
CHAPTER 6 

Interlocal Agreements and Contracting for Client Services
Purpose of Chapter

The purpose of this chapter is to outline contracting and monitoring requirements for programs and services that are in addition to, or an interpretation of, state and federal contracting and monitoring regulations.  

This chapter contains the following sections:

I. Governing Regulations and Guidelines
II. Definitions and Acronyms
III. ALTSA/AAA Agreements 
IV. Overarching Provider Selection Principles for AAAs
V. Specific Medicaid Provider Selection Principles for AAAs  

VI. Overarching Contracting Procedures for AAAs

VII. Specific Medicaid Provider Contracting Procedures for AAAs
VIII. Contract Monitoring Principles for AAAs

IX. Tools and Templates 

I. Governing Regulations and Guidelines
Federal and state regulations pertaining to the information in this chapter can be found in the documents, acts, and laws listed below.  The AAA should have copies of these documents or have access to them via the internet.  As new and updated regulations become available, ALTSA will notify the AAA by Management Bulletin (MB).  

The following are the major regulations governing the funding distributed by ALTSA to the AAAs that are governmental entities. Note: If the AAA is a non-profit entity, other regulations may also apply.

Statutory mission of AAA 45 CFR Sec. 1321.53 

Procurement Standards 45 CFR 75.326 through 75.335
Grants and Agreements 2 CFR 200.317 through 200.326
Chapter 39.26 RCW
Chapter 39.34 RCW
Social Security Act Sec. 1902. 42 U.S.C. 1396a(a)(23)
Public Health 42 CFR 434 Medicaid Contracts 
II. Definitions and Acronyms 

Agency Contracts Database (ACD): the Department's enterprise contract management system that includes document automation capability, has an extensive framework of user roles, and supports distributed signing authority.  

Bids: An offer, proposal, or quote for goods or services in response to a solicitation issued for such goods or services by the Area Agency on Aging.  

CFR: Code of Federal Regulations

Competitive Procurement:  Competitive procurement exists when the AAA intends to only contract with a select number of qualified providers, therefore eliminating qualified applicants from receiving a contract through a competitive process.  Competitive procurement is required when awarding a contract to a provider that exceeds $150,000.     

Conflict of Interest: Conflict of interest would arise when the person, any member of his or her immediately family, his or her partner, or an organization which employs or is about to employ any of these people has a financial or other interest in or a tangible personal benefit from an organization considered for a contract. 

Contractor:  Individual with legal responsibility for an agency that undertakes a contract to perform a service

Days: All days referenced in this chapter are calendar days, not business days.
DES: Washington State Department of Enterprise Services 

Goods: Products, materials, supplies, or equipment provided. 

Master Contracts: A contract for specific goods or services, or both, that is solicited and established by the Washington State Department of Enterprise Services (DES) in accordance with procurement laws and rules on behalf of and for general use by Area Agencies on Aging that have signed a Master Contracts Usage Agreement with DES. 

Outside Contracts: Medicaid contracts established outside of the Agency Contracts Database and on record in the ACD for payment purposes.  Outside contracts are placed in signed status in the ACD to ensure payment by ProviderOne.  Parties to the agreements in outside contracts are the AAA and the service provider. 

Provider: Agencies or entities that provide community-based services.  This may include subrecipients, contractors, or subcontractors but does not include vendors.  See AAA Policy & Procedures Manual Chapter 9 – Fiscal Operations for additional information on subrecipients, contractors, subcontractors and vendors.  

Services: Activities performed by a provider to accomplish a specific scope of work. 

Vendor: A dealer, distributor, merchant or other seller providing goods or services that that are ancillary to the operation of the program.  See AAA Policy & Procedures Manual Chapter 9 – Fiscal Operations for additional information.  

III. ALTSA/AAA Agreements

(this section is left INTENTIONALLY blank)

IV. Overarching Provider Selection Principles for AAAs
A. AAA Contracting - AAAs may enter into subcontracts for services to be provided under the ALTSA approved Area Plan with any legally constituted public or private nonprofit or for-profit agency, organization, or sole proprietor. Any subcontract is subject to the provisions of the applicable interlocal agreement between DSHS and the AAA. 
B. Responsible Providers - AAAs must award contracts only to responsible providers possessing the ability to perform successfully under the terms and conditions of the contract.  Consideration will be given to such matters as provider integrity, compliance with public policy, record of past performance, and financial and technical resources.  

C. Compatibility with mission - Subcontracts negotiated by the AAA must be compatible with the statutory mission of the AAA (45 CFR Sec. 1321.53) and not demand exclusivity or withholding of information which would restrict ALTSA from exercising appropriate oversight of the AAA. All subcontracts, including private sector contracts, must fulfill the AAAs responsibility to target efforts toward older persons with the greatest economic or social need, with particular attention to low-income minority older persons.

D. Conflicts of interest - AAAs must maintain written standard of conduct covering conflicts of interest and governing the actions of its employees engaged in the selection, award, and administration of contracts.  No person may participate in the selection, award, or administration of a contract if he or she has a real or apparent conflict of interest.  Standards must include conflict of interest for advisory council members to maintain impartiality.  

E. Objective provider selection - AAAs must ensure that procurement transactions are conducted in a manner that provides full and open competition, ensures objective provider performance, and eliminates unfair competitive advantage.  Some of the situations considered to be restrictive of competition include but are not limited to:

1. Placing unreasonable requirements on organizations in order for them to qualify to do business

2. Requiring unnecessary experience and excessive bonding 

3. Noncompetitive pricing practices between agencies or between affiliated agencies

4. Noncompetitive contracts to consultants that are on retainer contracts

5. Organizational conflicts of interest

6. Specifying only a 'brand name' product instead of allowing 'an equal' product to be offered and describing the performance or other relevant requirements of the procurement; and

7. Any arbitrary action in the procurement process

F. Imposing reasonable additional requirements - Under certain conditions AAAs may impose additional requirements on subcontractors than those imposed by the funding source and specified in the procurement. When special contract conditions are imposed, the subcontractor will be notified in writing as to why the special conditions are being imposed and what corrective action is required. Special contract conditions may be imposed if the AAA has determined that a subcontractor meets any of the following criteria:  
1. Is financially unstable 

2. Has a history of poor performance 

3. Has a management system which does not meet federal and state standards of administration

G. Specifying service delivery area - In order to ensure an adequate service delivery network, AAAs may specify service delivery area within the PSA.  This may include requiring a provider to serve all counties or cities in the PSA or allowing providers to serve only specific niche areas based on provider expertise as determined by the AAA.   

H. Meeting local insurance requirements – AAAs may require providers to meet local insurance requirements that are greater than the insurance requirements specified in the DSHS contract.  
I. Written standards - AAAs must adhere to written standard contracting procedures that follow appropriate contracting policy, rules and regulations and contain the following:

1. The strategy for methods used to obtain a qualified provider, including references to any planning processes used to identify when services will be procured  

2. Standardized application forms for the award and administration of contracts under the ALTSA approved Area Plan. A standard contract format must be used where no special format is required by ALTSA.

3. Written, publicized criteria and timelines for review, selection and approval of bids, proposals, and applications.  

4. The review process of bids, proposals, and applications which shall be objective and include a methodology for review consistent across all bids, proposals, and applications.

5. Assurances that providers selected for a contract are fully aware of their responsibilities as established by the AAA and ALTSA before funds are obligated.

6. The cost or price analysis to determine reasonable rates of payment under its contracts for rates that are not preset by ALTSA or other funders.

J. Purchases through state contracts – In order to foster greater economy and efficiency, the AAA is encouraged to utilize state contracts with the Washington State Department of Enterprise Services.  AAAs must sign a Master Usage Agreement with DES and follow State Master Contracts purchasing guidelines.   

K. Contracting with small and minority businesses and women’s business enterprises – The AAA must take all necessary affirmative steps to assure that small, minority businesses and women’s business enterprises (SMBWBE) are used when possible.  Affirmative steps must include:

1. Placing qualified SMBWBE on a solicitation list
2. Assuring that SMBWBE are solicited whenever they are potential sources
3. Dividing total requirements, when economically feasible as determined by the AAA, into smaller tasks or quantities to permit maximum participation by SMBWBE
4. Establishing delivery schedules, where the requirement permits, which encourage participation by SMBWBE
5. Using the services and assistance, as appropriate, of such organizations as the Small Business Administration and Minority Business Development Agency of the Department of Commerce; and
6. Requiring the prime contractor, if subcontracts are to be let to take the affirmative steps listed in 1. through 5. of this section. 

L. Contracting on behalf of DSHS – When the AAA is contracting for Medicaid Services and DSHS is awarding funds, the AAA should follow the Medicaid provider application process as described in Section V. Specific Medicaid Provider Selection Principles for AAAs.  AAAs have three options to contract non-Medicaid funds to providers determined eligible through the Medicaid provider selection process if the qualifications for both contracts are the same.  An example of this is home care agency respite care.  The options listed below depend on the decision of whether to eliminate qualified providers from receiving a non-Medicaid contract and the non-Medicaid contract amount.  
1. AAAs may use the Medicaid Provider Selection Process to award non-Medicaid contracts to all providers determined eligible through the Medicaid provider selection process.  AAAs may not exclude any qualified providers from receiving a non-Medicaid contract, thereby eliminating the need for a competitive process.  

2. AAAs may choose to award a non-Medicaid contract to one or more providers determined eligible through the Medicaid provider selection process as long the non-Medicaid contract to any one provider does not exceed $150,000 in federal and/or state funds over the course of the contract performance period.  AAAs must follow the procedures described in Section IV. Overarching Provider Selection Principles, Policy O: Small purchase procedures. 

3. If the AAA will award a contract to one or more providers determined eligible through the Medicaid provider selection process that exceeds $150,000 in federal and/or state funds over the course of the contract performance period, the AAA must do a competitive procurement following the procedures described in Section IV. Overarching Provider Selection Principles, Policy P. Competitive procurement. 
M. Purchasing services from providers – When the AAA is awarding funds to a provider directly (i.e. non-Medicaid funds), the AAA must use one of the following methods: 
1. Micro-purchase through purchase orders or vendor agreements

2. Small purchase procedures that result in a contract
3. Competitive procurement that results in a contract through:

a. Sealed Bids

b. Competitive Proposals

4. Noncompetitive proposals that result in a contract

N. Micro-purchase - If the total contract is below $3,000 in federal and/or state funds, the AAA may purchase supplies or services from a provider without any competitive procurement as long as the AAA considers the price to be reasonable.  The AAA must have written methods to determine reasonable prices for micro-purchases and follow these methods when using micro-purchase procedures.  When conducting micro-purchases, the AAAs should try to use a variety of different vendors. 

O. Small purchase procedures – If the total contract, including amendments, is below $150,000 in federal and/or state funds, the AAA must obtain a price or rate quotation from an adequate number of qualified providers prior to contracting.  This may include documented phone quotes, response to advertisement, catalog pricing, and internet pricing.  The AAA must have written procedures that include methods to determine an adequate number of qualified providers from which the AAA will seek prices or quotations.  The AAA must also have written procedures that specify how provider qualifications will be determined.  Small purchase procedures are best used when service delivery and performance outcomes are standardized and price is the overriding factor and can be easily compared.  For this reason, it is suited for purchases where specifications can be made in advance, there are known qualified providers, and awards can be made based on lowest price.  AAAs may not break up contract amounts for the sole purpose of avoiding competitive procurement; however, AAAs may break up contract amounts to comply with Section IV. Overarching Provider Selection Principles, Policy K. Contracting with small and minority businesses and women’s business enterprises.     

P. Competitive procurement – The AAA must use competitive procurement if the amount awarded to any provider will exceed $150,000 in federal and/or state funds over the contract performance period.  The AAA may seek a waiver of competitive procurement from ALTSA if the AAA is utilizing state and Federal funds and the Federal funds awarded will not exceed $150,000 and there is a reasonable basis to waive the competitive process.  The request must be written, include potential impacts of a non-competitive process, and be addressed to the ALTSA AAA Specialist.  If local requirements are more restrictive than ALTSA’s, AAAs may follow the local limits.         

1. Competitive procurement through sealed bids – Bids are publicly solicited and a firm fixed price contract (lump sum or unit rate) is awarded to the responsible bidder whose bid, confirming with all the material terms and conditions of the invitation for bids, is the lowest in price.  When using this method, the following requirements apply:

a.  Bids must be solicited from an adequate number of known suppliers, providing them sufficient response time prior to the date set for opening the bids, 

b.  The invitation for bids must be publicly advertised; 

c.  The invitation for bids, which will include any specifications and pertinent attachments, must define the items or services in order for the bidder to properly respond;

d.  All bids will be opened at the time and place prescribed in the invitation for bids and must be opened publicly; 

e.  A firm fixed price contract award will be made in writing to the lowest responsive and responsible bidder. Where specified in bidding documents, factors such as discounts, transportation cost, and life cycle costs must be considered in determining which bid is lowest. Payment discounts will only be used to determine the low bid when prior experience indicates that such discounts are usually taken advantage of; and
f.   Any or all bids may be rejected if there is a sound documented reason.

2. Competitive proposals - Competitive proposals may be used when the conditions are not appropriate for the use of sealed bids.  When the AAA uses competitive proposals, standard processes must include:

a. Publicized requests for proposals that identify all evaluation factors and their relative importance

b. Methods to ensure any response to a publicized request for proposals is considered to the maximum extent practical

c. Methods to ensure an adequate number of qualified sources are notified of the request

d. A review panel that reviews and scores proposals.  Members cannot pose a conflict of interest to the selection process and may include:

i. Individuals with subject matter expertise

ii. Advisory Council member

iii. Community advocate 

iv. Contract Specialist from another AAA

v. ALTSA Program Manager/AAA Specialist

Q. Noncompetitive proposals – The AAA may solicit a proposal from only one source when one or more of the following circumstances apply:

1. The item is available only from a single source.  This must be justified based on the uniqueness of services, the location where the services are to be provided, or the required timeframe in which the services are to be provided. 

2. The public exigency or emergency for the requirement will not permit a delay resulting from competitive solicitation. 

3. ALTSA expressly authorizes noncompetitive proposals in response to a written request from the AAA.

4. After solicitation of a number of sources, competition is deemed inadequate.

R. Noncompetitive proposal documentation - The AAA must follow written policy and document the justification for noncompetitive proposals, including the following:  

1. If the services are unique, the AAA must document:
a. Description of the services 

b. Verification of the uniqueness of the services

c. The justification that no other contractor is able to provide the  services

2. If the proposed contractor is the only source available in the geographical area, the AAA must document:

a. Attempts to find additional contractors for the geographic area,

b. The basis for concluding only one contractor is available in the geographic area and 

c. The rationale for limiting the size of the selected geographical     area.

3. If a timeline is applicable, the AAA must document: 

a. When the need for the services was determined,  

b. The timelines within which work must be accomplished,

c. The entity that imposed the timeline and

d. The authority (if not obvious) of that entity to impose the timeline. 

4. Other factors the AAA may consider in awarding a noncompetitive contract include:
a. Past performance of the contractor, 

b. Cost effectiveness, 

c. Follow-up nature of the required services.

d. Confidential investigations, 

e. Copyright restrictions

S. Procurement and provider application records - Upon approval of subcontracts under the ALTSA approved Area Plan, the AAA must maintain the materials listed below.  Such material should be kept for a minimum of six years after the close of a contract period. If it is a multiple-year contract, material should be kept for a minimum of six years from the end of the whole contract term. For example, in a four-year contract, material should be kept for up to ten years in total.
1. Copies of the approved proposals or applications, 

2. Criteria used to approve the proposals or applications, 

3. The final subcontracts and amendments, and 

4. Notice of acceptance of the subcontract. 

T. Procurement and provider application disclosure - Bids or proposals submitted to AAAs, whether they prevail or not, may be disclosed to the public, including other bidders, only after the letting of the contract. Bidders shall be instructed to identify pages of the proposal that are proprietary, however, AAAs must disclose or protect information as required by law. 

U. Provider selection grievances and appeals – Every effort shall be made to resolve all complaints, disputes, or grievances informally and at the lowest level.  AAAs must have standard grievance procedures that provide timely resolution and assure no retaliation, formal or informal, against the provider.  If a grievance cannot be resolved informally, then it shall be resolved through a formal in-person or telephone appeal process.  Standardized, written procedures for a formal appeal must be incorporated into the notification to providers who are denied a contract.  All parties required to participate in the appeal process must be notified in writing of the appeal date at least ten days prior to the appeal.  Standardized appeal procedures must include:

1. That the provider must submit a written appeal to the AAA within 30 days of the date the AAA first gave notification that the provider will not be contracted. 

2. Appeals must be based only on documentation previously submitted only.  No new documentation may be provided for the appeal.

3. An appeal date that is set within 45 days of the receipt of the provider’s appeal request. 

4. A final appeal response date that is set within 15 days of the appeal.

5. The basis for further appeal to ALTSA is limited to the following:

a. Misinterpretation of Medicaid qualifications by the AAA. Appeals   may not be submitted to ALTSA based only on contract provisions regarding service area, insurance, or corrective actions. 
b. Failure of the AAA to follow the written provider selection  procedures 

c. Bias, discrimination or conflict of interest by an evaluator

V. ALTSA review of provider selection appeals – Any appeal to ALTSA must be filed with ALTSA within 30 days of the date the local AAA mailed their appeal determination to the provider.  The provider must send a copy of their appeal to the AAA.  ALTSA will review the appeal and issue a final determination within 30 days of receipt.  The final determination will be mailed to the provider and the local AAA.  The provider’s appeal must include the following:
1. The specific issues and regulations involved and the basis for considering the AAA appeal determination to be in error.   

2. Supporting documentation

3. A copy of the AAA appeal determination that the provider is appealing
V. Specific Medicaid Provider Selection Principles for AAAs  

A. Provider recruitment - It is the AAA’s responsibility to recruit adequate service providers for Community First Choice, Medicaid Waiver and Roads to Community Living services in the PSA, sufficient to allow access to all clients who are authorized for a particular service and to provide clients with choice of provider. If there is no provider contracted for a service needed by a client, or too few service providers to offer reasonable choice as determined by a needs assessment, the AAA must attempt to find a qualified service provider with whom to contract.  Collaboration with HCS resource developers is highly encouraged.  

B. Provider qualifications - Medicaid Long Term Services and Supports (LTSS) provider qualifications and scope of work are established by ALTSA and maintained on this website along with application materials: https://www.dshs.wa.gov/altsa/home-and-community-services/information-potential-medicaid-contractors.  Providers awarded a contract prior to posting qualifications on the website may remain providers without going through any additional processes.

C. Contracting with qualified providers – The AAA must contract with all willing service providers that meet the qualifications and are able to provide services in accordance with requirements outlined in statute and service definitions.  If the AAA determines it is necessary to contract with a provider that does not meet the qualifications, AAAs must receive prior approval from ALTSA.  Requests for ALTSA approval shall be sent to the AAA Specialist.     

D. Provider application processes – The following dates and processes are guidelines to ensure provider applications are reviewed timely and thoroughly.  AAAs are encouraged to move applications through the process as quickly as possible with consideration to maintaining a quality provider network.  

1. Within 10 days of receipt of an application, AAAs must confirm with the applicant that the application was received and outline next steps.

2. Within 30 days of receipt of an application, AAAs must notify the applicant of the status of the application.  This includes after a cursory review whether the application appears to be complete or whether any missing documentation is needed to make a determination of the providers’ qualifications.  If the provider is missing documentation, notify the provider of the appropriate documentation that must be provided and give the provider at least 30 days to provide that documentation.  

3. Within 90 days of receipt of all documentation specified on the Provider Qualifications website, AAAs must review the completed application and notify the applicant of the final status.  Notification must include whether the provider is determined eligible to begin providing Medicaid services, next steps, and an expected contract start date.  When the AAA determines a provider is not qualified, notification must include the reason(s) for ineligibility and the process for an appeal.   

4. Actual dates of communication and requests made by the AAA to providers for additional documentation must be tracked in a provider application file to ensure timelines are met.  

5. Applicants that do not provide the required documentation to the AAA per the guidelines listed above may be determined nonresponsive and the AAA may use discretion to close the application file and notify the applicant that they may not reapply for six months following the date of the notification that the file has been closed.  AAAs must consider whether there are adequate service providers before closing an application file due to incomplete documentation.  If there are not adequate service providers, the AAA shall consider placing the application in pending status and reaching out to HCS resource developers for further development of the provider.  

E. Review of application materials - When reviewing applications for Medicaid services, AAAs must:

1. Evaluate provider applications only against the qualifications published by ALTSA and state and federal guidelines

2. Ensure application materials are reviewed in a consistent, objective manner

3. Contract with all qualified providers 

F. Providers deemed not qualified - If a provider is determined not qualified, the AAAs must take the following actions and document them in the provider application file:

1. Consult with any AAA that has a current Medicaid contract with that provider to identify discrepancies in the interpretation of qualifications between AAAs or to determine whether an approval from ALTSA was granted to contract with a provider that did not meet qualifications per Section V. Specific Medicaid Provider Selection Principles, Policy C. Contracting with Qualified Providers 
2. Clearly identify in writing any discrepancies in qualifications between AAAs that led to determining that provider not qualified.  This documentation is intended to assist in any ALTSA appeals. 
3. Ensure that Section V. Specific Medicaid Provider Selection Principles, Policy D. Provider application process was properly followed

4. Notify the provider of the appeal process to have qualifications reconsidered by the AAA, which will follow Section IV. Overarching Provider Selection Principles, Policy U. Provider selection grievances and appeals. 

5. If the AAA appeal upholds the decision that the provider is not qualified, notify the provider of the appeal process to have qualifications reconsidered by ALTSA, which will follow Section IV. Overarching Provider Selection Principles, Policy V. ALTSA review of provider selection appeals. 

G. Provider application tracking – The AAA must track all provider applications and significant dates of communication with the provider.  Tracking reports must be sent to your ALTSA AAA Specialist quarterly.  Tracking must list each provider and include the following dates for each provider.  Days in parenthesis are in reference to Section V. Specific Medicaid Provider Selection Principles, Policy D. Provider application process:

1. When the provider submitted an application to the AAA (Day 1)

2. When the provider was notified by the AAA that the application was received (by day 10) 

3. When the provider was notified by the AAA that all required materials listed on the Provider Qualifications website were received or when the provider was notified by the AAA of additional documentation needed if the application was not complete (by day 30)

4. When the provider was notified of approval or denial by the AAA (by day 90 after all required application materials were received (#3)

5. If the provider is not qualified, additional documentation is described in Section V. Specific Medicaid Provider Selection Principles, Policy F. Providers deemed not qualified.  Include reason for denial in the tracking sheet.

VI. Overarching Contracting Procedures for AAAs

A. Pricing Models - The AAA may use five types of pricing methodologies for purchasing services.  AAAs must follow written policies to determine reasonable rates regardless of the methodology chosen or funding source.  Performance based contracting is the preferred method of contracting where practicable.  Models are listed below in order of risk from lowest to highest.  

1. Performance Based: The provider is paid based on the completion of deliverables, performance measures, or outcomes.  

2. Set Rate/Fixed Price/Lump Sum: The provider is paid a set fixed amount or lump sum based on the terms established in the contract.  Typically payment is tied to completion, review and acceptance of agreed upon tasks. 

3. Fee for Service: The provider is paid a set fee for the delivery of a defined unit of service, for example, hourly rates or a per-session fee.

4. Cost Reimbursement: The provider is reimbursed for all costs incurred performing the work set forth in the contract. 

5. Time and Materials: The provider is paid a fixed hourly rate and for the costs of certain specified materials. 
B. Contract format and terms – AAAs shall use a uniform contract format for all contracts that must include at all of the terms, conditions, assurances and certifications set forth in the ALTSA/AAA agreements.  This includes any relevant clauses from the ALTSA/AAA Interlocal Data Share Agreement.  Any substantive deviations from the ALTSA/AAA agreement must be approved by ALTSA.  Statements of work must contain language that requires providers to serve a target population and address specific priorities as required by funding source and described in Area Planning documents.  AAAs shall reference AAA Policy and Procedures Manual Chapter 5 – Affirmative Action and Non-Discrimination and add terms to contracts as appropriate.  See Section VII. Specific Medicaid Provider Contracting Procedures for more information on contract format and terms for contracts that contain Medicaid funding.
C. Contract duration, amendments and renewals - AAAs may award a multiple-year contract for a period not to exceed four years.  AAAs may negotiate periodic contract amendments with providers during the contract period to adjust funding, special terms and conditions, or statement of work language as needed in accordance with relevant procurement laws and policies.  AAAs must consider whether the contract changes could trigger a competitive procurement prior to issuing amendments and conduct a competitive procurement in lieu of a contract amendment when appropriate.  AAAs may choose to renew contracts after the multiple-year period in accordance with relevant procurement laws and policies.  See Section VII. Specific Medicaid Provider Contracting Procedures for renewal procedures of contracts that contain Medicaid funding.  
D. Subcontracts by providers – Subcontracting by providers should be limited to situations where subcontracting is unavoidable in order to meet a client’s needs or to provide a service in an isolated area.  Subcontracting may be considered by the AAA when it is a standard practice allowed by policy for that provider type.  Providers that wish to subcontract for direct client services must obtain prior written approval from the AAA.  Before approving such requests, the AAA must obtain approval from the ALTSA AAA Specialist.  Direct services provider subcontractors are subject to the same qualifications, background check and insurance requirements as the provider.  See Section VII. Specific Medicaid Provider Contracting Procedures for more information on providers subcontracting for Medicaid services.  
E. Background checks - AAAs must conduct background checks on providers who will have unsupervised contact with vulnerable clients every two years, for example, a sole proprietor or LLC such as a nutrition counselor or attorney.  AAAs must verify that agency service providers complete required background checks every two years on their direct service employees, volunteers, and subcontractors who will have unsupervised contact with vulnerable clients.  Background checks must be conducted through Washington State Patrol’s Washington Access to Criminal History (WATCH) system or a National Association of Background Screeners accredited company.  See Section VII. Medicaid Provider Contracting Procedures for specific information on Medicaid contractor background checks.
F. Insurance requirements – AAAs must ensure providers meet commercial general liability insurance requirements specified in the general terms and conditions of the ALTSA/AAA Agreement.  Insurance certificates must remain up to date in the provider file.  AAAs may decide to accept an insurance waiver request from providers who report a hardship to the mandatory insurance requirements.  Before the AAA approves the waiver, the AAA must receive and review documentation from the provider outlining the reason for the hardship.  Any waivers must first be approved by ALTSA.  See Section VII. Medicaid Provider Contracting Procedures for more information on DSHS contracts, which may have different insurance requirements.   
G. Contract termination – The AAA shall have written contract termination procedures and a use a progressive approach to correct problems with providers before terminating the contract unless the problem(s) pose a significant risk to the AAA or the health and safety of clients that can only be resolved by immediate contract termination.  AAAs shall terminate contracts with service providers according to the termination clauses of the contract.  The AAA shall notify the provider in writing of the reason for termination and the effective date of termination.  See Section VII. Specific Medicaid Provider Contracting Procedures, Policy L. Medicaid Contract Termination for more information on terminating DSHS contracts in the ACD.  See Section VIII. Contract Monitoring Principles for more information on required progressive actions prior to contract termination.   

H. Contract termination grievances - Every effort shall be made to resolve all complaints, disputes, or grievances informally and at the lowest level.  AAAs must have written standard grievance procedures that provide timely resolution and assure no retaliation, formal or informal, against the provider.  Grievance procedures for contract termination must include a written response to the provider that states the outcome of the grievance and the process and circumstances under which an appeal will be considered by ALTSA.  If the provider is not satisfied with the outcome of the AAA grievance, the provider has a right to appeal through ALTSA under the following circumstances:

1. The contract has been terminated for contract violations or failure to perform and at least one of the following apply:

a. The AAA failed to follow the contract termination procedures outlined in this chapter or the contract. 
b. Bias, discrimination, conflict of interest or retaliation by the AAA
I. ALTSA contract termination appeals – Any appeal to ALTSA must be filed with ALTSA within 30 days of the date the local AAA mailed the outcome of the grievance to the provider.  The provider must send a copy of their appeal to the AAA.  ALTSA will review the grievance outcome and issue a final determination within 30 days of receipt.  The final determination will be mailed to the provider and the local AAA.  The provider’s appeal must include the following:

1. The specific issues and regulations involved and the basis for considering the AAA grievance determination to be in error.   

2. Supporting documentation

3. A copy of the AAA grievance outcome that the provider is appealing

J. Contract termination and records retention - Upon termination or expiration of contract, the AAA must retain contract records for a period of six years. Such records include, but are not limited to:

1. Entire contract including all amendments

2. Monitoring reports 

3. Corrective action plans

4. Financial records

5. Correspondence related to contract implementation

6. Complaints

7. Grievances  
VII. Specific Medicaid Provider Contracting Procedures for AAAs
A. Contracting Authority - The Centers for Medicare and Medicaid Services and Health Care Authority as the state Medicaid agency are the primary sources for Medicaid policy.  The HCA has delegated operations of Medicaid long-term services and supports (LTSS) for home and community-based services to DSHS/ALTSA.  ALTSA has delegated contracting authority to AAAs for a number of home and community-based services known as Core Services Contract Management in the State/Federal Agreement between ALTSA and the AAAs.  Contracts executed with providers for these LTSS services are paid primarily through the Health Care Authority's Maintenance Management Information System (MMIS), ProviderOne.  DSHS/ALTSA is responsible for budgeting these service dollars at a statewide level.  AAAs are not pass through entities for these funds. AAAs are responsible to execute, manage, and monitor contracts with qualified service providers to ensure a quality service delivery network.   

B. Medicaid contract terms and parties - For contracts executed in the Agency Contracts Database, the parties to the contract are DSHS and the provider.  ALTSA establishes all of the terms, conditions and statements of work for ACD contracts.  For contracts executed outside of the ACD, the parties to the contract are the AAA and the provider.  The AAA establishes general and special terms and conditions for outside contracts, however, the AAA must incorporate all of the terms, conditions, and statements of work from the ACD contract into the contract with the provider.  
C. Medicaid contracts and the DSHS Agency Contracts Database – All DSHS Medicaid contracts with the exception of home care agency services are set up to be executed directly in the ACD.  All outside contracts must be entered into the ACD appropriately and in signed status before providers can be paid through ProviderOne.  Please see the ACD Manual for detailed instructions.  AAAs may execute Medicaid contracts outside of the ACD only under the following circumstances.  
1. The contract is for home care services.  Upon execution of a home care agency contract, the AAA must send contact information for the owner or head of the home care agency to the State Unit on Aging Home Care Agency Program Manager.  
2. The AAA has an existing contract for an identical service funded through Older American’s Act or State funds budgeted by the AAA 

3. All definitions, qualifications, statement of work and other clauses specific to the DSHS Medicaid contract in the Agency Contract Database are incorporated and no additional terms are required to provide Medicaid services.  This does not prohibit AAAs from imposing reasonable additional requirements, specifying service delivery area, or requiring providers to meet local insurance requirements per policies listed in Section IV. Overarching Provider Selection Principles, Policies F., G., and H.
4. The AAA incorporates the appropriate terms and conditions as required in Section VII. Specific Medicaid Provider Contracting Procedures, Policy B. Medicaid contract terms and parties.  

D. Insurance for Medicaid providers – Specific insurance requirements are specified in the DSHS ACD contract for each provider type.  Insurance certificates must remain up to date in the provider file.  AAAs must follow the ACD contract language which will specify whether DSHS and the AAA must be listed as an additional insured.  Under limited circumstances, AAAs may decide to accept an insurance waiver request from providers who report a hardship to the mandatory insurance requirements.  Before the AAA approves the waiver, the AAA must receive and review information from the provider outlining the reason for the hardship.  If the AAA agrees with the reason for the hardship, they must then send a request on the DSHS insurance requirements exception to policy form to the ALTSA AAA Specialist for approval.  ALTSA will review the form and issue a response in writing to the AAA whether the insurance requirement may be waived.  See Section IX. Tools and Templates for a DSHS insurance requirements exception to policy form.  
E. Subcontracts by Medicaid providers - Home care agencies and Community Choice Guides may not subcontract for direct services under any circumstances.  For Community Choice Guides, this includes paying for services that must be provided in a separate DSHS contract such as moving or janitorial services.  Any other direct service subcontracts by providers of Medicaid funded services must include all of the terms and conditions from the DSHS contract template and the relevant statement of work language from the ACD.  Subcontract approval must follow VI. Overarching Contracting Procedures, Policy D. Subcontracts by providers.      

F. Payment for DSHS Medicaid services – Payment for DSHS Medicaid services must be made through ProviderOne unless an exception is granted from ALTSA in advance.  

G. Required DSHS forms, screenings, and background checks – All Medicaid providers must complete a DSHS Contractor Intake form, Medicaid Provider Disclosure Statement, and DSHS Background Check Authorization form prior to signing a contract.  Documents must be maintained in the provider contract file.  Providers must pass all screenings and background checks prior to signing a contract, which include the following.  

1. Contractor Intake Form – AAAs must collect and maintain all documentation requested on this form in the provider file.  AAAs shall exercise caution when contracting with any providers who had a previous state contract terminated for default.  
2. Medicaid Provider Disclosure Statement (MPDS) - Anyone with ownership interest of 5% or more, officers, managing employees, and members of an entity’s board of directors must be screened through the Social Security Death Master List, List of Excluded Individuals/Entities administered by the US Department of Health and Human Services Office of Inspector General, and the Excluded Parties List System/System for Award Management administered by the US General Services Administration.  These screenings will be completed by ALTSA and verified in the ACD.  Please see the ACD Manual for detailed instructions.  This form is current for two years as long as provider ownership has not changed.  AAAs may rely on ACD to verify whether the provider has an “Intake/Disclosure Form” check in the ACD within the last two years. 
3. DSHS Background Check Authorization – A DSHS background check must be run through the DSHS Background Check Central Unit (BCCU) on the individual with legal responsibility for the agency.  This individual will be referred to as the contractor.  The contractor must not have a disqualifying crime per the BCCU results letter.  If the contractor will have unsupervised access to vulnerable adults, the AAA must consider any non-disqualifying results such as convictions, pending charges, or negative actions and may use the following factors: 

a. Whether you have a reasonable, good faith belief that he or she would be unable to meet the care needs of clients (e.g., if he or she would be responsible for driving the client, and has multiple DUIs) 

b. Vulnerability of the clients and the service that will be provided
c. Behaviors since the conviction(s), negative action(s) or other adverse behavior(s)
d. Pattern of offenses or other behaviors that may put clients at risk  (e.g., if he or she would be working for a client with dementia, and has recent theft convictions)  

e. Number of years since the conviction(s), negative action(s), or other issue(s) 

f. Whether he or she self-disclosed the conviction(s), pending charge(s) and/or negative action(s)
g. Other health and safety concerns
H. Updating required DSHS required forms, screenings and background checks – The documents below are required to maintain or renew a contract that contains Medicaid funds.  Contract renewal is based on the contract end date documented in the ACD.  AAAs may seek and rely upon information from other AAAs that have a current Medicaid contract with the provider to renew a contract, however, files must remain complete and current at each AAA that holds a contract.  

1. Information contained in the Contractor Intake Form including attached supporting documentation such as the W-9, business license, and insurance certificate.  AAAs may require providers to complete a new Contractor Intake form or use the Contractor Information Update for existing DSHS contractors.  Information in the ACD must be updated to reflect any new information.  All information shall remain current and be updated upon expiration or when changes with the provider occur.  
2. Medicaid Provider Disclosure Statement (MPDS) – This form is current for two years as long as provider ownership has not changed.  Contracts that span four years must have a biennial MPDS update.  AAAs may rely on ACD to verify whether the provider has an “Intake/Disclosure Form” check in the ACD within the last two years.
3. DSHS Background Check Authorization – Background checks must be completed every two years on the individual with legal responsibility for the agency (a.k.a. contractor).  If a contractor changes, a background check must be run on the new contractor prior to executing a new contract.  Contracts that span four years must have a biennial background check run on the contractor.  Background checks must be reviewed per Section VII. Specific Medicaid Provider Contracting Procedures, Policy G. Required DSHS forms, screenings, and background checks.   
I. Contracted home care agency acquisitions – Any entity acquiring a Washington State contracted home care service provider must meet the provider qualifications for a home care agency listed on the Medicaid LTSS provider qualification website with the following exception: 

1. If the entity does not have at least three years’ experience in Washington State as a licensed in-home service provider in the home care agency category, the entity must have at least three consecutive years of experience as a licensed in-home service provider to medically frail and/or functionally disabled persons in at least one state.  

J. Medical providers – All medical providers must have a Core Provider Agreement (CPA) with the Health Care Authority to be paid in ProviderOne.  Each contractor must have the same taxonomy in the DSHS ACD contract and ProviderOne system. The EIN/SSN must be the same in ProviderOne and the ACD to get the correct taxonomy assigned. If a provider needs a Core Provider Agreement, it will be indicated as a qualification in the Medicaid Provider Application. 
K. Maintaining and managing access to a list of Medicaid contracted agencies – AAAs must maintain a list of Medicaid contracted agencies that can be easily accessed by case management staff at AAA, HCS, and DDA, ALTSA AAA Specialists and Resource Developers.  The list must be updated and provided to appropriate parties to reflect any changes at least quarterly.  It is recommended that this list be posted on the AAAs website.  If this information is not easily posted on the AAAs website, the AAA shall ensure the ALTSA sharepoint site has the most current version of the contracts list.  Any changes that occur between quarters may be communicated via other means (such as email or fax) to regional contacts and must include at minimum the HCS Regional Administrator, DDA Regional Administrator, AAA Case Management Program Manager, ALTSA AAA Specialist and ALTSA Resource Developer.  
L. Medicaid contract termination – AAAs do not have the authority to terminate DSHS contracts in the ACD.  Terminations do not need to be requested for contracts that have not been signed or have expired.  If a AAA wishes to terminate Medicaid contracts for convenience or default in accordance with the clauses in the contract, they must follow the procedures below:
1. Termination for convenience – The AAA will send a termination for convenience request to the ALTSA HCS or DDA contracts manager with a copy of the contracts cover page and the reason for termination.  The ALTSA HCS or DDA contracts manager will terminate the contract, enter the termination date into the ACD, and send a copy of the termination letter to the AAA.

2. Termination for default – The AAA will send a termination for default request to the ALTSA AAA Specialist with a copy of the contracts cover page, the reason for termination, and relevant justification documentation.  ALTSA must consult with DSHS Central Contract and Legal Services department before a termination for default may occur.  If the termination for default is approved, Central Contracts Legal Services will terminate the contract in the ACD and send notification to the requesting AAA.         
VIII. Contract Monitoring Principles for AAAs

(this section is left INTENTIONALLY blank)

IX. Tools and Templates 

A. Tools and Templates: V. Specific Medicaid Provider Selection Principles 

1. Policy G. Provider application tracking: Sample Tracking Sheet


[image: image1.emf]Provider application  tracking sheet TEMPLATE.docx


B. Tools and Templates: VII. Specific Medicaid Provider Contracting Procedures
1. Policies G. & H. Required DSHS forms, screenings, and background checks: Forms and instructions

[image: image2.emf]Contractor Intake  Form 5.2015.doc
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Background Check Authorization Form
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2. Policy D. Insurance for Medicaid Providers: Insurance requirements exception to policy form

[image: image6.emf]Insurance  Requirements ETP request.docx
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Contractor Intake

Instructions



		All New DSHS Contractors must:

· Complete, sign and submit the Intake Form to the Department of Social and Health Services (DSHS).

· Register in the Statewide Payee Registration System.  This system is maintained by the Washington State Department of Enterprise Services (DES) to process payments for all Washington state agencies.  To register, follow the online instructions at http://des.wa.gov/services/ContractingPurchasing/Business/VendorPay/Pages/default.aspx .    You must complete this step in order to be paid.


Please do not return this DSHS Contractor Intake Form to DES; they will not process it.

All Existing DSHS Contractors who have changed their business name or business organization, or experienced other significant changes, must:


· Update their information in the Statewide Payee Registration System by following the instructions at http://des.wa.gov/services/ContractingPurchasing/Business/VendorPay/Pages/default.aspx .


· Complete, sign and submit a new Contractor Intake form to the Department of Social and Health Services (DSHS).


Section One:  Contractor Name/Business Organization


1.
Contractor name. 


· For an Individual or Sole Proprietor, enter your name as shown on your Social Security card on the “Name” line.  Sole Proprietors provide Last Name, First Name, Middle Name, and Suffix.

· Other entities.  Enter your business name as shown on the legal document creating the entity.

    2.
Business Organization.   Please mark only one.  


· If you are a nonresident alien foreign person or a business entity established in another state or country, the IRS may require you to complete Form W-8.  


· If you are a Non-profit Corporation or a Faith-Based Non-Profit Corporation attach a copy of your 501(c) status.  


3.
Taxpayer Identification Number (TIN).     

· Individual or Sole Proprietor - If you are a sole proprietor you may enter either your Social Security Number (SSN), or if you have one, your federal Employer Identification Number (EIN). 


· Other Business Entities - Enter the entity’s Employer Identification Number (EIN).  If the entity does not have an EIN, enter the SSN of the owner of the business.  


· Resident alien.  -  If you are a resident alien and you do not have and are not eligible to get an SSN, your TIN is your IRS individual taxpayer identification number (ITIN). Enter it in the SSN box.     


4. Default Reported, Fiscal Year, UBI Number, Business License, and DUNS Number.  


· List any contracts that you have had with the state that have been terminated for default. 


· Provide your fiscal year end date.  


· Provide your Washington State Uniform Business Identifier (UBI) Number. 


· Attach a copy of your State Master Business License.  You may be exempt from registering with the State of Washington under certain circumstances. For more information review: http://bls.dor.wa.gov/faqlicense.aspx

· Provide your Dun and Bradstreet (DUNS) Number.        


Section Two:  Contractor Primary Address   Enter the primary address information of your business.   If you are completing this form for a new DSHS contract, and you want to provide a contract-specific address in addition to your primary one, please do so in Section Five.   


Section Three:  Contractor Ownership   Check those that, in your opinion, apply to your organization.  If you have a certification number, please provide that also.  For the definition of microbusiness, minibusiness and small business, See RCW 39.26.010 (19), (20) and (21)

Section Four:  Contractor Contact Person(s)   Enter the primary contact information, and job title, for your business.  If you are completing this form for a new DSHS contract, and you want to provide a contract-specific contact person other than your primary one, please do so in Section Five.  


Section Five:  Additional Information

1.
Contractor Additional Addresses.   If applicable, provide additional addresses used for DSHS Contracts.  


2.
Contractor Additional Staff.    If applicable, provide additional staff information for DSHS Contracts.  Additional staff may include those who have authority to sign a DSHS contract on behalf of the business, and are referred to as a signatory.  

Section Six:  Contractor Certification   You must sign, date, and return this form before DSHS will issue a contract.  
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Contractor Intake



		Section One:  Contractor Name/Business Organization
(DSHS staff enter on ACD Intake Detail screen)



		1.
CONTRACTOR NAME
     

		DBA OR FACILITY NAME


     



		2.
BUSINESS ORGANIZATION


 FORMCHECKBOX 
  Individual or Sole Proprietor
 FORMCHECKBOX 
  General Partnership


 FORMCHECKBOX 
  Non-Profit Corporation (Attach a copy of 501(c) status)
 FORMCHECKBOX 
  Limited Liability Partnership (LLP)

 FORMCHECKBOX 
  For Profit Corporation
 FORMCHECKBOX 
  Limited Liability Limited Partnership (LLLP) 

 FORMCHECKBOX 
  Faith Based (FBO) Non-Profit Corporation
 FORMCHECKBOX 
  Limited Liability Company, filing as a Corporation 

 FORMCHECKBOX 
  Faith Based (FBO) Unincorporated
 FORMCHECKBOX 
  Limited Liability Company, filing as a Partnership 

 FORMCHECKBOX 
  Governmental Entity
 FORMCHECKBOX 
  Limited Liability Company, filing as a Sole Proprietor

 FORMCHECKBOX 
  Foreign Person or Entity


If your business is NOT a sole proprietorship,
attach a list of the partners, members, directors, officers, and board members.



		3.
TAXPAYER IDENTIFICATION NUMBER (TIN)


Enter your TIN in the appropriate box.  

· For individuals, this may be your Social Security Number (SSN).


· For other entities, it is your Employer Identification Number.

		
Social Security Number


OR


Employer Identification Number

		
     

(Enter all 9 numbers,


NO DASHES)

     

(Enter all 9 numbers,


NO DASHES)



		4.
 DEFAULT REPORTED, FISCAL YEAR, UBI NUMBER, BUSINESS LICENSE, AND DUNS NUMBER

Have you had any contract with the state terminated for default?   FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No



If yes, attach a list of terminated contracts with an explanation why each contract was terminated.


Is your fiscal year end the same as the calendar year (January 1 through December 31)?   FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No

If the answer is no, what is your fiscal year end date?       

What is your Washington State Uniform Business Identifier (UBI) Number?         (Enter all 9 numbers, NO DASHES)

Attach a copy of your current Washington State Master Business License.


If you do not have a Washington State Master Business License, explain below why you are exempt from registering your business with the State of Washington.  (See page 1 for information on exemptions.)


     



		What is your Dun and Bradstreet (DUNS) number?         (Enter all nine numbers, NO DASHES.



		Section Two:  Contractor Primary Address
(DSHS staff enter on ACD Intake Detail screen)



		CONTRACTOR PRIMARY ADDRESS (NUMBER, STREET, AND APARTMENT OR SUITE NUMBER)
     



		CITY, STATE, AND ZIP CODE


     



		EMAIL ADDRESS


     

		COUNTY WHERE PRIMARY ADDRESS IS (FOR OUT-OF-STATE CONTRACTORS)


     



		PHONE NUMBER (INCLUDE AREA CODE)


(     )      

		FAX NUMBER (INCLUDE AREA CODE)


(     )      





		Section Three:  Contractor Ownership Type
(DSHS staff enter, as applicable, on ACD Intake Detail screen)



		In your opinion, do you consider your business to be one or more of the following?  If so, please check the boxes that apply.                                                                                           



YES
NO

Disadvantaged Business Enterprise
 FORMCHECKBOX 

     FORMCHECKBOX 


Woman Owned Business Enterprise
 FORMCHECKBOX 

     FORMCHECKBOX 


Minority Owned Business Enterprise
 FORMCHECKBOX 

     FORMCHECKBOX 


Veteran Owned Business Enterprise
 FORMCHECKBOX 

     FORMCHECKBOX 

    

Community Based Organization
 FORMCHECKBOX 

     FORMCHECKBOX 


Microbusiness
 FORMCHECKBOX 

     FORMCHECKBOX 


Minibusiness
 FORMCHECKBOX 

     FORMCHECKBOX 


Small Business
 FORMCHECKBOX 

     FORMCHECKBOX 


		If your business is Certified by Washington State’s Office of Minority and Women Owned Business Enterprises (OMWBE) http://www.omwbe.wa.gov, or Department of Veterans Affairs (DVA), enter the certification number.


     


     


     


     




		Section Four:  Contractor Primary Contact Person
(DSHS staff enter on ACD Intake Detail screen)



		Primary contact person is a(n):


 FORMCHECKBOX 
  Owner 
   FORMCHECKBOX 
  Officer or Board Member      FORMCHECKBOX 
  Partner      FORMCHECKBOX 
  Staff Member      FORMCHECKBOX 
  Elected Official


 FORMCHECKBOX 
  Other (please identify)      
 (DSHS staff enter as applicable on ACD)


Is the primary contact person authorized to sign contracts?
 FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No
  



		PRIMARY CONTACT NAME AND JOB TITLE

     

		PHONE NUMBER (INCLUDE AREA CODE)


(     )      



		FAX NUMBER (INCLUDE AREA CODE)


(     )      

		PRIMARY CONTACT EMAIL ADDRESS


     



		PAGER NUMBER (INCLUDE AREA CODE)


(     )      

		CELLULAR PHONE NUMBER (INCLUDE AREA CODE)


(     )      



		Section Five:  Additional Information
(DSHS staff enter on Intake Detail – Sub Information Summary screens)



		1.
ADDITIONAL CONTRACTOR ADDRESSES:
IF YOU HAVE MORE THAN TWO ADDITIONAL ADDRESSES, YOU MAY ATTACH 
A LISTING OF ADDITIONAL ADDRESSES.



		ADDRESS DESCRIPTION

		ADDITIONAL ADDRESS (NUMBER, STREET, AND APARTMENT OR SUITE NUMBER)
     



		 FORMCHECKBOX 
  Billing address


 FORMCHECKBOX 
  Facility address


 FORMCHECKBOX 
  Mailing address

		



		

		CITY, STATE, AND ZIP CODE


     



		PHONE NUMBER (INCLUDE AREA CODE)


(     )      

		COUNTY WHERE PRIMARY ADDRESS IS (FOR OUT-OF-STATE CONTRACTORS)


     



		FAX NUMBER (INCLUDE AREA CODE)


(     )      

		EMAIL ADDRESS


     



		



		ADDRESS DESCRIPTION

		ADDITIONAL ADDRESS (NUMBER, STREET, AND APARTMENT OR SUITE NUMBER)
     



		 FORMCHECKBOX 
  Billing address


 FORMCHECKBOX 
  Facility address


 FORMCHECKBOX 
  Mailing address

		



		

		CITY, STATE, AND ZIP CODE


     



		PHONE NUMBER (INCLUDE AREA CODE)


(     )      

		COUNTY WHERE PRIMARY ADDRESS IS (FOR OUT-OF-STATE CONTRACTORS)


     



		FAX NUMBER (INCLUDE AREA CODE)


(     )      

		EMAIL ADDRESS


     





		2.
ADDITIONAL STAFF:
IF YOU HAVE MORE THAN TWO ADDITIONAL STAFF (LISTED BELOW), WHO ARE ALSO RELEVANT TO YOUR DSHS CONTRACTS, PLEASE PROVIDE INFORMATION ABOUT THOSE STAFF ON A SEPARATE PAGE.



		Additional staff person is a(n):



 FORMCHECKBOX 
  Officer or Board Member      FORMCHECKBOX 
  Partner      FORMCHECKBOX 
  Staff Member      FORMCHECKBOX 
  Elected Official



 FORMCHECKBOX 
  Other (please identify)      
 (DSHS staff enter as applicable on ACD)


Is the additional staff authorized to sign contracts?
 FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No


Is the additional staff a contact for DSHS contracts?
 FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No
  



		ADDITIONAL STAFF NAME


     

		PHONE NUMBER (INCLUDE AREA CODE)


(     )      



		FAX NUMBER (INCLUDE AREA CODE)


(     )      

		ADDITIONAL STAFF EMAIL ADDRESS


     



		PAGER NUMBER (INCLUDE AREA CODE)


(     )      

		CELLULAR PHONE NUMBER (INCLUDE AREA CODE)


(     )      



		



		Additional staff person is a(n):



 FORMCHECKBOX 
  Officer or Board Member      FORMCHECKBOX 
  Partner      FORMCHECKBOX 
  Staff Member      FORMCHECKBOX 
  Elected Official



 FORMCHECKBOX 
  Other (please identify)      
 (DSHS staff enter as applicable on ACD)


Is the additional staff authorized to sign contracts?
 FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No


Is the additional staff a contact for DSHS contracts?
 FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No
  



		ADDITIONAL STAFF NAME


     

		PHONE NUMBER (INCLUDE AREA CODE)


(     )      



		FAX NUMBER (INCLUDE AREA CODE)


(     )      

		ADDITIONAL STAFF EMAIL ADDRESS


     



		PAGER NUMBER (INCLUDE AREA CODE)


(     )      

		CELLULAR PHONE NUMBER (INCLUDE AREA CODE)


(     )      



		Section Six:  Contractor Certification
(DSHS staff enter on ACD Intake Detail as Intake Form Date)



		You must sign, date, and return this form.



		I certify, under penalty of perjury as provided by the laws of the State of Washington, that all of the foregoing statements are true and correct, and that I will notify DSHS of any changes in any statement.     



		SIGNATURE
DATE




     

		PRINTED NAME


     



		

		TITLE


     



		ATTACHED SUPPORTING DOCUMENTATION CHECKLIST


 FORMCHECKBOX 
  Copy of your W-9 - Request or Taxpayer Identification Number and Certification


 FORMCHECKBOX 
  Copy of statement showing non-profit 501(c) status (if applicable)


 FORMCHECKBOX 
  List of partners, members, directors, officers, and board members (not applicable to sole proprietors)


 FORMCHECKBOX 
  Copy of your Washington State Master Business License or proof of exemption

 FORMCHECKBOX 
  List of any contracts you have had with the state that have been terminated for default, including a brief explanation (if applicable) 


 FORMCHECKBOX 
  List of Additional Addresses (if applicable)


 FORMCHECKBOX 
  List of Additional Staff (if applicable)


 FORMCHECKBOX 
  Copy of your Certificate of Insurance (if applicable)
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ACD Check Screen



Indicate that the IP Intake or MPDS form is received by entering a new Check in the Agency Contracts Database (ACD).







Create “New” record

Select “All Contracts”

Do not change date

Select “Intake/Disclosure Form 

Save the record



































Enter Info on Staff Section

Using the “Staff” section Input Owner, Board of Directors, and Managing Employee information into the Staff section of the ACD. Please note, sole proprietors and IPs are considered an owner. 

KEY: Be sure to select “Yes” for “Managing Employee/BOD” 











Create “New” record OR “Edit” existing

Enter staff info from the Intake or MPDS form

Select “Yes” to the right of the “Managing Employee/BOD” field for all persons that require validation.

Save the record































Check Validation 5 Days Later



Verify the contractor has passed validation prior to DSHS signing the contract.





Prior to having the contract signed by DSHS review the “Checks” screen to make sure the Validation was passed.

If Yes – Contract can be signed

If no validation results show, and the check record was entered more than 5 days prior, contact your HQ Key Contract Coordinator.

If the Contractor did not pass validation, contact Melissa Diebert with any questions.
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Contractor Information Update (for existing DSHS contractors)



		Section One:
This section is for existing Contractors to provide current information as applicable.



		Please complete the table below.

· Please complete your contact name, address, or name of person authorized to sign DSHS contracts, and enter those updates in the right column. 


· If you need to update other information on record, you must complete a new Contractor Intake Form.  Contact the person who sent you this form.


· If you need to update your self-reported or certified status as a Women Owned Business Enterprise (WBE), Minority Owned Business Enterprise (MBE), Disadvantaged Business Enterprise (DBE), Community-Based Organization (CBO), or Faith Based Organization (FBO), you must complete a new Contractor Intake Form.  Contact the person who sent you this form.



		Information Description

		Contractor Information



		Contractor Name:

		 



		Business Organization:

		 



		TIN or SSN:

		 



		Contracts Terminated for Default:

		 



		Fiscal Year End:

		 



		UBI Number:

		 



		Primary Contact Name:

		 



		Primary Address:

		     



		Name of Person who signs DSHS Contracts:

		 



		Section Two:
Address and/or Staff.  This section allows you to add an address and/or staff person for this DSHS Contract.



		· Is the primary address listed above the address DSHS should use for this contract?
 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No


(If your answer is yes, proceed to next bullet.  If your answer is no, provide the address for this contract on Page 2.) 


· Is the primary contact name listed above the person DSHS should contact for this contract?
 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No


(If your answer is yes, proceed to next bullet.   If your answer is no, provide the contact person for this contract on Page 2.) 


· Will the person who signs DSHS contracts listed above be signing this DSHS contract? 
 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No


(If your answer is yes, proceed to Section Three.  If your answer is no, provide the name of the person who will sign this contract on Page 2.)  



		Section Three:
Information Update Authorization



		Please insert today’s date (     
) as the date you updated your contractor information. Please insert your name and title 
(     
,      
) as the person authorized to update your contractor information.

E-mail or fax your completed form to the person who sent you this form.  





		Address DSHS should use for this Contract (If you have additional addresses for this Contract, attach a listing of additional addresses.)



		 FORMCHECKBOX 
  Billing Address     


 FORMCHECKBOX 
  Facility Address    


 FORMCHECKBOX 
  Mailing Address

		ADDRESS FOR THIS CONTRACT (NUMBER, STREET, AND APARTMENT OR SUITE NUMBER)
     



		

		CITY, STATE, AND ZIP CODE


     



		PHONE NUMBER (INCLUDE AREA CODE)


(     )      

		COUNTY WHERE ADDRESS IS (FOR OUT-OF-STATE CONTRACTORS)


     



		FAX NUMBER (INCLUDE AREA CODE)


(     )      

		EMAIL ADDRESS


     



		Contact Person DSHS should use for this Contract (If you have additional contact persons for this Contract, attach a listing of additional contact persons.)



		Contact person for this Contract is a(n):



 FORMCHECKBOX 
  Officer or Board Member      FORMCHECKBOX 
  Partner      FORMCHECKBOX 
  Staff Member      FORMCHECKBOX 
  Elected Official



 FORMCHECKBOX 
  Other (please identify)      
 (DSHS staff enter as applicable on ACD)


Is the contact person authorized to sign contracts?
 FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No


Is the contact person a contact for this DSHS contract?
 FORMCHECKBOX 
  Yes
  



		CONTACT PERSON’S NAME


     

		CONTACT PERSON’S EMAIL ADDRESS


     



		PHONE NUMBER (INCLUDE AREA CODE)


(     )      

		FAX NUMBER (INCLUDE AREA CODE)


(     )      

		PAGER NUMBER (INCLUDE AREA CODE)


(     )      

		CELLULAR PHONE NUMBER (INCLUDE AREA CODE)


(     )      



		Person who will be signing this Contract (If the contact person entered above will also sign this Contract, you don’t need to enter their information again.)



		Person authorized to sign this Contract is a(n):



 FORMCHECKBOX 
  Officer or Board Member      FORMCHECKBOX 
  Partner      FORMCHECKBOX 
  Staff Member      FORMCHECKBOX 
  Elected Official



 FORMCHECKBOX 
  Other (please identify)      
 (DSHS staff enter as applicable on ACD)


Is person authorized to sign this contract?
 FORMCHECKBOX 
  Yes     


Is person a contact for this DSHS contract?
 FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No



		CONTACT PERSON’S NAME


     

		CONTACT PERSON’S EMAIL ADDRESS


     



		PHONE NUMBER (INCLUDE AREA CODE)


(     )      

		FAX NUMBER (INCLUDE AREA CODE)


(     )      

		PAGER NUMBER (INCLUDE AREA CODE)


(     )      

		CELLULAR PHONE NUMBER (INCLUDE AREA CODE)


(     )      



		Section Four:
Contractor Certification



		You must sign, date and return this form.


I certify under penalty of perjury as provided by the laws of the State of Washington, that all of the foregoing statements are true and correct and that I will notify DSHS of any changes in any statement.



		SIGNATURE
DATE


     

		PRINTED NAME

     

		TITLE

     





DSHS 27-044A (REV. 02/2013)
Page 2 of 2




REQUEST FOR EXCEPTION TO POLICY

DSHS ADMINISTRATIVE POLICY 13.13

INSURANCE REQUIREMENTS FOR CONTRACTS





[bookmark: Text5]HCS/AAA Contract Staff Submitting Request:       

[bookmark: Text6][bookmark: Text7]Phone #:       			Email:       



[bookmark: Text8]Contractor Name:       

[bookmark: Text9]Contracted Service:       

[bookmark: Text10]Contract #:       





[bookmark: Text1]Request is to waive the following requirement(s):       



[bookmark: Text2]Reason waiver is necessary:       



[bookmark: Check1][bookmark: Check2]HCS/AAA contract staff endorses request? 	 |_|Yes	|_|No



[bookmark: Text4]Comments from HCS/ AAA Contract Staff (if any):       





[bookmark: Text3]If granted, this exception to policy will be effective as of       and will be reviewed every 2 years.







I hereby recommend approval of this request:



_____________________________________________________________________

HCS HQ Program Manager					Date





I hereby recommend approval of this request:



_____________________________________________________________________

April Hassett, MSD Contract Manager						Date





I hereby grant approval of this waiver request:



_____________________________________________________________________

Bill Moss, ALTSA Assistant Secretary					Date





Attachment:

· Copy of proposed contract

Revised Feb 2014
























		[image: ]

			AGING AND LONG-TERM SUPPORT ADMINISTRATION

	DEVELOPMENTAL DISABILITIES ADMINISTRATION

	BEHAVIORAL HEALTH AND SERVICE INTEGRATION ADMINISTRATION    

	Medicaid Provider Disclosure Statement



		Completion and submission of this form is a federal and state requirement and a condition of participation in Medicaid reimbursement (see instructions for specific citations). Full and accurate disclosure of ownership as well as financial, managerial, and controlling interests is required. Submission of this form to DSHS is also required for changes in ownership, managing employees, or controlling interests. Any failure to submit the requested information may cause the Department to refuse to enter into an agreement or contract with the individual or entity, or to terminate existing agreements. See the instructions for definitions of the terms used in this form.

Please answer all questions as of the current date. If additional space is needed use an attached sheet.  

Sections:

I. Identifying Information of Provider Entity 	VI. Criminal Offenses

II. Individuals with Ownership Interest  	VII. Suspension or Debarment

III. Managing Employees and other Controlling Interests	VIII. Status Changes

IV. Organizations with Ownership or Management Interest	IX. Signature

V. Subcontractor Information



		[bookmark: I]I. Enrolling Provider’s Information (see instructions)



		PROVIDER NAME (LEGAL NAME)

      

		FEDERAL TAX ID:  SSN  /  FEIN

     



		DOING BUSINESS AS (DBA)

     

		NATIONAL PROVIDER IDENTIFIER (NPI)

     



		[bookmark: II]II. Individuals with Ownership Interest (see instructions)



		List each individual who has direct or indirect ownership, separately or in combination, amounting to an ownership interest of 5% or more of the provider listed in Section I. Attach additional pages as necessary. 



		FIRST NAME  

     

		LAST NAME 

     

		DATE OF BIRTH 

     



		SOCIAL SECURITY NUMBER 

     

		START DATE

     

		OWNERSHIP PERCENTAGE

          



		STREET NAME AND NUMBER, SUITE, ROOM, ETC.	CITY	STATE	ZIP CODE

     	     	  	     



		If the individual being disclosed is related (spouse, parent, child, sibling) to another owner, managing employee, or individual with controlling interest of the provider listed in Section I, list related individual(s):



		FIRST NAME  

     

		LAST NAME 

     

		RELATIONSHIP

     



		FIRST NAME  

     

		LAST NAME 

     

		RELATIONSHIP

     



		List each individual who has direct or indirect ownership, separately or in combination, amounting to an ownership interest of 5% or more of the provider listed in Section I. Attach additional pages as necessary. 



		FIRST NAME  

     

		LAST NAME 

     

		DATE OF BIRTH 

     



		SOCIAL SECURITY NUMBER 

     

		START DATE

     

		OWNERSHIP PERCENTAGE

          



		STREET NAME AND NUMBER, SUITE, ROOM, ETC.	CITY	STATE	ZIP CODE

     	     	  	     



		If the individual being disclosed is related (spouse, parent, child, sibling) to another owner, managing employee, or individual with controlling interest of the provider listed in Section I, list related individual(s):



		FIRST NAME  

     

		LAST NAME 

     

		RELATIONSHIP

     



		FIRST NAME  

     

		LAST NAME 

     

		RELATIONSHIP

     








		II. Individuals with Ownership Interest (continued) 



		List each individual who has direct or indirect ownership, separately or in combination, amounting to an ownership interest of 5% or more of the provider listed in Section I. Attach additional pages as necessary. 



		FIRST NAME  

     

		LAST NAME 

     

		DATE OF BIRTH 

     



		SOCIAL SECURITY NUMBER 

     

		START DATE

     

		OWNERSHIP PERCENTAGE

          



		STREET NAME AND NUMBER, SUITE, ROOM, ETC.	CITY	STATE	ZIP CODE

     	     	  	     



		If the individual being disclosed is related (spouse, parent, child, sibling) to another owner, managing employee, or individual with controlling interest of the provider listed in Section I, list related individual(s):



		FIRST NAME  

     

		LAST NAME 

     

		RELATIONSHIP

     



		FIRST NAME  

     

		LAST NAME 

     

		RELATIONSHIP

     



		List each individual who has direct or indirect ownership, separately or in combination, amounting to an ownership interest of 5% or more of the provider listed in Section I. Attach additional pages as necessary. 



		FIRST NAME  

     

		LAST NAME 

     

		DATE OF BIRTH 

     



		SOCIAL SECURITY NUMBER 

     

		START DATE

     

		OWNERSHIP PERCENTAGE

          



		STREET NAME AND NUMBER, SUITE, ROOM, ETC.	CITY	STATE	ZIP CODE

     	     	  	     



		If the individual being disclosed is related (spouse, parent, child, sibling) to another owner, managing employee, or individual with controlling interest of the provider listed in Section I, list related individual(s):



		FIRST NAME  

     

		LAST NAME 

     

		RELATIONSHIP

     



		FIRST NAME  

     

		LAST NAME 

     

		RELATIONSHIP

     



		[bookmark: III]III. Managing Employees and other Controlling Interests (see instructions)



		List each managing employee and other controlling interests (e.g. members of a board of directors or an officer) of the provider listed in Section I. Attach additional pages as necessary. 



		FIRST NAME  

     

		LAST NAME 

     



		DATE OF BIRTH 

     

		SOCIAL SECURITY NUMBER 

     

		START DATE

     



		STREET NAME AND NUMBER, SUITE, ROOM, ETC.	CITY	STATE	ZIP CODE

     	     	  	     



		If the individual being disclosed is related (spouse, parent, child, sibling) to another owner, managing employee, or controlling interest of the provider listed in Section I, list related individual(s):



		FIRST NAME  

     

		LAST NAME 

     

		RELATIONSHIP

     



		FIRST NAME  

     

		LAST NAME 

     

		RELATIONSHIP

     



		List each managing employee and other controlling interests (e.g. members of a board of directors or an officer) of the provider listed in Section I. Attach additional pages as necessary. 



		FIRST NAME  

     

		LAST NAME 

     



		SOCIAL SECURITY NUMBER 

     

		START DATE

     

		DATE OF BIRTH 

     



		STREET NAME AND NUMBER, SUITE, ROOM, ETC.	CITY	STATE	ZIP CODE

     	     	  	     



		III. Managing Employees and Other Controlling Interests (continued) 



		If the individual being disclosed is related (spouse, parent, child, sibling) to another owner, managing employee, or controlling interest of the provider listed in Section I, list related individual(s):



		FIRST NAME  

     

		LAST NAME 

     

		RELATIONSHIP

     



		FIRST NAME  

     

		LAST NAME 

     

		RELATIONSHIP

     



		List each managing employee and other controlling interests (e.g. members of a board of directors or officers)of the provider listed in Section I. Attach additional pages as necessary. 



		FIRST NAME  

     

		LAST NAME 

     



		SOCIAL SECURITY NUMBER 

     

		START DATE

     

		DATE OF BIRTH 

     



		STREET NAME AND NUMBER, SUITE, ROOM, ETC.	CITY	STATE	ZIP CODE

     	     	  	     



		If the individual being disclosed is related (spouse, parent, child, sibling) to another owner, managing employee, or controlling interest of the provider listed in Section I, list related individual(s):



		FIRST NAME  

     

		LAST NAME 

     

		RELATIONSHIP

     



		FIRST NAME  

     

		LAST NAME 

     

		RELATIONSHIP

     



		[bookmark: IV]
IV. Organizations with Ownership or Management Interest (see instructions)



		List each office, organization, corporation or entity that has a management interest or direct / indirect ownership separately or in combination, amounting to an ownership interest of 5% or more in the provider listed in Section I. Attach additional pages as necessary. 



		ORGANIZATION NAME (LEGAL NAME)

     

		FEDERAL TAX ID - FEIN

     

		CHECK ONE

 |_| Ownership Interest                              

 |_| Management Interest



		DOING BUSINESS AS (DBA)

     

		START DATE

     

		OWNERSHIP PERCENTAGE

     



		PRIMARY BUSINESS STREET ADDRESS	CITY	STATE	ZIP CODE

     	     	  	     



		Mailing Address (PO Box) for the disclosed organization, if different from Primary Business Address



		MAILING ADDRESS	CITY	STATE	ZIP CODE

     	     	  	     



		Business Locations for the disclosed organization, if different from the Primary Business Address



		STREET NAME AND NUMBER, SUITE, ROOM, ETC.	CITY	STATE	ZIP CODE

     	     	  	     



		STREET NAME AND NUMBER, SUITE, ROOM, ETC.	CITY	STATE	ZIP CODE

     	     	  	     



		List each office, organization, corporation or entity that has a management interest or direct / indirect ownership separately or in combination, amounting to an ownership interest of 5% or more in the provider listed in Section I. Attach additional pages as necessary. 



		ORGANIZATION NAME (LEGAL NAME)

     

		FEDERAL TAX ID - FEIN

     

		CHECK ONE

 |_| Ownership Interest                              

 |_| Management Interest



		DOING BUSINESS AS (DBA)

     

		START DATE

     

		OWNERSHIP PERCENTAGE

     



		PRIMARY BUSINESS STREET ADDRESS	CITY	STATE	ZIP CODE

     	     	  	     



		Mailing Address (PO Box) for the disclosed organization, if different from Primary Business Address



		MAILING ADDRESS	CITY	STATE	ZIP CODE

     	     	  	     



		
IV. Organizations with Ownership or Management Interest (continued) 



		Business Locations for the disclosed organization, if different from the Primary Business Address



		STREET NAME AND NUMBER, SUITE, ROOM, ETC.	CITY	STATE	ZIP CODE

     	     	  	     



		STREET NAME AND NUMBER, SUITE, ROOM, ETC.	CITY	STATE	ZIP CODE

     	     	  	     



		[bookmark: V]V. Subcontractor Information (see instructions)



		List each person with an ownership or controlling interest in any subcontractor in which the provider listed in Section I has direct or indirect ownership of 5% or more. Attach additional pages as necessary.



		NAME AND TITLE 

      

		SSN  /  TIN

     

		PERCENTAGE

     



		ADDRESS	CITY	STATE	ZIP CODE

     	     	  	     



		NAME AND TITLE 

      

		SSN  /  TIN

     

		PERCENTAGE

     



		ADDRESS	CITY	STATE	ZIP CODE

     	     	  	     



		Does any owner of the provider listed in Section I also have an ownership or controlling interest of 5% or more in any other entity? Attach additional pages as necessary.



		NAME AND TITLE 

      

		SSN  /  TIN

     

		PERCENTAGE

     



		ADDRESS	CITY	STATE	ZIP CODE

     	     	  	     



		[bookmark: VI]VI. Criminal Offenses (see instructions)



		List each individual who has ownership, controlling interest, is an agent, managing employee, officer, or member of the board of directors of the provider listed in Section I and has been convicted of a criminal offense related to that person’s involvement in any program under Medicare, Medicaid, or Title XVIII, XIX, or XX, since the inception of those programs. Attach additional pages as necessary. 



		NAME AND TITLE 

      

		SSN  /  TIN

     

		PERCENTAGE

     



		ADDRESS	CITY	STATE	ZIP CODE

     	     	  	     



		NAME AND TITLE 

      

		SSN  /  TIN

     

		PERCENTAGE

     



		ADDRESS	CITY	STATE	ZIP CODE

     	     	  	     



		[bookmark: VII]VII. Suspension or Debarment (see instructions)



		Federal statutes and regulations clearly prohibit states from paying for items or services furnished, ordered or prescribed by excluded parties. States are required to search the exclusions databases by the name of a provider entity seeking to participate in the program and also by the name of any owner, managing employee, or controlling interests including officers and members of a board of directors.

Have you, any of your employees, or any individual who has an ownership or controlling interest of the provider listed in Section I ever been placed on the federal Office of the Inspector General, Health and Human Services (OIG/HHS) exclusions list or on the System for Award Management (SAM), or otherwise been suspended or debarred from participation in Medicare, Medicaid, or Title XVIII, XIX, or XX services programs. If yes, list each person below. Attach additional pages as necessary. The lists of excluded individuals can be found at: http://exclusions.oig.hhs.gov/ and https://www.sam.gov.



		NAME AND TITLE 

      

		SSN  /  TIN

     

		DATE OF BIRTH

     



		ADDRESS	CITY	STATE	ZIP CODE

     	     	  	     



		NAME AND TITLE 

      

		SSN  /  TIN

     

		DATE OF BIRTH

     



		ADDRESS	CITY	STATE	ZIP CODE

     	     	  	     



		[bookmark: VIII]

VIII. Status Changes (see instructions)



		[bookmark: VII_check][bookmark: Check11]Is a change of ownership anticipated within the next year?	|_| Yes	|_| No

[bookmark: Check12][bookmark: Check13]Is this facility operated by a management company or leased in whole or partly by another organization?	|_| Yes	|_| No 

[bookmark: Text63][bookmark: Text65]If yes, list date of change in operations:       	

[bookmark: Check14][bookmark: Check15]Has there been a past bankruptcy or do you anticipate filing for bankruptcy within the next year?	|_| Yes	|_| No

If yes, when?       



		[bookmark: IX]IX. Signature (see instructions)



		Anyone who knowingly and willfully makes or causes to be made a false statement or representation of 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 appropriate state agency. By signature I certify that the information provided within, is true and correct and I fully understand the consequences as explained above. 



		NAME OF INDIVIDUAL COMPLETING THIS FORM

     



		TITLE OF INDIVIDUAL COMPLETING THIS FORM			

     							



		SIGNATURE OF INDIVIDUAL COMPLETING THIS FORM	DATE

	     








		Instructions for the Medicaid Provider Disclosure Statement

These instructions are for use with the Medicaid Provider Disclosure Statement.  Definitions of the terms used in this form are included at the end of this document.  Please answer all questions as of the current date.  

Completion and submission of this form is a federal and state requirement, and a condition of participation in Medicaid reimbursement. Full and accurate disclosure of ownership as well as financial, managerial, and controlling interests is required.  Completion of this form is also required to notify the DSHS of changes to ownership, managing employees, and controlling interests.  Failure to submit the requested information may cause the Department to refuse to enter into an agreement or contract with the individual and/or entity or to terminate existing agreements.  These disclosures are required under 42 CFR §455.104, 42 CFR §455.105, and 42 CFR §455.106.

Instructions by Section:

[bookmark: I_Enrolling]Enrolling Provider’s Information   

	Complete this section with information about the provider entity. Specify the provider’s name, (legal name reported to the IRS), the Federal Tax ID associated with the provider (FEIN or SSN), the National Provider Identifier (NPI), and the Doing Business As (DBA) name, if applicable.

[bookmark: II_Individuals]Individuals with Ownership Interest  

	Complete this section with information about individuals who have direct or indirect ownership interest of 5% or more of the provider listed in Section I. Report organizational owners in Section IV. See the definitions section at the end of this document for instructions on how to compute ownership percentage.   

	For each owner, specify the name, date of birth, Social Security number, percentage of ownership, street address, and the start date of ownership interest with the provider.  

	If the individual owner is related to another owner, a managing employee, or someone with controlling interest, list the related individual. Report the related individual only if the individual is a spouse, parent, child, or sibling. 

[bookmark: III_Managing]Managing Employees and other Controlling Interests   

	Complete this section with information about managing employees and controlling interests of the provider listed in Section I.   Include the 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 institution, organization, or agency. Also list controlling interests including each member of the board of directors, agents with the authority to act on behalf of the provider listed in Section I, and officers or directors of a provider entity that is organized as a corporation.

	For each individual listed, specify the name, date of birth, Social Security number, street address, and the start date of controlling or managerial interest with the provider listed in Section I.  

	If the individual owner is related to another owner, managing employee, or someone with controlling interest of the provider listed in Section I, list the related individual (s). Report the related individual only if the individual is a spouse, parent, child, or sibling. 

[bookmark: IV_Organizations]Organizations with Ownership Interest or Management Interest  

	Complete this section with information about organizations that have direct or indirect ownership interest of 5% or more of the provider listed in Section I. Also include organizations that have management interest in the provider listed in Section I.  See the definitions section at the end of this document for instructions on how to compute ownership percentage.  

	For each organization listed, specify the legal name (as reported to the IRS), Federal Tax ID (FEIN), check whether the organization has ownership or management interest in the provider listed in Section I, Doing Business As (DBA) name, if applicable, the first date the organization started with ownership interest (or management interest), the percentage of ownership (if applicable), and the primary business address.  

	List mailing address (such as a PO Box) and the address for each business location if different from the Primary Business Address. 

[bookmark: V_Subcontractor]Subcontractor Information  

	Complete this section with information about each person who has an ownership or controlling interest in any subcontractor in which the provider listed in Section I has direct or indirect ownership of 5% or more.   

	For each individual listed, specify the name, title, Social Security number, ownership percentage, and address for each individual with an ownership or controlling interest in a subcontractor. 

	 List any individuals with ownership or controlling interest in the provider listed in Section I that also has an ownership or controlling interest of 5% or more in any other entity.



[bookmark: VI_Criminal_Offenses]Criminal Offenses  

	Complete this section with information about each individual who has ownership, controlling interest, is an agent, managing employee, officer, or member of the board of directors of the provider listed in Section I and has been convicted of a criminal offense related to that person’s involvement in any program under Medicare, Medicaid, or Title XVIII, XIX, or XX, since the inception of those programs.   

	For each individual listed, specify the name, Social Security number, ownership percentage (if applicable), and address.

[bookmark: VII_Suspension]Suspension or Debarment  

	Complete this section with information about each individual who is an officer, owner, agent, or managing employee of the provider listed in Section I who has been suspended or debarred from participation in Medicare, Medicaid, or the Title XVIII, XIX or XX services programs.  These individuals would have been placed on the federal Office of the Inspector General, Health and Human Services (OIG/HHS) exclusions list, or on the System for Award Management (SAM). The current lists to excluded individuals can be found at: http://exclusions.oig.hhs.gov/search.aspx and https://www.sam.gov.

	For each individual listed, specify the name, Social Security number, ownership percentage (if applicable), and address.

[bookmark: VIII_Status]Status Changes  

	Indicate any anticipated changes within the next year.

[bookmark: IX_Signature]Signature  

	Provide the name and title of the individual completing statement, along with the signature and the date the statement is signed.

[bookmark: Definitions]Definitions  

Agent:  Any person who has been delegated the authority to obligate or act on behalf of a provider.

Exclusion:   Items and services furnished, ordered or prescribed by a specified individual or entity will not be reimbursed under Medicare, Medicaid, and all other federal health care programs until the individual or entity is reinstated by the OIG.

Indirect ownership interest:  An ownership interest in an entity that has an ownership interest in the disclosing entity. This term includes an ownership interest in any entity that has an indirect ownership interest in the disclosing entity.

Managing employee:  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 institution, organization, or agency

OIG:  Office of Inspector General of the Department of Health and Human Services.

Ownership interest:  The possession of equity in the capital, stock, or profits of the disclosing entity.

Person with an ownership or control interest

A person or corporation that:

(a) 	Has an ownership interest totaling 5 percent or more in a disclosing entity. 

(b) 	Has an indirect ownership interest equal to 5 percent or more in a disclosing entity. (c) Has a combination of direct and indirect ownership interests equal to 5 percent or more in a disclosing entity. 

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

(e) 	Is an officer or director of a disclosing entity that is organized as a corporation. 

(f) 	Is a partner in a disclosing entity that is organized as a partnership.

Subcontractor 

(a) 	An individual, agency, or organization to which a disclosing entity has contracted or delegated some of its management functions or responsibilities of providing medical care to its patients. 

(b) 	An individual, agency, or organization with which a fiscal agent has entered into a contract, agreement, purchase order, or lease (or leases of real property) to obtain space, supplies, equipment, or services provided under the Medicaid agreement.

How to calculate ownership percentages: 

(a)	Indirect ownership interest. 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 that owns 80 percent of the stock of the disclosing entity, A’s interest equates to an 8 percent indirect ownership interest in the disclosing entity and must be reported. Conversely, if B owns 80 percent of the stock of a corporation that owns 5 percent of the stock of the disclosing entity, B’s interest equates to a 4 percent indirect ownership interest in the disclosing entity and need not be reported.

(b) 	Person with an ownership or control interest. In order 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 provider’s assets, A’s interest in the provider’s assets equates to 6 percent and must be reported. Conversely, if B owns 40 percent of a note secured by 10 percent of the provider’s assets, B’s interest in the provider’s assets equates to 4 percent and need not be reported.

	Code of Federal Regulations (CFR) is the codification of the general and permanent rules published in the Federal Register by the departments and agencies of the Federal Government.  These regulations can be found at:  http://www.gpo.gov/fdsys/browse/collectionCfr.action?collectionCode=CFR

Washington Administrative Code (WAC) is the regulations of executive branch agencies issued by authority of statutes. 

Like legislation and the Constitution, regulations are a source of primary law in Washington State. The WAC codifies the regulations and arranges them by subject or agency.  These regulations can be found at: http://apps.leg.wa.gov/wac/default.aspx
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Provider Application Tracking      ******SAMPLE TEMPLATE WITH MAXIMUM TIMELINES*******

Core Services Contracts 

PSA: 	

Revision Date: 



		BASIC INFORMATION

		TRACKING SCHEDULE



		

		Application Submittal

		Application Approval/Denial

		



		Provider Type

		Agency or Individual

		Contact Person

		Phone/Email

		Date Application Received 

(Day 1)

		Date Provider Notified of Receipt 

(< Day 10)

		App Complete 

(Yes/No)

· 

		Date Provider Notified 

(< Day 30)

		App Approved (Yes/No/N/A)

· 

		Date provider notified

(< Day 90 from App Complete Notification)

		Contract start date if approved

		Notes, including brief reason for denial if applicable



		Home Care Agency

		XYZ HomeCare of Washington

		Sarah Smith, CEO

		360-725-9999, ssmith@xyz.com 

		10/1/2015

		10/11/2015

		No

		10/31/2015

		[bookmark: _GoBack]N/A

		

		

		Missing policies on mandatory reporting



		“

		“

		“

		“

		11/30/2015

		12/10/2015

		Yes

		12/30/2015

		Yes

		3/29/2016

		4/12/2016

		



		

		

		

		

		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		

		

		

		

		







Reference: 

Chapter 6: Interlocal Agreements and Contracting for Client Services; Section IX. Tools and Templates: VI. Medicaid Provider Selection Principles for AAAs; Section VI. F. Provider application tracking: Sample Tracking Sheet 


