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PROVIDER ENROLLMENT SERVICES 
PAYOR REQUIRED FORMS 

Provider Name 

Physicians are required to sign the following forms as part of the enrollment process: 

D Enrollment Provider Database Form 

D Provider Practice Location Information Form 

D CAQH Attestation (if needed) 

D Blue Cross Blue Shield Application Signature Pages 

D Blue Cross Blue Shield Practitioner Form 

D Emblem/GHI PPO Participating Provider Agreement 

D Emblem/HIP Network Services IPA Participating Practitioner Agreement 

D Emblem/HIP HMO Certification Regarding Lobbying 

D Emblem/HIP Participating Practitioner Agreement 

D Emblem/HIP Direct Provider Certification Regarding Lobbying 

D Healthcare Partners Covering Physician Form (Optional) 

D Healthcare Partners Attestation Compliance Form (Optional) 

D Healthcare Partners Contract Signature Form (Optional) 

o Healthcare Partners Credentialing Application Form (Optional) 


IJ Healthcare Partners/HIP HMO Agreement (Optional) 


D Healthcare Partners/HIP HMO Certification (Optional) 


IJ Healthcare Partners/HIP Direct Agreement (Optional) 


IJ Healthcare Partners/HIP Direct Certification (Optional) 


IJ ADA Attestation Form 


Additional forms will be generated from Provider Enrollment: 

Medicare Certification Statement for Provider and Medicare Re-assignment Form 
Medicaid Provider Enrollment Forms 

Thank you, 

Albert Guidice 
Provider Enrollment Manager 

x x 
Person COrTPleting Check Ust Initials/Date 

http:BROOhI.Y:,,\.li
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_____ 
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PROVIDER ENROLUviENT SERVICES 

PRACTICE LOCATION INFORM.ATION 


Provider First Name: Last Name: 

Primary Practice Address: UPS 0 UHB 0 BOTH 0 

City/State/Zip: 

Appointment Phone Number: "--__-"__________ 


Office Fax N=ber: '-_--'__________ Contact Person: ______________ 


Office Hours: 


Monday; ____ Tuesday: Wednesday; 


Thursday: _______ Sat>..uday: Su.l'lday? 


Secondary Practice Address: UPB [j 1J"HB 0 BOTH 0 

City/Stat"lZip: 

AppointmentPhone Number: '--__j ~__ 

Office Fax Number: ~'--_________ Contact Person: ________________ 


Office HQurs; 


Monday: Tuesday: Wednesday: 


Thursday: _____ Friday: Saturday: Sunday: ____~_ 




'Dsut>jy
OWNSTATE 

UNIVERSITY 
pHYSICIANS 

l~ROOKLYN, INC. 

Additional Practice Address: UPB 0 UHB D BOTH 0 

City/State/Zip: 

Appointment Phone Number: '--__.1_________ 


OfficeFaxNumber:'--_-J.__________ ContactPe~on: ______________ 


Office Hours; 

Monday: Tuesday: Wednesday: 

Th~day: _______ Friday: Satlll'day: Sunday: ____ 

AddItional Practice Address: UPB 0 UHB 0 BOTH 0 

City/State/Zip: 

Appointment Phone Number: ('-_~)_______________ 

Office Fax. Number: '--_--'._________ Contact Person: ______________ 

Office Hours: 

Monday: Tuesday: Wednesday: 

Thursday: Friday: Saturday: Sunday; ______ 



Standard Authorization, Attestation and Release 

(Not for Use for Employment Purposes) 

I understand and agree that. as part of Ihe credentialing applicatiOn process/or participation. membership and/or clinical privileges (hereinafter, referred to as 
"Participation") al or with each healthcare organization indicated on the "~ist of Authorized Organizations" thaI accompanies this Provider Application (hereinafter, 
each healthcare organization on the "List of Authorized Organizations" is individually referred to as the "Entity"), and any of the Entity's a/filiated en lilies, I am required 
10 provide sufficient and accurate information for a proper evaluation of my current licensure, relevant training andlor experience. clinical competence. health status, 
character, ethics. and any olher criteria used by the Entity for determining initial and ongoing eligibility for Participation. Each Entity and its representatives, employ· 
ees. and agenl(s) acknowledge thai the Information obtained relating to the application process will be held confidential to the extent permitted by law. 

I acknowledge that each Entity has its own criteria for acceptance, and I may be accepted or rejected by each independently. I further acknowledge and understand 
that my cooperation in obtaining information and my consenl to the release of information do not guarantee that any Entity will grant me clinical privileges or contract 
with me as a prOvider of .e!'Vices. I understand that my application for Participation with the Entity is not an application for employment with the Entity and that 
acceptance of my application by the Entity will not result in my employment by the Entity. 

Authorization of Investigation Concerning Application for Participation, J authorize the following individuals including, without limitation, the Entity. its representa
tives, employees, and/or deSignated agent(s); the Entity's affiliated entities and their representatives, employees, and/or designated agents; and the Entity's designat
ed professional credentials verification organization (collectively referred to as "Agents"), to investigate information, which includes bolh oral and written statements, 
recolds, and documents. concerning my application for Participation. I agree to allow the Entity and/or its Agent(s) to inspect and copy all records and documents 
relaling to Such an investigation. 

Authorization of Third-Party Sources to Release Information Concerning Application for Participation, I authorize any third party, including, but not limited to, 
individuals. agencies, medical groups responsible for credentials verification, corporations, companies. employers, former employers. hospitals, health plans, heallh 
maintenance organizations, care organizations. law enforcement or liCensing agencies, insurance companies, educalional and otner institutions. military 
services, medical credentialing accreditation agencies, professional medical societies, the Federation of State Medical Boards, the National Practitioner Data 
Bank, and the Health Care Integrity and Prote<:tion Data Bank, to release to the Entity andlor its Agent(S), information, including otherwise privil"ijed Or confidential 
information, concerning my professional qualifications, credentials, clinical compelence. quality assurance and utilization data, character, mental condition, physical 
condition, alcohol or chemical dependency diagnosis and treatment. ethiCS, behavior, or any other matter reasonably having a bearing on my qualifications tor 
PartiCipation in. or with, the Entity. I authorize my current and past profeSSional liability carrieres) to release my of claims that have been made and/or are cur
rently pending against me. I specifically waive written notice from any entities and individualS who provide information upon this Authorization, Attestation and 
Release. 

Authorization of Release and Exchange of Disciplinary Information, I hereby further authorize any third party at which I currently have Participation or had 
Participalion and/or each third party's agents to release "Disciplinary Information," as defined below, to the Entity andror its Agi!nl(s}. I hereby further authorize the 
Agent(s) to release Disciplinary Information about any disciplinary aclion taken against me to its participating Entities at which I have Participalion, and as may be 
otherwise required by law, As used herein, "Disciplinary Information" means information concerning (i) any action laken by such health care organizations, their 
administrators, or their medical or other committees to revoke, deny. suspend, restrict. or condition my Partic'pation or impose a corrective action plan: (ii) any other 
disciplinary action involving me, including, but not limited to, discipline in the employment context; or (iii) my resignation to the conclusion of any disciplinary pro
ceedings or prior to the commencement of formal charges, but after I have knowledge that SUCh formal charges were (or are being) contemplated andlor were 
(or are) in preparalion. 

Release from Liability. I release from all liability and hold harmless any Entity, its Agent(s), and any other third party for their acts performed in gOOd faith and with
out malice unless such acts are due to the gross negligence or willful misconduct of the Entity, its Agent(s). Or other third party in connection with the gathering. 
release and exchange of. and reliance upon. information used in accordance with this Authorization. Attestation and Release. I further agree not to sue any Entity, 
any Agenl(s), or any other third party for their acts, defamation or any olher claims based on statements made in good faith and without malice or misconduct of such 
Entity. Agent(s) or third party in connection with the credentialing process. This release shall be in addition to. and in no way shall limit, any other applicable immuni
ties provided by law for peer review and credenlialing activities, In Ihis Authorization, Attestation and Release, all references to the Entity, its Agent(s), and/or other 
third party include their respective employees, directors. officers, advisors, counsel, and agents. The Entity Or any of its affiliates or agents retains the rignt to allow 
access to the application information for purposes of a credentialing audillo customers and/or their auditors to the extent required in connection with an audit of the 
credentialing processes and provided that the customer and/or their auditor executes an appropriate confidentiality agreement. I understand and agree that this 
Authorizalion, Atlestation and Release is irrevocable for any period during which I am an applicant for Participation at an Entity. a member of an Entity's medical or 
health care staff. or a participating provider of an Entity. I agree to execute another form of consent if law or regulation limits the applicalion of this irrevocable authori· 
zation. I understand that my failure to prompUy provide another consent may be grounds for termination or discipline by the Entity in accordance with the applicable 
bylaws, rules, and regulations. and requirements of the Entity, or grounds for my termination of Participation at or with the Entity. I agree that information oblained in 
accordance with the provisions of this Authorization, Attestation and Release IS not and will not be a violation of my privacy. 

I certify Ihat all informalion prOVided by me in my application is current. true, correct, accurate and complete to the best of my knowledge and belief. and is furnished 
in good faith. I will notify the Entity and/or its Agent(s) within 1 G days of any material changes to the information (including any changes/challenges to licenses, DEA, 
insurance, malpractice claims. N PDB/H1PDB reports. discipline. criminal convictions, etc.} I have provided in my application or authorized to be released pursuant to 
Ihe credentlaling process. I understand that corrections to the application are permilted at any time prior to a determination of Participation by the Entity, and must be 
submitted online or in writing. and must be dated and signed by me (may be a written or an electronic Signature). I acknowledge that the Entity will not process an 
application until they deem it to be a complete application and Ihatl am responsible to prOVide a complete application and to produce adequate and timely informa
tion for resolving questions that arise in the application process. I understand and agree that any material misstatement or omission in the application may constitute 
grounds for withdrawal of the application from consideration: denial or revocation of Participalion; and/or immediale suspension or termination of PartiCipation. This 
action may be disclosed to the Entity and/or its Agent(s). I further acknowledge Ihat I have read and understand the foregOing Authorization. Attestation and Release 
and that I have access to the bylaws of applicable medical staff organizations and agree to abide by these bylaws, rules and regulations. I understand and agree that 
a facsimile or pholocopy of this Authorization, Attestation and Release shail be as effective as the original. 

Signature' Name (print)' 

OAT!:: SIGNeO" 

1_



EMPIRE BLUECROSS BLUESHIELD 

PRACTITIONER RELEASE FORM 


~',;(/Cj\'~';H;;:i':~:~i f>;~~Pl;tI:tf$NElltNFPRM4TI(:)N "Z7:;·· :;.,:·~·'f'r: <' ....... ,)<\ 

Provider Number: CAQH Number: NPI Number: 

Last Name: I First Name: I M.L: 

Date of Birth: SSN: TIN: 11-3190652 

Sex: o Male 0 Female Part of a Group? !8l Yes 0 No 

Languages Spoken: 

Primary Office Address: 450 Clarkson Ave. 

City: Brooklyn State: New York ZIP Code: 11203-2098 

Telephone #: Fax #: Contact Name: 

OFFICE HOURS 
Hours of Availability to see Patients in Primary Office 

Monday Tuesday Wednesday Thursday Friday Saturday 

. 

I 

! 

I HAVE NO OFFICE HOURS AND RENDER SERVICES ONLY WITHIN AN INPATIENT SETI1NG (HOSPITALIST) 0 
PAR HOSPITAL AFFILIATIONS 

List all Use Separate Sheet if Necessary 

1.University Hospital of Brooklyn 
2. 

SPECIALTY 

APPLYING AS: (PL€ASlfCHECK) PRIMARY CARE PROVIDE I OS/GYN CP 0 REFERRAL SPECIALIST 0 SOTHO 

Board Eligible? DYes o No : 
Spedalty: 

DYes DNoBoard Certified? Date: 

Board Eligible? DYes DNo Date: 
Sub-Specialty: 

DYes DNoBoard certified? Date: 

PAR BACKUPS 
List all Use Separate Sheet if Necessary 

Name ProviderID i Address Phone 

1. 

! 2. 

3. 
.:": ':'.:;;;;: '>';"'. C".'5:';;,.}; ',"":, ,,'.< ..•",C,...... .".\. ":"";';;",..: , ;" <~.' , "": :. .. ' .... ,":', ,',.):".,/ :~' .' ... -':' .. ;' .:, ;: :l 

1hereby certify that the alJ information indicated herein is true, accurate and complete. Furthennore 1 understand that the 
knowing submission of any incorrect infonnation may result in the possible disqualification of my application, termination of 
my agreement with Empire BlueCross BJueShield and reporting to any applicable State, Federal or Regulatory agency. 

Provider Signature: Date: 

Em{2ire Use Onl/; 

Provider Network Management Consultant Name: Terry Marinas • Date Empire Received 

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


Empire SlueCross BlueShield; 

Attn: Physician Contracting & Relations, P.O. Box 1407, Church Street Station, 


New York, NY 10008-1407 




.!epresem any Physician cutside of hls or be, Phy~jcian Gmup. if applicubie. 
judgment ·..,pon the award rendered by the !!rbitratar may be entered and enforced 
.in any coun:: of competentjurisdicuon. In the event the dispute. is. required by law 
to be resolved by a slate or fede:rall.\utllorit,Y, Empire and PhyS:ician agree to be 
bound by the findings of such stale or 1:ederal authority. 

IN WlTNESS HEREOF, (he parrie;; haVe cause.d their duly authorized representatlwl> [0 
oxecute this Agreement. 

Empire HealthChoice Assurance, Inc. Physician 
Empire RealthCh{)ice HMO, Inc. 

Signature 

Print Name ::nd Title Date 

Check All Tbat Apply 

o Pri:m.ary Care Pbysician* 
;:J Referral. Specialist 

'l'Onlya Family Physician, Intornist or 
Pediatrician may designate him OJ:' hexself as 
a Primary Cace Physician. 

Primary Office Address 

Telephone Nwmb::.r __________ 

l:.YCttn:t: Ph~·"-lt.:l1tl1 Tt'tnpll!Jr 
'}~:;'2..-;:Hr:llc,; .,~ 

lJl6J"ll 
>'LI.PROl.)I.:C'1'S 



EMBLEMHEALTH PARTICIPATING PRACTITIONER AGREEMENT 

Group Health lncorporated and the other EmblemHealth companies listed on the attached addendum, if any, and their affiliated and 
successor companies (referred to hereinafter as "Emblem Health"). 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 Agreement, EmblemHealth's Administrative Guidelines, Provider Manual and policies and 
procedures, and each Member's Benefit Program listed on Attacllment B. Practitioner agrees to abide by the Quality Improvement, 
Utilization Management, Claims Submission and other applicable rules, policies and procedures of EmblemHealth. This Agreement 
(consisting collectively of this page, lhe body of the agreement that follows, the Prevailing Plan Fee Schedule and terms annexed 
Ilereto as Attach.ment 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 parties 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. 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 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 ofthe Start Date. 

IG,..p H..II. In<o, • .",,,, 

Date: 

Name: 

Signature: 

EH-GHI (20l4) 


Non-malerinl changes. 0 [29 15 




AGREEMENT BETWEEN 

HIP NETWORK SERVICES IPA, INC. 

AND PARTICIPATING PRACTITIONER 

HIP Network Services IPA ("HNSIP A"), is pleased to contract with the undersigned Practitioner for the provision of Covered 
Services to Members. Practitioner and HNSIPA are entering into this Agreement in order for Practitioner to provide services as a 
Participating Provider to Members according to the terms and conditions of this Agreement, the 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, 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, plus all other exhibits and other attachments), as weJl 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 or written communications not expressly included in the Agreement. 
Subject to any necessary regulatory approvals, the effective date of this Agreement is ("'Start Date"), contingent 
on any necessary Credentialing Committee approval. (For Plan lise) 

If Practitioner is a professional corporation this Agreement shall apply to each member of such corporation as ifeach 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, HNSIPA and Practitioner enter into this Agreement to be eftective as of the Start Date. 

D • ..". . 
By '~'!,,,. J) 

Name (Print) Date 

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

Brooklyn, NY 11203 
Telephone License #: 

Email NPI# 

I flIP Network Services IP A, Inc. 

Date: 

Name: 

Signature: 

OMC ID#1315 Plan IDfMCO#: HIP HMO-20 11·03 

HNSIPNProvider Downstream Agreement Tcmplntc 
Non-Material Changes: D207! 5 



APPENDJX II 

CERTIFICATION REGARDING LOBBYING 

The undersigned certifies, 10 the best of his or her 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 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 tbe 
extension, continuation, renewal, amendment, or moditication 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 ofinfiuencing or 
attempting to 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 Agreement exceeds $100,000, Practitioner shall complete and submit Standard Foml·LLL "Disclosure Form to Reporting 
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 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 failure. 

OMC JD Yl315 2 I'lalllD/MCO#. HIP l-IMO-201'-03 
HNSIPAIProvider Downmeam Agreement Template 
Non·Malerio' Changes: 020715 



PARTICIPATING PRACTITIONER AGREEMENT 

The Plans, EmblemHealth companies defined herein, are pleased to contract with Practitioner for the provision of Covered Services to 
Members according to the terms and conditions of this Agreement and tbe Plans' Administrative Guidelines includJng, but not limited 
to, the Plans' Provider Manual and each Member's Benefit Program set forth on Attachment B. Each of the Plans and Practitioner 
agree to abide by the Quality Improvement, Utilization Management and other applicabJe rules, policies and procedures of each Plan. 
This Agreement (consisting collectively of this page and the Prevailing Plan Fee Schedule annexed hereto as Attachment A, plus alJ 
exhibits and other attachments, as wen as the Administrative Guidelines and Provider Manual as amended from time to time and 
published on the EmblemHealth website) constitutes the complete and sole contract between each Plan and Practitioner 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. The effective date of this Agreement is ("Start Date"), 
contingent on any necessary Credentialing Committee approval. (For Plan use) 

If the Practitioner is a professional corporation, this Agreement shall apply to each Member of such corporation as ifeach is a party to 
this Agreement. [n consideration of the mutual covenants and promises stated herein and other good and valuable consideration, and 
intending to be legally bound hereby, each ofthe Plans enters into this Agreement effective as of the Start Date. 

Practitioner 

By (Signature) 

Name (Print) Date 

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

! 

! 

Brooklyn, NY 11203 
I Telephone State License #: 

! Email NPI# 

HIP Insurance Company of New York, Vytra Health Plans Managed Systems 

HIP INS·2012·0" Plan ID/MCO#:Plan Insurance - Direcl Par Pr~y 
Non-Material changes: 020715 



APPENDIX 11 

CERTIFICATION REGARDING LOBBYING 

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 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, 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 
attempting to influence an officer or employee ofany 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 oftnis Federal contract, grant, loan, or cooperative agreement, and 
the Agreement exceeds $\00,000, Practitioner shall complete and submit Standard Form-LLL "Disclosure Form to Reporting 
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 to file the required certification shall subject the violator to a civil penalty of not Jess than $10,000 and not more than $100,000 
for each such failure. 

Practitioner 

By (Signature) 

Name (Print) Date 

IOrganization Universi ty Physicians of Brooklyn, Inc. 
Address 450 Clarkson Ave. 

Brooklyn, NY 11203 

Telephone State License #: 


Email NPI# 


HIP INS-20 12·04 2 Plan JD/MCOII:Plan Insurance - Dir<:<:l Par Prov 
Non-Material changes: 020715 

i 



",-,;, HealthCare Partners, IPA 

I!.d( _HealthCa!e Partners, Management Services Organizati0T} _________ 


501 Franklin Avenue, Suite 300, Garden City, New York 11530 (516) 746·2200 Fax (516) 515-8843 


COVERING PRACTITIONER I~ORM 

Dear Practitioner: 

In order to participate in the HealthCare Partners, IPA Network you must have coverage 
arrangements 10 assure that services are available on a twenty-rour-hour-a-day, seven-days-a-week 
basis. Covering providers should be the same or similar ~;pecialty and be participating with 
HealthCare Partners or an affiliated healtll plan. 

STEP 1: Please complete the next four lines with "Your" information: 

Print t-Jame: 

Signa tll re: 

Specialty: 

Date: 

STEP 2: Please complete the grid below with the information of the provider(s) who 
will co\'er for you: 

Name Specialtlj 

.... -----.--........-- ·--·-·--·--l-----..---

Please 5uh11Iit this'fonn with your credwtialingln:credm1iialing applicatiotl 

Your Link to Quality Caro 



Healthcare Partners IP A 

Attestation of Compliance 

As a first tier, downstream or related entity of Healthcare Partners IPA, the organization listed below 
attests that it has completed training and education required by, but not limited to. 42 CFR 422.503 and 42 
CFR 423.504, with the specific modules listed below: 

• Fraud Waste and Abuse 
Code of Conduct 

afimi'·.HCPlp.A:coln,'secnon·· 
"Online AeccsS!Com" U;mec" 

itsown Compliance"
"" Pro " "" 

10 

The organization listed below further attests that it reviews the Office of the Inspector General (OIG) and 

General Services Administration (GSA) exclusions list upon initial hire and monthly thereafter to ensure 
none of its employees are excluded from Federal health care programs. 

By signing below, you attest that you are the authorized representative of the listed below first tier, 
dO'Wl1stream or related entity of Health care Partners lPA and have responsibility directly or indirectly for 
all employees, board members, officers. contracted personnel, contracted providers/practitioners, 
contractors, subcontractors and vendors affiliated with the listed below organi7.ation who havc direct or 
indirect contact with Medicare business. 

Univerity Physicians of Brooklyn, Inc. 

Name 

Signatnre 

Dtltc 



-------------------------

IN WITNESS WH E.REOF. lhe parties have execllted this Agreement to he effective a5 of the dale of exeeulion 
hCl'eof by Heritage New York IPA. Inc. d/b/a HealthCare Partners. I PA. 

University Physicians of 
Brooklyn, Inc, Heritage New York rPA, Inc. d/b/a 

Corporate Name (if appJicable) HealthCare Partners, TPA 

By: _________________________ 
PROVIDER Signature 

Name: ____________________________
Print Name: 

Title: ____________________________Title: 

Date: 

Telephone (no 800 numbers) 

11 3190652 
Federal Tax Identification Numbel' 

29 



11 Hea1t'hCare Partners, IF A Credentiallng Application [rev ~n012] 
I 

Release is irrevocable: for any period dur.ng which i am. an 2Wli=t for Participation a, an Entity. a member of an enpty's 
mediai!l or health <:are staff, or a participating '\lrovider of an Endt)'. r agree TJ:l ~ecrute another foro! of consent if l.q\1'l or 
regulation limits the application of 1his irrevocable authorization. l1.lnGerstaIld that my fuilure to promptly provide another 
conseot may be grounds for leIminaocD or discipline by !he En:ity in acc:«danee with the applicable byJaws, ruleS and 
~oru;, and requir«mc:nts oflhe Ellllty, or grounds for my t=iruluoa of Participation at or wllh the Entity. I agree: tbar 
lnlimaalion obtained in aCCDrdanca with the provisions oftb.!. Authorization, Atte&ation and Release is not and will not be a 
Violation ofmy priv~cy. 

[ =tif:y that:all information proVided by roe in my appli::ation is 1:nl.e, cor.rec.r., and. complete tc the best ofmy knowledge:and 
belief, lIlld Ih-at I will :ru:>tify th<: En:dty 2lldfor its Agent(s) wilhln 10 dayS of any It\Qll!:rWl ebanges to the in:iormation.lihave 
provided in my appliciatioll or authorlz.."d EO be reieased pursUSllt IO the oredenti:aliDg pr~ I unders\alld that =e~ns to 
the; application are p.mnitted at l!.'ly time prior to a determinatioll ofPa:rt\eipation by '!he; Entity. and must be su1>mitr.::d ou-line 
or ill writing, and mUSt be da!ed and signed by me (may be a WJitt.e!\ or aD. electronIc slgnlltl.lre). 1 undersrand and ~ that 
!lJly !()l\r.mal ~ent 01" omission. in the "!'.l'lIcatton nlay COOStimlli g:roWlds ii:>r wilhdrewal of the lIpplica:lioll.' from 
GOIlstder.l1ion; deni:al or :xevOtation. of l.>articlpation; mdlor ill:lm.ediate suspension or termination of Participation. Thi" action 
cay be disclosed to tl:.e 6D.tity aodlorits Agen.t(s) , 

I futther acknowledg~;lhat I have read and uru!ersrand the for:::goillg AU1bcrizatioD, Attestation and Release. I Il!lder.;tan:d and 
.agr-~ tI1at a facsimile or phctooopy ofthis Authorl22.tion. Attestation a:cd Release shall be as effective as the orisin£l. : 



AGREEMENT BETWEEN 

HIP NETWORK SRRVICES IPA, INC. 

AND PARTICIPATING PRACTITIONER 

HlP Network Services IPA ("HNSIPA"), is ple,)sed to contract with dIe undersigned Practitioner for the provIsion of Covered 
Services to Members. Practitioner and I·INSI PA are cntering into this Agreement in ordcr for I)rac\itioner to provide services as a 
Participating Provider to Members according to the terms and conditions of this Agreement, the Plan's Administrative Guidelines 
including but not limited to the Plan's Provider Manual and each Member's Benefit Pl'Ogram. HNSIPA and Practitioner agree to abide 
by the Quality Improvemem. Utilization Management and otller applicable rules. policies and procedures of the Plan with whom 
lfNSIPA 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, plus all (lliler exhibits and other attachments), as well as rhe 
Administrative Guidelines and Provider Manual. as amtlndeu. from time to time and published on the Plan' s website, constitutes the 
complete and sole contract between the panies rcgarding the suhject matter of the Agreement and, except as otherwise provJded 
herein. supersedes any and all prior or contemporaneous oral or written comi11unications not expressly included in the Agreement. 
Subject to any necessary r~gulalOry approvals. the effective date of this Agreement is . ___ . ___ . ("Start Date"). 
contingent on any necessary Credelllialing Committee approval. (For use) 

If Practitioner is a profeSSional corporation this Agreement shall apply to each member of such corporation as if each is a party to this 
Agreement. Jn consideration of" the mutlIal covenants and promises stated herein and other good and valuable consideration, and 
intending to be legally bound hereby. HN SI PA and Practitioner enter into this Agreement 10 be effective as of the Start Date. 

f---------.------.-------.........----.......---.... 
Date 

University Physicians of Brooklyn, Inc . 
... ".~,----------.--....-.,.-------...-.-,-------~ .. -

.-------.-.._---_._-_._-_._. ------..----.----...........-_.._._--_.._.- _._--_.__. -. -_ ..._._-- .. _.._. 

Nl'l# 
.-------_...._._---_._.-.--- ..--------_...._-_._.-._ ...._---........_.-----_.._-------------' 

IPA, Inc. 

Name: 

Date: 

Phm ID/MCt'l#: HIP HMO-J.OII.03 

HN:-;l!'AIPro,'idet 1),)wll"ttcmn ,\g.rccll!cm Tempt;)lc ,IK'P) 
Nelll·Material Ctlang.c-,;: 021715 

OMC 10 ,1[.115 

http:HMO-J.OII.03


APPENDIX II 

CERTIFiCATION REGARDING LOBBYING 

Tile undersigned certifies. to the best orllis 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 intluence an officer or employee of any agency. a Member of Congress. an officer or 
employee of a Member of Congress ill connection witb the award of any Federal loan, the elltering into any cooperative agreement. or 
tile extension, continuation. renewal. amendment, or moditication of any Federal concract. granL loan. or cooperative agreement. 

2. Ifan), fund!; other than federal appropriated funds have been paid or will be paid to any person lor the purpose of 
inOucncillg or attempting to influencc an officer or employee of any agency. a Member of Cl)ngre~s in connection with the award of 
any Federal contract. the making of any Federal grant. the making of any Pederal loan, the clllering into any cooperative agreement or 
the extension. continuatioll. renewal. amendment or modification of this Federal contract. grant. loan. oj' cooperative agreement, and 
the Agreel1lent exceeds $JOO,OOO. the Practitioner shill! (;Ilmplete and submit Standard Fonn-LI.L "Disclosure Form to Reponing 
Lobby," in accordance with its instructions. 

This cel1ificariOll j, a material reprC5emlltion of tact upon which reliance was plaecd when this transaction was made or entered into 
submission of this certification is a prerequisite for making OJ' entering into this transaction pursuant [Q U.S.C. Section 1352. The 
failure to file the required cel1ification shall subject the violator to i:I civil penalty of not les~ [ilan $ 10.000 and no! more than $100.000 
for eacil such failur<,. 

;...-------- ..- ----_......_--_.._----- .._._---_. 

Date 

Brooklyn, 

Clarkson Ave.-------_..._--. 
NY 11203 

Slate 

I~. .._. _. _______._____________.___ .....--1 

1'1<\11 11)/MC'O#: IIII' IIMO·2011·03OMC 11):11315 :2 
HNS'Pr\IPr~vid<!r l)nwu...;trl,.';:un .·\gf~~i·lIC'flt Tl.:ll\i')lall.! (Hep) 
N,m·Mm~ri;11 C:h;Ult'~$: 01171 5 



PARTICIPATING PRACTITIONER AGREEM E.NT 

The Pian~, EmblemHealth companies defined herein. are pleased to contract with Practitioner for the provision of Covered Services to 
Members according to the tCl1115 and conditions ol'th1s Agreement and the Plan~' Administrative Guidelines including, bUl not limiled 
to. the Plans' Provider MantIa] and l!<lch Member's Benefit p,'ogram set 1'011h on Attachment B. Each of the Plans and Practitioner agree 
In ahide by Ihe Quality Improvement. Utilization Management and other applicable rull!s. policies and procedures of each Plan. This 
Agreemcnt {eonsi5ting collectively of this page and the Prevailing Plan Fee Schedule annl!xed hereto as Attachment A, plus all exhibits 
and other anachl1lents, t.1S well as the Administrative Guidelines and Provider Manual as amended from lime to time and published on 
the Emhleml-lealtll website} cnn$liIUle;; the complete and sole contract between each Plan and I>rac;titioner regarding the subject matter 
of the Agreement and. except a~ otherwi;;c provided herein, supersedes any and all prior or cOI\[emporaneous oral or written 
communications not expressly included in the Agreement. The effective dale of this Agreement is ("Start Date''), 
contingent on any n.;:cessary Cl'edcmialing Committee approval. (For 

if the Practitioner is a profe~sion!ll corporation, lhis Ag.reement shull apply 10 each Member of such corporation as ifeach is a pany to 
this Agreement. !n consideration of the mutual covenants and promise~ stated herell) and other good and valuable consideration, and 
intending to be legally bound hereby. each of the Plans enters into this Agreement effective as of the Start Dare. 

Date 

University Physicians of Brooklyn, Inc. 
_....-----_ .. ,.._..,....... ---....... ---.----..----------------------~ 

NY 1120~3~______.._____________~.--.-~7..------------------~ f-------··--------------·--"----·'-----·---S-t·u--te 0 f L icen:;e 

NPlff 

Insunmcc Cumpany of New York, Vytra Hcalth Plans Managed Systems 
..------.. - ....------------1 

By: 

Name: 

PlanIDIMCOII: WP INS·:!OI2-Q4I'lall\I\$UrllI1CC- Direct l'ar "rov i IICPI 
N(1il-Materi~1 Chal\~c~: mi,l 5 



APP£N[)IX II 

CERTIFICATION REGARDING LOBBYING 

Th~ undersigned cc:rtities. 10 lhe best oC his or her kn(lwledge. tilat: 	 . 

I. No Federal appropriated funds Ilave been paid or will be paicilo any person by or on beJ)alf of the practitioner for 
the purpose of influencing 1)1' attempting to influence an ofticer or employee of any agency, a Member qf Congress, an officer or 
employee ofa Member of COllgres5 in connection with the award of any Federal loan, Ihe entering into any cooperativ~ 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:persoli for the purpose of 
infhlencing or attcmpting to influence an ofticer or employee of any agency, a Member of Congress in con~ection with the award of 
any Federal comract, the making of any Federal grant. the making of any Federal loan, the entering imo any cooperative agreement, or 
the extension. continuation, renewal, amendment or modification of this Federal contract, grant, loan, or cqoperative agreement, and 
the Agreement exceeds $100,000, practitioner shall complete and submit Standard Form-LLL "DigcJosure form to Reporting Lobby." 
in accordance with its instructions. 

This certification is a material repl'escnlatioll of fact upon Wllich reliance was placed when tllis transaction ~vas made or entered into 
submission of this cel1ification is a prerequisite for making or entering into thi!> transaction pursuant to U,S.C. Section 1352. The 
lailure to file the required certification sl1all subject the violator to a civil penalty of not less than $10,000 and not more than $100,000 
for each such railure. 

'-~~-'---"-------'-"------

ractitio,_n_e_r_______.______ 

Eiy rSigl1alltre) 


Name (Pn:-·/1-;[)----~ ,,-,---------, 

Date 

----,,-,-_._-------~ Organization Universi ty Physicians of Brooklyn, Inc. 

450 Clarkson Ave. 

Brooklyn, NY 112~O~3:	_____________________~_~__~____~_____________1 

License Licensc 

Nfll# 

, 
Plan lI)IMC()~: IlII' [NS·2012-0~Plmllnsurancc- iJin:;.ct Par Pw\' ttiCPl 

NUH-tviaL1!ri.lt Ch~lUgCS: 02) 11) 

http:NUH-tviaL1!ri.lt
http:Plmllnsurancc-iJin:;.ct


The American with Disabilities 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 Glll equlpmant are accessible to people with disabilities. Yes No 

3. 	 tfparkingis provided, spaces are reserved for people with disabilities, pedestrian ramps 
at Sidewalks, and drop-offs? Yes No 

4. 	 If parking is provided, are there an adequate 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 
.. Is the path of travel stahle, firm and slIp resiStant? Yes No 
" Except for curb cuts, is the path at least 36 inches wide? Y€l.S No 

6. 	 Is there a method for persons Wlingwheelchairs or that require other mobility assistance to-_ 
enter as freely as everyone else? Yes No 
<'> Is th..t route of travel safe and accessible for everyone, including people With disabilities'? 

Yes No 

7, 	 Does the main exterior entrance door used bV persons with mobilitv disabilities to access public 
spaces meet the following standards: 
.. 32 inches clear opening. Yes No 
" 13 inches of clear wall space on the pull side of the door, next to the handle. Yes No 
" The threshold edge is no greater than y.; inch high or if beveled, no greater than % inches 

high. Yes No 
'" The door handle !s no higher than 48 inches high and can be operated with a closed fist. Yes 

No 

8. 	 Are there rampsto permit wheelchalr access? Yes No 
If yes, complete the following 4 questions: 

~ Are the slopes of the ramp accessible for whee Icha i r access? Yes No 
t:J Are the railings Sturdy and high enough for wheelchair access? Yes No 



c> Is the width b",tween railings wide enough to accommodate a wheelchair? Yes No 
<0 Are the ramps nonslip and free from any obstruction {cracksl? Yes No 

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

10. 	Do any inaccessible entrances have signs indkating the location of the nearest accessible 
entrance? Yes No 

11. Can the :accessible entrance be used independently and without assistance? Yes No 

12. Are doormats h lnch high or less with beveled or secured Yes No 

13. Are waiting rooms and exam rooms accessible to people with disa bilities7 Yes No 

14. The layout of the interior of the building allows people with disabilities to obtain materials and 

services withoLtt assistance. Yes No 


15. The interior doors comply with the criteria set forth above regarding the eA1:erior door. Yes No 

16. The accessible routes to all public spaces in the facility are 31 inches Wide. Yes No 

17. 	There is a 5 foot circle or a T-shaped space for a disabled person using a wheelchair to reverse 

direction in public areas where serillces are rendered. Yes No 


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

19. 	Elevator~ in the faclllty meet the following standards: 

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

Th.e call buttons in the hallway are not higher than 42 inches. Yes No 

The controls inside the cab have raised and Braille Yes No 


20. Are sign language interpreters and other auxiliary aids and services provided in 

appropriate circumstances? Yes No 


21. Is the public lavatory wheelchair-accessible? Yes No 

22. With respect to the public restroom, the accessible route, the exterior door and the interior stall 
doors comply with standa rds set forth above for exterior doors. Yes No 

23. There is at least one wheelchair accessible sta\l in the public restroom that has an area of at 
least 5 feet by 5 feet, clear of the door swingj OR there is at [east one stall that is less accessible 
but that provides greater access than a typical Stall {either 36 by 69 inches, or 4S by 69 inches). 
Yes No 

24. In the accessible stall ofthe public rest room there are grab bars behind and on the side wall 
nearest the toilet. Yes NO 



25. There is one lavatory in the public restroom that meets the fallowing standards: 
o 	 30 inches wide by 48 inches; deep bar space in front. 
o 	 (A maximum of 19 inches of the required depth may be under the lavatory.) YeS No 
o 	 The lavatory rim is no higherthan 34 inches. Ves No 
o 	 There is at least 29 inches from the floor to the bottom of the lavatory apron. Yes No 
o 	 The faucet can be operated with a closed fist. Yes No 
o 	 1he soap dispenser <lnd hand dryers are within reach and usable with one closed fist. 

Yes No 
o 	 The mirror is mounted with the bottom edge of the reflecting surface 40 inches from 

the floor or lower. Ves No 

I, [First and Last Names, Title, Provider NameL hereby attest that we are a provider that has a 
physical site at which FlDA Participants might possibly be physically present and that the 
answers provided are accurate. Aiso, I do hereby attest that 1!"!Old the authority to make these 
attestations. 

Provider Name 	 Date: 

PrOvider Signature _______________ 


