
 1-877-644-4613 
TDD/TTY 1-866-862-9380 CoordinatedCareHealth.com 

Credentialing Application Packet Instructions 

In support of Washington State Senate Bill 5346 (An act relating to establishing streamlined and uniform administrative services for 
payors and providers) Coordinated Care requires communication of provider data materials using one of the two centralized single 
source to enter your provider data for purposes of credentialing: 
• OneHealthPort (OHP) hosts the ProviderSource) 
• Council for Affordable Quality Healthcare (CAQH) 

Note: You will only see Coordinated Care listed after you are logged into your application. 

This service is free to Practitioners entering their data. When you use this service to complete the Washington Practitioner 
Application, please upload images of the documents identified below (Practitioner/Group).  All other types (Ancillary/Clinic/Hospital) 
must supply documents separately with the appropriate application.   

Note:  If you have already completed your application with CAQH or Provider Source, please ensure that you have authorized Coordinated Care 
to access your data.  This can be done by calling CAQH at (888) 599-1771 or by logging into your account and adding Coordinated Care to your 
list of authorized plans. Using the CAQH Universal Credentialing DataSource does not grant participation or constitute applying for participation 
with Coordinated Care.  Please submit this and all documents via email as follows (unless otherwise instructed): 

•
• For new contracts: CONTRACTING@coordinatedcarehealth.com

 Practitioner/Group  Ancillary/Clinic  Hospital 
 Washington Practitioners Application 

Authorization and Release of Information 
(Signed and dated within the last 120 days 
from submission) 

 W-9 for each unique Tax ID 

 Provider Data Form (single practitioner) 
or Completed Roster (multiple 
practitioners)  

 Disclosure of Ownership and Control 
Interest Statement (Refer to Section I of the 
document - Federal Law requires all entities, 
applicants, individual practitioners and 
group of individual practitioners having an 
ownership or control interest in the provider 
entity of 5% or greater and participate in 
federally funded programs to provide 
information on ownership and controls.) 

 NPI matches NPPES and NPIs used on 
the app are consistent throughout 

Documents to upload to CAQH or OHP: 

 Copy of Declaration Page of Professional 
Policy  

 Copy DEA Controlled Substance 
Registration (Current Year)  

 Board Certification Certificate (If 
applicable)  

 Education Certificate for Foreign 
Medical Graduates - ECFMG (If applicable)  

 Hospital/Facility Provider Credentialing 
Application (one per Facility/Clinic/Ancillary Provider) 

 W-9 for each unique Tax ID 

 Disclosure of Ownership and Control Interest 
Statement (Refer to Section I of the document - 
Federal Law requires all entities, applicants, individual 
practitioners and group of individual practitioners 
having an ownership or control interest in the 
provider entity of 5% or greater and participate in 
federally funded programs to provide information on 
ownership and controls.) 

 Copy of State Operational License 

 Other applicable State/Federal/Licensures (i.e. 
CLIA, DEA, Pharmacy, or Department of Health) 

 Copy of Accreditation/certification (by a 
nationally-recognized accrediting body, i.e. 
TJC/JCAHO) If not accredited by a nationally-
recognized body, Site Evaluation Results by a 
government agency.  

 Copy of Current General Liability coverage 
(document showing the amounts and dates of 
coverage) 

 Copy of Medicaid/Medicare Certification (if not 
certified, provide proof of participation) 

 NPI matches NPPES and NPIs used on the app are 
consistent throughout 

 Completed Practitioner/Location Roster 

 Hospital/Facility Provider Credentialing 
Application (one per Hospital Provider) 

 W-9  for each unique Tax ID 

 Disclosure of Ownership and Control Interest 
Statement (Refer to Section I of the document - 
Federal Law requires all entities, applicants, 
individual practitioners and group of individual 
practitioners having an ownership or control 
interest in the provider entity of 5% or greater and 
participate in federally funded programs to 
provide information on ownership and controls.) 

 Copy of State Operational License 

 Other applicable State/Federal/Licensures (i.e. 
CLIA, DEA, Pharmacy, or Department of Health) 

 Copy of Accreditation/certification (by a 
nationally-recognized accrediting body, i.e. 
TJC/JCAHO) If not accredited by a nationally-
recognized body, Site Evaluation Results by a 
government agency.  

 Copy of Current General Liability coverage 
(document showing the amounts and dates of 
coverage) 

 Copy of Medicaid/Medicare Certification (if 
not certified, provide proof of participation) 

 NPI matches NPPES and NPIs used on the app 
are consistent throughout 

 Completed Practitioner/Location Roster 

For additions to existing contracts: CONTRACTING@coordinatedcarehealth.com

http://www.onehealthport.com/credentialing-overview
https://www.caqh.org/
http://www.wamss.org/wp-content/uploads/2015/10/WPA-Final-2015.pdf
http://www.wamss.org/wp-content/uploads/2015/10/WPA-Final-2015.pdf
mailto:CONTRACTING@coordinatedcarehealth.com
http://www.wamss.org/wp-content/uploads/2011/09/WPARelease.pdf
http://www.wamss.org/wp-content/uploads/2011/09/WPARelease.pdf
https://www.coordinatedcarehealth.com/
mailto:CONTRACTING@coordinatedcarehealth.com


  
 

   

        
     
    
    
    
      
         

 
   

  
  
  
   

 
  
  
      
   

 
                               

                
 

  
 

      
  

  
   
  

             

  
  

 
 

          

   
  

           

 
   

 
 

          

 
  

  
  

 
   

 
  

 
 

 
   

 
           

 
   

 
  

  
 

           

 
 

  
  

  
   

 
  

 
  

Hospital/Facility Provider Application
 

Instructions: In order for the application to be considered complete: 
1. All information must be legible. Please print or type all information. 
2. A separate application must be completed for each Legal Entity/TIN. 
3. The Application must be signed and dated. 
4. If necessary, use a separate sheet of paper to provide additional information. 
5. The original application with attachments should be attached to the Provider Agreement. 
6. Fill-in the Tax ID# at the bottom of every page for reference purposes. 

Attach the following to the completed application: 
• State Operational License 
• Other applicable State/Federal Licensures (e.g., CLIA, DEA, Pharmacy or Department of Health) 
• Accreditation/Certification (by a nationally recognized accrediting body, e.g., TJC/JCAHO) 
•	 If not accredited by a nationally recognized accrediting body, attach the Site Evaluation Results from a 

governmental agency 
•	 W-9 
• Ownership and Disclosure Form 
• For Medicare/Medicaid Plans (MMP), attach the MMP Directory Requirements form 
• Other applicable State/Federal Licensures (See last page for  list of state-required documents) 

Initial Credentialing/ Re-Credentialing/ Addition of new site to current contract 
Assessment Re-Assessment 

Legal Entity/TIN: ___________________________________________________________________________ 

This application applies to the following Provider Types: (Choose all that apply) 
Adult Day Care Center; 
NPI: 

Clinic – Indian Health Center 
(IHC); 
NPI: 

Hospice; 
NPI: 

Adult Living Facility/Assisted 
Living Facility; 
NPI: 

Clinic – Rural Health Clinic 
(RHC); 
NPI: 

Hospital; 
NPI: 

Agency (Dept. of Health, State 
Health); 
NPI: 

Diagnostic Imaging Center; 
NPI: 

Skilled Nursing Facility; 
NPI: 

Ambulance; 
NPI: 

Dialysis; 
NPI: 

Skilled Nursing Facility; 
NPI: 

Assisted Long-Term Care Facility; 
NPI: 

Durable Medical Equipment; 
NPI: 

Surgical Center; 
NPI: 

Board of Health; 
NPI: 

Home & Community Based 
Services (HCBS); 
NPI: 

Urgent Care (Attached to 
Hospital); 

NPI: 
Clinic –Federally Qualified 
Health Center (FQHC); 
NPI: 

Home Health Agency; 
NPI: 

Urgent Care (Free Standing); 
NPI: 
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Contact Information:
 

If questions about this application, contact: Phone Number: 

Email: Fax Number: 

Legal Entity Information (Name on Income Tax Return)
 

Tax ID Holder Name: Federal Tax ID Number: 

Legal/Tax Address (where you want the 1099 sent): 

Insurance Information 
Carrier: Amount of Coverage: Dates: 

Billing Information
 

Pay To Name (Issue check to):  Note:  May be different than name on the 1099. 

Pay To Address (Send remittance to: City, State, Zip: Phone Number: 

Billing Contact Name: Billing Contact Email: Fax Number: 

Note:  Each Provider Type/NPI listed on in the Provider Type Grid on Page 1, must 
have one service location. 

Tax ID Number:_____________________ 
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Complete for each Service Location that is part of this application. . 

Service Location 1 of ____ 
Group or Facility Name (to be displayed in the Directory) 

Tax ID Number: 
Same as Legal Entity 

Provider Type: National Provider ID # 
(NPI): 

State License Number: Medicaid Number: Medicare Number: 

Service Location Address: 
Same as Legal Entity 

Physical Street Address: City, State, Zip: County 

Main Switchboard Phone Number: Service Location Fax Number Email: 

Service Location Office Hours: 
Office 
Hours 

Monday Tuesday Wednesday Thursday Friday Saturday Sunday 

 24 Hours    8 – 5 

Service Location Handicap 
Access?  Yes  No 

Service Location Accepting New 
Patients? Yes  No 

ADA Compliant? Yes  No 

Please list any Foreign Languages spoken at this location: 

Is your practice limited to certain ages? Yes No 
If Yes, specify age restrictions: 

None  0-2 years 0-12 years 0-17 years 0-20 years 13+ years Other ______ 
13-17 years 13-20 years 3+ years 17+ years 21+ years 65+ years __________ 

Billing Information for Service Location 1 of _____ : 
Same as indicated on Page 2 (If different, complete below) 

Pay To Name (Issue check to):  Note:  May be different than name on the 1099. 

Pay To Address (Send remittance 
to: 

City, State, Zip: Phone Number: 

Billing Contact Name: Billing Contact Email: Fax Number: 

Insurance Information for Service Location 1 of _____: 
Same as indicated on Page 2 (If different, complete below ) 

Carrier: Amount of Coverage: Dates: 

Tax ID Number:_____________________ 
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Service Location 1 of _____ - Accreditation/Certification Type 
Same as Legal Entity 

Please provide a copy of these documents; including the Survey Results and a report that shows the effective 
date of accreditation or certification, deficiencies and approved corrective action plan. 
Agency Name Level Status Applied 

Date 
Expiration Date 

Accreditation Commission for Health Care (AHCH) 
American Association of Ambulatory Health Centers 
(AAAHC) 
American Board for Certification in Orthotics & Prosthetics, 
Inc. (ABCOP) 
American College of Radiology (ACR) 
American Osteopathic Hospital Association (AOHA) 
Board of Orthotist / Prosthetist Certification (BOCUSA) 
Clinical Laboratory Improvement Act (CLIA) 
Commission on Accreditation for Rehab Facilities (CARF) 
Community Health Accreditation Program (CHAP) 
Healthcare Quality Association on Accreditation (HQAA) 
The Joint Commission (TJC (aka JCAHO)) 
Det Norske Veritas/National Integrated Accreditation for 
Healthcare Organizations (DNV/NIAHO) 
National Association of Boards of Pharmacy (NABP 
National Committee for Quality Assurance (NCQA) 
State Facility Operating License 
The National Board of Accreditation for Orthotic Suppliers 
(NBAOS) 
Utilization Review Accreditation Commission/Accreditation 
HealthCare Commission, Inc. (URAC) 
Others (please list): 

Service Location 1 of _______ – Sanctions 
Same as Legal Entity 

If yes, to any question below, please explain on a separate sheet of paper. 
Have there been any settled malpractice claims, suites, settlements or proceedings 
involving your Organization within the past five years? 

Yes  No 

Has your Organization ever been disciplined, fined, excluded from, debarred, 
suspended, reprimanded, sanctioned, censured, disqualified or otherwise restricted 
in regard to participation in the Medicare or Medicaid program, or in regard to other 
federal or state government health care plans or programs? 

Yes  No 

Has an officer of your Organization ever been convicted of, pled guilty to, or pled 
“no lo contendere” to any felony including an act of violence, child abuse, or a 
sexual offense? 

Yes  No 
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Tax ID Number:________________ 
Complete for each Service Location that is part of this application. (Make additional copies as needed) 

Additional Service Locations 
Service Location _____ of _____ 
Group or Facility Name (to be displayed in the Directory) 

Tax ID Number: 
Same as Legal Entity 

Provider Type: National Provider ID # 
(NPI): 

State License Number: Medicaid Number: Medicare Number: 

Service Location Address: 
Same as Legal Entity 

Physical Street Address: City, State, Zip: County 

Main Switchboard Phone Number: Service Location Fax Number Email: 

Service Location Office Hours: 
Office 
Hours 

Monday Tuesday Wednesday Thursday Friday Saturday Sunday 

 24 Hours    8 – 5 

Service Location Handicap 
Access?  Yes  No 

Service Location Accepting New 
Patients? Yes  No 

ADA Compliant? Yes  No 

Please list any Foreign Languages spoken at this location: 

Is your practice limited to certain ages? Yes No 
If Yes, specify age restrictions: 

None  0-2 years 0-12 years 0-17 years   0-20 years 13+ years Other _______ 
13-17 years 13-20 years 3+ years 17+ years 21+ years 65+ years    __________ 

Billing Information for Service Location _____ of _____: 
Same as indicated on Page 2 (If different, complete below) 

Pay To Name (Issue check to):  Note:  May be different than name on the 1099. 

Pay To Address (Send remittance 
to: 

City, State, Zip: Phone Number: 

Billing Contact Name: Billing Contact Email: Fax Number: 

Insurance Information for Service Location _____ of _____: 
Same as indicated on Page 2 (If different, complete below) 

Carrier: Amount of Coverage: Dates: 

Tax ID Number:_____________________ 
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Additional Service Locations (continued) (Make additional copies as needed) 

Service Location _____ of ____ - Accreditation/Certification Type 
Same as Legal Entity 

Please provide a copy of these documents; including the Survey Results and a report that shows the effective 
date of accreditation or certification, deficiencies and approved corrective action plan. 
Agency Name Level Status Applied 

Date 
Expiration Date 

Accreditation Commission for Health Care (AHCH) 
American Association of Ambulatory Health Centers 
(AAAHC) 
American Board for Certification in Orthotics & Prosthetics, 
Inc. (ABCOP) 
American College of Radiology (ACR) 
American Osteopathic Hospital Association (AOHA) 
Board of Orthotist / Prosthetist Certification (BOCUSA) 
Clinical Laboratory Improvement Act (CLIA) 
Commission on Accreditation for Rehab Facilities (CARF) 
Community Health Accreditation Program (CHAP) 
Healthcare Quality Association on Accreditation (HQAA) 
The Joint Commission (TJC (aka JCAHO)) 
Det Norske Veritas/National Integrated Accreditation for 
Healthcare Organizations (DNV/NIAHO) 
National Association of Boards of Pharmacy (NABP 
National Committee for Quality Assurance (NCQA) 
State Facility Operating License 
The National Board of Accreditation for Orthotic Suppliers 
(NBAOS) 
Utilization Review Accreditation Commission/Accreditation 
HealthCare Commission, Inc. (URAC) 
Others (please list): 

Service Location _____ of  _____ – Sanctions 
Entity 
If yes, to any question below, please explain on a separate sheet of paper. 

Same as Legal 

Have there been any settled malpractice claims, suites, settlements or proceedings 
involving your Organization within the past five years? 

Yes  No 

Has your Organization ever been disciplined, fined, excluded from, debarred, 
suspended, reprimanded, sanctioned, censured, disqualified or otherwise restricted 
in regard to participation in the Medicare or Medicaid program, or in regard to other 
federal or state government health care plans or programs? 

Yes  No 
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Has an officer of your Organization ever been convicted of, pled guilty to, or pled Yes  No 
“no lo contendere” to any felony including an act of violence, child abuse, or a 
sexual offense? 

Tax ID Number:_____________________ 

PROVIDER RESPONSIBILITY STATEMENT 

I hereby understand that as a prospective/current Health Plan Name provider, I am solely responsible for ensuring that any licensed 
practitioners under my employment or working in association with my clinical practice are fully qualified and have all necessary licenses 
required by all relevant laws to legally perform the assigned functions within my practice.  Further, I agree that each such individual 
must be fully presented to Health Plan Name Credentials Committee for their review and approval, and, absent such affirmative 
approval, Health Plan Name members assigned to my care may not be treated or assisted by such individuals under my employment or 
associated to my practice without prior approval from Health Plan Name. Further, from time to time, such licensed practitioners may 
change, as my practice associates.  In all such cases, I accept responsibility for notifying Health Plan Name in a timely manner about 
these new arrangements and will be responsible for fully cooperating in the submission of completed application forms and providing 
any other information as may be required to satisfy Health Plan Name credentials/re-credentials requirements for all such individuals 
associated with my practice. 

By applying for participation to the Plan, I hereby fully understand that the information submitted in this application shall be held 
confidential by the Plan and provided only to individuals connected with the Plan on a need to know basis.  Notwithstanding the 
foregoing, I agree to the following: 

 Participation in the credentialing review functions of the Plan.
 Authorize the Plan and its representatives to consult with prior or current associates and others who may have information

bearing on our professional competence, character, health status, ethical qualifications, ability to work cooperatively with
others and other qualifications needed for verification of credentials. This includes such primary source verifications as
accreditation bodies, professional liability carriers, State and Federal agencies or any other verification entities required by
the Plan’s accrediting bodies, CMS, DOM, or other State or Federal regulatory agencies.

 Consent to an inspection by the Plan and its representatives of all documents that may be material to an evaluation of
qualifications and competence.  This is applicable if the applicant is not accredited by a nationally recognized accrediting
body.

 Consent to the release of such information for credentialing purposes.
 Release from liability all representatives of the Plan for their acts performed and statements made, in good faith and without

malice, in connection with evaluating the application, credentials and qualification for determination of credentialing status.
 Acknowledge that I, the Applicant, have the burden of producing adequate information for a proper evaluation of our

professional, ethical and other qualifications for credentialing purpose and for resolving any doubts about such qualifications.
 Acknowledge that any material misstatement in, or omissions from, this application constitute cause for denial of credentialing

status or cause for summary for revocation or suspension of privileges and/or dismissal from the participating network.

STATEMENT OF APPLICATION/AUTHORIZATION FOR RELEASE OF INFORMATION 

In order to evaluate this application for participation in and/or continued participation in the Plan, the Facility hereby gives permission to 
the Plan to request from other entities information regarding the Facility’s credentials and qualifications.  This includes consent to contact 
the Facility’s accreditation agencies, State Regulatory and Licensing Departments, professional liability and workers compensation 
insurance carriers. The Facility understands that the Plan will use this information in a confidential manner on its own behalf and, if 
applicable, as an agent for one of its affiliated networks in connection with the administration of the Plan. 

The Facility certifies that the information provided and the answers to the questions on this application are accurate and complete.  While 
this application is being evaluated, and if this Facility/Subcontractor is selected or retained, after such selection or retention, the Facility 
agrees to inform the Plan in writing within 15 days of any changes in the information provided and the answers to questions on the 
application as a result of developments subsequent to the execution of this application. 

The Facility agrees that submission of this application does not constitute selection or retention by the Plan on its own behalf or, if 
applicable, as an agent for one of its affiliated Plans and if the Facility is initially applying for participation, grants this Facility no rights or 
privileges in any Plan programs or any program or one of its affiliated Plans until such time as this Facility receives notice of selection. 

All information submitted in this application is true and complete to the best of my/our knowledge and belief.  A photo copy of this 
original constitutes our written authorization and requests to release any and all documentation relevant to this application.  Said photo 
copy shall have the same force and effect as the signed original. 

Name of Provider: _______________________________________________ Date: ____________________ 
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Print or type name 

Signature of Provider or Authorizing Representative Title 
A stamp signature is not acceptable 

Tax ID Number:_____________________ 
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Disclosure of Ownership And Control Interest Statement 

The federal regulations set forth in 42 CFR 455.104, 455.105 and 455.106 require providers who are entering into or renewing a 
provider agreement  to disclose to the U.S. Department of Health and Human Services, the state Medicaid agency, and to managed 
care organizations that contract with the state Medicaid agency: 1) the identity of all owners with a control interest of 5% or 
greater, 2) certain business transactions as described in 42 CFR 455.105 and 3) the identity of any excluded individual or entity 
with an ownership or control interest in the provider, the provider group, or disclosing entity or who is an agent or managing 
employee of the provider group or entity. If there are any changes to the information disclosed on this form, an updated form 
should be completed and submitted to Coordinated Care within 30 days of the change.  Please attach a separate sheet if necessary 
to provide complete information. 

Practice Information 
Check one that most closely describes you: ☐ Individual ☐ Group Practice     ☐ Disclosing Entity 
Name of Individual, Group Practice, or Disclosing Entity: 

DBA Name: 
Address: 

Federal Tax Identification Number: Provider CAQH #: 

Section I 

For individuals, list the name, title, address, date of birth (DOB) and Social Security Number (SSN) for each individual having 
an ownership or control interest in this provider entity of 5% or greater. 
For entities, list the name, Tax Identification Number (TIN), business address of each organization, corporation, or entity 
having an ownership or control interest of 5% or greater. Please attach a separate sheet if necessary. (42 CFR 455.104) 

Name of individual or entity DOB Address 
SSN (if listing an individual) 

TIN (if listing an entity) 

Section II 

Are any of the individuals listed above related to each other? ☐ Yes ☐ No 
If yes, list the individuals named above who are related to each other (spouse, sibling, parent, child). (42 CFR 455.104) 

Names Type of relation 

Section III 

Are there any subcontractors that the Disclosing Entity has direct or indirect ownership of 5% or more? ☐ Yes ☐ No 
If yes, list the name and address of each person with an ownership or controlling interest in any subcontractor used in which the 
disclosing entity has direct or indirect ownership of 5% or more. (42 CFR 455.104) 

Name of individual or entity DOB Address 
SSN (if listing an individual) 

TIN (if listing an entity) 
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Disclosure of Ownership And Control Interest Statement 

Section IV 
Has any person (individual or entity) who has an ownership or control interest in the provider, or is an agent or managing 
employee of the provider, ever been convicted of a crime related to that person's  involvement in any program under Medicaid, 
Medicare, or Title XX program? ☐ Yes ☐ No (verify through IUIS-OIG Website) 
If yes, please list those persons below. (42 CFR 455.106) 

Name/Title DOB Address SSN 

Section V 
Business Transactions: Has the disclosing entity had any financial transaction with any subcontractors totaling more than 
$25,000 or any significant business transactions with any subcontractors? ☐Yes ☐ No 
If yes, list the ownership of any subcontractor  with whom this provider has had business transactions totaling more than 
$25,000 during the previous twelve month period; and any significant business transactions between this provider and any wholly 
owned supplier, or between the provider and any subcontractor, during the past 5-year period. (42 CFR 455.105). 
Attach a separate sheet if necessary. 

Name Supplier/Subcontractor Address Transaction Amount 

Section VI 

Have you identified your status (under Practice Information above) as a Disclosing Entity? ☐Yes ☐ No 
If yes, for Disclosing Entities, list each member of the Board of Directors or Governing Board, including the name, date of birth 
(DOB), Address, Social Security Number (SSN), and percent of interest 

Name/Title DOB Address SSN % 
Interest 

I certify that the information provided herein, is true and accurate. Additions or revisions to the information above will be 
submitted immediately upon revision.Additionally, I understand that misleading, inaccurate, or incomplete data may result in a 
denial of participation. 

Signature Title (or indicate if authorized Agent) 

Name (please print) Date 
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Disclosure of Ownership And Control Interest Statement 

Please return the completed form by fax to 1-877-644-4602, by email to 
contracting@coordinatedcarehealth.com or by mail to: 

Coordinated Care 
Attention: Provider Contracting 

1145 Broadway, Suite 300 
Tacoma, WA 98402 
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		DELEGATED CREDENTIALING SPREADSHEET INSTRUCTIONS





		This was designed by health plans and delegated groups for reporting delegate data from the groups to the health plans



		Why should the delegate supply information on this template? The information supplied by the delegate drives not only databases for credentialing and claims processing, but also directories for patients to find providers. Therefore, the more efficiently we receive provider data, the more timely and accurately claims can be paid, referrals can be completed and provider directories can be updated. Supplying information in this format will make the data more easily extractable for loading purposes, creating more opportunity for quicker turn around times and accurate loading.



		The instructions listed below have been written to protect the accuracy of the provider information you submit. Following these instructions will ensure that the information you send will be processed into the system both accurately and timely. Clear and exact communication is the key to achieving these goals.       



		View the column header comments by moving your curser over the header to see examples of what is needed.



		Identify how your system matches the column headers so that the data gets populated in the correct column.



		Color Key:



		• Red data fields reflect NCQA required information that should be supplied if the data is available and applicable to the provider. Supplying this could assist in the unique identification of providers and may enhance information listed in the provider directory.      

		• Green data fields reflect HEDIS information that should be supplied if the data is available and applicable to the provider. Supplying this could assist in the unique identification of providers and may enhance information listed in the provider directory.      

		• Blue data fields reflect both HEDIS and NCQA required information that should be supplied if the data is available and applicable to the provider. Supplying this information could assist in the unique identification of providers and may enhance information listed in the provider directory.      

		• Purple data fields reflect Health Plan required information that should be supplied if the data is available and applicable to the provider. Supplying this information could assist in the unique identification of providers and may enhance information listed in the provider directory.      

		• Pink data fields reflect Optional information that should be supplied if the data is available and applicable to the provider. Supplying this information could assist in the unique identification of providers and may enhance information listed in the provider directory.      



		Instructions for completing the template for New/Initial Providers

		• Complete all information for newly added providers or instances where a TIN is being added for an existing provider. Please note that both practice location and billing address are required. Please use one line per tax id number.

		• For multiple entries of the same data type for one provider (for example: multiple addresses) use multiple rows to report the additional data. Required data fields (Provider Last Name, First Name, Degree and NPI) must be completed on each line of data.

		• Complete the required data fields in columns H, J and P (Provider Last Name, First Name, Degree and NPI) for each line of data being reported.   

		• Columns B is to report a provider's "Original Credentialing Committee Date".   Not the Board or any other Committee Date.

		• Please complete column W (Supervising Physician) and X (Supervising Specialty) when reporting mid level providers. This information is necessary to ensure the appropriate fee schedule is loaded. 

		Instructions for completing the template for Changes

		• Column A should reflect the type of action that is being reported.  Example: Second License

		• In addition to the required data in Columns H, J and P, only complete the columns reflecting the data needing to be added or removed from the provider's record.  

		• For multiple iterations of the same data type (for example: multiple addresses) or to report both Add and Remove transactions, use multiple rows to report the updates. Do not report data needing to be added and removed on the same line. Required data fields must be completed on each line of data being reported. 

		Multiple changes for a single provider that reflect different types of information should be reported on the same line; however, you will need to use separate lines to report multiple changes of the same kind (e.g. multiple address changes) or multiple actions for the same provider (e.g. Add or Remove). As mentioned above, please be sure to complete the required data fields for each line of information you submit. 

		Instructions for completing Terms

		• Complete all required data for providers who are completely terminating from the group or those who are terminating from a specific TIN. The termination of one TIN will not affect a provider's participation with the group under a separate TIN. Only the TIN being reported will be terminated.  

		• Please use one line to report a terminating provider; however, multiple lines should be used if the provider is terminating from additional TINs. Please report one TIN per line.

		• To view the termination reason codes, please roll your cursor over the "Termination Reason" in the column heading. 

		Instructions for completing the "Annual Roster" 

		• Complete all required data fields for each provider in the group. Please note that both a practice location and billing address are required.

		• For multiple entries of the same data type for one provider (for example: multiple addresses) use multiple rows to report the additional data. Required data fields must be completed on each line of data.

		• Please provide both the provider's initial and current credentialing committee decision dates in columns B and C.

		General Instructions:



		Monthly submissions should not include a full roster. Please send information only for the new adds, updates and/or terms you want to report. 



		The Delegated Roster Template also contains the following tabs for your reference:

		a) Instructions

		b) Key

		c) Requirements identified from each health plan

		d) Groups that support the template

		e) Health Plans that support the template



		Leave one blank line between individual providers listed on the spreadsheet. This assists in processing accuracy.



		Please report address terms. These are simply considered changes to the provider's record and not a true termination from the group. 



		Always include the effective date of the changes and/or terms being reported. The Credential Committee Decision Date is used as the effective date for new providers (unless otherwise indicated). 



		Please be sure to complete the Medicaid number and NPI fields for new providers even if they are the same number. Do not leave one of these fields blank if the provider will be participating in a Medicaid product.



		Please indicate the name/NPI of the PCP (Primary Care Physician) who will be accepting a reassigned member panel when terminating a PCP (if known). Transferring the member panel at the time the PCP is being terminated greatly benefits the member. If the new PCP is not provided, the panel will be assigned randomly.   



		TINs are unique identifiers within our system. Therefore, please complete when reporting an existing provider has added another TIN or is terminating from one TIN but remains delegated with the group under another TIN. Please be sure to provide all required data as listed on the tab.









Roster

		Delegate Comments

Shannon Rochon: Use these headers to help with your comment:
Locum
Resident
Preceptor
Hospitalist
Initial
Recred
Term
Change
DEA
License
Location
Hospital
Specialty
Primary
Secondary
Third
Fourth
Fifth
Sixth
Seventh
Eighth
		Delegated Cred Date Original

Shannon Rochon: xx/xx/xxxx
		Last Delegated Cred Comm Date 

Shannon Rochon: xx/xx/xxxx		Next Delegated Cred Date

Shannon Rochon: xx/xx/xxxx		Delegated Provider Term Date

Shannon Rochon: xx/xx/xxxx		Delegated Provider Term Reason

Shannon Rochon: 
 Deceased 
 Retired
 Left Service Area
 Medicare/Medicaid Sanction
 Provider Sanction, Non Government
 Leave of Absence
 Locum Tenens Expired
 Voluntary Term, Resign, All Other		Provider Designation

Shannon Rochon: Delegate network category (e.g., PCP, SPC, Ancillary, Preceptor, etc.)		Name Last

Shannon Rochon: Enter the provider's last name.

NOTE: Do NOT include name suffixes such as JR or SR.  Name suffixes should be entered in the appropriate column.

**Must include on multiple rows for additional data**		Name Suffix

Shannon Rochon: Enter the provider's name suffix, if applicable.

Examples:  Jr, Sr, III		Name First

Shannon Rochon: Enter the provider's first name.


**Must include on multiple rows for additional data**		Name Middle

Shannon Rochon: Enter the provider's middle name or middle initial.

NOTE:  Enter the provider's full middle name if available.  This helps with unique identification of providers.		Provider Title

Shannon Rochon: Provider degree, but sometimes how the provider is licensed and addressed in correspondence (e.g., MD, CNP, PT, LPCC, etc.)


**Must include on multiple rows for additional data**		Provider Gender

Shannon Rochon: M
F		Provider DOB

Shannon Rochon: xx/xx/xxxx
		Provider Ethnicity

Shannon Rochon: Optional Used only for when members want to have a specific ethnicity of doctor.  

White (non-hispanic) 
Black (non-hispanic)
Hispanic 
Asian, Asian American or Pacific Islander
American Indian or Alaskan Native
Unknown		Provider Individual NPI

Shannon Rochon: Enter the provider's 10-digit National Provider Identification Number (NPI).xxxxxxxxxx


**Must include on multiple rows for additional data**		Provider SSN

Shannon Rochon: xxxxxxxxx		Provider Medicaid #		Provider Medicare # 		Provider Languages (non-English)

Shannon Rochon: List any  languages (other than English) that the provider speaks.

		Specialty/Expertise 

Shannon Rochon: CODE DESCRIPTION (SPECIALITY)
AS Abdominal Surgery
ADM Addiction Medicine
ADP Addiction Psychiatry
AMI Adolescent Medicine (Internal Medicine)
ADL Adolescent Medicine (Pediatrics)
OAR Adult Reconstructive Orthopedics
AM Aerospace Medicine
A Allergy
AI Allergy and Immunology
PTH Anatomic and Clinical Pathology
ATP Anatomic Pathology
AN Anesthesiology
BBK Blood Banking/Transfusion Medicine
CTS Cardiothoracic Surgery
CD Cardiovascular Disease
PCH Chemical Pathology
CHP Child and Adolescent Psychiatry
CHN Child Neurology
PLI Clinical and Laboratory Immunology (Pediatrics)
DDL Clinical and Laboratory Dermatological Immunology
ALI Clinical and Laboratory Immunology (Allergy and Immunology)
ILI Clinical and Laboratory Immunology (Internal Medicine)
CBG Clinical Biochemical Genetics
ICE Clinical Cardiac Electrophysiology
CCG Clinical Cytogentics
CG Clinical Genetics
CMG Clinical Molecular Genetics
CN Clinical Neurophysiology
CLP Clinical Pathology
PA Clinical Pharmacology
CRS Colon and Rectal Surgery
CCA Critical Care Medicine (Anesthesiology)
CCM Critical Care Medicine (Internal Medicine)
NCC Critical Care Medicine (Neurological Surgery)
OCC Critical Care Medicine (Obstetrics and Gynecology)
PCP Cytopathology
DS Dermatologic Surgery
D Dermatology
DMP Dermatopathology (Pathology)
DIA Diabetes
DR Diagnostic Radiology
EM Emergency Medicine
END Endocrinology, Diabetes, and Metabolism
EP Epidemiology
FPS Facial Plastic Surgery
FP Family Practice
FM Family Medicine
OFA Foot and Ankle Orthopedics
FOP Forensic Pathology
PFP Forensic Psychiatry
GE Gastroenterology
GP General Practice
GPM General Preventive Medicine
GS General Surgery
FPG Geriatric Medicine (Family Practice)
IMG Geriatric Medicine (Internal Medicine)
PYG Geriatric Psychiatry
GO Gynecological Oncology
GYN Gynecology
HS Hand Surgery
HNS Head and Neck Surgery
HEM Hematology (Internal Medicine)
HMP Hematology (Pathology)
HO Hematology/Oncology
HEP Hepatology
IG Immunology
PIP Immunopathology
ID Infectious Disease
IM Internal Medicine
MPD Internal Medicine/Pediatrics
LM Legal Medicine
MFM Maternal and Fetal Medicine
MXR Maxillofacial Radiology
MG Medical Genetics
MDM Medical Management
MM Medical Microbiology
ON Medical Oncology
ETX Medical Toxicology (Emergency Medicine)
PDT Medical Toxicology (Pediatrics)
PTX Medical Toxicology (Preventive Medicine)
OMO Musculoskeletal Oncology
NPM Neonatal-Perinatal Medicine
NEP Nephrology
NS Neurological Surgery
N Neurology
NRN Neurology/Diagnostic Radiology/Neuroradiology
NP Neuropathology
RNR Neuroradiology
NM Nuclear Medicine
NR Nuclear Radiology
NTR Nutrition
OBS Obstetrics
OBG Obstetrics and Gynecology
OM Occupational Medicine
OPH Ophthalomology
ORS Orthopedic Surgery
OSS Orthopedic Surgery of the Spine
OTR Orthopedic Trauma
OMM Osteopathic Manipulative Medicine
OS Other
OTO Otolaryngology
OT Otology/Neurotology
APM Pain Management (Anesthesiology)
PMD Pain Medicine
PLM Palliative Medicine
PDA Pediatric Allergy
PDC Pediatric Cardiology
CCP Pediatric Critical Care Medicine
PE Pediatric Emergency Medicine (Emergency Medicine)
PEM Pediatric Emergency Medicine (Pediatrics)
PDE Pediatric Endocrinology
PG Pediatric Gastroenterology
PHO Pediatric Hematology/Oncology
PDI Pediatric Infectious Diseases
PN Pediatric Nephrology
PO Pediatric Ophthalmology
OP Pediatric Orthopedics
PDO Pediatric Otolaryngology
PP Pediatric Pathology
PDP Pediatric Pulmonology
PDR Pediatric Radiology
PPR Pediatric Rheumatology
NSP Pediatric Surgery (Neurological Surgery)
PDS Pediatric Surgery (Surgery)
UP Pediatric Urology
PD Pediatrics
PM Physical Medicine and Rehabilitation
PS Plastic Surgery
POD Podiatry
PRO Proctology
P Psychiatry
PYA Psychoanalysis
MPH Public Health and General Preventive Medicine
PUD Pulmonary Disease
PCC Pulmonary Disease and Critical Care Medicine
RO Radiation Oncology
RIP Radioisotopic Pathology
RP Radiological Physics
R Radiology
REN Reproductive Endocrinology
RHU Rheumatology
SP Selective Pathology
SM Sleep Medicine
SCI Spinal Cord Injury Medicine (Physical Medicine and Rehabilitation)
ESM Sports Medicine (Emergency Medicine)
FSM Sports Medicine (Family Practice)
ISM Sports Medicine (Internal Medicine)
OSM Sports Medicine (Orthopedic Surgery)
PSM Sports Medicine (Pediatrics)
CCS Surgical Critical Care (Surgery)
SO Surgical Oncology
TTS Transplant Surgery
TRS Trauma Surgery
UM Undersea Medicine
US Unspecified
U Urology
VIR Vascular and Interventional Radiology
VS Vascular Surgery
W Wound Care		Specialty Taxonomy

Shannon Rochon: Allergy & Immunology - 207K00000X
Allergy & Immunology, Allergy - 207KA0200X
Allergy & Immunology, Clinical & Laboratory Immunology - 207KI0005X
Anesthesiology - 207L00000X
Anesthesiology, Pain Medicine - 207LP2900X
Anesthesiology, Pediatric Anesthesiology - 207LP3000X
Surgery, Colon & Rectal - 208C00000X
Dermatology - 207N00000X
Dermatology, MOHS - Mircrographic Surgery - 207ND0101X
Dermatology, Pediatric Dermatology - 207NP0225X
Emergency Medicine - 207P00000X
Emergency Medicine, Hospice and Palliative Medicine - 207PH0002X
Emergency Medicine, Pediatric Emergency Medicine - 207PP0204X
Emergency Medicine, Sports Medicine - 207PE0005X
Emergency Medicine, Undersea and Hyperbaric Medicine - 207PS0010X
Emergency Medicine - 207P00000X
Emergency Medicine, Sports Medicine - 207PE0005X
Family Medicine - 207Q00000X
Family Medicine, Addiction Medicine - 207QA0401X
Family Medicine, Adolescent Medicine - 207QA0000X
Family Medicine, Adult Medicine - 207QA0505X
Family Medicine, Bariatric Medicine - 207QB0002X
Family Medicine, Geriatric Medicine - 207QG0300X
Family Medicine, Hospice and Palliative Medicine - 207QH0002X
Family Medicine, Sleep Medicine - 207QS1201X
Family Medicine, Sports Medicine - 207QS0010X
General Practice - 208D00000X
Hospitalist - 208M00000X
Internal Medicine - 207R00000X
Internal Medicine, Addiction Medicine - 207RA0401X
Internal Medicine, Adolescent Medicine - 207RA0000X
Internal Medicine, Allergy & Immunology - 207RA0201X
Internal Medicine, Bariatric Medicine - 207RB0002X
Internal Medicine, Cardiovascular Disease - 207RC0000X
Internal Medicine, Clinical & Laboratory Immunology - 207RI0001X
Internal Medicine, Clinical Cardiac Electrophysiology - 207RC0001X
Internal Medicine, Critical Care Medicine - 207RC0200X
Internal Medicine, Endocrinology/Diabetes/Metabolism - 207RE0101X
Internal Medicine, Gastroenterology - 207RG0100X
Internal Medicine, Geriatric Medicine - 207RG0300X
Internal Medicine, Hematology - 207RH0000X
Internal Medicine, Hematology & Oncology - 207RH0003X
Internal Medicine, Hepatology - 207RI0008X
Internal Medicine, Hospice and Palliative Medicine - 207RH0002X
Internal Medicine, Infectious Disease - 207RI0200X
Internal Medicine, Interventional Cardiology - 207RI0011X
Internal Medicine, Oncology - 207RX0202X
Internal Medicine, Nephrology - 207RN0300X
Internal Medicine, Pulmonary Disease - 207RP1001X
Internal Medicine, Rheumatology - 207RR0500X
Internal Medicine, Sleep Medicine - 207RS0012X
Internal Medicine, Sports Medicine - 207RS0010X
Internal Medicine, Transplant Hepatology - 207RT0003X
Genetics, Biochemical Genetics - 207SG0202X
Genetics, Cytogenetics - 207SC0300X
Genetics - 207SG0201X
Genetics, Molecular Genetics - 207SG0203X
Genetics, Molecular Genetic Pathology - 207SM0001X
Genetics, PhD Medical Genetics - 207SG0205X
Surgery, Neurological Surgery - 207T00000X
Nuclear Medicine - 207U00000X
Nuclear Medicine, In Vivo & In Vitro Nuclear Medicine - 207UN0903X
Nuclear Medicine, Nuclear Cardiology - 207UN0901X
Nuclear Medicine, Nuclear Imaging & Therapy - 207UN0902X
Neuromusculoskeletal Medicine & OMM - 204D00000X
Neuromusculoskeletal Medicine, Sports Medicine - 204C00000X
Obstetrics & Gynecology - 207V00000X
Obstetrics & Gynecology, Bariatric Medicine - 207VB0002X
Obstetrics & Gynecology, Critical Care Medicine - 207VC0200X
Obstetrics & Gynecology, Gynecologic Oncology - 207VX0201X
Obstetrics & Gynecology, Gynecology - 207VG0400X
Obstetrics & Gynecology, Hospice and Palliative Medicine - 207VH0002X
Obstetrics & Gynecology, Maternal & Fetal Medicine - 207VM0101X
Obstetrics & Gynecology, Obstetrics - 207VX0000X
Obstetrics & Gynecology, Reproductive Endocrinology - 207VE0102X
Ophthalmology - 207W00000X
Surgery, Oral & Maxillofacial Surgery - 204E00000X
Orthopaedic Surgery - 207X00000X
Orthopaedic Surgery, Adult Reconstructive Surgery - 207XS0114X
Orthopaedic Surgery, Foot and Ankle Surgery - 207XX0004X
Orthopaedic Surgery, Hand Surgery - 207XS0106X
Orthopaedic Surgery, Surgery of the Spine - 207XS0117X
Orthopaedic Surgery, Orthopaedic Trauma - 207XX0801X
Orthopaedic Surgery, Pediatric Orthopedic Surgery - 207XP3100X
Orthopaedic Surgery, Sports Medicine - 207XX0005X
Otolaryngology - 207Y00000X
Otolaryngology, Facial Plastic Surgery - 207YS0123X
Otolaryngology, Otolaryngic Allergy - 207YX0602X
Otolaryngology, Otology & Neurotology - 207YX0901X
Otolaryngology, Pediatric Otolaryngology - 207YP0228X
Otolaryngology, Plastic Surgery within the Head & Neck - 207YX0007X
Otolaryngology, Sleep Medicine - 207YS0012X
Pathology, Anatomic Pathology - 207ZP0101X
Pathology, Anatomic Pathology & Clinical Pathology - 207ZP0102X
Pathology, Blood Banking & Transfusion Medicine - 207ZB0001X
Pathology, Chemical Pathology - 207ZP0104X
Pathology - 207ZC0006X
Pathology, Clinical & Laboratory Pathology - 207ZP0105X
Pathology, Cytopathology - 207ZC0500X
Pathology, Dermatopathology - 207ZD0900X
Pathology, Forensic Pathology - 207ZF0201X
Pathology, Hematology - 207ZH0000X
Pathology, Immunopathology - 207ZI0100X
Pathology, Medical Microbiology - 207ZM0300X
Pathology, Molecular Genetic Pathology - 207ZP0007X
Pathology, Neuropathology - 207ZN0500X
Pathology, Pediatric Pathology - 207ZP0213X
Pediatrics - 208000000X
Pediatrics, Adolescent Medicine - 2080A0000X
Pediatrics, Child Abuse Pediatrics - 2080C0008X
Pediatrics, Clinical & Laboratory Immunology - 2080I0007X
Pediatrics, Developmental-Behavioral Pediatrics - 2080P0006X
Pediatrics, Hospice and Palliative Medicine - 2080H0002X
Pediatrics, Medical Toxicology - 2080T0002X
Pediatrics, Neonatal-Perinatal Medicine - 2080N0001X
Pediatrics, Neurodevelopmental Disabilities - 2080P0008X
Pediatrics, Allergy & Immunology - 2080P0201X
Pediatrics, Cardiovascular Disease - 2080P0202X
Pediatrics, Critical Care Medicine - 2080P0203X
Pediatrics, Emergency Medicine - 2080P0204X
Pediatrics, Endocrinology - 2080P0205X
Pediatrics, Gastroenterology - 2080P0206X
Pediatrics, Hematology & Oncology - 2080P0207X
Pediatrics, Infectious Disease - 2080P0208X
Pediatrics, Nephrology - 2080P0210X
Pediatrics, Pulmonology - 2080P0214X
Pediatrics, Rheumatology - 2080P0216X
Pediatrics, Transplant Hepatology - 2080T0004X
Pediatrics, Sleep Medicine - 2080S0012X
Pediatrics, Sports Medicine - 2080S0010X
Phlebology - 202K00000X
Physical Medicine & Rehabilitation - 208100000X
Physical Medicine & Rehabilitation, Hospice and Palliative Medicine - 2081H0002X
Physical Medicine & Rehabilitation, Neuromuscular Medicine - 2081N0008X
Physical Medicine & Rehabilitation, Pain Medicine - 2081P2900X
Physical Medicine & Rehabilitation, Pediatric Rehabilitation Medicine - 2081P0010X
Physical Medicine & Rehabilitation, Spinal Cord Injury Medicine - 2081P0004X
Physical Medicine & Rehabilitation, Sports Medicine - 2081S0010X
Plastic Surgery - 208200000X
Plastic Surgery, Plastic Surgery within the Head & Neck - 2082S0099X
Plastic Surgery, Hand Surgery - 2082S0105X
Preventive Medicine, Aerospace Medicine - 2083A0100X
Preventive Medicine, Medical Toxicology - 2083T0002X
Preventive Medicine, Occupational Medicine - 2083X0100X
Preventive Medicine, Preventive Medicine/Occupational Environmental Medicine - 2083P0500X
Preventive Medicine (and Public Health) - 2083P0901X
Preventive Medicine, Sports Medicine - 2083S0010X
Preventive Medicine, Undersea and Hyperbaric Medicine - 2083P0011X
Psychiatry & Neurology, Addiction Medicine - 2084A0401X
Psychiatry & Neurology, Addiction Psychiatry - 2084P0802X
Psychiatry & Neurology, Bariatric Medicine - 2084B0002X
Psychiatry & Neurology, Child & Adolescent Psychiatry - 2084P0804X
Psychiatry & Neurology, Neurophysiology - 2084N0600X
Psychiatry & Neurology, Diagnostic Neuroimaging - 2084D0003X
Psychiatry & Neurology, Forensic Psychiatry - 2084F0202X
Psychiatry & Neurology, Geriatric Psychiatry - 2084P0805X
Psychiatry & Neurology, Hospice and Palliative Medicine - 2084H0002X
Psychiatry & Neurology, Neurodevelopmental Disabilities - 2084P0005X
Psychiatry & Neurology, Neurology - 2084N0400X
Psychiatry & Neurology, Neurology (Child Qualifications) - 2084N0402X
Psychiatry & Neurology, Neuromuscular Medicine - 2084N0008X
Psychiatry & Neurology, Pain Medicine - 2084P2900X
Psychiatry & Neurology, Psychiatry - 2084P0800X
Psychiatry & Neurology, Psychosomatic Medicine - 2084P0015X
Psychiatry & Neurology, Sleep Medicine - 2084S0012X
Psychiatry & Neurology, Sports Medicine - 2084S0010X
Psychiatry & Neurology, Vascular Neurology - 2084V0102X
Pain Medicine, Interventional Pain Medicine - 208VP0014X
Pain Medicine, Pain Medicine - 208VP0000X
Radiology, Diagnostic Radiology - 2085R0202X
Radiology, Diagnostic Ultrasound - 2085U0001X
Radiology, Hospice and Palliative Medicine - 2085H0002X
Radiology, Pediatric Radiology - 2085P0229X
Radiology, Radiation Oncology - 2085R0001X
Radiology, Theraputic Radiology - 2085R0203X
Radiology, Vascular & Interventional Radiology - 2085R0204X
Surgery - 208600000X
Surgery, Hospice and Palliative Medicine - 2086H0002X
Surgery, Pediatric Surgery - 2086S0120X
Surgery, Plastic and Reconstructive Surgery - 2086S0122X
Surgery, Hand Surgery - 2086S0105X
Surgery, Critical Care Medicine - 2086S0102X
Surgery, Surgical Oncology - 2086X0206X
Surgery, Trauma Surgery - 2086S0127X
Surgery, Vascular Surgery - 2086S0129X
Surgery, Thoracic (Cardiothoracic Vascular) Surgery - 208G00000X
Surgery, Transplant Surgery - 204F00000X
Urology - 208800000X
Urology, Pediatric Urology - 2088P0231X
Neuropsychologist - 103G00000X
Counselor, Substance Abuse Counselor - 101YA0400X
Counselor, Mental Health Counselor - 101YM0800X
Counselor, Marriage & Family Therapist - 106H00000X
Psychologist - 103T00000X
Social Worker, Licensed - 104100000X
Social Worker, Clinical - 1041C0700X
Chiropractor - 111N00000X
Dentist - 122300000X
Dentist, Oral & Maxillofacial Surgery - 1223S0112X
Dentist, Orthodontics (and Dentofacial Orthopaedics) - 1223X0400X
Dentist, Pediatric Dentistry - 1223P0221X
Dentist, Periodontics - 1223P0300X
Dietician - 133V00000X
Nutritionist - 133N00000X
Optometrist - 152W00000X
Nurse, Registered - 163W00000X
Nurse, Registered - Diabetes Educator - 163WD0400X
Nurse, Registered - Pain Management - 163WP0000X
Acupuncturist - 171100000X
Minor Home Modifications - 171WH0202X
Midwife - Licensed/Certified (Non-Nurse) Midwife - 176B00000X
Naturopath - 175F00000X
Nurse Practitioner - Certified Nurse Midwife - 367A00000X
Nurse Specialist - 364S00000X
Nurse Specialist - Acute Care - 364SA2100X
Nurse Specialist - Adult Health - 364SA2200X
Nurse Specialist - Chronic Care - 364SC2300X
Nurse Specialist - Community Health/Public Health - 364SC1501X
Nurse Specialist - Critical Care Medicine - 364SC0200X
Nurse Specialist - Emergency - 364SE0003X
Nurse Specialist - Ethics - 364SE1400X
Nurse Specialist - Family Health - 364SF0001X
Nurse Specialist - Gerontology - 364SG0600X
Nurse Specialist - Holistic - 364SH1100X
Nurse Specialist - Home Health - 364SH0200X
Nurse Specialist - Informatics - 364SI0800X
Nurse Specialist - Long-Term Care - 364SL0600X
Nurse Specialist - Medical-Surgical - 364SM0705X
Nurse Specialist - Neonatal - 364SN0000X
Nurse Specialist - Neuroscience - 364SN0800X
Nurse Specialist - Occupational Health - 364SX0106X
Nurse Specialist - Oncology - 364SX0200X
Nurse Specialist - Pediatric Oncology - 364SX0204X
Nurse Specialist - Pediatric - 364SP0200X
Nurse Specialist - Perinatal - 364SP1700X
Nurse Specialist - Perioperative - 364SP2800X
Nurse Specialist - Psychiatric - 364SP0808X
Nurse Specialist - Psychiatric, Adult - 364SP0809X
Nurse Specialist - Psychiatric, Child & Adolescent - 364SP0807X
Nurse Specialist - Psychiatric, Child & Family - 364SP0810X
Nurse Specialist - Psychiatric, Chronically Ill - 364SP0811X
Nurse Specialist - Psychiatric, Community - 364SP0812X
Nurse Specialist - Psychiatric, Geropsychiatric - 364SP0813X
Nurse Specialist - Rehabilitation - 364SR0400X
Nurse Specialist - School - 364SS0200X
Nurse Specialist - Transplantation - 364ST0500X
Nurse Specialist - Women's Health - 364SW0102X
Nurse, Certified Registered Nurse Anesthetist (CRNA) - 500000X367500000XNurse Practitioner - Acute Care - 363LA2100X
Nurse Practitioner - Adult Health - 363LA2200X
Nurse Practitioner - Community Health - 363LC1500X
Nurse Practitioner - Critical Care Medicine - 363LC0200X
Nurse Practitioner - Family - 363LF0000X
Nurse Practitioner - Geriatric - 363LG0600X
Nurse Practitioner - Neonatal - 363LN0000X
Nurse Practitioner - Neonatal, Critical Care - 363LN0005X
Nurse Practitioner - Obstetrics & Gynecology - 363LX0001X
Nurse Practitioner - Occupational Health - 363LX0106X
Nurse Practitioner - Pediatric - 363LP0200X
Nurse Practitioner - Pediatric Critical Care - 363LP0222X
Nurse Practitioner - Perinatal - 363LP1700X
Nurse Practitioner - Psychiatric - 363LP0808X
Nurse Practitioner - School - 363LS0200X
Nurse Practitioner - Women's Health - 363LW0102X
Physician Assistant - 363A00000X
Podiatrist - 213E00000X
Podiatrist, Foot/Ankle Surgery - 213ES0103X
Podiatrist, Foot Surgery - 213ES0131X
Massage Therapist - 225700000X
Occupational Therapist - 225X00000X
Physical Therapist - 225100000X
Audiologist - 231H00000X
Speech-Language Pathologist - 235Z00000X
Home Health Agency - 251E00000X
Infusion Therapy - Home - 251F00000X
In Home Supportive Care (Personal Attendant Services) - 253Z00000X
Adult Day Care - 261QA0600X
Ambulatory Surgery Center - 261QA1903X
Birthing Center - 261QB0400X
Dialysis (End-Stage Renal Disease) Treatment Center - 261QE0700X
Federally Qualified Health Center (FQHC) - 261QF0400X
Infusion Therapy - Clinic - 261QI0500X
Mental Health Clinic (Outpatient) - 261QM0801X
Physical Therapy Clinic - 261QP2000X
Radiology Clinic - 261QR0200X
Radiology Clinic - Mobile - 261QR0208X
Rehabilitation Clinic (PT/OT/SLP) - 261QR0400X
Comprehensive Outpatient Rehabilitation Facility (CORF) - 261QR0401X
Substance Abuse Clinic (Outpatient) - 261QR0405X
Urgent Care Clinic - 261QU0200X
Hospital - General Acute Care - 282N00000X
Hospital - Psychiatric - 283Q00000X
Hospital - Rehabilitation - 283X00000X
Laboratory - 291U00000X
Laboratory, Independent Diagnostic Testing Facility (IDTF) - 293D00000X
Assisted Living Facility - 310400000X
Adult Care Home - 311ZA0620X
Hospice Facility - 315D00000X
Skilled Nursing Facility - 314000000X
Mental Health Clinic (Inpatient) - 323P00000X
Residential Treatment, Emotionally Disturbed Children - 322D00000X
Residential Treatment, Mental Retardation/Dvlpmntl Dsblts - 320600000X
Residential Treatment, Physical Disabilities - 320700000X
Substance Abuse Clinic (Inpatient) - 324500000X
Durable Medical Equipment (DME) Supplier - 332B00000X
Durable Medical Equipment (DME) Supplier - Respiratory - 332BX2000X
Emergency Response Services - 333300000X
Pharmacy - 333600000X
Portable X-Ray Supplier - 335V00000X
Prosthetic/Orthotic Supplier - 335E00000X
Transportation Broker (Medical) - 347E00000X

Nurse Practitioner - 363L00000X
Nurse Practitioner - Acute Care - 363LA2100X
Nurse Practitioner - Adult Health - 363LA2200X
Nurse Practitioner - Community Health - 363LC1500X
Nurse Practitioner - Critical Care Medicine - 363LC0200X
Nurse Practitioner - Family - 363LF0000X
Nurse Practitioner - Geriatric - 363LG0600X
Nurse Practitioner - Neonatal - 363LN0000X
Nurse Practitioner - Neonatal, Critical Care - 363LN0005X
Nurse Practitioner - Obstetrics & Gynecology - 363LX0001X
Nurse Practitioner - Occupational Health - 363LX0106X
Nurse Practitioner - Pediatric - 363LP0200X
Nurse Practitioner - Pediatric Critical Care - 363LP0222X
Nurse Practitioner - Perinatal - 363LP1700X
Nurse Practitioner - Psychiatric - 363LP0808X
Nurse Practitioner - School - 363LS0200X
Nurse Practitioner - Women's Health - 363LW0102X
Physician Assistant - 363A00000X
Podiatrist - 213E00000X
Podiatrist, Foot/Ankle Surgery - 213ES0103X
Podiatrist, Foot Surgery - 213ES0131X
Massage Therapist - 225700000X
Occupational Therapist - 225X00000X
Physical Therapist - 225100000X
Audiologist - 231H00000X
Speech-Language Pathologist - 235Z00000X
Home Health Agency - 251E00000X
Infusion Therapy - Home - 251F00000X
In Home Supportive Care (Personal Attendant Services) - 253Z00000X
Adult Day Care - 261QA0600X
Ambulatory Surgery Center - 261QA1903X
Birthing Center - 261QB0400X
Dialysis (End-Stage Renal Disease) Treatment Center - 261QE0700X
Federally Qualified Health Center (FQHC) - 261QF0400X
Infusion Therapy - Clinic - 261QI0500X
Mental Health Clinic (Outpatient) - 261QM0801X
Physical Therapy Clinic - 261QP2000X
Radiology Clinic - 261QR0200X
Radiology Clinic - Mobile - 261QR0208X
Rehabilitation Clinic (PT/OT/SLP) - 261QR0400X
Comprehensive Outpatient Rehabilitation Facility (CORF) - 261QR0401X
Substance Abuse Clinic (Outpatient) - 261QR0405X
Urgent Care Clinic - 261QU0200X
Hospital - General Acute Care - 282N00000X
Hospital - Psychiatric - 283Q00000X
Hospital - Rehabilitation - 283X00000X
Laboratory - 291U00000X
Laboratory, Independent Diagnostic Testing Facility (IDTF) - 293D00000X
Assisted Living Facility - 310400000X
Adult Care Home - 311ZA0620X
Hospice Facility - 315D00000X
Skilled Nursing Facility - 314000000X
Mental Health Clinic (Inpatient) - 323P00000X
Residential Treatment, Emotionally Disturbed Children - 322D00000X
Residential Treatment, Mental Retardation/Dvlpmntl Dsblts - 320600000X
Residential Treatment, Physical Disabilities - 320700000X
Substance Abuse Clinic (Inpatient) - 324500000X
Durable Medical Equipment (DME) Supplier - 332B00000X
Durable Medical Equipment (DME) Supplier - Respiratory - 332BX2000X
Emergency Response Services - 333300000X
Pharmacy - 333600000X
Portable X-Ray Supplier - 335V00000X
Prosthetic/Orthotic Supplier - 335E00000X
Transportation Broker (Medical) - 347E00000X
Nurse Practitioner - Acute Care - 363LA2100X
Nurse Practitioner - Adult Health - 363LA2200X
Nurse Practitioner - Community Health - 363LC1500X
Nurse Practitioner - Critical Care Medicine - 363LC0200X
Nurse Practitioner - Family - 363LF0000X
Nurse Practitioner - Geriatric - 363LG0600X
Nurse Practitioner - Neonatal - 363LN0000X
Nurse Practitioner - Neonatal, Critical Care - 363LN0005X
Nurse Practitioner - Obstetrics & Gynecology - 363LX0001X
Nurse Practitioner - Occupational Health - 363LX0106X
Nurse Practitioner - Pediatric - 363LP0200X
Nurse Practitioner - Pediatric Critical Care - 363LP0222X
Nurse Practitioner - Perinatal - 363LP1700X
Nurse Practitioner - Psychiatric - 363LP0808X
Nurse Practitioner - School - 363LS0200X
Nurse Practitioner - Women's Health - 363LW0102X
Physician Assistant - 363A00000X
Podiatrist - 213E00000X
Podiatrist, Foot/Ankle Surgery - 213ES0103X
Podiatrist, Foot Surgery - 213ES0131X
Massage Therapist - 225700000X
Occupational Therapist - 225X00000X
Physical Therapist - 225100000X
Audiologist - 231H00000X
Speech-Language Pathologist - 235Z00000X
Home Health Agency - 251E00000X
Infusion Therapy - Home - 251F00000X
In Home Supportive Care (Personal Attendant Services) - 253Z00000X
Adult Day Care - 261QA0600X
Ambulatory Surgery Center - 261QA1903X
Birthing Center - 261QB0400X
Dialysis (End-Stage Renal Disease) Treatment Center - 261QE0700X
Federally Qualified Health Center (FQHC) - 261QF0400X
Infusion Therapy - Clinic - 261QI0500X
Mental Health Clinic (Outpatient) - 261QM0801X
Physical Therapy Clinic - 261QP2000X
Radiology Clinic - 261QR0200X
Radiology Clinic - Mobile - 261QR0208X
Rehabilitation Clinic (PT/OT/SLP) - 261QR0400X
Comprehensive Outpatient Rehabilitation Facility (CORF) - 261QR0401X
Substance Abuse Clinic (Outpatient) - 261QR0405X
Urgent Care Clinic - 261QU0200X
Hospital - General Acute Care - 282N00000X
Hospital - Psychiatric - 283Q00000X
Hospital - Rehabilitation - 283X00000X
Laboratory - 291U00000X
Laboratory, Independent Diagnostic Testing Facility (IDTF) - 293D00000X
Assisted Living Facility - 310400000X
Adult Care Home - 311ZA0620X
Hospice Facility - 315D00000X
Skilled Nursing Facility - 314000000X
Mental Health Clinic (Inpatient) - 323P00000X
Residential Treatment, Emotionally Disturbed Children - 322D00000X
Residential Treatment, Mental Retardation/Dvlpmntl Dsblts - 320600000X
Residential Treatment, Physical Disabilities - 320700000X
Substance Abuse Clinic (Inpatient) - 324500000X
Durable Medical Equipment (DME) Supplier - 332B00000X
Durable Medical Equipment (DME) Supplier - Respiratory - 332BX2000X
Emergency Response Services - 333300000X
Pharmacy - 333600000X
Portable X-Ray Supplier - 335V00000X
Prosthetic/Orthotic Supplier - 335E00000X
Transportation Broker (Medical) - 347E00000X

Nurse Practitioner - Acute Care - 363LA2100X
Nurse Practitioner - Adult Health - 363LA2200X
Nurse Practitioner - Community Health - 363LC1500X
Nurse Practitioner - Critical Care Medicine - 363LC0200X
Nurse Practitioner - Family - 363LF0000X
Nurse Practitioner - Geriatric - 363LG0600X
Nurse Practitioner - Neonatal - 363LN0000X
Nurse Practitioner - Neonatal, Critical Care - 363LN0005X
Nurse Practitioner - Obstetrics & Gynecology - 363LX0001X
Nurse Practitioner - Occupational Health - 363LX0106X
Nurse Practitioner - Pediatric - 363LP0200X
Nurse Practitioner - Pediatric Critical Care - 363LP0222X
Nurse Practitioner - Perinatal - 363LP1700X
Nurse Practitioner - Psychiatric - 363LP0808X
Nurse Practitioner - School - 363LS0200X
Nurse Practitioner - Women's Health - 363LW0102X
Physician Assistant - 363A00000X
Podiatrist - 213E00000X
Podiatrist, Foot/Ankle Surgery - 213ES0103X
Podiatrist, Foot Surgery - 213ES0131X
Massage Therapist - 225700000X
Occupational Therapist - 225X00000X
Physical Therapist - 225100000X
Audiologist - 231H00000X
Speech-Language Pathologist - 235Z00000X
Home Health Agency - 251E00000X
Infusion Therapy - Home - 251F00000X
In Home Supportive Care (Personal Attendant Services) - 253Z00000X
Adult Day Care - 261QA0600X
Ambulatory Surgery Center - 261QA1903X
Birthing Center - 261QB0400X
Dialysis (End-Stage Renal Disease) Treatment Center - 261QE0700X
Federally Qualified Health Center (FQHC) - 261QF0400X
Infusion Therapy - Clinic - 261QI0500X
Mental Health Clinic (Outpatient) - 261QM0801X
Physical Therapy Clinic - 261QP2000X
Radiology Clinic - 261QR0200X
Radiology Clinic - Mobile - 261QR0208X
Rehabilitation Clinic (PT/OT/SLP) - 261QR0400X
Comprehensive Outpatient Rehabilitation Facility (CORF) - 261QR0401X
Substance Abuse Clinic (Outpatient) - 261QR0405X
Urgent Care Clinic - 261QU0200X
Hospital - General Acute Care - 282N00000X
Hospital - Psychiatric - 283Q00000X
Hospital - Rehabilitation - 283X00000X
Laboratory - 291U00000X
Laboratory, Independent Diagnostic Testing Facility (IDTF) - 293D00000X
Assisted Living Facility - 310400000X
Adult Care Home - 311ZA0620X
Hospice Facility - 315D00000X
Skilled Nursing Facility - 314000000X
Mental Health Clinic (Inpatient) - 323P00000X
Residential Treatment, Emotionally Disturbed Children - 322D00000X
Residential Treatment, Mental Retardation/Dvlpmntl Dsblts - 320600000X
Residential Treatment, Physical Disabilities - 320700000X
Substance Abuse Clinic (Inpatient) - 324500000X
Durable Medical Equipment (DME) Supplier - 332B00000X
Durable Medical Equipment (DME) Supplier - Respiratory - 332BX2000X
Emergency Response Services - 333300000X
Pharmacy - 333600000X
Portable X-Ray Supplier - 335V00000X
Prosthetic/Orthotic Supplier - 335E00000X
Transportation Broker (Medical) - 347E00000X

Nurse Practitioner - Adult Health - 363LA2200X
Nurse Practitioner - Community Health - 363LC1500X
Nurse Practitioner - Critical Care Medicine - 363LC0200X
Nurse Practitioner - Family - 363LF0000X
Nurse Practitioner - Geriatric - 363LG0600X
Nurse Practitioner - Neonatal - 363LN0000X
Nurse Practitioner - Neonatal, Critical Care - 363LN0005X
Nurse Practitioner - Adult Health - 363LA2200X
Nurse Practitioner - Community Health - 363LC1500X
Nurse Practitioner - Critical Care Medicine - 363LC0200X
Nurse Practitioner - Family - 363LF0000X
Nurse Practitioner - Geriatric - 363LG0600X
Nurse Practitioner - Neonatal - 363LN0000X
Nurse Practitioner - Neonatal, Critical Care - 363LN0005X
Nurse Practitioner - Adult Health - 363LA2200X
Nurse Practitioner - Community Health - 363LC1500X
Nurse Practitioner - Critical Care Medicine - 363LC0200X
Nurse Practitioner - Family - 363LF0000X
Nurse Practitioner - Geriatric - 363LG0600X
Nurse Practitioner - Neonatal - 363LN0000X
Nurse Practitioner - Neonatal, Critical Care - 363LN0005X
Nurse Practitioner - Obstetrics & Gynecology - 363LX0001X
Nurse Practitioner - Occupational Health - 363LX0106X
Nurse Practitioner - Pediatric - 363LP0200X
Nurse Practitioner - Pediatric Critical Care - 363LP0222X
Nurse Practitioner - Perinatal - 363LP1700X
Nurse Practitioner - Psychiatric - 363LP0808X
Nurse Practitioner - School - 363LS0200X
Nurse Practitioner - Women's Health - 363LW0102X
Physician Assistant - 363A00000X
Podiatrist - 213E00000X
Podiatrist, Foot/Ankle Surgery - 213ES0103X
Podiatrist, Foot Surgery - 213ES0131X
Massage Therapist - 225700000X
Occupational Therapist - 225X00000X
Physical Therapist - 225100000X
Audiologist - 231H00000X
Speech-Language Pathologist - 235Z00000X
Home Health Agency - 251E00000X
Infusion Therapy - Home - 251F00000X
In Home Supportive Care (Personal Attendant Services) - 253Z00000X
Adult Day Care - 261QA0600X
Ambulatory Surgery Center - 261QA1903X
Birthing Center - 261QB0400X
Dialysis (End-Stage Renal Disease) Treatment Center - 261QE0700X
Federally Qualified Health Center (FQHC) - 261QF0400X
Infusion Therapy - Clinic - 261QI0500X
Mental Health Clinic (Outpatient) - 261QM0801X
Physical Therapy Clinic - 261QP2000X
Radiology Clinic - 261QR0200X
Radiology Clinic - Mobile - 261QR0208X
Rehabilitation Clinic (PT/OT/SLP) - 261QR0400X
Comprehensive Outpatient Rehabilitation Facility (CORF) - 261QR0401X
Substance Abuse Clinic (Outpatient) - 261QR0405X
Urgent Care Clinic - 261QU0200X
Hospital - General Acute Care - 282N00000X
Hospital - Psychiatric - 283Q00000X
Hospital - Rehabilitation - 283X00000X
Laboratory - 291U00000X
Laboratory, Independent Diagnostic Testing Facility (IDTF) - 293D00000X
Assisted Living Facility - 310400000X
Adult Care Home - 311ZA0620X
Hospice Facility - 315D00000X
Skilled Nursing Facility - 314000000X
Mental Health Clinic (Inpatient) - 323P00000X
Residential Treatment, Emotionally Disturbed Children - 322D00000X
Residential Treatment, Mental Retardation/Dvlpmntl Dsblts - 320600000X
Residential Treatment, Physical Disabilities - 320700000X
Substance Abuse Clinic (Inpatient) - 324500000X
Durable Medical Equipment (DME) Supplier - 332B00000X
Durable Medical Equipment (DME) Supplier - Respiratory - 332BX2000X
Emergency Response Services - 333300000X
Pharmacy - 333600000X
Portable X-Ray Supplier - 335V00000X
Prosthetic/Orthotic Supplier - 335E00000X
Transportation Broker (Medical) - 347E00000X		Supervising Physician

Shannon Rochon: 
Midlevels with PA or NP degree need supervising physician		Supervising Physician Specialty

Shannon Rochon: 
CODE DESCRIPTION (SPECIALITY)
AS Abdominal Surgery
ADM Addiction Medicine
ADP Addiction Psychiatry
AMI Adolescent Medicine (Internal Medicine)
ADL Adolescent Medicine (Pediatrics)
OAR Adult Reconstructive Orthopedics
AM Aerospace Medicine
A Allergy
AI Allergy and Immunology
PTH Anatomic and Clinical Pathology
ATP Anatomic Pathology
AN Anesthesiology
BBK Blood Banking/Transfusion Medicine
CTS Cardiothoracic Surgery
CD Cardiovascular Disease
PCH Chemical Pathology
CHP Child and Adolescent Psychiatry
CHN Child Neurology
PLI Clinical and Laboratory Immunology (Pediatrics)
DDL Clinical and Laboratory Dermatological Immunology
ALI Clinical and Laboratory Immunology (Allergy and Immunology)
ILI Clinical and Laboratory Immunology (Internal Medicine)
CBG Clinical Biochemical Genetics
ICE Clinical Cardiac Electrophysiology
CCG Clinical Cytogentics
CG Clinical Genetics
CMG Clinical Molecular Genetics
CN Clinical Neurophysiology
CLP Clinical Pathology
PA Clinical Pharmacology
CRS Colon and Rectal Surgery
CCA Critical Care Medicine (Anesthesiology)
CCM Critical Care Medicine (Internal Medicine)
NCC Critical Care Medicine (Neurological Surgery)
OCC Critical Care Medicine (Obstetrics and Gynecology)
PCP Cytopathology
DS Dermatologic Surgery
D Dermatology
DMP Dermatopathology (Pathology)
DIA Diabetes
DR Diagnostic Radiology
EM Emergency Medicine
END Endocrinology, Diabetes, and Metabolism
EP Epidemiology
FPS Facial Plastic Surgery
FP Family Practice
OFA Foot and Ankle Orthopedics
FOP Forensic Pathology
PFP Forensic Psychiatry
GE Gastroenterology
GP General Practice
GPM General Preventive Medicine
GS General Surgery
FPG Geriatric Medicine (Family Practice)
IMG Geriatric Medicine (Internal Medicine)
PYG Geriatric Psychiatry
GO Gynecological Oncology
GYN Gynecology
HS Hand Surgery
HNS Head and Neck Surgery
HEM Hematology (Internal Medicine)
HMP Hematology (Pathology)
HO Hematology/Oncology
HEP Hepatology
IG Immunology
PIP Immunopathology
ID Infectious Disease
IM Internal Medicine
MPD Internal Medicine/Pediatrics
LM Legal Medicine
MFM Maternal and Fetal Medicine
MXR Maxillofacial Radiology
MG Medical Genetics
MDM Medical Management
MM Medical Microbiology
ON Medical Oncology
ETX Medical Toxicology (Emergency Medicine)
PDT Medical Toxicology (Pediatrics)
PTX Medical Toxicology (Preventive Medicine)
OMO Musculoskeletal Oncology
NPM Neonatal-Perinatal Medicine
NEP Nephrology
NS Neurological Surgery
N Neurology
NRN Neurology/Diagnostic Radiology/Neuroradiology
NP Neuropathology
RNR Neuroradiology
NM Nuclear Medicine
NR Nuclear Radiology
NTR Nutrition
OBS Obstetrics
OBG Obstetrics and Gynecology
OM Occupational Medicine
OPH Ophthalomology
ORS Orthopedic Surgery
OSS Orthopedic Surgery of the Spine
OTR Orthopedic Trauma
OMM Osteopathic Manipulative Medicine
OS Other
OTO Otolaryngology
OT Otology/Neurotology

APM Pain Management (Anesthesiology)
PMD Pain Medicine
PLM Palliative Medicine
PDA Pediatric Allergy
PDC Pediatric Cardiology
CCP Pediatric Critical Care Medicine
PE Pediatric Emergency Medicine (Emergency Medicine)
PEM Pediatric Emergency Medicine (Pediatrics)
PDE Pediatric Endocrinology
PG Pediatric Gastroenterology
PHO Pediatric Hematology/Oncology
PDI Pediatric Infectious Diseases
PN Pediatric Nephrology
PO Pediatric Ophthalmology
OP Pediatric Orthopedics
PDO Pediatric Otolaryngology
PP Pediatric Pathology
PDP Pediatric Pulmonology
PDR Pediatric Radiology
PPR Pediatric Rheumatology
NSP Pediatric Surgery (Neurological Surgery)
PDS Pediatric Surgery (Surgery)
UP Pediatric Urology
PD Pediatrics
PM Physical Medicine and Rehabilitation
PS Plastic Surgery
PRO Proctology
P Psychiatry
PYA Psychoanalysis
MPH Public Health and General Preventive Medicine
PUD Pulmonary Disease
PCC Pulmonary Disease and Critical Care Medicine
RO Radiation Oncology
RIP Radioisotopic Pathology
RP Radiological Physics
R Radiology
REN Reproductive Endocrinology
RHU Rheumatology
SP Selective Pathology
SM Sleep Medicine
SCI Spinal Cord Injury Medicine (Physical Medicine and Rehabilitation)
ESM Sports Medicine (Emergency Medicine)
FSM Sports Medicine (Family Practice)
ISM Sports Medicine (Internal Medicine)
OSM Sports Medicine (Orthopedic Surgery)
PSM Sports Medicine (Pediatrics)
CCS Surgical Critical Care (Surgery)
SO Surgical Oncology
TTS Transplant Surgery
TRS Trauma Surgery
UM Undersea Medicine
US Unspecified
U Urology
VIR Vascular and Interventional Radiology
VS Vascular Surgery		Board Specialty		Specialty Board Certified (Y/N)

Shannon Rochon: Specialty that does not require Board Certification use No		Specialty Board Eligible (Y/N)		Specialty Board Name

Shannon Rochon: ABA: American Board of Anesthesiology 
 ABAI: American Board of Allergy & Immunology 
 ABCRS: American Board of Colon and Rectal Surgery 
 ABD: American Board of Dermatology 
 ABEM: American Board of Emergency Medicine 
 ABFP: American Board of Family Practice 
 ABIM: American Board of Internal Medicine 
 ABMG: American Board of Medical Genetics 
 ABNM: American Board of Nuclear Medicine 
 ABNS: American Board of Neurological Surgery 
 ABOG: American Board of Obstetrics and Gynecology 
 ABOP: American Board of Ophthalmology 
 ABOS: American Board of Orthopaedic Surgery 
 ABOto: American Board of Otolaryngology 
 ABP: American Board of Pathology 
 ABP: American Board of Pediatrics 
 ABPM: American Board of Preventive Medicine 
 ABPMR: American Board of Physical Medicine & Rehabilitation 
 ABPN: American Board of Psychiatry and Neurology 
 ABPS: American Board of Plastic Surgery 
 ABR: American Board of Radiology 
 ABS: American Board of Surgery 
 ABTS: American Board of Thoracic Surgery 
 ABU: American Board of Urology
		Specialty Board Issue Date

Shannon Rochon: Required for HEDIS, provide board only if directly applicable to specialty		Specialty Board Expiration Date

Shannon Rochon: xx/xxxx
		Specialty Board Lifetime (Y/N)

Shannon Rochon: provide board only if directly applicable to specialty		Medical School Program Degree		Medical School Program School Name

Shannon Rochon: Enter the name of the school where the provider obtained their primary degree.
		Medical School City

Shannon Rochon: Enter the City for the medical school program fortheir primary degree.		Medical School State

Shannon Rochon: Enter the State for the medical school program fortheir primary degree.		Medical School Start Date

Shannon Rochon: Enter the date on which the provider started medical school program fortheir primary degree.		Medical School Program End Date

Shannon Rochon: Enter the date on which the provider received their primary degree.		Training Program Degree

Shannon Rochon: Training includes internship, fellowship, etc.		Training Program School Name

Shannon Rochon: Enter the name of the school where the provider obtained their primary degree.
		Training Program School City

Shannon Rochon: Enter the City for the training program fortheir primary degree.		Training Program School State

Shannon Rochon: Enter the State for the training program fortheir primary degree.		Training Program Start Date

Shannon Rochon: Enter the date on which the provider started training program fortheir primary degree.		Training Program End Date

Shannon Rochon: Enter the date on which the provider received their primary degree.		License Number		License State

Shannon Rochon: Enter the state in which the provider's license is held.		License Issue Date		License Expiration Date

Shannon Rochon: Enter the exipration date for the state license number. xx/xx/xxxx		DEA Number

Shannon Rochon: Enter the provider's active DEA (Drug Enforcement Agency) number. 		DEA State

Shannon Rochon: Enter the State for the DEA certificate provider address		DEA Expiration Date

Shannon Rochon: Enter the expiration date for the DEA number.		Address/Service Location Group Name		Address/Service Location Group TIN		Address/Service Location Group NPI		Address/Service Location Line 1 (NO PO BOX)		Address/Service Location Line 2		Address/Service Location City		Address/Service Location State		Address/Service Location Zip Code		Address/Service Location County		Address/Service Location Phone		Address/Service Location Fax		Address/Service Location Email		Address/Service Location Effective Date		Address/Service Location Provider Type at Location (PCP, SPC, Dual, ANC)

Shannon Rochon: PCP, SPC, Dual, ANC, Preceptor		Address/Service Location List in Directory (Y/N)		Address/Service Location Patient Panel (Y/N)		Address/Serivce Location Panel Status (Open, Close, Established)		Address/Service Location number of beneficiaries		Address/Service Location Age Restrictions (None, 18 & Younger, 19& older)		Address/Service Location Gender Restrictions (None, Female, Male)		Address/Service Location Advertise for Women's Health (Y/N)		Address/Service Location Delivers Babies? (Y/N)		Address/Service Location Wheelchair/Handicap Accessible (Y/N)		Address/Service Location General Hours

Shannon Rochon: Office Hours		Address/Service Location Languages Spoken by Office Staff (non-English)		Interpretation Sevices Available (Y/N)

MHW Delegation Oversight: Online Directory Marketplace Requirement eff 1/1/15		Telemedicine Services Available (Y/N)

MHW Delegation Oversight: Online Directory Marketplace Requirement eff 1/1/15		Billing/Remit Address Group Name as listed on W9		Billing/Remit Address DBA Name as listed on W9		Billing/Remit Address Tax ID		Billing/Remit Address NPI		Billing/Remit Address Line 1		Billing/Remit Address Line 2		Billing/Remit Address City		Billing/Remit Address State		Billing/Remit Address Zip Code		Billing/Remit Address County		Billing/Remit Address Phone		Billing/Remit Address Fax		Billing/Remit Address Email		1099 Billing Address (UHC only)

Shannon Rochon: UHC requirement: for groups that have a 1099 billing address		Provider accepts VA (Tricare Only)		Provider accepts CHAMPVA (Tricare Only)		Specify whether they are solely a hospital based provider

MHW Delegation Oversight: Y OR N
		Hospital Name		Hospital Status/Category

Shannon Rochon: Enter the hospital affiliation status for each hospital.

Active
Assistant Attending
Active Admitting
Adjunct Staff
Admitting
Affiliate
Associate
Assistant Adjunct
Attending
Clinical Privileges
Consulting Admitting
Consulting
Courtesy
Consulting Admitting
Consulting
Courtesy
Courtesy Admitting
Deferred Admitting Privileges
Honorary
Active Non-Admitting
Non-Admitting
Consulting Non-Admitting
Courtesy Non-Admitting
Provisional Non-Admitting
Temporary Non-Admitting
Provisional Admitting
Provisional
Senior Attending
Supervisor
Temporary
Temporary Admitting
Unknown
Visiting
Voluntary

		Initial		12/12/13		12/12/13		12/12/16						PCP		Joe		Jr		John		Jack		MD		M		06/31/1991		White		1231231231		111111111						Spanish		FP		207RA0000X								Y				American Board of Internal Medicine		10/25/71				Y		MD		Duke University School of Medicine		Durham		NC		09/01/1964		05/22/1968														MD1234561		WA		07/01/1972		05/10/2014		DS0000000		WA		05/31/2014		A-Z Family Medicine		2222222222		123123123		1 North Road				Rolling		WA		98888		Clark		253-124-6589		253-124-6666		fm@AtoZ.com		12/19/13		PCP		Y		Y		Open		45		None		None		N		N		Y		8:00-5:00				Y		Y		A-Z Family Medicine		A-Z Family Medicine		911111111		1234567890		123 N Wilson Road				Wilson		WA		12345		Clark		123-456-4561		123-456-1542		fmbilling@hotmail.com				Y		Y		N		St John's Memorial Hospital		AC

		Secondary												PCP		Joe		Jr		John				MD				06/31/1991				1231231231		111111111								FP																																																												A-Z Family Medicine		2222222222		123123123		22 Third Street				Moses		WA		98248		Clark		253-251-2587		253-124-6666		fm@AtoZ.com		12/19/13		PCP		Y		Y		Open				None		None		N		N		Y		8:00-5:00				Y		Y		A-Z Family Medicine		A-Z Family Medicine		911111111		1234567890		123 N Wilson Road				Wilson		WA		12345		Clark		123-456-4561		123-456-1542		fmbilling@hotmail.com				Y		Y		N



		Recred		12/10/10		12/10/13		12/10/16						SPC		Ax				Bo				MD		M		11/12/81				2221115679		555145875								GYN		207VG0400X								Y				American Board of Obstetrics and Gynecology		06/31/1991		07/31/2020		N		MD		University of Washington		Seattle		WA		09/01/2004		05/22/2010														MD2252458		WA		06/01/2010		07/02/2014		FM525453978		WA		07/31/2014		Babies R Us Delivery		2512548974		126345678		3943 22nd Street NW				Boqu		WA		56548		Grant		360-458-5412		360-458-4547				12/02/2010		SPC		Y		N				30		None		Female		Y		Y		Y		9:00-4:00				Y		Y		Babies R Us Delivery		Babies R Us Delivery		545645689		1234512544		3943 22nd Street NW				Boqu		WA		56548		Grant		360-458-5412		360-458-4547						Y		Y		N		Oceanview		AC



		Term								12/10/13		Retired				Marx				Mark				MD				10/14/50				1234567890		555555555								Ortho																																																												Elm OrthoCare				999999999								WA

		Term								12/10/13		Retired				Marx				Mark				MD				10/14/50				1234567890		555555555								Ortho																																																												Alder OrthoCare				111111111								WA

		Correspondence Address														Marx				Mark				MD								1234567890																																																																						Alder OrthoCare						5 North Road				Rolling		WA		988888









Standardized Delegate Roster	


data used in this template is not real and was created for examples



KEY

		Column		Title		Explanation		Sample

		A		Delegate Comments		New provider for delegate, recredentialed, termed delegate, etc.		Third Location added

		B		Delegated Cred Date Original		Date originally approved by credentialing committee		11/11/92

		C		Last Delegated Cred Committee Date 		Date most recently approved by credentialing committee		11/11/12

		D		Next Delegated Cred Date		Date credentialing will expire		11/30/15

		E		Delegated Provider Term Date		Date provider was termed from credentialing delegation		11/30/95

		F		Delegated Provider Term Reason		Deceased, Retired, Left Service Area, Medicare/Medicaid Sanction, Provider Sanction, Non Government, Leave of Absence, Locum Tenens Expired, Voluntary Term, Resign, All Other		Retired

		G		Provider Designation		Delegate network category (e.g., PCP, SPC, Ancillary, etc.)		Ancillary

		H		Name Last		Providers Last Name		Ackerman

		I		Name Suffix		Optional		Jr

		J		Name First		Providers First Name		Jenna

		K		Name Middle		Providers Middle Name or Initial		R

		L		Provider Title		Usually the provider degree, but sometimes how the provider is licensed and addressed in correspondence (e.g., MD, CNP, PT, LPCC, etc.)		NP

		M		Provider Gender		Providers Gender		F

		N		Provider DOB		Used for sanctions/license monitoring checks, or to eliminate duplicate providers with common names		11/12/62

		O		Provider Ethnicity		Optional Used only for when members want to have a specific ethnicity of doctor.  1) White (non-Hispanic), 2) Black (non-Hispanic), 3) Hispanic, 4) Asian, Asian American or Pacific Islander, 5) American Indian or Alaskan Native, 6) Unknown		White

		P		Provider Individual NPI		The NPI of the individual, often different than pay-to NPI		1730332040

		Q		Provider SSN		Used for sanctions/license monitoring checks, or to eliminate duplicate providers with common names		532981234

		R		Provider Medicaid #		Used for billing		2952701

		S		Provider Medicare # 		Used for billing		NP30801

		T		Provider Languages (non-English)		Required for online directory, so members can choose		Russian

		U		Specialty/Expertise 		Providers Specialty		Family Medicine

		V		Specialty Taxonomy		Optional		207Q00000X

		W		Supervising Physician		UHC requirement for all mid-levels		Michael Michaels, MD

		X		Supervising Physician Specialty		UHC requirement for all mid-levels		Internal Medicine

		Y		Board Specialty		provide board specialty		surgery of the hand

		Z		Specialty Board Certified (Y/N)		Required for HEDIS, provide board only if directly applicable to specialty		Y

		AA		Specialty Board Certified Eligible (Y/N)		Optional		Y

		AB		Specialty Board Name		Required for HEDIS, provide board only if directly applicable to specialty		ABMS - Family Medicine

		AC		Specialty Board Issue Date		provide board only if directly applicable to specialty		11/11/08

		AD		Specialty Board Expiration Date		provide board only if directly applicable to specialty		11/12/08

		AE		Specialty Board Lifetime (Y/N)		provide board only if directly applicable to specialty		Y

		AF		Medical School Program Degree				MD

		AG		Medical School Program School Name		Optional		University of Washington

		AH		Medical School Program School City		Optional		Seattle

		AI		Medical School Program School State		Optional		WA 

		AJ		Medical School Program Start Date		Optional		11/11/87

		AK		Medical School Program End Date		MM/DD/YYYY		06/31/1991

		AL		Training Program Degree				MD

		AM		Training Program School Name		Optional		University of Washington

		AN		Training Program School City		Optional		Seattle

		AO		Training Program School State		Optional		WA 

		AP		Training Program Start Date		Optional		10/11/91

		AQ		Training Program End Date		MM/DD/YYYY		06/31/1992

		AR		License Number				35-09-2415

		AS		License State				OH

		AT		License Issue Date		Optional		11/11/94

		AU		License Expiration Date		MM/DD/YYYY		10/31/13

		AV		DEA Number		if applicable		BM0977777

		AW		DEA State		if applicable		WA

		AX		DEA Expiration Date		if applicable		10/20/15

		AY		Address/Service Location Group Name				North Hill Family Medicine

		AZ		Address/Service Location Group TIN				279513678

		BA		Address/Service Location Group NPI				9087451632

		BB		Address/Service Location Line 1 (NO PO BOX)		Street Address; No PO BOX		557 N. Main Street

		BC		Address/Service Location Line 2		Suite		Suite 100

		BD		Address/Service Location City				Akron

		BE		Address/Service Location State				OH

		BF		Address/Service Location Zip Code		Nine digits optional		44310-0000

		BG		Address/Service Location County				Summit

		BH		Address/Service Location Phone		CMS Medicare/Medicaid Requirement		330-376-4545

		BI		Address/Service Location Fax				330-376-8077

		BJ		Address/Service Location Email		office manager/receptionist/etc.		wanda.roberts@akrongeneral.org

		BK		Address/Service Location Effective Date		MM/DD/YYYY		11/01/2012

		BL		Address/Service Location Provider Type at Location (PCP, SPC, Dual, ANC)				PCP

		BM		Address/Service Location List in Directory (Y/N)				Y

		BN		Address/Service Location Patient Panel (Y/N)		if applicable		N

		BO		Address/Service Location Panel Status (Open, Close, Established)		if applicable, Open to accept new and existing, closed to new, established only 		Established

		BP		Address/Serivce Location number of beneficiaries the provider accepts at each service location must be specified		UHC Requirement

		BQ		Address/Service Location Age Restrictions (None, 18 & Younger, 19& older)				None

		BR		Address/Service Location Gender Restrictions (None, Female, Male)				None

		BS		Address/Service Location Advertise for Women's Health (Y/N)				N

		BT		Address/Service Location Delivers Babies? (Y/N)				N

		BU		Address/Service Location Wheelchair/Handicap Accessible				Y

		BV		Address/Service Location General Hours		CMS Medicare/Medicaid Requirement		M-Sat, 7am to 8pm; Sun 11am-3pm

		BW		Address/Service Location Languages Spoken by Office Staff (non-English)		Optional		Afar

		BX		Interpretation Sevices Available (Y/N)		if applicable		Y

		BY		Telemedicine Services Available (Y/N)		if applicable		Y

		BZ		Billing/Remit Address Group Name as listed on W9				must match the W9

		CA		Billing/Remit Address DBA Name as listed on W9				must match the W9

		CB		Billing/Remit Address Tax ID				279513678

		CC		Billing/Remit Address NPI		organization NPI if applicable or leave blank		9087451632

		CD		Billing/Remit Address Line 1				PO Box 4004

		CE		Billing/Remit Address Line 2				Suite

		CF		Billing/Remit Address City				Cleveland

		CG		Billing/Remit Address State				OH

		CH		Billing/Remit Address Zip Code		nine digits Optional		44101

		CI		Billing/Remit Address County				Cuyahoga

		CJ		Billing/Remit Address Phone				216-555-1212

		CK		Billing/Remit Address Fax				216-333-4545

		CL		Billing/Remit Address Email		Optional		billing office email

		CM		1099 Billing Address		UHC requirement 

		CN		Provider accepts VA (Tricare Only)		UHC Tricare requirement 

		CO		Provider accepts CHAMPVA (Tricare Only)		UHC Tricare requirement 

		CP		specify whether they are solely a hospital based provider		If provider is hospital based, must specify whether they are solely a hospital based provider		Y

		CQ		Hospital Name		Used for online directory and HEDIS		Hunt Regional Hospital

		CR		Hospital Status/Category		Used for online directory and HEDIS		Active



		KEY		Red Column Header		NCQA Requirement

				Green Column Header		HEDIS Requirement

				Blue Column Header		NCQA and HEDIS Requirement

				Purple Column Header		Health Plan Requirement

				Dark Blue Header		CMS Medicare/Medicaid Requirement

				Pink Column Header		Optional











Requirements

		Column		Company		NOTES		Sample		NCQA CRED Audits		HEDIS Data		Health Plan		Aetna Inc.		Amerigroup		Coordinated Care		Cigna		Community Health Plan of WA		Confluence Health-                                         Wenatchee Valley Medical Center		Dept of Labor & Industries		Evergreen Health		First Choice		Group Health Cooperative		Humana		Moda Health		Molina Healthcare of WA		NPN		Optum Health		Pacific Medical		Premera		Proliance Surgeons, Inc.		Providence Health & Services		Providence Health Plan		Regence		Seattle Children's		Soundpath Health 		St. Joseph Medical Center
Peace Island Medical Center		The Polyclinic		Therapeutic Associates, Inc. (TAI),             Northwest Rehab Alliance (NWRA)		United Health Care		University of Washington Physicians		Valley Medical Center		Virginia Mason Medical Center		Yakima Valley Farm Workers Clinic						Select Unhide to view each health plan element

		A		Delegate Comments		New provider for delegate, recredentialed, termed delegate, etc.		New Practitioner		N		N		X										x																X		O		O				X										x		x										Y

		B		Delegated Cred Date Original		Date originally credentialed		11/11/92		Y		N		X				X		X				x		x		x				X				X		X		X		X		X		X		X						X				x		x		X				Y		X		Y		X

		C		Last Delegated Cred Date 		Date most recently credentialed		11/11/12		Y		Y		X				X		X		X		x		x		x								X		X		X		X		X		X		X						X				x				X				Y		X		Listed on a separate report		X

		D		Next Delegated Cred Date		Date credentialing will expire		11/30/15		Y		Y		X										x		x														N		O																x				X				Y				N		X

		E		Delegated Provider Term Date						N		N		X																										X

		F		Delegated Provider Term Reason						N		N		X																										X

		G		Provider Designation		Delegate network category (e.g., PCP, SPC, Ancillary, etc.)		Ancillary		Y		N		X						X				x		x														X		O						X						O						x										Y

		H		Name Last		Providers Last Name		Ackerman		Y		Y		X		X		X		X		X		o		x		x				X				X		X		X		X		X		X		X						X				x		x		X						X		Y		X		X

		I		Name Suffix		Optional				N		N		O										x		x						O						X		O		X																x		x								X				X

		J		Name First		Providers First Name		Jenna		Y		Y		X		X		X		X		X		x				x				X				X		X		X		X		X		X		X						X				x		x		X						X		Y		X		X

		K		Name Middle		Providers Middle Name or Initial		R		N		N		X		X		X		X				x				x				X						X		X		X		X				X						X				x		x								X		Y		X		X

		L		Provider Title		Usually the provider degree, but sometimes how the provider is licensed and addressed in correspondence (e.g., MD, CNP, PT, LPCC, etc.)		NP		Y		Y		X		X		X		X				x		x		x												X		X		X				X						X				x		x		X								Y

		M		Provider Gender		Providers Gender		F		N		N		X		X		X		X				x				x				X						X		X		X		X		X		X						O				x		x								O		Y		X		X

		N		Provider DOB		Used for sanctions/license monitoring checks, or to elminate duplicate providers with common names		11/12/62		N		Y, or SSN		X		X		X		X				x		x		x				X						X		X		X		X		X		X						X				x		x								O		Y		X		X

		O		Provider Ethnicity		Optional Used only for when members want to have a specific ethnicity of doctor				N		N		X				X						x				x												O		O		X														x												N

		P		Provider Individual NPI		The NPI of the individual, often different than pay-to NPI		1730332040		N		Y		X				X		X				x		x		x								X		X		X		X		X				X						X				x		x		X						X		Y		X		X

		Q		Provider SSN		Used for sanctions/license monitoring checks, or to elminate duplicate providers with common names		532981234		N		Y, or DOB		X		O		X		X		X		x		x		x				#						X		N		X		X				X						X				x		x								only required for CA providers		y/change report only		X

		R		Provider Medicaid #		Used for biling		2952701		N		N		X										x		x		O												N		O		X				X										x		x										on roster only not change report

		S		Provider Medicare # 		Used for biling		NP30801		N		N		X										x				O												N		O		X				X										x		x										on roster only not change report

		T		Provider Languages (non-English)		Required for online directory, so members can choose		Russian		N		N		X		X				#				x				x				O						X		X		X		X				X										x		x										N

		U		Specialty/Expertise 		Providers Specialty or Expertise		Family Medicine		Y		Y		X		X		X		X		X		x				x				X				X		X		X		X		X		X		X						X				x		x		X								Y		X

		V		Specialty Taxonomy		Optional		207Q00000X		N		N		O										x				x												x		X		NA														x												on roster only not change report		X

		W		Supervising Physician		UHC requirement for all mid-levels				N		N																												#																												X

		X		Supervising Physician Specialty		UHC requirement for all mid-levels				N		N																												#																												X

		Y		Board Specialty		provide board specialty																																		#

		Z		Specialty Board Certified (Y/N)		Required for HEDIS, provide board only if directly applicable to specialty                                                   		Y		N		Y		X		X		X		X				x		x		x												X		X		NA		X		X						X				x		x								O		Y		X

		AA		Specialty Board Certified Eligible (Y/N)		Optional		Y																																O

		AB		Specialty Board Name		Required for HEDIS, provide board only if directly applicable to specialty                                                 board certification from ABMS or AOA, or provides:
• A link directly to ABMS or AOA, or
• Instructions for checking board certification status.		ABMS - Family Medicine		N		if Board Certified = Y		X				X		#				x		x		x												#		X		NA				X										x		x										Y		X

		AC		Specialty Board Issue Date		provide board only if directly applicable to specialty		11/11/08		N		N		X		X		X		O				x		x		x												N		X		NA				X										x										O		#

		AD		Specialty Board Expiration Date		provide board only if directly applicable to specialty. - If the provider’s board certification information is listed, the expiration date must be included		11/11/08		N		N		X				X		X		#		#		x		x										X		X		X		NA				X						X				x										O		Y - Listed on roster		X

		AE		Specialty Board Lifetime (Y/N)		provide board only if directly applicable to specialty		11/30/2013, Lifetime=00/00/0000 or L?		N		N		X						#				x																#		X		NA														x												#

		AF		Medical School Program Degree				MD		N		N		X						X		X		x				x								X		X		N		X		X				X										x		x						X		X		Y		X		X

		AG		Medical School/Training Program School Name		Optional		Ohio State University		N		N		O		X												x				X								N		X		X				X										x		x						X				Y		X

		AH		Medical School/Training Program School City		Optional				N		N		O																										N		X		X														x

		AI		Medical School/Training Program School State		Optional				N		N		O																										N		X		X														x

		AJ		Medical School/Training Program Start Date		Optional		11/11/87		N		N		O																										N		X		X														x												Y

		AK		Medical School End Date				06/31/1991		N		N		X		X												x										X		N		X		X				X										x								X (year only)				Y		X

		AL		Training Program Degree				MD		N		N		X						X		X		x				x								X		X		N		X		X				X										x		x						X		X		Y		X		X

		AM		Training Program School Name		Optional		University of Washington		N		N		O		X												x				X								N		X		X				X										x		x						X				Y		X

		AN		Training Program School City		Optional		Seattle		N		N		O																										N		X		X														x

		AO		Training Program School State		Optional		WA 		N		N		O																										N		X		X														x

		AP		Training Program Start Date		Optional		9/11/91		N		N		O																										N		X		X														x												Y

		AQ		Training Program End Date				06/31/1992		N		N		X		X												x										X		N		X		X				X										x								X (year only)				Y		X

		AR		License Number				35-09-2415		N		Y		X		X		X		X		X		x				x				X						X		X		X		X		X		X						X				x		x						X				N		X		X

		AS		License State				OH		N		N		X		X				X				x				x												X		X		X				X						X				x		x										N

		AT		License Issue Date		Optional		11/11/94		N		N		O						O				o				 												X		X		X				X										x		x										N

		AU		License Expiration Date				10/31/13		N		N		X		X				X				x				x				X						X		X		X		X				X						X				x								X				N		X

		AV		DEA Number		if applicable				N		N		X		O		X		X		X		x		x		x												O		X		NA		X		X										x		x								O		Y		X		X

		AW		DEA State		if applicable				N		N		X						O				x		x		x												O		X		NA														x

		AX		DEA Expiration Date		if applicable				N		N		X		O				X				x		x		x												O		X		NA				X										x		x								O		Y		X

		AY		Address/Service Location Group Name				North Hill Family Medicine		N		Y		X				X		X				x		x		x				X								X		X		X		X		X										x		x						X (CAN'T SPECIFY PRIMARY)		X		Y		X

		AZ		Address/Service Location Group TIN				279513678		N		N		X		X		X		X				x		x		x				X								X		X		X				X										x		x						X (CAN'T SPECIFY PRIMARY)		X		Not sure what this is

		BA		Address/Service Location Group NPI				9087451632		N		Y		X						X				x		x		x												X		X		X				X										x		x						X (CAN'T SPECIFY PRIMARY)				Not sure what this is

		BB		Address/Service Location Line 1 (NO PO BOX)		CMS Medicare/Medicaid Requirement Street Address; No PO BOX		557 N. Main Street		N		N		X		X				X				x		x		x				X						X		X		X		X				X						X				x		x						X (CAN'T SPECIFY PRIMARY)		X		Y		X		X

		BC		Address/Service Location Line 2		Suite				N		N		X		X				X				x		x		x				X								N		X		X				X										x		x						X (CAN'T SPECIFY PRIMARY)		X		Y		X		X

		BD		Address/Service Location City				Akron		N		N		X		X				X				x		x		x				X						X		X		X		X				X						X				x		x						X (CAN'T SPECIFY PRIMARY)		X		Y		X		X

		BE		Address/Service Location State				OH		N		Y		X		X				X				x		x		x				X						X		X		X		X				X						X				x		x						X (CAN'T SPECIFY PRIMARY)		X		Y		X		X

		BF		Address/Service Location Zip Code		nine digits Optional		44310-0000		N		N		X		X				X				x		x		x				X						X		X		X		X				X						X				x		x						X (CAN'T SPECIFY PRIMARY)		X		y		X		X

		BG		Address/Service Location County				Summit		N		N		X						O				o		x		x												N		X		X														x								X (CAN'T SPECIFY PRIMARY)				N

		BH		Address/Service Location Phone				330-376-4545		N		N		X		X				X				x		x		x				X						X		X		X		X				X						X				x		x						X (CAN'T SPECIFY PRIMARY)		X		Y		X		X

		BI		Address/Service Location Fax				330-376-8077		N		N		X		O				O				x		x		x				X						X		X		X		X										X				x		x								O		y		X

		BJ		Address/Service Location Email		office manager/receptionist/etc		wanda.roberts@akrongeneral.org		N		N		X		O				O				0		x														X		X		X														x												N

		BK		Address/Service Location Effective Date				06/01/12		N		N		X						X				X		x						X								X		X		X				X										x		x										Listed as the start date

		BL		Address/Service Location Provider Type at Location (PCP, SPC, Dual, ANC)				PCP		N		N		X						X				X				x				X						X		X		X				X								X				x												Y		X

		BM		Address/Service Location List in Directory (Y/N)				Y		N		N		X		X				X				x		x		x				X								X		X		O				X										x										X				X

		BN		Address/Service Location Patient Panel (Y/N)		if applicable		N		N		N		X						#				#		x		x												X		X		O				X										x														X

		BO		Address/Serivce Location Panel Status (Open to accept new patients, Close, Established)		CMS Medicare/Medicaid Requirement		Established		N		N		X		X				#				x		x														X		X		O														x												Y		X

		BP		Address/Serivce Location number of beneficiaries the provider accepts at each service location must be specified		UHC requirement 				N		N		X																										N																												X

		BQ		Address/Service Location Age Restrictions (None, 18 & Younger, 19& older)				None		N		N		X						#				X		x		x												X		X		O				X										x										O		Y		X

		BR		Address/Service Location Gender Restrictions (None, Female, Male)				None		N		N		X						#				X		x		x												X		X		O														x												Y

		BS		Address/Service Location Advertise for Women's Health (Y/N)				N		N		N		X						#				#		x														X		X		NA				X										x												Y - PCP only

		BT		Address/Service Location Delivers Babies? (Y/N)				N		N		N		X						#				X		x														X		X		NA				X										x												Y - PCP only

		BU		Address/Service Location Wheelchair/Handicap Accessible				Y		N		N		X						X				x		x														X		X		X														x										O		N

		BV		Address/Service Location General Hours		CMS Medicare/Medicaid Requirement		M-Sat, 7am to 8pm; Sun 11am-3pm		N		N		X						O				o		x		x				O								X		X		X														x								X		O		N

		BW		Address/Service Location Languages Spoken by Office Staff (non-English)		Optional		Afar		N		N		O						#				#		x		x				O								#		X		X														x										X		N

		BX		Interpretation Sevices Available (Y/N)		if applicable Marketplace Requirement eff 1/1/15		Y		N				Y																										X

		BY		Telemedicine Services Available (Y/N)		if applicable Marketplace Requirement eff 1/1/15		Y		N				Y																										X

		BZ		Billing/Remit Address Group Name as listed on W9				must match the W9		N		N		X						X				x		x		x				X								X		X		X				X										x		x						X				Y

		CA		Billing/Remit Address DBA Name as listed on W9				must match the W9		N		N		X		X				X				x		x		x				X								X		X		X				X										x		x						#				Y

		CB		Billing/Remit Address Tax ID				279513678		N		N		X		X				X				x		x		x												X		X		X				X										x		x						X				Y

		CC		Billing/Remit Address NPI		organization NPI if applicable or leave blank		9087451632		N		N		X		X				X				x				x												X		X		X				X										x		x						X				Y

		CD		Billing/Remit Address Line 1				PO Box 4004		N		N		X		X				X				x		x		x				X								X		X		X				X										x		x						X		X		Y		X

		CE		Billing/Remit Address Line 2				Suite		N		N		X		X				X				x		x		x				X								X		X		X				X										x		x								X		Y		X

		CF		Billing/Remit Address City				Cleveland		N		N		X		X				X				x		x		x				X								X		X		X				X										x		x						X		X		Y		X

		CG		Billing/Remit Address State				OH		N		N		X		X				X				x		x		x				X								X		X		X				X										x		x						X		X		Y		X

		CH		Billing/Remit Address Zip Code		nine digits Optional		44101		N		N		X		X				X				x		x		x				X								X		X		X				X										x		x						X		X		Y		X

		CI		Billing/Remit Address County				Cuyahoga		N		N		X						O				o		x														N		X		X														x		x										Y

		CJ		Billing/Remit Address Phone				216-555-1212		N		N		X		X				X				x		x		x				X								X		X		X				X										x		x						O		X		Y

		CK		Billing/Remit Address Fax				216-333-4545		N		N		X		O				O				x		x		x				O								X		X		X														x		x										N

		CL		Billing/Remit Address Email		Optional		billing office email		N		N		O		O				O				o		x														X		X		X														x												N

		CM		1099 Billing Address		UHC requirement Does the 1099 go to the billing or practice location? You can simply fill in the column with either “billing” or “practice”. That will suffice. You need not actually list the address unless you want to. 								X																										N

		CN		Provider accepts VA (Tricare Only)		UHC Tricare requirement 				N		N		X																										N																												X

		CO		Provider accepts CHAMPVA (Tricare Only)		UHC Tricare requirement 				N		N		X																										N																												X

		CP		specify whether they are solely a hospital based provider		If provider is hospital based, must specify whether they are solely a hospital based provider				N		N		X																										X																												X

		CQ		Hospital Name		Used for online directory and HEDIS		Hunt Regional Hospital		N		N		X		X		X		X				#				x				X								#		X		NA				X										x		x								X		On profile

		CR		Hospital Status/Category		Used for online directory and HEDIS		Active		N		N		X				X		X				#				x				X								#		X		NA				X										x		x								X



		KEY

		X		Required

		O		Optional

		#		If Applicable

		Y		Yes

		N		No

				NCQA Requirement

				HEDIS Requirement

				NCQA and HEDIS Requirement

				Health Plan Requirement

				CMS Medicare/Medicaid Requirement

				Optional





Groups



				Delegated Groups 



				Children’s University Medical Group

				Confluence Health (Wenatchee Valley Medical Center)

				Evergreen Medical Group

				Franciscan Medical Group

				Harborview Medical Center Allied Health

				Multicare Health System

				NeighborCare Health

				Northwest Physicians Network

				Northwest Rehab Alliance/ Therapeutic Associates, Inc.

				PacMed Clinics

				Physician’s Care Network

				Proliance Surgeons, Inc.

				Providence Health & Systems (WA/MT)

				Rockwood Clinic

				Seattle Children’s

				Select Medical Group

				Skagit Regional Health

				St. Joseph Hospital (PeaceHealth)

				Swedish Health Services

				University of Washington Medical Center Allied Health

				University of Washington Physicians

				UWP/UWMC/HMC 

				Office of Medical Staff Appointments (OMSA)

				Valley Medical Center

				Virginia Mason Medical Center

				Walla Walla Clinic

				Yakima Valley Farm Workers Clinic





HP



				Health Plans



				Aetna Health Inc

				Amerigroup

				Coordinated Care (Centene Corporation)

				CIGNA Health Care

				Community Health Plan

				First Choice Health Network

				Group Health Cooperative

				Humana Inc

				Molina Healthcare of WA

				Moda Health (ODS)

				Northwest Physicians Network

				OptumHealth

				PacMed Clinics

				Premera Blue Cross/ LifeWise Health Plans

				Providence Health Plans

				Regence BlueShield

				Soundpath Health 

				United Healthcare/Pacificare





Vendor Contacts



				Vendors

				System		Contact Name		Phone number		Email



				Cactus		Wayne Auer		913-905-4010		WayneA@cactusSoftware.com

				IntelliSoft Group		Barbara Taif		888-634-4464x104		btaif@intellisoftgroup.com

				IntelliSoft Group		Lynne O'Connor		888-634-4464, ext. 113  		loconnor@intellisoftgroup.com

				MD Staff		Dan Anderson		800-736-7276		danderson@mdstaff.com

				Midas +		Brian Bergeron		503-537-4060		Brian.Bergeron@xerox.com

				Morrisey		Deborah Beierle		312-784-5574		dbeierle@morriseyonline.com

				Morrisey		Terry Griffith		312-784-5553		Tgriffith@morriseyonline.com

				Vistar		Jim Gifford		888-266-4532		jgifford@vistartech.com
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2.


Name (as shown on your income tax return)


Business name/disregarded entity name, if different from above


Check appropriate box for federal tax classification: 


Individual/sole proprietor  C Corporation S Corporation Partnership Trust/estate


Limited liability company. Enter the tax classification (C=C corporation, S=S corporation, P=partnership) ▶  


Other (see instructions) ▶ 


Exemptions (see instructions):


Exempt payee code (if any)


Exemption from FATCA reporting
 code (if any)


Address (number, street, and apt. or suite no.)


City, state, and ZIP code


Requester’s name and address (optional)


List account number(s) here (optional)


Part I Taxpayer Identification Number (TIN)
Enter your TIN in the appropriate box. The TIN provided must match the name given on the “Name” line 
to avoid backup withholding. For individuals, this is your social security number (SSN). However, for a 
resident alien, sole proprietor, or disregarded entity, see the Part I instructions on page 3. For other 
entities, it is your employer identification number (EIN). If you do not have a number, see How to get a 
TIN on page 3.


Note. If the account is in more than one name, see the chart on page 4 for guidelines on whose 
number to enter.


Social security number


– –


Employer identification number 


–


Part II Certification
Under penalties of perjury, I certify that:


1.  The number shown on this form is my correct taxpayer identification number (or I am waiting for a number to be issued to me), and


2.  I am not subject to backup withholding because: (a) I am exempt from backup withholding, or (b) I have not been notified by the Internal Revenue 
Service (IRS) that I am subject to backup withholding as a result of a failure to report all interest or dividends, or (c) the IRS has notified me that I am 
no longer subject to backup withholding, and


3.  I am a U.S. citizen or other U.S. person (defined below), and


4. The FATCA code(s) entered on this form (if any) indicating that I am exempt from FATCA reporting is correct.


Certification instructions. You must cross out item 2 above if you have been notified by the IRS that you are currently subject to backup withholding 
because you have failed to report all interest and dividends on your tax return. For real estate transactions, item 2 does not apply. For mortgage 
interest paid, acquisition or abandonment of secured property, cancellation of debt, contributions to an individual retirement arrangement (IRA), and 
generally, payments other than interest and dividends, you are not required to sign the certification, but you must provide your correct TIN. See the 
instructions on page 3.


Sign 
Here


Signature of 
U.S. person ▶ Date ▶


General Instructions
Section references are to the Internal Revenue Code unless otherwise noted.


Future developments. The IRS has created a page on IRS.gov for information 
about Form W-9, at www.irs.gov/w9. Information about any future developments 
affecting Form W-9 (such as legislation enacted after we release it) will be posted 
on that page.


Purpose of Form
A person who is required to file an information return with the IRS must obtain your 
correct taxpayer identification number (TIN) to report, for example, income paid to 
you, payments made to you in settlement of payment card and third party network 
transactions, real estate transactions, mortgage interest you paid, acquisition or 
abandonment of secured property, cancellation of debt, or contributions you made 
to an IRA.


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


1. Certify that the TIN you are giving is correct (or you are waiting for a number 
to be issued),


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


3. Claim exemption from backup withholding if you are a U.S. exempt payee. If 
applicable, you are also certifying that as a U.S. person, your allocable share of 
any partnership income from a U.S. trade or business is not subject to the 


withholding tax on foreign partners’ share of effectively connected income, and


4. Certify that FATCA code(s) entered on this form (if any) indicating that you are 
exempt from the FATCA reporting, is correct.


Note. If you are a U.S. person and a requester gives you a form other than Form 
W-9 to request your TIN, you must use the requester’s form if it is substantially 
similar to this Form W-9.


Definition of a U.S. person. For federal tax purposes, you are considered a U.S. 
person if you are:


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


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


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


• A domestic trust (as defined in Regulations section 301.7701-7).


Special rules for partnerships. Partnerships that conduct a trade or business in 
the United States are generally required to pay a withholding tax under section 
1446 on any foreign partners’ share of effectively connected taxable income from 
such business. Further, in certain cases where a Form W-9 has not been received, 
the rules under section 1446 require a partnership to presume that a partner is a 
foreign person, and pay the section 1446 withholding tax. Therefore, if you are a 
U.S. person that is a partner in a partnership conducting a trade or business in the 
United States, provide Form W-9 to the partnership to establish your U.S. status 
and avoid section 1446 withholding on your share of partnership income.
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In the cases below, the following person must give Form W-9 to the partnership 
for purposes of establishing its U.S. status and avoiding withholding on its 
allocable share of net income from the partnership conducting a trade or business 
in the United States:


• In the case of a disregarded entity with a U.S. owner, the U.S. owner of the 
disregarded entity and not the entity,


• In the case of a grantor trust with a U.S. grantor or other U.S. owner, generally, 
the U.S. grantor or other U.S. owner of the grantor trust and not the trust, and


• In the case of a U.S. trust (other than a grantor trust), the U.S. trust (other than a 
grantor trust) and not the beneficiaries of the trust.


Foreign person. If you are a foreign person or the U.S. branch of a foreign bank 
that has elected to be treated as a U.S. person, do not use Form W-9. Instead, use 
the appropriate Form W-8 or Form 8233 (see Publication 515, Withholding of Tax 
on Nonresident Aliens and Foreign Entities).


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


If you are a U.S. resident alien who is relying on an exception contained in the 
saving clause of a tax treaty to claim an exemption from U.S. tax on certain types 
of income, you must attach a statement to Form W-9 that specifies the following 
five items:


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


2. The treaty article addressing the income.


3. The article number (or location) in the tax treaty that contains the saving 
clause and its exceptions.


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


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


Example. Article 20 of the U.S.-China income tax treaty allows an exemption 
from tax for scholarship income received by a Chinese student temporarily present 
in the United States. Under U.S. law, this student will become a resident alien for 
tax purposes if his or her stay in the United States exceeds 5 calendar years. 
However, paragraph 2 of the first Protocol to the U.S.-China treaty (dated April 30, 
1984) allows the provisions of Article 20 to continue to apply even after the 
Chinese student becomes a resident alien of the United States. A Chinese student 
who qualifies for this exception (under paragraph 2 of the first protocol) and is 
relying on this exception to claim an exemption from tax on his or her scholarship 
or fellowship income would attach to Form W-9 a statement that includes the 
information described above to support that exemption.


If you are a nonresident alien or a foreign entity, give the requester the 
appropriate completed Form W-8 or Form 8233.


What is backup withholding? Persons making certain payments to you must 
under certain conditions withhold and pay to the IRS a percentage of such 
payments. This is called “backup withholding.”  Payments that may be subject to 
backup withholding include interest, tax-exempt interest, dividends, broker and 
barter exchange transactions, rents, royalties, nonemployee pay, payments made 
in settlement of payment card and third party network transactions, and certain 
payments from fishing boat operators. Real estate transactions are not subject to 
backup withholding.


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


Payments you receive will be subject to backup  
withholding if:


1. You do not furnish your TIN to the requester,


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


3. The IRS tells the requester that you furnished an incorrect TIN,


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


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


Certain payees and payments are exempt from backup withholding. See Exempt 
payee code on page 3 and the separate Instructions for the Requester of Form 
W-9 for more information.


Also see Special rules for partnerships on page 1.


What is FATCA reporting? The Foreign Account Tax Compliance Act (FATCA) 
requires a participating foreign financial institution to report all United States 
account holders that are specified United States persons. Certain payees are 
exempt from FATCA reporting. See Exemption from FATCA reporting code on 
page 3 and the Instructions for the Requester of Form W-9 for more information.


Updating Your Information
You must provide updated information to any person to whom you claimed to be 
an exempt payee if you are no longer an exempt payee and anticipate receiving 
reportable payments in the future from this person. For example, you may need to 
provide updated information if you are a C corporation that elects to be an S 
corporation, or if you no longer are tax exempt. In addition, you must furnish a new 
Form W-9 if the name or TIN changes for the account, for example, if the grantor 
of a grantor trust dies.


Penalties
Failure to furnish TIN. If you fail to furnish your correct TIN to a requester, you are 
subject to a penalty of $50 for each such failure unless your failure is due to 
reasonable cause and not to willful neglect.


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


Criminal penalty for falsifying information. Willfully falsifying certifications or 
affirmations may subject you to criminal penalties including fines and/or 
imprisonment.


Misuse of TINs. If the requester discloses or uses TINs in violation of federal law, 
the requester may be subject to civil and criminal penalties.


Specific Instructions
Name
If you are an individual, you must generally enter the name shown on your income 
tax return. However, if you have changed your last name, for instance, due to 
marriage without informing the Social Security Administration of the name change, 
enter your first name, the last name shown on your social security card, and your 
new last name.


If the account is in joint names, list first, and then circle, the name of the person 
or entity whose number you entered in Part I of the form.


Sole proprietor. Enter your individual name as shown on your income tax return 
on the “Name” line. You may enter your business, trade, or “doing business as 
(DBA)” name on the “Business name/disregarded entity name” line.


Partnership, C Corporation, or S Corporation. Enter the entity's name on the 
“Name” line and any business, trade, or “doing business as (DBA) name” on the 
“Business name/disregarded entity name” line.


Disregarded entity. For U.S. federal tax purposes, an entity that is disregarded as 
an entity separate from its owner is treated as a “disregarded entity.”  See 
Regulation section 301.7701-2(c)(2)(iii). Enter the owner's name on the “Name” 
line. The name of the entity entered on the “Name” line should never be a 
disregarded entity. The name on the “Name” line must be the name shown on the 
income tax return on which the income should be reported. For example, if a 
foreign LLC that is treated as a disregarded entity for U.S. federal tax purposes 
has a single owner that is a U.S. person, the U.S. owner's name is required to be 
provided on the “Name” line. If the direct owner of the entity is also a disregarded 
entity, enter the first owner that is not disregarded for federal tax purposes. Enter 
the disregarded entity's name on the “Business name/disregarded entity name” 
line. If the owner of the disregarded entity is a foreign person, the owner must 
complete an appropriate Form W-8 instead of a Form W-9.  This is the case even if 
the foreign person has a U.S. TIN. 


Note. Check the appropriate box for the U.S. federal tax classification of the 
person whose name is entered on the “Name” line (Individual/sole proprietor, 
Partnership, C Corporation, S Corporation, Trust/estate).


Limited Liability Company (LLC). If the person identified on the “Name” line is an 
LLC, check the “Limited liability company” box only and enter the appropriate 
code for the U.S. federal tax classification in the space provided. If you are an LLC 
that is treated as a partnership for U.S. federal tax purposes, enter “P” for 
partnership. If you are an LLC that has filed a Form 8832 or a Form 2553 to be 
taxed as a corporation, enter “C” for C corporation or “S” for S corporation, as 
appropriate. If you are an LLC that is disregarded as an entity separate from its 
owner under Regulation section 301.7701-3 (except for employment and excise 
tax), do not check the LLC box unless the owner of the LLC (required to be 
identified on the “Name” line) is another LLC that is not disregarded for U.S. 
federal tax purposes. If the LLC is disregarded as an entity separate from its 
owner, enter the appropriate tax classification of the owner identified on the 
“Name” line.


Other entities. Enter your business name as shown on required U.S. federal tax 
documents on the “Name” line. This name should match the name shown on the 
charter or other legal document creating the entity. You may enter any business, 
trade, or DBA name on the “Business name/disregarded entity name” line.


Exemptions
If you are exempt from backup withholding and/or FATCA reporting, enter in the 
Exemptions box, any code(s) that may apply to you. See Exempt payee code and 
Exemption from FATCA reporting code on page 3.
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Exempt payee code. Generally, individuals (including sole proprietors) are not 
exempt from backup withholding. Corporations are exempt from backup 
withholding for certain payments, such as interest and dividends. Corporations are 
not exempt from backup withholding for payments made in settlement of payment 
card or third party network transactions.


Note. If you are exempt from backup withholding, you should still complete this 
form to avoid possible erroneous backup withholding.


The following codes identify payees that are exempt from backup withholding:


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


2—The United States or any of its agencies or instrumentalities


3—A state, the District of Columbia, a possession of the United States, or any of 
their political subdivisions or instrumentalities


4—A foreign government or any of its political subdivisions, agencies, or 
instrumentalities 


5—A corporation


6—A dealer in securities or commodities required to register in the United 
States, the District of Columbia, or a possession of the United States


7—A futures commission merchant registered with the Commodity Futures 
Trading Commission


8—A real estate investment trust


9—An entity registered at all times during the tax year under the Investment 
Company Act of 1940


10—A common trust fund operated by a bank under section 584(a)


11—A financial institution


12—A middleman known in the investment community as a nominee or 
custodian


13—A trust exempt from tax under section 664 or described in section 4947


The following chart shows types of payments that may be exempt from backup 
withholding. The chart applies to the exempt payees listed above, 1 through 13.


IF the payment is for . . . THEN the payment is exempt for . . .


Interest and dividend payments All exempt payees except 
for 7


Broker transactions Exempt payees 1 through 4 and 6 
through 11 and all C corporations. S 
corporations must not enter an exempt 
payee code because they are exempt 
only for sales of noncovered securities 
acquired prior to 2012. 


Barter exchange transactions and 
patronage dividends


Exempt payees 1 through 4


Payments over $600 required to be 


reported and direct sales over $5,0001
Generally, exempt payees 


1 through 52


Payments made in settlement of 
payment card or third party network 
transactions 


Exempt payees 1 through 4


1 See Form 1099-MISC, Miscellaneous Income, and its instructions.
2 However, the following payments made to a corporation and reportable on Form 


1099-MISC are not exempt from backup withholding: medical and health care 
payments, attorneys' fees, gross proceeds paid to an attorney, and payments for 
services paid by a federal executive agency.


Exemption from FATCA reporting code. The following codes identify payees 
that are exempt from reporting under FATCA. These codes apply to persons 
submitting this form for accounts maintained outside of the United States by 
certain foreign financial institutions. Therefore, if you are only submitting this form 
for an account you hold in the United States, you may leave this field blank. 
Consult with the person requesting this form if you are uncertain if the financial 
institution is subject to these requirements.


A—An organization exempt from tax under section 501(a) or any individual 
retirement plan as defined in section 7701(a)(37)


B—The United States or any of its agencies or instrumentalities


C—A state, the District of Columbia, a possession of the United States, or any 
of their political subdivisions or instrumentalities


D—A corporation the stock of which is regularly traded on one or more 
established securities markets, as described in Reg. section 1.1472-1(c)(1)(i)


E—A corporation that is a member of the same expanded affiliated group as a 
corporation described in Reg. section 1.1472-1(c)(1)(i)


F—A dealer in securities, commodities, or derivative financial instruments 
(including notional principal contracts, futures, forwards, and options) that is 
registered as such under the laws of the United States or any state


G—A real estate investment trust


H—A regulated investment company as defined in section 851 or an entity 
registered at all times during the tax year under the Investment Company Act of 
1940


I—A common trust fund as defined in section 584(a)


J—A bank as defined in section 581


K—A broker


L—A trust exempt from tax under section 664 or described in section 4947(a)(1)


M—A tax exempt trust under a section 403(b) plan or section 457(g) plan


Part I. Taxpayer Identification Number (TIN)
Enter your TIN in the appropriate box. 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 social security number box. If you do not 
have an ITIN, see How to get a TIN below.


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


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


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


How to get a TIN. If you do not have a TIN, apply for one immediately. To apply 
for an SSN, get Form SS-5, Application for a Social Security Card, from your local 
Social Security Administration office or get this form online at www.ssa.gov. You 
may also get this form by calling 1-800-772-1213. Use Form W-7, Application for 
IRS Individual Taxpayer Identification Number, to apply for an ITIN, or Form SS-4, 
Application for Employer Identification Number, to apply for an EIN. You can apply 
for an EIN online by accessing the IRS website at www.irs.gov/businesses and 
clicking on Employer Identification Number (EIN) under Starting a Business. You 
can get Forms W-7 and SS-4 from the IRS by visiting IRS.gov or by calling 1-800-
TAX-FORM (1-800-829-3676).


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


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


Caution: A disregarded U.S. entity that has a foreign owner must use the 
appropriate Form W-8.


Part II. Certification
To establish to the withholding agent that you are a U.S. person, or resident alien, 
sign Form W-9. You may be requested to sign by the withholding agent even if 
items 1, 4, or 5 below indicate otherwise.


For a joint account, only the person whose TIN is shown in Part I should sign 
(when required). In the case of a disregarded entity, the person identified on the 
“Name” line must sign. Exempt payees, see Exempt payee code earlier.


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


1. Interest, dividend, and barter exchange accounts opened before 1984 
and broker accounts considered active during 1983. You must give your 
correct TIN, but you do not have to sign the certification.


2. Interest, dividend, broker, and barter exchange accounts opened after 
1983 and broker accounts considered inactive during 1983. You must sign the 
certification or backup withholding will apply. If you are subject to backup 
withholding and you are merely providing your correct TIN to the requester, you 
must cross out item 2 in the certification before signing the form.


3. Real estate transactions. You must sign the certification. You may cross out 
item 2 of the certification.


4. Other payments. You must give your correct TIN, but you do not have to sign 
the certification unless you have been notified that you have previously given an 
incorrect TIN. “Other payments” include payments made in the course of the 
requester’s trade or business for rents, royalties, goods (other than bills for 
merchandise), medical and health care services (including payments to 
corporations), payments to a nonemployee for services, payments made in 
settlement of payment card and third party network transactions, payments to 
certain fishing boat crew members and fishermen, and gross proceeds paid to 
attorneys (including payments to corporations).


5. Mortgage interest paid by you, acquisition or abandonment of secured 
property, cancellation of debt, qualified tuition program payments (under 
section 529), IRA, Coverdell ESA, Archer MSA or HSA contributions or 
distributions, and pension distributions. You must give your correct TIN, but you 
do not have to sign the certification.
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What Name and Number To Give the Requester
For this type of account: Give name and SSN of:


1. Individual The individual
2. Two or more individuals (joint             


account)
The actual owner of the account or, 
if combined funds, the first 
individual on the account 1


3. Custodian account of a minor 
 (Uniform Gift to Minors Act)


The minor 2


4. a. The usual revocable savings 
trust (grantor is also trustee) 
b. So-called trust account that is 
not a legal or valid trust under 
state law


The grantor-trustee 1


The actual owner 1


5. Sole proprietorship or disregarded 
entity owned by an individual


The owner 3


6. Grantor trust filing under Optional 
Form 1099 Filing Method 1 (see 
Regulation section 1.671-4(b)(2)(i)(A))


The grantor*


For this type of account: Give name and EIN of:


7. Disregarded entity not owned by an 
individual


The owner


8. A valid trust, estate, or pension trust Legal entity 4


9. Corporation or LLC electing 
corporate status on Form 8832 or 
Form 2553


The corporation


10. Association, club, religious, 
charitable, educational, or other   
tax-exempt organization


The organization


11. Partnership or multi-member LLC The partnership
12. A broker or registered nominee The broker or nominee


13. Account with the Department of 
Agriculture in the name of a public 
entity (such as a state or local 
government, school district, or 
prison) that receives agricultural 
program payments


The public entity


14. Grantor trust filing under the Form 
1041 Filing Method or the Optional 
Form 1099 Filing Method 2 (see 
Regulation section 1.671-4(b)(2)(i)(B))


The trust


1
 List first and circle the name of the person whose number you furnish. If only one person on a 
joint account has an SSN, that person’s number must be furnished.


2
 Circle the minor’s name and furnish the minor’s SSN.


3
 You must show your individual name and you may also enter your business or “DBA”  name on 
the “Business name/disregarded entity” name line. You may use either your SSN or EIN (if you 
have one), but the IRS encourages you to use your SSN.


4
 List first and circle the name of the trust, estate, or pension trust. (Do not furnish the TIN of the 
personal representative or trustee unless the legal entity itself is not designated in the account 
title.) Also see  Special rules for partnerships on page 1.


*Note. Grantor also must provide a Form W-9 to trustee of trust.


Note. If no name is circled when more than one name is listed, the number will be 
considered to be that of the first name listed.


Secure Your Tax Records from Identity Theft
Identity theft occurs when someone uses your personal information such as your 
name, social security number (SSN), or other identifying information, without your 
permission, to commit fraud or other crimes. An identity thief may use your SSN to 
get a job or may file a tax return using your SSN to receive a refund.


To reduce your risk:


• Protect your SSN,


• Ensure your employer is protecting your SSN, and


• Be careful when choosing a tax preparer.


If your tax records are affected by identity theft and you receive a notice from 
the IRS, respond right away to the name and phone number printed on the IRS 
notice or letter.


If your tax records are not currently affected by identity theft but you think you 
are at risk due to a lost or stolen purse or wallet, questionable credit card activity 
or credit report, contact the IRS Identity Theft Hotline at 1-800-908-4490 or submit 
Form 14039.


For more information, see Publication 4535, Identity Theft Prevention and Victim 
Assistance.


Victims of identity theft who are experiencing economic harm or a system 
problem, or are seeking help in resolving tax problems that have not been resolved 
through normal channels, may be eligible for Taxpayer Advocate Service (TAS) 
assistance. You can reach TAS by calling the TAS toll-free case intake line at 
1-877-777-4778 or TTY/TDD 1-800-829-4059.


Protect yourself from suspicious emails or phishing schemes.  Phishing is the 
creation and use of email and websites designed to mimic legitimate business 
emails and websites. The most common act is sending an email to a user falsely 
claiming to be an established legitimate enterprise in an attempt to scam the user 
into surrendering private information that will be used for identity theft.


The IRS does not initiate contacts with taxpayers via emails. Also, the IRS does 
not request personal detailed information through email or ask taxpayers for the 
PIN numbers, passwords, or similar secret access information for their credit card, 
bank, or other financial accounts.


If you receive an unsolicited email claiming to be from the IRS, forward this 
message to phishing@irs.gov. You may also report misuse of the IRS name, logo, 
or other IRS property to the Treasury Inspector General for Tax Administration at 
1-800-366-4484. You can forward suspicious emails to the Federal Trade 
Commission at: spam@uce.gov or contact them at www.ftc.gov/idtheft or 1-877-
IDTHEFT (1-877-438-4338).


Visit IRS.gov to learn more about identity theft and how to reduce your risk.


Privacy Act Notice
Section 6109 of the Internal Revenue Code requires you to provide your correct TIN to persons (including federal agencies) who are required to file information returns with 
the IRS to report interest, dividends, or certain other income paid to you; mortgage interest you paid; the acquisition or abandonment of secured property; the cancellation 
of debt; or contributions you made to an IRA, Archer MSA, or HSA. The person collecting this form uses the information on the form to file information returns with the IRS, 
reporting the above information. Routine uses of this information include giving it to the Department of Justice for civil and criminal litigation and to cities, states, the District 
of Columbia, and U.S. commonwealths and possessions for use in administering their laws. The information also may be disclosed to other countries under a treaty, to 
federal and state agencies to enforce civil and criminal laws, or to federal law enforcement and intelligence agencies to combat terrorism. You must provide your TIN 
whether or not you are required to file a tax return. Under section 3406, payers must generally withhold a percentage of taxable interest, dividend, and certain other 
payments to a payee who does not give a TIN to the payer. Certain penalties may also apply for providing false or fraudulent information.
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Department of the Treasury  Internal Revenue Service 

Request for Taxpayer
Identification Number and Certification

Give Form to the 
requester. Do not
send to the IRS.

Print or typeSee Specific Instructions on page 2.

Check appropriate box for federal tax classification: 

Exemptions (see instructions):

Exemption from FATCA reporting

Part I

Taxpayer Identification Number (TIN)

Enter your TIN in the appropriate box. The TIN provided must match the name given on the “Name” line to avoid backup withholding. For individuals, this is your social security number (SSN). However, for a resident alien, sole proprietor, or disregarded entity, see the Part I instructions on page 3. For other entities, it is your employer identification number (EIN). If you do not have a number, see How to get a TIN on page 3.

Note. If the account is in more than one name, see the chart on page 4 for guidelines on whosenumber to enter.

Social security number

–

–

Employer identification number 

–

Part II

Certification

Under penalties of perjury, I certify that:

1.  The number shown on this form is my correct taxpayer identification number (or I am waiting for a number to be issued to me), and

2.  I am not subject to backup withholding because: (a) I am exempt from backup withholding, or (b) I have not been notified by the Internal Revenue Service (IRS) that I am subject to backup withholding as a result of a failure to report all interest or dividends, or (c) the IRS has notified me that I am no longer subject to backup withholding, and

3.  I am a U.S. citizen or other U.S. person (defined below), and

4. The FATCA code(s) entered on this form (if any) indicating that I am exempt from FATCA reporting is correct.

Certification instructions. You must cross out item 2 above if you have been notified by the IRS that you are currently subject to backup withholding because you have failed to report all interest and dividends on your tax return. For real estate transactions, item 2 does not apply. For mortgage interest paid, acquisition or abandonment of secured property, cancellation of debt, contributions to an individual retirement arrangement (IRA), and generally, payments other than interest and dividends, you are not required to sign the certification, but you must provide your correct TIN. See the instructions on page 3.

Sign
Here

Signature ofU.S. person ▶

Date ▶

General Instructions

Section references are to the Internal Revenue Code unless otherwise noted.

Future developments. The IRS has created a page on IRS.gov for information about Form W-9, at www.irs.gov/w9. Information about any future developments affecting Form W-9 (such as legislation enacted after we release it) will be posted on that page.

Purpose of Form

A person who is required to file an information return with the IRS must obtain your correct taxpayer identification number (TIN) to report, for example, income paid to you, payments made to you in settlement of payment card and third party network transactions, real estate transactions, mortgage interest you paid, acquisition or abandonment of secured property, cancellation of debt, or contributions you made to an IRA.

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

1. Certify that the TIN you are giving is correct (or you are waiting for a number to be issued),

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

3. Claim exemption from backup withholding if you are a U.S. exempt payee. If applicable, you are also certifying that as a U.S. person, your allocable share of any partnership income from a U.S. trade or business is not subject to the 

withholding tax on foreign partners’ share of effectively connected income, and

4. Certify that FATCA code(s) entered on this form (if any) indicating that you are exempt from the FATCA reporting, is correct.

Note. If you are a U.S. person and a requester gives you a form other than Form W-9 to request your TIN, you must use the requester’s form if it is substantially similar to this Form W-9.

Definition of a U.S. person. For federal tax purposes, you are considered a U.S. person if you are:

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

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

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

• A domestic trust (as defined in Regulations section 301.7701-7).

Special rules for partnerships. Partnerships that conduct a trade or business in the United States are generally required to pay a withholding tax under section 1446 on any foreign partners’ share of effectively connected taxable income from such business. Further, in certain cases where a Form W-9 has not been received, the rules under section 1446 require a partnership to presume that a partner is a foreign person, and pay the section 1446 withholding tax. Therefore, if you are a U.S. person that is a partner in a partnership conducting a trade or business in the United States, provide Form W-9 to the partnership to establish your U.S. status and avoid section 1446 withholding on your share of partnership income.
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In the cases below, the following person must give Form W-9 to the partnership for purposes of establishing its U.S. status and avoiding withholding on its allocable share of net income from the partnership conducting a trade or business in the United States:

• In the case of a disregarded entity with a U.S. owner, the U.S. owner of the disregarded entity and not the entity,

• In the case of a grantor trust with a U.S. grantor or other U.S. owner, generally, the U.S. grantor or other U.S. owner of the grantor trust and not the trust, and

• In the case of a U.S. trust (other than a grantor trust), the U.S. trust (other than a grantor trust) and not the beneficiaries of the trust.

Foreign person. If you are a foreign person or the U.S. branch of a foreign bank that has elected to be treated as a U.S. person, do not use Form W-9. Instead, use the appropriate Form W-8 or Form 8233 (see Publication 515, Withholding of Tax on Nonresident Aliens and Foreign Entities).

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

If you are a U.S. resident alien who is relying on an exception contained in the saving clause of a tax treaty to claim an exemption from U.S. tax on certain types of income, you must attach a statement to Form W-9 that specifies the following five items:

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

2. The treaty article addressing the income.

3. The article number (or location) in the tax treaty that contains the saving clause and its exceptions.

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

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

Example. Article 20 of the U.S.-China income tax treaty allows an exemption from tax for scholarship income received by a Chinese student temporarily present in the United States. Under U.S. law, this student will become a resident alien for tax purposes if his or her stay in the United States exceeds 5 calendar years. However, paragraph 2 of the first Protocol to the U.S.-China treaty (dated April 30, 1984) allows the provisions of Article 20 to continue to apply even after the Chinese student becomes a resident alien of the United States. A Chinese student who qualifies for this exception (under paragraph 2 of the first protocol) and is relying on this exception to claim an exemption from tax on his or her scholarship or fellowship income would attach to Form W-9 a statement that includes the information described above to support that exemption.

If you are a nonresident alien or a foreign entity, give the requester the appropriate completed Form W-8 or Form 8233.

What is backup withholding? Persons making certain payments to you must under certain conditions withhold and pay to the IRS a percentage of such payments. This is called “backup withholding.”  Payments that may be subject to backup withholding include interest, tax-exempt interest, dividends, broker and barter exchange transactions, rents, royalties, nonemployee pay, payments made in settlement of payment card and third party network transactions, and certain payments from fishing boat operators. Real estate transactions are not subject to backup withholding.

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

Payments you receive will be subject to backup 
withholding if:

1. You do not furnish your TIN to the requester,

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

3. The IRS tells the requester that you furnished an incorrect TIN,

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

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

Certain payees and payments are exempt from backup withholding. See Exempt payee code on page 3 and the separate Instructions for the Requester of Form W-9 for more information.

Also see Special rules for partnerships on page 1.

What is FATCA reporting? The Foreign Account Tax Compliance Act (FATCA) requires a participating foreign financial institution to report all United States account holders that are specified United States persons. Certain payees are exempt from FATCA reporting. See Exemption from FATCA reporting code on page 3 and the Instructions for the Requester of Form W-9 for more information.

Updating Your Information

You must provide updated information to any person to whom you claimed to be an exempt payee if you are no longer an exempt payee and anticipate receiving reportable payments in the future from this person. For example, you may need to provide updated information if you are a C corporation that elects to be an S corporation, or if you no longer are tax exempt. In addition, you must furnish a new Form W-9 if the name or TIN changes for the account, for example, if the grantor of a grantor trust dies.

Penalties

Failure to furnish TIN. If you fail to furnish your correct TIN to a requester, you are subject to a penalty of $50 for each such failure unless your failure is due to reasonable cause and not to willful neglect.

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

Criminal penalty for falsifying information. Willfully falsifying certifications or affirmations may subject you to criminal penalties including fines and/or imprisonment.

Misuse of TINs. If the requester discloses or uses TINs in violation of federal law, the requester may be subject to civil and criminal penalties.

Specific Instructions

Name

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

If the account is in joint names, list first, and then circle, the name of the person or entity whose number you entered in Part I of the form.

Sole proprietor. Enter your individual name as shown on your income tax return on the “Name” line. You may enter your business, trade, or “doing business as (DBA)” name on the “Business name/disregarded entity name” line.

Partnership, C Corporation, or S Corporation. Enter the entity's name on the “Name” line and any business, trade, or “doing business as (DBA) name” on the “Business name/disregarded entity name” line.

Disregarded entity. For U.S. federal tax purposes, an entity that is disregarded as an entity separate from its owner is treated as a “disregarded entity.”  See Regulation section 301.7701-2(c)(2)(iii). Enter the owner's name on the “Name” line. The name of the entity entered on the “Name” line should never be a disregarded entity. The name on the “Name” line must be the name shown on the income tax return on which the income should be reported. For example, if a foreign LLC that is treated as a disregarded entity for U.S. federal tax purposes has a single owner that is a U.S. person, the U.S. owner's name is required to be provided on the “Name” line. If the direct owner of the entity is also a disregarded entity, enter the first owner that is not disregarded for federal tax purposes. Enter the disregarded entity's name on the “Business name/disregarded entity name” line. If the owner of the disregarded entity is a foreign person, the owner must complete an appropriate Form W-8 instead of a Form W-9.  This is the case even if the foreign person has a U.S. TIN. 

Note. Check the appropriate box for the U.S. federal tax classification of the person whose name is entered on the “Name” line (Individual/sole proprietor, Partnership, C Corporation, S Corporation, Trust/estate).

Limited Liability Company (LLC). If the person identified on the “Name” line is an LLC, check the “Limited liability company” box only and enter the appropriate code for the U.S. federal tax classification in the space provided. If you are an LLC that is treated as a partnership for U.S. federal tax purposes, enter “P” for partnership. If you are an LLC that has filed a Form 8832 or a Form 2553 to be taxed as a corporation, enter “C” for C corporation or “S” for S corporation, as appropriate. If you are an LLC that is disregarded as an entity separate from its owner under Regulation section 301.7701-3 (except for employment and excise tax), do not check the LLC box unless the owner of the LLC (required to be identified on the “Name” line) is another LLC that is not disregarded for U.S. federal tax purposes. If the LLC is disregarded as an entity separate from its owner, enter the appropriate tax classification of the owner identified on the “Name” line.

Other entities. Enter your business name as shown on required U.S. federal tax documents on the “Name” line. This name should match the name shown on the charter or other legal document creating the entity. You may enter any business, trade, or DBA name on the “Business name/disregarded entity name” line.

Exemptions

If you are exempt from backup withholding and/or FATCA reporting, enter in the Exemptions box, any code(s) that may apply to you. See Exempt payee code and Exemption from FATCA reporting code on page 3.
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Exempt payee code. Generally, individuals (including sole proprietors) are not exempt from backup withholding. Corporations are exempt from backup withholding for certain payments, such as interest and dividends. Corporations are not exempt from backup withholding for payments made in settlement of payment card or third party network transactions.

Note. If you are exempt from backup withholding, you should still complete this form to avoid possible erroneous backup withholding.

The following codes identify payees that are exempt from backup withholding:

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

2—The United States or any of its agencies or instrumentalities

3—A state, the District of Columbia, a possession of the United States, or any of their political subdivisions or instrumentalities

4—A foreign government or any of its political subdivisions, agencies, or instrumentalities 

5—A corporation

6—A dealer in securities or commodities required to register in the United States, the District of Columbia, or a possession of the United States

7—A futures commission merchant registered with the Commodity Futures Trading Commission

8—A real estate investment trust

9—An entity registered at all times during the tax year under the Investment Company Act of 1940

10—A common trust fund operated by a bank under section 584(a)

11—A financial institution

12—A middleman known in the investment community as a nominee or custodian

13—A trust exempt from tax under section 664 or described in section 4947

The following chart shows types of payments that may be exempt from backup withholding. The chart applies to the exempt payees listed above, 1 through 13.

IF the payment is for . . .

THEN the payment is exempt for . . .

Interest and dividend payments

All exempt payees except
for 7

Broker transactions

Exempt payees 1 through 4 and 6 through 11 and all C corporations. S corporations must not enter an exempt payee code because they are exempt only for sales of noncovered securities acquired prior to 2012. 

Barter exchange transactions and patronage dividends

Exempt payees 1 through 4

Payments over $600 required to be reported and direct sales over $5,0001

Generally, exempt payees1 through 52

Payments made in settlement of payment card or third party network transactions 

Exempt payees 1 through 4

1 See Form 1099-MISC, Miscellaneous Income, and its instructions.

2 However, the following payments made to a corporation and reportable on Form 1099-MISC are not exempt from backup withholding: medical and health care payments, attorneys' fees, gross proceeds paid to an attorney, and payments for services paid by a federal executive agency.

Exemption from FATCA reporting code. The following codes identify payees that are exempt from reporting under FATCA. These codes apply to persons submitting this form for accounts maintained outside of the United States by certain foreign financial institutions. Therefore, if you are only submitting this form for an account you hold in the United States, you may leave this field blank. Consult with the person requesting this form if you are uncertain if the financial institution is subject to these requirements.

A—An organization exempt from tax under section 501(a) or any individual retirement plan as defined in section 7701(a)(37)

B—The United States or any of its agencies or instrumentalities

C—A state, the District of Columbia, a possession of the United States, or any of their political subdivisions or instrumentalities

D—A corporation the stock of which is regularly traded on one or more established securities markets, as described in Reg. section 1.1472-1(c)(1)(i)

E—A corporation that is a member of the same expanded affiliated group as a corporation described in Reg. section 1.1472-1(c)(1)(i)

F—A dealer in securities, commodities, or derivative financial instruments (including notional principal contracts, futures, forwards, and options) that is registered as such under the laws of the United States or any state

G—A real estate investment trust

H—A regulated investment company as defined in section 851 or an entity registered at all times during the tax year under the Investment Company Act of 1940

I—A common trust fund as defined in section 584(a)

J—A bank as defined in section 581

K—A broker

L—A trust exempt from tax under section 664 or described in section 4947(a)(1)

M—A tax exempt trust under a section 403(b) plan or section 457(g) plan

Part I. Taxpayer Identification Number (TIN)

Enter your TIN in the appropriate box. 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 social security number box. If you do not have an ITIN, see How to get a TIN below.

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

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

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

How to get a TIN. If you do not have a TIN, apply for one immediately. To apply for an SSN, get Form SS-5, Application for a Social Security Card, from your local Social Security Administration office or get this form online at www.ssa.gov. You may also get this form by calling 1-800-772-1213. Use Form W-7, Application for IRS Individual Taxpayer Identification Number, to apply for an ITIN, or Form SS-4, Application for Employer Identification Number, to apply for an EIN. You can apply for an EIN online by accessing the IRS website at www.irs.gov/businesses and clicking on Employer Identification Number (EIN) under Starting a Business. You can get Forms W-7 and SS-4 from the IRS by visiting IRS.gov or by calling 1-800-TAX-FORM (1-800-829-3676).

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

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

Caution: A disregarded U.S. entity that has a foreign owner must use the appropriate Form W-8.

Part II. Certification

To establish to the withholding agent that you are a U.S. person, or resident alien, sign Form W-9. You may be requested to sign by the withholding agent even if items 1, 4, or 5 below indicate otherwise.

For a joint account, only the person whose TIN is shown in Part I should sign (when required). In the case of a disregarded entity, the person identified on the “Name” line must sign. Exempt payees, see Exempt payee code earlier.

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

1. Interest, dividend, and barter exchange accounts opened before 1984 and broker accounts considered active during 1983. You must give your correct TIN, but you do not have to sign the certification.

2. Interest, dividend, broker, and barter exchange accounts opened after 1983 and broker accounts considered inactive during 1983. You must sign the certification or backup withholding will apply. If you are subject to backup withholding and you are merely providing your correct TIN to the requester, you must cross out item 2 in the certification before signing the form.

3. Real estate transactions. You must sign the certification. You may cross out item 2 of the certification.

4. Other payments. You must give your correct TIN, but you do not have to sign the certification unless you have been notified that you have previously given an incorrect TIN. “Other payments” include payments made in the course of the requester’s trade or business for rents, royalties, goods (other than bills for merchandise), medical and health care services (including payments to corporations), payments to a nonemployee for services, payments made in settlement of payment card and third party network transactions, payments to certain fishing boat crew members and fishermen, and gross proceeds paid to attorneys (including payments to corporations).

5. Mortgage interest paid by you, acquisition or abandonment of secured property, cancellation of debt, qualified tuition program payments (under section 529), IRA, Coverdell ESA, Archer MSA or HSA contributions or distributions, and pension distributions. You must give your correct TIN, but you do not have to sign the certification.
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What Name and Number To Give the Requester

For this type of account:

Give name and SSN of:

1. Individual

The individual

2. Two or more individuals (joint               account)

The actual owner of the account or,if combined funds, the firstindividual on the account 1

3. Custodian account of a minor
 (Uniform Gift to Minors Act)

The minor 2

4. a. The usual revocable savings
trust (grantor is also trustee)
b. So-called trust account that is
not a legal or valid trust under
state law

The grantor-trustee 1

The actual owner 1

5. Sole proprietorship or disregarded entity owned by an individual

The owner 3

6. Grantor trust filing under Optional Form 1099 Filing Method 1 (see Regulation section 1.671-4(b)(2)(i)(A))

The grantor*

For this type of account:

Give name and EIN of:

7. Disregarded entity not owned by an individual

The owner

8. A valid trust, estate, or pension trust

Legal entity 4

9. Corporation or LLC electing
corporate status on Form 8832 or Form 2553

The corporation

10. Association, club, religious, charitable, educational, or other   tax-exempt organization

The organization

11. Partnership or multi-member LLC

The partnership

12. A broker or registered nominee

The broker or nominee

13. Account with the Department of Agriculture in the name of a public entity (such as a state or local government, school district, or prison) that receives agricultural program payments

The public entity

14. Grantor trust filing under the Form 1041 Filing Method or the Optional Form 1099 Filing Method 2 (see Regulation section 1.671-4(b)(2)(i)(B))

The trust

1 List first and circle the name of the person whose number you furnish. If only one person on a joint account has an SSN, that person’s number must be furnished.

2 Circle the minor’s name and furnish the minor’s SSN.

3 You must show your individual name and you may also enter your business or “DBA”  name on the “Business name/disregarded entity” name line. You may use either your SSN or EIN (if you have one), but the IRS encourages you to use your SSN.

4 List first and circle the name of the trust, estate, or pension trust. (Do not furnish the TIN of the personal representative or trustee unless the legal entity itself is not designated in the account title.) Also see  Special rules for partnerships on page 1.

*Note. Grantor also must provide a Form W-9 to trustee of trust.

Note. If no name is circled when more than one name is listed, the number will be considered to be that of the first name listed.

Secure Your Tax Records from Identity Theft

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

To reduce your risk:

• Protect your SSN,

• Ensure your employer is protecting your SSN, and

• Be careful when choosing a tax preparer.

If your tax records are affected by identity theft and you receive a notice from the IRS, respond right away to the name and phone number printed on the IRS notice or letter.

If your tax records are not currently affected by identity theft but you think you are at risk due to a lost or stolen purse or wallet, questionable credit card activity or credit report, contact the IRS Identity Theft Hotline at 1-800-908-4490 or submit Form 14039.

For more information, see Publication 4535, Identity Theft Prevention and Victim Assistance.

Victims of identity theft who are experiencing economic harm or a system problem, or are seeking help in resolving tax problems that have not been resolved through normal channels, may be eligible for Taxpayer Advocate Service (TAS) assistance. You can reach TAS by calling the TAS toll-free case intake line at 1-877-777-4778 or TTY/TDD 1-800-829-4059.

Protect yourself from suspicious emails or phishing schemes.  Phishing is the creation and use of email and websites designed to mimic legitimate business emails and websites. The most common act is sending an email to a user falsely claiming to be an established legitimate enterprise in an attempt to scam the user into surrendering private information that will be used for identity theft.

The IRS does not initiate contacts with taxpayers via emails. Also, the IRS does not request personal detailed information through email or ask taxpayers for the PIN numbers, passwords, or similar secret access information for their credit card, bank, or other financial accounts.

If you receive an unsolicited email claiming to be from the IRS, forward this message to phishing@irs.gov. You may also report misuse of the IRS name, logo, or other IRS property to the Treasury Inspector General for Tax Administration at 1-800-366-4484. You can forward suspicious emails to the Federal Trade Commission at: spam@uce.gov or contact them at www.ftc.gov/idtheft or 1-877-IDTHEFT (1-877-438-4338).

Visit IRS.gov to learn more about identity theft and how to reduce your risk.

Privacy Act Notice

Section 6109 of the Internal Revenue Code requires you to provide your correct TIN to persons (including federal agencies) who are required to file information returns with the IRS to report interest, dividends, or certain other income paid to you; mortgage interest you paid; the acquisition or abandonment of secured property; the cancellation of debt; or contributions you made to an IRA, Archer MSA, or HSA. The person collecting this form uses the information on the form to file information returns with the IRS, reporting the above information. Routine uses of this information include giving it to the Department of Justice for civil and criminal litigation and to cities, states, the District of Columbia, and U.S. commonwealths and possessions for use in administering their laws. The information also may be disclosed to other countries under a treaty, to federal and state agencies to enforce civil and criminal laws, or to federal law enforcement and intelligence agencies to combat terrorism. You must provide your TIN whether or not you are required to file a tax return. Under section 3406, payers must generally withhold a percentage of taxable interest, dividend, and certain other payments to a payee who does not give a TIN to the payer. Certain penalties may also apply for providing false or fraudulent information.
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