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TEAM HEALTH SOUTHWEST

6750 West Loop South., Suite 460
Bellaire, TX 77301

743-383-4343 or 800-558-8499 ext. 4343
SOUTHWEST FAX 713-383-4349

February 24, 2005

Texas Medicaid & Healthcare Partnership
Attention: Provider Enrollment

PO Box 200795

Austin, TX 78720-0795

Enclosed is an application for a new group number for the emergency
physician groups at Austin Surgical Hospital and the Heart Hospital of Austin.

Sheila Foster
Provider Enrollment

Enclosure
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Texas Medicaid Identification Form

Please check only the appropriate boxes to ensuce proper encollment. For assiseance in choosing
the appropnate provider type, please refec to Appendix A on pages 22.1 through 22.7 of the
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Texas Medicaid Provider Enrollment Application

Original signatures only; copies or stamped signatures not sccepled.
All informaton must be completed or marked "N/A" and contain e valid signatuee to be proccssed.

¢ Please use blue or black ink.
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Texas Medicaid Provider Enrollment Application

SECTION A Continued
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Texas Medicaid Provider Enrollment Application

SECTION C — REQUIRED INFORMATION for Specific Provider Types

Al Licenzed Providers

You must atach a copy of your licanss

Ambulanes Services Providers

You must attzch 8 copy of your pesmitiicanss

Birthing Center Providers You must ettach 8 copy of your certification penmit
Ceréifled Replstered Nurse ) .
Anssthetst Providers You must attach a copy of your CRNA cartification or re~cartification card

Chemlcal Dependency
Troatment Facillty Providers

You must ettach 8 copy of your licanes

CUA Providars

You must attach 8 copy of your CLIA icense with approved epociatty
88rvices 08 approprate

ECI Providers

You must attach a copy of your spproval letter from s Interagency
Courncil on Eedy Childhosd Intervention

FANC Providers

You musat attach e copy of your contrecisd providers, nemes and
eddressas of your satsllite cantere that have been approved by tie Public
Heakth Service, snd 8 copy of your grant award

You must attadh 8 copy of the cartification of youwr mammography systams

Mamms gmghypaerf;ﬁ: fram the Bureay of Radiztien Control (BRC) and entar your cariification
aumbar in he box below
Ceriifieation Number:
MHMIR Providers You must attach 6 copy of your approvel latter from $he State of Texss
Case Management for
C?W?Pm ars You must attuch & copy of your approval letier ffom the Stae of Tems
Non=8chool BHARS Providers Yeu must attach e copy of your letter of good slanding

Fresstanding RHC Providers

You must attach 8 copy of your encountsr rete leter from Medicaid

| Medicald TFI.

To the baat of vy knowladge, the Wervabon auppied iy iz decurmem Is
eecuste and complete and ks horeby
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President
Tie
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Dats

Hetificalion of your sasigned Teaas Medicald TPI will be msaliad to the PHYSICAL eddress lated on your apallcation,
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HHSC Medicaid Provider Agreement

ACS Primary Camo Pryslcla L _
Name of Provider Soumuma PA | *Medicaid Provides ID Number
Doing Business As Medicare Provider 1D Number__00882%

Physical Address
3809 LAMAR BLVD AND 3003 BEE CAVES ROAD

ST, TX 78738 AND 78746
atling Adgxes

PO BOX 636018

CINCINNATI, OH 45263-6018
¢ Pleass lise additional Texas Provider ldernifiers (TPls) on the Addenchon Statement for tiis Agreemens. New
applicants should leave this space blank.

As g condition for participation as a provider under the Texas Medical Assistance Program (Medieaid), the provider
{Provider) agrees to comply with all terms and conditions of this Agreement.

L ALL PROVIDERS

i1 Agreement and documents constituting Agreemeat.
A copy of the current Texas Medicaid Provider Procedires Marual (Provider Mamual) has been or will be
Fumnished to the Provider. The Provider Manual, all revisions made to the Provider Manus) through te
bimonthly update entitled Texas Medicaid Bulletin, and wrillen nolices 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 W comply with all of the requirements of the Provider Manusl_ as
well as all siate and federa] isws and amendments, goveming or regulating Medicaid. Provider is
responsible {or ensuring that employees or agents acting on behalf of the Provider comply with all of the
requirements of the Provider Manusl and sl siate and federal laws and amendments governing and

1.2 State and Federal regulatory requirements

1.21  Provider has not been excluded or debarved fom participation in any program wnder Title XVIL
(Medicare) or any program under Title XIX (Medicaid) under any of the provisions of Section | 128(A) or
(B) of the Social Security Aet (42 U.S.C. § 13208-7), or Executive Order 12549. Provider has also not bees
excluded or debasved from participation in any other state or federal health care program, Provider must
notify HHSC of its agent within 10 business days of the time it reseives notice that any sction is being
taken against Provider or any person defined under the provisions of Section §128(A) or (B), which could
result in exclusion from the Medicaid program. Provider agrees 1o comply with 45 CF.R. Part 76,
“Governmeni-wide Debarment and Suspension (Mon-grocurement) and Govarnment—wide Requirements

This regulation requires the Provider, in par, 10! (2) execitte the attached “Certifieation Regarding
Debarment, Suspension, Ineligibibity, and Velsitary Exclusion-Lower Tier Covered Transactions”
{Auachoent 1) upon execution of this Agreement; (b) provide written notse to HHEC or its agert if st any
ume the Provider learns that its cortification wes erroneous when submitted or has become erronsous by
season of changed circumstances; and (¢} require complisnce with 45 C.F.R. Part % by porticipants in

ket oo fre oS,

NOT VALIDATED
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HHSC Medicaid Provider Agreement

.22 Provider agrees to disclose information on ownership and control, information related to business
transactions, end information on persons convicted of crimes in accosdance with 42 C.F.R. Pant 455,
Subpart B, and provide such information on request (o the Texas Department of Health, Texss Health and
Human Seyvices Commission, Texas Department of Human Services, Texas Atorney General's Medicaid
Fraud Control Unit, and/or the United States Depariment of Health and Human Services. Provider agrees o
keep its application for participation in the Medicaid program curvent by informing HHSC or its agent in
writing of any changes to the information contained (b its epplication, including, but not limited to, changes
in ownership or contral, federa) tax idenification numbey, or provider business eddresses, at least 10
business days before making such changes. Provider also agrees to notify HHSC or its agent withip 10
business days of any reswistion placed on or suspension of the Provides's license or certificate 1o rovide
medical services, and Provider must provide 10 HHSC complete information related to any such suspension
of restriction,

123  This Agreement is subject to alt siate and federal laws and regulations relating to frug end abuse in health
care and the Medicaid progrem, As required by 42 C.F.R. § 431,107, Provider agrees 10 keep any and al)
records necessary (o disclose the extent of sgrvicss provided by the Provider to mdividuals in the Medicaid
program and eny information relating to payments claimed by the Provider for furishing Medicaid
sesvices. Provider also agrees o provide, on request, sceess to reconds required to be maintained under 432
C.F.R. §431.107 and copies of those records free of charge o HHSC, HHSC's sgent, the Texas Altorney
General's Medicaid Fraud Corgrol Unit, and/or the United States Department of Health and Human
Services. The records must be retained in the form in which they are regularly kept by the Provider for five
years [rom the date of serviee (six years for freestanding rure] health elinics); or, unéil all audit or awdit
exoeplions are resolved;, whichever period is longest. Provider must cooperate and assist HHSC and any
siate or fedeval agency charged with the duty of identifying, investigating, sanctioning, or prosecuting
suspectes fraud and sbuse. Provider must also allow tese agencies end/or their sgents aceess 1o its

1.24  The Tenas Attoroey General's Medicaid Fraud Control Unit, Texas Health snd Human Serviees
Commission's Office of the Inspector Generl, and miernal and external avditors for the state/
fedeval government and/or HHSC may conduct interviews of Provider employees, subcontractors and their
employees, witnesses, end clients withow the Provider's representative or Provider's legal counsel present
uniess the person voluntarily cequests that the represeniative be present. Provider’s employees,
subcontractors and eir employees, witness, and clienis must not be coerced by Provider or Provider's
represcrlative to socept represerdation by the Provider, and Provider agrees that no retalistion will oecur to
a person who denies the Provider's offer of representation. Nothing in this sgreement limits a person’s right
10 counsel of his or her chofce. Requests for interviews are to be complied within the form and the manser
requested. Provider will ersure by contrect or other means that its employess and subcontraciors over
whom the Provider has controf cooperate fully in any investigation condusted by the Texas Aftorney
Genersl's Medicsid Fraud Control Unit and/or the Texas Health and Human Services Commission's Office
of the Inspector Generol. Subcontraciors are those persons of entities who provide medical goods
or services for which the Provider bills the Medicaid progrem or who provide billing, edminisuative, or
menagement services in conneclion with Medicaid-covered services,

125 Nondiscrimimation Provider must not exclude or deny aid, care, service, or other benefits svailable under
Mediead or in anry olher way discriminate against s person becauss of that person's res, color, national
origin, gender, age, disability, political or religious affilistion or beliefl Provider must provide services to
Medicaid clienis in the same manner, by the seme methods, and 5t the same level and quality as provided 1o
the general public,

128 AIDE ang 11V, tder must comply with the provisions of Texas Heslth and Safely Code Chapler 83,
ard HESC s rules relating fo workplacs and confidentiality guidelines regarding HIV and AIDS.

g%& ASTATE MEDICAID CONTRALTOR Peze g2 MPEAPIL I3 200G w00
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HHSC |

dicaid Provider Agreement

£.2.7

1.28

1.3
1.33

132

Child Support. (1) The Texas Family Code §231.006 requires HHSC o withhold contmet payments from
any cntity or individual who is a1 least 30 days delinquent in child support obligntions. 1t s the Provider's
responsibility to determine end verify that no owner, pariner, or sharcholder who has at least 25%
ownership inferest is delinquent in any child support obligetion. Provider must attach o list of the names,
Social Security numbers, and medical license numbers if applicable, of all shareholders, partners, or owners
who have at least o 259 ownership mierest in the Provider. (2) Under Section 231.006 of the Family Code,
the vendor or applicant cevtifies that the individual or business entity nramed in the applicable contrect, bid,
o application is pot insligible to receive the specified grant, boan, or payment and ecknowledges that this
Agreement may be terminated and payment may be withhield if this cevtification is insccurate. A child
support obligor who is more than 30 days delinquent in paying child support or & business entity in which
the obligor is 8 sole proprietor, partner, sharcholder, or owner with an ownership interest of at least 255 is
not eligible 1 receive the specified grant, loan, or paymemt. {3) If HHSC is informed and verifies et s
child support obligor who is more than 30 days delinquent is e partner, shareholder, or owner with at least a
25% ownership interest, it will withhold any payments due under this Agresment until it has received
satisfectory evidenoe (hat the obligation has been satisfied or that the obligor has properly entered info 8
writlen repayment agroemert.

Cost Report, Audit and Inspection. Provider agrees to comply with al} stats and federn) laws relating to the
peeparstion and filing of coxt reports, sudit requirements, and inspection and momtoning of facilities,
quality, utilization, and records.

Clalms end Eacounter Dats

Provider agrees to submit claims for payment in accordance with billing guidelines and procedures
promulgated by HHSC, or other appropriate payos, including electronic elaims. Provider certifies that
mforrostion submitted reganding claims or encounter dats will be tue end sccurste, complete, and that such
information can be verified by souree documents from which dats entry is made by the Provider. Further,
Provider understands that any falsifieation or conteatment of a matevial fact may be prosscuted wnder siste
and federal laws.

Provider must submit encourter data required by HHSC or any managed care organization to docwment
services provided, even if the Provider is paid under 5 capitated fec ervangement by an HMO or [PA.

All claims or encounters submnitied by Provider must be for services ectually rendered by Provider,
Physician providers must submit claims for services rendered by another in accordance with HHSC rnules
regarding providers praclicing under physicisn supervision. Claims must be submitted in the menner and in
the form set forth in the Provider Manual, end within the time limits established by HHSC for submission
of claims. Claims for payment o encounter data submitisd by the provider to en HMO or [PA are govemed
by the Provider's confract with the HMO or IPA. Provider understands apd agrees that HHSC is not lisble
or responsmible for psyment for any Medicaid—coverad sorvices provided under the HMO or [PA Provider
coniragt, or any sgreement other than this Medicaid Provider Agreement. Federel and state laws provide
scvere penaliies for any provider who attzmnpts lo collect any peyment Grom or bill & client for a covered
service.

Federal law prohibits Provider from charging & client o any fioancially responsible relative or
representative of the client for Medicaid~covered services, except where 8 co—payment is authorized under
the Medicaid State Plan (42 CF.R. §447.20).

As & condition for eligibility for Medicaid benefiis, s client assigns el rights to recover from any thind party
or any othey source of payment to HHSC (42 CF R §433.145 and Human Bessuress Cade §32.033)%
Except as provided by HHEC s third-party vecovery rudes (15 TAD Chapler 283, Provider sgress o aceepl
the amounts paid under Medicsid as sayment i fudl for all covered servicss (42 CF R, 5447.15),

’ﬁé';%m ASTATE MEDICAID CONTRACTOR Pese 8.3 MPEAF10.23 700G v0.0
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HHSC Medicaid Provider Agreement

1.36  Provider must refund any ovapayments, duplicale payments, and erroncous psyments thet are paid o
Provider by Medicaid or a third party 8s soon as the payment evor is discoversd,

137  Provider hes an affinnative duty to verify that claims end encounters are received by HHSC or ils agent apd
implement an effective method to track submitied claims against payments made by HHSC.

IMUPEDL & = aims Submission. Provider may subseribe to tre TMHP EDI system which
ajlows the pmvrdcr xhe abxhty o cleclmmlly submit claims and cloims appesls, verify client eligibility,
and receive electronic claim status inquiries, remitiznee and siatus (R&S) reports, and ransfer of funds into
& provider sccount. Provides understands and acknowledges that independent registration is required to
receive the electronic funds o7 electronic R&S report Provider sgrees to comply with the provisions of the
Provider Manusl and the TMHP EDI licensing agreement regarding the transmission and receipt of
elecronic elaims and eligibility verification date. Provider must verify that all claims submitied to HHSC
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 contracis with third parties (o
provide claimsg end/or eligibility verification data from HMSC, the Provider remains responsible for
verifying and validsting al) transsctions and claims, and ensuriag that the third party edheres to all client
data confidentiality requirements.

1.3.8

L ADYVANCE DIRECTIVES - HOSPITAL AND HOME HEALTH PROVIDERS

2. The cllent must be [nformed of thelr right to refuse, withbold, or bave medicsl treatment withdrawn
under the followlng state and federal laws:
2.1.1 e individual's right to self~determination in meking health care detisions;

212  the individual's rights undey the Natural Death Act (Health and Safety Code, Chapier 672) to
extecule an advance written Directive 10 Physicians, or to make & non-written directive regarding
their right to withhold of withdraw life-sustaining procedures in the event of & terminal condition;

2.1.3  the individual's rights under Health and Safety Code, Chapter 674, relating to written Out—of-

} tospital Do-Not-Resuscitate Orders; and

2.1.4  the individusl’s rights to execute a Durable Power of Attemey for Health Care undey the Civil
Prastice and Remedies Code, Chapier 135, reparding thew right 1o appoint en agent 10 make
medical treatment degisions on their beball in the cvent of incapacity.

2.2 The Provider must bave a policy regordlug the Implementation of the individnal's rights end
complionce with state ond federal lawe.

2.3 ‘The Provider must document whether or not the lndlvidual bas executed ap advance directive end
ensure that {he document s {n the lndividual’s medical record

2.4 The Provider caonet conditien glving services or otherwise discriminate agatnst an ladividusal based
op whether o7 not the client bag or bas not executed ob edvanee directive.

2.5 Toe Provider must provide writlen lnformation to all adalt clients on the provider’s policles
concerning the ellent’s rights,

6 The Provider must provide education lor st=ff und the communlty regarding advance divectives.

TMHP — A STATE MEDICAID CONTRACTOR Page 6.4 MPEADIS 23 3003 w00
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HHSC Medicaid Provider Agreement

L STATE FUND CERTIFICATION REQUIREMENT FOR PUBLIC ENTITY PROVIDERS

3.3 Pablic providers are those (het are owned or operated by » state, county, city, or other local
government agency or lostrumentslity. Public entlity providers of the following services are required
to certlfy to HHSC the smount of state matehlag funds expended for eliglble services according to
established HHSC procedures:
©  School health and related services (SHARS)

»  Case management for children and pregnasnt women (CPW)
*  Case management for blind end visually impaired children (BVIC)
*  Case management for early childhood intervention (ECI)
! ¢ Serviee coordimtion for raental retardation (MR)
e SBervice coordinstion for mental health MH)
e Mental health retmbilitation (MEIR)
o Tubseulosis clinics
® State mi!&l!

3.2 Public schools that are the sponsoring entity for & non-school SHARS provider sre also requlired to
relmburse HHSC, according to established HFSC procedures, the noo-federal portion of

i expeaditures made by HHSC. A non-public school SHARS provider must submit o letter from the

sponsering public school ackaowledgiag thie relationship and indicating that the publie school

understands that I8 will be billed for the state portion of the fee paid to the aoo-public SHARS
provider.

v, CLIENT RICHTS

4.1 Provider must m;atnea!n the client’s state end federe! right of privecy snd confidentlality to the
medical and persous] information contsied in Provider's records

4.2 The cieat must have the right to choose providers unless thet right bes been restricted by RHSC or
by walver of this requirement from the Centers for Medicare and Redicnld Services (CMS}. The
ellent’s acceptance of any servies must be volustary,

4.3 Toe cllent must bave the right ¢o choose any qualified provider of family plaoning services

V. TERM AND TERMINATION

This Agreement will be effective from the date fmally exccuted wnti) the date the Apreemend i3 terminated by either
party. Either party may terminate this Agreement by providing the other party with 30 days sdvence notiee of imem
to terminate. HHSC may immediately werminate the Agreement for cause il the Provider is excluded from the
Medicars or Medicaid programs for any reason, loses its lieenses or centificate, becomes ineligible for participation
in the Medicaid program, fails to comply with the provisions of this Agreement, o7 if the Provider is ar may be
placing the bealth end safety of clients at disk. HHSC may terminate this Agreement without notice if the Provider
bhas mot submitied & claim 1o the Medicaid program for 12 months.

Date .2#{;9%{@5

Provider Signature Lo, C.

i 1
Printed Mame and Title of Person Sigring for Provider

HP = A STATE MEDICAID CONTRACTOR Pepe 85 MPEAP10.23,2008 0.0
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Certification

THIS FORM IS REQUIRED FOR ALL APPLICANTS

ATTACHMENT 1

FMlExm&vc&&%!Zjégmdlmmmc?mﬂahhm}mm%mhbammwmmmw
coatyatior 1o determing Shathes each has o right 1 eboin s ® 4 with federal regulations an debarment, suspension,
im&gihilﬂy.mdwhwrywhmém.&.@mv@mmmmmubowmhoﬁumm&wmm

fn this contification “contractor” refers to both 107 and pub 1 Reawacs” refers 0 both contrect asd subcontrmet,

Byci@k\ammi&ngméwdmum&Mﬁdmmm@fo{b\e@m:

L mwmmbebwhsmﬁ:ﬁalmmd‘&mmwhﬁhmﬁméﬁp(wdw&n%mvuwm'm.a,lfit
umm&mmmmmwmhwmmmmwmm ddition W othey romadies eveilsble w the
{cdmlgwmen!,lbzDepmtﬁﬁulmmdﬂmm.uwsmwumwmafmﬂWm
ageney, o7 the HHSC muy purtne availsbl dits, meheding onspamion andlor deb
The potensisl sontracios will provida ; Aiats vari m&:’cmmcmmahmmhomjﬁmémbsnm&ndi!dmydm%

2 pgw&a!mwm&amwwﬁfm;mwmmmwkmumianhabmammm&ymofchmgcd
CHRARAELIRGD.
mm“Wodcm&q"“dchmed",Wpﬂoﬂ,’ﬁncﬁg&!g‘ﬁm&cm"%““@p@p&&" propossl,” and Sveb iy

3, onctvded,” m wed i this eovtification have inge based upoa materiels i the Definitions and Covernge cosiions of foderal ks
mplementing Exotutive Order 12949, Unags & o0 defmed tn te stincheoemt
The potentizl conrector sgrees by submitting thin cevidfication thas, should the propused eovered be enired into, @ will aot

g, mowingly sy inlo eny subcoatract with o peron who b debarred, suspmaded, declired neligible, or vohatarily exctoded fom
mm;ﬁaummmmwbymwommmtmmummmaommor
Ww%fﬁml@mtwam,mﬂmmm{&ucﬁp&u&

Do you bave or do you anticipate having subcontractors under thls proposed %
e9

8 ne

3, Ths potentisl contrecins forther sgroes by sabmitling Giis cortification Wt it will inchude this certification tiled ~Catificath Regarding
Debarment, Sespension, neligibiley, and Volmtary Exclusion for Covered Contrects™ without maedification, is all coversd suboostrects
and is solicdations fae al) covared subcontrecs.

6. Aconysctor may rely upos s certifiation of 5 potential subtontrectar Ghat # is not debarved, acodod, meligible, or voh ity excladed
from the eovered contract, unlas it Inows that the certification i ervonsous, A contrsctor must, a2 2 Mminimum, obisin cortifications from i
covered subooniracton spon cach subeonirant’s initatien and upon esch renewal

1. thhgmuﬁwdmant}wfmgvagwi!lbccamvmd!megnbemablhhmm!ofuyucmofminosﬁalomingwé!ai&ﬁc
mifm&cumu&dbvthismﬁm&cmtﬁch@memﬂMme&oﬂclawhthQM&uwmh
aorrasily possessed by & predent persoa in U ordinary ecurse of binineas dealings.

8. Except for contracts authorized under parogreph 4 of these tenms, if » coatracior in s covered eontrest knowingly coters into o covered

contract?

subsovatael with o peress who is ceapendod, debarred, incligible, o7 volumarily exclided Gom participstion in this Wanssciion, i edditon
ta other semedica availsble o the federal goverament, Departoent of Health end Human Services, United States Dep of Agriculm:
s ather fedoral dopariment v agency, an spplicable, snd/er the HHSC may puriue aveilable remedios, mcluding suspension asdlar
debarment, ‘

CERTIFICATION RECARDLNG DEBASIMYNT. SUSFZINSION, INTILICIBDLTY AND
VOLUNTARY EXCLLIION POR COVERED CONTRACTS
{adicate in the appeopriste boz whicd sdutement applies to the covered patential contractor:

The pateatial coatrecier cortifles, by subeaission of this certifientloe, thet nsdither i aor its prindpaly i presently debareed,
saspended, propussd fer debarment, doclured incligible, or voluatarily excluded from participatien in thls contracs by aay
fedev o) depariment o7 sgency o7 by tho Siste of Tessa,

The patential contracior is ensbls to cevtify 10 ene or more of the tevens In this contiflention. fo this Inslance, the polsatiel
contrector muel aitach ao enplenaslon for eoch of tha ubove terims 1o which be Is vaebls 16 make certiltcation, Allech the
s planates(s) to tbin cerdifentivn.

Yendor D o HHSC Contrast Number
Hama of Potastial Contractor Securtty Numbar 1 conlicatie
ACS Primary Caro Physiclans Soutirwest,
PA 75-2562784 179
=i
Letettes /W ,
%5 fiare Privtad Mame wrvd Tiis

of parson skyning form

b lliam ¢ Hegmana, mis  a{aul0%
4 Willlam C. Heymann, MD

NOT VALIDATED

‘é’%é;;%w A STATE MEDIDAID CONTRACTOR Pege 88 HMPEAPID I3 2000 VOO
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Provider Infor

tion Form

b g 1A, A Groups, Partrorships, tPAs, Individual Pracliioners, end Ner-—<omporate Entilss, including Assaciations, must complata

this toom bafote ervoliment in the Texas Medicald Pregram.

[ 1.B. # you. the provider, are part of a corporation and Sia form is for one of e foSowing Individuals, Incduding, but not Bmied to:
Qlrectors of Clintea/Faciltios, Orectors of Managament Companiss, and (o5 e8ch corporation, the Tolowdng Individunts:
ownare. offtcars, directors, and shareholdars with al lsast 25 pareant share.

[ 1.¢. Al athat providars et covared by 1 A. or 1.5

Naeme ' Doing Businass As (DBA) Name .

ACS Primary Care Physlclans Soutirwest,

PA - L ) ' NIA ‘

Other Namse Por edditonsl or oddre plesse stseh

nAvcesssry pages
sical Addrens (R PO Box 7 - - ) - '

Ny Tuleg PO Box Addreases) Suite | chy State e |
, i 78745 & i
23003 BEE.CAVES RD & I8P 1LIAMAR-BL- ~ — ——lrmrome e e AUSTIN - mom—em oo e LT A 7078w

Accourding Addrens (PO Ber of Streat Addrass) .
_ Rumbee Stroet Bulte Chy Binte apg

POBOX 636018 — - ] Coee J.CiNCINNATE- vw e | OH., E 452636018

i your acoowniing eddress ks differend trom your physlcal adtress, planss indicats yous relstionsldp & o Accounthg

‘gmgk@m gmm@amwmny D&W@s D&;s @Gﬁw {exphaln bolow)
Eaplain It “Other” wee selsctad. ¢
e - - , - s e - L
" Ligense Number and tesuar ? 7 i Uicenselssus Date { Usenes Explyutlon Dsts
P i
o L L N )
. Bocla) Socuriy Number - = - RS TERID L et Ll . .
H
B s A PR - 78-2562784 b =T Geed. e P
Speclaily of Praciice ve irtermediary :
]
EMERGENCY MEDICINE ;- - vor Trajlblazer Health Enterprises - . ;= =
bedicare Provider Murnber " Medleare Effective Date
882 . L - .o 1U1512004 e
Driver's Licerza Nuibar and lasusy ’ T Driver’s License @ipliatienDats o X
omostBin T < Tt FE T B e oo SRR

" Provisus Phyilesl Addiess (e PO Box Addrasses) - -t ) Ut
. Mumbay Sireel t City Bimle 2P
“Brevious Accouniing Bon Address oy el riben Adirass) o T e e
Furabar Birest . { » “_:Sﬁiﬁfz__ _ ?“?,. o Biste . p it
! ! | !
| ] i !

NOT VALIDATED

THHP — ASTATE MEDICAID CONTRACTON Page 6.1 MEEAPI0.23.2003 w00
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Provider Information Form

List all physical laeath where Medicnid services a1o rendered wing noted TPi{g)

Be you plan to use a billing agent to submit your Medicaid claims 7
Klves [Jne i yos, provide the following informetion aboA e biting sgent

Billing Agent Mame Addressa
MBS, Ine. 2620 RIDGEWOOD RD. STE 300
Tax 10 Humber
65-0622847 AKRON OH, 44313
Contact Person Narme Telephone Numbrer .
KATHLEEN LISTON 330-865-6060

List ali Texas Medlcaid TPIs urder which you hava billed in the past 12 manths {atiacs eddidonal shoets  necessary);

UNKNOWN

List alf contractual redationships with medleat entities and tha TPis of those entites (a8ach oddional shears # necessaryl’

NIA

Have you ever been exciuded, deBarred, or sanctioned from any slate or federal program?

D Yes No ¥ yos. Ally cxplain tha deteils, including date, Ure stale whers e dreident ocoumred, end any sdverse action
' agetrst your Beonse (ansch additionsl shaets  necassary):

ls your license currently suspended or restricted?

[lves KElne ¥yes sty espluin the dateds, mohaling date, (e state whers the incident oseised. ond any sdverse sction
eguient your Benge (affech addilonsl sheets & necezsary):

NOT VALIDATED
2

TMhe — A STATE MEDICAID CONTRACTOR Pags 9.2 MPEAPID 23 2003 00




(Page 15 of 52)
DCN: 200505800010479

Provider Information Form

Have you ever bagn conviciad of a erime fenchuiding minor iraffic chations)? [ ] Yes

8} mummamdmm&mwmmmmmmawbvgemafmawwn
AR regard 1o s pandancy of &n BppeR! o refervel to ey posi-conviction grocesdng,
B} A paresn has been found guilty by @ ledaral, stme, or es) aourt;

Q Am@nmmmawesm@mmmmmwwamtmﬁwma
4 A poreon hee entered o (el oilsnoar of ofwt progrem Brd hutg of ACHON has boen vyl

17 yos, Rully axploln the detsils, Inchudlng defe, the etate whers the incident pecusred, end any edveree action sgoeinst your Beense
{atiech addiions! ehaets ¥ necessery):

Are yeu currenty behing 30 days of more on your child suppert payments? L Ves  [XI N
i yog, provide dotells (eftech oddione! sheets I necessery):

Laboratory — CLIA (Clinical Laboratory improvement Act)
CLIA Cantlification Mumbar® and approved epaclaity servican: Hoese onclase @ copy of your CLIA Certifcate

Nia

Mammography Facllity Certification

Redistlon Contred Centiflcation Mumber: Floese enclose ¢ aupy of your Certiivation

MiA

NOT VALIDATED

THMP — A STATE MELICAID COMTRACTDS Pepe 8.3 MPEAPIO DY 2008 00
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Provider Information Form
THIS SECTION MUST BE COMPLETED, SIGNEDLAND NOTARIZED BY ALL PROVIDERS

I certify that the above constitutes true and correct information. | agree to inform HHSC or its
designee, in writing, of any changes, or if additional information becomes available.

g
e C W
bregess, Cf Willlam €, Heymann, MD

Signature of Provider Panted or Typed Name of Provider

—

Subscribed and Swom before me, (EL] ey {q ﬁgﬁ“ﬁ € aNotary Public for
- ) % M,,

the State of iW , onthe _ ¢l "day of F;-é)u&aj%[ 20_0%

F‘é@i@gﬁ Jevas

Signature of Notary Public State of

s ot

Fon L I guElLA M. FOSTER

% Nowry Public, St of Tewas
Comynigsion Ezgfm

Nt

MESSAGE TO NOTARY:

PLEASE BE SURE TO COMPLETE ALL OF
THE BLANKS IN THIS NOTARY

Reminder: This form must have original signatures and be notarized
before returning to TMHP.

A STATE MEUICAID CONTRACTOR Pare 8.4 MPEAPLD 239083 D0
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Disclosure of Ownership and Control Interest Statement
Thie Form 1s Requlred for individesls or Groups Enrolling Undar a Tax 1D as & Corporation

1. 1dentifying Information
* (s Narme of Emtity EVBIA Telephons No

ACS Primary Care Physiclans Southwest, PA (713) 383 - 4343
Street Addrass 8ulte Chy State Zip

6750 W, LOOP SOUTH 460 BELLAIRE TX. 77401
() Chaln Afillste No.: (To b mmpied & HCPA Regime! Ofn)

11,  Amswer the bllowing questions by cheching “Yeo™ or No.”
V@#&@Mgw&?a&mwmg dretraly & srpo =48 ko 2 Page 13 [dmtd) exd e anede @ b asetset

{8y Ammwmwm@mswwm oF ool & of fve pereent
oF TG i ihe inglihudion, orgenizations, of egency that hive been ounvicted of & onmingd ofenee relsted b the ~DY°5 ENG
realvemment of such pamons, o7 orEEnEatone, I eny o the proprams extmbished by Tdas XYL RO o2 3007

) mmwmmmam&k@mmdhw‘ \ GOERGY. 6F orpant who D"W

heva ever besn Aeked of 0 By b i guth preg med by
Yaies XV, XOC o7 U7
{6l Asm G eny indnviguada iryed by 6w b @ GLEBAIRYDN N B Marsgertel @P&o

WMMQsmmmmmmmwum‘s orpsiezetion’s, 6f agETTYe
Trwen) tntermethary, or camer witidn tha previous 12 monihs? (Tas XVl providers enly)

1L (2) List names, eddrenses, for individualy, or the BIN for orge
mmp ofn cemtméh@ intzrest i the eatty.

@s haviag direct or indirect

ot & e D4 ol O p eud Coutol lasares Betonpans e pago 18 Litd oy alfinecs! com @f albdess
@&m&nmp@ uxywaam@&uwag@gmmmwaww & ean by poed sl Resmaie
Name Address ElN

NiA

(b) Type of Enmy’ (SELECT ONLY ONE E-:N'I‘E‘m
[ sole by O P‘ammmb

?ieam Neoge: %ea ¢laiming “Corporaticn” providers muss complew and return U followiog forog
*  Corposete Bowrd of Divecton Resobution Form (pags 14) must be completsd with signatae and notary stesip o7 eeal
e Craifiess of lacorpontion & Centifieate of Anthoryy
«  Lager of Good Standing from the Tows Stais Comprolle’s Offica. Ui is 5 reguiement of LB, 175, A certificato can
ba obtaied by comtacting:
Seate Comptreller’s Office — Tax Assistance Seczion
Inteestate WATS Telephone Numbee §-B00-252-5555
Austin Telephone Number 153 2=443-450D

Mnem:ﬁmfeﬁﬁs sequast mtwm?%@mhmmﬂ&wmcmwﬂb@m&mwmms Cellers et heve the

papes’s name, wap Ti ey Yadie at the Bme of the requet. I the corperation hes o 501e Internal
Rmﬁmwwwsciﬁm is 6ot ceqpired. Flease inds thie by ugrirg balow:
”&ay@u%ﬁ@é@isiﬂsmd%mmgmg Af T [ ¥ex  BElEs T "
| oo~ 77T T (e

L
' %ééﬁa%ws‘: e

: R g

B e e OMRSSSRLRG ©  ciegsmmSef AETSERD T pn e Sk s be wox g NSRS oS

NOT %été@@ﬁ@

THIP e ASTATE MEDICAID COMNTRACTOR Pape §1.1 ELPEARIS I 20y 0
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Disclosure of Ownership and Control Interest Statement
This Form s Regulred for Individuais or Groups Envolling Under a Tax 1D as & Corporation

HE (Contnued)

(e} fcthe dieclosing entity is & corporation, st » eddratacs of the directere, and BINe for corporations in
remnoclsn, (At adbtana] paes o veedid)
REMARKS:
{d) Arc any ownere of the dsachmag mmy aleo cemers of other Medicase/Medicaid
focitiviea? (Eicampb: wd propristss, paresrnbip, or monbers of Besrd of Dirvitera) Clves B ws
fyes, &st names, eddresses of mdividuals, end provider numbera:
Address Provider Number

IV. {2} Haes thevs boen o change in ownerchip or control N
within the tast vear? Olves Bdwe U yeosiodem
(&) Do you enticipats any change of ownership or
contral within the yess? Oves Ewo  ¥yescter
<) Do yoou anvic fling for benkrupecy within Gie
) )*8’,; pate Bhog ) ves if yeo obenf
v. Te this facility eperated by & sianagemnent ¥ yes fie Gaen
mmaya!eamwwemmmbymma Qw{@g Eﬁa of chasge &
ergmnization? ocpasatioan
vi. Has there been b change in Adming » DH of Nuseing, or Mediea) Disector
within the last vear? O ves
VIL. (o) fe txio facility chain affilinted? [fges, 417 came, eddsns of corpomtina, and Bith [CIves
Marms Address H
(&) [ the anewer to Question VILA. is No , wes the facility ever affiliated
with & chein? Ifyen 42 rems, address of corporation, and BiN: 3 Yes L) do
Name Addrens EIN
\Z11 R Have you increseed your bed capecisy by 10 perceat or meve oz by 10
beds, whichever in greates, within the last ¢wo yeare? 0 vas
i# yea, give yeer of changa: Current Beds: Prior Beds

. Whoever knowingly and willfully makes or causes o be mede a false statement or represeniation of this fatement
' mey be prosscuted under applicable federal or siste laws. [n eddition, knowingly and willfully failing w fully and
accurately disclose the informetion requested may result in denis] of a request to participate or where the colity
already participales, a termination of its agreement or contsact with the state agemy or the sscretary, a3 eppropriate.

; Mams of Auhoriead R prosentative (Typadl. .. ]
i fww%gguééam§ ﬁ‘?himﬁg%‘%ﬂ Mﬁ ?Qggi%izé@%%
Binatury | Cewii O P — éf%%@a [
¢
§ ! 7 g‘?;@{é%; 5&%
NOT VALIDATED

MPEAPID.22 2003 +00

o
bl
ok
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IRS W-9 Form

mW"g ' Qiva form to the
. e 23 . quuest for Taxpayer ) et B
Foiatopraddghiivdd Identification Number and Certification send to the IRS.
TN

§ l_ ]

8 &m-c-u,mm-!nm

g [ 031, PA _ ]

S & L N Lol LR ) P IassoctaTion 1 ) o v

Adesn (fuenber, SFest, #0572t OF e 10 )

SqUESTET'S arte and BOGreES (OPLONRT}

Cry, state. end BP cxie

6250 W 1 oon S Sic 460 Beie el

i

———

tummnmw

&
F]
g Uaire, TX_77401
§

e
—

__ ]

axpayer Kentification Number (TIN)

Enter your FIN in e ap0ro triate bax. For indvtusis, Tn i your socia)) socurly number (SSN),
Howsver, for s resident slien, sole prapristor, or disregarded sntity, tee the Pert | ingsuctions o
nw&chuuﬂbqlbmmmmmnmw(em.lmaowma b
ac0 How to get e TIN on page 3

Hots: 1f the scoount is i MOre than one NEMO, 388 0 Chart on page ¢ kor

Boch) Eaturity number

I 2 S

kieiners On wihoee L300

o on.

; l; I:r?l st l1ALs s

Certification

Penatties of perjury, § oecily that:
1. The ramber shown on tils form is my oomact tupeyer dent’

(or 1 am wallng lor 8 sumbier b0 be issved K me), and

2. ) am rot sutject to gt () ) am Pt from &
Revenus Servios (IR'S) that | sm aubjoct 1o
foified Me it { 4m nO IOGEr subject to badkup with 9. tng

lama U8 person (nchuding 8 US resident aden).

widthokiing, or (b) | have ot beers nOUNS by the Indermat

pmnnwdambmuw&:ﬂam«mmomm

ammYwmmmmzmcmmmmwmmmmmmmmwm
mmmmmmwbuomukumwabuummmmFammnmm-.m:mam-m.
Fanxruuanmmnmammtdmmm,mam Sh0e1s 20 an Indhadus) t

X {IRAY, &nd O Y. peyTes
proviie your corroct TIN. (Sew Dy tradructions on pege 4 )

oLhey (NN rteresl W AVIGench, yOu Bré not requinsd 10 $ign the Certfiarbon, but you must

Sign Signature of
U8, parzon

o 531105

Uuctgy, ¢ Mrin—"
Purpose of Form

A person who ts required to fils an Information return with
the (RS, must obtatn your correct taxpayer kientification
number (TIN) to report, for example, lncorme pald to you, resl
e3tate transactions, mongsge nl t your paid, soqudsition
or absndonmont of secursd property, cancelistion of debt, or
comtributions you made to a0 IRA.

U.S. person. Use Form W- only if you are ¢ U.S. parson
(nctuding & rasident sBen), Lo provide your correct TIN to the
person requesling it (the roquestsr} and, when sppicable, to:

1. Certity that the TIN you are glving o correct (o you ate
wailing for # numbar to ba issusd},

2. Cartity (hat you ere not subjoct to backup withholding,
ar

3. Chaim exerrgtion from backup withhaolding if you sre »
U.S. sxempt payse.

Note: if & requester gives you a form other than Form W9
to request your TIN, you must us# the roquester's form itit s
sybstantially similar to this Form W-9,

Foreign person. f you are & loreign person, use the
Spprofriato Forrn WAS (ses Pub, 513, Withhoidhng of Tax on
Nonrssidant Abens snd Foreign Entities).

Nonresident alien who becomes & resident allen,
Generally, only & nonresiderd siien individual may use the
terms of 8 tax treaty to reduce or eiimnate U.S. tax on
certaln types of income. However, most tax tresties contain a
provision known as & “saving clause * Exceptions specified
In the saving clause may permit an exemption from tax to
continue for certain types of income evon aftsr the recipient
ha3 othorwico becoma & U.S. resident alien for tax purposes.
if you are 8 U.S. resident atlen who iy relying on an
exoeption contained in the saving ciause of a tax treaty to
cialm sn exemplion from U.S. tax on certain types of income,
you musi attach & statement that specifies the {oliowing five
Rams:

1. Tho treaty country. Generally, this must be the same
reaty under which you diaimed sxsmption from tax as &
nonresident glien.

2. The tresty srticle addressing the income.

3. The article number (of bcation) in the tax treaty that
contains the saving clause and its exceptions.

4. The type and amount of incoms that qualifies for the
axemption from tax.

8. Sufficient tacts is justify tho exemption from tax under
o terms of the tresty anticte.

Cat No K2IX

Fores W5 (Rev. +.200%)

NOT VALIDATED

T‘M;‘q«— A STATE MEDICAID CONTRACTUR

Fage 12

MPEAP10.23.2003 v0.0
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HHSC Medicaid Provider Agreement

Name of Provider gy __ *Medicaid Provider ID Mumbes

Doing Business As Medicase Provider {D Number__8D0345

Physical Address
3804 LAMAR BLVD AND 3003 BEE CAVES ROAD

K, TX 76738 AND 76745
Qﬁl‘gg Ad&mg
PO BOX 636018

CINCINNATI, OH 45263-6018
¢ Pleass list additional Texas Provider Identifiers (TPls) on the Addendum Staterment for this Agreemant. New
applicants should leave this space blank.

As a condition for participation as a provider under the Texas Medical Assistance Program (Mediesid), the provider
(Provider) agrees to comply with all terms and conditions of this Agreement.

L ALL PROVIDERS

1.1 Agreement and documents constifotdng Agreement.
A copy of the current Tewas Medicaid Provider Procedures Marmual (Provider Manusal) has been or will be
funished (o the Provider. The Provider Manual, all revistons made to the Provider Manus] tweugh the
bimonthly updsate entitled Texay Medieaid Bullztin, and vwritten notices are incorporated into this
Agreement by reference. Provider has a duty to become familiar with the contents and procedures contained
n the Provider Manuel. Provider agress 1o comply with all of the requirements of the Provider Manual, es
well as all state and federnl laws and amendments, governing or regulating Medicaid. Provider is
responsible for ensuring that employees or agents ssting on behalf of the Provider comply with all of the
requirements of the Provider Manual and all state end federal laws and amendments povemning and

1.2 Stete and Federal regulatory requirementa.

1.21  Provider has oot been excluded or debarred from participstion in any program under Tide XVIII
(Medicare) or any program under Title XIX (Medicaid) under any of the provisions of Section 1128(A) or
(B) of the Social Security Act (42 U.S.C. § 13208~7), or Executive Ovder 12549, Provider has also not been
excluded or debarved from participation in apy othr state or federal healih care program. Provider must
notify HHSC or its agent within 10 business days of the time it receives notice thet sny action is being
taken against Provides or any poyson defined under the provisions of Section |128(A) or (B), which equld
result i exclusion from the Medicaid program. Provides agrees o comply with 45 C.F.R. Part 76,
“Government~wide Debarment and Suspension (Non-procurement) and Govemment-wide Requirements

This regulation requires the Provider, in part, to: {a) execuis the attsched “Certifieation Regarding
Debarment, Suspension, Ineligibility, and Voluntary Exclution-Lower Tier Coversd Transsciions”
{Atachment 1} upon execution of this Agresment, (b} provide writlen notice o HHSU or its agem if 8l any
Gms e Provider lesrns thet s certification was orroneous when submitted or has become ervoreous by
mason of changed circumstances, and (&) requirs comphisnce with 43 CFP.R Part 76 by porticipanis in
jower tier covered Yransactions,

NOT VALIDATED
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HHSC Medicaid Provider Agreement

122 Provider agrees 10 disclose information on ownership and control, information related to business
ransactons, and information on persons convictsd of crimes in accordance with 42 C.F.R. Part 4585,
Subpart B, and provide such information on request to the Texas Department of Health, Texas Health and
Human Services Commission, Texas Deparument of Human Services, Texas Attorney General's Medicaid
Fraud Control Uniy, asd/or the United States Department of Health and Human Services. Provider agrees io
keep its application (or participation in the Medieaid program cusrem by informing HHSC or its agent in
writing of any changes to the information contained in its application. including, but not limited to, changes
in ownership or control, federal tax identification mumber, or provider business sddresses, a1 least 10
business days before making such changes. Provider also agrees W notfy HHSC or its agent within 10
business days of any restriction placed on or suspension of the Provider's license of ceruficate to provide
medical services, and Provider must provide 10 HHSC complets information related to any such suspension
or restriction. . -

_ 123 This Agreement is subject to alt state and fedesal laws and regulstions retating 1o fraud and sbuse in health
care and the Medicaid program. As required by 42 C.F.R. § 431.107, Provider agrees 1o keep any and all
records aecessary to disclose the exteat of services provided by the Provider to individuals in the Medicaid
program and any information relating to payments claimed by the Provider for furnishing Medicaid
services. Provider also agrees to provide, an request, sceess to records required to be maintsined under 42
CF.R. §431.107 and copies of those records free of charge w HHSC, HHSC's ageny, e Texas Atomey
General’s Medicaid Fraud Control Unit, and/or the United States Deparument of Health and Human

‘ Services. The records must be retsined in the form in which they are regulasly kept by the Provider for five

i years from the date of sevvice (six years for freestanding nun! hesith clinics); or, until all sudit or audit

exceptions are resolved; whichever period is longest. Provider must cooperate and assist HHSC and agy

state o7 federal agency charged with the duty of identifying, investigating, sanctioning, or prosecuting

suspected fraud and abuse. Provider muss also allow these agencies andfor their agents access o s

1.4 The Texns Anorney Genernl's Medicaid Frawd Control Unit, Texas Health and Human Services
Commission’s Office of the Inspector General, and intermal and external auditors for the statef
{ederal government and/or HHSC may condust interviews of Provider employess, subcontmseiors and their
employees, witnesses, and clients without the Provider's representative or Provider's lega} counsel present
unless the person voluntarily requests tut the representative be present. Provider's employees,
subcontraciors and theis employees, witness, and clicnts must not be coerced by Provider or Provider's
represcnitalive to accept representation by the Provider, and Provider agrees that no retaliation will occur io
a person who denies the Provider®s offer of representation. Mothing in this sgreement limits s person’s right
to counsel of his or her choice. Requests for interviews are (o be complied within the form and the manner
requested. Provider will ensure by contract or other means that its employees and subcontroctors over
whom the Provider has controt eoopersie fully in any investigation conducted by the Texas Aliomey
Ceneral's Medicaid Fraud Controt Unit and/or the Texas Health and Human Services Commission's Office
of the Inspector General, Subcoatractors are those persons or entities who provide medical goods
of services for which the Provider bills the Medicaid program or who provide billing, edministrative, or
management services in connection with Medicaid-covered serviees,

1.25  Nondiscriminstion. Provider must not exclude or deny aid, care, servies, or othey benefits avnilable under
Medieaid ot in any other way diserimimite against a person bocause of that person's mee, eslor, national
onigin, gender, sge, disability, political or religious affiliasion or belief. Provider must provide services to
Medicrid clients in the same manner, by tie same methods, and st the same level and quality as provided 1o
the general public,

126 AILS and HIY, Provider must comply with the provisions of Texas Health and Safery Cods Chapter 43,
and HHEC s rules relnting o workplace and confidengiality guidelines regarding HIV and AIDS.
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HHSC Medicaid Provider Agreement

1.27  Child Support. (1) The Texas Family Code §231.006 requires HHSC io withhold contract payments from
miTy entity of individusl who is 3t cast 30 days delinquent in child support obligations. 1t is the Provider's
responsibility (o determine and verify that no ovmer, partner, or shareholder who hos al least 25%
ownership interest is delinquent in any child support obligation. Provider must attach o list of the names,
Social Security numbers, and medical license numbers if dpplicable, of al} shareholders, partpers, or owners
whay bave at least & 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 enaty named in the applicable contract, bid,
or application is not ineligible to receive the specified grasy, loan, or payment and acknowledges thot Uus
Agreement may be tevminated and payment may be withheld if this certification is inpccurate. A child
support obliger who is more than 30 days delinquent in paying child suppont or & business entity in which
the obligor is a sole proprietor, partmer, shareholder, o owner with an ownership interest of at least 25% is

) not cligible to receive the specified grant, loan, or payment. (3) If HHSC is informed and verifics that e
child support obliger who is more than 30 days delinquent is a pariner, shareholder, or owner with af least 8
25% ownership interest, it will withhold any payments due under this Agreement unul it hos received
satisfactory evidence that the obligation has been satisfied or that the obligor has properly entered ino 8
wrillen repayment agreement. .

1.2.8  Cost Report, Audit and Inspection. Provider agrees to comply with all state and federnl laws relatng to the
preparation and filing of cost reports, sudit requirements, and inspection and monitoring of facilities,
quality, utilization, and records.

1.3 Claims and Encounter Dats

131 Provider agrees to submit claims for payment in accordance with billing guidelines and procedures
promuigated by HHSC, or other approprisie payor, including electronic claims. Provider certifies that
information submitted regarding claims or encounter data will be true and accurate, complete, and that such
tnformation can be verificd by source documents from which data entry is made by the Provider. Further,
Provider understands that aoy falsification or concealment of o materiat fact may be prosecuted under siate
and federal laws.

1.3.2 Provider must submil encounter dats required by HHSC or any managed care organization to document
services provided, even f the Provider is paid under 3 capitated fee arrangement by an HMO or [PA,

133 Allclaims or encounters submitied by Provider must be for services ectuslly rendered by Provider,
Physician providers must submit cleims for services rendered by another in accordance with HHSC rules
regarding providers practicing under physician supervision. Claims must be submitied in the manner and in
the form set forth in the Provider Mapusl, and within the Gme limils established by HHSC 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 [PA. Provider understands and ngrees that HHSC is oot liable
or responsible for payment for any Medicard—covered services provided under the HMO or [PA Provider
CONLECL, of any agreement other Yuan this Medicsid Provider Agreement. Federal and siate laws provide
severe penslties for any provider who attempts © collect any payment from or bill a client for a covered
SETVICE,

1.3.4  Fedesal law prohibits Provider from charging a client or any financially responsible relative or
representative of the client for Medicard—covered services, except where a co~payment is authorized under
the Medicaid State Plan (42 CF R 8447.20).

L33 Asacondition for eligibility for Medicaid benefits, s client assigns oll sights o recover from any third party
or any other sower of psymens s HHSC (2 CF R §433.145 and Human Hesources Code §32.033%
Except as provided by HMSC s third-garty recovery rules (23 TAD Chsgter 283, Provider w
the ermounts paid unsder Medicsid as payment in full for 21f covered services {42 CFH. 5448715}
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HHSC Medicaid Provider Agreement

1.3.6 va%d_er must refund any overpayments, duplicate payments, and errcneous payments that are paid to
Provider by Medicaid or s third party s soon a3 ihe payment esror is discovered.

1.3.7  Provider has an affirmative duty 1o verify that claims and encounters are received by HHSC or its agent and
implement an effective method 10 track submitted claims against payments made by HHSC.

1.3.8

\ L 20d Electronic Claims Submission. Provider may subseribe to the TMHP £D1 sysiem which
allows the provider the ability to electronically submt claims and claims appeals, verify client eligibility,
and receive electronic claim status inquiries, remitiance and status (R&S) reports, and wansfes of funds mnto
& provider necount. Provider undersiands and acknowledges that independent registration 18 required to
receive the eloctronic funds o electrone R&S report. Provider agrees  comply with the provisions of the
Provider Manual and the TMHP ED! licensing agreement regarding the ransmission and receipt of
clectronie claims and eligibility verification dstw. Provider must venify that all claims submined to HHSC
or its ngent are received and accepied. Provider is responsible for acking claims ransmissions against
claims psyments and detecting and correcting all clnims errors. If Provider contracts with therd parties 1o
provide claims and/or eligibility vernification dats from HHSC, the Provider remains responsible for
venifying and validating all transactions and claims, and ensuring that te third pasty adheres to all client
data confidentiality requirements.

5 ADVANCE DIRECTIVES ~- HOSPITAL AND HOME HEALTH PROVIDERS

2 The client must be informed of their right to refuse, withbold, or have medical trestment withdrawa
under the following state and federn) laws:

L1l the individual's right to self-deiermination in making heatth care decisions:

2.1.2  the indwvidusl's rights under the Natursl Death Act (Health and Safcty Code, Chapter 672) to
execute an advance written Directive lo Physicians, or to make & non-writien directive regarding
their right 10 withhold or withdraw life—sustaining procedires in the event of a terminal condition,

213 thendividual's rights under Health and Safety Code, Chapter 674, relating to written Qut—of-
Hospital Do-Not=-Resuscitate Orders: and,

2.1.4  the individunl's nights o execule s Durable Power of Attomey for Health Care under the Civil
Proctice and Remedies Code, Chapler 135, regarding their right to appoiot an agent 1o make
medical trestment decisions on their behall in the event of incapacity.

2.2 The Provider must have s pollcy regarding the implementation of the individual's rights end
compliznce with state asnd feders] laws.

23 The Provider must document whether or not the individual bas esecuted an advance directive and
ensuve that the document Is in the individual’s medical recurd

2.4 The Provider cannot condition giving services or otherwise discrimioate against ap {adividus! bosed
on whether or not the clleot has or bas net ezecuted an advance directive.

5 The Provider must provide writien lnformation to all adult clients an the provider's palicies
coneerning the client’s righta.

2.6 The Provider must provide education for 35247 and the community regarding sdvanee directives.

$3
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115 STATE FUND CERTIFICATION REQUIREMENT FOR PUBLIC ENTITY PROVIDERS

31 Public providers are those that are owaed or operated by o state, county, city, or other locel
government agency oF instrumentallty. Public entity providers of the following services are required
to eerilfy to HMSC the amount of sinte malching funds expended for eligible services secording to
established HHSC procedures:

¢ School health and related seyvices (SHARS)
*  Cass mansgement {or children and pregrant women (CPW)
*  Case management for blind and visually impaired children (BVIC)
> Case menagement for early childbood imtervention (ECH)
°  Segviee coordination for mental retardstion (MR)
©  Sesvice coordination for mental health (MH)
e Mental bealth retmbilitation (MBIR)
o Tuberculosis clinics
+  State hospitals
32 Public schools that are the sponsoring entity for & noo-school SHARS provider are also required to
refmburee HHSC, secording lo esteblished HHSC procedures, the noe—federal portton of
espenditures made by HHSC. A non-public school SHARS provider must submit o letter from the
sponsoring public school acknowledging this relationship and indicating that the public schoo$

uaderstands that it will be billed for the state portion of the fee pald to the oon~pobllc SHARS
provider.

v, CLIENT RIGHTS

4.1 Provider must malntaio the client’s stote and federsl right of privecy and confidentiality to the
medical and personsl laformation contaived in Provider®s records,

4.2 The clieot must have the right to choose providers unless that right hes been restricted by HHSC or
by walver of this reguirement from the Centers for Medicare and Medicald Services {CMS). The
cllent’s acceptance of any service must be voluotery.

4.3 The client must have the right to choose any quslified provider of family planning servicea

V. TERM AND TERMINATION

This Agreement will be effective from the date finally execuied until the date the Agrecment is terminated by either
party. Either pasty may terminate Giis Agreement by providing the otber panty with 30 days advance notice of imem
to termanate. HHSC may immediately terminate the Agreement for causs if the Provider is excluded from the
Medicars or Medicaid programs for any reason, loses its licenses or certificste, becomes ineligible for participation
in the Medicaid program, (ails 1o comply with the pravisions of this Agreement, or if the Provider is or may ba
placing the health and safety of clients at risk. HHSC may terminate this Agrezment withowt notice if the Provides
hias not submitted 5 claim to the Medicaid program for 12 months.

AL /YW’\\ Date %g§%€§§

wlie Cvaves VMo
Printed Mame and Title of Person Signing for Provider [ ~t
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Certification

THIS FORM IS REQUIRED FOR ALL APPLICANTS

ATTACHMENT 1
Foderal Exocutive Cvdas |2.549abﬂIWWMTWHQ%MIMWME%GGMMWMWW
contracsr to diermine whether eech bas o right w obtain & =Y 4 with foderns Yatinns on dedarment, 3

(al

ineligibility, end vohmtary oxthuicn. Each covered contrector must abo sereen esth of its covered gaboonipscsors.,
I this wmﬁmwmﬂwbnmwmmm@mmwmmmMmuaawdsma

By signing eod submitting thi owrtification i p isd apts (b (ollowing terma:
i Thcmﬂmﬁmbutiabdwhamnmlmmd&mmw&hmummpmwh@ﬁhwwmmhmlﬁl
io lster & e that e p ind contre ko ingly rendered an evenoses certificativn, e s448ion (0 ety remedics availsble e ths

fwmﬂgwmaﬁm%mmcﬂica!m@d}lmW,UnMSmWofwwma@ufmmmw
agassy, a5 s HHSC msy purses evailsble ramedics, including suspemion and/or debarment.
Tha p § will provide immedi WS nolins te the pareon o whom tis cortification is submitied if of eny time the
3 mwmmwmm&mﬁwﬁamwh@eummdmhaabmambymofw
circumetances,
mmwm‘w.wm&.“%ﬁg&!&"pmﬂp&mft a,” “priscipal,” “propossh” @md “volmiarily
3. aM&”uwe@hmbmﬁfmﬁmmmmingbawdmmmhmwmﬂmmdwmgcm&maffmm
emplementing Exovutive Order 12849, Usogn & & defmod in Go sttechenmnt,

The potetiel agroes by sobemitting this contificstion the, cbiuld B propossd 4 by d indo, & witl eot

s |owwingly cany @i aaysnb withap who ia debarred, suspendsd, doclared incligbls, o2 vehmiarnity exchhded from

| penticipsties in (iis covered ivn, ualens sutborized by e Depsy of Health end Hemen Services, United Smses Departmest of
Agsitsalms or olher foderel depertmen or agency, sadlor e HIHSC, e spplicable.

Do you bave or do you anticpate having subcoairaciors under this proposed

contract? O Yes No

s, mwmmmwmmmmwmmuwmmmwmmwmhm
Debarment, Suspentien, lacligibility, and Vohmtary Exchuion for Covered C " writhow medificatios, in al) coversd subosatycts

aed @ solititatiens foy all 4 gub

6. A cowtrecior may rely upon & covtification of & povais] subcontracios that i b a0d debarzed, suspendsd, i tigibla, o7 voh ily ezchuded
from s coverad conirect, unless it kasws thet the cortification b cvonsous, A coatrector munt, 8 o minimomm, oblsia sertifications Gom it
eovared sub wpon each sob ‘e initistion eod vpon cach renseral

7. Nethiag contained i of) the § u‘vwﬂlhmaﬁmm&cs&&&mﬁdumafm&@iﬂmwmlagwdfai&ﬁu
ificativn roguired by Gis certifiestion & The knowlodge aad mformstion of b contractor is oot coguired to excesd that which
soreaally posseesed by & prodent press i Ui ordinary coures of busineas dealings.

& Emgtwmkmwzhodzeé@ﬁapmmédmmﬁamm&asmmmkzwwWRymtmbmamm
B with a p who is suspended, dedarred, neligibl o voluszasily exciuded from parteipation in this trensection, in addition
w other resmedion availsblo tn the fedrs] governm Department of Hoalth eod Hemes Sarvios, United Stuses Deparonent of Agrisudare,
ot oliey federal department or pgency, as epplicable, andior the HHSC mey prasue availibls remadies, b leding suspemion andfer
écharment,

CHRTIFICATION BRCARDING DEBARMINT, SUSFUNSION, INBLIGTRILITY ARD
VOLUNTARY ZXCLISION FOR COVERED CONTRACTS
ladicate in the approprinte bos whikh e event applics 15 tbe covered potentis! costrecior:

Tha potentlal controctor caviifies, by submimion of this certification, that aciher B ner le prindipals to presently debaveed,
smupended, propoeed fer dobarment, dextared Indligitte, o7 volunterily cacluded from partidpation in thie contrsd) by aay
* federsl dopartment o7 ageacy or by the Sizte of Tonas

The patentlel contracter Is uasbls to covtly to 6ue or mars of the levms In (b cestiflention. lo tis laetasce, the potemtlal
contreier mad eitech ee explanslics for oach of ike ebove terms 1o which be ks unable to maks cortiflcation. Attach the
ezpdaasiionis) to this certificatley,

Hams of Polentis) Comrastor Vendos [D o1 o . é‘;wic; %:Ef}c@ Humbar
j&&h’f é{agé"i‘mQ% 7%‘”3’@&3‘??@{ NiA

Peirted Bame avd Tille

&?m@%ﬁg%% ’ Pl j
o5 TV ulre GRaves g’g”é@}ﬁ

Bignsture of ApplicaryProvicier

NOT VALIDATED
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Provider Information Form

) 1A. Al Groups, Pertrorships, PAs, Individual Practitioners, end Nor—corporate Entiies, including Associstiors, st complete
this form befate ermotiment in the Texss Madicaid Program.

1.8. Tyou, the provider, are part of 8 corporation and this form is o ane of the followtng individusts, Inctuding, but not Emeted to:
Obecton of Clnkcw/Faciities, Ditectors of Mansgement Companies, end for each Oporation, the following indivicusly:
owrers, officary, drectors, #nd sharohokders with at st 25 porcent share,

Qa 1.C. All othar praviders not covered by 1 A o 1.8,

Name o o Ooing Business As (DBA) Neme B
a———
Fwlie Graves Y‘Y\OLj NIA
Other Name ST © Foraddiona or sddresses, pleass etcrch
. . - . » - - m
msg.'uoae;mmaox Addresses) . 3 chy | P !
3801 LAMAR BLVD AND 3003 BEE ‘ [ rarsen |
CAVES ROAD -~ o oo e T e AUSTIN TX =2 e -y T CINLAS e —
Accounting Address (PO Box or Street Address)
- Number Sireet Sedte City Stute ap
PO BOX 636018 o e l . ,_'ClNClNNATI, . (OH.___. _’4526360!8
B your s o el "b&&nmnuﬁ;& ioat ag s icate your retstiormiiy 1 878 Recgiria™ . .
& sinng Agent 3 Mmansgament Compuny O ermpioyer {0 sen Qoter (axpain below)
Explain if "Other” was selected, 4
" Liconse Number and tasues T T -!me“ nselseve Date ;’,’;L)om"'" u;éxptr'; ation Oafe”
&S0 i Blolgz L 2oglog
Soclal Securlty Number - Empioyer's Tax1d ~ ~” - ' ' _.

L . oTsassarse
1ty of Prect f !%mlmmﬂ
MNERGENCYMEOICNE: - - = . . Tnilblazer Health Enterprises=o=, PP .
Medicare Provider Number Medicare EfNective Date :
gbho3us L 12/15/2004 e s .
Driver's Licefize Number e [ssuer T Ortver's Ucen Expiration 0t o T
"Duate of Birth Tt h "Onlndét T - - oo
i/ - T
| Previoss Physicsd Address (No PO Box Addeases) =~ T ot o j
I_Numbes Struet J Bults 1 Chy State l zp j

Previous Accounting Box Address (PO Box or fireet Addrere)
Humbier Stremt Scita

city ..o
,‘.-..-.N..{“..--__.*- 2 S -..T__._.M g.- o
f f

AT M 1% e it bt~ 2 i 5+ e ot s+

——— oy

NOT VALIDATED
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Provider Information Form

List all physical locstlons where Medlesid serviess sve randered using Roted TPYs),

Do you plan 1o use 3 bllling sgent to submit your Medicaid clalme 7

B ves [IWo  yes provids tro fotiowing information sbout tre biling agent
Bliling Agent Name Address

MBS, inc. 2620 RIDGEWOQD RD. STE 300
Tax 1D Numbay

650622847 AKRON OH. 44313
Contact Person Mame Telephone Number

KATHLEEN LISTON 330-865-6060

Uist all exas Medleald TPis under which you have billed in the past 12 months (aftsch sddttiensl shosts & necessaryj:

UNKNOWN

List all cortrectus! relstionahips with medicat entitles and the 191 of those emtitles f{etisch edddipnat sheets ¢ necossary)

N/A

Have you ever been axcluded, debarred, or sanctdonsd lrom any state or federsl program?

Q Yes [X]Mo ¥ yes, iy explain the detsils, including dats. the state whers the incident ocoumed, and any adverse ection
agemsst your Bcense (attech eddifional eheets & necossory)

Is your license currently suspended or restricted?

E Yes I Mo ITyss Rulty eapisin the deleils, inchuding dere, the wate e 5 2 . and sny adverse scthn
) o {atiach sdditions! sheets ¥ necesseryl
NOT VALIDATED
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Provider Information Form

Have you ever been convicted of 8 crime {exciuding minor ratfic eltations)? - D Ves & No

a} Ccmm@G@m=a&wm@mmmwmmmmmmmamwamwmmw
® mmmmmmawmlwmmmmmm

B) AWMWWMWGW.M«WM

=] Ammmm;&admwmmmmmwbyarmmm,amﬁm;@'

] Amme«ma!mmrmcmrmammmmdmmmmw,

- if yos, fuby exploin e dergils, inchuding date, G Stete wivre the incident getwTed, ond any odverss action ageinst Your Beense
{attach sdditional sheats g rECeSsaryl.

Arg you currently behing 18 days of more on your child support payememta? Q Yeas
f yos, provive deteds (eRach adawional d s7 N

Laboratory - CLIA (Clinical Laboratory improvement Act)

CLIA Certification Numpar® and approved spaclalty services: Ploese emclozo 6 copy of your CLIA Cerchicate

N/A

Mammography Facility Certification
Radlation Contrel Cenlficattan Mumber: Pioese encloss o copy of yaur Ceraficetion

MNIA

NOT VALIDATED
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Provider information Form
THIS SECTION MUST BE COMPLETED,_SIGNED. AND NOTARIZED BY ALL PROVIDERS

I certify that the above constitutes true and correct information. I agree to inform HHSC or its
designee, in writing, of any changes, or if additional information becomes available.

1 M‘WUUU’) :Ei-'e &aw’s Moy

A
Signature of Provider Pnnted or Typed Name of Provider

Subscribed and Swom before me, é efe | QS{""’K a Notary Public for
the State of | ‘R \(&( S ,on the ng}ayof F-:eb"b(a s 20 09

M 3@1{“ “[exas r

Signanire of Notary Public State of

Sty

SHEILA M. FOSTER
y Notary Public, State of Texas ||
J My Commission Expitee

Septomber 24, 2008

MESSAGE TO NOTARY:
PLEASE BE SURE TO COMPLETE ALL OF

THE BLANKS IN THIS NOTARY MH23

Reminder: This form must have original signatures and be notarized
before retuming to TMHP.
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FROM © NI ‘
LR E-GRAVES - FRX NO. : 7888467 Feb. 23 205 @2:32PM

TEXAS STATE BOARD OF MEDICAL EXAMINERS
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HHSC Medicaid Provider Agreement

Name of Provider cag _*Medicaid Provider 1D Number

Doing Business As Medicare Provider 1D Number__8D0344

Physical Address .
3801 LAMAR BLYD AND 3003 BEE CAVES ROAD

, TX_ 76758 AND 75748
a?m Adgrcm

PO BOX 636018

CINCINNATI, OH 45263-6018
¢ Please list additional Taxas Provider dentifiers (TPls) on the Addendus Statement Jor this Agreemend. New
applicants should leove this space blank.

As a condition for participstion as & provider under the Texas Medical Assistence Program (Medicaid), the provider
(Provider) agrees to comply with all terms end conditions of this Agreemen.

L ALL PROVIDERS

L1 Agreement snd documents coastituting Agreement,
A copy of the curvent Texas Medicaid Provider Procedures Momual (Provider Marual) has been or will be
furnished (o the Provider. The Provider Manual, all revisions made to the Provider Manual thyough the
bimonthly updete entitled Texas Medicaid Bulletin, and written notices are incorporated into this
Agroement by reference. Provider has s duty to become familiar with the eontents and procedures contained
w the Provider Marusl. Provider agrees to comply with all of the requirements of the Provider Manual, as
well as oll state and federal laws and amendments, governing or regulating Medicaid. Provider is
responsible for ensuning that employees or agents acting on behalf of the Provider comply with all of the
requiremerds of the Provider Manua) and al} state and federal Jaws end amendments govemning and

1.2 State and Federal regulatory requirements.

1.21  Provider has not been excluded or debared from pasticipation in apy progrem under Title XVIE
(Medicme) or any program under Tite XIX (Medicaid) under any of the provisions of Section | 128%(A) or
(B) of the Social Security Act (42 U.S.C. § 13208-7), or Executive Order 12549, Provider has also not been
excluded or debarred from pasticipation in soy other siate or fedemm] health care program. Provides must
notify HHSC or its agent within 10 business days of the time it recsives notice that any action is being
laken against Provides or any person defined under the provisions of Section 11 28(A) or (B), which could
result in exclusion from the Medicaid program. Provider agress to comply with 45 C.F.R. Part 76,
“Government~wide Debarment and Suspension (Non—procurement) and Govemnment-wide Requirementa

This reguistion reguires the ider, in part, to: (a) exesuie the atisched “"Centificaijon Regarding
Deborment, Suspension, Ineligibility, and Vohumtary Bxclusion-Lower Tier Covored Tramsotions™
{Attachment I} upon execution of this Agreement; (b) provide wiitten ootice w HEISC or s agent if o any
tme the Provider lesms that its conificetion was ervonsous when submitted or has become ervoneous by
renson of changed cireumsiances; and (<) require compliance with45 CF.R. Past 76 by porticipans in
kower tier coverad transactions.

NOT VALIDATED
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HHSC Medicaid Provider Agreement

V22 Provider agrecs to disclose information on ownership ard contral, information related to business
transactions, and information on persons convicted of crimes in accordance with 42 C.F.R. Past 455,
Subpart B, and provide sueh information on request 1o the Texas Department of Heslth, Texas Health and
Human Services Commission, Texas Department of Human Services, Texas Attomey General's Medicaid
Froud Control Unit, end/or the United States Depastment of Health and Human Services. Provider agrees to
keep s application for participation in the Medicaid program current by unforming HHSC or its sgent in
writing of any changes to the information contained in its application, including, but not limited to, changes
n ownership or conwol, federal tax identification muomber, or provider business addresses, at least 10
business days before making such changes. Provider also agrees to notify HHSC or its agent within 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 HHSC complete information related to any such suspension
or restriction, . .

123 This Agreement is subject to oll swte and federal laws ond regulstions relating to fraud and abuse in health
care and the Medicaid program. As required by 42 C.F R § 431,107, Provider agrees o keep any and all
records necessary to disclose the extent of services provided by the Provider t individuals in the Medicaid
program and any information relsting to payments cleimed by the Provider for furnishing Medicsid
services, Provider also agrees to provide, on request, access to records required o be mainisined under 43
CF.R §431.107 and copies of those records free of charge w HHSC, HHSC's agent, the Texas Attorney
General's Medicaid Fraud Control Unit, and/or the United States Department of Health and Human
Services. The records must be retsined in the form in which they sre regulasly kept by the Provider for five
years from the date of scrvice (six years for freestanding rural heaith clinics): or, untl 2l sudit or audit
sxceplions are resolved; whichever period is longest. Provider must cooperate and assist HHSC and any
state or federal agency chasged with e duty of identifying, investigating, sanciioning, or proseculing
suspected fraud and abuse. Provider must also allow these agencies andfor their agents secess to its

.24 The Texas Anorney Generel's Modicaid Fraud Conuol Unit, Texas Health and Human Scrvices
Commission’s Office of the Inspector General, and internal and extemal auditors for the st/
federal government and/or HHSC may conduct interviews of Provider employees, subcontractors and their
employeces, witnesses, and clients without the Provider’s represeniative or Provider's legal counsel present
unless the person voluntarily requests that the representative be present. Provider’s employees,
subcontractors and their employess, witness, and clients must not be coerced by Provider or Provider's
represcntalive to accept representation by the Provider, and Provider agrees that ne retalistion will eceur to
a person who denies the Provider's o{Ter of representation. Nothing in this agreement limits a person’s right
to counse! of his or her choice. Requests for interviews are 10 be complied within the form and the manper
requested. Provider will ensure by contraet or other means that its employees and subcontraceors over
whom the Provider bas control cooperste fully in any investigation condusted by the Texas Atormney
General's Medicaid Fraud Control Unit andfor the Texas Health and Human Services Commission’s Office
of the Inspeeior General, Subcontactors are those persons or entities who provide medical poods
or services for which the Provider bills the Medicaid program or whe provide billing, sdministrative, or
rmanagement Lrvicss in connection with Medicaid-covered services

1.2.5  Mondiscriminntion. Provider must not exclude or deny aid, ears, service, or other beneiits available under
Medieaid or In sy other way discriminste egaingt 3 person because of that person's race, color, national
origin, gender, age, disability, political or religious affiliation or belief. Provider must provide services o
Medicaid clients in the same manner, by the 2me methods, and st the same level and quality 63 provided o
the genersl gublic,

126 AIDS and HIV. Pravider must comgly with the provigions of Texas Hesith and Safery Code Chapter 25,
mnd HHSC s rules relating to workplioe and confidentatity guidelines regarding HIV and ATDS.

T o A STATE MEDICALD COMTRACTOR Puas 8.7 RPEAPIG.23 3005 v0.0
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HHSC Medicaid Provider Agreement

1.27  Child Support (1) The Texas Family Code §231.006 requires HHSC to witthold contract payments from
any entity or individual who is at leass 30 days delinquent in child suppont obligations. 1tis the Provider's
responsibility to determine and verify that no owne, pastner, or sharcholder who hos at least 25%
owvership interest is delinquent in any child support obligation, Provider raust attach 8 list of the names,
Social Secusity numbers, and medical license numbers if applicable, of all shareholders, partners, or owners
who have al least & 23% ownership interest in the Provider. (2) Under Section 231.006 of the Family Code,
the veador or applicant certifies that the individual or business entity named in the applicable contract, bid,
or application is aot inzligible to receive the specified grant, loan, or paymest and acknowledges that this
Agreement may be teminied and payment may be withheld if tus certificstion is insccurate. A child
support obligos whe is more than 30 days delinquent in paying child support or & business entity io which
the obligor is # sole proprietor, partner, sharcholder, or owner with an ownership interest of at least 25% is
nol eligible 1o reeeive the specified grant, loan, or payment. (3) If HHSC is informed and verifies that a
child support obligor who is more than 30 days delinquent is a partner, shareholder, or owner with at least o
25% ownership interest, it will withhold sy psyments due under this Agreement until it has recejved
satisfactory evidence st the obligation has been satisfied or that the obligor bns properly entered into o
Wwritten repayment sgreement.

1.28  Cost Report, Audit and Inspection. Provider agrees to comply with all state and federal laws relating to the
prepasation and filing of cost reports, audit requirements, and inspection and momtoring of facilities,
quality, uulization, and records.

£.3 Claims and Encounter Dats

1.3 Provider sgrees to submit claims for payment in accordance with billing guidelines and procedures
promulgated by HHSC, or other sppropriate payor, including electronic claims. Provider certifics that
information submitted regarding elatms or encounter data will be true and accurte, complete, and that such
information ean be verified by source documents from which dala entry is made by the Provider. Further.
Provider understands that any falsification or concealment of 3 material fact may be prosecuted under state
and {ederal laws.

132 Provider must submit encountes data required by HHSC or any managed care organizstion to document
services provided, even if the Provider is paid under a capitated fee armrangement by an HMO or IPA

133 Allclaims or encounters submitted by Provider must be {or sexvices scwslly rendered by Provider.
Physician providers must submit claims for services rendered by another in accordance with HHSC rules
regarding providers practieing under physician supervision. Clalms must be submiticd in the manser and in
the form set forth in the Provider Magual, end within the tme limits established by HHSC for submission
of claims. Claims for peyment or encounter data submitted by the provider to an HMO or IPA are govemned
by the Provider's contract with the HMO or [PA. Provider understands and agrees that HHSC 13 not liable
or responsible for payment for any Medicaid—covered services provided under the HMO or [PA Provider
contract, or any agreement other than this Medicaid Provider Agreement. Federal and state laws provide
severe penalties for any provider who attempis to collect any pavment from or bill o client for a coversd
service,

1.34  Federal law prohibits Provider from charging a client or any financially responsible relative or
representative of the client for Medicaid~covered services, except Where a co-payment i3 suthorized under
the Medieaid Staiz Plan (42 C.F B $447.20),

L35 As acondition for eligibility for Medicaid benefits, s client assigns 2l rights 1o recover from any thisd party
or any other sourse of payment to HHESC (A2 C.F & 5433, 145 ared Human Resources Code §32.0353
Except ns provided by HHSC s third-pany reeovery rules (25 TAC Chsprer 283, Provider o
the smounts pald urder Medicaid as payment in full Tor all covernd services (42 CF R 5447 15)

£
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HHSC Medicaid Provider Agreement

1.36  Provider must refund any ovapaymens, duplicate payments, and erronsous payments that are paid to
Provider by Medicsid or a third party 35 soon as the payment error ig discovered,

1.3.7  Provider has an affirmative duty to venify that elnirns and encournters are recetved by HHSC or its egent and
implement an effective method to track submitied claims against payments made by HHSC.

1.38

LMUP EDL sod Electronie Claims Submission. Provider may subseribe to the TMHP EDI system which
allows the provider the ability to elecironically submit claims and claims appeals, venify client eligibility,
and receive electronic claim starus inquiries, remittanee and status (R&S) repors, and wansier of funds into
8 provider account. Provider undersands and acknowledges that independent registration is required to
teceive the electronic funds or electronic R&S report. Provider agrees to comply with the provisions of the
Provider Manual and the TMHP EDI licensing agreement rezarding the vansmission and receipt of
elecronic claims and eligibility verification data. Provider must verify that all claims submited 1o HESC
of it sgent are received and sccepted. Provider is responsible for tracking claims transmissions against
claims payments and detecting and correcting all claims enrors. If Provider contracts with turd partics o
provide claims and/for eligibility verification dats from HHSC, the Provider remains responsible for
verifying and vaiidating all transactions and claims, and ensuring that the third party adheres to all client
data confidentiality requirements.

3% ADYANCE DIRECTIVES - HOSPITAL AND HOME HEALTH PROVIDERS

2.1 The client must be luformed of their right to refuse, withhold, or have medical trentment withdrawe
under the fellowing state snd federsl laws:

211 the individual's nght to seif-determination in making health care decisions;

212 the individual's rights under the Natural Death Act (Health and Safety Code, Chapter 672} 10
execcute an advance written Directive to Physicians, or (o make a non-writien direcive regarding
their right 1o withhold or withdraw life-susipining procedures in the event of a terminal condition,

213 the individuni’s rights under Health and Safety Code, Chapter 674, relsting to written Qui—of-
Hospitat Do~Not-Resuscitate Orders; asd,

2.4 the individual's rights 10 execute a Durable Power of Attomney for Health Care under the Civil
Practice and Remedies Code, Chapter 135, regarding tieir right io appoint an agent to maoke
medical treatment decisions on their behalf in the event of incapacity.

2.2 The Provider must bave o policy regarding the implementation of the individual's rights and
compliznce with state sad federsl lawa

X3 The Provider most documens whether or not the individus] bas executed sn sdvasce dlrective sad
ensure that the documens I3 io the iadividuzl’e medical record

2.3 The Provider esnnot conditios giving services or otherwise discriminate sgainst ss individusal based
un whether or et the client bas or bas aot executed sn sdvence directive.

2.5 The Provider must provide written lnformation to sll edult clients on the provider's policies
concerning the client’s rightsa.

2.6 The Provider must provide educstion for staff 2nd the community regarding sdvance directives.

THhe = A STATE MEDWCAID CONTRACTOR Proe 8 2 MPEAPIG 23 2000 0.0
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HHSC Medicaid Provider Agreement

TR STATE FUND CERTIFICATION REQUIREMENT FOR PUBLIC ENTITY PROVIDERS

3.1 Public providers are those thet are owoed or operated by = state, county, ciiy, or other local
government agency or lostrumentality. Public entity providers of the following services ere required
to cestify to HHSC the amount of state matching funds expended for eligible services sccordiag to
established HIHSC procedures:
®  School health and related sexvices (SHARS)
¢ Case management {oy children and pregnant women (CPW)

°  Case management for blind and visually impaired children BVIC)

¢ Casc management for early childhood intervention (ECI)

»  Service coordinalion for mental retardation (MR)

*  Serviee coordinstion for mental health (MH)
i s Montal bealth rehabilitation QGIR)
' o  Tubeyculosis clinics
. o Siate hospitals
! 3.z Publle schools that are the spoosoring entlty for 8 nos-school SHARS provider are alse requlred to
i relmburse HHSC, accordlng to established HHSC proczdures, the nen~federal portion of
expenditure made by HHSC. A non-public schoo} SHARS provider must submit e letier from the
sponsoriag public school acknowledging this relationship and Indleating that the public school

understonds that it will be billed for the state portion of the fee paid to the aon-public SHARS
provider.

iv. CLIENT RIGHTS

4.8 Provider must meintaio the client’s state snd federal right of privacy and confldentiality to the
medica] snd persons! laformation contalned in Provider’s records.

4.2 The client must have the right to choose providers unless that right bias been restricted by HHSC or
by walver of this requlrement from the Centers for Medicare and Medicald Services {CHMS). The
cllent’s scseplance of any service must be volontary.

4.3 The cllent must bave the right to choase any quelified provider of family plaanlng services.

V. TERM AND TERMINATION

This Agreement will be effective from the date (inally executed until the date the Agreement is icrminated by either
pesty. Either party roay tesminate this Agreement by providing the other party with 30 days advance notice of inlent
to terminate. HHSC may immediately terminate the Agreement for canse if the Provider is excluded from the
Medicere or Medicaid programs for any reason, loses its icenses or centifieate, becomes ineligitde for participation
in the Medicsid program, fails 1o comply with the provisions of this Agresmnent, or if the Provider is or msy be
placing the health and safety of clients st risk. HHSC may terminate tss Agresment without notice if the Provider
hag not submitied a elsim to the Medicaid p or 12 months.

) 2 - Pty

Date

Provider Signatura gﬁf

Cev |l Peuoto

Printed Name and Title of Porson Signing for Provider
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Certification

THIS FORM IS REQUIRED FOR ALL APPLICANTS

ATTACHMENT 1
Fmalﬁxmﬁvc()&mI2349anéImMmlbchaHmhhmﬂhsmWC@@&;MGQ&Q&WMWM!
coaesio? to diterming whaber cach has » right o oltain s contrect in danes with fobtred regniations on dcbarment, suspeasion,
cligibifity, eod voluatary exshusion, Each covered contrector must also soroen eeeh of ity covered subeomtractor.

1o this contification “oentrecter” pefers o both and sob vetar, “e < refers 10 both cvntrect snd subcontrace.

By signing and submitting this centifization Gz p i ecoepts the foflowing terme:

| B T&wﬂfmm&cwuamn&mlmm&ﬁmwwhxhtdmwupuwdwhmmnmaawnmmmlftt
is lstey 4 ined that the p § contractor kaowingly rondered an er ecertification, in eddition 1o olher romedt ilabls to tha
foderal g u»r‘— demdemSmm.UMSmD@mofAmMcmm{mem
nguxywmcmmsyﬁnw italsd sad/og deb
mwmmmnwmwmmmmmmmwmﬁmemd‘mm:ammu’aeayum:us

3 polontis) contrector bearme that the oertification wes o erbics subemitiod or has b ers by reason of changed
CHTImItansm.
‘The wards “wovared =~ &, “saspendsd,” “meligbla,’ “partici ~ “person,” “principal” “proposal.” md “voleimily

3, oncledod” zauwdmmmwnﬁcmhwmmb&dwmmhmdm&cﬁmmmd@vmgemoﬂwma
implementing Exorutive Order 12349, Usopn & es defined in o attiachment,
Tho potestis| contracior agrees by svbmitting (i cenification tha, sh 14 tha g 4 4 ba d iste, # @il g
m%bmwmmyemwmgmmum "éalsred eligible, or vohutanly excheded from

o thin mhaWby&WofHa&@}hmmS@mUn@dSmmed
Amtmmuo@bsz meWmasmy satfor the HHSC, & spplicable,

Do you bave or do you entidlpats having subcostractors under this proposed O
coniract? VYes !gé‘o

3. Tho poterial contractor furiber agroes by subsmiting fris cortification that it will inelods this contification Giled “Cortificstion Regasding
"Debanment, Sespension, Ineligibility, gad Vehmiary Exelusion for Covered Controcts™ withom medification, i ol coversd saboomtrests

zed in codicsiativas fog ol od suboratracts,
6. A contrector mey rely apos e czrtifetion of 6 p ial oub Gund 8 s ool dobarsed e, ineligibla, or vohmmtanily acloded
mmmmmammmmgmammmmm P obtsin certificntions fromm its

ctors wpon esch °p iniliath ead opeo each renswal,
7. Nah:mgemm:ammfmmgwmbammto LYY of o ey of d mmmmmmmmm
grived by this cerli mw@mmmqu 407 i oot reqoired o 4 Gzt which i

aormaily pesersscd by o grotend porsen in the endinary course of business dealings.
8. ﬁxemfofmakwmmmmﬁupmv@hég{@m&madammmamw&mmmmmecwmg

withe p who is dod, deb 4 o7 volunterily excluded from pes bot i tiis tr ion, & addition
mMWammmfmmdeMmAHmm Umm&mma{maﬂm
o7 oty {oduval department o7 ogcaty, o applinable, andfer the HHSC may pursse avsilabl g todfar
debararent,
CERTIVICATION REGARDING DERAGMENT. SUSPRIGION, INFLIGIRILITY AND

VOLUNTARY ZECLAISION FOB COVERED CONTRACTS
Indiesto ta ibe eppropelata ban which watement upglien to o cavered potentisd mumw

sazpended, propeesd (or deberment, declared incligibtla, o veluaterlly excluded from particlpation by this contrast by eny
feder nl dopartment o ogoney o7 by the Sime of Tanaa

The poteatlel contrectos & enabls to certify to pue or more of the tertas bn this exrtification. la this lonancs, the petentlal
E contrecior man sitach oo explenation for cuch of the above tevins fo which be Is unabls to make certificatioa. Afteeh the

& The poteatls! coarractor ceviiiien, by submimion of thin certificntion, that neither Ul aer Hs princlpals ks presently debarred,

esplanniionis) lo (ks certifh
Marmw of Potentlal Contrector \%’@ ;{m‘t@g&w Murmber 2&4;6?“?;&@;& Famiac
Qouel Peuo 15-0%6a18F |,
Diste Selnted Hame vl THie

of paraon signing form

a(22(05" Q| Peuo +

&g@g@%{% o é%@a@#?fgg

NOT VALIDATED
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Provider Information Form

pa
%A Al Groups, Purtnerships, 1PAs, Individual Pracitioners, snd Non-corporste Entities, inchuding Associations, must complote.

this form before envoliment in the Texss Medicald Program
B. f you, the provider, ace part of & corporation and this farm is fer one of the folowing individuats, Including, but not Bmited t:
Dlrectors of Clinkcw/Faallties, Directors of Mansgement Comparties, and for esdh corporation, the following individusls;
owners, officers, drectors, and shareholders with st last 25 parcent share.
D 1.C. All othas providers not covered by 1 A or 1.B.

Name ’ I ‘.ooémsm«m-;u(x;aA.)ML'
Qarl Pevode md ™"

.-

For sdditiocal numes or sckiresses, please attach

Other Name
necsssary pages
ot Aogriis Lo Lo -~ . ) ; . -
Nulager © S5 30/0 PO Box Addresses)  Sute cuy Suate o |
1301 LAMAR BLVO AND 3003 BEE L ! ‘_J —— i
CAVES ROAD —ooimm-e o e oo o AUSTING PR oo e T e Ly g o
Accournting Address (PO Box os Street Adktruss)
Number Stroet Suite Clhty State up
Y
rosoxesss . _ | loweswam . low s

. your acoounting sddress Iy giferent from your plrysical sdaress, phease ﬁhu}um?wm“;&nhm' -

' Address: . . .

B aing Agent [J Mansgerment Company O] empicyer 0 se [Jother (axpiatn batow
Explain if “Other” wes sedected t
Ucenise Number and (5 siar IR IEET-S N P PR L:)cml:ilnb{rn Date

L Blisles 1 alelo]
24 Sployer's Tax 1D < s T ‘
- . .7.5‘255278.4.:__.,.; e R o
. Madicare Intermediary ) ’ !
P
EMERGENCYMEDICINE=, - - = _._. .- Trailblazer Health Enterprises .- .. .=
Medicsre Provider Numbaes Maedlcars Effective Date
ZDO?)LP% ) Conspoes .
Oriver's ticanye Niffibars and lssver L Ortvar's Ucenss Expirstion Oste ™~ 777 tT
Oate of i TGender -
HEDS L=l
Previous Physical Addiess (No PO Box Addsssas) U , oo S ‘
Numnbaer Strent X Buite i City State _up

e ""—:*‘.::.::'::_.:::::'*—_;‘.:.,;._:l_‘.::':::‘:“.‘..L: _".:;::::::'.;:'_';“.—]_ gl "‘: Tttt l
“Bravicus Accounting Box Address (PO Box or Street Address) e ’
Nurmbar Stroet Suite City Sixte e
e S e R e e S 2R :_.._..-...__.__(

| l { | h
NOT VALIDATED
E}Q— A STATE MEDICALD CONTRACTOR Page ) MPEAP1O 232003 v0.0




(Page 38 of 52) DCN: 200505900010479

Provider Information Form

List af physical locations where Medicaid services e rendared ysing noted TPUs)

Do you plan to use 2 bilting agent to suomit your Medicaid efaims?
BlYes [One o Yos provide Me folleenng information sbout the biling agent:

Billing Agem Nama Address

MBS, tne. 2620 RIDGEWOOD RD. STE 300
Tan {0 Number

650622847 AKRON QH. 44313
Con:ac} Person Name Telephone Number

KATHLEEN LISTON 330-363-6060

List all Teass Medlcald TPis under which you have billed in the past 12 months {attacy sddatonst sheets & necessory):

UNKNOWN

List all contraciual relattonships with medicat entttlas ang the TPis ol those eftities (oRpeh addiions! shoars 4 neceassry).

NIA

Have you ever been encluded, dedaried, or sanciloned from any state or lederat program?

D ves [XIno 1 yes. Ay ergtom o geteds. induding deto. the stats whers NG incident ocouTed, ond 8y eOVErso oEion
ogamst your feanss (ansch adamons! sheers d necessary)

19 your licenge curremly suspended or reatricted?

Mves Eme  7yss &y esntein to auieils, mcliding dets, tie stele whees ihe inadent cenrss, and sy aifverza sotion
sgeings your Bosnigy {erteeh sdcd sheety & sryj:

NOT VALIDATED
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Provider Information Form

. Have you ever been convieted of 8 erime (esciuding minos tatfic citations)?  [] Yes [
3} Carracon o Carvve — & 1 of comviction of Selemes atuttanon hay DI BIMENad SGRINGS 8 Person Oy 8 SIBtS o leders) courl
. Wmmwmmameml«mmmmiwm; '
b A perenn hes been funG guty by o fousral, state, oF 1008 ot
] A pareon gy entered 2 plea of Quly of MO CONTNTEND Ut Nes Doen atceotsd by 8 federml, aBte, Of (e count: o
& AW@MW&YMWrwommammm&mmmm,

U yas, fully eaplain the detmdls, including date, the state wiers the incident occurrad, end any sdverss seion egainst youwr foense
{attach addifonal sheets 4 recessary):

Are you currently behind 30 days or more on your child support payments ? vez K] we
i yos, provida deteds (oRuch sddtionsl sheets & necassary!

Laboratory — CLIA (Clinical Laboratory Improvement Act)

CUA Cenlfication Number® snd approvaed speclalty servicas: Plesse onclose a copy of your CLIA Certficote

N/A

Mammography Facility Certification

Ragiatlon Contrel Certification Numben Pisess fasm & copy of yous Certifivsticn

MNiA
NOT VALIDATED
£ ,,
TMHP — & STATE MEDICAID CONTRACTOR Page 3.3 MPEAP10.73.2003 +0.0
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Provider Information Form
THIS SECTION MUST BE COB‘IPLE’E’EE)P SIGNEE, AND NOTARIZED BY ALL PROVIDERS

1 certify that the above constitutes true and correct information. | agree to inform HHSC or its
designee, in writing, of any changes, or if additional information becomes available.

Wﬁ%@ﬁj (o | Pevoto

Signature of Provider Prnted or Typed Name of Provider

Subscribed and Swom before me, 5 [" oL {C\ /:5 S+ T, Notary Public for

s [ as
- Signanur€’ol Notary Public® N State of
Notars: Seal or Sfarmp

N SHENA M. 5OSTER
ctary Public, State.of T

My C s I Eg@r?:s |
___ September 24, 2008

MESSAGE TO NOTARY:

PLEASE BE SURE TO COMPLETE ALL OF
THE BLANKS IN THIS NOTARY

Reminder: This form must have original signatures and be notarized
before retuming to TMHP.

o A STATE MEDICAID COMTRALTOR Pooe 9.4 BPEAPINIII00E v 0
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HHSC Medicald Provider Agreement

Name of Provider i, _ *Medicaid Provider 1D Numbss

0§ £
BIRGK

Doing Business As Medicare Provider [D Number  8D0346

Physical Address
3801 LAMAR BLVD AND 3003 BEE CAVES ROAD

N, TX 78758 AND 78748
u?l'ﬁ-ag Adgx%ss

PO BOX 636018

CINCINNATI, OH 45263-6018
¢ Plgase list additional Tezas Provider Idertifiers (TPIs) on the Addendum Statemens for this Agreemer, New
applicants should leave this spoce blank.

As s conditicn for pasticipation as & provides under the Texas Medical Assistance Program (Medicaid), the provider
(Provider) agrees (o comply with all terms and conditions of this Agreement.

L ‘ALL PROVIDERS

1.1 Agreement snd documents constitoting Agreement,
A copy of te curvent Texas Medicaid Provider Procediures Mamual (Provider Manusl) has been or will be
furnished to the Provider. The Provider Manual, all revisions mede to the Provider Manusl through the
bimanthly update entitled Tesas Medicaid Bulletin, and writlen notices are incorporated into this
Agreement by reference. Provider has @ duty to become familisr with the contents and procedures contained
in the Provider Masual. Provider agrees to comply with all of the requirements of the Provider Manual_ as
well as all state and federnl laws and amendments, governing or regulating Mediesid. Provider is
resporsible for ensuring that employees or sgents acting on behalf of the Provider comply with all of the
requirements of the Provider Manua) and all state and federal laws end amendments governing and

1.2 State and Pedersl regulatory requireraents.

1.2.1  Provider has not been excluded or debarred from participation in any program under Title XVII
(Medicare) or eny program under Title XX (Medicaid) under any of the provisions of Section 1128(A) of
(B) of the Social Seeurity Act (42 U.5.C. § 13208-7), or Exceutive Order 12549. Provider bas alse not been
excluded o debarred from participation in any other state or federal health care program. Provider must
notify HHSC or its agent within 10 business days of the time it receives notice that any action is being
taken against Provider or any peszon defined under the provisions of Section 11 28(A) or (1), which could
result in exclusion from i Medicaid program. Provider sgrees 1o comply with 45 C.F. R Part 76,
“Government~wide Debarment and Suspension (Mon-procurement) and Government—wide Requirements

This regulation requires the Provides, in part, ©: () ste the atiached “Certification Regarding
Debarment, Suspension, Ineligibility, and Veluntmy Exclusion-Lowsr Tier Covered Trarsaetions™
(Auschrnent [ upos sxecution of this Agreemens; (b) provide wiitten retice 0 HHSC or i agent if e any
Hme the Provider learns that its costificstion was ervoneous when submitied or has besome ervonsous by
season of chasged ciroumstances; and {0 requirs complisnce with 45 CF R Pent 76 by participanis in
lower ther coverad ranestions.

NOT VALIDATED

- A& STATE MEDICAID CONTRACTOR Peps £ MPEARIG.23 7001 w0
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HHSC Medicaid Provider Agreement

123

3

Provider agrees to disclose information on ownership and control, information related (o business
ransactions, and information on persons convicted of erimes in accordance with 42 C.F.R. Pant 455,
Subpart B, and provide such information on request (o the Texas Deparmment of Health, Texas Health and
Human Services Commission, Texss Department of Human Services, Texas Attomey General's Medicaid
Fraud Control Unit, and/or the United States Department of Health and Human Services. Provider agrees
keep its application for participation in the Medicaid program current by informing HHSC or its agent o
writing of any changes to the information contained in its spplication, including, but not timited to, changes
in ownership or control, federal tax identification aumber, or provider business addresses, at Jeast |0
business days before making such changes. Provider slso agrees 0 noufy HHSC or its agem within 10
business days of any reswriction placed on or suspension of the Provider's Seense of cevificate to provide
medica] services, and Provider must provide to HHSC cormpletz informatian related to sy such SUSPENSION
or restriction, . .

This Agreement is subject o all state and federal laws and regulations relating to fraud and abuse in health
care and te Medicaid program. As required by 42 C.F.R. § 431,107, Provider agrees 1o keep any and ol
records necessary 1o disclose the extent of services provided by the Provider to individuals in the Medicaid
program and any information relating to payments claimed by the Provider for furnisting Medicaid
services. Provider also agrees (o provide, on request, aceess to records required (0 be maintsined undey 42
C.F R §431.107 and copies of those reconds free of charge 10 HHSC, HHSC s agent, the Texas Atorney
General’s Medicaid Fraud Control Unit, and/or the United States Deparment of Health snd Human
Services. The records must be rewined in the form in which they are regularly kept by the Provider for five
years from he date of service (six years for freestanding nal health clinics); or, untif all sudit or audis
exceptions are resolved; whichever period is longest. Provider must cooperate and assist HHSC and any
stste or federal agency charged with the duty of identifying, investigating, sanctioning, or proseouting
suspected fraud and abuse. Provider must also slfow these agencies and/or their agents access o its

The Texas Anoroey General's Medicaid Fraud Control Unit, Texas Health and Human Serviees
Commissien's Office of the Inspactor General, and interral and external auditors foe the state/

{ederal government and/or HHSC may conduct interviews of Provider cmployees, subcontraciors and their
employecs, witnesses, and clients withous the Provider's represanistive o Provider's fegal counsel present
unless the person voluntarily requests that the representative be gresent. Provider's emplovees,
subcontractors and their employees, witness, and clicrus must not be coerced by Provider or Provider's
representative to accept representation by the Provider, and Provider agrees that no retliation will oecus to
3 person who denies the Provider's ofer of representation. Nothing in this agreement limits s pason’s nght
to counsel of his or her choice. Requests for inlerviews are to be complied within the form and the manner
requested. Provider will ensure by eonwact or other means that itS emplovees and subcontractors over
whom the Provider has control coopernte fully w any ivestigation conducted by the Texas Attormey
General's Medicaid Fraud Control Unut and/or the Texas Health and Humen Services Commission's Office
of the Inspectar General, Subcontractors are those persons o entities whe provide medical goods

or services for which the Provider bills the Medicaid program or who provide billing, edministradve, or
management services in connection with Medicaid-covered services.

Mondiscrimination. Provider must not exclude or deny aid, care, service, or other benefits available under
Medicaid or in any other way discriminate against s person because of that person’s race, color, antioml
origin, gendes, age, disability, political or religious affilistion or belief. Provider must provide services o
sdedicaid clients in U zame manner, by the same methods, snd af the same Tevel wid quality 53 provided o
de genersl pubhe,

AIDE and M1V, Provider must comply with te provisions of Texes Health and Safery Code Chapuer 83,
and HHSBL e rules relating 1o workplace and confidentisfity guidelines regarding HIV sod AIDS,

$HE e A STATE MEDICAID CONTRATTOR Paoe 8.2 MPEAPIG 2% 2003 w00
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HHSC Medicaid Provider Agreement

1.27

1.3
[ DR

125

Child Support. (1) The Texas Family Code §231.006 requires HHSC to withhold congact paymenis from
any entty or individual who is at leass 30 days delinquent in child support obligstions. 1t is the Provider's
responsibility to determine and vesify that no owner, partner, or sharebolder who has at least 25%
ovwnership interest is delinquent is any child support obligstion. Provider must attach s list of the names,
Socin) Secunity numbers, and medical license aumbers if applicable, of ali shareholders, parters, or owners
who have at least & 25% ownership interest in the Provider. (2) Under Secton 231.006 of the Family Code,
the vendor or spplicant certifies that the individual or business entity named in the spplicable contract, bid,
or application is not ioeligible to receive the specified grant, loan, or payment and acknowledges that this
Agreement may be terminated and payment may be withheld if this certification is inatcurate. A child
support obligor who is more than 30 days delinquent in paying child support or & business entity in which
the obligor is o sole proprietor, parmer, shareholder, or owner with an ownership interest of at least 25% is
not eligible to receive the specified grant, loan, or payment (3) If HHSC is informed and verifies that a
child support obligor who is more than 30 days delinquentis a parnner, shareholder, or owner with at least s
23% ownesship interest, it will withhald any psyments due under this Agreement until it has received
satisfactory evidence that the obligation has been satisfied or that the obligor has properly entered into 8
written repayment agreement,

Cost Report, Audit and Inspection. Provider agrees t comply with all state end federal laws relating to the
preparation and filing of cost reports, audit requirements, and inspection and monitoring of facilities,
quahity, utilization, and records.

Claims snd Encounter Dats

Provider ogrees to submit claims for psyment in accordance with billing guidelines snd grocedwres
promulgated by HHSC. or other appropriate payor, inzluding electronic claims. Provider centifics that
information submined regarding clsims or encounter dats will be true and accurale, complete, and that such
wfermation cen be verificd by source documents from which dats entry is made by the Provider. Furiher,
Provider undersiands that any {asification or conccalment of a matenial fact moy be prasecuted under state
and federal lgws.

Provider must submit encounter dats required by HHSC or any mansged care organization W document
serviess provided, even if the Provider is paid under 3 capitated fee armangement by o HMO or [PA,

Al claims or encounters submitied by Provider must be for services actually rendered by Provider,
Physician providsss must submit claims for sevvices rendered by another in accordance with HHSC rules
regarding providers practicing under physician supesvision. Claims must be submitied in the manner and in
the form set forth in the Provider Manual, and within the time limits established by HHSC for submission
of claims. Claims for payment or encounter data submitted by the provider to an HMO or [PA are govemned
by the Provider's contract with the HMO or IPA. Provider understands and agrees that HHSC is not lisble
or responsible for payment for any Medicaid-—covered services provided voder the HMO or IPA Provides
contracy, or any agresment other than tus Medicaid Provider Agreement, Federal and siate laws provide
severs penaltics for any provider who sttemps o collect any payment from or bill & client for 8 covered
ETViCE,

Federal lnw prohibits Provider from charging o client or any {inancially responmble relative or
representative of the client for Medicaid-covered serviees, except where o co-payment is authorized undey
the Medicaid Siate Plan (42 C.F R, §447 20).

A3 1 condition for eligibility for Medicaid benefus, o client assigns ol rights to meover from any third party
o1 sny other sowee of peyment 15 HHSC (42 C.F 8 5431145 ond Human Resources Code §32.033%
Exeept as provided by HFHSC's third-party resovery rules (28 TAC Chapler 29), Provider ]

{be amounts paid wnder Medicaid es peyment in full for o] eovered services (42 CFR. 544715y

TS e ASTATE MEBICAID OONTRACTOR Pegs 8.2 HPEADIL 28 2ot g
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HHSC Medicaid Provider Agreement

136  Provider must refund any overpsymenis, duplicate payments, and erroncous pavmerts Uit are paid to
Provider by Medicaid or a third party a3 soon as the payment error is discovered.

1.3.7  Provider has an affirmative duty to venfy that claims and encounters are received by HHSC or its agent and
implement an effective method to track submitied claims against payments made by HHSC.

DMHE ED and Eleconic Claims Submission. Provider may subscribe 1o the TMHP EDI sysiemy which
allows the provider the ability o elecuonically submit claims and elaims appeals, venify client eligibdiry,
end receive electronie ciaim starus inquiries, remittance and status (R&S) reports, and tyansfer of fmds into
8 provider account. Provider understands and acknowledges that independent registration is required io
receive the elestronic funds or electronic R&S report, Provider sgrees to comply with the provisions of the
Provider Manual and the TMHP EDI licensing agreement regarding the transmission and receipt of
electronic claims and eligibility verification data. Provider must verify that all claims submitied o HHSC
or its egent are received and aceepied. Provider is responsible for tracking claims transmissions against
claims payments and detecting and correcting all claims enwrs, f Provider contracts with third parties o
provide claims and/or eligibility verification data from HHSC, the Provider remains respoasible for
venfying and validating ell transactions and claims, and ensuring that the third party sdheres to il client
data confidentiality requrements.

it ADVANCE DIRECTIVES -~ BOSPITAL AND HOME HEALTH PROVIDERS

2t The clieat must be informed of their right to refuse, withhold, or bave medical trentment withdrewn
under the following state end feders] laws:

2.1.1  the individual’s right o self-detcrmination in making health care decisions;

212 the individusl's rights under the Natural Death Act (Health and Safery Code, Chapter 672) to
execute an advance written Directive 1o Physicians, or 10 make a non-written directive regarding
their right to withhold or withdraw life—susiaining procedures in the event of s terminal condition;

2.1.3  the individual’s rights under Health and Safety Code, Chapter 674, relating to wrinten Qui—of-
Hospital Do—Not-Resuseitate Orders; and,

2.1.4  the individual®s rights to exccute 3 Durable Power of Attorney for Health Care under the Civil
Practice and Remedics Code, Chapier 135, regarding thelr right 1o 3ppoiat an egent 1o make
medical reatment decisions on their behalf in the event of incapacity,

2.3 The Provider must have 8 policy regerding the implementation of the individusl’s righbts and
eompliance with state apd federal laws.

2.3 The Provider must document whether or not the individusl has executed ag sdvance directive aad
ensure that the document is in the individusl’s medical record

2.4 The Provider casaot condition glving services or otherwise discriminste against an lndividual besed
oo whether or uot the clleat has or has pot execuled ap advence directive,

5 The Provider must pravide written Ipformation (o all adult clients on the provider’s policies
coneceroing the client’s rights.

26 The Provider must provide education for 92a(7 and the communlty regerding advanee direciives.

THMY = ASTATE MEDICAID CONTRACTOSR Pape B4 MPEAPIGIE 3003 0.0
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HHSC Medicaid Provider Agreement

e STATE FUND CERTIFICATION REQUIREMENT FOR PUBLIC ENTITY PROVIDERS

33 Publle providers are those that are owned or eperated by o siate, connly, clty, or other local
government ageacy or instrumentality. Public eatity providers of the following services are requlred
to certlfy to HHSC the amount of state matehing funds expended for eligibie services sccordlng to
estabilsbed MHSC procedures:

*  School health and related services (SHARS)
e Cass management for children and pregnant women (CPW)
e Casz management for blind and visually impaired children (BVIC)
°  Case management for early childhood intervention (ECI)
o Service coordinstion for mental retardation (MR)
e Service coordinstion for mental bealth (MH)
e pMental health rebmbilitation (MIIR)Y
o Tuberculogs clinics
+  Siate hospitals
3.2 Public schools that are the sponsering estity (or a nob-school SHARS provider are also requiged to
refmbarse HHSC, secording to established BBSC procedures, the aon—federal portion of
expenditures made by HHSC. A non-public schoo] SHARS provider must submit o letter from the
spangering public school acknowledging this relationsbip end indleating that the public schosd

uaderstands that 1t will be billed for the state portion of the fee paid to the pon-pablic SHARS
pravider.

Iv. CLIENT RIGHTS

4.1 Provider must maintalo the client’s state and federal right of privacy sad conflldentiality to the
medical and personal Inferm ation conlalped In Provider’s recorda.

4.2 The client eaust bave the right to choose providers ualess that right bes been restricted by HHSC ov |
by welver of this reguirement from the Centers for Medicare and Medlcald Services (CMS). The
clieat’s acceptance of any service must be voluntary,

4.3 The client must bave the right to choose any guallfled provider of family planning services.

Y. TERM AND TERMINATION

This Agreemens will bz effective from the date finally executed until the date the Agreement is tevminated by either
pasty. Either party may lerminate tis Agreement by providing the other party with 30 days advence notice of iment
1o terminate. HHSC may immediately terminate the Agreement for cause if the Provider is exclhuded from the
Medicare or Medicaid programs for eny reason, loses its licenses or certifieste, becomes ineligible for participation
in the Medicsid program, fails to comply with the provisions of this Agreement, or if the Provider is or may be
plecing the health and safery of clienis af risk. HHSC may terminste this Agreement without notice if the Provider

has not submitted a claim (o the Medicaid pvzgjpfox 12 months.
Provider Sf@%mm ‘ / Date _[0/3% A‘#QM"

g-é&w 5%%; %&Q@ iziiiiﬁi_{

Printed Hame and Title of Person Signing loy Provider

m%w ASTATE WEDIAND (N THACTOS Pegs 8.5 HPEARID 23 003 w00




(Page 47 of 52)
DCN: 20050590001047¢

Certification

THIS FORM IS REQUIRED FOR ALL APPLICANTS
ATTACHMENT 1

Fcémal&wume&mll:é?andlImmqmmmoTasaHuRhmllmm&rvm&cmmwa(}{}{sowmmcthml
mumuaMummwmhﬁwmsnmmo&nm:maammw&(Mmgﬁmcndcb@m&.mp@mm
bilty, aad y exchusion. Each covered oontractor must alo screen cash of its covered subotniractnee.

ka this conification “oomtractor” refers 1o both and sub L & refers lo both ceatract and subcostract,

By cigning eed submiding this certification the potentia) tha following terms:

b Tho cerlifienion berein below B b moterial representation of foct upon which relianos was placed when Bibs contrect was entesed tnto. If 1t
ia katey & ined that the ial koowingly rendered as erronsoes certification, is addition (o other sermadies gvailable to the
federsl g the Dep wﬂmlmmdkmmSmm.UnMSumemowaam&équw
agenty, o7 the HHSC may puswoe svailabl : peasisn tndior debarment
%WmmmﬂmmmmewnwmmmemwamMmfmnmmd&myw%

5, potestis] contactor learns thet the cwtificatitn wo o whn sobmined or has become erronsoas by reeson of changed
cireunslanos.

The words “covered cosirag,” “Eebared”, “yuspended,” “incligble,’ “poticipat,” 4™ “pr L™ sad “vobuziterily

3. excln&d‘ nmedmth:swﬁfm&mhmmmpbnﬁwmtmabmMD&nMeMCMmmmoffmﬂm&
mmgwwnms Usage b o defined m the attachnent.

The p smb-y benittmg Brin eontifiestion Bat, chould the propesed coverad contrect bo estered ints, & Wil mog

4 mggiymmwwaﬂy b t with o p who i debarrod, smepended, doclired nelighle, or volentarily exchided frem

' Wm&mmmmmmsMhy@&mlof!!c@mmmmwSmMmef
Agreeulinre o other federal department or agency, sad/or the HHSC, o applicable.

Do you beve or do you snticipate having subcontractors under this propesed

o

comtrace?

ER mpomalmwmfmw«zmby bea iing G ification that it will ¢ wmammmmwacm
Deb =4 ¥, 284 & y Exchusion for Covered Contrarts™ withont medification, i all 4
Mmsamwgumm

6. A evatrecins msy rely spus o cortificstion of b potentis] snbomtrestor that @ © not deberved, dod, incligible, o2 vol ily excloded

from e covered contrect, ualozs i knows that the certificstion is crvonsume. Ammm&uamwmmBmmmmm
euvered eubcontyectorns upon esch coboomtract's initistion and upen cach renewal.

7. Nehisg contsingd in ol s (oregoing will be combresd to reguire atablishment of o syziem of records in o6der to rondyy @ good laith Ge
eestificstion regeised by Bus contificetion dotument The keowledge 2nd wiemsation of & b et Fequired to cucesd hat which &
acrmally prasesed by o prodent peress e U crdinery cormves of besiness denlings.

8 Exospt for contrects suthorited under paragreph 4 of Gies lorma. if 5 contractor i 8 coVered contract knowingly enters into & covered

subenaecd Fith o poreod who i suspended, dobarred, Treligible, ot volusassily eelvded from par jon in e @ addits
mmmmwmmﬁummmmammmgmw Ums;n:gr‘ sat of Agriculle
o oler fodernl department or egery, as epplicable, and/or the HMSC may pursve availibh i g euspemion sadios
dekarmont

CERTINCATION RECARDING DEBARMIGYY, SUSPRISION DEILIGIRILITY AND
VOLUNTABRY EACLUZION POR COVERED CONTRACTS
Indicete In the npprepriste bos whikh nuement applies 1o the covered polantie) coatrastes:

The potentied centracior orvtlfien, by submisclen of this cortification, that acither Bt sor s prindpals ls presently debarred,
suspended, propassd for debarment, decfored incligitle, o volontarily exeluded rem participatica la this contreddt by eny
foder ol deportment ov agoney o7 by the Sete of Tenan.

The peieatinl contracior bo Bauble to cvtify to 069 ur move of the leves ta (b cuvtiflcntlon, lo this e the p
Q contracior masl rtlech an ¢iplenwtion fov each of the above terms to whish bo fs uneble to make cerlificatias, Mlm the
exgdzoations) 1o this certifeatien,

5 od

Yendor D of HHEL Comrast Numbay
>3 W é CA,O Zecial Secuzity Bumbar (7 appiicabls)

75-25618Y,,,

Harma of Potenilal Cantra

L. Brook

Sigragture of é%mmﬁﬁfm’%@ i{;@ié fiifiéiggg a?;z gﬁz
Ve * ‘\ ’
W i ngf x5/ 04 “Brook Randf Q;( MO

NOT VALIDATED
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Provider Information Form

AN Gmm. Partnorships, IPA- tndividual Pncmcnm -nd Non—co:ponu Entiies, ncluding Assochations, must compiate
this form befors arvoliment in the Texes Medicsid Program.

1.8, f yeu, the provider, are part of 8 corporation and this foem Is for one of the kllowing ndividuats, Including, but not Imited to:
Olrectors of Clinica/Facilities, Diroctors of Mansgament Companies, and for sach carporation, the following individusis:
owners, afficery, directors, and shareholders whh st least 23 percent share.

D |C Mmrmvﬂonnolmodbyi.&on B

. v

Name o ’Dohg‘ﬂm’nuiu(DBA:)Nm
H 6(00k%“‘7’0v0 . NIA

Other Name ) For sddittons! names or adkdfrusses, pisese stiwch

necessary pages
: mﬂal Addrusuw PO Box Addrum) chy State zp
" 1801 LAMAR BLVD AND 3003 BEE ‘ rarsss
-CAVES ROAD — ST IR AUSTING T s e TR e Lyayeg o - —
:ceoumlno Addrass (PO Box or Street Address) Suite city State ap
POBOXS636018 . . r . }CH\CNNAI‘I . OH._ . I 4526)-60!8’
um-mmuma-amammmmmmumummmmmmm o
« Addreas:
[ sitng Agern [ mansgement Compuny [ emioyer [ Sar [ omer (axpiain betows
Explain if “Othet” was sddected, t
— . - . - ve . 3
TTTF { Ucenselasis Do T i uuﬁu pluno'ti Dats’
| S H
Ci_alea 85 il elzilps .
T Employers Taxip U T R T =S e
] 75-2582784 » . ) ST
i’  Medicare lmmdluy-
EMERGENCY MEDICINE: - - . .. Tmlblazcr Health Enterpriseszo5. . . -, - .
tSedicars Provider Numbes ~ Medlicare Effective Date :
gDoBL“O o - 121572004 N

Oviver's Uceriza Numiber end (ssuer

Ortver's iLic

. B U A ad

3[, 5/ 6I - e | . A . _DM:ﬁF 7

" Pravious Physicsd Address (N PO Box Addressas)

|
' Murmdber Streat ! Sutte [ Chy Stats { lw_____i
i Ao bk Adrss (P B o ey o SRS 7
e T e e T e I ;..- l
f ‘ f ¢

NOT VALIDATED
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Provider Information Form

List all phiysicsl locations where Medicaid servicas are rendered uzing noted TPYs)

Do you plan to use 2 billing agent to supmit your Medicaid ¢laims?
fves [INo  iryes provide the hotowing infarmetion sbout pro niing sgant

Billing Agent Mame Address

MBS, ne. 2620 RIDGEWQOD RD. STE 300
Tax 1D Number

6530622847 AKRON OHK. 24313
Contact Person Name Telephane Mumber

KATHLEEN LISTON 330-363-6060

List aft Texas Medicald TPls under which you nave billed i the past 32 manths {atinch sduiienad sheets  necessery):

UNKNOWN

Liat all contraciual relatlonships with medgleal entitles and the TPla of thoss entities (oftach sdditonel sneers g neceszaryy.

NiA

Have you ever Deen excluded, debarred, or sanctloned fram any state of federal program?

D Yes &] Mo If yes. My extlein the detads, incluting date. the stale whore the wcifent ocoumed, and any sgverse scion
agamsl yaur iKanse (s00¢H 44¢Bons] shaels  necesiary):

fa your lizense cusrently suspended or castricied?

{dves Hlne  yes by espisin the decads inchuding dase, tha stare whers (e incrdent ecewrsd, sad any sdverss scton
your farech it sheets £ neceisaryll

NOT VALIDATED
e :

TMEP - 4 TTATE MEDICAID CONTRACTOR Pene 93 MPEARD.T3 2003 v0.0
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Provider Information Form

Have you eves been wnvicted of a ¢crime (excluding minor trafflc citstions)? B Yes @ No

8} mam—ammamwwmmmmmwmmaWaﬁa%w:mm
wiiout regsed 5 G pendency of 2n 805221 Of rEfRITE 10 SRV L00CT) DISI-COMVRIDN proceding;

Bl A otreon hos boan found guity by 8 federns. steta, or Weat et

c) Awmﬁmmmam&mwmmmmmwmamm.@wm:w

4 A pereon s etened a first offenter or 0Bwer program ang jutgment of comveson has bedn wihhekd,

It yos, fully exploin the deteds, brcluding date, e stafe where the intdent occwred, ard any sgverss gclion sgeinst yow fcense ' i
{aftech sddidonel sheets d necessory):

Ara you currently behind 30 days or more on your child suppen payments? [J veo g HNe
7 yos, provide e (4ttach sgdonal sh o neveszary):

Laboratory — CLIA {Clinical Laboratory Improvement Act)

CLIA Cenification Number 2nd spproved speclalty services: Ploose enclose o copy of your CLIA Cereicare

NiA

Mammography Facility Certification
Msﬁmﬂa Control Certification Numben Fleese exchiss & copy of youw Certfestion

NIA

NOT VALIDATED
3
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Provider Information Form
THIS SECTION MUST BE COMPLETED, SIGNED, AND NOTARIZED BY ALL PROVIDERS

I certify that the above constitutes true and correct information. | agree to inform HHSC or its
designee, in writing, of any changes, or if additional information becomes available.

/@Mmm QKQQ D %‘%‘DOXL’EO\\‘Q;O_ MD

Signature of Provider Pnnted or Typed Name of Provider

Subscribed and Swom before me, é K’i L4 { & “6‘_:34 €& a Notary Public for
the Stateof | 0\eS, , onthe 4 g of Qbr%ar?{,zo 05

Signatwre of Notary Public State of )

Nogn ¢

o g

- SHEILA M. FOSTER
L Notary Public, Stat of T

Comrigsion Enz’r@:g
&eb 24, 2008

MESSAGE TO NOTARY:

PLEASE BE SURE TO COMPLETE ALL OF
THE BLANKS IN THIS NOTARY

Reminder: This form must have original signatures and be notarized
before retuming to TMHP.
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‘ I mmOOx RANDAL, MO

.. 426 CERTIFIES THAY THE COmzmmm\ﬁmmK; ZO-..Cmm NAM

.wmx%w STATE. m@&m@ @m §m® @&P m%kgmzmmﬁﬁ

. no 8xmoa..>cm=z qu»mqﬁ% 018 -

. . nx,_aﬁ;z vmmzﬁ
, comzmm%mm:: zczmmm .
me&w ’

L A.,.g..;,(
v EXPIRATION DATE " - ¢
. 05-31.2005
LY t R

510, PARK BLVD -
PCm..ﬁz TX 78751-4313

mo »zwzcznmng xmnmoz zﬁ %?%m@ IS 80
THE _zmo?%oz REQUIRED AND HAS PAID THE FEE FOR ANNUAL REGISTRATION FoR THE YEM &z@waa g %oem

.

vrm\»Mm KEEP. THIS BOARD NOTFIED Dﬁ. Ogm Oﬂn bogmmw






