CONNECTICUT MEDICAL ASSISTANCE PROGRAM  
PERFORMING PROVIDER FORM


1.    Performing Provider’s National Provider Identifier (NPI), if applicable_______________________________
2.    Provider’s Effective Date___________________________
3.    Provider Name____________________________________________________________________________
4.   Address__________________________________________________________________________________

5.    Address__________________________________________________________________________________
6.    City____________________________________
    7.  State___________________     8.  Zip______________



9.    Telephone Number__________________________________________________

10.  Federal Tax ID Type    ______ FEIN
______ SSN           Federal Tax ID Number  ____________________
11.  License/Certification Number____________________ 12.  State Tax ID Number ________________________


13.  Organization Code (Check One):


(  ) Corporation       (  ) Estate/Trust                   (  ) Government Owned     (  ) Not-for-Profit

                      (  ) Partnership        (  ) Public Service Corp      (  ) Sole Proprietorship   

14.   Provider Type_____________________________ 
15.   Provider Specialty________________________________
16.    Primary Taxonomy__________________________________________________


17.   Taxonomy (list up to four additional)        i._____________________ ______ii. _________________________
                                                          
 iii. __________________________iv. __________________________
18.  Language(s)______________________________________________________________________________

19.  ADA Accommodations_____________________________________________________________________
20.  Billing Provider NPI/Non-medical Provider Identifier_____________________________
NAME(S) OF OWNERS AND/OR PARTNERS  (Use additional page, if necessary.)

Name: ____________________________________      Date of Birth: _________________________

Address: __________________________________       Social Security Number:_________________

City: ______________________________________     State:________________ Zip:____________

Telephone number (Area Code): __________________ Percentage of ownership: ________________

Name: ____________________________________      Date of Birth: _________________________

Address: __________________________________      Social Security Number:_________________

City:______________________________________     State:___________________Zip:__________

Telephone number (Area Code): __________________ Percentage of ownership:________________

NAMES OF CORPORATE OFFICERS:

	PRESIDENT

	Name: _________________________________________
	Date of Birth:
	______________

	
	
	

	Social Security Number:  __________________________
	
	

	
	
	

	Address:  _______________________________________
	
	

	
	
	

	Telephone number:   (_____)_______________________ 
	
	


	VICE PRESIDENT

	Name: _________________________________________
	Date of Birth:
	______________

	
	
	

	Social Security Number:  __________________________
	
	

	
	
	

	Address:  _______________________________________
	
	

	
	
	

	Telephone number:   (_____)_______________________ 
	
	


	SECRETARY

	Name: _________________________________________
	Date of Birth:
	______________

	
	
	

	Social Security Number:  __________________________
	
	

	
	
	

	Address:  _______________________________________
	
	

	
	
	

	Telephone number:   (_____)_______________________ 
	
	


	TREASURER

	Name: _________________________________________
	Date of Birth:
	______________

	
	
	

	Social Security Number:  __________________________
	
	

	
	
	

	Address:  _______________________________________
	
	

	
	
	

	Telephone number:   (_____)_______________________ 
	
	


	If this corporation is a subsidiary of another company please identify parent corporation

	
	
	
	

	Name:
	_____________________
	Corporate Headquarters:
	_________________________

	
	
	
	

	
	
	
	_________________________

	
	
	
	


The following provides field by field instructions for page 1 of the Performing Provider Form.
Field Number and Name

Description


	1.
	Performing Provider’s National Provider Identifier, if applicable:
	Enter the performing provider’s National Provider Identifier (NPI), if applicable.

	
	
	

	2. 
	Provider’s Effective Date:
	Enter the date the performing provider is to be effective with the group.

	
	
	

	3.
	Provider Name:
	Enter the name of the performing provider that is enrolling.

	
	
	

	4.
	Address:


	Enter the first line of the provider’s address.

	5.
	Address:


	Enter the street name and number of the address.  This cannot be a P.O. Box.

	
	
	

	6.
	City
	Enter the city name of the provider’s address.

	
	
	

	7.
	State
	Enter the state name or abbreviation of the provider’s address.

	
	
	

	8.
	Zip
	Enter the 9-digit zip code of the provider’s address.

	
	
	

	9.
	Telephone Number:
	Enter the provider’s telephone number.

	
	
	

	10.
	Federal Tax ID Type (Check One):

___ FEIN   ____ SSN
	Indicate the type of the provider’s federal tax ID – either  Federal Employer Identification Number (FEIN) or Social Security Number (SSN).

	
	
	

	
	Federal Tax ID Number:
	Enter the Federal Tax ID Number of the group.

	
	
	

	11.
	License/Certification Number:
	Enter the license or certification number of the provider, if applicable.

	
	
	

	12.
	State Tax ID Number:
	Enter a State Tax ID number.  A State Tax ID number is required if the performing provider has employees or collects state sales tax.

	
	
	

	13.
	Organization Code (Check One):
	Select the organization code that applies to the performing provider.

	
	
	

	14.
	Provider Type:
	Enter the provider type code.  This field is to be completed by DSS.

	
	
	

	15.
	Provider Specialty:
	Enter the provider specialty code.  This field is to be completed by DSS.  

	
	
	

	16.
	Primary Taxonomy:
	Enter the primary taxonomy of the provider, if applicable.

	
	
	

	17.  
	Taxonomy (list up to four additional):
	Enter up to four (4) additional taxonomies that are associated with the performing provider’s NPI.

	
	
	

	18.
	Language(s)
	Enter the language(s) spoken by the provider, including sign language.

	
	
	

	19.
	ADA Accommodations
	Enter any American Disabilities Act (ADA) accommodations that the location provides, e.g. wheelchair accessible.

	
	
	

	20.
	Billing Provider NPI/Non-medical Provider Identifier
	Enter the billing provider’s National Provider Identifier (NPI), if applicable, or their Non-medical Provider Identifier.


Name of Owners and/or Partners Section
Use this section of the form to supply the requested owners and/or partners information, if applicable.

Name of Corporate Officers Section
Use this section of the form to supply the requested corporate officer information, if applicable.

