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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 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 C\VIS website.
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https://www.cms.gov/

= Attendees/providers are never permitted to
record (tape record or any other method) our
educational events

» This applies to our webinars, teleconferences, live events
and any other type of National Government Services
educational events
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= Complete the appropriate sections of the CMS-
855l paper application for revalidation

= Submit the application along with the necessary

supporting documents

services.
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(*National Government

Completing Each Section and Tips to Avoid

Processing Delays
Supporting Documentation
Process After Submission
Check Application Status
Resources

services.
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MEDICARE ENROLLMENT APPLICATION

PHYSICIANS AND
NON-PHYSICIAN PRACTITIONERS

CMS-8551

SEE PAGE 1 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 SUEMITTED
WITH THIS APPLICATION.

TO VIEW YOUR CURRENT MEDICARE ENROLLMENT RECORD GO TO:
HTTPS://PECOS5.CMS.HHS.GOV
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https://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/Downloads/cms855i.pdf

Who Should Complete This Application
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WHO SHOULD COMPLETE ANID SUBMIT THIS APPLICATION
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L ——————————————————————————
Billing Number and NPI Information

CEPARTMENT OF HEALTH AMD HUMAN SERVICES
CEMTERS FOR MEMNCARS & MEDNCAID SERVICES

WHO SHOULD COMPLETE AND SUBMIT THIS APPLICATION - - -
All physicians, as well as all eligible professionals as defined in section 184B(kW3)(B) of the Social Security Act rOV I ‘ > r ra n S a C I O n
miust complete this application to enroll in the Medicare program and receive a Medicare billing number.

Physicians and nen-physician practitioners 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 Cwnership System (PECOS), or A Cce S S N u I I I b e r

» The paper CMS-B551 enrollment application. Be sure you are wing the most current version.

For additional information regarding the Medicare enrollment process, induding Internet-based PECOS and to
get the current version of the CMS-E551 go to hittpc/Iwww cms gov/MedicareProviderSupEnroll

Complete this application if you are an individual pracitioner or eligible professional who plans to bill

Medicare and you are:

» Currently enrolled in Medicare to order and certify and want to enrcll as an individual practitioner to
submit elaima for services rendered.

An individual practitioner or elgible professional who has formed a professional corporation, professional - -
association, limited liability company, ete., of which you are the sole owner. . a I O n a rov I e r
Currgntly enrolled in Medicare and you received notice to revalidate your enrollment

Previously enrolled in Medicare and you need to reactivate your Medicare billing number to resume billing.

Currently enrolled in Medicare and need to enroll in another Medicare Administrative Contractor’s (MACs) ] ]
Jurisdiction [e.g., you have opened a practice location in a geographic territory seniced by another MAC)
Currently enrolled in Medicare and need to make changes to your enrcllment information (e.g., you have

added or changed a practice location).
= Woluntarily terminating your Medicare enrollment.

If you provide services in an entity senting, you will alsa need to complete a CMS-855R (Reassignment of

. . .
Medicare Benefits), for each entity that you reassign your benefits, If you terminate your association with an | ] Ve rlfy N P I I n fo r' I l atl O n

entity, use the CMS-855R to report that termination.

MNOTE: For the purposes of this section of this application, an entity is defined as an individual, private practice,

groupdclinic, or any organization to which you will reassign youwr Medicare benefits. m atC h e S exa Ct I y W i t h th e
BILLING NUMBER AND NATIONAL PROVIDER IDENTIFER INFORMATION

oo T e v A e e e b e Mo information used in section

Billing Number is a generic term for any number other than the Naticnal Provider identifier (NPI) that is used
by a practitioner to bill the Medicare program,

. .
The NP1 is the standard unigue health identitfier for health care providers and suppliers and is assigned 2A re u I red a n d 4A If
by the National Plan and Provider Enumeration System (NPPES). To enroll in Medicare, you must abtain

an NP1 and furnish it on this application prior to enrolling in Medicare or when submitting a change to
your axisting Medicare enrollment information. Applying for the NP1 is a process separate from Medicare

.
enrolment To ohiin an NP1, you may spply online st hitpe inppes cres b gow: For more information sbout a | |Ca b | e
NPl enumeration, visit soens.oms.gov/NationalProsddentStand.

NOTE: The Mame and Sodal Security Number (S5N) that you furnish in section 24 and if applicable Legal
Business Nama (LEN) and Tax Kentification Number (TIN) you fumish in section 4A must ba the same

MName, S5N, LEN and TIN you used ta obtain your NPL. Onee this information is entered into PECOS from this
application, your Name, S5, LEN, TIN and NPI must match exactly in both the Medicare Provider Enrollment
Chain and Ownership System and the National Plan and Provider Enumeration System.

O 2551 (1 2N 1
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Additional Information

S o o T » |nstructions for completing
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P et records
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:-’---’.”ﬂ'\-:hl l:h.u» mwvr-ah:-.'m- v Modioa e fromder Baolment - -
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Sasieas sl R Individual versus
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This BUAL sy request sdStonal doousasiaion 10 Uppon and validae inloeraraon feporied on thi

L L]
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e iii———————
Additional Information

INSTRUCTIONS FOR COMPLETING 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 CER. section 424.516. However, it is highly recommended that if
reported, these fields be kept up-to-date.

+ Type or print all information so that it is legible. Do not use pencil.

* 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.

IMPORTANT INFORMATION ABOUT INDIVIDUAL VERSUS ORGANIZATION NPis

Individual Health Care Providers, including Sole Proprietors (Entity Type 1): Individual health care providers
are eligible for an Entity Type 1 NP1 (Individuals). A sole proprietorisole proprietorship is an individual, and as
such, is eligible for an individual Type 1 NPI. The sole proprietor must apply for a Type 1 NP1 using his or her
own Social Security Number (SSN), not an Employer Identification Number (EIN) even if hefshe has an EIN. A
sole proprietor does not include a single member LLC regardless of how they elect to be taxed.

Organizational Health Care Providers (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,

TIPS TO AVOID DELAYS IN YOUR ENROLLMENT

Complete all required sections, as shown in section 1.

Enter your NPI(s) in the applicable sections).

Include the Electronic Funds Transfer (EFT) Authorization Agreement (when applicable) with your
enrollment application.

Sign and date section 15.

- i timely to devel formation

ADDITIONAL INFORMATION

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

Enrollment Chain and Ownership System (PECOS) at: https://wwow. cms.gow/Medicare/Provider-Enrollment-
and-Centification/MedicareProviderSupEnroll/InternetbasedPECOS html, Also, all of the CMS-855

applications are all located on the CMS webpage:_https:/ fwww.cms.gov/medicare/cms-forms/cms-forms/

cms-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.F.R. section 424,525(a)(1) and (2).

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.

*N

oas 8551 12018
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Additional Information
s ooy s W R = Acronyms Commonly

CF.R: Code of Federal Regulations
EFT: Elactranic Funds Transfar

Used in this Application

IRS: Internal Revenue Service

LBN: Legal Business Name

LLC: Limited Liability Corporation . D f. . .

MAC: Medicare Administrative Contractor e I n I I O n S
NPI: National Provider Identifier

NPPES: Mational Plan and Provider Enumeration System

PTAN: Provider Transaction Access Mumber also referred to as the Medicare Identification Number -
SEN: Social Security Number . e re O a I O l l r

TIN: Tax Identification Number

] ]
- Application
MNOTE: For the purposes of this CMS-8551 application, the following definitions apply:

Add: You are adding additicnal 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 #).

Remowe: You are removing existing enrollment information

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 i i

ows-gss1 Dianed 3

ational Government
services.
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Section 1: Basic Information
SO S EOMIATEN = A: Reason for

A. REASON FOR SUBMITTING THIS APPLICATION

Chadck one box and complete the sections of this application as indicated, : ; b . tt . th .

[ You are a new enrollee in Medicare Complete all applicable sections u I I I I I n g I S

O You are currently enrolbed in Medicare 1o order
and certify and want to enroll as an Individual Complete all applicable sections

e — Application

Adminastrative Contractor (MAC)H
O You are revalidating your Medicars enrollment Complete all applicable sections

e e e = Select “You are revalidating

. ; Go o section 18 below
enroliment information

D o e e A e o 1.1, your Medicare Enroliment”

Effective date of termination (mmiddiypyyl: 2A, 21, 13 [optional), and 15
I complete sections 1A, 1R 2A. 21, 13 (optionall,
and 15

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

Please note: When reporting AMY information, sections 1, 24, 3 and 15 MUST always be completed in
addition to the information that & changing within the required sacticn.

O Personal kdentifying Information 1, 24, 3, 12, 13 {opticnal) and 15
O Final Adverse Legal Actions 1, 24 & 12 13 loptional) and 15
O Medical Specialty infonmation 1, 24, 36 or M, 3, 4, 12, 13 {optional), and 15
" - . 1, 2A, Z8-2F, 2121 (s applicablel, 3, 12,
O supplier Specific information 130 I, and 15
O Physician Assstant Employment Arrangements 1 24, H, 3, 13 {optionall and 15
O Private Practics Business Information 1, 2A, 3, 4A, 7, 12, 13 (optional) and 15
O Managing Employes Information 1; 24, 3, & 12, 13 {optionall, and 15
O Address Information 1, 2A, 3, 12 13 (optional) and 15 AND sections 0, 2E.
O Comespondence Wailing Address 4!: AC, andior 40 2z spplicable for the address that iz
O Medical Record Correspondence Mailing being changed
Aeddress
D Remittance NoticesSpecial Payment Mading
Address
O medicare Beneficiary Medical Records Storage
Agddress
D Practice Location Addres
O Billing Agency Information 1, 24, 3, 10, 13 (optonal) and 15
. 1, 24, 3, 13 {optional) and 15 and the spplicable
L Ary other information not specified above ‘o sl that Is ch ing
R B (N1 i
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SECTION 1; BASIC INFORMATION

A REASON FOR SUBMITTING THIS APPLICATION

Chadk one box snd complete the wecicra of this spplcation s indicated

O Wioui are & R erolbes in Medican Compbite ull sgpdicabd
Dm;m:mmudmm:nwm
wred cermily and vwant o eneoll s an bedivids Compleie sl agplicabd !
Prseririhceness
0 Fou wre enrclling with ancier Medcars ¢ — = o
Adminntrative Contracter [MAC)
O You e declatinng your Medicars oo ollbnes - dete udl licak

O ¥ou i'e reactivifmg pout W detate anredmenl

Comphata sl sgplicalls ieiticen

O ¥ou e mporting & changs 10 your Medaae
e e gt

G b5 dbiben 1B balovar

0 Wiru are wolusvtanily serminating yoor Wedicars
erwod bt

EMectien date of teimination [mesiddagd:

Sertend 1A, TA 13 lopriceall. and 15
i ¥ - 14 18,

Physician ek
28, 3. 13 loptionall, and 15
I g Phy imame
e be secteons. 1A, 0, 28, 3L 13 lepionall,
and 1%

B WHAT INFORMATION 5 CHARGING T
hadk all that apply and complete the required sctionu

Pl noibs: W repormiceg AN informaton, T
addition in the infmmaticn that ik changing within the

1, 24, 3 and 15 MUST slways be completed in

reguired wection

O Ferpora| idertifying indormation

1, 34, 3, 12, 18 [optional) ard 15

O Firal Adverse Legal Acvicen

1. 24, L 1L 1) (optonal) and 1%

O Msdical Specialey loimation

1. 24, Moo IH, 3 4, 12, 13 (eptisaall. and 15

O Sugsgdier Spail= inlormation

1. 24, FE-IF, B2 L appleablal 3, 12,
13 [oprernall, &1 15

0 Pyt itidem Juis HLGNE Efvqdirpment A aeapeersnis

124, B, 3 13 [spssnall and 15

O Private Practios Butines: information

1. 24, B 48, 7. 17 13 [optonall and 15

O Managing Emplopes Informaticn

V. 24 R 6, 12 13 Copticaall. snd 15

O Addrews irdormation

[0 Correipondence Maikng Addnes

O Medical Becowd Comvesmcradeno: Wl
Addres

O Bemanance MoseSpecsl Papmant Mading

iLat]

O Medicais Bereloary Wedical Reooids Steage
Addres

O Practice Lecation Addres

1. 24, 3, 12. 13 loptiorall and 15 AND sections: 20, ZE.
&8, &%, anadicr A0 s applicable for the addres St i
being changed

O Silling Agency irformation

1, 24, 5 0 15 lopsonall and 15

O Ary otk informaton nol igecfied ks

1, 24, 3, 13 fapticnal) and 15 and the. applicabls
seshion or wb-secticon That m changing

e 1)
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= B: What information is
changing?

Optional during revalidation
Check all that apply
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L ——————————————————————————
Section 2: Personal Identifying Information

L] L]
SECTION 2: PERSOMAL IDENTIFYING INFORMATION [ | A = I n d IV I d l l a I
L}

A IHDVIDHLAL INFORBMATION
The prowider's name_ dabe of birth, and sorul seour ity number mus; marich hivker social ieoarsy record

i T o Information

S il
g o S * |ndicate legal name as it
e L appears with the Social

B. LICENSE/CERTIFICATION/REGISTRATION IFORMATICON Secu rity Ad m i n iStration
iy oyl 10 bt & ol wal o SRy rachin, Fopar: St Offl ce an d mu St b e th e

rollavar® 1o your secondery wpecalty, @ soplicable.

Dem— same name used to apply

LT P T T — Ty oey———

rye——— for Type 1 NPI

Fleaba rate: Tor phiacians. s naon-ph i weith e Pt thet SeRiwe
e rfnmnmh-quwpﬂrurwﬂtruwuwﬂ Mmmhmﬂﬂlﬁlhhﬂlulpﬂﬂbh

e e o = |ndicate other name, date

Dot b S of birth and Social Security

Number

¥. Drug Enfercamaent Agessy (DEA) Begtitration infosmation
D il Resgivtraton Mot Applicable

[HA gl whar o e Py e (e iy Tt W ]

. NEW FATIENT INFORMATION

Micaptng Naw Fatest Satue (GEtonall
Your riaporss will b afvctated in the Medicam Phacidan Compars Dfedany.
Are you marenily o ing reew Medcas patients? OVer ORe

T RIr L]

'*Natlonal covernment m

Services. ! -
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Section 2: Personal Identifying Information
TN £ FEROVAL TIG WFGRAAToN = B: License/Certification

A HDIDHIAL INFORBMATION

The peowiders name. date of birth, snd sooial seosrity number mas manc h hinfeer social seoariy recornd - -
e egistration

[ B et Mkl i |.-\J'¢.-- .o, MWD ew
[
T Information
O Formmee or Maiden Rame Dl Protemional Neme [ Othar (Darite —
Lol Loy Wamberr THN) PR TRy e— e
Duse O taras

T o = Check box if section does
A e S ST S information

1. A Lsterrid Ivioimaton

L S = National Certifications,
Pt b s s i — indicate “all” in the box

gl 0 your pr P umﬂmeNamlmL-w&M
T R T R e e R “State Where Issued”

O Ceriificagion Mot Agpplicable

Erncmen Narees T e Duen (mreadyriy
Loeyeg Loy Dpcasy Bowd, o, Lohar] Tomar Wrary e

¥. Drug Enforcamant Agessy (DEA) Regritration inlosmaten

D LA Resgintrabicn Not Applicable

[HA Srgrdswhaw Seoriee | Sy by Db [l Y e B o]

. NEW PATIENT i FORMATHN

Mccapting New Fatest St (aptonall
Your resporss will be arsctated in the Medicam Flasidan Compars Dirsctany.
Are yodl Durrgntly sooepting rew Medasns patesrte? O¥er N

1

'*Natlonal covernment

Services.
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L ——————————————————————————
Section 2: Personal Identifying Information
R — = C: New Patient

A MDIHIAL INFORBMATION
The providers name, date of birth, and social secsriy number must maich hivker socisl seosriy recond

o e Information

[ B el (YR R B P, WD e
ET T —— 7 ” 17 ”
O Formee or Maiden Hamee [ Profewional Mame [ Coher Desriber =~~~ u Mark yeS Or no
Tocal broury Wambrr T =1 etk v ddn Taran

'?"lj O tarmaie "
Wrdons mrm P R (FUERT [ e ]'lr.-nﬁl [y —— Y — Y ] (Optlonal)
Wil i it P [ T — 5, o maiei-RATH ]r_lﬂc.-u...-uﬁ.m'c

B LICEMSEACERTIFICATION REGIS TRATION IFORMATION

Complets tha sppropriats nsbescton(y) below for pour primany ipecialty type i you will repart in wection
3G oo I¥ balow, @ spplicable, B no ubwection s smocisted with your primarny specialty, regrt information
el 1o your secondary ipeaalty, i spplicable.

1. Atv Liikiris Indormanion

Ol iLsowma ot Applicabls

Leemer Wiy | Bt D (e iy gt Wy e

2. Actvow Cortthcation information

Please mte: Tor physacians wmd non-physs weith rvdnple cemdh Pegeaet thee wTiE
ﬂﬂhmmnmmwﬂnwﬂmmmﬂvﬁlhlenqphﬂ&
Hmr-hhhnnmdm&p.m et o your

dcabde, H you ww died by a | entity, peat the word ~all” in the “Tate Where !
Mhiwﬂ
D Camificasion Not Applicable
Ten o e [T erre Tumn Tmemeddyry -
Loty Loy Dpecaiy Bowd, v, Cohar] Toame Wrarn anumes

3. Drug Enfercemant Agesy (DHEA) Reghivation inflosmatsn
CIDMA Regiviration Not Applicable

THAL Ayl wha Mool | Sy g Db [ S Y e ]

£ NEW FATIEMT iNFORMATION

Ascepting New Faties! Stahne (aptiona’
Wour resporss will be ansctated in the Medicars Faaidan {ompare Diresany.
Are you ourrently scoepting rew Mpdicars patiprtz? CO¥er ORs

o '
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services.
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Section 2: Personal Identifying Information
. - = D: Correspondence

D. CORRESPONDENCE MAILING ADDRESS
This is the address where correspondence will be sent to you by your designated MAC. This address cannot be

a billing agent or agency's address or a medical management company address. 4 H

If you are reporting a change to your Correspondence Mailing Address, check the box below. This will replace a I I n g re S S
any current Correspondence Mailing Address on file.

O Change
Amention [optional]

e —— = Provide correspondence
e — address to directly

Tigtown Tiate TP Code + 4

.
S i Fopriaii) i [Fr— CcO nta ct a p pl ica nt

E. MEDICAL RECORD CORRESPONDENCE ADDRESS

. .
This is the address where the medical record correspondence will be sent to the provider listed in section 2A | ] ‘ a n n Ot b e a b I I I I n a e n C
by your designated MAC. This address cannot be a billing agent or agency's address or a medical management

company address.

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

Sk e s orpprders or a medical management

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.

e company address

Micdical Record Comespondence Address Uine 2 (Suite, Room, Apt. &, £¢c) " |f re po rti n g a Ch a n g e I
o [~ il select the “change” box

Telephane Mumber [if apphicable) Fax Number (if applicabie] | E-mail Addres (if applicabie)

Medscal Record Correspondence Address Line 1 (EO. Box or Street Name and Number)

F. RESIDENT INFORMATION

NOTE: Resident is defined as an individual who participates in an approved medical residency program.

1. Provide the name and address of the hospitalfacility where you are a resident.

Name of Hospital or Facility

Street Address

Gty Town State 2IP Code + 4

2. Are the services that you render at the hospitalfacility shown in section 2F1 part of Oves OnO
your requirements for graduation from a formal residency or program?
Date of Completion: idiyyy)

CMS-8551 (12118 &

ational Government
services.
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Section 2;: Personal |

dentifying Information

SECTION 2: PERSONAL IDENTIFYING INFORMATION (Continued)

D. CORRESPONDENCE MAILING ADDRESS

This is the address where correspondence will be sent to you 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 Comrespondence Mailing Address on file.

O Change

Attention (optional)

Correspondence Mailing Address Line 1 (RO, Box or Street Name and Number)

Correspondence Mailing Address Line 2 (Suits, Room, Apt. &, etc)

TigTawn Tiate TP Code + 4

Telephane Number (F apphcabie] Ira. Rurmber (7 appiicable) |F-mui| Address (if spphcable]

E. MEDICAL RECORD CORRESPONDENCE ADDRESS

This is the address where the medical record correspondence will be sent to the provider listed in section 24
by your designated MAC. This address cannot be a billing agent or agency's address or a medical management
company address.

O Check here if your Medical Record Correspondence Address should be mailed to your Correspondence
Address in section 2D (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.

O change

Attention (optional)

Medscal Record Correspandence Address Line 1 (FO. Box or Street Name and Number)

Medical Record Comespondence Address Line 2 (Suite. Room, Apt. & etc)

CitylTown State ZIP Code + 4

Telephone Number (if applicable] Fax Number (if applicabie]

| E-mail Address (if apphicable)

F. RESIDENT INFORMATION
NOTE: Resident is defined as an individual who participates in an approved medical residency program.

1. Provide the name and address of the hospitalifacility where you are a resident.

Name of Hospital or Facility

Street Address

CityTown State 2IP Code + 4

2. Are the services that you render at the hospitalifacility shown in section 2F1 part of Oves Owno
your requirements for graduation from a formal residency or program?
Date of Completion: idiyyyy)

oMs-855 (12180 &

ational Government
services.
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correspondence address

= Provide medical records
correspondence address to
directly contact applicant

« Cannot be a billing agency or a
medical management company
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Section 2: Personal Identifying Information

SECTION 2: PERSONAL IDENTIFYING INFORMATION (Continued) . F : Re S i d e nt I n fo rm ati O n

D. CORRESPONDENCE MAILING ADDRESS

This is the address where correspondence will be sent to you 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 u S e Ctl O n S h 0 u I d n Ot a p p I y

any current Correspondence Mailing Address on file.

i during revalidation

Correspondence Mailing Address Line 1 (PO. Box or Street Name and Number)

Correspondence Mailing Address Line 2 (Suits, Room, At &, etc)

CrtyTown State (2P Code + 4

Telephane Number [if applicable) |Fu Number (i applicable) |E-mi| Address {if apphicable]

E. MEDICAL RECORD CORRESPONDENCE ADDRESS

This is the address where the medical record correspondence will be sent to the provider listed in section 2A

by your designated MAC. This address cannot be a billing agent or agency's address or a medical management

company address.

O Check here if your Medical Record Correspondence Address should be mailed to your Correspondence
Address in section 2D (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.

O Change

Attention [optional]

Medscal Becord Correspandence Address Line 1 (B0, Box or Street Name and Number)

Medical Record Correspondence Address Line 2 (Suite, Room, Apt. &, etc)

Gty Town State ZIP Code + 4

Telephane Number (if applicable) IFu Number (if applicabie] | E-mail Addres (if applcabiz)

F. RESIDENT INFORMATION
NOTE: Resident is defined as an individual who participates in an approved medical residency program.

1. Provide the name and address of the hospitalfacility where you are a resident.

Name of Hospital or Facility

Street Address

CityiTown State ZIP Code + &

2. Are the services that you render at the hospitalfacility shown in section 2F1 part of Oves Ono
your requirements for graduation from a formal residency or program?
Date of Completion: i)

CMS-8551 (121180 €

ational Government

21
services.

*
medicare university
Part B



L ——————————————————————————
Section 2: Personal Identifying Information

SECTION 2: PERSONAL IDENTIFYING INFORMATION (Continue

F. RESIDENT INFORMATION (Continued)

3. Do you also render services at other facilities or practice locations? Oves OnNO
If YES, you must report these practice locations in section 4B and/for section 4F,

4. Are the services that you render in any of the practice locations you will be reperting in Oves OnNoO
section 4B andfor section &F part of your requirements for graduation from a residency
program?
i YES, has the teaching hospitalffacility reported in section 2F1 above agreed to incur all Oves ONO

or substantially all of the costs of your training in the non-hospitalfacility location?

G. PHYSICIAN SPECIALTY
Designate your primary specialty and all secondary specialty(s) below using:
P=Primary S=Secondary

D Addiction Medicine

[ Advanced Heart Failure
and Transplant Cardiclogy

D Allergyfimmunclogy

D Anesthesiology

[ cardiac Electrophysiclogy
[ cardiac Surgery

[ cardiovascular Disease
(Cardiology)

D Chiropractic

|:| Colorectal Surgery
(Proctology)

O critical Care intensivists)
|:| Dentist

D Dermatology

[ piagnostic Radiclogy
[ emergency Medicine
[ endocrinology

[ Family Medicine

D Gastroenterology

D General Practice

D General Surgery

D Geriatric Medicine

D Geriatric Psychiatry

D Gynecological Oncology
|:| Hand Surgery

|:| Hematology

D Hematology/Oncology

] Hematopoietic Cell
Transplantation and
Cellular Therapy

D Hospice/Palliative Care
D Hospitalist

El Infectious Diseass

D Internal Medicine

[ interventional Cardiclogy

I:‘ Interventional Pain
Management

D Interventional Radiclogy

El Maxillofacial Surgery

[ medical Genetics and
Genomics

D Medical Oncology

l:l Medical Toxicology

[ Nephrology

D Neurology

D Neuropsychiatry

[:‘ Neurosurgery

[ Nuclear Medicine

[ obstetricsiGynecoloay

[] ophthalmology

[ optometry

D Oral Surgery

El Orthopedic Surgery

You can only select one primary specialty. If you have multiple primary specialties, you must complete
and submit a separate CM5-8551 application for each primary spedialty. You may select multiple secondary
specialties. A physician must meet all federal and state requirements for the type of specialty(s) checked.

D Osteopathic Manipulative
Medicine

D Otolaryngology

D Pain Management

D Pathology

[ Pediatric Medicine

[ Peripheral Vascular Disease

[ physical Medicine and
Rehabilitation

[ Plastic and Reconstructive
Surgery

[ podiatry

[ Preventive Medicine

[ psychiatry

[] Pulmonary Disease

[ Radiation Oncology

[ rheumatology

[ sleep Medicine

[:l Sports Medicine

D Surgical Oncology

El Thaoracic Surgery

D Undersea and Hyperbaric
Medicine

El Urology

El Vascular Surgery

El Undefined Physician Specialty
{Specify):

o a1

*N

ational Government
services.

Part B

= F: Resident Information
(continues

» Section should not apply
during revalidation

22

medicare university



Section 2: Personal Identifying Information

SECTION 2: PERSONAL IDENTIFYING INFORMATION (Continued)

F. RESIDENT INFORMATION (Continued)

3. Do you also render services at other facilities or practice locations? Oves ONO
If YES, you must report these practice locations in section 4B and/or section 4F,

4. Are the services that you render in any of the practice locations you will be reperting in Oves ONO
section 4B andfor section 4F part of your requirements for graduation frem a residency
program?
If YES, has the teaching hospitalfacility reported in section 2F1 above agreed to incur all Oyes OnNO

or substantially all of the costs of your training in the non-hospitalfacility location?

G. PHYSICIAN SPECIALTY

P=Primary S=Secondary

D Addiction Medicine

[] Advanced Heart Failure
and Transplant Cardiclogy

D Allergyfimmunclogy

D Anesthesiology

[ cardiac Electrophysiclogy

[ cardiac Surgery

[ cardiovascular Disease
(Cardiology)

D Chiropractic

|:| Colorectal Surgery
(Proctology)

[ critical Care (intensivists)
|:| Dentist

D Dermatology

[ piagnestic Radiclogy
[ emergency Medicine
[ endocrinology

[ Family Medicine

D Gastroenterology

D General Practice

D General Surgery

D Geriatric Medicine

D Geriatric Psychiatry

D Gynecological Oncology
|:| Hand Surgery

|:| Hematology

Designate your primary specialty and all secondary specialty(s) below using:

D Hematology/Oncology

] Hematopoietic Cell
Transplantation and
Cellular Therapy

D Hospice/Palliative Care
D Hospitalist

El Infectious Disease

D Internal Medicine

[ interventional Cardiclogy

I:l Interventional Pain
Management

D Interventional Radiclogy
O maxillofacial surgery
[ Medical Genetics and

Genomics
l:l Medical Oncology
] Medical Toxicology
[ Nephrology
D Neurology
D Neuropsychiatry
[:‘ Neurosurgery
[ Nuclear Medicine
[ obstetricsiGynecology
[] ophthalmology
D Optometry
D Oral Surgery
El Orthopedic Surgery

You can only select one primary specialty. If you have multiple primary specialties, you must complete
and submit a separate CMS-855 application for each primary spedialty. You may select multiple secondary
specialties. A physician must meet all federal and state requirements for the type of specialty(s) checked.

D Osteopathic Manipulative
Medicine

D Otolaryngology

D Pain Management

D Pathology

[ Pediatric Medicine

[ peripheral Vascular Disease

[ Physical Medicine and
Rehabilitation

[ Plastic and Reconstructive
Surgery

D Podiatry

D Preventive Medicine

|:| Psychiatry

[] Pulmonary Disease

[ Radiation Oncology

[ rheumatology

[ sleep Medicine

[:l Sports Medicine

D Surgical Oncology

[ Thoracic Surgery

D Undersea and Hyperbaric
Medicine

El Urolegy

El Vascular Surgery

El Undefined Physician Specialty
{Specify):.

s assl (1218

*N

ational Government
services.
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= G: Physician Specialty

Select a primary specialty
(designated with a “P”)

you may select multiple
secondary specialties (designated
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Must meet all federal and
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Section 2: Personal Identifying Information
e B e s = H: Eligible Professional

H. ELIGIBLE PROFESSIONAL OR OTHER NON-PHYSICIAN SPECIALTY TYPE

If you are an eligible professional, check the appropriate box below to indicate your specialty. . .
All individuals must meet specific licensing, educational, and work experience requirements. If you need

information concerning the specific requirements for your specialty, contact your designated MAC. O r e r O I I S I CI a I l
Check only one of the following: If you have multiple non-physician specialty types, you must complete and

submit a separate CMS-8551 application for each non-physician specialty type.

O Anesthesiclogy Assistant O Physical Therapist In Private Practice -
O Certified Nurse Midwife (CNM) (See section 2K) e CI a e
O Certified Registered Nurse Anesthetist (CRNA) O Physician Assistant (See section 21)

O Certified Clinical Nurse Specialist (CNS) O Psychologist, Clinical (See section 21)
(See section 2L) O Psychologist Billing Independently (See section 212}
O Clinical Social Worker 0O Qualified Audiclogist .
[0 Mass Immunization Roster Biller (See section 21) 0O Qualified Speech Language Pathologist n e I e Ct O n e S p e CI a Ity
O Nurse Practitioner (See section 2L) O Registered Dietitian or Nutrition Professional
O Occupational Therapist In Private Practice O undefined Non-Physician Practitioner Specialty

(See section 2K) (specify [ ] Must meet the IlCGﬂSlng,

1. PHYSICIAN ASSISTANT (PA) INFORMATION

1. Physician Assi g

o Ty g T oo™ educational, and work
experience requirements

EMPLOYER'S NAME OF EMPLOYMENT

2. Physician Assi inating Employ Arrang tis)
Complete this section if you are a PA discontinuing a current employment arrangementis).
EFFECTIVE DATE . .
EMPLOYER'S NAME OF EMPLOYMENT EMPV"TOS';ER s EMN;?"{ER s EMME?JER'S
TERMINATION
3. Employer Terminati Il A with One or More Physician Assistants

Complete this section if you are a health care provider corporation formed by an individual, a single
member LLC with an EIN, or a sole proprietor and you are discontinuing the employment arrangement of a
PAls). Health care provider corporations formed by an individual, single member LLC with an EIN, and sole
proprietors must also complete section 4A1 with your organizational information.

PHYSICIAN ASSISTANT'S EFFECTIVE DATE PHYSICIAN ASSISTANT'S | PHYSICIAN ASSISTANT'S
NAME OF TERMINATION PTAN NP1

o mss) (12 L]

ational Government
services.
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e ——
ection 2: Personal Identifying Information
SECHION 2 PERSONAL IDENTIFVING INFORMATION (Gantioosd m | Physician Assistant

H. ELIGIBLE PROFESSIONAL OR OTHER NON-PHYSICIAN SPECIALTY TYPE

If you are an eligible professional, check the appropriate box below to indicate your specialty. .
All individuals must meet specific licensing, educational, and work experience requirements. If you need

information concerning the specific requirements for your specialty, contact your designated MAC.

Check only one of the following: If you have multiple non-physician specialty types, you must complete and

submit a separate CM5-8551 application for each non-physician specialty type.

O Anesthesiclogy Assistant O Physical Therapist In Private Practice . .
3 Certfied Nurse Midwife (M oo section 20 = PAs canide ntlfy all current
O Certified Registered Nurse Anesthetist (CRNA) O Physician Assistant (See section 21)

O certified Clinical Nurse Specialist {CNS) 0O Psychologist, Clinical (See section 21)

0 S o B g 7y Gosmon 22 employment arrangements

O Mass Immunization Roster Biller (See section 2L) 0O Qualified Speech Language Pathologist

O Nurse Practitioner (See section 2L) O Registered Dietitian or Nutrition Professional .
O Occupational Therapist In Private Practice O undefined Non-Physician Practitioner Specialty a n d te rl I I I n ate a St
(See section 2K) (Specify):

L. PHYSIOAN ASSISTANT {FRI INFORMATION t
1. Physiian Asistats: Esablhing Empl @ darrangements
Complete this section if you are a PA establlshmg your curlent employment arrangementis).

. EFFECTIVE DATE | EMPLOYER'S PTAN | EMPLOYER'S | EMPLOYER'S
EMPLOYER'S NAME OF EMPLOYMENT (If issued) NP1 EIN

2. Physician Assi inatil loy Ar tis)

Complete this section if you are a PA dlsccmtmumg a curlent employment arrangement{s).
EFFECTIVE DATE " .

EMPLOYER'S NAME OF EMPLOYMENT EMP;T?‘;ER s m";g{“ s m"E?J ER'S

TERMINATION

3. Employer Terminati ! A with One or More Physician Assistants

Complete this section if you are a health care provider corporation formed by an mdmdual a smgle

member LLC with an EIN, or a sole proprietor and you are disc g the ofa

PA(s). Health care provider corporations formed by an individual, slngle member LLC wnh an EIN and sole
proprietors must also complete section 4A1 with your organizational information.

PHYSICIAN ASSISTANT'S EFFECTIVE DATE PHYSICIAN ASSISTANT'S | PHYSICIAN ASSISTANT'S
NAME PTAN NP1

OF TERMINATION

caassl (1218 L]

ational Government
services.
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Section 2: Personal Identifying Information
SECIONZ FERSONAL IDEEYRIO BRGRMATION Easlismst | Physician Assistant

H. ELIGIBLE PROFESSIONAL OR OTHER NON-PHYSICIAN SPECIALTY TYPE

If you are an eligible professional, check the appropriate box below te indicate your specialty. .
All individuals must meet specific licensing, educational, and work experience requirements. If you need

information concerning the specific requirements for your specialty, contact your designated MAC. | l O rl I I a I O I I
Check only one of the following: If you have multiple non-physician specialty types, you must complete and

submit a separate CMS-8551 application for each non-physician specialty type.

O Anesthesiclogy Assistant O Physical Therapist In Private Practice .
D) Confid Regmered e Ane. - = Sole Owner/Sole Proprietor
O Certified Registered Nurse Anesthetist (CRNA) O Physician Assistant (See section 21)
O Certified Clinical Nurse Specialist {CNS) O Psychologist, Clinical (See section 21) .
(See section 2L) O Psychologist Billing Independently (See section 212}
O clinical Social Worker 0O Qualified Audiclogist Ca n e rl I I I n a e el I I p Oyl I Ie n
[0 Mass Immunization Roster Biller (See section 2L) 0O Qualified Speech Language Pathologist
O Murse Practitioner (See section 2L) O Registered Dietitian or Nutrition Professional .
O Occupational Therapist In Private Practice O Undefined Non-Physician Practitioner Specialty a rra n e I I I e nt Wlth PAS
(See section 2K) (Specify):
I. PHYSIOAN ASSISTANT (PA) INFORMATION
1. Physician A blishing Employ Arrang Y
Complete this section if you are a PA establishing your current employment arrangement(s).
" EFFECTIVE DATE | EMPLOYER'S PTAN |  EMPLOYER'S EMPLOYER'S
EMPLOYER'S NAME OF EMPLOYMENT (If issued) NP1 EIN
2. Physician Assi inating Employ Arrang tis)
Complete this section if you are a PA discontinuing a current employment arrangement(s).
EFFECTIVE DATE . .
EMPLOYER'S NAME OF EMPLOYMENT EMP’:'T%LER s EMN;?D':' ER'S EMPIE?NYER-S
TERMINATION
3. Employer Terminati pl A with One or More Physician Assistants

Complete this section if you are a health care provider corporation formed by an individual, a single

n
member LLC with an EIN, or a sole proprietor and you are discontinuing the employment arrangement of a
PAls). Health care provider corporations formed by an individual, single member LLC with an EIN, and sole
proprietors must also complete section 4A1 with your organizational information.
PHYSICIAN ASSISTANT'S EFFECTIVE DATE PHYSICIAN ASSISTANT'S | PHYSICIAN ASSISTANT'S
NAME PTAN NPI
I t |

OF TERMINATION

—
M85 (1218 B

ational Government
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Section 2: Personal Identifying Information
SECTION 2 PERSONAL IDENTIFYING INFORMATION (contnied I Psycho|ogist

J. PSYCHOLOGIST INFORMATION
1. Clinical Psychologists L
Identify the type of your doctoral psychology degree (e.g, Ph.D,EdD Pey.D)____ I n fO rm a t I O n
A copy of the degree may be requested by the MAC.
NOTE: Federal regulations at 42 C.ER. section 410.71(d) state that to qualify as a clinical psychologist, a
practitioner must hold a doctoral degree in psychology, and be licensed or certified, on the basis of the

doctoral degree in psychology, by the state in which he or she practices, at the independent practice level [} 1
of psychology, to furnish diagnostic, assessment, preventive, and therapeutic services directly to individuals. e n I y e O C O ra e g re e

2. Psychologists Billing .
NOTE: CMS requires that independently practicing psychologists have a more limited benefit under the I n p SyC h o I og y
Medicare program than clinical psychologists. With a degree starting at the master's level of psychology,
independently practicing psychologists are authorized to bill the program directly solely for diagnostic
psychological and neuropsychological tests that have been ordered by a physician, clinical psychologist
or non-physician practitioner who is authorized to order diagnostic tests, Ind dently practicing
psychologists are not authorized to supervise diagnostic psychological and neuropsychological tests. Any
tests performed by an independently practicing psychologist must fall under the psychologist's state scope
of practice. Additional information can be found in Pub. 100-02, the Medicare Benefits Policy Manual.

a. Do you render services of your own responsibility free from the administrative

s : ¥
control of an employer such as a physician, institution, or agency? Oves ONo
b. Do you treat your own patients? Oyes ONO
¢. Do you have the right te bill directly, and to collect and retain the fee for
yOour services? Oves ONo
d. ls your private practice located in an institution or other facility? OYES ONO
If YES to question (d) above, answer questions 1 and 2 below.
1. If your private practice is located in an institution or other facility, is your Oyes ONO
office confined to a separately identified part of the institutionfacility that
is used solely as your office and cannot be construed as extending throughout the
entire institution/facility?
2. i your private practice is located in an institutionfacility, do you also render Oves ONO
services to patients from outside the institution or facility where your office is
located?
‘s 851 (118 3

ational Government
services.
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Section 2: Personal Identifying Information

ational Government
services.
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SECTION 2: PERSONAL IDENTIFYING INFORMATION (Continued)
J. PSYCHOLOGIST INFORMATION
1. Clinical Psychologists
Identify the type of your doctoral psychology degree (e.g., Ph.D, EA.D., Psy. D.)
A copy of the degree may be requested by the MAC.
NOTE: Federal regulations at 42 CFER. section 410.71(d) state that to qualify as a clinical psychologist, a
practitioner must hold a doctoral degree in psychology, and be licensed or certified, on the basis of the
doctoral degree in psychology, by the state in which he or she practices, at the independent practice level
of psychology, to furnish diagnostic, assessment, preventive, and therapeutic services directly to individuals.
2. Psychologists Billing Independently
NOTE: CMS requires that independently practicing psychologists have a more limited benefit under the
Medicare program than clinical psychologists. With a degree starting at the master’s level of psychology,
independently practicing psychologists are authorized to bill the program directly solely for diagnostic
psychological and neuropsychological tests that have been ordered by a physician, clinical psychologist
or non-physician practitioner who is authorized to order diagnostic tests. Independently practicing
psychologists are not authorized to supervise diagnostic psychological and neuropsychological tests. Any
tests performed by an independently practicing psychologist must fall under the psychologist's state scope
of practice. Additional information can be found in Pub. 100-02, the Medicare Benefits Policy Manual.
a. Do you render services of your own responsibility free from the administrative
: Oves ONO
control of an employer such as a physician, institution, or agency?
b. Do you treat your own patients? Oyes ONO
¢. Do you have the right to bill directly, and to collect and retain the fee for
your services? Oves Ono
d. Is your private practice located in an institution or other facility? OYES ONO
If YES to question (d) above, answer questions 1 and 2 below.
1. If your private practice is located in an institution or other facility, is your Oves OnNO
office confined to a separately identified part of the institutionfacility that
is used solely as your office and cannot be construed as extending throughout the
entire institution/facility?
2. i your private practice is located in an institutionfacility, do you also render Oves ONO
services to patients from outside the institution or facility where your office is
located?
CMEas5 (1210

= J: Psychologist
Information

= Complete all questions for
psychologists billing
independently

= This section does not apply
if reassigning all benefits

Private

Practice
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Section 2: Personal Identifying Information
S CHION & PESSONAL D BT IBIE BROSAMION Eoctimss s K- Physical

K. PHYSICAL/OCCUPATIONAL THERAPIST INFORMATION
Physical Therapists/Occupational Therapists in Private Practice (PT/OT)

The following questions only apply to your individual private practice. Do not complete this section if you are /O : .
reassigning all of your benefits to a group/clinidorganization CC u p a I O n a e ra p I S
1. Do you ONLY render FT/OT services in the patients’ homes? Oves OnoO
2. Do you maintain private office space? Oves Owno .
3. Do you own, lease, or rent your private office space? Oves Owno m
4. s this private office space used exclusively for your private practice? Ovyes OwnoO I n fo r a t I O n
5. Do you provide PT/OT services outside of your office andfor patients’ homes? Oves Owno

If you responded YES to questions 2, 3 or 4 above, you must have and attach .
a copy of any written agreement that gives you exclusive use of the office space [}
for 0T srvces. ompiete all questlions 10r

L CUNICAL NURSE/NURSE PRACTITIONER INFORMATION

Nurse Practitioners and Certified Clinical Nurse Specialists p h yS i Ca I/O CCU pati O n a I

Are you an employee of a skilled nursing facility (SNF) or of another entity that has an Ovyes Owno
agreement to provide nursing services to a SNF?

therapists in private practice

= This section does not apply
. if reassigning all benefits

Telephone Number Fax Number (if applicable) |L-rai: Address (if applicable)

Skilled Nursing Facility Street Address Line 1 (Street Name and Number = Not a P.O. Box)

Skilled Nursing Facility Street Address Line 2 (Suite, Room, eic.)

GtylTown

Tax dentsfication Number of SNF

Private

Practice

s 85| (1218 w0

ational Government
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Section 2: Personal Identifying Information

SECTION 2: PERSONAL IDENTIFYING INFORMATION (Continued)

K. PHYSICAL/OCCUPATIOMAL THERAPIST INFORMATION
Physical Therapists/Decupational Therapists in Private Practice (FT/OT)

reassigning all of your benefits to a groupiclinicorganization.
1. Do you DNLY render PTAOT services in the patients” homes?
2. Do you maintain private office space?
3. Do you own, lease, or rent your privaie office space?
4. 18 this private office space used exclusively for your private practice?
5. Do you prowide PTAOT services outside of your office andlor patients” homes?

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

0O ves
O vES
0O ves
O ves
O vEs

The fellowing questions only apply to your individual private practice. Do not complete this section if you are

Ono
OnNo
Owe
ONO
Ono

L CLIMICAL NURSE/NURSE PRACTITIONER INFORMATION

Hurse Practitioners and Certified Clinical Nurse Spedalises
Are you an employee of a skilled nursing facility [SNF) or of another entity that has an
agreement to provide nursing services to a SNF?

IF yes, furnish the SNF's name and address below.

O ves

Ono

Siilled Nursing Feolity Neme

Sl Nursna FBONTy Street Address Line 1 (See1 Name and Number - Not s P.O. Bow)

il Nursrey Faciity Street Addres Line 2 (Sute, Aom, €1)

Tty e

Stabe 1P Code -4

Tax idemdfiation Humber of SHF

Temphers Humbe: [Ty ————"] |E-ru|'.r'-\.ddu='.=fqnpln¢b‘hl

MR (1318

ational Government
services.
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= | : Clinical Nurse /Nurse
Practitioner Information

» Select “yes” or “no”

» If yes, furnish the facility
information
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Section 3: Final Adverse Legal Actions

[} ]
SECTION 3: FINAL ADVERSE LEGAL ACTIONS [ | ‘ * . C O n VI Ctl O n S
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

e e = Within preceding 10 years

A. CONVICTIONS (AS DEFINED IN 42 CF.R. SECTION 1001.2) WITHIN THE PRECEDING 10 YEARS
. Any federal or state felony conviction(s).

L ]
. 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 - y

the delivery of a health care item or service.

[N

w

. 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

[}
o Revocations and
Any misdemeanor conviction, under federal or state law, related to the interference with or obstruction of

any investigation into any criminal offence described in 42 CF.R. section 1001.101 or 1001.201.

-

5. Any misdemeanor conviction, under federal or state law, related to the unlawful manufacture, distribution,

L ]
prescription, or dispensing of a controlled substance. S u S p e n S I O n S

EXCLUSIONS, REVOCATIONS OR SUSPENSIONS
Any current or past revocation or suspension of medical license.
Any current or past revocation or suspension of accreditation.

Any current or past suspension or exclusion imposed by the U.S. Department of Health and Human Service's u C u rre nt O r p a St

Office of Inspector General (0IG).

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

Any other current or past Federal Sanctions.

Any Medicaid exclusion, revocation, or termination of any billing number.

b WN=~PR

Ll

n

FINAL ADVERSE LEGAL ACTION HISTORY

. Have you, under any current or former name, ever had a final adverse legal action listed above imposed
against you?

DI YES - continue below

O NO - skip to section 4

o

. 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.

FINAL ADVERSE LEGAL ACTION DATE ACTION TAKEN BY

o 8ss (12nE) 1"

ational Government
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Section 3: Final Adverse Legal Actions

SECTION 3: FINAL ADVERSE LEGAL ACTIONS

[N

w

[ -

o~

;o

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. CONVICTIONS (AS DEFINED IN 42 CF.R. SECTION 1001.2) WITHIN THE PRECEDING 10 YEARS
. Any federal or state felony conviction(s).
. 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 interference with or obstruction of
any investigation into any criminal offence described in 42 CF.R. section 1001.101 or 1001.201.

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

EXCLUSIONS, REVOCATIONS OR SUSPENSIONS
Any current or past revocation or suspension of medical license.
Any current or past revocation or suspension of accreditation.

Any current or past suspension or exclusion imposed by the U.5. Department of Health and Human Service's
Office of Inspector General (0IG).

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

Any other current or past Federal Sanctions.

Any Medicaid exclusion, revocation, or termination of any billing number.

=n

o

FINAL ADVERSE LEGAL ACTION HISTORY

. Have you, under any current or former name, ever had a final adverse legal action listed above imposed

against you?
DI YES - continue below
O NO - skip to section 4

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.

FINAL ADVERSE LEGAL ACTION DATE ACTION TAKEN BY

o 8ss (12nE) 1"

*N

ational Government
services.

= C: Final Adverse Legal

Part B

Action History

» |f no adverse legal action,
check “No”

= |f any, check “Yes”, then list
details in section C2 and
attach final adverse legal
action documentation and/or
resolutions
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Section 4: Business Information

L]
s = Check applicable box
O If you do NOT have a private practice but you reassign ALL of your benefits to an entity, check this box and

only complete section 4F.

NOTE: You will also need to complete a CMS-855R (Reassignment of Medicare Benefits) for each entity that

[P
P for additional
O i you DO have a private practice and you also reassign ANY of your benefits to an entity, check this box and

complete sections 4A - 4F.

O I you DO have a private practice and ONLY render services in your own private practice, check this box and

[] (]
complete sections 4A - 4E.
NOTE: For the purposes of this section of this application, an entity is defined as an individual, private

practice, groupddlinic, or any organization to which you will reassign your Medicare benefits.

e s TR = |ndividual reassigning all

Identify how your business is registered with the IRS.

.
Defroprietary O Non-Profit (Submit IRS Form 501()(3) [ Disregarded Entity (Submit IRS Form 8832) b e n efl tS 4 F O n Iy
)

For the purposes of section 4A, if you are a:

* Professional Corporation, complete 4A1 and 4A2

. .
» Professional Association, complete 4A1 and 4A2 m S | O n r r n n
* Limited Liability Company {LLC), including a single member LLC, complete 4A1 and 4A2 O e W e e a S S I g I g

* Sole proprietorfSole proprietorship, complete 4A3

.
NOTE: If you fill out section 4A1, you must also fill out section 4F to reassign your individual benefits to your
private practice. y

1. Corporations, Associations and Limited Liability Company (LLC)
i your private practice is established as a professional corporation, professional association or limited liability

. . .
company, including single member LLCs and you are the sole owner and will bill Medicare through this business [ ] S O I e P ro rI eto r W I t h rlvate
entity, complete this section with information about your business entity.

NOTE: If you are filling out section 4A, you do not need to complete a form CMS-B55R to reassign your benefits

T e e ) practice, not reassigning

Legal Business Name as Reported to the Internal Revenue Sennce Tax Identiteaton Number

.
Medicare Identification Number (PTAN) (if iswed) INPI Type 2 - Organization) b e n efl tS 4A 4 E
)

OMsas5 e 12

ational Government
services.
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Section 4: Business Information
T — = A: Private Practice

O I you do NOT have a private practice but you reassign ALL of your benefits to an entity, chedk this box and
only complete section 4F.

(] [}
NOTE: You will also need to complete a OMS-855R (Reassignment of Medicare Benefits) for each entity that
you reassign benefits. u I I

O I you DO have a private practice and you also reassign ANY of your benefits to an entity, check this box and
complete sections 4A - 4F.

O i you DO have a private practice and ONLY render services in your own private practice, check this box and

= |dentify business structure

NOTE: For the purposes of this section of this application, an entity is defined as an individual, private
practice, group/dinic, or any organization to which you will reassign your Medicare benefits.

A. PRIVATE PRACTICE BUSINESS INFORMATION

Busi Structure
Identify how your business is registered with the IRS.

DOrroprietary [0 Non-Profit (Submit IRS Form 501(c}(3) O Disregarded Entity (Submit IRS Form 8832)

For the purposes of section 4A, if you are a:

* Professional Corporation, complete 4A1 and 4A2

* Professional Assodation, complets 4A1 and 4A2

* Limited Liability Company ({LLC), including a single member LLC, complete 4A1 and 4A2

* Sole proprietorfSale proprietorship, complete 443

NOTE: If you fill out section 4A1, you must also fill out section 4F to reassign your individual benefits to your
private practice.

1. Corporations, Associations and Limited Liability Company (LLC)

i your private practice is established as a professional corporation, professional association or limited liability
company, including single member LLCs and you are the sole owner and will bill Medicare through this business
entity, complete this section with information about your business entity.

NOTE: If you are filling out section 4A, you do not need to complete a form CMS-855R to reassign your benefits
as a practitioner to your business entity,

Legal Business Name 22 Reported to the Internal Revenue Sernce Tax Identifecation Number
Medicare Identification Number (PTAN) (i isswed) NPl (Type 2 - Organization)
I . t
I t |
OM58551 1anw 12

ational Government
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Section 4: Business Information

SECTION 4: BUSINESS INFORMATION

O I you do NOT have a private practice but you reassign ALL of your benefits to an entity, chedk this box and
only complete section 4F.

NOTE: You will also need to complete a CMS-B55R (Reassignment of Medicare Benefits) for each entity that
you reassign benefits.

O i you DO have a private practice and you also reassign ANY of your benefits to an entity, check this box and
complete sections 4A - 4F.

O if you DO have a private practice and ONLY render services in your own private practice, check this box and
complete sections 4A - 4E.

NOTE: For the purposes of this section of this application, an entity is defined as an individual, private
practice, groupldinic, or any organization to which you will reassign your Medicare benefits.

A. PRIVATE PRACTICE BUSINESS INFORMATION

Busi Structure
Identify how your business is registered with the IRS.

DOrroprietary O Non-Profit (Submit IRS Form 501(c}(3) O Disregarded Entity (Submit IRS Form 8832)

For the purposes of section 4A, if you are a:

* Professional Corporation, complete 4A1 and 4A2

* Professional Association, complete 4A1 and 4A2

* Limited Lizbility Company (LLC), including a single member LLC, complete 4A1 and 4A2
* Sole proprietor/Sole proprietorship, complete 443

NOTE: If you fill out section 4A1, you must also fill out section 4F to reassign your individual benefits to your
private practice.

1. Corporations, Associations and Limited Liability Company (LLC)

£ £

i your private practice is established as a pr | corporation, p sional association or limited liability
company, including single member LLCs and you are the sole owner and will bill Medicare through this business
entity, complete this section with information about your business entity.

NOTE: If you are filling out section 4A, you do not need to complete a form CMS-B55R to reassign your benefits
as a practitioner to your business entity.

Legal Business Name as Reported to the Internal Revenue Sennce Tax Identiteaton Number

Medicare Identification Number (PFTAN) (if isswed) NPl (Type 2 = Organization)

OME8%5 12180 7

ational Government
services.

*N

= A: Private Practice
Business Information

= Sole Owner: PC, PAor
LLC complete sections 4A1
and 4A2 (4F)

= Sole Proprietor complete
section 4A3

Private

Practice
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Section 4: Business Information
S— = A: Private Practice

O If you do NOT have a private practice but you reassign ALL of your benefits to an entity, chedk this box and
only complete section 4F.

[} [}
NOTE: You will also need to complete a OMS-855R (Reassignment of Medicare Benefits) for each entity that
you reassign benefits.

O i you DO have a private practice and you also reassign ANY of your benefits to an entity, check this box and
complete sections 4A - 4F.

O i you DO have a private practice and ONLY render services in your own private practice, check this box and

= 1. Corporations,

NOTE: For the purposes of this section of this application, an entity is defined as an individual, private
practice, group/dinic, or any organization to which you will reassign your Medicare benefits.

A PRIVATE PRACTICE BUSINESS INFORMATION ASSOCiationS a n d Li m ited

Busi Structure

T T s Liability Company (LLC)

DOProprietary O Non-Profit (Submit IRS Form 501(ci3) [ Disregarded Entity (Submit IRS Form 8832)

For the purposes of section 4A, if you are a: ° Sole Owner
* Professional Corporation, complete 4A1 and 4A2

* Professional Association, complete 4A1 and 4A2

* Limited Liability Company {LLC), including a single member LLC, complete 4A1 and 4A2 L]
. . . [ ]
* Sole proprietorfSole proprietorship, complete 443

NOTE: If you fill out section 4A1, you must also fill out section 4F to reassign your individual benefits to your
private practice.

1. Corporations, Associations and Limited Liability Company (LLC) ° I n d i Cate I eg a I b u S i n eSS n a m e

i your private practice is established as a professional corporation, professional association or limited liability

company, including single member LLCs and you are the sole owner and will bill Medicare through this business d TI N t p p th
entity, complete this section with information about your business entity. a n aS I a ea rS 0 n e
NOTE: If you are filling out section 4A, you do not need to complete a form CMS5-855R to reassign your benefits I RS d m t

a5 a practitioner to your business entity. OCU e n

Legal Business Name 2s Reported to the Internal Revenue Sernce Tax Identiteation Number
Medicare Identification Number (FTAN) (if izswed) NPl (Type 2 = Organization)
I . t
I t |
OMsass (120 12

ational Government
services.
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e iii———————
Section 4: Business Information

SECTION 4: BUSINESS INFORMATION (Continued) [ | A : P ri Vate P ra Cti Ce

2. Final Adverse Legal Action History
Complete this section for your business as reported in section 4A1 above. If you need additional information
regarding what to report, please refer to section 3 of this application.

| ] | ]
NOTE: This section not required for Sole Proprietor/Sole Proprietorships, B l l S I n e S S I n fo rm atl O n

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

w

D YES - continue below

= 2. Final Adverse Legal Action

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

.
NOTE: To satisfy the reporting requirement, section 4A2 must be filled out in its entirety, and all applicable H I t r
attachments must be included.

FINAL ADVERSE LEGAL ACTION DATE ACTION TAKEN BY

8

* Indicate any final adverse legal action
history on the entity identified in this
3. Sole Proprietor/Sole Proprietorship Secti o n

To qualify for this payment arrangement, you:

Mgt viome AN « If no adverse legal action, check “No”

+ Cannot be reassigning all of your Medicare payments, and
+ Must submit a copy of your IRS for CP-575 showing the Legal Business Name (LBN) and EIN, if applicable.

glfyeuwamyour Medlcalre payrnentjtoifepaid underyuurSSl\l. check this box and continue to section 4B. L4 If any’ CheCk “Yes,,, then |iSt details in
Ej::ni:d-li:z!lci:_l?lb:\::rqmatuonbelow Continue to section 4B. SeCtion C2 and attach final adverse
legal action documentation and/or

resolutions

Private

Practice
'*National Government m 37
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e —————
ection 4: Business Information

SECTION 4: BUSINESS INFORMATION (Continued)

2. Final Adverse Legal Action History
Complete this section for your business as reported in section 4A1 above. If you need additional information
regarding what to report, please refer to section 3 of this application.

NOTE: This section not required for Sole Proprietor/Sole Proprietorships,

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

w

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

8

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 4A2 must be filled out in its entirety, and all applicable
attachments must be included.

FINAL ADVERSE LEGAL ACTION DATE ACTION TAKEN BY

3. Sole Proprietor/Sole Proprietorship

To qualify for this payment arrangement, you:

* Must be a sole proprietor;

* You must use either your EIN or 55N for all Medicare payments;

» Cannot be reassigning all of your Medicare payments, and

* Must submit a copy of your IRS for CP-575 showing the Legal Business Name (LBN) and EIN, if applicable.
O if you want your Medicare payments to be paid under your 55N, check this box and continue to section 4B.

O if you are a sole proprietor and you want Medicare payments to be paid under your EIN, please check this
box and fill in the EIN information below. Continue to section 4B.

Employer Identrhication Number (EIN)

M-85 (12ne 1}

ational Government
services.

*N

= A: Private Practice
Business Information

= 3.Sole Proprietor /Sole
Proprietorship

* Select if payments are to be
reported via SSN or EIN

— If EIN, identify number

Private

Practice
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Section 4: Business Information
—— = 4B Practice Location

B. PRACTICE LOCATION INFORMATION

Note: You do not need to complete this section if you are reassigning 100% of your Medicare benefits.

L]
Complete this section for each of your practice locations where you render services to Medicare beneficiaries. I I I fo rI I l a tl O I l
This includes all locations you will disclose on claims forms for reimbursement. If you have and see patients
Jete thi son §

at more than one private practice location or health care facility,

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 | n S ru C I O n S O n OW a n W O
beneficiaries. Your practice location address cannot be a Post Office (P.O.) Box.

If you render services in a hospital, retirement or assisted living community, andfor other health care facilities, . .
furnish the name, address and telephone number for those facilities. Shou Id Com Iete th IS Sectlon
If you only render services in patients” homes (house calls only), you may supply your home address in this

section if you do not hawve a separate office. In section 4E3 explain that this address is for administrative
purposes only and that all services are rendered in patients' homes. You must then also complete section 4E1 as

« Report all practice locations

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 I n CI u d I n g -
CM5-8551 Enrollment Application to the MAC that has jurisdiction for those locations. -

YOU are changing NTormation aDout 3 CUrTently repol Practice [OCation OF a00INg OF removing praciice

I inf ion, chedk th licable box, fi h the effective date, and !l he iate field 1

i:c:;‘.l::eglz;ljnauon chedk the applicable box, fumnish the effective date, and complete the appropriate fields _ Ambulatory Su rgICaI Centers
Ochange OAdd O Remove Effective Date (mmiddiyyyy): .

Fractice Location Name [~ Doing Busines Az~ Name] - H (0153 pltal

Practice Location Street Address Line 1 (Street Name and Namber - NOT 3 F.0. Boxl — Retlrement or ASSISted LIVIng
Practice Location Street Address Line 2 (Suwite, Room, Apt. & etc) CO m m u n ity

Ty Town Tists ThCode < 4
Telephane Number Fax Number (if applicabls) E-mail Address (if applicabie) - S kl I I ed N U rS I n g FaCI I Ity Or Oth e r
i [ [P s Nursing Facility

E your private practie location reported sbove located in 2 _ Other health Care faCIlItIeS

[ Ambutatory Surgical Canter Olerivate Office Setting [ Other Health Care Facility

m] Office for i Use Only  [JRetirement or Assisted Living Community Specifyl: — .. . .

B e et s 5 Tty iy OO s — Administrative Office when

performing house calls, which could
be home address

Private Practice

oM 8ss) (1218 4

ational Government
services.
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Section 4: Business Information
T —_—_— = B: Practice Location

B. PRACTICE LOCATION INFORMATION

Note: You do not need to complete this section if you are reassigning 100% of your Medicare benefits.

L]
Complete this section for each of your practice locations where you render services to Medicare beneficiaries. I l I fo rI I l a tl O n
This includes all locations you will disclose on claims forms for reimbursement. If you have and see patients
at more than one private practice location or health care facility, copy and complete this section for each
location.
All reported practice location addresses must be a specific street address as recorded by the United States

A5 sy oo e g A A A o S g = Copy and Comp|ete section for

beneficiaries. Your practice location address cannot be a Post Office (P.O.) Box.
If you render services in a hospital, retirement or assisted living community, andfor other health care facilities,

. .
furnish the name, address and telephone number for those facilities. each ractlce Iocatlon Where
If you only render services in patients” homes (house calls only), you may supply your home address in this p

section if you do not have a separate office. In section 4E3 explain that this address is for administrative
purposes only and that all services are rendered in patients’ homes. You must then also complete section 4E1 as

.
s, services are rendered
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

CM5-8551 Enroliment Application to the MAC that has jurisdiction for those locations. ] H
If you are changing information about a currently reported practice location or adding or removing practice I S a S a n S

location information, chedk the applicable box, furnish the effective date, and complete the appropriate fields
.

Ochange O Add O Remove Effective Date (mmiddiyyyyh: aSSOCiated

Practice Location Name (~Doing Business A:™ Name]

P R e e T » Indicate if primary practice

Practice Location Street Address Line 2 (Swite, Room, Apt. & etc)

- e location

Telephane Number Fax Number (if applicable) E-mail Address (if applcable)

.
Wicdicare Igentification Namber for |15 this your primary practice location? | Date you ssw or will 502 your fest Megicare patient at ]

this locetion — PTAN (if isued) CJ¥e: [INo this practice kocation (mmiddiyyyy) y y

E your private practis location reported above located in 2

[ Ambulstory Surgicsl Canter Olerivate Office Sesting [ Other Heslth Care Facility effe Ct i Ve d a te

= Add new location, supply date
first saw Medicare patient

O Homes, Office for i Use Only  [Retirement or Assisted Living Community Specityl:
D Hospital Dlskilied Nursing Facility or Other Nursing
[ indian Heaith Services (IHS) or Tribal Facility Facility

-- Private Practice

ational Government
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Section 4: Business Information

SECTION 4: BUSINESS INFORMATION (Continued)

C 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(s) reperted in section 4B, Please note that payments will be made in your name or, if a

business is reported in section 44, payments will be made in the name of the business.

Medicare will issue all routine payments via electronic funds transfer (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, OR,

O Check here if your Remittance Notice/Special Payments should be mailed to your Practice Location Address in
section 4B and skip this section, OR

O Check here if your Remittance Notice/Special Payments should be mailed to your Correspondence Address in
section 2D and skip this section.

If you are reporting a change to your Remittance Notice/Special Payments Mailing Address, check the box
below and furnish the effective date.

O change Effective Date (mmiddiyyyyk

Special Payments Address Line 1 (PO, Box or Street Name and Numb er)

Special Payments Address Line 2 (Suite. Room, Ape. & etc)

GityTown State ZIP Code + &

D. 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 4B 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 a physical address where Medicare beneficiaries’

records are maintained. The records must be your records and not the records of another practitioner., if all

records are stored at the Practice Location reported in section 48, check the box below and skip this section.

[ Records are stored at the Practice Location reported in section 48,

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

O Add O Remove Effective Date (mmiddfyyyy:

1. Paper Storage

Mame of Storage Facility

Storage Facilty Address Line 1 (Street Nome and Number)

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

CrtyTown State ZIP Code + &

2. Electronic Storage

Do you store your patient medical records electronically? Oves Owo
H yes, identify wherethow these records are stored below. This can be a website, URL, in-house software
program, online service, vendor, ete. This must be a site that can be accessed by CMS or its designees if
necessary.

Site where electronic records are stored

oM 8ss (1)

ational Government
services.

*N

= C: Remittance Notices /
Special Payments
Mailing Address

= Check the appropriate
“special payments” box and
follow instructions

= |f change, furnish effective
date and special payment
address

Private

Practice

41

medicare university
Part B



e iii———————
Section 4: Business Information

] ] ]
e ————————— = D: Medicare Beneficiar
C 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(s) reperted in section 4B, Please note that payments will be made in your name or, if a

[}
business is reported in section 44, payments will be made in the name of the business.
Medicare will issue all routine payments via electronic funds transfer (EFT). Since payments will be made

by EFT, the special payments address below should indicate where all other payment information (=.g.,
remittance notices, non-routine special payments) should be sent, OR,

O Check here if your Remittance Notice/Special Payments should be mailed to your Practice Location Address in
section 4B and skip this section, OR re S S
O Check here if your Remittance Notice/Special Payments should be mailed to your Correspondence Address in

section 2D and skip this section.

If you are reporting a change to your Remittance Notice/Special Payments Mailing Address, check the box

oo = Check box if stored at practice

A }
Y¥Yyr

Special Payments Address Line 1 (0. Box or Street Name and Number)

I .
Special Peyments Address Line 2 (Suite. Room, Ape. & etc) O Catl O n
GityTown State ZIP Code + &
= Paper Storage
D. 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 4B complete this section with the name and address of the storage location. This Y Ad d t b P O B X/ D B
includes the records for both current and former Medicare beneficiaries. reSS Ca n n O e - - O ro p OX

Post office boxes and drop boxes are not acceptable as a physical address where Medicare beneficiaries’
records are maintained. The records must be your records and not the records of another practitioner., if all

.
records are stored at the Practice Location reported in section 48, check the box below and skip this section. [ ] E I e Ct ro n I C Sto ra e
[ Records are stored at the Practice Location reported in section 48,

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

DAl emove  hecivs Dae it  Example: EPIC
' = |f add or remove, furnish

Name of Storage Facility

Storage Facilty Address Line 1 (Street Nome and Number)

ST R e o R effective date

Private

CrtyTown State ZIP Code + &

2. Electronic Storage

Do you store your patient medical records electronically? Oves Owo

H yes, identify wherethow these records are stored below. This can be a website, URL, in-house software
program, online service, vendor, etc. This must be a site that can be accessed by CMS or its designees if
necessary.

Site where electronic records are stored

— Practice

ational Government
services.
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Section 4: Business Information

SECTION 4: BUSINESS INFORMATION (Continued)]

E. RENDERING SERVICES IN PATIENTS" HOMES

List the cityftown, county, state, or ZIP code for all locations where you render health care services in patients’
homes o, if previously reported, where you no longer render health care services in patients” homes,

1. Initial Reporting and/or Additions
If you are reporting or adding an entire state, check the box below and specify the state.
Oentire Stateof

If services are only provided in selected cities/towns or counties, provide the locations below. Only list ZIP
codes if you are not servicing the entire cityftown or county.

CITYTOWN COUNTY STATE/TERRITORY IIP CODE

2. Deletions
If you are deleting an entire state, check the box below and specify the state.
O Entire State of

If services are no longer provided in selected citiesftowns or counties, provide the locations below. Only list 2IP
codes if you are not deleting service in the entire cityftown or county.

CITYTOWN COUNTY STATE/TERRITORY IIP CODE

3.C Special Circ
Explain any unique circumstances concerning your practice location(s) or the method by which you render
health care services (e.g., practice on certain days of the week)

services.

'*National Government

o mns) (128 "%

* E: Rendering Services in
Patients’ Homes
= 1. Initial Reporting and/or
Additions

* Indicate entire state or city/town,
county and/or zip codes

= 2. Deletions

» Indicate areas deleting from existing
enrollment
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Section 4: Business Information

SECTION 4: BUSINESS INFORMATION (Continued) | E : Re n d e ri n g S e rVi Ces i n

E. RENDERING SERVICES IN PATIENTS" HOMES

List the cityftown, county, state, or ZIP code for all locations where you render health care services in patients’
homes o, if previously reported, where you no longer render health care services in patients” homes,

o Patients’ Homes

If you are reporting or adding an entire state, check the box below and specify the state.
Oentire Stateof
If services are only provided in selected cities/towns or counties, provide the locations below. Only list ZIP

—— i:l:‘:;::t et enli;;:li:'ll'nown i STATE/TERRITOR I CODE . 3 ' C O m m e n tS/S peCi a I
Circumstances

« Explain any unique circumstances
concerning your practice location or
the method by which you render
health care services (e.g., house
calls only)

2. Deletions
If you are deleting an entire state, check the box below and specify the state.
O Entire State of

If services are no longer provided in selected citiesftowns or counties, provide the locations below. Only list 2IP
codes if you are not deleting service in the entire cityftown or county.

CITYTOWN COUNTY STATE/TERRITORY IIP CODE

3.C Special Circ

[}
Explain any unique circumstances concerning your practice location(s) or the method by which you render
health care services (e.g., practice on certain days of the week)

Practice

(U "%

'*National Government
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Section 4: Business Information
e — = F: Individual

F. INDIVIDUAL REASSIGNMENT/AFFALIATION INFORMATION

Complete this section with information about all entities to whom you will be reassigning any or all of your

] ngn ]
Medicare benefits. For the purposes of this section of this application, an entity is defined as an individual,
private practice, group/dinic, or any organization to which you will reassign your Medicare benefits. e a S S I g n | I I e n I I a I O n
Reassigning benefits means that you are authorizing the entity to bill and receive payment from Medicare for
the services you have rendered at the entity’s practice location. Furnish the requested information about each

entity to which you will reassign your Medicare benefits. In addition, either you or the entity reported in this
section must complete and submit a CM5-855R(s) {Individual Reassignment of Benefits) with this application.

]
If you are the sole owner of a professional corporation, a professional assedation, or a limited liability I l fo rI I l a tl O | l
company, and will bill Medicare through this business entity, you do not need to complete a CMS-B55R that

reassigns your benefits to the business entity.

NOTE: Each new reassignment or termination with an entity requires you to submit a new CM3-B55R. You do

Iljlno;i:te;get;;:gl;nti‘ltrrael:tpdated CMS-8551. Submission of the CMS-B55R will ensure reassignments are properly [ ] C O m p I ete W i t h a | I e n t i ti e S to

2. Name of Entity [Medicare Identiheation Mumber (7 foued] | |National Prowider Identifier .
b Name of Entity Medicars |dentification Number (i issued) | National Provider Identifier W h O m yo u re a S S I g n a n y O r
«. Nams of Entity Medicare [dentification Number (if isswed) | National Provider Identifier | I f M d . b f' t
& Name of Entity [Medicare Identhcation Number (7 fsusd] | |National Prowider Identifier a O yo u r e I Ca re e n e I S
=. Name of Entity Medicare Identification Mumber (i issued)  |National Provider Identifier ° If reaSS i g n i ng a I I be n efi tS
1)

SECTION 5: THIS SECTION INTENTIONALLY LEFT BLANK proceed to SeCtion 1 2

oMs235] (1218 w
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Section 6: Managing Employee Information

SECTION 6: MANAGING EMPLOYEE INFORMATION

This section captures information about your managing employees. A managing employee means an
individual who furnishes operational or managerial services, or who directly or indirectly conducts the day-to-
day operations for your private practice, either as an employee or through some other arrangement.

NOTE: You do not need to complete this section if you are reassigning 100% of your Medicare benefits.

All managing employees at all of your practice locations reported in section 4 must be reported in this section.
If there is more than one managing employee, copy and complete this section as needed.

NOTE: If you completed saction 4 reporting that your private practice is established as a business entity, you
must report at least one managing employee in accordance with Medicare policy for enrolling a business

i

| am the managing employee. Skip to section 8.

A. MANAGING EMPLOYEE IDENTIFYING INFORMATION

If you are changing information about your current managing employee or adding or removing a managing
employee, chack the applicable box, furnish the effective date, and completa the appropriate fields in this

section.
[ Change O Add [0 Remove Effective Date (mm/ddlyyyy): -
Last Name Jr., 5. M.D., etc

First Name |Mlddie Initial

Soclal Security Number Date of Birth (mmiddiyy)

Medicare identification Number (If ssued) INPi (if ssued)

B. FINAL ADVERSE LEGAL ACTION HISTORY

Complete this section for the individual reported in section 6A above. If you need additional information
regarding what to report, please refer to section 3 of this application.
1. Has this individual in section 6A above, under any current or former name, ever had a final adverse legal
action listed in section 2 of this application imposed against him/mer?
[ YES - continue below

1 NO - skip to section 8.

2. I 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.

INOTE: To satisfy the reporting requirement, section 682 must be filled out in its entirety, and all applicable
attachments must be included.

FINAL ADVERSE LEGAL ACTION DATE ACTION TAKEN BY

SECTION 7: THIS SECTION INTENTIONALLY LEFT BLANK

CMS-B551 (12118 ]

ational Government
services.
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= Check the appropriate box if

you are the managing
employee for your Sole
Owned entity or Sole
Proprietorship

= A: Managing Employee

Part B

|dentifying Information

= Complete for each managing
employee from each of your
practice locations

= |f add or remove, furnish effective
date
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Section 6: Managing Employee Information
= B: Final Adverse Legal

This section captures information about your managing employees. A managing employee means an
individual who furnishes operational or managerial services, or who directly or indirectly conducts the day-to-

day operations for your private practice, either as an employee or through some other arrangement. . .

NOTE: You do not need to complete this section if you are reassigning 100% of your Medicare benefits. ‘ I O | I I S O

All managing employees at all of your practice locations reported in section 4 must be reported in this section.

If there i more than one managing employee, copy and complete this section as needed.

NOTE: If you completed section 4 reporting that your private practice is established as a business entity, you

.
must report at least one managing employee in accordance with Medicare policy for enrolling a business ] If n O adve rse Ieg a I aCtI O n
H

entity.
01 am the managing employee. Skip to section 8.

(13 7
A. MANAGING EMPLOYEE IDENTIFYING INFORMATION C h e C k N O

If you are changing information about your current managing employee or adding or removing a managing
employee, check the applicable box, furnish the effective date, and complete the appropriate fields in this

Mo HAl G e = [f any, check “Yes”, then list
First Name lmm e Initial ['_m Name Jr. Se. WD, ete.

S I details in section B2 and attach
e final adverse legal action

B. FINAL ADVERSE LEGAL ACTION HISTORY

.
Complete this section for the individual reported in section 6A abowe. If you need additional information d O C u I I I e n tatl O n a n d /O r

regarding what to report, please refer to section 3 of this application.

1. Has this individual in section 6A abowve, under any current or former name, ever had a final adverse legal

action listed in section 3 of this application imposed against himher? r I t. n
O YES - continue below eso u I O S

O NO - skip to section 8.

2. I 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 682 must be filled out in its entirety, and all applicable
attachments must be included.

FINAL ADVERSE LEGAL ACTION DATE ACTION TAKEN BY

Private

SECTION 7: THIS SECTION INTENTIONALLY LEFT BLANK

Practice
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R EE————————————_——_----
Section 8: Billing Agency Information

SECTION 8: BILLING AGENCY INFORMATION . 1 1
A billing agencyfagent is a company or individual that you contract with to prepare and submit your claims. e C OX I S e C I O n O e S

If you use a billing agency/agent you must complete this saction. Even if you use a billing agency/agent, you
remain respeonsible for the accuracy of the claims submitted on your behalf.

NOTE: You do not need to complete this saction if you are reassigning 100% of your Medicare benefits_ -
Check here if this section does not apply and skip to section 12. l l O a O e rWI S e
If you are changing information about your current billing agency or adding or removing a billing agency )

infermation, check the applicable box, furnish the effective date, and complete the appropriate fields in this
section.

o o st furnish billing agency

BILLING AGENCY NAME AND ADDRESS

Legal Business Name as Reported to the Internal Revenue Service or Individual Name as reported to the Soclal Securlty Administration

[] [}
“If Individual Billing Agent: Date of Birth (mmiddiyyyy) I | lfo rl I Iatl OI I

“Billing Agency Tax kdentification Mumber or Billing Agent Social S2curity Number

[T — = |[f add or remove, furnish
effective date

E-mall Address {If applicable]

“Billing Agency/Agent Address Line 2 (Sulte, Rioom, etc.)

"CrtyiTown

Telephone Number Fax Number (if applicable}

.sscnou 9: THIS SECTION INTENTIONALLY LEFT BLANK . N Ote : E ntltl eS U SI n g a b I I I I n g
SECTION 10: THIS SECTION INTENTIONALLY LEFT BLANK a g e n Cy a re res po n Sl b I e fo r CI a | m S
SECTION 11: THIS SECTION INTENTIONALLY LEFT BLANK SU b m Itted On the I r beh a If
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Section 12: Supporting Documentation Information

SECTION 12: SUPPORTING DOCUMENTATION INFORMATION

This section lists the documents that, if applicable, must be submitted with this completed enrollment
application. If you are enralling for the first time, or reactivating or revalidating your enrollment you must

]
submit applicable documents. When reporting a change of information, only submit documents that applicable .
the change reported. Your designated Medicare Admini ive Contractor (MAC) may request, at any time

during the enrcllment process, documentation to support or validate information reported on this application.
In addition, your designated MAC may also request decuments from you other than those identified in this
section as are necessary to ensure correct billing of Medicare.

]
O Completed Form CM5-855R, Individual Reassignment of Medicare Benefits, if you render services in a d O ‘ l I I I l e I I ta tl O I l
groupfdinic or ather health care organization setting, or for individual practitioners to whom you will be
reassigning benefits.

O Copyls) of all final adverse legal action documentation (e.g., notifications, resolutions, and reinstatement
letters).

O Completed Form CM5-460, Medicare Participating Physician or Supplier Agreement.
MOTE: The CMS-4580 must be submitted for all initial enrollments or reactivations only if you want to be a
Participating Practitioner in Medicare.

O Completed Form CMS-588, Electronic Funds Transfer Authorization Agreement. Include a voided check or
bank letter.

MNOTE: If you currently receive paymenits electronically and are not making a change to your banking
information, the CMS-588 is not required. Physicians and non-physician practitioners who are reassigning
all of their payments to a groupfclinic or other health care organization are not required to submit the
CM5-588.

O H Medicare payments due to you are being sent to a bank {or similar financial institution) where you have
a lending relationship (that is, any type of loan), you must provide a statemient 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.

O Written confirmation from the IRS confirming your Tax Identification Number and Legal Business Mame
provided in section 44 (e.g., IRS form CP-575).

MOTE: This information is needed if the applicant is enrolling their professional corparation, professional
association, or limited liability corporation with this application or enrolling as a sole proprietor using an
Employer Identification Number.

NOTE: Government-owned entities do not need to provide an IRS Form 501(c)(3).

O written confirmation from the IRS if your business is registered as a Limited Liability Company (LLC),
including single member LLCs, confirming your LLC is automatically classified as a Disregarded Entity (e.g.,
IRS Form 8832).

MOTE: A Disregarded Entity is an eligible entity that is not treated as a separate entity from its single owner
for income tax purposes.

O Copy of IRS Determination Letter if you are registered with the IRS as non-profit (e.g., IRS Form 501(c)(3)).
NOTE: Government-owned entities do not need to provide an IRS Form 501(c)(3).

oms-gss1 lnans) E
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Section 13: Contact Person Information
IO T2 CONTAET FESSON BRCRMANON tens = Check the appropriate

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

[} [} [} [ [} [}
O Contact the individual listed in section 2A of this application as the designated contact person.
I Change L[] Add U Remove mecﬁ'ue[)atemmfddﬂym}:_ A — OX I II I IVI ua IS e II I

Furst Name Middle Intial

Last Kame | Jr, Sr, MD., ete.

- section 2Ais the

Contact Person Address Line 2 (Suits, Room, Apt. & etc)

ZIP Code + &

— designated ntact
e — esignatead contac
NOTE: The Contact Person listed in this section will only be authorized to discuss issues concerning this or any

other enrollment application. Your designated MAC will not discuss any other Medicare issues about you with
the above Contact Person,

o ans| (1) n

ational Government
services.
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Section 13: Contact Person Information
TN T ONTACT PR WEORHATON s = Copy and complete

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

O Contact the individual listed in section 2A of this application as the designated contact person.

S section for each contact

First Mame |v-nc = Invual |L.:;\ Rame |r 5., MD.. etc.
Tontact Person Address Line 1 (5tect Wame and Namber] p e rS O n
Contact Per dress Line 2 (Suite, Room, Apt. & etc)
Gty State ZIP Code + 2 .
= |f add or remove, furnish

rrrrrrrr umber Fax Number (f apphcable) E-mail Address Of apphcable] y
NOTE: The Contact Person listed in this section will only be authorized to discuss issues concerning this or any H
other enrcliment application. Your designated MAC will not discuss any other Medicare issues about you with e eC Ive a e
the above Contact Person,

. .
= Contact will be authorized to

discuss issues concerning
enrollment only

= First contact person listed
will receive acknowledge
notice and be notified if any
additional information is
needed by email

51
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L ——————————————————————————
Section 14: Penalties for Falsifying Information

t I I . l \ I - t .
n n
SECTION 14: PENALTIES FOR FALSIFYING INFORMATION ON THIS APPLICATION [ ] EX | a I n S e n a Itl eS fo r
This section explains the penalties for deliberately furnishing false information in this application to gain or

maintain enrollment in the Medicare program.

1. 18 U.5.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 autheorized by the sentencing statute. I n O rm a I O n O n I S
Section 11288(a){1) of the Social Security Act authorizes criminal penalties against any individual wha,

“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 andfor imprisonment for up to five years. u u u

The Civil False Claims Act, 31 U.5.C. § 3729, imposes civil liability, in part, on any person wha, with actual

knowledge, deliberate ignorance or reckless disregard of truth or faksity (a) presents or causes to be

presented to the United States Gowernment 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 o 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 $5,000 and
$10,000 per violation, as adjusted for inflation by the Federal Civil Penalties Inflation Adjustment Act, 28

U.S.C. 2481, 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 e I ‘ a re rO ra I I l
agency...a claim...that the Secretary determines is for a medical or other item or service that the

persan knows or should know:

pa

w

S

a) was not provided as claimed; andior

b} the claim is false or fraudulent.
This provision authorizes a civil monetary penalty of up to $10,000 for each item or service, an assessment
of up to three times the amount claimed, and exdusion 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 executive a scheme or artifice to defraud any health care benefit program, or to obtain, by
means of false or fraudulent pretenses, representations, or promises, any of the money or property owned
by or under the control of any, health care benefit program in connection with the delivery of or payment
for health care benefits, items, or services. Individuals shall be fined or imprisoned up to 10 years or both.
If the violation results in serious bodily injury, an individual will be fined or imprisoned up to 20 years, or
both. If the violation results in death, the individual shall be fined or imprisoned for any term of years or
for life, or both.
The United States Government may assert common law claims such a5 "commen 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.

n

m

~
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e iii———————
Section 15: Certification Statement and

Signature

LY L] (]
SECTION 15: CERTIFICATION STATEMENT AND SIGNATURE . L]
As an individual practitioner, you are the only person who can sign this application. The authority to sign the " I I I
application on your behalf may not be delegated to any other person.

The Certification Statement contains certain standards that must be met for initial and continuous enrollment
in the Medicare program. Review these requirements carefully.

. . .
By signing this Certification Statement, you agree to adhere to all of the requirements listed therein and [ | M e d C a e e e m e tS O d e S
acknowledge that you may be denied entry into or have your billing privileges revoked from the Medicare I r r u I r n r VI r

program if any requirements are not met.

. . .
A CETRCATION STATEMENT must meet and maintain in order
You MUST SIGN AND DATE the certification statement below in order to be enrcolled in the Medicare program.

In doing so, you are attesting to meeting and maintaining the Medicare requirements stated below.

Under the penalty of pesjury, | the undersigned, certify tn the following: H :
1. | have read the contents of this application, and the information contained herein is true, correc, and O I e I Ca re

complete. If | become aware that any information in this application is not true, correct or complete, | agree
to notify my desig d Medicare Admini: ive Contractor of this fact in accordance with the time frames
established in 42 CRR. section 424.516. . . . . .
| authorize the Medicare Administrative Contractor to verify the information contained herein. | agree to .
notify the Medicare Administrative Contractor of any change in practice location, final adverse legal action, y S I g n I n g e O rl I I e I n IVI u a
or any other changes to the informatien in this form in accordance with the timeframes established in
42 CFR. section 424.516. | understand that any change to my status as an individual practitioner may require
the submission of a new application. | understand that any change in the business structure of my private -
Pracn s vyt st 1 o apecation, rovider aarees to adhere to the
3. | have read and understand the Penakties for Fakifying Information, as printed in this application. |

"

d that any delib OMIsSIonN, misrep: wtation, or falsification of any information contained

in this application or contained in any communication supplying information to Medicare, or any deliberate L L}

Seratien of any tox o i sppication, may be punkhable by chminel, il of sdminisative panaities requiremen tS I | Ste d
including, but not limited to, the denial or revocation of Medicare billing privileges, andior 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 organization listed in section 4A 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
U.5.C. section 1320a-7b(b) (section 11288(b) of the Social Security Act) and the Physician Self-Referral Law
(Stark Law), 42 US.C. section 1395nn (section 1877 of the Sodial Security Act)).

MNeither |, nor any managing employee reported in this application, is currently sanctioned, suspended,
debarred or excluded by Medicare or a State Health Care Program (e.g., Medicaid program), or any other
Federal program, or is otherwise prohibited from providing services to Medicare or other federal program
beneficiaries.

| agree that any existing or future overpayment made to me, or to my business a< reported in section 4A, by
the Medicare program, may be recouped by Medicare through the withholding of future payments.

| understand that the Medicare identification number (FTAN) issued to me can only be used by me or by

a Medicare enrolled provider or supplier to whom | have reassigned my benefits under current Medicare
regulations when billing for services rendered by me.

| will not knowingly present or cause to be presented a false or fraudulent claim for payment by Medicare
and will not submit daims with deliberate ignorance or reckless disregard of their truth or falsity.

| further certify that | am the individual practitioner who is applying for Medicare billing privileges and the
signature below is my signature.

B. SIGNATURE AND DATE
First Name [Print} Niddle Iniial ‘Lmhhme [Print) I 5r. MD_ et

¥

-

w

o

~

™

o

Practitioner Signature (First, Middle, Last Name, Jr. Sr. MO, =tc) Date Signed (mmidayyyyl

In order to process this application it MUST be signed and dated.
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e iii———————
Section 15: Certification Statement and

Signature

SECTION 15: CERTIFICATION STATEMENT AND SIGNATURE

[

IS

=

Lad

m

]

w

As an individual practitioner, you are the only person who can sign this application. The authority to sign the

pplication on your behalf may not be delegated to any other person.

The Certification Statement contains certain standards that must be met for initial and continuous enroliment
in the Medicare program. Review these requirements carefully.

By signing this Certification Statement, you agree to adhere to all of the requirements listed therein and
acknowledge that you may be denied entry into or have your billing privileges revoked from the Medicare
program if any requirements are not met.

A. CERTIFICATION STATEMENT

You MUST SIGN AND DATE the certification statement below in order to be enrclled in the Medicare program.
In doing so, you are attesting to meeting and r ing the Medicare r i stated below.

Under the penalty of perjury, L the undersigned, certify to the following:

1. | have read the contents of this application, and the information contained herein is true, correct, and

complete. If | become aware that any information in this application is not true, correct or complete, | agree
to notify my designated Medicare Administrative Contractor of this fact in accordance with the time frames
established in 42 CFR. section 424 516,

. | authorize the Medicare Administrative Contractor to verify the information contained herein. | agree to

notify the Medicare Administrative Contractor of any change in practice location, final adverse legal action,
or any other changes to the information in this form in accordance with the timeframes established in
42 CFR. section 424.516. | understand that any change to my status as an individual practitioner may require
the submission of a new application. | understand that any change in the business structure of my private
practice may require the submission of a new application.
. | have read and understand the Penalties for Falsifying Information, as printed in this application. |
d d that any delib omission, Mmisrep tation, or falsification of any information contained
in this application or contained in any communication supplying information to Medicare, or any deliberate
alteration of any text on this application, may be punishable by criminal, civil, or administrative penalties
including, but not limited to, the denial or revocation of Medicare billing privileges, and/or the impesition 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 organization listed in section 4A 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
US.C. section 1320a-7b(b) (section 11288(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)).
Neither |, nor any managing employee reported in this application, is currently sanctioned, suspended,
debarred or excluded by Medicare or a State Health Care Program (e.g. Medicaid program), or any other
Federal program, or is otherwise prohibited from providing services to Medicare or other federsl program
beneficiaries.
| agree that any existing or future overpayment made to me, or to my business as reported in section 44, by
the Medicare program, may be recouped by Medicare through the withholding of future payments.
. | understand that the Medicare identification number (PTAN) issued to me can only be used by me or by
a Medicare enrolled provider or supplier to whom | have reassigned my benefits under current Medicare
regulations when billing for services rendered by me.
1 will not knowingly present or cause to be presented a false or fraudulent claim for payment by Medicare
and will not submit daims with deliberate ignorance or reckless disregard of their truth or falsity.
| further certify that | am the individual practitioner who is applying for Medicare billing privileges and the
signature below is my signature.

SIGNATURE AND DATE

Farst Name (Print] |Tn';dd|e Tniial ‘Lm Name Print) Ir, 5r, MD., et

Practitioner Signature (First. Middle, Last Name. Jr. 5r. M.D., etc)

Dite Signed (mmiddiyd

In order to process this application it MUST be signed and dated.
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Signed only by the Individual
provider

Must be original signature
in ink

Stamped signatures are not
acceptable
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DEFARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

MEDICARE SUPPLIER ENROLLMENT APPLICATION PRIVACY ACT STATEMENT

The Authority for malntenance of the system s given under provislons of sectlons 1102(a) (Title 42 US.C. 1302(a)), 1128
{42 US.C13202-7), 1814(=)) (42 U.5.C. 1395f(a){1), 1B15(a) (42 U.5.C 1395g{a)), 1833(e) (42 U.5.C. 1395103)), 1871 {42
U.5.C_ 1395hh), and 1886(dM5)(F), (42 U.5.C. 1395ww{dW5){F} of the Soclal Security Act; 1842(r) (42 U.5.C. 1395uir)); section
1124(a}(1) (42 US5.C 1320=-3(z}1), and 11244 (42 U.5.C. 1320a-3a), sectlon 4313, as amended, of the BBA of 1987; and
sectlon 31007100 (31 U.E.C 7701) of the DCIA (Pub. L 104-134), as amended.

The Informatlon collected here will be entered Into the Provider Enroliment, Chaln and Ownership System (PECOS).

PECOS will collect information provided by an applicant related to ientity, qualifications, practice locations, ownership,
billing agency information, reassignment of benefits, electronkc funds transfer, the NPl and related organlzations. PECOS
will alzo maintain iInformation on business ownears, chain home offices and provider/chain assoclations, managing'
diracting employees, partners, authorized and delegated officlals, supervizing physicians of the supplier, ambulance
wehicle Information, andfor Imterprating physiclans and related techniclans. This system of records will contaln the names,
soclal security numbers (S5N), date of birth (DOB), and employer identification numbers (EIN) and NPI's for ezch disclosing
entlty, cwmners with 5 percent or more ownership or control interest, as well as managingfdirecting employess. Managing/
directing employees Include general manager, business managers, administrators, directors, and other Individuals who
axercise operational or managerial control owver the provider’ supplier. The systam will also contain Madicare dentification
numbers (Le., CCM, PTAN and the MP), demographic data, professlonal data, past and presant history as well as
information regarding any adverse legal actions such as exclusions, sanctions, and felonious behavior.

The Privacy Act permits CM5 to discloss Information without an Individuals consent If the Information s to be used for
a purpaose that ks compatible with the purpase(s) for which the iInformation was collected. Any sisch disclosure of data
5 known a3 2 “routine use.” The CM3 will only release PECOS information that can be associatad with an individual

as prowlded for under Section Il "Proposad Routine Use Disclosures of Data in the System.” Both Identiflable and non-
wentiflable data may be disclosed wnder 3 routing use. CMS will only collect the minimum personal data nacessary to
achieve the purpose of PECOS. Below 1s an ahbrevlated s»ummar:.I of the six routine usss. Tu wiew the routine uses In
thelren‘tlretygntu o o OIS 3 atlsti G ) ata-a a

1. To support CMS contractors, consultants, or grantees, who have been engaged by CM5 to assist in the performance of
a sarvice related to this collection and whao need to have access to the records in order to parform the activity.
2. To assist another Federal or state agency, agency of & state government or its fiscal agent to:
a. Contribute to the acouracy of CM5's proper payment of Medicare banefits,
b. Enable such agency to administer a Federal health benefits program that implemeants a health benefits program
funded In whole or In part with federal funds, andfor
c.Evaluate and monitor the quality of home health care and contribute to the accuracy of health Insurance
operations.
3. To assist an individual or organization for research, evaluation or epldemiclogical projects related to the preventlon of
disease or disability, or the restoration or maintenance of health, and for payment related projects.
4. To support the Department of Justice (DOJ), court or edjudicatory body when:
a. The agency or any component thereof, or
b. Any employes of the agency In his or her official capacity, or
c.finy employee of the agency In his or her individual capacity where the DOJ has agreed to represent the employes,

or
d. The United 5tates Government, Is & party to litigation and that the use of such records by the DO, court or
adjudicatory body Is compatible with the purpose for which CM5 collected the records.
5. To assst a OMS contractor that assksts In the adminkstration of a OMS administered health benefits program, or to
combat fraud, waste, or abuse In such program.
6. To assst another Federal agency to Investigate potentlal fraud, waste, or abuse In, a health benefits program funded
In whale or In part by Federal funds.
The applicant should be aware that the Computer Matching and Privacy Protection Act of 1988 (RL. 100-503) amended
the Privacy Act, 5 US.C. saction 552a, to permit the government to verify Information through computer matching.

PRA Disclosure Statement

Arcording to the Paperwork Reduction Act of 1935, no persons are required to respond to a collection of information unless it displays
= valid OME control number. The valid OME contral number for this information collection is 0938-1355 (Expires 1232021). The time
required to complets this information collection is estimated to awerage 0.5 — 3 hours per responss, including the time to review
instructions, search existing data resources, gather the dats nesded, and complet= and review the information collection. F you have
comments concerning the accuracy of the time estimate{s) or suggestions for improving this form, please write to:

M3, 7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.

****CM5 Disclosur="*"* Please do not send applications, claims, payments, medical records or any decuments containing sensitive:
information to the PRA Reports Oearance Office. Pleass note that any correspondence not pertaining to the information collection
I:lldelluppﬂw:dunderlinmhdmkmhdmnhrﬁhdmﬂuhﬂnﬂmbemmhmdeiwmlpu
have questions or concemns regarding whers to submit your documents, please visit hit Y T /] ;)
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* 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 147C or other written IRS document with
legal business name and TIN or EIN confirmation

= National certification

» Final adverse legal action documentation and resolution

'*National Government

services.
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»= Contact person on application will receive by
emall

= Acknowledgement Notice
« Add to safe sender list

— NGS-PE-Communications@anthem.com
= Development requests for additional information
» Respond within 30 days

» Response letter

» Deactivation for incomplete/no response to development request
* Approval

(*National Government

services.
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Check Application Status

= Go to our website > Resources > Tools &
Calculators > Check Provider Enrolliment
Application Status

> 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).

Case Number / Web Tracker Id

TIN (last five digits)

(*National Government

services.
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https://www.ngsmedicare.com/NGS_LandingPage/
https://www.ngsmedicare.com/web/ngs/check-provider-enrollment-application-status?lob=96664&state=97178&region=93623

Check Application Status
* VR system

= Our website > Resources > Contact Us > Interactive Voice
Response System

* [VR will request following information after selecting
Provider Enroliment

« Case number/web tracker ID; or

* National Provider Identifier (NPI) and Tax Identification Number
(TIN of group) or Social Security Number (SSN of individual)

'*National Government
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medicare university

62

Part B


https://www.ngsmedicare.com/NGS_LandingPage/
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NGSMedicare.com

HOME EDUCATION - RESDURCES v \ EVENTS ENROLLMENT

VIEW ALL RESOURCES

Claims and Appeals
Cost Reports

EDI Solutions

Forms

Medicare Compliance

Overpayments

=7

Tools & Calculators

Contact Us

EDI Enrcllment

Fee Schedules and Pricers

Medical Policies

MGSConnex

Production Alerts

Mailing Addresses

For ADRs, claims, EDI, FOIA, medical policy,

enraliment, or other iInguiries

(*National Government
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https://www.ngsmedicare.com/NGS_LandingPage/

= Prevent Revalidation Processing Delays

= Supporting Documentation Required for
Enrollment Revalidations

'*National Government
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https://www.ngsmedicare.com/web/ngs/hot-topics2?selectedArticleId=463556&lob=96664&state=97178&region=93623
https://www.ngsmedicare.com/web/ngs/helpful-tips?selectedArticleId=616645&lob=96664&state=97178&region=93623

* Follow-up email

= Attendees will be provided a Medicare University
Course Code

= Questions?

We're on Twitter! (ff

@NGSMedicare

Follow us

(*National Government
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https://www.twitter.com/ngsmedicare
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