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National Government Services, Inc. has produced this material as an informational reference for providers furnishing
services in our contract jurisdiction. National Government Services employees, agents, and staff make no
. . representation, warranty, or guarantee that this compilation of Medicare information is error-free and will bear no

D | SClG | m e r responsibility or liability for the results or consequences of the use of this material. Although every reasonable effort
has been made to assure the accuracy of the information within these pages at the time of publication, the
Medicare Program is constantly changing, and it is the responsibility of each provider to remain abreast of the
Medicare Program requirements. Any regulations, policies and/or guidelines cited in this publication are subject to
change without further notice. Current Medicare regulations can be found on the CMS website.
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Recording

Attendees/providers are never permitted to
record (tape record or any other method)
our educational events. This applies to
webinars, teleconferences, live events and
any other type of National Government
Services educational events.
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Today’s Presenters p oG

e Provider Outreach and Education Consultants
e Susan Stafford PMP, COA, AMR
 Laura Brown, CPC
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Agenda

* CMS-855A Paper Application

 Completing Each Section and
Tips to Avoid Processing Delays

* Supporting Documentation

* Process After Submission

e Check Application Status
* Resources
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MEDICARE ENROLLMENT APPLICATION

INSTITUTIONAL PROVIDERS

CMS-855A

Go to page 1 to determine if you are completing the correct application.
Go to page 5 for information on where to mail this completed application.
Go to Section 17 to find a list of the supporting documentation that must be

submitted with this application.
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Who Should Complete This Application
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Form Appraved
DEPARTMENT OF HEALTH AND KUMAN SERVICES OME No. 0938-0685
CEWTERS FOR MEDICARE & MEDICAID SERVICES Expires: 08i27

WHO SHOULD SUEMIT THIS APPLICATION

Institutional providers must complete this application to enroll in the Medicare program and receive a
Medicare billing number.

Institutional providers 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 CM5-8554 enrollment application. Be sure you are using the most current version of the
CMS-855A enroliment application.

For additional information regarding the Medicare enrollment process, including Internet-based PECOS, and to

get the current version of the CM5-855A, go to CMS.gov/Medicare/Provider-Enrollment-and-Certification.

NOTE: Applicants using this application require a Type 2 NPI. Continue below for more information.

The following health care organizations must complete this application to initiate the enrollment process:

= Community Mental Health Center « Indian Health Services Facility

= Compi Qutpatient Ret 1 Facility + Opioid Treatment Program

= Critical Access Hospital + Organ Procurement Organization

= End-Stage Renal Disease Facility + Qutpatient Physical Therapy/Occupational Therapy/

Federally Qualified Health Center Speech Pathology Services

Histocompatibility Laboratory Religious Non-Medical Health Care Institution
Home Health Agency Rural Emergency Hospital

Hespice + Rural Health Clinic

Haspital = Skilled Mursing Facility

.
.

..
.

NOTE: Opioid Treatment Programs may complete the CMS-8554 or CMS-8558 enrollment application.

NOTE: Per Section 125 of the Consolidated Appropriations Act of 2021 (CAA) an action plan is required to be
submitted with the enrollment application.

If your provider type is not listed above, contact your desi d Medicare inis Contractor (MAC)
before you submit this application.

Complete and submit this application if you are a health care organization that plans to bill Medicare and
you are:

An institutional organization that will bill for Medicare Part A services (e.g., hospitals, community mental
health centers, skilled nursing facilities).

Enrolling in the Medicare program for the first time with this MAC under this tax identification number.
Currently enrolled in Medicare but have a new Tax Identification Number. If you are reporting a change to
your current Medicare enroliment to your tax identification number, you must complete a new application.
Currently enrolled in Medicare and need to enroll in another MAC's jurisdiction (e.g., you have opened a
practice location in a geographic territory serviced by another MAC).

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

Previously enrolled in Medicare and you need to reactivate your Medicare billing number to resume billing.
Prior to being reactivated, you must meet all current requirements for your provider or supplier type before
reactivation may occur.

Currently enrolled in Medicare and need to make changes to your enrollment information (e.g., you have
added or changed a practice location). Changes must be reported in accordance with the timeframes
established in 42 C.ER. section 424.516.

NOTE: Ownership changes that do not qualify as CHOWSs, acquisitions/imergers, or consolidations should

be reported. For instance, assume that a business entity's stock is owned by A, B, and C. A sells his stock to
D. While this is an ownership change, it is generally not a formal CHOW under 42 C.ER. 489.18. Thus, the
ownership change from A to D should be reported as a change of information, not a CHOW. If you have
any questions on whether an ownership change should be reported as a CHOW or a change of information,
contact your MAC or CMS location.

CMSESSA (0924) 1

Reporting a Change of Ownership (CHOW), Acquisition/Merger or Consolidation.

* A CHOW typically occurs when a Medicare provider has been purchased (or leased) by another
organization. The CHOW results in the transfer of the old owner's Medicare Identification Number and
provider agreement (including any outstanding Medicare debt of the old owner) to the new owner. The
regulatory citation for CHOWs can be found at 42 CER. § 489.18. If the purchaser (or lessee) elects not to
accept a transfer of the provider agreement, the old agreement should be terminated and the purchaser
or lessee is considered a new applicant and must initially enroll in Medicare.

An acquisition/merger occurs when a currently enrolled Medicare provider is purchasing or has been
purchased by another enrolled provider. Only the purchaser’s Medicare Identification Number and

Tax Identification Number remain. Acguisitions/mergers are different fram CHOWS. In the case of an
acquisition/merger, the seller/former owner's Medicare Identification Number dissolves. In a CHOW, the
seller/former awner's provider number typically remains intact and is transferred to the new owner.

A consolidation occurs when two or more enrolled Medicare providers consolidate to form a new
business entity. Consolidations are different from isi gers. In an isition/merger, two
entities combine but the Medicare Identification Number and Tax Identification Number (TIN) of the
purchasing entity remain intact. In a consolidation, the TINs and Medicare Identification Numbers of the
consolidating entities dissolve and a new TIN and Medicare Identification Number are assigned to the
new, consolidated entity.

.

-

Because of the various situations in which a CHOW, acquisition/merger, or consolidation can occur, it

is recommended that the provider contact its MAC if it is unsure as to whether such a transaction has
occurred. The provider should also review the applicable federal regulation at 42 CFR. § 489.18 for
additional guidance. Note that the transactions described above as CHOWSs, acquisition/mergers, and
consolidations are each considered a type of potential change of ownership under 42 CER. § 489.18 (e.q.,
a consolidation can constitute a 42 CER. § 489.18 CHOW). They are separated into three categories on the
application strictly to help the provider understand the precise data that must be reported

Voluntarily terminating your Medicare billing privileges. A provider should voluntarily terminate its
Medicare enrollment when it:

* Will no longer be rendering services to Medicare patients, or

« |5 planning to cease (or has ceased) operations.

NOTE: Submit separate CMS-855A enrollment applications if the types of providers for which this application
is being submitted are separately recognized provider types with different rules regarding Medicare
participation. For example, if a provider functions as both a hespital and an end-stage renal disease (ESRD)
facility, the provider must complete two separate enrollment applications (CMS-855A)—one for the hospital
and one for the ESRD facility. If a hospital performs multiple types of services, only one enrollment application
(CMS-B55A) is required. To illustrate, a hospital that has a swing-bed unit need only submit one enrollment
application (CM5-855A). This is because the provider is operating as a single provider type—a hospital—that
happens to have a distinct part furnishing different/additional services.

CMS-BS5A (0924) 2
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Additional Instructions

OBTAINING MEDICARE APPROVAL
BILLING NUMBER AND NATIONAL PROVIDER IDENTIFIER INFORMATION

The Provider Transaction Access Number (PTAN), often referred to as a Medicare Provider Number, Medicare Tha usual process for bacoming a certified Madicare proviclar = as follows:

Billing Number, CMS Certification Number (CCN), or Medicare “legacy” number, is a generic term for any The applicant completes and submits a CMS-855A enroliment application and all supporting

number other than the National Provider Identifier (NPI) that is used by a provider to bill the Medicare documentation to its MAC.

program. 2. The MAC reviews the application and makes a recommendation for approval or denial to the State survey
The National Provider Identifier (NPI) is the standard unique health identifier for health care providers agency, with a copy ta CMS. . o

and suppliers and is assigned by the National Plan and Provider Enumeration System (NPPES). Medicare 3. The State agency or approved accreditation erganization conducts a survey. Based on the survey results,
healthcare praviders, except organ procurement organizations, must obtain an NPI prior to enrolling the State agency makes a remmmenqalmn for approval or denial {a (elllh_(at!on of compliance or

in Medicare or before submitting a change to your existing Medicare enrollment information. noncompliance) to CMS. Certain provider types may elect voluntary accreditation by a CMS-recognized
Applying for an NPl is a process separate from Medicare enrollment. As an erganizational health care accrediting organization in lieu of a state survey.

provider, it is your responsibility to determine if you have “subparts.” A subpart is a component of 4. The MAC conducts a second contractor review, as needed, to verify that a provider continues to meet the
an erganization that furnishes healtheare and is not itself a legal entity. If you do have subparts, you enrollment requirements prior to granting Medicare billing privileges.

must determine if they should obtain their own unique NPIs. Before you complete this enroliment 5. COMS makes the final decision regarding program elig y. If approved, the provider must typically sign a
application, you need to make those determinations and obtain NPI{s) accordingly. For more provider agreement.

information about subparts, visit CM5.gov/Regulations-and-Guidance/Administrative-Simplification/
NationalProvidentStand/implementation to view the “Medicare Expectations Subparts Paper.” To obtain
an NP, you may apply online at nppes.cms.hhs.gov. For more information about NPl enumeration, visit ADDITIONAL INFORMATION
CMS._gov/Regulations-and-Guidance/Administrative-Simplification/NationalProvidentStand/apply.

NOTE: The Legal Business Name (LBN) and Tax Identification Number {TIN) that you furnish in section 281 must

You may visit our website to learn more about the enrollment process via the Internet-Based PECOS

be the same LBN and TIN you used to obtain your NPI. Once this information is entered into PECOS from this at: CMS.qov/Medicare/Provider-Enroliment-and-Certification/Become-a-Medicare-Provider-or-Supplier.
application, your LBN, TIN and NP| must match exactly in both the Medicare Provider Enrollment Chain and Also, all of the CMS-855 applications are located on the CMS webpage: P - .
Ownership System (PECOS) and the National Plan and Provider Enumeration System (NPPES). CMmS.gov/Medicare/CMS-Forms/CMS-Forms/CMS-Forms-List. Simply enter “855% in the “Filter On:* box on

this page and only the 1 forms will be di d to choose from.

The MAC may request, at any time during the enrollment process, additional decumentation to support
or validate information reported on the application. You are responsible for providing this documentation
within 30 days of the request per 42 CER. section 424.525(a)(1).

The information you provide on this application will not be shared. It is protected under 5 U.5.C. section
552(b){4) andfor (b)(6), respectively. For more information, go to the last page of this application for the
Privacy Act Statement.

‘Organizational Health Care Providers (Entity Type 2): Organizational health care providers are eligible for
an Entity Type 2 NP| (Organizations). Organizational health care providers may have a single employee or
thousands of employ of izational providers include hospitals, home health agencies,
groups/clinics, nursing homes, ambulance companies, health care provider corporations formed by groups/
individuals, and single member LLCs with an EIN, but do not include individual health care providers.

.

INSTRUCTIONS FOR COMPLETING AND SUBMITTING THIS APPLICATION
All information on this form is required with the exception of those fields specifically marked as “optional .
Any field marked as optional is not required to be completed nor does it need to be updated or reported as
a “change of information" as required in 42 CFR. section 424.516. However, it is highly recommended that if
reparted, these fields be kept up-to-date.
= This form must be typed. It may not be handwritten.
= When necessary to report additional information, copy and complete the applicable section as needed.
= Attach all required supporting documentation.
= Keep a copy of your completed Medicare enrollment package for your records.

ACRONYMS COMMONLY USED IN THIS APPLICATION

C.F.R: Code of Federal Regulations

EFT: Electronic Funds Transfer

EIN: Employer Identification Number

IHS: Indian Health Service

IRS: Internal Revenue Service

LBN: Legal Business Name

LLC: Limited Liability Company

MAC: Medicare Administrative Contractor

NP National Provider Identifier

NPPES: National Plan and Provider Enumeration System
OTP: Opioid Treatment Program

PTAN: Provider Transaction Access Number also referred to as the Medicare Identification Number
SSN: Social Security Number

TIN: Tax Identification Number

.

.

.

.

TIPS TO AVOID DELAYS IN YOUR ENROLLMENT
To avoid delays in the enrollment process, you should:
Complete all required sections, as shown in Section 1.
Ensure that the Legal Business Name shown in Section 2B1 matches the name on the tax documents.
Ensure that the correspondence address shown in Section 2C is the provider's address.
Enter your NP1 in the applicable section(s)
Include the Electronic Funds Transfer (EFT) Authorization Agreement (when applicable) with your
enrollment application with a voided check or bank letter.
Sign and date Section 15.
Ensure all supporting documents are sent to your designated MAC.
Pay the required application fee (via PECOS.cms.hhs.gov/pecos/feePaymentWelcome.do) upon initial
enrollment, the addition of a new practice location, and revalidation PRIOR to completing and submitting
this application to your MAC.

.

.

.
.
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Additional Instructions
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DEFINITIONS

For the purposes of this CMS-855A application, the following definitions apply:

1. Add: You are adding additional enrollment information to your existing information (e.g. practice
lecations).

Change: You are replacing existing information with new information (e.qg. billing agency, managing
employee) or updating existing information (e.q. change in suite #, telephone #).

Remove: You are removing existing enrollment information.

M

w

'WHERE TO MAIL YOUR APPLICATION

Send this completed application with original signatures and all required documentation to your designated
MAC. The MAC that services your state is responsible for processing your enrollment application. To locate the
mailing address for your designated MAC, go to CMS.gov/Medicare/Provider-Enroliment-and-Certification.

€IS BEEA (0824)
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Obtaining Medicare Approval

OBTAINING MEDICARE APPROVAL

The usual process for becoming a certified Medicare provider is as follows:

1.

2.

The applicant completes and submits a CM5-855A enrollment application and all supporting
documentation to its MAC.

The MAL reviews the application and makes a recommendation for approval or denial to the State survey
agency, with a copy to CMS.

. The State agency or approved accreditation organization conducts a survey. Based on the survey results,

the State agency makes a recommendation for approval or denial {a certification of compliance or
noncompliance) to CMS. Certain provider types may elect voluntary accreditation by a CM5-recognized
accrediting organization in lieu of a state survey.

The MAC conducts a second contractor review, as needed, to verify that a provider continues to meet the
enrollment requirements prior to granting Medicare billing privileges.

CMS makes the final decision regarding program eligibility. If approved, the provider must typically sign a
provider agreement.

e Resource

e Understanding the Approval Recommendation Process For Certified

Provider

national
government

SERVICES
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Section 1: Basic Information

* A: Reason for Application

* Mark and complete entire
application for

New enrollee

Solely enrollin%lin Medicare to
ﬁorticipote in Medicaid or other
ealth program and not billing

Medicare

Enrolling with another MAC
Revalidating
Reactivating

CHOW, Acquisition/Merger,
Consolidation

 Mark and complete specified
section if

Reporting a change; or

* Voluntarily terminating
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SECTION 1: BASIC INFORMATION

ALL APPLICANTS MUST COMPLETE THIS SECTION

A. REASON FOR SUBMITTING THIS APPLICATION
Check one box and complete the required sections.

LI You are a new enrollee in Medicare

Complete all applicable sections except 2G, 2H, and 21
Skilled Mursing Facilities must complete 1

O You are solely enrolling in Medicare to participate
in Medicaid or another health care program and
will not be billing Medicare

Complete all applicable sections except 2G, 2H, and 21
Skilled Mursing Facilities must complete Attachment 1

[ You are enrolling with another Medicare
Administrative Contractor (MAC)

Complete all applicable sections except 2G, 2H, and 21
Skilled Nursing Facilities must complete Attachment 1

O

You are revalidating your Medicare enrollment

Complete all applicable sections except 2G, 2H, and 21
Skilled Mursing Facilities must complete Attachment 1

L You are reactivating your Medicare enrollment

Complete all applicable sections except 2G, 2H, and 21

(]

You are changing your Medicare information

Go to Section 1B

O

There has been a Change of Ownership (CHOW) of
the Medicare-enrolled provider

You are the:

O Seller/Former owner

O Buyer/New owner

Seller/Former owner: 1A, 2B1, 2G, 13, and either 158
{if you are the authorized official) or 15C (if you are
the delegated official)

Buyer/New owner: Complete all sections except 2H
and 21

Skilled Nursing Facilities must complete Attachment 1

O

Your organization has taken part in an acquisition
of merger
You are the:
[ Seller/former awner
[l Buyer/new awner
Medicare Identification Number of the seller/
former owner (if issued):

Seller/Former owner: 1A, 2B1, 2H, 13, either 158
or 15C, and 6 for the signer if that authorized or
delegated official has not been established far this
provider.

Buyer/New Owner: 1A, 2H, 4, 13, either 158 (if
you are the autherized official) or 15C (if you are
the delegated official), and 6 for the signer if that
authorized or delegated official has not been
established for this provider.

Skilled Mursing Facilities must complete Attachment 1

LJ Your organization has consclidated with another
organization
You are the:
Ll Former organization
L[] New organization
Medicare Identification Number of the seller/
former owner (if issued):

Former organizations: 1A, 2B1, 21, 13, and either 158
{if you are the authorized official) or 15C (if you are
the delegated official)

Mew organization: Complete all sections except 2G
and ZH

Skilled Mursing Facilities must complete Attachment 1

[ *You are voluntarily terminating your Medicare
enrollment

Effective date of termination (mm/ddfyyyy):

Medicare Identification Number:

Complete sections: 1, 281, 13, either 158 or 15C,
and 6 for the signer if that authorized or delegated
official has not been established for this provider.

CMS-B55A (09/24)
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Section 1: Basic Information

SECTION 1: BASIC INFORMATION (Ce

SECTION 1: BASIC INFORMATION (C

B. WHAT INFORMATION IS CHANGING?

Check all that apply and complete the required sections.

NOTE: When reporting ANY information, sections 1, 2B1, 3, and 15 MUST always be completed in addition to
the information that is changing within the required section.

[ Billing agency information 1, 2B1, 3, 8 (complete only those sections that are
changing), 13, and either 158 (if you are the authorized
official) or 15C (if you are the delegated official), and
Section 6 for the signer if that authorized or delegated

official has not

Changing information

Required sections

L] Business identifying information

1, 2 {complete only those sections that are changing), 3,
13, and either 15B (if you are the authorized official) or
15C (if you are the delegated official), and Section 6 for
the signer if that authorized or delegated official has
not been established for this provider.

1, 2B1, 3, 10, 13, and either 158 (if you are the
authorized official) or 15C (if you are the delegated
official), and Section 6 for the signer if that authorized
or delegated official has not been established for this
provider.

] Opioid treatment program personnel

O Final adverse legal actions

1, 2B1, 3, 13, and either 158 (if you are the authorized
official) or 15C (if you are the delegated offidal), and
Section & for the signer if that authorized or delegated
official has not been established for this provider.

] Special requirements for Home Health Agencies | 1, 2B1, 3, 12, 13, and either 15B (if you are the
authorized official) or 15C {if you are the delegated
official), and Section & for the signer if that authorized
or delegated official has not been established for this
provider.

L] Provider specific information

1, 2A1-2A3, 281-2B2, 2C-2F (as applicable), 3, 10 (as
applicable), 13 {optional), either 15B (if you are the
authorized official) or 15€C (if you are the delegated
official), and Section 6 for the signer if that authorized
or delegated official has not been established for this
provider, and 17.

[ Authorized official(s) 1, 2B1, 3, 6, 13, and 15B.

] Delegated official(s) {optional) 1, 2B1, 3, 6, 13, and 15C

] Address information

[ Correspondence mailing address

[ Medicare beneficiary medical records
storage address

O Practice location address

] Remittance notices/special payment mailing
address

[ Base of operations address for mobile or
portable suppliers (location of business
office or dispatcher/ scheduler)

1, 2B1, 3, 4 (complete only those sections that are
changing), 13, and either 15B (if you are the authorized
official) or 15C (if you are the delegated official), and
Section & for the signer if that authorized or delegated
official has not been established for this provider.

I Attachment 1 for Skilled Nursing Facilities 1, 2B1, 3, 13, either 15B (if you are the authorized
official) or 15C (if you are the delegated official), and
Attachment 1.

O Ownership interest and/or managing contral
information (organizations)

1, 2B1, 3, 5, 13, and either 15B (if you are the
authorized official) or 15C (if you are the delegated
official), and Section 6 for the signer if that authorized
or delegated official has not been established for this
provider.

Skilled Nursing Facilities must complete Attachment 1

] Ownership interest and/or managing control
information (individuals)

1, 2B1, 3, 6, 13, and either 15B (if you are the
authorized official) or 15C {if you are the delegated
official), and Section & for the signer if that authorized
or delegated official has not been established for this
provider.

Skilled Nursing Facilities must complete Attachment 1

O Chain heme office information

1, 2B1, 3, 5, 13, and either 15B (if you are the
authorized official) or 15C {if you are the delegated
official), and Section & for the signer if that authorized
or delegated official has not been established for this
provider.

CMSB55A (0924)

Special enrollment notes

If you are adding a psychiatric or rehabilitation unit to a hospital, check the appropriate subcategory under
the “Hospital” heading. (A separate enrollment for the psychiatricrehabilitation unit is not required). The
unit should be listed as a practice location in Section 4.

If you are adding a home health agency (HHA) branch, list it as a practice location in Section 4. A separate
enrollment application is not necessary.

If you are changing hospital types (e.g., general hospital to a psychlatric hospital), indicate this in Section 2.
A newlseparate enrollment is not necessary.

If the hospital will focus on certain specialized services, the applicant should analyze whether the facility
will be a general hospital or will fall under the category of a specialty hospital. A specialty hospital is
defined as a facility that is primarily engaged in cardiac, orthopedic, or surgical care. Based upon Diagnosks
Related Group/Major Diagnosis Category (DRG/MDC) and type (medicalisurgical), the applicant should
project all inpatient discharges expected in the first year of the hospital's operation. Those applicants that
project that 45% or more of the hospital's inpatient cases will fall in either cardiac (MDC-5), orthopedic
(MDC-8), or surgical care should check the Hospital—Specialty Hospital block in Section 2A2.
Physician-owned hospital means any participating hospital (as defined in 42 C.ER. section 489.24) in which
a physician, or an immediate family member of a physician has an ewnership or investment interest in the
hospital. The ownership or investment interest may be through equity, debt, or other means, and includes
an interest in an entity that holds an ownership or investment interest in the hospital. This definition does
not include a hospital with physician ownership or investment interests that satisfy the requirements at

42 CER. section 411.356(a) or (b).

WS B55A (0924)
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Section 2: Identifying Information

* A: Type of Provider

A. TYPE OF PROVIDER

The provider must meet all federal and state requirements for the type of provider checked. Check enly one
provider type. If the provider functions as two or more provider types, a separate enroliment application

. .
* 1. Provider, other than hospital & v of i (ot b3
. ? 1. Type of provider (other than hospitals — go to 2A2). Check anly one:
[0 Community Mental Health Center [J Opiocid Treatment Program
[ Comprehensive Outpatient Rehabilitation Facility [ ©rgan Procurement Organization
.
. L] Critical Access Hospital L] Outpatient Physical Thgrapyﬂb{.cupauonal Therapy/
O S I O ] End-Stage Renal Disease Facility Speech Pathology Services
. ] Federally Qualified Health Center [ Religious Non-Medical Health Care Institution

] Histocompatibility Laboratory L) Rural Emergency Hospital
[ Heme Health Agency [ Rural Health Clinic

3 ” 4 ” ; '
* 3and 4. Answer “Yes” or ‘No” if

[ Indian Health Services—Rural Emergency Hospital

2. If this provider is a hospital, check all applicable subgroups and units listed below and complete

.
applicable
O Hospital—General [ Hospital—Swing-bed approved

[ Hospital—Acute care [0 Hospital—Psychiatric unit

[ Hospital—<Children’s {excluded from PPS) [J Hospital—Rehabilitation unit

(] Hospital—Long-term (excluded from PPS) [ Hospital—Specialty hospital (cardiac, orthopedic,
[ Hospital—Psychiatric (excluded from PPS) or surgical)

LJ Hospital—Rehabilitation (excluded from PPS) [ Hospital—Transplant program {Identify organ
L] Hospital—Short-term (general and specialty) tpelsh:

L] Other (Specify):

3. If “hospital” was checked in Section 2A1 or 2A2, does this hospital have a compliance plan

that states that the hospital checks all i 1! against the lusion/debarment

lists of both the HHS Office of the Inspector General (0IG) and the General Services

Al (GSA)? Oives O No
4. Is the provider a physician-owned hospital (as defined in the special enroliment notes

on page 8)7 Oves O No
s 855A (0923 s
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Section 2: Identifying Information

e B: Identification Information

* 1. Business Information

e Indicate legal business name
and TIN as it appears on the IRS
document

* Indicate other name and identify
the type of organizational
structure

‘\ national
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SECTION 2: IDENTIFYING INFORMATION (C

B. IDENTIFICATION INFORMATION

1. Business information

Legal Business Name a5 reported to the Internal Revenue Service (IRS)

Other name {if applicable)

Tax Identification Number (TIN) Medicare Identification Number (PTAN) (if isued) National Provider Identifier (NP}

What s the provider’s year end cost report date? (mmiddiyyy)

Type of other name (if applicable)
Check box indicating type of other name:

[ Former Legal Business Name [ Doing business as name [ Other (specify):

IRS business designation

Identify how your business is registered with the IRS. (NOTE: If your business is a federal andfor state
government supplier, indicate “Non-profit® and specify the level below. In addition, government-owned
entities do not need to provide an 1RS Form 501(c)(3))

[ Proprietary

] Non-profit (Submit IRS Farm 501(c)(3))

[ Disregarded Entity (Submit IRS Form 8832, if applicable)

NOTE: If a checkbox identifying how the business is registered with the IRS is not completed, the supplier will
be defaulted to "proprietary.”

Identify the business structure: (Check one)

[ Corporation [J Federal and/or state government type:
[ Limited Liability Company [ Federal

[ Partnership [ State

[ Sole proprietor O City

[ Other (specify): [ County

[ City-county
] Hospital district
L Other (specify):

Is this provider an Indian Health Service (IHS) Facility? O ¥es O No

CMS-BS5A (0924) ]
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Section 2: Identifying Information

Identification Information

2. State License/ Certification
Information

Correspondence Address

Cannot be a billing agency
address

‘\ national
\’ government

SERVICES

SECTION 2: IDENTIFYING INFORMATION (Ce

2. Lic tificati istration il
Complete the appropriate subsection(s) below for your provider type you reported in Section 2A1. If no
subsection is associated with your provider type, check the box stating the information is not applicable.

a. Active license information
[ License not applicable

License number Effective date (mmiodiyw) Isme where issued

b. Active certification information

Complete the appropriate subsection(s) below for your provider type you reported in Section 2A1. If no
subsection is associated with your provider type, check the box stating the information is not applicable.
*If you are certified by a national entity, put the word “all” in the “State where issued” data field.

[ Certification not applicable

Certification number Effective date (mmiddiyyyy) Isme where issued

Certifying entity (specialty board, state, other)

C. CORRESPONDENCE MAILING ADDRESS

This is the address where correspondence will be sent to the provider listed in Section 2B1 by your designated
MAC. This address cannot be a billing agent or agency's address or a medical management company address. If
you are reporting a change to your correspondence mailing address, check the box below. This will replace any
current correspondence mailing address on file.

[ Change Effective date (mm/dd/yyyy):

Attention {optionsl)

Correspondence mailing adress line 1 {(P.0. Box or street name and number)

Torrespendene maiing address line 2 Suite, room, apt. A, e1c]

Cityltown State. ZIP Code +4

Telephene number (f apphcable) Fax number (i applicable) E-mail address (1f apphicable)

CMS-BSEA (09724) n
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Section 2: Identifying Information

 D: Medical Records

D. MEDICAL RECORD CORRESPONDENCE ADDRESS
This is the address where the medical record correspondence will be sent to the provider listed in Section 2B1
by your designated MAC. This infarmation would be used for any medical record review requests.
U Check here if your medical record correspondence should be mailed to your correspondence address in
section 2C (above) and skip this section

If you are reporting a change 1o your medical record correspondence address, check the box below. This will
replace any current medical record correspondence address on file.

« Cannot be a billing agency a2 s B

Medical record correspondence mailing address line 1 (RO, Box of street name and number)

O d d re S S Wedical record carrespondence mailing sddress e 2 (suite, room, apt_ ¥, etc )

Cityftown State

ZIP Code + 4.

Telephone number {if applicable)

e E: Accreditation

ls this provider accredited? O ¥es | O No
If yes, complete the following:

Fax number (if applicable) ‘E-nml address (if applicable)

Date of accrediiation (mmvddivyyy] dete of accreds

e F:Comments

Ty of accreditation or stereditation proaram (£.6, hospital Accreditalion program, home health accrednation, £1c)

* Use this section to clarify any o
information that was furnished
in this section

CMSES5A (09,24 2
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Section 2: Identifying Information

national
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SERVICES

SECTION 2: IDENTIFYING INFORMATION (Conti

G. CHANGE OF OWNERSHIP (CHOW) INFORMATION

Both the seller/former owner and the new owner should complete this section. (As the new owner may
not know all of the seller/former owner's data, it should furnish this information on an “if known" basis.)
The sellerfformer ovwner must complete Sections 1A, 2G, 13, and either 158 or 15C. (Section 6 must also be
completed if the signer has never completed Section & before.) The new owner must complete the entire
application.

Leqal Business Name of ~Seller/former owner” as reported 1o the Internal Revenue Service

“Doing business a5~ name of sellenTormer cwner (il pplicable)

Old owner's Medicare Identification Nurmber (if issued) Old ewner's NPI

Effective date of transfer {this can be a future date] (mmiddfyyyy] [Mame of MAC of selledfformer awner

Will the new owner be accepting assignment of the current “Provider agreement?” ....... -0 ¥es O No
If no, this is an initial enroliment and the new owner should follow the instructions in the "Wheo should submit
this application” section of this form.

Submit one copy of the bill of sale with the application. A copy of the final sales agreement must be
submitted once the sale is executed.

M5 BSSA (0324) 13

SECTION 2: IDENTIFYING INFORMATION (Ce

H. ACQUISITIONS/MERGERS

Effective date of acquisition (mmiddfyyyy)

The sellerfformer owner need only complete Sections 14, 2H, 13, and either 158 or 15C; the new owner must
complete Sections 1A, 2H, 4, 13, and either 158 or 15C. (Section 6 must also be completed if the signer has
never completed Section 6 before.)

1. Provider being acquired

This section is to be completed with information about the currently enrolled provider that is being acquired
and will no longer retain its current Medicare provider number as a result of this acquisition.

Legal Business Name of the ~Provider being acquired” as reported to the Internal Revenue Service:

Current MAC

Provide the name and Medicare Identification Number of all units of the above provider that have separate
Medicare Identification Numbers but have not entered into separate provider agreements, such as swing bed
units of a hospital and HHA branches. Also, furnish the unit's NPI. Units that already have a separate provider
agreement should not be reported here.

MEDICARE IDENTIFICATION

NAME/DEPARTMENT NUMBER (IF ISSUED)

NATIONAL PROVIDER IDENTIFIER

2. Acquiring provider

This section is to be completed with information about the organization acquiring the provider identified in
Section 2ZH1.

Legal Business Name of the ~Acquiring provider & reported 1o the Internal Revenue Service

Medicare dentification Number (If issued) National Provider Identifier

Current MAC

Submit one copy of the bill of sale with the application. A copy of the final sales agreement must be
submitted once the sale is executed.

M5 BSSA (0924) "

NGSMGT | -



Section 2: Identifying Information

SECTION 2: IDENTIFYING INFORMATION (cc

SECTION 2: IDENTIFYING INFORMATION (Continued)

I. CONSOLIDATIONS

The newly formed provider completes the entire application. The providers that are being consolidated are
reported below.

3. Newly created provider identification information

Complete this section with identifying information about the newly created provider resulting from this
consolidation.

1. 1st consolidating provider Legal Business Name of the new provider as reported 1o the Internal Revenue Service

This section is to be completed with information about the 1st currently enrolled provider that, as a result of
this consolidation, will no longer retain its current Medicare Identification Number.

Tax identification Number

Lacal Businen Mamse of the "Providsr baing scquined” M reporta to the inlemal Revenus Service Submit one copy of the bill of sale with the application. A copy of the final sales agreement must be

submitted once the sale is executed.

Current MAC

Effective date of consclidation

Provide the name and Medicare Identification Number of all units of the above provider that have separate
Medicare Identification Numbers but have not entered into separate provider agreements, such as swing- bed
units of a hospital and HHA branches. Also, furnish the unit's NPI. Units that already have a separate provider
agreement should not be reported here.

MEDICARE IDENTIFICATION

NAME/DEPARTMENT NUMBER (IF ISSUED)

MATIONAL PROVIDER IDENTIFIER

2. 2nd consolidating provider

This section is to be completed with information about the 2nd currently enrolled provider that, as a result of
this consolidation, will alse no longer retain its current Medicare |dentification Number.

Legal Businss Name of the ~Provider being scquired” & reported to the Internal Revenue Service

Current MAC

Provide the name and Medicare Identification Number of all units of the above provider that have separate
Medicare Identification Numbers but have not entered into separate provider agreements, such as swing- bed
units of a hospital and HHA branches. Also, furnish the unit's NPI. Units that already have a separate provider
agreement should not be reported here.

MEDICARE IDENTIFICATION
NAME/DEPARTMENT NUMBER (IF ISSUED) MATIONAL PROVIDER IDENTIFIER

CMS-BS5A (0924) 5
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Section 3: Final Adverse Legal Actions /

Convictions

* All final adverse legal action
must report
* convictions
e exclusions
* revocations
* suspensions

e If none, check “NoO’

* If any, check “Yes”

e List details and attach final
adverse legal action
documentation and/or
resolutions

’

national
government

SERVICES

SECTION 3: FINAL ADVERSE LEGAL ACTIONS

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

NOTE: To satisfy the reporting requirement, Section 3 must be filled out in its entirety, and all applicable
attachments must be included.

A. FEDERAL AND STATE CONVICTIONS (“Conviction” as defined in 42 C.ER. Section 1001.2) WITHIN
THE PRECEDING 10 YEARS

. Any federal or state felony conviction(s) by the provider, supplier, or any owner or managing employee of
the provider or supplier.

. Any erime, under Federal or State law, where an individual or entity has entered into participation in a

first offender, deferred adjudication or other program or arrangement where judgment of conviction has

been withheld, or the criminal conduct has been expunged or otherwise removed, or there is a post-trial

motion or appeal pending, or the court has made a finding of guilt or accepted a plea of guilty or nolo

contendere.

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 the theft, fraud, embezzlement,

breach of fiduciary duty, or other financial misconduct in connection with the delivery of a health care

item or service.

. Any misdemeanor conviction, under federal or state law, related to the unlawful manufacture,
distribution, prescription, or dispensing of a controlled substance.

[

w

ol

w

6. Any misdemeanor conviction, under federal or state law, related to the interference with or abstruction
of any investigation into any criminal offence described in 42 CFR. section 1001.101 or 1001.201.

B. EXCLUSIONS, REVOCATIONS OR SUSPENSIONS

1. Any current or past revocation or suspension of a medical license.

2. Any current or past voluntary surrender of a medical license in lieu of further disciplinary action.

3. Any current or past revocation or suspension of accreditation.

4. Any current or past suspension or exclusion imposed by the U.5. Department of Health and Human
Service's Office of Inspector General (OIG).

5. Any current or past debarment from participation in any Federal Executive Branch procurement or non-
procurement program.

6. Any other current or past federal sanctions (A penalty imposed by a federal governing body (e.g. Civil
Monetary Penalties (CMP)).

7. Any current or past Medicaid or any federal health care program exclusion, revecation, or termination of
any billing number.

C. FINAL ADVERSE LEGAL ACTION

. Has your erganization, under any current or former name or business identity, had a final adverse legal
action listed above imposed against it?

O YES - continue below
O NO - skip to section 4

2. If yes, report each final adverse legal action, when it occurred, and the federal or state agency or the
eourt/administrative body that imposed the action.
FINAL ADVERSE LEGAL ACTION DATE ACTION TAKEN BY
M55 (D424 7
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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.

Complete this section for each of your practice locations where you render services to Medicare beneficiaries.
This includes all locations, where services are rendered, and disclosed on claims forms for reimbursement. If
you have and see patients at more than one practice location or health care facility, copy and complete this
section for each location.

IMPORTANT: The provider should designate its primary practice location in Section 4A. The “Primary practice
location™ must be associated with the NPI that the provider intends to use to bill for Medicare services.

All reported practice location addresses must be a specific street address as recorded by the United States
Postal Service. Your practice location must be the physical location where you render services to Medicare
beneficiaries. It cannot be a Post Office (P.O.) Box.

Only report those practice locations that are within the jurisdiction of the designated MAC to which you
will be submitting this application. If you have to report practice locations outside the jurisdiction of the
designated MAC to which you are submitting this application, you must submit a separate CM35-855A
enrollment application to the MAC that has jurisdiction for those locations.

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

If the provider is adding a practice location in the same state and the location requires a separate provider
agreement, a separate, complete CMS-855A must be submitted for that location. The location is considered a
separate provider for purposes of enrellment, and is not considered a practice location of the main provider. If
a provider agreement is not required, the location can be added as a practice location.

If the provider is adding a practice location in another state and the location requires a separate provider
agreement, a separate, complete CM5-855A must be submitted for that location. (This often happens when a
home health agency wants to perform services in an adjacent state.)

If you have any guestions as to whether the practice location requires a separate state survey or provider
agreement, contact your MAC.

* Hospitals must report all practice locations where the hospital provides services. Do not report separately
enrolled provider types such as skilled nursing fa 5 (SNFs), HHAs, RHCs, etc, even if these entities are
provider-based to the hospital. For example, suppose a hospital owns a SNF and an HHA. The hospital
should not list the SNF and HHA on its application, as they are not locations where the hospital furnishes
services. They are providers that are separate and distinct from the hospital, and will be reported on their
respective CMS-855A applications.

Community Mental Health Centers (CMHCs) must report all alternative sites where core services are
provided (proposed alt tive sites for initial enroll, and actual alternative sites for those CMHGs
already participating in Medicare). In accordance with provisions of the Public Health Service Act, a CMHC
is required to provide mental health services principally to individuals who reside in a defined geographic
area (service area). Therefore, CMHCs must service a distinct and definable community. Those CMHCs
operating or proposing to operate outside of this specific community must have a separate provider
agreement/number, submit a separate enrollment application, and individually meet the requirements

to participate. CMS will determine if the alternative site is permissible or whether the site must have a
separate agreement/number. CMS will consider the actual demonstrated transportation pattern of CMHC
clients within the community to ensure that all core services and partial hospitalization services are
available from each location within the community. A CMHC patient must be able to access and receive
services hefshe needs at the parent CMHC site or the alternative site within the distinct and definable
community served by the parent.

CMS-BESA (0924) .’

SECTION 4: PRACTICE LOCATION INFORMATION (Continued)

Base of operations address

If this provider does not have a physical location where equipment andéor vehicles are stored or from
where personnel report on a regular basis, complete this section with information about the location of the
dispatcher/scheduler. This situation may occur if the provider operates mobile units that travel continuously
from one location directly to another.

NOTE: HHAs must complete this section.

Mobile facility and/or portable units

A "mobile facility” is generally a mobile home, trailer, or other large vehicle that has been converted,
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 vehicle.

A "portable unit® is when the provider transports medical equipment to a fixed location {e.q., a physician's
office or nursing home) to render services 1o the patient.

The most common types of mobile facilities/portable units are portable x-ray suppliers, portable
mammography, and mobile clinics.

If you operate a mobile facility or portable unit, provide the address for the "base of operations” as well as
the vehicle information and the geographic area serviced by these facilities or units.

CMIS-BS5A (0924) iE)
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Section 4: Practice Location Information

* A: Practice Location
Information
* Copy and complete section for
each practice location where
services are rendered
* HHA and Hospice providers
* Answer specific question

e If add or remove, furnish
effective date
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government
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SECTION 4: PRACTICE LOCATION INFORMATION (Cc

A. PRACTICE LOCATION INFORMATION

Report all practice locations where services will be furnished. If there is more than one location, copy and
complete this section for each.

If you are changing information about a currently reported practice location or adding or removing practice
location information, check the applicable box, furnish the effective date, and complete the appropriate fields
in this section.

L Change LI Add 1 Remove Effective date (mm/dd/yyyy):

Practice location name ("Doing busines 4™ name, if applicable)

Practice location street address line 1 (street name and number —not a P.0. Bax)

Practice location address line 2 (suite, room, apt. #, ete)

Cityfown State 0P Code + 4

Telephone number (f applicable) | Fax number (I applicable) E-mail address (il applicable]

Medicare Identification Nurmber far this loeation—CCN (i issued) Matianal Provider Identitier (NPT}

Is this your primary practice location?. O¥es O No

Date you saw or will see your first Medicare patient at this practice location (mvadiyyyy)

CLLA Number for this loeation (if applicable)

Attach a copy of the most current C i i 2 lication.

F Certi Number for this locats i

Atach & copy of the most current FDA certi for each practice location(s) reported on this

HHAs only

Is the practice location reported in Section 4A anHHAbranch? ____ O¥es ONo

Hospices only

LI Check this box if the practice location listed in Section 4A is one at which the hospice treats patients.

CMS-BSSA (09724) ECl

NGSMGT | ~



Section 4: Practice Location Information

* A: Practice Location
Information (continued)

* Hospital only
* |dentify type of practice location

* B: Remittance
Notices/Special Payments
Mailing Address

* Check the appropriate “special
payment” box and follow
instructions

* If change, furnish effective
date

national
government
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SECTION 4: PRACTICE LOCATION INFORMATION (ce

Hospitals only (identify type of practice location)

Identify the type of practice location reported in section 4A. If you are an outpatient provider-based
department (PBD) site that provides services in hospital outpatient departments that are integrated with a
haospital, select the PBD site option and specify the PED type below.

1 Main/Primary Hospital Location ] Outpatient Provider-Based Department (PBD) Site
[ Hospital Psychiatric Unit (Check PBD type below):

[J Hespital Rehabilitation Unit L] On the "campus” of the main provider (as

[ Hespital Swing-Bed Unit defined at 42 CFR 413.65(a)(2))

i i i Ll Remote location of a hospital (as defined at 42
[ Outpatient .Physw(al Therapy Extension Site CFR section413.65(e][2}?p {
[ Other Hospital Practice Location: [] Dedicated emergency department (ED) (as
(identify below:) described at 42 CFR section 489.24(b))

] Off<campus of the main provider (does not
satisfy the definition of “campus” at 42 CFR
413.65(a)(2))

[l Excepted off-campus (as defined at 42 CFR
419.48(b)).

[ Excepted off-campus temporarily or permanently
because of re-location due to extraordinary
cireumstances outside of the hospital's control
(as defined at 42 CFR 419.48(b)).

] Mohile Facility or Portable Unit

B. REMITTANCE NOTICES/SPECIAL PAYMENTS MAILING ADDRESS

Furnish an address where remittance notices and special payments should be sent for services rendered at the

practice location reported in Section 4A. Please note that payments will be made in the name of the business

reported in Section 44,

Medicare will issue all routine payments via EFT. Since payments will be made by EFT, the special payments

address below should indicate where all other payment information (e.g., remittance notices, non-routine

special payments) should be sent.

[ Check here if your remittance notice/special payments should be mailed to your primary practice location
address in Section 4A above and skip this section, OR

[J Check here if your remittance noticelspecial payments should be mailed to your correspondence address in
Section 2C and skip this section.

If you are reporting a change to your remittance noticefspecial payments mailing address, check the box below

and furnish the Effective date.

[ Change Effective date yyyy):

“Special payments” address line 1 [P.O. Box of street name and number]

“special payments” address line 2 (suite, room, apt. o, ete)

Cityftown State ZIP Code + 4

CMS-855A, (09/24) 2
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Section 4: Practice Location Information

* C: Medical Records Storage
Address

 Complete if patient medical
records are stored at a
location other than the
practice location

* Paper/Electronic Storage

 Address cannot be PO.
Box/Drop Box

e If add or remove, furnish
effective date

national
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SECTION 4: PRACTICE LOCATION INFORMATION (Continued)

C. MEDICARE BENEFICIARY MEDICAL RECORDS STORAGE ADDRESS

If your Medicare beneficiaries’ medical records are stored at a location other than the practice location address
shown in Section 4A, complete this section with the name and address of the storage location. This includes
the records for both current and former Medicare beneficiaries.

Post Office Boxes and drop boxes are not acceptable as physical addresses where Medicare beneficiaries’
records are maintained. The records must be the provider's records, not the records of another provider. For
mabile facilities/portable units, the patients' medical records must be under the provider's control. If all records
are stored at the practice location reported in Section 4A, check the box below and skip this section.

LI Records are stored at the practice location reported in Section 4A.

If you are adding or removing a storage location, check the applicable box below and furnish the effective
date.

L] Add L) Remove Effective date (mm/dd/yyyy):

1. Paper storage

Name of storage facility

Storage facility address line 1 [street name and number)

Storage Fadility Address Line 2 (Suite, Room, Apt. , e1c)

Cityftown State ZIF Code +4

2. Electronic storage

Do you store your patient medical records electronically? Oyes O No
If yes, complete all fields below.

Legal Business Name &1 reported to the Intermal Revenue Service

Tax Identification Number (TIN)

Address line 1 {street name and number)

Address line 2 (suite, room, apt. B, e1c)

Cityftown State ZIP Code +4

M5B8 (09124) 2
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Section 4: Practice Location Information

* D: Base of Operations
Address for Mobile or
Portable Providers

 Check box if address is the
same as the practice location,
otherwise furnish address of

business office or
dispatcher/scheduler

e If add or remove, furnish
effective date
e E: Vehicle Information

e If add or remove, furnish
effective date

‘\ national
\’ government
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SECTION 4: PRACTICE LOCATION INFORMATION (Continued)

D. BASE OF OPERATIONS ADDRESS FOR MOBILE OR PORTABLE PROVIDERS (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.

NOTE: When necessary to report more than one base of operations, copy and complete this section for each
base of operations.

If you are changing information about a currently reported information, check the applicable box, furnish the
effective date, and complete the appropriate fields in this section.

[ Change [l Add Ll Remove Effective date (mm/dd/yyyy):

LI The “Base of operations® is the same as the "Practice location” reported in Section 4A.

Base of operations street address ling 1 (street name and number)

Bate of operations street address line 2 (suite, room, apt. #, etc)

City/town State ZIP Code + 4

Telephone number (if applicable)  [Fax number {if applicable) E-mail address (if applicable)

E.VEHICLE INFORMATION

If the mobile health care services are rendered inside a vehicle, such a¢ a mobile home or trailer, furnish

the following vehicle information below. Do 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 three vehicles are used, copy and complete this
section as needed.

For each vehide, submit a copy of all health care related permits/licenses/registrations.

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

TYPE OF VEHICLE VEHICLE IDENTIFICATION
Check one for each vehicle: (van, mobile home, trailer, etc.) NUMBER

Oldd | O Remave
Effective date (mm/ddiyyyy):

Oladd | O Remove
Effective date (mm/ddiyyyy):

Cladd | O Remove
Effective date (mm/ddiyyyy):

CMS-B55A (0924) n
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Section 4: Practice Location Information

e F: Geographic Locations for
Mobile or Portable Providers
* HHAs will need to complete
* 1. Initial Reporting and/or

Additions

* Indicate entire state or city/town
and/or ZIP codes

e 2. Deletions

* Indicate areas deleting from
existing enrollment
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SECTION 4: PRACTICE LOCATION INFORMATION (Ce

F. GEOGRAPHIC LOCATION FOR MOBILE OR PORTABLE PROVIDERS WHERE THE BASE OF
OPERATIONS AND/OR VEHICLE RENDERS SERVICES

For home health agencies (HHAs) and/or mobile/portable providers, furnish the cityftown, county, state/
territory, and zip code for all locations where the HHA andfor mobilefand/or portable services are rendered.

NOTE: If you provide mobile health care services in more than one statefterritory and those statesfterritories
are serviced by different MACs, complete a separate CMS-855A enrollment application for each MAC's
Jurisdiction.

1. Initial Reporting and/or Additions
If you are reporting or adding an entire statefterritory, check the box below and specify the state/territory.
L] Entire statefterritory of

If services are only provided in selected citiestowns or counties, provide the locations below. Only list ZIP
Codes if you are not servicing the entire city/town or county.

CITY/TOWN COUNTY STATE/TERRITORY ZIP CODE

2. Deletions
If you are deleting an entire state/territory, check the box below and specify the state/territory.
[ Entire statefterritory of

If services are provided in selected cities’towns or counties, provide the locations below. Only list ZIP Codes if
you are not deleting service in the entire city/town or county.

CITY/TOWN COUNTY STATE/TERRITORY ZIP CODE

M5 BESA (05724 F
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Section 5: Ownership Interest and/or

Managing Control Information (Organiza

s;:ﬁnmlzﬁxurfnsm? INTEREST AND/OR MANAGING CONTROL INFORMATION _ o O rg G n i ZG ti O n O l

Dnily organizations thoukd be reported in tha wection. Indisdass shogld be reported in Seciion &

Chapck Ferw i you ane & Skille Kursinsg Faility snd skip this section. A eganizationsl ovwerendip inberest snd M
s caenrel lbeasoiiian it b Paproroad i Amnchurea | OW( G r I G g rO l Y ]

Complens this w0t watk information show §il Legand 2atioes than have 5 peroent or maong (et of
ndirent) oarrdhop OF, § paronersheg inbere in, sndior managing comned of the provider deilied
in wcbon M1 o well o informad ion on any sdene legal actiom. Bt haer been mponaed sgaims

Ehil ofganiEa . Fod exampl of onganititem Bt ihdould be reporied Fene, wHiil oul Web file
CME gowMedicarsPeovideriupEnegdl B there s more thas one organization that thould be reparied, ooy | n additional to furnishing the infarmation in this section, the provider must submit:
- 3 saih
MOTE: [ o it depeii oy o Ul opaitaachars rapeeact i M o figecett Rl e vhiy st An organizational diagram identifying all of the entities listed in this section and their relationships
oot [uipvidend Poarid 4l 2 oo gawsi 2 tioeal $acDere diagraem Thimsthast dentitying all the entitied listed in = i -
S ared Khelv palit i, Uil e et W o with the provider and with each other.

T R T I T T T A diagram identifying the organizational structures of all of its owners, including owners that were
1. Dlrwsck ship intarssi nat required to be listed in this section or in Section &, only if the provider is a skilled nursing facility.
Expmples of @rect ownenkip ane o Tollow: - N o ) L o .
= The provider s & wiolbed nuning faclity Shat is whally [100%] owred by Company &, As suh, he provider ote that the diagrams must include all individuals with any of the ownership interests indicated in

would have 1 report Company A in this sction Section 6.
# A hirpioe wahh b0 enioll in Medicice, Cospasy X ovwns 50% ol e heapae. Company X would haee bo be
T ) LM S Diagram Sample:
i the fint ecarple, Compary A i ooribdered & direot ovener of the shilled nureng feality, i that it sotually
o the surbi ol e boweew. Smisry Company K n s dued! oener of the Foapee mertored n the wond . .
example. B has 500 achual ownenbip ol e heapae Level 0 Provider [Applicant)
2. Iredret owmership inberest
My organizations that directly own & provides sre themaeives whaolly o partly owned by other ceganizations Level 1 Company A =owns 100% of provider (direct owner)
fr avien individual]. Thi i aften the rewh of e e of kelding companien and parest! subnidian 100% x 100% = 100%
relationships. Such organizations and ndivideal se comidened Do be “infinect” oweens of the provider. Using -
g first enample in @1 above, H Company B cemad 100% of Company &, Company B b comaldened 1o be an
ingdirect oswner of The prosider, in obher wordy, & dine cwner Fat an actusd oenarship terest in The provider .
(g, orverri Vo in The buiinesi, st ), wherea an indine:? ovener Fa an owrsndeg imeeit in an srganisation Level 2 Company B - owns 40% of company A [ln'd're'i Dwnet]
BRIl oeATs T prosveder 100% x 40% = 0%
Comider the dollowing sxsmple of indirect cowmarship: Company C- owns 60% of company A {indirect owner)
Enample 100% x 60% = 60%
LEWEL B ndividusl ¥ 4 T » Compary A oam 0% of e enrolling prowdey
* Company B owns 40% of Company & Level 3 Individual ¥ — owns 30% of company B (indirect owner)
s_" s - s Compary € owns $80% of Comparsy A 0% & M=uﬁ
LEWEL ¥ Lampany £ Comgaiy B o individusl X owns 3% of Company © . —
— e o it ¥ cwtss 3% of Company i Individual X — awns 5% of company C (indirect owner)
60 X 5% = 3%
LEWEL 1 _|Company & _
bl 2 . N g
Using the infarmation above Company A (100%), B (40%) and C (60%) is at least 5% or greater
I T ki, Qb A WLl Y e ey St ol Whoh et il B iilaa 3 ol il direct or indirect ownership they must be indicated in section 5. Individual ¥ (12%) is at least 5%
applicateon. Companies B and O a6 well a6 inadividush X el ', are indiren ownen of the provider. To abulae o N o N ) ) L X
gevnesihip thare wning the stowve-cied suample, wiilze the folowing step or greater indirect ownership they must be indicated in section 6. Since Individual X (3%) is less
LEVIL § than 5% indirect owner, they do not need to be listed in section & but must be indicated in
Thw isgram abees indicites that Company & over 100% of the Enjolling Provider. Company A muil be diagram.
repemed
rry— R
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SECTION 5: OWNERSHIP INTEREST AND/OR MANAGING CONTROL INFORMATION
(ORGANIZATIONS) (Conti

LEVEL 2

To calculate the percentage of ownership held by Company € of the Enrolling Provider, multiply:

The percentage of ownership the LEVEL 1 owner has in the Enrolling Provider

MULTIPLIED BY

The percentage of ownership the LEVEL 2 owner has in that LEVEL 1 owner

Company A, the LEVEL 1 {or direct) owner, owns 100% of the provider. The diagram also indicates that
Company C, a LEVEL 2 owner, owns 60% of Company A. As such, multiply 100% (or 1.0) by 60% (.60). The
result is 60. Therefore, Company C indirectly owns 60% of the provider, and must be reported.

Repeat the same procedure for Company B, the other LEVEL 2 owner. Because Company B owns 40% of
Company A, multiply this figure by 100% (again, the ownership stake Company A has in the Enrolling
Provider). Company B thus owns 40% of the Enrolling Provider, and must be reported.

This process is comtinued until all LEVEL 2 owners have been accounted for.

LEVEL 3

To caleulate the percentage of ownership that Individual X has in the Enrolling Provider, multiply:

* The percentage of ownership the LEVEL 2 owner has in the Enrolling Provider

MULTIPLIED BY

The percentage of ownership the LEVEL 3 owner has in that LEVEL 2 owner

Company C owns 60% of the provider. According to the example above, Individual X (Level 3) Owns 5% of
Company C. Therefore, multiply 60% (.60) by 5% (.05), resulting in .03. This means that Individual X owns
3% of the provider and does not need to be reported in this application.

Repeat this process for Company B, which owns 40% of the provider. The diagram states that Individual
¥ (Level 3) ewns 30% of Company B. We thus multiply 40% (.40) by 30% (.30). The result is .12, or 12%.
Because Individual ¥ owns 12% of the provider, Individual ¥ must be reported in this application (in
Section 6: Individuals).

This process is continued until all owners in LEVEL 3 have been accounted for. This process must be repeated
for Levels 4 and beyond.

.

.

3. Mortgage or security interest
All entities with at least a 5% mortgage, deed of trust, or other security interest in the provider must be
reported in this section. To calculate whether this interest meets the 5% threshold, use the following formula:
* Dollar amount of the mortgage, deed of trust, or other obligation secured by the provider or any of the
property or assets of the provider
DIVIDED BY
Dollar amount of the total property and assets of the provider

Example: Two years ago, a provider obtained a $20 million loan from Entity X to add a third floor to its facility.
Various assets of the provider secure the mortgage. The total value of the provider's property and assets is
$100 million.

Using the formula described above, divide $20 million (the dollar amount of the secured mortgage) by $100
million (the total property and assets of the Enrolling Provider). This results in .20, or 20%. Because Entity

X's interest represents at least 5% of the total property and assets of the Enrolling Provider, Entity X must be
reported in this section.

4. Partnerships

All general and limited partnership int it of the percentage—must be reported. This includes:
(1) all interests in a non-limited partnership, and (2) all general and limited partnership interests in a limited
partnership.

CMS-BSSA (0924) x

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

5. Additional information on ewnership
All entities that meet any the requirements above must be reported in this section, including, but not
limited to:
Entities with an investment interest in the provider (e.g., investment firms)
Private equity company
Real estate investment trusts
Banks and financial institutions (e.q., mortgage interests)
Holding companies
Trusts and trustees
Governmentalitribal organizations: If a federal, state, county, city or other level of government, or an
Indian tribe, will be legally and P for received any
potential overpayments), the name of that government or Indian tribe must be reported in this section
as “Other ownership” or “Other control/interest.” The provider must submit a letter on the letterhead
of the responsible government (e.g., government agency) or tribal erganization, which attests that the

or tribal o ization 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 “authorized official® of the government
or tribal erganization who has the authority to legally and financially bind the government or tribal
organization to the laws, regulations, and program instructions of Medicare. Go to Section 15 for further
information on "authorized officials.”
Charitable and religious organizations: Many non-profit organizations are charitable or religious in nature,
and are operated andfor 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 as “other ownership™ or
“other control/interest.”

5

addition to fumnishing the information in this section, the provider must submit:

An organizational diagram identifying all of the entities listed in this section and their relationships with
the provider and with each ather.

6. Managing control

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

Report the entity under the role of "managing control” if, for instance, an entity:

a. has direct responsibility for the performance of your organization AND

b. is capable of changing the leadership, allocation of resources, or ether processes of your organization to
prove performance.

Providers should also report any managing relationship with a services organization under
contract with the provider to furnish management services for the business. Faculty practice plans, university-
based health systems, hospital outpatient departments, medical foundations, and groups that primarily treat

enrollees of group model HMOs should review this definition of control {org: ions) carefully 1o

determine if it applies.

CM5-BE5A (0924)
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Section 5: Ownership Interest and/or Managing

Control Information (Organizations)

N

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

A. ORGANIZATION WITH OWNERSHIP INTEREST AND/OR MANAGING CONTROL—IDENTIFICATION
INFORMATION

[ Not applicable

If you are changing, adding or remeving information about yeur current ownership interest and/or managing
control information for this organization, check the applicable box, furnish the effective date, and complete
the appropriate fields in this section.

[ Change [ Add Ll Remove Effective date (| Yyyy)

Legal Business Name a3 reported to the Internal Revenue Service

“Doing business as” name (il apphicablel

Address line 1 (street name snd number)

Addrest line 2 {suite, room, ete)

Cityltown State ZIP Code + 4

Telephone number (if applicable)  [Fax number (if applicable) E-mail address (if applicable)

National Provider identifier (NPl Tax Identification Number (TIN)

Medicare Identification Rumber for this location — PTAN (if issued)

Identify the type of ownership andfor managing control the organization identified above has in the provider
identified in Section 2B1 of this application. Check all that apply. Complete all information for each type

of ownership andior managing control applicable, including the exact percentage of ownership. Combined
percentage totalks for direct owners should not exceed one hundred percent.

[ 5% or greater direct ownership interest
Effective date {mmiddfyyyy] Exact of direct ip this ization has in the provider
%

Was this organization solely created to acquire/buy the provider and/or the provider's assets? ._ O Yes O No
O¥es ONe

Is this arganization itself owned by any other organization or by any individual?
1 this organization also provides contracted services to the provider, describe the type of serices furnished:

[ 5% or greater indirect ownership interest
Effective date (mmiddlyyyy)

Exact percentage of indirect ownership this organization has in the provider
%

Was this organization solely ereated to acquire/buy the provider and/or the provider's assets? . O Yes O No
O Yes O No

Is this organization itself owned by any other organization or by any individual?
11 this arganization 2156 provides eontracied services 1o the proviger, describe the Type of services fumish

CMS-B55A (0924) E
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SECTION 5: OWNERSHIP INTEREST AND/OR MANAGING CONTROL INFORMATION
(ORGANIZATIONS) (Conti

A. ORGANIZATION WITH OWNERSHIP INTEREST AND/OR MANAGING CONTROL—IDENTIFICATION
INFORMATION (Continued)

L) General partnership interest

Effective date (mmiddiyyyy) Exact of general pas P interest this has in the provider
[

Was this organization solely created to acquirefbuy the provider andfor the provider's assets? . O Yes O Na

Is this organization itself owned by any other organization or by any individual? ... - O¥es (O No

1T this arganization also provides contracted services 10 the provider, describe the type of services furmihed:

[ Limited partnership interest

Effective date (mmiddiyyyy) Exact of Timited pai p Interest this Ton has in the provider
Y

Was this erganization solely created to acquirefbuy the provider andfor the provider's assets? . O Yes O No

Is this organization itself owned by any other organization or by any individual? .. - O¥es O No

1f this arganization also provides contracted services 1o the provider, describe the type of services furnish

[ 5% or greater mortgage interest

Effective date (mmiddiyyyy) Exact percentage of morlgage interest this organization has in the provider

%

WWas this organization solely created to acquirefbuy the provider andfor the provider's assets? .. O Yes O No

Is this organization itself owned by any other organization or by any individual? .. - OX¥es ONo
1f this arganization also provides contracted services 1o the provider, describe the type of services furnished:

L] 5% or greater security interest
Effective date (mmiddiyyyy)

Exact percentage of secunty Interest this organization has in the provider
%

WWas this organization solely created to acquirefbuy the provider andfor the provider's assets? .. O Yes O No
OXYes ONo

Is this organization itself owned by any other organization or by any individual?
If this arganization also provides contracted services to the provider, describe the type of services furnish

CMS-B55A (0924 )
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SECTION 5: OWNERSHIP INTEREST AND/OR MANAGING CONTROL INFORMATION
(ORGANIZATIONS) (Continued)

A. ORGANIZATION WITH OWNERSHIP INTEREST AND/OR MANAGING CONTROL—IDENTIFICATION
INFORMATION (Continued)

L] Other ownership (please specify):

Effective date (mmiddiyyy) Exact p ge of cwmership o1 his
%

ganization has n the provider

Was this organization solely created to acquire/buy the provider and/or the provider's assets? . O Yes O MNo

Is this organization itself owned by any other organization or by any individual? . O¥Yes ONo

T this arganization also provides contracted services 1o the provider, describe the type of services furnished:

] Operational/Managerial control

Effective date (mmiddivyin Exact of i ial control this ization has in the provider
%

Was this organization solely created to acquire/buy the provider and/or the provider's assets? . O Yes O MNe

ITthis arganization alia provides contracted services 1o the provider, describe The type of services Turnshed:

[ Other control/interest (please specify):

Effective date (mmiddiyyyy) Exact g€ of cemership o1 This erganization has in the provider
%

Was this organization solely created to acquire/buy the provider and/or the provider's assets? . O Yes O No

If this arganization alia provides contracted services to the provider, describe the type of services furnished:

[ Chain home office

Effective date (mmiddiyyy)

\Was this organization solely created to acquiresbuy the provider and/or the provider's assets? | O Yes O No

If this organization also provides contracted services to the provider, describe the type of services furnished:

CMS-B55A (0524) o

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

B. TYPE OF ORGANIZATION
Complete this section with information for the organization listed in Section SA.

Definitions

Private equity (for purp ): A publicly traded or non-publicly traded company that
collects capital investments from individuals or entities (like investors) and purchases a direct or indirect
ownership share of a provider (like a SNF or home health agency).

Real estate investment trust (for Medicare purposes): For purposes of this application, a real estate
investment trust as defined in 26 U.5.C. § 856.

Holding company: A business entity, usually a corporation or limited liability company (LLC), created to hold
the controlling stock or membership interests in other companies.

NOTE: It is important to accurately identify the type of organization below. Please note that you may need to
check “yes" for more than one box below. For example, the ownership or managing control organization may
be a consulting firm and a private equity company.

IRS business designation

Identify how your business is registered with the IRS. (NOTE: If your business is a federal and/or state
government supplier, indicate "Non-profit” and specify the level below. In addition, government-owned
entities do not need to provide an IRS Form 501{ch(3)).

L] Proprietary
] Non-profit {submit 185 Form 501(c)(3))
[ Disregarded entity {(submit IRS Form 8832, if applicable)

Identify the business structure: {check one)

i Corporation C} Federal andfor state government type:
Z Limited Liability Company O Federal

I Partnership (general or limited) O State

O Individual O City

O Other (specify): O County

O City-County
0 Hospital district

O Other (specify):

Identify the type of A resp: is req for each:

Bank or ather financial institution QlYes | O No
Chain home office Section 5C) O|¥es | O No
Consulting firm OYes | O No
Holding company O|ves | O No
Investment firm (other than private equity company) OlYes | O No
Management services company. OlYes | O No
Medical provider/fsupplier O|yes | O No
Medical staffing company O|Yes | O No
Private equity company Olves | O No
Real estate trust O|¥es | O Ne
Other (specify): Oves | O No
CMSB55A (0323 £
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SECTION 5: OWNERSHIP INTEREST AND/OR MANAGING CONTROL INFORMATION
(ORGANIZATIONS) (Continued)

C. CHAIN HOME OFFICES ONLY

A chain home office is an entity that provides centralized management and administrative services to the
providers or suppliers under common ownership and common control, such as centralized accounting,
purchasing, personnel services, management direction and control, and other similar services.

If you are a chain home office, the following information will be used to ensure proper reimbursement when
the provider's year-end cost report is filed with the MAC. For more information on chain organizations, go to
42 CFR. section 421.404.

[ Change [l Add Ll Remove Effective date (mm/dd/yyyy):

1. Type of action this provider is reporting
CHECK ONE: SECTIONS TO COMPLETE
Complete all of Section 5.

[ Provider in chain is enrolling in Medicare for
the first time (initial enroliment or change of

ownership).
] Provider is no longer associated with the chain Complete Section 5 identifying the former chain
home office.
L] Provider has changed from one chain to another. Complete Section 5 in full to identify the new chain
home office.

[l The name of provider's chain home office is Complete Section 5A.

changing (all other information remains the same).

2. Chain home office administrator information

First name of home offie administrator or CEQ ‘Mnddle initial

Last name Ir. Se, ete.

Title of home office administrator

Soeial Security Humber Date of birth (mm/ddlyyyy]

3. Provider's affiliation to the chain home office
Check one:

O Joint venture/partnership

O Mmanagedirelated

[ Leased

Operatedirelated

] Wholly owned

] Other (specify):

D

M5 B5SA (05724) 1

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

D. FINAL ADVERSE LEGAL ACTION

Complete this section for the organization reported in Section 5A above. If you need additional information

regarding what to report, please refer to Section 3 of this application. All supporting documentation must be

included as described in Section 3.

NOTE: If reporting mere than one organization, copy and complete Sections 5A and 5B for each organization

reported.

. Has this organization in Section 54 above, under any current or former name or business identity, had a
final adverse legal action listed in section 3 of this application imposed against it?

O YES - continue below

O NO - <kip to Section &

If yes, report each final adverse legal action, when it occurred, and the federal or state agency or the
court/administrative body that imposed the action.

NOTE: To satisfy the reporting requirement, Section 5D must be filled out in its entirety, and all applicable
attachments must be included.

[

FINAL ADVERSE LEGAL ACTION DATE ACTION TAKEN BY

IS BESA (0924)
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Section 6: Ownership Interest and/or

Managing Control Information (Individuals)

SECTION & OWHMERSHIP INTEREST ANDVOR MANAGING CONTROL INFORMATION
{INDIVIDWALS)
Thin npction i o b completed with information sbout smy ndeidasl wihc e dinse? o indirect caweasnitig of,

a partnerihip meend 5, sedior maragieg contrel of the previder Bentified in Sectics 2B of tha applation
 shete i more than one indhadual, copy and complats this section for ek, Note that ithe prowider must

Omby iradivichualy shaosld be reparted In fhis wiion. Organizations thoud be reporied in Section %

[ Chasck hepre o ons s o Siiied Murting Faclity snd skip iy section. AN idivicas] ownerthip intevest sed
managing contral information mast be regorted in Attacherant 1

I schdrng, deletiag, of Changing infarmalion of of Eaiting owes, Baloer oF Sanaging indieeal check the
apgropeiate bos, wudicite the EMeatiee date o the charsge, osmplite The sppiopdiate Tkt in thi section, and
wagn e date The certifcation statement

TEa Tollowrey owrendap condrol indeeeib, s they ane dewrifed i B matroc o (o ection 5, mund be
repoited in Thi secion

& Sy of grealer dinel oenerthip neres

* 5% Of greater indeet Dvenerih ip intenes

= % or grraber MOgagE or MELTEY inferest

= All ganarsl sl limited parinerihip isSerests, regardies of B permentsge. This incleden: (1] all inberet in &
nen-limited partnerbip, and (1) all gereral and bmited partsenhis nlenis in a lmited partnerihip
Dificers afvd directon, il the sntity & oganiied & 4 Corpoiilion

-

Fer mare inlomation on thite interests, pleaie 9o 1o Section 5. Nete that the diagrarm. referred te in
Section SHANS of the instnuctiom must include al individualy with ary of the twnerthip intenests dewcribed
ks

AN managing employees of the provider must be reponied in this section. The term “managing employes”
instlusden but i not limited 16, & gereral Sanager, buiines. mandgsl, sdminhtralos direcler, ssedical
WO, of eTher indivitesl who exerches operatanal of managerisl conarol over, of wha dieedly or
Indirectly conduct, the day-to-day cperstions of the provider, either under contract or through tome otfer
arrangement, regandlest of whether e isdhvidual b a W-2 esgloyes of the provider.

NOTE: if a goerrmental of tribal organiration will be legally and finsscially reiponiible b Medicars
parymmenis received [per The instnactions fof governmenlalnibal of gasization in Secton 5, B provider s
only requined to report im managing employest in Section & Ownee, partrern, officen and direcion do not
noed 12 be reponied, sxtept those who i lited i suthosiced or delegated officiali on thin application
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Managing Control Information (Individuals)
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SECTION 6: OWNERSHIP INTEREST AND/OR MANAGING CONTROL INFORMATION
(INDIVIDUALS) (Continued)

A. INDIVIDUAL WITH OWNERSHIP INTEREST AND/OR MANAGING CONTROL—IDENTIFYING
INFORMATION

[ Not applicable

If you are changing, adding, er removing information about your current ownership interest and/or managing
control informatien for this individual, check the applicable box, furnish the effective date, and complete the
appropriate fields in this section.

Ll Change LlAdd Ll Remove Effective date (mm/dd/yyyy): —

First name ‘Midﬂle initial [Last name Ir., Se, ete.

Title

Social Security Number (S5N) or Individual Tax Identification Number (ITIN) Date of birth (mmiddiyyyy}

Telephane Aumber Fax number E-mail address

Identify the type of ownership andior managing control the individual identified above has in the provider
identified in Section 2B1 of this application. Check all that apply. Complete all information for each type
of ownership andfor managing control applicable, including the exact percentage of ownership. Combined
percentage totak for direct owners should not exceed one hundred percent.

[J 5% or greater direct ownership interest

Effective date (mm/ddiyyyy) Exat percentage of direct ownership interest this individual has in the prewider

%

If this individual alse provides contracted services to the provider, describe the type of services furnished:

[15% or greater indirect ownership interest

Effective date (mmiddivyyy) Exact pereantage of &

%
If this individual alse provides contracted services to the provider, describe the type of services furnished:

irect ownership interest this individual has in the provider

[15% or greater mortgage interest

Effective date (mm/ddiyyyy) Exact percentage of morigage interest this individual has in the provider
%

If this individual also provides contracted services to the provider, describe the type of services furnished:

CMS-E55A (0924)

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

A. INDIVIDUAL WITH OWNERSHIP INTEREST AND/OR MANAGING CONTROL—IDENTIFYING
INFORMATION (Continued)

L] 5% or greater security interest

Effective date (mmiddiyyyy) Exact percentage of security interest this indridual has in the provider

%

T this indhidual 8lss provides contracted senaces to the provider, describe the type of services furmished:

L] General partnership interest

Effective date (mmiddfyyy) Exact percentage of general partnership interest this individual has in the provider

%

I applicable, furnish this individual's title:

11 this individual also provides contracted senvices 1o the provider, describe the type of services furnished:

[ Limited partnership interest

Effective date (mmiddiyyyy) Exact percentage of mited parinership interest this individual has in the provider

=

If applicable, furnish this individual's title:

11 this individual also provides contracted sendces to the provider, describe the type of services furmished:

[ Corporate officer

Effective date (mmiddiyyyy) Exact percentage of contral as an officer this indridual has in the provider

%

1 applicable, furnish this individuals title

1f this individual slse provides contracted sendees to the provider, describe the type of services furnished:

CMS-BS5A (D924
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SECTION 6: OWNERSHIP INTEREST AND/OR MANAGING CONTROL INFORMATION
(INDIVIDUALS) (Continued)

A. INDIVIDUAL WITH OWNERSHIP INTEREST AND/OR MANAGING CONTROL—IDENTIFYING
INFORMATION (Continued)

L Corporate director

Effective date (mmiddivyyy) Exact percentage of control 5 4 director this indiidual hat in the provider

%

If applicable, furnish this individual's title:

1f this individual alse provides contracted services to the provider, describe the type of services furnished:

[ W-2 managing employee

Effective date (mmvddiyyyy] Exact percentage of management control this individual has in the prowder

If applicable, furnich this individuaPs title:

1f this individual also provioes contracted services 1o the provider, describe the type of services furnished:

HOSPICES ONLY: Check the applicable box if the W-2 managing employee reported in Section BA Is the
hospice’s medical director or administrator:
O Hospice medical director O Hospice administrator

[ Contracted managing employee

Effective date (mmiddiyyyy] Exact of this managing employee’s contral in the provider

1f applicable, furnish this individual's title:

1f this individual also provides contracted services to the provider, describe the type of services furnished:

HOSPICES ONLY: Check the applicable box if the contracted managing employee reported in Section BA is the
hospice’s medical director or administrator:
2 Hospice medical director O Hospice administrator

[] Other ownership or control/interest (please specify):

Effictive date [mmiddiyyyy) Exact percentage of ownership or controlinterest this indnsdual has in the provider

%

If applicable, furnish this individual's title:

1f this individual also provides contracted services to the provider, describe the type of services furmished:

CMS-BSSA (0924) E

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

B. FINAL ADVERSE LEGAL ACTION

Complete this section for the individual reported in Section 6A above. If you need additional infermation
regarding what to report, please refer to Section 3 of this application. All supporting documentation must be
included as described in Section 3.

NOTE: If reporting more than one individual, copy and complete Sections 64 and 6B for each individual
reported.

. Has the individual in Section 6A above, under any current or former name or business identity, had a final
adverse legal action listed in Section 3 of this application imposed against him/her?

O YES - continue below
O NO - skip to Section &

If yes, report each final adverse legal action, when it occurred, and the federal or state agency or the
court/administrative body that imposed the action.

M

NOTE: To satisfy the reporting requirement, Section 6B must be filled out in its entirety, and all applicable
attachments must be included.

FINAL ADVERSE LEGAL ACTION DATE ACTION TAKEN BY

SECTION 7: FOR FUTURE USE (THIS SECTION NOT APPLICABLE)

CMS-BSEA (09724) E)
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Section 8: Billing Agency Information

* Check box if section does not
apply, otherwise furnish
billing agency information

e |f add or remove, furnish
effective date

* Note: Entities using a billing
agency are responsible for
the accuracy of claims
submitted on their behalf
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SERVICES

SECTION 8: BILLING AGENCY INFORMATION

Applicants that use a billing agency/agent must complete this section. A billing agency/agent is a company or
individual that you contract with to prepare and/or submit your claims. If you use a billing agency/agent, you
remain responsible for the accuracy of the claims submitted on your behalf.

NOTE: The billing agency/agent address cannot be the correspondence mailing address completed in Section
2C of this application.

U Check here if this section does not apply and skip to Section 10.

BILLING AGENCY/AGENT NAME AND ADDRESS

If you are changing information about your current billing agencyfagent or adding or removing billing agency/
agent information, check the applicable box, furnish the effective date, and complete the appropriate fields in
this section

[change [JAdd []Remove Effective date (mm/dd/yyyy):

Legal Business Name a5 reported to the Internal Revenue Service or individual name a5 reported ta the Social Security Administration

If billing agent: date of birth (mmiddlyyyy)

Billing ageney Tax identification Number or Billing Agent Setal Security Humber

Billing agencylagent ~Doing business as™ name (if applicable)

Billing agencylagent address line 1 (street name and number)

Billing agency/agent address line 2 (suite. room, apt ¥, e1c)

Cityftown State ZIP Code +4

Telephene number Fax number {if applicable) E-mail address (if applicable)

SECTION 9: FOR FUTURE USE (THIS SECTION NOT APPLICABLE)
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Section 10: Opioid Treatment Program

Personnel

. .
. | n f m n n n SECTION 10: OPIOID TREATMENT PROGRAM PERSONNEL
O r O I O O re p O r I g All Opioid Treatment Programs enrolling in the Medicare program must complete this section.

Lo

" N

for legally ized to order and/or dispense controlled substances at
OTP facility

e m p l Oye e S W h O O re l e g O l ly The OTP must include the following information for all employees {whether W-2 or not) and contracted staff
who are legally authorized to order and/or dispense controlled substances, whether or not the individual is
currently ordering and/or dispensing at the OTP facility.

. Ordering personnel
First, last name, middle initial (if applicable)
authorized to order and/or

di trolled

.

.

Social Security Number (S3N)
Practitioner type

Active and valid NPI

License number

Dispensing personnel

First, last name, middle initial (if applicable)
Date of birth

Social Security Number (S5N)

Practitioner type

Active and valid NPI

License number

.

.

.

Adverse history and ineligibility

.
. Under the OTP Standards in 42 CFR section 424.67, an OTP provider must not employ, as a W2 employee or
not, or contract with anyone who meets any of the ineligibility criteria outlined below, whether or not the
individual is currently ordering or dispensing at the OTP fa

Currently is revoked from Medicare under 42 C.FR. section 424.535 or any other applicable section in Title
42, and under an active reenrollment bar.

. . . .
Currently is on the CMS preclusion list pursuant to 42 C.ER. section 422.222 or section 423.120.

I I I I y Currently is excluded by the Department of Health and Human Services (DHHS) Office of Inspector General
(IG).
Has a prior action, including, but not limited to, a reprimand, fine, or restriction, by a state oversight board
for professional misconduct issues relating to patient harm.

* Must not employ any
the ineligibilit iteri
tlined

CMS-BS5A (0924) [}
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Section 10: Opioid Treatment Program

Personnel

national
government

SERVICES

SECTION 10: OPIOID TREATMENT PROGRAM PERSONNEL (Continued)

A. ORDERING PERSONNEL IDENTIFICATION
NOTE: Copy and complete this section if more than three OTP ordering personnel need to be reported.

If you are changing information about currently reported OTP ordering personnel or adding or removing OTP
personnel, check the applicable box, furnish the Effective date, and complete the appropriate fields in this
section.

L Change [l Add Ll Remove Effective date (| yyyy)

First name of OTF ordering personnel | Middle initial |Last name of OTF ordering personnel Suffix (e.0- Jr. 5r. MD., eic)
Sacial Security Humber (S5M) Date of birth (mmiddiyyyy]

NP1 License number

Practitioner type.

If you are changing information about currently reported OTP ordering personnel or adding or removing OTP
personnel, check the applicable box, furnish the effective date, and complete the appropriate fields in this
section.

[Cchange [Jadd [lRemove Effective date ( yyyy):

First name of OTP ordering personnel Suffix (e, Ir, 5, MD., £tc)

Widdle initial ‘ns[ name of OTF ordering personnel

Social Security Number (S5N) Date of birth {mmiddiyyyy)

NPl License number

Practitionsr type

If you are changing information about currently reported OTP ordering personnel or adding or removing
OTP personnel, check the applicable box, furnish the effective date, and complete the appropriate fields in
this section.

[ Change [ladd ] Remove Effective date (mm/dd/yyyy):

First name of OTP ordering personnel | Middle imBial |Last name of OTP erdering perscnnel Suffix (e, I, 5r, MD,, etc)
Soclal Security Number (55N} Date of birth (mmiddywwy)

NPT Ticense number

Practitioner type
s ESSA (0828 o

SECTION 10: OPIOID TREATMENT PROGRAM PERSONNEL (Continued)

B. DISPENSING PERSONNEL IDENTIFICATION
NOTE: Copy and complete this section if more than three OTP dispensing personnel need to be reported.

If you are changing information about currently reported OTP dispensing personnel or adding or removing
OTP personnel, check the applicable box, furnish the effective date, and complete the appropriate fields in this
section.

L Change Ll Add Ll Remove Effective date (mm/dd/yyyy):

First name of OTP depensing personnel | Middle initial | Last name of OTP dispensing personnel Suffix (e.g-, Jr, 5, MD., etc]
Sodial Security Number (S5 Date of birth (mevddiyyyy)
NPI License number

Practitioner type

If you are changing information about currently reported OTP dispensing personnel or adding or removing
OTP personnel, check the applicable box, furnish the effective date, and complete the appropriate fields in this
section.

L1 Change Ll add Ll Remove Effective date (mm/dd/yyyy):

First name of OTP dipensing peronnel

Middle initial ‘us( name of OTP dispening personnel Suffix (e.q., Jr, S, MD., ete)

Social Security Number (S5} Date of birth (mvddiyyyy)

NPI License number

Practiioner type

If you are changing information about currently reported OTP dispensing personnel or adding or removing
OTP personnel, check the applicable box, furnish the effective date, and complete the appropriate fields in this
section.

L] Change Oadd  ClRemove Effective date (mm/ddiyyyy):

First name of OTP dspensing personnel | Middle initial | Last name of OTP dispensing personnel Suffix (e.g-, Jr,
Social Security Nurmber (SSN) Date of birth (mmiddiyyyy)
] License number

Practitioner type

SECTION 11: FOR FUTURE USE (THIS SECTION NOT APPLICABLE)
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Section 12: Special Requirements for (HHAS)
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SECTION 12: SPECIAL REQUIREMENTS FOR HOME HEALTH AGENCIES (HHAs)

Instructions
All HHAs in the prog must this section.

HHAs initially enrolling in Medicare, Medicaid, or both programs on or after January 1, 1998 are required to
provide documentation supporting that they have sufficient initial reserve operating funds (capitalization)
to operate the HHA in the Medicare andfor Medicaid program(s) at the time of application, at all times
during the enroliment process, and for three (3) months after billing privileges have been conveyed. The
capitalization requirement applies to all HHAs enrolling in the Medicare program, including HHAS currently
participating in the Medicare program that, as a result of a change of ownership, will be issued a new
provider number. The capitalization requirement does not apply to a branch of an HHA. Regulations found
at 42 CFR. section 489.28 require that the MAC determine the required amount of reserve operating funds
needed for the enrolling HHA by comparing the enrolling HHA to at least three other new HHAs that it serves
which are comparable to the enrolling HHA. Factors to be considered are geographic location, number of
visits, type of HHA, and business structure of the HHA. The MAC then verifies that the enrolling HHA has the
required funds. To assist the MAC in determining the amount of funds necessary, the enrolling HHA should
complete this section.

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

A. HOME HEALTH AGENCY

1. Type of Home Health Agency (check one):
O Men-profit agency O Proprietary agency

2. Projected number of visits by this Home Health Agency
How many visits does this HHA project it will make in the first:
* Three months of operation?

* Twelve months of operation?

3. Financial documentation

In order to expedite the enrollment process, the HHA may attach a copy of its most current savings, checking,

or other financial statement(s) that verifies the initial reserve operating funds, accompanied by:

* An attestation from an officer of the bank or other financial institution stating that the funds are in the
account(s) and are immediately available for the HHA's use, and

* Certification from the HHA attesting that at least 50% of the reserve operating funds are non- borrowed
funds.

Will the HHA be submitting the above documentation with this application?__________ OfYes O MNo

NOTE: The MAC may require a subsequent attestation that the funds are still available. If the MAC determines
that the HHA requires funds in addition to those indicated on the originally submitted account statement(s), it
will require verification of the additional amount as well as a new attestation statement.

4. Additional information

Provide any additional documentation necessary to assist the MAC or state agency in properly comparing this
HHA with other comparable HHAs. Use this space to explain or justify any unigue financial situations of this
HHA that may be helpful in determining the HHA’s compliance with the capitalization requirements.

CMIS-ES5A (09/24) a3

SECTION 12: SPECIAL REQUIREMENTS FOR HOME HEALTH AGENCIES (HHAs)
(Continued)

B. NURSING REGISTRIES

If you are changing information about your current nursing registries or adding or removing nursing registries
information, check the applicable box, furnish the effective date, and complete the appropriate fields in this
section.

Cchange [JAdd [lRemove Effective date (mm/dd/yyyy):

Does this HHA contract with a nursing registry whereby the latter furnishes personnel to perform HHA services
on behalf of the provider?

O ¥ES - Furnish the information below
O NO - Skip to section 13

Legal Businessindividual Name as reported to the Internal Revenue Senace

Tax Identification Number (TIN}

“Daing business as” name (if applicable)

Eilling street addre line 1 (street name and number)

Billing street address line 2 (suite, room, apt. , eic]

Cityftown State 2P Code » 4

Telephone number Fax number (if applicable) E-mail address (if applicable)

SECTION 13: CONTACT PERSON

If questions arise during the processing of this application, your designated MAC will contact the individual
reported below.

LI Change L1 Add Ll Remove Effective date (mm/dd/yyyy):

First name Mhiddle initial Last name Suffix (e.g., ., S, MD., etc}

Contact person address line 1 (street name and number)

Contact person address line 2 (suite, room, apt. ¥, eic)

Citytown State ZIF Code + 4

Telephene number Fax number (if applicable) E-mail address (if applicable)

NOTE: The contact person listed in this section will enly be authorized to discuss issues concerning this or any
other it i 1. Your ig MAC will not discuss any other Medicare issues about you with
the above contact person.

CMS-BSSA (0924) a4
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Section 13: Contact Person

* Copy and complete section S ——————

Pron fisued]

for each contact person G e e

irrlormation, dheck the apglicable besx, furnith the efecthee date, and complete the apprepnate Sk in thi

« Contact will be authorized to = &5
discuss issues concerning e
enrollment only el e

* First contact person listed i oS o B oo

will receive acknowledge R e R e
notice and be notified if any e i s
additional information is _—

. i TR (i ) e
needed by email e e L e T
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Section 14: Penalties for Falsifying

Information

SECTION 14: PENALTIES FOR FALSIFYING INFORMATION

This section explains the p for false in this to gain or
in the

1. 18 U5.C. section 1001 authorizes criminal penalties against an individual who, in any matter within the
jurisdiction of any department or agency of the United States, knowingly and willfully falsifies, conceals
or covers up by any trick, scheme or device 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.5.C. section 3571). Section 3571(d) also authorizes 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 the 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. Section 3729, imposes civil liability, in part, on any person whao, with

actual knowledge, deliberate ignorance or reckless disregard of truth or falsity (a) presents or causes

to be presented to the United States Government or its contractor or agent a false or fraudulent claim

for payment or approval; (b) uses or causes to be used a false record or statement material either to a

false or fraudulent claim or to an obligation to pay the Government; (¢) conceals or improperly avoids

or decreases an obligation to pay or transmit money or property to the Government; or (d) conspires

to violate any provision of the False Claims Act. The False Claims Act imposes a civil penalty of between

35,000 and $10,000 per violation, as adjusted for inflation by the Federal Civil Penalties Inflation

Adjustment Act, 28 U.5.C. 2461, plus three times the amount of damages sustained by the Government.

Section 1128A(a)(1) of the Social Security Act imposes civil liability, in part, on any person (including 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.

o

w

Ed

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.

18 U.5.C. 1035 authorizes criminal penalties against individuals in any matter involving a health care
benefit program who knowingly and willfully falsifies, conceals or covers up 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 statement or entry, in
connection with the delivery of or payment for health care benefits, items or services. The individual shall
be fined or imprisoned up to 5 years or both.

18 U.5.C. 1347 authorizes criminal penalties against individuals who knowing and willfully execute, or
attempt, to execute a scheme or artifice 1o 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.

The United States Government may assert common law claims such as “commaon 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.

|l
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Section 15: Certification Statement

SECTION 15: CERTIFICATION STATEMENT

An AUTHORIZED OFFICIAL is defined as 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 is defined as an individual who is delegated by an authorized official the authority
to report changes and updates to the provider's enrellment 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 provider.

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 provider’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 158.

NOTE: Authorized officlals and delegated officials must be reported in section 6, either on this application or
on a previous application to this same MAC. If this is the first time an authorized andfor delegated official has
been reported on the CMS-855A, you must complete Section & for that individual and that individual must sign
section 15.

By histher signature(s), an authorized official binds the provider to all of the requirements listed in the
Certification Statement and acknowledges that the provider may be denied entry to or revoked from the
Medicare program if any requirements are not met.

Only an authorized official has the authority to sign (1) the initial enrollment application on behalf of the
provider and (2) add or remove additional authorized officials and delegated officials. Once the delegation

of authority has been established all other enrollment application submissions can be signed by either an
authorized official or delegated official

By signing this application, an authorized official agrees to immediately notify the MAC if any information
furnished on this application is not true, correct, or complete. In addition, an authorized official, by histher
signature, agrees to notify the MAC of any future changes to the information contained in this form after the
provider is enrolled in Medicare, in accordance with the timeframes established in 42 C.FR. section 424.516.

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

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

M5 BESA (08124 &
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SECTION 15: CERTIFICATION STATEMENT (Continued)

A. ADDITIONAL REQUIREMENTS FOR MEDICARE ENROLLMENT
These are additional requirements that the provider must meet and maintain in order to bill the Medicare

program. Read these requirements carefully. By signing, the provider is attesting to having read the
requirements and understanding them.

By hisfher signature(s), the authorized official(s) named below and the delegated official(s) named in Section
15D agree to adhere to the following requirements stated in this Certification Statement:

1. | authorize the Medicare contractor to verify the information contained herein. | agree to notify the
Medicare contractor of any future changes to the information contained in this application in accordance
with the time frames established in 42 C.ER. section 424.516. | understand that any change in the
business structure of this provider may require the submission of a new application.

| have read and understand the Penalties for Falsifying Information, as printed in this application. |
understand that any omission, misrepresentation, or falsification of any information contained in this
application or contained in any communication supplying information to Medicare, or any alteration of

[

any text on this application form, may be punished by criminal, civil, or administrative penalties including,

but not limited to, the denlal or revocation of Medicare billing privileges, and/or the imposition of fines,

civil damages, and/or imprisonment.

| agree to abide by the Medicare laws, regulations and program instructions that apply to me or to

the erganization listed In section 2B1 of this application. The Medicare laws, regulations, and program

instructions are available through the Medicare Administrative Contractor. | 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, 42 U5.C. section 1320a-7b(b) (section 1128B(b) of the Social Security Act} and the Physician Self-

Referral Law (Stark Law), 42 U.S.C. section 1395nn (Section 1877 of the Social Security Act)).

Meither this provider, 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 Medicare, a state health care program, e.g., Medicaid program, or any other federal

p , or is ise prohibited from supplying services to Medicare or other federal program

beneficiaries.

| agree that any existing or future overpayment made to the provider by the Medicare program may be

recouped by Medicare through the withholding of future payments.

| will not knowingly present or cause to be presented a false or fraudulent claim for payment by

Medicare, and | will not submit claims with deliberate ignorance or reckless disregard of their truth or

falsity.

. | authorize any national accrediting body whose standards are recognized by the Secretary as meeting
the Medicare program participation 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).

w
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Section 15: Certification Statement

* B: Authorized Official
Signature(s)

Authorized official sign and date

Must be original signature
in ink

Stamped signatures are not
acceptable

Copy and complete section for
each new authorized official
added during revalidation

By signing the form, the
authorized official agrees to
adhere to the requirements in 15A

‘\ national
\’ government

SERVICES

SECTION 15: CERTIFICATION STATEMENT (Continued)

B. AUTHORIZED OFFICIAL SIGNATURE(S)

1. 1st Authorized official signature

| have read the contents of this application. My signature legally and financially binds this provider to the
laws, regulations, and program instructions of the Medicare program. By my signature, | certify that the

information contained herein is true, correct, and complete and | authorize the MAC to verify this information.

If | become aware that any information in this application Is not true, correct, ar complete, | agree to notify
the MAC of this fact in accordance with the time frames established in 42 CFR. section 424.516.

If you are adding er removing an autherized official, check the applicable box, furnish the effective date, and
complete the appropriate fields in this section.

[Jadd [JRemove Effective date (mm/dd/yyyy):

Authorized offidal's information and signature

First name Middle initial | Last name Suffix (e.q, I, 5r, M.D_, etc)
Telephone number Titledposition

Authorized official signature (first, middle, 15t name, Jr., S MD., etc) Date signed (mmidd/yyyy)

In order to process this application it MUST be signed and dated.

2. 2nd Authorized official signature

| have read the contents of this application. My signature legally and financially binds this provider to the
laws, regulations, and program instructions of the Medicare program. By my signature, | certify that the

information contained herein is true, correct, and complete and | authorize the MAC to verify this information.

If | become aware that any information in this application is net true, correct, or complete, | agree to notify
the MAC of this fact in accordance with the time frames established in 42 CFR. section 424.516.

If you are adding er removing an authorized official, check the applicable box, furnish the effective date, and
complete the appropriate fields in this section.

[ Add [l Remove Effective date (mm/dd/yyyy):

Authorized offical's information and signature

First name Middle initial Last name Suffix (e.q., Jr, Sr, M.D., etc)
Telephone number Titefposition

Authorized official signature (first, middle, last name, Jr., S¢, M.D., e1c) Date signed (mmiddfyyyy)

In order to process this application it MUST be signed and dated.

CMS-B554 (0924) aa
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Section 15: Delegated Official (Optional)

e C;

Additional Requirements for

Medicare Enrollment for
Delegated Officials

 D:

nationa

Delegated Official Signature(s)
Delegated official sign and date
Must be original signature in ink
Stamp signatures are not acceptable

Copy and complete section for each
new delegated official

Authorized official signature is also
required for new delegated officials

By signing the form, the delegated
official agrees to adhere to the
requirements in 15A

government

SERVICES

SECTION 15: CERTIFICATION STATEMENT (Continued)

C. ADDITIONAL REQUIREMENTS FOR MEDICARE ENROLLMENT FOR DELEGATED OFFICIALS
NOTE: Delegated officials are 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 andfor updates to the provider'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 provider 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 alse certifies that he/she meets the definition of a delegated official. When making changes andfor
updates to the provider's enrcliment information maintained by the Medicare program, a delegated official
certifies that the information provided is true, correct, and complete.

Delegated officials being removed do not have to sign or date this application.

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

The signature(s) of an authorized official in Section 15B constitutes a legal delegation of authority to all
delegated official(s) assigned in Section 15D.

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

D. DELEGATED OFFICIAL SIGNATURE(S)

1. 1st Delegated official signature

If you are adding or removing a delegated official, check the applicable box, furnish the effective date, and
complete the appropriate fields in this section.

L] Add Ll Remove Effective date (| yyyy):

official's and sig
Delegated official first name Middle initial | Last name Suffix {e.0., Ir, 5r, M.D, eic)
Delegated official signature (first, middle. last name, Jr St M.D. e1c) Date signed (memiddivyy)

— [Telephane number
Ol Check here if delegated official is a W-2 employee

Authorized official’s signature asigning this delegation (first, middle, last name, Jr, 5c, M.D., etc) Date signed (mmiddivyyy)

In order to process this application it MUST be signed and dated.

CMS-BS5A (0924) 45
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SECTION 15: CERTIFICATION STATEMENT (Continued)

2. 2nd Delegated official signature

If you are adding or removing a delegated official, check the applicable box, furnish the effective date, and
complete the appropriate fields in this section.

[ add ] Remove Effective date (mm/dd/yyyy):

official’s and sig
Delegated official first name Middle initial | Last name Suffix (e.9, Jr, 5r, MD_ etc)
Delegated official signature (Tirst, middle, last name, Ir, Sr, NLD, £1c) Date signed [mmiddiyyy)

[Telephone number
[l Check here if delegated official is a W-2 employee

Authorized officals signature asigning this delegation (irst, riddle, last name Jr_ 5r_ WD etc) Date signed (mmiddryyyy)

In order to process this application it MUST be signed and dated.

SECTION 16: FOR FUTURE USE (THIS SECTION NOT APPLICABLE)
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Section 17: Supporting Documents

SECTION 17: SUPPORTING DOCUMENTATION INFORMATION

This section lists the documents that, if applicable, must be submitted with this completed enrollment
application. If you are enrolling for the first time, or reactivating or revalidating your enrollment, you must
submit all applicable docurnents. When reporting a change of i only submit that apply
to the change reported. Your de‘.ugnated Medicare Administrative Contractor (MAC) may request, at any time
during the enroll process, doc yn to support or validate information reported on this application.
In addition, your designated MAC may also request documents from you other than those identified in this
section as are necessary to ensure correct g of Medicare.

[ Licenses, certifications and registrations required by Medicare or State law.

LJ Federal, State/Territory, and/or local {cityfcounty) business licenses, certifications andfor registrations required
o operate a health care facility.

L1 Written confirmation from the IRS confirming your Tax Identification Number with the Legal Business Name
(e.g., IRS CP 575) provided in section 2A.

UJ Completed Form CMS-588, Authorization Agreement for Electronic Funds Transfer. Include a voided check or
banlk letter.

NOTE: If a provider already receives payments electronically and is not making a change to its banking
information, the CMS-588 is not required.

[ Copyl(s) of all bills of sale or sales agreements for all ownership changes. This includes, CHOWS, Acquisition/
Mergers, Consolidations, and all other ownership changes that are required to be reported, regardless of the
percentage involved (e.q., new 15 percent owner).

U Copy(s) of all documents that meeting cap requ (HHAs only).

[ if Medicare payment due a provider of services is being sent 1o a bank (or similar financial institution)

with whom the provider has a lending relationship (that s, any type of loan), the provider 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 adverse legal action documentation (e.g., notifications, resolutions, and reinstaterment

letters).

[ Copy of an attestation for government entities and tribal arganizations.

O Copy of HRSA Notice of Grant Award if that is a qualifying decument for FQHC status.

[ Copy of IRS Determination Letter, if provider is registered with the IRS as non-profit (e.q., IRS Form 501(c)(3)).

L) Written confirmation from the IRS confirming yeur Limited Liability Company (LLC) is automatically classified
as a Disregarded Entity (e.g., Form 8832, if applicable).

NOTE: A disregarded entity i an eligible entity that is not treated as a separate entity from its single owner
for income tax purposes.

O o izati structure diagy chart identifying all of the entities listed in section 5 and their
relationships with the provider and each ather.

[ Copy of all mobile vehicle registrations (all mobile services)

[ Rural Emergency Hospital (REH) Action Plan

m]

0

Becording to the Paperwork Reduction Act of 1995, an agency may not conduct o spansar, and a person & not required to respond to,

the CFR require providers and suppliers te furnish infarmation cencerning the amounts due and the identification of individuals er entities
that furnish medical services 1o benaficiaries before payment can be made. The CMS 8554 application collects thi informatien, indluding
the data required to uniquely identify and the Additional & needed to process claims accurately
and timely is akie collected on the applieation. The data eollection helps CMS ensure that the pm.ue. or supplier meets all statutery and
regulatery requirements, and previders and suppliers must complete the CMS-855A application te ebtain and retain the ability to receive
Medicare payments cansistent with Section 1855() of the Social Security Act.

The time required 1o complete this information eollection it estimated a1 & hours per respanse, including the time to review instruetions,
search existing data resources, gather the dats nesded, and complete and review the information collection. If you have any comments
enncerning the accuracy of the time sstimatels) or suggestions for impraving this form, please write 16 CMS, 7500 Security Boulevard,
Atter: PRA Reports Clearsnce Dfficsr, Baltimore, Maryland 21244-1850 or e-mail providerenroliment@ems.hhs. gov.

M3 will comply with all Privacy Act. Freedom of Information laws. and regulations that apply to this collection. Privileged or confidential
commercial or financial information is protected from public disclosure by federal Llaw 5 U.5.C. 552(b)(4) and Executive Grder 12600.
#++4CMS Disclosure**** Please do not send applications, claims, payments, medical records or any documents containing sensitive
information to the PRA Reports Cearance Office. Please note that any correspondence not pertaining to the information collection
burden approved under the assaciated OMB control number listed on this form will not be reviewed, forwanded, o retained. If you have
questions or concems regarding where to submit your please visit CMS.gov/Medicare Pr Certification.
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Resources for Attachment 1

e Resources
e GUIDANCE FOR SNF ATTACHMENT ON FORM CMS-855A

e 2024-09-19-MLN Connects Weekly Edition Newsletter: Skilled Nursing
Facilities: Report Your Expanded Ownership, Management, &
Related Party Data
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https://www.cms.gov/files/document/guidance-snf-attachment-855a.pdf
https://www.cms.gov/training-education/medicare-learning-network/newsletter/2024-09-19-mlnc
https://www.cms.gov/training-education/medicare-learning-network/newsletter/2024-09-19-mlnc
https://www.cms.gov/training-education/medicare-learning-network/newsletter/2024-09-19-mlnc

Attachment 1: Skilled Nursing Facility

Disclosures

ATTACHMENT 1: SKILLED NURSING FACILITY DISCLOSURES

ATTACHMENT 1: SKILLED NURSING FACILITY DISCLOSURES (Ct

In this example, Company A (Level 1) is the direct owner of the provider. Companies B and C, as well as

All skilled ing facilities (SNF t thi ith thei during:
. I’ iti el nur; "9 :c es (SNFs) mus . w e uring individuals X and Y, are indirect owners of the provider. To calculate ownership shares using the example
nitial enrolimen above, use these steps:

* Revalidation Level 1

* Level
+ Change of information (though only with respect to the information that is changing) Company A owns 100% of the enrolling provider. You must report Company A.
+ Change of Ownership (CHOW)

* Level2

To calculate the percentage of ownership held by Company C of the enrolling provider:

ORGANIZATION INSTRUCTIONS = The percentage of ownership the Level 1 owner has in the enrolling provider multiplied by the

percentage of ownership the Level 2 owner has in the Level 1 owner.

o hip interest, ing control, additi disclasable party information « Company A, the Level 1 (or direct) owner, owns 100% of the provider. In the diagram Company C,
+ Complete this section to report an organization identified below. Visit CMS.gov/medicare/ a Level 2 owner, owns 60% of Company A. Multiply 100% (or 1.0) by 60% (.60). The result is .60.
enrollment-renewal/providers-suppliers for examples of organizations to report Company C indirectly owns 60% of the provider. You must report it.

.

Repeat this process for Company B, the other Level 2 owner. Because Company B owns 40% of
Company A, multiply this figure by 100% (the ewnership stake Company A has in the enrelling
provider). Company B indirectly owns 40% of the enrolling provider. You must report it.

Continue this process until all Level 2 owners are accounted for,

Report information on any adverse legal actions that have been imposed against the organization
+ To report more than 1 organization, copy and complete this section for each organization
* Don't report individuals in this section

Submit 2 structure or : « Level3
* One chart must identify all the entities listed in Section A and show their relationships with the provider To calculate the percentage of ownership that Individual X has in the enrolling provider:

and each other. e _ ) o + The percentage of ownership the Level 2 owner has in the enrolling provider multiplied by the
* One chart must identify the organizational structures of all its owners, including owners not listed in this percentage of ownership the Level 3 owner has in that Level 2 owner.

attachment (e.q., less than 5% direct or indirect owners).

.

Company C owns 60% of the provider. In the example above, Individual X (Level 3) owns 5% of
Company C. Multiply 60% (.60) by 5% (.05). The result is .03. Individual X indirectly owns 3% of the

Report these ownership interests in this section: provider, which does not meet the 5% threshold. You do not report it.
= Repeat this process for Company B, which owns 40% of the provider. In the diagram Individual
* Direct ownership interest ¥ {Level 3) owns 30% of Company B. Multiply 40% (.40) by 30% (.30). The result is .12, or 12%
A direct owner has an actual ewnership interest in the provider itself (e.q., owns stock in the business). Individual ¥ owns 12% of the provider. You must report it.
Examples: Continue this process until all Level 3 owners are accounted for. Repeat this process for Levels 4 and
* Company A wholly (100%) owns the enrolling SNF provider. The provider would report Company A beyond

because Company A is a direct owner of the SNF and owns the assets of the business.
* Company X owns 50% of the enrolling SNF provider. The provider would report Company X as a direct
owner because Company X has 50% ownership of the SNF.

= General and limited partnerships interests
Report all general and limited partnership interests—regardless of the percentage. This includes all
partnership intereste in a non-limited partnership, and all general and limited partnership interests in a
limited partrnership.

Indirect ownership interest
An indirect owner has an ownership interest in an organization that owns the provider or in another Mortgage o security interest

indirect owner. Many organizations that directly own a provider are themselves wholly or partly owned Report all entities with at least a 5% mortgage, deed of trust, or other security interest in the SNF. To
by other organizations or individuals. This is often the result of the use of holding companies and parent/ caleulate whether this interest meets the 5% threshold, use the following formula:

subsidiary relationships. Such organizations and individuals are considered to be “indirect” owners of the « Dollar amount of the mortgage, deed of trust, or other obligation secured by the SNF or any of the

g‘?f?g&ﬁ'&%&‘s;"sﬂﬁf :ﬁ:‘:ﬁ‘ef Company B owned 100% of Company A, Company B is considered to property or assets of the SNF divided by dollar amount of the total property and assets of the SNF.

Example: Example: Two years ago, a SNF obtained a $20 million loan from Entity X to add a third floor to its facility.
Various assets of the SNF secure the mortgage. The total value of the SNFs property and assets is $100
LEVEL 3 Individual X | Individual ¥ . E‘;’omvﬁ:e':v A .owns 100% of the enrolling million.
595 30% Using the formula above, divide $20 million (the dollar amount of the secured mortgage) by $100 million
* Company B cunes 40% of Company A (the?.otal property and assets of the Enrolling SNF). This results in .20, or 20%. Entity Xgmusl be reported
LEVEL 2 Company € Company B * Company C owns 60% of Company A because their interest represents at least 5% of the total property and assets of the enrolling SNF.
£0% 40% * Individual X ovwns 5% of Company C
* Individual ¥ owns 30% of Company B * Operational/managing control
LEVEL 1 Company A « Any organization that exercises operational, managerial control over the provider, or directly or
100% indirectly conducts the day-to-day operations of the provider. The organization need not have an
ownership interest in the provider to qualify as a managing organization. For instance, it could be a
management services organization under contract with the provider to furnish management services for
the business.
* Any organization that has direct responsibility for the performance of your organization or can change
the leadership, allocation of resources, or other processes of your organization to improve performance.
TS B55A: Attachment 1 (03728) e v re———— =
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Attachment 1: Skilled Nursing Facility

Disclosures

ATTACHMENT 1: SKILLED NURSING FACILITY DISCLOSURES (cConti ATTACHMENT 1: SKILLED NURSING FACILITY DISCLOSURES (Continued)

= Any managing relationship with a management services organization under contract with the provider A. ORGANIZATION IDENTIFICATION INFORMATION
to furnish management services for the business. Faculty practice plans, university-based health systems,
hespital outpatient departments, medical foundations, and groups that primarily treat enrollees of
group model HMOs should review this definition of managing control (organizations) carefully to I Not Applicable
determine if it applies. To change, add, or remove information about the organization, check the applicable box, enter the effective
« Additional disclosable party date, and complete the appropriate fields.
= Any organization that exercises operational, financial, or managerial control over the facility, provides [IChange [JAdd [lRemove Effective date (mm/dd/yyyy):
policies procedures for any of the operations of the facility, or provides financial or cash management
services to the facility;
Any organization that leases or subleases real property to the facility, or owns a whole or part interest

Check this box if you have no organizations with ownership or managing control to report.

Legal Butiness Name & reported to the Internal Revenue Service (IRS)

equal to or exceeding 5 percent of the total value of such real property; or " Doing business as” name (if different than Legal Business Name)
= Any organization that provides it or admink ive services, ge or clinical
consulting services, or accounting or financial services to the facility. ddress line 1 (street name and number]

The organizational structure {as that term is defined in section 1124(c)(5)(D) of the Social Security Act) -
of each additional disclosable party must be identified in section D of the Organizations portion of this Address line 2 {suite, room. etc}
attachment. This means that the following parties must be reported:

« For ADPs that are corporations: All their 5% or greater direct and indirect owners. Cihyzcan, e e Code Ll

= For ADPs that are LLCs: All their direct and indirect ewners (regardless of the percentage) and all their
managing organizations and individuals. Telephene number Fax number (if applicable) E-mail address (if applicablel

« For ADPs that are general partnerships: All the partners, regardless of the percentage.

« For ADPs that are limited partnerships: All general partners (regardless of the percentage) and all limited National Provider Identifier (NPI) | Tax identification Number (TIN) | Medicare identification Number for this location - PTAN (if issued)
partners with at least a 10 percent interest.

« For ADPs that are trusts: All trustees.

Along with furnishing the above data in section D, the SNF must also submit a diagram of the E. TYPE OF ORGANIZATION

organizational structure of each additional disclosable party of the facility. This must include a Complete this section with information for the erganization listed in section A.

wiritten description of the relationship of each such additional disclosable party to the facility and
to all the SNF's ather additional disclosable parties. For examples of organizations to report, visit

EMS.gov/medicare/enrollment-renewal/providers-suppliers. = Private equity company (for Medicare purposes): A publicly traded or non-publicly traded company that

e . R collects capital investments from individuals or entities (like investors) and purchases a direct or indirect
. and/or control ownership share of a provider (like a SNF or home health agency). (Go to 42 CER. & 424.502.)

The organizations above include, but are not limited to, the following. You must report them in this « Real estate investment trust (for Medicare purposes): For purposes of this attachment, a real estate

attachment: investment trust as defined in 26 U.5.C. § 856. (Go to 42 C.ER. § 424.502.)

* Entities with an investment interest in the provider (like investment firms) = Holding company: A business entity, usually a corporation or limited liability company (LLC), created to hold

+ Private equity companies the controlling stock or membership interests in other companies.

* Real estate investment trusts

* Banks and financial institutions (like mortgage interests)

= Holding companies

= Trusts and trustees

.

Governmentalitribal erganizations: Federal, state, county, city, or other level of government, or an
Indian tribe, legally and fi ible for di received (including any

overpayments), must report the name of that government or Indian tribe in the applicable section.
The provider must submit a letter on the letterhead of the responsible government (like a government

agency) or tribal organization, which attests that the g, or tribal 1 will be legally
and financially responsible if there is any outstanding debt owed to CMS. This letter must be signed by
an "authorized official” of the g or tribal or 1 who has the authority to legally and

financially bind the government or tribal erganization to the laws, regulation:
of Medicare. Go to section 15 for further information on “authorized official
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. Report the
actual name of the Board of Trustees or other body in the section.

, and program instructions
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Attachment 1: Skilled Nursing Facility

Disclosures

ATTACHMENT 1: SKILLED NURSING FACILITY DISCLOSURES (C

ATTACHMENT 1: SKILLED NURSING FACILITY DISCLOSURES (Continued)

IRS business designation
Identify how your business is registered with the IRS (Check one).

C. CHAIN HOME OFFICES ONLY
If you're a chain home office, we'll use the infermation you provide to ensure proper reimbursement when

If your business is a federal or state government supplier, check "Non-profit” and specify the level. the provider files their year-end cost report with the MAC
Gowernment-gwned emities don't nesd to provide IRS Form 508{0()). For mere information on chain organizations, go to 42 CER. section 421.404.
[ Proprietary
[ Non-profit {Submit IRS Form 501(c)(3}) [ Change [ Add 1 Remove Effective date (mm/dd/yyyy):
[ Disregarded entity (Submit IRS Form 8832, if applicable)
NOTE: If a checkbox identifying how the business is registered with the IRS is not completed, the supplier will 1. Type of action this provider is reporting
be defaulted to “Proprietary.”
CHECK ONLY 1: COMPLETE THIS SECTION

!del‘lﬂf\f |he. type of business structure: (check ane) _ 1 Provider in chain is enrolling in Medicare for the first time Section €
I Corporation [l Federal andior state government type: (Initial Enroliment or Change of Ownership)
O Limited L'fab'l"" Compan.y Qi Federal [l Provider is no longer associated with the chain Section C (to identify the former chain
1 Partnership {(general or limited) [ State home office)
[ Sole proprietor 1 City Ll Provider has changed from one chain to another Section C (to identify the new chain home
[ Other (specify): [ County office).

I city - . — — -

- HI H:on.nln;? . [] The provider's chain home office is changing its name (all Section A

i Hospital district ather information remains the same)

Ol Other (specify):

2. Chain home office administrator or CEQ contact information

First name of heme offie administrator or CEQ Middle initial |Lest name It 5e, ete.
Identify the type of organization. i st i S

Answer all guestions. You may need to check “yes” for more than 1 box.

Title of home office administrator

Bank or other financial insti O es | O No

Chain home office (complete section 3) O Yes O No Sacial Security Number Date of birth (mmiddiyyyy)
Consulting firm O ¥es  ONo

carpfaratuon ljies (o 3. Provider's affiliation to the chain home office

Holding Lam.pany : O es | O No Check one:

Investment firm (other than private equity company) O ¥es O No O Joir venture/partnership

Limited Liability Company. Oes O No O] Managedirelated

Management services company. O ¥es O No O Leased

Medical provider/supplier O es | O No [ Operatedirelated

Medical staffing company O Yes | O No L : 2“:‘0”5 W"?d

Private equity company O ¥es O No L ther (specify):

Real estate i trust O ¥es | O No

Trust or trustee O ¥es | O No

Other (specify): O es | O No

Answer all questions about your organization. You may need to check “yes” for more than 1 box.

Was this organization solely created to acquire or buy the provider or the provider's assets? ... O Yes 'O No

Is this erganization the ultimate parent company in a multi-organizational group of entities? ._ O Yes O No

Is this organization itself owned by any other organization or individual? ... O ¥es | O No

TMEBSEA: Attachment 1 (03724 = MG E55A: Attachment 1 (0/24) E
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Attachment 1: Skilled Nursing Facility

Disclosures

ATTACHMENT 1: SKILLED NURSING FACILITY DISCLOSURES (Continued)

D. RELATIONSHIP TO SNF AND/OR TO ADDITIONAL DISCLOSABLE PARTY (ADP) OF SNF

Questions 1-7 should only be completed if it applies to your business structure. Furnish the additional
information, including the Effective date and exact percentage of ownership, if applicable. Combined
percentage totals for direct owners can't exceed 100%.

1. If the SNF is a corporation

Does the reported arganization have a 5% or greater direct ownership interest in the SNF?___ O ves | O No
If yes, complete the below fields.
Effective date (mmiddhyyy) Exact percentage of ownership
— %

2. If the SNF is an LLC
Does the reported organization have any direct ownership interest in the SNF regardless
of the percentage? O ves O|No
If yes, complete the below fields.
Effective date (mmiddhyyy) Exact percentage of awnership

%
3. If the SNF is a general partnership
Does the reported organization have any direct general partnership/ownership interest
in the SNF regardless of the percentage? O ves O No
If yes, complete the below fields.
Effective date (mmiddhyyy) Exact percentage of ownership

%
4. If the SNF is a limited partnership
Does the reported organization have any direct general or limited partnership/ownership interest
in the SNF regardless of the percentage? O ves O No
If yes, ¢ the below fields.
Effective date (mmiddiyyyy} Exact percentage of awnership

%
5. If the SNF has a business structure not identified in 1-4
Does the reported organization have a 5% or greater direct ownership interest in the SNF? .. O fYes ONo
If yes, complete the below fields.
Effective date (mmiddivyyy) Exact percentage of ownership

%
6. If the SNF is a business structure other than an LLC, general partnership, or limited partnership
Does the reported organization have a 5% or greater Indirect ownership interest in the SNF?... O Yes O No

If yes, complete the below fields.

Effective date (mmiddfyyyy) [Euu percentage of ownershig
"

CMIS-B55A: Attachment 1 (0924}
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ATTACHMENT 1: SKILLED NURSING FACILITY DISCLOSURES (Continued)

7. IF the SNF is an LLC, general partnership, or limited partnership

Does the reported organization have any indirect ownership interest in the SNF regardless of
the percentage? Oves ONeo

If yes, complete the below fields.

Effective date (mmiddyn) Exact percentage of ownership

%

Questions 8-13 must be completed regardless of the SNF's business structure. Include the Effective date and
exact percentage of ownership, if applicable.

8. Does the reported organization have a 5% or greater mortgage or security interest

in the SNF?. Oles ONo
If yes, complete the below fields.
Effective date (mmiddivyyy) [Type of interest: Exact percentage of mortgageleurity interest

|OMortgage | O Security %
9. Is the reported organization a trustee of the SNF? O Yes | O No
If yes, complete the below fields.
Effective date (mmiddiyyyy)

10. Does the reported organization exercise any of the following types of control, either
directly or indirectly, over the SNF or any part of the SNF? (This includes, but is not limited
to, entities that meet the definition of “managing erganization” as defined in § 424.502.)...

If yes, complete the below fields.
Operational: |O Yes O MNo Effective date (mmiddfyyyy):
Managerial: O es ONe Effective date (mmiddfyyyy):

Financial: Oles ONo Effective date (mm/ddlyyyy):

The typels) of contrel (e.g., the type and form of financial control):

Which partfs] of the SNF the control 2pplies to:

Whether this control i furnished under contract:

CMS-E55A: Attachment 1 (8724)
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ATTACHMENT 1: SKILLED NURSING FACILITY DISCLOSURES (C

11. Does the reported organization provide any of the following—either directly or indirectly—
to the SNF or any part of the SNF? OYes ONo

If yes, complete the below fields.
Policies or procedures for any O lvee

of the SNF's operations O Ne Effective date (mmiddlyyyy):
Financial services QO lYes | ©|No Effective date (mmiddfyyyy):
Cash management services QO Yes O MNo Effective date (mmiddfyyyy):
Management services O les | © No Effective date (mm/ddfiyyyy):
Administrative services QYes O |No Effective date (mmiddfyyyy):
Clinical consulting services QOlYes | O Mo Effective date {mmiddiyyyy):
Accounting services O Yes O No Effective date {(mmiddfyyyy):

The typels) of servicss (&5, accounting services and the typelform of the sccaunting servees)

Whether these services are furnished under contract:

12. Does the reported ization lease or et D ¥es | O No

If yes, complete the below fields.

real property to the SNF?_._

The type of lease arrangement and the length of the lease.

13. Does the reported organization directly or indirectly own at least 5 percent of the
total value of the SNF's real property or the real property on/in which the
SMF operates (e.g., 5 percent of the real property the SNF leases)

If yes, complete the below fields.

-O¥es | O No

Effective date (mmiddiyyyy) Exact percentage of swnership

%

Whether the ewnership is of real property the SNF owns or whether [t & of real property the SHF leases or subleases.

CMS-B554: Attachment 1 (0924)
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ATTACHMENT 1: SKILLED NURSING FACILITY DISCLOSURES (Continued)

Questions 14-18 ask whether the reported organization has an ownership or trustee interest in any additional
disclasable party (ADP) of the SNF. Each question anly applies te a particular ADP arganizational type. (For
instance, question 14 only applies to interests in ADPs that are corporations, question 15 only applies to
interests in ADPs that are LLCs, etc.) These questions must be completed for all organizations reported in
saction A of this Attachment, regardless of whether the reported organization is itself an ADP. Please review
the instructions to the Attachment for a definition of "Additional disclosable party.” Note that if the SNF
checked “Yes" in question 9, 10, 11, 12, and/or 13 for a particular reported organization, that erganization is
considered an ADP.

14. ADPs that are corporations

Is the reported organization a 5% or greater direct or indirect owner of any ADP of the

SNF that is a corporation?. Oes O No
If yes, complete the below fields.
Effective date (mmiddfyyyy) | Type of ownership: Exact percentage of ownership

|ODirect | QlIndirect %

List the corparation ADP(s) of which the erganization is an owner (6.0 name of the ADP)

15. ADPs that are LLCs

Does the reported arganization have any direct or indirect ownership interest in—or exercises

managing control of—any ADF of the SNF that is an LLC, regardless of the percentage? ... O ¥es O No

If yes, complete the below fields.

Effective date (mmiddhyyyy) [Type of cwnership: Exact percentage of ownership
Q Direct | O Indirect "

List the LLC ADP(s) of which the organization (s an owner (e.g. name of the ADP)

16. ADPs that are general partnerships

Does the reported organization have any general partnership/fownership interest in any ADP
of the SNF that is a general partnership, regardless of the percentage?..

If yes, complete the below fields.

~.O¥es | O|No

Effective date mmiddlyyyyl Exact percentage of parinership nterest

%

List the general partenrship ADP(S) of which the organization s 8 General pariner (6.9, name of the ADP]

17. ADPs that are limited partnerships

Does the reported organization have any general partnership interest (regardless of the percentage)

in any limited partnership ADP of the SNF or at least a 10 percent limited partnership interest

in any ADP of the SNF? Ojves | ONo
If yes, complete the below fields.

Effective date mmiddyyyy] [Type of partnership interest: Exet percentage of partnership interest

O General | O Limited %

List the limited partnership ADP(E) of which the organization i 8 general or imited partner (e.q., name of the ADP)

CMIS B55A: Attachment 1 (02:28) &1
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ATTACHMENT 1: SKILLED NURSING FACILITY DISCLOSURES (Continued)

18. ADPs that are trusts

Is the reported organization a trustee of any ADP of the SNF?
If yes, complete the below fields.

OlYes O No

Effective date (mmiddiyyyy)

List the ADP{s) of which the organization is a trustee [e.g., name of the ADP)

19. Owners/Trustees of ADP(s)

Answer this question only if the SNF answered “Yes” to question 14, 15, 16, 17, or 18. For purposes of question
19 OMLY, the term “Interest” means any of the interests {(ownership, trustee, LLC managerial) listed in the
“erganizational structure” definition in section 1124(c)(5)(D) of the Social Security Act. (Go to the instructions
for this definition )

Does this ADP ownerftrustee/LLC manager (as indicated in question 14, 15, 16, 17, or 18)
have any interest in the SNF itself OR in another ADP ofthe SNF? O es |C No

If yes, complete the below field.

List the LEN of the entity {i.e., the SNF itself or another ADP of the SNF} in which this ADP ownerfirustee/LLC manager has an interest

CMS-BE5A: Attachment 1 (0224) &2
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ATTACHMENT 1: SKILLED NURSING FACILITY DISCLOSURES (Continued)

E. FINAL ADVERSE LEGAL ACTION
Complete this section for the organization you reported in section A. For more information on what to report,
go to section 3 of this application. Include all supporting documentation described in section 3.

If you are changing information, check “change” box, furnish the effective date, and complete the
appropriate fields in this section.

[JChange Effective date (i vy

Has the organization in section A, under any current or former name or business identity, ever had a final
adverse action listed in section 3 of this application imposed against it?

© YES - continue to item 2

QONO - <kip to next section.

[ad

Report each final adverse legal action, when it occurred, and the federal or state agency or the court or
administrative body that imposed the action.

FINAL ADVERSE LEGAL ACTION DATE ACTION TAKEN BY

To satisfy the reporting requirement, fill out this section and include all applicable attachments.

CMIS-BESA: Attachment 1 (0224) =]
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ATTACHMENT 1: SKILLED NURSING FACILITY DISCLOSURES (ct

INSTRUCTIONS FOR INDIVIDUALS

o] hip interest, ing control, additi disclosable party information

Complete this section to report any individuals with direct or indirect ownership of, a partnership
interest in, andfor managing control of the provider identified in Section 281 of this application. Visit
CMS.gov/medicare/enrollment-renewal/providers-suppliers for examples of individuals to report
Report information on any adverse legal actions that have been imposed against the individual

To report more than 1 individual, copy and complete this section for each

At least one managing employee must be reparted.

Report these ownership control interests in this section:

* Direct ownership interest

* Indirect ownership interest

= Mortgage or security interest

General and limited partnership interests

Report all general and limited partnership interests—regardless of the percentage. This includes all

interests in a non-limited partnership, and all general and limited partnership interests in a limited

partnership.

Officers and directors

* If the entity is organized as a corporation.

. ploy (for of nursing facilities under section 1124(¢))

* An Individual, (including a general manager, business manager, administrator, director, or consultant)
who directly or indirectly manages, advises, or supervises any element of the practices, finances, or
operations of the facility. Report all managing employees of the SNF in this section. For purposes of this
definition, this includes, but is not limited to, a hospice or skilled nursing facility administrator and a
hospice or skilled nursing facility medical director.

Member of the governing body

Trusts and trustees

Additional disclosable party:

* Any individual that exercises operational, financial, or managerial control aver the facility, provides

policies procedures for any of the operations of the facility, provides financial or cash management

services to the facility;

Any individual that leases or subleases real property to the facility, or owns a whole or part interest

equal to or exceeding 5 percent of the total value of such real property; or

Any individual that provides management or administrative services, management or clinical consulting

services, or accounting or financial services to the facility.

The organizational structure (as that term is defined in section 1124{c}5HD) of the Sodial Security Act) of each
additional disclosable party must be identified in section B of the Individuals portion of this attachment. This
means that the following parties must be reported:

For ADPs that are corporations: All their officers, directors, and 5% or greater direct and indirect owners.
For ADPs that are LLCs: All their direct and indirect owners (regardless of the percentage) and all their
managing individuals.

For ADPs that are general partnerships: All the partners, regardless of the percentage.

For ADPs that are limited partnerships: All general partners (regardiess of the percentage) and all limited
partners with at least a 10 percent interest.

For ADPs that are trusts: All trustees.

Along with furnishing the above data in Section B, the SNF must also submit a diagram of the
organizational structure of each additional disclosable party of the facility. This must include a

written description of the relationship of each such additional disclosable party to the facility and

to all the SNF's other additional disclosable parties. For examples of individuals to report, visit
CMS.gov/medicare/enroliment-renewal/providers-suppliers.

For more information on these Interests, go to the organization instructions. The diagrams referred to in the
organization instructions must include all individuals with any of the ownership interests described above.

CMSBESA: Attachment 1 (09/24) B

ATTACHMENT 1: SKILLED NURSING FACILITY DISCLOSURES (Cc

A. INDIVIDUAL IDENTIFYING INFORMATION
Check this box if you have no individuals with ownership or managing control to report.
[ Not applicable

To change, add, or remove information about the individual, check the applicable box, enter the effective
date, and complete the appropriate fields.

L Change Ll Add Ll Remove Effective date (mm/dd/yyyy):
First name Middle initiel |Last name ., St etc.
Title

Sacial Security Number (SSN) or Individual Tax Identification Number (ITIN) Date of birth {mmiddiyyyy}

Telephone number Fax number (if applicable] E-mail address (if applicable]

B. RELATIONSHIP TO SNF AND/OR ADDITIONAL DISCLOSABLE PARTY (ADF) OF SNF
Identify the type of interest the individual in section A has in the SNF.

Questions 1-7 should only be completed if they apply to the SNF's business structure. Furnish the additional
information, including the effective date and exact percentage of ownership, if applicable. Combined
percentage totaks for direct owners can't exceed 100%.

1. If the SNF is a corporation

Does the reported individual have a 5% or greater direct ownership interest in the SNF? O ¥es O No
Effective date (mmiddyyyy) Exact percentage of ownership
%

2. If the SNF is an LLC

Does the reported individual have any direct ownership interest in the SNF regardless of the
percentage? O Yes | O|No

Effective date [mmidefyyyy) [Ew(l percentage of awnership
%

3. If the SNF is a general partnership

Does the reported individual have any direct general partnershipfownership interest in
the SNF regardless of the percentage? OYes O No

%

Effective date (mmiddfyyyy) [Euu percentage of ownership

4. If the SNF is a limited partnership

Does the reported individual have any direct general or limited partnership/ownership interest

in the SNF regardless of the percentage? O Yes | O No
Effective date (mmiddyyyy) Exact percentage of Gwnership

%
€M B55A: Attachment 1 (09724) &
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ATTACHMENT 1: SKILLED NURSING FACILITY DISCLOSURES (Ci

5. If the SNF has a business structure other than those described in 1-4

Does the reported individual have a 5% or greater direct ownership interest in the SNF? .

Effective date (mmvddiyyyy) Exact percentage of ownership
"

6. If the SNF is a business structure other than an LLC, general par , or limited p: P

Does the reported individual have a 5% or greater indirect ownership interest in the SNF? .

Effective date (mmiddfyyyy) Exact percentage of ownership
"

7. If the SNF is a LLC, general partnership, or limited partnership

Does the reported individual have any indirect ownership interest in the SNF regardless of the
percentage? Oles OMNo

Effective date (mmiddlyyyy) Exact percentage of ownership

%
8. If the SNF is a corporation

Is the reported individual an officer or director of the SNF? O lYes O Neo
Effective date (mmiddiyyyy) [Type of position: Title

|Olofficer | O Director

9. If the SNF has a business structure other than that of a corporation

ls the reported individual a member of the SNF's governing body? ...

Effective date (mmiddiyyyy) Type of governing body:

Questions 10-16 must be answered regardless of the SNF's business structure.

10. Does the reported individual have a 5% or greater mortgage or security interest in

the SNF? ONes ONo
Effective date (mmiddiyyyy) [Type of interest: Exact percentage of morlgagesecurity interest

O Mortgage O Security %
11. Is the reported individual a trustee of the SNF? Oies ONo

Effective date (mmiddiyyyy)

CMISBS5A: Attachment 1 (0324)

ATTACHMENT 1: SKILLED NURSING FACILITY DISCLOSURES (C

12. Does the reported individual exercise any of the following types of control, either directly

or indirectly, over the SNF or any part of the SNF? O ¥es O No
(This includes, but is not limited to, entities that meet the definition of “managing employee” as defined in
§424502)

If yes, complete the below fields.

Operational O yes | O|No Effective date (mmiddfyyyy):
Managerial O ¥es O Ne Effective date (mm/ddiyyyy):
Financial O Yes O Ne Effective date (mm/ddiyyyy):

The type(s) of control (e.g., the type and form of financial contrel):

Which partig) of the SNF the contral applies to:

Whether this control is furnished a5 a W-2 employee, under contract, or under another amangement

By erganization lsted in this atlachment of which the indridual s & W-2 of contracted employes:

13. Does the reported individual provide any of the following—either directly or indirectly—
to the SNF or any part of the SNF? O ¥es O Ne

If yes, complete the below fields.
Policies or procedures for any

of the SNF's aperations Oes ONo Effective date (mmiddfyyyy):
Fimancial services O¥es |ONo Effective date (mm/ddiyyyy):
Cash management services Olfes ONo Effective date (mm/ddiyyyy):
Management services O¥es ONo Effective date (mm/ddiyyyy):
Administrative services O Yes ONo Effective date (mm/ddiyyyy):
Clinical consulting services O Yes O No Effective date (mmi/ddiyyyy):
Accounting services O Yes |ONo Effective date (mmi/ddiyyyy):

The typets) of serices (=.a., the type and form of financial cantrol)

The part{s} of the SNF to which the services are furnished:

Whether these services are furnished as a W-Z employee, under contract, or under another arrangement:

Any organization listed in this attachment of which the individual is & W-Z or contracted employes:

14. Does the rep: lease or real to the SNF? O ¥es O No

If yes, clearly describe the type of lease arrangement and the length of the lease:

CMS-E554: Attachment 1 (03124) &1
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ATTACHMENT 1: SKILLED NURSING FACILITY DISCLOSURES (Continued) ATTACHMENT 1: SKILLED NURSING FACILITY DISCLOSURES (Continued)
15. Does the reported individual directly or indirectly own at least 5 percent of the total value 20. ADPs that are limited partnerships
of the SNF's real property or the real property on/in which the SNF operates Does the 1e — —
ported individual have any general partnership interest (regardless of the percentage)

(2.9 5 parcant of the real propacty the SNF Isasac)? Olres [ONo in any limited partnership ADP of the SNF or at least a 10 percent limited partnership interest in any
If yes, complete the below fields. ADFP of the SHF2 Olves |ONo
Fffective date (mmiddiyyyy) Exact percantage of ownership If yes, complete the below fields.

" Effective date [mmiddiyyyy) [Type of partnership interest: Exact percentage of partnership interest
Whether the ownership is of real property the SNF owns or whether it is of real property the SNF leases or subleases. OGeneral | O Limited %

List the limited partnership ADPFs) of which the individual is a general or limited partner (e.q., name of the ADP)

16. Check the applicable box if the reported individual is the SNF's medical director or administrator:

O SNF medical director | © SNF administrator 21. ADPs that are trusts

Questions 17-22 ask whether the reported individual has an ownership, trustee, or governing/managing = the reported Individual 2 trustee of any ADF of the SNF? Ol¥es |O o
interest in any ADP of the SNF. Each question only applies to a particular ADP organizational type. (For If yes, complete the below fields.

instance, guestion 17 anly applies to interests in ADPs that are corporations, question 18 only applies ta Effective date (mmiddiyyyy)

interests in ADPs that are LLCs, etc.) These questions must be completed for all individuals reported In
section A of this Attachment, regardless of whether the individual himselffherself is an ADP. Note that if the
SNF checked “Yes" in question 10, 11, 12, 13, 14, andfor 15 (or checked one of the boxes in guestion 16) for a
particular reported individual, that individual is considered an ADP.

List the ADP{s) of which the indwidual s a trustee (6.0, name of the ADP)

17. ADPs that are a corporation 2. g Other
Does the reported individual have a 5 percent or greater direct or indirect ownership interest :f‘::er::??gd individual a corparate officer, carporate director, or LLC manager of any ADP Olves OlNo
in any ADP of the SNF that is a corporation? Ol¥es |ONe " : O
If yes, complete the below fields. yes, compl ete the below fields. _
" _ _ Effective date [mmiddiyyyy) [Type of position:
Effective date {mmiddiyyyy) [Type of ownership: Exact percentage of ownership [oF " - . e
O Direct O Indirect " = orporate officer orporate director manager
Ttle

List the corparation ADP(E) of which the individual i an owner (2.9, name of the ADP)

List the ADP(:) which the indiidual is a corparate officer, corporate direclor of LLC manager.

18. ADPs that are LLCs
Does the reported individual have any direct or indirect ownership interest in any ADP 23. Owners/Trustees of ADP(s)
of the SMNF that is an LLC, regardless of the percentage? Oives O No Answer this question only if the SNF answered “Yes” to question 17, 18, 19, 20, 21, or 22. For purposes of

) question 23 ONLY, the term "interest” means any of the interests (ownership, trustee, LLC managerial) listed
If yes, complete the below fields. in the “organizational structure” definition in section 1124(c)(5)(D) of the Social Security Act. (Go to the
Effective date mmiddiyyyy] [Type of ownership: Exact percentage of ownership instructions for this definition.)

Q Direct | O Indirect "
List the LLC ADP(s) of which the individual is an owner (£.0.. name of the ADP}

Does this ADP owner/trustee/director, ete. (as indicated in question 17, 18, 19, 20, 21, or 22)

have any interest in the SNF itself OR in another ADP of the SNF?. . ONes O No

If yes, complete the below field.
19. ADPs that are general partnerships

List the LBN of the entity {i.e., the SNF itsell or anather ADP of the SNF) in which this ADP owner/trustee/LLC manager has an interest.

Does the reported individual have any general partnershiplfownership interest in any ADP

of the SNF regardless of the percentage? Olres ONo
If yes, complete the below fields.
Effective date (mmddiyyyy) Exact percentage of owmership

"

List the ADP(s) of which the individual is a general partner {e.q., name of the ADP)

CM3-B55A: Attachment 1 (0%24) [}
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ATTACHMENT 1: SKILLED NURSING FACILITY DISCLOSURES (C

C. FINAL ADVERSE LEGAL ACTION

Complete this section for the individual you reported in section A. For more information on what to report,
go to section 3 of this application. Include all supporting decumentation described in section 3.

If you are changing information, check “change® box, furnish the effective date, and complete the
appropriate fields in this section.

[l Change Effective date (mm/dd/yyyy):

. Has the individual in section A, under any current or former name or business identity, ever had a final
adverse action listed in section 3 of this application imposed against them?

O YES - continue 1o item 2
QO NO

. Report each final adverse legal action, when it accurred, and the federal or state agency or the court or
administrative body that imposed the action.

[

FINAL ADVERSE LEGAL ACTION DATE ACTION TAKEN BY

To satisfy the reporting requirement, fill out this section and include all applicable attachments.

CM3S-8554: Attachment 1 (0924) mn
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CEMTERS 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 Social Security Act [42
U.5.C. section 1320a-3(a)(1), 1320a-7, 1395f, 1395q, 1395(I)(e), and 1395u(r)] and section 31001(1) of the Debt
Collection Improvement Act [31 U.S.C. section 7701(g)).

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 Enroliment, 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 to:

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

2. A congressional office from the record of an individual health care provider in response to an inguiry
from the congressional office at the written request of that individual health care practitioner;

3. The Railroad Retirement Board to administer provisions of the Railroad Retirement or Sodial 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 XVl 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 eriminal 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 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 research, evaluation, or epidemiological project related to the
prevention of disease or disability, or to the restoration or maintenance of health;

9. Other federal agencies that administer a federal health care benefit program to enumeratefenroll
providers of medical services or to detect fraud or abuse;

10. State Licensing Boards for review of unethical practices or non-professional conduct;

11. States for the purpose of of health care prog . andlor

12. Insurance companies, self-insurers, health maintenance organizations, multiple employer trusts, and
wother health care groups providing health care claims processing, when a link to Medicare or Medicald
claims is established, and data are used solely to process supplier's health care claims.

The applicant should be aware that the Computer Matching and Privacy Protection Act of 1988 (P.L. 100-503)

amended the Privacy Act, 5 US.C section 552a, to permit the government to verify information through
computer matching.

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. section 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 LL.S.C. section 552(b)(4) andfor (b)(E), respectively.
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Supporting Documentation

* The following key documents are required when applicable

 CMS-588 Electronic Funds Transfer Authorization Agreement and
voided check or bank letter

IRS CP-575, IRS 147¢ or other written IRS document with legal business
name and TIN or EIN confirmation

Final adverse legal action documentation and resolution

* Application fee receipt (2025 application fee = $730)
* Revalidation notice (if applicable)

Y Gevemanent NGSMT | =
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Process After Submission

* Contact person on application will receive by email

* Acknowledgement Notice

 Add to safe sender list
* NGS-PE-Communications@elevancehealth.com

* Development requests for additional information
* Respond within 30 days
* Response letter

* Rejection or deactivation for incomplete/no response to development request
e Approval

Y §8vehment NGSMG | =
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Check Application Status

e Go to our website > Resources > Tools & Calculators > Check
Provider Enrollment Application Status

Resources » Tools & Calculators

CHECK PROVIDER ENROLLMENT APPLICATION STATUS

This inquiry tool can be used to check on the status of your CMS-855 enrollment application.

How to Search

To perform a search please enter into a field below either a valid case number/web tracker ID (Option 1) or a valid National Provider Identifier

(NPI) and last five digits of the Tax Identification Number (TIN) combination (Option 2).
Option 1 Option 2
Case Number / Web Tracker Id NPI

TIN (last five digits)

m ggygr%%ent NGSME | 63
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https://www.ngsmedicare.com/NGS_LandingPage/
https://www.ngsmedicare.com/web/ngs/check-provider-enrollment-application-status?lob=93617&state=97256&region=93623
https://www.ngsmedicare.com/web/ngs/check-provider-enrollment-application-status?lob=93617&state=97256&region=93623
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NGS Website

ContactUs = MNGSConnex Subscribe for Email Updates Part A Provider in Connecticut (JK) =

. i national HOME EDUCATION v+ RESOURCES v EVENTS ENROLLMENT APPS Q
gﬂvernment

SERVICES

Mailing Addresses Provider Enrollment

For ADRs, claims, EDI, FOIA, medical policy,

enrcllment, or other inquiries.
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Home About Posts Jobs People

Course <
o Images Videos Articles Advense Beneliclary Natice of Nencoverage

National fcwammant Services (..

Listen 10 our Newest Navigating Medicare: Home Health
and Hospice Insights for Providers B MO

©

ah @ edicareuniversitylitmos.com s

u YouTube Channel wma® Medicare Universit LinkedIn
Educational Videos U Self-paced online learning , Educational Content

Y hotional NGSMT | «

SERVICES


http://www.youtube.com/ngsmedicare
https://ngsmedicareuniversity.litmos.com/
https://www.linkedin.com/company/ngsmedicare
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Find us online

Log into NGSConnex

elf-service portal to obtain beneficiary

NGSCanney, is your free, secu

eligibiliny claim stanes & more.. saving you time and money

o4 ths Madicare Frovider

NGSConnex

Web portal for claim information

m www.NGSMedicare.com
Online resources, event calendar,
LCD/NCD, and tools

Q‘ IVR System .v‘ Sign up for Email Updates

The interactive voice response system Subscribe for Email updates at the top
(IVR) is available 24-hours a day, seven of any NGSMedicare.com webpage to
days a week to answer general inquiries stay informed of news
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http://www.ngsmedicare.com/
https://www.ngsmedicare.com/web/ngs/contact-details?artid=248111&artfid=248052&lob=93617&state=97256&rgion=93623
http://www.ngsmedicare.com/
https://www.ngsmedicare.com/web/ngs/get-email-updates?lob=93617&state=97256&rgion=93623

Questions?

Thank you!
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