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Physician Application Instructions and Checklist

This package contains application documents you will need for applying for membership in the
Humboldt IPA. All forms must be completed, signed, and submitted with the requested supporting
documentation. Please refer to the checklist below, provided to guide you in preparing a complete
application package.

[J Signed Application for Membership
[J HMO Physician Service Agreement
L1 PPO Physician Service Agreement
[J EFT Enrollment Form

L] W-9

Credentialing Application
[J $500.00 application fee (please make check payable to Humboldt IPA)

L] California Participating Practitioner Application, including Addendum A and B (DO NOT leave blank
spaces; note “None” or “N/A” where appropriate. Incomplete applications will be returned.)

[J Primary Care Physician Scope of Services Agreement (PCPs only, complete, sign, and date)

[J Curriculum Vitae including work history for the previous five years with written explanations for gaps of
greater than two months

[J Copy of current Medical Board of California Physician and Surgeon License
[J Copy of current Specialty Board Certification (if applicable)

[J Copy of current DEA license (with California address)

[J Copy of current Professional Liability Certificate of Insurance

[J Copy of diploma of graduation from an accredited institution

[ Copy of current ECFMG certificate (if a foreign medical school graduate)

Credentialing for the IPA is conducted by the Humboldt IPA. As an applicant for participation in the IPA, you
have the right to review information submitted in support of your credentialing application. This review shall
be completed on the premises of the Humboldt IPA. While no original paperwork may be removed from the
file, the applicant may request copies of specific documentation in writing. If you would like to obtain a copy
of the Humboldt IPA Credentialing/Recredentialing Policy and Procedure, please contact Genia Garibaldi,
Credentialing Manager, 707-443- 4563 ext. 29, or go to IPA’s website at www.humboldtipa.com.
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Primary Care Physician Scope of Service

Physician Name:

The services listed below have been established by the recommendation of the Quality Management
Administrative Committee and approval of the Boards of Directors of the Humboldt IPA as falling within the
general scope of practice for Primary Care Physicians. Physicians wishing to be designated Primary Care
Physician membership status for the IPA are responsible for providing these services to members within
their practice. It is understood that patients with complex or co-morbid conditions may be referred to
appropriate specialty providers. In the case of Pediatric Medicine, it is understood that only those sections
and services listed below that are pertinent to childhood health are included in the Pediatrician’s expected
scope of services. Each line in each section must be checked prior to signature to complete this document.

A. Allergic Syndromes
1. Treat acute and chronic asthma O
2 Treat seasonal allergies ]
3. Treat chronic rhinitis O
4 Treat hives O
B. Cardiovascular System
1. Diagnose and initiate treatment for significant heart disease ]
2. Evaluate chest pain, murmurs and palpitations ]
3. Diagnose and treat common cardiovascular conditions including:
a. Hypertension ]
b. Congestive Heart Failure ]
c. Stable Angina ]
C. Dermatology
1. Treat Acne O
2 Diagnose and treat common hair and nail problems U
3. Diagnose and treat dermal injuries ]
4 Identify and biopsy suspicious pigmented lesions ]
D. Endocrine System
1. Diagnose and manage the majority of diabetic patients, both with
NIDDM and IDDM ]
2. Diagnose and treat lipid disorders with diet and/or at least (2)
Medications for a minimum of six months prior to referral ]
3. Diagnose and treat common diseases of the thyroid, obesity, and
Osteoporosis ]
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GI System

1.

2.
3.

Diagnose and treat common GI conditions including:
a. Esophageal and reflux disease
Hyperacidic and duodenal ulcer disease
Infectious diarrhea
Protracted vomiting
Functional bowel disease
f.  Diverticulitis
Undertake evaluation and diagnosis of liver disorders
Diagnose and treat symptomatic hemorrhoids

o a0 o

Female Reproductive System

1.
2.

3.
4.

Provide pelvic examinations
Diagnose and treat common GYN conditions including
a. Vaginitis
b. Sexually transmitted disease
c. Menstrual disorders such as dysmenorrhea or vaginal
bleeding
Provide contraceptive counseling and management
Identify breast lumps and refer for surgical management

Nervous System

1.

Diagnose and treat neurologic pain syndromes including:
a. Headaches and migraines
Myofacial pain
TM] syndrome
Low back pain
Lumbosacral disk disease
f.  Sciatica
Order advanced imaging procedures, such as MRI or CT scan, at an
appropriate anatomic level after a clinical evaluation and trial of
conservative therapy when treatment plan indicates medical
necessity, and authorization obtained.
Evaluation and initial treatment of uncomplicated stroke and TIA

o a0 o

Mental Health

1.

Initial diagnosis and follow-up of complicated mental health
issues to include pharmaceutical treatment of depressions and
anxiety
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Musculoskeletal System
1. Diagnose and treat low back pain and sciatica without neurologic
defect
2. Diagnose and treat common musculoskeletal medical and
traumatic problems including:
a. Distant, near, and color vision testing
Gross visual field testing by confrontation
Alternate cover testing
Physical examination including fundoscopy without dilation
Extraocular muscle function evaluation
f.  Redreflex testing in pediatric patients
3. Diagnose and treat common eye conditions including:
a. Viral, bacterial and allergic conjunctivitis
b. Blepharitis
c. Hordeolum
d. Small subconjunctival hemorrhage
e. Dacryocystitis
4. Treatment of corneal abrasion (to include fluorescein staining and
patching)

O

o a0 T

O OoUoooo ocooood

Otolaryngology

Treat tonsillitis and strep infections

Treat acute otitis media

Treat acute and chronic sinusitis

Treat nasal obstruction, vasomotor or allergic rhinitis
Remove ear wax

AR S o
ooogd

Respiratory System
1. Diagnose and treat common respiratory conditions including:
a. Asthma
b. Acute bronchitis
c. Pneumonia
d. COPD

oogo

Rheumatology
1. Diagnose and treat common rheumatologic conditions including:
a. Non-specific musculoskeletal pain
b. Bursitis
c. Tendonitis
d. Osteoarthritis
2. Diagnose and treat acute inflammatory arthritis disease
3. Diagnose and treat uncomplicated collagen diseases

ooooon
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M. Urinary System
1. Diagnose and treat both initial and recurrent urinary tract infections O
2. Treat prostatitis and manage urinary calculi O
3. Evaluate abnormal kidney function tests, incontinence, impotence
and male factor infertility [
4, Diagnose and manage early BPH O

I certify that the above information is a true representation of the level of services that I will provide
routinely to members of health plans contracted with the Humboldt IPA.

Physician Name (Print) Signature/Date
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Application for Membership in the Humboldt IPA Provider Network

I, , request that I be approved for membership.

With this application, I have received the following documents and understand the Board of Directors and/or
Humboldt IPA staff is readily available to assist me should I have any questions.

¢ HMO Physician Services Agreement
« PPO Physician Services Agreement
I understand that my membership entitles me to (but is not limited to) the following:

%+ Receive direct payment from the IPA for all patients who are covered by IPA-sponsored plans
+¢ Chair special committees at the appointment of the Board
+« Claims utilization, credentialing, and peer review

I agree to the following regarding patients who have an IPA-sponsored insurance plan:
% Accept allowable amount as payment in full for the services that are a benefit of the policy, excluding deductibles and
co-insurance

% Not bill prior to providing service

« Notrequire payment at time of service except for applicable co-payments and/or deductibles.

+¢ Direct bill the IPA by submitting patient’s bill for services and applicable identification information.

*¢ Not send a collection notice until the IPA has had a reasonable length of time to determine responsibility of payment.

I understand that if I am approved, by accepting membership status I agree to abide by all bylaws, policies,
procedures, protocols, and contractual obligations born by the agency in relation to my participation with the
Humboldt IPA and its contracted member patients.

[ make this application this day of ,
Full Name (type or print) Business or Corporate Name
Signature Business Address

Humboldt Independent Practice Association
2662 Harris Street + Eureka, CA 95503-4856 + www.humboldtipa.com
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HumBOLDT INDEPENDENT PRACTICE ASSOCIATION

HMO PHYSICIAN SERVICES AGREEMENT

The HUMBOLDT INDEPENDENT PRACTICE ASSOCIATION, a California professional
medical corporation, (hereinafter called "IPA"), and the undersigned individual Physician,
professional corporation or other professional group (hereinafter called "Physician"), agree as

follows:

l. OVERVIEW

A.

Service Agreements — IPA has entered into or will enter into one or more service
agreements (each hereinafter called a "Service Agreement") with one or more
health plans (each hereinafter called a "Health Plan") whereby IPA shall provide
or arrange for the provision of covered health care services (hereinafter
"Covered Services") to enrollees and their dependents (each hereinafter called a
"Member") who are covered under an applicable Service Agreement. It is
anticipated that the Service Agreements may be on a capitated or risk basis
which shall determine the manner of compensation to Physician hereunder.

Health Plans and Participating Providers - It is contemplated that Health Plans
shall primarily be health care service plans (HMOs) licensed by the California
Department of Corporations under the Knox-Keene Health Care Service Plan Act
of 1975, as amended (hereinafter the "Knox-Keene Act), and that certain
Members shall either be residents of or work in the States of California or
Oregon. By reason thereof, IPA anticipates entering into contracts with
providers licensed in the State of California and residing in either the State of
California or the State of Oregon.

Participation by Physician - Physician agrees to provide for Members those
Covered Services as may be appropriate and provided in the Members’
respective Service Agreement. As a condition to providing Covered Services, it is
understood and agreed that Physician shall meet IPA participation requirements
which shall be in accordance with and subject to any applicable Service
Agreement and that, in the event of conflict between this Agreement and the
Service Agreement, the Service Agreement shall be controlling.

One Document - Physician understands and agrees that IPA forms captioned
"Universal Provider Application," "General Provisions" and "Malpractice Claims
Information,"” shall be an integral part of this Agreement and they are
incorporated herein by this reference. Physician further understands and agrees
that, as a condition precedent to IPA giving consideration to this Agreement,
such forms must be fully completed and submitted to IPA, along with the other
documentation referenced herein.
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HMO Physician Services Agreement

Il. RELATIONSHIP OF THE PARTIES

A.

Delivery of Services - The parties intend by this Agreement to facilitate the
delivery of Covered Services within Physician's area of expertise or specialty to
Members of contracting Health Plans under the terms of this Agreement. In
doing so, the parties intend to assure the quality of health care, preserve the
integrity of the patient/provider relationship and contain the cost of health care.

Physician - Physician desires to contract with IPA to provide Covered Services
through the individual practice or Professional Corporation or other professional
group on behalf of whom or which the undersigned individual is contracting. If
Physician is contracting as an individual, it is understood and agreed that he or
she is doing so to provide and be paid for Covered Serves and that Physician is
not acquiring an ownership interest in IPA by reason of entering into this
Agreement. If Physician is contracting as a professional corporation or other
professional group, Physician shall submit with this Agreement the information
specified in the previous paragraph on all persons in the corporation or group
who shall be providing Covered Services hereunder and this Agreement shall be
binding upon them. Furthermore, it is anticipated that Covered Services
rendered hereunder shall be billed by and through such professional corporation
or group. In consideration of the foregoing and as the context requires under this
Agreement, any reference to Physician herein shall also be deemed to be a
reference to the individual providers who may comprise or be a part of the
professional corporation or group.

Participation in Health Plans - Physician shall participate in all programs of IPA
unless a Service Agreement contractually excludes services of Physician.

Independent Parties - None of the provisions of this Agreement are intended to
create nor shall any be deemed or construed to create any relationship between
the parties hereto other than that of independent entities contracting with each
other hereunder solely for the purpose of effecting the provisions of the
Agreement. Neither of the parties hereto, nor any of their respective
employees, shall be construed to be the agent, the employees, or representative
of the other, nor shall Physician be deemed to hold any proprietary rights or
ownership interest in IPA.

Il. PARTICIPATION CRITERIA, CREDENTIALING AND RECREDENTIALING

A.

Credentialing and Recredentialing - Physician agrees to cooperate fully in the
credentialing and recredentialing processes of IPA or Health Plan and, upon
request by IPA or Health Plan, shall authorize disclosure of information, access to
facilities upon reasonable notice, and access to records pertaining to licensure,
hospital staff privileges, and other information as may be reasonably necessary
with respect to such credentialing and recredentialing.
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B. Provision of Information - In connection with any credentialing and
recredentialing performed by or on behalf of IPA with respect to its participating
providers, Physician shall have the burden of producing accurate and adequate
information for a proper evaluation of his or her experience, background,
training, demonstrated ability, utilization patterns, malpractice activity, physical
and mental health status, and all other qualifications specified in IPA
Credentialing Procedures and for resolving any doubts about these matters. The
provision of information containing significant misrepresentations or omissions
and/or a failure to sustain the burden of producing adequate information shall
be grounds for denial of Physician's application or termination of his or her
participation in IPA.

C. Licensure - During the entire term of this Agreement Physician shall maintain
professional licensure or certification as appropriate for the scope of services
provided.

D. Professional Liability Coverage - Physician shall be responsible for providing

liability insurance coverage for professional health care services rendered to
Members. Limits of said coverage are specified in Section VIII of this Agreement.

E. Hospital Staff Membership - During the entire term of this Agreement, IPA may
require Physician to be and remain a member in good standing of the medical
staff of a Hospital or other appropriate health care facility as appropriate for the
Physician’s specialty. Loss of staff membership or the loss, impairment,
suspension or reduction of privileges at the facility shall, at the option of IPA,
immediately terminate this Agreement, whereupon it shall become null and void
and of no further force or effect, except as otherwise provided herein, without
regard to whether or not such loss of membership or loss, impairment,
suspension or reduction of privileges has been finally adjudicated.

F. Training and Experience - Physician shall have training and experience in the field
in which he or she practices and shall be generally recognized b IPA and the
allied health care community within Physician's area of licensure as being skilled
in his or her area of expertise or specialty.

G. Notification - Physician agrees to notify IPA within five (5) days of the occurrence
of any of the following:

(1) Physician's license to practice in California, or Oregon (if applicable), is
lost, restricted or suspended.
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(2) Hospital or other health care facility staff privileges are lost or restricted
or they have been suspended for a cumulative total of 30 days or more
for any 12-month period.

(3) Any other situation arising which might materially affect the ability to
carry out duties or obligations under this agreement.

(4) Business address or tax ID number is changed.
(5) Professional liability insurance is canceled or reduced for any reason.

(6) Dismissal, settlement, or entry of judgment in any malpractice action in
which Physician is named defendant.

V. OBLIGATIONS OF PHYSICIAN

A.

Medical Management - Physician agrees to cooperate and participate with IPA in
any utilization review programs, quality assurance, and grievance procedures, as
may be established by IPA or Health Plan pursuant to the terms of IPA Service
Agreement with Health Plan. Physician shall comply with all final determinations
rendered by the utilization review programs, quality assurance, and grievance
procedures adopted by IPA and Health Plan. These programs shall further
contain a dispute resolution mechanism under which providers may submit
disputes to the responsible Health Plan, and requiring the Health Plan to inform
its providers upon contracting with the Health Plan, or upon change to these
provisions, of the procedures for processing and resolving disputes, including the
location and telephone number where information regarding disputes may be
submitted. Descriptions of these programs are provided to Physician in
Appendix A.

Referrals - Physician agrees to abide by IPA policies and procedures governing
referral of Members. Physician agrees, in the treatment and care of Members,
to use only participating health professionals, health facilities and other health
care providers, unless approval for such non-participating professional or facility
is specifically approved by IPA or Health Plan or an emergency situation exists.

Hospitalization - Physician shall admit a Member to a hospital (hereinafter
"Hospital") or other inpatient facility under contract with IPA or the responsible
Health Plan for the provision of services in a non-emergency or elective situation
only upon first obtaining the necessary authorization by the Member's primary
care Physician or pursuant to the applicable utilization review program, IPA or
the responsible Health Plan.
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Nondiscrimination - Except in accordance with the provisions, spirit and intent of
this Agreement and the Service Agreement with Health Plan, and within the
limits of Physician's specialty, the Physician agrees not to differentiate or
discriminate in the treatment of Members nor to differentiate or discriminate in
the treatment of Members because of race, color, national origin, ancestry,
religion, sex, marital status, sexual orientation, or age and to render health care
services to Members in the same manner, in accordance with the same
standards, and within the same time availability as offered to other patients.

Employees of PHYSICIAN - Physician shall, at Physician's sole cost and expense,
employ such nonprofessional assistants or employees as Physician deems
necessary to perform Covered Services in Physician's office. IPA may not control,
direct, or supervise Physician's assistants or employees in the performance of
those Covered Services.

Release of Information - Physician authorizes good faith disclosure as required by
law by IPA of information which has a bearing on his or her professional
competence, character, and ethical qualification to all hospitals, health care
facilities and licensing or disciplinary boards that request such information.

V. COMPENSATION

A.

Objective - IPA and Physician agree that the objective of the compensation
mechanism between IPA and Health Plan for Covered Services and the medical
management policies and procedures is to promote appropriate utilization
patterns and to enhance the delivery of such services.

Compensation - Physician's compensation for services hereunder shall be
pursuant to the compensation mechanism set forth in Appendix "C" as may be
attached hereto or as supplied to Physician by IPA. Physician agrees to accept
the payment under said rate structure as payment in full for the Covered
Services rendered, subject to applicable co-payment, deductible or coinsurance
as permitted by the Health Plan. From time to time, the Fees may be revised.
Physicians will have a 90 day notice of rate changes and may cancel this
agreement with 30 days’ notice.

VI. BILLING

A.

Financial Responsibility - Physician shall look only to IPA or Health Plan for
compensation for medically necessary Covered Services and at no time shall
Physician seek compensation from Health Plan Members for such services except
in the case of the co-payment or coinsurance permitted under Health Plan or in
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the case of billing for services not covered under the Health Plan. Physician shall
be responsible for the collection of such co-payments or coinsurance.

Surcharge - Physician understands and agrees that surcharges against Members
are prohibited and IPA shall take appropriate action if such surcharges are
utilized. A surcharge is an additional fee which is charged to a Member for a
Covered Service but which is not approved by the Commissioner of Corporations
or the Commissioner of Insurance, provided for under the applicable Member
agreement and disclosed in the evidence of coverage or certificate of insurance.

Billing - Physician shall bill IPA or the responsible Health Plan in accordance with
the applicable Service Agreement for all Covered Services rendered to Members
less the co-payment associated with such services regardless of whether such co-
payments were actually collected. See Claims Settlement Practices, Appendix
“p

COB - Coordination of Benefits ("COB") refers to the determination of which two
or more health benefit plans shall apply, either as primary or secondary
coverage, for the rendition of hospital, surgical or medical services to a Member.
Such coordination is intended to preclude a Member from receiving an
aggregate of more than one hundred percent (100%) of covered charges from all
coverage. When the primary and secondary benefits are coordinated,
determination of liability shall be in accordance with the usual procedures
employed by the California Department of Insurance and applicable state
regulations. Physician agrees to coordinate with IPA for proper determination of
COB and to bill and collect from other payors such charges the other payor is
responsible for. Physician agrees to cooperate in providing for effective
implementation of the provisions relating to coordination of benefits and other
third party claims and to report all collections received in accordance with these
provisions.

Scope of Billings - Any professional health care services rendered by Physician
outside the scope of this Agreement shall not be billed by or through IPA.

VII. RECORDS

A.

Maintaining Records - Physician agrees to cooperate with IPA and Health Plan in
maintaining and providing medical histories, financial, administrative and other
records.

Access To and Provision of Records - Physician agrees to cooperate with IPA to
enable IPA to fulfill its obligations under the Service Agreements with Health
Plans pursuant to applicable requirements of the Department of Insurance, the
Department of Corporations, the Medical Board of California or such other
agencies as may assert jurisdiction over IPA. If Health Plan is licensed under the
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Department of Insurance, Physician agrees to comply with the provisions of the
California Insurance Code, including Sections 10133, 10133.5 and regulations
promulgated thereunder. If Health Plan is licensed under the Knox-Keene Act,
Physician agrees to the following: (1) to maintain such records and provide such
information to Health Plan or to the Commissioner of Corporations for
compliance with the provision of the Knox-Keene Act and regulations issued
pursuant thereto, such obligations not being terminated upon a termination of
this Agreement, whether by rescission or otherwise, and (2) to permit access to
Health Plan upon reasonable notice to the books, records, and other papers
relating to health care services rendered by Physician and the associated costs
thereof. Physician agrees to cooperate with IPA with respect to the foregoing by
maintaining such records and providing such information at no cost and by
permitting such access to Physician's books, billing records and other associated
papers which will allow IPA to fulfill its contractual and statutory obligations.

Confidentiality - IPA and Physician agree that records of Health Plan Members
shall be treated as confidential so as to comply with all federal and state laws
and regulations regarding the confidentiality of patient records. This includes
release of records only upon receipt of a valid release form signed by the patient.

Record Retention - Physician agrees to retain records for two years. Such
obligations shall not be terminated upon a termination of this Agreement
whether by rescission or otherwise.

VIIl.  PROFESSIONAL LIABILITY

A.

Professional Liability Coverage - Physician shall provide and maintain such
policies of malpractice insurance or other such program of professional liability
coverage as may be acceptable to IPA and Health Plan and as shall be necessary
to insure Physician and Physician's employees against any claim or claims for
damages arising by reason of personal injuries or death, occasioned directly or
indirectly, in connection with the performance of any service by Physician or
Physician's employees or agents. The amounts and extent of such insurance
coverage shall be subject to the approval of IPA and Health Plan. Thirty (30) days
notice shall be given to IPA prior to the cancellation, modification or termination
of any general or professional liability coverage, otherwise, IPA shall be given
prompt notice thereof.

Limits of Coverage - Unless covered by such other program that is acceptable to
IPA, Physician shall maintain per claim and aggregate professional liability
insurance in amounts not less than those stated in Appendix B of this
Agreement. Higher limits may be required by certain Health Plans contracting
with IPA and it is understood that Physician may not be eligible to provide
services under their programs if Physician does not maintain the required
insurance coverage.
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Proof of Coverage - Physician shall submit evidence of coverage as
required/requested by IPA.

Disclosure of Liability Actions - Physician shall furnish IPA with all information
relative to any claims or actions filed against Physician for professional liability or
disciplinary action by any state or local board, and Physician shall obtain from his
or her professional liability insurance carrier and provide to IPA any and all
information regarding insurance coverage, claims and actions against Physician.

Indemnification

1. IPA shall not be liable, responsible, or accountable in damages or
otherwise to the undersigned for any act or omission performed or
omitted by the corporation in good faith and in a manner reasonably
believed by it to be within the scope of the authority granted to it by this
Agreement; provided, however, that IPA is not guilty of gross negligence,
willful or wanton misconduct, fraud or bad faith with respect to such acts
or omissions.

2. PHYSICIAN shall not be liable, responsible, or accountable in damages or
otherwise to the undersigned for any act or omission performed or
omitted by Physician in good faith and in a manner reasonably believed
by it to be within the scope of the authority granted to it by this
Agreement; provided, however, that PHYSICIAN is not guilty of gross
negligence, willful or wanton misconduct, fraud or bad faith with respect
to such acts or omissions.

IX. TERM AND TERMINATION

A.

Term - The term of this Agreement shall commence either on the date that all
conditions precedent to the effectiveness hereof are fully satisfied or upon IPA
entering into a Service Agreement that is applicable to Physician. The
Agreement shall be effective until the end of IPA fiscal year whereupon the
terms hereof shall be automatically extended from year to year unless
terminated by either party as provided herein.

Termination Without Cause - Either party may terminate this Agreement with
written notice given at least ninety (90) days in advance of such termination or
such other period of time as required by the applicable Service Agreement.
Physician shall continue to provide services under the terms contained herein
during the notice period. At the end of the notice period, Physician shall cease
to have any obligation or right to continue participation in IPA.
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Termination for Cause - Notwithstanding any other provision of this Agreement,
IPA shall have the right to cancel this Agreement immediately for cause which
shall include, without limitation; (1) failure to provide health care in accordance
with generally accepted practices; (2) failure to follow policies and procedures
adopted by IPA, (3) failure to comply with the terms of contracts pursuant to
which services are provided, (4) failure to follow utilization review guidelines, (5)
loss or suspension of license, (6) reduction or cancellation of errors and
omissions insurance such that it falls below the minimum required by IPA, (7)
conviction of any felony for a crime related to Physician's practice or involving
moral turpitude, (8) program abuses, including excessive and redundant testing,
provision of clinically unnecessary treatment, fraud or abuse, receipt of an
excessive number of denial letters or (9) health status which impairs the ability
to practice in Physician's area of expertise or specialty.

Termination Via Termination of Service Agreement - In the event that a Services
Agreement is terminated for any reason, IPA may terminate this Agreement on
thirty (30) days' prior written notice to Physician or such shorter notice given in
termination of the Service Agreement.

Provision of Services Post-Termination - Physician shall continue to provide
Covered Services to a Member who is receiving Covered Services from Physician
on the effective termination date of this Agreement until the Covered Services
being rendered to the Member by Physician are completed (consistent with
existing ethical/legal requirements for providing continuity of care to a patient),
or until reasonable and appropriate provisions are made for the assumption of
such Covered Services by another participating Physician. IPA shall compensate
Physician for those Covered Services provided to a Member pursuant to this
section (prior to and following the effective termination date of this Agreement)
in accordance with a compensation structure noted herein.

X. MISCELLANEOUS

A.

Modifications Via Service Agreement or Regulatory Modifications - In the event
IPA enters into a Service Agreement, Physician agrees that this Agreement shall
be subject to amendment, modification, or termination of IPA Service
Agreement with Health Plan and shall further be subject to any amendment,
modification or termination required by or in accordance with applicable law or
directives of the Department of Insurance, the Department of Corporations, the
Medical Board of California or such other agencies as may assert jurisdiction over
IPA. Written notice to Physician which sets forth all such modifications with
respect to any such Service Agreement with the contracting Health Plan and the
persons covered thereunder shall be provided by IPA. Physician shall be deemed
to have accepted the amendment to this Agreement with respect to such
additional Service Agreement unless Physician provides notice of termination as
provided herein.
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B. Waiver of Provisions - The waiver by either party of a breach or violation of any
provision of this Agreement shall not thereby modify this Agreement or be
construed to be a waiver of any subsequent breach thereof.

C. Arbitration - In the event any dispute shall arise with respect to the performance
or interpretation of any of the terms of this Agreement, all matters in
controversy shall be submitted to a Board of Arbitrators consisting of three (3)
members (one selected by the Physician, one selected by IPA and the third
elected by the two previously chosen arbitrators). Both parties expressly
covenant and agree to be bound by the decision of the arbitrators as a final
determination of the matter in dispute. The parties shall share the cost of
arbitration equally. Judgment upon the award rendered by the arbitrators may
be entered in any court having jurisdiction thereof. Any fees or costs of such
arbitration shall be shared equally by the parties unless otherwise assessed by
the arbitrators. Any administrative fee required shall be advanced by the party
initiating the arbitration, subject to final apportionment by the arbitrators in
their reward. Unless excluded under Physician's malpractice insurance,
Physician further agrees to arbitrate any negligence claim of a Member when
required by the Service Agreement of the Health Plan covering that Member.

D. Governing Law - This Agreement shall be governed in all respects by the laws of
the state of California and, if applicable, the laws of the state of Oregon and the
Federal Health Maintenance Organization Act under 42 U.S.C. 300e, et seq.

E. Severability - The invalidity or unenforceability of any terms or conditions hereof,
in no way affect the validity or enforceability of any other term or provision in
this Agreement.

F. Notice - Any notice required to be given pursuant to the terms and provisions
hereof shall be sent to IPA or to Physician by certified mail, return receipt
requested, postage prepaid, or by facsimile, at their respective addresses or
telephone numbers as provided by the parties on the signature page of this
Agreement.

G. Use of Names - Physician agrees that Health Plan may use Physician's name,
business address, phone number, and type of practice in the Health Plan
provider roster of Physician participants. This roster may be inspected by and is
intended for the use of enrolled Members, prospective Health Plan subscribers,
IPA Participating Physicians, non- IPA member Consulting Physicians and
prospective IPA Participating Physicians.

H. Entire Agreement - This Agreement contains the entire agreement between the
parties. Any amendments or modifications to this Agreement shall be in writing
and signed by both parties.
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IN WITNESS THEREOF, the undersigned have executed this Agreement as of the date
hereinafter set forth.

Humboldt Physician
Independent Practice Association

Signature Signature Date

Rosemary Den Ouden
Type or Print Name Type or Print Name

Chief Operating Officer
Title Title

2662 Harris Street
Address Address

Eureka, CA 95503-4856
City, State, Zip City, State, Zip

Name of Corporation
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Appendix A
Humboldt Independent Practice Association

Claims Settlement Practices and Dispute Resolutions Mechanism

As required by Assembly Bill 1455, the California Department of Managed Health Care has set forth
regulations establishing certain claim settlement practices and the process for resolving claims disputes
for managed care products regulated by the Department of Managed Health Care. This information
notice is intended to inform you of your rights, responsibilities, and procedures as they relate to claim
settlement practices and claim disputes for commercial HMO, POS and, PPO plans where the Humboldt
Independent Practice Association (Humboldt IPA) is delegated to perform claims payment and provider
dispute resolution processes.

As a contracted provider you have agreed to look only to IPA or Health Plan for compensation for
medically necessary Covered Services and at no time shall seek compensation from Health Plan
Members for such services except in the case of the co-payment or coinsurance permitted under Health
Plan or in the case of billing for services not covered under the Health Plan. Providers shall be
responsible for the collection of such co-payments or coinsurance.

It is the responsibility of the party providing services to obtain prior authorization when required. Please
refer to IPA’s website http://humboldtipa.com/auth.php for a list of services that require prior auth.

l. Claim Submission Instructions

A. Sending Claims to Humboldt IPA. Claims for services provided to members assigned to
Humboldt IPA contracted health plans must be sent to the following:
Mail: Humboldt IPA, 2662 Harris St., Eureka, CA 95503
Office:  Humboldt IPA, 2662 Harris St., Eureka, CA 95503
Fax: (707) 443-2527
Clearinghouse: Contact your clearinghouse partner for instructions and submit using
the below payor identification for the member’s health plan.

Health Plan Office Ally MedAvant Emdeon
949-464-9129 888-994-7888 877-496-3263
x215
Anthem Blue Cross CaliforniaCare hdnfc IPO59 94154
Blue Lake Rancheria hdnfc IPO59 94154
Blue Shield CalPERS hdnfc IPO59 94154
North Coast Co-op hdnfc IPO59 94154
B. Contacting Humboldt IPA Regarding Claims. For Claim filing requirements or status

inquiries, you may contact Humboldt IPA’s Customer Service Department at:
Telephone: (707) 443-4563 or, toll free at (866) 443-4563

Email: csr@humboldtipa.com
Fax: (707) 443-2527
Website: www.humboldtipa.com
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C. Claims Submission Requirements. The following is a list of claim timeliness
requirements, claims supplemental information and claims documentation required by
the Humboldt IPA as required by Assembly Bill 1455.

D. Claims Filing Timeframe

Humboldt IPA will accept claims from contracting providers if they are submitted within
90 calendar days from the date of service except as described below. If Humboldt IPA is
not the primary payer under coordination of benefits (COB) rules, the claim submission
period begins on the date the primary payer has paid or denied the claim. Claims not
received within the timely filing period will be denied. If a claim is denied for timely
filing but the provider can demonstrate “good cause for delay” through the provider
dispute resolution process, Humboldt IPA will accept and adjudicate the claim as if it
had been submitted within the provider’s claim filing timeframe.

When a Provider submits a claim that they know in advance will be subject to denial for
the 90 days timely filing, the Provider must attach evidence of timely filing to the claim
and make a note somewhere on the claim(s) stating that timely filing evidence was
provided.

Acceptable proof of timely filing would be:

¢ An explanation of benefits or claim denial letter from another carrier, which shows

the original claim, was sent within 90 days of the date of service. However, the claim

must be submitted to Humboldt IPA within 120 days of the date o the EOB/denial letter.

e A copy of a clearinghouse report indicating a successful transmission or batch

number to the Humboldt IPA within 90 days of the date of service.

e Provider’s computer-generated electronic claims transaction verification report
showing the claim was sent within 90 days of the date of service.

e Provider’s computer-generated report showing the claim was sent to the Humboldt

IPA within 90 days.

e Evidence that the member provided incorrect insurance information at the time of
the visit and the provider completed follow-up on the unpaid claim within 90 days
of the date of service.

E. Complete Claims Definition
Humboldt IPA will adjudicate complete claims. A complete claim is a claim, or portion of
a claim, including attachments and supplemental information or documentation, that
provides reasonably relevant information or information necessary to determine payer
liability and that may vary with the type of service or provider. Reasonably relevant
information means the minimum amount of itemized, accurate, and material
information generated by or in the possession of the provider related to the billed
services that enables a claims adjudicator to determine the nature, cost, if applicable,
and extent of Humboldt IPA’s liability, if any, and to comply with any governmental
information requirements. Information necessary to determine Humboldt IPA liability
means the minimum amount of material information in the possession of third parties
related to a provider’s billed services that is required by a claims adjudicator to
determine the nature, cost, if applicable, and extent of the plan’s liability, if any, and to
comply with any governmental information requirements. In addition, Humboldt IPA
may require additional information from a provider where the Humboldt IPA has
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reasonable grounds for suspecting possible fraud, misrepresentation or unfair billing

practices.

Claims Submission Information Instructions

When submitting claims, providers must include, at a minimum, the following

information:

Patient’s Identification
Number

Identification number on the patient’s ID card.

Patient’s last name and
first name

Enter name exactly as it appears on the patient’s ID card.
Do not use nicknames or special symbols.

Patient date of birth

Do not include “/” or “-“.

Employer group number

Referring provider name

Not required for primary care provider claims.

Rendering provider
name

Enter the provider’s name. Do not cover it when signing the form.

Rendering Provider’s
Tax ID or Social Security
number

“ u

No spaces or are necessary.

ICD-10 Diagnosis Codes

Decimal points are optional. Current year codes are required and
deleted codes will be rejected after a 90-day grace period.

Date(s) of Service

Enter both From and To dates.

Place of Service

Use the current 2-digit CMS codes (Professional claims only).

Type of Service

Use the current 2-digit CMS codes (Professional claims only).

CPT or HCPCS Code
(professional claims) OR
UB-92 Revenue code
with description
(hospital claims)

Current year codes required and deleted codes will be rejected after a
90-day grace period. Use only standard modifiers.

# of days or units per
service line (professional
claims only)

Enter actual quantity. “010” will be read as “10”.

Billed Charge

Authorization number, if | Include medical records if necessary.

required

Locum Tenens Indicate physician for whom they are providing coverage.
Physicians

Primary payer
remittance advice

Required only when submitting secondary claim for payment.

Injury information

Required only when submitting claim for injury-related services.

Invoice

Required only when billing DME, orthotics and supplies.

Medical Records

e When service billed requires authorization and it does not match
the service authorized or is in addition to service authorized.
e When an unlisted (XXX99) code is being billed.
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G. Date of Receipt
Date of receipt is the business day when a claim is first delivered, electronically or

physically, to the Humboldt IPA’s designated address.

H. Reimbursement of Claims
Humboldt IPA will reimburse each claim, or portion thereof, according to the agreed
upon contract rate no later than 45 working days after receipt of the claim unless the
claim is contested or denied. Humboldt IPA reserves the right to adjudicate claims using
reasonable payment policies and non-standard coding methodologies that are
consistent with standards accepted by nationally recognized medical organization,
federal regulatory bodies and major credentialing organizations.

I Virtual Examiner Edits

The Humboldt IPA processes claims following the requirements set forth by the
Department of Managed Health Care and the Department of Corporations. Industry
Collaborative Effort resources are used when available.  The Trilogy Claims
Administration is used as a resource where applicable. The Virtual Examiner (VE)
program is used to apply the National Correct Coding Initiative Policy Manual for
Medicare Services and Current Procedural Terminology correct coding policies. All VE
denials are applied to claims submitted by IPA members, except when specifically
exempted by the Executive Committee of the Humboldt IPA Board of Directors. The
Executive Committee also approves guidelines for review of claims recommended for
review by VE.

J. Interest on Late Payment of Claims
The late payment on a complete claim for emergency services that is neither contested
nor denied will automatically include the greater of:
e 515 for each 12-month period or portion thereof on a non-prorated basis, or
e Interest at the rate of 15 percent per year for the period of time that the payment is
late.

Late payments on all complete claims for non-emergency services will automatically
include interest at the rate of 15 percent per annum for the period of time that the
payment is late. If Humboldt IPA does not automatically (within five days of the late
claim payment) include the interest fee with a late-paid complete claim or the interest
was under paid, an additional $S10 will be sent to the provider of service. Interest
payments for less than $2.00 may be mailed by the 10™ of the following calendar
month.

If Humboldt IPA fails to notify the provider of service in writing of a denied or contested
claim, or portion thereof, and ultimately pays the claims in whole or part, computation
of the interest will begin on the first calendar day after the applicable time period for
denying or contesting claims has expired.
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L.

Claim Receipt Verification and Acknowledgement of Claims

Humboldt IPA will provide claim receipt verification and acknowledgement of claims,
whether or not the claims are complete, within two business days for electronically
submitted claims. For all other claims submissions, Humboldt IPA will provide an
acknowledgement of claims receipt within 15 business days of receipt. A provider may
verify receipt of claims and obtain an acknowledgement of claim receipt in the following
manner:

Telephone: (707) 443-4563 or toll free at 866-443-4563

Website: www.humboldtipa.com (Contact Customer Service for secure access

information.)

Retroactively Approved, Non-urgent Services

e Itis the responsibility of the party providing services to obtain prior authorization
when required. Please refer to IPA’s website http://humboldtipa.com/auth.php
for a list of services that require prior auth.

e Claims for services that are authorized retroactively for medically necessary
services that could have been authorized prior to the date service will be allowed
at 50% of the regular rate.

Il. Dispute Resolution Process for Contracted Providers

A.

Definition of Contracted Provider Dispute. A contracted provider dispute is a provider’s
written notice to Humboldt IPA and/or the member’s applicable health plan challenging,
appealing or requesting reconsideration of a claim (or a bundled group of substantially
similar multiple claims that are individually numbered) that has been denied, adjusted
or contested or seeking resolution of a billing determination or other contract dispute
(or bundled group of substantially similar multiple billing or other contractual disputes
that are individually numbered) or disputing a request for reimbursement of an
overpayment of a claim.

Each contracted provider dispute must contain, at a minimum, the following
information: provider’s name; provider’s identification number, provider’s contact
information, and:

e If the contracted provider dispute concerns a claim or a request for reimbursement
of an overpayment of a claim from Humboldt IPA to a contracted provider the
following must be provided: a clear identification of the disputed item, the date of
service and a clear explanation of the basis upon which the provider believes the
payment amount, request for additional information, request for reimbursement for
the overpayment of a claim, contest, denial, adjustment or other action is incorrect;

e If the contracted provider dispute is not about a claim, a clear explanation of the
issue and the provider’s position on such issue; and

e If the contracted provider dispute involves an enrollee or group of enrollees, the
name and identification number(s) of the enrollee or enrollees, a clear explanation
of the disputed item, including the date of service and provider’s position on the
dispute, and an enrollee’s written authorization for provider to represent said
enrollees.
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B. Sending a Contracted Provider Dispute to Humboldt IPA. Humboldt IPA does not accept
verbal provider disputes (e.g. via phone). Providers must submit disputes in writing
using either the PDR Request Form or some other format that includes all the required
information in Section Il. A. above. Authorization requests received after the service has
been billed and denied will be handled as a PDR. Blank PDR Request Forms will be
mailed, e-mailed or faxed to providers upon request, or can be downloaded from the
Humboldt IPA’s website at www.humboldtipa.com. All provider disputes must be sent
to the attention of the Claims Manager, Humboldt IPA at the following:

Mail: Humboldt IPA, 2662 Harris St., Eureka, CA 95503
Office:  Humboldt IPA, 2662 Harris St., Eureka, CA 95503
Fax: (707) 443-2527

C. Time Period for Submission of Provider Disputes.

e Contracted provider disputes must be received by Humboldt IPA within 365 days
from Humboldt IPA’s action that led to the dispute (or the most recent action if
there are multiple actions) that led to the dispute.

e In the case of Humboldt IPA’s inaction, contracted provider disputes must be
received by Humboldt IPA within 365 days of the date of service.

e Contracted provider disputes that do not include all required information as set
forth above in Section Ill.B. may be returned to the submitter for completion. An
amended contracted provider dispute which includes the missing information may
be submitted to Humboldt IPA within thirty (30) working days of your receipt of a
returned contracted provider dispute.

D. Acknowledgment of Contracted Provider Disputes. Humboldt IPA will acknowledge
receipt of all contracted provider disputes within two (2) working days of the date of
receipt.

E. Contacting Humboldt IPA Regarding Contracted Provider Disputes. All inquiries

regarding the status of a contracted provider dispute or about filing a contracted
provider dispute must be directed to Humboldt IPA at: (707) 443-4563 or toll free at
(866) 443-4563.

F. Instructions for Filing Substantially Similar Contracted Provider Disputes. Substantially
similar multiple claims, billing or contractual disputes, may be filed in batches as a single
dispute by using the Humboldt IPA’s “Multiple Like Claims” PDR form or in some other
format that includes all the required information in Section Il. A. above.

G. Time Period for Resolution and Written Determination of Contracted Provider Dispute.
Humboldt IPA will issue a written determination stating the pertinent facts and
explaining the reasons for its determination within forty-five (45) working days after the
date of receipt of the contracted provider dispute or the amended contracted provider
dispute.
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Past Due Payments. If the contracted provider dispute or amended contracted provider
dispute involves a claim and is determined in whole or in part in favor of the provider,
Humboldt IPA will pay any outstanding monies determined to be due, and all interest
and penalties required by law or regulation, within five (5) working days of the issuance
of the written determination.

1. Dispute Resolution Process for Non-Contracted Providers

A

Definition of Non-Contracted Provider Dispute. A non-contracted provider dispute is a
non-contracted provider’s written notice to Humboldt IPA challenging, appealing or
requesting reconsideration of a claim (or a bundled group of substantially similar claims
that are individually numbered) that has been denied, adjusted or contested or
disputing a request for reimbursement of an overpayment of a claim. Each non-
contracted provider dispute must contain, at a minimum, the following information: the
provider’s name, the provider’s identification number, contact information, and:

e |f the non-contracted provider dispute concerns a claim or a request for
reimbursement of an overpayment of a claim from Humboldt IPA to provider the
following must be provided: a clear identification of the disputed item, the date of
service and a clear explanation of the basis upon which the provider believes the
payment amount, request for additional information, contest, denial, request for
reimbursement for the overpayment of a claim, or other action is incorrect;

e If the non-contracted provider dispute involves an enrollee or group of enrollees,
the name and identification number(s) of the enrollee or enrollees, a clear
explanation of the disputed item, including the date of service, provider’s position
on the dispute, and an enrollee’s written authorization for provider to represent
said enrollees.

Non-contracted Provider Dispute Resolution Process. The dispute resolution process for
non-contracted providers is the same as the process for contracted providers as set
forth in Sections I1.B through H., above.

v. Claim Overpayments

A.

Notice of Overpayment of a Claim. If Humboldt IPA determines that it has overpaid a
claim, Humboldt IPA will notify the provider in writing through a separate notice clearly
identifying the claim, the name of the patient, the date of service(s) and a clear
explanation of the basis upon which Humboldt IPA believes the amount paid on the
claim was in excess of the amount due, including interest and penalties on the claim.

Contested Notice. If the provider contests Humboldt IPA’s notice of overpayment of a
claim, the provider, within 30 Working Days of the receipt of the notice of overpayment
of a claim, must send written notice to Humboldt IPA stating the basis upon which the
provider believes that the claim was not overpaid. Humboldt IPA will process the
contested notice in accordance with Humboldt IPA’s contracted provider dispute
resolution process described in Section Il above.

No Contest. If the provider does not contest Humboldt IPA’s notice of overpayment of a
claim, the provider must reimburse Humboldt IPA within thirty (30) working days of the
provider’s receipt of the notice of overpayment of a claim.
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D. Offsets to payments. Humboldt IPA may only offset an uncontested notice of
overpayment of a claim against provider’s current claim submission when:
(i) the provider fails to reimburse Humboldt IPA within the timeframe set forth in

Section IV.C., above, and

(ii) Humboldt IPA’s contract with the provider specifically authorizes Humboldt IPA
to offset an uncontested notice of overpayment of a claim from the provider’s
current claims submissions. In the event that an overpayment of a claim or claims
is offset against the provider’s current claim or claims pursuant to this section,
Humboldt IPA will provide the provider with a detailed written explanation
identifying the specific overpayment or payments that have been offset against the
specific current claim or claims.
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Appendix B

Physician
Limits of Professional Liability Coverage

Unless covered by such other program that is acceptable to Humboldt IPA, Physician shall
maintain per claim and aggregate professional liability insurance in amounts not less than
$1,000,000 and $3,000,000 respectively. Higher limits may be required by certain Health Plans
contracting with Humboldt IPA and it is understood that Physician may not be eligible to
provide services under their programs if Physician does not maintain the required insurance
coverage.
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Appendix C

Physician Compensation — HMO
Effective for dates of services beginning 2/01/2018

All Health Plans

IPA payments are subject to the IPA’s Payment Policies and Rules below, the Claims Settlement
Practices and Dispute Resolution Policy available at www.humboldtipa.com, and all health plan
benefit limitations, copayments and deductibles. Providers are given 90 days written notice of
changes in reimbursement.

HMO Plan Compensation

IPA compensation for most services is subject to a quarterly zero-based budget (ZBB) withholds
which are reviewed and approved by the IPA Executive Committee. Primary Care Physicians
capitated services along with all drugs, supplies, and laboratory services are exempt from the ZBB
withhold. A list of capitated and ZBB-sensitive service are available upon request. The ZBB withhold
is based on the total maximum allowed amount for ZBB-sensitive service claims received during the
month and the total HMO funds received by the IPA less PCP capitation payments and non-ZBB
claims paid.

The following health plans are currently contracted with the Humboldt IPA:
e Anthem Blue Cross HMO Health Plan
e Blue Shield CalPERS HMO Health Plan

Service Allowed Amount
Anesthesia $44.00 per ASA Unit

Clinical Lab (80000-87999) 110% of Local 2016 Medicare
All Other Services 148% of Local 2016 Medicare

Injectables and Immunizations  100% of Average Sales Price
DME, Orthotics, and Supplies 100% Local Current Medicare

Allowed amounts for new CPT codes will be based on the original Local Medicare rate assigned times
the multiplier.

For rates not currently published by Medicare, the IPA will reimburse provider at seventy percent
(70%) of current billed charges.

Payment Policies and Rules

The Virtual Examiner program will be used to implement Medicare and Current Procedural
Terminology coding policies. The Executive Committee approves all exceptions to these rules
and they are as follows:

Page 21 of 22





Humboldt Independent Practice Association
HMO Physician Services Agreement

Modifiers - Codes that are not exempt from modifier-51 will be priced as follows: 100% of allowable
for primary code, 50% of allowable for second code, and 25% of the allowable for all additional
codes. Services subject to modifier 78 will be priced at 75% of the allowable.

Retroactively Approved, Non-urgent Services - Claims for services authorized retroactively for
medically necessary services that could have been authorized in advance or within days of the date
service will be allowed amount at 50% of the regular rate.

Excisions with Layered Closure — In order to eliminate duplicate payment for the same service, when
a layered closure is billed with an excision, the allowed amount for the excision will be reduced by
the amount allowed for a simple closure (which is included in the excision reimbursement).

Advanced Practice Clinicians — Payments are based on the same rate allowed for physicians except
when an APC assists in surgery, they are paid based on 10% of the amount allowed for the primary
surgeon.

Evaluation and Management Codes Billed with Modifier-25 are paid when billed with a procedure
when a separate and distinct diagnosis is billed with the E&M code. (Exec. 1/16/2008)

Professional component of X-rays and other tests will be paid when provided with an E&M visit on
the same day. (Exec. 05-21-2008)

Diagnosis codes - Virtual Examiner diagnosis code related edits will not be used as a basis for claims
adjudication. (Exec. 04-16-2008)

Page 22 of 22






HumBOLDT INDEPENDENT PRACTICE ASSOCIATION

PPO PHYSICIAN SERVICES AGREEMENT

The HUMBOLDT INDEPENDENT PRACTICE ASSOCIATION, a California professional
medical corporation, (hereinafter called "IPA"), and the undersigned individual Physician,
professional corporation or other professional group (hereinafter called "Physician"), agree as

follows:

I OVERVIEW

A.

Service Agreements — IPA has entered into or will enter into one or more service
agreements (each hereinafter called a "Service Agreement") with one or more
health plans (each hereinafter called a "Health Plan") whereby IPA shall provide
third party administrative services or arrange for the provision of covered health
care services (hereinafter "Covered Services") to enrollees and their dependents
(each hereinafter called a "Member") who are covered under an applicable
Service Agreement.

Participation by Physician - Physician agrees to provide for Members those
Covered Services as may be appropriate and provided in the Members’
respective Service Agreement. As a condition to providing Covered Services, it is
understood and agreed that Physician shall meet IPA participation requirements
which shall be in accordance with and subject to any applicable Service
Agreement and that, in the event of conflict between this Agreement and the
Service Agreement, the Service Agreement shall be controlling.

One Document - Physician understands and agrees that IPA forms captioned
"Universal Provider Application," "General Provisions" and "Malpractice Claims
Information,"” shall be an integral part of this Agreement and they are
incorporated herein by this reference. Physician further understands and agrees
that, as a condition precedent to IPA giving consideration to this Agreement,
such forms must be fully completed and submitted to IPA, along with the other
documentation referenced herein.

Il. RELATIONSHIP OF THE PARTIES

A.

Delivery of Services - The parties intend by this Agreement to facilitate the
delivery of Covered Services within Physician's area of expertise or specialty to
Members of contracting Health Plans under the terms of this Agreement. In
doing so, the parties intend to assure the quality of health care, preserve the
integrity of the patient/provider relationship and contain the cost of health care.

Physician - Physician desires to contract with IPA to provide Covered Services
through the individual practice or Professional Corporation or other professional
group on behalf of whom or which the undersigned individual is contracting. If
Physician is contracting as an individual, it is understood and agreed that he or
she is doing so to provide and be paid for Covered Serves and that Physician is
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not acquiring an ownership interest in IPA by reason of entering into this
Agreement. If Physician is contracting as a professional corporation or other
professional group, Physician shall submit with this Agreement the information
specified in the previous paragraph on all persons in the corporation or group
who shall be providing Covered Services hereunder and this Agreement shall be
binding upon them. Furthermore, it is anticipated that Covered Services
rendered hereunder shall be billed by and through such professional corporation
or group. In consideration of the foregoing and as the context requires under this
Agreement, any reference to Physician herein shall also be deemed to be a
reference to the individual providers who may comprise or be a part of the
professional corporation or group.

Participation in Health Plans - Physician shall participate in all programs of IPA
unless a Service Agreement contractually excludes services of Physician.

Independent Parties - None of the provisions of this Agreement are intended to
create nor shall any be deemed or construed to create any relationship between
the parties hereto other than that of independent entities contracting with each
other hereunder solely for the purpose of effecting the provisions of the
Agreement. Neither of the parties hereto, nor any of their respective
employees, shall be construed to be the agent, the employees, or representative
of the other, nor shall Physician be deemed to hold any proprietary rights or
ownership interest in IPA.

M. PARTICIPATION CRITERIA, CREDENTIALING AND RECREDENTIALING

A.

Credentialing and Recredentialing - Physician agrees to cooperate fully in the
credentialing and recredentialing processes of IPA or Health Plan and, upon
request by IPA or Health Plan, shall authorize disclosure of information, access to
facilities upon reasonable notice, and access to records pertaining to licensure,
hospital staff privileges, and other information as may be reasonably necessary
with respect to such credentialing and recredentialing.

Provision of Information - In connection with any credentialing and
recredentialing performed by or on behalf of IPA with respect to its participating
providers, Physician shall have the burden of producing accurate and adequate
information for a proper evaluation of his or her experience, background,
training, demonstrated ability, utilization patterns, malpractice activity, physical
and mental health status, and all other qualifications specified in IPA
Credentialing Procedures and for resolving any doubts about these matters. The
provision of information containing significant misrepresentations or omissions
and/or a failure to sustain the burden of producing adequate information shall
be grounds for denial of Physician's application or termination of his or her
participation in IPA.
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C.

Licensure - During the entire term of this Agreement Physician shall maintain
professional licensure or certification as appropriate for the scope of services
provided.

Professional Liability Coverage - Physician shall be responsible for providing
liability insurance coverage for professional health care services rendered to
Members. Limits of said coverage are specified in Section VIII of this Agreement.

Hospital Staff Membership - During the entire term of this Agreement, IPA may
require Physician to be and remain a member in good standing of the medical
staff of a Hospital or other appropriate health care facility as appropriate for the
Physician’s specialty. Loss of staff membership or the loss, impairment,
suspension or reduction of privileges at the facility shall, at the option of IPA,
immediately terminate this Agreement, whereupon it shall become null and void
and of no further force or effect, except as otherwise provided herein, without
regard to whether or not such loss of membership or loss, impairment,
suspension or reduction of privileges has been finally adjudicated.

Training and Experience - Physician shall have training and experience in the field
in which he or she practices and shall be generally recognized by IPA and the
allied health care community within Physician's area of licensure as being skilled
in his or her area of expertise or specialty.

Notification - Physician agrees to notify IPA within five (5) days of the occurrence
of any of the following:

(1) Physician's license to practice in California, or Oregon (if applicable), is
lost, restricted or suspended.

(2) Hospital or other health care facility staff privileges are lost or restricted
or they have been suspended for a cumulative total of 30 days or more
for any 12-month period.

(3) Any other situation arising which might materially affect the ability to
carry out duties or obligations under this agreement.

(4) Business address or tax ID number is changed.
(5) Professional liability insurance is canceled or reduced for any reason.
(6) Dismissal, settlement, or entry of judgment in any malpractice action in

which Physician is named defendant.
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V.

OBLIGATIONS OF PHYSICIAN

A.

Medical Management - Physician agrees to cooperate and participate with IPA in
any utilization review programs, quality assurance, and grievance procedures, as
may be established by IPA or Health Plan pursuant to the terms of IPA Service
Agreement with Health Plan. Physician shall comply with all final determinations
rendered by the utilization review programs, quality assurance, and grievance
procedures adopted by IPA and Health Plan. These programs shall further
contain a dispute resolution mechanism under which providers may submit
disputes to the responsible Health Plan, and requiring the Health Plan to inform
its providers upon contracting with the Health Plan, or upon change to these
provisions, of the procedures for processing and resolving disputes, including the
location and telephone number where information regarding disputes may be
submitted. Descriptions of these programs are provided to Physician in
Appendix A.

Referrals - Physician agrees to abide by IPA policies and procedures governing
referral of Members. Physician agrees, in the treatment and care of Members,
to use only participating health professionals, health facilities and other health
care providers, unless approval for such non-participating professional or facility
is specifically approved by IPA or Health Plan or an emergency situation exists.

Hospitalization - Physician shall admit a Member to a hospital (hereinafter
"Hospital") or other inpatient facility under contract with IPA or the responsible
Health Plan for the provision of services in a non-emergency or elective situation
only upon first obtaining the necessary authorization by the Member's primary
care Physician or pursuant to the applicable utilization review program, IPA or
the responsible Health Plan.

Nondiscrimination - Except in accordance with the provisions, spirit and intent of
this Agreement and the Service Agreement with Health Plan, and within the
limits of Physician's specialty, the Physician agrees not to differentiate or
discriminate in the treatment of Members nor to differentiate or discriminate in
the treatment of Members because of race, color, national origin, ancestry,
religion, sex, marital status, sexual orientation, or age and to render health care
services to Members in the same manner, in accordance with the same
standards, and within the same time availability as offered to other patients.

Employees of PHYSICIAN - Physician shall, at Physician's sole cost and expense,
employ such nonprofessional assistants or employees as Physician deems
necessary to perform Covered Services in Physician's office. IPA may not control,
direct, or supervise Physician's assistants or employees in the performance of
those Covered Services.
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Release of Information - Physician authorizes good faith disclosure as required by
law by IPA of information which has a bearing on his or her professional
competence, character, and ethical qualification to all hospitals, health care
facilities and licensing or disciplinary boards that request such information.

V. COMPENSATION

A.

Objective - IPA and Physician agree that the objective of the compensation
mechanism between IPA and Health Plan for Covered Services and the medical
management policies and procedures is to promote appropriate utilization
patterns and to enhance the delivery of such services.

Compensation - Physician's compensation for services hereunder shall be
pursuant to the compensation mechanism set forth in Appendix "C" as may be
attached hereto or as supplied to Physician by IPA. Physician agrees to accept
the payment under said rate structure as payment in full for the Covered
Services rendered, subject to applicable co-payment, deductible or coinsurance
as permitted by the Health Plan. From time to time, the Fees may be revised.
Physicians will have a 90 day notice of rate changes and may cancel this
agreement with 30 days’ notice.

VI. BILLING

A.

Financial Responsibility - Physician shall look only to IPA as the Health Plan third
party administrator or Health Plan for compensation for medically necessary
Covered Services and at no time shall Physician seek compensation from Health
Plan Members for such services except in the case of the co-payment or
coinsurance permitted under Health Plan or in the case of billing for services not
covered under the Health Plan. Physician shall be responsible for the collection
of such co-payments or coinsurance.

Surcharge - Physician understands and agrees that surcharges against Members
are prohibited and IPA shall take appropriate action if such surcharges are
utilized. A surcharge is an additional fee which is charged to a Member for a
Covered Service but which is not approved by the Commissioner of Corporations
or the Commissioner of Insurance, provided for under the applicable Member
agreement and disclosed in the evidence of coverage or certificate of insurance.

Billing - Physician shall bill IPA as the Health Plans third party administer or the
responsible Health Plan in accordance with the applicable Service Agreement for
all Covered Services rendered to Members less the co-payment associated with
such services regardless of whether such co-payments were actually collected.
See Claims Settlement Practices, Appendix “A.”
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D.

COB - Coordination of Benefits ("COB") refers to the determination of which two
or more health benefit plans shall apply, either as primary or secondary
coverage, for the rendition of hospital, surgical or medical services to a Member.
Such coordination is intended to preclude a Member from receiving an
aggregate of more than one hundred percent (100%) of covered charges from all
coverage. When the primary and secondary benefits are coordinated,
determination of liability shall be in accordance with the usual procedures
employed by the California Department of Insurance and applicable state
regulations. Physician agrees to coordinate with IPA for proper determination of
COB and to bill and collect from other payors such charges the other payor is
responsible for. Physician agrees to cooperate in providing for effective
implementation of the provisions relating to coordination of benefits and other
third party claims and to report all collections received in accordance with these
provisions.

Scope of Billings - Any professional health care services rendered by Physician
outside the scope of this Agreement shall not be billed by or through IPA.

VII. RECORDS

A.

Maintaining Records - Physician agrees to cooperate with IPA and Health Plan in
maintaining and providing medical histories, financial, administrative and other
records.

Access To and Provision of Records - Physician agrees to cooperate with IPA to
enable IPA to fulfill its obligations under the Service Agreements with Health
Plans pursuant to applicable requirements of the Department of Insurance, the
Department of Corporations, the Medical Board of California or such other
agencies as may assert jurisdiction over IPA. If Health Plan is licensed under the
Department of Insurance, Physician agrees to comply with the provisions of the
California Insurance Code, including Sections 10133, 10133.5 and regulations
promulgated thereunder. If Health Plan is licensed under the Knox-Keene Act,
Physician agrees to the following: (1) to maintain such records and provide such
information to Health Plan or to the Commissioner of Corporations for
compliance with the provision of the Knox-Keene Act and regulations issued
pursuant thereto, such obligations not being terminated upon a termination of
this Agreement, whether by rescission or otherwise, and (2) to permit access to
Health Plan upon reasonable notice to the books, records, and other papers
relating to health care services rendered by Physician and the associated costs
thereof. Physician agrees to cooperate with IPA with respect to the foregoing by
maintaining such records and providing such information at no cost and by
permitting such access to Physician's books, billing records and other associated
papers which will allow IPA to fulfill its contractual and statutory obligations.

Page 6 of 22





Humboldt Independent Practice Association
PPO Physician Services Agreement

C.

Confidentiality - IPA and Physician agree that records of Health Plan Members
shall be treated as confidential so as to comply with all federal and state laws
and regulations regarding the confidentiality of patient records. This includes
release of records only upon receipt of a valid release form signed by the patient.

Record Retention - Physician agrees to retain records for two years. Such
obligations shall not be terminated upon a termination of this Agreement
whether by rescission or otherwise.

VIIl.  PROFESSIONAL LIABILITY

A.

Professional Liability Coverage - Physician shall provide and maintain such
policies of malpractice insurance or other such program of professional liability
coverage as may be acceptable to IPA and Health Plan and as shall be necessary
to insure Physician and Physician's employees against any claim or claims for
damages arising by reason of personal injuries or death, occasioned directly or
indirectly, in connection with the performance of any service by Physician or
Physician's employees or agents. The amounts and extent of such insurance
coverage shall be subject to the approval of IPA and Health Plan. Thirty (30) days
notice shall be given to IPA prior to the cancellation, modification or termination
of any general or professional liability coverage, otherwise, IPA shall be given
prompt notice thereof.

Limits of Coverage - Unless covered by such other program that is acceptable to
IPA, Physician shall maintain per claim and aggregate professional liability
insurance in amounts not less than those stated in Appendix B of this
Agreement. Higher limits may be required by certain Health Plans contracting
with IPA and it is understood that Physician may not be eligible to provide
services under their programs if Physician does not maintain the required
insurance coverage.

Proof of Coverage - Physician shall submit evidence of coverage as
required/requested by IPA.

Disclosure of Liability Actions - Physician shall furnish IPA with all information
relative to any claims or actions filed against Physician for professional liability or
disciplinary action by any state or local board, and Physician shall obtain from his
or her professional liability insurance carrier and provide to IPA any and all
information regarding insurance coverage, claims and actions against Physician.
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E.

Indemnification

1. IPA shall not be liable, responsible, or accountable in damages or
otherwise to the undersigned for any act or omission performed or
omitted by the corporation in good faith and in a manner reasonably
believed by it to be within the scope of the authority granted to it by this
Agreement; provided, however, that IPA is not guilty of gross negligence,
willful or wanton misconduct, fraud or bad faith with respect to such acts
or omissions.

2. PHYSICIAN shall not be liable, responsible, or accountable in damages or
otherwise to the undersigned for any act or omission performed or
omitted by Physician in good faith and in a manner reasonably believed
by it to be within the scope of the authority granted to it by this
Agreement; provided, however, that PHYSICIAN is not guilty of gross
negligence, willful or wanton misconduct, fraud or bad faith with respect
to such acts or omissions.

IX. TERM AND TERMINATION

A.

Term - The term of this Agreement shall commence either on the date that all
conditions precedent to the effectiveness hereof are fully satisfied or upon IPA
entering into a Service Agreement that is applicable to Physician. The
Agreement shall be effective until the end of IPA fiscal year whereupon the
terms hereof shall be automatically extended from year to year unless
terminated by either party as provided herein.

Termination Without Cause - Either party may terminate this Agreement with
written notice given at least ninety (90) days in advance of such termination or
such other period of time as required by the applicable Service Agreement.
Physician shall continue to provide services under the terms contained herein
during the notice period. At the end of the notice period, Physician shall cease
to have any obligation or right to continue participation in IPA

Termination for Cause - Notwithstanding any other provision of this Agreement,
IPA shall have the right to cancel this Agreement immediately for cause which
shall include, without limitation; (1) failure to provide health care in accordance
with generally accepted practices; (2) failure to follow policies and procedures
adopted by IPA, (3) failure to comply with the terms of contracts pursuant to
which services are provided, (4) failure to follow utilization review guidelines,

(5) loss or suspension of license, (6) reduction or cancellation of errors and
omissions insurance such that it falls below the minimum required by IPA,

(7) conviction of any felony for a crime related to Physician's practice or involving
moral turpitude, (8) program abuses, including excessive and redundant testing,
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provision of clinically unnecessary treatment, fraud or abuse, receipt of an
excessive number of denial letters or (9) health status which impairs the ability
to practice in Physician's area of expertise or specialty.

Termination Via Termination of Service Agreement - In the event that a Services
Agreement is terminated for any reason, IPA may terminate this Agreement on
thirty (30) days' prior written notice to Physician or such shorter notice given in
termination of the Service Agreement.

Provision of Services Post-Termination - Physician shall continue to provide
Covered Services to a Member who is receiving Covered Services from Physician
on the effective termination date of this Agreement until the Covered Services
being rendered to the Member by Physician are completed (consistent with
existing ethical/legal requirements for providing continuity of care to a patient),
or until reasonable and appropriate provisions are made for the assumption of
such Covered Services by another participating Physician. IPA shall compensate
Physician for those Covered Services provided to a Member pursuant to this
section (prior to and following the effective termination date of this Agreement)
in accordance with a compensation structure noted herein.

X. MISCELLANEOUS

A.

Modifications Via Service Agreement or Regulatory Modifications - In the event
IPA enters into a Service Agreement, Physician agrees that this Agreement shall
be subject to amendment, modification, or termination of IPA Service
Agreement with Health Plan and shall further be subject to any amendment,
modification or termination required by or in accordance with applicable law or
directives of the Department of Insurance, the Department of Corporations, the
Medical Board of California or such other agencies as may assert jurisdiction over
IPA. Written notice to Physician which sets forth all such modifications with
respect to any such Service Agreement with the contracting Health Plan and the
persons covered thereunder shall be provided by IPA. Physician shall be deemed
to have accepted the amendment to this Agreement with respect to such
additional Service Agreement unless Physician provides notice of termination as
provided herein.

Waiver of Provisions - The waiver by either party of a breach or violation of any
provision of this Agreement shall not thereby modify this Agreement or be
construed to be a waiver of any subsequent breach thereof.

Arbitration - In the event any dispute shall arise with respect to the performance
or interpretation of any of the terms of this Agreement, all matters in
controversy shall be submitted to a Board of Arbitrators consisting of three (3)
members (one selected by the Physician, one selected by IPA and the third
elected by the two previously chosen arbitrators). Both parties expressly
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covenant and agree to be bound by the decision of the arbitrators as a final
determination of the matter in dispute. The parties shall share the cost of
arbitration equally. Judgment upon the award rendered by the arbitrators may
be entered in any court having jurisdiction thereof. Any fees or costs of such
arbitration shall be shared equally by the parties unless otherwise assessed by
the arbitrators. Any administrative fee required shall be advanced by the party
initiating the arbitration, subject to final apportionment by the arbitrators in
their reward. Unless excluded under Physician's malpractice insurance,
Physician further agrees to arbitrate any negligence claim of a Member when
required by the Service Agreement of the Health Plan covering that Member.

D. Governing Law - This Agreement shall be governed in all respects by the laws of
the state of California and, if applicable, the laws of the state of Oregon and the
Federal Health Maintenance Organization Act under 42 U.S.C. 300e, et seq.

E. Severability - The invalidity or unenforceability of any terms or conditions hereof,
in no way affect the validity or enforceability of any other term or provision in
this Agreement.

F. Notice - Any notice required to be given pursuant to the terms and provisions
hereof shall be sent to IPA or to Physician by certified mail, return receipt
requested, postage prepaid, or by facsimile, at their respective addresses or
telephone numbers as provided by the parties on the signature page of this
Agreement.

G. Use of Names - Physician agrees that Health Plan may use Physician's name,
business address, phone number, and type of practice in the Health Plan
provider roster of Physician participants. This roster may be inspected by and is
intended for the use of enrolled Members, prospective Health Plan subscribers,
IPA Participating Physicians, non-IPA member Consulting Physicians and
prospective IPA Participating Physicians.

H. Entire Agreement - This Agreement contains the entire agreement between the
parties. Any amendments or modifications to this Agreement shall be in writing
and signed by both parties.
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IN WITNESS THEREOF, the undersigned have executed this Agreement as of the date
hereinafter set forth.

Humboldt Physician
Independent Practice Association

Signature Signature Date

Rosemary Den Ouden
Type or Print Name Type or Print Name

Chief Operating Officer
Title Title

2662 Harris Street
Address Address

Eureka, CA 95503-4856
City, State, Zip City, State, Zip

Name of Corporation
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Appendix A
Humboldt Independent Practice Association

Claims Settlement Practices and Dispute Resolutions Mechanism

As required by Assembly Bill 1455, the California Department of Managed Health Care has set forth
regulations establishing certain claim settlement practices and the process for resolving claims disputes
for managed care products regulated by the Department of Managed Health Care. This information
notice is intended to inform you of your rights, responsibilities, and procedures as they relate to claim
settlement practices and claim disputes for commercial HMO, POS and, PPO plans where the Humboldt
Independent Practice Association (Humboldt IPA) is delegated to perform claims payment and provider
dispute resolution processes.

As a contracted provider you have agreed to look only to IPA or Health Plan for compensation for
medically necessary Covered Services and at no time shall seek compensation from Health Plan
Members for such services except in the case of the co-payment or coinsurance permitted under Health
Plan or in the case of billing for services not covered under the Health Plan. Providers shall be
responsible for the collection of such co-payments or coinsurance.

It is the responsibility of the party providing services to obtain prior authorization when required. Please
refer to IPA’s website http://humboldtipa.com/auth.php for a list of services that require prior auth.

l. Claim Submission Instructions

A Sending Claims to Humboldt IPA. Claims for services provided to members assigned to
Humboldt IPA contracted health plans must be sent to the following:
Mail: Humboldt IPA, 2662 Harris St., Eureka, CA 95503
Office:  Humboldt IPA, 2662 Harris St., Eureka, CA 95503
Fax: (707) 443-2527
Clearinghouse: Contact your clearinghouse partner for instructions and submit using
the below payor
identification for the member’s health plan.

Health Plan Office Ally MedAvant Emdeon
949-464-9129 888-994-7888 877-496-3263
x215
Anthem Blue Cross CaliforniaCare hdnfc IPO59 94154
Blue Lake Rancheria hdnfc IPO59 94154
Blue Shield CalPERS hdnfc IPO59 94154
North Coast Co-op hdnfc IPO59 94154
B. Contacting Humboldt IPA Regarding Claims. For Claim filing requirements or status

inquiries, you may contact Humboldt IPA’s Customer Service Department at:
Telephone: (707) 443-4563 or, toll free at (866) 443-4563

Email: csr@humboldtipa.com
Fax: (707) 443-2527
Website: www.humboldtipa.com
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C.

Claims Submission Requirements. The following is a list of claim timeliness
requirements, claims supplemental information and claims documentation required by
the Humboldt IPA as required by Assembly Bill 1455.

Claims Filing Timeframe

Humboldt IPA will accept claims from contracting providers if they are submitted within
90 calendar days from the date of service except as described below. If Humboldt IPA is
not the primary payer under coordination of benefits (COB) rules, the claim submission
period begins on the date the primary payer has paid or denied the claim. Claims not
received within the timely filing period will be denied. If a claim is denied for timely
filing but the provider can demonstrate “good cause for delay” through the provider
dispute resolution process, Humboldt IPA will accept and adjudicate the claim as if it
had been submitted within the provider’s claim filing timeframe.

When a Provider submits a claim that they know in advance will be subject to denial for
the 90 days timely filing, the Provider must attach evidence of timely filing to the claim
and make a note somewhere on the claim(s) stating that timely filing evidence was
provided.

Acceptable proof of timely filing would be:

¢ An explanation of benefits or claim denial letter from another carrier, which shows

the original claim, was sent within 90 days of the date of service. However, the claim

must be submitted to Humboldt IPA within 120 days of the date o the EOB/denial letter.

e A copy of a clearinghouse report indicating a successful transmission or batch

number to the Humboldt IPA within 90 days of the date of service.

e Provider’s computer-generated electronic claims transaction verification report
showing the claim was sent within 90 days of the date of service.

e Provider’s computer-generated report showing the claim was sent to the Humboldt

IPA within 90 days.

e Evidence that the member provided incorrect insurance information at the time of
the visit and the provider completed follow-up on the unpaid claim within 90 days
of the date of service.

E. Complete Claims Definition

Humboldt IPA will adjudicate complete claims. A complete claim is a claim, or portion of
a claim, including attachments and supplemental information or documentation, that
provides reasonably relevant information or information necessary to determine payer
liability and that may vary with the type of service or provider. Reasonably relevant
information means the minimum amount of itemized, accurate, and material
information generated by or in the possession of the provider related to the billed
services that enables a claims adjudicator to determine the nature, cost, if applicable,
and extent of Humboldt IPA’s liability, if any, and to comply with any governmental
information requirements. Information necessary to determine Humboldt IPA liability
means the minimum amount of material information in the possession of third parties
related to a provider’s billed services that is required by a claims adjudicator to
determine the nature, cost, if applicable, and extent of the plan’s liability, if any, and to
comply with any governmental information requirements. In addition, Humboldt IPA
may require additional information from a provider where the Humboldt IPA has
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reasonable grounds for suspecting possible fraud, misrepresentation or unfair billing

practices.

Claims Submission Information Instructions

When submitting claims, providers must include, at a minimum, the following

information:

Patient’s Identification
Number

Identification number on the patient’s ID card.

Patient’s last name and
first name

Enter name exactly as it appears on the patient’s ID card.
Do not use nicknames or special symbols.

Patient date of birth

Do not include “/” or “-“.

Employer group number

Referring provider name

Not required for primary care provider claims.

Rendering provider
name

Enter the provider’s name. Do not cover it when signing the form.

Rendering Provider’s
Tax ID or Social Security
number

“ u

No spaces or are necessary.

ICD-10 Diagnosis Codes

Decimal points are optional. Current year codes are required and
deleted codes will be rejected after a 90-day grace period.

Date(s) of Service

Enter both From and To dates.

Place of Service

Use the current 2-digit CMS codes (Professional claims only).

Type of Service

Use the current 2-digit CMS codes (Professional claims only).

CPT or HCPCS Code
(professional claims) OR
UB-92 Revenue code
with description
(hospital claims)

Current year codes required and deleted codes will be rejected after a
90-day grace period. Use only standard modifiers.

# of days or units per
service line (professional
claims only)

Enter actual quantity. “010” will be read as “10”.

Billed Charge

Authorization number, if | Include medical records if necessary.

required

Locum Tenens Indicate physician for whom they are providing coverage.
Physicians

Primary payer
remittance advice

Required only when submitting secondary claim for payment.

Injury information

Required only when submitting claim for injury-related services.

Invoice

Required only when billing DME, orthotics and supplies.

Medical Records

e When service billed requires authorization and it does not match
the service authorized or is in addition to service authorized.
e When an unlisted (XXX99) code is being billed.
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G. Date of Receipt
Date of receipt is the business day when a claim is first delivered, electronically or

physically, to the Humboldt IPA’s designated address.

H. Reimbursement of Claims
Humboldt IPA will reimburse each claim, or portion thereof, according to the agreed
upon contract rate no later than 45 working days after receipt of the claim unless the
claim is contested or denied. Humboldt IPA reserves the right to adjudicate claims using
reasonable payment policies and non-standard coding methodologies that are
consistent with standards accepted by nationally recognized medical organization,
federal regulatory bodies and major credentialing organizations.

l. Virtual Examiner Edits

The Humboldt IPA processes claims following the requirements set forth by the
Department of Managed Health Care and the Department of Corporations. Industry
Collaborative Effort resources are used when available.  The Trilogy Claims
Administration is used as a resource where applicable. The Virtual Examiner (VE)
program is used to apply the National Correct Coding Initiative Policy Manual for
Medicare Services and Current Procedural Terminology correct coding policies. All VE
denials are applied to claims submitted by IPA members, except when specifically
exempted by the Executive Committee of the Humboldt IPA Board of Directors. The
Executive Committee also approves guidelines for review of claims recommended for
review by VE.

J. Interest on Late Payment of Claims
The late payment on a complete claim for emergency services that is neither contested
nor denied will automatically include the greater of:
e 515 for each 12-month period or portion thereof on a non-prorated basis, or
e Interest at the rate of 15 percent per year for the period of time that the payment is
late.

Late payments on all complete claims for non-emergency services will automatically
include interest at the rate of 15 percent per annum for the period of time that the
payment is late. If Humboldt IPA does not automatically (within five days of the late
claim payment) include the interest fee with a late-paid complete claim or the interest
was under paid, an additional $S10 will be sent to the provider of service. Interest
payments for less than $2.00 may be mailed by the 10™ of the following calendar
month.

If Humboldt IPA fails to notify the provider of service in writing of a denied or contested
claim, or portion thereof, and ultimately pays the claims in whole or part, computation
of the interest will begin on the first calendar day after the applicable time period for
denying or contesting claims has expired.
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K.

L.

Claim Receipt Verification and Acknowledgement of Claims

Humboldt IPA will provide claim receipt verification and acknowledgement of claims,
whether or not the claims are complete, within two business days for electronically
submitted claims. For all other claims submissions, Humboldt IPA will provide an
acknowledgement of claims receipt within 15 business days of receipt. A provider may
verify receipt of claims and obtain an acknowledgement of claim receipt in the following
manner:

Telephone: (707) 443-4563 or toll free at 866-443-4563

Website: www.humboldtipa.com (Contact Customer Service for secure access

information.)

Retroactively Approved, Non-urgent Services

e |tis the responsibility of the party providing services to obtain prior authorization
when required. Please refer to IPA’s website http://humboldtipa.com/auth.php
for a list of services that require prior auth.

e C(Claims for services that are authorized retroactively for medically necessary
services that could have been authorized prior to the date service will be allowed
at 50% of the regular rate.

Il. Dispute Resolution Process for Contracted Providers

A

Definition of Contracted Provider Dispute. A contracted provider dispute is a provider’s
written notice to Humboldt IPA and/or the member’s applicable health plan challenging,
appealing or requesting reconsideration of a claim (or a bundled group of substantially
similar multiple claims that are individually numbered) that has been denied, adjusted
or contested or seeking resolution of a billing determination or other contract dispute
(or bundled group of substantially similar multiple billing or other contractual disputes
that are individually numbered) or disputing a request for reimbursement of an
overpayment of a claim.

Each contracted provider dispute must contain, at a minimum, the following
information: provider’'s name; provider’s identification number, provider’s contact
information, and:

e If the contracted provider dispute concerns a claim or a request for reimbursement
of an overpayment of a claim from Humboldt IPA to a contracted provider the
following must be provided: a clear identification of the disputed item, the date of
service and a clear explanation of the basis upon which the provider believes the
payment amount, request for additional information, request for reimbursement for
the overpayment of a claim, contest, denial, adjustment or other action is incorrect;

e If the contracted provider dispute is not about a claim, a clear explanation of the
issue and the provider’s position on such issue; and

e If the contracted provider dispute involves an enrollee or group of enrollees, the
name and identification number(s) of the enrollee or enrollees, a clear explanation
of the disputed item, including the date of service and provider’s position on the
dispute, and an enrollee’s written authorization for provider to represent said
enrollees.
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B. Sending a Contracted Provider Dispute to Humboldt IPA. Humboldt IPA does not accept
verbal provider disputes (e.g. via phone). Providers must submit disputes in writing
using either the PDR Request Form or some other format that includes all the required
information in Section Il. A. above. Authorization requests received after the service has
been billed and denied will be handled as a PDR. Blank PDR Request Forms will be
mailed, e-mailed or faxed to providers upon request, or can be downloaded from the
Humboldt IPA’s website at www.humboldtipa.com. All provider disputes must be sent
to the attention of the Claims Manager, Humboldt IPA at the following:

Mail: Humboldt IPA, 2662 Harris St., Eureka, CA 95503
Office:  Humboldt IPA, 2662 Harris St., Eureka, CA 95503
Fax: (707) 443-2527

C. Time Period for Submission of Provider Disputes.

e Contracted provider disputes must be received by Humboldt IPA within 365 days
from Humboldt IPA’s action that led to the dispute (or the most recent action if
there are multiple actions) that led to the dispute.

e In the case of Humboldt IPA’s inaction, contracted provider disputes must be
received by Humboldt IPA within 365 days of the date of service.

e Contracted provider disputes that do not include all required information as set
forth above in Section Ill.B. may be returned to the submitter for completion. An
amended contracted provider dispute which includes the missing information may
be submitted to Humboldt IPA within thirty (30) working days of your receipt of a
returned contracted provider dispute.

D. Acknowledgment of Contracted Provider Disputes. Humboldt IPA will acknowledge
receipt of all contracted provider disputes within two (2) working days of the date of
receipt.

E. Contacting Humboldt IPA Regarding Contracted Provider Disputes. All inquiries

regarding the status of a contracted provider dispute or about filing a contracted
provider dispute must be directed to Humboldt IPA at: (707) 443-4563 or toll free at
(866) 443-4563.

F. Instructions for Filing Substantially Similar Contracted Provider Disputes. Substantially
similar multiple claims, billing or contractual disputes, may be filed in batches as a single
dispute by using the Humboldt IPA’s “Multiple Like Claims” PDR form or in some other
format that includes all the required information in Section Il. A. above.

G. Time Period for Resolution and Written Determination of Contracted Provider Dispute.
Humboldt IPA will issue a written determination stating the pertinent facts and
explaining the reasons for its determination within forty-five (45) working days after the
date of receipt of the contracted provider dispute or the amended contracted provider
dispute.
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H.

Past Due Payments. If the contracted provider dispute or amended contracted provider
dispute involves a claim and is determined in whole or in part in favor of the provider,
Humboldt IPA will pay any outstanding monies determined to be due, and all interest
and penalties required by law or regulation, within five (5) working days of the issuance
of the written determination.

1. Dispute Resolution Process for Non-Contracted Providers

A.

Definition of Non-Contracted Provider Dispute. A non-contracted provider dispute is a
non-contracted provider’s written notice to Humboldt IPA challenging, appealing or
requesting reconsideration of a claim (or a bundled group of substantially similar claims
that are individually numbered) that has been denied, adjusted or contested or
disputing a request for reimbursement of an overpayment of a claim. Each non-
contracted provider dispute must contain, at a minimum, the following information: the
provider’s name, the provider’s identification number, contact information, and:

e |f the non-contracted provider dispute concerns a claim or a request for
reimbursement of an overpayment of a claim from Humboldt IPA to provider the
following must be provided: a clear identification of the disputed item, the date of
service and a clear explanation of the basis upon which the provider believes the
payment amount, request for additional information, contest, denial, request for
reimbursement for the overpayment of a claim, or other action is incorrect;

e |f the non-contracted provider dispute involves an enrollee or group of enrollees,
the name and identification number(s) of the enrollee or enrollees, a clear
explanation of the disputed item, including the date of service, provider’s position
on the dispute, and an enrollee’s written authorization for provider to represent
said enrollees.

Non-contracted Provider Dispute Resolution Process. The dispute resolution process for
non-contracted providers is the same as the process for contracted providers as set
forth in Sections I1.B through H., above.

v. Claim Overpayments

A.

Notice of Overpayment of a Claim. If Humboldt IPA determines that it has overpaid a
claim, Humboldt IPA will notify the provider in writing through a separate notice clearly
identifying the claim, the name of the patient, the date of service(s) and a clear
explanation of the basis upon which Humboldt IPA believes the amount paid on the
claim was in excess of the amount due, including interest and penalties on the claim.

Contested Notice. If the provider contests Humboldt IPA’s notice of overpayment of a
claim, the provider, within 30 Working Days of the receipt of the notice of overpayment
of a claim, must send written notice to Humboldt IPA stating the basis upon which the
provider believes that the claim was not overpaid. Humboldt IPA will process the
contested notice in accordance with Humboldt IPA’s contracted provider dispute
resolution process described in Section Il above.

No Contest. If the provider does not contest Humboldt IPA’s notice of overpayment of a
claim, the provider must reimburse Humboldt IPA within thirty (30) working days of the
provider’s receipt of the notice of overpayment of a claim.
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D. Offsets to payments. Humboldt IPA may only offset an uncontested notice of
overpayment of a claim against provider’s current claim submission when:
(i) the provider fails to reimburse Humboldt IPA within the timeframe set forth in

Section IV.C., above, and

(ii) Humboldt IPA’s contract with the provider specifically authorizes Humboldt IPA
to offset an uncontested notice of overpayment of a claim from the provider’s
current claims submissions. In the event that an overpayment of a claim or claims
is offset against the provider’s current claim or claims pursuant to this section,
Humboldt IPA will provide the provider with a detailed written explanation
identifying the specific overpayment or payments that have been offset against the
specific current claim or claims.
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Appendix B

Physician
Limits of Professional Liability Coverage

Unless covered by such other program that is acceptable to IPA, Physician shall maintain per
claim and aggregate professional liability insurance in amounts not less than $1,000,000 and
$3,000,000 respectively. Higher limits may be required by certain Health Plans contracting with
IPA and it is understood that Physician may not be eligible to provide services under their
programs if Physician does not maintain the required insurance coverage.
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Appendix C

Physician Compensation — PPO
Effective for dates of services beginning 2/01/2018

All Health Plans

IPA payments are subject to the IPA’s Payment Policies and Rules below, the Claims Settlement
Practices and Dispute Resolution Policy available at www.humboldtipa.com, and all health plan
benefit limitations, copayments and deductibles. Providers are given 90 days written notice of
changes in reimbursement.

PPO Plan Compensation

The following PPO health plans are currently contracted with the Humboldt IPA:
e Blue Lake Rancheria Health Plan
e North Coast Cooperative Health Plan

Service Allowed Amount

Anesthesia $47.00 per ASA Unit

Clinical Lab (80000-87999) 110% of Local 2016 Medicare
All Other Services 130% of Local 2016 Medicare

Injectables and Immunizations  100% of Average Sales Price
DME, Orthotics, and Supplies 100% Local Current Medicare

Allowed amounts for new CPT codes will be based on the original Local Medicare rate assigned times
the multiplier.

For rates not currently published by Medicare, the IPA will reimburse provider at seventy percent
(70%) of current billed charges.

Payment Policies and Rules

The Virtual Examiner program will be used to implement Medicare and Current Procedural
Terminology coding policies. The Executive Committee approves all exceptions to these rules
and they are as follows:

Modifiers - Codes that are not exempt from modifier-51 will be priced as follows: 100% of allowable
for primary code, 50% of allowable for second code, and 25% of the allowable for all additional
codes. Services subject to modifier 78 will be priced at 75% of the allowable.

Retroactively Approved, Non-urgent Services - Claims for services authorized retroactively for
medically necessary services that could have been authorized in advance or within days of the date
service will be allowed amount at 50% of the regular rate.
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Excisions with Layered Closure — In order to eliminate duplicate payment for the same service, when
a layered closure is billed with an excision, the allowed amount for the excision will be reduced by
the amount allowed for a simple closure (which is included in the excision reimbursement).

Advanced Practice Clinicians — Payments are based on the same rate allowed for physicians except
when an APC assists in surgery, they are paid based on 10% of the amount allowed for the primary
surgeon.

Evaluation and Management Codes Billed with Modifier-25 are paid when billed with a procedure
when a separate and distinct diagnosis is billed with the E&M code. (Exec. 1/16/2008)

Professional component of X-rays and other tests will be paid when provided with an E&M visit on
the same day. (Exec. 05-21-2008)

Diagnosis codes - Virtual Examiner diagnosis code related edits will not be used as a basis for claims
adjudication. (Exec. 04-16-2008)
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HumBoLDT INDEPENDENT PRACTICE ASSOCIATION
2662 HARRIS STREET, EUREKA, CA 95503-4856
PHONE: (707) 443-4563 Fax: (707) 443-2527
www.humboldtipa.com

Electronic Funds Transfer (EFT)
Enrollment Form

[] New Enrollment ‘ [1 Changed Information ‘ (] Cancel EFT

Payee Information

Name

Mailing Address

City State ZIP Code
| |

Federal Tax Identification Number (TIN) or
Employer Identification Number (EIN)

Financial Institution Information

Financial Institution Name

Financial Institution Address

City | | State | | ZIP Code |

Financial Institution Routing Number ‘

Type of Account at Financial Institution (check one) ‘ [ Savings [ Checking

Payee’s Account Number with Financial
Institution

Terms and Conditions for Electronic Funds Transfer

By signing below, your company agrees to accept payment by Humboldt Independent Practice
Association (HIPA) through electronic funds transfer (EFT). Additionally, you acknowledge and
agree that all payments shall be made in accordance with the information that you supply on
the EFT Enrollment Form and that HIPA shall be entitled to rely exclusively upon such
information. This agreement applies to and amends all existing agreements with HIPA by
incorporating the following terms and conditions for electronic payment.

HIPA will initiate payment to you based on the following:
1. HIPA will transfer funds electronically to the financial institution and account number you
register on the EFT Enrollment Form.

2. The information you provide on the EFT Enrollment Form is very important. HIPA shall not
be liable for any loss which may arise solely by reason of error, mistake, or fraud regarding
this information. You understand that you must communicate any change in this
information to HIPA. This communication must be in the form of a new EFT Enroliment
Form faxed to this number:




http://www.humboldtipa.com/



HIPA
Fax: 707.443.2527

3. Payment is initiated within the normal terms of our agreement with you and/or applicable
HIPA procedures. Our EFT terms and conditions neither enlarge nor diminish the parties’
respective rights and obligations with any applicable agreement. The payment due date is
not affected. We will consider payment made when your financial institution has received
or has control of the payment transaction. This will generally occur within three (3)
calendar days following initiation by HIPA. If payment is initiated on a non-banking day at
HIPA's originating bank, the funds transfer will occur the following banking day. In all cases,
“Banking Day” is defined as the day on which both trading partners’ banks are available to
transmit and receive these fund transfers.

4. With respect to the EFT reimbursement process, HIPA is responsible up to the point where
your financial institution receives or has control of the transaction. Any loss of data at that
point will be borne by you unless the loss is due solely to the negligence of HIPA or its
originating bank.

You hereby represent that you are authorized to enter into this agreement and modify account
information for the payee listed on the EFT Enrollment Form.

Authorized Signature

Printed Name and Title

Submission Date

Requested EFT
Start/Change/Cancel Date







w-9
Form

(Rev. November 2017)

Department of the Treasury
Internal Revenue Service

Request for Taxpayer
Identification Number and Certification

» Go to www.irs.gov/FormW9 for instructions and the latest information.

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

1 Name (as shown on your income tax return). Name is required on this line; do not leave this line blank.

2 Business name/disregarded entity name, if different from above

following seven boxes.

[ Individual/sole proprietor or e Corporation

single-member LLC

Print or type.

|:| Other (see instructions) »

D S Corporation

|:| Limited liability company. Enter the tax classification (C=C corporation, S=S corporation, P=Partnership) »

Note: Check the appropriate box in the line above for the tax classification of the single-member owner. Do not check | Exemption from FATCA reporting
LLC if the LLC is classified as a single-member LLC that is disregarded from the owner unless the owner of the LLC is
another LLC that is not disregarded from the owner for U.S. federal tax purposes. Otherwise, a single-member LLC that
is disregarded from the owner should check the appropriate box for the tax classification of its owner.

3 Check appropriate box for federal tax classification of the person whose name is entered on line 1. Check only one of the | 4 Exemptions (codes apply only to

certain entities, not individuals; see
instructions on page 3):
D Partnership D Trust/estate

Exempt payee code (if any)

code (if any)

(Applies to accounts maintained outside the U.S.)

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

See Specific Instructions on page 3.

Requester’s name and address (optional)

6 City, state, and ZIP code

7 List account number(s) here (optional)

Taxpayer Identification Number (TIN)

Enter your TIN in the appropriate box. The TIN provided must match the name given on line 1 to avoid
backup withholding. For individuals, this is generally your social security number (SSN). However, for a
resident alien, sole proprietor, or disregarded entity, see the instructions for Part |, later. For other - -
entities, it is your employer identification number (EIN). If you do not have a number, see How to get a

TIN, later.

Note: If the account is in more than one name, see the instructions for line 1. Also see What Name and
Number To Give the Requester for guidelines on whose number to enter.

| Social security number

or
| Employer identification number

Part i Certification

Under penalties of perjury, | certify that:

1. The number shown on this form is my correct taxpayer identification number (or | am waiting for a number to be issued to me); and
2. 1 am not subject to backup withholding because: (a) | am exempt from backup withholding, or (b) | have not been notified by the Internal Revenue
Service (IRS) that | 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 | am

no longer subject to backup withholding; and
3. 1am 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 | 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 for Part Il, later.

Slgn Signature of
Here U.S. person »

Date >

General Instructions

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

Future developments. For the latest information about developments
related to Form W-9 and its instructions, such as legislation enacted
after they were published, go to www.irs.gov/FormW9.

Purpose of Form

An individual or entity (Form W-9 requester) who is required to file an
information return with the IRS must obtain your correct taxpayer
identification number (TIN) which may be your social security number
(SSN), individual taxpayer identification number (ITIN), adoption
taxpayer identification number (ATIN), or employer identification number
(EIN), to report on an information return the amount paid to you, or other
amount reportable on an information return. Examples of information
returns include, but are not limited to, the following.

e Form 1099-INT (interest earned or paid)

* Form 1099-DIV (dividends, including those from stocks or mutual
funds)

® Form 1099-MISC (various types of income, prizes, awards, or gross
proceeds)

e Form 1099-B (stock or mutual fund sales and certain other
transactions by brokers)

* Form 1099-S (proceeds from real estate transactions)
e Form 1099-K (merchant card and third party network transactions)
e Form 1098 (home mortgage interest), 1098-E (student loan interest),
1098-T (tuition)
* Form 1099-C (canceled debt)
e Form 1099-A (acquisition or abandonment of secured property)

Use Form W-9 only if you are a U.S. person (including a resident
alien), to provide your correct TIN.

If you do not return Form W-9 to the requester with a TIN, you might
be subject to backup withholding. See What is backup withholding,
later.

Cat. No. 10231X
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By signing the filled-out form, you:

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. See What is
FATCA reporting, later, for further information.

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
e 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.

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
Pub. 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.

Backup Withholding

What is backup withholding? Persons making certain payments to you
must under certain conditions withhold and pay to the IRS 28% of such
payments. This is called “backup 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 instructions for
Part Il 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, later, and the separate Instructions for the
Requester of Form W-9 for more information.

Also see Special rules for partnerships, earlier.

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, later, 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.
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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

Line 1

You must enter one of the following on this line; do not leave this line
blank. The name should match the name on your tax return.

If this Form W-9 is for a joint account (other than an account
maintained by a foreign financial institution (FFI)), list first, and then
circle, the name of the person or entity whose number you entered in
Part | of Form W-9. If you are providing Form W-9 to an FFI to document
a joint account, each holder of the account that is a U.S. person must
provide a Form W-9.

a. Individual. Generally, enter the name shown on your tax return. If
you have changed your last name without informing the Social Security
Administration (SSA) of the name change, enter your first name, the last
name as shown on your social security card, and your new last name.

Note: ITIN applicant: Enter your individual name as it was entered on
your Form W-7 application, line 1a. This should also be the same as the
name you entered on the Form 1040/1040A/1040EZ you filed with your
application.

b. Sole proprietor or single-member LLC. Enter your individual
name as shown on your 1040/1040A/1040EZ on line 1. You may enter
your business, trade, or “doing business as” (DBA) name on line 2.

c. Partnership, LLC that is not a single-member LLC, C
corporation, or S corporation. Enter the entity's name as shown on the
entity's tax return on line 1 and any business, trade, or DBA name on
line 2.

d. Other entities. Enter your name as shown on required U.S. federal
tax documents on line 1. 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 line 2.

e. 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 Regulations section 301.7701-2(c)(2)(iii). Enter
the owner's name on line 1. The name of the entity entered on line 1
should never be a disregarded entity. The name on line 1 should 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 line 1. 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 line 2, “Business name/disregarded entity
name.” 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.

Line 2

If you have a business name, trade name, DBA name, or disregarded
entity name, you may enter it on line 2.

Line 3

Check the appropriate box on line 3 for the U.S. federal tax
classification of the person whose name is entered on line 1. Check only
one box on line 3.

IF the entity/person online 1is | THEN check the box for. ..

a(n)...

e Corporation Corporation

¢ Individual

e Sole proprietorship, or

¢ Single-member limited liability
company (LLC) owned by an
individual and disregarded for U.S.
federal tax purposes.

Individual/sole proprietor or single-
member LLC

* LLC treated as a partnership for | Limited liability company and enter|
U.S. federal tax purposes, the appropriate tax classification.

e LLC that has filed Form 8832 or | (P= Partnership; C= C corporation;
2553 to be taxed as a corporation, | or S= S corporation)

or

e LLC that is disregarded as an
entity separate from its owner but
the owner is another LLC that is
not disregarded for U.S. federal tax

purposes.
e Partnership Partnership
e Trust/estate Trust/estate

Line 4, Exemptions

If you are exempt from backup withholding and/or FATCA reporting,
enter in the appropriate space on line 4 any code(s) that may apply to
you.

Exempt payee code.

® Generally, individuals (including sole proprietors) are not exempt from
backup withholding.

e Except as provided below, corporations are exempt from backup
withholding for certain payments, including interest and dividends.

¢ Corporations are not exempt from backup withholding for payments
made in settlement of payment card or third party network transactions.

e Corporations are not exempt from backup withholding with respect to
attorneys’ fees or gross proceeds paid to attorneys, and corporations
that provide medical or health care services are not exempt with respect
to payments reportable on Form 1099-MISC.

The following codes identify payees that are exempt from backup
withholding. Enter the appropriate code in the space in line 4.

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 U.S. commonwealth or
possession, 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 U.S. commonwealth or
possession

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
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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 | Generally, exempt payees
reported and direct sales over 1 through 5°

$5,000'

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

Exempt payees 1 through 4

" 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 reportable under section 6045(f), 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 requester may indicate that a code is
not required by providing you with a Form W-9 with “Not Applicable” (or
any similar indication) written or printed on the line for a FATCA
exemption code.

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 U.S. commonwealth or
possession, 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 Regulations
section 1.1472-1(c)(1)()

E—A corporation that is a member of the same expanded affiliated
group as a corporation described in Regulations 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

Note: You may wish to consult with the financial institution requesting
this form to determine whether the FATCA code and/or exempt payee
code should be completed.

Line 5

Enter your address (number, street, and apartment or suite number).
This is where the requester of this Form W-9 will mail your information
returns. If this address differs from the one the requester already has on
file, write NEW at the top. If a new address is provided, there is still a
chance the old address will be used until the payor changes your
address in their records.

Line 6

Enter your city, state, and ZIP code.

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.

If you are a single-member LLC that is disregarded as an entity
separate from its owner, 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 What Name and Number To Give the Requester, later, 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 SSA 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. Go to www.irs.gov/Forms to view, download, or print Form
W-7 and/or Form SS-4. Or, you can go to www.irs.gov/OrderForms to
place an order and have Form W-7 and/or SS-4 mailed to you within 10
business days.

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 Il. 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 item 1, 4, or 5 below indicates otherwise.

For a joint account, only the person whose TIN is shown in Part |
should sign (when required). In the case of a disregarded entity, the
person identified on line 1 must sign. Exempt payees, see Exempt payee
code, earlier.

Signature requirements. Complete the certification as indicated in
items 1 through 5 below.
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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), ABLE accounts (under section 529A),
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.

What Name and Number To Give the Requester

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

14. 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

15. Grantor trust filing under the Form The trust
1041 Filing Method or the Optional
Form 1099 Filing Method 2 (see

Regulations section 1.671-4(b)(2)(i)(B))

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

-

The individual

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

. Individual

N

. Two or more individuals (joint
account) other than an account

maintained by an FFI the account’

3. Two or more U.S. persons
(joint account maintained by an FFI)

Each holder of the account

4. Custodial account of a minor The minor’

(Uniform Gift to Minors Act)

5. a. The usual revocable savings trust | The grantor—trustee1
(grantor is also trustee)
b. So-called trust account that is not| The actual owner’
a legal or valid trust under state law

6. Sole proprietorship or disregarded
entity owned by an individual

3
The owner

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

The grantor*

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

8. Disregarded entity not owned by an | The owner
individual

. A valid trust, estate, or pension trust | Legal entity4

©

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

The corporation

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

The organization

The partnership
The broker or nominee

12. Partnership or multi-member LLC
13. A broker or registered nominee

' 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, earlier.

*Note: The 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, 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,
e 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 Pub. 5027, Identity Theft Information for
Taxpayers.

Victims of identity theft who are experiencing economic harm or a
systemic 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.
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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 (TIGTA) at 1-800-366-4484. You can
forward suspicious emails to the Federal Trade Commission at
spam@uce.gov or report them at www.ftc.gov/complaint. You can

contact the FTC at www.ftc.gov/idtheft or 877-IDTHEFT (877-438-4338).

If you have been the victim of identity theft, see www.IdentityTheft.gov
and Pub. 5027.

Visit www.irs.gov/Identity Theft 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.






California Participating Practitioner Application

I. Instructions

This form should be typed. If more space is needed than provided on original, attach additional sheets
and reference the question being answered. Please refer to cover page for a list of the required
documents to be submitted with this application.

I1. Identifying Information [ ] Check if there are any changes and update below.

Last Name: First Name: Middle:

Is there any other name under which you have been known? Name(s):

Home Mailing Address:

City: State: Zip Code:
Telephone Number: Fax Number: Cell Number: Pager Number:
Practitioner Email: Citizenship (If not a U.S. citizen, please
provide a copy of Alien Registration Card):
Birth Date: Birth Place: Race/Ethnicity (optional):
Driver's License State/Number: Social Security Number: Gender: [] Male ] Female

Your intent is to serve as a(n):

] Primary Care Provider [ISpecialist [] Urgent Care [JHospitalist [JHospital Based
Specialty:

Subspecialties:

II1. Practice Information [ ] Check if there are any changes and update below.

Practice Name (if applicable): Department Name (if hospital based):

Primary Office Address:

City: State: Zip Code:
Telephone Number: Fax Number: Website (if applicable):

Office Administrator/Manager: Office Administrator/Manager Telephone Number:
Office Administrator/Manager Email: Office Administrator/Manager Fax Number:
Federal Tax ID Number: Name Associated with Tax ID:

Please identify the physical accessibility of this office: [] Basic [Limited [INone
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III. Practice Information (Continued) [ ] Check if there are any changes and update below.

Type of practice (check all that apply):
] Solo Practice

[J Group Practice

[ single Specialty Group

[J Multi Specialty Group

[J Urgent Care

Primary Office Hours of Operation: Languages spoken by Staff:
Languages spoken by Provider:

Group Medicare PTAN/UPIN #: Group NPI #:

Secondary Practice Information

Practice Name (if applicable): Department Name (if hospital based):

Secondary Office Address:

City: State: Zip Code:
Telephone Number: Fax Number: Website (if applicable):

Office Administrator/Manager: Office Administrator/Manager Telephone Number:
Office Administrator/Manager Email: Office Administrator/Manager Fax Number:
Federal Tax ID Number: Name Associated with Tax ID:

Please identify the physical accessibility of this office: [] Basic [Limited [INone

Type of practice (check all that apply):
] Solo Practice

[] Group Practice

[] Single Specialty Group

[1 Multi Specialty Group

[] Urgent Care

Secondary Office Hours of Operation: Languages spoken by Staff:

Languages spoken by Provider:

Group Medicare PTAN/UPIN #: Group NPI #:
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Tertiary Practice Information

Practice Name (if applicable):

Tertiary Office Address:

City:

Telephone Number: Fax Number:

Office Administrator/Manager:

Office Administrator/Manager Email:

Federal Tax ID Number:

Please identify the physical accessibility of this office: [] Basic

Type of practice (check all that apply):
] Solo Practice

[] Group Practice

[] Single Specialty Group

[1 Multi Specialty Group

[1 Urgent Care

Tertiary Office Hours of Languages spoken by Staff:
Operation:

Languages spoken by Provider:

Group Medicare Group NPI #:
PTAN/UPIN #:

Mailing Address

Which of your practices is your primary mailing address? [] Pr

Department Name (if hospital based):

Zip Code:

Website (if applicable):

Office Administrator/Manager Telephone Number:

Office Administrator/Manager Fax Number:
Name Associated with Tax ID:

[ Limited [INone

imary  [] Secondary [] Tertiary  [] Other

If your mailing address is different from your practice address, please provide it:

IV. Billing Information [ ] Check if there are any changes and update below.

Which of your practices handles your billing? [] Primary [] Secondary [] Tertiary, if none, please provide billing info:

Billing Company:

Billing Company Mailing Address:

City: State: Zip Code:

Contact Person:

Federal Tax ID Number:

California Participating Practitioner Application

Telephone Number:

Name Associated with Tax ID:
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V. Practice Description [] Check if there are any changes and update below.

Do you employ any allied health professionals (e.g. nurse practitioners, physician assistants, psychologist, etc.)? []Yes [INo
If so, please list:

Name ‘License Number
\

Physician Assistant Supervisor Name: License Number:

Do you personally employ any physicians (do not include physicians who are employed by the medical group)? [JYes [JNo
If so, please list:

Name California Medical License Number Primary/Secondary/Tertiary Practice

[ Primary []Secondary []Tertiary
[ Primary []Secondary []Tertiary

[] Primary []Secondary []Tertiary

Please list any clinical services you perform that are not typically associated with your specialty:

Which offices does this apply to: [] Primary [] Secondary [] Tertiary

Please list any clinical services you do not perform that are typically associated with your specialty:

Which offices does this apply to: [] Primary [] Secondary [] Tertiary
Is your practice limited to certain ages? [] Yes [] No If yes, specify limitation:
Which offices does this apply to: [] Primary [] Secondary [] Tertiary
Coverage of Practice
List your answering service and covering physicians by name. Attach additional sheets if necessary.
Answering Service Company:
Answering Service Company Address:

City: State: Zip Code: Email:

Covering Physician's Name(s) / Phone Number / Which practices does their coverage apply (Primary, Secondary, Tertiary):
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VI. Education, Training, and Experience
below.

[ ] Check if there are any changes and update

Medical/Professional Education

Medical School/Professional:

Mailing Address:

City:

Internship/PGY-1

Institution:

Address:

Telephone Number:

Type of Internship:

Did you successfully complete the program? []Yes

Residencies/Fellowships
order. Use a separate sheet if necessary.

Institution:

Address:
Telephone Number:
Type of Training:

Did you successfully complete the program? []Yes

Institution:

Address:
Telephone Number:
Type of Training:

Did you successfully complete the program? []Yes

Institution:

Address:
Telephone Number:
Type of Training:

Did you successfully complete the program? []Yes

California Participating Practitioner Application

Degree Received: Graduation Date:

Website(if applicable):

Registrar's Phone Number:

State: Zip Code:

Program Director:

City: State: Zip Code:

Fax Number: Website(if applicable):
From (mm/yyyy): To (mmlyyyy):

[ No (if No, please explain on a separate sheet.)

Include residencies, fellowships, and postgraduate education in chronological

Program Director:

City: State: Zip Code:

Fax Number: Website(if applicable):

Specialty: From (mm/yyyy): To (mm/yyyy):
[ No (if No, please explain on a separate sheet.)

Program Director:

City: State: Zip Code:

Fax Number: Website(if applicable):

Specialty: From (mm/yyyy): To (mmlyyyy):
] No (if No, please explain on a separate sheet.)

Program Director:

City: State: Zip Code:

Fax Number: Website(if applicable):

Specialty: From (mm/yyyy): To (mm/yyyy):
] No (if No, please explain on a separate sheet.)
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VII. Medical Licensure & Certifications [] Check if there are any changes and update below.

California State Medical License: Number Issue Date: Expiration Date:

Drug Enforcement Agency (DEA) Registration Number: Schedules: Expiration Date:

Controlled Dangerous Substances Certificate (CDS) (if applicable): Expiration Date:

ECFMG Number (applicable to foreign medical graduates): Issue Date

Individual National Physician Identifier (NPI): Medi-Cal/Medicaid Number: Individual Medicare PTAN Number:

All Other State Medical Licenses

State License Number Issue Date Expiration Date

Other Certifications (e.g., Fluoroscopy, Radiography, ACLS/BLS/PALS, etc.)

Type of Certification License Number Expiration Date

Board Certification(s)

Include certifications by board(s) which are duly organized and recognized by: e a member board of the American Board of Medical Specialties ® a
member board of the American Osteopathic Association e a board or association with equivalent requirements approved by the Medical Board of
California e a board or association with an Accreditation Council for Graduate Medical Education or American Osteopathic Association approved
postgraduate training that provides complete training in that specialty or subspecialty.

Name of Issuing Board Certificate Number Date Certified/Recertified Expiration Date (if any)

California Participating Practitioner Application 6 2013





Board Certification(s) (Continued)

Have you applied for board certification other than those indicated on the prior page? []Yes [] No

If so, list board(s) and date(s):

If not certified, describe your intent for certification, if any, and date of eligibility for certification below or in a separate sheet.

Specialty:
Board Name: Describe here:

Exam Date:

VIII. Current Hospital and Other Institutional Affiliations [ | Check if there are any changes and
update below.

Please list in reverse chronological order (with the current affiliation(s) first) all institutions where you have current affiliations (A) and have had previous
hospital privileges (B). This includes hospitals, surgery centers, institutions, corporations, military assignments, or government agencies. If more space is
needed, attach additional sheet(s).

A. Current Affiliations

Hospital Name:
Primary Hospital Address:
City:

Medical Staff Phone:

Hospital Name:
Primary Hospital Address:
City:

Medical Staff Phone:

Hospital Name:
Primary Hospital Address:
City:

Medical Staff Phone:

Hospital Name:
Primary Hospital Address:
City:

Medical Staff Phone:

California Participating Practitioner Application

State:

Medical Staff Fax:

State:

Medical Staff Fax:

State:

Medical Staff Fax:

State:

Medical Staff Fax:

Department Name:
Status (active, provisional, courtesy, temporary, etc.):
Zip Code:

From (mm/yyyy): To (mmlyyyy):

Department Name:
Status (active, provisional, courtesy, temporary, etc.):
Zip Code:

From (mm/yyyy): To (mmlyyyy):

Department Name:
Status (active, provisional, courtesy, temporary, etc.):
Zip Code:

From (mm/yyyy): To (mmlyyyy):

Department Name:
Status (active, provisional, courtesy, temporary, etc.):
Zip Code:

From (mm/yyyy): To (mmlyyyy):
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A. Current Affiliations (continued)

If you do not have hospital privileges, please explain (physicians
without hospital privileges must provide written plan for continuity
of care):

B. Previous Hospital and Other Institutional Affiliations

Name and Address of Affiliation:

Reason for leaving:

Name and Address of Affiliation:

Reason for leaving:

Name and Address of Affiliation:

Reason for leaving:

Name and Address of Affiliation:

Reason for leaving:

Name and Address of Affiliation:

Reason for leaving:

California Participating Practitioner Application

Department:

From (mmlyy):

To (mml/yy):

Department:

From (mm/yy):

To (mmlyy):

Department:

From (mmlyy):

To (mmlyy):

Department:

From (mmlyy):

To (mml/yy):

Department:

From (mm/yy):

To (mml/yy):

2013





IX. Peer References [ | Check if there are any changes and update below.

List three professional references, preferably from your specialty area, not including relatives, current partners or associates in practice. If possible, include

at least one member from the Medical Staff of each facility where you currently hold privileges.

NOTE: References must be from individuals who are directly familiar with your work, either via direct clinical observation or through close working
relations. At least one reference must be from someone with the same credentials, for example, a MD must list a reference from another MD

or a DPM must list one reference from another DPM.

Name of Reference:

Address:

Telephone Number:

Name of Reference:

Address:

Telephone Number:

Name of Reference:

Address:

Telephone Number:

City:

Fax Number:

City:

Fax Number:

City:

Fax Number:

Specialty:
State: Zip:

Email Address:

Specialty:
State: Zip:

Email Address:

Specialty:
State: Zip:

Email Address:

X. Work History

[ ] Check if there are any changes and update below.

Chronologically list all work history activities since completion of postgraduate training (use extra sheets if necessary). This information must be

complete. A curriculum vitae is not sufficient. Please explain any gaps on a separate page.

Current Practice:

Address:

Telephone Number:

Current Practice:

Address:

Telephone Number:

Current Practice:

Address:

Telephone Number:

California Participating Practitioner Application

City:

Fax Number:

City:

Fax Number:

City:

Fax Number:

Contact Name:
State: Zip:

From (mm/yyyy): To (mm/yyyy):

Contact Name:
State: Zip:

From (mm/yyyy): To (mm/yyyy):

Contact Name:
State: Zip:

From (mm/yyyy): To (mm/yyyy):
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XI. Professional Liability

[ ] Check if there are any changes and update below.

Please list all of your professional liability catriers for the past five years, listing the most recent first. If more space is needed, attach additional sheet(s).

Name of Current Insurance Carrier:
Address:

Telephone Number:

Email Address:

Original Effective Date:

Name of Carrier:
Address:
Telephone Number:
Email Address:

Original Effective Date:

Name of Carrier:
Address:
Telephone Number:
Email Address:

Original Effective Date:

City:
Fax Number:
Tail Coverage: [] Yes [ INo

Expiration Date:

City:
Fax Number:
Tail Coverage: [] Yes [[INo

Expiration Date:

City:
Fax Number:
Tail Coverage: [] Yes [JNo

Expiration Date:

Policy Number:

State: Zip:
Website(if applicable):
Per Claim Amount:

Aggregate Amount:

Policy Number:

State: Zip:
Website(if applicable):
Per Claim Amount:

Aggregate Amount:

Policy Number:

State: Zip:
Website(if applicable):
Per Claim Amount:

Aggregate Amount:

XII. Professional and Practice Setvices

[ ] Check if there are any changes and update below.

Are you a Certified Qualified Medical Examiner (QME) of the State Industrial Medical Council? [] Yes [] No

What type of anesthesia do you provide in your group/office?

[ Local [JRegional [ Conscious Sedation []General  []None

[]Other (please specify):

If you provide direct laboratory services, please indicate the TIN utilized and provide Clinical Laboratory Information Act (CLIA)
information. Attach a copy of your CLIA certificate or waiver.

Federal Tax ID:

Billing Name:

CLIA Certificate Number:

California Participating Practitioner Application

Type of Service
Provided:

Do you have a CLIA certificate? []Yes [INo

Do you have a waiver? [ ]Yes [INo

CLIA Certificate Expiration Date:

10
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XII. Professional and Practice Services (continued) [ | Check if there are any changes and update
below.

Have you or your office received any of the following accreditations, certificates or licensures?

[ 1 American Association for Accreditation of Ambulatory Surgery Facilities (AAAASF)

[1 Institute for Medical Quality-Accreditation Association for Ambulatory Health Care (IMQ-AAAHC)

[1 Medicare Certification [] The Medical Quality Commission (TMQC)

[] Child Health and Disability Prevention Program (CHDP)  [] Comprehensive Perinatal Services Program (CPSP)
[] California Children Services (CCS) 1 Family Planning

[ other:

Please list international, state and/or national medical societies or other professional organizations or societies of which you are a member or applicant.

Use the drop-down list to select your membership status.

Organization Name Membership Status
Do you participate in electronic data interchange (EDI)? [JYes [INo If so, which Network?
Do you use a practice management system/software? [JYes [JNo If so, which one?

Continne to the Next Page for HIV/ AIDS Specialist Designation
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HIV/AIDS SPECIALIST DESIGNATION

This legislation requires standing referrals to HIV/AIDS specialists for patients who need continued care for their HIV/AIDS.
The Department of Managed Health Care (DMHC) recently defined an HIV/AIDS specialist under Regulation LS - 34 -01.

In order to comply with this regulation, we need to identify appropriately qualified specialists within our network who meet the
definition of an HIV/AIDS specialist.

We will use your information for internal referral procedures and for publication listing in the Provider Directory.

As always, if information about your practice changes, please notify us promptly.

[J No, I do not wish to be designated as an HIV/AIDS specialist.
[ Yes, | do wish to be designated as an HIV/AIDS specialist based on the below criteria:
[] 1 am credentialed as an “HIV Specialist’ by the American Academy of HIV Medicine; OR

11 am board certified in HIV Medicine or have earned a Certificate of Added Qualification in the field of HIV Medicine granted by
a member board of the American Board of Medical Specialties; OR

11 am board certified in Infectious Disease by a member board of the American Board of Medical Specialties and meet the
following qualifications:

[] 1. In the immediately preceding 12 months, | have clinically managed medical care to a minimum of 25 patients who are
infected with HIV; AND

[] 2. In the immediately preceding 12 months, | have successfully completed a minimum of 15 hours of category 1 continuing
medical education in the prevention of HIV infection, combined with diagnosis, treatment or both of HIV-infected patients,
including a minimum of 5 hours related to antiretroviral therapy per year; OR

[ In the immediately preceding 24 months, | have clinically managed medical care to a minimum of 20 patients who are infected
with HIV; AND

[ 1. In the immediately preceding 12 months, | have obtained board certification or re-certification in the field of Infectious
Disease
from a member board of the American Board of Medical Specialties; OR

[ 2. In the immediately preceding 12 months, | have successfully completed a minimum of 30 hours of category 1 continuing
medical education in the prevention of HIV infection, combined with diagnosis, treatment or both, of HIV-infected patients;
OR

[ 3. In the immediately preceding 12 months, | have successfully completed a minimum of 15 hours of category 1 continuing
medical education in the prevention of HIV infection, combined with diagnosis, treatment or both, of HIV-infected patients
and successfully completed the HIV Medicine Competency Maintenance Examination administered by the American
Academy of HIV Medicine.

Continue to the Next Page for Attestation Questions
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ATTESTATION QUESTIONS

INSTRUCTIONS: Please answer the following questions “Yes” or “No”. If your answer to any of the following questions is “Yes”,
please provide full details on a separate sheet of paper.

1. Has your license to practice medicine, Drug Enforcement Administration (DEA) registration or an applicable Oves
narcotic registration in any jurisdiction ever been denied, limited, restricted, suspended, revoked, not renewed, or
subject to probationary conditions, or have you voluntarily or involuntarily relinquished any such license or
registration or voluntarily or involuntarily accepted any such actions or conditions or have you been fined or
received a letter of reprimand or is such action pending?

2. Have you ever been charged, suspended, fined, disciplined, or otherwise sanctioned, subjected to probationary Cves
conditions, restricted or excluded, or have you voluntarily or involuntarily relinquished eligibility to provide services
or accepted conditions on your eligibility to provide services, for reasons relating to possible incompetence or
improper professional conduct, or breach of contract or program conditions by Medicare, Medicaid, or any federal
program or is any such action pending?

3. Have your clinical privileges, membership, contractual participation or employment by any medical organization [lves
(e.g., hospital medical staff, medical group, independent practice association (IPA), health plan, health
maintenance organization (HMO), preferred provider organization (PPO), private payer (including those that
contract with (public) federal programs, or other health delivery entity or system), ever been denied, suspended,
restricted, reduced, subject to probationary conditions, revoked or not renewed for possible incompetence,
improper professional conduct or breach of contract, or is any such action pending?

4. Have you ever surrendered, allowed to expire, voluntarily or involuntarily withdrawn a request for membership or Llves
clinical privileges, terminated contractual participation or employment, or resigned from any medical organization
(e.g., hospital medical staff, medical group, independent practice association (IPA), health plan, health
maintenance organization (HMO), preferred provider organization (PPO), or other health delivery entity or system)
while under investigation for possible incompetence or improper professional conduct, or breach of contract, or in
return for such an investigation not being conducted, or is any such action pending?

5. Have you ever surrendered, voluntarily withdrawn, or been requested or compelled to relinquish your status as a [lyes
student in good standing in any internship, residency, fellowship, preceptorship, or other clinical education
program?

6. Have you ever been denied certification/recertification by a specialty board? Clves

Cyes

7. Have you ever chosen not to recertify or voluntarily surrender your board certification while under investigation?

8. a. Have you ever been convicted of, or pled guilty to a criminal offense (e.g., felony or misdemeanor) and/or Oyes
placed on deferred adjudication or probation for a criminal offense other than a misdemeanor traffic offense?

8. b.Are any such actions pending? Cves

9. Have any judgments been entered against you, or settlements been agreed to by you within the last seven (7) Clves
years, in professional liability cases? If YES, please complete Addendum B.

10. Are there any professional liability lawsuits/arbitrations against you that have been dismissed or currently ClYes

pending?
If YES, please complete Addendum B.

11. Has your professional liability insurance ever been terminated, not renewed, restricted, or modified (e.g. reduced Llves
limits, restricted coverage, surcharged), or have you ever been denied professional liability insurance, or has any
professional liability carrier provided you with written notice of any intent to deny, cancel, not renew, or limit your
professional liability insurance or its coverage of any procedures?

[INo

[CINo

[INo

[INo

[INo

[CINo
[INo

[CINo

[INo

[CINo

[INo

[INo
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12. Do you have any physical or mental condition which would prevent or limit your ability to perform the essential OyYes [No
functions of the position and/or privileges for which your qualifications are being evaluated in accordance with
accepted standards of professional performance, with or without reasonable accommodations? If YES, please
describe on a separate sheet any accommodations that could reasonably be made to facilitate your performance
of such functions without risk of compromise.

Continne to the Next Page for Additional Attestation Questions

ATTESTATION QUESTIONS (Continued)

INSTRUCTIONS: Please answer the following questions “Yes” or “No”. If your answer to any of the following questions is “Yes”, please
provide full details on a separate sheet of paper.

[Iyes [No
13. Have you ever rendered professional medical services as an employee of a staff model HMO, an entity insured
by the federal government (such as the military or a Federally Qualified Health Center) or an academic institution.
If YES, have you, in the past seven (7) years, been named as a defendant in a lawsuit (whether or not you were [Ives [INo
later dismissed from the matter)?

[yes [No

14. Is your current ability to practice impaired by chemical dependency or substance abuse, including present use of
illegal drugs?

[dyes [No

15. Within the last three (3) years, has your membership, privileges, participation or affiliation with any healthcare
organization (e.g., a hospital or HMO), been terminated, suspended or restricted; or have you taken a leave of
absence from a health care organization for reasons related to the abuse of, or dependency on, alcohol or drugs?

| hereby affirm that the information submitted in this Section, Attestation Questions, Application, and any addenda thereto
is current, correct, and complete to the best of my knowledge and belief and in good faith. | understand that material
omissions or misrepresentations may result in denial of my application or termination of my privileges, employment or
physician participation agreement.

APPLICANT SIGNATURE (Stamp is Not Acceptable):
PRINTED NAME:

DATE:

Continue to the Next Page for Information Release/Acknowledgements
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INFORMATION RELEASE/ACKNOWLEDGEMENTS

| hereby consent to the disclosure, inspection and copying of information and documents relating to my credentials and qualifications and
performance (“credentialing information”) by and between “this Healthcare Organization” and other Healthcare Organizations (e.g., hospital
medical staffs, medical groups, independent practice associations (IPAs), health care service plans, health maintenance organizations
(HMOs), preferred provider organizations (PPOs), other health delivery systems or entities, medical societies, professional associations,
medical school faculty positions, training programs, professional liability insurance companies {with respect to certification of coverage and
claims history}, licensing authorities, and businesses and individuals acting as their agents - collectively “Healthcare Organizations,”) for the
purpose of evaluating this application and any recredentialing application regarding my professional training, experience, character,
conduct and judgment, ethics, and ability to work with others. In this regard, the utmost care shall be taken to safeguard the privacy of
patients and the confidentiality of peer records, and to protect peer review information from being further disclosed.

I am informed and acknowledge that federal and state laws provide immunity protections to certain individuals and entities for their acts
and/or communications in connection with evaluating the qualifications of healthcare providers. | hereby release all persons and entities,
including this Healthcare Organization, engaged in quality assessment, peer review and credentialing on behalf of this Healthcare
Organization, and all persons and entities providing credentialing information to such representatives of this Healthcare Organization, from
any liability they might incur for their acts and/or communications in connection with evaluation of my qualifications for participation in this
Healthcare Organization, to the extent that those acts and/or communications are protected by state or federal law.

I understand that | shall be afforded such fair procedures with respect to my participation in this Healthcare Organization as may be
required by state and federal law and regulation, including, but not limited to, California Business and Professions Code Section 809 et
seq., if applicable.

| understand and agree that |, as an applicant, have the burden of producing adequate information for proper evaluation of my professional
competence, character, ethics and other qualifications and for resolving any doubt about such qualifications.

During such time as this application is being processed, | agree to update the application should there be any change in the information
provided.

In addition to any notice required by any contract with a Healthcare Organization, | agree to notify this Healthcare Organization immediately
in writing of the occurrence of any of the following: (i) the unstayed suspension, revocation or nonrenewal of my license to practice
medicine in California; (ii) any suspension, revocation or nonrenewal of my DEA or other controlled substances registration; or (iii) any
cancellation or nonrenewal of my professional liability insurance coverage.

| further agree to notify this Healthcare Organization in writing, within fourteen (14) days from the occurrence of any of the following: (i)
receipt of written notice of any adverse action against me, by the Medical Board of California taken or pending, including, but not limited to,
any accusation filed, temporary restraining order or imposition of any interim suspension, probation or limitations affecting my license to
practice medicine; or (ii) any adverse action against me by any Healthcare Organization, which has resulted in the filing of a Section 805
report (or any subsections) with the Medical Board of California, appropriate licensing board or a report with the National Practitioner Data
Bank; or (iii) the denial, revocation, suspension, reduction limitation, nonrenewal or voluntary relinquishment by resignation of my medical
staff membership or clinical privileges at any Healthcare Organization; or (iv) any material reduction in my professional liability insurance
coverage; or (v) my receipt of written notice of any legal action against me, including, without limitation, any filed and served malpractice
suit or arbitration action; or (vi) my conviction of any crime (excluding any minor traffic violations); or (vii) my receipt of written notice of any
adverse action against me under the Medicare or Medicaid programs, including, but not limited to, fraud and abuse proceedings or
convictions.

| pledge to provide continuous care for my patients.
I hereby affirm that the information submitted in this application and any addenda thereto (including my curriculum vitae if attached) is true,
current, correct, and complete to the best of my knowledge and belief and is furnished in good faith. | understand that material omissions or

misrepresentations may result in denial of my application or termination of my privileges, employment or physician participation agreement.

A photocopy of this document shall be as effective as the original.

APPLICANT SIGNATURE (Stamp is Not Acceptable) PRINTED NAME DATE
Addenda Submitting;

[1 Addendum B; Professional Liability Action Explanation

This application and Addenda A and B were created and are endorsed by:

- California Association of Health Plans (916) 552-2910
- California Association of Physician Groups (916) 443-2274
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The CPPA has been completed. Please be sure you have signed the last two pages before submission.
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California Participating Practitioner Application

Addendum A
Practitioner Rights

Right to Review
The practitioner has the right to review information obtained by the Healthcare Organization for the purpose of evaluating
that practitioner's credentialing or recredentialing application. This includes non-privileged information obtained from any
outside source (e.g., malpractice insurance carriers, state licensing boards), but does not extend to review of information,
references or recommendations protected by law from disclosure.

The practitioner may request to review such information at any time by sending a written request, via certified letter,
to the Credentialing Department at the Healthcare Organization's offices. The Credentialing Department of the
Healthcare Organization's offices, will notify the practitioner within 72 hours of the date and time when such
information will be available for review at the Credentialing Department office.

Right to be Informed of the Status of Credentialing/Recredentialing Application
Practitioners may request to be informed of the status of their credentialing/recredentialing application. The practitioner may
request this information by sending a written request by letter, email or fax to the Credentialing Department of the
Healthcare Organization's offices.
The provider will be notified in writing by fax, email or letter no more than seven working days of the current status of the
application with respect to outstanding information required to complete the application process.

Notification of Discrepancy
Practitioners will be notified in writing via fax, email or certified letter, when information obtained by primary sources varies
substantially from information provided on the practitioner's application. Examples of information at substantial variance
include reports of practitioner's malpractice claims history, actions taken against a practitioner's license/certificate,
suspension or termination of hospital privileges or board certification expiration when one or more of these examples have
not been self-reported by the practitioner on his/her application form. Practitioners will be notified of the discrepancy at the
time of primary source verification. Sources will not be revealed if information obtained is not intended for veritication of
credentialing elements or is protected from disclosure by law.

Correction of Erroneous Information
If a practitioner believes that erroneous information has been supplied to Healthcare Organization by primary sources, the
practitioner may correct such information by submitting written notification to the Credentialing Department. Practitioners
must submit a written notice, via certified letter, along with a detailed explanation to the Credentialing Department at the
Healthcare Organization, within 48 hours of the Healthcare Organization's natification to the practitioner of a discrepancy or
within 24 hours of a practitioner's review of his/her credentials file.

Upon receipt of notification from the practitioner, the Healthcare Organization will re-verify the primary source information in
dispute. If the primary source information has changed, correction will be made immediately to the practitioner's credentials
file. The practitioner will be notified in writing, via certified letter, that the correction has been made to his/her credentials file.
If, upon review, primary source information remains inconsistent with practitioner's notification, the Credentialing Department
will so notify the practitioner via certified letter. The practitioner may then provide proof of correction by the primary source
body to Healthcare Organization's Credentialing Department via certified letter at the address below within 10 working days.
The Credentialing Department will re-verify primary source information if such documentation is provided.

Healthcare Organization's Credentialing Department Address:

Address: 2662 Harris Street City: Eureka State: CA Zip: 95503-4856

APPLICANT SIGNATURE (Stamp is Not Acceptable):
PRINTED NAME:
DATE:
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California Participating Practitioner Application

Addendum B
Professional Liability Action Explained

This Addendum is submitted to herein, this Healthcare Organization

Please complete this form for each pending, settled or otherwise concluded professional liability lawsuit or arbitration filed and
served against you, in which you were named a party in the past seven (7) years, whether the lawsuit or arbitration is pending,
settled or otherwise concluded, and whether or not any payment was made on your behalf by any insurer, company, hospital
or other entity. All questions must be answered completely in order to avoid delay in expediting your application. If there is
more than one professional liability lawsuit or arbitration action, please photocopy this Addendum B prior to completing, and
complete a separate form for each lawsuit.

[ Please check here if there are no pending/ settled claims to report (and sign below to attest).

I: Practitioner Identifying Information

Last Name: First Name: Middle:

II. Case Information

Patient's Name: Patient’s Gender: [_] Male [_] Female Patient’s DOB:

City, County, State where lawsuit filed: Court Case

number, if known: Date of alleged incident serving as basis

for the lawsuit/arbitration: Date suit filed:

Location of incident:

[ ] Hospital  [] My Office [] Other doctor’s office [] Surgery Center  [] Other (specify):

Relationship to patient (Attending physician, Surgeon, Assistant, Consultant, etc.)

Allegation:

Is/was there an insurance company or other liability protection company or organization providing coverage/defense of the
lawsuit or arbitration action? [ ]Yes [INo

If yes, please provide company name, contact person, phone number, location and carrier's claim identification number, or
other liability protection company or organization.

If you would like us to contact your attorney regarding any of the above, please provide attorney(s) name(s) and phone
number(s). Please fax this document to your attorney as this will serve as your authorization:

Name: Telephone Number: Fax Number:
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ITI. Status of Lawsuit/Arbitration (check one)

] Lawsuit/arbitration still ongoing, unresolved.

[] Judgment rendered and payment was made on my behalf. Amount paid on my behalf:
[] Judgment rendered and | was found not liable.

[] Lawsuit/arbitration settled and payment made on my behalf. Amount paid on my behalf:

[] Lawsuit/arbitration settled/dismissed, no judgment rendered, no payment made on my behalf.

Summarize the circumstances giving rise to the action. If the action involves patient care, provide a narrative, with
adequate clinical detail, including your description of your care and treatment of the patient. If more space is needed,
attach additional sheets.

Please include:

1. Condition and diagnosis at the time of incident,
2. Dates and description of treatment rendered, and
3. Condition of patient subsequent to treatment.

SUMMARY

| certify that the information in this document and any attached documents is true and correct. | agree that
“this Healthcare Organization”, its representatives, and any individuals or entities providing information to this
Healthcare Organization in good faith shall not be liable, to the fullest extent provided by law, for any act or
occasion related to the evaluation or verification contained in this document, which is part of the California
Participating Practitioner Application. In order for the participating healthcare organizations to evaluate my
application for participation in and/or my continued participation in those organizations, | hereby give
permission to release to this Healthcare Organization about my medical malpractice insurance coverage and
malpractice claims history. This authorization is expressly contingent upon my understanding that the
information provided will be maintained in a confidential manner and will be shared only in the context of
legitimate credentialing and peer review activities. This authorization is valid unless and until it is revoked by
me in writing. | authorize the attorney(s) listed on Page 1 to discuss any information regarding this case with
“this Healthcare Organization”.

APPLICANT SIGNATURE (Stamp is Not Acceptable)
PRINTED NAME:
DATE:
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