
UNIVERSITY 
pllYSICIANS 

BROOK t.Y~, fJ'X(' 

PROVIDER ENROLLMENT SERVICES 
PAYOR REQUIRED FORMS 

Provider Name 

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

IJ 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/GHI PPO Certification Regarding Lobbying 

D Emblem/HIP Network Services IPA Participating Practitioner Agreement 

o 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 


IJ Healthcare Partners ADA Form 


D Healthcare Partners Contract Signature Form 


D Healthcare Partners Credentialing Application Form 


D Magnacare Provider Participation Agreement 


D Magnacare Federal Tax Identification Numbers Signature Form 


D ADA Attestation Form 


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 
Person Corrpleting Chec:k. Ust InitialS/Date 



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

UNIVERSIlY 
pHYSICIANS

8ROOKlYN, INC. 
DSUNY 

OWNSTATE 

PROVIDER ENROLLM:ENT SERVICES 

PRACTICE LOCATION INFORMATION 


Provider First Name: Last Name: 

Primary Practice Address: UPB 0 UHB 0 BOTH 0 

City/State/Zip: 

Appointment Phone Number: ( ________)____________ 

Office Fax Nun:ber: L-J________ Contact Person: _____________ 


Office Hours: 


Monday: Tuesday: Wednesday: 


Thursday: ____ Friday: Saturday: Sunday: ____ 


********************************************************************************** 


Secondary Practice Address: UPB Ci DtlB 0 BOTH 0 

City/State/Zip: 

Appointment Phone Number: '----_~.________ 

Office Fax Number: L--)________ Contact Person: ______________ 


Office Hours: 


Monday: Tuesday: Wednesday: 


Thursday: ____ Friday: Saturday: Sunday: ____ 


********************************************************************************** 




DSUNY 
OWNSTATE 

UNIVERSllY 
pHYSICIANS

BROOKLYN. INC-

Additional Practice Address: UPB 0 UHB 0 BOTH 0 

City/State/Zip: 

Appointment Phone Number: '--_---'________ 

Office Fax Number: L-J________ Contact Person: ____________ 


Office Hours: 


Monday: Tuesday: Wednesday: 


Thursday: ____ Friday: Saturday: Sunday: ____ 


********************************************************************************** 

Additional Practice Address: UPB 0 UHB 0 BOTH 0 

City {State/Zip: 

Appointment Phone Number: '-__.J________ 


Office Fax Number: L-J'_________ Contact Person: _____________ 


Office Hours: 

Monday: Tuesday: Wednesday: 

Thursday: ____ Friday: Saturday: Sunday: ____ 



Standard Authorization, Attestation and Release r (NOl forUse for Employment t"lJI"poses) 

I undetSillnd and a9ree Ibai. 2$ pan of u.e erooe.nUahng appHeailon process for particfpaliOn. membel'1.:!l1p andJor ctink:al prlv~eges (hereinaller. rE:ferTe<l 10 as 
"Partlc!paUcn-) at or Wiln eacll healthcare org3nlZl!tlO" Indicated on \he "l.lSl of Aulhoril:ed Organ<:«rtionS" \hal s=mpanies tbhl Provider Application (hereIDal1.er. 
eacrr heaiW:<!re organtmt;oll on \he "\.ist Of A\lIlIotttei1 OrganlZatlons' is h1dMeuall:rreferl'e!1 to as tile "EnW.\"'l. aIId any of the Enlltv':; affiGa1ed entitles, I am required 
10 provide: sufficient and aWJrale l!\formaticn for a proper el/Q/uatlon or my current licensure, relevant tralnlrlg andler experience, climesl competence, lleaitll status, 
Cl\arae!er. etJ1jcs and any eUler <:$:(1lI osed by Ihe enlhy lordelerminlng lllJUal ana 6ngo!ng elIgibility for Particlpalion. eacb ElltlIy Mel !Is representative. 8mplQI" 
6,16. and agen!(s) acknowledg~ thai tile: infotrnafion obtained relating to Ine appllcallon proeess wm be hatd confidential to the exlent perm~led 'oy law. 

lacmo\ll!edlle thai each Ernlt!' has its own emerla [or accaptance. and \ may be. .aecepte!l or rejected by each independently I furtller aCknoWledge and utlderslalld 
that my cooperation In obtalnlll!l L~fonnlliian and Ill)' COrlStl!It \0 the telease Of inr,mnaooll ao not guaranUll> !hat any 5nmy will gtal1t me clinicalprlvllcaes or amtract 
wiln me as a PTavlller of se.rvlcas I undCfSlalld thai my appfi<2lion for ParticipatJcn witlllhe: entity I" lI<)~ an application far wnployrtlen\ ",l!.h tile Entity "I1d tnat 
=ptance: of my apphcallOn !::y !he Entity wlU nG!. nosu!lm my anlployment by Ine 5nllt;,. 

Authorization oflnvastlgatlo" ConcQrnlng Ai'l'n<:.allon I,,, Partiolpation. I 8ulllor1ze Inl' following I1'lOlV:cfuals including, wltho!J1 limll"tlOn,1M~ Enllty. tis represElnl3
IIvl\$, employee:;. an<!lcr desiliileleQ' agef\tlsl: \he EnUty's affilra1lld en\!ties an<: Ineil' representallVe:i. employees, EWlJor des'g''''led agl:l1ts: and '1M Enlity's deslgnat
ed prof&.sslcnal cre!lenllals va<if,calJ<ln organlzalion IcoUectively referred 10 as "Agenl$'). \0. in"""ligale infonnaUon. Whldl includes both O!'lill snp written Slalllments. 
record•. and document:>. CCtlCllftltng my appl:ca1lon for ParticipatJoll. I 8grea 10 all_the Entlty andlor its Ascm(s) to IIISpect ano copy aU rl!;:ords and documents 
rl!'lalulg'tO such an invesllgailcn 

lwIhorlmUo.n 01 Third·Party SQurces to Release Information Concerning Applicallon for J>ar1lcipntien.1 auIhOrize any thIrd party. InelJJding, :lui not IImlted to.. 
indMdllarS. agen=. medical aroups ....sponsibl. ior cre.c!en'Jal. verificalion, ccrpgrallom; companies, emplO\Iem. ronner emplOyers, t\Osp1t~ls, health plane. health 
maintenance organr.::Bllol\S. msnaged eare 0tEimiz3llo11s. Jaw enforcement or ucenslng agencies, Insurance com-panles,e<lucattonal am! olt>er insti1u\.OfIs, rnlltt:lry 
services, me41cal eredenUaling SOd accreditation ag011~. proles!!lonal medlcBl soolelles. the Federal!OI1 of Slate MedIcal £loill'ds. lhe NabMa:! Prac:iJl.encr IJaIIl 
BanI\. and the HeaRn Cere Inl!:grlly and Pro!eCl.OIl oata i!!an~.I() release 101111> EnliIY end/or i1s Agenl(s).I.~rQrm:alion. lncludJng olherwJSB prlvllesed or confidential 
mformall:>n.eoncemirlll myprcf..ssitmalqoalifieauons.creaenuals.Clinlcalcompetence.q"alttYllS.SUreneeandtltlltZallondala.Character.mentalCl>ndfUon.p!lysicat 
ccll':lillon, alcohol or chemical dejlendeney dlagllosis and U&31menl. elllies. be/l&Vlor. or any other maller reasonably l'lavlng a beating 00 my qualiflcatJons lor 
Par\i~lPsUon In. or with. the Sl(i!y. r autllOnm my curren! and pall! professionallla'ollilll c;amer(sj '" raklilS6 my nl5lory 01 claims thai have been made and/or are (';Cr
renlly psnding al!81nSI me. I S):ljcllic:alty waive written notice f(om any entllieS end individuals "mo proVldl\' information based upon thIS Authematicn. AUestalron and 
Reteaso. 

Autnolil:ation of R,<>leaa.. and exchange of m""lplinary lnform:rilon.l nemby rurUlor ~cn;!tjo any Illird party 'II wt\ich I _tly n""" i'articlpal!on or had 
Pal'tlelpalioll tmW<I<' eacn lhlrd, party's .!Igems Ul "'Iaase 'OiSClPtinary InformstlOl\: aG defmed beleW, \0 the Entity and/or i1s .o,genl(I». I l'let»bY!Ul1het authorlZ'e 1na 
All'ent(&) 10 reiea:se Cl~plrnat!' tn(onnllllOn about any dlScljlflnary action IakBn ngaillst me 10 its Pllrlielp~tn9 !Snlllie. at whll:ll I have Partlcipabon, and"" may M 
olllerwo;e required by law. AS used herein, 'Oisclplinary Information" means rnfotmatron conCiilmirlg (i) MY action Ull<en by .wt:b health wre organi:l:allons, their 
atlministmlOrs. or thelt medical or oth9l' ~rnmlttae& to revcke. den,'. suspend. resIliet. or "",Iltfrtlon my F'arfIcipation or Impose ;I corrective aClton plan; jii) any oIMr 
d1Sl:ip[lI\lIlY sdlon involvrng me, IncludIng, I>J1 nollimited to. dlSOlplrne '"1he emplO)'mem "''''telC!; or (lli) my reGignatlon Prilli' 10 tllfIJ conClUSion of atr)I J:lisclplinary ~rl> 
c"",,,ln9" or plfor wille commenc:eman! of formlll charges. bUI after I have k.nowiedge 1:i1al such formal charGes were belng (or are beIng) eonlamplaled ;mdJor were 
ior are) In prepllralkln. 

R&Icas.e from I.!atlllll.y. ! reieZse from all ~ab!1J\y and hold harmless any eMly lis Agent{s), an" any olher Ihlr<l ]>8!1y fcr \heir = perlon'ned In good taith and wltir 
0lII manoa unle.sS SUch &:IS 8.'l:: (lila 10 !he flI'OSS nagligeru:e o· Williul lrnseoncill<:! of Ill" =nllty. its, AlIet1I{S). or oJ.I\er Ihm:! pariI' in connecllon wrth the glllllermg. 
f1j1ell6e anC1l!lCchl:l1ge of, and rellal'lce lll>On. informatiOn 'USa!! In accordal'l<:l> Vitlh this Aul~O!Il:.!ition. Atleslallo" llJId Release. I further agree nol 10 sUe MY =ntlly. 
any Agent(6). Ill' any other ll1ini party for lheir !!CIS. aafamallon or eny ottlar clStmS based 0/\ alalemenlS made In gOOd falth and IIlithOUl monee or mlSconduc:! Of SUc~ 
Entity. Agllnt(s) or Ihird patly ,n CIInneCbOn wit" Ina ctI!>OenllaMB preClilSS. This releaS& snall be on addmon to. amlin no way shall bmJl. any O!Mr appUcabl1' immUnl· 
lies prolllCed by laW for peer TaVIIWI and cradunliaUng aet<viUe•• In tll!&Aulherizatlon. Attestation anci Release. all raferences to the Enllly. lIS Aganl(S). sm:!lor !>ttler 
Ihlrt! party ItlcJlldeihelr re.opecuve emplay,,~. dlreclom. offlCe!S. a<1visors. ccurrsel, and agems. ,he Enli:ty or MY of ~s affll.lI'tes '" agen\$ r!:l2lins !he right to allOW 
a=$$ to tile appl=l~ infollrlallon fer PUIllOS&S ot <l credeNJallJ1g wdit to eustomers and/o, their anClllor.s to the extlllll requited In ::onneclion wilh an audit at Ina 
credeCltialtrig processes anI! p:nvicled lhat Ine r::uatomeram\lorlheir 8IJdltar ex"eates an 8pPtOi>riatc C<lnficlantl2lHy "sreement. 1 understand ana liigroo Iha'llhl.$ 
AlllhollZllbon. AltestaIIQII and ~elease is im:svoeable for anI' pericQ <lunng whIch lam an applicant for PartClpa1!On at an enm:;. a member of an Entllys mo:dieal or 
Mallt. CSf& staff. or a pal1lClpa\ing prcllider of an Entity. ! list"" 10 execute anolher 1= of consenl )f law Of'1>'!lulallon HmJls !he spplll:lllion of this lrTevooable authori
:tallOn. I understana lI1al my failure It:! promptly provide anatller consent may De grounds for !orminal«>n or dlSc:1)lline by the Entity In a=roanr::e wltll 1M appJlcaDle 
bylaws, rules. and regulations. end requiremenls. 0/ the Enllty. or glnUntls for my lermlnalicn gf F'aIllclpatJco at. or \'.Inn illa Entit)'. I agree tha!lIlfcnnaUon obtained In 
ac:colt!an"" wM!he PI'O"lslon. of Illis AUIIIorizatioli. Allesllltl<>n snd Release Is not end w;U not be" violalion Of my pnva"Y 

I ceI11fy !hat alf mfonnelian prQl/tded by mE> I(r my app!;;:;anon Is currenl. true, CI:lITBd. aocurale Bnd complete 10 \hI' l>e~ ct my knowledge and betiel. and IS iurnl&nell 
In goad tail.h. I wlll naUfy !llll: E::tU'\y andJcr Its Agent/,.) wllhln 10 days of sny maleripl chanses to tile informllliOn {Including SIIY CI'IangesJchallenl!!!.I> 10 licenses, !:leA. 
!nlO\llZlnce. malpradlee claim!>. NF'CS/HIPOB reports. dl""'p~ne. CMllIlal convJdlons. etc.) I have provided in my eppll::allon ot autno=1I1O l>e released pur..uaot to 
the cte(!eI\UsUne process. f llr.,~eP.:tand Illal cortOet'cms to lfle sppllC!lllQn Ilfe ~rmHIed al atry lim", prIOr 10 a delennlnaban of Partre'patlon by Ihe Entlly, and Ill""! b~ 
subm!!Le<I ottlin", Qr in wrlllng. and m<J!.l be dated snd .,gned by me imay be a wrilt.... QI' an electronic s;gnlmlre). I ad<nOWledge \hat tile 'Enlllywlll not proc:ess an 
apptICIIlton IUlUI'IIIe;, Cleem It 10 be a e<>mplete applicatiOn ami thaI I am reSjlonslDle to prouide a eompl!:ID applicatiOn and 10 pr<>duce adequale and timely infoflll<oo 
lion for resoM11g q"I!sffons 1n"1 anSfl In 1I\e appilCatloll ptOt:eSS I understalld and 09- Ulat any ntll!el1al misstatement or omisslon In the ~ppli::<)ljon may conslbu\.<) 
Sl'l:>lll1ds for w~ ofthe applfC8t\oll frOm eonsiderallon: tlcni,,1 or revocatian Cf Parliclpallon; andlgr immedtllle suspension or termtllallon of Par!lCIPI\IIOn. This 
adJOn may tie tllselOSe<llo \he Entlly andJol its Ag8nl(S1. Ilurthet acknowledge that I have read and understand 1IIe rorelloing Aulhoril:allon. AUBmalJ<ln and Relaase 
an(! the:. I neve acCl>s.. 10 \he bylaws of applicable mei1tcl!1 slat( organlzallons <Uld agrez:: Ie abide by these bylaws. rules and regulaUon~ I undarstand ana 8!)ree that 
a 'l8csunUe or photocopy of this Aull\onzalion. Allest!lllOn and Release ShaU be as effl:l:llve as lIle oris'''''!. 

Name (prin1)' 

L 


http:hereIDal1.er


EMPIRE BLUECROSS BLUESHIElD 

PRACTITIONER RELEASE fORM 


First Name: M.L: 

SSN: TIN: 
: 

Part of a Group? Dyes 0 NoSex: o Male 0 Female 


Languages Spoken: 


Primary Office Address: 


City: State: ZIP Code: 

Telephone #: Fax#: Name: 

OFFICE HOURS 

I 
i Monday I Tuesday 

Hours of Availability to see Patients in Primary Office 

Wednesday I Thursday Friday Saturday 

I 

! 
~ 

I 

, 
I HAVE NO OFFICE HOURS AND RENDER SERVICES ONLY WITHIN AN INPATIENT SETTING (HOSPITAUST) 0 

i 

PAR HOSPITAL AFFlUATIONS 
List all - Use Separate Sheet if Necessary I 

l. I 
2. ! 

SPECIALTY 

APPLYING AS: (PLEASE CHECK) PRIMARY CARE PROVIDE / OB/GYN CP 0 REFERRAL SPEOAUST 0 BOTHO 

Board Eligible? Dyes DNa I Date: 
Specialty: 

DYes o NoBoard certified? Date: 

Sub-Specialty: 
: Board Eligible? Dyes DNa Date: 

Board Certified? Yes ONo Date: 

PAR BACKUPS 

I 
I 

I 
: 

! 

i my agreement wit!:. Empire BlueCross BlueShield and reporting to any applicable State, Federal or Regulatory agency. 

List all - Use Separate Sheet if Necessary 

Name i Provider ID Address Phone 

1. 

2. 

3. i 

I hereby certifY that the all information indicated herein is true, accurate and complete. Furthermore I understand that the 
knowing submission ofany incorrect information may result in the possible disqualification ofmy application, termination of 

I 
i 

i 

I 

: Provider SIgnature: IDate: 

i Empire U~ Onlv 

PrOVider Network Management Consultant Name: Terry Marinas i Date Empire Received 

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

Empire BlueCross BlueShield, 

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


New York, NY 10008-1407 


i 



•... 


·represent any Physician outside of his or her Physician Group. if applicable. 
Judgment upon the award rendered by the arbitrator may be entered and enforced 
in any roUT!: of competent jurisdiction. In the event the dispute is. required by law 
ro be resolved by a state or federwuuthorii.Y, Empire and Physician agree to be 
bound by the findings of such state or federal authority. 

IN WITNESS HEREOF, rhe parties have caused their duly authorized representatives [0 

execute this Agreement. 

Empire Hea1thChoic.e Assurance, Inc. Physician 
Empire HealthChoice HMO, Inc. 

Signature Signature 

Print Name and Title Date Print Name Date 

Check All That Apply 

o Primary Care Physicia.n* 
o 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 
IPle~ photocopy mryonr=-:-;;M:;:·:o:;:t;;::"5:-:,l---~---

18 br:·p"" P1l)·"',:'J<Il Templllll
I)oc 112S1!60~ 'f2 

11l6/11S 
'\l.I. PR.01>t.:CTS 



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 ofthis Agreement, including but not limited to 
EmblemHealth's Administrative Guidelines, 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 
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 of 
the Start Date. 

Practitioner 

By (Signature) 

Name (Print) Date 

Organization 

Address 

Telephone License #; 

Email NPI# 

TIN Group NPI # 

Group Health Incorporated 

Date 

Signature: 

EII-GHI (2014) 

Non-material change;;: 08,12,2014 



APPENDIX II 

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 ofany 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 ofany 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 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) 

: Name (Print) Date 

Organization 

: Address 

Telephone License #: 

Email NPI# 

TIN Group NPI # 

EH-GHI (2014) 


Non-material changes: 08.12.2014 2 




AGREEMENT BETWEEN 

HIP NETWORK SERVICES IPA, INC. 

AND PARTICIPATING PRACTITIONER 

HIP Network Services IPA C'HNSIP A"), is pleased to contract with the undersigned Practitioner for the provision of Covered 
Services to Members. Practitioner and HNSIP A 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 ImproveIT;ent, 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 Agreement is ("Start Date"), contingent 
on any necessary Credentialing Committee approvaL (For Plan use) 

If Practitioner is a professional corporation this Agreement shall apply to each member of such corporation as if each is a party to this 
Agreement. In consideration of the mutual covenants and promises stated herein and other good and valuable consideration, and 
intending to be legal\y bound hereby, HNSIP A 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 ?\TPI # 

IHIP Network Services IPA, Inc. 

Date 

Signature: 

OMCID#J3J5 Plan lD/MCO#: HIP I-lMO-2011-03 
HNSIPAlProvider Downstream Agreement Template 
Non-Material Change Made: 08118/14 



APPENDIX II 

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 pUl"pOSe 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 ofany 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 ofany 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 .;;ertification shall subject the violator to a civil penalty of not less than $10,000 and not more than $100,000 
for each such failure. 

I Practitioner 

By (Signature) 

i Nan1e (Print) Date 

I Organization 

Address 

Telephone License #: 

Email NPI# 

TIN Group NPI# 

OMC ID#1315 2 Plan IDIMCO#: HIP HMO-20 11-03 
HNSIPAfProvider Downstream Agreement Template 
Non-Material Change Made: 08l18fl4 



i 

PARTICIPATING PRACTITIONER AGREEMENT 

The Plans, EmblemHealthcompanies 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, Util ization 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 . 

n. ..:.: 
~ .' 
By /<;':0. ee) 

Name (Print) Date 

Orl1'l'Ini721ti, 

Address 

Telephone License #: 

Email NPI# 

TIN Group NPI# 

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

Date 

HIP lNS·20!2-D4 Plan lDIMCO#:Plan Insurance- Direct Par Prov 
Non-Material change made: OBll8fl4 



APPENDlXH 

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 influenc·e 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, Of 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 ~ertification 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) 

Name (Print) Date 

Organization 
. 

Address , 

Telephone License #: 

Email NPI# 

TIN Group NPl # 

HrP lNS-20 12-04 2 Plan ID/MCO#:Plan Insurance Direct Par Prov 
Non-Material change made: 08118114 



!'!! HealthCare Partners, IPA . 
~.., HealthCare Partners, Management Services Organization 

501 Franklin Avenue, Suite 300, Garden City, New.York 11530 (516) 74G-220() Fax (516) 746·6433 

COVERING PRACTITIONER FORM 

Dear Practitioner: 

In order to participate in the HealthCaxe Partners, IFA Networkyou must have coverage 
arrangements to assure that services are available on a twenty-four-hour-awday, seven-days
a-weekbasis. cpovering providers shouldbe the same or similar specialty and be parti.cipa~ng 
with HealthCare Partners or an affiliated health plan. 

Please provide the following information on your covering practitioners: 

Please submit this form with your credentialing/recredentialing application 

PrintNrune: _____________________________________________________ 

Signature: 

Specialty: 

Date: 

Your Link to Quality Care 



__________________________________________________________________________ _ 

HealtbCare Partners 

The Ameriean with Disabilities Act (ADA) Cb.eckiist 


Provider Name (print):, _____________________ Date:_________ 

Provider Signature: ______________________________________ 

Provider Address: _______________________________________ 

Speciru~: 

ADA is a federal sta!.Ute that requires public accommodations to provide goods and services to people with disabilities on an equal 
basis as that provided to the general public. Structurru barriers to access should be removed only when the correction is readily 
achievable, which is defined by the law as easily accomplished and able to be carried out without much difficulty or expense. Hep is 
required to report aggregate statistics on the percentage ofproviders by geographic area and specialty that practice in ADA compliant 
facilities. Toward that erid, we request that you respond to the following questions. Please ilote that the information provided here 
will in no way affect your affiliation with HealthCsl"e Parmers. 

Please enter your overall assessment based on the answers provided in the ADA Checklist. If an ADA Objective in 
either the Access to F,acility from tbe Exterior or Aecess to Interior Spaces sections is answered NO, then the office 
is not considered ac.-;essible from points of entrance to exam rooms. If an objec:tive is italicized it should not be 
considered as part of'your summary assessment. Ifan 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 ;,tt least one wheelcbair·accessible path from an entrance 

to an exam room? YES_ NO 


Is the public lavatory wheelchair-accessible? 	 YES__ NO__ 

Is the office equipped with at least one exam table with height-lowering capability? YES__ NO__ 

ACCESS TO FACILITY FROM THE EXTERIOR 

ADA OBJECTIVE 

Yes No 


1. 	 Is there a path oftravel from the disability accessible parking space to the 

facility entrance that does not require the use of stairs? 


2. Is the path oftravel stable, finn and slip resistant? 

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

4. 	 Is there a method. for persons using wheelchairs or that require other 

assistance witl} mobility to enter as freely as everyone else? 


4a. Is that route of travel safe and accessible for everyone, 

including people with disabilities? 


_ 7·2009 hcp I !l09 Page 1 of4 



III 

HealthCare Partners 

The American with Disabilities Act (ADA) Checklist 


Provider Name (print): ,.....-_________________ 	 Date!_______ 

ACCESS TO FACILITY FROM THE EXTERIOR (continued) 

ADA OBJECTIVE 
Yes No 

5. 	 Are there an adequate number ofparking spaces provided 
(8 feet wide for a car and 5 foot access aisle)? 

Total Spaces 	 Accessible Spaces 


Iw25 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 clear opening. 
• 18 inches of clear wall space on the pun side ofthe door, next to the handle. 
Q The threshold ,edge is no greater than ~ inch high or ifbeveJed, no greater than % inches high. 

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

7, Are there ramps to pennit wheelchair access? 
If yes, complet~ the following 4 questions: 

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

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

7c. Is the width between railings wide enough to accommodate a 
wheelchair? 


7d. Are the tallfps nonslip and free from any obstruction (cracks)? 


8. 	 If there are stairs! at the main entrance, is there also a ramp or lift or is 

there an alternative accessible entrance? 


9. 	 Do any inaccessiple entrances have signs indicating the location of the 

nearest accessible entrance? 


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

11. Are doonnats Yz inch high or less with beveled or secured edges? 

rev 7·2009 hep 12109 	 Page 2 of4 



HealthCare Partners 
The American with Disabilities Aet (ADA) Checklist 

Provider Name (print): __________________ Date:_______ 

ACCESS TO INTERIOR SPACES 

ADA OBJECTIVE 
Yes NQ 

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

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 5 foot Circle or aT-shaped space for a disabled person using a 
wheelchair to reverse direction in public areas where services are rendered. 

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

17. Elevators in the facility meet the following standards: 

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

II> The call buttons in the hallway are not higher than 42 inches; and 

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

18. The office is equipped with TTY capability. 

ACCESS TO PUBLIC LAVATORY 

ADA OBJECTIVE 
Yes No 

20. 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. 

21. There is at least ~>ne wheelchair accessible stall in the public restroom that 
has an area ofat 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). 

rev 7·2009 hcp 12109 Page 3 of4 



HealtbCare Partners 

The American with Disabilities Act (ADA) Checklist 


Provider Name (print): ___________________ Date:,_______ 

ACCESS TO PUBLIC LAVATORY (continued) 

ADA OBJECTIVE 

22. In the accessible stall of the public rest room there are grab bars behind 
and on the side wall nearest the toilet. 

Yes No 

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

e 30 inches wide by 48 inches; deep bar space in front. 
(A maximum of 19 inches ofthe required depth may be 
. under the lr;ivatory.) 

c The lavatory rim is 110 higher than 34 inches. 

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

iii The faucet can be operated with a closed fist. 

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

'" The mirror is mounted with the bottom edge ofthe reflecting 
suiface 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 information contained in this document is confidential and is intended only for HCP or specifically authorized personnel. 
If recipient is not the intended recipient you are hereby notified that any dissemination, distribution, or copy of this 
communication is strictly probibited. If you have received this communication in error, please immediateJy notify us by 
phone at 1-516-746- 2l00. Thank you. 

rev 7·2009 hop 12109 ?age40f'4 



IN WI~SS WHEREOF, the parties have executed this Agreement to be effective as of 
the date of execution hereofby Heritage New York IPA, Inc. d/b/a. HealthCare Partners, 
lPA. 

Corporate Name (if applicable) 

PROVID;ER Signature 

Print Name: _________ 

Title: ______--___ 

Da~:_~________________ _ 

Telepho~e (no 800 numbers) 

Federal Tax Identification Number 

He.ritage New York IPA, me. d/b/a 
HealthCare Partners, IF'A 

~:--------------------

Name: ________________ 

Title: ______________ 

Dare:__________________ 

31 



11 HealthCare Partners, IPA Credentialing Application [rev 8/20121 

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 ca:re staff, or a participating provider of an Entity. I agree to execute another form of consent if law or 
regulation limits the application of this irrevocable authorization. r 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 requirements of the Entity, or grounds for my termination of Participation at or with the Entity. I agree that 
information obtained in accordance with the provisions of this Authorization, Attestation and Release is not and will not be a 
violation of my privacy. 

I certify that all information provided by me in my application is true, correct, and complete to the best ofmy 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 permitted at any time prior to a determination of Participation by the Entity, ane! must be submitted on-line 
or in writing, and must be dated and signed by me (may be a written or an electronic signature). 1understane! 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 Participation; and/or immediate suspension or termination of Participation. This action 
may be disclosed to the Entity and/or its Agent(s} 

r further acknowledge!that I have read and understand the foregoing Authorization, Attestation and Release. r understand and 
a~ that a facsimile or photocopy of this Authorization, Attestation and Release shall be as effective as the origi:nal. 

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 AGREEIVIENT 

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 
a binding obligation; please read It carefully and, if you agree with its terms, please sign where indicated belowto express your agreement. 

I understand and agree that, as part ofthe credentialing application process for my acceptance to participate in the MagnaCare network and those of any of its affiliated entities 
(collectively, the "Network"), I 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 eligibility for participation. The Network 
acknowledges that the information obtained relating to the application process will be held confidential to the extent required by law. 

I 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. 
I will notify the Network and/or its age.nt(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.) I have provided in my application or authorized to be released pursuant to the credentialing process. I understand 
that corrections to the application are permitted at any time prior to a determination as to my participation by the Network, and must be submitted online or in writing, and must 
be dated and signed by me. I acknowledge that the Network will not process an application until they deem It to be a complete application and that I am responSible to provide 
a complete application and to produce adequate and timely information 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 immediate withdrawal of the application from consideration; denial or revocation of Participation; and/or 
immediate suspension or termination of Participation. nlis aCtion may be disclosed to the Network and/or its agent(s). 

I agree to be bound by the terms and conditions which are set forth in this Certification. I 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 MagnaCBre Network participation acceptance letter. 

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

PROVIDER: MAGNACARE ADMINISTRATIVE SERVICES, LLC 

Signature: _______-'-____________ Signature: ~~~ 
/ 

By (print By: Matthew Fienman 

Title: ______________________ Title: Executive Vice President 

Tax 10: ____________________ 

CAQH#: ___________________LICENSE #: 

Primary Specialty: 

Active Medicaid Numbers and Staters}: 

Medicare Number: 

Provld" co",,~ N,me: ~ //111 ~ b4a. /... U-S p,""de' Con"" Phone .'01(;;-L,13 -~I(:z 
Contact Email:DIJ)1{t /J ID;U-t. MIJ1l.t!t.J':, t2b~. ~ trto 

Date: 

NPI #: _____________--,-___ 

One Penn plaza 1600 Stewart Avenue 44 W. Gilbert Street 2 Huntington Quadrangle 877.624.6220 
46th Floor Suite 700 Ti nton Falls, NJ Suite 4N10 www.magnacare.com 

New York, NY 10119 Westbury, NY 11590 07701 Melville, NY 11747 



__ 

SIGNATURE PAGE FOIR THE PROV~D1ERIS CERTlfg(AT~ON OIF H~S/HER/iTS 

CREDENTIAUNG ~NfORi\J1AT~O~'~ AND AGlRlEtEMlEi\lT TO BE BOUND BY THE TERMS Of 
THE PROV~DER PARTuCfiPATION 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 il binding obligation; ple~se read it carefully and, if you agree with its terms, please sign where indicated below to express your agreement. 

I understand 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"), I 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 eligibility for participation. The 
Network acknowledges that the information obtained relating to the application process will be held confidential to the extent required by law. 

I 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, I 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.) I have prOVided in my application or authorized to be released pursuant to the credentialing 
process. I understand that corrections to the application are permitted at any time prior to a determination as to my participation by the Network, and, must be submitted 
online or in writing, and must be dated and signed by me. I acknowledge that the Network will not process an application until they deem it to be a complete application 
and that I am responsible to provide a complete application and to produce adequate and timely information 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 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). 

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

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

PROVII)ER: MAGNACARE ANCILLARY SERVICES, LlC 

..I < ./2 7 "tt / //
Signature: ______--'-_____________ Signature: ..!.M...:.-t....:.~t!::.""_t~::..-_/. -;~'-:.._U_fU_U_.1_1..,()_'L-_==_'_____ 

/ 
By (print By: Matthew Fienman 

Title: ________..,.-____________ Titie: Executive Vice President 

Tal( ID: _______-'-_____________ 

LICENSE #: ____________ CAQH #: 

Primary Specialty: 

Active Medicaid Numbers and State(s): 

Date: 

NPI #: _______"__ 

Medicare Number: 

Provider Contacc Name: ~(}YIfI;J/EtU<G 1itrJILIIu.s Provider Contact Phone #: 71[5-&/3-&rg2 
Contact Email: btJY.0IIJIIfJ(J/i;.!VIIl.l!li.k~ @~b'x.JYt~. 'Z(}tu 
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Olle Pent' Playa 1600 SI'cwart :'I1IP/lUe "4 W. Gilbf,(t Strf'e( 2 HlJntingtOn QUCidl'ilJl,;;:le S/7.624,6220 
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MAGNACARE"" , 

. . '"' ;....... . ."', ~ . -, ~" . ~,~ ,. , 


FEDERAL TAX IDENTfFICA"nON NUMBER(S) 

_________________ (Provider Name & Title) hereby authorize you to add my tax 
identification number(s} listed below to my MagnaCare participating provider profile. I understand and agree 
that my claims will be processed as in-network when submitted under any of these numbers. In addition, I 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 

MAGNACARE CREDENTIALING APPLICATION Al0S iR9li 

One Penn Plaza 1600 Stewart Avenue 44 w. Gilbert Street 2 Huntington Quadrangle 877 .624 .6220 
46th F!oor Suite 700 Tinton Falls, NJ Suite 4N10 www.magnacare.com 

New York, NY 10119 Westbury, NY 11590 07701 Melville, NY 11747 



__________________ {Provider Name & Title) hereby authorize you to add my tax 
identification number(s) listed below to my MagnaCare participating provider profile. I understand and agree 
that my claims will be processed as in-network when submitted under any of these numbers. In addition, I 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 

Ont...:> !)en:\ Pl.:);,) 2 Huntington Quadr.(lngl~\ 877 ,LJ24,(;220 
~6li) f:e[\, www.magnacare,(om 

www.magnacare,(om


The American with Disabilities Act (ADA) Attestation 

Provider Name (print): Date: 

Provider Signature; 

flrovider Address: 

Specialty: 


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

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

3. 	 If parking is 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 
e Is the path of travel stable, firm and slip resistant? Yes No 
CI Except for curb cuts, is the path at least 36 inches wide? Yes No 

6. 	 Is there a method for persons using wheelchairs or that require other mobility assistance to 
enter as freely as everyone else? Yes No 
& Is that route oftravel safe and accessible for everyone, including people with disabilities? 

Yes No 

7. 	 Does the main exterior entrance door used by persons with mobility disabilities to access public 
spaces meet the following standards: 
If 32 inches clear opening. Yes No 
e 18 inches of clear wall space on the pull side of the door, next to the hand Ie. Yes No 
• 	 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 closed fist. Yes 

1\\0 

8. 	 Are there ramps to permit wheelchair access? Yes No 

If yes, complete the following 4 questions: 


• Are the slopes of the ramp accessible for wheelchair access? Yes ' No 
• Are the railings sturdy and high enough for wheelchair access? Yes No 



Ii Is the width between railings wide enough to accommodate a wheelchair? Yes No 
<II Are the ramps nonslip and free from any obstruction (cracks)? 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 indicating 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 Y2 inch high or less with beveled or secured edges? Yes No 

13. Are waiting rooms and exam rooms accessible to people with disabilities? Yes No 

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

15. The interior doors comply with the criteria set forth above regarding the exterior 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 serVices are rendered. Yes No 

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

19. Elevators in the facility meet the following standards: 
.. There are raised and Braille signs on both door jambs on every floor. Yes No 
.. 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 

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 standards set forth above for exterior doors. Yes No 

23. 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 

24. 	in the accessible stall of the 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 following 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 higher than 34 inches. Yes 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 	 The soap dispenser and 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. Yes No 

I, [First and Last Names, Title, Provider NameL 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, I do hereby attest that I hold the authority to make these 
attestations. 

Provider Name {print}, ______________ Date: 

Provider Signature _______________ 


