TrailBlazer Health Enterprises

Education Makes the Difference

How to Complete the Paper
CMS-855B Enroliment
Application for an ASC

Provider Outreach and Education

CA7S

CENTERS for MEDICARE & MEDICAID SERVICES



The information contained in this presentation
was current as of May 2012. Provider
enrollment information can be found on the
TrailBlazer Provider Enrollment Web page at:

http://www.trailblazerhealth.com/Provider Enrollment
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http://www.trailblazerhealth.com/Provider Enrollment

CMS-855B Enroliment Application

This presentation was e,

developed by the Provider a \_/g.

Outreach and Education -

department, along with the

PrOVIder Enrollment MEDICARE ENROLLMENT APPLICATION
department, to assist new na G e o
Ambulatory Surgery Center e

(ASC) providers with e T
correctly completing the A A
CMS-855B enroliment

application. _<cnrs/
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ASC Required Enroliment Forms

ASC facilities enroll with a federal tax ID. If a physician
or non-physician practitioner wishes to reassign his
benefits to an ASC, both the individual and the ASC

must sigh Form CMS-855R. The forms needed for
new enroliment are:

 CMS-855B (Organization Enrollment form).

« CMS-855R if applicable (Reassignment of Benefits).
« CMS-855I if applicable (Provider Enroliment form).

« CMS-588 (Electronic Funds Transfer (EFT) form).

« CMS-460 if applicable (Participating Provider Agreement
form).
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ASC - Additional Documents Required

for Enrollment

* Licenses, certifications and registrations required
by Medicare or state law.

 Federal, state and/or local business licenses,
certifications and/or registrations to operate a
health care facility.

» Written confirmation from the Internal Revenue
Service (IRS) confirming your Tax Identification
Number (TIN) with the legal business name (e.g.,
IRS CP575 form).
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ASC - Additional Documents Required

for Enroliment (If Applicable)

« Copy of IRS Determination Letter (if registered with the IRS
as non-profit).

 Written confirmation from IRS confirming the Limited
Liability Company (LLC) is automatically classified as a
disregarded entity (Form 8832).

« Statement in writing from the bank (if bank loan agreement
states bank has waived right of offset for Medicare
receivables).

» Copies of all adverse action documentation (notifications,
resolutions and reinstatement letters).

« Copy of an attestation for government entities and tribal
organizations.
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Obtaining the CMS-855B Application

The current version of the 855B application should be
used. The application will be used as a guide throughout
this job aid. Please take a moment to print the
application.

The current version of this form can be obtained from the
CMS Web site at:

http://www.cms.gov/CMSforms/downloads/cms855b.pdf.

It can also be found on the TrailBlazer Web site at:

http://www.trailblazerhealth.com/Provider
Enrollment/PartBGettingStarted.aspx.

Note: The current version has “(07/11)” in the footer of
the form.

Effective January 1, 2012, only the 07/11

version of the CMS-855B application will be
accepted.

MEDICARE ENROLLMENT APPLICATION

Clinics/Group Practices
and Certain Other Suppliers

CMS-855B

SEE PAGE 1 TO DETERMINE IF ¥OU ARE COMPLETING THE CORRECT APPLICATION.
SEE PAGE 2 FOR INFORMATION ON WHERE TO MAIL THIS APPLICATION.

SEE PAGE 35 TO FIND A LIST OF THE SUPPORTING DOCUMENTATION THAT MUST BE
SUBMITTED WITH THIS APPLICATION.

cnrs/

P — -wuummf
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Internet-Based PECOS

When enrolling, providers have the option of using:

* Internet-based Provider Enrollment, Chain and Ownership System (PECOS).
Or,
« Standard 855 paper enrollment.

Using Internet-based PECOS is easy!

Internet-based PECOS allows physicians and non-physicians to enroll, make
changes in their enrollment or view their Medicare enrollment information. Internet-
based PECOS has the following benefits:

« Faster than paper-based enrollment.
» Scenario-driven application process.
 Built-in help screens.

Additional information about Internet-based PECOS can be located at:
http://www.cms.gov/MedicareProviderSupEnroll/04 InternetbasedPECOS.asp
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Enroliment Application Fee

CMS implemented an enrollment application fee for providers
and suppliers who are Initially enrolling in Medicare, adding a
practice location or revalidating their enrollment information.

 Effective for applications received on or after March 25, 2011.
* The fee must be submitted with the application.

And/or,

» A request for a hardship exception to the fee may be submitted with the
application.

Additional information relating to the application fee can be
found in the CMS MLN Matters® article MM7350 at:

http://www.cms.gov/MLNMattersArticles/downloads/MM7350.pdf
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Enroliment Application Fee (Cont.)

* The application fee does not apply to:
> Physicians.
o Non-physician practitioners.
o Physician organizations.
o Non-physician organizations.
« All institutional providers of medical or other items of
services or suppliers must pay the application fee.

* The fee can vary from year to year based on adjustments
to the Consumer Price Index for Urban Areas (CPI-U).

« Medicare and CMS will consider the financial hardship
waiver/exception on a case-by-case basis. Providers must
request hardship consideration along with the application.
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Enroliment Application Fee (Cont.)

* The application fee can be paid in one of two ways:

o US Department of Treasury (all providers other than Indian Health Service
(IHS)). https://pecos.cms.hhs.gov/pecos/feePayment\Welcome.do

o Intra-Governmental Payment and Collection System (IPAC) (IHS providers
will use). http://www.fms.treas.gov/ipac/index.html

* Providers are encouraged to make a copy of the receipt confirmation
screen, retain a copy for the office documentation, and submit a
copy to Medicare along with the certification statement and other
appropriate supporting documentation.

« CMS has provided a tool to determine if the application fee applies.
This tool can be viewed on the CMS Web site at:

http://www.cms.qov/MedicareProviderSupEnroll/Downloads/Applicati
onFeeRequirementMatrix.pdf.
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Instructions for Completing and

Submitting an 855B Application

* Type or print all information so it is legible.
* Do not use pencil.

* Report additional information within a section by copying
and completing that section for each individual entry.

 Attach all required supporting documentation.

« Keep a copy of your completed Medicare enroliment
package for your records.

« Send completed application with original signatures and all
required documentation to your designated Medicare fee-
for-service contractor.

The foIIowing slides will denote the page number from the 855 aEEIication.
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Who Should Submit This Application

DEFARTEGNT O DAL TH AMD LIRS BRI

T h i S Se Cti O n a SS i StS i n G ”‘"““ﬁb SHOULD SUBMIT THIS APPLICATION e

Climses and zromp pracmees can spply for enrollmen: in the Madizare propram or make 3 chanps m ther

determining whether e i SO

» The paper enroiflment application process (e.2., CME 8355).

the 855B IS the CorreCt fmmmm:;ﬁ:;mmmsmmmmmp

Climies and group practiees who are eoralled i the Medicare progam, b beve not mbmimed the ChES
#3555 zinee 2003, are required to submit a hiedoare enroliment applicaton (.2 ., Intermes-based FECOS ar

application for the type == imicaamaiea

'I'he inflowine supplers o=t mhtuﬂn“ppbnh:nmmhm the eemoliment propess:

. “;mhﬂmt Service Smppber * Mammapraphy Cemer
Of prOV|der - Ambulatory Sursical Center « Mass Ieemization (Roster Biller Oly)
- o [Moic/Group Practice + Part B Drug Vendor
= ot Chmsce] Labortory * Pormble X-ray Suppher
ot Diappostie Testing Faciley (IDTF) = Radiaton Therapy Center

» Inoencive Carduse Fahabifitson Supphisr
If your suppleer type i not isted ahowe, contart yoar designaird fxe-for-service comtractor befione you
cuitrmit thiz application.

. = Complete sod sabmit this appliceton i wou are 2 oopamiranos/progp tr plans to-bill Madicare and
ASC providers will B sl L

mdependent isharamoie:, postable 2-ray muppless),

Com Iete the 855B = A bospital or other medical practes or clmie tha may bl for Medseare Par 4 serrees bt will also
p . bl fior Madiname Part B practitioner cecvices or provide purchased laboratory tests 1o other endties tat
bill Mdedicare Part B.

*  Currendy enredled with a Medicare fee-for-serviee eontractor but meed to enroll in another
fee-for-serviee eontractor’s furisdietion (e.p., you have opensd & practice lovation in a peographio
terrrinry serviced by mother Medirane foe-for-service comtrartor).

*  Currendy srolled in Medicare and need in make changes to your enrollment data (= 2., you hare
acded or charsed a practies Incation). Changss st be reporied in acoondance with the tmeframess
exzhliched m £2 CFR, & 424516(d). IDTT chanpes of imformation smst be rporisd m accordanee with

£ CFR.141033)
Page 1 J



Billing Number Information

Providers must first obtain a BILLING NUMBER INFORMATION

National Provider Identifier i iy e e it L T s e e
(NPI) before enrolling in e g e g L v e b s
Medicare. BB o s, b e e i

brve subparts, you mist deiemme if they should obtain their owe umiqne NPL. Befors yoo complate this
mnrellmars armheatiom vnir nead dn maks fhnee dsteremnsfione snd nhinin T senpedinele

Impartant: For NP1 purposes, sole proprietors and sole proprietorzhips are considered to be “Type
1" providers. Organizations {¢.2., sorporations, parmerships) are treated ac “Type I entities. When

An NPl number can be reparting the NPT of a cale propristor a thic application, therefore, the individual's Trpe 1 NPT

. chsald b repiried: o wrpmiicaii s Type S NPT Sneld b S
obtained from the CMS Web T-:nbminm':'«[PI.';-:qmmjr:#_vmhmh@sTWFﬂligm.mehﬁmﬁmahmm.

wist ww s py Ntiomal ProvidentStiand 1o view the “Medicare Fxpectations Sobparts Paper ™

S Ite at. The Mt.':]it‘ﬂ-"l Tli!nm_ﬁt'li-:nfﬁlu:u]xr. lZIfIIFL refarred to a5 2 Provider Tmmhuﬂl}ium]?er-ﬂﬂ.'ﬂ
https://nppes.cms.hhs.gov/. bt s o it

The NPl number is required for
enrollment.
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Section 1: Basic Information

SECTICN 1: BASIHC INFORMATION
ALL APPLICANTS MUST COMPLETE THIS SECTION (See instructions for details.)

. Thedo ong box and oompiate the requirad sections

Complete the form in blue or black

ink. Do not use pencil.

Section 1A

This section captures information
about why the application is being

completed.

Select “new enrollee” to indicate a
new ASC provider enrolling in

Medicare.

Complete all applicable application

sections.

Pages 4 &5

BILLING HUMEBER INFORMATION

REQUHARED SECTHIMNS

Enter yous hiedicars Tdessification

Complece all apphicabde
SECERILS

Yl=dhomme hamber [4f seal) 2nd dhe 2PT word
'wma?d.]:i.'nm!inkmr'."is:.mﬂ:ﬂm Ambmlanee suppliers mest
Sectiom 4. complste Actachment 1
IDTF =suppliers mas: complsis
Aobtachment X
[ Tom are enroflimg Enter your Medicars Tdentification Caomplete all applicable
apoduer fu—d:nr-su'me Mraoaber jif dsseaf) 20 the MPT youa SeCEhOmT

wenzld e to ok ta this pomber

Section 4.

Ambulanes suppliers mest
complete Adachmsent 1

IDTF swppliers mast comples
Avtzchment 2

[ Yom are resectivatimg vour
Medicare enrollment

Enter your Medicars Idestification
\hlﬂﬂiﬂ f timnf) 2md the WFT you
weould Hkes to Bnk to this eomber =
Section 4.

Madlrars IaanSTicaton Numbs s
o Esundl

|Mationai Frosadar idensHier (¥ ioosed):

["-um.pl:t: all applicakle
Ambulapes suppliers mmest
complsie Abschrsent 1

IDTF swppliers mast compleis
Acbtachment X

is not the same & “optnp
out” of the program}

Effoctive Dabte of Tarmination:

=H ETHIEI0N |
Tarminata (F sy

Mationsd Frovider idensiier oT A

AL Check One DOE and compists the required secthoms.

Sectons 1, 261, 13, and =ither
15 or 18

If voo are teronimeding an
employment aTanpement

with a physiciae assisisni,

| complete Sectdons 1A, 26, 139,

aed exther 15 ar 16

REASCHN FOR APPLECATHON

BILLNG NUBEBER PNFORRMATHOMN

REQLRREED SECTHIMNS

O Yom are chanming vous

AMedicars rdenShimoon Mumbar:

Mationad Frovicer koaeriiion (7 fooedd

Go po Sectdos 15

O ¥om are revalldading vour
Ededicare sorcllimaent

Enter poer hfadicars 1 i o
Tomsber (5 sy 2 the NPT yom
ould ke to Snk o this saodber =
Section 4
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Section 1: Basic Information (Cont.)

Section 1B

Section 1B of the application
should not be completed for
new ASC enrollees.

Section 1B, Attachments 1 and
2 should not be completed for
new ASC enrollees.

These sections are for
ambulance and Independent
Diagnostic Testing Facilities
(IDTFs) only.

Pages 6 & 7

SECTION 1: BASIC INFORMATION (Continued]

B, Check ail that apply and complets the required sections

REQUIRED SECTIONS

[l Idersifring Information

1, 2 {cammplete auly fhoss sections that aw chassing),

3,13, and edtter 15 (3 you 2 as awhoczed officiall
or 16 {3 you e a delapated oficial), and § for te
Sgner if that mathorized or delegated ofcial has not

been essablished for this supplies

[ Fizal Advese Actons'Convictions

1,7BL, 3, 13, md exher 15 {# pou me an sathorizad

cfSciall} ar 16 {f yom ax 2 delegeted afficiall, and

6 fox the Sgmer i that mathosized or delepaind offcial
k2= mot been established fox this supplier

I Prastice Locatan Information, Payment
Addzess § Medica] Record Stesags

Information

1,2B1, 3, 4 {complete only thoss seetions that ae

champing), 13, mnd eiser 15 (i pou 2z an authorized

cfSicial} or 16 4 pom are 2 delegated affciall, and

& fox the Sgner if thar mathosized or delegaind oSl
Eas nat been established for this supplier

[l Change of Ceeership (Hospitals, Porable
X-Fay Supplicss & Ambnizory Surgical
Cezarcs Onky)

Complete all sections and
provide a eopy of the cales agreement

[ Own=rship Interest andéor Masaging
Control Information {Orpanizatons)

[ Owmershep Imeees andior Maragine Commel
Imformacion (Iedivicaals}

ATTACHMENT 1: AMBULANCE SERVICE SUPPLIERS {OMLY)

REQUIRED SECTIONS

[ Geographic Ama

O Billing Agency Information

1,281, 3, 13, and 15 if you are the
amthorired official or 16 if you are the
delezated official

Attachoaens TEA)

[ Seate Licence Informarion

[ Authorized Ofcialls)

1,281, 3, 1% and 15 if you are the
anthorized official or 16 if you are the
delezated official

Arntachmen: WE)

[ Paramedic Intercepe Services Information

BREAMIFRLR-IFBEF

[ Delepated Official{s) (Cptonaly

1,251, 3, 13, and 15 if you are the
amthorized official er 16 if you are the
delegated official

Attachment 10T

R

O Wehicle Information

1,281, 3, 13, and 15 if you ars the
amthorized official or 16 i you are e
delegated official

Attachment 1DV

ATTACHMENT 2: INDEPENDENT DIAGNOSTIC TESTING

FACILITIES (DMLY}

REQUNRED SECTIONS

O CPT-4 and HCPCS Codes

1,2B1, 3, 13, and 15 if vou ar= the
amthorired official or 16 if you are the
delezated official

Attachment WB)

O Ineerpredng Phy=cian Informaton

1,781, 3,13, and 15 if you are the
amthorized official or 16 if yow are the
delegated official

Attachment HCH

O Perzonne] (Techmiciansz) Who Pecform Tests

1,781, 3, 13, and 15 if you are the
authorized official or 16 if vow are the
delegated ofSicial

Attachment WD

[l Supervizing Phyzician(s)

1,781, 3, 13, and 15 if you me the
authorized cfficial or 16 if you are fhe
delagated official

Attachment NE}

O Liability Incarance Infommation

1,281, 3,13, and 15 i you are the
amborized official or 16 if vou are the
delegated official

Antachment W1




Section 2: Identifying Information

S e Ctl on 2 A SECTION Z: IDENTIFYING INFORMATION

. Type of Suppiler

. . . Checl the appropriats bax to identify the type of supplier pou are eorolling 25 with Medicars 5 pou are
mere thar oo type of supphier, submit 2 5 apparaton far each type. H vou chanpe the typeof
ThIS SeCtlon SpeCIerS :ﬂﬂﬂtr.'m]mumﬁ&[ir..&emaﬁnpphrw}.nﬁomﬂTM'@mm £

Your oruanization must meet all Frderal and State requirements for the type of supplier shecked below.

the type of provider. ol
ASC providers should  juicamtms: o

11 9 . Gm.lﬂm“ g i
only check “ASC. Kk iy o o
[ Independent Clirical [ abaratary [ Partahls X-zay Supnlisr
O Independent Dissnoste Tesone Farmbity [ Radiation Thecamy Center
O lcernsive Cardise Rehabilitaton [ Other (Specify: .
[1%ammagraphy Center A

“Other (Specify).”
should not be used.
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Section 2: Identifying Information (Cont.)

Section 2B.1 E. Suppiler identification Information

. . . . 1. BUSIHESS INFORNA TION
BUSIneSS Informatlon - Th IS SeCtlon LI-:I.I] Bininos Nama |,I'II:I|:111F 'I:iulng Buingss A" "'|.I.I'I'H:I] ' r{'F'I:'I'lI‘.‘I b kha Indormal Rewamue Sendcn
should reflect:

* The legal business name (must match O SRRy
the IRS tax document).
Othar Mams Typa of Uther Nama
* TIN. {1 Farmer Loga! Busines Nama
* Indicate how the business is registered L] Doing Buzinas s Nam
with the IRS: proprietary or non-profit. Dt oty
e |If “Corporation” is marked, include the Identify how your businass &s ra;lstnrn:lm:h.m IR .'!iﬂTE I your businass & a Federal andior Stata
. goesrnmant providar or suppliar, Indicte "Non-Profit” below
incorporated date and the state. I Proprtary 1 Non- ol
e American Indian and/or Alaska Native EIEJ:;::WPEE#:E;E}W Propriatary or non.profit status & not completad, the providorsuppliar will ba
facilities should check the “other” boxes
in Section 2B SpGley either IHS or Identify the typs of coganizational structure of this providarfsuppliar Check ang}
. 0 ' [ Compamation [ Limttod Liabsity Company [ Partraership
tribal facility. el [ Sola Propristor [ Dthar (Spectfy
* A new field asks whether this supplier is Fceeiion 0als (mvyw) of i) St Whara ko atan Y sppi=h)
an Indian Health facility enrolling with the
Medicare Administrative Contractor ms supphisr :;:n Indian th'?'llzg'ﬂmlw anroiing with tha designated Indian Health sarvics (He Madsar
MAC - “YeSH or “NO” |S re U|red minisiratie Lomtrador | !
( ) . - [ ¥as [N
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Section 2: Identifying Information (Cont.)

L STATE LICENSE INFORMATION/CERTIRCATION INFORMATION

Section ZB.Z mﬁjﬁ:ﬂﬁmi&npp]itrhauﬁmllmsmerimﬁmmcrpmmufunpplﬁ
State License Information/ ==——— S
Certification Information — === R

Certiflcation Information

* Identifies any state license e
or certification requiredto T
operate as the provider
type for which you are
enrolling.

EFfactivs Dot Doyl ErnirationEenewal Dats mmiddtaayi

« Remember to indicate if a
state license/certification is
“not applicable” for the type
of provider enrolling.

Slide 19



Section 2: Identifying Information (Cont.)

Secti on 2B.3 3. CORRESPONDENCE ADDRESS
. Provide contact mformation for the entiry or persan hted im Question 1 of this section. Cnce surollad, the
Correspondence Address — This o proried belaw will b uaed by de fee-fr-sariee sortmcte i eeds o omiaet you

. Amecdly. This addness be & balling "y aidress,
section should reflect the i oo i
MzHIng Addras Ling 1 (Sieaf Mame and Nomdar)
correspondence address for the

entity that was listed in Section ‘g A v i, oom, ot
2B.1.

(T o St {IF (nda + 4
Only one correspondence address s [Fa Nt ][l Ak 1 i
will be populated in PECOS for
each tax ID.

This address cannot be a billing
agency.
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Section 2: Identifying Information (Cont.)

Section 2C

This section is only for
hospitals needing a
Medicare Part B billing
number for a specific
department.

ASC facilities do not meet
the criteria; skip to Section
2D.

Pages 9 & 10

C. Hospitals Only

Thus section should only be completed by hospitals that are cumrently enrolled or enrolling with a fee-fo
service contractor (the Part A Medicare contractor), and wall be billing a fee-for-service contractor for
Medicare Part B services, as follows:

+ Hosputals that need departmental billing numbers to bull for Part B practinoner services.

» Hosputals reqummg 2 Part B billmg number to provide pathology services.

+ Hospitals requiring a Medicare Part B billing number to provide purchased tests to other
Medicare Part B bullers.

« If the hospital requires more than one departmental Part B billing mumber, list each department
needing a number.

If your orgamization 1s not 2 hospital, and believes 1t wall need a Part B ulling number, contact the
designated fee-for-service contractor to determne if this form should be submtted.

C. Hospitals Only (Continued)
MOTE: I your hospital is enrclling a clinic that s not provider-based, do not complete this section.
Chack [ *Clinic/Group Practice” in Section 24 and complete this entire application for the clinic.
1. Are you poing to:

[ bill for the entire hospital with one billing number? (If yes, continue to Section 2D}

U separately bill for each hospital deparment? (If ves, answer Cuestion 2.)
2. List the hospital depariments for which you plan to bill separately:

DEPARTMENT | MEDICARE [DENTIFCATION NUMBER NP

Slide 21



Section 2: Identifying Information (Cont.)

. D, Comments/Specil Circumstances
Section 2D Explam any tmugue cirenmstances conceming your practice locaion, the method by which you render

In this section, include any e
comments that will help A A A At O S

. , , chnic 5 ncated ang il east i Courty Road ANk and ighay A
explain information provided T e o i
in Section 2.
Section 2E E. Physical Therapy (PT) and Occupational Therapy (OT) Groups Only
: : : : L. Areallof the proup's PTIOT services endered m pafients' bomesorimtle ~—~ CIYES (IO
This section is not required for oo’ rvie offce e
ASC Organizations_ 2. Does this group mamtan prvate ofice pace OYES OO
3. Does thos proup own, lease o et its prava offce space! OYES 0N
4. Txthus pvate office space used enchusiely for the sroup's pvate pracce” OYES 0N
5. Dioes thusproup provade PTIOT services utaude of fs office andlor patients homes?  [IYES  [INO
I you respanded YES to any of the questons -5 above, submat a copy of he lease apreement that owves the
sroup exchustve e of the factites for PTIOT servces
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Section 2: Identifying Information (Cont.)

Section 2F F. Accreditation for Ambulatory Surgical Centers (ASCs) Only

Sel indi heth NOTE: Copy and complete ths secfion if more than one acereditation needs fo be reported
elect to indicate whether or Check one of the following and fumush any additonal mndormuaton as reqested

not the ASC is accredited. 1 Theenolin ASC suplieis scedied
[1 The envollme ASC suppler s not aceredied (mehudes exeonpt providers).

Name of Accrediting Organizatian

If the ASC is accredited, list
the na_me_ Of the accred_ltlng ‘fetve Date of Current Accrediaton (mimaywy) Ex;ﬁ?ﬁ? Current Accraditation (mmiddlywy)
organization, the effective

date of accreditation and the
expiration date (if applicable).
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Section 2: Identifying Information (Cont.)

G. Termination of Physician Assistants (Oniy)
Complete this section o delete employved physician assistants from your group o clhimic

u
S e ct I O n 2 G EFFECTIVE DATE PHYSICIAN ASSISTANT'S FEPTSICIA P DR PHYSICIAMN ASSISTANT'S

MEDICARE IDENTIFICATION
‘OF DEPARTURE HAME NUMEER NPE

This section is for physician |
assistants and is not required
for new ASC enrollees.

H. Advanced Diagnostic Imaging {ADI) Suppliers Only
This sectiom mmst be completed by all suppliers that also farnish and will bill Medicare for ADT services.
All suppliers farrushing ADI services MUST be accredited in each ADI Modality checked below to qualify

Section 2H to bill Medicare for those services.

Check each ADT modality this supplier will formish and the name of the Accrediting Orzanizamon that
accredited that ADI Modality for dus suppliar.

This section is for IDTFs and = fesonance msging anes

MNama of Accrediting Oroanization for MR

i S n Ot re q u i red fo r n eW AS C Efferts Datn of Cument Aoceditaban fmmiddhnnd Exniration Date of Carmant Aeoradittion (mmddims]

O Computed Tomography [CT)

enrollees. g

Effectwve Data of Cwreot Accreditation fmmiddilyyyd Expiraticn Doto of Currant Accreditation fmemfocdhw

1 Muclzar Medicine [NM)

Nama of Accrediing Oroanlzation for Mk

THective Liate of Liovent Aoceditatian (mmiad iy Expiraficn Date of Currant Accreditatgion fmmdoidfyney

I Positron Emission Tomography (PET)
Mama of Accroditing Croanlzation for PET

Effecttve Dot of Cuwreot Aocreditation fmmddfyysyd Expiraticn Dot of Currant Accreditation framfodfynyl




Section 3: Adverse Actions/Convictions

Section 3

This section is used to report
all past or present legal
convictions, exclusions,
revocations and suspensions,
regardless of whether the
record has been expunged or
an appeal is pending within
the last 10 years.

Page 12 provides a list of
reportable actions.

SECTION 3: FINAL ADVERSE LEGAL ACTIONS/CONVICTIONS

This secnon caprres mitrmanon on finzl adverse lazal acooms, sach as convichons, exchesions
revocatons, and suspensions. All applicable final adverse lepal actions nmst be reported, rezandless of
wheather any moords were expungsd or any appeals ae pending.

Comvictions

1

The provider, sapplier, or any owner of the provider or supplier was, within the Last 10 vears

precedmgz enroliment or revalidation of enrollment, comvicted of 3 Federal or State felony offense

that CME has determined o be detrimental o the best interests of the program and its bemeficianes,

Offenzes mclods:
Felomy crimes apzinst persons and other sinmlar erimes for which the individoal was convicted,
inctuding suilty pleas and adpudicaced pre-mial diversions; financial cnimes, such 23 extortion,
embezzlement, income @E evasion, insurance fraud and other similar crimes for wiich the
individual was convicted, incheding zaliy pleas and adjudicated pre-mial diversions; any felony
that placed the Medicars proeram or its bemefcianies at mmediate sk (such as a3 malpractice suwit
that results m a conviegon of crimdinal neglect or misconduet); and any felondes that would resul
n 2 mandatery exclasion under Sectaon 1128(a) of the Act.

Aney nusdemeanor convicdon, under Federal or State Law, related to; (3) the delivery of an item or

service under Medicare or a Smre bealth care program, or (b} the abuse or neglect of a patent in

commecton with the delivery of 2 bealth care item or service.

Any misdameaner comvicgon, under Federal or Stat2 law, related to theft, fravd, ember rlement,

breach of Gduciary duty, or other finameial mizcondect in connaction with the delivery of 3 health

care item or service

Amngy falomy or musdameanor comvicnon, under Federal or State law, relaone to the mterference with

or obstruction of any investization into any criminal offense descnibed in 42 CFE. Sectiom 1001 101

or 1001.201.

Any felomy or nusdemeanor convicton, under Federal or State law, relaong o the unlawfal

mannfacture, distributdon, prescrption, o dispensing of 2 controlled substance.

Exclusions, Revocations, or Suspensions

1

[E=]

Amyy revocation or suspension of a license o provide hezlth care by any State hicensing authornfy.
Thiz mchades the sumender of ;ach a leense while a formal disciplimary proceeding was pending
before a Siate Heensing authorioy

A revocation or suspension of accreditation.

Any mspenzson of exclunon from participatdon m, or any sancdon imposed by, a Federal or
Srate health care prozram, or ary debarmen: from parteipation in any Federal Executive Branch
PTOCUrEment oF Mom-[IocIrement PIoSram.

4 Any curent Medicare payment suspencion under any Medicare billing momnber.

Any Medicars revocagon of any Medicare billing mumber.



Section 3: Adverse Actions/Convictions

(Cont.)

H FINAL ADVERSE HISTORY
SeCtIO n 3 (CO nt.) 1. Has your crgandzation, under any curment or former name of busmess idengty, ever had any of the
final adverse actions listed on page 13 of this application imposed against it?

Providers must answer question 1. =P [ Commebor ONOSaprosesind |

L. If yes, report each fnal adverse action, when it ocowrred, the Federal or State apency or the court!
afmumisirative body that mposed the action, and the resclugion, if any.

Attach a copy of the fmal adverse action documentation and resclution.

If the answer is “Yes” for question 1, MALADUERSEACTN | DATE TAKEN BY RESOLUTION
proceed to question 2.

Question 2 should reflect the adverse
legal action, date, taken by and the
resolution.

Failure to supply this
information could result
in a Medicare provider

Page 12 of the 855B provides a
list of reportable actions.

number(s) not being
issued to new providers.
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Section 4: Practice Location Information

Section 4

This section must include information
about where the group or organization
provides health care services. Provide
the specific street address as recorded
by the U.S. Postal Service. Do not
provide a P.O. box in this section.

Section 4 will identify where the medical
records are stored and the address for
remittance notices and special
payments.

All providers are required to complete
this section.

SECTION 4: PRACTICE LOCATION INFORMATION

INSTRUCTIONS

This section captures miormanon about e physieal location(s) where you camently provide health care
services. If vou operate 3 mobile facility or portable wat, provide the address for the “Base of Operatons,”
15 well 25 vehicls mformanon and the seopraphuc area serviced by thase fartlities or wnits.

Orly repart those practice locations within the junsdiction of the Medicare fee-for-service confractor to
which you will submat this applicaton. I you have practics locations m another Medicare fee-for-ervice
conimactor's Jurisdietion, complete 3 saparate enollment applicanon (CM5-8338) for those pracdce
locations and submnt it to the Medicare fee-for-service contractor that has jurisdietion over thase locanons.

Provide the specific smeet address 25 rcorded by the United States Postal Service. Do not provide 2 .0
B, If you provide services In  hospital and'or other bealth care facility for which vou bill Medicare
directly for the services rendered at that facility, provide the name and address of the hospital or facility.

MOBILE FACILITY AND/CR PORTABLE UNIT

A "mobile facthity” 15 penerally 2 mobile home, ratler, or other larze vebicle that has been convered,
equipped, and Bicenzed to render bealth care servaces. These vehicles usually mraved to local shopping
CENETS OF COMMINICY ceniers i s and Teat pagents mside e vebicls.

A “portable wnut” iz whe the supplier ransports medical squipment t 2 fed location (e 2., physician’s
office, mursing home) to render services o the patient.

The most common tvpes of mobile facilitiesportable wnits are mobile IDTE:, portable Xray suppliers,
portable manmosraphy, amd mobile linics. Physicians and non-plysician practitioners (a2, nurs
practifioners, physici assistints) who perform services at multiple Jocations (2 2., bowse calls, assisted
Living factlies) are nof considered to be mobile faciliges portable units
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Section 4: Practice Location Information

(Cont.)

A. Practice Location Information

Section 4A If vou see patients in maore than one practice location, copy and complete Secdon 44 for each locadon,
To emaure that CMS establizhes the commeet associagon berween your Medicare lagacy mumber and your
WPI, providers and supphiers omst list a Medicare legacy number —NPI combimanon for each practice

* Provide the practice location name used in location, If you have oyuldple NPIs associated with both 3 single legacy mumber nd 3 single practice
. . . locamon, please hist below all WPIs and aszociated legacy mumbers for that practice Iocation.
everyday operations in Section 4A. IF oo am chcging. adiine. o el nformanic, dheck the appticabls e, furvh the efEGHiva i,
. and complete the appropriate fislds in tas sacton.
+ Enter the full street number, city, state and e s T T

nine-digit ZIP code. Do not list P.O. boxes. T iy New.enrollees willnot use thid area.

If you are enroliing for the first time, or If you are adding a new pracitice Incamme-d.a‘re

+ List the telephone number for the physical you prowde should be the date you 53w your first Medicare patient 3t this location
Iocation. A fax number Or e—mail address iS Practice Location Mamae (" Dodng Busnes As™ reme i diffarant from Legal Business Mamal
not required, but welcomed.

Practios Location Strest Address Lina | (Streat Name and Number — NOT 2 P.C. Jox]

* American Indian and/or Alaska Native T A e s e
clinics with no street address should list = - s

Taleohona Mumbar Fax, Number {f apoicahin! [E-mail Addres i apoiicabiel

“General Delivery” or “Main Street” as the

“Tiata you sme your firt Mediare patlant at this practics locabon (mmddiwey

address.
Wiadicars lsentitkcaticn Numbsr (F fmaedy Mational Frovidar [denifier
Note: If the building/facility is new, you are T T e
encouraged to SmeIt prOOf Of the address "Modicare identiiication Humber (F dsued) |feational Prowider Idangitler
such as: a copy of a utility bill, the lease e e
agreement or even a postmarked envelope —— |
received at your location. B came escice o e i Y EIMec My uckits soctey W] fnakly

[0 petirement'asisted IWing community (Spacify):
(LA Murnbar for this location {4 spplicabic)

Axtach a copy of the most currant QLA mrtifications for sach of tha praciim lomtions reported on this applimtion

FDARadiclogy Mammography) Certification Numbar foc this location (F iowed)
Pa Y e 1 5 Artnrh 0 copy of the most current FOA canttficstiors for cach of tho pracdico locatiors reported on ths application.




Section 4: Practice Location Information

(Cont.)

Section 4A (Cont.) Data you saw your first Medicare patient at this practica Iocation mmiddiyyyy)
» Enter the first date a Medicare patient

was seen at this location. This does not Medicare Identfication Number (f ssued) {National Provider Identifier
have to be the date the location opened R e
fOI’ business Medlcare |dent/fication Number (f fssued) National Provider Identifier
Note: This date cannot be more than 60 i dertication Nurber (7 isued National Provider Identifier
days in advance of the receipt date of
the application. Medicare [dentification Number (i isued) |National Provider Identifier
* New enrollees should enter the word : |
“pen dln gu fOI' th e M edl care | d entlfl Cati on Madicara Idantification Numbar (f fssusd) Wational Providar Identifler
number.
. . e Is this practice location a:
List the NPI for the ASC faCIIIty' ?Group practice office/dinic gskilled Nursing Facility andfor Nursing Facility
« Select the option that best fits this Bilowilal . o e R
L| Retirement/assisted living community (Specify):

practice location. If the facility has a

. . CLIA Number for this locatlon (if applicabie)
Clinical Laboratory Improvement

Amendments (C L IA) number or Food Attach a copy of the most current CLUA certifications for each of the practice locations reparted on this application
and Drug Administration (FDA) FDARadioloay (Mammography) Certfication Number for this focation (i fsued)

certification, enter the numbers and

attach a co py of the certification u pon Attach 3 copy of the most current FDA certifications for each of the practice locations reported on this application.

submission of the application.
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Section 4: Practice Location Information

(Cont.)

B. Where do you want remittance notices or special payments sent?

Section 4B I vou 2 chaneine, addine o delecng formation, check the appleable box, furvish the effesve date,
. . . . . and complets the Tate fields in thiz saction.
This section contains information about o
where the group’s remittance notices will CHECK ONE I CRENGE — e
be sent. This address will also be used to | pat sy N enfollees will not use this area. |

send any special Medicare payments that

are not sent electronically. Wedicars will ssue payments via elecironic fmds manafer (EFT). Since pavments will be made by EFT,

the “Spectal Pavments” address should mdicate where all other payment informaton (2 2., Temittance
nofices, spectal payments) should be sent.

[1 “Special Payments™ address 15 the same & the practice locanon (ondy one address 15 lisied m Sechion

Medicare will issue payments via EFT. 44). Sip to Section 4€.

The “Specia| payments” address should 0 pfﬁﬁﬂ?‘;] address i different than that bisted in Secoion 44, or mubaple locations e listed
. . Vile ANOMeSS DelOw.

indicate where all other payment , ;

. . Spacial Paymants” Address Lina | (PO ox or Sraet Nams and Mumber )

information should be sent. _|—>

ol -?hmnnu'-ﬂELﬁ-ﬁuIFﬁmm gic)

Ask yourself, “If a paper check were T Tl TPl -1
printed, where would we want it sent?”
This address should reflect the billing or
pay-to address.
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Section 4: Practice Location Information

Section 4C

Section 4C is used to indicate
where medical records are stored
if at a location other than the one
reported in Sections 4A or 4E.

If this section is not completed, it
indicates that all records are
stored at the practice location(s)
reported in Sections 4A or 4B.

This page can be copied and
completed for as many different
storage locations that a group may
have.

Pages 16 & 17

(Cont.)

C. Where do you keep patients’ medical records?

If you store patients’ medical reconds (cument and'or former patients) at 2 bocadon other than the location
m Section 44 or 4E, complete this secton with the address of the storaze location,

Post Office bomes and drop boxes are not acceptable a5 physical addresses where patients” reeords are
maintamed. For [DTF: and mobule facilifes/portable wnits, the patents” medseal records must be under the
supplier’s conol. The records must be the supphier’s records, not the recards of another suppler, TF dus
saction 15 not completed, you 2 indicating that all records ar stored at the practice locafions reported in
Secdn4A o 4E.

If you are changing, adding, or dalsdng information, check the applicable box, furmish the effective dats,
and complete the appropriate fields m tas secoon.

First Medical Record Storage Facility (for curment and former patianis)

CHECK ONE [ CHANGE [ ADD [ DELETE

DATE sy New eprolleas willnot use fthis area.

Storage Faciny Addres Lina 1 (freet Namo and Numbar]

Storage Factity Addres Lina 2 (fuita, Room, atc)

CmaTosm State TP Coda + 4

Second Medical Record Storage Facility (for current and former patients)

CHECK ONE [ CHANGE C1ADD ] DELETE

DATE imcrppy Mew eprollees will not usejthis area.

Tiorege Fadiity Address Line | [itreat Name and Nombar)

Storage Fadlity Address Line  (Sutte, Aoom, atcd

O Toem [ Stz TP Codi + 4
|




Section 4: Practice Location Information

(Cont.)

Section 4D

This section is not required for
ASC facilities.

D. Rendering Services in Patients” Homes
If you: are chanzmeg, adding, or deledng mformaton, check the applicable box, fumish the effactive date,
and complete the appropriate fislds m iz secdon,

(CHECK ONE | CHANGE [1ADD [ BELETE

DATE immidasyy

Furmash the city/tonm, State and ZIP code for all locations where health care services are rendared m
pagents” homes, If vou provide health care services m more than one State and those States are serviced by
different Madicare fae-for-service conmactors, complets 3 sepamate CMS-8338 enmoliment applicanon for
each Medicare fee-for-service confractor's urisdiction.

If you are adding or deleame anentre State, 1t 15 not necessary to repart each cify'towm, Smply check the
box below and specify e Stae.

[ Entire Stata of

If you are providing services i salected cides/towns, fumish the locanoms below, Omly List ZIP codes if
Yo &8 Tt servicimg the entire city/towm,

COTYITOWN STATE ZIF CODE
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Section 4: Practice Location Information

Sections 4E and 4F

These sections are not
required for ASC facilities.

(Cont.)

E. Base of Operations Address for Mobile or Portable Suppliers {Location of Business Office or
Dispatcher/Scheduler)

The base of operations is the Incation from where personne] are dispatched. where mobile/portabie
equipment is. stored, and when applicable, where vehicles ame parked when not in uss.

If you are changing, adding, or delegng mformaton, check the applicable box, firnish the effectve date,
and complece the appropriate fields in this secdon.

CHECK DNE 1 CHANGE O ADD 1 DELETE

DATE fmmidaiyerys

Check here [l and skip to Section 4F if the "Base of Operations™ address is the same as the "Practice
Location”™ listed in Section 48,

Stroat Addres Lina 1 (Stroot Nama and Numbor}

Sarpat Address Ling 2 St Aoom, atc)

TirwTomam Stain 7P fncda o &

Tolophars Numbse |Fzm Mumbaer @2f acolicabilal E-mail Addres {1 apalicabila?

F. ¥Vehicle Information

If the mobile health care services are rendered inzide 3 webicle, such as 3 mobils bome or trailer, fumizsh
the following vehicle informagon. Do not provide infommation about veldcles that are used only o
mansport medical aquipment (e g, when the equipment is mansported in 3 van bat 15 wsed in 2 fized zetting,
such as 3 doctor”s office) or ambulance vehicles. If more than teo vehicles are used, copy and complas
this section as needad.

If you are changing, adding, or daletng informaton, check the applicable box, fumish the effectve date,
and compleee the appropriate felds in this secton.

TYPE OF VEHICLE VEHICLE
EPECR ME PO ALY {van, mobile home, trailer, etc) | IDENTIFICATION NUMBER

OHANGE CJADD [ DELETE

Effective Date

O cHANGE D ADD [ClDELETE

EHecths Date

For each wehicle, submit a copy of all health care related permitsilicenses/registrations.



Section 4: Practice Location Information

Section 4G

This section is not required for
ASC facilities.

(Cont.)

G. Geographic Location for Mobile Or Portable Suppliers Where the Base of Operations and/or
Vehicle Renders Services

Prownde the citw/towm, State, and ZIP Code for all locatons where mobile andfor portable services

are remdered.

NOTE: If you provide mobile or porfable bealth care services in more than one State and those States are
serviced by different Medicare fee-for-service conmactors, complets a separae enrcllment apphicadon
(ChE5-8558) for each Medicare fee-for-service conmactor's furisdicton.

INITIAL REPORTING AND/OR ADDTIONS
If yon are reporing or adding an entre State, It 15 not necessary o report each cipytowm. Simply check the
bex below and specify the State

[0 Emore State of

If semvices are provided im selected cidesiftomms, provide the locations below . Oy list ZIP codes if von are
ot servicmig the entire city/bow.

COTY/TOWN STATE ZIP CODE

DELETIONS

If you are deleting an entre State, it is not necessary 1o repont each city/town. Simply check the box below
and specify the State.

O Enmtire Stare of

If semices you are deleting are fomished in selected citiestowms, provide the locatons below. Cmily list
ZIF codes if yoo are mot servicing the engre city/tomm

OTY/TOWN STATE ZIF CODE




Section 5: Ownership Interest

Section 5

This section is used for any
organization that owns 5 percent or
more of the provider facility completing
the application.

Organizations that have managing
control or partnership interests must
also be listed.

American Indian and/or Alaska Native
organizations must list the name of the
government (i.e., IHS) or tribal
organization that will be legally and
financially responsible.

(Organizations)

SECTION 5: OWNERSHIP INTEREST AND/OR MANAGING CONTROL INFORMATION
(ORGANIZATIONS)

MOTE: Only report organizations in this section. Individuals must be reported in Section 6.
Coomplate this section with information aboat 2l crgamizatons that have 3 percent or more (direct

or indirect) ormership miterest of, oy parmership interest m, and'or managing conrol of, the ;appher
idenitified in Sacdon 2, a5 well a5 informaton on any adverse lezal actions that have been mposed az ainst
thuat organization. For examples of organizations that should be reported here, visit our Web site;
wiw.cms fhs pov MedicareProvider SupEnroll. I there is more than one orgarmizagon: that should be
repaorted, copy and complete this secton for each

MANAGING CONTROL (ORGANIZATIONS)

Any organization that exercises operagonal or mangperial conol over the supphsr, or condocts the
day-io-day operatons of the supplier, i a managing organizagion and must be reported. The organization
need not have an owmership mierest i the suppbier inordet to quabify a5 3 manazing orzanizanon. For
instance, it could be 3 manazement services orzanization wmder contact with the supplier to fumizh
mamazement sarvices for te business.

SPECIAL TYPES OF ORGANIZATIONS

GovernmentalTribal Organizations

If 2 Federal, State, comny, city or other level of povernment, or an ndian mbe, wll be legally and
fmancially responzible for Medscare pavments received (inciuding ary potental overpaymenis), the names
of that zovernment or Indian mbe should be reported as an owner. The supphier nmst submt 2 leer on the
lemerhead of the responsible povernment (e 2., povermnmment azency) of mbal orpanization that artests that
the povernment or mibal crganizagon will be legally and finanzially maponsble n the event that there i3
any outstanding debt owed to CM3 . This lemer must be signed by an appomied or electad official of the
goverment of tribal orzanization who has the authority to lezally and fimameially bind the government or
imibal orzanazation to the laws, regalations, and program insmactions of the Yadicare program

Mon-Profit, Charitable and Religious Organizations

Many non-profit organizations are charitable or religtous in nanae, and are operated andlor marazed by
3 board of mostees or other governing body. The acimal name of the board of mustees or other zovermng
body shonld be reported in this seedon. Whils the crpanization should be listed in Section 5, individual
board members shonld be listed in Section 8. Each non-profit organizagon shonld submit 2 copy of a
501{e}3) document verfving its non-profit status



Section 5: Ownership Interest

(Organizations) (Cont.)

All arzanizations that have any of the following must be reportad in Secton 5:
H v 5 percent of more owmeTshap of the sapplisr,
Section 5A + Managing control of the supplier, or
v A parmership interest in the supphier, regardless of the percentape of owmership the parmer has.
Owrunge Manazme arzanizatons are generally one of the followmg mpes:

This section should only be completed if:

+  Five percent or more ownership of the supplier. > L Empa e IO ok s S i)
. . v Parmerships and Limited Parmerships (as indicated above)
* Managing control of the supplier. +  Limited Tiahility Companias
') v Chantable and'or Religious areanizations
r, v Governmental and'or Tribal organizations
* A partnership interest in the supplier. A. Drganization with Cwmership Interest andfor Managing Control—identification Information
[0 Mot Applicable
# If you are changing, adding, or deleting infomustion, check the applieable box, fumish the effective date,
Owning/managing organizations are usually: b b ot drsnkinomehcs
. CHECK ONE [l CHANGE OaDD [ DELETE
» Corporations. : s
_ o _ DATE mmisygy) New pnrollees willnot usg this area.
+ Partnerships and limited partnerships. — L5 .
. . - . Check all that apply:
* Limited liability companies. [0 5 Peroent o More OrmecchipTierest [ Parimer [ Mamagiog Conral
+ Charitable and/or religious organizations. Lage] Buinen Name 2 Sapurted t the il Bavsnue Satvice

* Governmental and/or tribal organizations.

“Toing Fusinass As™ Hama [T applicabial

Addras ina T Gtreet Name and Numbey]

Indicate the effective date the owner acquired ownership.
Indicate the effective date the organization acquired RN Lhg S0 B
managing control.

O Town Stata IP Coda + 4

Telephona Kumbar Fam Mumnber £ apolicabla} E-mall Address (i apolicablal
Note: The legal business name must be exactly the

NP1 fnsued Tax ldentifcation Numbor Reguired] |Medicars Ident fication Numbarlsh I ksred]
same as the one reported to the IRS.

What is the effective date this owmer acquired owmership of the provider idendfied in Section 281 of this
applicanon” jmmddtyon
If this section does not apply, mark as “Not Applicable.” P S
Section 2B1 of this application” mw'ddimng
NOTE: Farnish both dates if applicable
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Section 5: Ownership Interest

(Organizations) (Cont.)

B. Final Adverse Legal Action Histary

Section 58 If reporting 2 change 1o existng informaton, check “Change, " provide the effective date of the change, and
Report any adverse legal history of the fﬁ;:”‘“"mm okl i,

- " L] L] . 1 hE
controlling organization in Section 5B. e D MIA

1. Has thns mapvidual m Saction 3A above, wnder any cument or former name of husimess idanaty, ever
had 3 final adverse lagzal acton listed om page 13 of this applicanon mposed azaimst bmber”

ey | [IYES-Contime Below [ NO-5kip to Section &

You must answer question 1, “Yes” or
“NO_”

2. IEYERS, report gach fimal adverse lepal acton, when it cocarred, the Federal or State agency or the
court/admirgsmanve body that imposed te acton, and the esolanon, if any.

If you answered “Yes” to question 1, Attach 2 capy of the frul adverse leeal action docmmentation and resolition,
then proceed to question 2.

FINAL ADVERSE LEGAL ACTION DATE TAKEN BY RESOLUTION

number(s) not being list of reportable actions.
issued to new providers.

Failure to supply this ,
@ information could result |
in a Medicare provider Page 12 of the 855B provides a
|
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Section 6: Ownership Interest and/or

Section 6

The information in this section is for
individuals having ownership of 5
percent or more of the group.

If the provider listed in Section 2 is a
corporation, list all officers and
directors.

List all individuals with partnership
interests regardless of percentage of
ownership.

List all authorized and delegated
officials in this section.

Managing Control

SECTION 6: OWMNERSHIP INTEREST AND/OR MANAGING CONTROL INFORMATION
{INDIVIDUALS)

NOTE: Omly Individuals should be repored im. Section 6. Drganizanons must be reported in Secdon 3. For
more informaton on “direct” and “indirect” owmers, go 1o wawwems s poviMedicare Provider SupEnroll .

The supplier MUST have at least ONE owner and/or managing employee.

The followmg madividuals mnest be reporeed m Secoon 64:
Al persoms who have 3 5 percent of greater direct or indirect owmnership interest m the supplier;

» If (and only if) the supplier 1= a corporaton (whether for-profit or non-profit), all officers and directors
of the supplier;

= All mamaging emplovees of the supplier;

» Al individuals with a partrership interest i the supplier, rezardless of the peroentage of ownership the
parmeT has; and

»  Anthonzed and delegased officials.

Example: A supplier is L0 percent owmed by Company C, which itself is 100 percent owmed by Indivadual
D Assume thar Company (C is reported in Section 3A as an owner of the supplier. Assume further that
Individual Iv, as am indirect owner of the supplier, is reported m Secdon 6A. Based on this example, the
supplber would check the 5 percent or Greater DirectIndirect Oomer”™ box in Sectiom 4.

NOTE: All parmers within 3 parmership must be reponted on this apphication. This applies to both
“remeral” and “Limdred” parmmerships. For instance, if a lioited partrership has several Bmmited parmers
and each of them only has a 1 percent interest in the supplier, sach lmited parmer must be reported on
this applicadon, even though each owms less than 5 percent. The 5 percent threshold primarily applies
corporatons and other organizagons that are not parmerships.

Non-Profit, Charitable or Religiows Organizations: If you are a non-profit chamtable or relizions
orzanizaton that has no erpanizadonal or individaal owners {ondy board members, directors of Managers),
wou should submit with your applicagon a 301(c)(3) document venfyme non-profit stans.

For purposes of this applicagon, te terms “officer,” “director,” and “manaping employee” are defined as
follows:

Dfficer is any persom whose positon is listed as being thar of an officer in the supplier’s “amcles of
incorporaton”” of Ccorporate bylaws,” or awyone who iz appointed by the board of directors as an officer
in accordance with the supplier’s corporate bylamws.

Director is a member of the supplier’s “board of directors ™ It does not necessarily include a person who
may have the word “director” m hisher job dile (e.g.. deparmmental director, director of operations).
Moseover, where a supplier bas a governing body that does mwot wse the erm “board of directors,” the
members of that poverning body will =0l be considered “directors ™ Thus, if the supplier has a goveming
body diled “board of tustees™ (as opposed  “board of directors™), the individual oustees are considered
“directors” for Medicare enrollment purposes.

Managing Employee means a general mamager, business manager, administrator, director, or other
imdividual who exercises operagonal or manazerial contol over, of who directly or indirecty conducts, the
day-to-day operatoms of the supplier, either under comract or through some other arrangement, eegardless
of whether the mdividual is 3 W-2 employee of the mpplier.

NOTE: If a governmenzal or mibal organizatdon will be legally and financially responsible for Medicare
payments received (per the insouctions for Governumental Trabal Orpandzations in Section 5), the supplisr
15-only reguired to report its managmg employess in Secton §. Owmers, parmers, officers, and directors do
ot need o be reported, except those who are listed as authorized or delegated officials on this applicagon_
Amy informagon on final adverse actions that have been mposed against the mdivadnals reported m

this secoon must be furmished. If thers is more than one individual, copy and complets this section for
each individaal Cremers, Authorized Officials and'or Delegated Officisls must complete this secoon.




Section 6: Ownership Interest and/or

Managing Control (Cont.)

Section 6A A. Individuals u..'itl'l m{nﬂship Intgrest anu:ln'::n{ Managing [ﬂntrgl—ldentiﬂtatipn Infonn&ﬂ.m'l

I you a chanzmg, adding, or deledng mfommation, check the applicable box, fumish te effectve date,
If there is more than one individual who needs to be and complets the appropriate fields in this section.
reported, copy and complete this section for each
individual. CHECK ONE [ CHANGE JADD [] DELETE

DATE mmitipy ' ' '

Select the individual’s relationship with the supplier from abi NE‘WFW'WQLUEE"% G |
Section 2B.1. You may select all that apply. The name, date of barth, and social seconity number of 2ach person listed im this Section must comeide with

the mdividial's mformation a5 listed with the Soetal Secunty Admingstration,

American Indian and/or Alaska Native groups should Fint Nama Midddlg Intial|La= Nama - ate. | Tilo
report their managing employees in Section 6.

“Data of Birth immidaiyyy! Placa of Hirth Stata) Country of firth

Note: “Other” should not be used.

Zoclal Security Number tHeguired] [Medicarn idantification Numbar OF fsuea! [NAI (¥ imuad)

Reminder: Contracted managing employees cannot be ‘

authorized or delegated officials. What 15 the above Individugl's refaticnship with the supplier In Section 7817 {Check ail that appl.)
[15 Percant or Greater Directindirect Crwner [ Diractor/Officar
. g . . [0 Authortzed Offical [ Confracted Managing Employes
Note: There must be at least two |nd|V|'duaIs in Section (1 Delegated Ol ] Managing Employes -2
6 — at least one owner and one managing employee. [ Partner
What is the effective date this ovmer acquired owmershin of the provider identfied in Secgion IBL of the
For example: If there are two owners, one of those application” jmmddfyyyy
managing partners must be listed also as a managing
employee. What 15 the effectve date s individual acquired managing control of the provider idennfisd m

Section 2B1 of this appheation” femiddvm

NOTE: Funizh both dates i applicable




Section 6: Ownership Interest and/or

Managing Control (Cont.)

i B. Final &dverse Legal Action History
Section 6B Complee this secoon for the mdividual repored m Section 64 above. If reportng 3 change o exisong
Adverse legal actions must be completed for each T@T’ﬂﬁm oA, prowde the efiecive dafe: of T chanze and ooniplets (e appropriat fiele
individual reported. I Glangs

Effectve Date: A

. . . . L. . [. Haz this imdividual m Secoon 6A abowe, under any current or former rame or bosingss identity, ever
If Section 6A is copied for additional individuals, this had 2 firal adverse lezal action listed on page 13 of this application fmposed azainst kim'ber?

section must be copied and completed as well. m=fp> | [ YES-Conamue Below [ NO-Skip to Section §

I I YES, repom each final adverse lezal acoon, when it copared, the Federal or State agency or the
conrt/administraive body that imposed the action, and the resolaton, if any

You must answer question 1, “yeS” or “no.” Arach a copy of the fmal adverse legal action documeniation and resolution

AMLL ADVERSE LEGRL ACTION DATE THEEN BY RESOLUTION

If you answered “yes” to question 1, then proceed to
question 2.

American Indian and/or Alaska Native groups report .
their managing employees in Section 6. Page 12 of the 855B prowdes d

list of reportable actions.
Failure to supply this
information could result

in a Medicare provider
number(s) not being
issued to new providers.
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Sections Not Used At This Time

The fO”OWing sections SECTION 7: FOR FUTURE USE (THIS SECTION NOT APPLICABLE)

Of the 8558 are SECTION 9: FOR FUTURE USE (THIS SECTION NOT APPLICABLE)
currently not used:
SECTION 10: FOR FUTURE USE (THIS SECTION NOT APPLICABLE)
« Section 7.
. SECTION 11: FOR FUTURE USE (THIS SECTION NOT APPLICABLE)
« Section 9.

SECTION 12: FOR FUTURE USE (THIS SECTION NOT APPLICABLE)

* Section 10.
e Section 11.

e Section 12.
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Section 8: Billing Agency Information

Section 8

This section should reflect any individual or entity
with whom you have contracted to prepare and
submit claims for the business.

A billing agency may perform other services for
provider groups, but claims completion and/or
submission is included in the contract.

If a provider does not use a billing agency, indicate
by checking the first box.

The legal business name must be the same one
reported to the IRS.

The tax ID/Social Security number is required in this
section.

The address listed in this section must be a physical
street address. Do not use P.O. box information
here.

SECTION 8: BILLING AGENCY INFORMATION

A billing agency is 2 company or mdivadual that vou contract with to prepare and submit your claims. If
vou use 3 billing azency, vou are responsible for the claims submutted on your behalf

[ Check here if this section does not apply and skip to Section 13.

BILLING AGENCY NAME AND ADDRESS
If you are changimg, adding, or deleang mfomeation, check te applicable box, furmosh the effectve date,
and complete the appropriate fizlds in this secton,

CHECK ONE [0 CHANGE OADD [ GELETE

New enrollees willnot us this area.

DATE immidyyp

Lagal Eusinesyingvidual Nama 2= Keparted to tha Socal Sacurfty

it indwidual, Hilling Agani Uate of Hirth
Administration or tha nternal Revenus Seevice

{mmitidiiepyy!

“Doing Businass A" Nama {f applicablel Tax Mantification®ocal Secury Numksr froguted]

“illing Aganry Strest Addrass Lina | Seroat Nama and Numbar)

-Illlllng dgenty Streat Addms Ling 2 (Sute, Room, atc)

[Gtata | 2 Coda + 4

Telaphona Numbar Fan Number (f applicabla] | E-mail Adcrass (i appiicabla)
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Section 13: Contact Person

Section 13 SECTION 13: CONTACT PERSON
If questions arise duning the processing of this application, the fee-for-service contractor will contact

The contact person should be someone who the individual shown below. If the contact person 15 either an authonzed or delegated official, check the
appropriate box below.

[ Contact an Authonzed Official isted i Section 15.
i Contact a Delegated Official listed n Section 16.

» If development information is needed: Fost Narme Wiade Tl |t Name T & et
1. The e-mail address is the first form of contact.

can answer questions about the information
on the application.

2. The fax number is the second form of contact.

Telephone Mumber Fax Mumber (i applicabla) \E-mail Address (if applicable)

3. The U.S. Postal Service is the third form of “Addres Line | {Sreet Name and Number]
contact.

Address Line 2 (Suite, Room, etc)

* Medicare will not list the contact person on the
Medicare provider’s record.

ity Town State ZIF Code + 4
+ If the contact person will be either the ‘ l
authorized or delegated official, check the
appropriate box and skip to the indicated

section.
. . . Note: The fax number or e-mail address is not
* The Confirmation Letters (CLRs) will be sent required, but welcomed. E-mail addresses or fax
to the contact person identified in this section. numbers allow for quicker contact with the

provider for missing/incomplete applications.

* There can be more than one contact person.
Copy and complete this page for each contact.
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Section 14: Penalties for Falsifying

Information

SECTION 14: PENALTIES FOR FALSIFYING INFORMATION

S e Ct I 0 n 1 4 This section explains the penalties for deliberately falsifying information in this application to gain

L

or maintain enrollment in the Medicare program.
. . . 1. 18US.C. § 1001 authorizes criminal penalties aganst an individual who, in any matter within the
T h I S S e Ctl O n O u tI I n e S th e junisdiction of any deparment or agency of the United States, kmowingly and willfully falsifies,
canceals or covers up by any trick, scheme or device a material fact, or makes any false, fictitious or
. . . fraudulent statements or Tepresentations, or makes any false wntmg or document knowing the same
p e n a I tl eS fo r fa I S Ifyl n g to contam any false, fictitious or fraudulent statement or entry.
. . Individual offenders are subject to fines of up to §230,000 and imprisonment for up to five years.
| nfo rm at lon an d S h ou | d b e Offenders that are oreanizafions are subject to fines of up to $500.000 (18 US.C. 5 3571). Section
3571(d) also authorizes fines of up to twice the pross gain derved by the offender if it is greater than
. the amount specifically uthonz 4~ seion 1128A(a)(1) of the Social Security Act imposes civil Lsbility, n part, on any persan (inchud-
re a d b y th e a u t h O rl Z e d a n d 2. Section 1128B(a)(1) of the Soci  ing an organization, agency or other entity) that knowingly presents or causes to be presented to an
who, “knowingly and willfully” officer, employee, or agent of the United States, or of any department or agency thereof, or of any
LI 3 material fact in any applicaﬁm State agency...a claim. . that the Secretary determines is for a medical or other item or service that
delegated officials legally RV e o v
. . o oﬁe.nder ¥ subj.ect | a) was not provided as claimed; and/or
responsible for the provider o0 v L. st
2) Iowmgly presents, orea g provision authorizes a civil monetary penalty of up to $10.000 for each item or service, an
. . . States Government a false  assessment of up to three times the amount clamed, and exclusion from participation m the Medicare
I I Ste d I n S eCtI O n 2 . b) kmowingly makes uses o Program and State health care programs.
or frandulent chimpaid o 3. 18 U.S.C. 1035 authorizes comunal penalties against individuals in any matter involving a health
y care benefit program who knowingly and willfully falsifies, conceals or covers up by any frick.
o) Somgrects diomd e { scheme, or device a material fact; or makes any matenally false, fictitious, or fraudulent statements
The Act imposes a civil penally  or representations, or makes or uses any materially false fictitious, or fraudulent statement or entry,
dam.‘.ges sustained b}r the Gover i comnection with the delivery of or payment for health care benefits, items or services. The mdi-
. . vidual shall be fined or mpnsoned up to 5 years or both.
T h I S S e Ctl O n d O e S n Ot h a Ve a n 6. 18 US.C. 1347 authorizes cnmimal penalhes agamst mdividuals who kmowmg and willfully execute,
or afterapt, to executive a scheme or artifice to defraud any health care benefit program, or to obtam,
by means of false or fraudulent pretenses, representations, or promises, any of the money or property
a re a to b e CO m p I ete d owned by or under the control of any, health care benefit program in connection with the delivery of
" or payment for health care benefits, items, or services. Individuals shall be fined or imprisoned up
& to 10 vears ar both. If the violation results in serions bodily injury, an individual will be fined or
| imprisoned up to 20 years, or both. If the violation results in death, the individual shall be fined o
imprisoned for any term of years or for life, or both.

7. The povermment may assert commen law clams such a5 “commen faw fraud,”™ “money paid by mistake ™
and “unjust ennchment ”

Remedies melude compensatory and punifive damages, restitution, and recovery of the amount of the

Pages 28 & 29 il njust rofit.



Section 15: Certification Statement

Section 15

This section provides descriptions of authorized and
delegated officials.

Authorized officials and delegated officials must be
reported in Section 6 of this application.

An authorized official is required for all initial
enrollment applications.

Examples of an authorized official are chief executive
officer, chief financial officer, general partner,
chairman of the board or direct owner.

Only an authorized official has the authority to sign
the initial enrollment application. A delegated official
does not have this authority.

The officials must read and understand pages 30 and
31.

SECTION 15: CERTIFICATION STATEMENT

An AUTHORIZED OFFICIAL means an appointed official (for example, chief executive officer, chief
financial efficer, general pariner, chammman of the board, or direct owner) to whom the organization has
granted the legal authomty to enroll it in the Medicare program, to make changes or updates to the
organization’s status m the Medicare program, and to commut the organization to fully abide by the
statutes, regulations, and program instructions of the Medicare program,

A DELEGATED OFFICIAL means an individual who is delegated by an authorized official the authonity to
report changes and updates to the supplier's enrollment record. A delegated official must be an mdividual
with an “ownership or control interest” in (a5 that term is defined i Section 1124(a)(3) of the Social
Secunity Act), or be a W-2 managing employee of, the supplier.

Delegated officials may not delegate their authonty to any other individual. Only an authonized official
may delegate the authority to make changes and/or updates to the supplier's Medicare stats. Even when
delegated officials are reported in this applicaton, an authonized official retains the authonty to make
any such changes and/or updates by providing his or her printed name, signatore, and date of signature as
tequired in Section 15B.

NOTE: Authonzed officials and delegated officials mmst be reported n Section 6, either on this appheation
of on a previous applhication to this same Medicare fee-for-service contractor. If this is the first time an
authorized and/or delegated official has been reported on the CAIS-835B, you mmst complete
Section 6 for that mdividual.

By his/her signature(s), an authonized official binds the supplier to all of the requirements bisted in the
Certification Statement and acknowledges that the supplier may be demied entry to or revoked from the
Medicare program if any requirements are not met. All signatures must be original and m ink Faxed,
photocopied, or stamped signatures will not be accepted.

Only an authorized official has the authenty to sign (1) the mitial enrollment apphication on behalf of the
supplier or (2) the enrollment application that must be submitted as part of the periodic revalidation
process. A delegated official does not have this authonty.

By signing this application, an authonzed official agrees to mmediately notify the Medicare fee-for-service
contractor if any information furnished on the application is not true, correct, or complete. In addition,

an authonzed official, by his'her signature, agrees to notify the Medicare fee-for-service contractor of

any future changes to the mformation contained in this form, after the supplier 1s enrolled in Medicare, m
accordance with the tmeframes established in 42 CFR. 424 520(b). (IDTF changes of mformation must
be reported in accordance with 42 CFR.41033)

The supplier can have as many authorized officials as it wants. If the supplier has more than two authornized
officials, it should copy and complete this section as needed.

EACH AUTHORIZED AND DELEGATED OFFICIAL MUST HAVE
AND DISCLOSE HIS/HER SOCIAL SECURITY NUMBER.



Section 15: Certification Statement

(Cont.)

A. Additional Requirements for Medicare Enrollment
These are additional requirements that the supplier must meet and mamtain mn order to bill the Medicare

Ite mS 1 _7 a re ve ry program. Read these requirements carefully. By signing, the supplier is attesting to having read the

requirements and mnderstanding them
1 By his/her signature(s), the authorized official{s) named below and the delepated official(s) named in
I m po rta nt to re ad a n d Section 16 agree to adhere to the following requirements stated in this Certrfication Statement:

1. I anthorize the Medicare contractor to venfy the mformation contained herein. [ agree to notify

understand When Signing .thehiedicmmntactornfan}rfutmechmg-fsmtbei':l.formationconmjnedin-d:is;rpp]icationm

accordance with the fmeframes established in 42 CFR. & 424 516. I understand that any change i

th e Ce rtifi Cati O n State m e nt the business structure of this supplier may require the submissien of a new applicaton.

I have read and understand the Penalties for Falsifying Information, as printed i this application.

. . T 'understand that any deliberate omission, misrepresentation, or falsification of any infermation

I n S e Ctl O n 1 5 contamed i this application or contamed in any communication supplying mfcrmation to Medicare,
or any deliberate alteration of any text on this application form, may be punished by cnminal, cavil,
or administrative penalties including, but net limited to, the denial or revocation of Medicare billing
privileges, and/or the imposition of fines, evil damages, and/or Imprisonment.

=

3. T agmee to abade by the Medicare laws, regulations and prosram instructions that apply to this
supplier. The Medicare laws, regulations, and prosram mstructions are available through the
Medicare contractor. I understand that payment of a claim by Medicare 15 conditioned upon the claim
and the underlymg transaction complymg with such laws, regulations, and program mstructions
{meluding, but net limited to, the Federal anfi-kickback statute and the Stark law). and on the
supplier’s compliance with all applicable conditions of participation i Medicare.

4. Neither this supphier, nor any five percent or greater owner, parmer, officer, director, managing
employee, authorized official, or delegated official thereof 15 currently sanctioned, suspended,
debarred, or excluded by the Medicare or State Health Care Program, e g, Medicaid program, or
any other Federal program, or 15 otherwise prohibited from supplying services to Medicare or other
Federal program beneficianes.

5. T agree that any existing or future overpayment made to the supplier by the Medicare program may
be recouped by Medicare through the withholding of foture payments.

6. Iwll not kmowingly present or cause to be presented a false or frandulent clamm for payment by
Medicare, and I will not submit claims with deliberate ignorance or reckless disregard of their truth
or falsity.

1. I zothonize any national accrediting bedy whose standards are recognized by the Secretary as meeting
the Medicare program participation requirements, to release to any anthorized representative,
employee, or agent of the Centers for Medicare & Medicaid Services (CM3) a copy of my most

recent accreditation survey, together with any informatien related to the survey that CMS- may
Page 31 require {including comectve action plans).



Sections 15B and 15C: Certification

Sections 15B and 15C
Used for authorized officials only.

Authorized officials must also be listed in
Section 6 of this application.

Authorized officials must sign and date this
page. Blue ink is preferred, which will indicate
an original signature and not a copy.

Applications with signatures deemed not

original and/or not dated will not be processed.

Stamped, faxed or copied signatures will not
be accepted. Applications that are not dated
will also not be accepted.

There can be more than one authorized
official. Copy and complete this page as
needed.

Statement

I have read the corgents of this applicanon_ My signanare legally and financially binds this supplier to the
laws, reenlanons, and program instecaons of the Medicare program. By my signanue, I certfy that the
information contained berein is mae, comect, and complete and I zuthorize te Medicare fee-for-service
conmactor o verify thizs information. If I become aware that any information in this applicaton is not e,
comect, or complete, I agree to noafy the Medicare fee-for-semice conmactor of this fact m accondance
with the time frames establizhed in 42 CFR £ 424.5146.

If vou are changing, adding, or deledng mformation, check the applicable box, furndsh the effective dats,
and complete the appropriate felds in this secdon.

CHECK OME O CHANGE Tl ADD [ DEETE
DATE prspyy MNew pnrollees will not usg this area.
Muthorized Offidal’s Information and Signature
Hirst Namo Mludln |Last Feama SN g, Jr., ar)
Initiai |
Talaphona Rumbar Titlaffcattion

Authorized Difidal Signature [First, Midole, Last Nama, Fr 5r, MDD, DO, ote) Diate Signed fmmbddhaney)

Tl ink praforred
L Sy

C. 2% Authorized Official Signature

I have read the cordents of this appheanon. My signatare lepally and fnancially binds this supplier to the
laws, repulagons, and program instrections of the Medicare program. By my signanme, I certify that the
informaton contained berein is mue, correct, and complete and I authorize the Medicare fee-for-service
conmactor to verify this information. If I become aware that any information in this applicanon is not ue,
comect. or complete, I agree o notfy the Medicare fee-for-service conmactor of this fact m accordance
with the tme frames establishked in 42 CFR £ 424.516.

If you are changing, adding, or deleane mformaton, check the applicable box, fuormish the effecove date,
and complete the appropriate fislds in thiz secton.

CHECK ONE [ CHARGE O apD ] DELETE
DATE pramasyy MNew enrollees will not use this area.
Ruthorized Offidal’s Information and Signature
Furst Mama Middla Inttial | Last Mama Suffm fo.q, 0, 5.0

Talophens Rumbar TrilafPeshion

Aurthortzed Cifidal Signatum (Frst, Bidole, [ast Wama, Jr, 3r, BUD, LU0, o) [Catz Signad Emmidafygney]

Al gignatures must bo original snd signad in ink fbtee Ink prafarred] &pplications with signatures doomad not orginsl
will mot be procassed. 5o sl " s de ) gne tunes will not be sompted.



Section 16: Delegated Official

Section 16
This section is optional.

If no delegated official is appointed, the
authorized official will be responsible for all
changes and updates made to the provider’s
record.

Authorized officials and delegated officials must
be reported in Section 6 of this application.

All signatures must be original and signed in ink.
Applications with signatures deemed not original
will not be processed. Stamped, faxed or copied
signatures will not be accepted.

Note: Delegated officials can make changes to
existing enroliment profiles on behalf of the
authorized official.

SECTION 16: DELEGATED OFFICIAL (OPTIONAL)

You are not required to have 3 delezated offictal. However, if no delezated official s assizned, the
authorized offieializ) will be the ondy person(s) who can make changes and/or updates to the suppliers
stanss in the Medicare program.

The aignature of 3 delegated official shall have the same force and effect 25 that of an authorzed
official, and shall lezally and fimancially bind the supplier to the Laws, reeulagons, and program
mstructons of the Medicare program. By his or ber signature, the delezated official certfies that

be or che has read the Cernfication Statement m Section 15 and azrees to adhere to all of the stated
tequmemants. A delegated offictal also cerafies thar he/she meats the defimition of 2 delesated official.
When making changes and/or updates to the supplier's envoliment mformation maintained by the
Medicare prozram, 3 delezated official cerifies that the mformation provided 15 e, comect, nd
complata.

Delezared officials being deleted do not Tave to sien or date ts applicanon.

Independant contractors are not considered “smploved” by the supplier, and thersfore canmot be
delegated officials.

The siznature(s) of an authorized official m Sectom 16 consnutes a legal delepation of authonty to all
delegated offictal{s) assizned in Section 16,

If there are more tan two mdividaals, copy md complete this section for sach mdvadual
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Section 16: Delegated Official (Cont.)

A, 17 Delegated Official Signature
If vou are changing, adding, or delzgne mfommadon, check the applicable box, furmish the effective date,

16A: First delegated official o complte e apopite il s eccon

" f t- CHECE ONE [ CHANGE CADD 1 DELETE
information. e
Dalegated Offscial First Nama Middia Initisl Iian Nare: Suffia fog. K. 5
Dulngmn;:l Officlal Signatura ff-.;::!:-.l:fiaﬁn-.-;!;r-ﬁamn, .|'|-',_. Sr_l'nd_ll, T I.'.-‘I afc Dato STE?-:\T;MJ_ i

16B: Second delegated _....._._.

Talaphono Mumbar
O chede here if Delegated Officlal s aW-2 Employss

Offl CI a I I nfo rm atl O n - Authorired G*f:-.’la!'s Hgnature fedgning this Uelegatian (Hrst, Middle, Cast Mame, Jr, 5r., Uata Signed {menfodiy

MDD, 0.0, atc

|bius nk profarod)
L

Reminders: S

If wou are changing, adding. or deleting informaton, check the applicable box, fomush the effectve date,
and complete the aprropriate felds in thes section.

* Blue Ink IS preferred' CHECK ONE [l CHANGE Oapo [1DELETE

* The initial appointment of a DATE sty New eniollees willnat uge this area.
delegated official by an S TR T T S
authorized official must be
signed and dated by the
authorized official. I 8o e M el il e e

Authorized Officlal’s Sgnature Assigning this Delegation (R, Middie, Last Nama, Jr, r, [ata Signad {mméddiypyw
M.D, 2.0, atc)

Dwolegated Drificial Signature (First, Middla, Lest Name, Jr, 5, MO, 0.0, atc) Data Sioned (mmiddimev

Talechone Mumbar

(bl Ink peadermed)

All gigrstures must ba orfgina and signed 1n Ink {biug ink prefermad]. & pplications with signatures deemad not original
Pa ges 33 & 34 willl not ba processad. Sta ras will not ba accepbed.



Section 17: Supporting Documents

Section 17

Indicate what is attached to the
application.

Check the corresponding boxes for all
information being attached to the
application. Don’t forget:

« Tax documents (e.g., IRS CP575,
147c, 941 coupon).

« CMS-588 (EFT authorization).

« If applicable, copies of CLIA, FDA
and/or diabetes program
certifications.

» Copy of attestation for government
and tribal organizations.

SECTION 17: SUPPORTING DOCUMENTS

This section lists the documents that, if applicable, must be sulnmitted weith this enrollment application.

If you are newly enrolling, or are reactvatong of revalidatmg your errollmen:, you mmst provide all
applicable documents. For changes, ondy submit documents that are applicable to that change

The fee-for-service contractor may request, at any time during the enrollment process,
documentaton to support or validate informaticn reported oo the application. The Medicare fee-for-
service confractor may also requoest dormments from you, ofher than those identified in this Section
17, as are necessary to bill Medicare.

MANDATORY FOR ALL PROVIDER/SUPPLIER TYPES

ﬁ‘ Written confirmaton from the IRS condfirming your Tax Idenoficatgon MNumber with the Legal Business
Name (e g., [R5 form CP 575) provided in Sectdon 2.
{NOTE: This informaton iz needed if the appheans is enrolling their professional corporagon,
mofessional association, or linvited Hability corporation with this applicagon or enrolling as a sole
mropristor nsing an Emplover Identficaton MNumber.)™
Complered Form CM5-588, for Electronic Funds Transfer Auwthonzation Apresment.
(NOTE: If a supplier already receives payments elecoonically amd is not making a change to its banlking
informatgon, the Ch5-588 15 not required )

MANDATORY FOR SELECTED PROWIDERSSUPPLIER TYPES

O Copy{s) of all docomentation verifymg IDTF Supervisory Phyvsician(s) proficiency andfor State
Lcenses or ceraficanom for IDTF non-physician personnel.

00 Copyis) of all docamentadon verifyme the State hicenses or cerdficatons of the laboratory Dhizector or
non-physician pracotioner personmel of an imdependent climdcal laboratory.

MANDATORY, IF APPLICABLE
O Copy of IRS Determansdon Lener, if sapplier is egistered with the TRS a= non-profit.
O Written confimation Fom tee IRS comfrming your Litnted Liabilicy Company (LLC) is antomatcally
claszified as a Disrecarded Entty. {e.g., Form 3832},
{NOTE: A disregarded entity is an elipible enboy that is meared as an enfify not separate from its smgls
owmel for Income tax purposes.
I Statement m writng from the bank. If Medicare payment doe a supplier of services is being sent to a
bank (or similar fmancial insdmoon) with whom the supplier has a lending mlatonship (that 1=, any
wvpe of loan), then dye supplier nmst provide a s@tement in wridng fom the benk {which omst be n
the loan agreement) that the bank bhas agreed to warve its right of offset for Medicare recervables.
Copryis) of all final adverse acton documentation {2 g., nonficatons, resoluboms, and
Einstatement leiters).
Compleed Formi(s) CMS 855E., Feasnignment of Medicare Benefits
Completed Form CMS5-460, Madicare Pamicipatng Physician or Supplier Agreement
Copy of an atestanon for govermment enbnes and oibal organizabons.
Copy of FAA 135 certficate (adr ambulamee suppliers).
Copyis) of comprehensive Habality insurance policy (IDTFs ondy).
-\rmru.lng to the Paporsork Rodudion Ac of 1995, no parsans are nequired ta r nd to a collectson of Information
unless it displeys a walid OME controd numbar. Tha walid OME control numbar foc this information collection s 9E58.
GBS, Tha time required to complate this Information oollection 15 estimated to 5 hours par resporss, induding the Bma
‘ta review Irstructions, seanch exlsting data rescurces, gather tha data needed, and complete and rewlew tha Information

oliection. If you hawa any commants concamning the acoumcy of the lima estimatals) oo s.E: ons for Inproving this
form, pleasa writo Eoc 7500 Sacurtty Bouleward, Attn: PRA RBeports Cloaranos Dificer, tmore, Manyland T4 TEED.

DD NOT MAR APPLICATIONS TO THIS ADDRESS. Mailing your application to this addies will significantly delay application
procassing.

]
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Attachments 1 and 2

Attachments 1 and 2

These attachments are for
ambulance providers and
IDTFs and are not required
for ASC provider groups.

Pages 3647

ATTACHMENT 1: AMBULANCE SERVICE SUPPLIERS

All ambulance service supplisr: errolling in the Medicare program nmust complete thizs attachment

A Geographic Area

This sectdon is to be completed with informaton about the geographic area in which thiz company
provides ambulanee services. If you are chanping, adding, or deletmg informaton, check the applicabls
‘box, firmish the effective date, and complete the appropriate fields i this section.

Prownde the cityitown, State, and ZIP code for all locations where this ambulance company renders
services.

CHECK ONE O CHANGE OapD ClDELETE

DATE rmmsssisps

MOTE: If the ambulance company has vehicles zaraged within 2 different Medicare conactor’s
Jjunisdiction, 3 separate CMS-B35B enrollment applicanon must be submitted fo that fee-for-zervice
CONITAcTor.

1. INITIAL REPORTING ANDJ/OR & DDITIONS

If services are provided i selected cidesftowns, provide the locatdons below. List ZIP codes only if they
are not within the enbire city'towmn

e . | =~

ATTACHMENT 2: INDEPENDENT DIAGNOSTIC TESTING FACILITIES

INDEPENDENT DIAGNOSTIC TESTING FACILITY {IDTF} PERFORMANCE STANDARDS

Below is a list of the performance standards that am IDTF nmst meet in order to obtain or mamtain their

Medicare billing privilepes. These standards, in their engretv. can be found in 42 CF R section £10 33(z).

L. Operate its business in compliance with all applicable Federal and State licensure and repulatory
requirements for the health and safety of padents.

2. Provides complete and sccurate informaton on its enollment application. Changes in ownership,
changes of location, changes in general supervision, and adverse legal actions mmst be reported to
the Medicare fee-for-service conmactor on the Medicare enrollment applacation within 30 calendar
days of the chanze. All other changes to the enrollment application must be reported withm

90 ealendar day:

2. DELETIONS = x

f services are no loneer provided i selected ritiscn 3. Maingain a physical facifity on an appropriace site. For the purposes of this standard, a post office

iF fhart e ok Wi.ﬂ:i'rl_ﬂx Bl R, box, commercial mal box, hotel or motel s not considered an appropriate sits.

: ¥ ii}) The physical facility, includime mobils onits. must contain space for equipment Ippropriate

to the services desiznated on the enrollment application, facilites for hand washing, adequate
patient privacy accommedations, and the storage of both business records and cmment medical
records within the office stting of the IDTF, or IDTF home office, mot within the acnzal
mobile unit.

(it} IDTF mappliers that provide services remotely and do not zee beneficiaries ar their
practice location are exempt from providing hand washing and adequate patient privacy
accommodations.

4. Have all applicable diagnosnc tesong equipment available at the phyaical site excluding porable
dizpnostic testing equipment. A catalog of portable diagnostic equipment, including diagnostic
testing equipment senal numbers, must be maintzined at the physical site. In addition, portable
diagnostic testing equipment must be available for inspection within twe business days of a CMS
inspection request. The IDTF must mamtam a cumment inventory of the diagnostic esting squipment,
including serial and regismation numbers. provide this information to- the designated fee—for-service

CTY/ITOWN T

cOnTactor upon request, and nofy the conmractar of any changes m equipment within 50 days,
Maingain a primary business phome under the name of the designated business. The primary busimess
chome nmst be located at the designated site of the business, or within the home office of the mobile
IDTF umits. The talzphone mumber or toll free numbers must be available in a local directory and
through directory assistamce .
6. Have a comprehenzive hability msurance policy of at least $300 000 per location that covers both
the place of business and all customers and employess of the TDTFE. The policy must be carmed
by & non-relative owned company. Fallure to mamiam required insurance at all nmes will resule
in revocation of the IDTF = billing privilezes refroactive to the date the insurance lapsed IDTE
suppliers are responsible for providing the contact informatiom for the issuing insurance agent and
the anderwriter. In addition, the IDTF must:
(i} Emsure that the insurance policy must remain in force at all omes and provide coverage of at
lzast $300,000 per incident; and
i) Notify the CMS designated contractor in writmg of any policy changes or cancellations
7. Agres ot to directly solicit patents, which include, but iz mot limited to, a probibition on telephone,
COMULET, oF in-person comtacts. The IDTE mmst sccept only those patisnts referred for diagnostic
testing by an attendme physician, who is farmashing a consultation or treating a beneficiary for a
specific medical problem and who uses the resalts i the management of the beneficiary s specific
medical problem. Nonphysician practidonsrs may order tests as set forth i $410.32{a)3).

w



Medicare Supplier Enrollmen

Application Privacy Act Statemen

MEDICARE SUPPLIER ENROLLMENT APPLICATION PRIVACY ACT STATEMENT

The Privacy Act
Statement includes
important information
relating to Medicare’s
authorization, use and
disclosure of specific
provider information.

The Ceniers for Medicare & hMadicaid Services (C34S) ix authorired to coflect the inf jom requesied on thes form

by secdons 11282017, 1I24A0a03), 1128, 1814, 1815, 18334}, and 1842(r) of the Social Secumity Aot [41 USC.

85 13202-3(a)1), E3210a-7, 1395f, 1585p, 1385(1Ke), and 13%50(r)] apd secton 31001(1) of the Delbt Collecton

Ingprovenent Act [31 5.0 & TT01{)].

The purpose of callsctmp thiz mfoomation is to detemaie or verify the shpiility of individnals s=d orsamizaton:

to-enmol] in the hiedicars program 2= suppliecs of peods and services to MMedicene bemefiviares md to assist in the

admmistaticon of the Iedicare proeram. This informaton will alse be nsed m ensure that o paymens will be made

to proeviders =ho are swchdad from participarion in the Madicare program:. All isformation on thes form §= pequeined,

with the smception of those sectons maried 3= “optional™ o the forma. Withoat this information. e shility o malo

payments will be delayed or denied.

The mformaton collscied will be enteed ivn the Provider Enrollmest, Chain and Crepeship Syxem (PFECOS)

The mnformation in this applicaton will be disciosed according to the routine wses described below.

Informorion from thess systenes mey be disclosed under specific cinoumstances to:

35 contractors o camy out Medicare fnctions, coflating or analyzing daa, or i detect frand or abuser;

A congresdonz] office from the recond of an individual healt cace provider in response to . inguicy from the

oongressicnal office at the written request of thar mdividual health cane pracotioner;

The Fadlroad Fetremest Board 1o adminester provissons of the Eatlroad REetirement or Social Seennty Aeis;

Prer Beview Orsanizations in sommsction with the review of claims, or in connecton with soodies or other review

setivities, conducted purcuant to Part B of Tide 3T of the Sorial Secorty Aot

To the Depammen: of Justice or an adjudicative body when the agency, an apency employee, or the Unied Scaams

Govemment is & parmy 1o litipaton snd the use of the information is congpathle with the mrpose for which the

zzeney collected the information;

To the Deparmen: of Fastice for investizsting md prosecutmg violanons of the Social Secunity Act, o which

orirmims] penaltes are stached;

To the Ameccan Medical Assoriaton CANAL, for the purpose of anemptizg o idendfy medice]l docon when

the Mational Plan and Provider Empmeracion Sycoem & unable o establich identiny after masrhing contracor

submmitied daca to the dats extract provided byt AhdA;

i An indtvidml or orzaniration for 2 research, evaluation, or epidertological project relvied 1o the preveoson of
dizeace or disahility, or o the esioration or maimienanee of heakh;

%. (Oiber Federal agencies thar admmister a Fedeml bealth care beneSt prosram o emumerare‘enroll praveders of
medical services or to detwset Frand or sbose;

10. Scate Licencing Boards for review of umethical practices or non-professional conduct;

11, Scates for the prrpose of admirisration of heaith cans programes; and'os

11, Insoramoe conpanies, s=if . bomakth ooa orpanization:, moudtple soployer tasts, 2nd ocher health
oare groaps providing bealth care claims processing, when a bnk to Medicare or Mediosid claimes is scabliched,
and data are wsad soleby o process mappler's Bealch, care claines -

The sxpplier should be avrare thar the Commpuser Matching and Povacy Protection Act of 1988 (P L. 100-503)

amended the Prvacy Act, 51750, £ 352, to permir che sovernmesnt fo verfy informanion throungh

computer marching.,

Protection of Proprietary Information

Prvilessd or confidersdia] copmmencial or francial information cobecied in this form &= profscted from poblio

dizclosure by Federal law 5 1L5.C. & 552(bM4) and Execntve Oioder 12600,

(ER]

Ll

Protection of Confidential Commerdal andior Sensithse Personzl Information

IF arm information witiin this applicaton (or atachments themern) consthoes & Tade seeret or privileped or
confidesmial informatson (as mach s are Eerpreied mmder e Fresdom of Informanion Act and applicables cace
law}, or &5 of a hephly sencidwe personal namre such that disclosure would constnme a cleasdy uwwamaned nvasion
of the percomal privacy of one or more persons, then such mformarion will be prowected from release by CHAS onder
5US.C. &5 5504y and'or (b}E), respectively.



CMS-588 Electronic Funds Transfer

CMS mandates that all providers filing a CMS-855 form
receive all Medicare reimbursement electronically. This
is a way for Medicare to pay providers with a money
transfer directly to a bank account.

The EFT Authorization Agreement (CMS-588) must be
included with the enroliment form. The CMS-588 is
located at:

http://www.cms.gov/cmsforms/downloads/CMS588.pdf

EFT eliminates the need for a provider to wait for a
check to be mailed.

Include a copy of confirmation of account information on
bank letterhead or a voided check. (The documentation
should contain the name on the account, electronic
routing transit number, account number and type. If
submitting on bank letterhead, the bank officer's name
and signature is also required.)

[EFAHTMINT DF HEALTH AND HUWAN SERACTY
CEWTTES FOR METHCART & WIEDSCRD 33y

Foom Approved
e

ELECTRONIC FUNDS TRANSFER (EFT) AUTHORIZATION AGREEMENT
PART I: REASON FOR SUBMISSION

Reason for Submission:

O New EFT Authorzaton

O R=vsion to Cument Authoneatian
l2.g. accoumt or bank changes)

O Chedk here if EFT payment is being made to
the Home Office of Chain

{atach letter Authorizing BT payment to
Chain Home Officel

Since your last EFT suthorization agreement submission, hawe you had a:
O tThange of Dwmership, andior
O {hange of Practice Location?
it you checked efthar 2 dhange of canership or change of practice hocation abowa, you must subeint a changae of

rformation (using the Medicare enrolimant applcationd 1o the Medicare comtractor that seevioss your geographical
araats] prior to of acoompanysng this BT authorization agresment submission.

PART [ PROVIDER OR SUPPLIER INFORMATION
Troviaa uopler Loge Bunlnes Mame

Chain Crgeesration Kama or Homa Ok tegal Eusiness Name ¥ offfaren from Chain Drganication Mamsi

Acrrrnt Hofoor's e et Adoress

Acounk Fohder's Ty Arcoenl Holder's 5iafa Acrount Hoider's Op Code

Tax ieriifkation Mornibse: |das T'uu: O%5sk or O 200

I o o

Meclkar: dortfcadion Kumbor {1

OoOOooo0oooo

OoOooOoooon

PART [ FINANCIAL INSTITUTION INFORMATION

Fnandal irattstion Nars

Finandal metimtion CopTosT Frmanclai atthulion 52ate

Taniie DRCIGGn | eepiana Rumba TRarElal FEiIhan Lomar P reon

Finandal Irsthstion Routing Trenst Mumbsr inina digity

I o O
TRpoanior Acroent Rembar THPE OF AeDCOUeT Ve Cired
DDDDDDDDDDDDD O Chaciing Acount [ Sswings Account

Please inchade a confirmation of account information on bank ietterhead or a voided chedke. When submitting
the documentatson, it should contain the name on the sccount, electronic nouting tramsit number, sccount
number and type. If submitting bank letterhead, the bank officer’s name and signatere & ako required. This
information will be wsed to wvernify your account rumber,

PART IV: CONTACT PERSON

Comtact Pamon’s Rams

Conmac Person's THis

Contart Parson’s Takphons Mumber Contac Forson's E-mall Addnes

O O AR DY 1
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CMS-460 Participating Provider/Supplier

Agreement

Medicare fee schedule amounts for
physicians’ professional services,
services and supplies provided
“incident to” physicians’ professional
services, outpatient physical and
occupational therapy services,
diagnostic tests or radiology
services are 5 percent higher if you
participate. Also, providers receive
direct and timely reimbursement
from Medicare.

http://www.cms.gov/cmsforms

EPASTRLNT OF HEALTH ART HOMAR SHVICTE FOAM APFRDNTD
CERTHES FOR MEDICATE & MEDNAD SIS A WO, CAIE 171

MEDICARE PARTICIPATING PHYSICIAN OR SUPPLIER AGREEMENT

Mameld snd Addras of Pariidpent™ M boral Prowidar ket fiar (NFT"

/downloads/cms460.pdf

*List zll names and the NP1 under which the partioipant files clzims weth the Medicara Administratve Contractor IMACmar
with whom this agreement & baing filad.

The abiwe named pemoo of organimion, called “the perticipant,” hereby enders into 2n agreement with the Medicane
gm0 accept 2ssignment of the Medscare Pan B payment for all services for which the participant is eligible io
arcept assigrment under the Medacare low and regulations snd which are Furnished while this xgreenent is in effect
1. Meaning of Ascigmmeni: For purposes of this agreement, socepiing assgnament of the Medicare Part B
payment mears requesting direct Fan B peyment fromm the M edicare program. Under an scsignment, the
approved charge, determaned by the MACicarmer, shall be the full charge for the service covered ander Fart B.
The partzcipant shall not eollect from the beneficiary or nther pemon o crganization for covered seTvices more
than the applicable dedocoible and coinsurance
Effective Date: IT the participant files the agreement with aoy WA Cicamier donng the enmllment period, the
agreement becomes effective
%, Term und Terminatinm of Agreement: This zgreement shall conomue in effect through December 31 following
the daie the ngreement beoomes effective and shall be renewed suicmaibically for sach [2-month period Jammany
| throigh December 31 thereadier mmless one of the following oomms:

1 [Dmrmng the enmillment penod proaided near the end of sy calendsr yesr, the panticipant notifies
in writing every MAC carmier with whom the panticipant fms filed the agreement or 2 copy of the
agreement thal the panticipam wishes i termineie the ngresment at the end of the curnest erm In the
event such notification is mailed or delivered during the enmiiment penod provided near the end of
any calendhs year, the agreement shall end on December 31 of that vear,

[

h. The Centers for Medicare & Medicaid Services may find, afier notice 10 and opponunity for a heaning
fior the pasticipant, that the participant has substantially failed o comply with the sgreement. In the
event such a finding ie made, the Centers for hMedscore & Medicaid Services will notify the perticipant
im writing that the agreement will be ierminated @t e tme designated in the nobce. Civil and onmimld
penalties may also he imposed for vinlation of the agreement

Sigrature of pariiopent (o7 suthorisd reresanetive of participatng organimation [ama

Thla (I sgnar & authorized represanatve of pigenizdion) Ciffice Promns: Kumber inchading anes code)

Racoivoet by nama of miiar Imitins of Carrier DMkl Effactva Date

Acrording to e Faperemrk Reduction Actof 1095, T parsoos am requingd 1o mspond o & coflecion of nformation usies it ospiays @

wald OME control nusmbsr. Thi welld OMS contral number for this Information cokection & 330373 Tha Bma required o completa thh
Information colleciion b estimaied tn aversge |5 mindes per respome, Roiuckng the Sma o review Insrucions, seairh assting dita resow,
gathor the data meaded and compiats ans Tawiew the Rformation, oollection 1 you hawe aoy omments nieming the socumscy of the

bma estimatals) or tore for improving s form, plems wita to: CWE, TS00 Secerity Boukniand, ABrc PRA Aoporty Coarsincs Do

Esttimone MB‘,[I"::-?'?E?I-IEW
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http://www.cms.gov/cmsforms/downloads/cms460.pdf
http://www.cms.gov/cmsforms/downloads/cms460.pdf

CMS-855R and CMS-855I

CMS-855R:

This application is used for reassigning
the provider’s right to bill the Medicare
program and receive Medicare payments
or for terminating a reassignment of
benefits:

http://www.cms.gov/cmsforms/downloads

MEDICARE ENROLLMENT APPLICATION

REASSIGNMENT OF MEDI

/cms855r.pdf

CMS-855I:

This application is used for physicians as
well as all non-physician practitioners
and must be completed to initiate the
enrollment process:

http://www.cms.gov/cmsforms/downloads

oy
F
L
Ia\‘

CMS-855R ey

SEE PAGE 2 FOR INFORMATION ON WHERE TO MAI

MEDICARE ENROLLMENT APPLICATION

PHYSICIANS AND
NON-PHYSICIAN PRACTITIONERS

/cms855i.pdf

CMS-8551

SEE PAGE 1 TO DETERMINE IF YOU ARE COMPLETING THE CORRECT APPLICATION.
SEE PAGE 2 FOR INFORMATION ON WHERE TO MAIL THIS APPLICATION.

SEE PAGE 26 TO AIND THE LIST OF THE SUPPORTING DOCUMENTATION
THAT MUST BE SUBMITTED WITH THIS APPLICATION.



http://www.cms.gov/cmsforms/downloads/cms855r.pdf
http://www.cms.gov/cmsforms/downloads/cms855r.pdf
http://www.cms.gov/cmsforms/downloads/cms855i.pdf
http://www.cms.gov/cmsforms/downloads/cms855i.pdf

Prescreening

All enrollment applications are prescreened to ensure
providers submit a complete enroliment application
and all required supporting documentation.

Did you know?

The online PECOS application

IS scenario-driven and screens the
application during entry. This
process helps to ensure the online
application is complete!
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Prescreening (Cont.)

Applications that do not meet the screening requirements will be returned or
rejected.

» Returned applications:

o TrailBlazer will notify the provider (via mail or e-mail) that the application is
being returned, the reason for return and how to reapply.

* Rejected applications:

o TrailBlazer will send a letter to the provider (via mail, e-mail or fax) that
documents and requests the missing information.

o TrailBlazer is not required to make any additional requests for the missing data
elements or documentation after the initial letter.

Note: For more detailed information on returns and rejections, see Internet-
Only Manual (I0OM) Pub. 100-08, Chapter 15, Section 15.8.

http://www.cms.gov/Requlations-and-
Guidance/Guidance/Manuals/Downloads/pim83c15.pdf
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Prescreening (Cont.)

Applications that meet all screening requirements will
begin the enrollment process.
 TrailBlazer will send the provider an acknowledgment letter

that includes a tracking number to allow the provider to
track the various phases of the application.

Note: Providers are encouraged to periodically
monitor the progress of the pending application and
act accordingly if there are any requests for additional
information during the processing phases.
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Enroliment Status Inquiry Tool

‘Welcome, hallie,  edit prafilz | lagaut

Q

uTrailBiazer

HEALTH ENTERPRISES, LLC

“Note: Providers need to be Togged
inta the TrailBlazer Web site in '

Madicare Horme Page » Provider Enrallment

Quick Links g . order to access the Provider
Appels » Provider Enrollment . Enoliment tracking tool.
Audit & Reimbursement # Jump To: Hot Topics | Motices | Contact Us | Publications | Upcoming Events | CMS Links
Beneficiary S
& dibes efrmabion s Fart B Envollment Status Inguiry Tool
Customer Service b Tracking Number: |_ ]
Eclucation ® e Learn more about this tool, : : — _
0l - » How do I obtain a tracking number? - r - |
s Ayverage Processing Days for CMS-B55 Applications and &ppeals, - :tatraé:_kmf ;umﬁr f[él{;] tne
Facility Types » e racking letler snould be
. _ entered into the box above,
Medical Review #»  Provider Furollment Assistance then click "Search".
MsP - |

Access the Enrollment Assistance page before callin Med-i’t:'eire.
hewe Provider Program el .

Payrment > Paper Applications

Policies b3
CMS-8554 CM5-8558
Provider Enrollrment

Fart & Getting Started CMS-8551 CMS-B55R
Part B Getting Started

Epplications CMS Links X "
Irnternet-Based PECOS e e
Opt-0ut Providers

Par Enralimert

Prowider Reporting Changes

Provider-Based Designations Internet-Based PECOS
Revalidation

CM5-8550




ASC Enrollment/State Validation

Part of the ASC enroliment process requires state validation.

Once Medicare has verified the ASC enrollment application, the ASC enroliment
information is forwarded to the appropriate state for validation and site survey
scheduling.

The state will contact the ASC, set up the inspection and then report the results to
the CMS Regional Office. CMS will notify TrailBlazer of the effective date for billing
privileges.

The application will remain in pending status until the state notifies CMS/Medicare of
the “tie-in notice” to finalize and may issue a new ASC provider number.

Questions concerning the state validation process should be directed to the
appropriate state agency or regional CMS office for the ASC survey and certification
process.
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Reminders

Request and obtain an NPI before enrolling or making a change.

Be sure the CMS-855B application is complete. A CMS-855B
application must be completed by all individuals who will be billing
Medicare carriers for medical services furnished to Medicare
beneficiaries and by individuals who are already enrolled in Medicare
but have a new tax ID. If you are reporting a change to your tax ID,
you must complete a new application.

Include the CP575, if needed. A CP575 must be submitted with the
CMS-855I1 and the CMS-855B application any time a tax ID number is
used. The CP375 is the official letter from the IRS confirming the tax
ID number with the legal business name. If the CP575 is not available,
we will also accept a copy of the quarterly tax payment coupon or any
official letter from the IRS that lists the legal business name and tax ID
number.

Slide 61



Reminders (Cont.)

4. Include all necessary supporting documentation. This supporting
documentation includes the CP575 and the CMS-588 authorization
form for EFT, bank documentation, and CMS-460 if participating.

5. Identify a contact person. Once your application has passed CMS
prescreening guidelines, a Provider Enrollment analyst will conduct
research and validation of the enroliment application. Identifying a
contact person who is familiar with the application and who has
access to the physician, practitioner or administrator will help
TrailBlazer obtain the necessary information and/or documentation in
a timely manner.

6. Sign and date the application. In accordance with CMS regulations,
any unsigned CMS-855 applications will be returned to the applicant.
Any changes requested must include the effective date of the change.

7. Submit the completed CMS-855B application.
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Mailing Address

Mail the provider enroliment form to:

TrailBlazer Health Enterprises, LLC
Medicare Part B Provider Enroliment

Colorado New Mexico Oklahoma Texas/IHS

P.O. Box 650710 P.O. Box 650709 P.O. Box 650711 P.O. Box 650544
Dallas, TX 75265-0710 | Dallas, TX 75265-0709 Dallas, TX 75265-0711 | Dallas, TX 75265-0544

Physical address:

TrailBlazer Health Enterprises, LLC
Medicare Part B Provider Enroliment
Executive Center Ill

8330 LBJ Freeway

Dallas, TX 75243-1756



http://www.cms.hhs.gov/cmsforms/downloads/cms855i.pdf

Provider Enroliment Hotline

If you have any questions,
contact the Provider
Enrollment department:

(866) 539-5596
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Completion

Congratulations! This completes the CMS-855B
application for ASCs.

Prior to maliling the form, review the information
to ensure all items are completed, if
appropriate, and copies of all attachments are
iIncluded.
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TrailBlazer Health Enterprises

Education Makes the Difference

How to Complete the Paper
CMS-855B Enroliment
Application for an ASC

Thank you for participating.
C7S

CENTERS for MEDICARE & MEDICAID SERVICES



