UNIVERSITY

Jlé PHYSICIANS

HROOKLY N INC

PROVIDE ENROLLMENT SERVICES
ENROL /ENT/PZ )R REQUIRED FORMS CHECKLIST

rovider Name

Physicians are required to complete th. ‘rovider Ei »liment Database form and sign the additional forms listed as part
of the enrollment process:

Provider Enroilment Datab :F m

Provider Practice Location  ormation Form

CAQH Attestation

Blue Cross Blue Shield Practitioner Application Release Form
Emblem/GHI/HIPIC Particij ing Practitioner Agreement

Emblem/HIP Network Serv s IPA Participating Practitioner Agreement
Emblem/HIP HMO Certifici n Regarding Lobbying

Emblem/HIP Disclosure Fo

ADA Attestation Form

1 0 0 A O

Additional forms will be generated frc Provider rollment:

Medicare Enrollment and Re-Assignme  Forms
Medicaid Enrollment and Certification ite ent Forms

Thank you,

Albert Guidice
Provider Enrollment Manager
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PRAVIDER ANROLLMENT SERVICES
PF  ITICETLOCATION INFORM:2TION

Provider First MName: Tast Name:

LINBVERSITY
PHYSICIAN

BROOKL ™. INCL

Primary Prectce Addrass:

UrB r Use O BOTHD
Ciry/Srezme/Zip,
Appaintment Phone Number: { Jo
Office Fax Nurghes: 3 Contect Person: —
Office Hours:
Mondey:  _____ Toesday: Wednesdeay: .
Thursday: _ Priday: Saturday: Sunday:

AT AN T 1 RO W UORHR G 5 RTINS N X S IR £ R AR 0 R T K TR o W

Secaupdary stice Address:
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City/State/Zip:
Appointrie:.  hone Number: { S
Office Fax woer: {____ ) Contact Person:
O3Efinn Fo
Mendzy: | Tuesday: dnesday;
Thursday: Frday: Samurday: Sunday:
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sdditional Praciice Address: S UPE 2 UEx C2ROTR D

City/Stte/Zip:

Appointment Facne Nuber: h)

Office Pax MNumber: ) Contace Persons

Office Moarrs:

Yipnday: Tuaesday: Wednesday: o

Thursday:  __ Fddaw: Sanzday: Sunday: _

N AT G 6 S TR A 2 R A T R ot N SN W i S R A 8 S v e ok SO S A

Additional P dce Address: UpPB I 'mr S ROTRD

Cliny/Smmie/Zin:
Appointrner:  ope Number: { 3
Offfce Fax ¥ ben{ 3 Conract Person:
Office Honx
Mooday: . Tussday: Wednesday:
Thurseay: . ____ = Fddayr _ Savrday: Sunday:









EMBLEMHEALTH PARTICIPATING PRACTITIONER AGREEMENT

HIP Insurance Company of New York, Group Health Incorporated, and the other EmblemHealth companices listed on the attached
addendum and their affiliated and successor companies (referred to hercinafter as “EmblemHealth™), is pleased to contract with the
undersigned Practitioner (“Practitioner”) for the provision of Covered Services to Members. Practitioner shall render Covered Services
10 Members according to the terms and conditions 0 1s Agreement, including but not limited to Emblemealth’s Administrative
Guidelines, Provider Manual and policies and proced 3. and each Member’s Benefit Programn listed on Attachment B. Practitioner
agrees to abide by the Qualily Improvement, Utiliza 1 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 a5 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 the EmblemHealth website,
constitutes the complete and sole contract between the  wrties regarding the subject matter of the Agreement and, except as otherwise
provided hcrein, supersedes any and all prior or comemporaneous oral or written communications not expressly included in the
Agreement. The Start Date of this Agreement shall be forty-tive (45) days after counter execution of this Agreement by Emblemtlealth

o ) (*Start Date™). If Practitionzr is a professional corporation this Agreement shall apply to cach Member of
such corporation as if cach is a party to this Agreement.

In consideration of the mutual covenants and promises stated hercin and other good and valuable consideration and intending to be
legally bound hereby, EmblemHealth and Practitioner  er into this Agreement to be effective as of the Start Date.

" Practitioner

By (Signature)

| Name (Print) Date

Organization  ynjversity Physicians of Bro Jyn. Inc.

Address 450 Clarkson Ave. - B |
Brookiyn, NY 11203
. Telephone State License #:
| Telephone 718.613-8487 ) |
L Fmaill Dominique. Morales@downstate.e 1 NP - [
HIP Insurance Company of New Y¢ ., Group He h Incorporated
Date:
Narmne:
Signature:
FH-GUI_HIPIC_VBMS (2014) 1

Non-material Charges: 021915061419



Al EEMENT BETWEEN
HIP NE' "'ORK SERVICES IPA, INC.
AND PARTICIPATING PRACTITIONER

HIP Network Services IPA (“HNSIPA™), is pleased to contract with the undersigned Practitioner for the provision of Covered Services
10 Members. Practitioner and HNSIPA are entering into this Agreement in order for Practitioner 1o provide services as a Participating
Provider 1o Members according Lo 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 agrec to abide by the Quality
Improvement, Utilization Management and other applicable rules, policies and procedures of the Plan with whom HNSIPA contracts
to provide services. This Agreement (consisting collectively of this page, the body of the agreement that follows and the Prevailing
Plan Fee Schedule annexed hereto as Attachment A, us all other exhibits and other attachments), as well as the Administrative
Guidelines and Provider Manual, as amended from time w lime and published on the Plan’s websile, constitutes the complete and sole
contract between the panies regarding the subject matter 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. Subject 1o any necessary
regulatory approvals, the effective date of this Agreement is ___ (*Start Daic™), 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 Lo this
Agreement. In consideration of the mutual covenantt  d promises stated herein and other good and valuable consideration, and
intending to be legally bound hereby, HNSIPA and Pri  ioner enter into this Agreement Lo be effective as of the Siart Date. )

Practitioner

By (Signature)

Name (Print) Date

Organization  Jniversity Physicians of Brooklyn, Inc.

Address 450 Clarkson Ave.
Brookiyn, NY = 203
Telephone 718-613-8487 License #: |
| tmall Bominique. Morales@d:  mstate.edu NP
]
HIP Network Services [PA, Inc. l
1
Date:
Name:
“Signature:
OMC ID #131S ! Plan IYMCOE. LIP HMO-2011-03

HINSIPA/Provider Downstrear: Agrecnient Template
Matenal Changes. 110515, Non-Matserial Change: 112718, 042519061416



CEF ] ATION REGARDING LOBBYING

The undersigned certifies, to the best of his or her  >wledge, that:

1.

8]

No Federal appropriated funds have been paid orv  be paid to any person by or on behalf of the Practitioner for the purpose of
influencing or atiempting to influence an officer o aployee of any agency, a Member of Congress, an officer or employee of a
Member of Congress in connection with the awe  of any Federal loan, the entering into anv cooperative agreement, or the
extension, continuation, rencwal, amendment, or modaification of any Federal contraci, grant, loan, or cooperative agreement.

If any funds other than Federal appropriated funds have heen paid or will be paid to any person for the purpose of influencing or
attempting to influence an officer or emplovee of any agency, a Member of Congress in connection with the award of any Federal
contract, the making of any Federal grant, the mnaking of any Federal loan, the entering into any cooperative agreement, or the
cxtension, continuation, renewal, amendment or m~-ification of this Federal contract, grant, loan, or cooperative agrecment, and
the Agreement exceeds $100,000, Practitioner sh  complete and submit Standard Form-LLL “Disclosure Form to Reporting
Lobby,™ in accordance with its instructions.

This certification is a material representation  fact uyp  which reliance was placed when this transaction was made or entered into
submissicn of this certification is a prerequisite for m  ng or entering into this transaction pursuant to U.S.C. Section 1352, The
fajlure 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 failurc.

Practitioner |
- - —
By /Signature) l.
Name (Print) Date o
S
Organization University Physicians of Brot yn, Inc. i
: ) - o R — B
_»»Address 450 Clarkson Ave. - ) ) :
Brooklyn, NY 11203
Telephone 718-613-8487 License #:
Email  Dominique.Morales@downstate e 1 NPl
OMC 1D #1315 2 Plan iD/MCO#: HIP HIMO-2011-03
{INSIPA/Prov downs 1 Agreement Temg

Material Changes 110515, ven-Material Change. 112718, 042519.061419



SectionE  Certil __tion

IMPORTANT: Makin  false statement in this certificatios  ay subject you to criminal prosecution for a misdemeanor or
felony under the New 1 ork State Penal Law.

The person signing below, declares, affrms and cer s -einafter certification) that the information entered as part of this form
is true and that:
1. helshe is the certifying official/provider whose  me and contact information appears above;

2. the certifying official/provider has undertaken ¢ diligence and conducted alf reasonable inquiry prior to making any of
the statements in this certification and has sufncient knowledge to compiete this form; and

3. the certifying official/provider acknowledgesth i tification is being made in order to comply with the requirements
outlined in the questions answered above.

Signature : Date

4 Plan ID/MCO#: HIP HMO-2011-03

Matenial Changes: 11U515; Non-Material Change: 112718; 042519,061419



The American with Disal ities Act {ADA) Attestation
Provider Name {print): Date:
Provider Signature:
Provider Address:

Specialty:

1. Does the office have at least one wheelchair-accessible path from an entrance to an exam
room? Yes No

2. Examination tables and all equipment are accessible to people with disabilities. Yes No

3. [f parking is provided, spaces are reserved for people with disabilities, pedestrian ramps
at sidewalks, and drop-offs? s No

4, ff parking is provided, are therean: quate number of parking spaces provided (8 feet wide for

a car and 5 foot access aisle}?  Yes No

Total Spaces accessible Spaces
1-25 1

26-50 2

51-75 3

76-100 4

5. For a provider with a disability-accessible parking space, is there a path of travel from the
disability-accessible parking space to the facility entrance that does not require the use of
stairs? Yes NO '

e |s the path of travel stable, firm and slip resistant? Yes No
e Except for curb cuts, is the path at least 36 inches wide? Yes No

6. lsthereamethodfor; sonsu g eelchairs or that require other mobility assistance to

enter as freely as ever 1eelse? Yes No
e |sthatroute of tra |safe and accessible for everyone, including people with disabilities?
Yes No
7. Does the main ext 1sed by persons with mobility disabilities to access public
the fc
® 32 inches clearopening,  Yes No

e 18 inches of clear wall space on 2 pull side of the door, next to the handle. Yes No
e The threshold edge is no greate 1an % inch high or if beveled, no greater than % inches

high. Yes No
e The door handle is no higher than 48 inches high and can be operated with a closed fist. Yes
No
8. Are there ramps to permit wheeich: access? Yes No
If yes, complete the following 4  estions:
e Are the slopes of the ramp accessible for wheelchair access? Yes No

e Are therailingsstur ¢ |high enough for wheelchair access? Yes No






25. The ’sone lavatory in the public restroom that meets the following standards:
30 inches wide by 48 in  es: deep bar space in front.
(A maximum of 19 inches ol e required depth may be under the lavatory.) Yes No
The lavatory rim is no higher than 34 inches. Yes No
There is at least 29 inches from the floor to the bottom of the lavatory apron. Yes No
The faucet can be oper d  tha closed fist. Yes No

The soap dispenser ¢« ar lryers are within reach and usable with one closed fist.
Yes No

The mirror is mounted with the bottom edge of the reflecting surface 40 inches from
the floor or lower. Yes No

l, [Firstanc 1st Names, Title, Provider Name], hereby attest that we are a provider that has a
physical sit 1t which FIDA Participants might possibly be physically present and that the
answers provided are accurate. Also, | do hereby attest that | hold the authority to make these
attestations.

Provider Name {print} Date:

Provider Signature




