UNIVERSITY
PHYSICIANS

BROOKLY N, HNC.

PROVIDER ENROLLMENT SERVICES
ENROLLMENT/PAYOR REQUIRED FORMS CHECKLIST

Provider Name

Physicians are required to complete the Provider Enroliment Database form and sign the additional forms listed as part
of the enroliment process:

Provider Enrollment Database Form

Provider Practice Location Information Form

CAQH Attestation

Blue Cross Blue Shield Practitioner Application Release Form
Emblem/HIP Network Services IPA Participating Practitioner Agreement
Emblem/HIP HMO Certification Regarding Lobbying

Emblem/GHI PPO Participating Practitioner Agreement

Emblem/GHI Provider Certification Regarding Lobbying

ADA Attestation Form

I T T O T Oy

Additional forms will be generated from Provider Enroliment:

Medicare Enrollment and Re-Assignment Forms
Medicaid Enroliment and Certification Statement Forms
Thank you,

Albert Guidice
Provider Enrollment Manager

X X

Person Completinag Check List Initials/Date
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LNIVERSITY
PHYSICIANS

BROOKLYH, INC.

PROVIDER ENRCLILMENT SERVILES
PRACTICE LOCATION INFORMATION

Provider First Name:

Last Wame:

Rrimary Practice Address: UpB T UER DO BOTHO
Cilry/Stezmel/Zip,
Appaintment Phone Nuxnber: ( )}
Office Fax Nureber: ( 3y Contact Person:
OfFice Hours:
Monday: Tuesday: Wednesday:
Thuorsday: Friday: Satarday: Sunday?’
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Secandary Practice Address; UPB T UHB OIBOTHO
City/State/Zip:
Appointmen: Phone Noumber: { b
Offfice Fax Miznber: { 3 Caomntact Person:
Dffiee Houra:r
Monday: Tuzsday: ‘Wednesday:
Thogsday: Friday: Saturday: Sunday:
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Additional Practice Address:

City/Srare/Zip:

Appointment Phowe Number:

Qifice Pax Number: ( 3

Contact Person:

Office Hoarrse
Winnday: Tuesday:
Thursday: Frigay:

AR E R L o G e e KT

Wednesday:

Sammday:

Addltonal Practice Address:

City/Srate/Zip:

Appointment Phone Nurber: (

Office Fax Nambes: { 3

Contact Parsom:

Office Hours:
‘Monday: Tuesday:
Thurscay: Friday:

Wednesday:

Saurday:
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Sunday:
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Standard Authorization, Attestation and Release

{Not for Use for Employment Purposes)

tunderstand and agree that, as past of tha cradonballng application process for participation, membershxp andlor clinicat prm}cgcs {hecelnafler, refetred o as
“Paricipation™} at of with aach healih org di d on ihe "Lisl of Authorized Organizations” that D this Provider Application [heeeinafier,
each heaithcane organization o the “List of Autharized Organizations” is indhiduatty relerred to a5 the 'entsty“}. and any of the Enltbf's affiiated entlties, | am required
lo provide sufficient and accurate information Jor a proper evaluation of my eurfent licensure, rel ne Iraining anclor rap ce, health stews,
charaeier, ethics, and any other eriteria used by the Entity for determining intial and ongoing eligibiilty for Pasticipatan, Each Enmy and its repr%mﬂatwes emplay.
2a35, and sgent{s) acknawledge that the mformatian obtained relating to (he application process will be held confidential 1 me extent permitted by daw.

{ agknawledge that each Enlity hes its owa criteds for acceplance, and | may be accepted or rek by nach indep iy . 1 further ackpnowledge and undesstand
ih.at my cooperation in oblaining information and my consent to the felease of information do not guarantee that any Entity will grant ma alinleal privileges or contragt

wilh me 88 a provider of services, | und that my ppplication for Par 1 with the €atity Is not an application for saploymaent with the Entity and hat
ace of ray applcation by the Eatity will act result in my employment by the Entity,

Authorization of investigation Gonceraing Application for Participation. i authorlze the toﬂowmg individuals inciuding, without limilation. the Bniily, its repsesenia-~
tives, employees, andior dgsignatad ageni(s); th2 Eatity’s affifiated entities and their repe ployees. andlor designated agents: and the Enlity's desianat-
&d professional credantials vedfieation arganizaton {colizetively reterrad 1o as YAgents™, o mvesuga:& mrormamn which inctudes both oral and writlen statements,

recods,. and documents, conceriag my application for Participation. { agres o allow the Enfity andfor its AgEni{s) 10 isspest and copy all records 2ad documents
nxl3ting o such an investialion,

Authorization of Third-Party Sourtes to Release information Concerning Application for Participation. | authorze any third party, including, but rot limited (o,
individuals, agencies, medical graups responsidle for ctedentials verification, corporations, companies, sraployers, forner employars, hospitals, health pians, heaith
maintenance organizations, managed oare organrzatsons taw enforcemem Qr tnceasmg ageacies, insurance companias., educaliona! g otier institudions, mitliay
services, madical igting and the Fedemton of Siate ical Boards, the Natonal Praciioner Dz
BSank, and the Health Care integeily and Proteciion Data Bank 1 refease o he Emity andror 1S Agenlls). infor ir go ise priviagad or confiiential
informalion, concerning my peofessional qualificatons, credentials, elinieal competance, qualily assutance and ytilization dala, charatier, mental congition, physical
condition, alechol or chemical degendency diagnosis and reauneat, ethies, behavior, or any other matier reasonably having a bearing on my qualitizatians for
Farticipatton in, or with, the Enllty, § suthorize my current and past professional liablity carrizr(s) o release my histoty of clgims hat have been made and/or are caf~

rently pending against me. ) spedificatiy waive writlen nolice from any entities and individuals who provide informalion based upon this Authorizalion, Attestation 2
Retessa

Agthorization of Release and Exchange of Disciplinary Information. [ nereby furiher authorize any third pany at which | cumently have Participation or had
Pasticipalion and/or aach third pary's ageats to retease “Oisdiplinary information,” 25 defined befow, to Me Entity and/or R Agent(s). | heraby tuher authorize she
Agent(s) to release Disciplinary Information about any disciplinaty action takens 2gainst me 1o [ts parficipating Entlties at which { have Parficipalion, and as moy be
othenvise required by law. AS used herein, "Disciplinary laformation” means informaton conceming (i) any action tzken by such nealih care organizations, their
deninistm s, of thelr medical or other o revoke, deny, suspend, reslrict. or condition my Padicipation or impose a cormective action plan: {fi) any olher
Jisciplinaty action involving me, inclyding, tut not fimited 10, discipline in the employment comext: of iy my resignation prior 1o the conclusion of any diseiptinary pro-

ceedings or prior 1o the commencement of formal charges, but afer | have knowledge that sueh formal charges wece being {or ane being) contemplated andior were
{or are) in preparation,

Release from Liabifty. | release from all Yabllity and held hammiess gny Entity, 1ts Agent{s), and any other third aarty fof thell gcts perarmed in good f2ith and with-
aut mafice unless such acts am due 10 the gross 5¢ G wlisful act of the Entity, its Ageni(s). or other third pariy in connaction with the gathering,
refease and exchange of, and rel wpon, information used in 8 dance with this Authorization, Alestation and Release, { further agrep not 1o sue any Enlity,
any Ageni(s). or any other tird parly for ihair acls, defamation or 3ny oOther claims based on statements made in goed (a3 and wilhout malice or miscoadudt of such
Enlily, Agent(s) of third parly in cannection with the credantiafling process. "This release shall be in addition 10, and in no way shall fimit, any other agplicable immminic
tigs provided by law for pesr revisw and credentialing achivitios, in this Authofization, A ion and Rel . all references to the Entity. its Agent(s), antdior other
third paay include their respeciive employaes, directors, officers, advisors, counsel, and egents. The Entity or any of its affiliates or agents rewins the right 1o allow
aceess 1o the applicalion information for purposas of 3 credentlaling audit to cust and/or their auditors 16 the extent required in zonnection with an audit of the
credentialing processes and provided that the cusiomer andlor thelr guditor executes an appropriate confidentialily agreemenl, 1 understand and agree that this
Authotizafion. Attestation ang Release is irrevocable {or any period during whith | 247 an zpplicant for Participation 8t an Enlity, 8 member of an Entity's medical or
health care staff, or a paricipafing provider of an Entity. | agree 10 execulo aroher form of cansent if law or regulatioa fiaits the application of this ir ble authori-
zation. 1 understand that oy fallure to promplly provide andther consent may be grounds for lermination or discipline by the Eatity in accordance with the applicable
bylaws, rules, and reguladons., and requiremenzs of me Enﬁxy. or grounds for my terminagon of Parﬁmpat{on at or with the Enlity, | agree that information oblainad in

ace wan thi p. of this Auvtharzation, L and Ret i ot ane will not be 3 voatan of my privacy .

¢ cenity that al infommaiion provised by me in my apphamn i% gurrent, true, correcr, accwate and complole 1o the best of my know%edge and delial, and Is furalshed

in goad faith. | wilt notify the Enlly andor ils Ageatls} within 10 days of any matesial changes 10 e information (including any thang 10 11 ,
insurance, malpractice claims. NELBMIPDS repons. dlscipiine. criminal convi , ) 1 have provided inmy appl.canOn orauthorrzcd 1o be relessed purguantio
e credenualing process. [ undersmnd that corrections o the ficatan ase percmt\ed at any lisve pcior to a det: of Parti tion by the Entily. and must b

submilied oafine or in wriling, 3nd mus! be dated and signad by me (may be a wrillen or 3a slectronic signaturs). | 2cknowledge lhal the Entity will not progass an
application Until hey deem it 1o b& a complele application and that t am responsible o prowide a complete appiication anc to produce adequaie and tmely {nro:nja-
tion for resciving questions that arise o the apphcation srocess, | understand and agree hat any material mi oot or omi 1 in the appli may sonshiute
grounds for wihdraws! of the application from consideration: denfal or revocafion of Participation; andlor & df sion or tion of Par . This
action may be disclosed 1o the Entity andior its Agem(s). { furinar acknowiedge taat! have read and understand the 'orr.gcmg suthorization, Attestation and Release
2nd that | have scgess w the bylows of appli edical siaff organizati a8d agree 10 abide by thase bylaws, rulas and regulatons. { understand and agree that
2 tacsimile or photosopy of this Authorization, Attustaton and Refease shali be a3 effective as the onginal.

Signature Name {peint*

CATS SIGNRD

-
L
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EMPIRE BLUECROSS BLUESHIELD
PRACTITIONER APPLICATION RELEASE FORM
Billing NPI Number:

Provider Number: ‘ CAQH Number: Individual NPT Number:
Last Name: First Name: ) M.L:
Date of Birth: SSN: TIN:
sex: [ Male [] Female Part of a Group? [l Yes [ No
Languages Spoken: E-mail Address:
Primary Office Address:
City: State: 5 ZIP Code: County:
T elephone #: Fax #: Contact Name:
SAMSA Certified Medication Assisted Therapy (MAT) Provider [ ves [ No I NA

I HAVE NO OFFICE HOURS AND RENDER SERVICES ONLY WITHIN AN INPATIENT SETTING (HOSPITALIST) []
I AM A CERTIFIED NURSE MIDWIFE AND HAVE INCLUDED DOCUMENTS VERIFYING MY COLLABERATING PHYSICIAN [[]

APPLYING AS: (pLeASE CHECK) PRIMARY CARE PROVIDER / OB/GYN [] REFERRAL SPECIALIST [ BOTH[]

Board Eligible? [ Yes I No | Date:
Specialty:

Board Certified? | [ Yes [[INo | Date:

Board Eligible? [ Yes [CINo | Date:
Sub-Speciaity:

Board Certified? | [] Yes [ONo | Date:

I hereby certify that the all information indicated herein is true, accurate and complete. Furthermore [ understand that the knowing
submission of any incorrect information may result in the possible disqualification of my application, termination of ry agreement
with Empire BlueCross BlueShield and reporting to any applicable State, Federal or Regulatory agency.

Practitioner Signature: Date:

Please Return this form along with the Contract(s} to:
Empire BlueCross BlueShield,
PO Box 1407-Church Street Station
New York, NY 10008-1407
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AGREEMENT BETWEEN
HIP NETWORK SERVICES IPA, INC,
AND PARTICIPATING PRACTITIONER

HIP Network Services [PA (“HNSIPA™), is pleased 1o contragt with the undersigned Practitioner for the provision of Covered
Services 1o Members. Practitioner and HNSIPA are entering into this Agreement in order for Practitioner to provide services as a
Participating Provider 10 Members according to the terms and conditions of this Agreement, the Plan’s Administrative Guidelines
including but not limited 1o the Plan’s Provider Manual and each Member’s Benefit Program. HNSIPA and Practitioner agree to abidc
by the Quality Improvement, Utilization Managenent and othar applicable rules, policies and procedures of the Plan with whom
HNSIPA contracts to provide services. This Agreement {consisting coliectively of this page, the body of the agreement that follows
and the Prevailing Plan Fee Schedule annexed hereto as Attachment A, plus all other exhibits and other attachments), as weli as the
Administrative Guidelines and Provider Manual, as amended from time to time and published on the Plan’s website, constitutes the
complete and sole contract between the parties regarding the subject matter of the Agreement and, except as otherwise provided
herein, supersedes any and all prior or contemporaneous oral of wriften communications not expressly included in the Agreement.
Subject 10 any necessary regulatory approvals, the effective date of this Agreement is (**Start Date”), contingent
on any necessary Credentialing Committee approval. (For Plan use)

If Practitioner is a professional corporation this Agreement shall apply to each member of such corporation as if each is a party o this
Agreement. in consideration of the mutual covenants and promises stated herein and other good and valuable consideration, and
intending to be legally bound hereby, HNSJPA and Practitioner enter into this Agreement 10 be effective as of the Stant Date,

Practitioner

By (Signature}
Natne (Print) .~ Date

 Organization University Physicians of Brooklyn, Inc.

Address 450 Clarkson Ave.

Brooklyn, NY 11203 i
Telephone License #:
Email © NPlg

; HIP Network Services IPA, Inc.

Date:
Name:

Signature:

315 Plan {D/MCO#: HIP HMO-2011-03
OMC [D#131

HNSIPA/Provider Downstream Agreement Template
Material Changes: 110515



APPENDIX Il

ERTIFICATION REGARDING LOBBYING
The undersigned certifies, to the best of his or her knowledge, that:

1. No Federal appropriated funds have been patd or wiil be paid to any person by or on behalf of the Practitioner for the purpose of
influencing or attempting to influence an officer or employee of any agency, a Member of Congress, an officer or employee of a
Member of Congress in connection with the award of any Federal loan, the entering into any cooperative agreement, or the
exlension, continuation, renewal, amendment, or modification of any Federal contract, grant, loan, or cooperative agreement,

2. Hany funds other than Federal appropriated funds have been paid or will be paid to any person for the purpose of influencing or
atiempting 1o influence an officer or employee of any agency, a Member of Congress in connection with the award of any Federal
contract, the making of any Federal grant, the making of any Federal loan, the entering into any cooperative agreement, or the
extension, continuation, renewal, amendment or modification of this Federal contract, grant, loan, or cooperative agreement, and
the Apreement exceeds $100,000, Practitioner shall complete and submit Standard Form-LLL “Disclosure Form to Reporiing
Lobby,” in accordance with its instructions.

This certification is a material representation of fact upon which reliance was placed when this transaction was made or entered into
submission of this certification is a prerequisite for making or entering into this transaction pursuant to U.S.C. Section 1352. The
failure 1o file the required centification shall subject the violator to a civil penalty of not less than $10,000 and not more than $100,000
for each such failure. ﬁ

Practitioner

: By (Signature)
Name (Print) ‘ Date

Organization University Physicians of Bérooklyn, Inc. ;
Address 450 Clarkson Ave. . E
Brooklyn, NY 11203

Tetephone . State License #:
Email " NPH
-
OMC ID #1315 2 Plan ID/MCO#: HIP HMO-2011-03

HNSIPA/Provider Downstream Agreement Template
Material Changes: 110515



EMBLEMHEALTH ?ARTICIPATINC PRACTITIONER AGREEMENT

Group Health Incorporated and the other EmblemHealth companies listed on the attached addendum, if any, and their affiliated and
successor companies (referred to hereinafier as “EmblemHealth™), is pleased to contract with the undersigned Practitioner
("Practitioner™) for the provision of Covered Services to Members. Practitioner shall render Covered Services to Members according
to the terms and conditions of this Agresment, EmblemHealth’s Administrative Guidelines, Provider Manual and policies and
procedures, and each Member’s Benefit Program listed on Attachment B. Practitioner agrees o abide by the Quality Improvement,
Utilization Management, Claims Submission and other applicable rules, policies and procedures of EmblemHeaslth. This Agreement
(consisting collectively of this page, the body of the agreement that follows, the Prevailing Plan Fee Schedule and terms annexed
hereto as Atiachment A, plus the Addendums and Antachments which are incorporated herein and the Administrative Guidelines, as
they may be amended from time to time and published on the EmblemHealth website, constitutes the complete and sole contract
between the parties regarding the subject mater of the Agreement and, except as otherwise provided herein, supersedes any and all
prior or contemporaneous oral or written communications not expressly included in the Agreement. The Start Date of this Agreement
shall be forty-five (45) days after counter execution of this Agreement by EmblemHealth (*Start Date™), If
Practitioner is a professional corporation this Agreement shall apply to each Member of such corporation as if each is a party 1o this
Agreement. In consideration of the mutual covenants and promises stated herein and other good and valuable consideration and
intending to be legally bound hereby, EmblemHealth and Practitioner enter into this Agreement to be effective as of the Start Date.

Practitioner l

By (Signature)

- Name (Pring) Date

 Organization University Physicians of Brooklyn, Inc.

Address 450 Clarkson Ave.
Brooklyn, NY 11203
Telephone © State License #

Email State of License

NPi# ~ Group NPI #

Group Health lacorporated

Date:
Name:

Signature:

EH-GHI_HIPIC_VHMS (2014) 1
Non-material Changes: 021915
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APPENDIX {1

CERTIFICATION REGARDING LOBBYING

The undersigned certifies, 1o the hest of his or ber knowledge, that:

1. No Federal appropriated funds have been paid or will be paid to any person by or on behalf of the Practitioner for the purpose of
influencing or antemipting to influence an officer or employee of any agency, a Member of Congress, an officer or employee of g
Member of Congress in connection with the award of any Federal loan, the entering into any cooperative agreement, or the
extension, continuation, renewal, amendment, or modification of any Federal contract, grant, loan, or cooperative agreement.

>3

If any funds other than Federal appropriated funds have been paid or will be paid to any person for the purpose of influencing ot
attempting to influence an officer or employee of any agency, a Member of Congress in connection with the award of any Federal
comtract, the making of any Federal grant, the making of any Federal loan, the emering into any cooperative agreement, or the
extension, continualion, renewal, amendment or modification of this Federal contracl, grant, loan, or cooperative agreement, and
the Agreement exceeds $100,000, Practitioner shall complete and submit Standard Fornm-LLL “Disclosure Form to Reporting
Lobby,” in accordance with its instructions. )

This centification is a material representation of fact upon which reliance was placed when this transaction was made or emtered into
submission of this certification is 8 prerequisite for making or entering into this transaction pursuant to U.S.C. Section 1352, The
failure to file the required cenification shall subject the violator to a civil peualty of not less than $10,000 and not more than $100,000
for each such failure. )

Practitioner

: By (Signature)

Name (Priny) Date

Organization University Physicians of Brooklyn, Inc.
| Address 450 Clarkson Ave.

Brooklyn, NY 11203
| Telephone License #:

i Email NPI# ._._J

EH-GHI_HIPIC_VHMS (2014} 2
Norn-material Changes; 021915



Providar Name {print):
Frovider Signature:

The American with Disabilities Act {ADA) Attestation

Date;

Provider Address:
Soecialiy:

4
hew

Dees the office have at least one wheaelchair-accassible path from an entranca 1o an exam
room? Yas No

Examinatian tables and sl equipment are accassible 10 geople with disabifities. Yes No

{fparling is provided, spaees are resarved for peopte with disabilities, pecxesman rRITPS
zt sidewsalks, and dron-offs? Yes No

If perking Is provided, are there an sdeguate number of osriding spaces provided (B feet wide for
acarand 5 foot access aisle}?  Yes No

Total Spaces accessible Spaces

1-25 i
2650 2
51~78 3
76100 &

For a provider with z disability-accessibhie parking space, is there 8 path of ravel rom the

disabllity-accassible parking space 1o the facllity envance that doss not require the sse of
stalrs? Yes NO

o s the path of travel stabie, firm and slip resistant? vYes No
a  Exceptfor aurb cuts, is the path 2t leasr 36 inches wide? Yes MNo

Is there a mathod for persons using wheelchalrs or that require other mobility assistance £o -

enter as freely as everyone elge? Yes Mo
e 15 thst route of trave! safe and accessible for avaryone, including geople with disabifitiest
Yes o

Doeg the mein exterior entrence door used by persons with mobitny disabilities 10 acgess public
sprees maet the following standards:

¢ 3Biinchesclearopaning.  Yes No

o 18 inches of clear wali spsce on the pull side of the door; next %o the handie. Yes Ne

The threshold edge 1s no greater than X% Inch high or if beveled, no greater than % inches
high.vyes No

The doot nandle s no higher than 48 nches high and cea be operated with 3 closed fist. Yas

&

No
Are there ramps 1o permit wheelchair access? Yes No
If ves, complete the following 4 guestions: )
s Are the slopes ofthe rasmp accessible for wheelchzir access? Yes No

L3

Arathe raitings sturdy and high enough for wheelchsir sccess? Yes nNo


http:75-:1.00

& |z the width Detwesn rallings wide snough 1o 2¢commodate 2 wheelehzir? Yes No

<« Arazhe ramps noaslip and free frosa any obstruction [cracks)? ves No

9. if there are stairs &t the mein entrance, Is there also 2 ramyp or Hftor isthers an alternative

accessible entrance? Yes Ney

10. Do any inaccessible entrances have signs indicating the location of the nearest accessible
2atrance? Yes No

12. Can the accessible entrance be used independently and without assistance? Yes No
12. Are doormats ¥ inch high or less with beveled or secured edges? Yes No
13, Are waltng rooms and exam roams accessible 1o people with disabilities? Yes Mo

14, The layout of the interior of the building sllows peopie with diszhilities to obtzin raatecdisls end
services without assistance.Yes No

15. The intedor doors coranly with the criteria set forth above regarding the exxertor door. Yas No

18. The accessible routes to all public spaces In the fachity are 31 inches wide. Yes No

17. There isa 5 foot circle or g T-shaped space for a disabled person using 2 wheelchair to reverse
direction in public areas where seriices are rendared. Yes No

18. Al buttons or othar controls in the haliway a7e no higher than 42 inches. Yes No

18, Elevarors inthe facility meet the following standards:
= There are raised and Braille signs on both door Jambs on every foor. Yas No
The call buttonsin the hallway are not higher than 42 jaches. Yes Mo
The controls inside the cab have raised and Braille lettering. Yes No

o

3

20. Are sign language interpreters and other auxiliary gids end services provided in
approprigte circumstances? Yes No

22, Is the pubtlic Iavatory wheelchair-accessibile? Yes No

22. Wi respect to the public restroom, the accessible route, the extarior door and the intarior srall
doors comply with standards sat Torth above for extarior doors. Yes No

23, There is at least one whesalchalr accessible stall in the public restroom that has an area of at
leas: 5 feet by 5 Teet, clear of the door swing; OR there js at least one stall thatis iess accessible

ut thar provides grezteraccessthan a wpical stall {gither 36 by 69 inches, or 48 by 68 inches).
YesNo

24. Inthe accessible stsil of the public rest room thers zre grab hars behind and on the side wall
nearest the toiiet. Yes No



25. Thers is one lavatory in the gublic restroown that meets the Tollowing standards:

30 inches wide by 48 inches; deep bar space in front.
{A maxirum of 18 inches of the regliirad depth may ha under the lavatary.) Yes No
The lavatary ricd is nd higher than 32 inches. Yes No
Therg is az least 29 inches fram the floor to the bottom of the favatory apron. Yes No
The{aucet can be operatad with 5 closed fist. Yes No

The soap dispenser and hang dryers are within reach 2nd usable with one closed fist.
Yes No

The rnicros is mounted with the bottom edga of the reflecting surface 40 Inches from
the fioor or Inwer. Yes No

0060000

o

i, [First and Last Rames, Title, Provider Name), hereby attest that we are a providerthat hasa
physical site a2t which FIDA Participants might possibly be physically present and thatthe

answers provided are accuraie. Also.l do hereby attest that | hold the awthority to make these
attestztions.

Provider Name {pring)

Date:
Provider Signatuse




