Please make sure each of the attached
payer enroliment documents has your
~hame printed and your signature. They
must be completed using your legal name
and it must match your medical license. Do
not date any of the enrolilment documents.
We will add the date when they are
submitted to payers. All documents
requiring a signature must be returned to
us through the mail.

Please return to:

CaroMont Medical Group Inc
2240 Remount Road
Gastonia, NC, 28054

Att: Liz McCourry



SECTION 15: CERTIFICATION STATEMENT (Continued)

First Name Middle Initial [Last Name M.D., D.O., etc.

Practitioner Signature (First, Middle, Last Name, Jr,, &, M.D,, D.O, ete.} Date Signed {mm/ddlivvyi

All signatures must be original and signed In ink (blue ink preferred). Applications with signatures deemed not original wili
not be processed. Stamped, faxed or copied signatures will not ke acceptad.

SECTION 16: FOR FUTURE USE (THIS SECTION NOT APPLICABLE)

SECTION 17: SUPPORTING DOCUMENTS

This section lists the documents that, if applicable, must be submitted with this enrollment
application. For changes, only submit documents that are applicable to the change requested. The
fee-for-service contractor may request, at any time during the enroliment process, docomentation to
support or validate information reported on the application. In addition, the Medicare fee-for-service
contractor may also request documents from you, other than those identified in this section 17, as are
necessary to bill Medicare.

MANDATORY FOR ALL PROVIDER/SUPPLIER TYPES

U Completed Form CMS-588, for Electronic Funds Transfer Authorization Agreement.

NOTE: If a supplier already receives payments electronically and is not making a change to his/her
banking information, the CMS-588 is not required. (Moreover, physicians and non-physician
practitioners who are reassigning all of their payments to another entity are not required to submit the
CMS-588.)

(5 Written confirmation from the IRS confirming your Tax Identification Number with the Legal Business
Name (¢.g., IRS form CP 575) provided in Section 2. (NOTE: This information is needed if the applicant
is enrolling their professional corporation, professional association, or limited Hability corporation with
this application or enrolling as a sole proprietor using an Employer Identification Number.)

MANDATORY, IF APPLICABLE

O Copy of IRS Determination Letter, if provider is registered with the IRS as non-profit.

0 Copy(s) of all final adverse action documentation (e.g., notifications, resolutions, and
reinstatement letters).

0 Completed Form CMS-460, Medicare Participating Physician or Supplier Agreement.

O Completed Form CMS-855R, Individual Reassignment of Medicare Benefits.

(3 Statement in writing from the bank. If Medicare payment due a supplier of services is being sent to a
bank (or similar financial institution) where the supplier has a lending relationship (that is, any type of
loan}, then the supplier must provide a statement in writing from the bank (which must be in the loan
agreement) that the bank has agreed to waive its right of offset for Medicare receivables.

F1 Written confirmation from the IRS confirming your Limited Liability Company (LLC) is automatically
classified as a Disregarded Entity (e.g., Form 8832). (NOTE: A disregarded entity is an eligible entity
that is treated as an entity not separate from its single owner for income tax purposes.)

8 Copy of cuwrent CLIA and FDA certification for each practice location reported.

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays
a valid OMB control number. The valid OMEB control number for this infermation collection is 0938-0685. The tirme required to complete
this information collection is estimated to 4 hours per response, Including the time to raview instructions, search existing data resources,
gzther the data needed, and compiete and review the information collection. If you have any comments concerning the accuracy of
the time estimate(s) or suggestions for improving this form, pleasa write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance
Officer, Baltimore, Maryland 21244-1850.

DO NOT MAIL APPLICATIONS TQ THIS ADDRESS. Mailing your application to this address will significantly delay application processing.

CMS-B551 (07/11)
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SECTION 4: AUTHORIZATION STATEMENTS

The si guatures below authorize the reassignment of benefits to a supplier or the termination of a reassignment
of benefits to a supplier, as indicated in Section 1. ' '

Title XVIII of the Social Security Act prohibits payment for services provided by an individual practitioner
to be paid to another individual or supplier unless the individual practitioner who provided the services
specifically authorizes another individual or supplier (employer, facility, or health care delivery system)
10 receive said payments in accordance with 42 C.FR. 424.73 and 42 CFR. 424.80. By signing this
Reassignment of Benefits Statement, you are authorizing the supplier identified in Section 2 to receive

- Medicare payments on your behalf, ’ |

Your employment or contract with this individual o supplier must be in compliance with CMS regulations
and you must be in compliance with applicable Medicare program safeguard standards described in 42 CFR.
424.80. All individnal practitioners who allow another supplier (exnployer, facility, or heaith care delivery
system,) 10 receive payment for their services must sign the Reassignment of Benefits Statement.

The signatures below acknowledge that you will abide by all laws and regulations pertaining tc the
reassigoment of benefits.

A. iIndividual Practitioner

| certify that | have exarnined the above information and that it is true, accurate and complete. | understand ’cha_t
any misrepresentation or concealment of any information requasted in this application may subject me to [fability
under civil and criminal Taws.

Individual Practitioner First Name Middle inftial |Last Name Ir, Sr, M.D,, DO, atc

Individuai Practitionar Signature (First, Middle, Last Nams, Jr., 5z, M.D., D.O., etc) Date Signed (mmiddlyyyy)

B. Authorized or Delegated Official of Group Practice/Clinic

| certify that | have examined the abave information and that it is true, accurate and complete, I.understanfi ti'-xa_rt
any misrepresentation or concealment of any information requested in this application may subject me. to liability
under civil and criminal laws.

First Name : Middle Initial |Last Name Ir., 5r., M.D,, B.C., etc.

VDavid M. | DConnor —

. Autherized or Delegated ‘Official's Signature (First, Middle, Last Nare, JF, 5t, M., D. 0., etc) Date Signed (mm/ddiyyyy)

All signatures must be original and signed In ink. Applications with signatures deemed
not original will not be processad. Stamped, faxed or copied signatures wiil not be accepted.

CMS-853R (07711) . ’ g



(P Health Net' \%‘/%

FEDERAL SERVICES TRI1CA R E*

TRICARE 1t & nigisiared loadamorl. albhe TREARE harspumant Acknity, Allaghi retapred,

PROVIDER'S NOTARIZED FACSIMILE OR STAMP SIGNATURE AUTHORIZATION

starzor North Caroling
COUNTY OF Gaf:ﬁ)ﬂ

being first duly sworn, deposes and says: | hereby
authorize PGBA, LLLC / Health Net Federal Services in the state of South Carolina to accept my
facsimile or stamp signature shown below

(Facsimile, stamp or computer-generated signature as it will appear on the claim form)

as my frue signature for ali purposes under TRICARE in the same manner as if it were my actual
signature, including my agreeing to abide by the TRICARE payment system concept and the

remainder of the certification normally signed by the source of care as it appears on alt TRICARE
claim forms.

SIGNATURE

SUBSCRIBED AND SWORN TO BEFCRE ME THIS ___ DAY OF 20

NOTARY PUBLIC IN AND FOR

COUNTY OF STATE OF

(SEAL)

MY COMMISSION EXPIRES:

PGBA, LLC
Provider Data Management
P.O. Box 870156
Surfside Beach, SC 29587-9756
1-877-TRICARE (1-877-874-2273)
Fax 1-888-279-3540
www.my TRICARE.com by PGBA



| Attestation Statement

o (IMPORTANT: Submit Original Ouly)
This Application is to be signed by each mdividual provider submitting an application.

Fillin each Space with the nume of the Health Blan for whick yor are applying.

No Stamps or Covies Please

Allinformation subimitted by me in this application, as well a5 any attachroents or supplemental information, is frus, cuirent, and complets to
ry best knowledge and belief as of the date of signatmre below. I fully inderstand that any significant misstaternent in this application may
constitute canse for denfal of my application or temmination of 2 resnlling participation agreement,

By applieation for membership in_~ Wantic Integrated Health

I I signify my willingriess to appear for interview in regard to my
application. Teathors Attantic integrated Health

o zorsult with adeinistrafors and members of the me dical staffs of hospitals

or institetions with wirch X have been associated and with affers, inelding past and present maipractice carders, who may have information

bearing on the questions in this apokication. Tbon request, I will cbtain and provids to Allantic Integrated Health Tnaterials

pertaining tomy qualifications and competenre, inclnding, reaterials relating to camplaints filed, any disciplinary action, saspensien, ot action
) | ) . Atlantic Integrated Health

to cortall roy medical- sowgical privileges. X further consent to the nspection by epesentatives of of

all docurnsnts that may bereaterial to an evaluation of my professional gualificafions md compstencs.

¥ anderstand and agree that, as an applicant, have the borden of prodncing adequate infoxmation for proper evalaation of my profssional
competence, charasist, ethics, and ofther qualifications and for reselving any dovibt about such gualificalions. I release from liability il
represcatatives of, e tC Integrated Health o, oo e tormed in good fith and withont mafice in comection with evaloating
my application, and my credentials and qualifications, and 1 neleass from any Liabilty, all individnals and organizeiions that provide Iformation
1 Attantic Integrated Health . good faith and without malice conceming this application and I hereby consent ta the release end

verification of information relating - to eny disciplinary ection, suspension, or emfzilment of medical-smgical privileges to
Aflantic Integrated Heaith

Tonderstand that oy sppfication Tsxcjected foe rrascns relating fomy professional condact orcompsizece, Atlantic ntegrated Hea;t@nayrcport

the wizction to the 2ppropriats state Feensiog board and/or Wational Practiffonet Dafa Banle. T the event] 2m aceepted for pa:tlcipation in

Atlantic integrated Health , Themby cnseat fo Affantic Integrated Health
1o Atlantic Integrated Health 0o o necessary for its peer and utifization review puposes as peamitted by stars of federal
fas and rogolation I firther agres fonotity £ iantic Integrated Health 4, ; ety manner ot to exceed 30 days) of any changes
o the information vequested on the initisl application.

for inspection of my patient recordsrelating

PRINT NAM:E OFPROVIDER

SIGNATURE OF PROVIDER

DATE

Please Sign and Complete this Application
10/00/0% Page 14



Attestation Statement
" (IMPORTANT: Submit Original Only)
This Application is to be signed by sach Individnal provider submitting ar application.

Fill in epch space with the name of the Health Plan Jor which yon are applying,

Neo Stamps or Copies Please

All information subrtitted by me in this application, a5 well asany sftachments or sopplerental inforrmation, & tue, coreent, and complete to
my best knowiedge and belief 2s of the date of signature below. 1 fislly tmdarstand that any significant rrdsstaternent o this application may
constitute canse for deniz of my appiication or terminalion of aresulting participation agreement.

By apphication for membership in Aetna + I s3gnify moy willingness to appear for interview in regard o my
application. Tentharize Aetna to cansult with administrators and membets of the medical staffs of hospitals
or matitutions with which 1 have been associated and with others, ineluding past and prosent malprastios cartiers, who rmay have infonmation
beariog on the questions in this application. Upon request, I will obtain and provide to Aetna materials
pertaining tomy quelifications and compatencs, Ieluding, meterdals relafing to complainis filed, any disciphnary sction, suspension, or action
to cuntall my medical- surgical pvileges. Tfurther consent to the inspestion by zepresentatives o~ C 112 of

all dectments that roay be material to an evalugHon of my professional quafificalions mé competenes.

T ondestand and agree that I, as an applicant, have the burden of producing adequate information for proper evatnation of roy professional
ompetence, character, ethics, and other qualkifications and for resolving any doubt abowt such quafifications. T relezse from Hability all
ropumsetatives of A2MN2 fox e sots perfourred in good faith and without malics fn cohsetion with evaluating
my application and my credentials and qualifications, 2nd Izelsase fom any liakihity, all individoals and orgmizahons that provida imforonation
to Aetna in good faith and without matice conceining fhis application 2nd T hereby consent to fhe zeleass and

verfication of faformation relafing to any dscipBnacy action, suspension, or cutailment ‘of rpedical-surgical prvileges to
Aetna

etna ‘
Tomderetand fhet #i2yy spplication fs ngacted forteascns relating tomy poefessicnat condact cocconpetence, A -Tnay report

the mfection to the approptiate stafe ficensing board and/or Mational Practitioner Data Bank. Tt the eventT am acoepted for paticipation in
Aefna » Thereby consent to Asina For Tospection of ray patient recordsrelating
b Aetna enrolless as necessary for jts peer aud wtikization review DUIposes €8 permitted by stabe or federal
law and regulation Tficther agree to notify Aetna o a.ticnely manner (nof fo excesd 30 daye) ofany changss
to fe inforrnation requested on fhe Inftial application.

PRINT NAME OF PROVIDER

SIGNATURE OF PROVIDER

DATE

FPlease Sign and Complete this Application
10/01701 Pags 14



Attestation Statement

(IMPORTANT: Submit Original Only)
This Application is fo be signed by zach individual provider submitting an application.

Fill ir each space with the name of the Health Plan fov which you are _app{plng.

No Stamps or Copies Plegse

Allipformation stlbnmitted by me In s zppliéaﬁon, as well as any aftachments or sapplementa! information, & tre, ciurent, and complels to
Ty best knowledge and belief as of the date of sipnahue below. I filly vmderstand thet any significant rrisstafement in this application may
constituts causs for denial of my sppfication or temrdnation of w'resulting participation agreement.

By appiication for reembership in AMERIGROUP Commumtyltg%% py wiltingness to appear for jnterview in kegard fo my
application, T aufhorize AVERIGRGUP Corin unity, Q8IS vt adminisretors and sembers of the medicel stafs of hospltals

of institutions with whichThave been associated and with others, inclading past and present maloractics carders, who may have information
earing on fie questions in his applioaion. Tportquest, T will chtatn and provide to_* MIERIGROUP Gomrmunity (

pertaning bo oy qualifications and competerce, nchrding, materials relating to somplainis Gied, any disciplinary ection, suspension, or action
toouztail roy medical- smxgical privileges. I furlfiier consent o the inspsction by representatives of AMERIGRO UP Commy mt}éfcare

21l documents thet may be material to an evalualion of iy professional quezlifications 2nd compctenos.

Tunderstand and agzee that 1, asan applicant, have the burédsn of producing adeqrate ilfmri:lation for proper evaloation of my professional
competence, characler, ethics, and other qualificaifons ad F msolving any doubt about sneh qualificetions. I release from Rabifity alt
Tepresentatives of AMERIGROUP Commun r%:%are fets performed dn good fith and without malice fn.comection with evaluating
oy zpplication and my eredenfials and quatifications, and I release fom any Hakility, 2l ndividuals 2nd erganizationsthat provide fnformafion

AMERIGROUP Community, %aggﬁum and without malice conceming this application and I hersby eonsent to the release and

verification of infumpation relating to any disciplinary action, suspension, or cmrtaflent of medicalsurgical privileges to
AMERIGROUP Community Care

Tunderstend that ity spplication {s miected forreascns elating to iy professional candiet cooompetence, AMERIGROUP Commuprg'ggag?

the refection to the appropriate stete Heensing board and/or National Practitioner Date Bank. Tn the eventLam accepted for participation in

AMERIGRGUP Community‘% consent ts AMERIGROUP Communitgfopﬂi%ﬁm of my patfert recards Teating
to AMERIGROUP Comm unﬁyg%ﬁ%s @5 necessary for jts peer and ntilization review purposes asperrnitted by state or federal
law ad regutation Ifirther agres tonatity S MERICROUP Communily;Caa. o rnner (et to exceed 30 days) ofmy changes
to the information requested ol the inftial appficalion.

PRINT NAME OF PROVIDER

SIGNATURE OF PROVIDER

DATE

Please Sign and Cemplete this App¥ication

1041401 Page 14



Attestation Statement
{(IMPORTANT: Submit Original Onf
This Application is to be signed by each individual provider subryngfﬁng an application.

Fill in each space with the name of the Health Plan Jor which you are applying.

No Stamps or Copies Please

Al information subritted by me in this applieation, as well #s any aitachments or supplernental information, s toe, curent, and corrplete to
oy best knowledge and belfef as of fhe date of signatire below. I flty nnderstand that any signifivant misstafament in. this application may
constitate cause for denial of my application or termination of arestlting participation agreernent.

By application for mentbership fa Blue Cross _Blue Shield of NPM? wﬁngne& to appear for interview in regard to my
applcation. Tanthorize_BIUE Cr0ss Blue Shield of North Gargling . . erbers of the medical stats of hospitals
or institations with widch I have been associated and with others, ncluding past and present malpractice camiers, who may have information )
Yearing on the questions in fhis application. Upon request, I will obtain and provide to_DIM€ CTOSS Blue Shield of North Carolin:
pertaining to my qualifisations and competence, incinding, materialsrefating to camplains fled, any disciplinary sction, Suspension, or action

; . I . . . Blue Cross Blue Shield of Pglorth Cse
10 curted] my medical- surgical privileges. Tfirther consent to the inspection by representatives of
2ll docurrents that may be material to an evalnation of my professionsl quzlifications and competerce.

Tunderstand and agree that T, as an spplicant, have the burden of producing adsquate information for proper evaluation of my professional
campetence, chaacter, etbics, and ofier qualifications and for resolving any doubt sbout sush qualiSoations, [ release from Habikty al
rpesentatives.of_DIUE CT08S Blue Shield of Narth SRIGHNA. 151 004 fuith and withor mative i commection with evatusfing
my applx:aum and my credentisls and qualifications, md I refease ftom any lzbikity, 21l individuals and creanizations that provide information
to Blue Cross Blue Shield of N]? %ﬂgﬁoagﬂ%vﬂbom matice conceming this application and T hereby consent to the release and

varification of infowmation relating to smy disciplinary asHon, suspension, or coptailment of medical-surgical privileges 1o
Blue Cross Blue Shield of North Carolina

Blue: Cross Blue Shield of North Caroli
Tonderstand that #my gpplication fs mjeeted for reastns rebting formy professionsl conding or cormpetence, fos mayrepot

the mjection to the appropriate state Hoensing board and/or National Practitioner Data-Bank. In the event I am ascepted for participation in
Blue Cross Blue Shield of Nagil) Garolina, | Blue Crass Blue Shield of North Caroling tientrecordsrelating

to DlUe Cross Blue Shield of N&ﬁﬁ&%ﬁ%@%m for its peer znd utifization review purposes as permitted by state or federal
law and reguiation I further agree to notity Biue Cross Blue Shield of NE%%@%%: (ot 1o excsed 30 days) of any changes
to fhe information requestsd on the initiel applcation. '

PRINT NAME OF PROVIDER

SIGNATURE OF FROVIDER

DATE

Please Sigr and Complete this Application

10/01401 Pags 14



Attestation Statement
(IMPORTANT: Submit Original Onl
This Application is to be signed by each individnal provider subxgtﬁng an application.

FHLin each space with the name of the Henlth Plax for which you are applying.

No Stamps or Copies Please_

All mftrmation submitted by me in this application, as well as any attzctwments or supplements? information, s true, cuurent, and complels 1o
Iy best knowledge and befief'as of the date of signatire below, Ifilly understand that any significant rfsstaternent in this application mey
constitute canse fir denjzl of my application o termination of aresulting paricipation agresment,

By application for membership in Bravo Healﬁlll-l-ea[ﬁtsp fing @E&@W%@%@@W&tm in regard to roy
apptisetion. Tanthorize_DavO Health/Heaithsp g R QRN RRIY HElINoare/EpIe . e medioat stath of hospilals
or nstitotiens with which T have been associaled and with others, includng pest and presext malpractics cariers, who may have information
bearing on fhe questions in this applisetion. Upon request, T will obtain and provide to Bravo Heaithfi-lealthspnngi Eﬁc‘gﬁ@“e@
pertaining to vy quatifications amd competence, including, materials relating to complaints filed, any disciplinary a:tion, suspension, or aokion

i . N ; . Bravo Hea]mlHea[thsprmgf&POIS}
to curtad! my medical- surgival privileges, Tforther consent to the mspecion by mpresentatives of
afl documents fhat may bematerial to an evaluation of my profossional qualifications and competencs.

T'understand and agree thet T, as an applisant, have the burden of roducing adequate information for proper evateation of my profossional
competenss, character, ethics, and obher qualifications and for esolving ay dcu& abont such quatifications. I release from fability all
represersatives of,_D1av0 Health/Healthsp N R Bt S U NERIR R PR vt roatce tn scumection with evansatin
Ty appfication and iy credentials and qualifications, and T release from. auy liability, alt individnals and orgenizations that provide Information

to Bravo Health/ Hea[thspﬁnyﬁg%%%m%mﬁ@%@lﬁgth‘s application and Thereby vonsent o fhe refoase and

wrification, of information relating to any disciplinary acticn, suspension, or curteilment of medical-surgical privileges to
Bravo Health/Healthspring/RPO#Synergy Healthcare/Epic

ealth/Healthspring/RPO/Synen
Temderstond fhet if oy pplication s refected forreasons miating fo rmy prefssional condret ercompetence, Brave H P _,gmm{ Y
tho rejection to the appropriste state licensing board and/or National Prastitioner Datz Bank. Tn the event T am accepted £ pazticipation in

Brave Health/H ea[thspﬁnglﬁf&é%gsrgy@mﬁhoémmﬁ-[eaﬁhs pringﬁ%gp@g&e@% @%@E@eﬁﬁ%@@@?g
to_Brave Health/Healthspring/ %@Sﬂ’@ﬁ%@%&? ?gl%mi&lﬂzaﬁon Eeview purpases as permitted by state or federal
law and regnlation Turtler apres fonotify Bravo Heafth/H ea[thspr mg’%ﬁ%@bﬁﬁ%ﬂ:ﬁ%&ﬂ%ﬁ%ﬁ&%} of any changes
to the information Tequested on the initial application.

PRINT NAME OF PROVIDER

SIGNATURE OF PROVIDER

DATE

Please Sign and Complete this Application
10/03/03 Page 14



Attestation Statement

- (IMPORTANT: Subniit Origiral Only)
This Application is to be signed by each individual provider submitfing an appHeation.

Fill tn each space with the name of the Health Plag Jor which yon are applying.

No Stamps or Copies Please

Al information submitted by me In this 2pplication, as well asany attacliments or supplemental fnfermation, is tne, chrent, and complete to
Ty best knowledgs and belief as of fhe date of signature below, 1 fully understand ihat any signiticant misstatenent in this application may
eonsiitute ause for dental of tmy apptication or termination of 2 resulting participation agresment,

By auplication for merbership i CIGNA f Great-West Healﬂjfg

ggﬂr‘y my willingness to appear for interview in mgard to my
apptication, Tanthorize 1O NA / Great-West Healfheare adninistrators and mermbers of the medical shaffs of hospitals

ar instifutions with which I have been associated and with offers, inclading past end presentmalpracifee cariers, who may have informaion.
bearing o the qestions in this application. Upon request, I Will obisin 2nd provide tu 1 GIVA / Great-West Healtheare |
pertaining to my qualifications and competence, nclufing, materials relating to complaints filed, any disciptinary sotion, suspension, o asticn

. . L . . CIGNA / Great-West Hea[thogare
fo curtail my medical- sugpicel privileges. 1farther consent to the inspection by representatives of
all documents that ey be material to an evaluation of my professional qnakifications and competence.

Tunderstand znd gpree hat 1, as an applicant, have fhe burden of producing adequate information for proper evaluation of Ty professionel
sopetencs, sharaster, efhics, and ofher qualifications and for Tesolving any doubt sbont sth qualifioations. I release from liabflity all
repmesertatives of,_CLCIVA / Great-West HeahoRIL . pertommoe d in good faith and withont matice fn connesRon with ovaluating
my @opheation apdmy credentials and qnalifications, and Ireleass Tromany liability, all individuals and organizations that provide inforrnation
o CIGNA7 Greai-West Hea]ﬂ}ggggd Taith and withonf matles conoemiag this application and I hereby consent to e release and

verification of ffounstion rclating to any disciplinary actfon, sespension, of cumtailment of medical-smrpical privileges to
CIGNA / Great-West Healthcare

Tundestand that ifmy appfication isreiocied ferreasonsvefalig tormy poofessional condot coeompetencs, CIGNA / Great-West He-%gg’%%%%

the xejection to the appropriate state licensing board and/or National Prectitioner Data Bank. In the event T am accepied for participation in
CIGNA J Great-West Healthcgre, o comsentto CIGNA/ Great-West Healthoare. vion o my petient records retating
1o _CIGNA / Great-West Heal’théﬁgﬁm 28 mecessary for jts i)eer and ntiiization review pruposss a8 permitted by state or federal
Iaw and regnlstion Ifucther agres to notify_C1onv / Great-West Healthgare v er ot to exvesd 30 days) ofsny chenges
to the infomaation Tequested on the ipitial appHcation. .

PRINT NAME OF PROVIDER

SIGNATURE OF FROVIDER

DATE

Please Sign and Complete this Application
1010101 Page 14



Attestation Statement
o (IMPORTANT: Submit Original Only)
This Application is to be signed by each individnal provider subroitting an application.

Fill i znck space with the nmne of the Health Plan for which you ave applying,

No Stamps or Copies Please

All information submitted by me 1 fhis gpplication, as well as any aftachments or supplemental infirraation, is tros, comwent, and complete to
my best imowledge and belief as of fhe date of signature below. X flly undexstand that any sigrificant misstatement i this application may
constitte canse for denfal of mey appEcation or termination of 4 resulting participation agreermnent.

" By application for membership in. ngr_:ai—].ealthspring/ RPO/ SYE%%%%%EL&&I for fmterview in regard fo my
application. Iwtherize Cig naHea[thsp nng]RPOfSytg%g%lﬁ %%it caz%&é%d members of the mediogl staffs of hospitals
or institrtiens with which I have been associated and wifh others, including past and present malpractice carriers, who may have information
bearing on the questions in this application. Upon request, T will obtain and provide to CignaHeal thspring/RPO/ Sy}%&éﬁ%ﬁs[-{eaﬁh
pertaining to my guakifications and competerice, including, materialsrelating to complaints filed, any disciplinary sction, saspension, of action

; ] N . . . C:gnaHea[‘thspnng/RPOfS%?ergy F
to orrtai] ray edical- sargical privileges. Ifimther consent to the inspection by representatives of
all documnents that may be material fo an evaluation ol xay professiopal qualifications and competence.

T understand and agree that T, as &n epplicant, have the burden of produsing adequats information for proper evaliation of my proféssicnal
campetence, character, ethics, and other quatifications and for resolving any doobt abont such qualifications. I elease from lizbifity all
representatives of_—ignahealthspring/RPO/ SYPSIgY HealthcareERIL . and withont matice in comesticn with svaloating
my application and ey credentials and qualifications, znd Ieleass fom any liabiZity, 20 individuals 2nd organizations fivat provide imfbmmation
to CignaHealth spring/RP O/SY&%%&&%M@&E&% conceming this application and I hereby consent to the release and

verificotion of infommation rsleting to any disciplinary action, suspension, of curtailment of medical-surgical privileges to
CignaHealthspring/RPO/Synergy Healthcare/EPIC

CignaHeaIthsprinngPO:%r%%gy Healt

Temderstand fhat iy appoation s rjected forreasons relating tomy professionsl condict ot conpetence,

the rejection to the appropriate state Hoensing board and/or National Practiticner Data Bank. In the evert I am accepied for participation in
CignaHealthspri ng/RPO/Syn&g&yHc%a‘gg&ggr@ﬁ%ea lthspring/| RPO/S%%EID%%%gar [ERIC isretating

to_Cignatiealthspring/RPO/ SV&%MEEQ&%%%%m and otilization review parposes as permitted by state or fiederal
tavw end xegulationT finther sgree to notify_Cignariealthspring/RPO/Sypergy Healtheare/EPIC, 20 5o o env caanges
o the Inforrnation requested, on, the inftisl apploation.

PRINT NAME OF PROVIDER

SIGNATURE OF PROVIDER

DATE

Please Sign and Complete this Application

10/01/01 Page 14



Attestation Statement
_ . (IMPORTANT: Submit Original Only)
This Application is to be signed by each individual provider submitting an applica Hon,

Filt ln eack space with the name of the Henlth Plan for which you are applying.

No Stamps or Copies Please

Al iformation submitfed by me i this application, as well as any atachments o supplemenital Ftormation, 5 fue, cuent, and conplete to
My best imowledge and belief 25 of the dats of signature below. L ity undezstand that any significant imfsstatement in this spplication may
constitat: canse for denial oLy eppiication or femination of & mesulting participation agreerment. '

By application for mernbership in Coventry Health Carejﬁrsmf'&% H?Mé}m te appear for interview in regard to my
application, Lauthorize_COVENtry Health Care/First Health Network o @ ore medical staff of hiospitals

or institations witk whick Thave been associated and with others, fncluding past and present malpractios camicrs, who may have informafion

bearing on the questions in #his application. l Upon request, T will obtain and provide to Coventry Heaith Care/First rlﬁlﬁ%lm Netw
pertaining to my qualifications and compelence, incinding, materialsrelating to complaints filed, any diseiplinary action, sespension, or action
focrztal] roy medicals sargival privilegss. Tfurher consent to the Inspection by sepiesentatives of Coventry Health CarefFIrSto‘f[eaﬁh
all docaments tha mey be material to an evaltation of my professional qualifications and competence,

T nnderstand and agre that I, as an applicant, have ihe burden of producing adsquzte information for proper evaluation of my profssional
competence, characte, efiics, and oher qualitications aud for resolving any dovbt about such pralifications. T zeleass fiom Habifity 2l
represeriztives of Coventry Heaith Care/ Fimijﬁﬁﬂ%%ﬁ%ﬁ’c’tm good faith and without trratics In comestion with evaluating
oy appfcation.and my credenfials and quakificalions, and T release from any lighility, 2l indlviduals and crganizations that provide information
to Coventry Health Care/First ﬁ?ﬁ!ﬁ'}aﬁ%ﬁ’g %Emt matice conceming this applcation and I hereby consent to the release and

verification. of mformation relating to any @sciplinary action, snspension, or curtailment of medicel-surgleal privileges to
Coventry Heailth Care/First Health Network

C Trst Health Net
Im&ﬂm&&&fw@ﬁmﬁmisﬁﬁdfmmbﬁmbmyg@ﬁmﬂcm&uﬁmm Coventry Health are!F:mayrepntt

the rejection to the appropricte state [oensing board and/or Natfonal Practitioner Data Banlk. To fhe event] 2m axcepted for participation in

Covenfry Health Care/First %M%Mm( Caventry Health CarefF irs"f!.‘é%%ﬁ%]ne&”u?fﬁaﬁem recerdsrelating
to_Coventry Health Care/First 'EL%%]JEL‘;%%‘&'%%M s peer and utilization review prupesss as permitted by stabe oc federal
law and regolation I forthar agres ko notity Covenhy Heatth Care/First Iﬂ%ﬁlﬂé&iﬁ%@! Emt toexcesd 30 days) of any changes
to the information xegnested on, e initial appHeation.

PRINT NAME OF PROVIDER

SIGNATURE OF PROVIDER

DATE

Please Sign and Conplete this Application
10/01/0 Page 14



Attestation Statement

_ (IMPORTANT: Submit Original Only)
This Application is to be signed by each individual provider submiiting an application.

Fill in each space with the name of the Health Plai: Jor which you are opplying.

No Stamps or Copies Please

All imfemation sabmitted by me 10 this epplication, as well a5 any aftarhments or sapplemental information, & troe, cueert, and corplete to
ey best imowledge and beliefas of the date of signatire below. I fnlly wderstand that any significant misstatement in this application may
constitnts canse for denial of my applcation or termnation of 2 1esnlting participation agreement,

By application for membership in Hum?na!ChmceCare > I signiiy my willingness to gppear for interview in regard to my
spptication. Taathorize | 1UAN@/ChoiceCare to consintt with administraters and members of the medica! stafs of hospitals
or institations with which Thave been associated and wifh others, Including past and present makyactios carders, who may have mformation
bearing on fhe questions in tiis application. Tpon request, I will obtein and provide to Humana/ChoiceCare materials
pertaining to my quatifications and competence, ncnding, matetialsrelating to complaints fifed, any disciphinary action, saspension, o action
. , o N . . . Humana/ChoiceCare
to curtail iy medical- strgical privileges. I farthier copsent to the inspection by representatives of of
4ll docrments fhet may bernaterial to an evaloation of my professional quelifications and competence,

Tunderstand and agree that I, as an applicant, have the burden af producing adeqnafe information for proper evahition of my professional
compelence, charaster, ethics, and ofher qoatifications and for esolving any doubt zbout soch qualifications. T release fiom BHability all
representatives of_| Umana/ChoiceCare acts perforroed in good feith and without mafice in connection with evalasting
1y 2pphication and my credentials and qualifications, and I release from any Tiability, 4l individuals and organizaions that provide information
o Humana/ChoiceCare in good faith end withont malice conceming this application 2nd T hereby consent to the release and

verification of information relating to amy disciplinary action, suspension, or omtzibment of medical-surgical privileges to
Humana/ChoiceCare

Humana/ChoiceCare
Tunderstand &eat i my appfication is rejected for reasors relating tory professionsl condnet or carpetencs, - My report

the rejection to the appropriate state Heensing board and/or National Practitioner Data Bank. Tn the event I am accepted for participation in

Humana/ChoiceCare . Ihereby cansent to_Umana/ChoiceCare for inspection of my patient records relating
+_Humana/ChoiceCare enrollecs zs necessary for its peer and utilization review purposes as permitted 2y state or fadersl
lewr and regualation T firther agree to notify Humana/ChoiceCare in atimely manner (not to exosed 30 days) of any changes

to the information requsstsd on the initial application.

PRINT NAME OF PROVIDER

SIGNATURE OF PROVIDER

DATE

Plegse Sign and Complete this Application

10/610 Page 14



Attestation Statement

{IMPORTANT: Submit Original Oniy)
This Application is to be signed by sach individual provider submlting an application.

Fillin each space with the name of the Heaith Flan Jor which por are applying.

No Stamps or Copies Please

Allinformatien submitizd by me fn his gophication, as well as any altachments or supplenental information, i troe, cmrent, md complets (o
ey best knowledge and befief a5 of fhe date of signatie below, T%ally anderstand that any significant risstalernent in this applicalion may
constittle cause for derdel of my application or termination of aresulling parficipation agresmnent.

By application for merbership in MedCost, LLC . I signify my willingness to appear for interview in regard to my
agplication. Tanthorize_edCOSE LLC to consalt with adminjstiators and members of the medioal staffs of hospitals
or insfitations witk, which I have been assoctated and with others, inelding past and prosent malprastice carriers, who may have information
bearing on the questions in (ks application, Upon meqaest, T will obtain and provide to MedCost, LLC materials
pertdining to my qualifieations and cerpetence, fcl ding, matedialsrelating to complaintsfiled, any discipfinary actién, suspension, or astion
toctrtall my medical- surgical privileges, Ifurther consent o the Inspection by rpresentatives of MedCost, LLC of
2l documents that may bematerial to an evalnation of my professional qualificatings and cormpetentce,

Tunderstand and agree that T, a5 an 4pplisant, have the burden of producing adequats taformation for propet evaination, of my professional
cormpetencs, charsoler, sthics, and other qualifications mé for resciving ay doubt sbont such gualifications. I reloase from lHability all
representatives of_MeaCOst, LLC For theic acts performed in good faith and withont mabies in connestion with evallmting
mty 2pplicafion and my credentials and qualifications, and I release from any liability, all individeals and organizations that provide iformation
to MedCost, LLC in geod faith and withoot malice concemin:é this appReation and Thereby consent tothe release and :

verification of infoomation relating fo any disciplinary acfion, suspension, or cureilment of medical-surpical privilages to
MedCost, LLC

. . . MedCest, LLC
T erwderstand Brat iy zpplication s rejected forreasmsrelating to roy professiondl condnet ot campetenss;

the rejection to fhe appropriate state licensing board and/or National Practitioner Data Bank. Tn the eventT am acoepied for participation in

LAy report

MedCosf, LLC » Lhereby consent to MedCost, I.'LC ) fiwr inspection of niy petient recordsretating
10_MedCost, LLC carollees as necessary Tor its peer and otilization review puzposes as permitted by state or feders)
T and regulation T fiwther dgies to nolify M edCost, LLC in 2 Hmely eranner (ot to exeead 30 days) of any changes

to the informalion requested. on the initfal application.

PRINT NAME GF PROVIDER

SIGNATDAE OF PROVIDER

DATE

Please Sign and Conplete this Application
1g/1/0% ; Page 14



Attestation Statement

. {(IMPORTANT: Submit Original Only)
This Application is to be signed by each individual provider snbmitting an application.

Fill In eack space with tse name of the Health Plan Jor which you ave applying.

No Stamps or Copies Please

All information submitted by me in this application, as well as any attachments.or supplemental infrmation, s troe, cuwent, and complete to
my best knowledge and belief as of the date of signatme below. I fidly mderstand that any sienificent misstatement in this appiication may
constis canse for denial of my appRoation or termination of 2 xesulting participation agresment.

By application for membership in Multiplan inc. » I signify my willingness to appear for interview in regard to my
epplisation. Tanthorize 1MUIDIAR Inc. to const wifh administrators and members of the medical staffs of hospitals
or institetions with wiich Thave been associated and with others, neluding past and present malprastice carriers, ‘who may have information
bearing on the questions in this application. Upon request, I will obtain and provide to Multiplan Inc. materfals
pertaining tomy quelifications and competence, nclnding, materjals relatin to comnplaints filed, @ity disciplinary action, suspensfor, of zction
to curtail my medical- sargicsl privileges. [ fimther sonsent to the inspection by epresentatives of Multiplan Inc. of
ali doctments that may be material to an evaluation of iy professionat qualifications end competence.

[ mnderstand and agres that L as an zpplicant, have the burden of producing adequate informetion for proper evaluation of my professional
competence, character, efties, and other qualifications and for resolving any doubt about such @a&iﬂnations. I release from Hability all
represertatives of_MLUGPIAN Inc. for their acts performod fn good fith and without malice in cennection with evaluating
my application and my credentials and quelifivations, and I release Fom any liabitity, all individeals and organizations that provide information
to Muftiplan Inc. in good f2ith and without malice conceming this appfcation and I hereby consent to the release and

verification of nfommation velating to any disciplinery action, suspension, of curfallment of medical-smeical privileges to
Multiplan Inc.

: : i nc.
Tooderstand foat i my apphication s wejected fir reasons relaing o my professional condnet of competerce, Multiplan | » gy report

the rjection to the appropriate state licensing board and/or National Practitioper Date Bank. Tn the ovent T am. accepled for paricipation o

Muitiplan Inc. Multipian Inc. for inspestion of my patient records relafing
to_Multiptan Inc. exolless a5 necessary for fts peer and wiflization review purposes as perrmitted by state or federal
law and regulation T further agree to notigy_MUIplan Inc. I 2 timely manner (ot toexcesd 20 days) of any changes
to the information requested or: the fnitial application. ’

» Lhereby consent to

FRINT NAME OF PROVIDER

SIGNATTURE OF PROVIDER

DATE

Please Sign: and Complete this Application

10/01/01 Page 14



Afttestation Statement
PORTANT: Submit Original Only
This Application is tx(xl;[a\g signed by each individual provider snbm'}tting an application.

Fill in each space with the none of the Heaith Plmn for which you are applying.

No Stamps or Copies Please

All information submitted by me in this gpplication, as well as any attachrents or spplemental irformation, is irte, current, and oommplete to
ry best inowledge and belef as of the date of sigratrre below. I fully maderstznd that any significant misstaternent i this application may
constitnte ceuse for denial of my appEoation or fermination of a resulting participation agreement.

By epplication formembersh_ip in United Healthcare > I slgnity my willingness to appear for interview in mgard to rmy
appcation. Tanthorize_nied Healthcare o consalt with administrators and mexbers of the medical staffs of hospitals
or instfiations with which I have been associzted and with others, including past and present malpractice carders, who may have infoomation

bearing on the questons in this applicatior. pon tequest, I wilt obtain and provide to United Healthcare materiale

pextaining to my qualifications and competence, neinding, materialsrelating to conplaints filed, sy discigﬁnijry acﬁo#hsumsion, ot action
- . . re

to curtail ry medical- surgisal privileges. T frather consent to fhe spection by repiesentatives of United Healthca of

all doctrnents that may be material to an evalnation of my professional qualifications md competencs.

Iunderstand and agree that 1, as an applioant, have the burden of producing adeqnéte information for proper evalnation of my professional
compefence, character, ethics, and other qualifications and for resolving any doubt gbout such quatifications. I relesse from Mabitity all
represertaives of_onited Healthcare for their acts pexformed in good fith and withont malics in connection with evaloating
1oy application and my credertials and qualifications, aud I relesss fom any liabitity, all individusls end organizations fat provide nformation
to_United Healthcare in good faith and without matice conceming this application and T hereby consent fo the release and

verification of infommation relating to any disciplinary action, suspension, of curtaibment of medical-surgical privileges to
United Healthcare

United Healthcare
Tendarstand that if vy application is sgected forreasons reling tomy professions] candrit croerapetence, > T2y Toport

the rejection to the appropriate state licensing board end/or National Practiticner Data Rank_ Tn the eventI am accepied for participation In

United Healthcare . Thersboy consent to United Healthcare for faspestion of Ty patient records elating
to United Healthcare ceroliees as nocessary for its peer and utifization review purposes gs pemmitted by state or federal
lew and regrlation T fimther agree tonotity (e Healthcare i, 2 timely manner aot to exced 30 days) of 1y changes
to the information requestad on the indtial application.

PRINT NAME OF PROVIDER

SIGNATURE OF PROVIDER,

DATE

Please Sign and Complete this Application

10/01/01 Page 14



'Attestation Statement

(IMPORTANT: Submit Origi riginal Only)
This Application Is to be signed by sach individual provider subnzitting an apphwﬁon.

Fill in each space with the name of the Health Plan Jor which you are npplying.

No Stamps or Copies Please

Allinformation subnritted by me i tfs application, 2s well 2seny aftachments or supplemental Joformation, i teve, cearent, snd complets by
my best knowledge and belief as of the date of signatire below. I fully understand that any significant misstaternent in this application may
constitte canse for derdal of my applivation or termination of aresalting participalion agresment.

By application for merbership in 7:'-; eGre. - » 1 signify my willingness to appear for interview i regard to my
gpplication. T anthorize TN cay e to sonsalt with adeministrators and members of M medical staffs of hospikals
ar stitetions with which T have boen associated and with others, iclading past and present malpraotice candess. who may have information
bearing o e questions in this application. TUpon request, T will obtaiz and provide to Tricere materals
Tetaining tomy qualifications and competenos, melnding, Mmeterials relating ko complints fled, any dEscinfnary action, mspenmm, oF aetion
to curtail my medical- smgical privileges. I further consent to the inspection by 1epresent atves of 7:-1 cqi <. of
all docurnents that ezy be material to 2n evaluztion of my professionat quaiifications and competerice.

Tunderstand and agree tiat' T, 75 @ apphicant, have the burden of producing adequate information for proper evaination of my professional
commpetence, charaster, ethics, and ofher qualifications and for resolving any doubt abont such qualifications. 1 releass from lishifity <1

tepresentatives of, 7;“1 card. ® for their actz performed in good faith and withont malice-ta.commestion with evaluating
my applicaticn and my credenfidls and qoziificatinns, and I release from any lability, all individnale and organizations fat provide information
fo reare ) T good faith and witheat malice cemcerning this application and 1 hereby consent to the release and
venﬁcauon of information refsting to any dsciplinary sction, suspension, or cmtallient of medical-sucgical privilegss to
Trilore

Tomderstand that if ity appReation isejected forveasons rolting torny prefessionsl condogt eccompelenes; ﬁ:‘mrﬂ LTIAY Leport
the :qecﬁcm tothc 2ppropriats state icensing bosrd and/or Natonal Praotitioner DataBank. Tn the eventY am acceplod for participation in

TPJ Lo r'?_... T » T hepeby consent fo 7;': Cavrg, : for inspestion of my patient yecordsyelafing
to _,Lafs.k e_ - enrollees as necessery for is peer and utilization review purposes as peomitted by state or federal

law and regmlation I fexther agres to okify .7’-':1‘64 e in a timely manner (hot to exceed 30 days) of any chenges
to fhe information requested on fhie initial spplication,

PRINT NAME OF PROVIDER

SIGRATURE OF PROVIDER

DATE

Please Sign and Complete this Application
10402403 . ] Page 14



