Local Health Department
Vaccination Billing Project
Pomperaug Health District

In conjunction with the
Connecticut Association Directors of Health and
State Department of Public Health

July 6,2012

Table of Contents

Introduction
Billing Manual - First Phase

NPI (National Provider Identifier)
Application Form

Medicare
Part “B” - NGS (NationallGovernmental Services)
Insurers Availability Information Page
Appendices M-1 thru M-11

TransactRx
Insurers Availability Information Page
Appendices T-1 thru T-3

Anthem
Insurers Availability Information Page
Provider Application

Sample Contract Agreement



Connecticare
Insurers Availability Information Page
Provider Application
Sample Contract
Aetna
Insurers Availability Information Page
Sample Contract Agreement
CAQH (Council for Affordable Quality Healthcare)
Credentialing - UPD (Universal Provider DataSource)

Others

Medicaid, UnitedHealthCare, Cigna &



Introduction — Tab
Vaccination Billables



Connecticut Association of Directors of Health
Vaccination Billing Project Model Site
June 29, 2012

Prepared by Pomperaug Health District Staff : Neal Lustig, MPH, Director of
Health, Mona LaBissoniere, Health Educator and Casey Foster, Public Health
Intern

Introduction:

In the fall of 2011, the State Department of Public Health (SDPH) was
awarded a grant from the Centers for Disease Control (CDC) to assist Local
Health Departments (LHD) in billing for immunizations. Through a joint
effort with the Connecticut Association of Directors of Health (CADH) a
proposal was developed where CADH and the SDPH would work
cooperatively in this effort. The final proposal included the support for one
“Model Site” and five “Test Sites” among other objectives. The Pomperaug
Health District, with extensive experience in billing for flu vaccinations, was
awarded a subcontract through CADP in the spring of 2012. Our role in the
“CADH Vaccination Billing Project” is three fold.

a) Develop a Billing Manual with the first phase on instructing LHD

how to secure contracts for vaccination billing.

b) Second phase of Billing Manual will include information on a
model billing process, which would include several methods of
billing to Medicare and private payers.

c) Become a supporting member of stakeholder team to support and
expand the Vaccination Billing possibility for Local Health
Departments.

Billing Manual - First Phase

As described above the first phase of the billing manual (model site) is
complete. We have provided information on how to secure contracts and
become credentialed for most but not all of the public and private payers in
CT. These include:

* National Governmental Service (NGS) - Medicare Part B

e Anthem
¢ Connecticare
e Aetna

We have been unable thus far to provide contracting information for:

e United Health Care
* (igna
e Medicaid



Be advised that the stakeholder work group is actively engaging the
CT Department of Social Services (DSS) in resolving barriers to Medicaid
contracting.

This model site manual is a work in progress and insurance
contracting is a sometimes-challenging effort. We have provided the user
with valuable contact information, website links, sample contracts,
applications, and important requirements for each insurer.

NGS Medicare is by far the most difficult insurer to obtain billing
status partially due to the government’s heightened concerns with fraud. Be
advised that the acquisition of a National Provider Identifier (NPI) Number is
required for all contracts. We have a section on how to do that.

Additional Note - First Phase

We have decided to include a section on a company called TransactRx.
This company has an excellent real time web based interfaced and claims
that by contracting with them a local health department can avoid the time
consuming and expensive Medicare Part B credentialing process. The also
further claim that they can assist a LHD in securing contracts for private
payers in CT, at least the ones that participate with LHD. We have included
them in phase 1 because some of the pilot sites may choose this path.
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Insurers Availability Information Page

Medicare Part “B” - NGS (National Governmental Services)

Provider Availability - Yes

Types of contracted immunization service available to Local Health Departments (LHD):
* Influenza vaccine
* Pneumococcal vaccine

Note: Medicare Billing for Flu & Pneumonia is through Medicare Part “B”. Separate billing
for Shingles vaccine, et. al. is possible through Medicare Part “D” as a pharmacy benefit.
That Medicare part “D” to be discussed in separate section.

Medicare Part B Contact Person:
National Government Services

P.O. Box 6189

Indianapolis, IN 46206

Phone: 866-837-0241

Customer Care Representative

Provider Enrollment Phone: 888-379-3807

A) Provider Requirements:
Note: Application to become a public health Medicare Part “B” provider is an involved multistep
process. The Medicare program continues on its path to reduce fraud, and increase
compliance with provider standards. Towards that goal there is a process to prove what type of
organization your health department is, along with key and sometimes sensitive information on
health department employees and structure. The answers to those questions may be slightly
different for a health district as compared to a municipal health department.
* Public Health Department must:

o have an NPI (National Provider Identifier) number — see NPI Section

o have a Tax ID number — Employer ID Number (EIN)

o complete CMS 855b application — See Pomperaug Health District Copy

o or fill out an online “Provider Enrollment Chain and Ownership” (PECOS) Form —
an electronic 855B
Pay a fee of around $523
o Supply SSN of managing officer or similar

©)

* LHD are providers in Medicare terminology

* LHD are probably considered a corporation

* LHD are Limited Screening in Medicare Terminology

* CMS - stand for Centers for Medicare and Medicaid Services



Insurers Availability Information Page

* CMS wants to know all — who, what, where, ownership, controls — financial
* PTAN — Provider Transaction Access Number — older term that may be part of NPI
process.

B) Application Process:
* Obtain NPl Number — See NPI Section
*  Website — NGSMedicare.com (screenshot) Appendix M-2
* Enrollment Tools (Screenshot) (M-3)
* Group/Organization enrolling for First Time
* Complete CMS 855b — paper form — download from NGSMedicare.com
or the Internet — based Provider Enrollment Chain and Ownership System (PECOS)
* See Attachment Info. Sheet on PECOS — also applies to 855B — paper (M-4)
* Author of this manual recommends Paper 855B, as opposed to online version

C) Appllcatlon Process — Tips on 855B
Mass Immunizer Roster Biller Only
* 855R — Not Needed
* See Tips to Facilitate Medicare Enrollment Process (855B) Appendix M-5
* See Pomperaug Health District 855B Application as guide
* CMS - Constantly Updating 855B — Check for Latest Version
» Section 5, page 22 “Managing Control”
* Section 6, page 25 — SSN Required, Authorized Official
* Section 17, page 34 — Supporting Documents
A. CMS 588 — Electronic Funds Transfer (see sample) (M-6)
B. Copy Attestation for governmental entities (see sample) (M-7)
C. CT State Department of Public Health Letter (M-8)
D. Tax Payer — IRS EIN Document (M-9)
E. Proof Payment Medicare Application Fee (M 10-11)
* Section 4 — page 15 — only one practice location
* Medicare Application Fee will be paid online after acquiring NPl Number www.pay.gov
(M-12)
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MEDICARE ENROLLMENT APPLICATION

Clinics/Group Practices
and Certain Other Suppliers

CMS-855B

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

CIS,

CENTERS for MEDICARE 8 MEDICAID SERVICES
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DEPARTMENT OF HEALTH AND HUMAN SERVICES Form Approved
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0685

WHO SHOULD SUBMIT THIS APPLICATION
Clinics and group practices can apply for enrollment in the Medicare program or make a change in their
enrollment information using either:
* The Internet-based Provider Enrollment, Chain and Ownership System (PECOS), or
* The paper enrollment application process (e.g., CMS 855B).

For additional information regarding the Medicare enrollment process, including Internet-based PECOS, go
to htip://www .cms.goviMedicareProviderSupEnroll.

Clinics and group practices who are enrolled in the Medicare program, but have not submitted the CMS
855B since 2003, are required to submit a Medicare enrollment application (i.e., Internet-based PECOS or
the CMS 855B) as an initial application when reporting a change for the first time:

The following suppliers must complete this application to initiate the enrollmerit process:

» Ambulance Service Supplier * Mammography Center

* Ambulatory Surgical Center ¢ Mass Immunization (Roster Biller Only)
* Clinic/Group Practice ¢ Part B Drug Vendor

* Independent Clinical Laboratory * Portable X-ray Supplier

* Independent Diagnostic Testing Facility (IDTF)
* Intensive Cardiac Rehabilitation Supplier

If your supplier type is not listed above, contact your designated fee-for-service contractor before you
submit this application.

Radiation Therapy Center

Complete and submit this application if you are an organization/group that plans to bill Medicare and

you are:

* A medical practice or clinic that will bill for Medicare Part B services(e.g., group practices, clinics,
independent laboratories, portable x-ray suppliers).

* A hospital or other medical practice or clinic that may bill for Medicare Part A services but will also
bill for Medicare Part B practitioner services or provide purchased laboratory tests to other entities that
bill Medicare Part B.

* Currently enrolled with a Medicare fee-for-service contractor but need to enroll in another
fee-for-service contractor’s jurisdiction(e.g., you have opened a practice location in a geographic
territory serviced by another Medicare fee-for-service contractor).

e Currently enrolled in Medicare and need to make changes to your enrollment data (e.g., you have
added or changed a practice location). Changes must be reported in accordance with the timeframes
established in 42 C.FR. § 424.516(d). (IDTF changes of information must be reported in accordance with
42 CFR.§41033)

BILLING NUMBER INFORMATION

The National Provider Identifier (NPI) is the standard unique health identifier for health care providers

and is assigned by the National Plan and Provider Enumeration System (NPPES). As a Medicare health
supplier, you must obtain an NPI prior to enrolling in Medicare or before submitting a change for
your existing Medicare enrollmentinformation. Applying for an NPI is a process separate from Medicare
enrollment. As a supplier, it is your responsibility to determine if you have “subparts.” A subpart is a
component of an organization (supplier) that furnishes healthcare and is not itself a legal entity. If you do
have subparts, you must determine if they should obtain their own unique NPIs. Before you complete this
enrollment application, you need to make those determinations and obtain NPI(s) accordingly.

CMsS-8558 (07/11) 1



Important: For NPI purposes, sole proprietors and sole proprietorships are considered to be “Type
1” providers. Organizations (e.g., corporations, partnerships) are treated as “Type 2” entities. When
reporting the NPI of a sole proprietor on this application, therefore, the individual’s Type 1 NPI
should be reported; for organizations, the Type 2 NPI should be furnished.

To obtain an NPI, you may apply online athttps://NPPES.cms.hhs.gov. For more information about subparts,
visit www.cms.gov/NationalProvldentStandto view the “Medicare Expectations Subparts Paper.”

The Medicare Identification Number, often referred to as a Provider Transaction Access Number (PTAN)
or Medicare “legacy” number, is a generic term for any number other than the NPI that is used to identify a
Medicare supplier.

INSTRUCTIONS FOR COMPLETING AND SUBMITTING THIS APPLICATION

* Type or print all information so that it is legible. Do not use pen¢il.

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

* Attach all required supporting documentation.
* Keep a copy of your completed Medicare enrollment package for your records.

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

AVOID DELAYS IN YOUR ENROLLMENT

To avoid delays in the enrollment process, you should:
* Complete all required sections.

* Ensure that the legal business name shown in Section 2 matches the name on the tax documents.
Ensure that the correspondence address shownin Section 2 is the supplier’s address.

Enter your NPI in the applicable sections.

Enter all applicable dates.

Ensure that theé correct person signs the application.

Send your/application and all supporting documentation to the designated fee-for-service contractor.

ADDITIONAL INFORMATION

For additional information regarding the Medicare enrollment process, visit www.cms.gov/
MedicareProviderSupEnroll.

The fee-for-service contractor may request, at any time during the enrollment process, documentation to
support and validate information reported on the application. You are responsible for providing this
documentation in a timely manner.

Certain information you provide on this application is considered to be protected under 5 U.S.CSection 552(b)(4)
and/or (b)(6), respectively. For more information, see the fast page of this application for the Privacy Act Statement.

MAIL YOUR APPLICATION

The Medicare fee-for-service contractor (also referred to as a carrier or a Medicare administrative contractor)
that services your State is responsible for processing your enrollment application. To locate the mailing
address for your fee-for-service contractor, go to www.cms.gov/MedicareProviderSupEnroll.

CMS-8558B (07/11) 2



SECTION 1: BASIC INFORMATION

NEW ENROLLEES AND THOSE WITH A NEW TAX ID NUMBER

If you are:

. yEnrolling in the Medicare program for the first time with this Medicare fee-for-service contractor under
this tax identification number.

* Already enrolled with a Medicare fee-for-service contractor but are establishing a practice location in
another fee-for-service contractor’s jurisdiction.

* Enrolled with a Medicare fee-for-service contractor but have a new tax identification number. If you
are reporting a change to your tax identification number, you must complete a new application.

* A hospital or an individual hospital department that is enrolling with a fee-for-service contractor to bill
for Part B services.

The following actions apply to Medicare suppliers already enrolled in the program:

ENROLLED MEDICARE SUPPLIERS

Reactivation

To reactivate your Medicare billing privileges, submit this enroliment application. In addition, prior to
being reactivated, you must be able to submit a valid claim and meet all cutrent requirements for your
supplier type before reactivation may occur.

Voluntary Termination
A supplier should voluntarily terminate its Medicare enrollment when it:
*  Will no longer be rendering services to Medicare patients, or

* Is planning to cease (or has ceased) operations.

Change of Ownership

If a hospital, ambulatory surgical centef, or portable X-ray supplier is undergoing a change of ownership
(CHOW) in accordance with the principles outlined in 42 C.F.R. 489.18, the entity must submit a new
application forthe new ownership.

Change of Information
A change of information should be submitted if you are changing, adding or deleting information under
your current tax identification number.

Changes in your existing €nroliment data must be reported to the fee-for-service contractor in accordance
with 42 C.FR. § 424.516 (Physician and Non Physician Practitioner Organizations). (IDTF changes of
information must comply with the provisions found at 42 C.F.R. § 410.33.)

If you are already enrolled in Medicare and are not receiving Medicare payments via EFT, any

change to your enrollment information will require you to submit a CMS-588 form. All future

payments will then be made via EFT.

Revalidation

CMS may require you to submit or update your enroliment information. The fee-for-service contractor will
notify you when it is time for you to revalidate your enrollment information. Do not submit a revalidation
application until you have been contacted by the fee-for-service contractor.

CMS-8558 (07/11) 3



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

A. Check one box and complete the required sections.

REASON FOR APPLICATION

BILLING NUMBER INFORMATION

REQUIRED SECTIONS

O You are a new enrollee in
Medicare

Enter your Medicare Identification

Complete all applicable

Numbser (if issued) and the NPI youygsagetions

would like to link to this number in
Section 4.

Ambulance suppliers must

m&?@ete Attachment 1

IDTF suppliers must complete
Attachment 2

O You are enrolling in
another fee-for-service
contractor’s jurisdiction

Enter your Medicare Identification
Number (if issued) and the NPI you
would like to link to this number in
Section 4.

Complete all applicable
sections

Ambulance suppliers must
complete Attachment 1

IDTF suppliers must complete
Attachment 2

O You are reactivating your
Medicare enrollment

Enter your Medicare Identification
Number (if issued) and the NPI you
would like to link to this number in
Section 4.

Medicare Identification Number(s)
(if issued):

National Provider Identifier (if issued):

Complete all applicable
sections

Ambulance suppliers must
complete Attachment 1

IDTF suppliers must complete
Attachment 2

O You are voluntarily
terminating your
Medicare enroliment. (This
is not the same as“opting
out” of the program)

Effective Date of Termination:

Medicare Identification Number(s) to
Terminate (if issued):

National Provider Identifier (7f issued):

Sections 1,2B1, 13, and either
15or 16

[f you are terminating an
employment arrangement

with a physician assistant,
complete Sections 1A, 2G, 13,
and either 15 or 16

CMS-8558 (07/11)



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

A. Check one box and complete the required sections.

REASON FOR APPLICATION

BILLING NUMBER INFORMATION

REQUIRED SECTIONS

O You are changing your
Medicare information

Medicare Identification Number:

National Provider Identifier (if issued):

Go to Section |B

® You are revalidating your
Medicare enroliment

Enter your Medicare Identification
Number (if issued) and the NPI you
would like to link to this number in
Section 4.

Complete all applicable
sections

Ambulance suppliers must
complete Attachment 1

IDTF suppliers must complete
Attachment 2

CMS-855B (07/11)



SECTION 1: BASIC INFORMATION (Continued)

B. Check all that apply and complete the required sections:

REQUIRED SECTIONS

Identifying Information

1, 2 (complete only those sections that are changing)
3, 13, and either 15 (if you are an authorized official)
or 16 (if you are a delegated official), and 6 for the
signer if that authorized or delegated officialhas not
been established for this supplier

Final Adverse Actions/Convictions

1,2B1, 3, 13, and either 15 (if yoware an authorized
official) or 16 (if you are a‘delegated official), and
6 for the signer.if that authorized or delegated official
has not been established for this supplier

Practice Location Information, Payment
Address & Medical Record Storage
Information

1, 2B1, 3, 4 (complete only those sections that are
changing), 13, and either 15.(if you are an authorized
official) or'16 (if you are a delegated official), and
6 for the signer if that authorized or delegated official
has not been established for this supplier

O Change of Ownership (Hospitals, Portable
X-Ray Suppliers & Ambulatory Surgical
Centers Only)

Complete all sections and
provide a copy of the sales agreement

B Ownership Interest and/or Managing
Control Information (Organizations)

1,2B1, 3, 5, 13, and either 15 (if you are an authorized
official) or 16 (if you are a delegated official), and 6
for the signer if that authorized or delegated official

has not been established for this supplier

0O Ownership Interest and/or Managing Control
Information' (Individuals)

1,2B1, 3, 6, 13, and either 15 (if you are an authorized

official) or 16 (if you are a delegated official), and 6
for the signer if that authorized or delegated official

has not been established for this supplier

O Billing Agency Information

1, 2B1, 3, 8 (complete only those sections that are
changing), 13, and either 15 (if you are an authorized
official) or 16 (if you are a delegated official), and 6
for the signer if that authorized or delegated official
has not been established for this supplier

Authorized Official(s)

1, 2B1, 3, 13, 15 or 16 (if you are a delegated
official), and 6 for the signer if that authorized or
delegated official has not been established for
this supplier

Delegated Official(s) (Optional)

1, 2B1, 3, 13, 15,16, and 6 for the signer if that
delegated official has not been established for
this supplier.

CMS-855B (07/11)



SECTION 1: BASIC INFORMATION (Continued)

ATTACHMENT 1: AMBULANCE SERVICE SUPPLIERS (ONLY)

REQUIRED SECTIONS

0O Geographic Area

1,2B1, 3, 13, and 15 if you are the
authorized official or 16 if you are the
delegated official

Attachment 1(A)

[ State License Information

1,2B1, 3, 13, and 15 if you are the
authorized official or 16 if you are the
delegated official

Attachment 1(B)

O Paramedic Intercept Services Information

1,2B1, 3, 13, and 15 if you are the
authorized official or 16 if you are the
delegated official

Attachment 1(C)

dJ Vehicle Information

1, 2B1, 3, 13, and 15 if you are the
authorized official or 16 if you are the
delegated official

Attachment 1(D)

ATTACHMENT 2: INDEPENDENT DIAGNOSTIC TESTING
FACILITIES (ONLY)

REQUIRED SECTIONS

0O CPT-4 and HCPCS Codes

1,2B1, 3,13, and 15 if you are the
authorized official or 16 if you are the
delegated official

Attachment 2(B)

O Interpreting Physician Information

1,2B1, 3, 13, and 15 if you are the
authorized official or 16 if you are the
delegated official

Attachment 2(C)

0 Personnel (Technicians) Who' Perform Tests

1,2B1, 3, 13, and 15 if you are the
authorized official or 16 if you are the
delegated official

Attachment 2(D)

O Supervising Physician(s)

1,2B1, 3, 13, and 15 if you are the
authorized official or 16 if you are the
delegated official

Attachment 2(E)

[ Liability Insurance Information

1,2B1, 3, 13, and 15 if you are the
authorized official or 16 if you are the
delegated official

Attachment 2(F)

CMS-8558B (07/11)



SECTION 2: IDENTIFYING INFORMATION

A. Type of Supplier

Check the appropriate box to identify the type of supplier you are enrolling as with Medicare. If you are
more than one type of supplier, submit a separate application for each type. If you change the type of
service that you provide (i.e., become a different supplier type), submit a new application.

Y our organization must meet all Federal and State requirements for the type of supplier checked below.

TYPE OF SUPPLIER: (Check one only)

O Ambulance Service Supplier Mass Immunization (Roster Biller Only)
O Ambulatory Surgical Center O Pharmacy

O Clinic/Group Practice O Physical/Occupational Therapy Group in
[ Hospital Department(s) Private Practice

O Independent Clinical Laboratory O Portable X-ray Supplier

O Independent Diagnostic Testing Facility O Radiation Therapy Center

O Intensive Cardiac Rehabilitation [ Other (Specify):

OO Mammography Center

B. Supplier Identification Information
1. BUSINESS INFORMATION

Legal Business Name (not the “Doing Business As* name) as reported to the internal Revenue Service

Pomperaug District Department of Health

Tax Identification Number

Other Name Type of Other Name

O Former Legal Business Name
[ Doing Business As Name

[ Other {Specify):

Identify how your business is registered with the IRS. (NOTE: If your business is a Federal and/or State
government provider or.stpplier, indicate “Non-Profit” below.)

O Proprietary &l Non-Profit

NOTE: If a checkbox indicating Proprietary or non-profit status is not completed, the provider/supplier will be
defaulted to “Proprietary.”

Identify the type of organizational structure of this provider/supplier (Check one)

O Corporation [ Limited Liability Company [ Partnership
O Sole Proprietor Other (Specify):Local Health Dept.
Incorporation Date (mm/ddlyyyy) (if applicable) State Where Incorporated (if applicable)

L 4

Is this supplier an indian Health Facility enrolling with the designated Indian Health Service (IHS) Medicare
Administrative Contractor (MAC)?

O vyes O No

CMS-855B (07/11)



SECTION 2: IDENTIFYING INFORMATION (Continued)

2. STATE LICENSE INFORMATION/CERTIFICATION INFORMATION

Provide the following information if the supplier has a State license/certification to operate as the supplier
type for which you are enrolling.

X state License Not Applicable

License Number State Where Issued

Effective Date (mm/ddlyyyy) Expiration/Renewal Date (mm/ddlyyyy)

Certification Information
Certification Not Applicable

Certification Number State Where Issued

Effective Date (mm/ddiyyyy) Expiration/Renewal Date (mm/ddiyyyy)

3. CORRESPONDENCE ADDRESS

Provide contact information for the entity or person listed.in Question 1 of this section. Once enrolled, the
information provided below will be used by the fee-for-service contractor if it needs to contact you
directly. This address cannot be a billing agency’s address.

Mailing Address Line 1 (Street Name and Number)

800 Main Street South TN
Mailing Address Line 2 (Suite, Room, etc.) i} o
Suite 124

City/Town State ZIP Code + 4

Southbury CT 06488-4212

Telephone Number Fax Number (if applicable) E-mail Address (if applicable)

203-264-9616 203-262-1860 pomphealth@earthlink.net

C. Hospitals Only

This section should only be completed by hospitals that are currently enrolled or enrolling with a fee-for
service contractor (theé Part A Medicare contractor), and will be billing a fee-for-service contractor for
Medicare Part B services, as follows:

* Hospitals that need departmental billing numbers to bill for Part B practitioner services.

* Hospitals requiring a Part B billing number to provide pathology services.

» Hospitals requiring a Medicare Part B billing number to provide purchased tests to other :
Medicare Part B billers.

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

If your organization is not a hospital,and believes it will need a Part B billing number, contact the
designated fee-for-service contractor to determine if this form should be submitted.

CMS-8558 (07/11)



SECTION 2: IDENTIFYING INFORMATION (Continued)

C. Hospitals Only (Continued)
NOTE: If your hospital is enrolling a clinic that is not provider-based, do not complete this section.

Check I “Clinic/Group Practice” in Section 2A and complete this entire application for the clinic.
1. Are you going to:

O bill for the entire hospital with one billing number? (If yes, continue to Section 2D.)

O separately bill for each hospital department? (If yes, answer Question 2.)

2. List the hospital departments for which you plan to bill separately:

DEPARTMENT MEDICARE IDENTIFICATION NUMBER NPI

D. Comments/Special Circumstances
Explain any unique circumstances concerning your practice location, the method by which you render

health care services, etc.
As the local health department for 3 towns, we are a mass immunizer, providing approximately 3200 influenza and
pneumococcal vaccines each year. We may roster bill or bill @lectronically.

E. Physical Therapy (PT) and Occupational Therapy (OT) Groups Only

1. Are all of the group’s PT/OT services rendered in patients’ homes or in the Q YES O NO
group’s privaté office space?

2. Does this group maintain private office space? O YES O NO

3. Does this group ownglease, or rent its private office space? QG YES O NO

4. Is this private office space used exclusively for the group’s private practice? O YES O NO

5. Does this group provide PT/QT services outside of its office and/or patients’ homes? QO YES O NO

If you responded Y ES/t0any of the questions 2-5 above, submit a copy of the lease agreement that gives the
group exclusive use of the facilities for PT/OT services.

F. Accreditation for Ambulatory Surgical Centers (ASCs) Only
NOTE: Copy and complete this section if more than one accreditation needs to be reported.

Check one of the following and furnish any additional information as requested:
O The enrolling ASC supplier is accredited.

O The enrolling ASC supplier is not accredited (includes exempt providers).

Name of Accrediting Organization

Effective Date of Current Accreditation (mm/dd/yyyy) Expiration of Current Accreditation (mm/dd/yyyy)

CMS-855B (07/11) 10



SECTION 2: IDENTIFYING INFORMATION (Continued)

G. Termination of Physician Assistants (Only)
Complete this section to delete employed physician assistants from your group or clinic.

EFFECTIVE DATE | PHYSICIAN ASSISTANT's |  PHYSICIAN ASSISTANT'S | piiyqicjaN ASSISTANT'S
MEDICARE IDENTIFICATION
OF DEPARTURE NAME o NPI

H. Advanced Diagnostic Imaging (ADI) Suppliers Only

This section must be completed by all suppliers that also furnish and will bill Medicare for ADI services.
All suppliers furnishing ADI services MUST be accredited in each ADI Modality checked below to qualify
to bill Medicare for those services.

Check each ADI modality this supplier will furnish and the name of the Accrediting Organization that
accredited that ADI Modality for this supplier.

[0 Magnetic Resonance Imaging (MRI)
Name of Accrediting Organization for MRI

Effective Date of Current Accreditation (mm/ddiyyyy) Expiration Date of Current Accreditation (mm/ddiyyyy)

OO0 Computed Tomography (CT)
Name of Accrediting Organization for CT

Effective Date of Current Accreditation (mm/ddlyyyy) Expiration Date of Current Accreditation (mm/dd/yyyy)

O Nuclear Medicine (NM)
Name of Accrediting Organization for NM

Effective Date of Current Accreditation (mm/ddiyyyy) Expiration Date of Current Accreditation (mm/ddfyyyy)

O Positron Emission Tomography (PET)
Name of Accrediting Organization for PET

Effective Date of Current Accreditation (mm/ddlyyyy) Expiration Date of Current Accreditation (mm/ddlyyyy)

CMS-855B (07/11) 1



SECTION 3: FINAL ADVERSE LEGAL ACTIONS/CONVICTIONS

This section captures information on final adverse legal actions, such as convictions, exclusions,
revocations, and suspensions. All applicable final adverse legal actions must be reported, regardless of
whether any records were expunged or any appeals are pending.

Convictions

1.

The provider, supplier, or any owner of the provider or supplier was, within the last 10 years
preceding enrollment or revalidation of enrollment, convicted of a Federal or State felony offense
that CMS has determined to be detrimental to the best interests of the program and its beneficiaries.
Offenses include:
Felony crimes against persons and other similar crimes for which the individual was convicted,
including guilty pleas and adjudicated pre-trial diversions; financial crimes such as extortion,
embezzlement, income tax evasion, insurance fraud and other similar crimes for which the
individual was convicted, including guilty pleas and adjudicated pre-trial diversions; any felony
that placed the Medicare program or its beneficiaries at immediate risk (such‘as a malpractice suit
that results in a conviction of criminal neglect or misconduct); and any felonies thatwould result
in a mandatory exclusion under Section 1128(a) of the Act.

Any misdemeanor conviction, under Federal or State law, related to: (a) the delivery of an item or
service under Medicare or a State health care program, or (b) the abuse or neglect of a patient in
connection with the delivery of a health care item or service.

Any misdemeanor conviction, under Federal or State law, related to theft, fraud, embezzlement,
breach of fiduciary duty, or other financial miscofiduct in connection'with the delivery of a health
care item or service.

Any felony or misdemeanor conviction, under Federal or State law, relating to the interference with
or obstruction of any investigation into any criminal offense described in 42 C.F.R. Section 1001.101
or 1001.201.

. Any felony or misdemeanor conviction, under Federal or State law, relating to the unlawful

manufacture, distribution, preséription, or dispensing of a controlled substance.

Exclusions, Revocations, or Suspensions

1.

Any revocatiori or suspension of @ license to provide health care by any State licensing authority.
This includés the surrender of such a license while a formal disciplinary proceeding was pending
before a State licensingauthority.

2. Any revocation.of suspension of accreditation.

. Any suspension or exclusion from participation in, or any sanction imposed by, a Federal or

State health care program,©r any debarment from participation in any Federal Executive Branch
procurement or non-procurement program.

Any current Medicare payment suspension under any Medicare billing number.

Any Medicare revocation of any Medicare billing number.
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SECTION 3: FINAL ADVERSE ACTIONS/CONVICTIONS (Continued)

FINAL ADVERSE HISTORY

1. Has your organization, under any current or former name or business identity, ever had any of the
final adverse actions listed on page 13 of this application imposed against it?

O YES—Continue Below NO-Skip to Section 4

2. If yes, report each final adverse action, when it occurred, the Federal or State agency or the court/
administrative body that imposed the action, and the resolution, if any.

Attach a copy of the final adverse action documentation and resolution.

FINAL ADVERSE ACTION DATE TAKEN BY RESOLUTION
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SECTION 4: PRACTICE LOCATION INFORMATION

INSTRUCTIONS

This section captures information about the physical location(s) where you currently provide health care
services. If you operate a mobile facility or portable unit, provide the address for the “Base of Operations,”
as well as vehicle information and the geographic area serviced by these facilities or units.

Only report those practice locations within the jurisdiction of the Medicare fee-for-service contractor to
which you will submit this application. If you have practice locations in another Medicare fee-for-service
contractor’s jurisdiction, complete a separate enrollment application (CMS-855B) for those practice
locations and submit it to the Medicare fee-for-service contractor that has jurisdiction over those locations.

Provide the specific street address as recorded by the United States Postal Service. Do not provide a P.O.
Box. If you provide services in a hospital and/or other health care facility for which you bill Medicare
directly for the services rendered at that facility, provide the name and address of the hospital or facility.

MOBILE FACILITY AND/OR PORTABLE UNIT

A “mobile facility” is generally a mobile home, trailer, or other large vehicle that has been€onverted,
equipped, and licensed to render health care services. These vehicles usually travel to local shopping
centers or community centers to see and treat patients inside the ¥ehicle.

A “portable unit” is when the supplier transports medical equipment to a fixed location (e.g., physician’s
office, nursing home) to render services to the patient.

The most common types of mobile facilities/portable units,are mobile IDTFS, portable X-ray suppliers,
portable mammography, and mobile clinics. Physicians and non-physician practitioners (e.g., nurse
practitioners, physician assistants) who perform services at multiple locations (e.g., house calls, assisted
living facilities) are not considered to be mobile facilities/portable units.
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SECTION 4: PRACTICE LOCATION INFORMATION (Continued)

A. Practice Location Information
If you see patients in more than one practice location, copy and complete Section 4A for each location.

To ensure that CMS establishes the correct association between your Medicare legacy number and your
NPI, providers and suppliers must list a Medicare legacy number—NPI combination for each practice
location. If you have multiple NPIs associated with both a single legacy number and a single practice
location, please list below all NPIs and associated legacy numbers for that practice location.

If you are changing, adding, or deleting information, check the applicable box, furnish the effective date,
and complete the appropriate fields in this section.

CHECK ONE [0 CHANGE COADD 1 DELETE

DATE (mmsddiyyyy)

if you are enrolling for the first time, or if you are adding a new practice location, the date
you provide should be the date you saw your first Medicare patient at this location.

Practice Location Name (“Doing Business As” name if different from Legal Business Name)

Pomperaug District Department of Health

Practice Location Street Address Line 1 (Street Name and Number - NOT a P.O. Box)

800 Main Street South

Practice Location Street Address Line 2 (Suite, Room, etc.)
Suite 124

City/Town State ZIP Code + 4

Southbury CT 06488-4212

Telephone Number E Number (if applicable) E-mail Address (if applicable)
203-264-9616 03-262-1860 pomphealth @earthlink.net
Date you saw your first Medicare patient at this practice location (mm/ddiyyyy)

10/01/1993

Medicare Identification Number (if issued) National Provider Identifier

Medicare ldentification Number (if issued) National Provider Identifier

Medicare Identification Number (if issued) National Provider Identifier

Medicare Identification Number({if issued) National Provider identifier

Medicare Identification Number (if issued) National Provider identifier

Is this practice location a:

O Group practice office/clinic O skilled Nursing Facility and/or Nursing Facility
[ Hospital B Other health care facility .

O Retirement/assisted living community (Specify): Local Health Dept-Mass Immuniz

CLIA Number for this location (if applicable)

Attach a copy of the most current CLIA certifications for each of the practice locations reported on this application

FDA/Radioclogy (Mammography) Certification Number for this location (if issued)

Attach a copy of the most current FDA certifications for each of the practice locations reported on this application.
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SECTION 4: PRACTICE LOCATION INFORMATION (Continued)

B. Where do you want remittance notices or special payments sent?
If you are changing, adding, or deleting information, check the applicable box, furnish the effective date,
and complete the appropriate fields in this section.

CHECK ONE 0 CHANGE OADD (] DELETE

DATE {mmiddlyyyy)

Medicare will issue payments via electronic funds transfer (EFT). Since payments will be made by EFT,
the “Special Payments” address should indicate where all other payment information(e:g., remittance
notices, special payments) should be sent.

R “Special Payments” address is the same as the practice location (ofily one address is listed’in Section
4A). Skip to Section 4C.

O “Special Payments” address is different than that listed in Section 4A, or multiple locations are listed.
Provide address below.

“Special Payments” Address Line 1 (PO Box or Street Name and Number)

“Special Payments” Address Line 2 (Suite, Room, etc.)

City/Town State ZIP Code + 4

C. Where do you keep patients’ medical records?
If you store patients’ medical records (current and/or former patients) at a location other than the location
in Section 4A or 4E, complete this séction with the address of the storage location.

Post Office boxes and drop boxes are not acceptable as physical addresses where patients’ records are
maintained. For IDTFs and mobile facilities/portable units, the patients’ medical records must be under the
supplier’s control<The records must be the supplier’s records, not the records of another supplier. If this
section is not completed, you are indicating that all records are stored at the practice locations reported in
Section 4A or 4E.
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SECTION 4: PRACTICE LOCATION INFORMATION (Continued)

If you are changing, adding, or deleting information, check the applicable box, furnish the effective date,
and complete the appropriate fields in this section.

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

CHECK ONE [0 CHANGE COADD ] DELETE

DATE (mm/ddtyyyy)

Storage Facility Address Line 1 (Street Name and Number)

Storage Facility Address Line 2 (Suite, Room, etc.)

City/Town State ZIP'Code + 4

second Medical Record Storage Facility (fof current and former patients)

CHECK ONE 0 CHANGE [1ADD [0 DELETE

DATE (mmiddiyyyy)

Storage Facility Address Line 1 (Street Name and Number)

Storage Facility Address Line 2 (Suite, Room, etc.)

City/Town State ZIP Code + 4

CMS-8558 (07/11)
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SECTION 4: PRACTICE LOCATION INFORMATION (Continued)

D. Rendering Services in Patients’ Homes
If you are changing, adding, or deleting information, check the applicable box, furnish the effective date,
and complete the appropriate fields in this section.

CHECK ONE [J CHANGE O ADD [J DELETE

DATE (mmsddiyyyy)

Furnish the city/town, State and ZIP code for all locations where health care services are rendered in
patients’ homes. If you provide health care services in more than one State and thosé States are serviced by
different Medicare fee-for-service contractors, complete a separate CMS-855B efirollment application for
each Medicare fee-for-service contractor’s jurisdiction.

If you are adding or deleting an entire State, it is not necessary to report each city/town. Simply check the
box below and specify the State.

O Entire State of

If you are providing services in selected cities/towns, furnish the locations below. Only list ZIP codes if
you are not servicing the entire city/town.

CITY/TOWN STATE ZIP CODE
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SECTION 4: PRACTICE LOCATION INFORMATION (Continued)

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

The base of operations is the location from where personnel are dispatched, where mobile/portable
equipment is stored, and when applicable, where vehicles are parked when not in use.

If you are changing, adding, or deleting information, check the applicable box, furnish the effective date,
and complete the appropriate fields in this section.

CHECK ONE OO0 CHANGE OADD ] DELETE

DATE (mmiddiyyyy)

Check here [J and skip to Section 4F if the “Base of Operations” address is the same as'the “Practice
Location” listed in Section 4A.

Street Address Line 1 (Street Name and Number)

Street Address Line 2 (Suite, Room, etc.)

City/Town State ZIP Code + 4

Telephone Number Fax Number (if applicable) E-mail Address (if applicable)

F. Vehicle Information

If the mobile health care services are rendered inside a vehicle, such as a mobile home or trailer, furnish
the following vehicle information. D6 not provide information about vehicles that are used only to
transport medical equipment (e.g-, when the equipment is transported in a van but is used in a fixed setting,
such as a doctor’s office) or ambulance vehicles. If more than two vehicles are used, copy and complete
this section as needed.

If you are changing, adding, or deleting information, check the applicable box, furnish the effective date,
and complete the appropriaté fields in this section.

TYPE OF VEHICLE VEHICLE

CHECK ONE FOR EACH VEHLESE (van, mobile home, trailer, etc.) IDENTIFICATION NUMBER

0O CHANGE O ADD [ DELETE

Effective Date:

O CHANGE 0O ADD [1DELETE

Effective Date:

For each vehicle, submit a copy of all health care related permits/licenses/registrations.
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SECTION 4: PRACTICE LOCATION INFORMATION (Continued)

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

Provide the city/town, State, and ZIP Code for all locations where mobile and/or portable services
are rendered.

NOTE: If you provide mobile or portable health care services in more than one State and those States are
serviced by different Medicare fee-for-service contractors, complete a separate enrollment application
(CMS-855B) for each Medicare fee-for-service contractor’s jurisdiction.

INITIAL REPORTING AND/OR ADDITIONS
If you are reporting or adding an entire State, it is not necessary to report each city/tewn. Simply check the
box below and specify the State.

J Entire State of

If services are provided in selected cities/towns, provide the locations below. Only list ZIP codes if you are
not servicing the entire city/town.

CITY/TOWN STATE ZIP CODE

DELETIONS
If you are deleting an entire State, it is not nécessary to report each city/town. Simply check the box below
and specify the State.

O Entire State of

If services you are deleting are furnished in selected cities/towns, provide the locations below. Only list
ZIP codes if you are not servicing the entire city/town.

CITY/TOWN STATE ZIP CODE
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SECTION 5: OWNERSHIP INTEREST AND/OR MANAGING CONTROL INFORMATION
(ORGANIZATIONS)

NOTE: Only report organizations in this section. Individuals must be reported in Section 6.

Complete this section with information about all organizations that have 5 percent or more (direct

or indirect) ownership interest of, any partnership interest in, and/or managing control of, the supplier
identified in Section 2, as well as information on any adverse legal actions that have been imposed against
that organization. For examples of organizations that should be reported here, visit our Web site:
www.cms.hhs.goviMedicareProviderSupEnroll. If there is more than one organization that should be
reported, copy and complete this section for each.

MANAGING CONTROL (ORGANIZATIONS)

Any organization that exercises operational or managerial control over the supplier, or conducts the
day-to-day operations of the supplier, is a managing organization and must be reported. The organization
need not have an ownership interest in the supplier in order to qualify as a managing organization. For
instance, it could be a management services organization under contract with the supplier to furnish
management services for the business.

SPECIAL TYPES OF ORGANIZATIONS

Governmental/Tribal Organizations

If a Federal, State, county, city or other level of government, or an Indian tribe, will be legally and
financially responsible for Medicare payments received (including any potential overpayments), the name
of that government or Indian tribe should e reported as an owner. The supplier must submit a letter on the
letterhead of the responsible government (e.g., government agency) or tribal organization that attests that
the government or tribal organizatiof will be legally and financially responsible in the event that there is
any outstanding debt owed to CMS. This letter must be signed by an appointed or elected official of the
government or tribal organization whohas the authority to legally and financially bind the government or
tribal organization 6 thelaws, regulations, and program instructions of the Medicare program.

Non-Profit, Charitable and Religious Organizations

Many non-profit organizations are charitable or religious in nature, and are operated and/or managed by
a board of trustees’or other governing body. The actual name of the board of trustees or other governing
body should be reported in this section. While the organization should be listed in Section 5, individual
board members should be listéd in Section 6. Each non-profit organization should submit a copy of a
501(c)(3) document verifying its non-profit status.
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SECTION 5: OWNERSHIP INTEREST AND/OR MANAGING CONTROL INFORMATION
(ORGANIZATIONS) (Continued)

All organizations that have any of the following must be reported in Section 5:

* 5 percent or more ownership of the supplier,

* Managing control of the supplier, or

» A partnership interest in the supplier, regardless of the percentage of ownership the partner has.
Owning/Managing organizations are generally one of the following types:

» Corporations (including non-profit corporations)

* Partnerships and Limited Partnerships (as indicated above)

* Limited Liability Companies

* Charitable and/or Religious organizations

* Governmental and/or Tribal organizations

A. Organization with Ownership Interest and/or Managing Control—Ildentification Information
O Not Applicable

If you are changing, adding, or deleting information, check the applicable box, furnish the effective date,
and complete the appropriate fields in this section.

CHECK ONE O CHANGE OADD (J DELETE

DATE (mm/ddiyyyy)

Check all that apply:
0 5 Percent or More Ownership Interest [ Partner Managing Control

Legal Business Name as Reported to the Internal Revenue Service

Pomperaug District Department of Health
“Doing Business As” Name (if applicable)

Address Line 1 (Street Name and Number)

800 Main Street South

Address Line 2 (Suite, Room, €tc.)

Suite 124

City/Town State 2IP Code + 4
Southbury CT 06488-4212
Telephone Number Fax Number (if applicable) E-mail Address (if applicable)
203-264-9616 203-262-1960 pomphealth@earthlink.net

NPI (if issued) Tax Identification Number (Required) |Medicare Identification Number(s} (if issued)
S —— —

What is the effective date this owner acquired ownership of the provider identified in Section 2B1 of this
application? (mm/ddryyyy)

What is the effective date this organization acquired managing control of the provider identified in
Section 2B1 of this application? (mm/dd/yyyy) 7111986

NOTE: Furnish both dates if applicable.
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SECTION 5: OWNERSHIP INTEREST AND/OR MANAGING CONTROL INFORMATION

(ORGANIZATIONS) (Continued)

B. Final Adverse Legal Action History

If reporting a change to existing information, check “Change,” provide the effective date of the change, and

complete the appropriate fields in this section.

O Change
Effective Date:

1. Has this individual in Section 5A above, under any current or former name or business identity, ever
had a final adverse legal action listed on page 13 of this application imposed against him/her?

0O YES—Continue Below NO-Skip to Section 6

2. If YES, report each final adverse legal action, when it occurred, the Federal or State‘agency or the

court/administrative body that imposed the action, and the resolution, if any.
Attach a copy of the final adverse legal action documentation and resolution.

FINAL ADVERSE LEGAL ACTION DATE

TAKEN BY

RESOLUTION

CMS-8558B (07/11)
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SECTION 6: OWNERSHIP INTEREST AND/OR MANAGING CONTROL INFORMATION
(INDIVIDUALS)

NOTE: Only Individuals should be reported in Section 6. Organizations must be reported in Section 5. For
more information on “direct” and “indirect” owners, go to www.cms.hhs.gov/MedicareProviderSupEnroll.

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

The following individuals must be reported in Section 6A.:
 All persons who have a 5 percent or greater direct or indirect ownership interest in the supplier;

« If (and only if) the supplier is a corporation (whether for-profit or non-profit), all officers and directors
of the supplier;

* All managing employees of the supplier;

 All individuals with a partnership interest in the supplier, regardless of the percentage of ownership the
partner has; and

» Authorized and delegated officials.

Example: A supplier is 100 percent owned by Company C, which itself is 100 percent.ownéd by Individual

D. Assume that Company C is reported in Section 5A as an owner of the supplier. Assume further that
Individual D, as an indirect owner of the supplier, is reported in Séction 6A. Based on this example, the
supplier would check the “5 pe¥8h or Greater Direct/IndirsSMiimM e in Section 6A. o

NOTE: All partners within a partnership must be reported on this application. This applies to both
“General” and “Limited” part:SpSRHSr instance, if a limited partagbipgge several limited party

and each of them only has a 1 percent interest in the Supplier, each limited partner must be reported on
this application, even though each owns less than 5 percent. The 5 percent threshold primarily applies to
corporations and other organizations that are not partnerships.

Non-Profit, Charitable or Religious Organizations: If you are a non-profit charitable or religious
organization that has no organizational or individual owners (only board members, directors or managers),
you should submit with your application a 501(¢)(3) document verifying non-profit status.

For purposes of this application, the terms “officer,” “director,” and “managing employee™ are defined as
follows:

Officer is any person Whose position s listed as being that of an officer in the supplier’s “articles of
incorporation” or “corporate bylaws,” or anyone who is appointed by the board of directors as an officer
in accordance with the supplier’s corporaté bylaws.

Director is a memberof the supplier’s “board of directors.” It does not necessarily include a person who
may have the word “director” in his/her job title (e.g., departmental director, director of operations).
Moreover, where a supplier has@a governing body that does not use the term “board of directors,” the
members of that governing bédy will still be considered “directors.” Thus, if the supplier has a governing
body titled “board of trustees” (as opposed to “board of directors™), the individual trustees are considered
“directors” for Medicare enrollment purposes.

Managing Employee means a general manager, business manager, administrator, director, or other
individual who exercises operational or managerial control over, or who directly or indirectly conducts, the
day-to-day operations of the supplier, either under contract or through some other arrangement, regardless
of whether the individual is a W-2 employee of the supplier.

NOTE: If a governmental or tribal organization will be legally and financially responsible for Medicare
payments received (per the instructions for Governmental/Tribal Organizations in Section 5), the supplier
is only required to report its managing employees in Section 6. Owners, partners, officers, and directors do
not need to be reported, except those who are listed as authorized or delegated officials on this application.

Any information on final adverse actions that have been imposed against the individuals reported in
this section must be furnished. If there is more than one individual, copy and complete this section for
each individual. Owners, Authorized Officials and/or Delegated Officials must complete this section.
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SECTION 6: OWNERSHIP INTEREST AND/OR MANAGING CONTROL INFORMATION
(INDIVIDUALS) (Continued)

A. Individuals with Ownership Interest and/or Managing Control—Identification Information
If you are changing, adding, or deleting information, check the applicable box, furnish the effective date,
and complete the appropriate fields in this section.

CHECK ONE [0 CHANGE OADD J DELETE

DATE (mmiddlyyyy)

The name, date of birth, and social security number of each person listed in this Se€tion must coincide with
the individual’s information as listed with the Social Security Administration.

First Name Middle Initial|Last Name Jr., Sr., etc|Title

Neal A. Lustig Director of Health

Date of Birth (mm/dd/yyyy) Place of Birth (State) Country of Birth
Social Security Number (Required) |Medicare Identification Number (if issued) NP (if issued)
S

What is the above individual’s relationship with the supplier in Section 2B1? (Check all that apply.)

[15 Percent or Greater Direct/Indirect Owner [ Director/Officer

Authorized Official 1 Contracted Managing Employee
O Delegated Official ] Managing Employee (W-2)

O Partner

What is the effective date this owneracquired ownership of the provider identified in Section 2B1 of this
application? (mm/dd/yyyy)

What is the effective date this individiial acquired managing control of the provider identified in
Section 2B1 of this application? (mri/ddlyyyy) 04/04/1988

NOTE: Furnish both dates if applicable.

CMS-8558B (07/11) 25



SECTION 6: OWNERSHIP INTEREST AND/OR MANAGING CONTROL INFORMATION
(INDIVIDUALS) (Continued)

B. Final Adverse Legal Action History

Complete this section for the individual reported in Section 6A above. If reporting a change to existing
information, check “change,” provide the effective date of the change and complete the appropriate fields
in this section.

O Change
Effective Date:

1. Has this individual in Section 6A above, under any current or former name or business identity, ever
had a final adverse legal action listed on page 13 of this application imposed against him/her?

O YES—Continue Below NO-Skip to Section 8

2. If YES, report each final adverse legal action, when it occurred, the Federal or State agency or the
court/administrative body that imposed the action, and the resolution, if any.

Attach a copy of the final adverse legal action documentation and resolution.

FINAL ADVERSE LEGAL ACTION DATE TAKEN BY RESOLUTION
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SECTION 6: OWNERSHIP INTEREST AND/OR MANAGING CONTROL INFORMATION
(INDIVIDUALS) (Continued)

A. Individuals with Ownership Interest and/or Managing Control—Identification Information
If you are changing, adding, or deleting information, check the applicable box, furnish the effective date,
and complete the appropriate fields in this section.

CHECK ONE 0 CHANGE CJADD (] DELETE

DATE (mmiddiyyyy)

The name, date of birth, and sccial security number of each person listed in this Se€tion must coincide with
the individual’s information as listed with the Social Security Administration.

First Name Middle Initial|Last Name Jr., Sr., etc{ | Title

Mona D. LaBissoniere Health Educator

Date of Birth (mm/dd/yyyy) Place of Birth {State) Country of Birth
Social Security Number (Required) | Medicare Identification Number (if issued) |NPI (if issued)
-

What is the above individual’s relationship with the supplier in Section 2B1? (Check all that apply.)

05 Percent or Greater Direct/Indirect Owner [ Director/Officer

O Authorized Official [ Contracted Managing Employee
& Delegated Official LI Managing Employee (W-2)

O Partner

What is the effective date this owneracquired ownership of the provider identified in Section 2B1 of this
application? (mm/ddlyyyy)

What is the effective date this/individual acquired managing control of the provider identified in
Section 2B1 of this application? (msm/dd/yyyy) 12111987

NOTE: Furnish both dates.if applicable:
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SECTION 6: OWNERSHIP INTEREST AND/OR MANAGING CONTROL INFORMATION
(INDIVIDUALS) (Continued)

B. Final Adverse Legal Action History

Complete this section for the individual reported in Section 6A above. If reporting a change to existing
information, check “change,” provide the effective date of the change and complete the appropriate fields
in this section.

O Change
Effective Date:

1. Has this individual in Section 6A above, under any current or former name or business identity, ever
had a final adverse legal action listed on page 13 of this application imposed against him/her?

O YES—Continue Below NO-Skip to Section 8

2. If YES, report each final adverse legal action, when it occurred, the Federal or State agency or the
court/administrative body that imposed the action, and the resolution, if any.

Attach a copy of the final adverse legal action documentation and resolution.

FINAL ADVERSE LEGAL ACTION DATE TAKEN BY RESOLUTION
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SECTION 7: FOR FUTURE USE (THIS SECTION NOT APPLICABLE)

SECTION 8: BILLING AGENCY INFORMATION

A billing agency is a company or individual that you contract with to prepare and submit your claims. If
you use a billing agency, you are responsible for the claims submitted on your behalf.

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

BILLING AGENCY NAME AND ADDRESS
If you are changing, adding, or deleting information, check the applicable box, furnish the effective date,

and complete the appropriate fields in this section.

CHECK ONE [0 CHANGE OADD [ DELETE

DATE (mmddiyyyy)

Legal Business/Individual Name as Reported to the Social Security If Individual, Billing Agent Date of Birth
Administration or the Internal Revenue Service (mm/iddiyyyy)
“Doing Business As” Name (if applicable) Tax Identification/Social Security Number (required)

Billing Agency Street Address Line 1 (Street Name and Number)

Billing Agency Street Address Line 2 (Suite, Room, etc.)

City/Town State ZIP Code + 4

Telephone Number Fax Number (if applicable) E-mail Address (if applicable)

SECTION 9: FOR FUTURE USE (THIS SECTION NOT APPLICABLE)

SECTION 10: FOR FUTURE USE (THIS SECTION NOT APPLICABLE)

SECTION 11: FOR FUTURE USE (THIS SECTION NOT APPLICABLE)

SECTION 12: FOR FUTURE USE (THIS SECTION NOT APPLICABLE)
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SECTION 13: CONTACT PERSON

If questions arise during the processing of this application, the fee-for-service contractor will contact
the individual shown below. If the contact person is either an authorized or delegated official, check the
appropriate box below.

O Contact an Authorized Official listed in Section 15.
Contact a Delegated Official listed in Section 16.

First Name Middle Initial |Last Name Jr., Sr., etc.
Mona D. LaBissoniere

Telephone Number Fax Number (if applicable) E-mail Address (if applicable)
203-264-9616 203-262-1960 miabiss@earthlink.net

Address Line 1 (Street Name and Number)

800 Main Street South

Address Line 2 (Suite, Room, etc.)

Suite 124
City/Town State ZIP Code + 4
Southbury CT 06488-4212

SECTION 14: PENALTIES FOR FALSIFYING INFORMATION

This section explains the penalties for deliberately falsifying information in this application to gain
or maintain enrollment in the Medicare program.

1.

18 U.S.C. § 1001 authorizes criminal penalties against an individual who, in any matter within the
jurisdiction of any department©r agency of the United States, knowingly and willfully falsifies,
conceals or covers up by an¥ trick, scheme or dévice a material fact, or makes any false, fictitious or
fraudulent statements or representations, or. makes any false writing or document knowing the same
to contain any false, fictitious or fraudulent statement or entry.

Individual'offenders are subject to fines of up to $250,000 and imprisonment for up to five years.
Offenders that are organizations are subject to fines of up to $500,000 (18 U.S.C. § 3571). Section
3571(d) also.auttiorizes fines of up to twice the gross gain derived by the offender if it is greater than
the amount specifically authorized by the sentencing statute.

Section 1128B(a)(1) of thé Social Security Act authorizes criminal penalties against any individual
who, “knowingly and willfully,” makes or causes to be made any false statement or representation of
a material fact in any application for any benefit or payment under a Federal health care program.

The offender is subject to fines of up to $25,000 and/or imprisonment for up to five years.

. The Civil False Claims Act, 31 U.S.C. § 3729, imposes civil liability, in part, on any person who:

a) knowingly presents, or causes to be presented, to an officer or any employee of the United
States Government a false or fraudulent claim for payment or approval;

b) knowingly makes, uses, or causes to be made or used, a false record or statement to get a false
or fraudulent claim paid or approved by the Government; or

c) conspires to defraud the Government by getting a false or fraudulent claim allowed or paid.

The Act imposes a civil penalty of $5,000 to $10,000 per violation, plus three times the amount of
damages sustained by the Government.
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SECTION 14: PENALTIES FOR FALSIFYING INFORMATION (Continued)

4. Section 1128A(a)(1) of the Social Security Act imposes civil liability, in part, on any person (includ-
ing an organization, agency or other entity) that knowingly presents or causes to be presented to an
officer, employee, or agent of the United States, or of any department or agency thereof, or of any
State agency...a claim...that the Secretary determines is for a medical or other item or service that
the person knows or should know:

a) was not provided as claimed; and/or
b) the claim is false or fraudulent.

This provision authorizes a civil monetary penalty of up to $10,000 for each item or service, an
assessment of up to three times the amount claimed, and exclusion from participation in the Medicare
program and State health care programs.

5. 18 U.S.C. 1035 authorizes criminal penalties against individuals in any matter involving a health
care benefit program who knowingly and willfully falsifies, conceals or coversdip by any trick,
scheme, or device a material fact; or makes any materially false, fictitious, or fraudulent statements
or representations, or makes or uses any materially false fictitious, or fraudulent statément or entry,
in connection with the delivery of or payment for health care benefits, items or services. The indi-

vidual shall be fined or imprisoned up to 5 years or both.

6. 18 U.S.C. 1347 authorizes criminal penalties against individuals who knowing and willfully execute,
or attempt, to executive a scheme or artifice to defraud any health care benefit program, or to obtain,
by means of false or fraudulent pretenses, representations, or promises, any of the money or property
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 years or both. If the violation results in serious 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 or
imprisoned for any term of years or for life, or both.

7. The government may assert common law claims such as “common law fraud,” “money paid by mistake,”
and “unjust enrichment.”

Remedies include compensatory and punitive damages, restitution, and recovery of the amount of the
unjust profit.
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SECTION 15: CERTIFICATION STATEMENT

An AUTHORIZED OFFICIAL means an appointed official (for example, chief executive officer, chief
financial officer, general partner, chairman of the board, or direct owner) to whom the organization has
granted the legal authority to enroll it in the Medicare program, to make changes or updates to the
organization’s status in the Medicare program, and to commit 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 authority to
report changes and updates to the supplier’s enrollment record. A delegated official must be an individual
with an “ownership or control interest” in (as that term is defined in Section 1124(a)(3) of the Social
Security Act), or be a W-2 managing employee of, the supplier.

Delegated officials may not delegate their authority to any other individual. Only an authorized official
may delegate the authority to make changes and/or updates to the supplier’s Medicare status. Even when
delegated officials are reported in this application, an authorized official retains the authority(to make
any such changes and/or updates by providing his or her printed name, signature, and date of signature as
required in Section 15B.

NOTE: Authorized officials and delegated officials must be reported.in Section 6, either on this application
or on a previous application to this same Medicare fee-for-servicé contractor. If this is the first time an
authorized and/or delegated official has been reported on the CMS-855B, you must complete
Section 6 for that individual.

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

Only an authorized official has the authority. to sign (1) the initial enrollment application 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 notshave this authority.

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

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

any future changes to the information contained in this form, after the supplier is enrolled in Medicare, in
accordance with the timeframes. established in 42 C.F.R. 424.520(b). (IDTF changes of information must
be reported in accordance with 42 C.F.R. 410.33.)

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

EACH AUTHORIZED AND DELEGATED OFFICIAL MUST HAVE
AND DISCLOSE HIS/HER SOCIAL SECURITY NUMBER.
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SECTION 15: CERTIFICATION STATEMENT (Continued)

A. Additional Requirements for Medicare Enroliment

These are additional requirements that the supplier must meet and maintain in order to bill the Medicare
program. Read these requirements carefully. By signing, the supplier is attesting to having read the
requirements and understanding them.

By his/her signature(s), the authorized official(s) named below and the delegated official(s) named in
Section 16 agree to adhere to the following requirements stated in this Certification Statement:

1. T authorize the Medicare contractor to verify the information contained herein. I agree to notify
the Medicare contractor of any future changes to the information contained in this application in
accordance with the timeframes established in 42 C.F.R. § 424.516. I understand that any change in
the business structure of this supplier may require the submission of a new application.

2. I have read and understand the Penalties for Falsifying Information, as printed in this application.
[ understand that any deliberate omission, misrepresentation, of falsification of any information
contained in this application or contained in any communication supplying information to Medicare,
or any deliberate alteration of any text on this application form, may be punished by ¢riminal, civil,
or administrative penalties including, but not limited to, the denial or revocation of Medicare billing
privileges, and/or the imposition of fines, civil damages, and/or imprisonment.

3. I agree to abide by the Medicare laws, regulations and program instructions that apply to this
supplier. The Medicare laws, regulations, and program instructions are available through the
Medicare contractor. I understand that payment of a claim by Medicare is conditioned upon the claim
and the underlying transaction complying with such laws, regulations, and program instructions
(including, but not limited to, the Federal anti-kickback statute and the Stark law), and on the
supplier’s compliance with all applicable ¢onditions of participation in Medicare.

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

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 future payments.

6. I will not/knowingly present or cause o be presented a false or fraudulent claim for payment by
Medicare, and 1 will not submit claims with deliberate ignorance or reckless disregard of their truth
or falsity.

7. 1 authorize any national accrediting body whose standards are recognized by the Secretary as meeting
the Medicare program pafticipation requirements, to release to any authorized representative,
employee, or agent of the Centers for Medicare & Medicaid Services (CMS) a copy of my most
recent accreditation survey, together with any information related to the survey that CMS may
require (including corrective action plans).
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SECTION 15: CERTIFICATION STATEMENT (Continued)

B. 157 Authorized Official Signature

I have read the contents of this application. My signature legally and financially binds this supplier to the
laws, regulations, and program instructions of the Medicare program. By my signature, I certify that the
information contained herein is true, correct, and complete and I authorize the Medicare fee-for-service
contractor to verify this information. If | become aware that any information in this application is not true,
correct, or complete, I agree to notify the Medicare fee-for-service contractor of this fact in accordance
with the time frames established in 42 CFR § 424.516.

If you are changing, adding, or deleting information, check the applicable box, furnish the effective date,
and complete the appropriate fields in this section.

CHECK ONE O CHANGE OADD C] DELETE

DATE (mmrddiyyyy)

Authorized Official’s Information and Signature

First Name Middle Last Name suffix (e.qg., Jr., Sr.)
Initial

Neal A. | ustig

Telephone Number Title/Position

203-264-9616 Director of Health

Authorized Official Signatuge (First, Middle, Last Name, Jr., Sr., M.D., D.O., etc.) Date Signed (mm/ddlyyyy)
/ . /y/i‘ 02/14/2012
A —

(blue ink prefgrred)

C. 2V° Authorized Official Signature

I have read the contents of this application. My signature legally and financially binds this supplier to the
laws, regulations, and program instructions of the Medicare program. By my signature, I certify that the
information contained herein is frue, correct, and complete and I authorize the Medicare fee-for-service
contractor to verify this information. If I become aware that any information in this application is not true,
correct, or compléte, I agree to notify the Medicare fee-for-service contractor of this fact in accordance
with the time frames established in 42 CFR§ 424 .516.

If you are changing, addifig, or deleting information, check the applicable box, furnish the effective date,
and complete the appropriate fields in this section.

CHECK ONE ] CHANGE OADD 0 DELETE

DATE (mmiddiyyyy)

Authorized Official’s Information and Signature

First Name Middle Initial |Last Name suffix {e.g., Jr., 5r.)
Telephone Number Title/Position
Authorized Official Signature (First, Middle, Last Name, Jr., Sr., M.D., D.O., etc.) Date Signed (mm/ddlyyyy)

All signatures must be original and signed in ink (blue ink preferred). Applications with signatures deemed not original
will not be processed. Stamped, faxed or copied signatures will not be accepted.
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SECTION 16: DELEGATED OFFICIAL (OPTIONAL)

You are not required to have a delegated official. However, if no delegated official is assigned, the
authorized official(s) will be the only person(s) who can make changes and/or updates to the supplier’s
status in the Medicare program.

The signature of a delegated official shall have the same force and effect as that of an authorized
official, and shall legally and financially bind the supplier to the laws, regulations, and program
instructions of the Medicare program. By his or her signature, the delegated official certifies that

he or she has read the Certification Statement in Section 15 and agrees to adhere to all of the stated
requirements. A delegated official also certifies that he/she meets the definition of a delegated official.
When making changes and/or updates to the supplier’s enrollment information maintained by the
Medicare program, a delegated official certifies that the information provided is-true; correct, and
complete.

Delegated officials being deleted do not have to sign or date this@pplication.

Independent contractors are not considered “employed” by the supplier, and therefore cannot be
delegated officials.

The signature(s) of an authorized official in Section 16 constitutes a legal delegation of authority to all
delegated official(s) assigned in Section 16.

If there are more than two individuals, copy and complete. this section for each individual.

A. 15" Delegated Official Signature
If you are changing, adding, or deleting information ,€heck the applicable box, furnish the effective date,
and complete the appropriate fields in this section.

CHECK ONE 0 CHANGE O ADD (] DELETE

DATE (mmiddiyyyy)

Delegated Official First Name Middle initial |Last Name Suffix (e.g., Jr., Sr.)
Mona D. LaBissoniere
Delegated Official Signature (First, Middle, Last Name, Jr., Sr., M.D., D.O., etc) Date Signed (mm/ddiyyyy)
4 .
440 m?l,//m/, e 02/14/2012
y -

Telephone Number
Check here if Delegated Official is a W-2 Employee
203-264-9616

Authorized Official’s Signature AsSigning this Delegation (First, Middle, Last Name, Jr., 5r., Date Signed (mm/dd/yyyy)

M.D., D.O., etc)

02/14/2012

(blue ink preferred)
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SECTION 16: DELEGATED OFFICIAL (OPTIONAL)

B. 2N° Delegated Official Signature
If you are changing, adding, or deleting information, check the applicable box, furnish the effective date,
and complete the appropriate fields in this section.

CHECK ONE O CHANGE O ADD [ DELETE
DATE (mmiddiyyyy)
Delegated Official First Name Middle Initial |Last Name Suffix {e.g., Jr., 5r.)

Delegated Official Signature (First, Middle, Last Name, Jr., 5r., M.D., D.O., etc.)

Date Signed (mm/ddliyyyy)

O Check here if Delegated Official is a W-2 Employee

Telephone Number

Authorized Official's Signature Assigning this Delegation (First, Middle, Last Name, Jr., 5r., Date Signed (mm/ddiyyyy)

M.D., D.O,, etc.)

(blue ink preferred)

All signatures must be original and signed in ink (blue ink preferred). Applications with signatures deemed not original
will not be processed. Stamped, faxed or copied signatures will not be accepted.
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SECTION 17: SUPPORTING DOCUMENTS

This section lists the documents that, if applicable, must be submitted with this enrollment application.
If you are newly enrolling, or are reactivating or revalidating your enrollment, you must provide all
applicable documents. For changes, only submit documents that are applicable to that change.

The fee-for-service contractor may request, at any time during the enrollment process,
documentation to support or validate information reported on the application. The Medicare fee-for-
service contractor may also request documents from you, other than those identified in this Section
17, as are necessary to bill Medicare.

MANDATORY FOR ALL PROVIDER/SUPPLIER TYPES

[0 Written confirmation from the IRS confirming your Tax Identification Number with the Legal Business
Name (e.g., IRS form CP 575) provided in Section 2.
(NOTE: This information is needed if the applicant is enrolling their professional corporation,
professional association, or limited liability corporation with this application or errolling as a sole
proprietor using an Employer Identification Number.)” :

Completed Form CMS-588, for Electronic Funds Transfer Authorization Agreement.
(NOTE: If a supplier already receives payments electronically and is.not making a change to its banking
information, the CMS-588 is not required.)

MANDATORY FOR SELECTED PROVIDER/SUPPLIER TYPES

O Copy(s) of all documentation verifying IDTF Supervisory Physician(s) proficiency and/or State
licenses or certification for IDTF non-physician personnel.

O Copy(s) of all documentation verifying the State licenses or certifications of the laboratory Director or
non-physician practitioner personnel of an‘independent clinical laboratory .

MANDATORY, IF APPLICABLE
O Copy of IRS Determination Letter, if supplier is registered with the IRS as non-profit.

0 Written confirmation from the /RS confirming your Limited Liability Company (LLC) is automatically
classified as a Disregarded Entity. (e.g., Form 8832).
(NOTE: A disregarded entity is an éligible entity that is treated as an entity not separate from its single
owner for incOme tax purposes.

O Statementin writing from the bank. If Medicare payment due a supplier of services is being sent to a

bank (or similar finan€ial institution) with whom the supplier has a lending relationship (that is, any

type of loan);then the supplier must provide a statement in writing from the bank (which must be in

the loan agreement) that the bank has agreed to waive its right of offset for Medicare receivables.

Copy(s) of all final adversé action documentation (e.g., notifications, resolutions, and

reinstatement letters).

Completed Form(s) CMS 855R, Reassignment of Medicare Benefits.

Completed Form CMS-460, Medicare Participating Physician or Supplier Agreement.

Copy of an attestation for government entities and tribal organizations.

Copy of FAA 135 certificate (air ambulance suppliers).

Copy(s) of comprehensive liability insurance policy (IDTFs only).

O

Ooo®0O0

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information
unless it displays a valid OMB control number. The valid OMB control number for this information collection is 0938-

0685. The time required to complete this information collection is estimated to 6 hours per response, including the time

to review instructions, search existing data resources, gather the data needed, and complete and review the information
collection. If you have any comments concerning the accuracy of the time estimate(s) or suggestions for improving this
form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Baltimore, Maryland 21244-1850.

DO NOT MAIL APPLICATIONS TO THIS ADDRESS. Mailing your application to this address will significantly delay application
processing.
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ATTACHMENT 1: AMBULANCE SERVICE SUPPLIERS

All ambulance service suppliers enrolling in the Medicare program must complete this attachment.

A. Geographic Area

This section is to be completed with information about the geographic area in which this company
provides ambulance services. If you are changing, adding, or deleting information, check the applicable
box, furnish the effective date, and complete the appropriate fields in this section.

Provide the city/town, State, and ZIP code for all locations where this ambulance company renders
services.

CHECK ONE O CHANGE O ADD (1 DELETE

DATE (mmiddiyyyy)

NOTE: If the ambulance company has vehicles garaged within a different Medicaré contractor’s
jurisdiction, a separate CMS-855B enrollment application must be submitted to that fee-for-service
contractor.

1. INITIAL REPORTING AND/OR ADDITIONS
If services are provided in selected cities/towns, provide thedocations below. List ZIP codes only if they
are not within the entire city/town.

CITY/TOWN STATE ZIP CODE

2. DELETIONS

If services are no longer provided in selected cities/towns, provide the locations below. List ZIP codes only

if they are not within'the entire city/town.

CITY/TOWN STATE ZIP CODE

CMS-855B (07/11)
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ATTACHMENT 1: AMBULANCE SERVICE SUPPLIERS (Continued)

B. State License Information
If you are changing, adding, or deleting information, check the applicable box, furnish the effective date,

and complete the appropriate fields in this section.

Crew members must complete continuing education requirements in accordance with State and local
licensing laws. Evidence of re-certification must be retained with the employer in case it is required by the
Medicare fee-for-service contractor.

CHECK ONE OO0 CHANGE OADD (] DELETE

DATE (mmsddtyyyy)

Is this ambulance company licensed in the State where services are rendered and billed for? 0 YES OO NO

If NO, explain why:

If YES, provide the license information for the State where this ambulance service supplier will be rendering
services and billing Medicare. Attach a copy.of the current State license.

License Number Issuing State (if applicable) Issuing City/Town (if applicable)

Effective Date (mm/dd/yyyy) Expiration Date (mm/ddlyyyy)

C. Paramedic/intercept Services Information

Paramedic Intercept Services involve an arrangement between a Basic Life Support (BLS) ambulance
company and an.Advanced Life Support (ALS) ambulance company whereby the latter provides the ALS
services and the BLS ambulance company provides the transportation component. If such an arrangement
exists between the enrolling anibulance company and another ambulance company, the enrolling
ambulance company fnustattach a copy of the signed contract. For more information, see 42 C.FR.
410.40.

If reporting a change to information about a previously reported agreement/contract, check “Change” and
provide the effective date of the change.

O Change
Effective Date:

Does this ambulance company currently participate in a paramedic intercept services arrangement?
OYES GNO
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ATTACHMENT 1: AMBULANCE SERVICE SUPPLIERS (Continued)

D. Vehicle Information

Complete this section with information about the vehicles used by this ambulance company and the

services they provide. If there is more than one vehicle, copy and complete this section as needed. Attach a

copy of each vehicle registration.

To qualify as an air ambulance supplier, the following is required:

* A written statement, signed by the President, Chief Executive Officer or Chief Operating Officer of the
airport from where the aircraft is hangared that gives the name and address of the facility, and

*  Proof that the enrolling ambulance company, or the company leasing the air ambulance vehicle to the
enrolling ambulance company, possesses a valid charter flight license (FAA 135 Certificate) for the
aircraft being used as an air ambulance. If the enrolling ambulance company 6wns the aircraft, the
owner’s name on the FAA 135 Certificate must be the same as the enrolling ambulance company’s

name (or the ambulance company owner as reported in Sections 5 or.6) in this application. If the

enrolling ambulance company leases the aircraft from another company, a copy of the lease agreement
must accompany this enrollment application.

If you are changing, adding, or deleting information, check the applicable box, furnish the effective date,
and complete the appropriate fields in this section.

CHECK ONE 0 CHANGE CJADD ] DELETE

DATE (mmrddiyyyy)
Type (automobile, aircraft, boat, etc.) Vehicle Identification Number
Make (e.g., Ford) Model (e.g., 3507) Year (vyyy)
Does this vehicle provide:
Advanced life support (Level 1) L YES ELINO Specialty care transport Qyes CNO
Advanced lifesupport (Level 2) QYes £NO Land ambulance QYEs ONO
Basic life support OYES QNO Air ambulance—fixed wing OYEs ONO
Emergency runs QO YEs ONO Air ambulance-rotary wing OYes ONO
Non-emergency runs OYeEs ONO Marine ambulance QYes QONO
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ATTACHMENT 2: INDEPENDENT DIAGNOSTIC TESTING FACILITIES

INDEPENDENT DIAGNOSTIC TESTING FACILITY (IDTF) PERFORMANCE STANDARDS
Below is a list of the performance standards that an IDTF must meet in order to obtain or maintain their
Medicare billing privileges. These standards, in their entirety, can be found in 42 C.F.R section 410.33(g).

1. Operate its business in compliance with all applicable Federal and State licensure and regulatory
requirements for the health and safety of patients.

2. Provides complete and accurate information on its enrollment application. Changes in ownership,
changes of location, changes in general supervision, and adverse legal actions must be reported to
the Medicare fee-for-service contractor on the Medicare enrollment application within 30 calendar
days of the change. All other changes to the enrollment application must be reported within
90 calendar days.

3. Maintain a physical facility on an appropriate site. For the purposes of this standard, a post office
box, commercial mail box, hotel or motel is not considered an appropriate site,

(i) The physical facility, including mobile units, must contain space for equipment appropriate
to the services designated on the enrollment application, facilities for hand washing, adequate
patient privacy accommodations, and the storage of both-business records and current medical
records within the office setting of the IDTF, or IDTE home office, not within the actual
mobile unit.

(ii) IDTF suppliers that provide services remotely and do not see bengficiaries at their
practice location are exempt from providingdiand washing and adequate patient privacy
accommodations.

4. Have all applicable diagnostic testing equipment available at the physical site excluding portable
diagnostic testing equipment. A catalog of portable diagnostic equipment, including diagnostic
testing equipment serial numbers, must be maintained at the physical site. In addition, portable
diagnostic testing equipment must be available for inspection within two business days of a CMS
inspection request. The IDTF muSt:maintain a current inventory of the diagnostic testing equipment,
including serial and registration numbers, provide this information to the designated fee-for-service
contractor upon request, and notify the contractor of any changes in equipment within 90 days.

5. Maintain a prifiary business phone under the name of the designated business. The primary business
phone must be located at the designated site of the business, or within the home office of the mobile
IDTF units. The telephonenumber o toll free numbers must be available in a local directory and
through directory assistance.

6. Have a comprehensive liability insurance policy of at least $300,000 per location that covers both
the place of business and all customers and employees of the IDTF. The policy must be carried
by a non-relative/owned company. Failure to maintain required insurance at all times will result
in revocation of the IDTF’s billing privileges retroactive to the date the insurance lapsed. IDTF
suppliers are responsible for providing the contact information for the issuing insurance agent and
the underwriter. In addition, the IDTF must:

(i) Ensure that the insurance policy must remain in force at all times and provide coverage of at
least $300,000 per incident; and

(ii) Notify the CMS designated contractor in writing of any policy changes or cancellations.

7. Agree not to directly solicit patients, which include, but is not limited to, a prohibition on telephone,
computer, or in-person contacts. The IDTF must accept only those patients referred for diagnostic
testing by an attending physician, who is furnishing a consultation or treating a beneficiary for a
specific medical problem and who uses the results in the management of the beneficiary’s specific
medical problem. Nonphysician practitioners may order tests as set forth in §410.32(a)(3).
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ATTACHMENT 2: INDEPENDENT DIAGNOSTIC TESTING FACILITIES (Continued)

8. Answer, document, and maintain documentation of a beneficiary’s written clinical complaint at the
physical site of the IDTF (For mobile IDTFs, this documentation would be stored at their home
office.) This includes, but is not limited to, the following:

(i) The name, address, telephone number, and health insurance claim number of the beneficiary.

(ii) The date the complaint was received; the name of the person receiving the complaint; and a
summary of actions taken to resolve the complaint.

(iii) If an investigation was not conducted, the name of the person making the decision and the
reason for the decision.

9. Openly post these standards for review by patients and the public.

10. Disclose to the government any person having ownership, financial, or control interest'or any other
legal interest in the supplier at the time of enrollment or within 30 days of a change.

11. Have its testing equipment calibrated and maintained per equipment instructions and in compliance
with applicable manufacturers suggested maintenance and calibration standards.

12. Have technical staff on duty with the appropriate credentials to perform tests. The IDTF must
be able to produce the applicable Federal or State licenses or certifications of the individuals
performing these services.

13. Have proper medical record storage and be able to retrieve medical records upon request from CMS
or its fee-for-service contractor within 2 business.days.

14. Permit CMS, including its agents, or its designated fee-for-service contractors, to conduct
unannounced, on-site inspections to confirmithe IDTF’s compliance with these standards. The IDTF
must be accessible during regular business hours to CMS and beneficiaries and must maintain a
visible sign posting the normal business hours of the IDTF.

15. With the exception of hospital-based and mobile IDTFSs; a fixed base IDTF does not include the
following:
(i) Sharing a practice location with another Médicare-enrolled individual or organization.

(ii) Leasing or subleasing its operations or.its practice location to another Medicare enrolled
individual or organization.

(iii) Sharing diagnostic testing equipnient using in the initial diagnostic test with another Medicare-
enrolled individual or organization.

16. Enrolls in Meédicare for any diagnostic testing services that it furnishes to a Medicare beneficiary,
regardless of whether the service is furnished in a mobile or fixed base location.

17. Bills for all mobile diagnostic services that are furnished to a Medicare beneficiary, unless the
mobile diagnostic service is part of a service provided under arrangement as described in section
1861(w)(1) of the Act.

CMS-8558B (07/11) 40



ATTACHMENT 2: INDEPENDENT DIAGNOSTIC TESTING FACILITIES (Continued)

Instructions

If you perform diagnostic tests, other than clinical laboratory or pathology tests, and are required to

enroll as an IDTF, you must complete this attachment. CMS requires the information in this attachment

to determine whether the enrolling supplier meets all IDTF standards including, but not limited to, those
listed on page 40 of this application. Not all suppliers that perform diagnostic tests are required to enroll as
an IDTF.

Diagnostic Radiology

Many diagnostic tests are radiological procedures that require the professional services of a radiologist.
A radiologist’s practice is generally different from those of other physicians because radiologists usually
do not bill E&M codes or treat a patient’s medical condition on an ongoing basis.A radiologist or group
practice of radiologists is not necessarily required to enroll as an IDTF. If enrolling as a diagnostic
radiology group practice or clinic and billing for the technical component of diagnostic¢ radiological tests
without enrolling as an IDTF (if the entity is a free standing diagnostic facility), it should contact the
carrier to determine that it does not need to enroll as an IDTF.

A mobile IDTF that provides X-ray services is not classified as a portable X-ray supplier.
Regulations governing IDTFs can be found at 42 C.F.R. 410.33(

CPT-4 and HCPCS Codes—Report all CPT-4 and HCPCS codes for which this IDTF will bill Medicare.
Include the following:
* Provide the CPT-4 or HCPCS codes for which this IDTE intends to bill Medicare,

* The name and type of equipment used to perform the reported procedure, and
* The model number of the reported equipment.

The IDTF should report all Current Procedural Terminology, Version 4 (CPT-4) codes, Healthcare
Common Procedural Coding System codes (HCPCS), and types of equipment (including the model
number), for which it will perform tests, supervise, interpret, and/or bill. All codes reported must be for
diagnostic tests that an IDTF is allowed to perform. Diagnostic tests that are clearly surgical in nature,
which must be performed in a hospital or ambulatory surgical center, should not be reported.

Consistent with IDTF supplier standard 6 on page 40 of this application, all IDTFs enrolling in Medicare
must have a comiprehensive liability insurance policy of at least $300,000 per location, that covers both
the place of business and all customers and employees of the IDTF. The policy must be carried by a non-
relative owned company. Failure to maintain the required insurance at all times will result in revocation of
the Medicare supplier billing number, retroactive to the date the insurance lapsed. Malpractice insurance
policies do not demonstrate compliance with this requirement.

All IDTFs must submit:a complete copy of the aforementioned liability insurance policy with this application.
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ATTACHMENT 2: INDEPENDENT DIAGNOSTIC TESTING FACILITIES (Continued)

A. Standards Qualifications

Provide the date this Independent Diagnostic Testing Facility met all current CMS standards (mm/ddlyyyy)

B. CPT-4 and HCPCS Codes

If you are changing, adding, or deleting information, check the applicable box, furnish the effective date,
and complete the appropriate fields in this section.

CHECK ONE 0 CHANGE 0 ADD L] DELETE

DATE (mm/ddyyyy)

All codes reported here must be for diagnostic tests that an IDTF is allowed to perform. Diagnostic tests
that are clearly surgical in nature, which must be performed in a hospital or ambulatory surgical center,
should not be reported. Clinical laboratory and pathology codes should.not be réported. This page may be
copied for additional codes or equipment.

MODEL NUMBER

CPT-4 OR HCPCS CODE EQUIPMENT (Required)

10.

1.

12.

13.

14.

15.

CMS-8558 (07/11)
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ATTACHMENT 2: INDEPENDENT DIAGNOSTIC TESTING FACILITIES (Continued)

C. Interpreting Physician Information
Check here OJ if this section does not apply because the interpreting physician will bill separate from the IDTF.

All physicians whose interpretations will be billed by this IDTF with the technical component (TC) of the
test (i.e., global billing) must be listed in this section. If there are more than three physicians, copy and
complete this section as needed. All interpreting physicians must be currently enrolled in the Medicare
program.

If you are billing for interpretations as an individual reassigning benefits, the interpreting physician must
complete the Reassignment of Benefits Form (CMS 855R). Note: Both the IDTF and individual physician
must be enrolled with the fee-for-service contractor where the IDTF is located.

If you are billing for purchased interpretations, all requirements for purchased intefpretations must be met.

When a mobile unit of the IDTF performs a technical component of a diagnostic test and the interpretive
physician is the same physician who ordered the test, the IDTF cannot bill for the intérpretation. Therefore,
these interpreting physicians should not be reported since the interpretive physician must submit his/her
own claims for these tests.

157 Interpreting Physician Information

If you are changing, adding, or deleting information, check the applicable box, furnish the effective date,
and complete the appropriate fields in this section.

CHECK ONE OO CHANGE [JADD [J DELETE

DATE (mm/ddiyyyy)

First Name Middle Initial |Last Name suffix (e.g., Jr., Sr.)
Social Security Number (Required) Date of Birth (mm/ddlyyyy) (Required)
Medicare identification Number (if issued) NPI

2"° Interpreting Physician Information

If you are changing, adding, or deleting information, check the applicable box, furnish the effective date,
and complete the appropriatefields in this section.

CHECK ONE [0 CHANGE OADD [J DELETE

DATE (mm/ddiyyyy)

First Name Middle Initial |Last Name Suffix (e.g., Jr., Sr.)
Social Security Number (Required) Date of Birth (mm/ddl/yyyy) (Required)
Medicare Identification Number (if issued) NPI
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ATTACHMENT 2: INDEPENDENT DIAGNOSTIC TESTING FACILITIES (Continued)

3% Interpreting Physician Information
If you are changing, adding, or deleting information, check the applicable box, furnish the effective date,
and complete the appropriate fields in this section.

CHECK ONE 1 CHANGE O ADD {J DELETE

DATE (mmvddtyyyy)

First Name Middle Initial |Last Name Suffix (e.g., Jr., Sr.)
Social Security Number (Required) Date of Birth (mm/dd/yyyy) (Réquired)
Medicare Identification Number (if issued) NPI

D. Personnel (Technicians) Who Perform Tests
Complete this section with information about all non-physician personnel who perform tests for this IDTF.
Notarized or certified true copies of the State license or certificate should be attached.

15T PERSONNEL (TECHNICIAN) INFORMATION
If you are changing, adding, or deleting information, check the applicable box, furnish the effective date,

and complete the appropriate fields in this section.

CHECK ONE [0 CHANGE OADD [0 DELETE

DATE ¢ mm/ddlyyyy)

First Name Middle Initial |Last Name Suffix (e.g., Jr., 5r.)
Social Security Number (Required) Date of Birth (mm/dd/yyyy) (Required)

Is this technician State licensed or State certified? (see instructions for clarification) QYEs QINO
License/Certification Number (if applicable) License/Certification Issue Date (mm/ddlyyyy) (if applicable)
Is this technician certified by a national credentialing organization? QYES QNO
Name of credentialing organization (if applicable) Type of Credentials (if applicable)

Is this technician employed by a hospital? QYes QNO

If YES, provide the name of the hospital here:
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ATTACHMENT 2: INDEPENDENT DIAGNOSTIC TESTING FACILITIES (Continued)

2'° personnel (Technician) Information
If you are changing, adding, or deleting information, check the applicable box, furnish the effective date,

and complete the appropriate fields in this section.

CHECK ONE [0 CHANGE O ADD [J DELETE

DATE (mmiddiyyyy)

First Name Middle Initial |Last Name Suffix (e.g., Jr., Sr.)
Social Security Number (Required) Date of Birth (mm/ddlyyyy) (Required)

Is this technician State licensed or State certified? (see instructions for clarification) Oves QONO
License/Certification Number (if applicable) License/Certification lssue Date (mm/ddiyyyy) (if applicable)
Is this technician certified by a national credentialing organization? Gves QNO
Name of credentialing organization (if applicable) Type of Credentials (if applicable)

Is this technician employed by a hospital? Oyvyes QGNO

If YES, provide the name of the hospital here:

E. Supervising Physicians

Complete this section with identifying information about the physician(s) who supervise the operation of
the IDTF and who provides the personal, direct, or general supervision per 42 C.F.R. 410.32(b)(3). The
supervising physician must also attest to his/her supervising responsibilities for the enrolling IDTF.

Information concerning the type of supervision (personal, direct, or general) required for performance of
specific IDTF tests can be©btained from your Medicare fee-for-service contractor. All IDTFs must report
at least one supervisory physician, and at least one supervising physician must perform the supervision
requirements stated in 42 C.F.R. 410.32(b)(3). All supervisory physician(s) must be currently enrolled

in Medicare.

The type of supervision béing performed by each physician who signs the attestation on page 47 of this
application should be listed in this section.

Definitions of the types of supervision are as follows:

* Personal Supervision means a physician must be in attendance in the room during the performance of

~ the procedure.

» Direct Supervision means the physician must be present in the office suite and immediately available
to provide assistance and direction throughout the performance of the procedure. It does not mean that
the physician must be present in the room when the procedure is performed.

* General Supervision means the procedure is provided under the physician’s overall direction and
control, but the physician’s presence is not required during the performance of the procedure. General
supervision also includes the responsibility that the non-physician personnel who perform the tests are
qualified and properly trained and that the equipment is operated properly, maintained, calibrated and
that necessary supplies are available.
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ATTACHMENT 2: INDEPENDENT DIAGNOSTIC TESTING FACILITIES (Continued)

E. Supervising Physicians (Continued)
If you are changing, adding, or deleting information, check the applicable box, furnish the effective date,
and complete the appropriate fields in this section.

CHECK ONE 0 CHANGE OADD (T DELETE

DATE (mmiddiyyyy)

First Name Middle Initial [Last Name Suffix (e.g., Jr., Sr.)
Social Security Number (Required) Date of Birth {(mm/dd/yyyy) (Required)

Medicare Identification Number (if issued) NP1

Telephone Number Fax Number (if applicable) E-mail Address (if applicable)

TYPE OF SUPERVISION PROVIDED

Check the appropriate box below indicating the type of supervision provided by the physician reported
above for the tests performed by the IDTF in accordance with 42 C.F.R. 410.32 (b)(3) (See instructions for
definitions).

O Personal Supervision 0O Direct Supervision [l General Supervision

For each physician performing General Supervision, at least one of the three functions listed here must be
checked. However, to meet the General Sugervision requirement, in accordance with 42 C.F.R. 410.33(b),
the enrolling IDTF must have at least one supervisory physician for each of the three functions. For
example, two physicians may be responsible for function 1, a third physician may be responsible for
function 2, and a fourth physician‘may be responsible for function 3. All four supervisory physicians must
complete and sign the supervisory physician section of this application. Each physician should only check
the function(s) he/she-actually performs.

O Assumes responsibility for the overall direction and control of the quality of testing performed.

O Assumes fesponsibility-forassuring that the non-physician personnel who actually perform the
diagnostic procedures are properly trained and meet required qualifications.

O Assumes responsibility for the proper maintenance and calibration of the equipment and supplies
necessary to perform the diagnostic procedures.

OTHER SUPERVISION SITES
Does this supervising physician provide supervision at any other IDTF? KR YES KRNO

If yes, list all other IDTFs for which this physician provides supervision. For more than five, copy
this sheet.

TAX IDENTIFICATION LEVEL OF

NAME OF FACILITY ADDRESS NUMBER SUPERVISION

1.

2.

3.

4

5.
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ATTACHMENT 2: INDEPENDENT DIAGNOSTIC TESTING FACILITIES (Continued)

E. Supervising Physicians (Continued)

ATTESTATION STATEMENT FOR SUPERVISING PHYSICIANS
All Supervising Physician(s) rendering supervisory services for this IDTF must sign and date this section.
All signatures must be original.

1. I hereby acknowledge that I have agreed to provide (IDTF Name)
with the Supervisory Physician services checked above for all CPT-4 and HCPCS codes reported in
this Attachment. (See number 2 below if all reported CPT-4 and HCPCS codes do not apply). I also
hereby certify that I have the required proficiency in the performance and interpretation of each type
of diagnostic procedure, as reported by CPT-4 or HCPCS code in this Attachment (except for those
CPT-4 or HCPCS codes identified in number 2 below). I have read and understand the Penalties for
Falsifying Information on this Enrollment Application, as stated in Section(14 of this application. I
am aware that falsifying information may result in fines and/or imprisonment. If I'undertake super-
visory responsibility at any additional IDTFs, I understand that it is\my responsibility to notify this
IDTF at that time.

2. I am not acting as a Supervising Physician for the following CPT-4 and/or HCPCS codes reported in
this Attachment.

CPT-4 OR HCPCS CODE CPT-4 OR HCPCS CODE CPT-4 OR HCPCS CODE

3. Signature of Supervising Physician (First, Middle, Last, Jr., Sr., M.D., D.O., etc.) Date (mm/ddlyyyy)

All signatures must be original and/signed and dated in ink (biue ink preferred). Applications with signatures
deemei not original will not be processed. Stamped, faxed or copied signatures will not be accepted.
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

MEDICARE SUPPLIER ENROLLMENT APPLICATION PRIVACY ACT STATEMENT

The Centers for Medicare & Medicaid Services (CMS) is authorized to collect the information requested on this form
by sections 1124(a)(1), 1124A(a)(3), 1128, 1814, 1815, 1833(e), and 1842(r) of the Sacial Security Act [42 U.S.C.
§§ 1320a-3(a)(1) - 585l .5(1)(eL and 1395u(r)] and section 31001(1) of the Debt Collection
Improvement Act'l’S’I‘U S >

The purpose of collecting this information is to determine or verify the eligibility of individuals and organizations
to enroll in the Medicare program as suppliers of goods and services to Medicare beneficiaries and to assist in the
administration of the Medicare program. This information will also be used to ensure that no payments will be made
to providers who are excluded from participation in the Medicare program. All information on this form is required,
with the exception of those sections marked as “optional” on the form. Without this information, the ability to make
payments will be delayed or denied. '

The information collected will be entered into the Provider Enrollment, Chain and Ownership System (PECOS).
The information in this application will be disclosed according to the routine uses described below.

Information from these systems may be disclosed under specific circumstances (o:

1. CMS contractors to carry out Medicare functions, collating or analyzing data, orto detect fraud or abuse;

2. A congressional office from the record of an individual health care provider in response to an inquiry from the

congressional office at the written request of that individual health' care practitioner;

The Railroad Retirement Board to administer provisions of theRailroad Retirement or Social Security Acts;

4. Peer Review Organizations in connection with the review of claims, or in connection with studies or other review
activities, conducted pursuant to Part B of Title XVIII of the Social Security Act;

5. To the Department of Justice or an adjudicative body when the agency, an agency employee, or the United States
Government is a party to litigation and the use of the information is compatible with the purpose for which the
agency collected the information;

6. To the Department of Justice for investigating and prosecuting violations of the Social Security Act, to which
criminal penalties are attached;

7. To the American Medical Association (AMA), for the purpose of attempting to identify medical doctors when
the National Plan and Provider Enufneration System is unable to establish identity after matching contractor
submitted data to the data extract provided by the AMA;

8. An individual or organization for a reséarch, evaluation, or epidemiological project related to the prevention of
disease or disability, or.to the restoration or maintenance of health;

9. Other Federsdl agencies that administer a Federal health care benefit program to enumerate/enroll providers of
medical services or to detect-fraud or abuse;

10. State Licensing Boards for review of unethical practices or non-professional conduct;
1 1. States for the purpose of administration of health care programs; and/or

12. Insurance companies, self insufers, health maintenance organizations, multiple employer trusts, and other health
care groups providing healthi care claims processing, when a link to Medicare or Medicaid claims is established,
and data are used solely to process supplier’s health care claims.

The supplier should be aware that the Computer Matching and Privacy Protection Act of 1988 (P.L. 160-503)
amended the Privacy Act, 5 U.S.C. § 552a, to permit the government to verify information through
computer matching.

W

Protection of Proprietary Information
Privileged or confidential commercial or financial information collected in this form is protected from public
disclosure by Federal law 5 U.S.C. § 552(b)(4) and Executive Order 12600.

Protection of Confidential Commercial and/or Sensitive Personal Information

If any information within this application (or attachments thereto) constitutes a trade secret or privileged or
confidential information (as such terms are interpreted under the Freedom of Information Act and applicable case
law), or is of a highly sensitive personal nature such that disclosure would constitute a clearly unwarranted invasion
of the personal privacy of one or more persons, then such information will be protected from release by CMS under
5 US.C. §8§ 552(b)(4) and/or (b)(6), respectively.
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FORM APPROVED

SERVICES
DEPARTMENT OF HEALTH AND HUMAN SE OMB NO. 0938.0373

CENTERS FOR MEDICARE & MEDICAID SERVICES

MEDICARE PARTICIPATING PHYSICIAN OR SUPPLIER AGREEMENT

Name(s) and Address of Participant* National Provider Identifier (NPi)*

Loropecaus Hea\ih Do | S
LO0 Mom Street Sl Suite 1Y
Ss\ﬁ;n‘ow‘)/} . O LY4kY

*List all names and the NP! under which the participant files claims with the Medicare Administrative Contractor (MAC)/carrier
with whom this agreement is being filed.

The above named person or organization, called “the participant,” hereby enters into an agreéement with the Medicare
program to accept assignment of the Medicare Part B payment for all services for which the participant is eligible to
accept assignment under the Medicare law and regulations and which are furnished while this agreement is in effect.
1. Meaning of Assignment: For purposes of this agreement, aceepting assignment of the Medicare Part B
payment means requesting direct Part B payment from the Medicare program. Under an assignment, the
approved charge. determined by the MAC/carrier, shall bé the full charge for the service covered under Part B.
The participant shall not collect from the beneficiary or other person or organization for covered services more
than the applicable deductible and coinsurance.

2. Effective Date: If the participant files the agreément with any MAC/carrier during the enrollment period, the
agreement becomes effective - (o Rty @l ley #0=S

3. Term and Termination of Agreement; This agreement shall continue in effect through December 31 following
the date the agreement becomes effective and shall be renewed automatically for each 12-month period January
1 through December 31 thereafter unless one of the following occurs:

a. During the enrollment period provided near the end of any calendar year, the participant notifies
in writing every MAC/carrier with whom the participant has filed the agreement or a copy of the
agreement that the participant wishes to terminate the agreement at the end of the current term. In the
event.such notificationis mailed or.delivered during the enrollment period provided near the end of
any calendar year, the agreement shall end on December 31 of that year.

b. The Centers for Medicare & Medicaid Services may find, after notice to and opportunity for a hearing
for the participant; that the participant has substantially failed to comply with the agreerent. in the
event such a finding is made, the Centers for Medicare & Medicaid Services will notify the participant
in writing that the agreement will be terminated at a time designated in the notice. Civil and criminal
penalties may also be imposed for violation of the agreement.

Signature of parzyy/ﬁorized representative of participating organization) Date
o/ L= /22 /11

Title (if signe/ i€ authorizéd represe‘n/tative of organization) oOffie Phone’Number (including area code)
Divecter ox Trea N A03-ALY- Gl
Received by (name of carrier) Initials of Carrier Official Effective Date

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a

valid OMB control number. The valid OMB control number for this information collection is 0938-0373. The time required to complete this
information collection is estimated to average 15 minutes per response, including the time to review instructions, search existing data resources,
gather the data needed and complete and review the information collection. If you have any comments concerning the accuracy of the

time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance Officer,
Baltimore, Maryland 21244-1850.
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Pomperaug District Department of Health
800 Main Street, South e Suite 124 ¢ Southbury, Connecticut 06488
(203) 264-9616 * Woodbury (203) 266-4785 » Oxford (203) 888-6891
Fax: (203) 262-1960 e Website: www.pomperaughealthdistrict.org

January 6, 2012
NGS
Attn: Revaluation

P.O. Box 50437
Indianapolis, IN 46250-0437

RE: NP /st — Attestation for Government Entities
To Whom It may Concern:
This letter is to attest that The Pomperaug District Department of Health will be legally and
financially responsible for Medicare payments received.and in the event that there is any

outstanding debt owed to CMS.

As the Director of Health, | have authorlty to Iegally and fmanc:ally blnd the Pomperaug District

Department of Health.

If you have any questions; please do not hesitate to call me at 208;264-9616. _ . spwone= ...

Yours truly,

(5>

W)

Neal Lustig, M.P.H. 7
Director of Health

7, el ol ‘gl'
v

P
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DEPARTMENT OF HEALTH AND HUMAN SERVICES Form Approved
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB No. 0938-0626

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

Reason for Submission:

X New EFT Authorization [0 Check here if EFT payment is being made to
the Home Office of Chain

{Attach letter Authorizing EFT payment to
Chain Home Office)
Since your last EFT authorization agreement submission, have you had a:

(O change of Ownership, and/or
(O Change of Practice Location?

If you checked either a change of ownership or change of practice location above, you must submit a change of )
information (using the Medicare enroliment application) to the Medicare contractor that services your geographical
area(s) prior to or accompanying this EFT authorization agreement submission.

[ Revision to Current Authorization
(e.g. account or bank changes)

PART 1I: PROVIDER OR SUPPLIER INFORMATION TR R Siine

Provider/Supplier Legal Business Name

Qomoae,rm\m\ PDistTei TT D&pa‘ﬁ‘mafﬁ‘ & \ﬁmﬂr\’\

Chain Organization Nanteor Home Office Legal Business Name (if different from Chain Organization Name)

Account Holder’s Street Address

< 0 Main Srceel Sowdh , Suwite 1QY

Accoun older S Clty Account Holder s State Account Holder's Zip Code

o UStho WY C\ QLYTYS

Tax Identification Number: (designate [1SSN or LI EIN)

Medicare ldentification Number (if issued)

o o o o

National Provnder ldentlﬂer (NPI)

PART Ili: FINANCIAL INSTITUTION INFORMATION

Financial Institution Name

e\\a [ Focoo

Financial Institution City/Town® Financial Institution State
Son Tranciseo CH

Financial Institution Telephone Number F‘( Financial Institution Contact Person
\ - %00-3%%. ~ 355

Financial Institution Routing Transit Number (nine digit)

Depositor Account Numbamsey, Type of Account (check one)

Please include a confirmation of account information on bank letterhead or a voided check. When submitting
the documentation, it should contain the name on the account, electronic routing transit number, account
number and type. If submitting bank letterhead, the bank officer’s name and signature is also required. This
information will be used to verify your account number.

PART IV: CONTACT PERSON

Contact Person’s Name Contact Person’s Title
Weal Lustio Dice ctor o= Nealtth
Contact Person’s Telephone Number Contact Person’s E-mail Address
20> - LY - Tblb Pomphenlth @ earthlink . n‘T

FORM CiMS-588 (05/10)
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PART V: AUTHORIZATION

| hereby authorize the Centers for Medicare & Medicaid Services (CMS) to initiate credit entries, and in accordance
with 31 CFR part 210.6(f) initiate adjustments for any duplicate or erroneous entries made in error to the account
indicated above. | hereby authorize the financial institution/bank named above to credit and/or debit the same to
such account. CMS may assign its rights and obligations under this agreement to CMS’ designated fee-for-service
contractor. CMS may change its designated contractor at CMS’ discretion.

If payment is being made to an account controlled by a Chain Home Office, the Provider of Services hereby
acknowledges that payment to the Chain Office under these circumstances is still considered payment to the
Provider, and the Provider authorizes the forwarding of Medicare payments to the Chain Home Office.

If the account is drawn in the Physician’s or Individual Practitioner’s Name, or the Legal Business Name of the
Provider/ Supplier, the said Provider or Supplier certifies that he/she has sole control of the account referenced
above, and certifies that all arrangements between the Financial Institution and the said Provider or Supplier are
in accordance with all applicable Medicare regulations and instructions.

This authorization agreement is effective as of the signature date below and is to rémain infull force and

effect until CMS has received written notification from me of its termindtion in such timeand such manner as

to afford CMS and the Financial Institution a reasonable opportunity to act on it. CMS will continue to send the
direct deposit to the Financial Institution indicated above until notified by me that | wish to change the Financial
Institution receiving the direct deposit. If my Financial Institution information changes, I agrée to submit to CMS
an updated EFT AutQorization Agreement.

SIGNATURE LIN

Authorized/Delegated Gfficial Name (Print) Authorized/Delegated Official Telephone Number
Neo) \ostio 203-2LY -qQbll
Authorized/Delegated Official Title Authorized/Delegated Official E-mail Address

i e Q"\'tg’(‘ & \‘\QC\?\‘\-\’\ {'?o‘m\? \/)e_ q\\f% Y QQF“M\ nk.Nt

Authorized/Delegated Qfficigl Signature Date
ture in black or blue ink.)

(Note: Must be origi :i
,/ T /s

PRIVACY ACT Al

Sections 1842, 1862}
The purpose of collé

) and 1874 of title XVIil of the Social Security Act authorize the collection of this information.
ing this information is to authorize electronic funds transfers.

The information ccted will beentered into system No. 09-70-0501, titled “Carrier Medicare Claims Records,”
and No. 09-70-0503titléd “Intérmediary Medicare Claims Records” published in the Federal Register Privacy Act
Issuances, 1991 Cogp. Vol. 1, pages 419 and 424, or as updated and republished. Disclosures of information from

this system can be Yound in this notice.

You should be aware that P.L. 100-503, the Computer Matching and Privacy Protection Act of 1988, permits the
government, under certain circumstances, to verify the information you provide by way of computer matches.

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information uniess it displays a valid
OMB control number. The valid OMB control number for this information collection is 0938-0626. The time required to complete this information
collection is estimated to average 60 minutes per response, including the time to review instructions, search existing data resources, gather the
data needed, and complete and review the information collection. If you have any comments concerning the accuracy of the time estimate(s) or
suggestions for improving this form, please write to: CMS, Attn: PRA Reports Clearance Officer, 7500 Security Boulevard, Baltimore, Maryland
21244-1850.
DO NOT MAIL THIS FORM TO THIS ADDRESS.
MAILING YOUR APPLICATION TO THIS ADDRESS WILL SIGNIFICANTLY DELAY PROCESSING.

FORM CMS-588 (05/10) 2




STATE OF CONNECTICUT

‘BEPARTMENT OF PUBLIC HEALTH

J. Robert Galvin, M.D., M.PH. M. Jodi Rel.
Commissioner Governor

February 8, 2007

Mr. Neal Lustig, MPH, RS
Director of Health
Pomperaug Health District
800 Main Street, Suite 130
Southbury, CT 06488

Dear Mp-Lusti g/f/'éﬁ -

This is to certify that the Pomperaug Health District has been properly organized in
accordance with Sections 19a-241 to 19a-245 of the General Statutes of Connecticut, as
amended, so that it is constituted as an official governmental health district and comes
under the definition of municipalities irisofar as the municipal employees’ retirement
program is concerned.

As an official governmental agency receiving its entire support from the towns of Oxford,
Southbury, Woodbury and from the State of Connecticut, the Pomperaug Health District
therefore has tax-exempt status and is eligible for prices on materials in the same way as
municipalities.

Sincerely,

:”’(‘) !
JaSd 4
~rE

J. Robert Galvin, MD, MPH
Commuissioner

JRGljs

PHONE: (860) 509-7101 FAX:(860)509-7111
310 CAPITOL AVENTE - MSZ£[3COM, PO. Box 340308, Hartrord, CONNECTICLT 06134-0308

Affirmative Action ' Equal Employment Opportunity Emplayer



INSTRUCTIONS FOR COMPLETING THE EFT AUTHORIZATION AGREEMENT

All EFT requests are subject to a 15-day pre-certification period in which all accounts are verified by the qualifying financial
institution before any Medicare direct deposits are made.

PART I: REASON FOR SUBMISSION

Indicate your reason for completing this form by checking the appropriate box: New EFT authorization or change to your
account information. If you are authorizing EFT payments to the home office of a chain organization of which you are a member,
you must attach a letter authorizing the contractor to make payment due the provider of service to the account maintained by
the home office of the chain organization. The letter must be signed by an authorized official of the provider of service and
an authorized official of the chain home office.

PART II: PROVIDER OR SUPPLIER INFORMATION

Line 1:  Enter the provider's/supplier’s legal business name or the name of the physician or individual practitioner, as
reported to the Internal Revenue Service {IRS). The account to which EFT payments madé must exclusively bear the
name of the physician or individual practitioner, or the legal business name of the pérson or entity enrolled with
Medicare.

Line2: Enter the chain organization’s name or the home office legal business name if different from the chain
organization name.

Line 3:  Enter the account holder’s street address.
Line 4: Enter the account holder’s city, state, and zip code.

Line5: Enter the tax identification number as reported to the IRS. If the/business is a corporation, provide the Federal
employer identification number, otherwise provide your Social Security Number.

Line 6:  If issued, enter the Medicare identification number assigned by a Medicare fee-for-service contractor. If you are not
enrolled in Medicare, leave this field blank.

Line 72 Enter the 10 digit NPl number. The NPI is required to process this form.

PART Iil: FINANCIAL INSTITUTION INFORMATION

Line 8:  Enter your Financial Institution’s name (this is the name of the bank or qualifying depository that will receive
the funds). Note: The account name to which EFT payments will be paid is to the name submitted on Part Il of
this form.

Line 9:  Enter the city or town where your financial institution is located. Enter the state where your financial institution
is located.

Line 10: Enter the bank or financial institutional telephone number and contact person’s name.

Line 11: Enter the bank or financial institutional nine-digit routing number, including applicable leading zeros.
Line 12: Enter the depositor's account number, inciuding applicable leading zeros. Select the account type.

If you do not submit this information, your EFT autharization agreement will be returned without further processing.

PART IV: CONTACT PERSON

Line 13: Enter the name and title of a contact person who can answer questions about the information submitted on this
CMS-588 form.

Line 14: Enter the contact person’s-telephone number. Enter the contact person’s e-mail address.

PART V: AUTHORIZATION

Line 15: By your signature on this form you are certifying that the account is drawn in the Name of the Physician or
individual Practitioner, or the Legal Business Name of the Provider or Supplier. The Provider or Supplier has sole
control of the account to which EFT deposits are made in accordance with all applicable Medicare regulations and
instructions. All arrangements between the Financial Institution and the said Provider or Supplier are in accordance
with all applicable Medicare regulations and instructions with the effective date of the EFT authorization. You
must notify CMS regarding any changes in the account in sufficient time to allow the contractor and the Financial
Institution to act on the changes.

The EFT authorization form must be signed and dated by the same Authorized Representative or a Delegated Official named
on the CMS-855 Medicare enrollment application which the Medicare contractor has on file. include a telephone number
where the Authorized Representative or Delegated Official can be contacted.

Mail this form with the original signature in black or blue ink (no facsimile signatures can be accepted) to the Medicare
contractor that services your geographical area. An EFT authorization form must be submitted for each Medicare contractor to
whom you submit claims for Medicare payment. To locate the mailing address for your fee-for-service contractor, go to:
www.cms.goviMedicareProviderSupEnroll.

FORM CMS-588 Instructions (05/10) 3
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Departregt of the Treasury ) . ™.
internal Revenue Service : N RO
- Date of This Notice -
csd11320 L , o 0 o7e17-86
T ’ : ¥ you inquire sbout your  Emptoyer Identification Nurmber

account, please rofér to -
this aumber or attach a P ﬁ

copy of this notice.
PIMPERAJG DISTRICY DEPARTMENY COF
HEALTH
RYHEQOJRE - «ITEX JR TOwN HALL
591 MAIN ST.S ‘
SHUTHBURY CT 06«88

NOTICE OF NEW EMPLOYER IDENTIFICATION NUMBER ASSIGNED

Thank you for your Form SS-4, Application for Employer Identification Number. The number as-
signed to you is shown above. This number will be used to identify your business account and tefated tax

returns and documents, even if you do not have employees.

Please kéep a copy of this number in your permanent recaords. Use this number and your rarre, ex-
actly as shown above, on all Federal tax forms that require this information, and refer to the number on all
tax payments and tax-related correspondence or documents.
If your business is a partnership which must obtain prior approval for its tax year, the tax year you
entered in Block 3 of your Form SS-4 does fot establish a tax year. For guidance in determining if you
must request prior approval and the method of doing so, see IRS Publication 538, Accounting Periods and
Methods, available gt most IRS offices.

For Exempt Organizations, pfease see the message on the reverse side.

Thank you for your cooperation.

%9715 B 9412

Form 5372 (Rav. 5-86)



Thursday, November 3, 2011 12:42:02 PM ET

Subject: Pay.Gov Payment Confirmation

Date: Thursday, November 3, 2011 11:33:18 AMET
From: paygovadmin@mail.doc.twai.gov

To: pomphealth@earthlink.net

THIS IS AN AUTOMATED MESSAGE. PLEASE DO NOT REPLY.

Transaction Summary

Application Name: Medicare Application Fee
Pay.gov Tracking ID: 2545 2

Agency Tracking iD: 2011110300000qg8
Transaction Type: Sale

Transaction Date: Nov 3, 2011 11:33:18 AM

Account Holder Name: Neal Lustig
Transaction Amount: $505.00
Billing Address: 5 Pheasant Lane
City: Madison

State/Province: CT

Zip/Postal Caode: 06443

Country: USA

Card Type: MasterCard

Card Number: **#*****ksrsx7419
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203 | [RESOLVED] Electronic Data Interchange Gateway Outage | 06/05/2012
The NGS ED] Gateway was experiencing technical issues and was temporarily shut down between 8:49 to 9:35
a.m. eastern time (ET).

170 | Incorrect Skilled Nursing Facllity Consolidated Billing | 11/22/2011

The Common Working File (CWF) System Malntainer has Identified a problem impacting Skilled Nursing Facility
(SNF) Consolidated Bliling (CB) claims and coded a system correction that was implemented on Monday, November
21, 2011.

The CWF is Incorrectly denying some services excluded from SNF CB with the following reason code messages:

109 - Claim not covered by this payer/contractor. You must send the claim to the correct payer/contractor.

NS538 - A facility is responsible for payment to outside providers who furnish these services/supplies/drugs to its
patlents/residents.

162 | Physician Quality Reporting System Duplicate Payment Issue Checks | 10/10/2011
Natlonal Government Services ldentifled an issue with the Physician Quality Reporting System (PQRS) that resulted
In a duplicate payment situation for Part B providers in Connecticut and New York.

146 | HPSA and HSIP Bonus Payments Calculated Incorrectly for Q1 and Q2 2011 | 06/20/2011
Incorrect files were inadvertently foaded in the production region for health professional shortage area (HPSA) and
HPSA surgical incentive program (HSIP) bonus payments.
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View All NewsArticles
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Appendix M -4

Before You Start: A Checklist for a Provider or Supplier Organization using

PECOS

Below is a checklist of information that will be needed to complete enroliments using Internet-
Based PECOS:

v
v

v

An active National Provider Identifier (NP1).

Pecos Identification and Authentication (I&A) user Id and password
o Be an authorized official
o Security Consent Form
Note: If you are an Authorized Official or acting on behalf of a provider you will need to
get your own user ID. For complete instructions, please visit:
http://www.cms.gov/MedicareProviderSupEnroll/Downloads/OrganizationGettingStarted. pdf

Personal identifying information. This includes:

o Type of Provider (Part A applicants only)

o Legal Business Name on file with the Internal Revenue Service (IRS)
o Tax |Identification Number or Employer Identification Number
o

Business Structure, Incorporation Date and State Where Incorporated (if
applicable)

State Business license information. This includes:
o State license number
o Original effective date
o Expiration/Renewal date
o State where issued
Certification information. This includes:
o Certification number
o Original effective date
o Expiration/Renewal date
o State where issued

Correspondence Information (Part A applicants only)
Accreditation Information (Part A applicants only, if applicable)
o Date of Accreditation
o Name of Accrediting Body
o Type of Accreditation or Accreditation Program

Supplier Type
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v If applicable, information regarding any final adverse actions. A final adverse action
includes:

o a Medicare-imposed revocation of any Medicare billing privileges;

o suspension or revocation of a license to provide health care by any State
licensing authority;

o revocation or suspension by an accreditation organization;

o aconviction of a Federal or State felony offense (as defined in 42 CFR
424.535(a)(3)(A)i)) within the last ten years preceding enroliment,
revalidation, or re-enrollment;

o or an exclusion or debarment from participation in a Federal or State health
care program,

v" Practice location information. This information includes:
o Organization’s medical practice location

o Base of Operations location (Part A applicants only)

o)

Special Payment Information
Medical Record Storage Information

Rendering Services in Patient’s Homes (Part B applicants only)

O O O

Mobile or Portable Providers Only — Location of Business Office or
Dispatcher/Scheduler (Part A applicants only)

[o]

Vehicle Information {Part A applicants only, if applicable)

o Geographic Location for mobile or portable providers where the base of
operations and/or vehicle renders services (Part A applicants only, if
applicable)

v" Ownership Interest and/or Managing Control Information for Organizations
o |f applicable, information regarding any final adverse actions.
Ownership Interest and/or Managing Control Information for Individuals
o If applicable, information regarding any final adverse actions.
Chain Home Office Information (Part A applicants only, if applicable)
Billing Agency Information (if applicable)
Capitalization Requirements (HHAs only)
Authorized/Delegated Officials
Any Federal, State, and/or local (city/county) business licenses, certifications and/or
registrations specifically required to operate as a health care facility.

hY

S SSKS



v Electronic Funds Transfer documentation - mechanism by which providers and
suppliers receive Medicare Part A and Part B payments directly into a designated bank
account.

Please Note: Before any enroliment action can be taken by an individual using Internet-based PECOS
on behalf of a provider or supplier organization, a number of processes must be completed. These
processes will register and authenticate the Authorized Official (AO) of the provider or supplier
organization and the individual(s) who will be using Internet-based PECOS on behalf of the provider or
supplier organization. In addition, these processes will establish the relationship between the provider
or supplier organization and the organization whose employee(s) will use Internet-based PECOS on
behalf of the provider or supplier organization. These processes begin with the AO of the provider or
supplier organization, and they may take several weeks to be completed. For complete instructions,
please visit:
hitp://www.cms.gov/MedicareProviderSupEnroll/Downloads/OrganizationGettingStarted. pdf




Appendix M- 5

Tips to Facilitate the Medicare Enroliment Process for
Clinics/Group Practices and Certain Other Suppliers (CMS-855B)

For security reasons, some information is not printed on the Medicare application. Please review your
application and provide information for all Date of Birth and Social Security Number fields.

To ensure that your Medicare enroliment application is processed timely, you should:

1. Submit the 2011 version of the Medicare enroliment application (CMS-855).

Effective July 2011, the Centers for Medicare & Medicaid Services (CMS) revised the CMS-855 Medicare
enroliment applications. Providers and suppliers must submit the appropriate 2011 version of the CMS-855
Medicare enrollment application. The application version can be found in the lower left corner of the
application.

if an applicant submits the previous version of the CMS-855, the Medicare contractor will return this
application without further review.

An electronic copy of the current CMS-855 Medicare enroliment application follows this tip sheet.

2. Submit the correct application for your provider or supplier type to the Medicare fee-for-service
contractor servicing your State or location.

The Medicare contractor that serves your State or practice location is responsible for processing your !
enroliment application. Applicants must submit their application(s) to the appropriate Medicare feefor-
service contractor. A list of the Medicare fee-for-service contractors by State can be found in the download
section of www.cms.hhs.gov/MedicareProviderSupEnroll .

3. Submit a complete application.

When completing the CMS-855 for the first time, each section of an application must be completed in ink
(blue preferable). When reporting a change to your enrollment information, complete each section listed
in Section 1B of the CMS-855.

Note: If you are enrolled in Medicare, but have never submitted the CMS-855, you are required to submit
a complete application. Providers and Suppliers should follow the instructions for completing an initial
enroliment application.

The attachment at the end of this document provides tips for completing certain sections of the CMS-855B.

4. Request and obtain your National Provider Identifier (NPI) number before enrolling or making a
change in your Medicare enroliment information

CMS requires that providers and suppliers obtain their National Provider Identifier (NPI) prior to enrolling
or updating their enroliment record with Medicare. A Medicare contractor will not process your enroliment
application without the NPI and a copy of the NPI notification letter received from the National Plan and
Provider Enumeration System or from the organization requesting your NPI. The NP notification is required
with each CMS-855 application you submit.

If you do not have an NPI, please contact the NP Enumerator at https:/nppes.cms.hhs.gov or call the
Enumerator at 1-800-465-3203 or TTY 1-800-692-2326.
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5. Submit the Electronic Funds Transfer Authorization Agreement (CMS-588) with your enroliment
application, if applicable.

CMS requires that providers and suppliers, who are enrolling in the Medicare program or making a change
in their enrollment data, receive payments via electronic funds transfer. Reminder: When completing the
CMS-588 complete each section.

The CMS-588 must be signed by the authorized official that signed the CMS-855.

Note: If a provider or supplier already receives payments electronically and is not making a change to
his/her banking information, the CMS-588 is not required. If you are a supplier who is reassigning all of
your benefits to a group, neither you nor the group is required to receive payments via electronic funds
transfer.

6. Submit all supporting documentation.

In addition to a complete application, each provider or supplier is required to submit all applicable supporting
documentation at the time of filing. Supporting documentation includes professional licenses, business
licenses, the National Provider Identifier notification received from the National Plan and Provider
Enumeration System and, if applicable, an authorization agreement for Electronic Funds Transfer
Authorization Agreement (CMS-588).

See Section 17 of the Medicare enrollment application for additional information regarding the applicable
documentation requirements. ~

7. Sign and date the application.

Applications must be signed and dated by the appropriate individuals. Signatures must be original and
in ink (blue preferable). Copied or stamped signatures will not be accepted.

8. Respond to fee-for-service contractor requests promptly and fully.

To facilitate your enrollment into the Medicare program, respond promptly and fully to any request for
additional or clarifying information from the fee-for-service contractor.

CMS-855B Section Specific Tips

General — Prior to completing the Medicare enroliment application, read the instructions found at the
beginning of each application.

= Request and obtain your National Provider identifier (NPI) number before enrolling or making a change in
your Medicare enroliment information. A Medicare contractor will not process your enroliment application
without the NPI and a copy of the NP! notification letter received from the National Plan and Provider
Enumeration System or from the organization requesting your NP| with each CMS-855 application you
submit. If you do not have an NP, please contact the NPl Enumerator at https:/inppes.cms.hhs.gov or
call the Enumerator at 1-800-465-3203 or TTY 1 -800-692-2326.

= Submit the correct application for your provider or supplier type fo the Medicare fee-for-service contractor
servicing your State or location. Providers and suppliers must submit their application(s) to the appropriate
Medicare fee-for-service contractor. A list of the Medicare fee-for-service contractors by State can be found
in the download section of http://www.cms.hhs.govIMedicareProviderSupEnroll/ .



AVOID DELAYS IN YOUR ENROLLMENT—SUBMIT A COMPLETE APPLICATION

Below are specific tips to help you complete the CMS-855B.

Note: Applicants who submit an incomplete application will be required to resubmit the previously missing
information along with a new, signed certification page. Failure to provide this information in a prompt
manner will delay your enrollment into the Medicare program.

Section 1
/ m Enter the reason for submission.

~w Enter the Medicare Identification Number, if issued, and the associated National Provider Identifier number
if you voluntarily terminating or changing your Medicare enroliment information.

. X m Provide the effective date of termination if you are voluntarily terminating your Medicare enroliment.

Section 2

a Provide the Tax Identification Number (EIN) and proof of the tax identification number (i.e., IRS CP 575)
on the 855B in Section 2. Note: the legal business name must match the tax identification number.

Section 3

s Provide a response (check the appropriate box) to the Final Adverse Legal Actions/Convictions question.
Your application will be considered incomplete if the information is missing or you enter not applicable in
Section 3.

= List all final adverse actions, if any, in Section 3 and submit associated documentation.

Section 4

» The practice location must be the actual physical location of the practice or facility where the applicant
furnishes services.

s Enter the Medicare Identification Number, if issued, and the associated National Provider Identifier number
that you have assigned to organizational entity.

= |f the special payment address in Section 4B is for a billing agency, complete Section 8 and submit the
billing agreement.

= Add, change, or delete boxes are not marked and dates are not listed.

Section 5

s Provide a response (check the appropriate box) to the Final Adverse Legal Actions/Convictions question.
Your application will be considered incomplete if the information is missing or you enter not applicable in
Section 3.

= List all final adverse legal actions, if any, in Section 3 and submit associated documentation.

s Add, change, or delete boxes are not marked and dates are not listed.

Section 6



= Provide a response (check the appropriate box) to the Final Adverse Legal Actions/Convictions question.
Your application will be considered incomplete if the information is missing or you enter n<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>