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Texas Medicaid Identification Form
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Please check only the appropriate boxes to ensure proper enroliment. For
assistance in choosing the appropriate provider type, please refer to Appendix A
| on pages 21.1 through 21.8 of the instructions.
R Madi ber ired ¢ Palmett be irad
Legend' ; Medgz :ﬂber :::;m assignad, bul not required 4+ M?J;‘:egn;:za |Ir‘ ::;IJ:; provider

Traditional Services

O« Acvanced Prachce Nurse (O« Federally Quakfed Satallits (FOS) [0+ Pnyscian (MD. DO)
O 4 Ambutanca/Alr Ambiance [ » 4 Freesianding Psychaine Focility gf;“;m&d‘amﬂ"s ol requred
[ » + Amindstory Surgical Center (ASC} O+« Freestanding Rehaiitation Facity ,.c”
O+ Physcian Assistant
O Aucwlogist O+ Genetics

O * Pnyswiogicel Lab

Bwthing Center O HCSSA O+ Podiatist
O+ Catretsnzabon Lab O Hearing A
[J « Pocabia X-Ray
O« Cartified Nurse Mxtwifa (CNM) O+ Home Heaith O« P ot
: O+ Cenfed Registarnd Nurse Anesthatist [ * + Hosprial — In-State e
! {CRMA)
O Chemicat Dependency T ] O+ Hospital Ambulatory Surgical Centar O ¢ Racabon Treatrment Center
Facility {HASC) 0O  Racwologkal Lab
¢ Chrogeactor O+ Hospital — Mittary [0 *+ Renal Dratysls Facdity
O+~ Communiy Mantal Health Center O * + Hosptal — Out-al-State O Respiratgry Care Pracytoner
O+~ Comprabensive Health Center (CHC) [J# Hyperalimantation
(3 * + Ingepandent Ciagnostic Testing Facuity
O+« Comprehensive Qutpatient [ * + independant Lab [ * 4 Rural Health Clinic — Hospilal,
Rehabditation Facuity (CORF) 0 Licensed Mamage and Family Therapist Froostanding
[0 Consumer Directed Sarvicas Agency (LMFT) O+ Swiled Nursing Faciity
(CDSA) O  Licensed Professional Counseior (LPC) (] O Social Worker {(LCSW)
0 Dentist O+ SHARS — School, Coop or School
O+ Owabls Moaxcal Equipment (OME) (] Matsmity Service Clinc {MSC) Disret
0O Dumbﬂe Modical Equipment/ Home ] MH Rehabilitation Sarvices 00 $HARS — Non-Sohool
[J© Occupabonal Therapst {OT) 0 . Service Responsibility Option {SRO)
cdarrreye S e @€ 7o cne
ederalty Qualfy Haan.h Certer O+ Optometist (0D} [J* Vision Medical Suppker (VMS)
FQH
(FHC) [0  Personal Assistant Servicas 0O Muy-Spacialty Group

-alike (F
O+ Federady Cualfed Look-atike (FQL) (10 Physical Therapist {PT)

Case Management Services

O+ Earty Chidhood Intervenbon (ECI) [+ Case Management for Children and Pragnant Women {CPW)

O+ MH Case MgmUMR Case Management 4d 8ung Chudnen's Vocational Discovery & Developrment Program

O MH Rohab D Women, Infants & Children (WIC] — Immurization Only
Com rehens:ve Care Services CCPJ

[®; Cistitian Physical Thampist (PT)

O Licansed Vocalional Nurse [j] Registered Nurse

ad Occupatonat Therapist (OT) O Soclal Worker (LCSW)

O Pharmacy (plaase refer ta the definibon of Phammacy in the 0 Speech Tharapist (SLP)

Enroliment Requirements by Provnder Typa Section)

Texas Health Steps (THSteps) Services (EPSDT)

7] 1 do not wish to participate as a providaer for THSteps preventative madical chock ups

Texas Vaccines for Children Program

Do you currently receive free vaccines from the Texas Vaccines For Children Program?: []Yes []No (if no."please
answer the next queslion.)

Doos your clinlc/practice provide routinely recommanded vaccines to children ages birth through 18 years?
CNo [ Yes (if “yes,” complete pages 20.1 - 20.3 of this application to becomas 8 Texas Vaccines for Chitdran provider)

TMHP— A NTATE MEDICAID CONTRACTOR Page 2 9.17 2007
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Texas Medicaid Provider Enroliment Application
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* Altinformation must be completed and contain a valld signature 1o ba processed. If
question or answer does not apply, enter "N/A”
» Origlnal signatures only; coples or stamped signatures not accepted.

Please use blue or black ink.
REQUESTlNG B/ndlvldual 00 Group
ENROLLMENT AS: (O Facility ] Performing Provider

SECTION A — Provider of Service Information

Existing Medicald Texas Provider Identiflers (TPis)
Please list all other assigned Texas Medica:d TPIs l Dr] SSL}\ - D‘
in boxes fo the nght )

“*“Ploass list Swemr NPI and Primary Taxonomy \ \ ‘ k* \L\L\ q \D\ . a [pl Q “ DUDS X

Code

"qdroupmompan'y.'ér[ast Name Fist  (nital  ~ TitiiDegree Do you want to be o limited provider?
’ . \ (See poge 4)
\“AtY\l\Ai gorc.n S NIB ] Yos o

Provider busingas e-mat| Business website address

g'bfe,h \llnl&k \& Ql‘_ihb“h\b‘\h ncj'

Profea;lonal

Profeasiona Profossional
License Number : License
vee . Soclal Security Number License .
Telephone Number . Copy of Explration
(For Individugl Enroliment Only) | Licensa/Temporary issue Date Date
1 L:oense Required. /MWDDN\! MWODIYY
N -
" I13-221. qzsL — G—ZJS’)? 1432 “1-30-09
Date of Birth ' Modicare intermediary Medicare Numbaer Medicare Certification

e e .. ... . - & .. .. . .  Dats MWDDIYY
d

o S ‘ ***Legal Hamoﬁcct-n.dlng tothe | ‘ '
Employers Tax ID No, IRS {Must match the legal name *“*Primary Specilaity «
feld outm -9 & page 11.1) '

T4 -1:001 I | c_,k_1 > vaton Sub-Speciaty !

“"Physical Addross — Where heaithcare services are rendered.

Number _ _ Street L . . Sute .. City e _Slate o ae
e
TOTF CA/‘I'I“’L Koy frn_ TX 774y
*AcceptingNew . ‘**Countles Served sClient Age ‘ ** Gender Limitstions
Cllenta? (yes or no) o . o Restrictions

Accounting/Billing Address — Where provider informatian Is to be sent.

Numbor Strest _ .. Suite o B State Pl
?.0. \%OX 9?3@\ \l—ous%n \Fi '_]'-\3\%%’ ¥%6|
Physical Address Fax Number AccounllngJBIIIIng Address Fax Numbar
13- 108 - DYDY,
Group Medicare Numbaer: ’ " OR Group Toxas Medicald TPl:

***Mandatory Field

FMHP— ASTATE MEDICAID CONTRACTOR Paga 7.1 9172007
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Texas Medicaid Provider Enroliment Application

TTTTTTT TYST OTTIOU OSSSSm s S NS RANE R WINIIIW IR PRSIV

Facilities Only: I8 this a freestanding facility? O VYes a N
I this a hospital-based facility? - O VYes E No
Is this an ESRD facility? G Yes 5 No
If yes, what is your composite rate?
Hearing Aid Providers ' Are you a physician? O Yes [ No
Only: Are you a fitter/dispenser? 2 Yes C N
B Are you an audiologist? O vYes [} No
Will you b& conducting evaluations? O ves  No
o £ Will you be dispensing hearing aids? D vYes O WNo
School Health and Related Are you enralling as a O Yes g Ne
Services (SHARS) school district? = 0 ’
Providars Only yes. oo schoot s
it enrolling as 2 spedial education co-op., T A Ay
attach a st of all school districts in the co- O Yes O Neo
op that will be providing SHARS services.
Provide the followng information for each Are you enrolling as a |
schood district: non-school SHARS provider? :
* Complsts address ,
ot G o e
* T E.A number . :
Are you a hospltal facllity? | O Yes 0 No
o | {3 Teaching
: if yes, indicate the type of hospital facility. ; {3 Chitdren's . Fagiity
: : [llongTarm [ Shot Temm
viders ; [ Private Ful O Pnvate
Hospital Provid _ ! avate S ot
Only : ' [ Psychiatric 0 Renhatilitation
! " [0 Siate Owned ]
H Private Semi-Privale

i if yes, what is your average daily room rate i
1. for privale and semi-privale? :

Definitlon — Public providars are those hat are owned o operated by a dily, state,
counly, or other government agency or instrurnentality, eccording to the Code of Federal
Regulations, including any agoncy that can do infergovernmenial transfers lo the State.
Public agencies indude those that can certify and provide state matching funds.
Are you a private or public entity? O Private whublic
Public/Non-Public T ' T oo -
. . o]
Providers (required by an i yos. are you required to certify expended funda? (1 Yes

providers) Name and address of a person cemly_ing expanded funds:

| INBIP— A STATE MEDICAID CONTRACTOR Page 7 2 9.17 2007
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Do not Lomplede or Tndivdual

Texas Medicaid Provider Enrollment Application
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SECTION B — Owners, Partners, Officers, Directors, and Principals

Identity sole proprietor or owners. partners. officers, directors, and principals (as defined in Pnncipal Information Form (PIF-2)] of
the applicant by providing, social security numbar, data of birth, drivers license # and state. and list the parcentage of
ownership, if applicable. As it relates lo owners, indude all indhviduals with 5% or more ownership in the company, whether this

ownarship is diract or indirect.

Date of
Soclal Sacurlty Birth Ddvers Licenss %
Name Title Number MMWDDIYY Number Owned

SECTION C—GROUP PRACTICE required if enroliing as a GROUP PRACTICE
Indicate the type of group enrollment you are reguesting by checking one of the following:
O Adding additional performing provider{s) to an existing group (Indicate Group TP below)

O Enrolling a new group with performing provider(s)

Group 9-diglt Texas Medicald TP| _ OR Group Medicare Numbar {if spplicable)

List All Providers That Will Be Performing Services as Part of This Group

Profossion -
Date of Profession  al License
Birth alLicense ' lssuo Date  Soclal Security Medicare Titked
Namo MMWDD/YY Number MWODD/YY Numbaer Numbaer Degroe

Notification of your assignad Texas Madicald TP! will be mailed to the Physical address
listed on your application

FMHP— A STATE MEDICAID CONTRACTOR Page 7 3 ’ 917 2007
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Texas Medicaid Provider Enrollment Application
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SECTION D — REQUIRED INFORMATION for Specific Provider Types

All Licensed Providers

If enrolled with Medicare, you must attach a copy of a current Medicare Remittanca
Advice Notice (MRAN).

Ambulance Services
Providers

You must attach a copy of your permit/license.

Birthing Center Providers

You must attach a copy of your certification permit,

Certifled Registered Nurse
Anesthetist Providers

You must attach a copy of your CRNA certification or re~certification cand.

Chemical Dependency
Treatment Facility Providers

You must attach a copy of your license.

CLIA Providers

You must attach a copy of your CLIA license with approved specialty services as
appropnate.,

ECI Providers

You must attach a copy of your approval letter from the Interagency Council on
Earty Childhood Intervention.

FQHC/FQS/FQHL

You must attach a copy of your grant award.

Mammography Services
Providers

You must attach a copy of your mammography systems certification from the
Bureau of Radiation Control {BRC) and enter your certification number in the box
below.

Certification Number:

MH/MR Providers

You must attach a copy of your approval letter from the State of Texas.

Case Management for
Children and Pregnant
Women Providers

You must attach a copy of your appraval letter from the State of Texas

Non-School SHARS
Providers

You must attach a copy of your affifiation letter from the school district.
Reqguirements of a valid affiliation letter are found in the Texas Medicaid Provider
Procedures Manual, School Health and Related Services (SHARS) section.

Out of State Providers

§

IMUHDP — A STATE MEDICAID CONTRACTOR

You must submit proof of maeting one of the following criteria prior to being able to
enroll with the Texas Medicaid program:
o Services are more readily available in the state where the client is temporarily located
o The customary or general practice for dliants i a particular locallty is to use medical
rasources in the other state (this is mited to providers iocated in a state bordering
Toxas).

The following are subject to a 90 day enrcliment:

o A medical emergancy documanted by the attending physician or other provider

o The dient's heaith is in danger if he or she is mquired (o travel to Texas

o All sarices provided to adopted children recetving adoption subsidles (these children
are covered for all services, not just emergancy).

o Other out-of-slate medical care may ba considered when prior authorized,

o Medicare primary, Madicaid secondary for coinsurance and/or deductible payments
only

Refer to the Texas Provider Procedures Manual at www Imhp com for further information
regarding out of siate enrol!mant.

Page 7.4 9.17.2007
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HHSC Medicaid Provider Agreement
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Name of Provider _Donow_Johu \/Jm'{ﬂcu.n TPI Numper {05541 - DI

Medicare Provider ID Number

/ Physical Address 7 03 '? Cdlln 1 ILa-/{

Accounting/Billing Address (if applicable) Q:l“{' o"— \lbvslbh \'Lt.a\u'\*u\Jman S-ur\rir_ts
TRD oy 28361, Hhowsdon Ty 1788 - 886 |

As a condition for participation as a 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 Agrosment and documents consiituting Agreement.

A CD of the current Taxas Madicaid Provider Procedures Manual (Provider Manual) has been or

will be furnished to the Provider. The Provider Manual, all revisions made 1o the Provider Manual
! through the bimonthly update entitled Texas Medicaid Bulietin, and written notices are incorporated
into this Agreement by reference. The Previder Manual, bulletins and notices may be accessed
via the Internet at www tmhp.coq. Providers may obtaln a copy of the manual by calling 1-
800-925-91268. Provider has a duty 1o become educated and knowledgeable with the contents and
procedures contained in the Provider Manual. Provider agrees to comply with ali of the
requirements of the Provider Manual, as well as all state and federal laws govemning or reguiating
Medicaid, and provider further acknowledges and agrees that the provider is responsible for
ensuring that all employees and agents of the provider also comply. Provider is spacificaily
responsible for ensuring that the provider and all employees and agents of the Provider comply
with the requirements of Title 1, Part 15, Chapter 371 of the Texas Administrative Code, related 1o
waste, abuse and fraud. and provider acknowledges and agrees that the provider and its principals
will be held responsible for violations of this agreement through any acts or omissions of the
provider, its employees, and its agents. For purposes of this agreement, a principal of the provider
includes all owners with a direct or indirect ownership or control interest of 5 percent or more, all
corporate officers and directors, all limited and nen-limited parinars, and all shareholders of a legal
entity, including a professional carporalien, professional assacialion, or limited liability company.
Princpals of the provider further include managing employee(s) or agents who exercise opaerational
or managerial control or who directly or indirectty manage the conduct of day-to-day operations.

t.2 State and Federal regulatory requirements.

121 By signing this agreement, Provider certifies that the provider and it's principals have not been
excluded, suspended, debarred, revoked or any other Synanymous action from participation in any
pragram under Tille XVIIl (Medicara), Title XIX (Medicaid), or under the previsisns of Exacutiva
Order 12549, relating to federal contracting. Provider further certifies that the provider and its
principals have also not been excluded. suspended, debarred, revoked or any other synonymous
action from participation in any other state or federal healthcare program. Provider must nolify the
Health and Human Services Commission (HHSC) or its 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 Social Security Act {42 USC §13205-7). which couid
result in exchision from the Medicaid program. Provider agrees to fully comply at all timas with tha
requirements of 45 CFR Pan 76, relating to eligibility for federal contracts and grants.

53

TMHP— A STATE MEDICAID CONTRACTOR Page 8.1 9.17 2007
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122

123

Provider agrees 1o disclose information on ownership and contral, infermation related 10 business
transactions, and information on persons convicted of cimes in accordance with 42 CFR Par 455,
Subpart B, and provide such information on request to the Texas Health and Human Sarvices
Commission (HHSC). Depariment of Stata Health Services (DSHS). Texas Attorney General's
Medicaid Fraud Control Unit, and the United States Department of Heallh and Human Services.
Provider agrees to keep its application for participation in the Medicaid program current at all times
by informing HHSC or its agent in writing of any changes to the information contained in its
application, incluging, but not hmited to, changes in ownership or control, federal tax identification
number, phone number, or provider business addresses. at least 10 business days before making
such changes. Provider also agrees to nolify HHSC or its agent within 10 business days of any
restnction placed on or suspension of the Provider's license or certificate to provide medical
services, and Provider must provide to HHSC complete information related 1o any such suspension
or restriction.

Provider agrees to disclose all convictions of Provider or Provider's principals within 10 business
days of the deie of conviction. For purpeses of this disclosure, Provider must use the definition of
“"Convicted™ contained in 42 CFR 1001.2, which includes all convictions, defarred adjudications,
and all types of pretrial diversion programs. Send the information to Office of Inspector Genaral,
P.O Box 85211 - Mar Code 1361, Austin, Texas 78708. Fully explain the details, including the
offense, the date, the state and county where the conviction accurred, and the cause number(s).

This Agreement is subject to all state and federal laws and regulations relating to fraud, abuse and
waste in health care and the Medicaid program. As required by 42 CFR § 431 107, Provider agrees
to create and maintain ail records necessary to fully disclose the extert and medical necessity of
services provided by the Provider to individuals in the Medicaid program and any information
relating lo payments claimed by the Provider for fumishing Medicaid services. On request, Provider
also agrees to provide these records immediately and unconditionally to HHSC, HHSC's agent, the
Texas Attomey General's Medicaid Fraud Contro! Unit, DARS, DADS, DFPS, DSHS and the
United States Department of Health and Human Services. The records must be retained in the form
in which they are regularly kept by the Provider for a minimum of five years from tha data of sarvice
(six years for freestanding rural health clinics and ten years for hospital based rural health clinics);
or, until all audit or audit exceptions are resolved; whichever period is longest. Provider must
coaperate and assist HHSC and any state or federal agency charged with the duty of identifying,
invastigating, sanctioning, or prosecuting suspected fraud and abuse. Provider must also allow
these agencies and their agents unconditional and unrestricted access ta its records and premises
as required by Title 1 TAC, §371.1643. Provider understands and agrees that payment for goods
and services under this agreement is conditicned on the existence of all records tequirad 10 be
maintained under the Medicaid program. including all records necessary to fully disclose the extent
and medical necessity of services provided, and the comectness of the claim amount paid. If
provider fails to create, maintain, or produce such records in full accordance with this Agreement,
provider acknowledges, agrees, and understands that the public monies paid the provider for the
services are subject to 100% recoupment, and that the provider is ineligible for payment for the
services either under this agreement or under any legal theory of equity.

The Texas Attomey General's Medicaid Fraud Control Unit, Texas Health and Human Services
Commission's Office of Inspectar General {OIG), and interal and external auditors for the state
and federal government may conduct interviews of Provider employees, agents, subcontractors
and their employees, wilnesses, and clients without the Provider's reprasentative or Provider's
legal counsel present Providers employees, agents. subcontractors and their employees,
witnesses, and clients must nat be coerced by Provider or Provider's representative to accept
raprasentation from or by the Provider, and Providar agrees that no retalialion will goour to a
person who denies the Provider's offer of representation. Nothing in this agreament limits a
person’s right to counsel of his or her choice. Requests for interviews are to be complied with in the
form and the manner requested. Provider will ensure by contract or other means lhat its agents,
employees and subcontractors cooperate fully in any investigation conducted by the Texas
Attorney General's Medicaid Fraud Control Unit or the Texas Health and Human Servicas
Commission's Office of Inspector General or it's designes. Subcontractors include those persons
and entities who provide medical or dental goods or services for which the Provider bills the
Medicaid program, and those who provide billing, administrative, or management sarvices in
connection with Medicaid-covered Services.

I'NTHUP— A STATE MEDICATID CONTRACTOR Page 8.2 9172007
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HHSC Medicaid Provider Agreement
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125

1286

1.2.7

128

13
131

133

1.3.4

135

Nondigerimination. Provider must not exclude or deny aid, care, service, or other benefits available
under Medicaid or in any other way discriminate against a person because of that person's race,
color, national onigin, gender. age, disability, political or relig:ous affiiation or belief. Provider must
provida services to Madicaid clients in the same manner, by the same methods, and at the same
level and quality as provided (o the general public. Provider agrees to grant Medicaid recipients al
discounts and promotiona! offers provided to the general public. Provider agrees and understands
that free services to the general public must not be biilad to the Medicaid program for Medicaid
recipients and discounted services 10 the genaral public must not be billed to Medicaid for a
Medicaid recipient as a full price, but rather the Provider agrees to bill anly the discounted amount
that would be billed to the general public.

AIDS and HIV, Provider must comply with the provisions of Texas Health and Safety Code Chapler
85. and HHSC's rules relaling lo workplace and confidentiality guidelines regarding HIV and AIDS.

Child Suppor, {1) The Texas Family Code §231.006 requires HHSC to withhold contract paymaents
from any antity or individual who is at least 30 days delinquent in count-ordered child suppon
obligations. It is the Provider's rasponsibility to determine and verify that no owner, partner, or
shareholder who has at least 25 percent ownaership interest is delinquent in any child support
obligation. (2) Under Section 231.006 of the Family Code, the vendor or applicant certifias that the
individual or business entity named in the applicable contract, bid, or application is not inaligible to
receive the specified grant, loan, or payment and acknowledges that this Agreement may be
terminated and payment may be withheld if this certification is inaccurate. A child support obligor
who is more than 30 days delinquent in paying child support or a business entity in which the
obhgor 15 a sole proprietor, partner, shareholder, or owner with an ownership interest of at least 25
percent is not eligible 10 receive the specified grant, loan, or payment. (3) If HHSC is informed and
verifies that a child suppon obligor who is more than 30 days delinquent is a partnier, shareholder.
or owner with at least a 25 percent ownership interest, it will withhold any payments due under lhis
Agreament until it has received satisfactory evidence that the obligation has been salisfied.

Cost Reporl, Audit and Inspaction. Provider agrees to comply with all state and federal laws

relaling to the preparation and filing of cost reports, audit reguirements, and inspection and
monitoring of facilitias, quality, ulihzation, and records..
Claims and encounter data.

Pravider agrees to submit claims for payment in accordance with billing guidelines and procedures
promulgated by HHSC, or other appropriate payor, including electronic claims. Provider certifies
that information submitted regarding claims or encounter 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 represented as provided. Further, Provider understands thal any
falsification or concealment of a material fact may be prosecuted under state and federal laws.

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

All claims or encounters submitied by Provider must be for sarvices actually rendered by Provider.
Physician providers must submit claims for services rendered by another in accordance with HHSC
rules regarding providers practicing under physician supervision. Claims must be submitied in the
manner and in the form set forth in the Provider Manual, and within the time limits established by
HHSC for submission of claims. Claims for payment or encounter data submitted by the provider to
an HMO or IPA are govemed by the Provider's contract with the HMO or IPA. Provider understands
and agrees that HHSC is not liable or responsible for paymaent for any Medicaid-covered services

provided under the HMO or 1PA Provider contract, or any agresment othier than this Medicaig
Provider Agreement

Federal and state law prohibits Provider from charging a dlient or any financially responsibla
relative or representative of the client for Medicaid-covered services, excep! where a co-payment ig
authorized under the Medicaid State Plan (42 CFR §447.20)

As a condition of eligibility for Medicaid benefits, a client assigns to HHSC all rights to recover from
any third party or any other source of payment (42 CFR §433.145 and Human Resources Code
§32 033). Except as provided by HHSC's third-party recovery rules (Texas Administrative Code
Titte 1 Part 15 Chapter 354 Subchapter J), Provider agrees lo accept the amounts paid under
Medicaid as paymemt in full for all covered services {42 CFR §447.15).

TNMHP— ASTATE MEDICAID CONTRACTOR Page 83 917 2007
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HHSC Medicaid Provider Agreement
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136

138

139

21

2.2
2.3
2.4
25

2.6

§

Provider has an affirmative duty to venfy that ¢laims and encounters submilted for paymaent are true
and correct and are received by HHSC or its agent, and to implement an effactive methad 1o track
submitted claims against payments made by HHSC or its agents.

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
erroneous payments thal are paid lo Provider by Medicaid or a third party as soon as any such
payment is discovered or reasonably should have bean known.

T nd El i¢ Claim: miggign. Provider may subscnbe to the TMHP Electronic
Data Interchange (EDI) system, which allows the Provider the ability to elactronically submit claims
and claims appeals, verify client eligibility, and receive elecironic claim status inquines, remittance
and status (R&S) reports, and transfer of funds into a provider account. Provider understands and
acknowledges that independent registration is required to receive the electronic funds or electronic
R&S repont. Provider agrees ta comply with the provisions of the Provider Manual and the TMHP
EDI licensing agreement regarding the transmission and receipt of electranic claims and akgibility
venfication data. Provider must venfy (hat all claims submitted to HHSC or its agent are recaived
and accapted. Provider is responsible for tracking claims transmissions against claims payments
and detecting and correcting all claims errors. If Provider contracts with third parties to provide
claims and/or eligibility verification data from HHSC, the Provider remains responsible for venfying
and validating all transactions and claims, and ansuring that the third party adheres to all client data
confidentiality requirements.

in A nd Fraugd. Provider agrees to inform and train all of Provider's
employaes, agents, and independent contractors regarding their obligation to report waste. abuse,
and fraud. Individuals with knawledge about suspected waste, abuse. or fraud in any State of
Texas health and human services program must repont the information to the HHSC Offica of

Inspector General (OIG). To report waste, abuse or fraud, go to nww hhs.staretv.us and select
“Reporting Waste. Abuse, or Fraud”. Individuals may also call the OIG hotline (1-800-436-6184) to
report waste, abuse or fraud if they do not have access to the Intemet.

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

214 the individual's right to self-determination in making health care decisions:

212  theindividual's rights under the Natural Death Act (Health and Satety Code, Chapter 672)
to execule an advance written Directive to Physic:ans, or 1o make a non-writien directive
regarding their right to withhold or withdraw life-sustaining procedures in the event of a
terminal condition;

213  theindividual's ights under Health and Safety Code, Chapter 674, relating to written Qut-
of-Hospital Do-Not-Resuscitate Orders; and,

2.14  the individual's rights to execute a Durable Power of Attommey for Health Care under the
Civil Practica and Remedies Code, Chapter 135, regarding their right to appoint an agent
1o make medical treatment decisions on their behalf in the aevent of incapacity.

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

The Provider must document whether or

n
directive and ensure that the documant is in the ind

[y S .

t the individual has executed an advance
ividuai's medicai record,

The Provider cannot condltion giving services or otherwise discriminate against an
individual based on whather or not the cllent has or has not executed an advance directive.

The Pravider must provide written information to all adult clients on the provider's policies
concerning the client's rights.

The Provider must provide education for staff and the community regarding advance
directives.

UTMHP — A STATE MEDICAID CONTRACTOR Page 8.4 9.17 2007
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HHSC Medicaid Provider Agreement

.
3.1

32

4.3

STATE FUND CERTIFICATION REQUIREMENT FOR PUBLIC ENTITY PROVIDERS

Public providers are those that are owned or operaled by a state. Eounty, cily, or other local
government agency or instrumentality. Public entity providers of the following services are required
to certity lo HHSC the amount of state maiching funds expended for eligible services according to
established HHSC procedures:

»  School health and related services (SHARS)

- Case management for biind and visually impaired children (BVIC)

+  Case management for sary childhood intervention {ECI)

+  Service coordination for mental retardation (MR)

*  Servica coordination for mental health (MH)

*  Mental heaith rehabilitation (MHR)

= Tuberculosis clinics

»  State hospitals

A school district that is the sponsoring enlity for a non-school SHARS provider is required to
reimburse HHSC, according lo established HHSC procedures. the non-federal portion of paymants
to the nonschool SHARS provider. since nonschoa! SHARS providers are paid the lesser of the
provider's billed charges and 100% of the pubiished fee for the service (i.e., both federal and state
shares}). To enrall in the Texas Medicaid Program, a nonschool SHARS provider must submit in its
enroliment packet an affiliation letter that meets the requirements in Texas Medicaid Provider
Procedures Manual, School Health and Related Services.

CLIENT RIGHTS

Prowder must maintain the cient's stale and federal right of privacy and confidentiality to the
medical and personal information contained in Provider's records.

The ciient must have the right to choose providers unless that right has been restricted by HHSC or
by waiver of this requirement from tha Cantars for Madicare and Medicaid Services (CMS). The
client’s acceptance of any service must be voluntary.

The client must have the right to choose any qualified provider of family planning services.

THIRD PARTY BILLING VENDOR PROVISIONS

Provider agrees to submit notice of the initiation and termination of a contract with any person or
eniily for the purpose of billing Provider's claims. unless the person is 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 Medicaid requirements pertaining to Third Party Billing
Vendors. Provider understands that any delay in the required submittal time or failure 1o submit
may result in delayad payments to the Provider and recoupment from the Provider for any
overpayments resulting from the Providers faiture to provide timely notice.

Provider must have a written contract with any person or entity for the purpose of billing provider’'s claims,
unless the person is submitting claims as an employee of the Provider and the Provider is completing an

IRS Form W-2 on that person. The contract must be signed and dated by a Principal of the Provider and the
Biller. It must also be retained in the Pravider's and Biller's files according with the Medicaid records
retention policy. The contract between the Provider and Biller may contain any provisions they deem
recessary, dui, at a minimum, must contain the following provisions:

= Buller agrees they will not alter or add procedures. services, codes, or diagnoses to the
billing information received from the Pravider, when billing the Medicaid program.

*  Biller understands that thay may be criminally convicted and subject to recoupment of
overpayments and imposed penalties for submitial of fatse, fraudulent, or abusive billings.

*  Provider agrees to submit to Biller true and correct ciaim information that contains only
those services, supplies, or equipment Pravider has actually provided to recipients,

»  Provider understands ihat they may be criminally convicted and subject ta recoupment of
overpayments and imposed penaities for submittal of false, fraudulent. or abusive billings.
directly or indirectly, to the Biller or to Medicaid or it's contracior.
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HHSC Medicaid Provider Agreement
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*  Provider and Biller agree 10 establish a rembursement methodology o Biller that does not
contain any type of incentive, directly or indirectly. for inappropriately inflating, in any way,
claims billed to the Medicaid program.

=  Biller agrees lo enmoll and be approved by the Medicaid program as a Third Party Billing
Vendor prigr 1o submitting claims to the Medicaid program on behalf of the Provider.

¢ Biller and Provider agree to notify the Medicaid program within 5 business days of the
initiation and tarmination, by either party, of the contract batween the Biller and the
Providar.

Vi TERM AND TERMINATION

This Agreement will be eHective from the date finally executed until the lermination date, if any, indicated in
the enrollment correspondence issued by HHSC or its agent. If the correspondence/notice of enrollment
from HHSC or ils agent stales a termination date, this agresment terminates on that date with or without
other advance natice of the termination date. If the comespondence/notice of enrallment from HHSC ar its
agent does nol state a termination date, this agreement is open-ended and remains effective until either a
notica of termination is later issued or termination occurs as otherwise provided in this paragraph. Either
party may terminale this Agreement voluntarily and without cause, for any reason or for no reason, by
providing the other party with 30 days advance wrilten notica of termination. HHSC may immediatety
terminate this agreement for cause, with or without advance notice, for the reason(s) indicated in a written
natice of termination issued by HHSC or its agent. Cause to terminate this agreement may include the
following actions or circumstances involving the provider or involving any person or entity with an affiliate
relationship to the provider: exclusion from participation in Medicare, Medicaid, or any other publicly funded
health cara program: loss or suspension of professional license or certification: any circumslances resulting
in ineligibility to participate in Texas Medicaid; any failure to comply with the provisions of this Agreement or
any appficable law, rule or policy of the Medicaid program; and any circumstances indicating that the health
or safaty of clients is or may be at risk. HHSC atso may terminate this agreement due to inactivity, with or
withoul notice, if the Provider has not submitted a claim to the Medicaid program for 12 or more months.

Vil ACKNOWLEDGEMENTS AND CERTIFICATIONS
By signing below, Provider acknowledges and certifies to all of the following:
¢ Provider has carefully read and understands the requirements of this agreement, and will comply.

*  Provider 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 principal
information form (PIF-2), and provider certifies that this information is current, complete, and
correct.

»  Provider agrees to inform HHSC or its designes, 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 1o the information occurs before or after enrofiment.

*  Provider understands that falsifying entries, concealment of a material fact, or pertinent omissions
may constitute fraud and may be prosecuted under applicable federal and state law. Fraud is a
felony, which can result in fines or imprisonmaent.

¢ Provider understands and agrees that any falsification, omission, or misrepresentation in
connaction with the application for enroliment or with claims filed may result in all paid services
deciared as an overpayment and subjact to recoupment. and may also result in other adminisirative
sancuons that include payment hold, exclusion, debarment, contract cancellation. and monetary

. penalties.

/Prowder Signalure /4 4 4/\/'—'-’/(‘(.}"‘-""1 Date 8* (v

MR12

Soven _.TdLl{a Vinds bedd, Hp

Printed Name 7

13
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Provider Information Form (PIF-1)

PAVYIMTE nnvainauvin rurne \rir-i)

Each Provider must complete this Provider Information Form {PIF-1), before enrollment. A provider is any
person ar legal entity that meets the definition below.

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

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

The Provider or provider's duly authonized representative must parsonaily review this completed form and
certify to the validity and compleleness of the information provided by signing the HHSC Medicaid Provider
Agreement.

"Provider” - Any person or legal entity. including a managed care organization and their subcentractors,
furnishing Medicaid services under a provider agreement or contract in force with a Medicaid operating
agency, and who has a provider number issued by the Commission or their designee to:
i {1} provide medical assistance, Medicaid, under contract or provider agreement with the
Commission or its designes; or
(2) provide third party billing 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 definition and is a person, business, or antity
that submits claims on behalf of an enralied health care provider, but is not the health care provider or an
employee of the health care provider. For these purposes, an employee is a person for which the health care
provider completes an IRS Form W-2 showing annual income paid to the employee.

~ Last, First. Middle Name OR Group/Campany Name ‘' Maldon Name
Verciekitts samn i _
List any other Aflas, Name or Form of your name ever used ~  National Providor |dantifier {NP1) (10 digit)

i aaqg )

Primary Taxonomy Code {10 digit)

bl QA DDOS X

Secondary Taxonomy Code (10 digit)
The provider may indicate up to 15 ta my codes; ph attach additional pages If needed.

Non Texas Enrolled Taxonomy Codas

adny oop Vo X

For additional names or addresses, pi attach ary pag
hysical Address
Number Streat Suite City State ZIP

TUF  Lapdad st TR 7701

Accounting/Billlng Address

Number Stest Suite City State
PO.R o 8830 Rouston ;T2 28y -8 |
It your accounting address ts different from your physical address, please Indicate your relationship to the Accounting
Add :

(O Third Party Biter [0 Management Company M:)’yar O se {3 Other (explain bolow)
Explain it “Other” was selected.

ZIP

v
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Provider Information Form (PIF-1)

[ BN RVE BAV IV BN IR AV R IR I- N IVIN DN ARV INE]| ‘l'lr'l’

v’

-
v

Professional Licensing board, Professional License Profossaional License ./ Profesalonal License
Numbar, and State Initial issue Date Curront Expliration Date
MM/DDIYY MMW/DD/YY

G2377 1a 32 113 —2004

I —— AN - b HO LY

Spocialiy of Practica (Example: Pediatrics, General Modicare Intermodiary
Practico, otc.)

Ob /

Madicare Provider Number Medicare Effective Date MM/DD/YY

Oriver's Liconse Number ‘/Suto asuor ./Drhor'o License Expiration Date MMWDD/YY

./Gondor

Date of Birth MM/OD/YY *

RM aF

CLIA Number (dttach a cdpy Bf the CLIA certification)

NS DO LLODE

CLIA Addross (list the addross listed on the CLIA Certificate)

Number Street Suite State

Pravious Physical Address

Numbar Street Suite State

: City 2P
TS Soubh Breascwosd  Wouston D 1TRR6 - 1715
City ;

Pravious Accounting/Bllling Address
Number Street Suite City

172}
-4
®

Do you pla[;}omu 8 Third Party 8lier to submit your Medicald claima?
No

O Yes if yos, provida the following information about the billing agent:
Billing Agent Name Address
Tax ID Number
Contact Person Name " Telephong Number

List all Providers and medical enthties that you have a contractual relationship with and. if known, the NPIAtypical

Provider ldentifier (API) or TPI of oach Provider or entity (atiach additional sheets if nacessary):

N/a-

I

"Sanction" | defined as recoupment, payment hold, Imposition of penalities or damages, contract canceliations,

exclusion, debarment, susponsion, revocation, or any other synonymous action,
Have you ever bean sanctloned (as defined above) in any state or federal program?

2P

P

(O ves W& No 1t yes, tully expiain the details. inclutting dala, the staie whera the incldont occurred, the agency taking the

action, and the program affocted (attach additional shoals if nocossary):

1
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Provider Information Form (PIF-1)

P I T Il HEIWIHINIGWUWIL 1 wIlLrig \l'll"l’

/ Is your protessional license or cortification currently revoked, suspended or otherwise restricted? [ ves No
Have you evar had your proteasional licenae or cortification revokod, suspended, or othorwlee restricted? O vYes 0O
NO

/ Are you currently or have you aver baen subject to a licensing or certification board order? (] Yes &No

Have you voluntarily surrondered your profossional liconse or certification In lleu of disciplinary action? [ Yes \3\
No

Are you currently charged with or have you ever been convicted of a crime (excluding Class C misdemoanor traffic
citattons)? To answar this question, use the federal Medicald/Medicam definition of “Convicted” In 42 CFR, §1001.2 a8
described below, and which Includes defarrod adjudications and all othar types of protrial diversion programs. (You
may be subjact to a criminal history check.)

Convicled means that;

{a) A judgment of conviction has bean entered against an individual or entity by a Federal. Stale or local coun, regardlaess of
wheather

(1} There Is a post-irial motlon or an appeal pending, or

(2) Thajudgment of conviction or olher record relating to the ciminal conduct has been expunged or otherwsa
removed;

(b} A Federal, State or local court has made a finding of guilt 2against an individual or entity;
{c) A Federal. State or local court has accepted a plea of guilty or nolo contendere by an individual or entity, or

{d) Anindividual or entity has entered into participation in a first offender, deferred adjudication or other program or arrangement
where judgmaent of conviction has been withhald.

O Yes No if yes. fully explain the delsils, inciuding date, the state and county where the conviction occurred, ihe
cause numier(s). and spacifically what you wers comvicted of (atlach additional sheels if nacessary):

Are you currently behind 30 days or mare on court ordered child suppont payments?
O Yes %o It y8s, provide details (altach additional sheets if necessary):

/ Are you a citizen of the United States?

@\Yes (O No

if no, of what Country are you a citizen?

if you answered “No” above, attach a copy of your green card, visa, or other
documentation demonstrating your right to reside and work in the United States.

i

TMHP — ASTATE MEDICAID CONTRACTOR Page 9.3 917 2007




(Page 16 of 18)
DCN: 200925100009330

. roytth & ]

T.

TEXAS MEDICAL BOARD

i

. ) IDENTIFICATION CARD !
Z *UCENSE/PERMIT NUMBER EXPIRATION DATE

i 2877 11-30-2009

SOREN JOHN VINDEKILDE, MD
3014 APPLE VALLEY LANE
SOREN JOHN VINDEKILDE, MD
Hl 3014 APPLE VALLEY LANE
| MISSOURI CITY TX 77459-3117

PHYSICIAN PERMIT
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IRS W-9 Form

ram VW-9

Request for Taxpayer

Glve form to the

{Rev Jarvary 2003) T X
Zenesiaz~ | Identification Number and Certification sondto the IR,
Nama N .
LAYy DY Wpuston ! ]
B nafne. H trom above
L |
e v . Ing;a" (] Caw:nn [ rewenree [ Omar Exempt tom backup

ASGress (AumbDar, STeet, snd 4P or uks No )

Hequesiers name and Bddross | —i&;}

Cv.smm s zfon [P0, Boa 1503

IEQVS\ID_;N '1'1_35|

Piret or type
360 Spadic htnucdons on page 2.

Ust socount members) hers (apdorel

I 7oxpayser identification Number (TIN}

Entor your TIN in the eppropriate box. For individuals, this is your social security number (SSN).

Social ascurity number

However, lor a resident allan, sole proprietor, or disregarded entity, ses tha Part | Instructions on ! ' ' ' PR f f
page 3. For other entities, il is your smployer identification number (EIN}. If you do not have a A l + l + I l |

see How to get a TIN On page 3

Note: ¥ the accoun! i3 in more than one namae, see the chart on page 4 Kor gu

o enfer.

or

Hi on whose i

Employer Identificstion number

RICTYLIININIAE

Under penalties of perjury, | certify that:

IAMrumu:shownommskmnumycormdmpayummm&mumbn(nrlnmmhgiulrwnbwlobohmdtorrw). and

2. | &m not subject to backup withhoiding b (®) | am pt trom
Revenuo Service (IRS) thet | am et to withh
notified ma that | am no longer subjedt to backup withholding, and

J.1ama U.S person {(inchding a LS. resident allen).

p withhoksing, or (b} | have not baen notified by the Inemal

0 A3 & rosult of & faiurs 10 report all intarest or Cividands, of {¢) the IRS has

CartiNication InaUrucUons. You must oross outl Rem 2 abdwe ¥ you Nive beeon nolified by ine IRS (et you are cgvantly audmct (o backup
withhoiding because you have falled to report ail nteres! and dividands on your tax retum. For real estate transactions, em 2 does not apply.

For marigage inlerest pald,

of secured property,

to an individusl retrement

of dob,

or
amangemaent (IRA), and ganerafly. payments other than interest and dividends, you are not required 10 sign the Certification. but you musl

provide your correct TIN. (See the nstructions on page 4.}

Sign Signature of

U.g. person

Date

////5/17

vy Ll
7

Purpose of Form

A person who Is required 1o file an Information return with

the IRS, must obtain your comrect taxpayer identification
number (TIN) to report, for example, income paid lo you, real
estate transactions, moftgage interast you paid, acquisition
or abandonment of secured property, cancallation of debt. or
contributions you rmade to an (RA.

U.S. person. Use Form W-9 only if you ars a U.S, person
{including a resideni alien), io provide your correct TIN to the
person requesting It {the requester) and, when applicable, to:

1. Centity that the TIN you ara giving is correct {o¢ you are
waiting for a numbar to ba issued),

2. Centify that you are not subject (o backup withholding.
or

3. Clalm exemption from backup withholding if you are a
U.S. exempl! payee.

Notae: /f a requester gives you a form othar than Form W-9
to requas! your TIN, you must use the requestar's form if it is
substantially similar to this Form W-9
Foreign person. I you are a foreign person, use lhe
appropriate Form W-8 (see Pub. 515, Withholding of Tax on
Monresdent Akens and Foreign Entibes).

Nonresident alien who becomes a resident allen.

Ganirally, only a nonasident allen indlvidus! may use the
tarms of a tax treaty to reduce or sliminate U.S. tax on
certain types of Income. However, most tax treaties contain a
provision known as a "saving clause.” Exceptions specified
in the saving clause may permit an exemption from tax to
continue for certain types of income even after the recipient
has otherwise becoms a U.S. resident alien for tax purposes.

H you are a U.3, resident alien wha is relying on an
exceplion contained in the saving clause of a tax treaty to
clalm an exemption from U.S. tax on cenain types of income,
you must attach a statemant that specifies the following five
items:

1. The treaty country. Generally, this must ba the same
treaty under which you claimed exempticn from tax as a
nonresident alien.

2. The treaty article addressing the income.

3. The article number {or location) in the tax treaty that
contains the saving clause and its exceptions.

4. The type and amount of income that qualifies for the
exemption from tax.

5. Sufficient facts to justify the exemption from tax under
the temns of the ireaty anicle.

Cal No 10231X

Form W-9 (Rev. 1.2003)

NOT VALIDATED )

»
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[— CENTERS FOR MEDICARE & MEDICAID SERVICES
A CLINICAL LABORATORY IMPROVEMENT AMENDMENTS
: CERTIFICATE OF COMPLIANCE
f ! LABORATORY NAME AND ADDRESS CLIA ID NUMBER
: ' BUREAU OF LAB SVC HOUSTON DEPT OF HLTH 4500660081
& HUMAN SVCSs
1115 SOUTH BRAESWOQD EFFECTIVE DATE
A
' HOUSTON, TX 77030-1715 08/11/2006
LABORATORY DIRECTOR EXPIRATION DATE
DAVID L MASERANG, PHD 08/10/2008
L]
; of the Public Services Act (42 US.C. 26303 o revi . X
Nnmnlmm}ﬂ he | :'l'u.hh.“h.\ﬂu 26 ?mby_rd:-cﬁ?k:!ww Wnaw
for the parposss of performing labo, Y inations or procech
‘ , alid on dase bt i sl tom Loniead _
. This cardficate shall be ung.lh drhnh‘::r '.njbpt:'hrh::cuiegk pention, oa, or other
' Qe 7 p
. W-’-/ Jodith A. Yout, Direcror
Division of Laborsory Services
____'/— Survey and Certificaton Group
Center for Medicaid and State Operetions

specialties/subspecialties yoa are certified to perform and their cffective datey

LAB CERTIFICATION (CODE) EEEECTIVE DATE LAB CERTIFICATION (CODE} EEFECTIVE DATE

BACTERIOLOGY (110) 08/11/1984
MYCOBACTERIOLOGY (115) 08/11/1964
MYCOLOGY (120) 08/11/1904
PARASITOLOGY {110) 08/11/1994
VIROLOGY {140) 08/11/1994
SYPHILIS SEROLOGY (210) O 11/1994
GENERAL IMMUNOLOGY (220) 08/11:1994
ROUTINE CHEMISTRY (310) 0&/11,1994
TOXICOLOGY 1340} 08/11/1994
HEMATOLOGY (400) 08/11,1994
ABO & RH GROUP ;510) 08111994
ANTIBODY NON-TRANSFUS:ON 1520 8 11.1994
ANTIBODY IDENTIFICATION (540} 0811,1994

FOR MORE INFORMATION ABOUT CLLA, VISIT OUR WEBSITE AT W W.CMS.HHS.GOVICLLA,
OR CONTACTYOUR LOCAL STATE ACENCY. PLEASE SEE THE REVERSE FOR
YOUR STATE AGENCY'S ADDRESS AND PHONE NUMBER.
P1EASF CONTACT YOUR STATE AGENCY FOR ANY CHANGFS TOVM D 60 20087 o ctvrscer comm

If you currenty hold a Cerificate of Compliance or Certificate of Accreditation, below is a list of the laboratory





