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Brovider Enroliment: Application for Texas State Programs: Privacy Statement

= Privacy Statemntent

With a few exceptions, Texas privacy laws and the Public Information Act entitle you to ask about the information collected on this form, to receive and review this information, and
to request corrections of Inaccurate information. The Hezlth and Human Services Commisslon's (HHSC) procedures for requesting corrections are in Title 1 of the Texas
Administrative Code, sections 351.17 through 351,23,

For questions concerming this natica or to request information or corrections, please contact Texas Medicald & Healthcare Partnership (TMHP} Contact Canter at 1-800-625-9126.

1 do not agrae with the above privacy statement and wish to return to the
TMHP web site.

I have read and understand the above privacy statement and wish to proceed
to the provider enrcliment web site.

For Provider Becords Dby - Not @ be sent 1o TMEP

Faortal Tick
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Quick Links

Pravider Enrolment: Application for Texas State FPrograms: Infrodusticns and Provider Agrasment

Introductions snd Provider Agresmant
Dear Health-care Professional:

Thank you for your interest in becoming a Texas State lealth~Care Programs provider. Perticipation by providers in Taxas State Health-Care Progrars is vital to the successful
dellvery of healthcare services, and we welcome your application for enroliment.

As a potential new provider to Texas State Health-Care Programs, vou must follow certain clalims fillng procedures while completing the enroliment process. This & particularty
important if you rendar servives to cifents before you are enralfed.

To access the Texas Medicald Provider Procedures Manual and Children with Speclal Health Care Needs {CSHCN) Services Program Provider Manual, visit wwnw.tmbip.com and
select "Find Publications/Fila Library” under the ™I would like 15.." menu on the right-hand side of the page. Select “Provider Manuals” from the menu to view the provider manuals.

There is no guarantee your application will be approved for processing or vou will be assigned a Texas Pravider Identifier (TPI} number. If you make the dadsion to provide
services to a Texas State Health-Care Programs cilert prior to approval of the application, you do so with the understanding that, if the application Is denled, daims will not be
payable by Texas State Health-Care Programs and the law also prohibits you from billing the Texas State Health-Care Programs dient for services renderad.

Important Information - Please Read

When medical services are rendered to 8 Medicaid clfant in Texas, TMHP must receive claims within 95 days of the DOS on the ciaim.
¢ Clalms submitted by nawly envolled providers must be recelved within 95 days of the date the new provider identifler Is Issued, and within 385 days of the DOS,

® TMHP must recelve claims on behalf of an individual who has applied for Medicaid coverage but has not been assigned a Medicaid number on the DOS within 95 days from the
date the eliglblity was added to the TMHP aligibility file (add date} and within 365 days of the date of service or from the discharge date for Inpadent dalms.
* If & client becomes retroactively aligible or loses Medicaid eligibility and [s [ater detarmined to be aligible, the 95-day filing deadlina bagins on the date that the dligibility start
date was addad to TMHP flles (the 2dd date). Hawever, the 365-day federal filing deadtine must stil be met.

® When a service is a benefit of Medicare and Medicaid, and the client is covered by both programs, the claim must be filed with Medicare first. TMHP must recaive Medicaid daims
within 93 days of the date of Medicara disposition.

€ When a client is eligible for Medicare Part & only, the Inpatient hospital claim for services covered as Medlcald only Is sent directly to TMHP and subject to the 95-day flling
daadlina {from date of discharge).

@ TMHP must recelve clalms from out-of-state providers within 365 days from the DOS, The DOS is the date the service Is provided or performed.

TMHP must receive all CSHON Sarvices Program claims within the required filing deadlines regardless of enrollmeant status. Claims filed while waiting to receive a provider identifier
are dented, Howaver, after a provider identifler (TPL} Is assigned, the provider can resubmit or appeal the claims that were denled while waiting for confirmation of enroliment. The
resubymitted claim will be considered for payment If recelved by TMHP within 120 days of the denlal date. Inpatient clalms filed by a hospital must be submitted to TMHP within 95
days of the discharge date. Hospitals may submit interim claims prior to discharge, which must be submitted to TMHP within 85 days of the last date of service on the daim.
Outpatient hospital services must be submitted to TMHFP within 95 days of the date of service. All other clalms must be submitted to TMHP within 95 days of each date of service.

The Texas Medicaid Provider Procedures Manual and the Children with Special Health Care Neads (CSHCN) Servicas Program Provider Manual contains important information about
provider responsibilities, fillng deadiines and procedures, and much more. It is also available for you to downlead a2t www.tnthp, com or you may call 1-800-925-9126 to request
a printad copy.

For information about TPT requirements, the status of your enroliment, or claims submission, call TMHE Contact Center toll-free at 1-800-2235-9128 or the TMHP-CSHCN
Services Program Contact Center Bt 1-800-568-2413. TMHP customer service representatives are available Monday through Friday from 7 a.m. to 7 p.m. central standard
time,

Thank you for your applying to become a Texas State Health-Care Programs provider.

Sincerely,
Ira Bell, IIT, M.D., M.BLA.
TMHP Chief Medical Offfcer
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Provider Enroliment : initial Checklist

In order to move through this application efficlently please prepare with these threa Important steps:

1. Prepare

The spplication will take approximately 30 minutes to complete. Gather the follawing pieces of information to complete your application

o

2

3

National Provider Identifier (NPT}
Primary Taxonomy Code
Texas Provider Identifler {TPI} {If applicable)

Professional license information {professionat ficensing board, professional license number, state, etc.) All licensure must be current and not expired within 30
days.

Sacial Security Number

Employer's Tax Identlficatlon Number

Medicare intermediary, certification number {if applicable} and effective date
Driver's license number and explration date

CLIA certificaton Informatlon {(number and physical addrass)

Texas Education Assodation (TEA) Number (if applicable)

Electronic funds information {bank name, phone number, address, ABA/Transit number, account number, etc.)

2. Coemplete

o

@

q

3

3. Review

o

ol

Any flelds marked with a red dot are required.

Any addresses listed on the application will be validated agalnst United States Postal Service (USPS) records to confirm the addrass Is valld and conforms to
USPS standards.

By dlcking "Continue and Save™ you will be taken to the next page of the application and the data entered on the previaus screen will be saved.
The application will time out after 30 minutes If no action Is taken,

If you are unable to completea the application In one sesston, you can dick "Continuite and Save” and log off.

By dicking "Save as Template® you will be able to create a template of your application that you will ba able to reuse for multiple enroliments.

To continue a previously saved application or If you recelved a timeout error:

" Log into the Pravider Enrolliment portion of www.tmhp.com
®» Cllck View Existing Transactions.

= Click on the Portal Ticket number to apen and continue the application.

Review the final checkiist avallable on the Application Submitted screen.
Print confirmation letter and required docurmentation.

Note the Portal Tlcket number,

All correspondence related to this application (i.e., enrollment denials, deficiency letters) will also be mailed to the physical address listed on your application
unless otherwise requested. Submit a cover letter listing the contact address and phone number to have defidency letters maited elsewhere.

Mail In the conflrmation letter, signed agreements, and the required addldonal docurmentation to the following address:

Mailing Address:

Texas Medicaid & Healthcare Partnership
ATTN: Provider Enroliment

PO Box 200795

Austin, TX 78720-0795

Physical Address:

Texzs Madicald & Heaithcara Partnership
ATTN: Provider Envoliment

12357-B Rizta Trace Pkwy.

Austin, TX 78727

4. Out of State Providers

Sand proo? of maating ona of the following criteria:

k3

[+

=3

A medical emergency docurmented by the attending physician or other provider,
The client's hezlth Is in danger If he or she is required to travel to Texas.

Aorvires are mnes roadity availablo in the date whare the cliant is ioratend

For Frovider Becords Only - Notto be sent o TMHP

Forat Ti
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o The customary or general practice for clients In a particulay tocallty Is to use medical resources In the other state.

o All services provided to adopted children recelving adoption subsidies (these children are covered for all services, not just emergency).

el

Other out=of-state madical care may be consideraed when prior authorized.

o QOther: Please explain.
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Quick Links

Hrovider Enroliment: Application for Texas Siate Frograms: Useful Information — Flease Read

Clatme Filing Information

Whan a service (5 a beneflt of Medicare and Medlicald, and the cllent Is covered by both programs, the dalm must be filed with Medicare first. TMHP only processes one client per
Madicare RA. For multiple clients, submit one copy per client, TMHP must receive Medicaid cleims within 93 days from the date of Medicare disposition. Providers submit the
Madicare Remittance Advice Notlce {MRAN) with the client’s Medicald number to TMHP. When a cllent | § ellqible for Medicare Part B only, the inpatient hospital clalm for services
coverad as Medicaid only is sent directly to TMHP 2nd subject to the 95-day filing deadline (from date of discharge).

Alf clalms for services rendered to Medicald clents who do not have Medicara benefits are subject to a flling deadiine from date of service of:

€ 95 days of the date of service on the claim, or within 95 days from the date a new provider identifier is Issued for instate providers and providers located within 50 miles of the
Texas state border

@ 365 days for OUT-OF-STATE providers or from the discharge date for Inpatient claims
The Texas Health and Human Services Commission {HHSC) established these deadlines.

Therafore, providers must submit all claims for services that have been provided to Medicaid dients to the following address within the 95-day filing deadline,
Texas Medicald & Healthcare Partnaership

PO Box 200555

Austin, TX 78720-0555

Froviders with a pending application should subpit any claims that are nearing the 365-dey deadiine from the date of service. Clalms will be rejected by TMHP untll a provider
identifier is issued. Providaers can use the TMHP rejection report as proof of mesating the 365-day deadline and submit an appeal. Procedures for appealing denied or rejectad claims
are induded on the Remittance and Status (R&S) report and In the Texas Medicaid Provider Procedures Manual,

TMHP must recelve all CSHCN Services Program clalms within the required filing deadiines regardless of enroliment stetus. Claims flled while waiting to receive & provider identlier
are denied. However, after a provider identifiar (TPT} Is assigned, the provider can resubmit or appeal the claims that were denied while waiting for confirmation of enraliment. The
resubmitted claim will be considered for payment If recelved by TMHP within 120 days of the denizst date.

Inpatiant CSHCN Services Program claims filed by a hospital must be submitted to TMHP within 95 days of the discharge date. Hospitals may submit interim claims prior to
discharge, which must ba submitted to TMHP within 95 days of the last date of service on the daim. Qutpatient hospltal services must be submitted to TMHEP within 85 days of the
date of service. All other CSHCN Searvices Program clalms must be submitted to TMHP within 95 days of each date of service. Procedures for appealing denied or rejected clalms are
included on the Remittance and Status (R&S) report and in the Children with Special Health Care Needs (CSHCN) Services Program Provider Procedures Hanual,

"""""" Lismited (“Lotk-Ta") Information

Clients are placed in the Limited Program if, on review by HHSC and the Office of Inspector General {OIG), their use of Medicaid sarvices shows duplicative, excessive,
contraindicated, or confilcting heaith care services and/or drugs; or If the review Indicates abuse, mlsuse, or fraudulent actions related to Medicald benefits and services. Cllents
quealifying for limited primary care provider status are required to choose & primary care provider, The provider can be a doctor, clinle, or nurse practitioner in the State Healthcare
Programs. If a limited candidate does not choose an appropriate care provider, one is chosen for the dlent by HHSC/0IG after obtaining an agreement from the provider. The
provider is responsible for determining zppropriate medical services and the frequency of such services. A referral by the primary care provider is required if the client is treated
by other providers.

v Change of dwpership [CHODW)Y
Under procedures set forth by the Centers for Medlicare and Medlcald Services {(CMS) and HHSC, a change in ownership of a faciiity does not terminate Madicare eligibllity.

Therefore, Medicaid participation may be continued provided that the new owners comply with the following requirements:

Obtain recertification as a Title XVIII (Medicare) faciiity under the new ownership,
Complete new State Healthcare Programs provider enroliment packet.

Provide TMHP with copy of the Contract of Sale {spedfically, a signed agreement that indludes the identification of previous and current ownersj.

B N

Give a listing of ALL provider numbers/TPIs affected by the change in ownership.

. Commbnication Informatioen

Enrellmeant Applications:

Mailing Address:

Texas Medicald & Healthcare Partnership
ATTH: Provider Enrollment

PO Rox 200795

Austin, TX 78720-0795

Physical Add
o 5

Medicald & Healthcare Parinership
200555
TH 78720-0555

Comprehenszive Care Program (CCP) Provider Custemer Barvice..... 1-800-846-7470
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| Medicaid Provider Helpli 1-800-925-9126

H

TMHP Electronic Data Interchange (EDI) Help Desle s ooy 1-888-863-3638
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Quick Linlks

Brovider Enroliment : Aprlication for Texas Siate Programs

Delivery Notification
You will be natifled of application defidencles by e-mall uniess you choose to recelve the paper notification by mail. Choosing to opt out of recefving a notlfication wlil increase your

overall processirg time on your application. TMHP strongly encourages you to receive enrofiment notifications via emall.

BE T wisty to recelve my deflelency potiNcations by mafl

7 Application Type Identification

Please select all the programs you would ltke to enrolf in:

BE Tradittonat Mediaid

s THSteps Medical For more information about the Texas Health Steps Medlcal program, click hare.

B coHON Servicas Pragram For more Informatlon about the Children with Speclal Health Care Needs {(CSHCN) Services Program, click bere,
BEm iStaps Dental For more Information about the Texas Health Steps Dental (Qrat Health) program, click hsrea.

B Medicat Transportation Program {(MTE)

Not to e sent o TMHP
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EXPLANATION OF PREREQUISITES TO ENROLL WITH THSteps Medical:

8

L]

Applicant must be currently anrolled in the Texas Medicald Program

Please refer to your Texas Medicald Provider Procedures Manual to verify specific conditions for each provider type.

The foliowlitg provider types can enroll Into THSteps using this form:

°
@

@

Physicians

Family and Pediatric Nurse Practitioners

Certifled Nurse Midwlves enrolled as providers of THSteps medical checkups for newborns younger than 2 months of age and adolescent females,
Women's haalth care nurse practitioners enrolled as providars of THSteps meadical checkups for adolescent females

Adult nurse practitioners enrolled as praviders of THStaps chackups for adalescents

Health care providers or fadilities (public or privete) capable of performing the required medical checkup procedures under a physician’s direction.

A new enrollment application must be completed and a new provider identifier must be issuad when one of the following changes:

e

L3

@

Medlcare Number-If Medicare has Issued a new Medlcare number, the provider must complete and submit a Texas Medlcald Provider Enroliment Application In order to enroll the new
focation or with a new grougp.

Ownership-The new owner must do the following

@ Obtain recertification as a Title XVIII {Medicare) facility under the new ownership

@ Complete the Texas Medicald Provider Enrollment Application

@ Provide TMHP with a copy of the Contract of Sale (spadfically, a signed agreement that includes the ldentification of previous and current awners)
@ Provide a listing of all of the provider identifiers affected by the change of ownership

Provider Status (individual, group, performing provider, or facility)-Froviders leaving group practices must send a signed letter on company letterhead to TMHP that states the dete of
termination. The letter should include the provider identifter, effective date of termination, and the group's provider ldentiffer. The letter should be signed by an authotized representative of
the group or the Individual provider leaving the group. If the provider is joining a new group practice or enrolling as zn Individual, the provider must complete and submit a Texas Medicaid

Provider Enrollment Application to request envollment in the new group or as an individual provider.

Physical Address-If & provider is changing an address, and the address Is within the Medicare locality, the provider must complete and submit a Provider Information Change (PIC) Form. A
W9 Is requirad If the provider Is changing the malling address. If the address Is not within the Medicare locality and Medicare has Issued a new Medicare number, the provider must
complete and submit a Texas Mediceid Provider Enrollment Application in order to enroll the new location. Dental providers must complete a TMHP Dental Provider Enroliment Application

for aach practice locatlon.

Provider Type-Providers must submit a separate Texas Medicaid Provider Enroliment Application far each provider type enroliment requested.

Texas Health Steps providers must enroli In Texas Vaccines for Children’s Programs to recelve free vaccines, Applications may be downloaded at
vy dshis state e us/irvrnunize/form e /G- 102 Bl or you may call 1 {(800) 252-8152 far more information. Madicald doas not reimburse for vaccines that are available from VEC.

EXPLANATION OF REQUIRED ATTACHMENTS FOR ENROLLMENT USING THIS FORM!

L3

®

L4

&

A current TRS W-9 form must be submittad with your complated Enrolimant into Taxas Health Steps
Copy of current license and/or any appropriate certifications that does not expire within 30 days
Approval letter must be attached if required for the program In which vou are seeking enroliment

Provider Information Form {PIF-1) for the provider seeking enrollment Inte an additional program If the Texas Medicald Provider Enrollment Application was completed more than 12
months ago

Principal Information Form (PIF-2) for alf owners and principals parties If the Taxas Medlcald Provider Enroliment Application was completed mote than 12 months ago

Disclosura of Ownership if the Texas Medicaid Provider Enroliment Application was completed more than 12 months ago.

DISCLAIMER:

3

8

The signature provided on page three of the Enroliment into Texas Health Steps must be signed by the person who is seeking enrolimant into 2n additional program.

@ The provider's signature is required on the attachad docurnent for any/ell enroliment requasts for individuzl practitioner provider numbers.
@ Signatures by the authorized representative of a group or facllity only Is acceptable for enroliment requests for group/facility provider numbers

By signing page three of the Application for Enroliment Into Texas Health Steps, the provider Is agreeing ta an extenslon of the terms Included In the Provider Agreement for the provider
number listed on page three
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Quick Links:

fravider Enrallment | Application for Texas State Programs: Pravider Type ldentitication Form

-~ Provider TYPB Idantification oo
* Are you using a Medicara certification numbar for this enrolimaent? & Yos # No To access the Medlcare Number Required Provider Ust Clck hera.

Do pot continue with ds application i your Medlcare certificatlon s er Is pending. Once vou have recelved a Medicare certiflcation numbet, you may submit an
online application for enroliment into Texas State Health-Care Programs. Your enroliment effective date will be retroactive to your Medlcare certification date. Qlaims submitted by
newly-enrolled providers must be received within 95 days of the date tha new provider identifier Is Issued, and within 365 days of the date of service.

If you are one of the Tollowing provider types that is eligible for a Medicare walver, you may continue with the online application: Audlologist, Dentist {3.D.5.,
D.M.D.}, Nurse Practitioner/Clinical Nurse Specialist (NP/CNS), Optometrist (0D}, Orthotist, Physician (DO), Physician (MD}, Physician Assistant, Prosthetist.

If you are not one of these types of providers and your provider type is enabled in the Traditional Services box below, you may continue with the online
appllcation without a Medlcare walver.

If the provider type you wish to enroll as Is not avaliable for selaection In the Traditlonal Services box below, you must submit a paper appHcation Tor
entroliment Into Texas State Health-Care Programs.

@ Applicant s enrolling as: & individual # Parforming Provider & Group B Factity
And as a: @ Single Speciaty @ Muti-Spacialty

If you do not have an NPI,
NBI/APT: choose a provider type: [= select -
API: ! , if the approp vinte Provider Type i
Pleasa click Variy NPi to voticate . 1049331497 ot avaiiable, yoi are not eiigibis
:';p';? ;:': arm enroling ngainst to acroll #s e A-Typica! Frovider.
o Traditionst Servicas
BB ambutencal Alr Ambutanca i Mosphtal — In-State FE Fhysicsl Therapist (PT)
B Fhysician (DO
FE Apnbulatory Surgical Canter (ASC) Fll Hospital Ambiflatory Surgical Center (HASCH OB/GYN and Pediatridans not required to have a Medicare
Hupsker
B prysitcian (MD
HE sudiologist [ Hospltat — Mitiary ORJGYH and Pediattidans nat required to have a Madicare
munbrer
8 pirthing Center B Hospltal — Cubof-State B physlclan Asslgent
A catheterzation Lab i - ‘persfirnentation i) Physiatogical Lab
2 Cortifiad Nurse Midwife {TNMy ] Independerd Diagnostic Testing Faciiity 8 podiatrfst
B2 cortifted Ragistarad Nurse Anesthatist {CRNA)Y i Independeant Lab {(Phivsician Involvamnant} B portable Kufay
B3 (hemical Cependency Treatment Faciity il Independent Lab {(No Physidan Involvement) BE prouthetist
= Chiropractar B tndian Health Services {IHS) B prosthetist-Orthatist {Choose if icensed as both)
E Community Mental Hezlth Centar T Licensed Marrtege and Famity Tharepist (LMFT) i Faychologlst
B Comprehansive Haalth Center [CHC) [ 1 scansen Profassionat Caunselor (L P i Qualfied Renhablitation Professional
srafhens) M i Rehabititation faciit
(Egbicér]nu_h(_nswe Cutpatient Rehabifitation Faditity [ Marernfty Serce Clde (MSC) B Radiation Treatment Canter
s
it g stardation Hagrostic Evafuatio 7e
B2 Congumer Directed Services Agancy {CR5GA) ,F{?‘?;‘ A Retardetion Slagrostic Eesliation & padiologieal Lab
{MREE
B2 dantist dadical Transportation Program (MT?) B2 ranat Dialysls Faclity
FE Dureble Madtc Cquipmant (OME) Ml Bank Danar = Respiratory Care Practitioner
£ Durabls Medical Zguipment 7 Horme Haalth il Mult-Specalty Group B2 rural Health Clinte - Hospital, freestanding
e Farbly Plaaning Agency B e ctitloner/CHrdest Kurge 5 FE selned Nersing Faciity

)

stobHity - rome Health(all 2ges)

ccupationat Therapist {OT) = Speciafized/ Custom Wheelad Hobility - COundar

B Federally Quelified Bealth Center {

2= Spaciaizad/ Custon Wi

we Savigl Worker {LCSWY

W, Ca-op or G0

r aervica Respansibhity Option (3RO}

BE 13 Chinte

EE vistan sMadic

Suppter |

4 to individuals’ birth through 20 ve
aivnent appiication, T wit be reguirad €

Fap Provider Records Oty - Not to e sent o TMHP
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f! o arrolted, A stgned Explenation / Justification letter oo corapany letterhes d must be
ﬁégxnmure page for considarstion of the Medicare Walver Regquast,

annol regqu
submiited to

proittnant applic 3]
. A stgned Buplansy
signaturs zﬁaqe for consideration of the Madicare Walver Reguest.

T3 f mwzmmmm !et!:er on mm;&anv ietmrheaﬁ mu«‘t im wcm;téed m TREEH P wnrh mﬁwuaﬁom af

v Gase Managemeant Services

faran (CPW)

Pragnarnt

sldren

s Moeationat

Toaxss Heoith Stops Medionl{THStans} Services (BERE

keal chack ups

1hraps arnfative me

1 to participate 2

T do not

o Tewas Vacohnes for Childran Progrem

P Bo *{vzq iS4 rrntw recalve frag waccinm@ frons tha State of Taxag?

dbnes o chifdran e

cffca provide routine recommended va
 to access the TVED form.

v edit this paga: i

fiel that this is tha
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Quick Links:‘ ‘

Arovider Enroliment : Application for Texas State Programs: Provider Type Specific

Mame of Provider Enrofling:

© Are you a private or public entity? @ private & Public

| @ Group / Company or Last Name: Fine “
‘{’ Firse Name: Paul é
| Middle Initai: s

H i

l : M i

{

|

Far Frovider Records Only - Nat to e sent to TMHP

3

SE

Fartal Tick

Page 12
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Quick Links:

Provider Enroliment : Application for Texas State Programs: Provider Specialty/ Taxonomy
You are required to complete this screen for every provider type that you are enrolling per Enrollment guldelines.

Pragram: Traditlonal Medlcaid
Physician (MD)

Services: OB/GYN and Pedlatricians not required to have a Medicare Number

Please select your texonomies ——ToeT s e S

TMHP has reviewed and assigned all taxonomy codes that reflect services that are a beneflt of the Texas State Programs. The taxonomy codes that are listed are specific to the
services rendered by the provider type and spedalty that you have chosen.

If you are enrolling as a group you will be asked to assign a taxonomy code for the group TPI and each of the performing providers in the group. The group TPI will have the
taxonomy code that describes either a mult specialty or single speclalty group. The performing provider will have a cholce of taxonomy codes spedific to the services rendered for
the provider.

Group TP 082006001
0B/GYN (MD)|

Sub-Speciaity: |
. !

Primary Specialt

{If applicatle)

Avallable Codes: @ Primary Taxonomy Code:
207VG0400X

Click hara to visw Taxanomy dafinitions -

framtha s 9 pany.
Secondary Taxaonomy Codes:
(Maximum 15 codes allowad)

Enter Texas Non-Enrolied Taxonomy Code: Texas Non-Enrolled Taxonomy Codes:

{Maximum of 5 Codes Allowed)

S S H enable " " abova,
i iR tionsriios vt Be apiaied, This button wil en ater ciloking "Retrieve Taxonomiss™ above,

For Fravider Reonr - Wit to e sent o TWMHP

Poral Ticker # [ 1333373

Puge 12
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Provider Envoliment : Application for Texas State Medicaid Programs: Provider Demographics

Existing Medicaid Texas Provider Identtflersi ' R i
(TPTa}: ! !
}f‘mma {eat @it other pasigned [avaa Medicand ”’fﬁ

Existing TPIs

Z Do you want to ba a Hmited provider? @ yas @ o

Group/ Company or Last Name: ;Fine !

Flrst Name:! ZF!aul |

Middie Initlal: :M

& Tide / Dagree: 'MD D.5.A:

|

@ Soclal Security Number: # Date of Birth:

Provider Business Emali: i i Provider Business Web Site Address: i

 Bame as physical addrass

Accatnting / Billing Address:
(Whare provider information is 1o be aent)

Physical Address:
(Whare sarviges are rendered)

® Street: 1504 Taub Loop Street: EPG BOX 47805
Sulte: o Suite: | :
& City: Houston =~ city: |
@ State: %é;{é;‘ o State:
@ 71?8 Code: 776301663 o 719 Code: 7;210478;)

‘a (LI EIETITY
% Phona Number: ;713 7981835 %‘lxt'f ;

Fax Number: 1. § Business Fax Number: 1.

2 Salact a reason for applying to join Texas State Health-Care Programs

Adding p_erfqrmmyg provider to ‘a'ﬁ ‘e);(»istingr’gmup{

Supervising or Referring/Consuliing Physician
| ' License Issue Date:

License Numbet: H
i

mm/dd/yyyy

Ucensa Explration Data: K“’”“l,dd/yyyy
¢ i !
* Professional Licensing State: Texas i @ Professional Licensing Board: ‘Texas Medical Board
% Professional License Murnber: E7817 ! @ Professional License Issue Date: }5/ 14731977
rl e L L S L L L oy - E . N . T
% Professional Licenise Pxpiration Data: ‘;2/23/’2!}13 .
# Madicare Intermeadiary: ;T#‘a%!g ia;er Healith
(Entarprises, LLT
# rMedicare Number: THB 135@'223, # Medicare Certification Date: ;?;’ 1/2813
i Frogren. & w3uf st Mee e sanier vt by 4 E23 o B SRR
FESE SN v |
g Naw Cllenita¥?
dar Limitations:
@ Courdisg Servad: s
R sen Harris
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TO

Client Age Restrictions! } i
105 i

s Marual by ghigldna b e
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Quick Links:

Provider Enrollment ; Application for Texas State Frograms: Provider Information Form (PIF.1}

]

- Instructions -~
Each Provider must complete this Provider Information Form (PIF-1) before enroflment. A provider is any person or legal entlty that meets the definition below,

Each Provider must also complete a Prncipal Informatlon Form (PIF-2) for each person who Is a Frinclpal of Provider (see the PIF-2 form for a complete definitlon of every person

who Is considered to be a Piindpal of Provider).

All guestions on this form must be answered by or on behalf of the Provider, by ALL provider types.
The Provider or a duiy authorized representative of the Provider must pergonally review this completed form and certify to the valldity and completeness of the information provided
by signing the HHSC Medicaid Provider Agreement.

“Provider” - Any person or legal entity, including a managed care organization and their subcontractors, furnishing Medicaid services under a provider agreement or contract in
force with a Medicald operating agency, and who has a provider number issued by the Commission or their deslgnee to:

¢ provide meadical assistance, Medicald, under contract or provider agreement with the Commission or its deslgnee; or

¢ provide thind paity bllling services under a contract or provider agreement with the Commission or its designee

A "Third-Party Biller" Is a type of "Provider" under the above definitlon and Is a person, business, or entlty that submits clalms on behaif of an enrolled health-care provider, but Is
nat the health-cara provider or an employee of the haalth-care provider. For these purposes, 3n empiovee 5 a person for which the health-care provider completes an IRS Form W-

2 showing annual income paid to the employee.

Group/ Company or Last Name:

First Name:
Middle Initial: M
Title/ Degree: ‘MD

National Provider Identifter (10 digit): 1549331497

Malden Name: L_“,_A___W__ﬁw_____;

Other Allas or Nicknames ever used!

Phy gical Aduress: Acceuantng! Billinyg Address:
EV S T e St * T P - 777“!
Street: /1504 Taub Loop reet PO BOX 4780 i
) : |
Suite: ! Sulte: ;
i i
; x
|

city: {Houston ; cty: _Houston ‘
Stata: gTexas State: Texas E
e |rasetses " mwows  yemewien

If your accounting address is different from your physical address, please indicate your relationship to the Accounting Addrass:

€ Third Party Bliler 8 Mansgamant Company @& Cmplover

2
W

alf @& Gther (Spacify)

ta be sent o TMEPR

For Prisvider Records Only

Portal Tt
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Provider Enroliment: Application for Texas State Programs: Pravider Information Form (PIF-1} Continued

;rgf:flonal Licensing Texas Medkic':'al Bvoayrd ; ;f?l;%s:?nal License [E7917

State Tasuer: Texas v T s .

Professlonal License Initial Issue Date: bﬁ‘/14/ ]_977‘ o ' 7 rofessional License Current Explration Date: i2/23/2013
Soclal Security Number: : Ereployer's Tax 1D: i 741613878
Spedialty o e e,y OB/GYN (MD)] Medicare Provider Number: TxB134223
Medicare Intermediary: Traqglazel‘ Health E’nferb;iseys, LLC Medicare Effective Data: ]7/1/2011

@ Driver's License or Other Number: & Driver's License or Othar Expiration Date:

@ State Issuer!

# Date of Birth: ! * Gender! & Mate B romale
CLIA Numbar:
{Sand a copy of tha CLIA certification)
CLIA Addrass: RESNA mid NRRTS Certificatlon hidormation:
(Enter the addrass listed on the CLIA certification}
RESNA Cartification Number: [ """ o -
2 RESNA Certification Issue Date: e S
Stenet: i 'L ,,,,,,,, / _d_d_./ﬂ_yy ____________________
RESNA Certification Explration Dater |~ ',y L )
Sute: |mm/dd/yyyy
City:
NRRTS Certification Number:
srate R i i
R e NRRTS Cartlification Issue Date! |
ZIP Code: ;mm/dd/WYY

NRRTS Certification Expiration Date: |
preven o2t | mmy dd/ yyyy

B Game a5 previous physical addrass
Pravious Physical Addross Pravious Account / Blliing Address

Streat: H i
S U SOMS A Street: I
Suite: : i
C Sulte: i
City: ! -
ty i City: §
Stata: ! |
H . State: {
ZIP Code: ! Z1P Code: f
* Do you plan to use ¢ Third Party Biter to it your Mediceid P O ras ® g

It yag, provide the tollawing informstiorn about the biing agant:

Rithing Agent Hame: Stroot Address:
Tax IO Nurnber: Sulte
Contact Parson Cy:
Kame:
State:

Tatephone Number:

Portal Ty
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ZIF Code:

List all Providers and medical entitias that you have a contractual relationship with and, if known, the NPI/Atypical Provider Identifier {API} or TPI of each
Provider or antity:

"Sanction” iz defined as recoupment, payment hold, imposition of penalties or damagas, contadt cancellations, exdusion, debarment, suspension, ravocation, or
any other synonymous action.

@ Have you ever been sanctioned (as defined above in any state or federsl program? & ves # No

If yes, fully explain the detzils, Including date, the state where the incident occuired, the agency taking the action and ths program affected.

@ Is your professionzl license or certification currently revoked, suspended or otherwise restricted? & Yes

% Have vou ever had your professlonal license or certification revoked, suspended, or otherwlse restricted? &

# Are you currently or have you ever been subject to 2 licensing or certification board order?

Y No

# Have you voluntarily surrendered your professional license or certification in lieu of disciplinary action?

If yes wes answered Lo any of the questions, fully explain the detalls Including date, the state where the incldent accurred, name of the board or agency, and any edverse action against

your license:
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Quick Links:

Provider Envoliment: Application for Texas State Programs: Provider Information Form (BIF-1) Continued

* Are you currently charged with or have you ever been convicted of a crime (excluding Class C misdameanor traffic dtatlons)?

To answer this question, use the federal Medicald/Medlcare definition of “Convicted” In 42 CFR. § 1001.2 as described below, and which Includes deferred adjudications and all other
types of pretrial diversion pragrams. (You may be subject to a aiminal history dieck.)

Convicted means that:

{a) A judgement of conviction has bean entered agalnst an Individuzl or entity by a Federal, Stata or focal court, regardless of whether:
* There 15 3 post-trial moton or an appeal pehding, or

+ The judgement of convictian or other record relating to the criminal conduct has been expunged ar otherwise removed;

{b} A Federal, State or locai court has made & finding of guilt against an Individual or entlty;

{¢) A Federal, State or Jocal court has accepted a plea of guilty or nolo contendere by an Individual or entity, or

(d} An individual ar entity has entered inta participation in a first offender, deferred adjudication or other program or arrangement where judgmant of conviction has bean withheld.

& yas # o

If yes, provide the details, induding date, the state and county whera the canviction occurred, the cause number(s), and specifically what you were convicted of:

# Are you cuivently behind 30 days or more on court ordered child support payments?

B vas & ho

fls._Including date, the state and county where the incident occurred, the cause number(s), and specifically what you were convicted of:

lIf yes, fully explaln the deta

L

@ Country of Citizenship
{ygited States B

If you did not answer "United States of America®™ above, send a copy of your green card, visa or other documentation demonstrating your right to reside and work in the United States,
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Quick Links

Provider Enroliment: Application for Texas State Programs: CSHCM Services Program Ildentification Form
Instructions All provider types must be enrolled with the Texas Medicald Program as a prerequisite to enrolling in the CSHCN Services Program.

Call the TMHP contact center at 1-800-568-2413 for Information about the CSHCN Services Program and provider enrollment criteria.

= Step 1: Please select o service

You selected Physician Services (M.D.)/Multi-Speclalty Group,

r—- Step 2: Please seiect your taxenomies

TMHP has reviewed and assignad all taxonomy codas that reflects services that are a benefit to the Texas State Programs. The taxonomy codes that are listad are specific to the
services rendered by the provider type and spedaity that you have chosen.

1 you are enrolling as a group you wili be asked to assign a taxonamy code for the group TPT and each of the performing providars in the group. The group TPT wlll have the
taxonomy code that describes elther a mult speclaity or single specialty group. The performing provider wiit have a choice of taxonomy codes specific to the services rendered for

the provider.

Group 121 1082006008
@ Primary Specialty: }OB/GYN (MD)

Sub-Spaciaity: !
{H applicable) i

% PHmary Taxonomy Coda;

Avallable Codas:

207VG0400X

Click here to view Taxonomy definitions

from the Washingten Publishing Company.
Secondary Taxonomy Codes:
{Maximum of 15 Codes Allowed)

Texas Non-Enrelled Taxonomy Codes:

Texas Non-Enrolled Taxonomy Coda:
{Maxirnum of 5 Codes Allowed)

This buttan will snable sftar clicking “Ratriave Taxanomias”™ sbous.

Al ketters In taxonomies must be capitalized.

i TMHP
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Quick Links:

Provider Enroliment Application for Texas State Programs

""" SECTION C: Group Practice (Required it enrolling as a GROUP PRACTICE)

Indicate the type of group enrollment you are requesting by satecting one of the following:

@ Adding additional performg provider(s} 10 an existing group

If this is a new application for group enroliment, list sl providers associated with the group that are applying for anrollment at the same tima as the group. If the group is already
enrolied, list only the providers to be added to the group.

Group Medicare Number: i

(If applicable) DOD 19V

Group PEP Ticket Number: :

Up to 50 performing providers can be added with a group appiication. If the group has more than 50 performing providers, the remainder must be added on a
separate PEP application that references the Portal Ticket Nurnber of the group application for the group.

Notification of your assigned TPI wili be malied to the Physical address llsted on your application. All correspondenca related to this agplication {lL.a.
enrollment denials, deficlency letters) will also be mailed to the physical address listad on your application unless otherwise requested.

Nt te he sent to TMVEP

Reoords

Portal Ticket # 11353272
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Quick Links:

ol
HHSC Medicaid Provider Agreement (Traditional Medicaid}

Nama of Providar

Last Name: T5I Number: i
. . o T Medicare Provider ID k1 EA 1
First Name: i Numb ors TXB134223 |
-
Middie Initial: H
Phystcal Addresn Accounting/Billing Address
{if applicable)
strect ; street PO BOX 4780 |
! i
Suite ; Suite 1
i ) t
aty i City Houston !
State State ™
Z1P Code 1770301608 ! Z1P Code 772104780 |

Fleaze read the agreement below and check " Agres ™

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

I. ALL PROVIDERS
1.1 Agreement and documents constituting Agreement,

A CD of the current Texas Medicaid Provider Procedures Manual (Provider Manual) has been or will be furnished to the Frovider, The Provider Manual, all revisions made to the
Provider Manual through the bimonthly update entitled Texas Medicald Bulletin, and written notices are incorporated Into this Agreerment by reference. The Provider Manual, bulletdns
and notices may be accessed via the internet at www.trnhp.com. Providers may obtain a copy of the manual by calling 1-800-925-8126. Provider has a duty to become educated and
knowledgeable with the contents and procedures contained in the Provider Manual. Provider agrees to comply with all of the requirements of the Provider Manual, as well as all state
and federal laws governing or regulating Medicaid, and provider further acknowledges and agrees that tha provider is responsible for ensuring that all employees and agents of the
provider also comply. Provider is spedfically responsible for ensuring that the provider and all employees and agents of the Pravider comply with the requirements of Title 1, Part 15,
Chapter 371 of the Texas Administrative Code, related to waste, abuse and fraud, and pravlder acknowlaedges and agrees that the provider and Its principals will be held rasponsible
for viotations of this agreement through any acts or omissions of the provider, Its employees, and is agents. For purposes of this agreement, a principal of the provider Includas all
owners with a direct or indirect ownership or control interest of 5 percent or more, ali corporate officers and directors, all imited and non-limited partners, and all shareholders of a
iegal entity, induding a professional corporation, professional association, or limited liabliity company. Principals of the provider further indude managing employee{s} or agents wha
axercise operational or managearial control ar who directly or Indirectly manage the conduct of day-to-day operations.

1.2 State and Federal regulatory requiraments.

1.2.1 By signing this agreement, Provider certifles that the provider and It's principals have rtot been excluded, suspended, debarred, revoked or any other syhonymous action from
participation In any program under Title XVIII {(Medicara), Title XIX {Medicald), or under the provisions of Executive Order 12549, relating to federal contracting. Provider further
certifles that tie provider and Its principais have also not been excluded, suspended, debarred, revoked o any other synonymous action from participztion Iin any other state or
federal heatthcare program. Provider must notify the Health and Human Services Commission {(HRSC) or lts agent within 10 business days of the time It receives notice that any action
is being taken against Provider or any person defined under the provisions of Section 1128(A) or (B) of the Sodiai Security Act (42 USC §1320a-7), which could result in exdusion from
the Medicald program. Provider agrees to fully comply at ali thmes with the requirements of 45 CFR Part 76, relating to eligibility for federal contracts and grants.

1.2.2 Provider agrees to disclose information on ownership and control, Information related to business transactions, and Information on persons convicted of crimes in accordance with
42 CFR Part 455, Subpart B, and provide such information on request to the Texas Heaith and Human Services Commission (HHSC), Department of State Health Services (DSHS),
Texas Attorney General’s Medicaid Fraud Contral Unit, and the United States Department of Health and Human Setvices, Provider agrees to keep its appllication for participation in the
Medicaid program current at all times by informing HHSC or its agent in writing of any changas to the information contained in its application, including, but not limited to, changes in
ownership or control, federal tax identification number, phone number, or provider business addresses, at teast 10 business days before maiing such changes. Provider also agrees to
notify HHSC or its agent within 10 business days of any restriction placed on or suspension of the Frovider's license or certificate to provide medical services, and Provider must
provide to HHSC complete information related to any such suspensfon or restriction. Provider agrees to disclose all convictions of Provider or Provider’s principals within 10 business
days of the date of conviction. For purposes of this disdosure, Provider must use the definition of "Convicted™ contained In 42 CFR 1001.2, which includes all convictions, deferred
adjudications, and zlf types of pretrial diversion programs. Send the information to Office of Inspector General, P.0 Box 85211 - Mail Code 1361, Austin, Texas 78708. Fully explain the
detalls, Induding the offense, the date, the state and county where the convicdon occurred, and the cause number(s).

1.2.3 This Agreement is subject to all state and federal faws and regulations relating to fraud, abuse and waste in health ca2re and the Medicald program. As required by 42 CFR §
431.107, Provider agrees to areate and maintain all records necessary to fully disdose the extent and medical necessity of services provided by the Provider to individuals in the

i Medlcald program and any Informatlon refating to payments dalmed by the Provider for furnishing Medicald services. On request, Provider also agrees to provide these records
iimmediately and unconditionafly ta HHSC, HHSC's agent, the Texas Attormey General’'s Medlcaid Fraud Control Unit, DARS, DADS, DFPS, DSHS and the Unhted States Department of
:Hezlth and Human Services, The racords must be retained In the form In which they are regularly kept by the Frovider for a minlrum of five years from the date of sarvice (six vears
for freestanding rura! health clinics and ten yeers for hospital based rural heaith clinics}; or, until all audit or audit exceptions are resolved; whichever periad is jongest. Provider must
cooperate and assist HHSC and any state or faderal agency charged with the duty of identifying, investigating, senctioning, or prosecuting suspected freud end zbuse. Provider must
aizo alow these agencles arxf thelt agents unconditfonal and unrestricied access to its records and premises as required by Title 1 TAC, §371.1643. Provider understands and agrees
that paviment for goods and services under this agreement is conditioned on the existance of sl records reguired to be maintained under the Medicaid program, inchuding 4l records
necessary to fully disciose the extent and maedicel necessity of services provided, and the correctivess of the clatm amount pald. If provider falls to create, malntain, or produce such
records in full accordance with this Agreement, provides acknowledyges, agrees, and understands that the public monias paid the provider for the services are subjsct to 100%
recoupment, and that the provider Is Ineligible for payment for the services elther under this agreement or under any legal theory of equity.

1.2.4 The Texss Attarnay Genieral’s Madicaid Fraud Controt Unilt, Texas Healtt and Human Services Commisslon’s Office of Inspector General (01G), and internat and extemnasl auditors
| for the state and federal governmant may conduct interviews of Provider employees, 2gents, subcontractors and thelr employeas, witnesses, and clients without the Provider’s
Ireprasentative or Provider's legal counsed present, Provider's eriployees, agents, subcontractors and their employees, withesses, and cients must not be coerced by Provider or

{ Provider’s representetive to accept representation from or by the Provider, and Provider agrees that no retaliation will accur to 2 person who denles the Pravider’s offer of

' representation. Nothing in this agreement limits a person's right to counsd of his or her dioice. Requests for Interviews are to be cormrplied with in the form 2nd the manner requested.
| Provider will ensure by contract or other means that Its agents, employees and subcontractors cooperate fully In any Investigation conducted by the Texas Attomey Genetal's Medicaid
i Fraud Control Unit or the Texas Health and Human Sarvices Commission’s Office of Inspactor General or its designee. Subcontractors inchiude those persons and entities who provide
fmedical or dentaf goods or services for which the Provider bills the Medicald program, and those who provide bllling, administrative, or management seivices In conmrection with

: Medicaid-covered services.

Foy Frovider Records Onty - Not o e sent f TMHP

Portad Ticket & 1135
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1.2.5 Nondiscrimination, Providar must not excude or deny aid, care, service, or other benefits available under Medicaid or in any other way discriminate against a person because of
that person’s race, color, natlonal origin, gender, age, disabllity, political or religious zffillation or bellef. Provider must provide services to Medicald cilents In the same manner, by the
same methods, and at the same level and quality as provided to the genaral public. Provider agrees to grant Medicald recipients all discounts and promotional offers provided to the
general public. Provider agrees and understands that free saervices to the general public must not be bifled to the Medicald program for Medicald redpients and discounted services to
the general public must not be billed to Medicaid for @ Medicaid recipient as a full price, but rather the Provider agrees to bill only the discounted armount thet would ba billed to the
general public.

1.2.6 AIDS and HIV. Pravider must comply with the provisions of Texas Health and Safety Code Chapter 85, and HHSC’s rulas relating to workplace and confidentlality guldelines
regarding HIV and AIDS. .

1.2.7 Chitd Suppoit. (1) The Texas Family Code §231,006 requiras HHSC to withhold contract payments from any entity or individuat who I 2t least 30 davs delinguent In court-
ardered child support obligations. Tt is the Provider's responsibility to determing and verify that no owner, partnier, or shareholder who has at least 25 percent ownership interest is
definquent In any child support obligation. (2) Under Section 231,006 of the Family Code, the vendor or applicant certlfles that the Individual or business entity narmed In the applicable
contract, hid, or application is not inaligihle to recaive the specified grant, loan, or payment and acknowlerdges that this Agreement may he terminatad and payment may ha withhald if
this certification Is Inaccurate. A child support obiigor who Is more than 30 days delinquent in paying child support or a business entity In which the obligor is a sole proprietor, partner,
shareholder, or cwner with an ownership interest of at least 25 percent is not eligible to receive the spadified grant, toan, or payment. (3) If HHSC is informed and verifies that a child
support obligor who 15 more than 30 days delinquent |s a partner, shareholder, or owner with at least a 25 percent ownearship Interest, it will withhold any payments due under this
Agreement until it has recelved satisfactory evidence that the obligation has been satisfied.

1,2.8 Cost Report, Audit and Inspection. Provider agrees Yo comply with all state and federal laws relating to the preparation and filing of cost reports, audit requirements, and
Inspection and monitoring of faclitles, quallty, utilzation, and records.

1.3 Claims and encounter data.

1.3.1 Provider agrees to submit claims for payment in accordance with billing guidelines 2nd procedures promulgated by HHSC, or other appropriate payor, including electronic claims.
provider certiffes that Information submitted regarding clalms or encountar data will be true, accurate, and complete, and that the Provider’s records and documents are both
accessible and validate the services and the need for services billed and represantad as provided. Further, Provider understands that any falsification or concealmeant of a material fact

may be prosecuted under state and faderal lsws.

1.3.2 Provider must submit encounter data required by HHSC or any managed care organization to document services provided, even If the Provider Is paid under a capitated fee
arrangement by a Health Maintenanca Organization or Insurance Payment Assistance.

1.3.3 All clalms or encounters submitted by Provider must ba for services actually renderad by Provider. Physician providers must submit clalms for services rendered by znother In
accordance with HHSC rules regarding providers practicing under physician supervision. Claims must be submitted in the manner and in the form set forth in the Provider Manual, and
within the thne Himits established by HHSC for submisslon of clalms. Claims for payment or encounter deta submitted by the provider to an HMO or IPA are governed by the Provider's
contract with the HMO or IFA. Provider understands and agrees that HHSC is not Hable or responsible for payment for any Medicaid-covered services provided under the HMO or IPA
Provider contract, or any agreernent other than this Mediczld Provider Agreement

1.3.4 Federal and state law prohibits Provider from charging a client or any financially responsible relative or representzative of the dient for Medicaid-covered services, except wheare a
co~payment is authorized under the Madicaid State Plan (42 CFR §447.20}

1.3.5 As a condition of eligibility for Mediczid benafits, a client assigns to HHSC all rights to recaver from any third party or any other source of payment (42 CFR §433.145 and Human
Resources Code §32.033). Except as provided by HHSCS third-paity recovery rules {(Teltas Administrative Code Title 1 Part 15 Chapter 354 Subchapter 1), Provider agrees to accept
the amounts paid under Medicald as payment in full for all covered services {42 CFR 8447.15},

1.3.6 Provider has an affirmative duty to verify that claims and encounters submitted for payment are true and correct and are recelved by HHSC or its agent, and to Implemant an
effective method to track submitted claims against payments made by HHSC or its agents.

1.3.7 Provider has an affirmative duty to verify that payments received are for actual services rendered and medically necessary. Provider must refund any overpayments, duplicate
payments and arroneous paymants that are pald to Provider by Mediczld or a third party as soon as any such payment [s discovered or reasonably should have been known,

1.3.8 TMHP EDI and Electronic Claims Submission. Provider may subscribe to the TMHP Electronic Data Interchange (EDI) system, which allows the Provider the ability to electronically
submit daims and claims appeals, verify client eligibility, and receive electronic daim status inquiries, remittance and status (R&S) reports, and transfer of funds into a provider
account. Provider understands and acknowledges that Independent registration is required to recelve the electronic funds or electronic R&S report. Provider agrees to comply with the
provisions of the Provider Manual and the TMH? EDI licensing agreement regarding the transmission and receipt of electronic clalms and eligibility veritication data. Providar must
verify that all daims submitted to HHSC or its agent are recelved and accepted. Provider is responsible for tracking claims transmissions against claims payments and detecting and
correcting all claims errors. If Provider contracts with third parties to provide clatms and/or eligibility verification data from HHSC, the Provider rerains responsible for verifying and
validating all transactions and daims, znd ensuring that the third party adheres to all client data confidentiality requirements.

1.3.9 Reporting Waste, Abuse and Fraud. Provider agrees to inform and train all of Pravider’s employees, agents, and independent confractors regarding their obligation to report
waste, sbuse, and fraud. Individuals with knowledge about suspected waste, abuse, or fraud In any State of Texas health and human services program must report the Information to
the HHSC Office of Inspector General {O1G). To report waste, abuse or fraud, go to www.hhs.state.tx.us and select “Reporting Waste, Abuse, or Fraud”. Individuals may also call the
016G hotline {1-800-438-6184) to report waste, abuse or fraud if they do not have access to the Internet.

II. ADVANCE DIRECTIVES = HOSPITAL AND HOME HEALTH PROVIDERS
2.1 The client must he informed of their right to rafuse, withhold, or have medical treatment withdrawn under the following state and faderal laws:
2.1.1 the individual’s right to self-determination in making health care decisions;

2.1.7 the Individual's rights under tha Natural Daath Act (Health and Safety Code, Chapter 672 to exacute an advance written Diractive to Physicians, or to make a non-written
directive regarding thelr right to withhold or withdraw life-sustalnlng procedures In the event of & terrinal condition:

32‘1.3 the individusls riahts under Health and Safety Code, Chapter 674, relating to written Out-of-Hospltal Do-Not-Resuscltate Orders; and,

2.1.4 the individual's rights to exacute 2 Dureble Power of Attornay for Health Care under the Civil Practice and Remedies Code, Chapter 135, regarding their right to appoint an agent
to mzke mediczl trastment decisions on thelr behalf In the event of incapadty.

2.2 The Provider must have a2 polizy regarding the implamentation of the Individual’s rights and compliance with state and federal laws,
| 2.3 The Provider must docurent whether or not the Individual has executed an advance directlve and ensuve that the document 15 In the Individual’s medical record.

2.4 The Proviger cannot condition giving servicas or otherwise disariminsie sgainst an individusal based on whether or not the dlent has or has not exewsted an advence diratiive.

2.8 Tha Provider m righrs,

the provider's polides concerning the disn

or ingtrumentality, Publc antity pros
HHSC procedures:

hat arg owne

{SC the amount

Pubsiic provi t
required to cartify

| =School heslth and related services {(SHARS)
(eCase management for Blind and visually Impairad chil

sage reanagement for earty chlldhood Intervention (E
oordination for mental rdation (MR}
h{MHY

«Tiiberouln
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«State hospitals

3.2 A schoal district that 15 the sponsaring entity for a non-school SHARS provider Is required to relmburse HHSC, according to established HHSC procedures, the non-federal portion of
payments to the nonschool SHARS provider, since nonschioal SHARS providers are paid the lesser of the provider's billed charges and 100% of the published fee for the service {i.e.,
| both federal and state shares). To enroll In the Texas Medicaid Program, a nonschool SHARS provider must submit in its enroliment packet an affiiistion letter that meets the

{requirements in Texas Medicaid Provider Procedures Manual, Schoaol Health and Releted Services.

V. CLIENT RIGHTS
4.1 Provider must maintain the client’s stete and federal right of privacy and confidentiality to the medical and personal information contained in Provider's records.

4.2 The client must have the right to choose providers unless that right has been restricted by HHSC or by walver of this requirement from the Centers for Medicare and Medicald
Services (CMS). The client’s acceptance of any service must be voluntary.

54.3 The client must have the right Yo choose any gualified provider of family planning services,
V. THIRD PARTY BILLING VENDOR PROVISIONS

6.1 Provider agrees to submit notice of the initiation and termination of a contract with any person or entity for the purpose of billing Provider’s daims, unless the person is submitting
claims as an empioyee of the Provider and the Provider Is completing an IRS Form W-2 on that person. This niotice must be submitted within 5 working days of the initiation and
termination of the contract and submitted in accordance with Medicaid requiraments pertaining to Third Party Billing Vendors. Provider understands that any delay In the required
submittal time or failure to submit may result in delayed payments to the Provider and recoupment from the Provider for any overpayments resulting from the Providers fallure to

; provide timely notlca,

| Provider must have 2 written contract with any person ar entity for the purpose of bliing provider's claims, unless the person Is submitting dalrms as an employee of the Provider and
the Providar is complating an RS Farm W-2 on that person. Tha contract must be signed and datad by a Principal of the Provider and the Diller. T must also ba refainad in the
Provider's and Blller’s flles according with the Medlcaid records retention policy. The contract between the Provider and Biler may contain any provislons they deem necessary, but, at

a minimum, must contain the following provisions:

oBiller eyrees they will not alter or add procedures, sarvices, codeas, or diagnoses to the billing information received from the Provider, when billing the Medicaid program,
«Biller understands that they may be criminally convicted and subject to recoupment of overpayments and imposed penalties for submittal of false, fraudulent, or abusive biltings.

eProvider agrees to submit to Silter true and corvect clalm information that contains only those sarvices, supplies, or equipment Provider has actually provided to reciplents.

|
{eProvider understands that they may be criminaity convicted and subject to recoupment of overpayments and Imposed penalties for submittal of false, fraudulent, or abusive blilings,

directly or indiractly, to tha Biller ar to Madicaid or it’s contractor.

sProvider and Biller agree to establish a reimbursement methodology to Biller that does not contain any type of incentive, directly or indirectly, for inappropriately inflating, in any way,
claims billed to the Medicaid program,

eBifler zgrees to enroll and be approved by the Medicald program as a Third Party Bliling Vendor prior to submitting claims ta the Medicald program on behalf of the Provider,

oBlller and Provider zgree to notlfy the Medicald program within 5 business days of the Initlation and termination, by elther party, of the contract between the Blller and the Provider,

VI. TERM AND TERMINATION

This Agreemant will be effective from the dete finally executed until the termination date, if any, indicated in the enroliment correspondence issued by HHSC or its agent. If the
correspondence/notice of enroliment rom HHSC or its agent states a termination date, this agreement terminates on that date with or without other advance notice of the termination
data. If the correspondence/notice of enrollment from HHSC or its agent does not state a termination date, this agraement is open-ended and remains effective until either 2 notice of
termination Is later Issued or termination occurs as otherwlse provided In this paragraph, Elther party may terminate this Agreement voluntarily and without cause, for any reason or
for no reason, by providing the other party with 30 days advance written notice of termination. HHSC may immediately terminate this agreement for cause, with or without advance
notice, for the reason(s) indicated In 2 written notice of termination issued by HHSC or its agent. Cause to terminate this agreement may include the foltowing actions or drcumstances
involving the provider or involving any person or entity with an affiliate refationship to the provider: exclusion from participation in Medicare, Medicaid, or any other publicly funded
health care program; loss or suspenslon of professlonal license or certification; any clrcumstances resulting In Ineligibliity to pattlcpate In Texas Medicald; any fallure to comply with
ithe provislons of this Agreement or any applicable faw, rule or policy of the Medicald program; and any clrcumstances Indicatlng that the heaith or safety of cllents Is or may be at sk,
(HHSC also may terminate this agreement due to inactivity, with or without notice, if the Provider has not submitted a claim to the Meadicaid program for 12 or mora months.

VI ACKNOWLEDGEMENTS AND CERTIFICATIONS
By chacking below, Provider acknowledges and certifies to all of tha following

eProvider must notify TMHP if the Provider files or is the subjact of 3 bankruptey petition. The Provider must provide TMHP and HHSC with notice of the bankruptcy and must copy
TMHP and HHSC with 2ll the Provider's pleading I the case, A fallure to notify TMHP and HHSC of 2 bankruptey petition ts a material breach of the Provider Agreement.

«Provider has screened all employees and contractors to determine whather any of them have been excluded before and after enrolimant,
sProvider has carefully read and understands the requirements of this agreement, and will comply.

sProvider has carefully reviewed all of the Information submitted in connection with its application to participate In the Medicaid program, including the provider information forms (PIF-
1} and princlpal information form (PIF-2}, and provider certifies that this Information Is current, complete, and correct.

eProvider agrees to inform HHSC or Its designee, In writing and within 10 business days, of any changes to the Information submitted In connection with its application to participate in
‘the Medicaid program, whether such change to the information occurs before or aRter enrollment.

;eF’rovider understands that falsifying entries, concealment of a material fact, or pertinent omissions may constitute fraud and may be prosecuted under applicable federal and state
Jaw. Fraud is a felony, which can result in fines or imprisonment.

s sProvider undarstands and agrees that any falsification, omission, or misreprasentation in connection with the application for enrollment or with claims filed may result in afl paid
services declared 83 an ovarpayment and subjedt to recoupment, and may also result In other adminlstretive sanctions that Include payment hold, exclusion, debarment, contract
canceilation, and monetary penaities.

(The applicant roust sign the agreement if enrolling ss an individual,
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Quick Links:

Provider Agreement with the Department of State Health Services (DSHS) for Participation in the Children with Special Heaith Care Needs
{CSHCN) Services Program

Lagal name of iBaylor College of Medicine Medicald TPI:

Provider/ Facility:

CSHCN Services Program

Last Name: %Fine Tp1:
Flrst Name: %pam
Middle Initial: '™

Phyatcal Address

Streat “ 1504 Taub Loop
Sulte

ity

State ! :

Z1P Code E 770301608

"

Please read the agreement below and check "t Agres.

terms and conditions set forth below:

1. A copy of the current CSHCN Services Program Provider Manual has bean or will be furnished to the Provider. The pravider manual, all revisions made to the provider manual
through quarterly CSHCN Servicas Program provider bufletins, and written notices are incorporated Into this Agreement by reference. The CSHCN Services Program Provider Manual,
bulletins, and noticas may be accassed via the internet at www.tmhp.com. Providers may obtain a copy of the manual by calling 1-800-568-2413. Pravider has a duty to become
Familiar with the contents and procadures contained In the provider manual. Provider agrees to comply with all the requirements of the provider manual, as well as all state and federal
faws and amendments, goveming or regulating CSHCN Servicas Program. Provider Is responsible for ensurlng that employees or agents acting on behalf of the Provider comply with
all of the requirements of tha provider manual and all state and federal laws and amendments govaming or regulating CSHCN Services Program,

2. To mainain and retain for a period of five years from the date of service, or until audit and ail audit exceptions ara resolved, whichever period is longer, such records as are
necessary to fully discose the extent of the services provided to the clients recelving assistance under the CSHCN Services Program and any information relating to payments clalmed
by the Provider. Providers must cooperate and asslst DSHS or its designee, the Texas Health and Huran Services Comrission (HHSC), Office of Inspector General, and any state or
federal agency charged with the duty of identlfying, Investigating, sanctioning, or prosecuting suspected fraud and abuse. Provider must also allow these agencles and/or thelr
designees access to its premises as required by Title 1 Texas Administrative Code (TAC) §1643. If litigation is involved, the records must be retained until litigation Is ended or for five
{5) years as dted above, whichever is longer.

3. To provide unconditionaliy, upon request, free coples of and access to all records pertalning to the services for which claims are submitted to CSHCN Services Program or its
deslgnees.

4. To accept CSHCN Services Program payment as payment in full for service. Provider may collect allowable Insurance or heaith malntenance organization co-payments in
accardance with those plan provisions.

5. Provider agrees to disclose information on ownership and cantrol, information related to business transactions, and information on persons convicted of crimes and provide such
Informatton, on request, to HHSC, DSHS, Office of the Inspector General, and/or the United States Department of Health and Human Services. Provider agrees to keep its application
for partidpation in the CSHCN Services Program. current by informing DSHS or its designee in writing of any changes to the information contained in its applicaton, including, but nat
flmited ta, changes in ownership or control, federal tax Identificatlon number, phone number, or provider business addresses, at least 1¢ business days before making such changes.
Providar also agrees to notify DSHS or Its designee within 10 business days of any restriction placed an or suspensiton of the Provider’s license or certificate to provide medical
services, and Provider must submit to DSHS complete Information related to any such suspension or restriction, Provider agrees to disdose alf convictions of Provider and Provider’s
princlpals within 10 budness days of the date of conviction. For purposes of this disclosure, Provider must use the definition of *Convicted” contained In Tide 42, Code of Federal
Regulations (CFRY §1001.2. Al prindpals of the Provider indude an owner with a direct or indirect ownership or controt interest of 5% or more, is an agent or managing employee of
the Provider, is a corporate officer or director, general or fimited partner, agent, managing employee {(induding a general manager, business reanager, adminlstrator or director} who
axerclses operational or managerial cantrol over the antity or part thereof, or directly or Indirectly conducts the day-to-day operations of the entity or part thereof.

6. The Office of Inspector General, internal and extarmnal auditors for the stzte/federal government, DSHS and/or HHSC may conduct interviews of the Provider employees,
subcontractors and thelr employees, witnesses, and dlents without the Provider's representative or Provider’s legal counsel present. Provider's employees, subzontractors gnd thelr
employees, withesses, and clients must not be coerced by the Provider or Provider's representative, to accept representation by the Provider, and Provider agrees that no retaliation
wilt occur to 2 person who denles the Provider's offer of representation. Nothing in this agreement lImits a person’s right to counsel of his o her cholce, Requests for Interviews are to
be complied with in the form and the manner requested. Provider will ensure by contract or other means that its employees and subcontractors over whom the Provider has control,
cooperate fully in any investigation conducted by the Office of Inspector Géneral. Subcontractors are those persons or entities that provide medical goods or services for which the
Provider bills the CSHCN Services Program or who provide bliting, administrative, or management services in connection with CSHCN Services Program covered services.

7. Provider agrees to submit dfaims for payment in accordance with billing guldelines and procedures prormulgated by DSHS and HHSC, or other approprlate payor, including electronic
claims. Pravider cartifies that infornmation submitted regarding clabms whi be true, accurate, and complete, znd that the Provider's records and dacuments are accessible and valldates
the services and the need for services billed and represented a3 provided. Furthar, Froviders understand that any faisification or concealment of a rmateriat fact may be prosecuted
under state and fadersllaws:

8. Yo accept payments established by the Texas Medicaid Program as payrment in full for Medicaid covered services for those clients who are assisted by this rasouite.
9. To wtilize CSHON Services Programt as 8 resource for peyment when clents are aligible for program assistance,

10. Provider acknowledges that it/they have executed an HHSC Medicald Provider Agreement and the Certification Regerding Debarment, Suspension, Ineligiblity, and Yoluntary
Excitiston for Covered Cortracts, Alf of tha provisions of tha HRSC Medicald Provider Agreement and the Certiffcation Regarding Debarment, Suspenislon, Ineligibliity, and Voluntary
Exciusion for Covered Comtracts are hereby Incorporated by reference in this Provider Agresmant with the Department of State Health Services {DSHS) for participation in the
Children with Special Health Care Needs (CSHON) Services Program.

11. To utllize Texas Medicald,’ Children’s Haalth Insurance Program (CHIP), andfor private insurance {induding HMO coverage) and the United States Departmant of Defense or
Department of Vetérans Affairs benefit pians as spurces for refmbursement because they are primary to-CSHCN Services Program paymeants.

12. To not biil the client/family for the cost of gny chardes not pald for by CSHON Sarvices Proaram due to the brovider’s failure to reauest the reauired authorization end/or faliura to

Far Provider Reconds Only — Not 1o e sént o TMHP

Postal Ticket & 11333272
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submit & claim for rebmbursement within the appropriate submission deadline,
13, To not charge the dlent/family any pre-admisslon or pretreatment charges or deposits If services are reimbursable by CSHON Services Program.

14, To refund the client/family any pre—-admission or pretreatment charges when services are authorized and collection occurred prior to program application and eligibility
determination.

15. To request authorization from CSHON Services Program, before the date of sarvice, for all services requiring prior authorization.
16. To request authorization from CSHON Services Program for all services requiring authorization before the date of service or up to 95 days after the date of service.

17. That ciafms submitted by me, or on my behalf, for payment by the CSHCK Services Program shall be for services or items actually provided by me or under my personal
supervision to the eligible recipiant identified as the dient for which I am entitied to payment. Claims must ba submitted in the manner and in the form set forth in the CSi {CN Services
Program Provider Manual and within the tme limits established by DSKES for submisston of dlalms. The provider understands that payment and satisfaction of such claims wil be from
federal and/or state funds, end that any false claims, statersents, docurments, or concealment of a material fact, may be prosecuted under applicabla fedaral and /or state laws. Fraud
Is a felony, which can result In fines and Imprisonment.

18. Provider agrees to submit notlce of the inftlation and termination of a contract with any person or entity for the purpose of bllling Provider's dalms, unless the person s submitting
claims as an employee of the Provider and the Provider is completing an IRS Form W-2 on that person, This notice must be submitted within 5 working days of the initiation and
termination of the contract and submitted In accordance with requirements pertalning to Third Party Billing Vendors. Provider understands that any delay in the required submittal time
or failure to submit may result in dalayed payments to the Provider and recoupment from the Provider for any overpayments resulting from the Provider’s failure to provide timely
notice. Provider must have a written contract with any person or entity for the purpose of billing Provider's clalms, uniess the person or entity is submitting claims as an employee of
the Provider and the Provider Is completing an IRS Form W-2 on the parson. The contract must be signed and dated by the Princlpat of the Provider and the Biller, It must also be
retained in the Provider's and Siller's files according to the CSHCN Services Program records retention policy. The contract between the Provider and Biller may contain any provisions

they deem necessary, but, at a minfimum, must contaln the following provisions:

oBliler agrees they will not alter or add procedures, services, codes, or dlagnoses to the billtng information recelved from the Provider, when billing the CSHCN Services Program.
oRiller understands that they may be criminally convicted and subject to penaltles or recoupment of overpayments for submittal of false, fraudulent, or abusive billings.

eProvider agrees to submit to Biller true and correct clalm Information that contatns only those services, supplies, or equipment Provider has actually provided to reciplents. Provider
understands that they may be criminally convicted and subject to penzlties or recoupment of overpayments for submittal of faise, fraudutent, or abusive billings directly or indirectly,
to the Bller or to the CSHCN Services Program or Its contractor.

sProvider and Biller agree to establish a reimbursement meathodology to 3iller that doas not contain any type of incentive, directly or indirectly, for inappropriately inflating, in any way,
claims billed to the CSHCN Services Program,

«Biller agrees to enrall and be approved by the CSHCN Services Program as a Third Party Bllling Vendor prior to submitting claims to the CSHCN Services Program on behalf of the
Frovider.

«Biller and Provider agrae to notify the CSHCN Services Program within 5 working days of the initiation and termination, by either party, of the contract between the Bilter and the
Provider,
19. To be pavabla by CSHUN Sarvices Program, services must be parsonally performed by a physlclan or by 2 qualifled person working under the personal ar direct supervision of the

physiclan. Personal supervision means that the physician must be In the bullding of the office or facillty when and where the service is provided. Direct supervision means the physician
must be physically present in the room at tha time the sarvica is provided. Tn instances where one physician is taking calls for another physician, the performing physician must bill the

sarvicas pravided.

20. Provider has an affirmative duty to verify that claims and encounters submitted for payment are true and coirect, are received by DSHS or Its designee within CSHCN Services
Prograr deadlines, and to implemant an effactive method to track submitted claims against payments made by DSHS or its designee.

21, Provider has an affirmative duty to verify that payments received are for actual services rendered and medically necessary. Provider must refund to CSHCN Services Program any
overpayments, duplicate payments, and or errorieous payments to which entiffement Is not authorized under CSHCN Services Program rules and regulations that are paid to Provider
by CSHCN Services Program or its designee as soon as the payment error is discovered.

22. To comply with Title VI of the Clvil Rights Act of 1964 (Public Law 88~332), Sections 504 of the Rehablittation Act of 1873 (Publlc Law §3~112), The Americans with Disabliitles Act
of 1990 (Public Law 101-336), and alt amendments to aach, and all requirements imposed by the regulations issued pursuant to thase acts. In addition, the provider agrees to comply
with Title 40, Chapter 73, of the TAC. These provide, in part, that no persons In the United States shall, on the grounds of race, color, national origin, sex, age, disability, political
beliefs, or religion be excluded from participation in, or denied, any aid, care, sarvite or othar banefits provided by federal and/or state funding, or otherwise be subjected to

: discrimination. To comply with Texas Health and Safety Code, Section 85.113 {relating to workplace and confidentiality guldelines regarding AIDS and HIV).

| 23. Provider agraes to not discriminate agalnst the Individual oh the basls the person Is a CSHCN Sepvices Program reclplent by means of pricing diffsrentlals or other means of
discriminatory treatment. Provider must not exclude or deny aid, care, service, or other benefits available under CSHCN Services Program or in any other way discriminate against a
person becausa of that person’s race, color, national origin, gender, age, disability, political or refiglous affiliztion or bellef. Provider must provide services to CSHCN Services Program
cliants in the same manner, by the same methods, and at the same level and quality as pravided to the general public. Provider agrees to apply to CSHCN Sarvices Program reciplents
all discounts and promotional offers provided to the general public. Provider agrees and understands that free services to the general public must not be bllled to the CSHCN Services
Program for CSHCN Services Program reciplants and discounted services to the general public must not be billed to CSHCN Services Program for a CSHCN Services Program reciplent
25 a full price, but rather the Provider agrees to bill only the discounted amount that would be billed to the general public.

24. To provide language assistznce that may be requirad for efective communication with CSHCN Services Program recipients who demonstrate limited English proficiency to insure
they have equal accaess to services.

25. To accept responsibility for informing and ensuring that those acting as my agents understand and follow CSHCN Services Program rules and regulations.
26. To comply with all requirements of CSHCN Services Program reguiations, rules, standards, and guidelines published by CSHCN Seivices Program or Its designee.

§27. To raintain the confidentizlity of records and other Information relating to recipients in accordance with applicable state and federal laws, rules, and regulations,

1 28. To promptly report change of address and/or change in status, including but not lirited to change in name, loss of license, change in certification status, or change in Medicaid
provider status.

29. To maintain provider enrpliment and partidpation in the Texas Medicald Program as a condition to participate In CSHCN Services Program. Should Texas Medicaid status be
terminated, participstion in CSHCH Servicas Program may ba tarminated effective the dete of Medicald termination.

& angd the CSHON Sar
e and nagiect,

1 certify that the information T have supplied in this document constifutes trus, correct, and complete information. T agrea to inform DBHS or s designes, In wilting, of any changas or
LI sddithorsl Information becomes aveliabla. T understand that falsifving entrles, conceslment of a material fad, or partinent omisslons may constiiu rzud and may be prosecuted
under applicable federal and/or state T understand that any felsification or misreprasentation that, if known, would

Fraud is a folony, which can result in fines and imprisonrent. [
have rasulted In & denizl of the application will result in 2l paid services deciared as an overpayment and subject to recoupment. I also understand that other administrative sandiions
may be imposad that incudes payment hold, exdusion, debarment, contract can i

ation, erd monetary penahties,

The sppllcent must zign the agrasmant if enroiling a8 an Indivigual
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Quick Links

Final Acknowledgement

- Application Sunymary

1 certify that the Information I have supplied in this document constitutes true, correct, and complete information. I agres to inform HHSC or its designee, in writing, of any changes
or if additional information becomes avallable. I understand that falsifying entries, concealment of a material fact, or pertinent omissions may constitute fraud and may be
prosecuted under applicable federal and/or state law, Fraud Is a felony, which ¢an result In fines and Imprisonmant, I understand that any falslfication or misrepresentation that, If
known, would have resulted In a deitlal of the application will rasuit in all pald services dedared as an overpayment and subject to recoupment. I also understand that other
adrinistrative sanctions may be imposed that includes payment hold, exclusion, debarment, contract cancellation, and monetary penakies.

The PDF may take several minutes to load. Please walt until the POF displays before moving forward.

T acknowledge that the epplication s complete and correct,

 Agraement

By submitting this appilcation for provider anroliment or credentialing, as well as the Information provided in connection with this application, I acknowledge that I intend to become
enrolled or credentialerd as a provider in the Texas State Programs. I also agree to adhere to all applicable laws, administrativa rules, policles, and guldetines, and T understand that
under these authorltles T must adhere to standards of behavior that, If not met, can result In adminlstrative, clvit and/or criminal sanctions.

Once the application Is accepted and submeitted, you will not be able to make modifications during TMHP processing.
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Quick Links

Enrothment Print

Application Siatus PEP Ticket Numbsy
Submitted 11353372

Thank you for submitting your application to the Texas Medicaid & Healthcare Partnership (TMEP). You can check the status of your application anytime by visiting www.tmhp.com,
selecting Access Provider Enrollment, and clicklng View Existing Transactions.

If you have chosen to apply with Medicald and the CSHCN Services Program at the same time, appilcations for both programs will be processed concurrently. You may also apply for
the CSHCN Services Program once your appiication to Medicald has been approved and you have recelved a Medicald Texas Provider Identifier {TPI}).

Prirt Options
You can obtaln an dectronlc copy of your online application i 24 hours.

To print for your personal records, log onto www.tmhp.com to View Existing Transactions. Navigate to the Messages screen to locate the Portal Ticket number of the submitted
appilcatdon.

Adobe Acrobat 7.0 or greater is required te view and print from Provider Enroliment on the Portal. You must print the required documentation in order to complete the application
process. All forms with a signature lna require an original signature from the provider or an authorized representative of tha provider. Computerized or stamped slgnaturas are not
permitted. Forms that are submitted without a hand-written slgnature will be rejected.

Oniine Survey on the usabllity of Provider Enrallment on the Portal

Foi Provider Bevords Omly - Not o e zent o TMHEP
Portal Troket # 11383372

Page ¥
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Final Checklist

- 1, Comptate the Following Required Forms
Al items marked with a red dot are requived.

] HHSC Medicaid Provider Agreement# (One for each group, performing provider within the group, individual, and facility induded
In this enrcliment package)

P IRS W-9 Form@ (Exduding Performing Providers)
] Corporate Board of Directors Resolution Forrn (Corporations Only) — Must Be NOTARIZED

1 Medicald Audit Form {Facilities Only)

- 2. if Applicable, Complets the Followlng Optional Forms
Electronic Funds Transfer {EFT) Authorizatlon Agreement

Send a Copy of Volded Check

CSHCN Sarvices Pragram - Required Informaton for Stem Cell Transplant Facllity Providers Fomm

CSHECN Services Program - Required Information for Dental/Orthodontia Providers Form

CSHCN Services Program - Requlred Information for Customized Durabla Medical Equipment (DME) Praviders Form

CSHCN Services Program - Required Information for Physldan and Dentlst Providers of Cleft/Cranlofaclal Surglcal Services Form

CSHCN Services Program - Providers Affillated with a Comprehensive C/C Team Form

&
B
7l
m

Medicaid Women's Health Program Certification form

(- 3. Obtain Signatures

These must be originaf signatures. Sworn Statements must be properly notarized by a Notary Pubiic, Al ftems
masked with n red dot require signatures,

] HHSC Medicaid Provider Agreementd

Lj IRS W-8 Form% (Exduding Performing Providers)

Corporate Board of Directors Resolution Form {Cerporatons Onily) — Must Be NOTARIZED
] Flectranic Funds Transfer (EFT) Authorization Agreement

If applying for THSteps Dental, Dental Provider Agreement

[} 17 applying for CSHCN Services Pragram, DSHS-CSHCN Services Program Agreement

- 4, Send all Reguired Documents

D Ambulance Services Providers — Send a copy of your permit/license

5% Birthing Center Providers — Send a copy of your certlfication permit

Certiflad Registerad Nurse Anestheatist Providers — Send a copy of your CRNA certification or re-certiflcation card
Chemical Dependency Treatment Facility Providers — Send a copy of your license

E3 CLIA Providers — Send a copy of your CLIA llcense with approved speclalty services as appropriate

9 ECI Providers — Send a copy of your approval letter from the Interagency Council on Early Childhood Intervention

rj FQHC Providers — Send a copy of your contracted providers, names and addresses of vour satelllte centers that have been
approved by the Public Health Service, and a copy of your grant award

fj Mammography Services Providers - Send a capy of certification of your mammaography systems from the Bureau of Radiation
Control (BRC).

E_] MH/MR Providers — Send a copy of your approval letter from the State of Texas

[3 Case Management for Children and Pregnant Women Providers — Send a copy of your appraval letter from the State of
Texas

"] Country of Cltizenshlp - Send a copy of your Grean Card, Visa or other documentation demonstrating your rights to restde and
wori in the United States.

] Freestanding RHC Providers — Send a copy of your encounter rate letter frorm Medicaid
F1 cua centricate

3 Gut of State Providers - Send proof of meeting one of the following criteria:

-

A medical ernergency documented by the attending physiclan or other provider.

-

The client's hesith is in danger i he or she is required to travel to Texas

Sarvicas ara more readily available in the stzte where the client is located.
* The customary or general practice for clients in 3 particular locaiity is to use medical resources in the other state.

* Al services provided to adopted chitdren recelving adoption subsidies (these dhiildren are covered for all services, not just
emargencyy.
* Other out-of-state medical care may be considered when prior authorized.

-

Other: Flease explaln.

Notto he sent to TMEP

Far Provi
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ﬁ Existing Meadicald Texas Provider Identifiers (TPIs): (Flease list all other assigned Texas Medicald TPIs)

~— & i incorporated, the addiflonal information balow must acoompany vour application
] certificate of Formation and Certificate of Flling or Certificate of Authority

1 IRS 501{(c)}3) Txemption Letter
F Letter of Good Standing

and Mall Documentaton

B Make a Copy for Your Reonp
Please make a copy of all documents for your own records.
All correspondence related to this application {i.e., enroliment denials, deficiency fetters) will also be mailed to the physical address
listed on your application unless otherwise requested. Submit a cover letter Hsting the contact address and phone number to have
deficiency letters mailed olsewhere.

Mall vour documents to the following addrass:

Texas Medicaid & Healtheare Partnership
ATTHN: Provider Enrollment
PQ Box 200795
Austin, TX 78726-0795




