STATE OF CONNECTICUT  -  DEPARTMENT OF SOCIAL SERVICES

CONNECTICUT HOME CARE PROGRAM FOR ELDERS

PERFORMING PROVIDER REGISTRATION FORM
Provider's
Type of

Legal Name:

Provider:
 
Performing

Provider Location Site:
 

(Street)
(City)
(State)
(Zip Code)
Telephone #: (
)

State License/Certificate #:

 









(Attach copy)

 FORMCHECKBOX 
  City/Municipal
 FORMCHECKBOX 
  State Owned
 FORMCHECKBOX 
  Corporation
 FORMCHECKBOX 
  Charitable
 FORMCHECKBOX 
  Private
FEIN # ___  ___  ___  ___  ___  ___  ___  ___  ___ 
SSN # 
___  ___  ___  ___  ___  ___  ___  ___  ___


Name of Contact Person: 
 

(Owner, Administrator or Manager)
      
Parent Organization Legal Address
Send Remittance Invoice To:
Is or was applicant a Medicaid provider and/or a performing provider in the State of Connecticut?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

If Yes, list provider Number and Dates:



Provider Number

Dates
The registrant acknowledges that the provider guidelines W-1217 PG have been reviewed, signed and will be followed.

	FOR PROVIDERS OF SERVICES

	Name
Title
Date

	Witness
Date


ADVANCE \U 2.85
	ACCESS AGENCY ACCEPTANCE

	Director or Designee
Title
Date


ADVANCE \U 2.85
	DSS VERIFICATION

	Name of DSS Staff
Title
Date




NOTE:
A rate sheet must be attached when this document is filed with the Department of Social Services.  


W-1217


(Rev. 3/02)








