Indiana Health Coverage Programs

ROUP MEMBER
PPL

ENROLLMENT
ICATION INSTRUCTIONS

(FOR INDIVIDUAL PRACTITIONERS RENDERING SERVICES AS A MEMBER OF A GROUP)
Please Read Carefully

Dear Group Provider,

On behalf of EDS and the Office of Medicaid Policy and Planning, thank you for your interest in enrolling a practitioner as a

new member of your group in the Indiana Health Coverage Programs (IHCP).

This application must be used only for enrolling a practitioner who has never previously enrolled in the IHCP. Y ou must use

the Group Member Update form to add a previously enrolled practitioner to your group location.

Enclosed are instructions and an application for the enrollment of a group member (also called rendering provider) as an

IHCP provider. Please refer to the instructions when completing the application.

When should the Group Member Enrollment Application be used?

A Group Member Enrollment Application must be used when all of the following statements regarding the practice apply.

» The practice has two or more practitioners practicing under asingle tax identification number

» The practice has an IHCP group provider number or is submitting the Group Member Enrollment Application along with
aBilling Provider Enrollment Application for a group provider number

» The practitioner being enrolled as a member of your group has never previously enrolled in the IHCP

Note: Complete a separate application for each group member being enrolled.

Completing the Application

Please carefully read the instructions prior to completing the application. The instructions are numbered to correspond with
the field number on the application. You must complete the entire application and enclose all requested attachments
before sending the application to the IHCP Provider Enrollment. Incomplete applications will be returned to the provider and
will delay enrollment.

Group Provider Information

1. Enter your group (also called “billing”) provider number. If your group has not yet been assigned a provider number, this
field may be left blank and your Group Member Enrollment Application(s) must be sent with a Billing Provider Enrollment
Application.

Note: If you are waiting for confirmation of a billing provider enrollment application previously sent to
Provider Enrollment, do not submit the Group Member Enrollment Application until you have received
your confirmation letter and group billing provider number.

2. Enter the federal Taxpayer |dentification Number (TIN) of the group in the Group Tax ID field.

3. Enter the Doing Business As (DBA) name of your group in the Provider Name field. (Note that if a business uses a name
other than its legal name, the DBA name must be on file with the Secretary of State.)

4. Enter a contact name for questions regarding this application.
5. Enter the telephone number for the contact listed in item 4.

6. Enter areturn address for the group where the application should be sent if additional information is required for
enrollment in the IHCP.

Group Member Information
7. Enter the Socia Security Number of the group member (practitioner).
8. Enter the first name of the group member.
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9.
10.
11.

12.

13.

14.

Enter the middleinitial of the group member.
Enter the last name of the group member.

Enter the Universal Provider Identification Number (UPIN) for the group member, if applicable. 1f not applicable,
please write N/A in thisfield.

Enter the Federal Drug Enforcement Agency Certificate number for the group member. A copy of the certificate must be
attached to the application.

Enter all appropriate licensing information for each state in which the group member will render services for IHCP
members. A copy of each license must be attached to the application.

Please refer to Attachment A and list the specialty number(s) in this field that best describes the group member’s area(s)
of expertise. The primary specialty is listed first with additional specialties listed under the primary.

Service Location Links

15.

16.
17.

18.

19.

Enter the alpha suffix for each group service location where this group member will be rendering services. The alpha
suffix is the alpha character that follows the nine-digit provider number used in field 33 on the HCFA-1500 form. For
example, if you place 303030330B in field 33 of the HCFA-1500 form, then 303030330 is the provider number and B is
the service location alpha suffix.

Enter the state in which the service location specified in field 15 is located.

Enter the group member Medicare number that corresponds to the performing (rendering) Medicare number for the
group. This number should be a six-digit number that matches the group’ s Medicare number followed by one or more
alphacharacters. You must attach the Medicare number assignment letter to this application or a copy of aremittance
advice notice from Medicare with the correct Medicare number for the rendering provider, or a copy of aremittance
advice notice from Medicare with the correct Medicare number for the rendering provider. Billing Medicare numbers
will not be added to group member provider numbers.

Please refer to attachment A and list the specialty number in thisfield that will be the primary specialty practiced by the
group member at the service location specified in field 15.

For the service location specified in field 15, enter the effective date of participation for the group member.

Note: Please complete numbers 15-19 for each location where the group member renders services.

20.

21.

22.
23.

24,
25.
26.
27.
28.

29.

The 590 Program is a State medical assistance program providing reimbursement for medically necessary covered
medical services provided off site to individuals who reside in State institutions. Check the box labeled yes if you wish to
participate in this program.

The group member, rendering practitioner, must sign the application certifying that your group is authorized to bill for
the services rendered by the group member. An original signature is required for enrollment.

Enter the date the group member signs the application in thisfield.

Print the name of the authorized officer of the group provider entity who is certifying the relationship between the group
and the group member.

Print the title of the officer listed in field 23.

Enter the e-mail address of the officer listed in field 23 or amain e-mail address for the group if applicable.
Enter the telephone number of the officer listed in field 23.

Enter afax number for the officer listed in field 23 if applicable.

The officer listed in field 23 must sign the application to certify the relationship between the group and the group
member. An original signature is required for enrollment.

Enter the date the application is signed by the officer listed in field 23.
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Medicaid/Children’s Health Insurance Program Provider Agreement

The group member and the authorized officer of the group must both sign the Provider Agreement. Applications received
without the provider agreement signed by the group member being enrolled and the authorized officer of the group will be
returned to the group.

Note: A group member who leaves the group to form a sole proprietorship must contact Provider Enrollment
for a Billing Provider Application to continue participation in the IHCP. The group must notify Provider
Enrollment whenever a group member |eaves the group.

Mailing Instructions
Once you have fully completed the application, signed the provider agreement, and enclosed copies of all required licenses,
forms, and certifications, please send the entire packet to:
EDS—Provider Enrollment
P.O. Box 7263
Indianapolis, IN 46207-7263
Once your enrollment application and agreement have been reviewed, EDS will notify you in writing of the status of your
enrollment. Please alow 15 business days for mailing and processing time.

Questions

Please visit our Web site at www.indianamedicaid.com or contact Customer Assistance at (317) 655-3240 in the Indianapolis
local areaor 1-800-577-1278 with any questions about this application.
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Service Location Links

Note: All group service locations must be | HCP-enrolled locations! If no billing service location is enrolled, please
submit this group member application along with a billing provider application.

Please link the group member to the following group provider service locations of the group billing provider number listed
in field number 1 on this application:

15. Service Location | 16. Service Location | 17. Individual Medicare | 18. Primary Specialty 19. Effective Date
Alpha Suffix State Number

20. Do you wish to participate in the 590 [l Yes [ No
Program?

| certify, under penalty of law, that the information stated in this application is correct and complete to the best of my
knowledge. | amaware that, should an investigation at any time indicate that the information has been falsified, | will be
considered for suspension from the IHCP and/or prosecution for Medicaid fraud. | hereby authorize the Indiana Family
and Social Services Administration to make any necessary verifications of the information provided herein, and further
authorize and request each educational institution, medical/license board, or organization to provide all information that
may be required in connection with my application for participation in the IHCP and the Indiana Children’s Health
Insurance Programs. | further certify that the rendering practitioner number issued to the group member will not be used

as the primary payee for billing purposes.
21. Group Member’s Signature; 22. Date;

23. Group Provider Officer’s Printed Name:

24. Officer's Title:

26. Telephone #: ()

28. Officer's Signature: 29. Date:
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Office of Medicaid Policy and Planning, Office of the Children’s Health Insurance Program

AID/CHILDREN'™S HE
INSURANCE PROGRAM PRO
A GREEMENT

By execution of this Agreement, the undersigned entity (“Provider”) requests enrollment as a provider in the Indiana
Health Coverage Programs. As an enrolled provider in the Indiana Health Coverage Programs, the undersigned entity
agrees to provide Medicaid-covered and Children’s Health Insurance Program (CHIP)-covered services and/or
suppliesto Indiana Medicaid and Indiana CHIP members. As a condition of enrollment, Provider agreesto all of the
following:

1. To comply, on acontinuing basis, with all enrollment regquirements established under rules adopted by the state of
Indiana Family and Social Services Administration (“1FSSA™).

2. To comply with all federal and state statutes and regulations pertaining to the Medicaid Program or CHIP, as they
may be amended from time to time.

3. To meet, on a continuing basis, the state and federal licensure, certification or other regulatory requirements for
Provider’s specialty including all provisions of the state of Indiana Medical Assistance law, state of Indiana
Children’s Health Insurance Program law, or any rule or regulation promulgated pursuant thereto.

4. To notify IFSSA or its agent within ten (10) days of any change in the status of Provider’s license, certification, or
permit to provide its services to the public in the state of Indiana.

5. To provide Medicaid-covered and CHIP-covered services and/or supplies for which federal financial participation is
available for Medicaid and CHIP members pursuant to all applicable federal and state statutes and regulations.

6. To safeguard information about Medicaid and CHIP members including at a minimum;

— a members name, address, and social and economic circumstances,

— b. medical services provided to members;

— ¢. members medical data, including diagnosis and past history of disease or disability;

— d. any information received for verifying members’ income eligibility and amount of medical assistance payments;
— e any information received in connection with the identification of legally liable third party resources.

7. To release information about Medicaid and CHIP members only to the IFSSA or its agent and only when in
connection with:
— a providing services for members; and
— b. conducting or assisting an investigation, prosecution, or civil or criminal proceeding related to the provision of
Medicaid-covered and CHIP-covered services.

8. To maintain awritten contract with all subcontractors which fulfills the requirements that are appropriate to the
service or activity delegated under the subcontract. No subcontract, however, terminates the legal responsibility of
the contractor to the agency to assure that all activities under the contract are carried out.

9. Provider also agrees to notify the IHCP in writing of the name, address, and phone number of any entity acting on
Provider’s behalf for electronic submission of Provider's claims. Provider understands that the State requires 30-
days prior written notice of any changes concerning Provider’s use of entities acting on Provider’s behalf for
electronic submission of Provider’s claims and that such notice shall be provided to the IHCP.

10. To submit claims for services rendered by the Provider or employees of the Provider and not to submit claims for
services rendered by contractors unless the provider is a healthcare facility (such as hospital, ICF-MR, or nursing
home), or a government agency with a contract that meets the requirements described in item 8 of this Agreement.
Healthcare facilities and government agencies may, under circumstances permitted in federal law, subcontract with
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other entities or individuals to provide Medicaid-covered and CHIP-covered services rendered pursuant to this
Agreement.

11. To comply, if ahospital, nursing facility, provider of home health care and personal care services, hospice, or
HMO; with advance directive requirements as required by 42 Code of Federal Regulations, parts 489, subpart I,
and 417.436.

12. To abide by the Indiana Health Coverage Programs Provider Manual, as amended from time to time, aswell as all
provider bulletins and notices. Any amendments to the provider manual, as well as provider bulletins and notices,
communicated to Provider shall be binding upon receipt. Receipt of amendments, bulletins and notices by Provider
shall be presumed when mailed to the billing Provider’ s current “mail to” address on file with IFSSA or itsfiscal
agent.

13. To submit timely billing on Medicaid and CHIP approved claim forms, as outlined in the Indiana Health Coverage
Programs Provider Manual, bulletins, and banner pages, in an amount no greater than Provider’s usual and
customary charge to the general public for the same service.

14. To beindividually responsible and accountable for the completion, accuracy, and validity of all claims filed under
the provider number issued, including claims filed by the Provider, the Provider’ s employees, or the Provider's
agents. Provider understands that the submission of false claims, statements, and documents or the conceal ment of
material fact may be prosecuted under the applicable federal and/or state law.

15. To submit claim(s) for Medicaid or CHIP reimbursement only after first exhausting all other sources of
reimbursement as required by the Indiana Health Coverage Programs Provider Manual, bulletins, and banner
pages.

16. To submit claim(s) for Medicaid or CHIP reimbursement utilizing the appropriate claim forms and codes as
specified in the provider manual, bulletins and notices.

17. To submit claims that can be documented by Provider as being strictly for:

— a medically necessary medical assistance services,

— b. medical assistance services actually provided to the person in whose name the claim is being made; and
— €. compensation that Provider islegally entitled to receive.

18. To accept payment as payment in full the amounts determined by IFSSA or itsfiscal agent, in accordance with
federal and state statutes and regulations as the appropriate payment for Medicaid or CHIP covered services
provided to Medicaid or CHIP members (recipients.) Provider agrees not to bill members, or any member of a
recipient’s family, for any additional charge for Medicaid or CHIP covered services, excluding any co-payment
permitted by law.

19. To refund within fifteen (15) days of receipt, to IFSSA or itsfiscal agent any duplicate or erroneous payment
received.

20. To make repayments to |FSSA or itsfiscal agent, or arrange to have future payments from the Medicaid program
and CHIP withheld, within sixty (60) days of receipt of notice from IFSSA or its fiscal agent that an investigation or
audit has determined that an overpayment to Provider has been made, unless an appeal of the determination is
pending. A hospital licensed under IC 16-21 has one hundred eighty (180) days to repay.

21. To pay interest on overpayments in accordance with 1C 12-15-13-3, IC 12-15-21-3, and 1C 12-15-23-3.

22. To make full reimbursement to IFSSA or its fiscal agent of any federal disallowance incurred by IFSSA when such
disallowance relates to payments previously made to Provider under the Medicaid Program or CHIP.

23. To fully cooperate with federal and state officials and their agents as they conduct periodic inspections, reviews and
audits.

24. To make available upon demand by federal and state officials and their agents all records and information necessary
to assure the appropriateness of Medicaid and CHIP payments made to Provider, to assure the proper administration
of the Medicaid Program and CHIP, and to assure Provider’s compliance with all applicable statutes and
regulations. Such records and information are specified in 405 IAC 1-5 and in the Indiana Health Coverage
Programs Provider Manual, and shall include, without being limited to, the following:

— a medical records as specified by Section 1902(a)(27) of Title XIX of the Social Security Act, and any

amendments thereto;
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30.

31.

32.

33.

b. records of all treatments, drugs and services for which vendor payments have been made, or are to be made
under the Title XIX or Title XXI Program, including the authority for and the date of administration of such
treatment, drugs or services;

c. any records determined by IFSSA or its representative to be necessary to fully disclose and document the extent
of services provided to individuals receiving assistance under the provisions of the Indiana Medicaid program or
Indiana CHIP,

d. documentation in each patient’s record that will enable the IFSSA or its agent to verify that each chargeis due
and proper;

e. financial records maintained in the standard, specified form;

f. al other records as may be found necessary by the IFSSA or its agent in determining compliance with any
federal or state law, rule, or regulation promulgated by the United States Department of Health and Human
Services or by the IFSSA.

. To cease any conduct that IFSSA or its representative deems to be abusive of the Medicaid program or CHIP.
. To promptly correct deficiencies in Provider’s operations upon request by IFSSA or its fiscal agent.
. Tofileall appeal requests within the time limits listed below. Appeal requests must state facts demonstrating that:

a. the petitioner is a person to whom the order is specifically directed;
b. the petitioner is aggrieved or adversely affected by the order;
c. the petitioner is entitled to review under the law.

. Provider must file a statement of issues within the time limits listed below, setting out in detail ;

a. the specific findings, actions, or determinations of IFSSA from which Provider is appealing;
b. with respect to each finding, action or determination, all statutes or rules supporting Provider’s contentions of
error.

. Time limitsfor filing an appeal and the statement of issues are as follows:;

a. A hospital licensed under 1C16-21 must file an appeal of any of the following actions within one hundred eighty
(180) days of receipt of IFSSA’s determination;

(1) A notice of program reimbursement or equivalent determination regarding reimbursement or a year end cost
settlement.

(2) A natice of overpayment.

(3)The statement if issues must be filed with the request for appeal.

b. Other providers must file an appeal of determination that an overpayment has occurred within 60 days of receipt
of IFSSA’s determination. The statement of issues must be filed within 60 days of receipt of IFSSA’s
determination.

c. All appeals of actions not described in (a) or (b) must be filed within 15 days of receipt of IFSSA’s
determination. The statement of issues must be filed within 45 days of receipt of IFSSA’s determination.

To cooperate with IFSSA or its agent in the application of utilization controls as provided in federal and state
statutes and regulations as they may be amended from time to time.

To comply with civil rights requirements as mandated by federal and state statutes and regulation by ensuring that
no person shall, on the basis of race, color, national origin, ancestry, disability, age, sex or religion, be excluded
from participation in, be denied the benefits of, or be otherwise subject to discrimination in the provision of a
Medicaid-covered or CHIP-covered service.

To comply with 42 Code of Federal Regulations, part 455, subpart B pertaining to the disclosure of information
concerning the ownership and control of the provider, certain business transactions, and information concerning
persons convicted of crimes. Said compliance will include, but is not limited to, giving written notice to IFSSA, or
its fiscal agent, at least sixty (60) days before making a change in any of the following: Name (legal name, DBA
name, or name as registered with the Secretary of State), address (service location, “pay to,” “mail to,”,or home
office), federal tax identification number(s), or change in the Provider’ s direct or indirect ownership interest or
controlling interest. Pursuant to 42 Code of Federal Regulations, part 455.104(c), OMPP must terminate an existing
provider agreement if a provider fails to disclose ownership or control information as required by federal law.

To furnish to IFSSA or its agent, as a prerequisite to the effectiveness of this Agreement, the information and
documents set out in Schedules A through D to this Agreement, which are incorporated here by reference, and to
update this information as it may be necessary.

34. That subject to item 32, this Agreement shall be effective as of the date set out in the provider notification letter.
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35. That this Agreement may be terminated as follows:
— a By IFSSA or itsfiscal agent for Provider’s breach of any provision of this Agreement as determined by IFSSA;
or
— b. By IFSSA or itsfiscal agent, or by Provider, upon 60 days written notice.

36. That this Agreement has not been altered, and upon execution, supersedes and replaces any provider agreement
previously executed by the Provider.

THE UNDERSIGNED, BEING THE PROVIDER OR HAVING THE SPECIFIC AUTHORITY
TO BIND THE PROVIDER TO THE TERMS OF THISAGREEMENT, AND HAVING READ
THISAGREEMENT AND UNDERSTANDING IT IN ITSENTIRETY, HEREBY AGREES,
ON BEHALF OF THE PROVIDER AS A BUSINESSENTITY, TO ABIDE BY AND COMPLY
WITH ALL THE STIPULATIONS, CONDITIONS, AND TERMS SET FORTH HEREIN.

THE UNDERSIGNED ACKNOWLEDGES THAT THE COMMISSION OF ANY MEDICAID
OR CHIP RELATED OFFENSE AS SET OUT IN 42 USC 1320a-7b MAY BE PUNISHABLE
BY A FINE OF UP TO $25,000 OR IMPRISONMENT OF UP TO FIVE YEARS OR BOTH.

Provider-Authorized Signature — All Schedules
Theowner or an authorized officer of the business entity must complete this section.

| certify, under penalty of law, that the information stated in Schedules A, B, C.1, and C.2 is correct and complete to the
best of my knowledge. | am aware that, should an investigation at any time indicate that the information has been
falsified, | may be considered for suspension from the program and/or prosecution for Medicaid Fraud. | hereby
authorize the Indiana Family and Socia Services Administration to make any necessary verifications of the information
provided herein, and further authorize and request each education institution, medical/license board or organization to
provide all information that may be required in connection with my application for participation in the Indiana Health
Coverage Programs and the Indiana Children’ s Health Insurance Programs.

Provider DBA Name Tax 1D
Officer Name Title
Signature Date
Telephone Number

NOTE: Failure to complete this section will result in EDS returning the application for incomplete information.

Group Member Authorized Signature

Providersbeing enrolled asa group must complete this section.

Group Member’s Signature Date

Provider Entity Name (Doing Business As)
Name of Authorized Representative (printed)

(Must be an authorized officer, owner, or partner)

Signature Date

Title Telephone Number
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Indiana Health Coverage Programs

GROUP MEMBER E
APPLICATION - A

(FOR INDIVIDUAL PRACTIONERS RENDERING SERVICES AS A MEMBER OF A GROUP)

Provider Specialty List

Please review the list and identify the specialties that best describe your practice. Record the three-digit number assigned to
the specialties in the space provided on the application.

Provider Type Provider Specialty
09 Advanced Practice Nurse 090 Pediatric Nurse Practitioner
091 Obstetric Nurse Practitioner
092 Family Nurse Practitioner
093 Nurse Practitioner (Other)

094 Certified Registered Nurse Anesthetist (CRNA)
095 Certified Nurse Midwife

11 Mental Health Provider 114 Health Service Provider in Psychology (HSPP)
14 Podiatrist 140 Podiatrist
15 Chiropractor 150 Chiropractor
16 Nurse 160 Registered Nurse (RN)
162 Registered Nurse Clinical (RNC)
17 Therapist 170 Physical Therapist

171 Occupational Therapist
173 Speech/Hearing Therapist

18 Optometrist 180 Optometrist

19 Optician 190 Optician

20 Audiologist 200 Audiologist

21 Case Manager 210 Care Coordinator for Pregnant Women
211 HIV Case Manager
212 First Steps

27 Dentist 270 Endodontist

271 General Dentistry Practitioner
272 Oral Surgeon

273 Orthodontist
274 Pediatric Dentist
275 Periodontist
277 Prosthesis
(Continued)
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Provider Type

Provider Specialty

31 Physician

310 Allergist

311 Anesthesiol ogist

312 Cardiologist

313 Cardiovascular Surgeon

314 Dermatol ogist

315 Emergency Medicine Practitioner

316 Family Practitioner

317 Gastroenterologist

318 General Practitioner

319 General Surgeon

320 Geriatric Practitioner

321 Hand Surgeon

322 Internist (with Subspecialty)
Subspecialty List:
Adult Critical Care Medicine
Adolescent Medicine

323 Neonatol ogi st

324 Nephrologist

325 Neurological Surgeon

326 Neurologist

327 Nuclear Medicine Practitioner

328 OB/GYN

329 Hematol ogist/Oncol ogi st

330 Ophthalmologist

331 Orthopedic Surgeon

332 Otolaryngologist

333 Pathologist

334 Pediatric Surgeon
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Provider Type

Provider Specialty

31 Physician (Cont.)

335 Pediatrician (with Subspecialty)
Subspecialty List:
Adolescent Medicine
Diagnostic Lab Immunology
Developmental Pediatrics
Medical Toxicology
Neonatal-Perinatal Medicine
Pediatric Allergy
Pediatric Cardiology
Pediatric Critical Care Medicine
Pediatric Dermatology
Pediatric Emergency Medicine
Pediatric Endocrinology
Pediatric Gastroenterology
Pediatric Hematol ogy-Oncology
Pediatric Infectious Diseases
Pediatric Nephrology
Pediatric Neurology
Pediatric Otolaryngology
Physical Medicine & Rehabilitation
Pediatric Pulmonology
Pediatric Rheumatol ogy
Pediatric Sports & Fitness Medicine
Pediatric Urology

336 Physician Medicine & Rehab Practitioner

337 Plastic Surgeon

338 Proctologist

339 Psychiatrist

340 Pulmonary Disease Specialist

341 Radiologist

342 Thoracic Surgeon

343 Urologist

344 General Internist (Without Subspecialty)

345 General Pediatrician (Without Subspecialty)
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Foreign Carpaorations.
Nots: ¥ o
Form W-8 o recuiesl pour
racpuestar’s form i it s substanliely simiar o s
Forn W-2.

What is backup withhclding 7 Persons making
Certain paymemts Lo murst withhold end pay
to the IRS 31% of such payments. under cartain
conditions. This is called "backup withholding.”
Payments that may be subjact to backup
withhodding includa interest, dividands, brokar
and berier exchange Wansactans, rants,
royaltias, wanem pay, and cartain
peymants fram fishing boat operatars. Real
eslate Iramsaclions are not subject ta backup
withholding.

K v the r comact TIN,
mkﬁlﬁ?;reuper uirtmm rﬁca‘tiunyg.-'anl:l raport all
youw texable intarest and dividends on your tax
retmn, payments you receive will not be 5|.l:|JEH::I:
o backup withholding recaena
will be subject to beckup ding if:

1. You do not fumish your TIM ba the
requestar, o

2. You do nat cedily your TIN when required
{see the Part Il insruclions on pege X for
detsils), or

3. The IRS L=lis the raquester that you
fumished an incomect T, or

4. The IRS 1=lis you that you are subject ta
bechup withholding becarse you did not repori
all your mterasl and dividends on 15X redum
ffar reporiable inlerest and dividends onlyh. or

5. You do not cortil tha requaster that you
ara not subject o hac{.q:l withhalding wnder 4

ahowe (far reponsbla inberest and disdend
accounds opened aftar 1883 only).

Cerlan payess end paymends are exempt
fram backup withholding. See tha Fart I

nstructions and the separste Instruchions for
the Requester of Form W-5.

Penalties

Fellure to furnish T IF you fail to fmish your

camack TIM to a raquesber, ara subject btao g

penally of $50 for sach such faikwa u your

faiwa is cua to reasonable cause and nNod W

willful neglact.

Chvil peralty for Telse nformetion with

to withholding. ¥ you meke a fakse statamant

with no reesonabla bases thal rasults n no

beckup withhalding, you ane subject 1o a $500

penaky.

Criminal panalty for falsifying nformabion.

'l.I'."ILI],r fakifyng certifications or affiMmations
I|E||::t ¥ou to criminal penalties. nchuding
for impeisonmant.

Huuae of TINs. If the requester discloses ar

uses TIMs in viodation of Federal law, tha

raquesier may ba subject to civil and crimanal

Penalies.
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Specific Instructions

Name. [l you ara 8n individual, you must

ally anter the nama showm on social
ﬁly’:ard. Howaver, i you hava Eﬁ:rgad
your last nama, for instance, dee to mamage
without informing the Social Sacurity
Administration aof the name change, enter your
first neme, the last name shown on your sodal
saourily card, and your new lasi nama.

IF the account is in joint names, list fest and
then circle the nama of the or entity
whose nmumber you enter in Part 1 of tha form.

Scia proprietor, Entar your indidusl names
85 showm on a:l:ll sociel security card on the

"Mama” line. You may enter your business,
trada, or "doing busiess 65 [DBA}" name on Lhe
"Businass name” line.

Limited iahility company {LLC). Il you ara 8
singla-member LLC (including a farsign LLC with
8 domestic ownar] that is disregarded as an
enlity saparate from ils owmer under Treasry
regulations section 301.7701-3, enter the:
oumer'a name on the "Nema™ Ina. Enler tha
LLC s nama on tha “Busine=s nama* lina.

Ceuticn: A cimaslic amity el has
3 foraign ouwnar [Tt Lsa Bhe Snopisle
Form W-8.

Ouhar evaiifes. Enler your busingss name as
showm on required Faderal tax dooumants on
tha "Hame" Ina. This name should match Lhe
name shown on the charter or other kegal
documend craating tha enlily. ¥ou may enter any
baisingss, rade, o DEA neme on the “Business
name" Bne.

Fart l=Tazxpayer ldantification Numbar [TIN|

Emar your T in the apprmpriata box

If you are a ressdent alisn end you do nat
have and are not itk bo get an 55N,
TIN is your IRS individual texpayer identilication
number (ITIN). Entar iL in the social security
number box. Il you do nol have an ITIM, s2e
How to gal s TIN balow.

If you are a acka propriator end you hawve an
EIN, you mey enler eithar your 55N ar EIN.

Howraver, the IRS prefars thet you use your SSH.

If you ere an LLC that is disregarded as sn
ity separale from its owmer (sea Limitad
compery (LLL) above), and are cwned
b?' an individual, anter your 55N jor “pra-LLC"
EIM, if desired]. Il the awner af a disreqarded
LLC s & corporalion, perinership, ato., enter tha
ownan's EIN.

Note: Sea tha oharl o ths pege fov fuiliar
Clerficalton of neme sad TV comiinations.

How to gal 8 TIN. Il you do nol have a TIN,
HPP? for ane immediataly. To apply for an SSN,

orm 55-5, Applcatian for a Social Security
Card, from your bocal Social E-EEI.I'II:;
Administration office. Get Fonm W-J, Application
For IRS Individual Texpayer ldemtification
MNumbser, to apply for an ITIN or Form 55-4,
Application for Employar identilication Mumber,
to apply for en EIN. You can ?at Fommes V-7 end
55-4 rom tha IRS by calling 1-800-TAX-FORM
[1-800-829-3675) of from the IRS's Intemad Weh
Site at www.irs.go.

If you do not have a TIN, write “Applied For-
im tha space for the TIN, sign and dabe the form,
end gihve it ta Lthe requester. For inlarest and
dividend payments, and cartain payments madse
with respect 1o readily radebla insrumenis,
genaxally you will heve &0 deys ta gel a TIN and
ﬂ:im the reguester bafore you are subject to

tup withholding on peymants. The &0-day
rule does not apply o other types of payments.
You will be subject to backup withholding on all

EDS- ED — Provider Enrollment
P. O. Box 7263
Indianapolis, IN 46207-7263

such peyments until you provide your TIKW ta the
requestar.

Nots: Wiling "Appkad For™ means that you ave
srasdy sopliad for 8 TIN or Bl you ilend o
Baply For oma 5000

Part ll—For U.5. Payess Exempt From Backup
Withholding
Individuals (inchuding sole propristors) are et
exgmpt from badkp withholing. Corporations
are exempt from beckup withhclding for centain
zuch as mteresl and dividends. For
more informalion on axempl peyess, a8 the
saparate Instruclions for the Requaster of
Farm W-8.
¥ you are exempt from bachup withholding,
you should stll complata this fam Lo awoid
possible emonsous beckup withholding. Enter
camacl TIM in Part |, writa "Exempt”™ in
FarL I, and sign and date the farm.

¥ you are a nonresident alien ar a foraign
andity nat subject o backup withholding, give
the requester Lhe appropriets completed Fom
W-a.

FPart Il—Cartification

Ta establish ta the withholding agent that you
are a U.S. , o resident align, sign Form
W-B. You may ba requasted to sign by tha
wilhholding agant even f tens 1, 3, and 5
balow indicale athersise.

Far a j
TIM is
required].

1. Interast, dividend, and barier sxchangs
BCCOWTE :;'anad before 1584 and broker
Bccoums considared Bctive 1863, You
mirst ghve your comect TIN, but you do nat have
1o 5ign the cartification.

2 Intarast, dividend, broker, and herter
mxchange accounts after 1883 and
brokar accounts considarad inactive during
18483, You must sign Lhe certification or backup
wilhholding will epply. IF you are subjecl 1o
baclup withholding and you are merely providing
your comecl TIN Lo tha requester, you must
cross cut itam 2 in the certificatan bafare
signing Lhe form.

1, Real satain tranaactions. You must sign
the cerfification. You may oross oul ibem 2 of the
cerlificalion.

4. Ciher . You mssL give
corect HN.FI:ut you do nol have ?\:\ sgyr?ll;ra
cerificalion unbess you have been nolifizd thal
you have pr\e-.lluusly ghven an incarect TIM.

“CHher paymenis” inchede pa! made in the
course of the requester's bade of busingss for
remis, rowelties, goods [other than bills Ffor
merchandisg), medical and health care seivices
fincluding peymants to corporations), payments

1 & NoneEmp for services, paymenls Lo
cerlain ﬁh;joml crenw mambers and

lisharmen, end gross procesds paid to sttarneys
fincluding peymants ta corporations).

5. Morigage inberast peid hy 3‘[".!,
scquisition or sbandorument of

. cancallation of dabt, quuiﬁad atate

ition program paymaents, IRA or MSA
conributions or distributions, end penaion
distribiions. You musl give your comact TIN,
but you do nol hawve ba sign e cartification.
Privecy Aci Notice
Saclion 6108 of tha Internal Revenua Code
requires you bo give your comecl TIN to persons
wh must file information retrns with te RS 0

&

int account, only e person whose
in Farl | shoud sign jwhen

reporl imtarast, dividends, and certain olher
ncoma paid Lo you, morlgeqe interesl you paid,
the acquisilion or abandonment of sacured
proparty. cancellation of debt, or contributions
you made to an IRA ar MSA. The IRS usas the
manbers for idenlification pur and Lo help
werify the accuracy of your tax rearn. The IRS
may also prowide this information to ta
Dapartment of Justica for il and aiminal
Bagation, and Io citigs, statas, and e Districl of
Colambia to camy out thair Lax laws.

You must pravide your TIN whather or not you
are required ko file B lax nesn. Payers musl
mall withhald 31% of texable intamst,

, and cartain othar payments. 1o a payes
wiva does nol give a TIN to a peyer. Cerlan

panalties may also spply.

What Name and Number To
Give the Requester

For this 1yps of account: | Ghes nanes and 55H of:

1. Inclivichesd The indhickisl
2 Twi i Ham The Acailal crwwrit of L
incidalals. [Joart atvalnt o, N totitaned
ey Twcks, Hre st indivdied
ot e Aczhoalid *
L Cuehteflan Acztoaiil of The mimti *
& titlno (Ukiicatin Gt
br Minars &ct)
A & The ustol The girmiborbiustse =
evne e ot
brul (ranas s
sl Urietten]

The Arailal et ®

The tlanes *

For this 1yps of account: | Ghee nane and EIN of:

The et

Lecpd enty =

The ¢oxparation
The: rparitsien

B Soln profibons i

T. A vaid bust, aabas, o
premettm iy

£ Conmate

B Asociabioh, chs,
ol e, chariabis,
ool o ot e

The pamfenshis
The baoker 4 fettininee

The pubsie stulby

'I.Istriﬂalﬂdrﬂeuummedmepersmm

ona porsat on i font
mmtm a1 SEM, mur.ursm ' HalHber Tt b
Fumiahed.

"Cirtie the rilics's Hewmse s Furib e minee's S5M.

oul et you' (Hollidchesd B, Bl il may sl
ewibes Yol Buediesa: o "DHRUA ™ Mt Yol sichy e either
your S5 or EIN & you have oref

"List frst ancd it ha nstne of the el sk, oekae,

r Skt AHeRL ol iyt Hive TIM o Ehe |
%mmwm@uuuuﬂbﬂuﬁyw

ol deskgnated in e aseourt e

Noie: ¥ no nama fs circlad whan more than one
A Ik fored, tha mymbar wil e consiofared o
b thel of the frst nama ¥sted.
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