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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 [ SCI a [ 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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No 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: Laura Brown, CPC and Susan
Stafford PMP, COA, AMR
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Completing Each Section and Tips to
Avoid Processing Delays

Supporting Documentation

Process After Submission

Check Application Status
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MEDICARE ENROLLMENT APPLICATION

Clinics/Group Practices and Other Suppliers

CMS-855B

SEE PAGE 1-2 TO DETERMINE IF YOU ARE COMPLETING THE CORRECT APPLICATION.
SEE PAGE 3 FOR INFORMATION ON WHERE TO MAIL THIS COMPLETED APPLICATION.
SEE SECTION 12 FOR A LIST OF SUPPORTING DOCUMENTATION TO BE SUBMITTED

WITH THIS APPLICATION.
TO VIEW YOUR CURRENT MEDICARE ENROLLMENT RECORD GO TO:

HTTPS://PECOS.CMS.HHS.GOV

NGS



https://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/Downloads/cms855b.pdf

Who Should Complete This Application

DEPARTMENT OF HEALTH AND HUMAN SERVICES
(CENTEAS FOR MEDICARE & MEDICAID SEAVICES Expire= 13/2024

WHO SHOULD SUBMIT THIS APPLICATION

L] L] L]
Clinics, group practices, and other suppliers must complete this application to enroll in the Medicare program
. rO l l ra ‘ I ‘ e S ‘ I l I I ' S a | l and receive a Medicare billing number.
b} Clinics, group practices, and other suppliers can apply for enrollment in the Medicare program or make a
change in their enrollment information using either:

L] | ]
s The Internet-based Provider Enrollment, Chain and Ownership System (PECOS), or
S u p p I e rS S u C aS I | l e p e l l e | l » The paper CMS-8558 enrollment application. Be sure you are using the mest current version.

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

get the current version of the CMS-855B, go to http://www.cms.gow/MedicareProviderSupEnroll.

] ]
I 2 l b O ri I to rI e S z l m b l l | 2 l n Ce S | l I I e rS NOTE: Applicants using this application require a Type 2 NPI. See below for more information
] ] NOTE: For the purposes of this application, the word "supplier” is used universally and includes any providers
or suppliers who are required to complete the CMS-8558 application.
Complete and submit this application if you are an organization/group or other supplier that plans to bill

]
- Medicare and you are
, Enrolling in the Medicare program for the first time with this Medicare Administrative Contractor (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 enrollment to your tax identification number, you must complete a new application.

a | I I u a O r S u r I Ca Ce l l e rS e C Currently enrolled in Medicare and need to enroll in another Medicare Administrative Contractor's (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 enrollment information. Do
not submit a revalidation application until you have been contacted by your 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 supplier type before
reactivation may occur.

Currently enrolled in Medicare and need to make changes to your enrcllment information (e.g., you have
added or changed a practice location). Changes must be reported in accordance with the timeframes
established in 42 C.FER. section 424.516. (IDTF changes of information must be reported in accordance with
42 CFR. section 410.33)

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

A certified Medicare Part B provider (i.e. Ambulatory Surgery Center, Portable X-ray Supplier) intending

to report a CHOW. 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 CHOWSs can be found at 42 C.FR. 489.18. If the purchaser (or lessee) elects not
1o accept a transfer of the provider agreement, then the old agreement should be terminated and the
purchaser or lessee is considered a new applicant and must initially enroll in Medicare.

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

Terminating a Physician Assistant (PA) employer relationship.

Terminating an employer or individual relationship with an Independent Diagnostic Testing Facility (IDTF).
Voluntary terminating your Medicare billing privileges. A supplier should voluntarily terminate its Medicare
enrollment when it:

+ Will no lenger be rendering services to Medicare patients, or

» Iz planning to cease (or has ceased) operations.

.

.

.

.

.

.

.

.

NOTE: For the purposes of this section of this application, an entity is defined as a group/clinic, other supplier,
or any organization to which you will reassign your Medicare benefits.

CMS-8558 (Rlev. 03/2071) 1
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Additional Instructions
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BILLING NUMBER AND NATIONAL PROVIDER IDENTIFIER INFORMATION

The Provider Transaction Access Number (PTAN), often referred to as a Medicare Supplier Number or Medicare
Billing Number, is @ generic term for any number other than the National Provider Identifier (NP1} that is used
by a supplier bill the Medicare program.

The MPI is the standard unigue health identifier for health care providers and suppliers and is assigned by
the National Plan and Provider Enumeration System (NPPES). To enrcll in Medicare, you must obtain an NPI
and furnish it on this application prior to enrolling in Medicare or when submitting a change to your existing
Medicare enrollment information. Applying for the NP1 is a process separate from Medicare enrollment.

As a supplier, it is your responsibility to determine if you have “subparts.” A subpart is a component of an
organization (supplier) that furnishes healthcare and is not itself a legal entity. If you do have subparts,

you must determine if they should obtain their own unique NPIs. Before you complete this enrollment
application, you need to make those determinations and obtain NPI(s) accordingly. To obtain an NPI, you may
apply online at https://NPPES.cms.hhs.gov. For more information about NPl enumeration, visit

NOTE: The Legal Business Name (LBN) and Tax Identification Number (TIN) that you furnish in section 2A must
be the same LBN and TIN you used to obtain your NPI. Once this information is entered into PECOS from this
application, your LBN, TIN and NP1 must match exactly in both PECOS and NPPES.

Organi | Health Care iders (Entity Type 2): Organizational health care providers are eligible for

an Entity Type 2 NPI (Organizations). Organizational health care providers may have a single employee or
thousands of employees. Examples of organizational 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, not individual health care providers.

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

To obtain an NP, you may apply online at https://NPPES.cms.hhs.gov.

TIPS TO AVOID DELAYS IN YOUR ENROLLMENT

ms.gov/Regulations-and-Guidance/Administrative-Simpl| on/NationalProvidentStand/enumeration.

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 2 matches the name on the tax documents.

Ensure that the correspondence address shown in section 2 is the supplier's address.

Enter your NPI(s} in the applicable section(s)

Include the Electronic Funds Transfer (EFT) Autherization Agreement (when applicable) with your enrcllment
application with a voided check or bank letter.

Sign and date section 15.

Ensure all supporting documents are sent to your designated MAC.

The supplier pays the required application fee (via https://pecos.cms.hhs.gov/pecos/feePaymentWelcome.do)
upon initial enrollment, the addition of a new business location, revalidation and, if requested, reactivation
PRIOR to completing and submitting this application to the MAC.

ADDITIONAL INFORMATION

INSTRUCTIONS FOR COMPLETING AND SUBMITTING THIS APPLICATION

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

Enrullmem Chaln and Ownershlp System {PECOSJ at: hﬂps waw o di id 1l
ation/M F html. Also, all of the CMS-855

app\ \catmns are all Inca1ed on the (MS webpage gns Irwww (ms.gnv{m@dlcar@f:rns—forms!(m;—lnrms

ems-forms list.html Simply enter “855* in the “Filter On:” box on this page and only the application forms

will be displayed to choose from

The MAC may request additional documentation to support and validate information reported on this

application. You are responsible for providing this documentation within 30 days of the request per 42

C.ER. section 424.525(a)(1).

The information you provide on this form is protected under 5 U.5.C. section 552(b}{(4) and/or {b)(8),

respectively. For more information, see the last page of this application to read the Privacy Act Statement.

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 C.ER. section 424.516. However, it is highly recommended that if
reported, these fields be kept up-to-date.

This form must be typed. It may not be handwritten. If portions of this form are handwritten, the
application may be returned to you by your MAC,

‘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 own records.

ACRONYMS COMMONLY USED IN THIS APPLICATION

C.F.R.: Code of Federal Regulations NPI: National Provider Identifier

EFT: Electronic Funds Transfer NPPES: National Plan and Provider Enumeration
EIN: Employer Identification Number System

IHS: Indian Health Service OTP: Opioid Treatment Program

IRS: Internal Revenue Service PTAN: Provider Transaction Access Number also
LBN: Legal Business Name referred to as the Medicare Identification Number
LLC: Limited Liability Corporation 5SN: Social Security Number

MAC: Medicare Administrative Contractor TIN: Tax Identification Number

DEFINITIONS

NOTE: For the purposes of this CM5-B558 application, the following definitions apply:

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

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

'WHERE TO MAIL YOUR APPLICATION

CMS-855E {Rev. 02021) 2

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 www.oms.gov/Medi ProviderSupEnroll.

CM5-3558 (Rev. 022021) 2




Section 1: Basic Information A.

SECTION 1: BASIC INFORMATION
ALL APPLICANTS MUST COMPLETE THIS SECTION

L] L] L]
. A - R n f r m I I n h I A REASON FOR SUBMITTING THIS APPLICATION
n Check one box and complete the required sections of this application as indicated.
[ You are a new enrollee in Medicare Complete all applicable sections

] ]
Ambulance suppliers must complete
Attachment 1

IDTF suppliers must complete Attachment 2

OTPs must complete Attachment 3

“ . .
° S e I e Ct O u a re reva I atl n O u r [ You are enrolling with another Medicare Administrative Complete all applicable sections
Contractor (MAC) Ambulance suppliers must complete

[ [}) Attachment 1
M ed ICa re e n ro I I m e nt IDTF suppliers must complete Attachment 2
OTPs must complete Attachment 3
[ You are revalidating your Medicare enroliment Complete all applicable sections

Ambulance suppliers must complete
Attachment 1

IDTF suppliers must complete Attachment 2
OTPs must complete Attachment 3

[ *ou are reactivating your Medicare enrollment Complete all applicable sections

Ambulance suppliers must complete
Attachment 1

IDTF suppliers must complete Attachment 2
OTPs must complete Attachment 3

[ You are reporting a change to your Medicare enrollment Go to section 1B below
information

O You are voluntarily terminating your Medicare enrollment Section 1, 241, 13 (optional), and 15

Effective date of termination (mmiddivyyy): Employers terminating Physician Assistants
must complete sections 1, 241, 2F, 13
(optional), and 15

Medicare Identification Number:

CMS-855E (Rev. 02/2021) 4
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Section 1: Basic Information B.

» B: What Information is Changing?
« Optional during revalidation
» Check all that apply
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SECTION 1: BASIC INFORMATION (Continued)

B. WHAT INFORMATION IS CHANGING?
Check all that apply and complete the required sections.

Please note: When reporting ANY information, sections 1, 2A1, 3, and 15 MUST always be completed in
addition to the information that is changing within the reguired section.

Changing Information

Required Sections

[ Business Identifying Information

1, 2A1, 3, 12, 13 (optional) and 15 and & for
the signer if that authorized or delegated
official has not been established for this
supplier

[ Final Adverse Legal Actions

1, 2A1, 3, 12, 13 (optional) and 15 and 6 for
the signer if that authorized or delegated
official has not been established for this
supplier

O Medical Specialty Information

1, 2A, 2B, 3, 4, 12, 13 (optional), and 15 and 6
for the signer if that authorized or delegated
official has not been established for this
supplier

[ supplier Specific Infermation

1, 2A1, 2A2-2A4, 2B-2F (as applicable), 3,
12,13 (optional), and 15 and 6 for the signer if
that authorized or delegated official has not
been established for this supplier

[ physician Assistant Employment Terminations

1, 2A1, 2F, 3, 13 (optional) and 15 and & for
the signer if that authorized or delegated
official has not been established for this
supplier

[ private Practice Business Information

1, 2A, 3, 4A, 12, 13 (optional) and 15 and &
for the signer if that authorized or delegated
official has not been established for this
supplier

[ change of Ownership (Hospitals, Hospital Departments,
Portable X-Ray Suppliers and Ambulatory Surgical Centers
Only)

Complete all sections and provide a copy of
the sales agreement

[0 Ownership Interest and/or Managing Control Information
(Organizations)

1, 2A1, 3, 5, 13, and 15, and 6 for the signer if
that authorized or delegated official has not
been established for this supplier

[J Ownership Interest and/or Managing Control Information
{Individuals)

1, 2A1, 3, 6, 13, and 15, and another 6 for the
signer if that authorized or delegated official
has not been established for this supplier

O Managing Employee Information

1, 2A1, 3, 6, 12, 13 (optional), and 15 and 6
for the signer if that authorized or delegated
official has not been established for this
supplier

CMS-855E {Rev. 02/2021)
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Section 1: Basic Information B.

SECTION 1: BASIC INFORMATION (Continued)
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SECTION 1: BASIC INFORMATION (Continued)

Changing Information

Required Sections

O address Information
O Correspondence Mailing Address
[0 Medicare Beneficiary Medical Records Storage Address
[ 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, 2A, 3, 12, 13 (optional) and 15 AND sections
243, 2A4, 4A, 4B, 4C, and/or 4E as applicable
for the address that is being changed and &
for the signer if that authorized or delegated
official has not been established for this
supplier

[ Billing Agency Information

1, 2A1, 3, 8, 13 (optional) and 15 and 6 for the
signer if that authorized or delegated official
has not been established for this supplier

[ Authorized Official(s) and/or Delegated Official(s)

1, 2A1, 3, 13, 15A1 (if you are an Authorized
Official) or 1581 (if you are a delegated
official), and another 6 for the signer if that
authorized or delegated official has not been
established for this supplier

[1 Any other information not specified above

1, 2A1, 3. 12 (if applicable), 13 (optional) and
15 and the applicable section or sub-section
that is changing and 6 for the signer if that
authorized or delegated official has not been
established for this supplier

ATTACHMENT 1: AMBULANCE SERVICE SUPPLIERS (ONLY)

Changing Information

Required Sections

[0 Ambulance Supplier Transport Type

1, 2A, 3, 12, 13 (optional) and 15 and 6 for the
signer if that authorized or delegated official
has not been established for this supplier

Attachment 1(8)

[ Geographic Area

1, 2A, 3, 12, 13 (optional) and 15 and 6 for the
signer if that autherized or delegated official
has not been established for this supplier

Attachment 1(B)

[ state License Information

1, 2A, 3, 12, 13 (optional) and 15 and 6 for the
signer if that authorized or delegated official
has not been established for this supplier

Attachment 1(C)

[ vehicle Information

1, 24, 3, 12, 13 (opticnal) and 15 and 6 for the
signer if that authorized or delegated official
has not been established for this supplier

Attachment 1(D)

CM5-8558 (Rev. DV2021)

ATTACHMENT 2: INDEPENDENT DIAGNOSTIC TESTING FACILITIES (ONLY)

Changing Information

Required Sections

[J CPT-4 and HCPCS Codes

1. 24, 3, 12, 13 (optional) and 15 and 6 for the
signer if that authorized or delegated official
has not been established for this supplier

Attachment 2(B)

[ interpreting Physician Information

1, 2A, 3, 12, 13 (optional) and 15 and 6 for the
signer if that authorized or delegated official
has not been established for this supplier

Attachment 2(C)

[0 Personnel (Technicians) Whe Perform Tests

1. 2A. 3, 12, 13 (optional) and 15 and 6 for the
signer if that authorized or delegated official
has not been established for this supplier

Attachment 2(D)

[ supervising Physicians

1, 24, 3, 12, 13 (optional) and 15 and 6 for the
signer if that authorized or delegated official
has not been established for this supplier

Attachment 2(E)

ATTACHMENT 3: OPIOID TREATMENT PROGRAMS (ONLY)

Changing Information

Requirad Sections

[ Opioid Treatment Program Personnel - Ordering Personnel
Identification

1. 2A1, 3, 12, 13 (optional) and 15 and 6 for
the signer if that authorized or delegated
official has not been established for this
supplier

Attachment 3A

[ Opioid Treatment Program Personnel - Dispensing
Persennel Identification

1, 2A1, 3, 12, 13 (opticnal) and 15 and 6 for
the signer if that authorized or delegated
official has not been established for this
supplier

Attachment 3B

CM5-355E (Rev. 03/2021)
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Section 2: Identifying Information A1.A2.

SECTION 2: IDENTIFYING INFORMATION
A. SUPPLIER IDENTIFICATION INFORMATION

L] | ] ] L]
= A: Supplier Identification
L] Legal Business Name as Reported to the Internal Revenue Service Tax Identification Number (TIN)

= Medicare Identification Number (FTAN) (if issued) National Provider Identifier (NPI)
| I O rl I l a I O | l Other Name (if applicable)

Type of Other Name (if applicable). Check box indicating Type of Other Name:

1. Business Information

[JDoing Business As Name
[ Other (Describe):

v Indicate legal business name and TIN as ok Scaretormaton

Identify how your business is registered with the IRS. (NOTE: If your business is a Federal and/or State

it a p pea rS O n th e I RS d OCU m e nt ;gjrD;:i:jn;“aT?RssuEgl:;ns‘oﬂﬁg?;;_NNUH-Pmﬁt“ below. In addition, government-owned entities do not need to

OProprietary
[Non-Profit {Submit IRS Form 501{c)(3)

v" Indicate other name and identify the type Dloweqded it 8 For 82

. NOTE: If a checkbox identifying how the business is registered with the IRS is not completed, the supplier will
of business structure e

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

« 2. License/Certification/ Registration

R EIPannershi?
Information Dot ]
/ Provide State IiCenSe information Is this supplier an Indian Health Service (IHS) Facility? O Yes O No

2. LICENSE/CERTIFICATION/REGISTRATION INFORMATION

Complete the appropriate subsectionis) below for your supplier type as you will report in section 2B. If no
subsection is associated with your supplier type, check the box stating the information is not applicable.
a. Active License Information

[License Not Applicable

Licerse Number Effective Date (mmiddiyyyy) State Where ksued

CM5-8558 (Rev. OZ/202T) 3
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Section 2: ldentifying Information A2.A3.A4.

SECTION 2: IDENTIFYING INFORMATION (Continued)

b. Active Certification Information
Complete the appropriate subsection(s) below for your supplier type as you will report in section 2B. If no

L] | ] ] L]
. L subsection is associated with your supplier 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

I f [ ] L] Certification Number |[Heﬂive Date (mm/ddAyyyy) State Where ssued™
| I O rl I I at I O | I CO | I t I | l u e Certifying Entity (Specialty Board, State, Other)
° . £ H H H 3. CORRESPONDENCE MAILING ADDRESS
» I Ce n Se e r I I Ca I O n eg I S ra I O n This is the address where correspondence will be sent to the supplier listed in section 2A1 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
n O rl I la I O n any current Correspondence Mailing Address on file.

[ change Effective Date (mm/ddiyyyy):

Attention (optional)

» 3. Correspondence Mailing Address

Correspondence Mailing Address Line 2 (Suite, Room, Apt. F, eic)
v" Cannot be a billing agency address = e
\/ If h f . h 'ﬁ: t d t Telephone Number (iF applicable) |ru Tumber (i applicable)
change, rturnisn eriective date
4. MEDICAL RECORD CORRESPONDENCE ADDRESS

L] This is the address where the medical record correspondence will be sent to the supplier listed in section 2A1

[ ] 4 M e d I Ca I Re CO rd ‘ O rreS po n d e n Ce by your designated MAC. This information would be used for any medical record review reguests.
"

O check here if your Medical Record Correspondence Address should be mailed to your Correspondence

E-mail Address (if applicable)

Address in section 2A3 (above) and skip this section.
If you are reporting a change to your Medical Record Correspondence Address, check the box below. This will
replace any current Medical Record Correspondence Address on file.
[ change Effective Date (mm/ddiyyyy):

v' Check box if same as correspondence

Medical Record Correspondence Mailing Address Line 1 (P.0. Box or Street Name and Number)

a d d re s S Medical Record Correspondence Mailing Address Line 2 (Suite, Room, Apt. &, etc)

/ C t b b " | I [ d d CityTown State ZIP Code + 4
annot be a Dilling agency aadress s ke v
CM5-3558 (Rev. 022021) B
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Section 2: ldentifying Information B.C.

SECTION 2: IDENTIFYING INFORMATION (Continued)
B. TYPE OF SUPPLIER

Check the appropriate box to identify the type of supplier you are enrolling as with Medicare. If you are more

]
. L] than one type of supplier, submit a separate application for each type. If you change the type of service that
you provide (i.e., become a different supplier type), submit a new application.
[

Your organization must meet all Federal and State requirements for the type of supplier checked below.
Type of Supplier: (Check one only)

- - M ambulance Service Supplier ["1 Mass Immunization (Roster Biller Only)
. O S I a S I I [ Ambulatory Surgical Center [ Opioid Treatment Program

- [ dlinic/Group Practice O pPharmacy

[ Hospital Department(s) [ Physical/Cccupational Therapy Group in Private
Practice

1. Answer question then follow bt o nmarsty | Do s

[ Intensive Cardiac Rehabilitation O Radiation Therapy Center

i n Stru Cti O n S O Mammography Center O oOther (Specifyk:

MNote: Only use "other” checkbox if your supplier type is eligible to enroll and bill the Medicare program but is
not reflected in the list of suppliers. If you are unsure if you are eligible to enroll contact your designated MAC
befare you submit this application.

" . .
2. List each hospital department if
" M " This section should enly be completed by hospitals that are currently enrclled or enrclling with a MAC {the
bl I I I n Se a ratel a Ion Wlth PTAN S and Part A Medicare contractor), and will be billing a MAC for Medicare Part B services, as follows:
g p y g Hospitals requiring a Part B billing number to provide pathology services.
Hospitals requiring a Medicare Part B billing number to provide purchased tests to other Medicare Part B

I ’ billers.
N I S If the hospital requires more than one departmental Part B billing number to bill for Part B practitioner

services, list each department needing a number.

.

If your organization is not a hospital, and believes it will need a Part B billing number, contact the designated
MAC to determing if this form should be submitted.

NOTE: Only complete this section if the clinicthospital department is located within the hospital. If your
hospital is enrolling a clinic that is not located within the hospital, do not complete this section.
Check “Clinic/Group Practice” in section 2B and complete this entire application for the dinic/group practice.
1. Are you going to:

[ bill for the entire hospital with one billing number? {If yes, continue to section 2D.)

[ separately bill for each hospital department? (If yes, answer question 2.}

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

DEPARTMENT MEDICARE IDENTIFICATION NUMBER NP1

CMS-855E (R, 022021} 0

I NGSMT |

SERVICES




Section 2: Identifying Information D.E.F.

= D: PT/OT Groups Only

« PT/OT in group setting
« Complete all Yes/No questions

= E: Accreditation for Ambulatory
Surgical Centers

 Check accredited or not accredited

« Name of accredited organization and
ch{:redlted effective date or expiration
ate

= F: Employer Terminating Physician
Assistgnt)sl, Only I

« If a physician assistant is no longer
active with your group/clinic: identif
termination date, name, PTAN and NPI

national
government

SERVICES

SECTION 2: IDENTIFYING INFORMATION (Continued)

D. PHYSICAL THERAPY (PT) AND OCCUPATIONAL THERAPY (OT) GROUPS ONLY

1. Does this group ONLY render PT/OT services in patients’ homes? ... s cenenesecnsccnnne. ) Y85 OV NO
2. Does this group maintain private office space? O ves O No
3. Does this group own, lease, or rent its private office space? O ves O No
4. |s this private office space used exclusively for the group’s private practice....ccoccceiceinnnnn. O Yes (O No
5. Does this group provide PT/OT services outside of its office and/or patients’ homes?..............0) Yes (O No

If you responded YES to questions 2, 3, or 4 above, you must have and attach a copy of any written agreement
that gives the group exclusive use of the office space for PT/OT services.

E. ACCREDITATION FOR AMBULATORY SURGICAL CENTERS (ASCs) ONLY
NOTE: Copy and complete this section if more than one accreditation needs to be reported.
Check one of the following and furnish any additional information as requested:

O The enrolling ASC supplier is accredited.
O The enrolling ASC supplier is not accredited {includes exempt suppliers).

Name of Accrediting Organization

Effective Date of Current Accreditation (mmiddiyyy) Expiration of Current Accreditation (mm/ddiyy)

F. EMPLOYER TERMINATING EMPLOYMENT ARRANGEMENT WITH ONE OR MORE PHYSICIAN
ASSISTANTS

Complete this section if you are a health care provider corporation and you are discontinuing the employment
arrangement of a PA(s). Health care provider corporations must also complete section 2A1 with your
organizational infermation.

EFFECTIVE DATE PA'S MEDICARE
PA'S NAME OF DEPARTURE IDENTIFICATION NUMBER PA"S NP1

CMS-855E (Rev. 03/2021) "



Section 3: Final Adverse Legal Actions

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 reporied, regardless of

] ]
. L] 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.FR. 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
N , of the provider or supplier.

Any crime, under Federal or State law, which received a sentence of deferred adjudication, adjudication
withheld, stay of adjudication, withholding of judgment, or order of deferral — regardless of whether

]
the court dismissed the case upon completion of probation, and regardless of whether the felony was
reduced to a misdemeanor.

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.

M

| o

IS

Any misdemeanor conviction, under federal or state law, related to the theft, fraud, embezzlement,

" "
. ( : u F I n a I Ad Ve rS e I e g a | ACtI O n breach of fiduciary duty, or other financial misconduct in connection with the delivery of a health care
item or service.
"