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State of California Department of Health Care Services
Health and Human Services Agency

MEDI-CAL DISCLOSURE STATEMENT

DHCS

California Decpartment of

HealthCareServices

Every applicant or provider must complete and submit a current Medi-Cal Disclosure Statement
(DHCS 6207) as part of a complete application package for enrollment, continued enrollment, or certification
as a Medi-Cal provider.

Important:
e FOR NEW APPLICANTS: Failure to disclose complete and accurate information may result in a denial
of enrollment and imposition of a three-year reapplication bar.

e FOR CURRENTLY ENROLLED APPLICANTS: Failure to disclose complete and accurate information
may result in denial, deactivation of all business addresses and the imposition of a three-year
reapplication bar. The Department is required to report the termination of your participation in the Medi-
Cal Program to the Centers for Medicare & Medicaid Services and to other States’ Medicaid and
Children’s Health Insurance Programs pursuant to United States Code, Title 42, Sections 1396a(kk)(6)
and 1902(kk)(6) and the Code of Federal Regulations, Title 42, Section 1002.3(b).

e Submitting a complete and accurate Medi-Cal Disclosure Statement is required.

e Read all instructions when completing the Medi-Cal Disclosure Statement.

e Type or print clearly in ink.

e DO NOT USE staples on this form or on any attachments.

e |f applicant/provider must make corrections, please line through, date, and initial in ink. Do not use
correction fluid.

e Return this completed statement with the complete application package to the address listed on the
application form.

Overall Authority: Code of Federal Regulations, Title 42, Part 455; California Code of Regulations,
Title 22, Sections 51000-51451; Welfare and Institutions Code, Sections 14043—-14043.75
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GENERAL INSTRUCTIONS FOR COMPLETING
THE MEDI-CAL DISCLOSURE STATEMENT

DO NOT USE staples on this form or on any attachments.

Do not use a pencil, correction tape, white out, highlighter pen, etc. on this form.

If you must correct an entry, the applicant or provider must initial and date the correction in ink.
Do not leave any questions, boxes, lines, etc., blank. Check or write “N/A” if not applicable to you.

To review the Title 22 provider enrollment regulations, please visit the Medi-Cal Website
(www.medi-cal.ca.gov) and click the “Provider Enrollment” link. It is the responsibility of the
applicant/provider to comply with all regulations pertaining to Medi-Cal.

Section I: Applicant/Provider Information

1.

All applicants and providers must complete this Section unless they are eligible to use the “Medi-Cal
Rendering Provider Application/Disclosure Statement/Agreement for Physician/Allied/Dental Providers”
(DHCS 6216) or the “Medi-Cal Ordering/Referring/Prescribing Provider Application/Agreement/
Disclosure Statement for Physician and Nonphysician Practitioners” (DHCS 6219).

Rendering providers joining a group who are not eligible to use the “Medi-Cal Rendering Provider
Application/Disclosure Statement/Agreement for Physician/Allied/Dental Providers” may leave parts
E—H blank if part D is checked.

If applicant leases the location where services are being rendered or provided, please attach a copy of
a current signed lease agreement.

In California, a domestic or foreign limited liability company is not permitted to render professional
services, as defined in Corporations Code Sections 13401, subdivision (a) and 13401.3. See California
Corporations Code Section 17701.04(e).

Section II: Unincorporated Sole-Proprietor or Individual Rendering Provider Adding to a Group

Disclosure of social security number is optional. (See Privacy Statement on page 21)

Section Ill: Ownership Interest and/or Managing Control Information (Entities)

1.

To determine percentage of ownership, mortgage, deed of trust, note or other obligation, the percentage
of interest owned in the obligation is multiplied by the percentage of the disclosing entity’s assets used
to secure the obligation. For example, if A owns 10 percent of a note secured by 60 percent of the
applicant’s or provider’s assets, A’s interest in the provider’'s assets equates to 6 percent and shall be
reported pursuant to California Code of Regulations, Title 22, Section 51000.35. Conversely, if B owns
40 percent of a note secured by 10 percent of the applicant’s or provider's assets, B’s interest in the
provider’'s assets equates to 4 percent and need not be reported.

“Indirect ownership interest” means an ownership interest in any entity that has an ownership interest in
the applicant or provider. This term includes an ownership interest in any entity that has an indirect
ownership interest in the applicant or provider. The amount of indirect ownership interest is determined
by multiplying the percentages of ownership in each entity. For example, if A owns 10 percent of the
stock in a corporation which owns 80 percent of the stock of the applicant or provider, A’s interest
equates to an 8 percent indirect ownership interest in the applicant or provider and shall be reported
pursuant to California Code of Regulations, Title 22, Section 51000.35. Conversely, if B owns 80 percent
of the stock of a corporation, which owns 5 percent of the stock of the applicant or provider, B’s interest
equates to a 4 percent indirect ownership interest in the applicant or provider and need not be reported.
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3.

“Ownership interest” means the possession of equity in the capital, the stock, or the profits of the
applicant or provider.

All entities with managing control of applicant/provider must be listed in this Section.

List the National Provider ldentifier (NPI) of each listed corporation, unincorporated association,

partnership, or similar entity having 5% or more (direct or indirect) ownership or control interest, or any
partnership interest, in the applicant/provider identified in Section I.

Corporations with ownership or control interest in the applicant or provider must provide all corporate
business addresses and the corporation Taxpayer Identification Number issued by the IRS. For
verification, a legible copy of the IRS Form 941, Form 8109-C, Letter 147-C, or Form SS-4 (Confirmation
Notification) must be included.

Section IV: Ownership Interest and/or Managing Control Information (Individuals)

1.
2.

6.

Refer to Section Il instructions and definitions.
“Person with an ownership or control interest” means a person that:

a. Has an ownership interest of 5 percent or more in an applicant or provider;

b. Has an indirect ownership interest equal to 5 percent;

c. Has a combination of direct and indirect ownership interest equal to 5 percent or more in an applicant
or provider;

d. Owns an interest of 5 percent or more in any mortgage, deed of trust, note, or other obligation secured
by the applicant or provider if that interest equals at least 5 percent of the value of the property or
assets of the applicant or provider;

e. Is an officer or director of an applicant or provider that is organized as a corporation;

f. Is a partner in an applicant or provider that is organized as a partnership.

“Agent” means a person who has been delegated the authority to obligate or act on behalf of an applicant
or provider.

“Managing employee” means a general manager, business manager, administrator, director, or other
individual who exercises operational or managerial control over, or who directly or indirectly conducts
the day-to-day operation of an applicant or provider. All managing employees must be included in
this section.

List the National Provider Identifier (NPI) of each individual with ownership or control interest or any
partnership interest, in the applicant/provider identified in Section I. In addition, all officers of the
corporation, directors, agents and managing employees of the applicant/provider must be reported in
this section.

Disclosure of social security number is mandatory. (See Privacy Statement on page 21)

Section V: Subcontractor Information and Significant Business Transactions
1. “Subcontractor” means an individual, agency, or organization:

2.

a. To which an applicant or provider has contracted or delegated some of its management functions or
responsibilities of providing healthcare services, equipment, or supplies to its patients.

b. With whom an applicant or provider has entered into a contract, agreement, purchase order, lease,
or leases of real property, to obtain space, supplies, equipment, or services provided under the
Medi-Cal Program.

“Significant business transaction” means any business transaction or series of transactions that involve

health care services, goods, supplies, or merchandise related to the provision of services to Medi-Cal

beneficiaries that, during any one fiscal year, exceed the lesser of $25,000 or 5 percent of an applicant’s
or provider’s total operating expenses.

DHCS 6207 (Rev. 2/17) i
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3. “Wholly owned supplier” means a supplier whose total ownership interest is held by an applicant or

provider or by a person, persons, or other entity with an ownership or control interest in an applicant or
provider.

Section VI: Incontinence Supplies
1. Applicant or provider must check “Yes” or “No.”
2. If“Yes,” complete A—C.

Section VII: Pharmacy Applicants or Providers
All pharmacy applicants or providers must complete this Section.

Section VIII: Declaration and Signature Page
1. All applicants or providers must complete this Section.
2. Legal name of applicant/provider must match name listed on associated application package.

3. The signature must be an individual who is the sole proprietor, partner, corporate officer, or an official
representative of a governmental entity or nonprofit organization who has the authority to legally bind
the applicant or provider. See Title 22, CCR Section 51000.30(a)(2)(B).

4. An original signature is required. Stamped, faxed, and/or photocopied signatures are not acceptable.

5. Disclosure Statement must be notarized by a Notary Public except for those applicants and providers
licensed pursuant to Business and Professions Code, Division 2, beginning with Section 500. For
example: Physicians, Pharmacy providers, Chiropractors, Osteopaths, Certified Nurse Midwives and
Nurse Practitioners do not need to notarize this form. Durable Medical Equipment (DME) providers,
Prosthetics, Orthotics, Medical Transportation providers, etc., must notarize this form.

FOR MORE INFORMATION, PLEASE VISIT THE MEDI-CAL WEBSITE (WWW.MEDI-CAL.CA.GOV)
AND CLICK THE “PROVIDER ENROLLMENT" LINK.

DHCS 6207 (Rev. 2/17) iv
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CLEAR

PRINT

MEDI-CAL DISCLOSURE STATEMENT

Do not leave any questions, boxes, lines, etc., blank. Check or enter N/A if not applicable to you.

I. APPLICANT/PROVIDER INFORMATION

A. Legal name of applicant/provider as reported to the IRS

B. Legal name of applicant/provider as it appears on professional license
IF NOT APPLICABLE, CHECK THE BOX [ | N/A

C. Existing provider number(s) (NPI) used at the address indicated in ltem G below. [ | N/A

D. If applying as a rendering provider to a provider group, check here [_]| and proceed to Part I.

(marked with *asterisk on page 2)

E. Fictitious business name [ | N/A

F. “Doing Business As” name [ | N/A

G. Address where services are rendered or | City State | ZIP code (9-digit)
provided (number, street)
1. Does applicant/provider lease this location? []Yes [ 1No

2. If YES, complete the following information regarding the Lessor and enclose a copy of the
current signed Lease Agreement, including any sublease agreements entered into by the
applicant provider at the business address on the Application.

a. Lessor name

b. Lessor address (number, street)

City

State

ZIP code (9-digit)

c. Lessor telephone number

d. Term of lease

e. Amount of lease

3. If no, does applicant/provider own this location?

[ ] Yes [ ] No

4. If applicant/provider does not lease or own this location, explain below:

Do not leave any questions, boxes, lines, etc., blank.

DHCS 6207 (Rev. 2/17)
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I. APPLICANT/PROVIDER INFORMATION (Continued)

H. Type of Entity (must check one):

[] General Partnership [] Limited Partnership [ ] Limited Liability Partnership
(Enclose Partnership (Enclose Partnership (Enclose Partnership
Agreement) Agreement) Agreement)

[] Sole Proprietor [ ] Limited Liability Company [ ] Governmental
(Unincorporated) State of formation:

L] 51? {Egg?;g&%gﬂ?ﬁe Articles Corporate number: State incorporated:
Statement of Information)

[ ] Nonprofit:

Check one: Check one:

[_] Corporation [ ] Charitable

[ ] Unincorporated [ ] Religious
Association [] Other (specify):

*|. List below fines/debts due and owing by applicant/provider to any federal, state, or local government
that relate to Medicare, Medicaid and all other federal and state health care programs that have
not been paid and what arrangements have been made to fulfill the obligation(s). Submit copies
of all documents pertaining to the arrangements including terms and conditions. See California
Code of Regulations, Title 22, Section 51000.50(a)(6). [ | N/A

Date to be
Fine/Debt Agency Date Issued | Paid in Full

$
$

J. List the name and address of all health care providers, participating or not participating in Medi-Cal,
in which the applicant/provider, listed in Part A, also has an ownership or control interest. If none,
check N/A. If additional space is needed, attach additional page (label “Additional Section I, Part J”).
[ N/A

1. Full legal name of health care provider

2. Address (number, street) City State | ZIP code (9-digit)

K. Respond to the following questions:

1. Within ten years of the date of this statement, have you, the
applicant/provider, been convicted of any felony or misdemeanor
involving fraud or abuse in any government program? [1Yes [INo
If yes, provide the date of the conviction (mm/dd/yyyy):

2. Within ten years of the date of this statement, have you, the
applicant/provider, been found liable for fraud or abuse involving a
government program in any civil proceeding? [JYyes [INo
If yes, provide the date of the final judgment (mm/dd/yyyy):

Do not leave any questions, boxes, lines, etc., blank.
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I. APPLICANT/PROVIDER INFORMATION (Continued)

3. Within ten years of the date of this statement, have you, the
applicant/provider, entered into a settlement in lieu of conviction for fraud [JYes []No
or abuse involving a government program?
If yes, provide the date of the settlement (mm/dd/yyyy):
4. Do you, the applicant/provider, currently participate or have you ever
participated as a provider in the Medi-Cal program or in another state’s
Medicaid program? [1Yes [INo
If yes, provide the following information:

Name(s) NPI and/or Provider
State (Legal and DBA) Number(s)

5. Have you, the applicant/provider, ever been suspended from a Medicare,
Medicaid, or Medi-Cal program? [Jyes [INo
If yes, attach verification of reinstatement and provide the following
information:

Effective Date(s) of
Check Applicable Date(s) of | Reinstatement(s),
Program NPI and/or Provider Number(s) Suspension as applicable

[ ] Medi-Cal
[ ] Medicaid
[ ] Medicare

[ ] Medi-Cal
[ ] Medicaid
[ ] Medicare

6. Has the individual license, certificate, or other approval to provide health
care of the applicant/provider ever been suspended or revoked? [Ives [INo

If yes, include copies of licensing authority’s decision(s) and written

confirmation(s) from them that your professional privileges have been
restored and provide the following information:

Where Action(s) . Effective Date(s) of Licensing
was Taken Action(s) Taken Authority’s Action(s)

Do not leave any questions, boxes, lines, etc., blank.
DHCS 6207 (Rev. 2/17) Page 3 of 21
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I. APPLICANT/PROVIDER INFORMATION (Continued)

7. Have you, the applicant/provider, ever lost or surrendered your license,
certificate, or other approval to provide health care while a disciplinary [IYes []No

hearing was pending?

If yes, attach a copy of the written confirmation from the licensing authority
that your professional privileges have been restored and provide the

following information:

Where Action(s)
was Taken

Action(s) Taken

Effective Date(s) of Licensing
Authority’s Action(s)

8. Has the license, certificate, or other approval to provide health care of the
applicant/provider ever been disciplined by any licensing authority? [1Yes []No

If yes, include copies of licensing authority decision(s) including any terms
and conditions for each decision and provide the following information:

Where Action(s)
was Taken

Action(s) Taken

Effective Date(s) of Licensing
Authority’s Action(s)

e If you, the applicant/provider, are an unincorporated sole-proprietor or an individual
rendering provider adding to a group, proceed to Section Il.

OR

e If you, the applicant/provider, are a partnership, corporation, governmental entity, or
nonprofit organization, proceed to Section IIl.

Do not leave any questions, boxes, lines, etc., blank.

DHCS 6207 (Rev. 2/17)
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[I. UNINCORPORATED SOLE-PROPRIETOR OR INDIVIDUAL RENDERING PROVIDER ADDING

A. Full legal name (Last) (Jr., Sr., etc.) (First) (Middle)

B. Residence address (number, street) City State

ZIP code (9-digit)

C. Social security number (required)

D. Date of birth

E. Driver’s license number or state-issued identification number (Attach a current and legible copy)

¢ If you, the applicant/provider, are an unincorporated sole-proprietor, proceed to

Section V.

OR

e If you, the applicant/provider, are a rendering provider adding to a group, proceed to

Section VIII.

Do not leave any questions, boxes, lines, etc., blank.
DHCS 6207 (Rev. 2/17)
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[ll. OWNERSHIP INTEREST AND/OR MANAGING CONTROL INFORMATION (ENTITIES)

A. In the table below, list all corporations, unincorporated associations, partnerships, or similar
entities having 5% or more (direct or indirect) ownership or control interest, or any partnership
interest, in the applicant/provider identified in Section I. Attach a separate Section lll, Part B
and C for each entity listed below. Number of pages attached: __

[ ] Check here if this section does not apply and proceed to Section IV.

Entity Legal Business Name

Percent (%) of
Ownership or Control

NPI Number
(If Applicable)

2 I L B B R A

~

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

Do not leave any questions, boxes, lines, etc., blank.

DHCS 6207 (Rev. 2/17)

Page 6 of 21





State of California Department of Health Care Services
Health and Human Services Agency

[ll. OWNERSHIP INTEREST AND/OR MANAGING CONTROL INFORMATION (ENTITIES) (Cont.)

B. Entity with (Direct or Indirect) Ownership Interest and/or Managing Control — Identification
Information.

1. Legal business name

2. Doing Business As (DBA) name (if applicable) [ ] N/A

3. Primary Business Address (number, street) | City State | ZIP code (9-digit)

* |f this entity is a corporation, attach a list of ALL business location addresses and P. O. Box
addresses of the corporation.

4. If this entity is a corporation, list the Taxpayer Identification Number issued by the IRS and
attach a legible copy of the IRS form.

5. Check all that apply:
[15% or more ownership interest [ ] Managing control
[ ] Partner [] Other (specify):

6. Effective date of ownership (mm/dd/yyyy) 7. Effective date of control (mm/dd/yyyy)

C. Respond to the following questions:

1. Within ten years from the date of this statement, has this entity been
convicted of any felony or misdemeanor involving fraud or abuse in any [JYes [No
government program?
If yes, provide the date of the conviction (mm/dd/yyyy):

2. Within ten years from the date of this statement, has this entity been
found liable for fraud or abuse involving any government program in any [JYes [INo
civil proceeding?
If yes, provide the date of the final judgment (mm/dd/yyyy):

3. Within ten years from the date of this statement, has this entity
entered into a settlement in lieu of a conviction for fraud or abuse [1Yyes [INo
involving any government program?
If yes, provide the date of the settlement (mm/dd/yyyy):

Do not leave any questions, boxes, lines, etc., blank.
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[ll. OWNERSHIP INTEREST AND/OR MANAGING CONTROL INFORMATION (ENTITIES) (Cont.)

Name of entity listed in Section Ill, Part B, Item 1

4. Does this entity currently participate, or has this entity ever participated,

as a provider in the Medi-Cal program or in another state’s Medicaid [IYes [INo
program? If yes, provide the following information:
Name(s) NPI and/or Provider
State (Legal and DBA) Number(s)

5. Has this entity ever been suspended from a Medicare, Medicaid, or
Medi-Cal program? [Ives [INo
If yes, attach verification of reinstatement and provide the following
information:

Effective Date(s) of
Check Applicable Date(s) of | Reinstatement(s),
Program NPI and/or Provider Number(s) Suspension as applicable

[ ] Medi-Cal
[ ] Medicaid
[ ] Medicare

[ ] Medi-Cal
[ ] Medicaid
[ ] Medicare

6. List the name and address of all health care providers, participating or not participating in
Medi-Cal, in which this entity also has an ownership or control interest. If none, check here [_]

If additional space is needed, attach additional page (label “Additional Section Ill, Part C, Item
6”). Number of pages attached:

a. Full legal name of health care provider (include any fictitious business names)

b. Address (number, street) City State | ZIP code (9-digit)

Do not leave any questions, boxes, lines, etc., blank.
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IV. OWNERSHIP INTEREST AND/OR MANAGING CONTROL INFORMATION (INDIVIDUALS)

A. In the table below, list any individual that has 5% or more (direct or indirect) ownership or control
interest or any partnership interest, in the applicant/provider identified in Section I. In addition, all
officers of the corporation, directors, agents and managing employees of the applicant/provider
must be reported in this section. Attach a separate Section IV, Part B and C for each
individual listed below. Number of pages attached: __

Percent (%) of NPI Number
Individual Name Ownership or Control | (If Applicable)

=

©|® | N ] w DN

[ —
©

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

Do not leave any questions, boxes, lines, etc., blank.
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IV. OWNERSHIP INTEREST AND/OR MANAGING CONTROL INFORMATION (INDIV.) (Continued)

B. ldentification Information — for Individuals with Ownership or Control Interest, Officers, Directors,
Managing Employees, Partners and/or Agents of the Partnership, Group Association,
Corporation, Institution or Entity.

1. Full legal name (Last) (Jr., Sr., etc.) (First) (Middle)

2. Residence address (number, street City State | ZIP code (9-digit)

3. Social security number (required) | 4. Date of birth | 5. Driver’s license number or state-
issued identification number (Attach a
current and legible copy)

6. Is the above individual related to any individual listed in Section IV, Table  []yves []No
A (Page 9)? If yes, check the appropriate box and list name of individual:

[ 1Spouse [ JParent [ ]Child [ ]Sibling [ ] Other (explain):
Name of individual:

7. If the above individual is directly associated with the entity identified in Section I, what is the
individual’s relationship with the applicant/provider? Check all that apply.

[]5% or greater owner [ ] Partner [ ] Managing employee [ ] Agent
[ ] Director/officer, title: [] Other (specify):

8. If the above individual is directly associated with an entity identified in Section Ill, indicate the
name of that entity in the space below:

a. Legal business name of entity as listed in Section Ill, Part A

b. What is this individual’s role with the entity reported in Section [lI? Check all that apply.
[15% or greater owner [ ] Partner [ ] Managing employee [ ] Agent
[ Director/officer, title: [] Other (specify):

C. Respond to the following questions:

1. Within ten years from the date of this statement, has the above
individual been convicted of any felony or misdemeanor involving fraud [JYes [No
or abuse in any government program?
If yes, provide the date of the conviction (mm/dd/yyyy):

2. Within ten years from the date of this statement, has the above
individual been found liable for fraud or abuse involving any government [Iyes [INo
program in any civil proceeding?
If yes, provide the date of the final judgment (mm/dd/yyyy):

Do not leave any questions, boxes, lines, etc., blank.
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IV. OWNERSHIP INTEREST AND/OR MANAGING CONTROL INFORMATION (INDIV.) (Continued)

Name of individual listed in Section IV, Part B, Item 1:

3. Within ten years from the date of this statement, has the above
individual entered into a settlement in lieu of a conviction for fraud or [Iyes [INo
abuse involving any government program?
If yes, provide the date of the settlement (mm/dd/yyyy):

4. Does the above individual currently participate, or has he or she ever
participated, as a provider in the Medi-Cal program or in another state’s [JYes [INo
Medicaid program? If yes, provide the following information:

Name(s) NPI and/or Provider
State (Legal and DBA) Number(s)

5. Has the above individual ever been suspended from a Medicare, Medicaid,
or Medi-Cal program? If yes, attach verification of reinstatement and [1ves [INo
provide the following information:

Effective Date(s) of
Check Applicable Date(s) of | Reinstatement(s),
Program NPI and/or Provider Number(s) Suspension as applicable

[ ] Medi-Cal
[ ] Medicaid
[ ] Medicare

[ ] Medi-Cal
[ ] Medicaid
[ ] Medicare

6. Has the above individual’s license, certificate, or other approval to provide
health care ever been suspended or revoked? [IYes [INo

If yes, include copies of licensing authority’s decision(s) and written
confirmation from them that his or her professional privileges have been
restored and provide the following information:

Where Action(s) _ Effective Date(s) of Licensing
was Taken Action(s) Taken Authority’s Action(s)

Do not leave any questions, boxes, lines, etc., blank.
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IV. OWNERSHIP INTEREST AND/OR MANAGING CONTROL INFORMATION (INDIV.) (Continued)

Name of individual listed in Section IV, Part B, Item 1:

7. Has the above individual otherwise lost or surrendered his or her license,
certificate, or other approval to provide health care while a disciplinary [JYes [INo
hearing was pending?
If yes, attach a copy of the written confirmation from the licensing authority
that his or her professional privileges have been restored and provide the
following information:

Where Action(s) . Effective Date(s) of Licensing
was Taken Action(s) Taken Authority’s Action(s)

8. Has the above individual’s license, certificate, or other approval to provide
health care ever been disciplined by any licensing authority? [IYes [INo

If yes, include copies of licensing authority decision(s) including any terms
and conditions for each decision and provide the following information:

Where Action(s) . Effective Date(s) of Licensing
was Taken Action(s) Taken Authority’s Action(s)

9. List the name and address of all health care providers, participating or not participating in Medi-
Cal, in which the above individual also has an ownership or control interest.

If none, check here [ ]

If additional space is needed, attach additional page (label “Additional Section IV, Part C, Iltem
9”). Number of pages attached:

a. Full legal name of health care provider (include any fictitious business names)

b. Address (number, street) City State | ZIP code (9-digit)

e Proceed to Section V.

Do not leave any questions, boxes, lines, etc., blank.
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V. SUBCONTRACTOR INFORMATION AND SIGNIFICANT BUSINESS TRANSACTIONS

A. Does the applicant/provider (as named in Section I, Part A on Page One of
this form) have direct or indirect ownership of 5 percent or more in any of its [ ]1Yes [m]No

subcontractors that provide healthcare services or goods?

Do any of the entities named in Section Ill, Part A on Page Six of this form
have direct or indirect ownership of 5 percent or more in any of the applicant [ 1Yes [m]No
provider’'s subcontractors that provide healthcare services or goods?

Do any of the individuals named in Section IV, Part A on Page Nine of this
form have direct or indirect ownership of 5 percent or more in any of the []Yes [m]No
applicant provider’s subcontractors that provide healthcare services or

goods?

If you answered NO to ALL of the above, please proceed to Section V, Part C on Page 15.

If you answered YES to ANY of the above, please complete the following information about the
subcontractor and attach a copy of any written agreement(s) that you have with the subcontractor

that relate to its functions/responsibilities.

1. Subcontractor’s full legal name

2. Subcontractor’s phone number

3. Subcontractor’s address (number, street)

City

State | ZIP code (9-digit)

4. Subcontractor’s federal employer identification

number (if applicable)

5. Subcontractor’s corporation number
(if applicable)

5. If there is more than one subcontractor, provide a separate sheet with all required information

(label “Additional Section V, Part A”).

[] Check here if additional sheet(s) is attached. Number of pages attached:

Do not leave any questions, boxes, lines, etc., blank.

DHCS 6207 (Rev. 2/17)
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V. SUBCONTRACTOR INFORMATION AND SIGNIFICANT BUSINESS TRANSACTIONS (Cont.)

B. List the following information for any person or entity, other than the applicant/provider, with 5
percent or more ownership and/or control interest in any subcontractor listed in Part A. If there is
more than one subcontractor, provide a separate sheet with all required information (label
“Additional Section V, Part B”).

[ ] Check here if additional sheet(s) is attached. Number of pages attached:

Name of Subcontractor in Part A

1. Full legal name of person or entity with ownership or control interest Phone number
in the Subcontractor

Address (number, street) City State | ZIP code (9-digit)
What is this individual’s role with the subcontractor reported in Part A? Check all that apply.
[]15% or greater owner — Percent of ownership: [ ] Partner [ ] Managing employee
[ ] Director/officer, title: [] Other (specify):

Is the above individual related to any individual listed in Section IV, Table A

(Page 9)? [1Yes [INo

If yes, check the appropriate box and list the name of the related individual.
[ ]Spouse [ ]Parent [ ]Child [ ]Sibling [ ] Other (explain):
Name of related individual:

2. Full legal name of person or entity with ownership or control interest Phone number
in the Subcontractor

Address (number, street) City State | ZIP code (9-digit)
What is this individual’s role with the subcontractor reported in Part A? Check all that apply.

[ 15% or greater owner — Percent of ownership: [ ] Partner [ ] Managing employee
[] Director/officer, title: [] Other (specify):

Is the above individual related to any individual listed in Section IV, Table A

(Page 9)? [1Yes [INo

If yes, check the appropriate box and list the name of the related individual.
[ ]Spouse [ JParent [ ]Child [ ]Sibling [ ] Other (explain):
Name of related individual:

Do not leave any questions, boxes, lines, etc., blank.
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V. SUBCONTRACTOR INFORMATION AND SIGNIFICANT BUSINESS TRANSACTIONS (Cont.)

Name of Subcontractor in Part A

3. Full legal name of person or entity with ownership or control interest | Phone number
in the Subcontractor

Address (number, street) City State | ZIP code (9-digit)
What is this individual’s role with the subcontractor reported in Part A? Check all that apply.

[ ]5% or greater owner — Percent of ownership: [ ] Partner [ ] Managing employee
[] Director/officer, title: [] Other (specify):

Is the above individual related to any individual listed in Section IV, Table

A (Page 9)?

If yes, check the appropriate box and list the name of the related [1ves [INo
individual.

[ 1Spouse [ JParent [ ]Child [ ]Sibling [ ] Other (explain):

Name of related individual:

4. Full legal name of person or entity with ownership or control interest | Phone number
in the Subcontractor

Address (number, street) City State | ZIP code (9-digit)
What is this individual’'s role with the subcontractor reported in Part A? Check all that apply.
[ 15% or greater owner — Percent of ownership: [ ] Partner [ ] Managing employee
[] Director/officer, title: [] Other (specify):

Is the above individual related to any individual listed in Section IV, Table

A (Page 9)?

If yes, check the appropriate box and list the name of the related [1ves [INo
individual.

[ 1Spouse [ JParent [ ]Child [ ]Sibling [ ] Other (explain):

Name of related individual:
C. Has the applicant/provider had any significant business transactions with any
wholly owned supplier or with any subcontractor (not listed on Part A) during [ ]lYes [m]No
the 5-year period immediately preceding the date of this Application?

“Significant business transaction” means any business transaction or series of
transactions that involve health care services, goods, supplies, or merchandise
related to the provision of services to Medi-Cal beneficiaries that, during any
one fiscal year, exceed the lesser of $25,000 or 5 percent of an applicant’s or
provider’s total operating expenses.

“Wholly owned supplier” means a supplier whose total ownership interest is
held by an applicant or provider or by a person, persons, or other entity with an
ownership or control interest in an applicant or provider.

Do not leave any questions, boxes, lines, etc., blank.
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V. SUBCONTRACTOR INFORMATION AND SIGNIFICANT BUSINESS TRANSACTIONS (Cont.)

“Subcontractor” means an individual, agency, or organization: (a) To which an
applicant or provider has contracted or delegated some of its management
functions or responsibilities of providing healthcare services, equipment or
supplies to its patients. (b) With whom an applicant or provider has entered
into a contract, agreement, purchase order, lease, or leases of real property, to
obtain space, supplies, equipment, or services provided under the Medi-Cal
Program.

If No, please proceed to Section V, Part D.
If Yes, complete the following information about the supplier or subcontractor:

2. Subcontractor’s or

1. Subcontractor’s or supplier’s full legal name -
supplier's phone number

3. Subcontractor’s or supplier’'s address City State | ZIP code (9-digit)
(number, street)

4. Describe the transaction(s):

If there is more than one subcontractor or supplier, provide a separate sheet with all required
information (label “Additional Section V, Part C”).
[ ] Check here if additional sheet(s) is attached. Number of pages attached:

D. List the name and address of each person(s) with an ownership or control interest in any
subcontractor (listed in Part C) with whom the applicant or provider has had business transaction
involving health care services, goods, supplies or merchandise related to the provision of services
to a Medi-Cal beneficiary that total more than $25,000 during the 12-month period immediately
preceding the date of the Application, or immediately preceding the date on the Department’s
request for such information. If there is more than one subcontractor, provide a separate sheet
with all required information. (label “Additional Section V, Part D”).

[=] Check here if no subcontractors listed in Part C or applicant/provider has had no business
transactions with subcontractors involving health care services, goods, supplies or merchandise
related to the provision of services to a Medi-Cal beneficiary that total more than $25,000 during
the 12-month period immediately preceding the date of the Application, or immediately preceding
the date on the Department’s request for such information. Proceed to Section VI.

[ ] Check here if additional sheet(s) is attached. Number of pages attached:

Name of Subcontractor in Part C

1. Full legal name of person or entity with ownership or control interest Phone number

Address (number, street) City State | ZIP code (9-digit)

Do not leave any questions, boxes, lines, etc., blank.
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V. SUBCONTRACTOR INFORMATION AND SIGNIFICANT BUSINESS TRANSACTIONS (Cont.)
Name of Subcontractor in Part C

2. Full legal name of person or entity with ownership or control interest Phone number

Address (number, street) City State | ZIP code (9-digit)

3. Full legal name of person or entity with ownership or control interest Phone number

Address (number, street) City State | ZIP code (9-digit)

4. Full legal name of person or entity with ownership or control interest Phone number

Address (number, street) City State | ZIP code (9-digit)

e Proceed to Section VI.

Do not leave any questions, boxes, lines, etc., blank.
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VI.

INCONTINENCE SUPPLIES

Does the applicant/provider intend to sell or currently sell incontinence [JYes [No
medical supplies?

If No, Pharmacy applicants/providers proceed to Section VII. All other

applicants/providers proceed to Section VIII.

If Yes, provide the following information:
A. List the names and addresses of all current sources of capital, as defined in CCR, Title 22,

Section 51000.5.

If there is more than one source of capital, provide a separate sheet with all required information
(label “Additional Section VI, Part A”).

[ 1N/A
[ ] Check here if additional sheet(s) is attached. Number of pages attached:

Full legal name of person or entity with ownership or control interest

Address (number, street) City State | ZIP code (9-digit)

. List all manufacturers, suppliers, and other providers with whom the applicant/provider has any

type of business relationship relative to the goods and services provided to Medi-Cal
beneficiaries.

If there is more than one, provide a separate sheet with all required information (label “Additional
Section VI, Part B”).

[ ] N/A

[ ] Check here if additional sheet(s) is attached. Number of pages attached:

Full legal name of person or entity with ownership or control interest

Address (number, street) City State | ZIP code (9-digit)

. List all persons or entities to which the applicant/provider has extended a line of credit, as

defined in CCR, Title 22, Section 51000.10, of $5,000 or more.

If there is more than one, provide a separate sheet with all required information (label “Additional
Section VI, Part C").

[IN/A
[ ] Check here if additional sheet(s) is attached. Number of pages attached:

Full legal name of person or entity

Address (number, street) City State | ZIP code (9-digit)

DHCS 6207 (Rev. 2/17)

Pharmacy applicants/providers proceed to Section VII.
¢ All other applicants/providers proceed to Section VIIlI.

Do not leave any questions, boxes, lines, etc., blank.
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VIl. PHARMACY APPLICANTS OR PROVIDERS

A. Has the individual license, certificate, or other approval to provide health
care, of the Pharmacist-in-Charge, ever been suspended or revoked? [Ives [INo

If yes, include copies of licensing authority decision(s) and written
confirmation from them that his or her professional privileges have been
restored and provide the following information:

Where Action(s) _ Effective Date(s) of Licensing
was Taken Action(s) Taken Authority’s Action(s)

B. Has the individual license, certificate, or other approval to provide health
care, of the Pharmacist-in-Charge, ever been lost, or surrendered while a [1Yes [JNo
disciplinary hearing on his or her license was pending?

If yes, attach a copy of the written confirmation from the licensing authority
that professional privileges have been restored and provide the following

information:
Where Action(s) . Effective Date(s) of Licensing
was Taken Action(s) Taken Authority’s Action(s)
C. Has any licensing authority ever disciplined the Board of Pharmacy [JYes []No

License of the Pharmacist-in-Charge?

If yes, include copies of licensing authority decision(s) including any terms
and conditions and provide the following information:

Where Action(s) . Effective Date(s) of Licensing
was Taken Action(s) Taken Authority’s Action(s)

e Proceed to Section VIII.

Do not leave any questions, boxes, lines, etc., blank.
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VIIl. DECLARATION AND SIGNATURE PAGE

| declare under penalty of perjury under the laws of the State of California that the foregoing information in
this document and any attachments is true, accurate, and complete to the best of my knowledge and
belief.

| declare that | have the authority to legally bind the applicant or provider pursuant to Title 22, CCR
Section 51000.30(a)(2)(B).

1. Printed legal name of applicant/provider

2.

Printed name of person signing this declaration with authority to legally bind the applicant or provider
(if an entity or business name is listed in Item above)

. Original signature of the applicant, provider or the person with authority to legally bind the applicant or

provider (in ink)

. Title of person signing this declaration

. Executed at: , on

(City) (State) (Date)

. Notary Public:

Applicants and providers licensed pursuant to Division 2 (commencing with Section 500) of the
Business and Professions Code, the Osteopathic Initiative Act, or the Chiropractic Initiative Act ARE
NOT REQUIRED to have this form notarized. If notarization is required, the Certificate of
Acknowledgement signed by the Notary Public must be in the form specified in Section 1189 of the Civil
Code.

Do not leave any questions, boxes, lines, etc., blank.
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PRIVACY STATEMENT
(Civil Code Section 1798 et seq.)

All information requested on the Application, the disclosure statement, and the provider agreement is
mandatory. This information is required by the California Department of Health Care Services and any
other California State Departments that are delegated responsibility to administer the Medi-Cal program,
by the authority of the Welfare and Institutions Code, Sections 14043 - 14043.75, the California Code of
Regulations,Title 22, Sections 51000 — 51451 and the Code of Federal Regulations, Title 42, Part 455.
The consequences of not supplying the mandatory information requested are denial of enrollment as a
Medi-Cal provider or denial of continued enrollment as a provider and deactivation of all provider numbers
used by the provider to obtain reimbursement from the Medi-Cal program. Some or all of this information
may also be provided to the California State Controller’s Office, the California Department of Justice, the
California Department of Consumer Affairs, the California Department of Corporations, the California
Franchise Tax Board or other California state or local agencies as appropriate, fiscal intermediaries,
managed care plans, the Federal Bureau of Investigation, the Internal Revenue Service, Medicare Fiscal
Intermediaries, Centers for Medicare and Medicaid Services, Office of the Inspector General, Medicaid, or
as required or permitted by law. For more information or access to records containing your personal
information maintained by this agency, contact the Provider Enrollment Division at (916) 323-1945.

Do not leave any questions, boxes, lines, etc., blank.
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		Effective Dates of Licensing Authoritys ActionsRow2_7: 

		Actions TakenRow1_8: 

		Effective Dates of Licensing Authoritys ActionsRow1_8: 

		Actions TakenRow2_8: 

		Effective Dates of Licensing Authoritys ActionsRow2_8: 

		Where Actions was TakenRow1_9: 

		Actions TakenRow1_9: 

		Effective Dates of Licensing Authoritys ActionsRow1_9: 

		Where Actions was TakenRow2_4: 

		Actions TakenRow2_9: 

		Effective Dates of Licensing Authoritys ActionsRow2_9: 

		2 Printed name of person signing this declaration with authority to legally bind the applicant or provider: 

		4 Title of person signing this declaration: 

		B: 

		 Legal name of applicant/provider as it appears on professional license: 

		 Has the individual license, certificate, or other approval to provide health care, of the Pharmacist-in-Charge, ever been lost or surrendered while a discplinary hearing on his or her license was pending?: Off



		Check here if applying as a rendering provider to a provider group: Off

		F: 

		 Doing Business As name: 



		G2A: 

		 Lessor name: 



		State of formation: 

		Corporate number: 

		State incorporated: 

		Fine/Debt 1: 

		Fine/Debt 2: 

		J1: 

		 Full legal name of health care provider: 



		K1: 

		 Within ten years of the date of this statement, have you been convicted of any felony or misdemeanor involving fraud or abuse in any government program?: Off



		K2: 

		 Within ten years of the date of this statement, have you been found liable for fraud or abuse involving a government program in any civil proceeding?: Off



		If yes, provide the date of the conviction: 

		If yes, provide the date of the final judgment: 

		3: 

		 Within ten years of the date of this statement, have you entered into a settlement in lieu of conviction for fraud or abuse involving a government program?: Off

		 Within ten years from the date of this statement, has the above individual entered into a settlement in lieu of a conviction for fraud or abuse involving any government program?: Off

		 If yes, provide the date of the settlement: 

		 If yes, provide the date of the settlement?: 

		 Is the above individual related to any individual listed in Section IV, Table A?: Off



		4: 

		 Do you currently participate or have you ever participated as a provider in the Medi-Cal program or in another state's Medicaid program?: Off

		 If this entity is a corporation, list the Taxpayer Identification Number issued by the IRS: 

		 Does the above individual currently participate, or has he or she ever participated, as a provider in the Medi-Cal program or in another state's Medicaid program?: Off

		 Is the above individual related to any individual listed in Section IV, Table A?: Off



		StateRow2: 

		StateRow3: 

		7: 

		 Have you ever lost or surrendered your license, certificate, or other approval to provide health care while a disciplinary hearing was pending?: Off

		 5 percent or greater owner: Off

		 Director/officer, title: 

		 Other, specify: 



		Where Actions was TakenRow1_2: 

		Where Actions was TakenRow2: 

		A: 

		 Full legal name (last, first, middle): 

		 Does the applicant have direct or indirect ownership of 5 percent or more in any of its subcontractors that provide healthcare services or goods?: No_25

		 Do any of the entities named in Section III, Part A on Page Six of this form have direct or indirect ownership of 5 percent or more in any of the applicant's subcontractors that provide healthcare services or goods?: No_26

		 Do any of the individuals named in Section IV, Part A on Page Nine of this form have direct or indirect ownership of 5 percent or more in any of the applicant's subcontractors that provide healthcare services or goods?: No_27



		Check here if this section does not apply and proceed to Section IV: Off

		B1: 

		 Legal business name: 

		 Full legal name (last, first, middle): 



		5 percent or more ownership interest: Off

		5: 

		 Other, specify: 

		 Has this entity ever been suspended from a Medicare, Medicaid, or Medi-Cal program?: Off

		 Executed at: City: 

		 Executed at: State: 

		 Executed at: Date: 



		C1: 

		 If yes, provide the date of the conviction: 

		 Within ten years from the date of this statement, has this entity been convicted of any felony or misdemeanor involving fraud of abuse in any government program?: Off

		 Within ten years from the date of this statement, has the above individual been convicted of any felony or misdemeanor involving fraud or abuse in any government program?: Off



		C2: 

		 If yes, provide the date of the final judgment: 

		 Within ten years from the date of this statement, has the above individual been found liable for fraud or abuse involving any government program in any civil proceeding?: Off

		 Within ten years from the date of this statement, has this entity been found liable for fraud or abuse involving any government program in any civil proceeding?: Off



		C3: 

		 If yes, provide the date of the settlement: 

		 Within ten years from the date of this statement, has this entity entered into a settlement in lieu of a conviction for fraud or abuse involving any government program?: Off



		Name of entity listed in Section III, Part B, Item 1: 

		StateRow2_2: 

		StateRow3_2: 

		If none check here: Off

		Number of pages attached: 

		6a: 

		 Full legal name of health care provider (include any fictitious business names): 



		Number of pages attached3: 

		Number of pages attached2: 

		B6: 

		 Is the above individual related to any individual listed in Section IV, Table A?: Off

		 Other, explain: 



		6B: 

		 Name of individual: 



		8a: 

		 Legal business name of entity as listed in Section III, Part A: 



		8: 

		 Director/officer, title: 

		 Other, specify: 



		Name of individual listed in Section IV, Part B, Item 1: 

		StateRow2_3: 

		StateRow3_3: 

		5 Has the above individual ever been suspended from a Medicare, Medicaid, or Medi-Cal program?: Off

		6 Has the above individuals license certificate or other approval to provide health care ever been suspended or revoked?: Off

		Re-enter name of individual listed in Section IV, Part B, Item 1: 

		Where Actions was TakenRow1_5: 

		Where Actions was TakenRow2_5: 

		8 Has the above individuals license certificate or other approval to provide health care ever been disciplined by any licensing authority?: Off

		Where Actions was TakenRow1_6: 

		Where Actions was TakenRow2_6: 

		9: 

		 Number of pages attached: 



		9a: 

		 Full legal name of health care provider (include any fictitious business names): 



		Name of Subcontractor in Part A: 

		5 percent or greater owner: Off

		Percent of ownership: 

		Other, specify: 

		5 percent or greater owner_2: Off

		Percent of ownership_2: 

		Title of director or officer_3: 

		Title of director or officer_4: 

		Other, specify_3: 

		Other, specify_4: 

		1: 

		 Is the above individual related to any individual listed in Section IV, Table A (Page 9)?: Off

		 Printed legal name of applicant or provider: 



		2: 

		 Is the above individual related to any individual listed in Section IV, Table A (Page 9)?: Off



		Other, please explain: 

		Other, please explain_2: 

		Name of related individual: 

		VB: 

		 Number of pages attached: 



		Name of subcontractor in Part A_2: 

		5 percent or greater owner_3: Off

		Percent of ownership_3: 

		Name of related individual_2: 

		C: 

		 Has any licensing authority ever disciplined the Board of Pharmacy license of the Pharmacist-in-Charge?: Off

		 Has the applicant had any significant business transactions with any wholly owned supplier or with any subcontractor during the 5-year period immediately preceding the date of this application?: No_32



		Name of related individual_3: 

		Name of related individual_4: 

		5 percent or greater owner_4: Off

		Percent of ownership_4: 

		Director or officer title_6: 

		Director or officer title_7: 

		Other, specify_6: 

		Other, specify_7: 

		Other_4: Off

		Other_5: Off

		V3: 

		 State: 

		 ZIP code (9-digit): 



		V4: 

		 Describe the transactions: 



		Number of pages attached_9: 

		Check here if additional sheet(s) is attached_9: Off

		Check here if no subcontractors listed in Part C or applicant has had no business transactions with subcontractors involving health care services, goods, supplies, or merchandise: On

		Check here if additional sheet(s) is attached_10: Off

		Number of pages attached_10: 

		Name of Subcontractor in Part C: 

		Name of Subcontractor in Part C_2: 

		VI: 

		 Full legal name of person or entity with ownership or control interest: 

		 B: 

		 Full legal name of person or entity with ownership or control interest: 



		 C: 

		 Full legal name of person or entity: 



		 Does the applicant intend to sell or currently sell incontinence medical supplies?: Off



		Check here is additional sheet(s) is attached_12: Off

		Number of pages attached_12: 

		Check here if additional sheet(s) is attached_13: Off

		Number of pages attached_13: 

		Check here if additional sheet(s) is attached_14: Off

		Number of pages attached_15: 

		Where Actions was TakenRow1_7: 

		Where Actions was TakenRow2_7: 

		Where Actions was TakenRow1_8: 

		Where Actions was TakenRow2_8: 

		5 Have you the applicantprovider ever been suspended from a Medicare: Off

		6 Has the individual license certificate or other approval to provide health care ever been suspended or revoked?: Off

		NPI andor Provider Numbers1: 

		NPI andor Provider Numbers2: 

		Effective Dates of Suspension1: 

		Effective Dates of Suspension2: 

		Dates of Reinstatements as applicable1: 

		Dates of Reinstatements as applicable2: 

		NPI andor Provider Numbers3: 

		NPI andor Provider Numbers4: 

		NPI andor Provider Numbers5: 

		NPI andor Provider Numbers6: 

		Effective Dates of Suspension3: 

		Effective Dates of Suspension4: 

		Effective Dates of Suspension5: 

		Effective Dates of Suspension6: 

		Dates of Reinstatements as applicable3: 

		Dates of Reinstatements as applicable4: 

		Dates of Reinstatements as applicable5: 

		Dates of Reinstatements as applicable6: 

		8 Has the license certificate or other approval to provide health care ever been disciplined by any licensing authority?: Off

		4 Does this entity currently participate or has this entity ever participated: Off

		NPI andor Provider Numbers2_2: 

		NPI andor Provider Numbers2_3: 

		NPI andor Provider Numbers2_4: 

		NPI andor Provider Numbers2_5: 

		NPI andor Provider Numbers2_1: 

		NPI andor Provider Numbers2_6: 

		Effective Dates of Suspension2_1: 

		Effective Dates of Suspension2_2: 

		Effective Dates of Suspension2_3: 

		Effective Dates of Suspension2_4: 

		Effective Dates of Suspension2_5: 

		Effective Dates of Suspension2_6: 

		Dates of Reinstatements as applicable2_2: 

		Dates of Reinstatements as applicable2_3: 

		Dates of Reinstatements as applicable2_4: 

		Dates of Reinstatements as applicable2_5: 

		Dates of Reinstatements as applicable2_1: 

		Dates of Reinstatements as applicable2_6: 

		NPI andor Provider Numbers3_1: 

		NPI andor Provider Numbers3_2: 

		NPI andor Provider Numbers3_3: 

		NPI andor Provider Numbers3_4: 

		NPI andor Provider Numbers3_5: 

		NPI andor Provider Numbers3_6: 

		Effective Dates of Suspension3_1: 

		Effective Dates of Suspension3_2: 

		Effective Dates of Suspension3_3: 

		Effective Dates of Suspension3_4: 

		Effective Dates of Suspension3_5: 

		Effective Dates of Suspension3_6: 

		Dates of Reinstatements as applicable3_1: 

		Dates of Reinstatements as applicable3_2: 

		Dates of Reinstatements as applicable3_3: 

		Dates of Reinstatements as applicable3_4: 

		Dates of Reinstatements as applicable3_5: 

		Dates of Reinstatements as applicable3_6: 

		7 Has the above individual otherwise lost or surrendered his or her license, certificate, or other approval to provide health care while a disciplinary hearing ws pending?: Off

		A Has the individual license certificate or other approval to provide health care, of the Pharmacist-in-Charge, ever been suspended or revoked?: Off

		G1: 

		 Does applicant or provider lease this location?: Off



		G3: 

		 If no, does applicant or provider own this location?: Off



		undefined: 

		4 Title of person signing this declaration_2: 

		6 Notary Public: 

		4 If applicantprovider does not lease or own this location explain below 1: 

		LINK: 

		CLEAR: 

		PRINT: 






State of California Department of Health Care Services
Health and Human Services Agency

INSTRUCTIONS FOR THE COMPLETION OF THE MEDI-CAL PROVIDER AGREEMENT
(Institutional Provider)

e Type or print clearly.

e Return original and maintain a copy for your records.

e The Legal name and Business name must be consistent throughout the Medi-Cal Provider
Agreement and any of its attachments.

e DO NOT LEAVE any questions, boxes, lines, etc. blank. Enter N/A if not applicable to you. If this
document is incomplete, it will be returned to you.

Page 2 (Please enter the date)
Legal name is the name listed with the Internal Revenue Service (IRS).
Business name is the facility, hospital, agency, or clinic name (name of business/DBA)

Provider Number (NP]) is the ten-digit National Provider Identifier for the business address, as
registered with the National Plan and Provider Enumeration System (NPPES).

Business telephone number is the primary business telephone number used at the business
address.

Business address is the actual business location including the street name and number, room or
suite number or letter, city, state, and nine-digit ZIP code. A post office box or commercial box is
not acceptable.

Mailing address is the location at which the applicant or provider wishes to receive general
Medi-Cal correspondence. General Medi-Cal correspondence includes bulletin updates and
Provider Manual updates.

Pay-to address is the address at which the applicant or provider wishes to receive payment.

Previous business address is the address where the applicant or provider was previously
enrolled. If the applicant or provider is not submitting an application for a change of location, enter
N/A.

Taxpayer ldentification Number is the Taxpayer Identification Number (TIN) issued by the IRS
under the name of the applicant or provider.

Page 12
1. Legal name is the name listed with the IRS.

Printed name of the person signing this agreement.

Original signature of the person signing this agreement.

Title of the person signing this agreement.

a kb

Notary Public box is for Certificate of Acknowledgment, signature and seal of Notary Public.
(See California Civil Code Section 1189).
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State of California Department of Health Care Services
Health and Human Services Agency

CLEAR PRINT

MEDI-CAL PROVIDER AGREEMENT
(Institutional Provider)
(To Accompany Applications for Enrollment)*

Do not use staples on this form or any attachments. For State Use Only

Type or print clearly in ink. If you must make corrections, please
line through, date, and initial in ink.

Do not leave any questions, lines, etc. blank. Enter N/A if not
applicable to you. Date:

Legal name of applicant or provider (as listed with | Business name (if different than legal name)
the IRS)

Provider number (NPI) Business Telephone Number

Business address (number, street) City State ZIP code (9-digit)
Mailing address (number, street, P.O. Box number) | City State ZIP code (9-digit)
Pay-to address (number, street, P.O. Box number) | City State ZIP code (9-digit)
Previous business address (number, street) City State ZIP code (9-digit)

Taxpayer Identification Number (TIN)**

EXECUTION OF THIS PROVIDER AGREEMENT BETWEEN AN APPLICANT OR PROVIDER
(HEREINAFTER JOINTLY REFERRED TO AS “PROVIDER”) AND THE DEPARTMENT OF HEALTH
CARE SERVICES (HEREINAFTER “DHCS"), IS MANDATORY FOR PARTICIPATION OR CONTINUED
PARTICIPATION AS A PROVIDER IN THE MEDI-CAL PROGRAM PURSUANT TO 42 UNITED STATES
CODE, SECTION 1396a(a)(27), TITLE 42, CODE OF FEDERAL REGULATIONS, SECTION 431.107,
WELFARE AND INSTITUTIONS CODE, SECTION 14043.2, AND TITLE 22, CALIFORNIA CODE OF
REGULATIONS, SECTION 51000.30(a)(2).

AS A CONDITION FOR PARTICIPATION OR CONTINUED PARTICIPATION AS A PROVIDER IN
THE MEDI-CAL PROGRAM, PROVIDER AGREES TO COMPLY WITH ALL OF THE FOLLOWING
TERMS AND CONDITIONS, AND WITH ALL OF THE TERMS AND CONDITIONS INCLUDED ON ANY
ATTACHMENT(S) HERETO, WHICH IS/ARE INCORPORATED HEREIN BY REFERENCE:

* Every applicant and provider must execute this Provider Agreement.
** The taxpayer identification number may be a Taxpayer Identification Number (TIN) or a social security
number for sole proprietors.
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1. Term and Termination. This Agreement will be effective from the date applicant is enrolled as a provider
by DHCS, or, from the date provider is approved for continued enrollment. Provider may terminate this
Agreement by providing DHCS with written notice of intent to terminate, which termination shall result in
Provider's immediate disenrollment and exclusion (without formal hearing under the Administrative
Procedure Act) from further participation in the Medi-Cal program, including deactivation of any provider
agreement, unless and until such time as Provider is re-enrolled by DHCS in the Medi-Cal Program.
DHCS may immediately terminate this Agreement for cause if Provider is suspended/excluded for any
of the reasons set forth in Paragraph 25(a) below, which termination will result in Provider's immediate
disenrollment and exclusion (without formal hearing under the Administrative Procedures Act) from
further participation in the Medi-Cal program.

2. Compliance With Laws and Regulations. Provider agrees to comply with all applicable provisions of
Chapters 7 and 8 of the Welfare and Institutions Code (commencing with Sections 14000 and 14200),
and any applicable rules or regulations promulgated by DHCS pursuant to these Chapters. Provider
further agrees that if it violates any of the provisions of Chapters 7 and 8 of the Welfare and Institutions
Code, or any other regulations promulgated by DHCS pursuant to these Chapters, it may be subject to
all sanctions or other remedies available to DHCS. Provider further agrees to comply with all federal
laws and regulations governing and regulating Medicaid providers.

3. National Provider Identifier (NPI). Provider agrees not to submit any treatment authorization requests
(TARS) or claims to DHCS using an NP1 unless that NPI is appropriately registered for this provider with
the Centers for Medicare and Medicaid Services (CMS) and is in compliance with all NPI requirements
established by CMS as of the date the claim is submitted. Provider agrees that submission of an NPI to
DHCS as part of an application to use that NPI to obtain payment constitutes an implied representation
that the NPI submitted is appropriately registered and in compliance with all CMS requirements at the
time of submission. Provider also agrees that any subsequent defect in registration or compliance of the
NPI constitutes an "addition or change in the information previously submitted" which must be reported
to DHCS under the requirements of Title 22, California Code of Regulations, Section 51000.40 and
51000.52(b).

4. Forbidden Conduct. Provider agrees that it shall not engage in conduct inimical to the public health,
morals, welfare and safety of any Medi-Cal beneficiary, or the fiscal integrity of the Medi-Cal program.

5. Nondiscrimination. Provider agrees that it shall not exclude or deny aid, care, service or other benefits
available under Medi-Cal or in any other way discriminate against any Medi-Cal patient because of that
person's race, color, ancestry, marital status, national origin, gender, age, economic status, physical or
mental disability, political or religious affiliation or beliefs in accordance with California and federal laws.
In addition, Provider shall not discriminate against Medi-Cal beneficiaries in any manner, including, but
not limited to, admission practices, room selection and placement, meals provision and waiting time for
surgical procedures. Without exception, Provider shall provide to Medi-Cal patients their specific Medi-
Cal benefit Inpatient Services in the same manner as Provider also directly, or indirectly, renders those
same services to non-Medi-Cal patients, regardless of payor source.

6. Scope of Health and Medical Care. Provider agrees that the health care services it provides may
include diagnostic, preventive, corrective, and curative services, goods, supplies, and merchandise
essential thereto, provided by qualified personnel for conditions that cause suffering, endanger life, result
in illness or infirmity, interfere with capacity for normal activity, including employment, or for conditions
which may develop into some significant handicap or disability. Provider further agrees such health care
services may be subject to prior authorization to determine medical necessity.
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7. Licensing. Provider agrees to possess at the time this Agreement becomes effective, and to maintain
in good standing throughout the term of this Agreement, valid and unexpired license(s), certificate(s), or
other approval(s) to provide health care services, which is appropriate to the services, goods, supplies,
and merchandise being provided, if required by the state or locality in which Provider is located, or by
the Federal Government. Provider further agrees it shall be automatically suspended as a provider in
the Medi-Cal program pursuant to Welfare and Institutions Code, Section 14043.6, if Provider has
license(s), certificate(s), or other approval(s) to provide health care services, which are revoked or
suspended by a federal, California, or another state's licensing, certification, or approval authority, has
otherwise lost that/those license(s), certificate(s), or approval(s), or has surrendered that/those
license(s), certificate(s), or approval(s) while a disciplinary hearing on that/those license(s), certificate(s),
or approval(s) was pending. Such suspension shall be effective on the date that Provider's license,
certificate, or approval was revoked, suspended, lost, or surrendered. Provider further agrees to notify
DHCS within ten business days of learning that any restriction has been placed on, or of a suspension
of Provider's license, certificate, or other approval to provide health care. Provider further agrees to
provide DHCS complete information related to any restriction to, or revocation or loss of, Provider's
license, certificate, or other approval to provide health care services.

8. Record Keeping and Retention. Provider agrees to make, keep and maintain in a systematic and
orderly manner, and have readily retrievable, such records as are necessary to fully disclose the type
and extent of all services, goods, supplies, and merchandise provided to Medi-Cal beneficiaries,
including, but not limited to, the records described in Section 51476 of Title 22, California Code of
Regulations, and the records described in Section 431.107 of Title 42 of the Code of Federal
Regulations. Provider further agrees that such records shall be made at or near the time at which the
services, goods, supplies, and merchandise are delivered or rendered, and that such records shall be
retained by Provider in the form in which they are regularly kept for a period of three years from the date
the goods, supplies, or merchandise were delivered or the services rendered or a claim was submitted.
Providers using billing agents shall assure that the billing agents maintain and submit documents
required.

9. DHCS, CDPH, AG and Secretary Access to Records; Copies of Records. Provider agrees to
make available, during regular business hours, all pertinent financial records, all records of the requisite
insurance coverage, and all records concerning the provision of health care services to Medi-Cal
beneficiaries to any duly authorized representative of DHCS, CDPH, the California Attorney General's
Medi-Cal Fraud Unit ("AG") or the Health, Education and Welfare Unit, and the Secretary of the United
States Centers for Medicare and Medicaid Services (Secretary). Provider further agrees to provide, if
requested by any of the above, copies of the records and documentation, and that failure to comply with
any request to examine or receive copies of such records shall be grounds for immediate suspension of
Provider or its billing agent from participation in the Medi-Cal program. Provider will be reimbursed for
reasonable copy costs as determined by DHCS, CDPH, AG or Secretary.

10.Confidentiality of Beneficiary Information. Provider agrees that all documents, whether paper,
electronic or in any media, that contain protected health information as defined under the Health
Information Portability and Accountability Act or personal, confidential information of beneficiaries made
or acquired by Provider, shall be confidential and shall not be released without the written consent of the
beneficiary or his/her personal representative, or as otherwise authorized by law. Provider agrees to
enter into a business associate agreement with any billing agents to assure that they comply with these
requirements.
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11.

12.

13.

14.

15.

Disclosure of Information to DHCS. Provider agrees to disclose all information as required in Federal
Medicaid laws and regulations and any other information required by DHCS, and to respond to all
requests from DHCS for information. Provider further agrees that the failure of Provider to disclose the
required information, or the disclosure of false information shall, prior to any hearing, result in the denial
of the application for enrollment or shall be grounds for termination of enroliment status or suspension
from the Medi-Cal program, which shall include deactivation of all provider numbers used by Provider to
obtain reimbursement from the Medi-Cal program. Provider further agrees that all bills or claims for
payment to DHCS by Provider shall not be due and owing to Provider for any period(s) for which
information was not reported or was reported falsely to DHCS. Provider further agrees to reimburse
those Medi-Cal funds received during any period for which information was not reported, or reported
falsely, to DHCS.

Background Check. Provider agrees that DHCS may conduct a background check on Provider for the
purpose of verifying the accuracy of the information provided in the application and in order to prevent
fraud or abuse. The background check may include, but not be limited to, the following: (1) on-site
inspection prior to enrolliment; (2) review of medical and business records; and, (3) data searches.

Unannounced Visits By DHCS, AG and Secretary. Provider agrees that DHCS, AG and/or Secretary
may make unannounced visits to Provider, at any of Provider's business locations, before, during or
after enrollment, for the purpose of determining whether enrollment, continued enrollment, or certification
is warranted, to investigate and prosecute fraud against the Medi-Cal program, to investigate complaints
of abuse and neglect of patients in health care facilities receiving payment under the Medi-Cal program,
and/or as necessary for the administration of the Medi-Cal program and/or the fulfillment of the AG's
powers and duties under Government Code Section 12528. Premises subject to inspection include billing
agents, as defined in Welfare and Institutions Code Section 14040.1. Pursuant to Welfare and
Institutions Code Section 14043.7(b), such unannounced visits are authorized should the department
have reason to believe that the provider will defraud or abuse the Medi-Cal program or lacks the
organizational or administrative capacity to provide services under the program. Failure to permit
inspection by DHCS, AG or Secretary or any agent, investigator or auditor thereof, shall be grounds for
immediate suspension of provider from participation in the Medi-Cal program.

Provider Fraud and Abuse. Provider agrees that it shall not engage in or commit fraud or abuse.
"Fraud" means an intentional deception or misrepresentation made by a person with the knowledge that
the deception could result in some unauthorized benefit to himself or herself or some other person. It
includes any act that constitutes fraud under applicable federal or state law. "Abuse" means either: (1)
practices that are inconsistent with sound fiscal or business practices and result in unnecessary cost to
the Medicare program, the Medi-Cal program, another state's Medicaid program, or other health care
programs operated, or financed in whole or in part, by the Federal Government or any state or local
agency in this state or any other state; (2) practices that are inconsistent with sound medical practices
and result in reimbursement by the Medi-Cal program or other health care programs operated, or
financed in whole or in part, by the Federal Government or any state or local agency in this state or any
other state, for services that are unnecessary or for substandard items or services that fail to meet
professionally recognized standards for health care.

Investigations of Provider for Fraud or Abuse. Provider certifies that, at the time this Agreement was
signed, it was not under investigation for fraud or abuse pursuant to Subpart A (commencing with Section
455.12) of Part 455 of Title 42 of the Code of Federal Regulations or under investigation for fraud or
abuse by any Federal, state or local law enforcement agency, including the Medicaid investigation units
of DHCS and the Office of the Inspector General for the Federal Department of Health and Human
Services. Provider further agrees to notify DHCS within ten business days of learning that it is under
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16.

17.

18.

19.

20.

investigation for fraud or abuse by any such entity. Provider further agrees that it may be subject to
temporary suspension pursuant to Welfare and Institutions Code, Section 14043.36(a), which may
include temporary deactivation of all provider numbers used by Provider to obtain reimbursement from
the Medi-Cal program, if it is discovered that Provider is under investigation as described in that section.
Provider further agrees to cooperate with and assist DHCS and any state or federal agency charged with
the duty of identifying, investigating, sanctioning, or prosecuting suspected fraud and abuse, although
Provider does not waive any timely and properly asserted rights it may have under the 5th
Amendment privilege against self-incrimination.

Provider Fraud or Abuse Convictions and/or Civil Fraud or Abuse Liability. Provider certifies that
it and its owners, officers, directors, employees, and agents, have not: (1) been convicted of any felony
or misdemeanor involving fraud or abuse in any government program, within the last ten years; or (2)
been convicted of any felony or misdemeanor involving the abuse of any patient; or (3) been convicted
of any felony or misdemeanor substantially related to the qualifications, functions, or duties of a provider;
or (4) entered into a settlement in lieu of conviction for fraud or abuse, within the last ten years; or, (5)
been found liable for fraud or abuse in any civil proceeding, within the last ten years. Provider further
agrees that DHCS shall not enroll Provider if within the last ten years, Provider has been convicted of
any felony, or any misdemeanor involving fraud or abuse in any government program, has entered into
a settlement in lieu of conviction for fraud or abuse, or has been found liable for fraud or abuse in any
civil proceeding.

Changes to Provider Information. Provider agrees to keep its application for enrollment in the Medi-
Cal program current by informing the California Department of Public Health (CDPH), District Office, in
writing on a form or forms to be specified by DHCS, within 35 days of any changes to the information
contained in its application for enrollment, its disclosure statement, this Agreement, and/or any
attachments to these documents.

Prohibition of Rebate, Refund, or Discount. Provider agrees that it shall not offer, give, furnish, or
deliver any rebate, refund, commission, preference, patronage, dividend, discount, or any other
gratuitous consideration, in connection with the rendering of health care services to any Medi-Cal
beneficiary. Provider further agrees that it shall not solicit, request, accept, or receive, any rebate, refund,
commission, preference, patronage, dividend, discount, or any other gratuitous consideration, in
connection with the rendering of health care services to any Medi-Cal beneficiary. Provider further
agrees that it will not take any other action or receive any other benefit prohibited by state or federal law.

Payment From Other Health Coverage Prerequisite to Claim Submission. Provider agrees that it
shall first seek to obtain payment for services provided to Medi-Cal beneficiaries from any private or
public health insurance coverage to which the beneficiary is entitled, where Provider is aware of this
coverage and to the extent the coverage extends to these services, prior to submitting a claim to DHCS
for the payment of any unpaid balance for these services. In the event that a claim submitted to a private
or public health insurer has not been paid within 180 days of billing by Provider, Provider may submit a
claim to DHCS but must provide documentation of denial when requested to do so by DHCS. Providers
billing for services to beneficiaries who are dual eligible Medicare-Medi-Cal must submit payment denial
from Medicare Part A&B with all claims.

Beneficiary Billing. Provider agrees that it shall not submit claims to or demand or otherwise collect
reimbursement from a Medi-Cal beneficiary, or from other persons on behalf of the beneficiary, for any
service included in the Medi-Cal program's scope of benefits in addition to a claim submitted to the Medi-
Cal program for that service, except to: (1) collect payments due under a contractual or legal entitlement
pursuant to Welfare and Institutions Code, Section 14000(b); (2) bill a long-term care patient for the
amount of his/her liability; and, (3) collect a co-payment pursuant to Welfare and Institutions Code,
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21.

22.

23.

24.

25.

Sections 14134 and 14134.1. Provider further agrees that, in the event that a beneficiary willfully refuses
to provide current other health care coverage billing information as described in Section 50763(a)(5) of
Title 22, California Code of Regulations, Provider may, upon giving the beneficiary written notice of intent,
bill the beneficiary as a private pay patient.

Payment From Medi-Cal Program Shall Constitute Full Payment. Provider agrees that payment
received from DHCS in accordance with Medi-Cal fee structures shall constitute payment in full, except
that Provider, after making a full refund to DHCS of any Medi-Cal payments received for services, goods,
supplies, or merchandise, may recover all of Provider's fees to the extent that any other contractual
entitlement, including, but not limited to, a private group or indemnification insurance program, is
obligated to pay the charges for the services, goods, supplies, or merchandise provided to the
beneficiary. Providers agree to submit all claims within 60 days of the dates of service but no later than
six months to receive full payment. Providers agree to comply with Welfare and Institutions Code Section
14115 and California Code of Regulations, Title 22, Section 51008 and 51008.5.

Return of Payment for Services Otherwise Covered by the Medi-Cal Program. Provider agrees that
any beneficiary who has paid Provider for health care services, goods, supplies, or merchandise
otherwise covered by the Medi-Cal program received by the beneficiary shall be entitled to a prompt
return from Provider of any part of the payment which meets any of the following: (1) was rendered
during any period prior to the receipt of the beneficiary's Medi-Cal card, for which the card authorizes
payment under Welfare and Institutions Code, Sections 14018 or 14019; (2) was reimbursed to Provider
by the Medi-Cal program, following audits and appeals to which Provider is entitled; (3) is not payable
by a third party under contractual or other legal entitlement; (4) was not used by the beneficiary to satisfy
his/her paid or obligated liability for health care services, goods, supplies, or merchandise, or to establish
eligibility.

Compliance With Requirements. Provider and any billing agent agree that it shall comply with all of
the requirements set forth in the Welfare and Institutions Code and its implementing regulations, and the
Medi-Cal Provider Manuals, including applicable changes to the Medi-Cal Provider Manuals published
by DHCS subsequent to the effective date of this Agreement. Providers and their billing agents agree to
comply with Welfare and Institutions Code Section 14115 and California Code of Regulations, Title 22,
Section 51008 and 51008.5. Providers agree to submit all claims within 60 days of the dates of service
but no later than six months to receive full payment. Provider and its billing agent also agree to exhaust
all administrative remedies with the fiscal intermediary prior to filing a writ of mandate pursuant to Welfare
and Institutions Code Section 14104.5. In the event DHCS determines a reimbursement overpayment
has been made to Provider or monies are otherwise owed pursuant to this Agreement, Provider agrees
to promptly repay the amounts owed in accordance with applicable federal and California statutes and
regulations, and rules and policies of DHCS. DHCS may recoup any overpayment from monies
otherwise payable to Provider under this Agreement under any provider number of Provider.

Deficit Reduction Act of 2005, Section 6032 Implementation. To the extent applicable, as a condition
of payment for services, goods, supplies and merchandise provided to beneficiaries in the Medical
Assistance Program ("Medi-Cal"), providers must comply with the False Claims Act employee training
and policy requirements in 1902(a) of the Social Security Act (42 USC 1396a(a)(68)), set forth in that
subsection and as the federal Secretary of Health and Human Services may specify.

Provider Suspension; Appeal Rights; Reinstatement. Provider agrees that it is to be subject to the
following suspension actions. Provider further agrees that the suspension of Provider shall include
deactivation of all of Provider's provider numbers and shall preclude Provider from submitting claims for
payment, either personally or through claims submitted by any individual, clinic, group, corporation, or
other association to the Medi-Cal program for any services, supplies, goods, or merchandise that
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provider has provided directly or indirectly to a Medi-Cal beneficiary, except for services, supplies, goods,
or merchandise provided prior to the suspension.

a. Automatic Suspensions/Mandatory Exclusions. The provider shall be automatically
suspended under the following circumstances:

(1) Upon notice from the Secretary of the United States Department of Health and Human
Services that Provider has been excluded from participation in the Medicare or Medicaid
programs. No administrative appeal of a suspension on this ground shall be available to
Provider. (Welfare and Institutions Code, Section 14123(b),(c)).

(2) If Provider has license(s), certificate(s), or other approval(s) to provide health care
services, revoked or suspended by a federal, California, or another state's licensing,
certification, or approval authority, has otherwise lost that/those license(s), certificate(s),
or approval(s), or has surrendered that/those license(s), certificate(s), or approval(s) while
a disciplinary hearing on that license, certificate, or approval was pending. (Welfare and
Institutions Code, Section 14043.6).

(3) If Provider is convicted of any felony or any misdemeanor involving fraud, abuse of the
Medi-Cal program or any patient, or otherwise substantially related to the qualifications,
functions, or duties of a provider of service. Suspension following conviction is not subject
to the proceedings under Welfare and Institutions Code Section 14123(c). However, the
director may grant an informal hearing at the request of the provider to determine in the
director's sole discretion if the circumstances surrounding the conviction justify rescinding
or otherwise modifying the suspension.

b. Permissive Suspensions/Permissive Exclusions. The provider may be suspended under
the following circumstances:

(1) Provider violates any of the provisions of Chapter 7 of the Welfare and Institutions Code
(commencing with Section 14000 except for Sections 14043-14044), or Chapter 8
(commencing with Section 14200) or any rule or regulations promulgated by DHCS
pursuant to those provisions. Administrative appeal pursuant to Health and Safety Code,
Section 100171. (Welfare and Institutions Code, Section 14123(a),(c)).

(2) Provider fails to comply with DHCS's request to examine or receive copies of the books
and records pertaining to services rendered to Medi-Cal beneficiaries. Administrative
appeal pursuant to Health and Safety Code, Section 100171. (Welfare and Institutions
Code, Section 14124.2).

(3) Provider participating in the Medi-Cal dental program provides services, goods, supplies,
or merchandise that are below or less than the standard of acceptable quality, as
established by the California Dental Association Guidelines for the Assessment of Clinical
Quality and Professional Performance, Copyright 1995, Third Edition, as periodically
amended. (Welfare and Institutions Code, Section 14123(f)).

c. Temporary Suspension. The provider may be temporarily suspended under the following
circumstances:

(1) Provider fails to disclose all information as required in federal Medicaid regulations or any
other information required by DHCS, or discloses false information. Administrative appeal
pursuant to Welfare and Institutions Code, Section 14043.65. (Welfare and Institutions
Code, Section 14043.2(a)).
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(2) If it is discovered that Provider is under investigation for fraud or abuse. Administrative
appeal pursuant to Welfare and Institutions Code, Section 14043.65. (Welfare and
Institutions Code, Section 14043.36(a)).

(3) Provider fails to remediate discrepancies discovered as a result of an unannounced visit
to Provider. Administrative appeal pursuant to Welfare and Institutions Code, Section
14043.65. (Welfare and Institutions Code, Section 14043.7(c)).

(4) When necessary to protect the public welfare or the interests of the Medi-Cal program.
Administrative appeal pursuant to Health and Safety Code, Section 100171. (Welfare and
Institutions Code, Section 14123(c)).

(5) Provider submits claims for payment under any provider number from an individual or entity
that is suspended, excluded or otherwise ineligible. This includes a provider on the
Suspended and Ineligible Provider List or any list published by the Office of the Inspector
General or the Department of Health and Human Services. Appeal pursuant to Welfare
and Institutions Code, Section 14043.65. (Welfare and Institutions Code, Section
14043.61).

26.Provider Grievances and Complaints. A provider who has a grievance or complaint concerning the
processing or payment of money alleged to be payable for services provided to eligible Medi-Cal
beneficiaries shall comply with and exhaust all administrative remedies and procedures outlined in
statute, regulation or the Provider Manual, including the following:

a. The provider and its billing agent shall comply with and exhaust all administrative remedies
provided by the Fiscal Intermediary or Contractor prior to filing a court action.

b. The provider and its billing agent shall comply with and exhaust all proceeding for claims
processing outlined in the Provider Manual including all appeal procedures.

c. The provider and its billing agent shall submit to the Fiscal Intermediary or Contractor all source
documentation to support its claim, including but not limited to the source documentation outlined
in California Code of Regulations, Title 22, Section 51476.

d. The provider and its billing agent shall comply with all timeliness requirements including but not
limited to those outlined in Welfare and Institutions Code Section 14115 and California Code of
Regulations, Title 22, Section 51008 and 51008.5.

27.Provider Termination, Imposition of Federal Sanctions, and Appeal Rights for Long Term Care
Facilities. Provider agrees that it is subject to any federal sanctions authorized under the state plan
including termination of this provider agreement in accordance with federal law. Provider further agrees
that the termination of this provider agreement or imposition of other federal sanctions authorized under
the state plan shall include deactivation of all of Provider's provider numbers and shall preclude Provider
from submitting claims for payment either personally or through claims submitted by any individual, clinic,
group, corporation, or other association to the Medi-Cal program for any services, supplies, goods, or
merchandise that provider has provided directly or indirectly to a Medi-Cal beneficiary, except for
services, supplies, goods, or merchandise provided prior to the termination or imposition of sanctions.

a. Skilled Nursing Facility and Intermediate Care Facility Appeal Procedures. SNF and ICF Medi-Cal
Providers shall have the appeal rights set forth in Article 1.6 of Chapter 3 of Division 3 of Title 22.

b. Intermediate Care Facilities-Mental Retardation Appeal Procedures. Intermediate Care Facilities
Developmentally Disabled; Intermediate Care Facilities-Developmentally Disabled-Habilitative;
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Intermediate Care Facilities- Developmentally Disabled-Nursing shall have the appeal rights set
forth in 42 CFR 431.153 and 431.154.

28.Liability of Group Providers. Provider agrees that, if it is a provider group, the group, and each member
of the group, are jointly and severally liable for any breach of this Agreement, and that action against
any of the providers in the provider group may result in action against all of the members of the provider

group.

29.Legislative and Congressional Changes. Provider agrees that this Agreement is subject to any future
additional requirements, restrictions, limitations, or conditions enacted by the California Legislature or
the United States Congress which may affect the provisions, terms, conditions, or funding of this
Agreement.

30.Provider Capacity. Provider agrees that Provider, and the officers, directors, employees, and agents of
Provider, in the performance of this Agreement, shall act in an independent capacity and not as officers
or employees or agents of the State of California.

31.Indemnification. Provider agrees to indemnify, defend, and save harmless the State of California, its
officers, agents, and employees, from any and all claims and losses accruing or resulting to any and all
persons, firms, or corporations furnishing or supplying services, materials, or supplies in connection with
Provider's performance of this Agreement, and from any and all claims and losses accruing or resulting
to any Medi-Cal beneficiary, or to any other person, firm, or corporation who may be injured or damaged
by Provider in the performance of this Agreement.

32.Governing Law. This Agreement shall be governed by and interpreted in accordance with the laws of
the State of California.

33.Venue. Venue for all actions, including federal actions, concerning this Agreement, lies in Sacramento
County, California, or in any other county in which the California Department of Justice maintains an
office.

34.Titles. The titles of the provisions of this Agreement are for convenience and reference only and are not
to be considered in interpreting this Agreement.

35.Severability. If one or more of the provisions of this Agreement shall be invalid, illegal, void, or
unenforceable, the validity, legality, and enforceability of the remaining provisions shall not in any way
be affected or impaired. Either party having knowledge of such a provision shall promptly inform the
other of the presumed non-applicability of such provision. Should the non-applicable provision go to the
heart of this Agreement, the Agreement shall be terminated in a manner commensurate with the interests
of both parties.

36.Assignability. Provider agrees that it has no property right in or to its status as a Provider in the Medi-
Cal program or in or to the provider number(s) assigned to it, and that Provider may not assign its
provider number for use as a Medi-Cal provider, or any rights and obligations it has under this Agreement
except to the extent purchasing owner is joining this provider agreement with successor joint and several
liability.

37.Waiver. Any action or inaction by DHCS or any failure of DHCS on any occasion, to enforce any right
or provision of this Agreement, shall not be interpreted to be a waiver by DHCS of its rights hereunder
and shall not prevent DHCS from enforcing such provision or right on any future occasion. The rights
and remedies of DHCS herein are cumulative and are in addition to any other rights or remedies that
DHCS may have at law or in equity.
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38.Complete Integration. This Agreement, including any attachments or documents incorporated herein
by express reference, is intended to be a complete integration and there are no prior or
contemporaneous different or additional agreements pertaining to the subject matter of this Agreement,
unless such additional agreement(s) is between DHCS and the Provider, expressly references or
incorporates all or part of this Agreement, and is signed by the Provider.

39.Amendment. Any alteration or modification by the applicant or Provider of this Medi-Cal Provider
Agreement (DHCS Form 9098) or to any of the terms in its exhibits or attachments, shall automatically
and immediately void this agreement upon submission of the signed agreement to the State, unless such
agreement is also signed by the State.

40.Provider Attestation. Provider agrees that all information it submits on the application form for
enroliment, this Agreement, and all attachments or changes to either, is true, accurate, and complete to
the best of Provider's knowledge and belief. Provider further agrees to sign the application form for
enroliment, this Agreement, and all attachments or changes to either, under penalty of perjury under the
laws of the State of California.
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The parties agree that this agreement is a legal and binding document and is fully enforceable in a
court of competent jurisdiction. The provider signing this agreement warrants that he/she has read
this agreement and understands it.

| declare under penalty of perjury under the laws of the State of California that the foregoing
information is true, accurate, and complete to the best of my knowledge and belief.

| declare | am the provider or | have the authority to legally bind the provider, which is an entity and
not an individual person.

1. Printed legal name of provider

2. Printed name of person signing this declaration on behalf of provider (if an entity or business name is
listed in item 1 above)

3. Original signature of provider or representative if this provider is an entity other than an individual
person as sole proprietor

4. Title of person signing this declaration

5. Notary Public (Affix notary seal or stamp in the space below)

Executed at: , on
(City) (State) (Date)

Applicants and providers licensed pursuant to Division 2 (commencing with Section 500) of the Business
and Professions Code, the Osteopathic Initiative Act, or the Chiropractic Initiative Act ARE NOT REQUIRED
to have this form notarized. If notarization is required, the Certificate of Acknowledgment signed by the
Notary Public must be in the form specified in Section 1189 of the Civil Code.
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6. Contact Person’s Information
O Check here if you are the same person identified in item 2. If you checked the box, provide only the
e-mail address and telephone number below.

Contact Person’s Name (Last, First, Middle) Gender
[dMale [ClFemale
Title/Position E-mail Address Telephone Number

Privacy Statement
(Civil Code Section 1798 et seq.)

All information requested on the Application, the disclosure statement, and the provider agreement is
mandatory. This information is required by the California Department of Health Care Services and any other
California State Departments that are delegated responsibility to administer the Medi-Cal program, by the
authority of the Welfare and Institutions Code, Sections 14043 — 14043.75, the California Code of
Regulations, Title 22, Sections 51000 — 51451 and the Code of Federal Regulations, Title 42, Part 455. The
consequences of not supplying the mandatory information requested are denial of enrollment as a Medi-Cal
provider or denial of continued enrollment as a provider and deactivation of all provider numbers used by
the provider to obtain reimbursement from the Medi-Cal program. Some or all of this information may also
be provided to the California State Controller's Office, the California Department of Justice, the California
Department of Consumer Affairs, the California Department of Corporations, the California Franchise Tax
Board or other California state or local agencies as appropriate, fiscal intermediaries, managed care plans,
the Federal Bureau of Investigation, the Internal Revenue Service, Medicare Fiscal Intermediaries, Centers
for Medicare and Medicaid Services, Office of the Inspector General, Medicaid, or as required or permitted
by law. For more information or access to records containing your personal information maintained by this
agency, contact the Provider Enroliment Division at (916) 323-1945.
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		INSTRUCTIONS FOR THE COMPLETION OF THE MEDI-CAL PROVIDER AGREEMENT

		MEDI-CAL PROVIDER AGREEMENT

		Do not use staples on this form or any attachments.





		Date: 

		Legal name of applicant or provider as listed with the IRS: 

		Business name if different than legal name: 

		Provider number NPI: 

		Business Telephone Number: 

		Business address number street: 

		City: 

		State: 

		ZIP code 9digit: 

		Mailing address number street PO Box number: 

		Payto address number street PO Box number: 

		Previous business address number street: 

		Check here if you are the same person identified in item 2 If you checked the box provide only the: Off

		Contact Persons Name Last First Middle: 

		TitlePosition: 

		Email Address: 

		Telephone Number: 

		City of Mailing Address: 

		State of Mailing Address: 

		ZIP code 9digit of Mailing Address: 

		City of Pay-to Address: 

		State of Pay-to Address: 

		ZIP code 9digit of Pay-to Address: 

		City of Previous Business Address: 

		State of Previous Business Address: 

		ZIP code 9digit of Previous Business Address: 

		Taxpayer Identification Number (TIN): 

		1: 

		 Printed legal name of provider: 



		Executed at: State: 

		Executed at: City: 

		Executed on: Date: 

		2: 

		 Printed name of person signing this declaration on behalf of provider if an entity or business name is: 



		4: 

		 Title of Person Signing this Declaration: 



		Gender: Off

		CLEAR: 

		PRINT: 






STATE OF CALIFORNIA — FORESTRY AND FIRE PROTECTION

FIRE SAFETY INSPECTION REQUEST

STD. 850 (REV. 4-2000)

Clear |

Print |

See instructions on reverse.

AGENCY CONTACT'S NAME TELEPHONE NUMBER REQUEST DATE PROGRAM
EVALUATOR'S NAME REQUESTING AGENCY FACILITY NUMBER REQUEST CODE
CODES
|/ T 1. ORIGINAL  A. FIRE CLEARANCE
LICENSING 2. RENEWAL B. LIFE SAFETY
AGENCY
NAME AND 3. CAPACITY CHANGE
ADDRESS 4. OWNERSHIP CHANGE
5. ADDRESS CHANGE
| J 6. NAME CHANGE
7. OTHER
AMBULATORY NONAMBULATORY BEDRIDDEN TOTAL CAPACITY
CAPACITY PREVIOUS CAPACITY CAPACITY PREVIOUS CAPACITY CAPACITY PREVIOUS CAPACITY
FACILITY NAME LICENSE CATEGORY

STREET ADDRESS (Actual Location)

NUMBER OF BUILDINGS

CITY RESTRAINT
FACILITY CONTACT PERSON'S NAME FACILITY CONTACT PERSON'S TELEPHONE NUMBER HOURS
SPECIAL CONDITIONS
TO BE COMPLETED BY INSPECTING AUTHORITY
CLEARANCE /DENIAL CODE

-

FIRE
AUTHORITY
NAME AND
ADDRESS

]

CODES

INSPECTOR'S NAME (Typed or Printed)

TELEPHONE NUMBER

CFIRS NUMBER OCCUPANCY CLASS

INSPECTION DATE

=

INSPECTOR'S SIGNATURE (Typed or Printed)

1. FIRE CLEARANCE GRANTED

2. FIRE CLEARANCE DENIED
A. EXITS

CONSTRUCTION

FIRE ALARM

. SPRINKLERS

HOUSEKEEPING

SPECIAL HAZARD

@ m m O O W

. OTHER

EXPLAIN DENIAL OR LIST SPECIAL CONDITIONS






STATE OF CALIFORNIA — FORESTRY AND FIRE PROTECTION

FIRE SAFETY INSPECTION REQUEST

STD. 850 (REV. 4-2000) (REVERSE)

18.

19.

20.

21.

INSTRUCTIONS

This form is designed for use with a window envelope
Licensing or Requesting Agencies--Complete the following 19 sections on this form
before submitting it to the fire authority having jurisdiction.

. AGENCY CONTACT, 2. TELEPHONE NUMBER,

5. EVALUATOR. Enter the name and telephone number
of agency contact person.

PROGRAM. Licensing agency use.
REQUEST DATE.

REQUESTING AGENCY FACILITY NUMBER.
is the file number assigned by the licensing agency.

REQUEST CODE. Use the seven codes shown and insert
the appropriate number in the box following "Request
Code". If NAME CHANGE, please list previous name. Insert
date of original request is other than an original.

AGENCY NAME AND ADDRESS. Enter the name and
address of the licensing facility requesting the inspection.

AMBULATORY--NONAMBULATORY--BEDRIDDEN.

Enter date request was prepared.

This

Capacity: Insert in the appropriate section, the capacity
of licensed ambulatory or nonambulatory oc-

cupants covered by this request.

Previous If request is for renewal or capacity change,
Capacity: insert capacity of previous clearance.

Total Show total licensed capacity. If the facility is
Capacity: intended to house part ambulatory, nonambu-

latory, and part bedridden, show the total of
the three types of occupants.

10. FACILITY NAME. Insert the name of the facility as it
will appear on the license. List identifying sub name if
known (i.e., Hacienda Corp/Medina Lodge).

LICENSE CATEGORY. Insert the category of license
being sought as it will appear on the license certificate.

ADDRESS. Insert street address and city only. A post
office box is not acceptable as only location.

NUMBER OF BUILDINGS. Insert the total number of
buildings to be used for housing of the occupants covered
by the license.

RESTRAINT. Indicate if physical restraint (locked in a
room or the building) is to be used in the housing of the
occupants.

FACILITY CONTACT PERSON--TELEPHONE
NUMBER. Indicate the name and telephone number of
the responsible individual at the facility to be contacted
by the fire authority.

11.

12.

13.

14.

15.

16. HOURS. Indicate the number of hours the occupants are

housed at the facility (less than 24 or 24+).

SPECIAL CONDITIONS. Indicate any conditions
unique to this request. As an example, if the inspection
request is for one building in a multi-building facility.

17.

FIRE AUTHORITY CONDUCTING THE INSPECTION--COMPLETE THE FOLLOWING:

FIRE AUTHORITY, NAME AND ADDRESS. Insert the
name and address of the fire authority where the facility is
located.

CLEARANCE/DENIAL CODE. Use the two codes: 1
for clearance granted, and 2 for clearance denied. If denied,
also include the appropriate letter code. As an example,
Denial based upon exiting would be coded 2A.

INSPECTOR'S NAME. Print the initial of the inspector's
first name and full last name; insert the telephone number
where the inspector may be contacted.

CFIRS L.LD. NUMBER. Insert the fire department's number
assigned by California Fire Incident Reporting System.

22. OCCUPANCY CLASSIFICATION. Use California
Building Code occupancy classifications and insert the
occupancy determined by the inspector.

23. INSPECTION DATE.
spection.

24. INSPECTOR'S SIGNATURE.
inspector conducting the inspection.

25. EXPLAIN DENIALOR SPECIAL CONDITIONS. If
clearance code #2 is used, briefly explain reason. This
space is also to be used to specify any additional
limitations placed by the fire authority, such as the use of
certain floors or sleeping rooms approved for
nonambulatory clients.

Enter the actual date of the in-

To be signed by the





		name1: 

		ph1: 

		date1: 

		prog1: 

		name2: 

		fac1: 

		cd1: 

		angcyname1: 

		cap1: 

		cap2: 

		cap3: 

		cap4: 

		cap5: 

		cap6: 

		ttlcap1: 

		addrrss2: 

		cty1: 

		liccat1: 

		nobldgs1: 

		restrnt1: 

		hrs1: 

		msc1: 

		nmaddrss2: 

		clrnc1: 

		ph3: 

		cfirs1: 

		occls1: 

		date2: 

		msc2: 

		Clear: 

		Print: 

		name3: 

		cntct2: 

		cntct3: 






State of California — Health and Human Services Agency California Department of Public Health

CERTIFICATION FORM FOR CLINICS AND FREESTANDING | CLEAR PRINT

OUTPATIENT CLINIC SERVICES OF A HOSPITAL
| certify that the following facility conforms to current applicable edition of the California Building

Standards Code* and as such meets the applicable clinic standards (OSHPD 3) propounded by the
Office of Statewide Health Planning and Development.

Facility

Street Address

City

Type of Facility
Chronic Dialysis Clinic
Surgical Clinic ¢e&ne )
Rehabilitation Clinic
Primary Care Clinic
Birthing Clinic
Psychology Clinic

Out Patient Clinic Service of a Hospital
Service(s):

(see note 1)

0000000

Name

Title

Street Address

City
Signature
Date

*2015 IBC and 2016 California Amendments (2016 California Building Code — Part 2, Title 24, CCR)
2014 NEC and 2016 California Amendments (2016 California Electrical Code — Part 3, Title 24, CCR)
2015 UMC and 2016 California Amendments (2016 California Mechanical Code — Part 4, Title 24, CCR)
2015 UPC and 2016 California Amendments (2016 California Plumbing Code — Part 5, Title 24, CCR)
2015 IFC and 2016 California Amendments (2016 California Fire Code — Part 9, Title 24, CCR)

Also see attached amended CAN 1.
Note 1: Per Health and Safety Code § 129885 certification of chronic dialysis and surgical services are required to be

provided by city or county building department with jurisdiction over the project. If the building jurisdiction will not be
providing this certification, plans shall be submitted to OSHPD for certification review.
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Enforceable Codes

The following are the enforceable codes for facilities under the authority of the Alfred E. Alquist

Hospital Facilities Seismic Safety Act of 1983:

Application means the submission of a Preliminary or Final Application for Plan Review.

Code means the official compilation and publication of the adoptions, amendments and repeal of
administrative regulations to California Code of Regulations, Title 24, also referred to as the

California Building Standards Code.

APPLICATION

CODE

All applications submitted on or after 2016
January 1, 2017

2016

2016

2016

2016

2016

California Administrative Code (CAC)
Part 1, Title 24, California Code of Regulations (CCR)

California Building Code (CBC)

Part 2, Title 24, CCR

Based on the 2015 International Building Code (IBC)
California Electrical Code (CEC)

Part 3, Title 24, CCR

Based on the 2014 National Electrical Code (NEC)

California Mechanical Code (CMC)
Part 4, Title 24, CCR
Based on the 2015 Uniform Mechanical Code (UMC)

California Plumbing Code (CPC)

Part 5, Title 24, CCR

Based on the 2015 Uniform Plumbing Code (UPC)
California Fire Code (CFC)

Part 9, Title 24, CCR

Based on the 2015 International Fire Code (IFC)

All applications submitted between 2013
January 1, 2014 and December 31,
2016.

2013

2013

2013

2013

2013

California Administrative Code (CAC)
Part 1, Title 24, California Code of Regulations (CCR)

California Building Code (CBC)
Part 2, Title 24, CCR
Based on the 2012 International Building Code (IBC)

California Electrical Code (CEC)
Part 3, Title 24, CCR
Based on the 2011 National Electrical Code (NEC)

California Mechanical Code (CMC)
Part 4, Title 24, CCR
Based on the 2012 Uniform Mechanical Code (UMC)

California Plumbing Code (CPC)
Part 5, Title 24, CCR
Based on the 2012 Uniform Plumbing Code (UPC)

California Fire Code (CFC)
Part 9, Title 24, CCR
Based on the 2012 International Fire Code (IFC)
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CLEAR

State of California — Health and Human Services Agency California Department of Public Health
Licensing and Certification

LICENSURE & CERTIFICATION APPLICATION

FOR DEPARTMENTAL USE ONLY

Proposed name of facility/agency/clinic:

A. APPLICATION INFORMATION

1. Type of application (check one):

a. Initial Oc. Management company (see Sections C1-5, F, and Attachment E-1)
(O b. Change of Ownership (see #2 below) ()d. Other change (see Section A4): |

2. Change of Ownership Only - For Certification Purposes:
We wish to make certain that our records correctly show the effective date of the ownership change for certification.
This date should reflect the actual date on which you took charge of the financial management of the facility rather than
the date of sale or date of state license change. Effective date of change: |

3. Amount of fee enclosed: $ |

4. Type of Change (check all that apply):

[ a. Not applicable [Jf. Change of bed classification]|

[J b. Change of capacity (see # 8 below) [ g. Change of name

[ c. Change of location 1 h. Construction of new or replacement facility
[J d. Change of services| [Ji. Stock transfer

[Je. Change of facility type] [1j. Other (specify)]

5. Type of facility, agency, or clinic (check one)

O a. Skilled Nursing Facility (SNF) Qi. Rural health clinic (for Certification “only”)
QO b. Intermediate Care Facility (ICF) j. General acute care hospital

O c. ICF/Developmentally Disabled (ICF/DD) Q k. Adult day health care center

O d. ICF/DD-Habilitative (ICF/DD-H) O|I. Home Health Agency (HHA)

O e. ICF/DD-Nursing (ICF/DD-N) O m. Hospice

O f. Primary care clinic — Free O n. Chronic dialysis clinic

O g. Primary care clinic — Community O o. Other (specify)|

O h. Surgical clinic

6. a. Do you wish to apply for the Medicare program? O Yes QO No Medicare Provider #:

b. Fiscal Intermediary choice: |

7. Do you wish to apply for the Medi-Cal (Medicaid) program? QO Yes O No

8. a. Current facility bed capacity:
b. Proposed facility bed capacity:

9. Age range of clients: I

10. Days and hours of operation: |

11. Is construction required? OYes QONo
If "yes", submit copy of “OSHPD” form (see instructions on page 6)
If "yes", date construction to begin: I
If "yes", date construction to be completed: |
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B. LICENSEE INFORMATION

1. Licensee name: |

2. Federal employer’s tax ID number: |

3. Owner type (check one):-Submit organizational chart for b, c, d, and e.

O a. Sole proprietorship (Individual) Oug.
O b. Profit corporation Oh.
O c. Nonprofit corporation O.i.
O d. Limited Liability Company (LLC) Oi.
O e. Partnership — General Ok.

O f. Partnership — Limited

State agency
Other agency (specify) |
Public agency (specify)]|

4. Licensee address (number & street):

Telephone number:

City, State, & Zip:

E-Mail: Fax number:

5.a. l|dentify other facilities, agencies, or clinics the licensee has been licensed for, operated, managed, held a 5% or
more interest in, or served as a director or officer. Include facilities both in and outside of California. Submit an
attachment for additional facilities that includes all of the required information listed below.

(1) Facility Name:

Facility Type:
|

Facility address (number & street):

City, State, & Zip:
|

(2) Facility Name:

Facility Type:
|

Facility address (number & street):

City, State, & Zip:
|

(3) Facility Name:

Facility Type:
|

Facility address (number & street):

City, State, & Zip:
|

(4) Facility Name:

Facility Type:
|

Facility address (number & street):

City, State, & Zip:
|

5 p. [|fany facility, agency, or clinic identified in 5.a. has had a license revocation action filed, license placed on
probation, suspended, or revoked (whether stayed or not) or, for agency or clinic resolved by settlement, receiver
appointed, or had a final Medi-Cal decertification action taken, please submit additional information, including all
ownership and facility information, date and any final action.

6. Is the licensee a subsidiary of another organization? OYes ONo
If “yes”, complete the information below and submit an organizational chart:

Parent organization name: |

Parent federal tax ID Number: |

P.O. Box or number & street: |

City, State, & Zip: I
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C. FACILITY, AGENCY OR CLINIC INFORMATION

Management Agreement (this only applies to SNF's & ICF's):

1. a. Is the facility, agency, or clinic going to be operated under a management contract/agreement OYes
between the proposed owner and a management company?
If “yes”, proceed to Section E (below). O No
b. Is there an “interim” management agreement, between the proposed owner and the current OYes
owner, to run the facility, agency, or clinic until the change of ownership is completed?
If “yes”, submit a copy of the “interim” management agreement. ONo
2. Name of “proposed” facility, agency, or clinic:|

Current facility, agency, or clinic name (if change of ownership):
| Facility license number: |

3. Address (number & street) of “proposed” facility, agency, or clinic: Telephone number:
| |
City, State, & Zip: |

4. Mailing address, if different from above: Telephone number:
Number & Street: |

Fax number: E-mail address:
City, State, & Zip: | [ [

5. Name of person to be in charge of facility, agency, or clinic:!

Title: | Professional License number: |
6. a. Name of administrator: | Date of hire: |
Professional License number: Expiration date:
b. Name of director of nursing: Date of hire:
Professional License number: | Expiration date:

7. List persons having 5 percent or more direct or indirect (42 CFR, Section 455.102) interest in the ownership of this
facility if applying for skilled nursing or intermediate care licensure, and 10 percent for all other facilities, agencies,
or clinics. Provide federal employer's tax ID number. Are any of these persons (listed below) related to one another
as spouse, parent, child or sibling? Submit an attachment for additional names that includes all of the required
information listed below.

Are they related to one another as

Name of individual % Owned _EIN Number a spouse, parent, child or sibling? Relationship
(1) I | O Yes O No |
2) I [ O Yes O No [
(3) O Yes O No
(4) O Yes O No
(5) I | O Yes O No |

8. Financial resources -- Only applies to SNF and ICF:
Submit evidence, i.e., bank statements, line of credit, certificate(s) of deposit, satisfactory to the department(s) that
the licensee possesses financial resources sufficient to operate the facility for a period of at least 45 days. (The
amount is determined by multiplying 45 days X number of beds X rate).

9. Over-concentration -- Only applies to ICF/DD, ICF/DD-H and ICF/DD-N:
a. Are there any ICF/DD, ICF/DD-H, ICF/DD-N, RCF (residential care facility), or pediatric day health or respite

care facilities within 300 feet of this facility? (H&S Code, Section 1267.9) O Yes O No O Don't know
b. Are there any congregate living health facilities within 1,000 feet of this facility? O Yes O No QO Don't know

10. Program Plan -- Only applies to ICF/DD, ICF/DD-H and ICF/DD-N (H&S Code, Section 1275.3(b)(3))
Has the program plan been approved by the Department of Developmental Services? O Yes O No
If “yes”, Submit a copy of the approval letter. The “current licensee” can grant permission for their Program Plan to
be used for 6 months if they submit a letter to CDPH. If “no”, the application package will be delayed until a copy of
the approved program letter is received.
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D. PROPERTY INFORMATION

1. Property ownership: Check one and submit evidence of control of property: O Own O Rent O Lease

O Sublease Q Other (specify): |

2. Owner of Record name in the real estate: |

Address (number & street):|

City, State, & Zip: |

Lessee name: |

Address (number & street): |

City, State, & Zip: |

Sub-Lessee name:]

Address (number & street): |

City, State, & Zip: |

E. MANAGEMENT COMPANY

If the proposed facility, agency, or clinic will be operated by a management company, under a management
contract between the proposed owner and a management company, complete Attachment E-1 (next page).
NOTE: if the facility is a SNF or ICF, the management company will have to SUBMIT a separate application to

the Department, unless previously approved.

F. 1 (we) Accept responsibility to:

a. Comply with local ordinances concerning zoning, sanitation, building, and other appropriate ordinances.

b. Comply with the Labor Code on employment practices concerning nondiscrimination, liability insurance,
wages, hour and working conditions.

c. Comply with Health and Safety Code and regulations concerning licensing and fire safety.

| (we) declare under penalty of perjury that the statements on this application and on the accompanying
attachments are correct to my (our) knowledge.

Signature Title Date
| |

Signature Title Date
| |

Signature Title Date
| |

Signature Title Date
| |

Release of Information Statement

This information shall be provided to the state department upon initial licensure. Any changes must be provided to the state
department within 10 days of the change. The information shall be made available to the public upon request and shall be
included in the public file of the facility.

The information provided on this form is mandatory and is necessary for licensure approval. It will be used to determine
individual applicants or applicant facility’s ability to provide health services. The information is requested by the California
Department of Public Health, Licensing and Certification, in accordance with Health and Safety Code, Sections 1212, 1253,
1265, 1267.5, and 1728, and California Code of Regulations (CCR), Title 22, Sections 70107, 71107, 73205, 74105, 75022,
76205, and 78205.

Failure to provide the information as requested may result in nonissuance of a license or license revocation.

The information is considered public information and will be made available to the public upon request. The information shall be
included and maintained in the individual facility’s public files located in Licensing and Certification district offices.
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ATTACHMENT E-1
MANAGEMENT COMPANY INFORMATION ONLY FOR SNF's or ICF's

1. Submit a copy of the Management Agreement with this application.

Name of management company: | EIN: |
Address (number & street): I

City, State, & Zip: [

Name of facility to be managed: | EIN: |

Address (number & street):
City, State, & Zip:

2. Provide the following information for each individual having a 5 percent or more interest in the management
company. Submit an attachment for additional names that includes all of the required information listed below.

(1) Individual’'s name: % Owner: |
Address (number & street):

City, State, & Zip:

(2) Individual’'s name: % Owner: |
Address (number & street):
City, State, & Zip:

(3) Individual’'s name: % Owner: |
Address (number & street):
City, State, & Zip:

(4) Individual’'s name: | % Owner: |

Address (number & street):
City, State, & Zip:

3. Provide a list of all facilities, agencies, or clinics with which you have entered into a management agreement.
Submit an attachment for additional facility, agency, or clinic names that includes all of the required information listed
below.

(1) Facility, agency, or clinic name: |
Address (number & street): |
City, State, & Zip: | Dates of involvement: |

(2) Facility, agency, or clinic name: |
Address (number & street):|
City, State, & Zip: | Dates of involvement: |

(3) Facility, agency, or clinic name: |
Address (number & street): |
City, State, & Zip: | Dates of involvement: |

(4) Facility, agency, or clinic name: |
Address (number & street): |
City, State, & Zip: | Dates of involvement: |
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INSTRUCTIONS

SNF or ICF Management Company Application: See Attachment E-1 below.

Type or print clearly. Return original and maintain a copy for your records. The Licensee's name must be
consistent throughout all documents submitted. Submit all supplemental paperwork requested to complete
your application. Do not leave items blank. If not applicable, mark N/A.

A. APPLICATION INFORMATION

1.  Type of application: select items a, b, c, or d.
If b is selected, provide effective date of change in number 2.
If c is selected, complete Sections C1-5; F, and Attachment E-1.
If d is selected you must select an option in number 4 -- “Type of Change.”

2. Provide actual date applicant took charge of the financial management of facility.
This date is used to show effective date of the ownership change for certification purposes only.
3. Amount of fee enclosed: enter the amount of money enclosed with this application.
If no fee is required, enter “N/A”. (Refer to fee schedule for appropriate fee requirements.)
4. Type of change: check all that apply.
5. Type of facility, agency, or clinic: select the appropriate category.
6. (a) Check “yes” if requesting certification for Medicare. ICF/DD, ICF/DD-N, ICF/DD-H facilities and
primary care clinics that are not certified as rural health clinics are not eligible for Medicare.
b) If “yes” to item 6(a), provide name of fiscal intermediary under item 6(b).
7. heck “yes” if requesting participation in Medi-Cal (Medicaid).
8. (a) Current facility bed capacity: enter the total number of persons for whom care can currently be
provided in any 24-hour period. This figure must agree with the “Certificate of Occupancy”.
(b) Proposed facility bed capacity: enter the proposed total number of persons for whom care will be
provided in any 24-hour period.
9. Enter age range of persons to receive/receiving care.
10. Enter days and hours of facility operation.
11. Enter date construction is to begin, and date construction is to be completed (not applicable for

ICF/DD, ICF/DD-N, ICF/DD-H facilities).
1  Submit a copy of the form “Construction Advisory Board ” (form OSH-FDD 377)
if OSHPD has approved construction.
3 Ssubmita copy of the above form to the local district office prior to the survey
if OSHPD has not yet approved construction.

B. LICENSEE INFORMATION

1. Licensee name: enter the full legal organization name (LLC, partnership, and corporation) or
individual(s) responsible for the facility/agency. If “Inc.” is included in your legal name, it must appear
in the name. Individuals enter first, middle, and last name. Husband and wife, if joint applicants, must
both be listed.

NOTE: All individuals including owners, partners, principal officers of corporations/LLCs,
members, managers, and administrators (clinics only) must complete “Applicant Individual
Information” (HS 215A).

2. Enter the federal employer’s tax ID number.
3. Owner Type: select one of the options and then:
[  Submit an organizational chart, for items b, ¢, d, or e showing entity, persons, facilities,
and tax EIN numbers.
1  submita copy of the Internal Revenue Service and Franchise Tax Board letters of
determination of nonprofit status, if item c, “nonprofit corporation” is selected, and the
facility is a primary care Clinic.
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4. Licensee address: enter address of legal organization (LLC, corporation, partnership) or individual(s)

responsible for the facility, agency, or clinic. Provide phone number with area code, fax number, and
e-mail address.

5.  Other Facilities:
(a) ldentify all other facilities, agencies, or clinics the licensee (LLC, corporation, partnership,
individual) has been involved in, both in and outside of California.
Submit an attachment, if needed, for additional entities, which includes the
facility, agency or clinic type (including “affiliate” clinics), name, address, nature of
involvement, and dates of involvement. This attachment must include all of the
required information listed.

1 Submit an attachment, if needed, for any entity identified in number 5a, which has
had a license revocation action filed, license placed on probation, suspended, or
revoked (whether stayed or not) or, for SNFs and ICFs, resolved by settlement,
receiver appointed, or has a final Medi-Cal decertification action taken. Include all
ownership and facility information, dates, and any final action.

6. Subsidiary: check “yes” if the licensee is a subsidiary of another organization and complete the
information requested.

[ Submit a detailed organizational chart, including parent and all subsidiary
information, and federal tax ID numbers.

C. FACILITY, AGENCY, OR CLINIC INFORMATION
1. Management Agreement:

(a) Check “yes” if the facility, agency, or clinic is going to be operated under a management
contract/agreement, between the proposed owner and a management company. Proceed to
Section “E” (below).

(b) Check “yes” if there is an “interim” management agreement, between the proposed owner
and the current owner, to run the facility until the change of ownership is completed.

[  Submit a copy of the “interim” management agreement, if applicable.

2. Facility, agency, or clinic name: Enter the name used to designate the single facility, agency or clinic under

the license being requested. Also, provide the current facility, agency, or clinic name, and current license

number (if different). Change of ownership usually results in a name change.

Provide facility, agency, or clinic address, including phone number with area code, fax number, and e-mail.

Provide facility, agency, or clinic mailing address, if different from number 3 (above).

Provide the name and title of the individual to be in charge of the facility, agency, or clinic as well as any

professional license number (if applicable).

Administrator:

(a) Provide the name of the facility administrator, date of hire, license number, and license expiration

date.

(b) Provide the name of the director of nursing services (if applicable), date of hire, license number,

and license expiration date.

7. Provide name(s) of all individuals having a 5 percent or more interest in the ownership of this facility, if
applying for SNF or ICF licensure. For all other facility, agency, or clinic types, provide the name(s) of
those having 10 percent or more interest in the ownership. Specify how these persons are related to
one another as spouse, parent, child or sibling.

Submit an attachment for all additional names. This attachment must include all of the
required information.

8. Financial Resources: Only applies to SNF, ICF, and ICF/DD:

[ submit evidence, satisfactory to the Department, that the licensee has sufficient financial
resources to operate the facility for at least 45 days (bank statement, certificate of deposit
etc.). The amount is determined by multiplying 45 days X number of beds X rate.

9. Over-concentration -- Only apglies to ICF/DD, ICF/DD-H and ICF/DD-N:
(a) Are there other ICF/DD, ICF/DD-H, ICF/DD-N residential care, pediatric day health, or respite care

facilities within 300 feet of this facility? Check “yes”, “don't know” or “no”.
(b) Are there any congregate living health facilities within 1,000 feet of this facility?
Check “yes”, “don’t know” or “no”.

o gk w
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10. Program Plan -- Only applies to ICF/DD, ICF/DD-H and ICF/DD-N:
Indicate if the program plan has been approved by the Department of Developmental Services. The
“current licensee” can grant permission for their Program Plan to be used for 6 months if a letter is
submitted to CDPH. If “no” is checked, the application package will be held until a copy of the
approved program plan letter is received.
Submit a letter to CDPH from the “current” licensee that the “proposed” licensee has their
permission to use the “current” licensee’s Program Plan for up to 6 months, if applicable.
Submit a copy of the Program Plan approval letter, if “yes”.

D. PROPERTY INFORMATION
1. Licensee must show evidence of control of property.
Submit a copy of the deed and/or bill of sale, if property is owned.
Submit a copy of the rental agreement, if property is rented.
Submit a copy of the lease agreement, if property is leased.
Submit a copy of the original lease plus a copy of the sublease, if property is subleased.
Submit appropriate evidence if “other” is checked.
2. Provide name and address of the Owner of Record, Lessee and Sub-lessee as applicable.

jo0oo

E. MANAGEMENT COMPANY INFORMATION
(Complete Sections A1, C1-5, F & ATTACHMENT E-1)

F. STATEMENT OF RESPONSIBILITIES
Application must be signed by licensee or authorized representative.

ATTACHMENT E-1

MANAGEMENT COMPANY INFORMATION ONLY FOR SNF's OR ICF's

1. If the proposed facility, agency, or clinic will be operated by a management company, under a management
contract between the proposed owner and a management company, provide the name, address, and
federal tax ID number of Management Company and name of facility to be managed.

[ submit a copy of the Management Agreement.

2. Provide the name, address, and percent of ownership for each person having a 5 percent or more
interest in the Management Company.
Submit an attachment for additional names. This attachment must include all of the
required information.

3.  Provide a list of all facilities, agencies, or clinics that you have contracted to manage.

] Submit an attachment for additional facilities, agencies, or clinics. This attachment must
include all of the required information.
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State of California — Health and Human Services Agency CLEAR Callifornia Department of Public Health
Licensing and Certification

FOR DEPARTMENTAL USE ONLY

District: | ELMS Facility Number:

Proposed name of facility/agency/clinic:

APPLICANT INDIVIDUAL INFORMATION

This form is intended for any individual owning the applicant facility or for any individual involved (now or in the past) with
any health or community care facility. Refer to the INSTRUCTION SHEET to see who needs to complete this form.

This HS 215A form needs to be completed as part of an application package plus it needs to be completed for disclosure
purposes when changes are reported in officers, directors, purchase of stock, etc., as required by law, even though no
change in legal ownership is occurring.

A. ldentifying Information

Name Date of Birth
I | |
Business address (number, street, apartment/suite number or letter if applicable) City, State, & Zip

| 1 |

Title in relation to this facility

Have you applied for ANY license for a health facility or community care facility using any name other than your true full
name? If yes, list all other names.

If an Administrator for proposed clinic, list hours that will be spent at the clinic each week. If an Administrator at more
than one licensed clinic, list the name of each clinic and the number of hours spent in each licensed clinic per week.

B. Criminal Record

1. Have you ever been convicted of an offense that is still on your record, whether misdemeanor or feIony?OYes O No

2. Has there been a judgment against you for Medicare or Medicaid (Medi-Cal) fraud or by a health care
professional/technical licensing entity? Yes ONo

If yes to questions 1 or 2 above, please explain and provide dates and conviction information (attach additional pages if
necessary):)

C. Professional Licenses/Certificates — This requirement is mandatory for Primary Care
Clinics and optional for Health facilities.

TYPE PERIOD HELD ISSUING AGENCY
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California Department of Public Health

State of California — Health and Human Services Agency
Licensing and Certification

D. Employment/Business Summary (for last 10 years). Please list any additional experience

that qualifies you to operate this type of facility. Begin with your most recent job. Attach
additional pages if necessary.

Name and address of employer Job title

From:
To:

From: | [
To: | I

From: | | |
To: | I I

From:
To:

E. Facility, Agency, Clinic Involvement (in or out of California)
The questions below are for “individuals” and do not pertain to the facility that is applying for licensure.

1. Have you ever been involved with a business entity that operated a health facility or community care facility?
OYes O No If YES, complete Section F (below) and the “Facility Information Sheet” (attached).

2. Have you ever operated or managed (including management agreements) any of the following facility types?
OYes O No If YES, complete Section F (below) and the “Facility Information Sheet” (attached).

Adult Day Health Care Center ICF/DD
Clinics ICF/DD-H
COMMUNITY CARE FACILITY ICF-DD-N
General Acute Care Hospital Intermediate Care Facility
Health Facility Pediatric Day Health & Respite Care
Home Health Agency Residential Care Facility for the Elderly
Hospice Skilled Nursing Facility
Other

3. Have you ever held a 5 percent or more beneficial ownership interest in any of the facility types above?
OYes O No If YES, complete Section F (below) and the “Facility Information Sheet” (attached).

F. Adverse Actions

Have you been affiliated with any facility, either past or present, that has been identified as having one or more of the
following adverse actions? OYes ONO If YES, check all applicable:

Had a final Medi-Cal decertification action taken DPIaced on probation |:| Receiver appointed
Resolved by settlement |:|Revocation action filed [_|Revoked (whether stayed or not) [ ] Suspension

If yes, please explain (including facility name and address). Attach additional pages if necessary:

| declare under penalty of perjury that the statements on this form and any accompanying attachments are correct to the
best of my knowledge.

Signature: Date: |
RELEASE OF INFORMATION STATEMENT

The information provided on this form is mandatory and is necessary for licensure approval. It will be used to determine individual
applicant’s or applicant facility’s ability to provide health services. The information is requested by the California Department of Public
Health, Licensing and Certification, in accordance with the Health and Safety Code. Failure to provide the information as requested
may result in nonissuance of a license or license revocation. The information is considered public information and will be made
available to the public upon request. The information shall be included and maintained in the individual facility’s public files located in
Licensing and Certification district offices.

HS 215A (2/08) 2





State of California — Health and Human Services Agency

FACILITY INFORMATION SHEET

Callifornia Department of Public Health
Licensing and Certification

You are required to complete the following for each facility (including all facilities in all business entities) with which you have a

current relationship or have had a past relationship (going back 3 years).

Refer to the INSTRUCTION SHEET.

Facility name:

Facility address (number, street, city):
|

State: Zip code:
R —

Type of Facility

"Type" of Business Entity

Individual's "Nature" of Involvement

|_© Adult Day Health Care Center

For EACH business entity, identify the name & EIN of the entity:

8Administrator of Clinic, SNF or ICF

© OTHER FACILITY TYPE (explain):
I

applicant facility? If Yes, explain.

O Yes |

O No

O Clinic O Corporation: Agent
O COMMUNITY CARE FACILITY I © Director
O General Acute Care Hospital O Individual: | O Licensee
Health Facility I Manager of “parent” organization
) HHA O LLC: () Managing employee of a HHA
© Hospice I O Member
ICFE O Management Company: _O Officer of corporation
QO ICF/DD I Q© Owner
) ICF/DD-H ) Partnership: | Q Partner
_o ICF/DD-N I Q Sole Proprietorship
O ICF (O OTHER Business Entity (explain): O Stockholder -- Ownership %: |
() Residential Care for the Elderly I O Trustee
_o SNF Are any of the above Business Entities a “PARENT” organization to the

O OTHER Nature of Involvement (explain):
I

Dates of involvement:
From: [
To: |

Facility name:

T | —

N —

Type of Facility

"Type" of Business Entity

Individual's "Nature" of Involvement

| O Adult Day Health Care Center

For EACH business entity, identify the name & EIN of the entity:

OAdministrator of Clinic, SNF or ICF

O OTHER FACILITY TYPE (explain):
I

applicant facility? If Yes, explain.

Clinic O Corporation: OAgent
COMMUNITY CARE FACILITY I O Director
| ) General Acute Care Hospital O Individual: O Licensee
Health Facility I () Manager of “parent” organization
_o HHA O LLC: () Managing employee of a HHA
Q) Hospice I O Member
ICF O Management Company: © Officer of corporation
ICF/DD I © Owner
) ICF/DD-H Partnership: ) Partner
Q ICF/DD-N © Sole Proprietorship
QICF (O OTHER Business Entity (explain): DStockhoIder -- Ownership %: |
| © Residential Care for the Elderly I O Trustee
Q SNF Are any of the above Business Entities a “PARENT” organization to the

O OTHER Nature of Involvement (explain):
I

Yes | Dates of involvement:
I No From: !
To: |

Facility name:

| Facility address (number, street, city):

State: Zip code:
N —

Type of Facility

"Type" of Business Entity

Individual's "Nature" of Involvement

| © Adult Day Health Care Center

For EACH business entity, identify the name & EIN of the entity:

O Administrator of Clinic, SNF or ICF

Q OTHER FACILITY TYPE (explain):
I

applicant facility? If Yes, explain.

Yes |
No

Clinic O Corporation: O Agent
COMMUNITY CARE FACILITY I © Director
| General Acute Care Hospital O Individual: | ) Licensee
Health Facility I () Manager of “parent” organization
O HHA O LLC: ) Managing employee of a HHA
O Hospice I O Member
ICE 6 Management Company: | Officer of corporation
Q) ICF/DD I Owner
ICF/DD-H O Partnership: Partner
Q ICF/DD-N I QO Sole Proprietorship
QICF O OTHER Business Entity (explain): O Stockholder -- Ownership %: !
() Residential Care for the Elderly I () Trustee
_Q SNF Are any of the above Business Entities a “PARENT” organization to the

O OTHER Nature of Involvement (explain):
I

Dates of involvement:
From: [

To: |

HS 215A (2/08)






State of California — Health and Human Services Agency

California Department of Public Health
Licensing and Certification

Facility name:

| Faﬂluud.dtﬁs_mumm.ﬂaﬁ citv):

! F_Lajg_l Zip code:

Type of Facility

"Type" of Business Entity

Individual's "Nature" of Involvement

© Adult Day Health Care Center

For EACH business entity, identify the name & EIN of the entity:

O Administrator of Clinic, SNF or ICF

_o Clinic O Corporation: O Agent
O COMMUNITY CARE FACILITY ! Q Director
Q© General Acute Care Hospital O Individual: | Licensee
() Health Facility I () Manager of “parent” organization
O HHA O LLC: Managing employee of a HHA
!2 Hospice I O Member
QICF 6 Management Company: Officer of corporation
O ICF/DD I Owner
QO ICF/DD-H O Partnership: Partner
O ICF/DD-N I Sole Proprietorship

| OICF

O OTHER Business Entity (explain):
I

Stockholder -- Ownership %: |

O Residential Care for the Elderly

) Trustee

O sSNF

| O OTHER FACILITY TYPE (explain):
I

Are any of the above Business Entities a “PARENT” organization to the
applicant facility? If Yes, explain.

Yes |
No

6 OTHER Nature of Involvement (explain):
I

Dates of involvement:
From:!
To: |

Facility name:

Facility address (number, street, city):

State: Zip code:

Type of Facility

"Type" of Business Entity

Individual's "Nature" of Involvement

© Adult Day Health Care Center

For EACH business entity, identify the name & EIN of the entity:

Q© Administrator of Clinic, SNF or ICF

O Residential Care for the Elderly

Clinic O Corporation: OAgent
[_© COMMUNITY CARE FACILITY I |_ODirector
Q General Acute Care Hospital O Individual: | O Licensee
O Health Facility I () Manager of “parent” organization
O HHA O LLC: () Managing employee of a HHA
Q Hospice I O Member
QICF (@) Management Company: | Officer of corporation
O ICF/DD I O Owner
Q) ICF/DD-H O Partnership: Partner
O ICF/DD-N I 8Sole Proprietorship
" OICF |o OTHER Business Entity (explain): O Stockholder --_Ownership %: |

O Trustee

_8 SNF
OTHER FACILITY TYPE (explain):

Are any of the above Business Entities a “PARENT” organization to the
applicant facility? If Yes, explain.

Yes |
No

© OTHER Nature of Involvement (explain):
I

Dates of involvement:
From: [

To: |

Faclllfy name:

Facility address (number, street, city):

State: Zip code:

Type of Facility

"Type" of Business Entity

Individual's "Nature" of Involvement

O Adult Day Health Care Center

For EACH business entity, identify the name & EIN of the entity:

© Administrator of Clinic, SNF or ICF

Clinic

O Corporation:
[

DAgent

O Residential Care for the Elderly

© COMMUNITY CARE FACILITY O Director
O General Acute Care Hospital O Individual: O Licensee
() Health Facility I () Manager of “parent” organization
O HHA O LLc: () Managing employee of a HHA
O Hospice I O Member
QICF © Management Company: Q) Officer of corporation
| OICF/DD I O Owner
O ICF/DD-H O Partnership: O Partner
O ICF/DD-N I © Sole Proprietorship
T ICF IO OTHER Business Entity (explain): DStockholder -- Ownership %: |

O Trustee

_8 SNF
OTHER FACILITY TYPE (explain):

Are any of the above Business Entities a “PARENT” organization to the
applicant facility? If Yes, explain.

Yes |
No

IO OTHER Nature of Involvement (explain):

Dates of involvement:
From: |
To: |
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State of California — Health and Human Services Agency California Department of Public Health
Licensing and Certification

INSTRUCTIONS FOR HS 215A

The HS 215A must contain an original signature and date. The date of this form should be within the last three months.
This form is intended for the following:

1. Any individual owning an applicant facility;

2. Each agent, each partner, each director, each member, each managing employee of a HHA, each officer of a corporation;
3. Each agent, each partner, each director, each officer, each member or manager of a parent organization of licensee applicant;
4. Each manager, each member of a limited liability company;
5. Administrators;
6. Each person having a beneficial interest of 5 percent or more in the applicant corporation, applicant limited liability company, applicant partnership,
applicant management company, applicant facility or private agency; and
7. Each officer and each director of the parent of the management company.
istrict office and ELMS Number To be completed by the California Department of Public Health
Proposed name of facility/agency/clinic Enter the name of your facility as it appears on your application (HS 200).

A. IDENTIFYING INFORMATION

Name Please enter your full legal name.
Date of birth Day/Month/Year
Business Address Location of your business; number, street, apartment/suite number or letter if applicable.
City City where business is located.
|~ State State where business is located.
Zip code Zip code where business is located
Title in relation to this facility Your title in relation to this facility.

If an Administrator for proposed clinic, list hours | Please list hours spent at each clinic per week. If your title is not administrator, please list N/A.
that will be spent at the clinic each week. If an
Administrator at more than one licensed clinic,
list the name of each clinic and the number of
hours spent in each licensed clinic per week.

Have you applied for any license for a health Please answer yes or no. If yes, list any other names you have used if you have ever applied for a
facility or community care facility regardless of health facility or community care facility license.

your role or title using any name other than your
true full name? If yes, list all other names.

B. CRIMINAL RECORD
Please check appropriate box. If you have checked ‘yes’, please provide dates and conviction information. If not applicable, please enter ‘N/A’.

C. PROFESSIONAL LICENSES/CERTIFICATES

Type Type of licenses or certificate that you hold.
Period held Dates that you held your license.
Issuing Agency Agency that issued you a license and/or certificate.

D. EMPLOYMENT/BUSINESS SUMMARY (FOR LAST 10 YEARS). Please list any additional experience that qualifies you to operate this type of facility.
If self employed, never worked or now retired, indicate the ‘From’ and ‘To’ dates. Begin with your most recent job. Attach additional pages if

necessary.
Dates (From/To) Dates that you were employed in position from the start to the end date.
Name and Address of Employer(s) Name and street, city, state address of the employer.

Job Title Title that you held within your company/place of employment.

E. FACILITY, AGENCY, CLINIC INVOLVEMENT (IN OR OUT OF CALIFORNIA)

Questions No. 1-3 Please check appropriate box(es). If you have checked yes, you must fill out the attached “Facility
Information Sheet” and complete Section F.

F. ADVERSE ACTIONS
Please check appropriate box. If box is checked yep, please explain and include facility information.

FACILITY INFORMATION SHEET

Facility Name Name of Facility that correlates to the checkboxes you have checked as ‘yes’ in Section E.

Facility address Number and street address of the facility involved.

City City where facility is located.

State State where facility is located.

ZIP code Zip code where facility is located.

Type of Facility Check appropriate health facility.

“Type” of Business Entity Check appropriate business entity and identify if this entity is a “parent” corporation to the applicant
facility.

Individual “Nature” of Involvement Check appropriate position held at that faclility.
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State of California—Health and Human Services Agency

ADMINISTRATIVE ORGANIZATION

Page one is for corporations only. See page two for other organizations.

California Department of Public Health

CLEAR

CORPORATION

1. Name (as filed with Secretary of State)

2. Administrator

3. Incorporation date

4. Place of incorporation

5. Please attach (1) a copy of Articles of Incorporation and any amendments, (2) a copy of by-laws and any amendments, (3) a copy of resolution authorizing

the filing of this application.

6. Principal Office of Business

Address City ZIP code County Phone number
7. Foreign (out-of-state) applicants complete the following:
a. Name of California Representative Address City ZIP code Phone number

b. Please attach a copy of authorization of a foreign corporation to do business in California.

8. If applicant has ever owned or operated a facility, please list the name of each facility, address, size, type of care provided, and the dates and duration of
ownership or operation. (if more space is needed, please attach a separate list.)

9. Governing Board of Directors

Size of Board Term of office

Frequency of meetings

Method of selection

10. Board Officers

Office

Name

Term Expires

The information provided on this form is mandatory and is necessary for licensure approval.

RELEASE OF INFORMATION STATEMENT

It will be used to determine individual applicants or applicant

facility’s ability to provide health services. The information is requested by the Department of Public Health, Licensing and Certification, in accordance with
Health and Safety Code, Sections 1212, 1253, 1265, 1267.5, and 1728, and California Code of Regulations (CCR), Title 22, Sections 70107, 71107, 73205,

74105, 76205, and 78205.

Failure to provide the information as requested may result in nonissuance of a license or license revocation.

The information is considered public information and will be made available to the public upon request. The information shall be included and maintained in the
individual facility’s public files located in Licensing and Certification district offices.

HS 309 (10/11)
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State of California—Health and Human Services Agency

See page one for corporations.

California Department of Public Health

ORGANIZATIONAL STRUCTURE

PUBLIC AGENCY

1. Check type of public agency: OFederal OState OCounty OCity ©Other, specify below
2. Agency providing services:
Name Address
Mailing Address (if different from above)
Contact person Title Phone number

3. District or area to be served: (attach map if necessary)

Specify geographic area

4. Required supplemental materials: Attach a copy of Resolution or legal document authorizing this application.

5. (1267.5 Health and Safety Code)

For profit corporations and partnerships, list the name(s) and business address of each person having a beneficial ownership interest of 10 percent or
more in the applicant corporation or partnership. If person is a minor, identify and indicate by name and address who exercises rights during minor's

minority.

PARTNERSHIPS

Attach a copy of partnership agreement.

First partner [ Limited
[ General

Name

Business address

Second partner O Limited
[ General

Name

Business address

For additional partners, use space above or attach a separate sheet.

OTHER ASSOCIATIONS/BUSINESS ENTITIES

Other associations/business entities, i.e., limited liability companies, etc., must also provide a similar list of persons legally responsible for the organization,
appropriate legal documents which set forth legal responsibility of the organization, and accountability for operating the facility.

RELEASE OF INFORMATION STATEMENT

The information provided on this form is mandatory and is necessary for licensure approval. It will be used to determine individual applicant’'s or applicant
facility’s ability to provide health services. The information is requested by the Department of Public Health, Licensing and Certification, in accordance with
Health and Safety Code, Sections 1212, 1253, 1265, 1267.5, and 1728, and California Code of Regulations (CCR), Title 22, Sections 70107, 71107, 73205,

74105, 76205, and 78205.

Failure to provide the information as requested may result in nonissuance of a license or license revocation.

The information is considered public information and will be made available to the public upon request. The information shall be included and maintained in
the individual facility’s files located in Licensing and Certification district offices.
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E — _ Center for Health Care Quality
9("‘““’"“” Department of Licensing and Certification Program
Health Centralized Applications Branch

Surgical Clinic and Surgical Clinic/Ambulatory Surgery Center
Initial and Change of Ownership (CHOW) Application
Checklist

The following is a list of application forms and supporting documents required for a complete
application packet. Failure to include each of the forms and documents will delay
processing.

Check all that apply: O Initial License 0 Change of Ownership (CHOW)
[0 Medicare 00 Medi-Cal

CHECKLIST AND INSTRUCTIONS - Please submit your documents in this order

REQUIRED DOCUMENTS FOR AN INITIAL LICENSE OR CHOW

Use this Forms and

space to subbortin Additional Instructions

check if d PP tg (Each form listed also has instructions on the form)
included | 9ocUMents

Cover Letter | COVER LETTER

Letter on company letterhead with the following information:
e License number (only applicable for CHOW)

Facility name and address

Facility ID number (if known)

Brief description of request

Contact information (name, title, phone number, and e-

mail address)

e Emergency Contact Information (name, email, alternate
email, phone, fax, and phone number that will receive
text messages). The Department will use this information
to contact the provider in the event of an emergency
using the California Health Alert Network (CAHAN). All
information provided must allow CAHAN to contact the
provider on a 24/7/365 basis for distribution of health
alerts. For additional information: CAHAN
(https://www.calhospitalprepare.org/cahan)

e Signature

Page 1 of 10
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IS _ Center for Health Care Quality
9"“'”‘""”“ Departmenc of Licensing and Certification Program
Health Centralized Applications Branch
Use this Forms and
space to subbortin Additional Instructions
check if d PP tg (Each form listed also has instructions on the form)
included ocuments

HS 200 LICENSURE & CERTIFICATION APPLICATION
[Health and Safety Code (HSC) section 1212]

Tip

e Page 2, Section B, item 6 — An organization must own
100 percent of the licensee to be considered a parent
company. This parent company will have its own
Employer Identification Number (EIN).

e Page 3, section C, item 7 — When listing the names of
individuals with direct or indirect ownership of the facility
in section C, provide the EIN (do not enter a Social
Security number in this field)

Supporting A.11 - OFFICE OF STATEWIDE HEALTH PLANNING &
Documents DEVELOPMENT (OSHPD) AND/ OR CERTIFICATE OF
OCCUPANCY CONSTRUCTION

[Title 24 California Code of Regulations (CCR) part 2 sections
111 and 1226.2] [HSC section 1226]

For newly constructed or a remodeled building, one of the
two documents are required:

e Written certification: The local building authority must
provide written certification of Title 24 compliance
(OSHPD 3 Standards) stating the building meets the
current applicable codes and the following building
requirements:

California Building Code (CBC)
California Fire Code (CFC)

California Electrical Code (CEC)
California Mechanical Code (CMC)
California Plumbing Code (CPC)
California Administrative Code (CAC)

O O O O O O

e CDPH 270: Certification Form for Clinics and
Freestanding Outpatient Clinic Services of a Hospital, to
certify the facility conforms to current applicable Title 24
(OSHPD 3 Standards). This form must be signed by the
local building authority

Page 2 of 10





<

< Center for Health Care Quality
.)(fa“i'm'nid Department of

Licensing and Certification Program

Health Centralized Applications Branch
Use this Forms and
space to subbortin Additional Instructions
check if d PP tg (Each form listed also has instructions on the form)
included ocuments

Note: Title 24 compliance does not apply to CHOWSs unless
there has been construction and/or remodeling

If construction occurred and if the construction resulted in
a new building or addition:
e Submit a Certificate of Occupancy
e This is not applicable if there were alterations or repairs
to existing buildings performed or conversion of space

Supporting B.3 - ORGANIZATIONAL CHART - OWNER TYPE
Documents [HSC section 1212]

Submit an organizational chart if the owner is a for-profit
corporation, nonprofit corporation, limited liability company
(LLC), or general partnership. The organizational chart needs to
display the following:

e Applicant entity

Licensed-Only SURGC

e Applicant’s direct and indirect owners with 10 percent
or more ownership interest in the applicant entity
(include ownership percentages)

e Officers and directors of applicant and any entity with
10 percent or more ownership interest in the applicant

Licensed and Certified SURGC/ASC

e Applicant’s direct and indirect owners with five
percent or more ownership interest in the applicant
entity (include ownership percentages)

e Officers and directors of applicant and any entity with
five percent or more ownership interest in the
applicant

Note: Submit the HS 215A form for each of these individuals
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space to subbortin Additional Instructions
check if d PP 9 (Each form listed also has instructions on the form)
ocuments

included

Management company, if applicable

e Owners, officers and directors

All other licensed and/or certified facilities operated by
applicant’s parent company and/or management company, if
applicable

Supporting B.5.b - LICENSE REVOCATION (if applicable)
Documents [HSC section 1212]

Submit additional information, including all ownership and
facility information, date and any final action

Supporting B.6 - ORGANIZATIONAL CHART
Documents
If licensee is a subsidiary of another organization, an
organizational chart must be submitted

Supporting IRS - INTERNAL REVENUE SERVICE DOCUMENTATION
Documents [HSC section 1212]

Submit one of the following IRS tax documents showing the
entity’s legal name and Tax Identification Number:

Form 941- Employer’s Quarterly Federal Tax Return
Form 8109-C FTD Address Change

Letter 147-C (EIN Confirmation Notification)

Form SS-4 (Confirmation Notification)

Supporting C.1a and E.11 - MANAGEMENT COMPANY AGREEMENT (If
Documents applicable)
[HSC section 1212]

Facilities operated under a Management Agreement between
the licensee and a management company must complete and
submit Attachment E-1 (Management Company Information)
and submit a copy of the Management Agreement
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Use this Forms and
space to subbortin Additional Instructions
check if PP 9 (Each form listed also has instructions on the form)
) documents
included
e The Management Agreement must state that the
licensee is responsible for the Facility
Supporting D.1 - CONTROL OF PROPERTY
Documents [HSC section 1212]
Submit a copy of the Grant Deed, Bill of Sale, Lease, Sublease,
or Rental Agreement between the owner of the property and the
proposed licensee
Supporting FLOOR PLAN
Documents [HSC section 1212]
Submit a floor plan that coincides with your office space
HS 215A APPLICANT INDIVIDUAL INFORMATION [Title 42 Code of

Federal Regulations (CFR) section 455 subpart B and 420
subpart C] [HSC section 1212]

This form must be completed for the following new individuals:

e Administrator of the facility
e Parent Company (if applicable)
o Directors, board members, corporate officers of
the PARENT organization
e Owners, officers, directors of management company, if
applicable

Licensed-Only SURGC

¢ Individual direct and indirect owners with 10 percent or
more ownership interest in the applicant entity

e Officers and directors of applicant and any entities with
10 percent or more ownership interest in the applicant

Licensed and Certified SURGC/ASC

¢ Individual direct and indirect owners with five percent or
more ownership interest in the applicant entity
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space to supporting Additional Instructions
check if d (Each form listed also has instructions on the form)
. ocuments
included

e Officers and directors of applicant and any entity with five

percent or more ownership interest in the applicant
Tip

e Page 1, Section A — The date of birth is an identifier, as
several people may have the same name. This will
ensure that each individual is associated with the correct
facility or entity.

e Page 2, Section D — Submit ten years of employment
history, indicating the start and end dates of employment,
job title, employer name and address. The applicant may
submit a resume in lieu of completing section D;
however, the resume must contain all required
information included in section D

e Page 2, Section E — If answering yes to any question in
this section, complete and attach the facility information
sheet

Supporting FACILITY INFORMATION SHEET

Documents [HSC section 1212]
Each individual must complete and submit the Facility
Information Sheet for each facility and/or agency with which the
individual has a current or past relationship within the last three
years. This sheet must also include any facilities licensed by the
California Department of Social Services. The following must be
completed for each facility and/or agency:

e Facility name

e Facility address

e Type of facility

e Type of business entity (include EIN Number)

e Individual's nature of involvement

e Individual's dates of involvement

Supporting RESUME
Documents [HSC section 1212]
A resume is required for the Administrator(s)
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Use this Forms and

space to subbortin Additional Instructions

check if PP 9 (Each form listed also has instructions on the form)

. documents

included

HS 309 18t ADMINISTRATIVE ORGANIZATION
Page [HSC section 1212]

Along with the HS 309, the following supporting documents
according to organizational type must be submitted:

Supporting CORPORATION (if applicable)
Documents [HSC section 1212]

Filing Statement from the Secretary of State

Articles of Incorporation

By-Laws

List of Board of Directors (only if additional space is

needed to input all board of directors)

e A copy of the Resolution authorizing the filing of the
application

e A copy of authorization of a foreign (out of state)

corporation to do business in California

Tip
e Page 1, item 3 — The incorporation date is located in the
top right corner of the applicant Articles of Incorporation
¢ In addition to this page, corporations are required to
complete item 5 on page 2

Supporting LIMITED LIABILITY COMPANY (LLC)
Documents [HSC section 1212]

Filing Statement from the Secretary of State

Articles of Organization

LLC Operating Agreement

List of Managing Members (only if additional space is

needed to input all managing members)

e A copy of the Resolution authorizing the filing of the
application

e A copy of authorization of a foreign (out of state)

corporation to do business in California
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Use this Forms and
space to subbortin Additional Instructions
check if d PP 9 (Each form listed also has instructions on the form)
. ocuments
included
Tip
e Page 1, item 3 — The incorporation date is located in the
top right corner of the Articles of Organization
e Ensure the operating agreement identifies the Capital
Contributions, which lists each individual and/or entity
that is contributing to the LLC
HS 309 2nd ORGANIZATIONAL STRUCTURE
Page
Only complete fields that are applicable to applicant’s entity
type
Tip
e Page 2, item 1 — Health care districts will fill in the circle
for other
Supporting PARTNERSHIP
Documents [HSC section 1212]
Copy of signed Partnership Agreement
STD 850 FIRE SAFETY INSPECTION REQUEST (not applicable for a

CHOW) [HSC section 1226(f)]

The STD 850 form must be submitted or a similar form from the
fire authority that contains equivalent information as the STD
850 form. The OSHPD Fire Life & Safety (FLS) Inspection
approval does not replace this form.
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REQUIRED DOCUMENTS FOR MEDI-CAL CERTIFICATION ONLY

Use this Forms and
space to subbortin Additional Instructions
check if PP 9 (Each form listed also has instructions on the form)
. documents
included

DHCS 6207 | MEDI-CAL DISCLOSURE STATEMENT

Only complete Section V
DHCS 9098 | MEDI-CAL PROVIDER AGREEMENT

e Do not leave any questions blank. Enter “same” or “N/A” if
not applicable

e The mailing address must be the same as reported on the
HS 200 form, section C, Page 3, item 4

e Notarized signature page is required

e Submit the "Acknowledgement" page from the notary
public

REQUIRED DOCUMENTS FOR MEDICARE CERTIFICATION ONLY

Use this Forms and
space to | supporting Additional Instructions
check if | documents (Each form listed also has instructions on the form)
included
CMS 855B | MEDICARE GENERAL ENROLLMENT HEALTH CARE
PROVIDER/SUPPLIER APPLICATION
e This application is from the Federal Department of Health
and Human Services
e The completed application should be mailed directly to
the appropriate fiscal intermediary
CMS 370 Health Insurance Benefits Agreement
e Submit 2 copies of the CMS 370 form with original
signatures
CMS 377 Ambulatory Surgical Center Request for Initial Certification

e Submit one copy of the CMS 377 form
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REQUIRED DOCUMENTS FOR A CHOW ONLY

Use this Forms and
space to subbortin Additional Instructions
check if d PP 9 (Each form listed also has instructions on the form)
: ocuments
included
Supporting In addition to the forms required for an Initial application
Documents

listed above submit the documents requested below:

e Copy of Purchase Agreement or Operating Transfer
Agreement [HSC section 1212]

e A letter from the prospective licensee (to CDPH) stating
the location where the stored patient medical records will
be maintained and affirming the records will be made

available to the previous licensee [HSC section 1212 and
123145]
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Surgical Clinic and Surgical Clinic/Ambulatory Surgery Center
Application Instructions for
Initial and Change of Ownership Applications

To receive a health facility license in California, an applicant must fully complete the
required application forms and submit them with all of the identified supporting
documents. The Centralized Applications Branch (CAB) will not process incomplete
applications. Refer to the sample application packet to assist in completing an Initial
or Change of Ownership (CHOW) application.

These instructions assist in preparing a Surgical Clinic and Surgical Clinic/Ambulatory
Surgery Center Initial or CHOW application for licensure.

Please read each required application form carefully and:
e Provide all requested supporting documents
e Retain a copy of the completed application forms and supporting documents —
CAB may contact the applicant and will refer to the information provided

Review Process

CAB receives an application packet and assigns an application ID number in the
Electronic Licensing Management System. A CAB analyst conducts a preliminary
review of the application packet to validate receipt of all required forms and supporting
documents. The application packet fee is not due until a CAB analyst validates that the
application packet is complete and, if applying for a CHOW, that the license is not
expired. To prevent a health facility license from expiring submit a license renewal
application and license renewal fee(s).

Application packets missing forms and/or supporting documents are incomplete. CAB
will only process complete applications.

Once validation is complete, a CAB analyst notifies the provider to submit the payment
needed to process the application packet and conducts a more extensive review to
ensure compliance with state and federal requirements.

The CAB analyst completes the review process and approves the application packet,
then sends the application packet to the district office to conduct all required surveys.
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Payments

Payment is due when CAB confirms the application packet is complete. The
Department accepts business checks, cashier’s checks, or money orders made payable
to “California Department of Public Health.” Payment in full is due before the application
is processed.

Application fees change annually. Check the current application fee on the Licensing
and Certification website.

Payment of outstanding license renewal fees and submission of a license renewal
application are required prior to issuance of a license.

Submission of Applications
Submit all completed application packets and payments to:

California Department of Public Health
Licensing and Certification Program
Centralized Applications Branch
P.O. Box 997377, MS 3207
Sacramento, CA 95899-7377

If you have questions, please contact the CAB at (916) 552-8632 or by e-mail at
CAB@cdph.ca.gov.
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