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Ted Strickland, Governor
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Ohio Home Care Waiver Program
Application Instructions & Materials
Supplemental Adaptive/Assistive Device Provider (Type 76)

This packet contains important instructions and information for completing an “Ohio Health Plans
Provider Enrollment Application/Time Limited Agreement for Organizations” (hereafter referred to as
“provider application”). You must read these instructions carefully and complete the provider
application and all other required documents in accordance with the instructions or your application
will be rejected.

In addition to the six page provider application, there are other required forms and documentation that
you must submit to us with your application. Failure to return all of the required pages of the
application, all required forms and all required documentation will result in your application being
rejected.

If you have questions about the enclosed provider application or any of the required forms or do not
understand what additional documentation is being requested, you must contact the Bureau of Long-
Term Care Services and Supports before submitting your application packet. Applications submitted
with errors, omissions, or insufficient documentation will be rejected.

Once completed, your application packet and all required information must be mailed to the address
below. It can take at least 30 to 90 business days for a complete and correct application to be
reviewed and processed. Use of “overnight” or “priority/express” mail will not decrease the amount of
time it takes for your application to be processed and we can not honor requests to “expedite” any
application. We can not accept or process any faxed, emailed, or hand-delivered applications.

Bureau of Long-Term Care Services and Supports
Attn: Application Coordinator
P.O. Box 182709 5" Floor
Columbus, OH 43218-2709

Telephone: (614) 466-6742

Do not mail any application materials to the address below.
30 East Broad Street

Columbus, Ohio 43215
jfs.ohio.gov

An Equal Opportunity Employer and Service Provider



Ohio Home Care Waiver Program
Application Checklist
Supplemental Adaptive/Assistive Device Provider (Type 76)

YOU MUST SUBMIT THIS CHECKLIST WITH YOUR APPLICATION

Applicant Name: (print clearly )

Home/Business Phone: ( ) Cell Phone: ( )

If you want to be notified by email when your provider number is assigned, provide your email
address below:

Refer to the following instructions as you complete your application. Check off each item as you
complete it and review the checklist before submitting your application. Even a “small” error or
omission will result in your application being rejected.

Return all of the pages of the application and all of the additional required forms and documentation

in the order that they appear on this checklist. This checklist must be placed on the top of your
application.

Provider Application Checklist Summary
Return Each Item Listed Below in the Order Listed

Application Checklist (one page)

Provider Application (fourteen pages)

Provider Addendum "L” (one page)

IRS W-9 Form (one page)

Criminal Background Check Policy compliant with OAC 5101:3-45-07

Copy of IRS notice verifying EIN (e.g. IRS 147c letter, S-Corporation letter LTC 385C)

Copy of license(s) required for medical suppliers



Ohio Home Care Waiver Program
Supplemental Adaptive/Assistive Device Provider (Type 76)

Common Errors/Omissions

e Application
o Pagel
» Must include all required information (including selection of correct
provider type, EIN, telephone number, etc.)
o Page5
= Must complete “Medical Suppliers” section.
o Page 9
= Question 2A or 2C must be answered.
= Question 2D: Must enter anyl/all previously-assigned 7-digit OH
Medicaid number(s).
o Pages 12 and 13
= Must be signed, dated, and include title (must be original signatures,
no photocopies).

e Provider Addendum “B”
o0 Must enter any/all previously-assigned 7-digit OH Medicaid number(s) at
the top of the page.
= Must include name, title, signature and date at the bottom of the page
(must be original signatures, no photocopies).

e IRSW-9 Form
o Top portion must be completed; must sign and date the form.

e Documentation ~ Copies of each item must be provided
o Copy of IRS notice verifying EIN (e.g. IRS 147c letter, S-Corporation letter LTC 385C)
o Copy of notice from NPI Enumerator verifying assignment of NPI (usually 1-2 pages)
o Copy of current license(s) required for medical suppliers

If you have questions about the application contact the
Bureau of Long-Term Care Services and Supports at (614) 466-6742



Submit completed signed application/agreement with required attachments to: (For State Use Only)
Bureau of Long-Term Care Services and Supports
Attention: Application Coordinator

PO Box 182709, 5" Floor
Columbus, Ohio 43218-2709

Call the Interactive Voice Response (1IVR) Svstem at 1-800-686-1516

Ohio Department of Job and Family Services
OHIO HEALTH PLANS PROVIDER ENROLLMENT APPLICATION/TIME LIMITED AGREEMENT
FOR ORGANIZATIONS

Complete all applicable items if you plan to bill Medicaid as a sole proprietor of a business, or if you are a publicly or privately held business with more than
one owner. (This does not apply to individual practitioners or practitioner groups.)

Organizational Provider Types: - Required Mark the ONE appropriate type

O Ambulance (82) O Hospice (44) O PACE (08)

O Ambulatory Surgery Center (46) 0O Independent Diagnostic Testing Facility (IDTF) (79) O Pharmacy (70)

O Assisted Living Waiver Provider (74) O Independent Laboratory (80) O Portable X-ray Laboratory 81)

O Durable Medical Equipment (76) O Medicaid School Program (28) O Primary Care Clinic (50)

[0 End-Stage Renal Disease Dialysis Clinic (59) 0 Mental Health Clinic (51) O Professional Dental School Clinic (56)
O Family Planning Clinic (54) O Mental Hospital (02) O Professional Optometry School Clinic (55)
O Federally Qualified Health Center (12) O Optician (75) O Public Health Department Clinic (52)
O General Hospital (01) O Outpatient Health Facility (04) O Rural Health Clinic (05)

O Hearing and Speech Clinic (58) [0 Outpatient Rehabilitation Clinic (53) [0 Targeted Case Management (85)

[0 Home Health Agency (Medicare Cert.) (60) [0 ODADAS Certified/Licensed Treatment Program (95) [J Waiver Service Provider (45)

[0 Home Health Agency (JC/CHAPS) (16) [0 ODMH Certified Comm Mental Hith Agency (96) O Wheelchair Van (83)

Provider Identification: - Required (Print or type entries)

Organization Name

Abbreviated Organization Name (If your name exceeds 30 spaces, indicate preferred abbreviation.)

Employer Identification Number

You must attach a signed W-9 form

Address Information: - Required
Physical Location of Business (Applicants: If more than one location, list Primary. Required field)

Building Name / OI' / Department/ OI /In care of

Business Address (Number, Street, Avenue, Route, etc: P.O. and Drop Boxes are not acceptable) Suite Number

City County State Zip Code (Zip +4, if possible)

Telephone Number

Pay to" Address (Name & Address to which Payment and/or Remittance Advice is to be mailed)

Building Name / OF / Department/ OI /In care of

Address Suite Number

City State Zip Code (Zip + 4, if possible)

Mailing/Correspondence Address (Name & Address to which all other material is to be mailed)

Building Name / OI' / Department/ OI /In care of

Address Suite Number

City State Zip Code (Zip + 4, if possible)
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National Provider Identifier:

(For State Use Only)

If you have received your National Provider Identifier (NPI) number,

please report it here:

NPI number **

If you had a previous NPI number, please report it here:

NPI number

** You must attach a copy of the notice from the NPI Enumerator to verify the National Provider Identifier Number.

Medicare Identification Information: - Required if applicable

* You must attach copy of CLIA Certificate

PIN number*

PIN number*

*You must attach copy of Department of Health and Human Services Approval Letter.

Clinical Laboratory Improvement Act Information - REQUIRED FOR ALL HOSPITALS AND ALL LABORATORIES

CLIA number*

CLIA number*

* You must attach copy of CLIA Certificate

Optional Categories of Service:

* You must attach copy of CLIA Certificate

DMERC number*

CLIA number*

Check your Provider Type, and any other Categories of Service
you are licensed and/or authorized to provide.

Provider Type

Optional Category of Service

Provider Type

Optional Category of Servi

ce

[J Ambulance (82)

O wheelchair Van
Services (38)

[0 End-Stage Renal Disease
Dialysis Clinic (59)

O Supplies & Med Equip (32)

[ Outpatient Rehabilitation

Clinic (53)

[ Supplies & Med Equip (32)

O Family Planning Clinic (54)

O Supplies & Med Equip (32)

[ General Hospital (01)

[0 Ambulance Services (37)

[ Dispense Drugs (30)

O wheelchair Van
Services (83)

[ primary Care Clinic (50)

O Dental Services (45)
[ optometric Services (47)

Advanced Practice Nurse (21)
O Supplies and Medical Equip (32)

[ Physician Services (43)
[J EPSDT Services (40)
[ Dispense Drugs (30)

[ Professional Optometry

School Clinic (55)

O supplies & Med Equip (32)

Mental Health Clinic(51)

JSupplies & Medical Equip(32)

[ Public Health Department

Clinic (52)

O Dental Services (45)
[0 Optometric Services (47)
O supplies & Medical Equip

(32

Federally Qualified Health Centers, Rural Health Facilities, Outpatient Health Facilities

J Health and Human Services Certification as a Federally Qualified Health Center
(include documentation from US secretary of health and human services confirmation letter that the service site(s) is/are

considered an FQHC look-alike with respect to Medicaid coverage)

Providers may be enrolled as only one type of alternative payment clinic. An “alternative payment clinic” shall be defined as an FQHC, rural
health clinic (RHC), or outpatient health facility (OHF). Check the appropriate box:
[0 section 330 of Public Health Service Act grants — recipient or under a contract with the recipient
(include documentation from CMS that identifies the specific service site(s) included in the 330 public health services project)

JFS 06751 (Rev. 12/2008)
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(For State Use Only)

Medicaid School Program

A Medicaid School Program Provider must document effort to coordinate with an eligible child's medical home. The
documentation must indicate effort made to obtain a release of information that would allow notation of the eligible child's
primary healthcare provider's contact information and/or Medicaid managed care plan in the child's special education record. The
release must allow the Medicaid School Program Provider to share health informational records with a child's primary healthcare
provider and/or Medicaid managed care plan. Documentation must also include the efforts made to establish protocol for a
bilateral exchange of information with the primary healthcare provider or managed care plan consistent with the privacy
requirements in 45 CFR parts 160 and 164 subparts A and E, as applicable. These efforts should facilitate the coordination and
non-duplication of screening, diagnostic, and treatment services for the eligible child.

Medicaid School Program

Ohio Department of Education
Internal Retrieval Number (IRN):

Type of School District (check one only):

O City School O Exempted Village
O community School [ Local School
[ state School for the Deaf

Internal Retrieval Number (IRN)*

O state School for the Blind

Clinics check the applicable Clinic Provider Type , and attach a copy of the required documentation as indicated for your Provider Type

Provider Type

Ambulatory Health Care Clinics — Required

Required documentation (to be submitted with application

O 59 - End-Stage Renal
Dialysis Clinic

Medicare Certification as a Dialysis Clinic
Licensure by the Ohio Department of Health as a dialysis provider

[ 54 - Family Planning Clinic

Affiliation with the Planned Parenthood Federation of America (PPFA)
Grant award for the provision of family planning services under Title X of the Public Health
Services Act
Grant award through the Ohio Department of Health for family planning services under the
Child and Family Health Services program
Grant award through the Ohio Department of Health’s Women'’s Health Services, in
accordance with rule 3701-68-01 of the Administrative Code

[ 58 - Hearing and Speech Clinic

Specialize in either speech language/audiology services or diagnostic imaging services

0 51 - Mental Health Clinic

Ohio Department of Health Recognition as an Alcoholism Outpatient and After-care
Services Program.
Ohio Department of Mental Health Certification as an Outpatient Mental Health Facility.

[ 53 — Outpatient Rehabilitation Clinic

Medicare Certification as an Outpatient Rehabilitation Clinic OR
Medicare Certification a Comprehensive Outpatient Rehabilitation Clinic

Oso- Primary Care Clinic

Joint Commission Accreditation

Accreditation Association for Ambulatory Health Care (AAAHC)

Healthcare Facilities Accreditation Program of the American Osteopathic Association
Community Health Accreditation Program (CHAP)

Receipt of state or federal grant funds for the provision of health services

[ 56 — Professional Dental
Dental Clinic

Accreditation by the Council on Dental Education (CODA) of the American
Dental Association (ADA)

[0 55 — Professional Optometry
School Clinic

Accreditation by the Council on Optometry Education (ACOE) of the American
Optometric Association

[ 52 - Public Health
Department Clinic

o Oy Ojobooojoo|o ool o o ogood

Legal Status as a County Health Department, City Health Department, or Combined Health
District

JFS 06751 (Rev. 12/2008)
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Hospitals - Required

(For State Use Only)

Hospital License Registry Number* License Registry Date (mm/dd/yyyy)

Current License Registry Expiration Date* (mm/dd/yyyy)

*You must attach copy of License

Hospital Beds - You must attach a copy of the letter from Department
of Health with Your Bed Certification.

(Submit documentation from Ohio Dept. of Health) [ Level 2
Level 3

TOTAL HOSPITAL BEDS

Please check all that apply and attach supporting documentation for each block checked

[ children's Hospital O Rehabilitation Hospital
O Hospital has a Distinct Part Psychiatric Unit [J Long Term Acute Care Hospital
O Major Teaching Hospital O cancer Hospital
(Submit intern to bed ratio from fiscal intermediary) [J HMO owned Hospital
O Rural Referral Center O Specialty Hospital
O For hospitals in Ohio, please specify Nursery Level O Level1 (Please Specify)

If you provide Pharmacy and/or Ambulance/Ambulette services you must also complete the Pharmacy and
Transportation sections of this application

National Provider Identifier: Secondary NPIs

Psychiatric Unit NPI Rehabilitation Unit NPI

Hospital Cost Report Contact- Required

Name/Title

Address Suite Number

City State Zip Code (Zip + 4, if possible)
Phone Number Fax Number E-Mail Address

Hospital Care Assurance Program (HCAP) Contact

(If contact is not different from “Hospital Cost Report Contact,”, leave blank.)

Name/Title

Address Suite Number

City State Zip Code (Zip + 4, if possible)
Phone Number Fax Number E-Mail Address

Upper Payment Limit (UPL) Program Contact

(If contact is not different from “Hospital Cost Report Contact,”, leave blank.)

Name/Title

Address Suite Number

City State Zip Code (Zip + 4, if possible)
Phone Number Fax Number E-Mail Address

JFS 06751 (Rev. 12/2008)
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Pharmacies - Required

(For State Use Only)

State Pharmacy Board License Number* DEA Registration Number*

*You must attach a copy of license. *You must attach a copy of Controlled Substance Registration Certificate

Name of Licensed, Registered Pharmacist (In full and actual charge of the Pharmacy)(print or type.)

Pharmacist's License Number* Pharmacist's Signature Date of Signature (mm/dd/yyyy)

*You must attach a copy of license.

Medical Suppliers - Required

State Vendor's License Number* Orthotics / Prosthetics License Number* State Tax Exemption Certificate Number*
or or

*You must attach a copy of license. *You must attach a copy of license. *You must attach a copy of Certificate.
Do you have a Respiratory Board license? O ves O no (This is required to bill for respiratory services)

State Respiratory Board License Number* Date license was issued (mm/dd/yyyy) Date license expires (mm/dd/yyyy)

*You must attach a copy of license. *You must attach a copy of license.
Are you dispensing hearing aids? [ ves [ nNo If yes, please enter the appropriate License Number below.

Hearing Aid Dispensor License Number* Audiologist License Number*

or
*You must attach a copy of license. *You must attach a copy of license.

Independent Diagnostic Testing Facilities - Required

Physician's Certification: | certify that (check one):

O 1own or partially own the facility and employ the operating personnel.

O 1am a part-time employee or an employee under contract whose responsibilities include checking the procedural and quality
control manuals, observing the operator's or technician's performance, verifying that the equipment and personnel meet
applicable federal, state, and local licensure and registration requirements, and assuring that safe operating procedures and
quality control procedures are used.

Physician's Name (print) Physician's Signature Date of Signature (mm/dd/yyyy)

N -

Eligible Medicaid providers of Independent Diagnostic Testing Facility services must meet the following criteria:

. Possess a current unrevoked or unsuspended Medicare Provider Number as an Independent Diagnostic Testing Facility.
. Be in conformity with all applicable federal, state, and local laws and regulations.
. Provide nonradiological services under the general supervision of a physician who is certified or meets the requirements and/or

. Provide radiological services under the following conditions:

. Radiology procedures are conducted in compliance with radiology safety standards which assure that the equipment and the

training in the performance and interpretation of diagnostic testing procedures.

a) The services are performed under the general supervision of a licensed doctor of medicine or licensed doctor of osteopathy who is
qualified by advanced training and experience in the use of x-rays as defined below:

i) The physician is certified in radiology by the American Board of Radiology or by the American Osteopathy Board of Radiology
or possesses qualifications which are equivalent to those required for such certification;

i) The physician is certified or meets the requirements for certification in a specialty in which the physician has become qualified
by experience and/or training in the use of x-rays for diagnostic purposes.

b) All operators of the x-ray equipment must meet the following requirements:

i) Successful completion of a program of formal training in x-ray technology of not less than 24 months duration in a school
approved by the Council on Education of the American Medical Association, or have earned a bachelor of science degree or
associate degree in radiology technology from an accredited college or university.

i) For those whose training was completed prior to July 1, 1966, but on or after July 1, 1960, successful completion of 24 full
months of training under the direct supervision of a physician who meets the definition of a qualified physician.

operating procedures used minimize the radiation exposure and hazards for patients, personnel, and other persons in the immediate
environment. X-ray equipment and shielding are inspected by qualified individuals at intervals not greater than every 24 months.

JFS 06751 (Rev. 12/2008) Page 5 of 14



(For State Use Only)

Ambulance/Wheelchair Van Transportation
Services

Are you publicly owned and operated? D Yes D No Medicare Certification Number (Ambulance Provider Applicants only)*
If no, enter your State Medical Transportation Board Service Number* here

* You must attach a copy of the State Medical Transportation Board * You must attach a copy of the Medicare Certification
Certificate of Licensure

Ambulance/Wheelchair Van Personnel (This page may be copied as needed to list all drivers.)

Ambulance providers: All drivers must have EMT certification (include a copy of EMT card for each driver with the application)
A copy of each driver’s driving record from the Bureau of Motor Vehicles to be submitted with the application.
Wheelchair Van providers:
Each driver and each attendant must have a current card as proof of successful completion of the
“American Red Cross” (or equivalent certifying organization) basic course in first aid and a CPR certification
Each card must be signed and a copy of each driver’s card, front and back, must be included with the application
OR EMT certification for each driver/attendant (include a copy of each driver's/attendant’s EMT card with the application)

List the driver/attendant information below. Be sure to include the appropriate certification cards with
the application for each driver/attendant. Please print or type all responses.

Driver/Attendant’s EMT Card Number American Red EMT Expiration Date or
Name Required for Ambulance Cross Basic/ Completed Date of
Drivers Community First | American Red Cross Basic/
Aid and CPR Community First Aid
Training/CPR (mm/dd/yyyy)
First Ald EMT expiration date or First Aid completion date
CPR: CPR completion date
Driver Attendant
First Ald EMT expiration date or First Aid completion date
CPR: CPR completion date
Driver Attendant
First Ald EMT expiration date or First Aid completion date
CPR: CPR completion date
Driver Attendant
First Ald EMT expiration date or First Aid completion date
CPR: CPR completion date
Driver Attendant
First Ald EMT expiration date or First Aid completion date
CPR: CPR completion date
Driver Attendant
First Ald EMT expiration date or First Aid completion date
CPR: CPR completion date
Driver Attendant
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(For State Use Only)

Requirements for Wheelchair Van Vehicle Providers
Documents to be included with the application

You must include, with your application, copies of documents for each item listed on this page. In addition, all wheelchair van
vehicle providers must have documented proof on file of compliance with the following requirements, to be available upon
request from the Department of Job and Family Services.

Check each block to certify compliance and include required documentation

O  Currently, the Wheelchair Van service is operating vehicles. The provider maintains a valid
current vehicle license registration with the Ohio Bureau of Motor Vehicles for each vehicle.
Include a copy of the vehicle registration for each vehicle.

O  The provider must be licensed with the Ohio Medical Transportation Board (OMTB) as a Non-emergency
Medical Service Organization.
Include a copy of the OMTB license or provisional approval letter.

O Each vehicle displays the company logo, insignia, or name on both sides and rear of the vehicle.
Include photos of each vehicle for verification.

O  The provider maintains liability insurance coverage in the amount of not less than five hundred thousand
dollars per occurrence and not less than five hundred thousand dollars in the aggregate, for any cause
for which the provider would be liable. Include proof of insurance.

O The provider maintains bodily injury and property damage insurance with solvent and responsible
insurers licensed to do business in this state for any loss or damage resulting from any occurrence
arising out of or caused by the operation or use of any ambulette vehicle. The insurance plan shall
insure each vehicle for the sum of not less than one hundred thousand dollars for bodily injury to or
death of more than one person in any one accident and for the sum of fifty thousand dollars for damage
to property arising from any one accident. Include proof of insurance.

O  Each driver and attendant must submit himself or herself for criminal background checks in accordance
with section 109.572 of the Revised Code. Any applicant or employee who has been indicted,
convicted, or pleaded guilty to violation cited in divisions (A)(1)(a), (A)(2)(a), (A)(4)(a), and/or (A)(5)(a)
of section 109.572 of the revised code shall not provide services to medicaid patients unless the
exceptions set forth in paragraphs (A) and (B) of rule 3701-13-06 of the Administrative Code apply.

Include a copy of the BCI criminal background check results.

O Each driver and each attendant has current cards issued as proof of successful completion of the
“American Red Cross” (or equivalent) basic or community course in first aid and CPR. Each card must
be signed on the back by the driver or attendant who completed the course.

Include a copy of each card for each driver and attendant with the application.

O  Each driver must have a copy of his or her driving record provided from the Bureau of Motor Vehicles.
The date of the driving record submitted at the time of the application must be no more than fourteen
days prior to the date of application for employment. Persons with six or more points on their driving
record in accordance with section 4507.02 of the Revised Code cannot be an ambulette driver.
Include a copy of each driver’s driving record with the application.

O  The qualifications of each driver and each attendant must comply with local, state, and federal laws
and regulations, including a valid driver’s license and be eighteen years or older.
Include a copy of a valid driver’s license for each driver.
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(For State Use Only)

Requirements for Wheelchair Van Vehicle Providers

All Wheelchair Van providers must certify that they operate vehicles that meet the following
standards and have documentation to verify compliance that is available upon request.

Check each block to certify compliance

a Each vehicle is specifically designed to transport one or more patients sitting in wheelchairs and has
fasteners to secure the wheelchair to the floor or side of the vehicle to prevent wheelchair movement.
In addition, the vehicle is equipped with restraints to secure the patient in the wheelchair.

O  Each vehicle has a minimum ceiling to floor height of fifty-six inches.

O  Each vehicle is equipped with a communication system capable of two-way communication.

O  Each vehicle is equipped with a stable access ramp or hydraulic lift.

U The provider must conduct daily inspection and testing of the hydraulic lift or access ramp.

O  Each vehicle is equipped with, at a minimum, a fire extinguisher and an emergency first-aid kit.

O  Each vehicle has provisions for secure storage of removable equipment and passenger property in
order to prevent projectile injuries to passengers and driver in the event of an accident.

O  The provider must complete vehicle inspection documentation in the form of a checklist to include at a
minimum wheelchair restraints, wheelchair lifts, lights, windshield wipers/washers, emergency
equipment, mirrors, and brakes.

U The provider maintains on file evidence that at least an annual vehicle inspection was completed by
the Ohio State Highway Patrol Safety Inspection Unit, or a certified mechanic and each vehicle has
been determined to be in good working condition.

0 Each Wheelchair Van driver and each attendant has an identification card available to the patient
identifying his or her complete name and company affiliation.

O  The provider maintains on file a signed statement from a licensed physician for each driver and
attendant declaring that they do not have physical, including vision and hearing, or mental limitation
likely to interfere with safe driving, passenger assistance, or emergency activity and does not have
a communicable disease that could jeopardize the health or welfare of patients being transported.

O  Each Wheelchair Van driver has undergone testing for alcohol and controlled substances in accordance
with 49 CFR 382.

O  Each Wheelchair Van driver and each attendant has completed a passenger assistance training course to
include at a minimum the basic characteristics of major disabling conditions affecting ambulation, basic
considerations for functional factors, management of wheelchairs, assistance and transfer
techniques, environmental considerations, and emergency procedures.
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(For State Use Only)

Disclosure and Ownership/Control Interest Statement

Answer the following questions by checking "Yes" or "No". If any of the questions are answered "Yes", list names and addresses of
individuals or corporations in spaces provided. List any additional names and addresses on the proper section of the sheet provided.

1. A. Are there any individuals or organizations having a direct or indirect ownership or control interest of 5 percent or more in the
institution, organization, agency, or practice that have been indicted or convicted of a criminal offense related to the involvement of such
persons, or organizations in any of the programs established by Titles XVIII, XIX, or XX?

Jyes [J no
Name When? Give date (mm/dd/yyyy) SSN/EIN
Name When? Give date (mm/dd/yyyy) SSN/EIN

1. B. Are there any directors, officers, agents, or managing employees of the institution, agency, organization, or practice who have ever
been indicted or convicted of a criminal offense related to their involvement in such programs established by Titles XVIII, XIX, or XX?

Ovyes [ no

Name When? Give date (mm/dd/yyyy) SSN/EIN

Name When? Give date (mm/dd/yyyy) SSN/EIN

2. A. List names, addresses, and SSNs for individuals, and the names, addresses, and Employer Identification Numbers (EIN) for
organizations having direct or indirect ownership or a controlling interest in the entity or practice. Place an "X" in the box labeled Related for
all names listed who are related to each other.

Name Related | Address SSN/EIN
Name Related | Address SSN/EIN
Name Related | Address SSN/EIN
Name Related | Address SSN/EIN
2. B. Type of Entity or Practice: [1 Sole Proprietorship O Partnership O corporation O Unincorporated Associations

[ Other (specify)

2. C. If the disclosing entity or practice is a corporation, list names, addresses, and SSNs of the Directors and the name, address, and EIN
of the parent corporation, if applicable.

Name Address SSN/EIN
Name Address SSN/EIN
Name Address SSN/EIN
Name Address SSN/EIN

2. D. Have you ever been issued an Ohio Medicaid 7-digit Provider Number?
Ovyes [J No If, YES, you must list them in the boxes below.

7-digit Provider Number 7-digit Provider Number 7-digit Provider Number 7-digit Provider Number
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(For State Use Only)

2.E. Are any owners of the disclosing entity also owners of other Medicare/Medicaid facilities? (Example, sole proprietor, partnership, or
Members of the Board of Directors.) If yes, list names, addresses of individuals, and provider numbers. If under Title XIX, list vendor

number.
[ vyes [nNo
Name Address Provider (Title XIX Vendor) Number
Name Address Provider (Title XIX Vendor) Number
Name Address Provider (Title XIX Vendor) Number
Name Address Provider (Title XIX Vendor) Number

3.A.Has there been a change in ownership or control within the last year? If yes, when? (mm/ddryyyy)
OYes  [Ono ATTACH EXPLANATION

B. Do you anticipate any change in ownership or control within the year? If yes, when? (mm/ddiyyyy)
[yes [No ATTACH EXPLANATION

4. s this entity operated by a management company, or leased in whole or part by another organization?
If yes, give date of change in operations.(mm/dd/yyyy)

Jyes [Jno

5. Has there been a change in Administrator, Director of Nursing, or Medical Director within the last year?

[Jyes [JnNo

6. Is this entity chain affiliated? (If yes, list name, address of Corporation, and EIN number.)

Oyes [Jno

Name Address EIN

7. Are there any Directors, Officers, Agents, or Managing Employees of the Institution, Agency, Organization, or Practice who have ever
been indicted or convicted of a violation of State or Federal Law?

Oyes [Jno

Name Type of offense? When, give date? (mm/dd/yyyy) SSN/EIN

Hospitals, only:
8. Have you increased your bed capacity by 10% or more or by 10 beds, whichever is greater, within the last 2 years?
[Jves []no If yes, give year of change. Current Beds Prior Beds
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For State Use Only

Disclosure statement: Additional Names. Addresses. and Numbers by section.

Section: 1.A.

Who was it? Give name

When? Give date (mm/dd/yyyy)

SSN/EIN

Who was it? Give name

When? Give date (mm/dd/yyyy)

SSN/EIN

Who was it? Give name

When? Give date (mm/dd/yyyy)

SSN/EIN

Section: 1.B.

Who was it? Give name

When? Give date (mm/dd/yyyy)

SSN/EIN

Who was it? Give name

When? Give date (mm/dd/yyyy)

SSN/EIN

Who was it? Give name

When? Give date (mm/dd/yyyy)

SSN/EIN

Section: 2.A.

Name Related | Address SSN/EIN
[]

Name Related | Address SSN/EIN

Name Related | Address SSN/EIN
[]

Name Related | Address SSN/EIN
L]

Name Related | Address SSN/EIN
[]

Name Related | Address SSN/EIN
L]

Name Related | Address SSN/EIN
[]

Name Related | Address SSN/EIN
L]

Name Related | Address SSN/EIN
[]

Name Related | Address SSN/EIN
L]

Section: 2.C.

Name Address SSN/EIN

Name Address SSN/EIN

Name Address SSN/EIN

Name Address SSN/EIN

Name Address SSN/EIN

Name Address SSN/EIN

JFS 06751 (Rev. 12/2008)
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(For State Use Only)

All providers must read the statements below, print name, initial, and date

In accordance with Executive Order 2007-01S, Vendor or Grantee, by signature on this document,
certifies: (1) it has reviewed and understands Executive Order 2007-01S, (2) has reviewed and
understands the Ohio ethics and conflict of interest laws, and (3) will take no action inconsistent with
those laws and this order. The Vendor or Grantee understands that failure to comply with Executive
Order 2007-01S is, in itself, grounds for termination of this contract or grand and may result in the
loss of other contracts or grants with the State of Ohio.

A copy of Executive Order 2007-01S can be found at: http://www.dot.state.oh.us/clc/governor.asp

Authorized Representative Name and Title (please print)

Authorized Representative Initials Date

Whoever knowingly and willfully makes or causes to be made a false statement or representation on
this statement, may be prosecuted under applicable federal or state laws. In addition, knowingly and
willfully failing to fully and accurately disclose the information requested may result in denial of a
request to participate or where the entity already participates, a termination of its agreement or
contract with the State agency or the Secretary, as appropriate.

Authorized Representative Name and Title (please print)

Authorized Representative Initials Date

For all Ambulatory Health Care Clinics Only

All Ambulatory Health Care Clinics must provide documentation indicating the facility:

* |s Free Standing — no administrative, organizational, financial, or other connection with a
hospital or long term care facility;

* Furnishes outpatient (non-institutional) health care by or under the direction of a physician or
dentist;

* Has a fixed location or specifically designed mobile unit;

* Does not provide overnight accdommodations;

* Is not eligible as a Medicaid provider as a professional association of physicians, dentists,
optometrists, opticians, podiatrists, or limited practitioners such as physical therapists,
psychologists, or chiropractors endolled as a Medicare provider.

JFS 06751 (Rev. 12/2008) Page 12 of 14




(For State Use Only)

OHIO MEDICAID PROVIDER AGREEMENT
(For all providers except Medicaid Managed Care Plans and Long-Term Care Facilities)
This provider agreement is a contract between the Ohio Department of Job and Family Services (the Department) and the undersigned provider of
medical assistance services in which the Provider agrees to comply with the terms of this provider agreement, state statutes, Ohio Administrative
Code rules, and Federal statutes and rules, and agrees and certifies to:

1. Render medical assistance services as medically necessary for the patient and only in the amount required by the patient without regard to race,
creed, color, age, sex, national origin, source(s) of payment, or handicap, submit claims only for services actually performed, and bill the
Department for no more than the usual and customary fee charged other patients for the same service.

2. Ascertain and recoup any third-party resource(s) available to the recipient prior to billing the Department. The Department will then pay any
unpaid balance up to the lesser of the provider's billed charge or the maximum allowable reimbursement as set forth in Chapter 5101:3 of the
Administrative Code.

3. Accept the allowable reimbursement for all covered services as payment-in-full and, except as required in paragraph 2 above, will not seek
reimbursement for that service from the patient, any member of the family, or any other person.

4. Maintain all records necessary and in such form so as to fully disclose the extent of services provided and significant business transactions.
The provider will maintain such records for a period of six years from the date of receipt of payment based upon those records or until any initiated
audit is completed, whichever is longer.

5. Furnish to the Department, the secretary of the Department of Health and Human Services, or the Ohio Medicaid fraud control unit or their
designees any information maintained under paragraph 4 above for audit or review purposes. Audits may use statistical sampling. Failure to
supply requested records within thirty days shall result in withholding of Medicaid or Disability Assistance Medical payments and may result in
termination from the Medicaid and Disability Assistance Medical programs.

6. Inform the Department within thirty days of any changes in licensure, certification, or registration status; ownership; specialty; additions,
deletions, or replacements in group membership and hospital-based physicians; and address;

7. Disclose ownership and control information, and disclose the identity of any person (as specified in 42 CFR, Parts 455, Subpart B and 1002,
Subpart A, as amended, and as specified in rule 5101:3-1-17.3 of the Administrative Code) who has been convicted of a criminal offense related
to Medicare, Medicaid, Disability Assistance Medical or Title XX services.

8. Neither the individual practitioner, nor the company, nor any owner, director, officer, employee of the company, or any independent contractor
retained by the company or any of the aforementioned persons, currently is subject to sanction under Medicare, Medicaid, Disability Assistance
Medical or Title XX or otherwise is prohibited from providing services to Medicare, Medicaid, Disability Assistance Medical or Title X
beneficiaries.

9. To follow the regulations and policies set forth in the appropriate edition of the Medicaid Handbook.

10. Provide to ODJFS, through the court of jurisdiction, notice of any action brought by the provider in accordance with the Title 11 of the United
States Code (Bankruptcy). Notice shall be mailed to: "Office of Legal Services, Ohio Department of Job and Family Services, 30 East Broad
Street - 31st Floor, Columbus, Ohio 43215".

11. Comply with the advance directives requirements for hospitals, nursing facilities, providers of home health care and personal care services,
hospices, and HMOs specified in 42 CFR 489, Subpart | and 42 CFR 417.436(d).

This provider agreement may be canceled by either party upon 30 days written notice prior to termination date.

| further certify that | am the individual practitioner who is applying for the provider number, or in the case of a business organization, | am the
officer, chief executive officer, or general partner of the business organization that is applying for the provider number. | further agree to be bound
by this agreement, and certify that the information | have given on this application is factual.

Certain provider agreements may be made retroactive (up to 12 months) to encompass dates on which the provider furnished covered services to a
Medicaid consumer and the service has not been billed to Medicaid. If you meet this provision, please check this box.

A failure to check this box shall be taken by ODJFS to mean that you waive your rights to a retroactive period of up to 12 months prior to
the date ODJFS approves your application.

Authorized Representative Name and Title (please print)

Authorized Representative Signature Date

Signature of Authorized Agent (For State Use Only) Date

JFS 06751 (Rev. 12/2008) Page 13 of 14
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For help completing the application, please
call the Provider Enrollment Customer Service
Line. You can reach the Provider enrollment
Unit through the Interactive Voice Response
Unit.

The telephone number is:

800-686-1516

Our business hours are 8:00 am to 4:30 pm
Monday through Friday.

Date Receive d(1) Date Receive d(2) Date Receive d(3) Date Receive d(4)
Date Returned(1) Date Returned(2) Date Returned(3) Date Returned(4)
Date Processe d Effective Date Provider Number

Op! Numb Ticket Number

JFS 06751 (Rev. 12/2008) Page 14 of 14



Ohio Department of Job and Family Services
PROVIDER ENROLLMENT APPLICATION
ADDENDUM L
AGENCY WAIVER SERVICE PROVIDER

Supplemental Adaptive and Assistive Device Provider
With Optional Category of Service 46 (ODJFS Waiver Services)

Provider Type 76

Name Medicaid Number

Failure to read and sign this addendum shall resull in the applicant being denied for enrollment as a Medicaid Provider

- My signature below serves as verification that the entity complies with the requirement for enrollment as an ODJFS Waiver provider for the
provizion of Supplemental Adaptive and Assistive Devices as set forth in Ohio Administrative Code {OAC) 5101:3;

- T orthe entity agrees to comply with the Conditions of Participation and Provider Requirements as set forth in OAC 5101:3-45-10, 5101:3-
46- 04, 5101:3-47-04, and 5101:3-50-04. I understand that in order to submit a claim for reimbursement, I must be identified as the provider

on the consumer’s All Services Plan and bill accordingly;

- I orthe entity agrees to refrain from using or dizclosing any information concerning a consumer, except with the written consent of the
consumer or other authorized representative;

- I orthe entity will have atleast one representative attend all required ODJFS/CMA provider training sessions;

- Iorthe entity will assure that the supplemental adaptive and assistive device is tested and is in proper working order, and is subject to
warranty in accordance with industry standards prior to submitting a claim;

- I orthe entity will maintain a clinical record for each consumer served in the manner that protects the confidentiality of these records as
outlined in QAC 5101:3-46-04, 5101:3-47-04, and 5101:3-50-04.

- Torthe entity will procure and make available to ODJFS or it’s designee, upon request, all necessary licenses required by local, state, and
federal law, certification, proof of insurance, special training or other credential s relating to qualifications;

- Torthe entity will comply with all of the standards of the “patients rights” Medicare Conditions of Participation as foundin 42 CFR 484;
- T orthe entity attest that all employees who have in-person contact with consumers have successfully completed a criminal records check

equivalent to those conducted by the Bureau of Criminal Investigation (BCT) for individual s under final consideration for employment with
a Supplemental Adaptive and Assistive Device provider.

I certify that I am the officer, chiefexecutive officer, or generd partner of the business organization applying for the provider
number. I firther agree to be bound by this agreement, and certify that the information I have given on this applic ation is_factud,

Name and Title (Please Print)

Signature Date

TFS 06710 (Rev. 4/2009)



~r W=9
{Rev. October 2007)

Dapartment of tha Treasury
intemal Revenue Sarace

Request for Taxpayer
ldentification Number and Certification

Give form to the
requeaster. Do not
serd to the IRS.

Mams (as shown O YOUF NCOmE tax retum)

Busnass name, if aiffarent rarn above

(] Cthar {ses instructions)

Chack approprlate box; D ndavidua/Sole proprretor D Corpolabon G Partnsrship
D Lirrmted labity company. Enter the tax classificabon ID=disregarded antity, C=corporaton. P=partnarship) » . | D

Exempt
payes

Address (number, streat, and apt. or sute no.)

Print or type

Requestar's name and addrass foptional)

City, state, and ZIP code

List accoutt number(s} heve (optional)

See Specific Instructions on page 2.

m Taxpayer identification Number (TIN)

Enter your TIN In the appropriate box. The TIN provided must match the name given on Lne 1 to avoid
backup withholding. For individuals, this is your soclal security number {SSN). However, for a resident

allen, sole proprietor, o disregarded entity, sae the Part | Instructions on page 3. For other entities, |t is
your smployer identification number {EIN). If you do not have a number, ses How 1o get a8 TIN on page 3. or

Note. f tha account is in more than one name, see tha chart on page 4 for guidelines on whass

number 1o enter.

Part Il Cartification

Under penaitles of perfury, | certify that:

1. The nurmber shown on this form is my comrect taxpayer identification number {or | arn waiting for a number to be issuad to me), and

2. | am not subject to backup withholding because: (a) | am exempt from backup withholding, or (b} | have not been notified by the Interna
Revenue Service (IRS) that § am subject to backup withholding as a result of a failure to report all interest or dividends, or (¢) the IRS has

notifiad me that | am no longer subject to backup withhokding, and

3. 1am a U.5. dtizen or other LL.5. parson (defined below).

Certification instructions. You must cross out item 2 above if you have been notifiad by the IRS that you are curentty subject to backup
withholding because you have failed to report all interest and dividends on your tax retum. For real estate transactions, item 2 does not apply.
For mortgage interest patd, acquisition or abandonment of secured property, cancelfation of debt, contributions to an indivkidual retirement
arrangemant (IRA), and generally, payments other than interest and dividends, you are not required to sign the Certification, but you must

provide your corect TiN, Sea the instructions on page 4,

Sign Signature of
Here U.S. person P

Dats >

General Instructions

Section references are to the Intemal Revenue Code unless
atherwise noted.

Purpose of Form

A parson who is required to tile an Information retum with the
IRS must abtain your comect taxpayer identiflcation number (TIN)
to report, for axampla, income paid to you, real estats
transactions, mortgage interest you paid, acauisition or
abandonment of secured property, cancellation of debt, or
contributions you made to an JRA.

Use Form W-9 only if you are a U.S. person (including a
resident alien}, to provide your correct TIN to the person
requesting it {the requester) and, when applicable, to:

1. Certify that the TIN you are giving is comrect {or you are
waiting for a aumbaer 1o be issued),

2. Certify that you are not subject to backup withhoiding, or

3. Claim exemptlon from backup withholding if you are a U.S.
exempt payse. If appiicable, you are also certifying that as a
U.S. person, your aliccable share of any partnership incoms from
a U.S. trade or business is not subject to tha withholding tax on
foreign partners’ share of affactively connected income.

Note. If a requester gives you a form other than Form W-3 to
request your TIN, you must use the requester’s form if it ia
substantially simitar to this Form W-9.

Dafinition of a U.S. person. For federal tax purposes, you are
considerad a U.5. parson if you are:

* An individual who is a U.S. citizen or U.S, resident alien,

# A partnership, corporation, company, or association created or
organized in the United States or under the laws of the United
States,

& An estate (other than a foreign estate), or

® A domaestic trust (as defined in Regulations section
30t.7701-7).

Special rules for partherships. Partnerships that conduct a
trade or business in the United States are generally required to
pay a withholding tax on any foreign partners’ share of income
from such business. Further, in certain cases where a Form W-9
has rot been received, a partnership 1s requived o presume that
a partner is a foreign person, and pay the withholding tax.
Therafore, if you are a U.S. person that is a partner in a
partnership conducting a trade or business in the United States,
provide Form W-9 to the partnership to establish youwr U.S.
status and avoid withholding on your share of partnership
incoma.

The person who gives Form W-8 to the partnership for
pumposes of establishing iis U.S. status and aveiding withholding
on its allocable share of net income from the partnership
conducting a trade or business in the United States is in the
following cases:

& Thea U.S. owner of a disregarded entity and not the entity,

Cat. Mo, 10231X

form W-9 ey 10-2007)
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* The U.S. granior or other owner of a grantor trust and not the
trust, and

® The LS. trust (other than a grantor trust) and not the
beneficiaries of the trust.

Foreign person. If you are a foreign person, do not use Form
W-3. Instead, use the appropriate Form W-8 {see Publication
515, Withholding of Tax on Nonresident Allens and Forelgn
Entities).

Nonresident allan who bacomes a resident alien, Generally,
only a nonesident alien individual may use the terms of a tax
treaty to reduce or eliminate U.S. tax on certain types of income.
However, most tax treaties contain a provision known as a
“saving clause,” Exceptions specified in the saving clause may
permit an exemption from tax 1o continue for certain types of
income even after the payee has otherwise become a U.S.
resident alien for tax purposes.

If you are a U.S. resident alien who is relying on an exception
contained in the saving clause of a tax treaty to claim an
exemption from U.S. tax on certain types of income, you must
attach a statement to Form W-3 that specifies the following five
itemns:

1. The treaty country. Generally, this must be the same treaty
under which you claimed exemption from tax as a nonresident
alien,

2. The treaty article addressing the Incomms.

3. The article number {or location) in the tax treaty that
containg the saving clause and its exceptions,

4. The type and ameount of income that qualifies for the
exemption from tax.

5. Sufficient facts to justify the exemption from tax under the
terms of the treaty article.

Example. Article 20 of the U.S.-China income tax treaty allows
an exemption from tax for scholarship income recaived by a
Chinesa student temporarily present in the United States. tnder
LLS. law, this student will become a resident alien for tax
purposes if his or her stay in the United States exceeds 5
calendar years. However, paragraph 2 of the first Protocol to the
1.5.-China treaty (dated April 30, 1984} allows the provisions of
Article 20 t0 continue to apply even after the Chinese student
becomes & resident alien of the United States. A Chinese
student who qualifies for this exception {under paragraph 2 of
the first protocol) and is refying on this axception o claim an
aexamption from tax on his or her scholarship or fellowship
income would attach to Form W-3 a statement that inciudes the
information described above to support that exemption.

if you are a nonresident alien or a foreign entity not subject to
backup withholding, give the requester the appropriate
completed Forrmn W-8.

What is backup withholding? Persons making certain payments
to you must under certain conditions withhold and pay to the
IRS 28% of such payments. This is called “backup withhaolding.”
Payments that may be sublject to backup withholding include
interest, tax-exempt intarest, dividends, brokev and barter
exchange ransactions, rents, royaities, nonemployse pay, and
certain payments from fishing boat operators. Real estate
transactions are not subject to backup withholdig.

You witl not be subject to backup withholding on payments
you receive if you give the requester your correct TIN, make the
proper certifications, and report alt your taxable interest and
dividends on your tax return.

Paymaents you receive will be subject to backup
withholding if:
1. You do not fumish your TIN to the requaster,

2. You do not certity your TIN when required (see the Part If
instructions on page 3 for details),

3. The IRS tells the requester that you fumished an incomect
TIN,

4, The IRS tells you that you are subject 1o backup
withholding because you did not report all your interest and
dividends on your tax retumn (for reportable interest and
dividends only), or

5. You do not certify to the requester that you are not subject
to backup withholding under 4 above for reportable inferest and
dvidend accounts opened after 1983 only).

Certain payees and payments are exempt from backup
withholding. See the instructions below and the separate
Instructions for the Requester of Form W-2.

Also see Spacial rulas for partnerships on page 1.
Penalties

Falure to furnish TIN. f you fail to furnish your correct TIN to a
requesier, you are subject to a penally of $50 for each such
failure unless your failure Is dus to reasonable cause and not to
willful negiect.

Civil penalty for false information with respect to
withholding. H you make a false staterment with no reasonable
basis that results in no backup withholding, you are subject to a
$500 penalty.

Criminal penalty for falsifying information. Willfully falsifying
certifications or affimationa may subject you 10 criminal
penatties including fines and/or imprisonment.

Miguse of TiNs. if the requester discloses or uses TiNs in
violation of faderal law, the requester may be subject to civil and
criminal penalties,

Specific Instructions

Name

if you are an individual, you must generally enter the nama
shown on your incoma tax retum. However, if you have changed
your last namm, for instance, due to marriage without informing
the Social Security Administration of the name change, enter
your first name, the last nama shown on your sociat security
card, and your new last name.

If the account is i joint names, list first, and then circle, the
name of the person or entity whosa number you enterad In Part |
of the form.

Sols proprietor. Enter your Individual name as shown on youwr
income tax retum on the “Name” line. You may anter your
business, trade, or “doing business as DBA)" name on the
“Business nama” line.

Limited tinbility company (LLC). Check the “Limited liability
campany” box only and enter the appropriata code for the tax
classification (“B” for disregarded entity, “C" for corporation, “P”
for partnership) in the space provided.

For & single-member LLC (including a forsign LLC with a
domestic owner) that is disregarded as an entity separate fram
its owner under Hagulations section 301.7701-3, enter the
owner's nrame on the “Name™ line. Enter the LL{’s name on the
“Business narmna” line,

For an LLC classified as a partnership or a corporation, enter
tha LLC's name on tha "Nama” line and any business, trade, or
DBA name on the “Business nama” line.

Cther entities. Enter yowr business name as shown on required
federal tax documents on the “Name” line. This name shouid
match the narme shown on the charter or other legal document
creating the entity. You may enter any business, trade, or DBA
name on the “Businass name” lina.

Note. You are requested to check the appropriate box for your
status {individual/sole proprietor, corporation, efc.).

Exempt Payee

If your are exermpt from backup withholding, enter your name as
describad above and check the appropriate box for your status,
then check the "Exsmpt paysa”™ box in the line fallowing the
business name, sign and date the form,
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Generally, individuals {including sole proprietors) are not exempt
from backup withholding. Corporations are exampt from backup
withholding for certain payments, such as interest and dividends.
Note. If you are exempt {from backup withholding, you should
still complete this form to avoid possible erroneous backup
withhaolding.

Tha following payeas are axempt from backup withholding:

1. An organization exempt from tax under section 501(a), any
IRA, or a custodial account under saction 403(b}7) if the account
satisfies the requirements of section 401(f{2),

2. The United States or any of its agencies or
instrumentalities,

3. A state, 1he District of Columbia, a possessicn of the United
States, or any of their political subdivisions or instrumsnialities,

4. A foreign govermment or any of its political subdivisions,
agencies, or instrumentalities, or

5. An intemational organization or any of its agencles or
instrumentaiities.

Other payees that may be exempt from backup withholding
include:

6. A corporation,

7. A foreign central bank of issue,

8. A dealer in securities or commodities required 1o register in
the United States, the District of Columbia, or a posssession of
the United States,

9, A futures comimiasion merchant registered with the
Commodity Futures Trading Commission,

10, A real estate investment trust,

11. An entity registered at all times during the tax year under
the Investment Company Act of 1340,

12. A common trust fund operated by a bank undear section
584{a).

13. A financial institution,

14, A middleman known in the investment community as a
nofminee or custodian, of .

15, A trust exempt from tax under section 664 or described in
section 4947,

The chart below shows types of paymsnts that may be
axampt from backup withholding. The chart applies to the
axampt payees listed above, 1 through 15.

THEN the payment is exampt
for ...

IF tha payment ia for. . .

Interest and dividend payments All axempt payees except

for 9

Broket transactions Exempt payees 1 through 13.

: Alsa, a person registered under
the Investment Advisers Act of
1940 who ragulary acts as a
broker

Exempt payees 1 through 5

Barter exchange transactons
and patrenage dividends

Payments aver $600 required
to be reported anq direct
safes ovar $5,000

Geanerally, exernpt payees
i through 7

'See Form 1098-MISC, Miscellaneous Income, and 5 nstruchons.
’Howevat, the foliowing paymaents made to a corporation (inCluding gross
proceeds paid ta an attorney under saction 8G45(f, even i the attormay s a
comporation) and reporiabie on Form 1099-MISC ara not axenyd from
backup wihholding: madical and health care payments, attomeys’ fees, and
paymants for services pad by a federal exacutive agency.

Part I. Taxpayer ldentification
Number (TIN)

Enter your TIN in the appropriate box. if you are a resident
alien and you do not have and are not elgible to get an SSN,
your TIN is your IRS individual taxpayer Identification number
{(ITIN}. Enter it in the social security number box. If you do not
have an ITIN, see How to get a TIN below.

if you are a sole proprietor and you have an EIN, you may
enter sither your SSN or EIN, However, the IRS prefers that you
use your SSN.

If you are a single-member LLC that is disregarded as an
antity separate from its owner (see Limited llability company
(LLC) on page 2), anter the owner's SSN (or EIN, if the owner
has onej. Do not enter the disregarded entity’s EIN. if the LLC Is
classified as a corporation or partnership, enter the entity’s EIN.

Note. See the chart on page 4 for further clarification of name
and TIN combinations.

How to get a TIN. if you do not have a TiN, apply for one
immediately. To apply for an SSN, get Forrm SS-5, Application
for a Soclal Security Card, from yowr locai Social Security
Administration office or gat this form online at www.ssa.gov. You
may also get this form by calling 1-800-772-1213. Use Form
W-7, Application for IRS Individual Taxpayer identification
Number, to apply for an ITIN, or Form SS-4, Application for
Employer Wentification Number, to apply for an EIN. You can
apply for an EIN online by accessing the IRS website at
www.irs. gov/businesses and ciicking on Employer Idantification
Numiber {EIN) under Starting a Business. You can get Forms W-7
and 55-4 from the IRS by visiting www.irs.gov or by calling
1-800-TAX-FORM (1-800-829-3678).

If you are asked to comphete Form W-9 but do not have a TIN,
write “Applied For™ in the space for the TIN, sign and date the
form, and give it to the requester. For interest and dividand
payments, and certain payments made with respect to readily
tradabie instruments, generally you will have 60 days to get a
TIN and give it to the requester bafore you are subject to backup
withhalding on payments. The 60-day rule doas not apply to
other types of payments. You will be subject to backup
withholding on all such payments until you provide your TIN to
the requestsy.

Note, Entering “Applied For” means that you have already
applied for 2 TIN or that you intend to apply for one scon.

Cautlon: A disi domestic enfity that has a foreign owner
must use the appropriate Form W-8.

Part ll. Certification -

To estabiish to the withhoiding agent that you are a U.5. person,
or resident alien, sign Form W-3. You may be requested to sign
by the withholding agent aven if items 1, 4, and 5 below indicate
otherwise.

For a joint account, only the person whosa TIN is shown in
Part | shauld sign (when required). Exempt payeas, sea Exempt
Payse on page 2.

Signature requirements. Complete the certification as indicated
in 1 through 5 below.

1. Interest, dividend, and bartsr exchange accounts
opened before 1984 and broker accounts considerad active
during 1883, You must give your comrect TIN, but you do net
have to sign tha certification.

2. Intarest, dividend, broker, and barter axchangs
accounts opaned after 1883 and broker accounts considered
inactive during 1983. You must sign the certification or backup
withholding will apply. If you are subject to backup withholding
and you are merely providing your correct TIN to the requester,
you must cross out item 2 in the certification before signing the
farm.
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3. Real estate transactiona. You must sign the certification.
You may cross out item 2 of the certification.

4. Other payments, You must give your comect TIN, but you
do not have 1o sign the certification unless you have been
notified that you have previousty given an incofrect TIN. “Othear
payments inchide payrments made in the course of the
requester's trade or business for rents, royalties, goods {other
than bills for merchandise}, medical and health care services
{including payments to corporations), payments to a
nonemployee for services, payments to certain fishing boat crew
members and fisharmen, and gross proceeds paid to attomeys
(including payments 1o corporations).

5. Mortgage interest paid by you, acquisition or
abandonment of secured property, canceliation of dabt,
qualifised tuition program payments {under section 529), IRA
Caverdell ESA, Archer MSA or HSA contributions or
distributions, and pension distributions. You must give youwr
comrect TIN, but you do not have 1o sign the certification.

What Name and Number To Give the Requester

For thia type of account: Give namnae and SSN of

1. Indkvidual The nadnadual
2, Twao or mons individuals (jowtt The actual awner of tha account or,
account} +F combinad funds, the firs:t
wdvdual on the accowd
3. Custodian account of a minor The minor "
{Ureform Gift to Minoes Act)
4. a The usual revocable savings The grantor-trustss |
trust (Jrardor 13 atso trustee)
b. So-called trust accourd that is | The actual owner |

not a egal or vaid trust wnder
state law .
5. Sole proprigtorsiip or disregarded | The owner '
antity owned by an mdividual

For this type of sccout Giva nama and EIN of

6. Disregarded antity not ownsed by an| The owner
el

7. A valdirust, astats, or pansion trust | Lagal entity ©

8. Covporate of LLC etecting The corporaticn
corparate status on Form 8832
9. Assoctation, club, raligious, The organization
chantable, aducaticnal, or other
tax-exempt organization -
10, Partnershup or muth-member LLC Thea partnership
11. A broker of registered nomines The Droker of Nominee
12, Accowt with the Departmecst of The public entity

Agricuitura in the name of a public
entity (such as a state or locad
govarnent, school district, oF
pnson) that recesves agncuitursl
program payments

memw.m“mdﬁummmmrMymlmm i only Grve paveon
ana}cm!accouﬂhnmﬁSN thad pacson’ numiber must be Anmeshed.

*Crcta the mnor's nama and fmish tha minors SSN.

’Ywmmmumnmmwumayahom‘arwmnmu‘ﬂam
nams on the 36cond name ine. You may use sther your SSN o EIN if you have one),
bud the IRS sncowragns you 10 use your SSN,

* Liat firgt et circla tha nane of the 1N, Gsiae, O panson st D0 pal fumesh the TIN
of tha pessnal represariative of Tustes unleas the isgal sty itsell o Nt dedsgnated o
the Beeounl tils.) Also ses Speciad niss for parinerships on paga 1.

Note. if no nams is circled when mora than one name is listed,

the number will be considerad to be that of the first name listed.

Secure Your Tax Records from ldentity Theft

identity theft accurs when someone uses your personal
information such as your name, social security number (SSN), or
other identifying information, without your permission, to commit
fraud or other crimes. An identity thief may use your SSN to get
a job or may file a tax retum using your SSN to receive a refund.

To reduce your risk:
* Protect your SSN,
& Ensure your employer is pratecting your SSN, and
¢ Be careful when choosing & tax praparer.

Call the IRS at 1-800-829-1040 if you think your Identity has
been used inappropriatety for tax purposes.

Victims of identity theft who are experiencing economic hamm
or a system problem, or are sesking help in resolving tax
problerns that have not been rescived through narmal channels,
may ba eligible for Taxpayer Advocata Service (TAS) assistance.
You can reach TAS by calling the TAS toll-free case intake line
at 1-B77-777-4778 or TTY/TDD 1-800-829-4059.

Protect yoursedt from suspicious emails or phishing
schemas. Phishing is the creation and use of emall and
wabsites designed to mimic tegitimate business emails and
websites. The most common act is sending an email to a usar
falsety claiming to be an established legitimate enterprise in an
attempt to scam the user into sumendering private information
that will be used for identity thefl.

Tha IRS does not initiate contacts with taxpayers via emails.
Also, the IRS does not request personat detailed information
throgh emait or ask taxpayers for the PIN numbers, passwords,
or simifar secret accass information for their credit card, bank, or
other financial accounts.

if you receiva an unsolicited email claiming to be from the IRS,
forward this message to phishing@irs.gov. You may also report
misuse of the {RS name, logo, or other IRS personal propenty to
tha Treasury Inspecior General for Tax Administration at
1-800-366-4484. You can forward suspicious emails to the
Federal Trade Commission at; spam@uce.gov or contact them at
www.consumer.gov/idtheft or 1-877-1DTHEFT(438-4338).

Visit the IRS website at www.irs.gov to learn mare about
identity theft and how to reduce your risk

Privacy Act Notice

Section 6109 of the Internal Revenua Code regurres you to provide your commect TIN to persons who mumt file informaton retums with the IRS to report interest,
disdends, and certam other income pard to you. morigage interest you paid, the acquisition or abandonment of securad property, cancedaton of det, or
contnpbutions you mads to an A, of Archer MSA or HSA. The IRS uses the numbers for ifentification purpases and 0 help veefy the accuracy of your tax retum,
The IRS rnay also provide this nformabon to the Depantmant of Justice far codf and crininal litigation, and 1o ches, states, the Distnct of Columbia, and U.S.
possarsons to camy out thar tax laws. We may aiso disclose this iformation to other countnes onder a tax treaty, to fedaval and state agancies to enforce feckrad
noitax cnminal laws, of 1o fedaral lew enforcemant and mtalligence agencied te combat terronsm.

You must provide your TIN whethey or nat you are required to file a tax retum. Payers must generaily withhold 28% of taxabie interest. dividend, and certan other
paymams to a payes who does not giva a TIN to a payar. Cartain penaites may also apply.
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