
MassHealth Acquired Brain I njury 
W aiver Provider Application

For offi ce use only

Date received:

______/_______/_______

1 . Provider nam e (please print )

2 . Paym ent  m ailing address

3 . City 4 . State 5 . Zip code (enter 9-digit  zip code, if known)

6 . Legal ent ity st reet  address ( if different  from  paym ent  m ailing address)

7 . City 8 . State 9 . Zip code (enter 9-digit  zip code, if known)

1 0 . Telephone num ber (dayt im e)

(               )

1 1 . Cellular telephone num ber (opt ional)

(               )

1 2 . Fax num ber ( if available)

(               )

1 3 . E-m ail address (please print )

1 4 . Tax I D num ber or SSN 1 5 . Contact  person (please print ) 1 6 . Telephone num ber of contact  person

(               )

1 7 . Do you current ly have any Medicaid provider num bers ( in addit ion to the one you are applying for 

with this applicat ion)? This includes a nat ional provider ident ifi er (NPI ) .. . . . . . . . . . . . . . . . . . . . . . . . . . . .  yes    no

NPI  # :   Other (specify)  and # :   Other (specify)  and # :

1 8 . Has there been any disciplinary act ion against  you by any licensing boards or cert ifi cat ion

bodies?. .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  yes    no

 I f “yes,”  please explain on a separate signed, dated piece of paper at tached to this applicat ion. 

1 9 . Have you ever been excluded from  part icipat ion in the Medicaid or Medicare program ? .  yes    no

 I f “yes,” please explain on a separate signed, dated piece of paper at tached to this applicat ion.

2 0 . Preferred m ethod of paym ent  (At tach a com pleted W-9 form  for all types of paym ent .)

  EFT/ Direct  Deposit  (At tach a com pleted EFT-1-ABI  form .)               Check 

2 1 . Type of ownership (Check one.)

  01 – individual applicant  (sole owner)   02 – partnership  03 – nonprofi t  organizat ion

  04 – governm ent  ent ity   05 – corporat ion  06 – t rust

  07 – other (specify) :  

2 2 . I ndicate the services that  you are applying to provide. At tach docum entat ion to show that  the 

specifi c provider standards for each service are m et . (Refer to 130 CMR 630.000.)

  adult  com panion  personal care

  chore services  physical therapy

  com m unity-based substance abuse t reatm ent   supported em ploym ent

  day services  respite

  hom e accessibilit y adaptat ions  specialized m edical equipm ent

  hom em aker  speech therapy

  individual support / com m unity habilitat ion  t ransportat ion

  occupat ional therapy
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I f you have quest ions, contact :  UMass ABI  W aiver Unit  •  1 - 8 6 6 - 2 8 1 - 5 6 0 2  •  ABI info@um assm ed.edu

1 (over   )



ABI  w aiver provider applicat ion cert ifi cat ion

Please Read Carefully and Sign

This is an applicat ion to be a provider in the MassHealth program . This applicat ion will becom e part  of, 

and is incorporated by reference into, the provider agreem ent  between this applicant  and MassHealth. 

The applicant  should m ake and keep a copy of this provider applicat ion as a record before subm it t ing a 

signed original to MassHealth. MassHealth will retain this provider applicat ion for its records. Moreover, 

the applicant  should understand that  it  has a cont inuing obligat ion to inform  MassHealth of any change 

in the inform at ion subm it ted on or with the provider applicat ion within 14 days of the date on which the 

applicant  becom es aware of such change.

 

I  cert ify under the pains and penalt ies of perjury that  the inform at ion on this form  and any at tached 

statem ent  that  I  have provided has been reviewed and signed by m e, and is t rue, accurate, and com plete, 

to the best  of my knowledge. I  also cert ify that  I  am  the provider or, in the case of a legal ent ity, duly 

authorized to act  on behalf of the provider. I  understand that  I  m ay be subject  to civil penalt ies or cr im inal 

prosecut ion for any falsifi cat ion, om ission, or concealm ent  of any m aterial fact  contained herein.

Provider ’s signature (signature and date stam ps, or the Printed legal nam e of provider
signature of anyone other than the provider or a person legally

authorized to sign on behalf of a legal ent ity, are not  acceptable)

Printed legal nam e of individual signing ( if the Tit le

provider is a legal ent ity)

Date

Send your com pleted applicat ion to:

UMass ABI  Waiver Unit

Provider Network Adm inist rator

333 South St reet

Shrewsbury, MA 01545

2


