-800-925-9126 if you have any questions.
Thank you for your continued participation in the Texas Medicaid Program. ' :

.Enclosures

14

Recenred.
Pmt*fcfarEnrchﬂni
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National Heritage Insurance Company

i _:,,l

12545 Riata Visia Circle | .
Austin, Texas 78727 i .:
[512) 514-3000 ! il
An EDS Company : Elf.
i ek
: : Date: 0222/01 v 2\
MICHEAL A BRASCO MD C = 1 =
4100 HERITAGE AVE STE 102 .. Tt
GRAPEVINE, TX 76057 1 \
The NHIC Provider Edroliment Department has received a request (o update your file; we are k . J
unable to process it because of the following reason(s). - _ -

[} We are unable to Jocate the name you have given us in our files.

O Int'onnaﬁﬂfj_pm\rid;d does not match the information in. our ﬁlcs:.

R We must have the provider's signature. The signature of an authorized representative’ L

(excluding-providers).is required if you are a group or facility. W) -

j'g IRS WO Form is required to change accounling name andfor Tax LD, number select
/ =y’ i A
only one Tax 1.D. numher}.ﬁm }5{_ 7'8_Mé o

We must have your nine digit (a_l;ihﬁ, uuqicﬁc‘,i 'I;-:ﬁ_'ﬁ-ié_di daid grovider number tcg
process your request. If you bave more than one Medicaid/provider number’Z
please include all of the numbers applicable to this request. :

MAR 13 2001
P‘ i‘:’.‘*l"ﬁ;"‘.-:’ E 1; ,..lE'!T: :‘.I-I'u

D Please submit the centificate that is titled, Ccrliﬁcatiun of Mammography Systems,
administered through the Bureau of Radiation Control.,

] Other:

+ Please provide all the required information and return it to the Provider Enrollment Department.

]

You may contact NHIC's Telephone Inquiry Unit a1 1-800-925-9126 if you ‘have any questions.
Thank you for your continued participation in the Texas Medicaid Program. ' -

Enclosures

Y i
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