Cenpatico

Improving Lives.

Cenpatico Facility/ Agency Credentialing Application

INSIRUCTIONS

Please complete the application thoroughly in its entirety. The checklist below may not be exhaustive of all
materials, butis provided as a guide forthe documents required to complete the credentialing process.

Please enclose the following with yourcompleted Facility & Ancillary Provider Applic ation:

[] StaffRosterforallbehavioralhealth tre atment staff. Must be submitted in excelformaton the
template provided on the “join ournetwork” page atwww.cenpatico.com

[l Copyofthe completed Disclosure of Ownership Form- found on the “join ournetwork” page at
www.cenpatico.com

[] W9 Form
[l AcopyofyourJCAHO/CARF COA/orAOAaccreditation letterwith datesofaccreditation.

[] Acopyofthe state orlocallicense(s) and/orcertificate(s) underwhich yourfacility operates.
Include alldocumentation formultiple facility lo ¢ a tions.

[ Medicaid enrolment/c etific ation le tte rwith Me dic aid Number

[] Medicare enmwlment/certific ation letterwith Medic are number

[] AcopyofyourCIA license. (ffapplicable)

[] AcopyofyourPhamacylicense. (fapplicable)

[] Acopyofyourprfessionaland generalliability mnsurance policy with the limitsofcoverage per
occurmrence and inaggregate,name ofliability camier,and insurance effective date and expiration
date (Month/Day/Year).

[] AcopyofyourNDMSagreement. (fapplicable)

[] Acopyofyourstate orlocalfire/health certificate (Non-accredited fac litie s o nly)

[] AcopyofyourQuality Assurance Plan (Non accredited fac ilitie s o nly)

[l AcopyofyourCredentialing Procedures(Accredited and Non accredited fac ilitie s)

[ ] Description of Aftercare orFollow up Program (Non-accredited fac ilitie s o nly)

[] OrganizationalChartsinc luding staffto Patient Ratios (Non accredited fac ilitie s o nly)

**Please Note: A separate Facility & Ancillary Credentialing Application must be completed for each facility
with a unique Federal Tax ID.
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Facility and Ancillary Credentialing Application

L] Initial Cre d e ntialing [ ] Addition ofa new site/service to a curment
contract
IegalName:
ParentCompany/ Health
System Name (fapplicable):
d/b/a:
Facility Type
|:|H0spita1 |:|CommunityMentalHealthCenter
|:| Inte nsive Family Inte rve ntion |:| Rehabiltation Center
[ ] Adult Living Fac ility [ ] Assisted Iong-Term Care Fac ility
[ | Home Health Agency DOutpatientCh'nic
L] Federally Qualified Health Cente ¥ RHC [ ] Substance Use TreatmentFac ity
[ ] Other, ]
Identify Ievels of Care Offered by Facility
(fFyou are already contracted with Cenpatico, selectonly the levelofcare being added)
Psyc hia tric/ Me ntal He a lth Substance Abuse, ChemicalDependency
Child Adol Adult G enia tric Child Adol Adult G enia tric

Inpatient ] ] ] ] Inpatient De tox ] ] ] ]
Partial ] ] ] ] IPRehab ] ] ] ]
IoP L] L] L] L] Partial L] L] L] L]
Observation ] ] ] ] IopP ] ] ] ]
Residential ] ] ] ] Residential ] ] ] ]
ECT O VP O O/P | Ambulatory Detox O O ] ]
Other: (ie. Medic ation Assisted |:| Methadone |:| Suboxone
SIPP, PRIF) I:l I:l I:l I:l Treatment

Other____ D D D D

KDetoxificationis offered atfacility, on which unit are services offered:

|:| Iocated on Medic al Floor/ Unit |:| Iocated on Behavioral He alth Fo o v/ Unit
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Facility Practice Iocations

> Mental He alth Substance Abuse
e | &) 2] 2| - 515, |
Fa cility Ioc ations ?c £ E A S g i % 2 ‘E A 5 .SE i
Sl ElE| % F| |58 B E|%]F|28 &
“ | 8|~ $| 2| 8|8 & 3|27 5
< =} o < ©
Iocation #1
Addr chid [ |00 OO0 0O 00O | O O O O O
Adol |0 |0 |00 0O O O] O O ooy O
P Adue |0 100|000 0 O] O O O O O dj O
F Gei |[1 |O0|OO0O | OO0 | O 0O OO 0O
NPI ECT |:| rp |:| o/P |:| Methadone |:| Suboxone
Taxonomy: # of/PBeds | # ofMedicare /P
(MH): Beds # of Y PBeds (SA):
Iocation #2
Addr chid [ [0 |O0O0O 0O 00O | O O O O O
Adol |0 |0 |00 0O O O] O O ooy O
P: Adue |0 00|10/ 00 0O O] O O oo o O
F gei | (OO0 [0O 0 0O 0O O O ooy oy
NPI ECT I:‘ P |:| o/P I:‘ Methadone I:‘ Suboxone
Taxonomy: # of/PBeds | # ofMedicare /' PBeds
(MH): (MH): # of YPBeds (SA):
Iocation #3
Addr: chid ([ (OO0 000 0O 0] 0O O] O] O
Adol | [0 1O 0O O OO 0O O O O OO O O
P: Adut | (OO0 000/ 0100 0O 0] 0
F Ged | |O0|OO OO 0O 0O 0O 0O O] O O
NPI ECT | [ ]| ve| []| o/ [1| Methadone ] Suboxone
Taxonomy: # of UPBeds | # of Medicare / PBeds
(MH): (MH): # of YPBeds (SA):
Iocation #4
Addr chid |[1 || 0O0 O] O O O O O O] O] 0O
Adol | [0 OO O OO0 O O O OO O O
P: Adue |0 OO0 00/ 0 010000 0O
B Ged |[1 |0 |00 OO0 0 OO O O O O O
NPI ECT | [ ]| ve| []| o/ [1| Methadone ] Suboxone
Taxonomy: # of/PBeds | # ofMedicare /' PBeds
(MH): (MH): # of YPBeds (SA):
Iocation #5
Addr chia |1 [O 0O0 0O OO 0O O O7 O O O] O
aaor | O OO0 OO OO O O OO O] O] O O O
P Aadu |[O1 (OO0 OO O] O OO O OO O] O
F ced |1 [0/ 0O00O OO0 0O O O] O O O
NPI ECT |:| vp D o/P |:| Methadone D Suboxone
Taxonomy: # of UPBeds | # of Medicare / PBeds
(MH): (MH): # of YPBeds (SA):
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Fa cility Inform a tion

Administra tive/ Mailing Addre ss:

City, State, Zip: County:

Administrative phone: Fax: Email:

Billing Addre ss:

City, State, Zip:

Billing Phone:

FederalTaxID #:

Medicare Provider#: Issue Date: Expiration Date:
Medicaid Provider#: Issue Date: Expiration Date:

Enrolled asa billing providerwith HCA orRegistered on ProviderOne* o Yes 0O No
*Allcontracted providers MUST a) have a signed Core Provider Agreement with HCA or b) Aprmvidermay enwllwith HCA asa “non-

billing” providerif he orshe doesnotwish to serve fee-for-service Medicaid clients, but the providermust have an active NPInumb e rwith
HCA.

III. Contactinformation

Name Phone EmailAddress

Managed Care Contact

Credentialing Contact

Billing Contact

ClinicalDirector

Accreditation Information

Isthe facility accredited? Yes [] No []

Issue Expira tion
Agency Name Acronym Date Date
Accreditation Commission forHealth Care, Inc. ACHC
American Association of Ambulatory Health Centers AAAHC
American Osteopathic Hospital Association AOHA
Commission on Accreditation forRehab Facilties CARF
Community Health Accreditation Program CHAP
Healthcare Quality Association on Accreditation HQAA
Joint Commission on Accreditation of Healthc are Org anizations JC AHO
National Committe e forQuality Assurance NCQA
Utiliza tion Re view Ac creditation Commission/Ac c re dita tion
HealthCare Commission, Inc URAC
State Facility Operating Lic ense N/A
Others(please list)

Please provide a copy of these documents asapplicable, including the results of the survey and a report that shows the
effectwe date of accreditation orcertification, deficiencie sand approved plan forcomective action.
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Iicense and/orCerttification

Issuing Entity Type oflLic or Lic ense Expiration Date
Cettificate Number

Ll bl

Doesthe organizational providerstate licensure/certification include a site visit by the state? [1Yes[]No
Ifyes,please attach a copy ofthe audit, the site visit le tte rinc luding the date of site visit, and any comective action plan
issued.

Insurance Coverage - (Aftach copy ofdeclaration page s)

Current Profe ssionalCamier:

Amount perOccunence: AmountperAggregate:

DatesofCoverage: From: :

CumrentWorkers Compensation Camer:

DatesofCoverage: Fom: :

Fyouare self-insured, we require the portion ofthe facility’sindepende ntly audite d financialstate me nt
whic h showsretention ofthe required amounts.

Accessibility nformation

Ianguage(s) spoken atthislocation:

L] English [ ] Vietnamese

] Sp anish [l Cambodian

[ ] Haitian Creole [ ] Russian

|:|Laotian/Hmong |:|French

[] Polish [ 1 Other

Hours of Operation: L] 24-hours,or

Monday Tuesday Wednesday Thursday Friday Saturday Sunday
__to__ __to__ _ _to__ _ to__ _ to__ _ to__ _ to__
Isthe facilityopen atleast five (5) daysperweek? Yes | No []

WheelchairAccessible? Yes I\'|:|
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Sanc tions

Ifany question below is responded to with a “yes”, ple ase provide an explanation on a separate sheet, and
attac h to this App lic ation.

1. Have there beenorare there cunently pending any malpractice claims, suits, settlementsor
proceedingsinvolving the facility? Yes L] No

2. Hasthe faciltyeverbeen disciplined, fined, excluded from,debamed, suspended,reprimanded,
sanctioned,censured, disqualified orotherwise restricted inregard to participation in the Medicare or

Medicaid program,orinregard to otherfederalorstate govemmentalhealth care plansorprograms?
Yes |:| No

3. Hasthe facility evervoluntarly relinquished orwithdrawn, orfailed to proceed with an applic ation in
orderto avoid an adverse action,orto preclude an investigation orwhile underinve stigation relating to
professionalconduc t? Yes |:| No |:|

4. Hasthe facilty everbeen subjected to sanctionsby a Profe ssionalRe view O1ganization (PSRO or PRO),
a Third Party Payer,ora Regulatory Agency (CIIA, OSHA, etc.) Yes [] No

5. Has the facility’s DEA Registration or State Controlled Substance Certificate (if applicable) everbeen
denied, suspended, orrevoked forany reason? Yes [ No

6. Hasanofficereverbeen convicted of, pled guilty to, orpled nolo contendere to any felony inc luding
anactofviolence,child abuse ora sexualoffense? Yes |:| No |:|

7. Hasthe comworation,anofficerora board membereverbeenconvicted ofa felony?
Yes [] No []

Fa cility Re sponsibility Form

IThereby understand that asa prospective/current Cenpatico provider, lam solely responsible for ensuring that
any licensed practitioners under my employment or working in association with my clinical practice are fully
qualified and have allnecessary licensesrequired by allrelevant laws to legally perform the assigned func tions
within my practice. Further, from time to time, such licensed practitioners may change, as my practice
associates. Ihallsuch cases,Iacceptresponsbility fornotifying Cenpatico in a timely mannerabout these new
amangements and wil be responsible for fully cooperating in the submission of completed application forms
and providing any other information as may be required to satisfy Cenpatico credentialing/recredentialing
requirementsforallsuch individualsassociated with my practice.

By applying for participation with Cenpatico, I hereby fully understand that the information submitted in this
application shallbe held confidential by the Cenpatico and provided only to individuals connected with the
Planon a need to know basis. Not withstanding the foregoing,Iagree to the following:

e Participation in the credentialing review functionsofCenpatico.

e Authorize Cenpatico and its representatives to consult with prior or cunent associates and others who
may have information bearing on our professional competence, character, health status, ethical
qualific ations, ability to work cooperatively with others and other qualifications needed for verific ation
of credentials. This includes such primary source verifications as accreditation bodies, professional
Labilty camers, State and Federal agencies or any other verification entities required by the Plan’s
accrediting bodies, CMS, orotherState orFederalregulatoryagencies.

e Consentto an inspection by Cenpatico and itsrepresentatives of alldocuments that may be maternal
to an evaluation of qualificationsand competence. Thisisapplicable if the applicantisnotaccredited
bya nationallyrecognized accrediting body.

e Consentto the release ofsuch information forcredentialing purposes.
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e Release from liability allrepresentativesof Cenpatico fortheiracts performed and statements made, in
good faith and without malice, in connection with evaluating the application, credentials and
qualification fordetemmination ofcredentialing status.

o Acknowledge that I the Applicant, have the burden of producing adequate information fora proper
evaluation of our professional ethical and other qualifications for credentialing purmpose and for
re so lving any doubtsabout suc h qualific a tions.

e Acknowledge that any material misstate ment in, or omissions from, this applic ation c onstitute cause for
denial of credentialing status or cause for summary for revocation or suspension of privleges and/or
dismissalfrom the participating network.

In order to evaluate this application for participation in and/or continued participation with Cenpatico, the
Facility hereby gives permission to Cenpatico to request from other entities information regarding the Facility s
credentials and qualifications. This includes consent to contact the Facility’s accreditation agencies, State
Regulatory and Licensing Departments, professional hiabilty and workers compensation insurance camiers. The
Facility understands that Cenpatico will use this information in a confidential manneron its own behalf and, if
applcable,asanagentforone ofitsaffiiated networksin connec tion with the administration of Cenpatico.

The Facility certifies that the information provided and the answers to the questions on this application are
accurate and complete. While this application is being evaluated, and if this Facility is selected orretained,
after such selection or retention, the Facility agrees to inform Cenpatico in wrting within 10 days of any
changes in the information provided and the answers to questions on the application as a result of
developmentssubsequentto the execution ofthisapplic ation.

The Facility agrees that submission of this application does not constitute selection orretention by Cenpatico
onitsown behalfand ifthe Facility isinitially applying forparticipation, grants this Facility no rightsorprviegesin
any Cenpatico programsorany program untilsuc h time asthis Facility receivesnotice ofparticipation.

Allinforma tion submitted in thisapplication istrue and complete to the best of my/ourknowledge and belief. A
photo copy of this original constitutes our wrtten authorization and requests to release any and all
documentation relevant to thisapplication. A photo copy shallhave the same force and effect as the signed
original

Signature of Facility CEO (orauthorized designee): Title :

Name (Print): Date:
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