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MANAGED CARE PROGRAM SERVICES NETWORK APPLICATION

1.   Company:


______________________________________________________________________________




(Company Name)

2.   Contact Person:

______________________________________________________________________________




(Name & Title of the HHP member joining Managed Care)





______________________________________________________________________________




(Company Mailing Address)





_____________________________________________________________________________




(City, State, Zip)

(____)________________________  (____)________________________




(Telephone Number)                 (Fax Number)





_____________________________________________________________




(Email Address)




_____________________________________________________________




(Web Address)
3.   Business Structure/Ownership:
A.  ______________________________________________________________________________________
(Parent Company if applicable)

B.  ______________________________________________________________________________________
(Company Owner (s) - list all individuals with 10% or more interest in Company)

        ______________________________________________________________________________________


        ______________________________________________________________________________________
C. ______________________________________________________________________________________
(Office Days & Hours of operation)
______________________________________________________________________________________
4.   Licensing & Accreditation: (Attach as exhibit A)

A.  For each location you plan to list with the various insurance companies, please provide copies of the following as applicable and check all those that you are including. Include current evidence of all licensees’ and certificates.

*The items that have an asterisk before them are items that will need to be submitted to the HHP/CA office upon renewal. These items are requested by the insurance companies on a regular basis and we must be able to provide them with current copies to keep our managed care provider status.  

· *Current State License (wall and/or pocket)
· Audioprosthology (ACA)
· Audiology Certification by ASHA
· *National Board for Certification
· *Any other professional License/Certification Registration
· Copy of the pre-printed IRS documentation showing the EIN/Name combination recognized by the IRS 

· *Completed W-9 Form
· *Current Business License
· If incorporated, Articles of Incorporation

· If using a fictitious name, a copy of your Fictitious Business Name Statement or approval of that fictitious name from the California licensing Board issuing your license.

· List of all applicable equipment used and services provided by company/applicant
· *Current Calibration Certificate of applicable equipment
· Company Patient Office Questionnaire
· HHP Member who is applying for MC five year work history

· National Provider Identifying Number (NPI)please include a copy of the email notification from the Enumerator or NPPES screen print or CMS/Enumerator notification letter

· $300.00 for processing and the first year of dues
5. Quality Management: (Attach as Exhibit B)
B.  Provide a copy of your Quality Management policy or a statement of how you ensure that your services meet or exceed community standards and ensure referring physician and patient satisfaction.

6. Insurance Coverage: (Attach as Exhibit C)
C.  Describe the amount and carrier of your company’s general and professional insurance. Include current evidence of coverage. A minimum of $1,000,000 (one million dollars) must be carried in business/professional liability plus $2,000,000 (two million dollars) in aggregate coverage.

7. Attestation: (Attach as Exhibit D)
D.  Please answer the following questions. If you check “YES” on any of the following responses, please attach an explanation as Exhibit D.

   Yes        No

·      (
Has any action ever been taken against Company operating license in



any state, including but not limited to, revocation, suspension, limitation,



probation or voluntary relinquishment?

·      (
Is licensure action pending against company or owner in any state at this 



time?

· 
     (
Is Company or owner/manager under investigation by a regulatory,

professional or licensure agency, such as HADEC, Medicare, Medi-Cal,

  

Medicaid, etc.?

·      (
Has Company or owner/manager ever been required to make a payment



to any plaintiff due to a professional or product liability suit?

·      (
Is there currently any malpractice action pending against Company and or 



owner manager?

·      (
Has Companies or owner managers liability insurance ever been denied, 



canceled, not renewed or surcharged?

·      (  
Has any of Company’s professional staff ever had any action taken against



his/her professional license, registration, or certification; including but not



limited to, revocation, suspension, limitation, probation or voluntary



relinquishment?


Please read and understand the following carefully before signing. Should you have any questions concerning this application and or the process once it is submitted, please feel free to give us a call at 916-447-1975. 
I declare that all information submitted is complete and correct to the best of my knowledge and belief. I understand that misrepresentations, errors, and omissions may result in denial or dismissal from the Hearing HealthCare Providers/California Services Network.

I authorize the Hearing HealthCare Providers/California and its representatives to consult with persons and organizations that may provide information relative to the information provided in this application.   

In the event of my acceptance into the Network, I agree to promptly report any and all changes in information pertinent to this application, including, but not limited to disciplinary action(s), changes in my malpractice coverage, license, accreditation or certification.

It is further agree that if I violate the Hearing HealthCare Providers/California Code of Ethics and/or if any of my actions are not in the best interest of the Hearing HealthCare Providers/California it will remain understood that I will be removed as a Provider of the said Network.

In addition it is understood that if the Hearing HealthCare Providers/California is required to attain the service(s) of legal counsel to exercise its right under this agreement, then the fee(s) in question will be borne by my person.

The Hearing HealthCare Providers/California is NOT responsible for any injury or claims arising out of acts by individuals enrolled in this program. Enrollees shall assume all risks and liabilities both personal and financial in connection with enrollment and subsequent participation in said managed care contracts. The Hearing HealthCare Providers/California represents no warranties, either expressed or implied as to guaranteeing any signed contracts.

_______________________________________________________


___________________________________

Company Owner/Director/CEO




Date

_________________________________________________________________________________________________________

Please print name and title

Please submit the complete application and attachments along with your non-refundable $300.00 processing fee and annual dues to;
HHP/CA Managed Care Provider Program

Attn: Samantha Marcantonio

1121 L Street, Suite 409

Sacramento, CA  95814

The normal turnaround time to be listed with the insurance carriers is about one month to six weeks, depending on the completeness of information submitted.

Date Received: ________________________________________
Dues up to date: __________________________________

Member since: _______________
Approved/Denied: ___________________
Manual sent: ____________________

Listed with Insurance Companies: ____________________________________________________ Date: ________________

Name of person who processed application: ________________________________________________________________
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