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FAX COVER SHEET

TO Texas Medicaid and Healthcare Partnership

COMPANY TMHP
FAXNUMBER 15125144214

FROM Virginia Smith
DATE 2011-11-15 12:23:53 C8T
RE Kintana #4337763

COVER MESSAGE
Hello,

Attached is the PIFl application for Dr. H. Brook Randal
per TET's Kintana #4337763 request on 11/06/2011.

If you have any gquestions, please contact me via telephone
at 1-888-737-9615, via fax at 1-888-724-3239 or via email
at virginia@wholewomanshealth.com

Thank you -
Virginia Smith

Credentialing Coordinator
Whole Woman's Health
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Kintana # 4337763
Intisale: TET  Drate: Movensber 8, 2011
Pear WHOLE WOMANS HEALTH OF AUSTIN LIC,

Thank yeu for your application te-snroll in the Toxas Mediesid Program. The autached forms.are being
setumed 1o ohtain additional informatian. To continee processing your apphication, we must receive the
requested information within 30 days of the dave of this letter.

If your application was submitted online through the TMHP Provider Ensollmont on the Pontat (FEP), you
can-subnsiy wpdates trough PER by choosig "View Existing Transactions”, selecting the portal tleker
wumiber of the. ag;phcama you wish io update, and slicking "Edit". Afler muking the necessary revisions,
subsmit the application by asvigating to the "Final Ac!mm&iedgemmt“ sereen af the end of the. application and

ehick ™ Aeccept”.

i€ veu submitted 2 paper enroliment application, you must submit revisions, along with a copy of s fetar,
fey:

Texas Medicaid & Healihcare Parlnesship
Attne Provider Enraliment Department
PO Boy, 200795
Anstin, TX 787200793

Pages that do not requise your signature can be faxed i LS12-504-4214.
i you have any.questions, pleaze call the TMHEP Contact Center a1 1-800-925-9126, and select Option 2.

Please do nor subanit slals for services provided fo eligible Medieaid olients uniil you have completed vour
enredlmens with TMEP and roecived 2 Touer with vowr Toxas Provider Tdemifics (TP Afler vou have
veceved vour TPL, plesse submil claims rompily w ensurs Whal clabms are woetved within 35 -days of the

date ol vour sovolbnest in the Tegas Medionid Program,

inn renirned hecanse your spplitalaen K

255
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Cowements:

MISSTNG TAGE B4 FOR THE ROGYAH GROUP. MUST COMPLETE AND SURMIT
MISSING PAGE 8.4 FOR AMY HAGSTROM- MUST COMPLETE AND SUBMIT.

MISSING PAGE 84 FOR T PATRICK ANTY ASSOCIATES- MUST COMPLETE AMD SUBMIT.

MISEING FAGE 8.4 FOR THOMAS WILOOY MUST COMPLETE AN SURMIT

PAGE 9.9. MUST REMOVE THE X FROM "CORPORATION" ARD LEAVE ONLY THE X FOR
"OTHER” LLC,

MUST COMPLETE AND SUBMIT A PIF-1 FOR FACH PRREON DISTED-ON PAGE 5.4

MUST COMPLETE AND SUBMIT A PROVIDER AGREEMERT FOR EACH FERSON LISTED ON
PAGESA, MUST INCLUDE AN ORIGINAL SIGNATURE FOR FACH,

MUST SUBMIT COPY OF CLIA CERTIFICATE

Tharnle you for pasticipating in the Texas Medicaid Prograny, If vou have any quesrions abour your
application, please call the TRIHP Contart Center ap 1-800-573-9126,

Enclosures
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Provider Information Form (PiF-1)

Each Provider must complets this Provider information Form (PIF-1), before enrollment. A provider is any person or legal entity
that meets the definition below.

Each Provider must also complete a Principal Information Form (PIF-2), for sach person who is a Principal of the Provider (see
the PIF-2 form for a complete definition of every person who is considered to be a Principal of the Provider).

All questions on this form must be answered by or on behalf of the Provider, by ALL provider types (all spaces must be completed
either with the correct answer or 3 “NA” on the qusstions that do not apply to the Provider).

The Provider or provider's duly authorized representative must personally review this completed form and certify to the validity
and completeness of the information provided by signing the MHSC Medicaid Provider Agreemant or other State Health-Care
Pragram Agreement.

“Provider” - Any person or legal entity, including a managed care organization and their subcontractors, furnishing Medicaid
services under & State Health-Care Program provider agreement or contract in force with a State Health-Care Program, and who
has a provider number issued by the Commission or their designes to!

1. provide medical assistance under contract or provider agreement with HHSC, DSHS or its designes; or

2. provide third party billing services under a centract or provider agreement with HHSC, DSHS or its designee

A "Third-Farty Biller' is a type of “Provider” under the above definition and is a person, business, or entity that submits claims
on behalf of an enrolled health care provider, but is nat the health care provider or an empioyee of the health care provider. For
these purposes, an employee is a person for which the health care provider completes an [RS Form W-2 showing annual income

paid to the employee.

O000x

MERGENCY MEDTCTINE

For additional names o7 sdiresses, attach pages as ecessary

tairt befow})
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02/27/1983
“ssi

[ Female

it e st e s

e billing sgont.

PO Box 702029
5an Antonie, TX 78270

o d¥irginia Smith

73

TMEP A STATE MEIHCAID CONTRACTOR

1-888-737-3415 ]

Page 7.2
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List atf Providers and medical ¢ntitiss that you have a contractual relationship with and, if known, the NPIAP] and TPI of each provider or
entity. (attach additional sheets If necessary)

R WHIZHG

TMHP A STATE MEDICALD CONTRACTOR Page 7.3 130201
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fx‘ Yes, fully explain the details, including dafe, the state where the inckient coccurred, the agency laking the action, émc! the program
affected, (aftach addiional sheets if necessary)

i Yes was answered {o anty of these questions, fully explain the defails, inchsding date, the stafe where the incident accurret,
nanre of the hoard or agency, and any adverse aclion against your license. {alfsch addifional sheels if necessary)

if Yas, fully explain the detalls, including dafe, the slate and counly where the conviction oce urrad i*he Cause numf Yer(s),
and specifically what you were convicted of. (aliach addiional sheets if necessary)

i Yes, provide defzils of how thess past-due payment obligations will be mst. (aft‘ﬁcfa adiffional shests if nevessary)

angd work inihe United States.






