UNIVERSITY
P1IYVSICIANS

BROOKLYN, N,

PROVIDER ENROLLMENT SERVICES
PAYOR REQUIRED FORMS

Provider Name

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

Enrollment Provider Database Form

Provider Practice Location Information Form

CAQH Attestation {if needed)

Blue Cross Blue Shield Application Signature Pages

Blue Cross Blue Shield Practitioner Form

Emblem/GHI PPQO Participating Provider Agreement
Embiem/GHI PPO Certification Regarding Lobbying
Emblem/HIP Network Services IPA Participating Practitioner Agreement
Emblem/HIP HMO Certification Regarding Lobbying
Emblem/HIP Participating Practitioner Agreement
Emblem/HIP Direct Provider Certification Regarding Lobbying
Healthcare Pariners Covering Physician Form

Healthcare Partners ADA Form

Healthcare Pariners Contract Signature Form

Healthcare Partners Credentialing Application Form
Magnacare Provider Participation Agréement

Magnacare Feceral Tax Identification Numbers Signature Form
ADA Attestation Form

oo ooOoooooooOo0ogoOodim

Additional forms will be generated from Provider Enrollment:

Medicare Certification Statement for Provider and Medicare Re-assignment From
Medicaid Provider Enrollment and Medicaid Electronic Funds Transfer Form

Thank you,

Marilyn Vientos Sotiriadis
Chief Operating Officer

X X

Parson Corrpleting Check List Iritiam/Date



SUAY | UNIVERSITY
OWNSTATE PHYSICIANS
Wipdizgl Cpnle BROOKLYN, INC.
Univarsity fosritat of Brooklsn
PROVIDER ENROLLMENT SERVICES
PRACTICE LOCATION INFORMATION
Provider First Name: Last Name:
Primary Practice Address: UPB 0O UHB [IBOTHO
City/State/Zip:
Appointment Phone Number: { b
Office Fax Number: ( ) Contact Person:
Office Hours:
Monday: Tuesday: Wednesday:
Thursday: Friday: Satorday: Sunday:
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Secondary Practice Address: UPB 0 UHB [1BOTHO
City/State/Zip:

Appointment Phone Number: ( )

Office Fax Number: { b) Contact Person:

Office Hours:

Monday: Tuesday: Wednesday:

Thursday: Friday: Saturday: Sunday:

e sesie 3 sfe 3o o Sl e o e sk e o5 dlesk od sk ke o o 3 ofe Sfe ke sfe e e sge o sk ol e e ol sl s s o 3% sk ol ke i e 3R o ok e ok vl ok 2 se e e ol o ke afe ok s e sl ske ok s sl sk sk s sk ok R ok



UNIVERSITY
PHYSICIANS

BROOKLYN, INC.

whndizal Center
tnisersity Hospital of Brovkia

Additional Practice Address: UPB [ UHB OBOTHO
City/State/Zip:

Appointment Phone Number: )

Office Fax Number: { )} Contact Persomn:

Office Honrs:

Monday: Tuesday: Wednesday:

Thursday: Friday: Saturday: Sunday:
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Additional Practice Address: UPB 1 UHB OBOTHO
City/State/Zip:

Appointment Phone Number: ( )

Office Fax Number: { ) Contact Person:

Office Hours:

Monday: Tuesday: ‘Wednesday:

Thursday: Friday: Saturday: Sunday:



CHen

Standard Authorization, Attestation and Release

(Not for Use Tor Employment Purposes)

L undersiand and agree that, as part of !he dential fieation for partrepation, berghlp and/or elinicet privileges (hecsinafier, refeired 10 a8
“RParticpation®) at or with each healthcare srganraton Tndicated on u'.e “List of Authonxzed Or ions™ that accompanies this Provider Application (heralnaher,
each heatthsare organizaton cn the "List of Auihorized Organgations® is lndivisually referred to as the "Entiy™), and any of the Enlity's affiteted enttles, | am required
10 provide sutficient and acsucate information for & proper evaluation of my current lieensure, relevan! ralning andlor experience, cimeal compatence, health status,
charasier, ethics and any other criteria used by the Enthy {or ining milial ang ong ehglsiltty for Parlicipation. Each Entily and 45 reprosentatives, employ
o8, and agent(s) acknowledge that the Infarmation oblained refalng 10 lhe anplicalion prosass Wi be hetd configential to the extant pemmiiled by taw.

{ acknowledge mat each Emitv has its own crireria for accaptance, and { may be oted or rejecied by gach | denlly 1iurther acknowledge and understand
that my coop o H ion and my consent 1o the release of information do not guaranige that eny Entily will grant me ¢lini dwil or

with me as & provider of senvicas | understand that my app Feation for Parteipation with the Entity [sniot an appiication for employmant wih the Entily and tnat
acceptance of my applicdion by the Entity Wil not resuil in my smpioyment by the Entlty,

Anthorzation of & len & ing Appllcation for Patticipation. t authorize the following inawuduals including, withowt limitation, 1ha Entay, s réprasanta.
tivas, employaes, andior daammed agents): the Entiyy's affilerted entilies ang thelr represerratives, mployees andfor desigrated agents: and the Entiy's designai-
ed profassienal cretientials verificaton organization (collectivaly refemred 1o as "Agants®), to invas{igate i jon, which inclt both oret ang written siatements,
records, and documents, caneerning my applaation or Paricipation. | agres o allow the Enllity andior %2 Agent(s) to inspeet ane copy all resords and dotuments
ralatng 1o sich an mvestigaian

Astharizetion of Third-Parly 8 105 Rel inforinafion Concaming Apglication for Participation. ] sutherize any third pary. including, ut not limited 1o,
mdwidusts aganeies, medical Froupe responsibis for credendials vertfication, wrpcra(mns wmpanias. employers, former P;npsoyers, hospitals, healihy plang, health

attons, g care tzatkons, iaw or i et ! and otner instiutions, military
servicas, medical c:edenuallng and 2ecrediati 2l med tedh s. the F of State Msslical Goards. the Nalional Pracifiioner Date
Bank, and Ihe Heallb Care Int2geity and Protechon Data Samc 1o relegse 10 the Entity and/or #ts Agent(s), inf tion, Including oth privilaged or confidantiat
mfaﬂmtlon. concammg my profassional qualifical dentials, winical - quality and utilzation dala, characer, mental condfilon, physical

or ical dependencsy diegnosis snd breatiment, elhies, bensyior, ar any olhar malter reasonably having a bearing oo ry qualracauons for

Parnticpstion in, or with, the Endity. { suthenza my and pagt professional lsbily {53 0 ral my history of cialms (hat have been mzde and/or are cur-
rently panding ageinst me, 1 sgecifically waive writlen notice from any entities and Individual who provide init tioh based upon this Authorization, Altestalion and
Refeasa.

Authorization of Rel ang Exah of Discipiinary Informailen. | nereby further auhonze any third pary al which | cwrently have Participation or had
Panteipation aneisor sach thiled parly’'s sgems 1o P Y * as delined belbw, 1o the Entity andfor iis Agent(s). { heteby funher authorize he
Ageni(s) ro refeass Discipimarny information aboul any disciplinary action faken ma 10 s parti ing Entitias at whith | have Paricipation, and as may de
omefwzsarequlred by 1Bw, As used herein, “Discipinary ion” means Y soncaming (1) any aclion 1aken by such heallh care organizaiions, their

, of therr dicat of other 865 10 reveke, deny, suspend, vestrid, or condition my Participalion or npose @ corrective acnion plan; {m any oihar
disgiphingty aetion involving e, Including, &t nol limited ta, dss-eipime i the employment or (1) my resi pror o s lusion of any plinary aro-
ceedings o prior W tha commencemant of formal charges, bui after | have knowiedge thal such forms! cherges were being (or are beng) contamplales endlor were
{or are) in preparation,

Release from Lighiiity. | relezse from all babilly and hold narmless any Enbly s Agent(s), and any othar third parly for thelr acts perfonmed m good faith end with-
ayd mallce uniess such aots ans due W the gross neglig o~ wilitul of the Enthy, 15 Agent{s}, or cther thmi parly in connection wiih the galhenng,
ralense ang exehange of, and ralidhco wwen, ir tioh wsad in d with this Auinorization, Attesialion ang Release, § further agree not 10 sug any Enlity.
any Agent(s), or any other thind party for Ihair nels, dafamation o any other clams based on smlements made in good fakkh ant withuul mafice or misconduct of such
Entity, Ageni(s) or third party . connachan wilh (he credentiaiag process, This selease shall be o addition to, and in no way shall lImit, any other applicatle immunl-
ties proviged hy law for peer rayiew and cradantialing actviues. in mis Authprization, Atlestation and Release, all raferances 1o the Entily, ils Agani(s}, andior ather
third panly lnclude dale , Ui 3 and agems. The Enthy or any of s atfilistes or sgenis tetaing the right o sliow
access 10 tha applcation mfbmmbn far pumases of 3 credentaling audil Yo custorners andlor tharr asaiiors 1o the exient required in somneciion with an audit of the
credantialing processes and provided that the customer andfor their suditor executes an appropriste confidanttaiily agraement. | understand snd agree that ihis
Authonzabon, Alteswaiion and Releass is eveceble For any pering dunng which | am an spplteant for Participafion &t an Entlty, a member of an Entity's medicas or
haalth care staft, or 3 parlicipating provider of an Entity. | agree Lo execyle another Torm of ¢ B lave o Hirnils the applicstion of this Ir bie authori-
zation, | understand thal my fallure ta pmmplly pruvurie anether consent ray be grounds (or tapmination or disemine by the Eatlty in aenordance with the applicable
bylaws, rules, and regulati g0d rey ts of the Enllty, or graunss for my lemminadion of Pesticipation at or with he Evtity. | agree thel mfcrmation oftained in
with the provl: of this Authorization, Allestation and Relaase {5 pat end wil not be 2 viclation of my prvecy

| cestity that all nfermation provided by ms 1 my applizstion [s current, troe, comeet, aceurate ang corpiets 1 the best of my knowiedge and belie], and 13 furnishecd
in good taith. | will notify the Exity andior its Agenis) wihin 10 days of any malerial changes o the nformation & ding any chang it |} . .
Insurance, malpra:iioe claims, NPDRB/HIPDE reparls, T Loumnal ol &te) | have provided in my applization or amnonze:i 10 ke refeased pursuant to
the . ued that cor to the gpplication are penmiited 8t any me prior lo a det of B by the Erthty, and musi bo
submiitod anline or in wrmng. and must be dated and signed by me {roey be a wrilten or an slactranic signatare), | ackncwieﬁsa that the By will oot prozess an
applicchon until tizy daem ft 1o be a complete eppilcation and t!';al {am responsinle to provide & comples ar and to prog dequale and hmely indonma.
{ion far reseiving quas:&ons tnzl anze nthe appd n ¢ and agree Inal any material misstatement or o nthe lizadion ray constiute
g ds for wiil tof the appl from 2 aiim' damai or revocation of Pardicipation; andfor mmadiate suspension of tenmination of Participation. This
aciion may he distlesed 1o the Enmy andior ite Agani(s). 1{urther acknowledge that { have read and understand the foregoing Authorizalion, Attesaban and Relazse
and that | have access 1o the bylaws of apy 1 staf( or and ggrew ic abide by theae bytaws, ailes and regulelions, | understand ana agree that
@ facsimile or photecopy of this Aulnorrzation, Allestatlon snd Release shall be as effechve as the arigingl.

Signewra™ Nama {prird)*

DATE BIGNED

L ~ | _
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EMPIRE BLUECROSS BLUESHIELD
PRACTITIONER RELEASE FORM

Provider Number: i CAGH Number: | NPT Number:
tast Name: i First Name: M.L:
. Date of Birth: [ SSN: TIN:
Sex:  [] Male [ Famale Part of 3 Group? [l Yes [ No
Languages Spoken:
Prirnary Office Address:
City: State: ZIP Code:
Telephone #: Fax #: Contact Name:
OFFICE HOURS
Hours of Availability to see Patients in Primary Office
Monday Tuesday Wednesday Thursday Friday Saturday

I HAVE NG OFFICE HOURS AND RENDER SERVICES ONLY WITHIN AN INPATIENT SETTING (HOSPITALIST) [}

PAR HOSPITAL AFFILIATIONS
List all ~ Use Separate Sheet if Necessary

2.
SPECIALTY
APPLYING AS: (rressecriecy PRIMARY CARE PROVIDE / OB/GYN CP ] REFERRAL SPECIALIST [] BOTHL]

Board Eligible? [ Yes I Ne | Date:
Specialty:

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

Board Eligible? [ Yes Ono | pDate:
Sub-Specialty;

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

PAR BACKUPS
List all ~ Use Separate Sheet if Necessary

Name | Provider ID Address Phone
1,
2.

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

Provider Signature: Date:

Empire Lse Only

Provider Network Management Consultant Name: Terry Marinas Date Empire Received

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

Empire BlueCross BlueShield,
Attn: Physician Contracting & Reiations, P.O, Box 1407, Church Street Station,
New York, NY 10008-1407



represent any Physician cutside of his or her Physician Group. if applicable,
Judgment upon the award rendered by the arbifrator may be entercd and enforced
in any court of competent jurisdiction. In the event the dispute is required by law
10 be resolved by « state or federal authority, Empire and Physician agree to be
hound by the findings of snch state or federal authority.

IN WITNESS HEREOF, the partes have caused their duly authorized representatives to

execute this Agreement.

Empire HealthChoice Assurance, Inc.

Empire HealthChoice HMO, Inc,

Signamre

Print Name znd Title Date

Physician

Signature

Print Name Date
Check All That Apply

01 Primary Care Physician™
2 Referral Specialist

*Only a Family Physician, Internist or
Pediatrician may designate him or herself as
a Primary Care Physician.

Primary Office Address

Telephone Number

Tax ID Number
{Plense photocopy for yoor recards,)

frpre Phyacizn Templene
Dlac & 258608 +3

neaing

ALL PRODUCTS

e




EMBLEMHEALTH PARTICIPATING PRACTITIONER AGREEMENT

Group Health Incorporated and the other EmblemHealth companies listed on the attached addendum 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 terms and conditions of this Agreement, including but not limited to
EmblemHealth’s Administrative Guidelings, Provider Manual and policies and procedures, and each Member’s
Benefit Program listed on Attachment 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, 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
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
cach 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 of
the Start Date.

Practitioner

By (Signature)

Name (Print) Date

Organization

Address

Telephone License #:

Email NPI#

TIN Group NPL #

Group Health Incorporated

Date

Signature:

EH-GHI (2014)
Non-material changes: 08.12.2014 i



APPENDIX 11

CERTIFICATION REGARDING LOBBYING

The undersigned certifies, to 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 the extension, continuation, renewal, amendment, or
modification of any Federal contract, grant, loan, or cooperative agreement.

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 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 ertering 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 compiete and submit Standard Form-LLL “Disclosure Form to Reporting Lobby,”
in accordance with its instructions.

This certificatior: 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.

Practitioner

By (Signature)

WName (Print)

Date

Organization

Address

Telephone

License #:

Email

NPI#

TIN

Group NP1 #

EH-GHI (2014)
Non-material changes: 08.12.2014




AGREEMENT BETWEEN
HIP NETWORK 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 t0 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 well 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 Agrecment 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 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 effective as of the Start Date.

Practitioner

By (Signature)
Name (Print) : Date

Organization

Address

Telephone License #:
Email NPI#

TIN Group NPI #

HIP Network Services IPA, Ine.

Date

Signature:

OMC 1D #1315 1 Plan ID/MCO#: HIP HMQ-2011-03
HNSIPA/Provider Downstream Agreement Template
Non-Material Change Made: 08/18/14



CERTIFICATION REGARDING LOBBYING
The undersigned certifies, to 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 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 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 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 less than $10,000 and not more than $100,000

for each such failure.

APPENDIX TE

Practitioner

By (Signature)

Name (Print)

Date

Organization

Address

Telephone

License #:

Email

NPI#

TIN

Group NPI #

OMC ID #1315
HNSIPA/Provider Downsiream Agreement Template
Non-Material Change Made: 08/18/14

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




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 the Plans’ Administrative Guidelines including, 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 applicable 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 all
exhibits and other attachments, as well 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 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, each of the Plans enters into this Agreement effective as of the Start Date.

Practitioner

By (Signature)

Name (Print) ‘ Date
Organization

Address

Telephone License #:
Email : NPI#

TIN Group NPT #

\ HIP INSURANCE COMPANY OF NEW YORK, VYTRA HEALTH PLANS MANAGED SYSTEMS

Date

Signature:

HIP INS-2012-04 1 Plan ID/MCGO#:Plan Insurance ~ Direct Par Prov
Non-Material change made: 08/18/14



APPENDIX JI

CERTIFICATION REGARD!NG 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 Congressiin connection with the award of any Federal loan, the entering into any cooperative agreement, or the
extension, continuatioh, 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 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 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.5.C. Section 1352. The
failure to file the required certification shall subject the violator to a civil penalty of not less than $10,600 and not more than $100,000
for each such failure.

Practitioner

By (Signature)

Name (Print) ‘ Date

Organization

Address

Telephone ; License #:
Email NPI#
TIN F Group NP1 #

HIP INS-2012-04 ) 2 Plan ID/MCO#:Plan Insurance — Direct Par Prov
Non-Material change made: 08/18/14



F HealthCare Partners, IPA
A Y

d( HealthCare Partners, Management Services Organization
501 Frankiin Avenus, Sulte 300, Garden City, New York 11530 (515) 7462200 Fax (576} 746-6433

COVERING PRACTITIGNER FORM

Dear Practitioner:

In order to participate in the HealthCare Partmers, IPA Network you must have coverage
arrangements to assure that services are available on a twenty-four-hour-a-day, seven-days-
a-week basis. Covering providers should be the same or similar specialty and be pamcxpatzng
with Healt}ﬂare Partners or an affiliated health plan.

Please provide the following information on your covering practitioners:

Please submit this form with your credentialing /recredenﬁaliﬁg application

Print Name:

Signature:

Specialty:

Date:

Yeour Link to Quality Care



HealthCare Partners
The American with Disabilities Act (ADA) Checkiist

Provider Name {print):g Date:

Provider Signature:

Provider Address;

Specialty:

ADA, is a federal statute that requires public accommodations to provide goods and services to people with disabilities on an equal
basis as that provided to the general public. Structural barriers to access should be removed only when the eorrection is readily
achievable, which is defined by the law as easily accomplished and able to be carried out without much difficulty or expense. HCP is
required 10 report aggregate statistics on the percentage of providers by geographic area and specialty that practice in ADA compliant
facilities. Toward that end, we request that you respond to the following questions. Please note that the information provided here
will in no way affect your affiliation with HealthCare Partners.

Please enter your ovérail assessment based on the arswers provided in the ADA Checklist. If an ADA Objective in
gither the Access to Eacility from the Exterior or Access to Interior Spaces sections is answered NO, then the office
is not considered accessible from points of entrance to exam rooms. If an objective is italicized it should not be
considered as pare of your summary assessment. [f an ADA Objective in the Access to Public Lavatory section is not
italicized and is answered NO, then the public lavatory is not considered accessible.

Does the office have at least one wheelchair-accessible path from an entrance

to an exam room? YES NO
Is the public lavatory wheelchair-accessible? YES NO
Is the office eqnippnexf‘.l with at least one exam table with height-lowering capability? YES NO

ACCESS TO FACILITY FROM THE EXTERIOR

ADA OBJECTIVE
‘ Yes No

1. Isthere a path of travel from the disability accessible parking space to the
facility entrance that does not require the use of stairs?

2. Is the path of travel stable, firm and slip resistant?

3. Except for curb cuts, is the path at least 36 inches wide?

4. Is there a method for persons using wheelchairs or that require other
assistance with mobility to enter as freely as everyone else?

4a, Is that route of travel safe and accessible for evervone,
including people with disabilities?
7oV 1-2009 hg 12/09 '

Page 1 of 4




HealthCarg Partners
The American with Disabilities Act (ADA) Checklist

Provider Name (print): Date:

ACCESS TO FACILITY FROM THE EXTERIOR (continued)

ADA OBJECTIVE

: Yes
5. Are there an adequate number of parking spaces provided

No

(8 feet wide for & car and 5 foot access aisle)?

Total Spaces Accessible Spaces
1-25 | 1
26-50 ' 2
51-75 ; 3
76-100 | 4

6. Does the main exterior entrance door used by persons with mobility
disabilities to access public spaces meets the following standards:

32 inches cleaé' opening.
18 inches of clear wall space on the pull side of the door, next to the handle.

& B & &

7. Are there ramps ﬁo permit wheelchair access?

The threshold ?edge is no greater than % inch high or if beveled, no greater than % inches high.
The door handle is no higher than 48 inches high and can be operated with a closed fist.

If yes, complete the following 4 questions:

7a. Are the sioives of the ramp accessible for wheelchair access?

7b. Are the rai?ings sturdy and high enough for wheelchair access?

Tc. Is the widﬂfi between railings wide enough 10 accommodate a
wheelchair?

7d. Are the ran}ps nonslip and free from any obstruction (cracks)?

8. Ifthereare stairs§ at the main entrance, is there also a ramp or lift or is
there an alternative accessible entrance?

9. Do any inaccessible entrances have signs indicating the location of the
nearest accessible entrance?

10. Can the accessible entrance be used independently and without assistance?

11. Are doormats ¥; inch high or less with beveled or secured edges?

rev 7-2008 hep 12/09
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HealthCare Partners
The American with Disabilities Act (ADA) Checklist

Provider Name (print):. Date:

ACCESS TO INTERIOR SPACES

ADA OBJECTIVE
Yes

12. The layout of the interior of the building allows people with disabilities
to obtain materials and services without assistance.

No

13. The interior doors comply with the criteria set forth above regarding the
exterior door. -

14. The accessible routes to all public spaces in the facility are 31 inches wide.

15. There is a § foot circle or a T-shaped space for a disabled person using a
wheelchair to reverse direction in public areas where services are rendered.

16. All buttons or other controls in the hallway are no higher than 42 inches.

17. Elevators in the facility meet the following standards:

o There is a raised and Braille sign on both door jambs on every floor;

¢ The call buttéms in the hallway are not higher than 42 inches; and

» The controls inside the cab have raised and Braille lettering.

18. The office is eqw’}aped with TTY capability.

ACCESS TO PUBLIC LAVATORY
ADA OBJECTIVE
Yes

20. With respect to the public restroom, the ac¢essible route, the exterior

door and the interior stall doors comply with standards set forth above
for exterior doors.

No

21. There is at 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; OR
there is at Jeast one stall that is less accessible but that provides greater
access than a typical stall (either 36 by 69 inches, or 48 by 69 inches).

rev 7-2009 hep 12/08
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HealthCare Partners
The American with Disabilities Act (ADA) Checklist

Date:

Provider Name (print):g

ACCESS TO PUBLIC LAVATORY (confinued)

ADA OBJECTIVE

Yes No
22. In the accessible stall of the public rest room there are grab bars behind

and on the side wall nearest the toilet.

23. There is one Iavétory in the public restroom that meets the following
standards:

¢ 30 inches wide by 48 inches; deep bar space in front.
(A maximum of 19 inches of the required depth may be
“under the lavatory.)

s The Iavatory‘;rim is no higher than 34 inches.

» There is at least 29 inches from the floor to the bottom
of the lavatory apron.

o The faucet can be operated with a closed fist.

o The soap dispenser and hand dryers are within reach and
usable with one closed fist.

s The mirror is mounted with the bottom edge of the reflecting
surface 40 inches from the floor or lower.

Please submit completed ADA Checklist with credentialing packet or fax to:
; HealthCare Partners
1-516-515-8843

The infqrmaﬁon contained jn this document is confidential and is intended only for HCF or specifically authorized personnel,
If recipient is not the intended recipient you are hercby notified that any dissemination, distributon, or copy of this

commaupication is strietly prohibited. If you have received this communication in error, please immediately notify us by
phone at 1-516-746- 2240, Thank you.

ey 12009 hep 12409 Page 4 of 4




IN WITNESS WHEREOF, the parties have executed this Agreement to be effective as of
the date of execution hereof by Heritage New York IPA, Inc. d/b/a HealthCare Partners,

IPA.

Corporaﬁe Name (if applicable)

PRGVIDER Siguature

Print Naine:

Title:

Date:

Telephmile {no 800 numbers)

Federal Tax Identification Number

Specisity cm Indly Agr 0404(12-2) doc{12-2)

Heritage New York IPA, Ine. d/b/a
HealthCare Pariners, IPA

By:

Name:
Tidle:
Date:

31




HealthCare Pariners, IPA Credentialing Application [rev 8/2012] 11

Release is irrevocable for any period during which I am an applicant for Pardeipation at an Entity, a member of an entity’s
medical or health care staff, or a participating provider of an Entity. [ agree 1o execnte another form of consent if law or
regulation Limits the application of this {rrevocable authorization. I understand that my failure to promptly provide another
consent may be grounds for termination or discipline by the Entity in accordance with the applicable bylaws, rules and
regulations, and mquizememts of the Entity, or grounds for my termination of Participation at or with the Entity. I agree that
information obtained in accordance wzth the provisions of this Authorization, Attestation and Release is not and will not be 2
violation of my privacy.

I certify that all mformanon provided by me in my application is true, correct, and complete 10 the best of my knowledge and
belief, and that I will notify the Entity and/or its Agent(s) within 10 days of any material changes to the information I have
provided in my application or authorized to be released pursuant to the credentialing process. I understand that corrections to
the application are permitied at any time prior to a determination of Participation by the Entity, and must be submitted on-line
or in writing, and must be dated and signed by me (may be 2 written or an electronic signature). I understand and agree that
any material misstatement or omission in the application may constitute grounds for withdrawal of the application from
consideration; dendal or revocation of Participation; and/or immediate suspension or termination of Participation. This action
may be disclosed to the Entity and/or its Agent(s)

I frther aclmow]edgeééthaz I have read and understand the foregoing Authorization, Attestation and Release. I understand and
agree that a facsimile or photocopy of this Authorization, Attestation and Release shall be as effective as the original,

Signature

Name (Please Print or 'Type)

Social Security Number

Date



SIGNATURE PAGE FOR THE PROVIDER’S CERTIFICATION OF HIS/HER/ITS
CREDENTIALING INFORMATION AND AGREEMENT TO BE BOUND BY THE TERMS OF
THE PROVIDER PARTICIPATION AGREEMENT

This Signature Page shall constitute the first page of your Provider Participation Agreement {the “Agreement”}, The Agreement, including this page and those that follow, constitutes
a3 binding obligation; please read it carefully and, if you agree with its terms, please sign where indicated below to express your agreement.

tunderstand and agree that, as part of the credentialing application process for my acceptance to participate in the MagnaCare network and those of any of its affiliated entities
(collectively, the “Network"}, | am required to provide sufficient and accurate information for a proper evaluation of my current licensure, ralevant training and/or experience,
clinical competence, health status, character, ethics, and any other criteria used by the Network for determining initial and ongoing eligibility for participation. The Network
acknowledges that the information obtained relating to the application process will be held confidential to the extent required by faw.

| certify that all information 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.
1 will notify the Network and/or its agent(s) within 10 days of any material changes to the information {including any changes/challenges to licenses, DEA, insurance, malpractice
claims, NPDB/HIPDS reports, discipiine,E criminal convictions, etc.] | have provided in my application or authorized to be released pursuant to the credentialing process. § understand
that corrections to the application are permitted at any time prior to a determination asto my participation by the Network, and must be submitted online or in writing, and must
be dated and signed by me, | acknowledge that the Network will not process an application until they deem it to be a complete application and that | am responsible to provide
a complete application and to produce adequate and timely informatian for resolving questions that arise in the application process. | understand and agree that any material
misstaterment or omission in the application may constitute grounds for immediate withdrawal of the application from consideration; denial or revocation of Participation; and/or
immediate suspension or termination of Participation. This action may be disclosed to the Network and/or its agent{s).

| agree to be bound by the terms and conditions which are set forth in this Certification. | also agree to be bound by all of the terms and conditions in the remainder of the
Agreement which are set forth below; beginning on the Effective Date denoted on my MagnaCare Network participation acceptance letter.

Provider rnay not make changes to thi§ Agreement after it is signed by MagnaCare and any purported changes made by Provider wilf be of no force and/or effect.

PROVIDER: MAGNACARE ADMINISTRATIVE SERVICES, LLC
| ) , <

Signature: Signature: WU /zWM

By (print name}: : By: Matthew Fienman

Title: i Title: Executive Vice President

Tax ID:

Date: / /

NP #: LICENSE #: CAQH #:

Primary Specialty:

Active Medicaid Numbers énd Statels}:

Medicare Number:

Provider Contagt Name: Bm /N@Ué MM‘L &;& Provider Contact Phone #‘/7/8’/&/3 ’W87
Contact Emaii:%m /N/W . M m@d/[tf: @bwﬁ}ﬂfé S bw

PARTICIPATING PROVIDER AGREEMENT - CONFIDENTIAL AND PROPRIETARY HAlIATOSEOEAS
One Penn Plaza i 1600 Stewart Avenue 44 W, Gilbert Street 2 Huntington Quadrangle 877.624.8220
46th Floor Suite 700 Tinton Falls, NJ Suite 410 WWW.Magnacare.com

New York, NY 103113 Westbury, NY 11580 07701 Melville, NY 11747



SIGNATURE PAGE FOR THE PROVIDER’S CERTIFICATION OF HIS/HER/ITS
CREDENTIALING INFORMATION AND AGREEMENT TO BE BOUND BY THE TERMS OF
THE PROVIDER PARTICIPATION AGREEMENT

This Signature Page shall constitutethe first page of your Provider Participation Agreement (the "Agreement”}. The Agreement, including this page and those that follow,
constitutes a hinding obligation; plezse read it carefully and, if you agree with its terms, please sign where indicated below to express your agreement.

1 understand and agree that, as part of the ¢redentialing application process for my acceptance to participata in the MagnaCare network and those of any of its affiliated
entities {collectively, the “Network”), | am required to provide sufficient and accurate information for a proper evaluation of my current licensure, relevant training and/or
experience, clinical competence, health status, character, ethics, and any other criteria used by the Network for determining initial and ongoing efigibility for participation. The
Network acknowledges that the information obtained refating to the application process will be heid confidential to the extent required by law.

i certify that all information provided by me In my application is current, true, correct, accurate and comiplete to the best of my knowledge and bellef, and is furnished in good
faith. t will notify the Network and/or its agent(s} within 10 days of any material changes to the information {including any changes/challenges to licenses, DEA, insurance,
malpractice claims, NPDB/HIPDB reports, discipline, criminal convictions, etc.) t have provided in my application or authorized to be released pursuant to the credentialing
process. | understand that corrections to the application are permitted at any time prior to 2 determination as to my participation by the Network, and. must be submitted
online or in writing, and must be dated and signed by me. | acknowledge that the Network will not process an epplication until they deem it to be a complete application
and that | am responsible to provide a complete application and to produce adeguate and timely information for resolving questions that arise in the application process. |
understand and agree that any material misstatement or omission in the application may constitute grounds for immediate withdrawal of the application from consideration;
denial or revocation of Participation; and/or immediate suspension or termination of Participation. This action may be disclosed to the Network and/or Jts agent(s).

tagree to be bound by the terms and conditions which are set forth in this Certification. ! also agree to he bound by all of the terms and conditions in the remainder of the
Agreement which are set forth below, beginning on the Effective Date denoted on my MagnaCare Network participation acceptance letter.

Pravider may not make changes to this Agreement after 1t is signed by MagnaCare and any purported changes made by Provider will be of no force and/or effect.

PROVIDER: MAGNACARE ANCILLARY SERVICES, LLC
<

Wl L v

Signature: ; Signature: /;«".’waﬂf«’/ 2 —
/

8y (print name): gy: Matthew Fienman
Title: : Title: Executive Vice President
Tax ID: '
Date: / /
NPl #: i LICENSE #: CAQH #:

Primary Specialty:

Active Medicaid Numbers and State(s):

Medicare Number:

Provider Contact Name: DM/’U/@%?/ M/MQ/S Provider Contact Phone #: 57!8’(// 5”&‘%/8';?
Contact Email: WV( /:‘Uf MQ ’ /VS M/éj"&/‘f‘-’ @ bm%fééé/()

PANDICIPRIIG PROVIDE T AGRERMENT  COMPRIZ YA ARD PROPRIR (AGY B104 1L or 44

One Penn Mara | 1600 Stewart Avenue 44 W, Gilberst Streat 2 Huntington Quadrin g 877.624.6220
AGth Floor ‘ ! Sutte 700

Tinton Falls, Mf Suica 4N1L0 WWALNEANSCDIE.COM
Rew York, MY 10119 Westbury, MY 11580

07701 taehvillo, NY 11747
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FEDERAL TAX IDENTIFICATION NUMBER(S)

| {Provider Name & Title} hereby authorize you to add my tax
identification number(s) listed below to my MagnaCare participating provider profile. | understand and agree
that my claims will be processed as in-network when submitted under any of these numbers. in addition, | have
enclosed a signed W-9 form for each of the following numbers.

1 6.
2 7.
3 8
4, 9
5 10.
Applicant’s Signature Date
MAGNACARE CREDENTIALING APPLICATION AL05 2G4
One Penn Plaza 1600 Stewart Avenug 44 W. Gitbert Street 2 Huntington Quadrangle 877.624.6220
46th Floor Suite 700 Tinton Falls, NJ Suite 4N1D www.magnacare.com

New York, NY 10118 Westbury, NY 11590 07701 Melville, NY 11747



FEDERAL TAX IDENTIFICATION NUMBER{S)

| {Provider Name & Title) hereby authorize you to add my tax
identification number(s] listed below to my MagnaCare participating provider profile. | understand and agree
that my claims will be processed as in-network when submitted under any of these numbers. in addition, | have
enclosed a signed W-9 form for each of the following numbers.

1 6.

2 7.

3. 8

4, g

5 10.

/ /
Applicant’s Signature Date
DENGILAL AR LB P MU AP AT B §
One Pemn Plas A5 N A Sreet 2 Hunlingion Quadrangle 8776246220
A6t Fioor Tingon ¢ NG Stite AN WWW.Magnacare.com
Newy York, Ny 137 00 VTGl h
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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 1o an exam

room? Y&s No
Examination tables and all equipment are accessible to people with disabilities. Yes No

If parking is provided, spaces are reserved for people with disabilities, pedestrtan ramps
at sidewslks, and drop-offs? Yes No

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

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
9 Except for curb cuts, is the path at least 36 inches wide?  Yes No

Is there a method for persons using wheelchairs or that require other mobility assistance to

enter as freely as everyone else? Yes No

s lIsthat route of travel safe and accessible for everyone, including people with disabilities?
Yes No

Does the main exterior entrance door used by persons with mobility disabilities to access public

spaces meet the following standards:

s 32inchesclear opening.  Yes No

o 18 inches of clear wall space on the pull side of the door, next to the handle. Yes No

e The threshold edge is no greater than % inch high or if beveled, no greater than % inches
high.Yes No

¢ The door handle is no higher than 48 inches high and can be operated with a ciosed fist. Yes

Mo
Are there ramps to permit wheelchair access? Yes No
if yes, complete the following 4 guestions:
» Are the slopes of the ramp accessible for wheelchair access? Yes "No

e Are the railings sturdy and high enough for wheelchair access? Yes No



10.

i1,

12.

13.

14.

15.

i6.

i7.

18.

19.

20,

21,

22.

23,

24,

e ¢ the width between railings widie enough o accommodate a wheelchair? Yes No
e Are the ramps nonslip and free from any obstruction {cracks)? Yes No

if there are stairs at the main entrance, is there also a ramp or lift or is there an alternative
accessible entrance? Yes No

Do any inaccessible entrances have signs indicating the location of the nearest accessible
entrance? Yes No

Can the zccessible entrance be used independently and without assistance? Yes No
Are doormats ¥ inch high or less with baveled or secured edges? Yes No
Are waiting rooms and exarn rooms accessible to people with disabilities? Yes No

The layout of the interior of the building allows people with disabilities to obtain materials and
services without assistance. Yes No

The interior doors comply with the criteria set forth above regarding the extarior door, Yes No
The accessible routes to all public spaces in the facility are 31 inches wide. Yes No

There is a 5 foot circle or a T-shaped space for a disabled person using a wheelchalr to reverse
direction in public areas where services are rendered. Yes No

Ali buttons or other controls in the haliway are no higher than 42 inches. Yes No

Elevators in the facility meet the following standards:
= There are raised and Braille signs on both door jambs on every floor. Yes No
s The call buttons in the hallway are not higher than 42 inches. Yes No
» The controls inside the cab have raised and Braille lettering. Yes No

Are sign language interpreters and other auxiliary aids and services provided in
appropriate circumstances? Yes No

Is the public lavatory wheeichair-accessible?  Yes No

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

There is at 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; OR there is at least one stall that is less accessible

but that provides greater access than a typical stall {either 36 by 69 inches, or 48 by 69 inches).
Yes No

in the accessible stall of the public rest room there are grab bars behind and on the side wali
nearest the toilet. Yes No



25. There Is one lavatory in the public restroom that meets the following standards:

¢ 30 inches wide by 48 inches; deep bar space in front.
{A maximum of 19 inches of the 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 operated with a closed fist. Yes No

The soap dispenser and hand dryers 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
tne floor or lower. Yes No

0O 0 0 00

(o]

|, [First and Last Names, Title, Provider Name], hereby attest that we are a provider that has a
physical site at 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




