
UNIVERsrrv 
pHYSICIANS 

BROOK..y,..... JNC 

PROVIDER ENROLLMENT SERVICES 

ENROLLMENT/PAYOR REQLlIRED FORMS CHECKLIST 


Provider Name 

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

o Provider Enrollment Database Form 

o Provider Practice Location Information Form 

o CAQH Attestation 

o Blue Cross Blue Shield Practitioner Application Release Form 

o Emblem/HIP Network Services IPA Participating Practitioner Agreement 

o Emblem/HIP HMO Certification Regarding Lobbying 

o Emblem/GHI PPO Participating Practitioner Agreement 

o Emblem/GHI Provider Certification Regarding Lobbying 

o ADA Attestation Form 

Additional forms will be generated from Provider Enrollment: 

Medicare Enrollment and Re-Assignment Forms 
Medicaid Enrollment and Certification Statement Forms 

Thank you, 

Albert Guidice 
Provider Enrollment Manager 

x x 

Person Cornpletinq Check List Initi;;l.ls/Date 



DSUNY UNIVERSITy
OWNSTATE pHYSJCIAi"JS

Meoi";iill Cr;;;.~t(;, t1ROOI{L\'N. INC. 
unl",';ty \tQ.s¢i.at.l)fa{om.~ 

PROVIDERENROLLIVf£NT SERVICES 

PRACTICE LOCATION lNFORM.~T!ON 


Provider First Name; _________ Last Name: 

l?t'im:ary Practice Address: 

Ci'!;yfStG'!'.elZip; 

AppointrnencPhane~unlber:~_________________ 

Office Pax Number: ~c........_________ Camad:?erson: _______________ 


Offic~ Hours: 


Monday: Tuesday; Wednesday: 


Frida;y: Safurday: 

UPB G LlP...B OEom 0 

CityfStatelZip: 

Appoirrrmen1:Phone Number: '--__.J~-..---_____ 


Office Fax N\I!nber: L---):...--______ ContactPerson: ____________ 


Tuesday: Wednesday; 

Fdday~ Sa=da.y: Sundl!.y: ____ 



'DSU~Y 
bWNSTATE 

UNl'VERSITY 
PHYSICIANS 
- HROOl<.LYN.INC. 

Additioual Practice Address: UPB 0 UH.B 0 BOTH 0 

City/State/Zip: 

Appoin!:lIlent E'htme Number: <---.),________ 


Office Fax Nbrnber: <---..),_________ CantactPerscn: ______________ 


Office Be:,,:!'s: 


lWnday: TUesday: Wednesday: 


Th~-rlay: ____ Friday: Sal:Ur6ay: Sunday: ____ 


Addltionru Practice Address: UPB 0 l.JE:B 0 BOTH 0 

City/Sta!efZip: 

Appointmentp,rumeNuro.ber: L-..J.________ 

Office FaxN"ambe!:: '--_--"_________ CoutactPerson: ______________ 

Office Holll"s: 

Tuesday: Wednesday: 

Thursday: ____ Friday: Sa=day: Sl.lnday: ____ 



__ 

Standard Authorization, Attestation and Release 
(Nol for Use lor employmenr Purposes) 

1 unde:rsl:and and agree tht'lt. as {laft of tha- ctadon:UaHng apJlIK:1Uion proe.ess. for partieipatjon~ membership and/or cBnieal privileges !herolnafJer, referred to:as 
''Participatton'').at or ",viti) Gath heaUhcare organ~~tiOl\ mdieatcd On too .IUS} of Authorized Organil;:alions·j thal aecompanie!; this Provrder At)l=31ieation {hereinafter. 
each heaUhc.are organization on the 'IUst of Authorized Qrganlzationsl/1's indMduaUy re(errod to as. the "'ef'tt'ty·~l. and any of the EntitY's 3ff~}atfld cnlWes. 1 am re~uired 
to pn:lIvide suificlentand accurate intorma1ion for a proper eva!uanon ot my eurrent tieen&IJre. relevan~ tratnln9 and/or expenence, clinical c.ompetence I health status. 
cl'laracter, ethics. and any Qther criteria IJsed by the entity lor determining initeai and ongoing eligi.bllity for PadicipatKm. each Entity and its representatives, emp$Oy. 
ees, and cgent(s, act:t10wledge that the tntorma'ion obtained reb~~:((n9 to the appllcaUon process. will be: h~fd con({den'tiaf to me extent p~rmittt?d by 1m'l. 

I QdcnQ\o¥Jedge that each Entity huz, its Q\Nn crireria (or acceptance, and t may be accepted or reiec:ted bY Ouch independently. I fur-her acknowledge and IJnde/stand 
!hat my cooperation in Obtaining infonnation arld my consent to the release o~ information do not guaranlee that any Entity ...'lin gt;Ont me c:linlcal privileges or ~n\rael 
with me a.s a providef of services" I vnder.$tand 1hal my application (or Partfcipation with the entity is not an apPllc",lion ror employment with the Entity and that 
acceptance of rflY appl:cation by tile entfty wi1l 1l0~ result in my emplOyment cy thoa Entity, 

At.lthorizatiof'l of investigation Concern'ng Applieation for Participation. t au\t)otlze the loUowing individualS rnciuding. wilhout iimilaUon. the Et'l1ity. i:.s rep:Eesen~
tives. employees. and/of designated agent(s): Ina: Entity's affiliated enntles and thek representatives. employees~ .and/or de5ig()ated agent$';; and the Enllty"s desigfi2:t
ad professional credentials vetlfleation organiz.,don {coUeelwety ftl(erred 10 as 'f'.A.Qents.~'}. to inve.stigate: iMormali:on. wltiCh lnchJdes both oral and wfiHen sta~rnents. 
recotd~~ and documents. concernfng my application tor partidpation. t a.gree to: allow the Entity and/or its Agc.n!(s) to inspect and copy aU record$ 2nd docum.ents 
relating tosuc::h an !nvesi1:Q:allon. 

Authorization ot Third~Party Sourc.es to Release Iniormat'ion Concerning A.pptleation fot ParUclpation. I au!i10n:te any third pi}rty~ including. bUl nOt ljrnited CO~ 
indi'liduaJS. agencies. medlcat groups. responsinle ror credenHals verification, corporations, companie$~ employers, former employers. hospUalS. health plans. health 
maintenance organizations. managed care organIzations. taw entorcement or lice-nsLng agenc:ies~ insuranca companiQsw educational and OV'l:er institutions. military 
servlces~ mOdicaleredentiafifig aM accred.i1.ation ~eocies. proress'~nal medical societies. the Fe<:lerat1on of State Medical Boards~ the National Practitioner Oata 
Sant\. and ~he Heallh Care Iflwgrity ar.d Protection Data San'R:, to reiea~ to Ule Entity and/or itS Agentls). information. inclUding olhcrwise privlleged or confldentia! 
informatiOn, C<:Incerning my professional quafdic:;,ttons" credenttals. dinfcal compete.nce, quatity .assuronce and utilization data~ charac.1er, rn~ntal t;ondttion. phYSical 
cendltion. a~eohol Or chemica' de?endency diagnosis ar.d treattr.ent. eUi.ie$. b.ehavior, or any other maher reasoflably having a bearing on my quat;(j.ection:s tor 
particip3tlot'l in. or wiih, the EnUty. 1 aUlhor{~e my cUrren, and past pro(essjona~ liabllity carrier{s) to release my h:stocy of claims that have be-en made and/or are cor.. 
rMay pending agarnSt me. 1 specHicany waiVcwritten notice ftom any entities and indivl.dcals. \''Jho provide tnrorrnalion based upon Ihis Authori.~at1on. AttestatiOn 2nd 
I'\eleosa. 

Authorization Of Release and Exchange <ri Oiscip(i'nary Information. [nereby tl.Jnher authorize a,W mird pany at which I currently have Paliicipalron or had 
Pattic::ipation and[or ea{:h third party's. agents to retease: "Oiseiplina..')' InformaUon:' .as defined belOW. to the Entity and/or tts Ag~nt(Sj. t heraby lur1her authOrize :ne 
Agent(s) to releaoo Oiscipli"".-y Irtlormali<.ln about 3ny d\seiplinary action taxe" against me.o Its pariicipal",g Entities al whicn I have Partieipalicn, and as may be 
otherwise required lly lal.V. As used tlerein. "OiscipHn.3ry Inrorr.')at!on" means information concerning It) any action ta~en by Such heaUh ca'~ organizations. their 
adminis.lr.ators, or 1Mlr medical or other committees te revoke. deny. suspend, reslricL' or cot'ldition my panic;palion or impose a corrective action plan: {ii) .any ol.h:er 
4i~ciplina'Y aCllon involving me, lncl"dins. bul not limited to. discipline In ihe employmE1lt <:OIlle.l; or (iIi) my tes~)na(lon pr.or to Ille conclusion of any dlselplins.-y pro· 
ceedblgs or prior to the CQrnmeneement Of formal charges. but alte< I have knOWledge that suelt (ormal chnrges we(e being {or are being)-cotr.templated and/or were 
(or are) in prep.,."lion. 

Release from Llallifity. I rei"..... from all liobm,V and hold harmless any Entity, Its Agen!(S), ond any o!h"r IllJrd party for lhelr ~cts perrormed in gOO<! jaiUl and wIll>
ovt malice unless. suen ads am due 10 the gross negligence Or\'i:'1Ufut misconduct of the Emily. its AgenS{s). Or other lh;rd pariy in connection with the gathering. 
r~ase 800 ex¢hanse or. Zlnd reliance upon, information used \n aecordance \.'in.n this Authorization. AUe$tal!on and Reiease. t further agree not to ~ue any Entity. 
any ~nt(s). or any 01her tbird parly ror Shell' acts, defamation or any other claims based on statements made in good (~th and without maJico or misconduct of such 
E'n~IY,Agenl{.) or l!\ird pal1y in conMction will> the creden~aOng pre<:ess.1l1is release shall be ill addilion 10. and. in no lHay Shall "mit any elher appli.cable imm,,"i· 
~"" prov,ded by law for peer review and credenllaling aelivill<l:$, ioth;s Authori~atlon, Attesta,ion and Rete~se. all rer" .....nces 10 \!Ie En'itY. its Agenl(s), an<!lor Olner 
thiRi pBnv inClude !l)eir respeclNe employees, dlrecIors, officers. advisors, counsel, and agents. Toe Enlity or any or itS a!liliates or 8genls re:;,ins the tight to all ..... 
aco:s.s to the app1i:calion information for purposes ot a cradeniIaling ,audtt to customers and/or t~elr auditors to the eittent required in connection wUh an audit of th.e 
credenUaling PtQcesses and PtOv{ded' that !he eUStomer andlor their ;audlror executes an appropriate eonftdenlialHy agreemetll. 1 understand and agree that this 
Awhori:tafion. Attestation and Release is I,revocable {or ~ny period during whie.h. I am an applicant for Partieipat!on at an Entity. a member of an Entit.y·s medical or 
health C2re staff, or a paMiopaling provide.r of an Eotity. I agree 10 execulO anotber form of consent if law or regulation limits lhi: appHcation ot this irrevOC3ble authOri· 
zation. I understand lhal my railure to prompUy provide aoctller COIlsenl may oe groundS ror termination or d\seipline by the Enlity in ac:cordan;;e ",Ut lhe applicable 
byla",!., r~les, and teQuladOlls. and reqUirements of lhe Entity, or grounds for my ,ermlnanon or PartlCipation at or with (he Enlity. I agree thaI inlormalion oblaln~d in 
ac::o:>rdallt:e wan the pt<JVlstOM;;' of thiS AvU1ariZ'«utQI'J. At1~t.a(iqrt :a'l(:~: ~l'!:t#Zlos.e ito no\ _""rl wi" net be a ..nOlanC/n Qr fny Pl't~e.y. 

t certify Ihal aU iofotn:l3tiof'l provided by me in myappHealion is. currenl. true. COrreCf. accU/ate and comp!ek: to the: 'best or my kOo\"ttedge and belier, and Is furnlshcd 
In gOOd faith. t wilt notify the e.nOty andlo( lLs Agenl{S) \.'ilthin 1Q days of any materIal ehal'.ges 10 ine information (including any -cnanges/ct\auenges 10 1icen~s. OeA, 
~nsurance. malpractice claims. NPOB1H1?OS repons. o's<::ipftne. criminal eonVietions. e\e#) 1 have provided in my applicatiot'l orauthorizCd to be relea:sed pur~utinl '0 
the credenltElri.ng proc~s. I ~nder.$mn:d that corre<;.tiotl:s to' the apP!lca(.iQO are permitted at any lime .odor to a determination 0'1 Participation by the Entity. and must he 
su~miUed online or in wrihng:. and must be dated and sigt'led by me (ma.y be a wntten or an electronrc !".ignatur-c). t acknowledge that the Sntlty win nOt process an 
appUcatton Untll U\ey deem it to.be i) compl~lO app\1cC1tion and Ihat t am (esponsible to provuSe a complete application an;:: to produce adequate ~fl:d timely Cnform~ 
(jon for re:sa1vins qucslions that arise in the applit::ation ~roc::ess, f ul1derstand and agree th-at any material miS3tatemcnt or omission in the: applica.tion may oonstitute 
grounds forwil2'l;araw,sl of !he application: (rom consIderation: denlal Of revocation or Partlcipal~Oll: an(jJQt I.rnmedlale suspel1sion or terl'fllnat'lon of PartrctPotion. This 
acHo" may b~ disclosed 10 Ill'" Entily andlcr its Agel'll($l. I (urlner acknowledge Ulat I have read and understand It•• ror~90in9 Aulhorl~alion. Allestnlion and Release 
and then I have access tel the bylo.w.:;. of applicable m.ediear staff organ.i:z:atiol'is and agree to abkl:<: by these bytaws~ rtlfes flnd reguhuions. 1 uttderstnnd and agr~ that 
a raesimite or photocopy of thIs AU1hortz.ation. Attestation and R~aasc shan be as effective as the or:9jl"\at~ 

Name 

ii 

http:credenltElri.ng
http:Irtlormali<.ln
http:Sourc.es
http:Participatton'').at


EMPIRE BLUECROSS BLlIESHIELD 
PRACTITIONER APPLICATION RELEASE FORM 

Provider Number: 

Last Name: 

Individual NPI Number: 

First Name: iM.L: 

Date of Birth; i SSN: TIN: 

Sex: D Male D Female ! Part of a Group? 0 Yes 0 No 

Languages Spoken: E-mail Address: 

Primary Office Address: 

Telephone #: 

State: ZIP Code: County: 

Fax #: Contact Name: 

SAMSA Certified Medication Assisted Therapv (MAT) Provider 

Please Return this form along with the Contract(s) to: 

Empire BlueCross BlueShield, 


PO Box 1407-Church Street Station 

New York, NY 10008-1407 




AGREEMIilNT BETWEEN 

HIP NEnVORJ<. SERVICES IPA, INC. 

AND PARTICIPATING PRACTITIONER 

HIP Network Services IPA ("HNSIPA
n 

), is pleased to contract with the undersigned Practitioner for the provision of Covered 
Services \0 Members. Practitioner and !-INSI PA are entering into this Agreement in order for Practitioner to provide services as a 
Participaling Provider to Members aceording to the terms and condiLions of this Agreement, (he Plan's Administrative Guidelines 
including but not limited to the Plan's Provider Manual and each Member's Benefit Program. HNSIPA and Practitioner agree to abide 
by the Quality Improvement, Utiliutioll Management and other applicable rules, policies and procedures of the Plan with whom 
HNSIPA contracts to provide services. This Agreement (consisting cOllectively orthis page, the body of the agrcemenl that follows 
and the Prevailing Plan Fee Schedule annexed hereto as Attachment A. plus all other exhibits and other attachments), as well as the 
Administrative Guidelines and Provider Manual, as amended th,m time to lime and published on the Plan's website, constitutes the 
complete and sole contraC1 between the parties regarding the s!Jbject matter of the Agreement and, except as oth!!r:wise provided 
herein, supersedes any and all prior or contemporanoous oral or written communications not expressly included in the Agreement. 
Subjeci 10 any necessary regulatory approvals, the effec!ive date of this Agreement is ("Start f)ate"l, contingent 
on any neccs:;ary Credentialing Committee approval. (For Plan use) 

If Practitioner is a professional corporation this Agreement shall apply to each memb~ of such corporation as if each is a part)' 10 Ihis 
Agrecmem. In consideration of the mutual covenants and promise~ stated herein and other good and valuable consideration. and 
intending to be legally bound here.by, HNS)PA and Practitioner enter into this Agreement to be effeclive as of the Stan Dale. 

ity Physicians of 

Ave. 

Brookl NY 11203 

HIP Network Strvices JP Inc. 

Date: 

Name: 

Signature: 

Date 

yn, Inc. 

Plan IDIMCO#: HIP HMO-20l1-03 OMC IDII1315 
HNSIPA/Provider Downstream Agreement Template 
Material Changes: 110515 



APPENDIX II 

~ERllFICATIQN REGARDING LQBBYING 

The undersigned certifies, to the best of his or her knowledge. that: 

I. 	 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 attempting to influence an officer or employee ofany agency, a Member of Congress, an officer or employee ofa 
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. 

2. 	 If any funds other than Federal" appropriated funds have been paid or will be paid to any person for the purpose of influencing or 
al1empting 10 influence an officer or employee ofany agency, a Member of Congress in connection with the award of any Federal 
conteacl, the making of any Federal grant, the making of anY Federal loan, the entering into any cooperative agreement, or the 
extension, continualion, renewal, amendment or modificalion of this Federal contract, grant, loan, or cooperative agreement, and 
the Agreement exceeds $100,000, Practitioner shall complete and submit Standard Form·LLL "Disclosure Fonn to Reponing 
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 Of' entering into this transaction pursuant to U.S.c. Section 13.52. The 
failure to file the required certification shall subject the violator to a civil penalty of not less than $10,000 and not more than $100,000 
for each such fhllure. 

I Practitioner 

i By (Signa/lire) 
i 

Name (Print) 	 Date 

NY 11203 
Stale License #: 

NPI# 

Inc. 

OMC ID#1315 2 Plan IDIMCO#: HIP HMO-2011-03 
HNSll'AfProvider Downstream Agreement Template 
Material Changes: 110515 



EMBLEMHEALTH PARTICIPATING PRACTITIONER AGREEMENT 

Group Health lnc;orporated and the other EmblemHealth companies listed on the attached addendum. if any, and their affiliated and 
successor companies (referred to hereinafter 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 tenns and conditions of this Agreement, EmblemHeal,th's Administrative Guidelines, Provider Manual and policies and 
procedures. and each Member's Benefit Program listed on Att.chment B. Practitioner agrees to abide by the Quality Improvement, 
UlililAtion Management, Claims Submission and other applicable rules. policies and procedures of EmblemHealth. This Agreement 
(consisting collectively of this page, the body of the agreement that follows, the Prevailing Plan Fee Schedule and terms annexed 
hereto as Attachment A, plus the Addendums and Attachments which are incorporated herein and the Administrative Guidelines, as 
they may be amended from time to time and published on tht; EmblemHealth website, constitutes the complete and sole contract 
between the parties regarding the subject matter of the Agreement and, ex.cept as otherwise provided herein, supersedes any and all 
prior or contemporaneous oral Or written communications not expressly included in the Agreement. The Start Date ofthis Agreement 
shall be forty-five (45) days after counter execution of this· Agreement by EmblemHealth ("Start Date"). if 
Practitioner is a professional corporation Ihis Agreement shall apply to each Member of such corporation as if each is a party to 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 o(the Start Date. 

~~"'ftOO" 

. By (Signa/lire) 

. Name (Print) 

1 Organization Uni versi ty 

Address 450 Clarkson 
Brooklyn, NY 

Telephone 

Email 

N-pj# 

Group Health Incorporated 

Date: 

Name: 

Signature: 

Date 

Physicians of Brooklyn, Inc. 
-

Ave. 
11203 

..._-_.....
State License # 

State of License 

, Group NPI # 

. 


EH-GHI HIPIC VHMS (2014) 
Non-mai;;rial Changes: 021915 



APPENJ)JX II 

CERTlflC..\TION REGARDING Ir,QBBYING 

The undersigned certifies, 10 the hest of his or her knowledge. that: 

1. 	 No Federal appropriated funds have been paid or will be pajd to any person by or on behalf of the Practitioner for the purpose of 
influencing or aneOlpting 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 
extension, continuation, renewal. 3mendment, or modification of any Federal contract, grant, 103n, or cooperative agreement 

2. 	 If any funds other than Federal approprialed funds have b~n paid or will be paid 10 any person for the purpose of influencing or 
altempting to influence an officer or employee of any agency, a Member of Congress in connection with the award of any fede.ral 
contract, the making of any Federal grant, the making of lIPY Federal loan, the entering illto any Cooperative agreement, or the 
c:xtension, continuation, renewal, amendment or modification oftnis Federal contract, grant, loan, or cooperative agreement, and 
the Agreement exceeds $100,000. Practitioner shall complete and submit Standard F'onn-LLL "Disclosure Form to Reponing 
Lobby," in accordance with its instructions. 

This certification is a material representation of facl upon wbich reliance was placed when this transaction was made or entered into 
submission of tbis certification is a prerequisite for making or entering into tbis transaction pursuant to U.S.C. Section 1352. The 
failure (0 file Ihe required cenificatiol1 shall subject the violator to a civil penalty of not less than S I 0,000 and nOI more than $100,000 
for each such failure. 

University Physicians of Inc. 


450 Clarkson Ave. 


Brook NY 11203 


2EH-GHI HIPIC VHMS (2014) 
Non.mai;;rial Changes: 021915 



The American with Disabilities Act (ADA) Attestation 

ProVider Name {print): Date; 

Provider Signaturs; 

Provider Add ness: 

Specialty: 


1. 	 Does the office have at !~ast one wheelchair~aCCessible path from an entrance to an exam 
room? Yes No 

2. 	 Examinatian tables and -all equipment are accessible; to people with disabilities. Yes No 

3. 	 lfparklngis pl",i)vlded, s9aces are reserved for people wi'th disabilities, pedestrtan ramps 
atsldewe.lks, and drop-offs'? Yes No 

4. 	 If parki!lg is provided, are there an adequate number of psrkiflg spaces provided (& feet wide for 
a car and 5 foo't access aisle)? Yes No 
Total Spaces accessible Spaces 
1.-2.5 :!. 

Z6-.S0 '2 
5:1-75 S 
75-:1.00 

5. 	 For a provider with a disabilltl{-access'il:>le parkIng space, is there a path of travel iTom the 
disability-accessible parking $paceto 'the facility entrance that does not require the use of 
stairs? Ves 1\10 
" ls the: patb oftravel stable, firm and slip res'.stant? Yes No 
" Except for curb cuts, is the path at leaSt::l 6 inches wide? Yes No 

6. 	 Is there a method for persons using wheelchairs or tha't require other mobility assistance to., 
enter as "freely as everyone else? Yes No 
., Is th<lt route of travel safe and accesstble for evecyone, inclUdIng people with d Isabilities(' 

Yt::S No 

7. 	 Does ~e maln =ercQr antran.::., door us.;:d by persons wrtll mol::>illt.y disabllities to ac~e= publ\C 
spaces meet the follo.."ing stl:indards; 
" 32 im:hes clear opening. Yes No 
<> 1.8 inches ofclear wali space on the puH side ofthe door', next to the handle. Yes No 
" Thethreshold edge is no greater than "'" inch high or if beveled, flO greater than ')1i inches 

high. Yes No 
'" The door panOle fs no higher than 48 inChes high and CCiCl be operated with a closed fist. Yes 

No 

8. 	 Are there ramps to permit wheelchair a-ccess? Yes No 

If yes, complete the fallowing 4 questions: 


" 	 Are the slopes of the ramp accessible fo r whee!chal r access? Yes No 
Are'the railings s-.:urclyand high enough for wheelchair access?' Yes No 

http:75-:1.00


¢ I:: the width between railings wide enough to accommodate a wheelchair'? Yes No 
<> Are ,he rampS nonslip and free from any obstruction lcracks)? Yes No 

9. 	 lfthere are stairs a, the main entrance, is there also a ramp or lift or is there an alternative 
accessible: entrance? Yes No 

1.0. Do any il'.acces.sible entrances have s'lgns inolcatlng 'the loca1:ion aftne nearest accessible 
em:rance? Yes NO 

U .. Can the accessible e"trance be used Independently and without assistance? Yes No 

:1.2. Are doormats Y>:inch high or less with beveled or secured edges? Yes No 

1'3. Are waiting rooms and elCam rooms accessible to people wIth disabilities? Y<i;S No 

14. The layot1t ohhe interior of the buifciingalt01l'Js I'ecpie wii:h discbllities to obtain materials and 

.seJ:Vices without assistance. yes No 


:1.5. The interlor doors comply with the criteria set forth <lbove regarding tbe e"-"tenor door. Yes No 

16. The accessible rOU1:es to all public spaces in the faCility are!lJ. inches wlde. yes NO 

17. There is a 5 foot circle or aT-shapedspace:'for a disabled person using a wheelchair to reverse 

direction in publrc areas where 5er\ilces are rendered. Yes NO 


18. A!! buttons or other controls in the hallway are no higher than 42. inches. Yes No 

.19. Elevato rs in the facility meet the followiog standards: 

There are raised and Braille signs 00 both door jambs on every floor. Yes No 

The call buttons ill the hallway are not higherthaTl42 jnches. Yes No 

The controls \nsidethe cab have raised and Braille lettering. Yes No 


20. Are sign language lnterpreru=rs. and ot!ler al.lxniary aids and services. provided in 

13ppropriat~ circumstances? Yes No 


21. Is the pubtic lavatorywheelchafr-accesslble? Yes No 

22. 	Wi1:h respect to the public restroom, the accessible route, the exteriol' door and the ir,1:et'ior stall 
.:loors comp\\} With standards se.t forth above for ext:e~ior doors. Yes No 

23. There iS3t least one wheelchair accessible stall in the public restroom that has an area of at 
least 5 feet by 5 feet, clear of the door swing; QR there is a! [east one stall1:hatis lass accessible 
but that provides greateraccessi£\an a tYPical StaU (either S6 by 69 incnes.. or 4S by 69 inches). 
Yes No 

24. In 'Cheaccessible staU oithe public restroom there are grab bars behind and on 'the sidev.all 
nearesttbe tOilet. YeS 1110 



2.5. There is one lavatory in the public restroom that meets the following standards: 
o 	 SO inches wide by 48 inches.; deep bar spa<:<e in front. 
o 	 fA ma:dmum of 19 inches of the required depth may be under the la'lfa"tocv.J Yes No 
o 	 The lavatory rim is no highe.r than 3'4 inct\es. Yes No 
o 	 Thera is. 8r.least2.9 inche-s from the floor to the bottom oi:the la)Ja'tOry apron. Yes No 
o 	 The fal.lCe.t can be openrted with c closed list.. Vas No 
o 	 The soap dispenser and ha no dryers are within reach and usable with one closed fiST. 

'1es No 
o 	 The mirror is mounted with '.the bottOm edge. of the reflecting surface ~ inches1'rom 

me iloor or fower. Yes No 

I, [First and Last Names, Tttle, ?rovldar Nil;me), hereby attest that we are a provider tn.at n.as a 
~hysical site at which FiCA Participants might possibly be piW.sical!y pl'esent and thatthe 
ai'lSl.vers prclV(ded are accurate. Aiso, I do n.ereby attes!:that I hold the authority to make these 
attestations.. 

Provider Name {prim:l _______________ Date: 

Provider Sigmi'ture ________________ 


