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SUBCHAPTER 1. PHYSICIAN CREDENTIALING

8:38C-1.1 Scope and purpose

(a) This subchapter applies to all carriers offering man-
aged care plans, and the agents that carriers may use for
purposes of credentialing or recredentialing physicians on
behalf of the carriers.

(b) This subchapter establishes a credentialing and re-
credentialing form pursuant to the authority set forth at
N.J.S.A. 26:28-7.1, to be accepted by all carriers offering
managed care plans for the purpose of credentialing and
recredentialing physicians who seek to participate in a carri-
er’s provider network, including physicians employed by
hospitals or other health care facilities.

(c) This subchapter establishes alternative, acceptable
means by which carriers offering managed care plans may
credential and recredential physicians.

8:38C-1.2 Scope and purpose

The following words and terms, when used in this sub-
chapter, shall have the following meanings, unless the con-
text clearly indicates otherwise.

“Carrier” means an insurance company authorized to
transact the business of insurance in this State and doing a
health insurance business in accordance with N.J.S.A.
17B:17-1 et seq., a hospital service corporation authorized
to do business pursuant to N.J.S.A. 17:48-1 et seq., a
medical service corporation authorized to do business pursu-
ant to N.J.S.A. 17:48A-1 et seq., a health service corpora-
tion authorized to do business pursuant to NJ.S.A.
17:48E-1 et seq., or a health maintenance organization
authorized to transact business pursuant to N.J.S.A. 26:2J-1
et seq.

“Credentialing” means the process of collecting and vali-
dating the professional qualifications of a physician and
evaluating those qualifications against a carrier’s standards
of qualifications for participation in the carrier’s health care
provider network for the carrier’s managed care plans.
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“Credentials data” means information, attachments, or
answers to questions required by a carrier to complete the
credentialing or recredentialing of a physician.

“Department” means the Department of Health and Sen-
ior Services.

“Managed care plan” means a health benefits plan (as
health benefits plan is defined at N.J.S.A. 26:2S-1 et seq.),
that integrates the financing and delivery of appropriate
health care services to covered persons by arrangement with
participating providers, who are selected to participate on
the basis of explicit standards, to furnish a comprehensive
set of health care services and financial incentives for cov-
ered persons to use the participating providers and proce-
dures provided for in the plan.

“New Jersey Universal Physician Application” means the
form developed by the Department and set forth in the
Appendix to this subchapter as Exhibit 1.

“New Jersey Physician Recredentialing Application”
means the form developed by the Department and set forth
in the Appendix to this subchapter as Exhibit 2.

“Physician” means a person who is licensed by the State
Board of Medical Examiners in accordance with the provi-
sions of Title 45 of the Revised Statutes.

“Prepopulate” means to pre-print requested information
derived from a database on a form prior to distributing the
document to the target population for review, completion
and correction, as appropriate.

“Recredentialing” means the process by which a physi-
cian’s information related to his or her credentials is updat-
ed and re-verified for purposes of determining whether the
physician shall continue to participate in the carrier’s health
care provider network.

8:38C-1.3 Credentialing standards

(a) Carriers that offer managed care plans shall accept
the New Jersey Universal Physician Application, as set forth
in Exhibit 1 of the Appendix to this subchapter and incorpo-
rated herein by reference, for the purpose of credentialing
physicians who seek to participate in the carrier’s net-
work(s).

(b) Carriers that offer managed care plans may continue
to use another physician credentialing application form but
shall inform physicians that a downloadable version of the
New Jersey Universal Physician Application is available
through the Department’s website www.state.nj.us/health or
indicate where physicians may obtain a hard copy of the
New Jersey Universal Physician Application.
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1. When a physician makes an oral inquiry concerning
a credentialing application, then a carrier’s response con-
cerning the availability of the New Jersey Universal Physi-
cian Application may be oral; however, any mailing of the
carrier’s credentialing application form as a follow-up to
the oral request shall include a written notice referencing
the availability of the New Jersey Universal Physician
Application, and information on how to access the appli-
cation.

2. When a physician inquires in writing concerning a
credentialing application, then the carrier shall include
with its credentialing application form a written notice
referencing the availability of the New Jersey Universal
Physician Application and information on how to access
the application.

3. Carriers shall not require providers to use the
carrier’s credentialing form in lieu of the New Jersey
Universal Physician Application in order to participate in
the carrier’s network(s).

(c) As an alternative to the requirements set forth in (a)
or (b) above, carriers may access information about a
physician from a recognized, national credentialing data-
base, data bank or repository of health care providers
subject to the following conditions:

1. Carriers shall not require providers to use a nation-
al database in lieu of one of the forms set forth in (a) or
(b) in order to participate in the carrier’s network(s).

2. The database shall include credentialing data com-
monly requested by carriers, hospitals and other health
care entities and credentials verification organizations for
purposes of credentialing and shall minimize the need for
the collection of additional credentials data.

3. The database shall be accessible to physicians at no
cost.

4. The database shall be accessible to physicians
through multiple methods including electronic and paper
formats,

5. The database shall incorporate adequate security
features to ensure that credentials data submitted by
physicians and provided for review shall remain confiden-
tial, as provided by law, and shall not be released without
the written consent of the physician.

i. An electronic signature or other similar alterna-
tive that acknowledges the physician’s consent to the
release of credentials data shall satisfy the written
consent requirement.

6. The database shall, at a minimum, collect the fol-
lowing physician credentialing information:

i. Education and degrees;
ii. Specialty, if applicable;

iii. Board certification status;
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iv. Hospital affiliations;

v. Office hours;

vi. Whether accepting new patients;
vii. Liability insurance coverage;

viii. Languages spoken;

ix. Professional references; and

x. State and Federal license and/or registration
number.

7. The database shall require physicians to provide all
information concerning any license actions, sanctions or
restrictions; professional sanctions from any source; felony
conviction(s) and malpractice claim history from settled
or closed case(s).

8. The database shall require the physician to attest to
the completeness and accuracy of the information provid-
ed.

9. The database shall require primary and secondary
source verification for all licenses, board certifications,
registrations and insurance.

10, Nothing set forth in this subsection shall preclude a
carrier from consulting a national database to verify data
submitted in accordance with subsection (a) or (b).

8:38C-14 Recredentialing standards

(a) Carriers that offer managed care plans shall accept
the New Jersey Physician Recredentialing Application, as
set forth in Exhibit 2 of the Appendix to this subchapter and
incorporated herein by reference, for the purposes of recre-
dentialing physicians who seek to continue to participate in
the carrier’s network(s).

(b) A carrier that offers managed care plans may contin-
ue to use another physician recredentialing application form
for renewal of credentialing if the carrier prepopulates the
form with the individual information of each physician to
whom the form is sent.

1. Carriers electing to use a prepopulated recreden-
tialing application shall inform physicians of the availabili-
ty of the New Jersey Physician Recredentialing Applica-
tion, downloadable through the Department’s website
www.state.nj.us/health or indicate where physicians may
obtain a hard copy of the New Jersey Physician Recreden-
tialing Application.

i. When a physician makes an oral inquiry concern-
ing a recredentialing application, then the carrier’s
response concerning the availability of the New Jersey
Physician Recredentialing Application may be oral;
however, any mailing of the carrier’s recredentialing
application form as a follow-up to the oral request shall
include a written notice referencing the availability of
the New Jersey Physician Recredentialing Application,
and information on how to access the application.
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ii. When a physician inquires in writing concerning
a recredentialing application, then the carrier shall
include with its recredentialing application form a writ-
ten notice referencing the availability of the New Jersey
Physician Recredentialing Application, and information
on how to access the application.

2. Carriers electing to use a prepopulated recreden-
tialing application form shall modify the form as necessary
to provide physicians with space on the form to correct,
add or update any incorrect or missing information.

3. Carriers shall not require a physician to use the
carrier’s recredentialing form in lieu of the New Jersey
Universal Physician Recredentialing Application in order
to continue to participate in the carrier’s network(s).

(c) Carriers may send the prepopulated form electroni-
cally or in paper format, and shall be capable of accepting
any revisions to the prepopulated form in the same format
in which it was distributed; however, a carrier shall not
require that a physician be capable of accepting the prepo-
pulated form electronically, nor shall the carrier require that
revisions to the prepopulated form be submitted electroni-
cally by a physician.

(d) As an alternative to using the recredentialing form
set forth in (a) above or a prepopulated form as set forth in
(b) above, carriers may utilize update and recredentialing
information obtained from a national credentialing data-
base, data bank or repository of health care providers.

1. The election by the carrier to use a national cre-
dentialing database, data bank or other repository of
health care providers shall be subject to the conditions set
forth at N.J.A.C. 8:38C-1.3(c).

8:38C-1.5 Right to request additional information

(a) Use or acceptance by a carrier of the New Jersey
Universal Physician Application form, the New Jersey Physi-
cian Recredentialing form or the election by the carrier to
obtain information from a national credentialing database,
data bank or repository of health care providers shall not be
construed to restrict the right of a carrier to request addi-
tional information necessary for credentialing or recreden-
tialing.

1. Notwithstanding (a) above, a carrier shall not re-
quest information that duplicates information already
requested on the New Jersey Universal Physician Appli-
cation form, or as part of the national credentialing da-
tabase, data bank or repository of health care providers.

2. A request by a carrier or other qualified entity for
primary or secondary source verification shall not be
considered a request for duplicative information, or other-
wise prohibited.
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8:38C-1.6 Enforcement 2. Other remedies for violations of statutes, as provid-
(a) The Department is authorized to impose the follow- ed by State and Federal law, )
ing remedies to enforce the provisions of these rules. \)

1. Imposition of a monetary penalty for each violation
in an amount determined by the Commissioner in accor-
dance with N.J.S.A. 26:2S-16; and/or .

Supp. 12-6-04 38C-4



MANAGED CARE PLANS 8:38C EXH. 1

Personal Information o . —
Physician Name - Last Fom MJ. T, S5 o0} Professioul Degree(s) Sockal Secuity Namber
(MD, DO, DDS, DMD, DPM, DC)
Otber iae vel: Other mrme used: Date of Birth (o adlyyyy) Gender
Years associsted with former name: Years associated with former name: Male :Jl’mh
| TIOME haning Address Chy State ZIF Code Are you ehigible 0 work @ tho URiied
{1 ¥es [INo
Practice Location Information
Type of Service Provided: 1] Primary Care Specialist _ | Non-Primary Care S%hlist _
Physician Group Nazw/Practics Narme to sppear in the diveciory Group/Corporie name 83 it 2ppesnt oa W9, for Group Name/Practice Name
Primary Offics Address - Suvel Céy Suw ZiF Code
Prizmary Office Telephone Numbes Primasy Oifics Fax Number Primmary Ofikee EmWdl Adress " Tax 10 Number 800 Associsied Individml
Group Number snd Neme (for dis location)
™~
Q Are you currently practicing at the location shove? |_| Yes ] No 1f No, what is your expected start date?
" Oher Office Addrens - Sovet Ciy Sake ZiF Code
Do you wand this site ﬁunlinmeb'mnxla Llne — —
Telephone Nurber Nusmber Emal) Address T iD s Associaied Individus)
Group Nuwber and Name (Ror this focation)
no;ggm'nu;mgsmauggwnm nNo —
Telephane Nurmber Fax Nutber Eeil Address Tax 1D Nurcer and Arsociaied individua)
Growp Number end Name (Ror this location)
Corvapondence Office Adldress - Strest Ty Stk ZF Code
~Fetephone Number Fax Nanbes Eowil Address
If you have additional offices, please submit an attachment containing the above information and check this box O
License and Other Identification Numbers
- Lo Fufoymation ~ lnclude sl Recasef d certificaticus in all St here yau Sse curyes i R . .
suu(:'a.;tn Do you cuyraaily practice in this state? Licenne/Cortilicate Number Lu:wm. NA
License
License

38C-5 Supp. 12-6-04
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[ Licenses, Continued

DEA Registracion Centificase

" CUS Weptation Coriificate

I Other COS/DEA (speciiy)

PN "Nanocal Provider Idcaiieer | A cipa Medicars Provier N Are ‘Mudicaid Provider N

i you § panicipaling umbier(s) Jou 8 participatieg Number(s)

Yes No ! !Yes | INo

" indersationsl Mcdical Oradusies: Afo you ceiied by (e ] 1 ye&, Numbes Tave D

Edueatiosa! Council for Forelgn Medics) Gradaaes (ECFMG)?

[]Yes [INo

Medical Education R e -

Issalng ional Degres (Medical, Desial Cliropractic) Degres Attendance Dakes
Addressien Ciiy St/ Coumtry

1t you attended additional schools, please submit &

ttachment containing the above information and check this box ]

Fosh-gracwaia Education Tositution Name Addrss
] Internship Fellowship
! !Resxdency Teaching Appointment
SuComtry - Sprenky SistDaic Goondvyear) | End Dale (mondvyoe) |

Fost graduste Education Tnstition NADE Address
Elntcmsln’p ] Feltowship :

Residency Teaching Appointment I
City S/Coutry Speciahy Start Do (moctwycas) | End Dade (roatiye)
Post graduate ESucation Thekitation Netw Addren
[} Internship ) Fellowship

Residenc Teac! intment —
City Specialty SO T8 (onU yest) End Dste (monivyear)

H you completed additional training, please submit stiachment containing the above information and check this box D

["O0%r Graduaie Level EQucation S0F WEICK & 06§70 W 0DGAISOd ~ ype | 1nmtioaion Nasme Addeess
of program (Psychology, Public Heakh, MBA, atc.)
Chy SRiciCountry Degres ObRined "Dt of Gradustion (moavyes)
. 'ﬁnofmﬁm'
Epiration Du (if sppliceblc) | Do yout wish o ba tisied in e drectory under the specially?
HMO ] Yes| I No
PPO Yes_INo
POS []Yes[INo
™1 ot Bloasd certfiod, Wadicaw any of (e foilowing Gt apply:
11 have taken exam, results pending for (board)
1 am intending to sit for the Boards on (date)
1 amnot ing to take Boards
Supp. 12-6-04 38C-6
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Q/ Professional/Medical Specialty Information Conﬁnud
Secondary Specially ‘Nar of Cestilying BoAr
DYu CINe
Tniial Certiticalion Dxte Receriification Date{s) (1 applicabic Expiration Date (i tppl

[T not Bosed certified, indicats anry of e following that apply:

the direciory under this
lYes No
ros C]YesDNo

11 have taken exam, results pending for (board)
L] 1am intending to sit for the Boards on (date)
I am not 1o take Boards -
Soecially T Board Certified? Noaine of Ceniifylng Board
[ Yes [No
[ Tnital Cenification Dale Receviilication DRte(s) (F sppiicabi) Expiniion Dasw (if applicable) | Do you wish to be listed in (he Giceciory wader i specaalty? |

HMO[[] Yes [ No
PPO []Yes[CINo
POS [] Yes[INo

|17 uct Board certified, indicats sny of the fhllowing that apply:

[[] 1 have taken exam, results pending for (board)
C1am intending to sit for the Boards on (date)
1 am not to take Boards
Arcas of o Touresi of Tocus (FIVIAIDS, ¢kc,) List

Hospital Affiliations and Privileges .
Doyoul\avcl:ospitalyrivileges?i [¥es [INo

If you do not admit patients, what admitting arrangemeats do you have?

1T you bave prt eass answer the section below. Inciude sil where you have privileges. —
mu-pu'nm! you heve sdwatting | Im City Stais | ZIP Code Telaghone

N Full Urseatricied Privileges | Type of Privileges: MWM OF the tota) rumiber of aduiasions © all BORpIals 0 e past
{3 Yes DNo O Yes [JNo yeur, what pescesiage @ 10 this specific Mompical?
[“Other Hospital where you bave prvilegts ‘Address Cy Saie | ZIP Code Toghone
Fall Uneesiricied Privieges | Type of Privileges: Arc Privileges Temporiay? | OF the 100) watrber o Sduassions ¥ all Boapiiale i the past
O Yes [INo O Yes (No yesr, whet parcentage is (0 this specific hospital?
[ Giir Flospiial where you Rave privileges Address Chy Saw | 2P Code Taeghone
"Full Unrestricied Privikegea | Type of Privikeges: Are Privileges Tenporery? | OF e $90) naniber of sduasnioms © 41 howploh = e past
{0 Yes L']No Cl Yes CINo year, what percestage i 1 this specific hospilat?
[~Additional Hospital wheve you Bave privileges | AGGress City Suls | ZIP Code Talaghone
Full Usvestricied Privileges | Type of Privileges: 'Ars Privileges Temporary? the 100 EReriber 07 SATEIONS 0 A1) Boapiials b the pasl
[J Yes DNo [JVes [INo | resn whapercemags s o his specitic hompial?

I you have additional hospital affiliations, please submit attachment containing the information above and check thisbox [_]

List all other hospitals where you have previously had privilepes: _ _ —
e Addreas City San 2 Code Detes of aliilation

| _—

Hoepital sare ‘Address City State TP Code | Daics of afiiliation

If you have other previous hospital affiliations, please submit attachment containing the information above aud check this box ||
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",

Work History N - T : T
Include chvonological work history sluee completion of training R R
Narn T Address Gy SOt T Code | Sunimwindinle
Pracice/Ermployer NAmE Address Ty St ZiPCode | San Dawend Dae
[ PrciceEmployer Name Address Gy Sie ZPCode | SonDskEndDew ]
" Practice/Enployer Nawme Adimess oy Sk ZAP Code | Siart DukvEnd Date
For additional work history, please submit attachment containing the above Information aud check this box ]
Plemgrovidemg:_cghmﬁonofmg‘mmmmmﬂuiﬁmhwkhismy
Dex: [:7 ;
" Date: Explanation:
Are you currently on active military duty or on military reserve? |} Yes [ ]No
Please provide three professional references that are not in own ice and are not relatives
Name "‘"‘W Chy ] ZiP Code
9
Cay State ZiF Code Norber
Poliy Number Amoum of Covetage Pes Occmmence Amoost of Caverage Aggrepaie of Covernge Leagth of (me With carics
Individual
Shared
Nawe of Trwawnace Cumir If With curent CRITIC? 160 08 § yEars Expiration Daw
Address Cily Sl ZiF Codn | Telaphovs Nsber
| Folicy Nuwbes Arooust Gf Coverage Pev Ocomvence Aranet o Coverags AREregan """'of;m'qnfm Tengih of Gime with camier
[] Shared
StatuwRoleInPractice - — »
Owner 1 1) Partner 1 L) Employee
Officer 1] Shareholder

Supp. 12-6-04 38C-8
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N/

'l! ou ownlmw or have Inmem ln an other ouulde dinlcll lab, please fill in below '
Legal Billing Name “!“‘"‘""'—""*"""‘x"""l"'m' TAtach copy of W-9) R Tclmmw
| Fiease provide 3 SGasmary patiem for this business )
Covera o
@u nantes ot collenggg ) pro l__ng regular covergge and his or her ggﬂggl ).)
Provider Specialty
Partnerl o
List full names of all partaers in your guctlce (amch llst for large group):
Nase (Last Name, Fiest Nams, M.1.) Name (Las Name, First Nama, ML)
[ Name (Lasi Haene, First Name, M.L) ‘Name (Lasi Name, Fiast Name, ML)
Name (Last Name, First Namme, ML) Name (Last Name, Ficst Namms, M.))
[ Name (Last Name, First Maims, M.L) Natw (Lass Narom, First Naows, ML)
/~
N
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Other Practice Information (specify for each site)

For additional office sites, please submit attachment containing the information below and check this box D

Office Address: Office Address:
of Practice; of Practice:
Solo Solo
[2] Single Specialty Group [} Single Specialty Group
| [] Multi-Specialty Group L] Multi-Specisity Group —
Office Manager or business office siaff contact; Office Manager or business office staff contact:
Name: Name:
Phone Number; Phone Number:
Fax Number: Fax Number:
Credentialing contact (if different from above): Credentialing contact (if different from above):
Name: Name:
Phone Number: Fax Number: Phone Number;____ . Fax Number:
Email: Email;
Address: Address:
City: City:
State; ZIP Code: State: ZIP Code:
illing Information: Billina o o
Billing representative’s name; Billing representative's name:,
Address: Address:
City: City:
State: ZIP Code; State: ZIP Code:
PhoneNumber:___________ Fax Number: PhoneNumber:____________ _ Fax Number:
Email: Email;
Department Name if Hospital Based: Department Name if Hospital Based:
Who check should be payable to:, Who check should be payable to: — —
Do you have capability for electronic billing? [ ] No Do vou have capability for electronic billing? | ] Yes {1 | No
Office Buginess Hours (hours patients are seen). Office Business Hours (hours patients are secu):
Day(s) No Officc | Moming | Afernoon | Evening J Day(s) NoOffice | Moming | Aftemoon | Evening
Hours Hours
Monday u] Monday ]
| Tuesday in] Tuesday [w]
| Wednesday [u] Wednesday m]
| Thursday | [) Thursday [m]
| Friday (m] Friday m]
| Saturday [m] Saturday [
Sunday [m] Sunday i w]

After hours, back office phone number for health plan business use
only:

After bours, back office phone number for health plan business use
only:

Do you provide 24 hour/7 day a week phone caverage for this site?

Do you provide 24 howr/7 day a week phone caverage for this site?

[ Yes [INo Ifyes, indicate type: (O Yes [OINo Ifyes, indicate type:
) Answering service [} Answering service
{7 voice mail with instructions to call answering service |1 Voice mail with instructions to call answering service
{7 Voice mail with other instructions 7] Voice mail with other instructions
Supp. 12-6-04 38C-10
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Do you accept new patients into the practice? || Yes (] No
Accept all new patients? O Yes [ONo
Accept existing patients with change of payor?[] Yes [JNo
Accept new patients from physician referral? [[] Yes [ No
Accept new Medicare patients? (O Yes [CINo
Accept new Medicaid patients? JYes [ONo

If this information varies by health plan, please provide

explanation:

Do you accept new patients into the practice? [ Yes [ ] No
Accept all new patients? [ Yes []Ne
Accept existing patients with change of payor?[] Yes [ JNo

Accept new paticnts from physician referral? [] Yes [JNo
Accept new Medicare patients? [0 Yes [INo
Accept new Medicaid patients? [ Yes [INo

If this information varies by health plan, please provide
explanation:

Are there any practice limitations? Yes No
If Yes, indicate limitations below:

Sex: []JMale only [] Female Only [JN/A

Patient age limitations (please list ages): [[] N/A

Are there any practice limitations? D Yes | | No
If Yes, indicate limitations below:

Sex: (JMale only [ Female Only [JN/A

Patient age limitations (please list ages): [J N/A,

List other limitations:

List other limitations:

Do mid-level practitioners such as nurse practitioners, physician
assistants, midwives, social workers or other non-physician
providers care for patients in your practice? L—js Yes [JNo
If yes, provide the following information for each staff member:
Name:
Professional Designation:
State License Number:
Name:
Professional Designation:
State License Number:
(Please attach a list of any additional mid-level practitioners)

Do mid-level practitioners such as nurse practitioners, physician
assistants, midwives, social workers or other non-physician
providers care for patients in your practice? Yes [INo
If yes, provide the following information for each staff member:
Name:
Professional Designation:
State License Number:
Name:
Professional Designation:
State License Number:
(Please attach a list of any additional mid-level practitioners)

Non-English Languages spoken by health care provider:

Non-English Languages spoken by health care provider:

Non-English Languages spoken by office personnel:

Non-English Languages spoken by office personnel:

Are interpreters available? [JYes [ONo ] Are interpreters available OYes [ONo
If yes, specify languages: | If yes, specify languapes: —_—
Does this office meet ADA accessibility standards? Does this office meet ADA accessibility standards?
[Jyes [INo [JYes [INo
Does this site provide handicapped accessibility for each of the Does this site provide handicapped accessibility for each of the
following: following:
Building [ Yes [JNo Building O Yes CONo
Parking [ Yes [JNo Parking O Yes [INo
Restroom CJYes [ONo Restroom OYes ONo
Other: , Other:
Does this site have other services for the disabled?] ] Yes L] No | Does this site have other services for the disabled?[ ] Yes L] No
If yes, indicate type: If yes, indicate type:
Text Telephony - TTY [dYes [ONo Text Telephony - TTY ] Yes (O No
American Sign Language - ASL [ Yes [JNo American Sign Language - ASL 3 ves [INo
Mental/physical impairment services OYes [INo Mental/physical impairment services OYes [No
3 Other:

Is this site accessible by public transportation? [ ] Yes I INo
If yes, indicate type:

Bus [ Yes CINo Bus [ Yes [ONo

Subway O Yes [INo Subway [ Yes [ONo

Regional Train O Yes [INo Regional Train O vYes (ONo
Other: Other:

Is this site accessible by public transportation? I l Yes i l No |
If yes, indicate type:

Does this site provide childcare services? L1 Yesﬁ No

Does this site provide childcare services? | ] Yes [ JNo

Does this office qualify as a minority business enterprise?

[Jyes [INo

Does this office qualify as a minority business enterprise?
[CJYes [INo :

Do you or does someone in your office have the following certifications? (indicate for each office location):

BLS - Basic Life Support? ACLS - Advanced Cardiac Life BLS - Basic Life Support? ACLS - Advanced Cardiac Life
Support? Suppost?
0 Yes ONo O Yes ONo O Yes ONo Oves ONo
Expiration Date: Expiration Date: Expiration Date: Expiration Date:
38C-11 Supp. 12-6-04
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ALSO - Advanced Uife Support in OB?

PALS -~ Pediatric Advanced Life

ALSO - Advanced Life Support in OB?

PALS — Fediatric Advanced Life

C1ves DONo Wﬂﬂo DYQ CNo Yes [Jno
| Expiration Date: Expiration Date: iration Date: Expiration Date:
ATLS - Advanced Traums Life lsMLs - Neonats) Advanced Life 3“"11;“ ~ Advanced Trauma Life SWNAW Neonats) Advanced Life
8]
n’v'aﬁt‘:,ms Cive 0N O O Ove Do
%gﬁ__g n Date: Expiration Date: te: Expiration Date:
R - Cardio-Pulmongry CPR ~ Candio-Pulmonary
Resuscitation? Resuscitation?
Ove O Cves ONo
iration Date: _ Expiration Date:
| Does this site provide any of the following services on site (indicate for each office location): —
Services? mmbsavm Services? Radinlogy Service
£ Yes £ ves [INo [ Yes D ves Qo
Cartificats of partisipation from CLIA Certificate of participation from CLIA
or snother accrediting/centifying Xeray cartification? or another secrediting/certifying Xeeny certification?
program (AAFP, COLA, CAP, Medical | D) Yes [ No program (AAFP, COLA, CAP, Medical | [ Yes CINo
li;bomay Evalustion (MLE) program I yes, include Type: lilrboulo&ivldf:um (MLE) program 1€ yes, include Type
EKG's? Care of minos lacerations? EKG’s? Cate of minor lacerations?
[ Yes [INo [] Yes E&I“No []Yes [JNo []Yes [INo
Pulmonary function testing? Allergy injections? Pulmonary funciion testing? Allergy injections?
[]Yes [INo [ Yes [JNo [lYes [INo Yes [INo ]
anskinluﬁn;’ Office gynecology (routine pelvic/pap?) § Allergy skin testing? Office gynecology (routing pelvic/pap?)
Yes [INo [ Yes [INo Yes [INo [JYes [INo
Drawing sppropriate immunizntions? Dnwing Blood? sppropriste immunizations?
[ ] Yes []No i iYes [INe Yes | INo ﬁ‘i‘l« [1No
Flexible sigmoidoscopy? sereening? | Flexible sigmoidoscopy? ympanometry/sudiometry screening?
[]Yes [INo Yes []No []Yes [INo (] Yes []No
Asthim treatment? Osteopathic manipulation? Asthma geatmens? Osteopathic mend
Yes Yes [ INo []Yes [INo [ Yes [INo
1V hydration/treatment? Cardiac stress tests? 1V hydmtion/uestment? Cardisc siress lesis?
Yes [[INo [1Yes [INo [JYes [INo [1Yes [No
Ph thers, ]
Yes No Yes No
Additional Office Procedures Provided (inctuding surgical procedures): Additdona) Procedures Provided (including surgica) proceduresy:
1s anesihesia sdministered in your office? LlYes [_INo J isanexthesia asdministered in your office? LlYes L INo
If s0, what categary of anesthesis do you use? Specify the class or category. If s0, what category of unesthesia do you use? Specify the claxs or category.
| Who adminisias 0 Who administers if?
' Patient Scheduling

—\ﬁm'ispaﬁmuitﬁmformmym

What Is patient wait lime for Scheguling Fouting Care?

" What s pticns wait time fof rgens care?

What is Averege Wail time for REHEs DEtween Wailing Toomm and examimalion?

" Witat 1 paticnt wait Gme foF Sympionmts care?

Wit {8 averagn wait tine (h mnbLes (OF IEXRTING & patents call?

What is patient wait Lime for schoduling routie visits?

Supp. 12-6-04
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|SECTIONII - DISCLOSURE QUESTIONS .. .~ -~ ' .~

Please answer each question and include an explanation for any question answered yes,

,L,!ss!sm

Has your license to practice, in your profcsswn, ever been denied, suspended, rcvoked. restnmd. volumarlly
surrendered while under investigation or have you ever been subject to a consent order, probation or any

One

conditions or limitations by any state hcemg board?
2. Have you ever received 8 reprimand or been medly __ysmehcemglboard? :

“Hospital Privileges and Other Affiliations -

UNo

3. Have your clinical privileges at any hospital or hulﬂwm mstimtion ever been denied. mspended. mol:zd.
restricted, denied renewal or subject to probationary or to other disciplinary conditions (for reasons other than
non-completion of medical records when quality of care was not adversely affected) or have proceedings toward
any of those ends been instituted or recommended by any hospital or healthcare institution, medical staff or

committee, or goveming board?

One

4. Have you voluntarily surrendered, limited your privileges or not reapplied for privileges while under
investigation?

UNo

5. Have you ever been terminated for cause or not renewed for cause from participation, or been subject to any
disciplinary action, by any managed care organizations (including HMOs, PPOs, or provider organizations such

_as IPAs, PHOS)?

0 Yes

ONe

internship, residency, fellowship, preceptorship or other clinical education program? If you are cunemly ina
training program, have you been placed on probation, disciplined, formally reprimanded, suspended or asked to
resign?

6. Waeyoﬁcvetphcedonprohanon.ducxplmd,fomnllyremmnded.g“,penmor”hdw -

[ Yes

One

7. Have you ever, while under investigation, voluntarily withdrawn or prematurely terminated your status as a
student or employee in any internship, residency, fello ip, or other clinical education program? |
8. _Have any of your board certifications or eligibility ever been revoked?

[ Yes

Ono

T Ves

LUNo

9. Have you ever chosen not to re-certify or voluntarily surrendered you your board certification(s) while under
investigation?

DEA or CDS Certification/Authorization -

[ Yes

CONo

10, Have your Federal DEA and/or State Controlicd niigm ryT— (cns) eexﬁﬁclte(s) or authonunon(s)
ever been denied, suspended, revoked, restricted, denied renm!lo; vohm_ujy_rggmuhed

O

- Medicare, Médicaid or.other Governmental Program Particlpatic

O Yes

11. Have you ever been disciplined, excluded from, debarred, suspended, mpnmanded. slnclwned, eensnred,
disqualified, subject to a recovery action or otherwise restricted in regard to participation in the Medicare or
Medicaid program, or in regard to other fcdetal or alate governmenul heulth care ghns or ptograna?

[ Yes

O

Other Sanctions or Invemgationa o : i

12. Are you currently or have you ever been the snbject of an mvesuganon by any hospml. licensmg authority DEA
or CDS authorizing entities, education or training program, Medicare or Medicaid program, or any other private,
federal or state health program?

[ Yes

OnNo

13. To your knowledge, has information pertaining (o you ever been reported to the National Practitioner Data
Bank or Healthcare Integrity aud Protection Data Bank?

O Yes

ONo

14, Have you ever received sanctions from or been the subject of investigation by any regulatory agencies
(e.g., CLIA, OSHA etc.)?

3 Yes

ONo

15. Has a patient, employee, or co-worker ever accused you of sexual harassment or other illegal misconduct that
vesulted in an investigation, sanction or other formal action?

OYes

COno

16. Have you ever been investigated, sanctioned, reprimanded or cautioned by a military hospital, facility, or agency,
or voluntarily terminated or resigned while under investigation by a hospital or healthcare facility of any military
agency?

0 Yes

CNe

-Professional Liability Insurance Information and Claims History -

17. Has your professional liability coverage ever been cancelled, restricted, dechnéd or not wuewcd by thz carier
based on your individual liability history?

0 Yes

ONo

18. Have you ever been assessed a surcharge, or rated in a high-risk class for your specialty, by your professional

QO Yes

liability insurance carrier, based on your individual liability history?

Ono

38C-13
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19. Have you ever had any malpmcﬁca acuons (pendmg, scnlcd, dropped, dxsxmssed, arbitmed, mdmed or

litigated)? If yes, provide information for each case on the attached form located at the end of the Disclosure
questions (list all separately).

QY

ONe

20. Have you ever been arvested, Med or indicted for, convicted of, pled guilty t0, of pled nolo contendere to any
felony, crime or other offense in the last ten years or beea found liable or responsible for or named as a defendant
in any civil offense that is veasonably related to your qualifications, competence, functions, or duties as a medical
professional?

Do

2L

Have you ever been arrested, charged or indicted for, convicted of, pled guilty to, or pled nolo contendere to any
felany, ctime or other offense in the last ten years or been found liable or vesponsible for or been named as a
defendant in any civil offense that alleged fraud, an act of violence, child abuse or a sexual offtnse or sexual
miscouduct?

O Yes

DNe

22, Have

Ability to Perform Job . RN N

23. Are you currently cngaged in the :llcgal use of dmgs? (“Ctmeuﬂy'mem sut’ﬁcxently recent to justify a

u ever been court- marnaled for aumns relatcd to our duuee asa medxcal professional?

Id Yes

LINo

reasonable belief that the use of drugs may have an ongoing impact on ane's ability to practice medicine,

Tt is not limited 1o the day of, or within a manter of days or weeks before the date of application, rather that

it has occurred recently enough to indicate the individual is actively engaged in such conduct. “Illegal use of
drugs” refers to drugs whose possession or distribution is unlawful under the Controlied Substances Act, 21
U.S.C. § 812.22 It “does not include the use of & drug taken under supervision by a licensed health care
professional, or other uses authorized by the Controlled Substances Act or other provision of Federal law.” The

term does include, however, the unlawful use of gmcn’p_tion conirolled substances.)

24. Do you use any chemical substances that would in any way impair or limit your ability to practice medicine and

perform the functions of your job with reasonable skill and safety?

25. Do you have any reas any reason to believe that you would pose a risk to the safety or well being of your patients?

26. Are you able to perform the essential functions of a practitioner in yout area of practice with or r without

reasonable accommodation?

QOves |0ONe
OYes | COne
Ve | LINe
e |[INe

Supp. 12-6-04 38C-14
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MANAGED CARE PLANS 8:38C EXH. 1

Please provide information below for Malpractice Actions indicited for Disclosure Question #19; - ° -
Date of occurrence:

Date claim was filed:
Claim/case status;

Professional liability carrier involived:
Address:
Phone Number:

Policy Number:
Amount of award or settiement and amount paid:

Method of resolution: | dismissed L] settled (with prejudice) || settled (without prejudice)
[] judgment for defendant(s) [ judgement for plaintifis) _[] mediation or arbitration
Description of allegations:,

Were you primary defendant or co-defendant?

Number of other co-defendants

Your involvement in case i ing, etc.)

Description of alleged injury to the patient:

To the best of your knowledge. is this case included in the National Practitioner Data Bank (NPDB)? Yes TINo

Piase provide informiation below for any Disclosure Questions in Section Il anawered Yex.”

| Question Nymber

38C-15 Supp. 12-6-04
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SECTION III - AUTHORIZATION; ATTESTATION AND RELEASE

1 understand and agree that, as pan of the credentialing application process for participation and/or clinical privileges (hereinafier, referred to
as “Participation”) at or with (indicate managed care company(s) to which you are applying) (bereinafier,
individually referred t0 ag the “Entity™), and any of the Entity’s affiliated entities, I am required to provide sufficient and accurate information
for a proper evaluation of my curreat licensure, relevant training and/or experience, clinical competence, health status, character, ethics, and
any other criteria used by the Entity for determining initial and ongoing eligibility for Participation. Each Entity and its representatives,
emplog::tt.’ ax‘t: agent(s) acknowledge that the information obtained relating to the application process will be held confidential to the extent
permi y law.

Y acknowledge that each Entity has its own criteria for acceptance, and 1 may be accepted or rejected by each independently. I further
scknowledge and undesstand that my cooperation in obtaining information and my consent to the release of information do not gusrantee that
any Eatity will grant me clinical privileges or contract with me as a provider of sesvices. I understand that my spplication for Pmmon
with the Entity is not an application for employment with the Entity and that acceptance of my application by the Entity will not result in my
employment by the Entity.

Auiborizations

Investigation Concerning Application for Participation: 1hereby authorize the following individuals including, without limitation, the
Entity, its representatives, employees, and/or designated agent(s); the Entity*s affiliated entities and their representatives, employees, and/or
designated agents; and the Entity's designated pmfessmnnl credentials verification organization (eollactmly referred to as “Agents”), to
investigate information, which includes both oral and written statements, records, and documents, concerning my application for
Participation. 1 agree to allow.the Entity and/or its Agent(s) to inspect all records and documents relating to such an investigation,

Third-Party Sources to Release Information Concerning Applicstion for Participation: | authorize any third party, including, but not
limited to, individuals, agencies, medical groups responsible for credentials verification, corporations, companies, employers, former
enployers, hnspmls, health plans, health maintenance organizations, managed care arganizations, law enforcement or hmmg agencies,
insurance companies, educational and other institutions, military services, medical credentialing and accreditation agencies, professional
medical societics, the Federation of State Medical Boards, the National Practitioner Data Bank, lndlheﬂulthare lmmmd!'mechon
Data Bank, to release to the Entity and/or its Agent(s), information, including etherwise privileged or confidential information, concerning

my professional qualifications, credentials, clinical competence, quality sssurance and utilization data, character, mental condition, physical
condmon,alwholorchelmcnldependencydmmmmdmamgm bebavior, or any other matter reasonably having a bearing on my
qualifications for Participation in, or with, the Entity. I authorize my cusrent and past professional liability carvier(s) to release my history of
claims that have been made and/or are currently pending against me. I specifically waive written notice fram any eulities and individuals who
provide information based upon this Authorization, Attestation and Release.

Release and Exchange of Disclplinary Information: I hereby further authorize any third party at which I currently have Participation or had
Participation and/or each third party's agents to release “Disciplinary Information,” as defined below, to the Entity and/or its Agent(s).
hereby further authorize the Agent(s) to release Disciplinary Information about any disciplinary action taken against me to its participating
Entities at which I have Participation, and a5 may be otherwise required by law, As used herein, “Disciplinary Information” means
information conceming: (i) any action taken by such health care organizations, their administrators, or their medical or other committees to
revoke, deny, suspend, restrict, or condition my Pasticipation or impose a cormrective action plan; (ii) any other disciplinary action involving
e, including, but not limited to, discipline in the employment context; or {iii) my resignation prior to the conclusion of any disciplinary
proceedings or prior to the commencement of formal charges, but after | have knowledge that such formal charges were being {or are being)
contemplated and/or were (or are) in preparation.

Release from Liability. I release from all liability and hold harmiess any Entity, its Agent(s), and any other third party for their acts
performed in good faith and without malice unless such acts are due to the gross negligence or willful misconduct of the Entity, its Agent(s),
or other third party in connection with the gathering, release and exchange of, and reliance upon, information used in accordance with this
Authorization, Attestation and Release, ] further agree not to sue any Eatity, any Agent(s), or any other third party for their acts, defamation
or any other claims based on statements made in good faith and without malice or misconduct of such Entity, Agent(s) or third pasty in
connection with the mdenuahng process. This refease shall be in addition to, and in 1o way shall limit, any other appucablc immunities
provided by law for peer review and credentialing activities.

Providers Initials and Date

Supp. 12-6-04 38C-16
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In this Authorization, Attestation and Release, all references to the Entity, its Agent(s), and/or other third party include their respective
employees, directors, officers, advisors, counsel, and agents. The Entity or any of its affiliates or agents retains the right to allow access to the
application information for purposes of a credentialing audit to customers and/or their auditors to the extent required in connection with an
audit of the credentialing processes and provided that the customer and/or their auditor executes an appropriate confidentiality sgreement. I
understand and agree that this Authorization, Attestation and Release is irrevacable for any period during which I am an applicent for
Participation at an Entity, a member of an Entity’s medical or health care staff, or a participating provider of an Entity. I agree to execute
another form of consent if law ar regulation limits the application of this irrevocable authorization. ] understand that my failure to promptly
provide another consent may be grounds for termination or discipline by the Entity in accordance with the applicable bylaws, rules, and
regulations, and requirements of the Entity, or grounds for my termination of Participation at or with the Entity. T agree that information
obtained in accordance with the provisions of this Authorization, Attestation and Release is not and will not be a violation of my privacy.

- Aftestation - -

I certify that all information provided by me in my application is true, correct, and complete to the best of my knowledge and belief, and that
I will notify the Entity and/or its Agent(s) within 10 days of any material changes to the information I have provided in my application or
authorized to be relcased pursuant to the credentialing process. I understand that corrections to the application are permitted at any time prior
10 a determination of Participation by the Entity, and must be submitted on-line or in writing, and must be dated and signed by me (maybe a
wuuenormelectromcugum) 1 understand and agree that the information provided on this application may be shared with appropriate

C State and federal agencies.

1 understand and agree that any material misstatement or omission in the application may constitute grounds for withdrawal of the application
from consideration; denial or revocation of Participation; and/or immediate suspension or termination of Participation. This action may be
disclosed to the Entity and/or its Agent(s). I further understand and agree that submitting false, misleading or incomplete information may
result in the imposition of administrative, civil and/or criminal sanctions, in accordance with State and federal law.

I further acknowledge that I have read and understand the foregoing Authorization, Attestation and Release, I understand and agree thata
facsimile or photocopy of this Authorization, Attestation and Release shall be as effective as the original.

Signature

Name :
(Please print or type.)

Social Security Number

Date

38C-17 Supp. 12-6-04



8:38C EXH. 2

HEALTH AND SENIOR SERVICES

EXHIBIT 2

All sections must be completed fully or clearly marked as “not applicable.”
No area should be left blank.

Personal Information

Physician Name - Last Fiest Middie

Social Security 8

Corporate Name (I different from name shove)

Professional Degree(s)

 Practice Location Information - Primary Office

Primary Office Address City

State Zip Code

Telephone Number FAX Numiber

Tax 1D Number and Associated individual Group
Number & Name

Nan-English Languages Spoken (Health Care Provioer) Nun-English Languages Spoken (Office Sil)

Handicap Aceess:
Oves Do

Continuing Education
DPlease list all continuing education for the past two years,

Date Taken

Course Name Location

8 of CME/CEUs

Professional/Medical Specialty Information

Board Centitred?
0 ves

Poymary Specialty

QN

Professional Certificates, Licenses, Identification Numbers

Are you 8 member of your State Medicul Society? O ves g;m

Primary State License Number: { Swte:

| Exgiration Date:

List any additional licenscs {¢urvent or expired) within the last 15 years:

License Nomber: State:

Expieation Date:

Supp. 12-6-04 38C-18



MANAGED CARE PLANS 8:38C EXH. 2

“Hospital Affiliations

Primary Admuting Facility: — ’ ’ l From: E—
[ Type of Appointment (Active, Courtesy, etc.); Specialty:
Additional Faciiitles:
Name Specialty From/To Restrictions

Carvent Malpractios Tnsurmnos mm-mwkm)' -

Po!wy Number Period of Coverage Coversge Limits
Per Occurrence Aggregste
Additional Office Informafion e e
Address " City Stato and Zip
[ Phone FAX E-nwil Address
Does this office have capability for electronie billing? U Yo 0 No

Please answer each question. If you respond "yes" to any of the questions listed below, please provide an
explanation on a separate sheet of paper. If any question does not apply, please write in "N/A",

L e— ’ SRR —— . - . S—
Huwmlimwnmmhmmfsﬂmwammmwmm
voluntarily surrendered while under investigation or have you ever been subject to a consent

order, probation or any conditions or limitations by a state licensing board? Q Yes QNo
2. Has your federal of state narcotics license ever been suspended, limited, revoked, vomntarily
suspended or not renewed, or has probation ever been invoked? OYes Q No
3. ﬁavcyouevureceivedampﬁmndorbecnﬁnedhymysmlicensinsboud?
— ; Q Yes Q No
“Hog Privilegés and Otlier. Affiliations - S

4. Have your clinical privileges at any hospital or Imhhute mmﬁon everbeeu demed.
suspended, revoked, restricted, denied renewal or subject to probationary or to other
disciplinary conditions (for reasons other than non-completion of medical records when quality
of care was not adversely affected) or have proceedings toward any of those eads been
instituted or recommended by any hospital or healthcare institution, medical staff or committee
or governing board? O Yes Q No

5. Have you voluntarily surrendered, limited your privileges or not reapplied for pnvﬂ';ges while
under investigation? Q Yes Q No

38C-19 Supp. 12-6-04
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6. Have you ever been terminated for cause or not renewed for cause from panticipation, or been
subject to any disciplinary action by any managed care arganizations (including HMOs, PPOs,
or provider organizations such as IPAs or PHOs)? Q Yes Q No

Education, Training and mcwﬁmm .
7. Have you ever been placed on probation, disciplined, fomullynpnmanded. snspeadcdormd
to resign during an internship, fellowship, preceptorship or other clinical edusation program?

. Q Yes Q No

8. Il you are currently in a treining program, have you been placed on probation, disciplined,

ﬁmﬂyrqﬁmﬂe&smmmukdmmipmnmmwdmy, fellowship,

preceptorship or other clinical education program? 0 Yes 2 No
9. Have you ever, while under investigation, volunm?ly withdrewn or prematurely terminated

your status as a student or employee in an internship, residency, fellowship, preceptorship or

other clinical education program? Q Yes Q No
10. Have any of your board certifications or eligibility ever been revoked? 0 Yes O No

11. Have you ever chosen not to re-certify or voluntarily suspended your board certification(s)
while under investigation? Q Yes Q No

DEA or CDS Certification/Anthorixation - G '
12. Have your federal and/or State Controlled D:ngmus Subsw;m (CDS) certificate(s) ot

authorization(s) ever been denied, suspended, revoked, restricted, denied renewal or voluntarily
relinguished?

Q Yes Q No

care;, Medicaid snd Other Governmentsl Program Participation .. i
13. Have you ever been disciplined, excluded from, debasred, suspended, reprimanded, sanctioned,
censured, disqualified or otherwise restricted in regard to participation in the Medicare or
Medicaid program, or in regard to any other federal or state governmental health care plans or Q Yes Q No
?

Other Sauctions or Investigations A
4. Areyoucmmzlyorhaveyoueverbemmembjectofmmvudgambymyhmhl.
ticensing suthority, DEA or CDS authorizing entities, educstion or training program, Medicare

or Medicaid program, or any other private, federal or state health program? Q Yes Q No
15. To your knowledge, has information pertaining to you ever been reporied to the National

Practitioner Data Bank or Healthcare Integrity and Protection Data Bank? Q Yes Q No
16. Have you ever received sanctions from or been the subject of investigation by any regulatory

agencies (¢.g. CLIA, OSHA, etc.)? O Yes Q No
17. Huapanem.employec.orco-w«k«mmmdyouofmmlhmmtorothmnew

mmnmmtmmwdmmmwmmﬁon.nmﬁonommetfmmlwmn? Q Yes Q No

18. During your military career, if applicable, have you ever been mvemgmd. sanctioned,
reprimanded or cautioned by a military hospital, facility or agency, voluntarily terminated or
resigned while under investigation by a hospital/ healtheare facility of any military agency? O Yes Q No

Professional Liability Insurance Information -~ 1 - - o
19. Has your professional liability insurance coverage mheencanccllcd.mmwd. dechnedor

not renewed by the carrier based on your individual lisbility history? QO Yes Q No
20. Have you ever been assessed a surcharge, or rated in 8 high-risk class for yor specialty, by
your professional liability insurance carrier, based on your individual liability history? Q Yes Q No

Supp. 12-6-04 38C-20
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Malpractice Claims History . -

21. Have you ever had any malpractice actions (pending, settkd droppe.d, dismissed, arbitrated,
mediated or litigated)? 1f yes, please provide the following information for cach case (list each

action separately). Q Yes Q No
o Date of occurrence
o Claim/case status
e Date claim was filed
e  Professional liability insurance carrier involved (Include name, address, phone number and
policy number)
e Amount of award or settiement and amount paid:
o  Method of Resolution:
Q Dismissed Q Judgment for defendant(s) (3 Settled (with prejudice)
Q Mediation/Arbitration Q) Judgment for plaintif{s) Q Settled (without prejudice)
o Description of allegations
o Iundicate whether you were primary defendant or co-defendant
e  Number of other co-defendants
o Indicate your involvement in the case (attending, consulting, etc.)
s Description of alleged injury to the patient.
Criminal/Civil History -

(Note:. Acﬁmmalmordmllnotmmnlybeabarwmpm necmonmnbebmanpon.ummhwum, ‘
including the nature of the crime.) -

22. Have you ever been convicted of, pled gmlty to, or pled nolo eontmd:e to any felony in the lut

ten years or been found lisble or responsible for or named as a defendant in any civil offense that

is reasonably related to your qualifications, competence, functions or duties as a medical
professional?

Q Yes

Q No

23. Have you ever been convicted of, pled guilty to, or pled nolo contendre to any felony in the last

ten years or been found liable or responsible for or been named as a defendant in any civil
offense that alleged fraud, an act of violence, child abuse or a sexual offense of sexual
misconduct?

Q Yes

Q No

24. Have you ever been indicted in any civil or criminal suit?

0 Yes

O No

25, Have you ever been court-martialed for actions related to your duties as a medical professional?

Q Yes

Q No

Ability to Perform Job

26. Areyouablctoperformtheessemulﬁwnmofapncﬁﬁommywmofnuﬁcemﬁor
without reasonable accommodation?

QO Yes

Q No

27, Are you currently engaged in the illegal use of drugs? ('Olmﬂy'muummcienﬂymmm
justify a reasonable belief that the use of a drug may have an ongoing impact on one's ability to
practice medicine. It is not limited to the day of, or within a matter of days or weeks before the
date of an application, rather that it has occurred recently enough to indicate the individual is
sctively engaged in such conduct. “Ilegal use of drugs® refers to drugs whose possession or
distribution is unlawful under the Controlled Substances Act, 21 U.S.C. section 812.22. It "does
pot include the use of a drug taken under supervision by a licensed health care professional or
other uses authorized by the Controlled Substances Act or other provision of Federal law.” The
term does include, however, the unlawful use of prescription controlled substances.)

Q Yes

Q No

28. Do you use any chemical substances that would in any way impair or limit your ability to
practice medicine and perform the functions of your job with reasonable skill and safety?

Q Yes

Q No

29. Do you have any reason to believe that you would pose s risk to the safety or well-being of your
patients?

Q Yes

O No

30. Do you have Professional Liability (Malpractice) Insurance coverage in force? (If no, please
explain below.)

Q Yes

Q No

38C-21
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MANAGED CARE PLAN 8:38C EXH. 2

has a legal right to know under any state or federat Jaw. 1understand and agree that this Authorization, Attestation and Release is
itrevocable for as Jong as this application is pending and, if accepted for Participation, for so long as the participating provider
agreement remains in force and effect. 1 agree to execute another form of consent if law or regulation limits the application of this
inrevocable authorization. Iagree that information obtained in accordance with the provisions of this Authorization, Attestation and
Release is not and will not be a violation of my privacy.

T certify that all information provided by me in this application is true, correct and complete to the best of my knowledge and belief and
that I will notify the Emtity and/or its Agent(s) within 10 days of any material changes to the information I have provided in my
application or authorized to be released pursuant to the credentialing process, T undersiand that corrections to the application are
pesmitted at any time prior 10 2 determination of Participation by the Entity, and must be submitted on-line or in writing, and nwst be
dated and signed by me (by a writien or lectronic signature). 1 further understand and agree that any material misstatement or
omission in the application may constitute grounds for withdrawal of the application from consideration; denial or revocation of
Participation; and/or immediate suspension or termination of Participation. This action may be disclosed to the Entity and/or its
Agent(s).

Provider's Initiais and Date

1 further acknowledge that I have read and understand the foregoing Authorization, Attestation and Release. !understand and agree
that a facsimile or photocopy of this Authorization, Attestation and Release shall be as effective as the original.

Signature;

Name:

(Please type ot print)
Social Security Number:

Date:

38C-23 Supp. 2-21-06



8:38C-2.1

HEALTH AND SENIOR SERVICES

SUBCHAPTER 2. DESIGNATION OF HEMOPHILIA
HEALTH CARE PROVIDERS

Authority
N.J.S.A. 26:28-10.3.

Source and Effective Date

R.2004 d.437, effective December 6, 2004,
See: 35 N.J.R. 4963(a), 36 N.J.R. 5337(b).

Public Notice: List of state-recognized outpatient regional hemophilia
treatment centers

See: 37 N.JLR. 2894(b).

Public Notice: Amendment to Children’s Hospital Home Care’s
designation as a provider eligible to provide home treatment services
for bleeding episodes associated with hemophilia — revised service
area.

See: 38 N.J.R. 1246(a).

8:38C-2.1 Scope and applicability

(a) This subchapter shall apply to all carriers offering
health benefits plans that are managed care plans, and to all
such health benefits plans offered by a carrier.

(b) This subchapter shall apply to all persons desiring to
contract with carriers for the provision of home treatment
services for bleeding episodes associated with hemophilia.

8:38C-2.2 Definitions

For the purposes of this subchapter, the words and terms
set forth below shall have the following meanings, unless the
context clearly indicates otherwise:

“Blood infusion equipment” means at least syringes and
needles.

“Blood product” means products that include, but are not
limited to, Factor VII, Factor VIII, and Factor IX.

“Carrier” means an insurance company authorized to
transact the business of insurance in this State and doing a
health insurance business in accordance with N.J.S.A.
17B:17-1 et seq., a hospital service corporation authorized to
do business pursuant to N.J.S.A. 17:48-1 et seq., a medical
service corporation authorized to do business pursuant to
N.J.S.A. 17:48A-1 et seq., a health service corporation
authorized to do business pursuant to N.J.S.A. 17:48E-1 et
seq., or a health maintenance organization authorized to do
business pursuant to N.J.S.A. 26:2J-1 et seq.

“Covered person” means the natural person on whose
behalf a carrier is obligated to pay benefits or provide health
care services pursuant to the health benefits plan.

“Department” means the New Jersey Department of Health
and Senior Services.

“Designation” or “designated” means that a health care
provider has been approved by the Department to contract

Supp. 2-21-06

with carriers for the purpose of rendering services for the
home treatment of bleeding episodes associated with
hemophilia.

“Health benefits plan” means a policy or contract for the
payment of benefits for hospital and medical expenses or the
provision of hospital and medical services, that is delivered or
issued for delivery in this State by a carrier. The term “health
benefits plan” specifically includes:

1. Medicare supplement coverage and risk contracts for
the provision of health care services covered by Medicare
to the extent that State regulation of such contracts or
policies is not otherwise preempted by Federal law; and

2. Any other policy or contract not otherwise
specifically excluded by statute or this definition.

The term “health benefits plan” specifically excludes:
Accident only policies;

Credit health policies;

Disability income policies;

Eallb i A

Long-term care policies;

5. TRICARE/CHAMPUS coverage, or supplements
thereto;

6. Hospital confinement indemnity coverage;

7. Coverage arising out of a workers’ compensation
law or similar such law;

8. Automobile medical payment insurance or personal
injury protection insurance issued pursuant to N.J.S.A.
39:6A-1 et seq.; and

9. Coverage for medical expenses contained in a
liability insurance policy.

“Health care practitioner” means a natural person licensed
pursuant to Title 45 of the New Jersey Statutes.

“Health care provider” means a health care practitioner or
other person licensed to deliver one or more health care
services pursuant to Title 45 or Title 26 of the New Jersey
Statutes, or a health care service firm.

“Health care service firm” means health care service firm
as that term is defined at N.J.A.C. 13:45B-14.2.

“Managed care plan” means a health benefits plan that
integrates the financing and delivery of appropriate health
care services to covered persons by agreement with
participating health care providers, who are selected to
participate on the basis of explicit standards, to furnish a
comprehensive set of health care services and financial
incentives for covered persons to use the participating health
care providers and procedures set forth in the plan.

“Person” means both natural and legal person, except as
otherwise specified.

38C-24
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8:38C-2.5

8:38C-2.3 Carriers responsibility to use designated health
care providers for home treatments

(a) No carrier shall arrange with any person for the
provision of home treatment of bleeding episodes associated
with hemophilia unless that person shall be a designated
health care provider of such services.

(b) Carriers with an aggregate enrollment of 50,000 cov-
ered persons or more in managed care plans shall arrange
for the provision of home treatment of bleeding episodes
associated with hemophilia with at least two designated
health care providers, unless there are fewer than two
designated health care providers designated in New Jersey,
in which event, the carrier shall arrange for the provision of
home treatment services with the lone designated health
care provider, regardless of the carrier’s enroliment.

(c) Carriers with aggregate enrollment of fewer than
50,000 covered persons in managed care plans shall arrange
for the provision of home treatment of bleeding episodes
associated with hemophilia with at least one designated
health care provider.

(d) Nothing in this subchapter shall be construed to limit
or eliminate any carrier’s obligation to credential and re-
credential health care providers with which the carrier ar-
ranges for the provision of home treatment of hemophilia
with respect to such treatments or any other services that
the health care provider may render to a carrier’s covered
persons.

8:38C-2.4 Application: procedure to become a designated
health care provider of home treatment services

(a) A person seeking to become a designated health care
provider shall submit an application to the Department by
February 4, 2005, or during the month of September in each
calendar year thereafter.

(b) A person seeking to become a designated health care
provider shall submit an original and at least one copy of
the application to the Department in accordance with (a)
above to:

Attn: Hemophilia Treatment Designation Applica-
tion

Office of Managed Care

NJ Department of Health and Senior Services

Market and Warren Streets

PO Box 360

Trenton, NJ 08625-0360

(c) The applicant shall comply with “Instructions and
Checklist” set forth in the Appendix to this subchapter,
incorporated herein by reference, when submitting the ap-
plication, in addition to the following:

1. The application shall include notarized copies of all
current registrations, licenses and permits held by the

38C-25

applicant that have been issued by a New Jersey regulato-
ry agency; and

2. The application shall include a certification signed
by an officer of the applicant company, which shall in-
clude:

i. A statement that the information contained in the
application is accurate and true to the knowledge of the
signatory;

ii. A statement that the signatory is authorized to
make the certification and submit legal documents on
behalf of the applicant company; and

iii. The signatory’s printed title, printed name, and
the printed date the certification was signed.

(d) Applicants may submit copies of the application in
paper or electronic format, or both, subject to the require-
ment that at least one copy of the application be in paper
format, and that the original and copy(ies) be set forth in
the same order and contain the same content.

(e) The applicant shall submit a response to each of the
requirements set forth in NJ.A.C. 8:38C-2.5.

8:38C-2.5 Application: demonstration of qualifications for
becoming a designated health care provider of
home treatment services

(a) The applicant shall submit copies of all registrations,
licenses and permits issued to the applicant by the State of
New Jersey pursuant to Title 45 and Title 26 of the New
Jersey Statutes, and shall demonstrate that the applicant is
in good standing with respect to such licenses, registrations
and permits.

(b) The applicant shall demonstrate each of the follow-
ing:

1. Its ability to provide services and to maintain and
provide all brands of blood product, including low, medi-
um and high-assay range levels to execute treatment
regiments as prescribed by a covered person’s attending
physician, without making substitutions of blood products
except upon prior approval of the attending physician;

2. Its ability to maintain and provide all needed ancil-
lary supplies for the treatment or prevention of bleeding
episodes, including blood infusion equipment and cold
compression packs;

3. Its ability to deliver any and all prescribed blood
products, medications, nursing services and blood infusion
equipment within three hours after receipt of a prescrip-
tion for a covered person’s emergent situation, 24-hours
per day, seven days per week;

4. Its experience in management of bleeding disor-
ders;

i. Experience may be demonstrated by performance
of services in other states;

Supp. 12-6-04
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HEALTH AND SENIOR SERVICES

ii. Experience shall include, at a minimum, the pro-
vision of services for the home treatment of hemophi-
lia;

5. 1Its ability to perform appropriate recordkeeping
and maintain appropriate records, consistent with the
medical and health record standards for home health
agencies at N.J.A.C. 8:42;

6. Its ability to monitor and actively participate in
product recall and notification systems, both drug-related
and otherwise;

7. Its ability to assist covered persons in obtaining
third party reimbursements when necessary or appropri-
ate;

8. Its ability to comply with proper removal and dis-
posal of hazardous waste, in accordance with the stan-
dards applicable to home health agencies at NJ.A.C.
8:42;

9. That it has written policies and procedures regard-
ing the discontinuation of services when an individual is
no longer able to pay for or assure payment of the costs
associated with the services rendered by the applicant;

i. The applicant shall submit its written policies and
procedures to the Department;

ii. The applicant’s written policies and procedures
shall address the issue of dissemination of the policies
and procedures to covered persons upon request;

10. Its ability to disseminate information to covered
persons regarding probable costs for services that the
applicant may provide that are not covered by a covered
person’s health benefits plan; and

11. Its program for credentialing and recredentialing
the health care practitioners or other health care provid-
ers contracted with or employed by the applicant.

8:38C-2.6 Application: process for incomplete applications

(a) The Department shall review applications to deter-
mine whether they are complete.

(b) If the Department determines that an application is
incomplete, the Department shall provide a written notice
to the applicant of this determination with an explanation of
why the application is incomplete, and shall return all
documentation and electronic files submitted with the in-
complete applications to the applicant.

(c) Within 45 days after the Department sends notice to
the applicant that the application is incomplete, an applicant
may resubmit the application with the information necessary
to make the application complete. The Department shall not
consider perfected applications outside of the specified
45-day time frame, nor shall the Department retain the
perfected application.

Supp. 12-6-04

1. The Department shall return the application to the
applicant only if the resubmitted application includes
prepaid return mail packaging.

8:38C-2.7 Application: complete applications and
additional information

(a) The Department may request additional information
from the applicant notwithstanding a determination that the
application is complete, if the Department believes such
information is relevant to the Department’s review of the
application.

(b) The Department may consider additional information
received from the applicant or from other sources if the
Department believes the information is relevant to the
Department’s review of the application, notwithstanding a
determination that the application is complete,

8:38C-2.8 Department review: minimum standards for
designation

(a) An applicant shall possess a pharmacy permit issued
by the New Jersey Board of Pharmacy pursuant to N.J.A.C.
13:39-4, which may be a specialized permit issued in accor-
dance with N.J.A.C. 13:39-4.16.

1. With respect to the applicant’s pharmacy permit, at
least some portion of the applicant’s pharmacy services
shall be dedicated to the provision of services and sup-
plies specifically for the treatment of hemophilia.

(b) If the applicant’s blaod products include cryoprecipi-
tate, the applicant shall possess a blood bank license issued
by the Department in accordance with N.J.S.A. 26:2A-2 et
seq., and rules promulgated pursuant thereto, specifically
NJ.AC. 88.

(c) An applicant shall be either a health care service firm
registered with the New Jersey Department of Law and
Public Safety, Division of Consumer Affairs, in accordance
with N.J.A.C. 13:45B-14, or a health care provider licensed
pursuant to N.J.S.A. 26:2H-1 et seq., or the applicant shall
have a contract with one or more other persons having such
a registration or license that has the ability to assure the
provision of in-home nursing services when needed by a
covered person,

(d) The applicant shall be in good standing with respect
to all of its registrations, licenses and permits, as shall be the
pharmacists employed by or contracted with the applicant,
and other persons, if any, contracted with the applicant in
accordance with (c) above.

(e) The applicant shall demonstrate to the Department’s
satisfaction that the applicant meets the requirements of
NJ.A.C. 8:38C-2.5(b), including, but not limited to, the
following:

38C-26
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1. The applicant shall demonstrate that it has at least
one year of experience in the management of bleeding
episodes, with at least one year of experience with home
treatment of bleeding episodes associated with hemophilia,
addressing the needs of at least 10 individuals diagnosed
with hemophilia;

2. The applicant shall demonstrate its ability to actively
participate in both Class I and Class II drug recalls, both in
terms of receiving or obtaining information from multiple
sources and disseminating information to clients, including
covered persons to whom services have been rendered,

3. The applicant shall have a policy of accepting
assignment of benefits when the applicant is not under
contract with a carrier or other payer and assignment of
benefits is an available option;

4. The applicant shall have knowledge and experience
in third party billing of carriers, Medicare, Medicaid and
other payers, and in obtaining successful reimbursement;

i.  The applicant may rely upon the demonstrated
experience of a billing agent under contract with the
applicant;

ii. The applicant’s knowledge and experience shall
include coordination of benefits between and among
government programs and other forms of health benefits
plans and self-funded agreements;

5. The applicant shall have a policy against
presentation of any bill to or the collection of any monies
from a covered person of a carrier with which the applicant
has an agreement for the provision of services and supplies
for the home treatment of bleeding episodes associated
with hemophilia, except as may be appropriate to collect
the copayments, deductibles or coinsurance amounts the
covered person is required to pay under the terms of his or
her health benefits plan(s), and the applicant shall agree not
to hold such a covered person liable for any monies (other
than copayments, deductibles or coinsurance amounts) for
which the carrier is responsible pursuant to the terms of the
covered person’s health benefits plan(s) and the agreement
between the carrier and the applicant, regardless of whether
the applicant believes the carrier has fulfilled its
obligations;

6. At a minimum, the applicant’s written policy
regarding discontinuation of services shall specify that:

i.  The applicant shall continue to provide services
and supplies to an individual, notwithstanding that the
individual ceases to be able to assure payment for some
or all of the costs of services and supplies, until the
individual obtains an alternate source of services and
supplies, up to at least four months after the occurrence
of one of the following: loss of coverage under a health
benefits plan; ineligibility for benefits or exhaustion of
benefits under a health benefits plan; a requirement to
satisfy deductibles, coinsurance, co-payments or other

cost-sharing requirements or liability for excess costs or
excluded items of expense;

ii. The applicant shall continue to provide services
and supplies to an individual in the event the applicant
and the covered person’s carrier terminate the agreement
which includes among its terms, the provision of
services and supplies to a covered person for home
treatment of bleeding episodes associated with
hemophilia, for at least four months, or until the
individual obtains an alternate source of services and
supplies, whichever occurs first, except when
termination is the result of the health care provider
losing designation as a home treatment health care
provider, or for breach, fraud or a determination by the
carrier’s medical director that the health care provider is
an imminent danger to one or more covered persons,
whether such breach, fraud or imminent harm is related
to the provision of services or supplies for home
treatment of bleeding episodes associated with
hemophilia, or other services and supplies for which the
carrier and health care provider have an agreement;

iii. The applicant shall refer the individual to the
Hemophilia Association of New Jersey to obtain help
and information about resources as soon as possible
following the occurrence of the situations described in
(e)6i or ii above; and

iv. The applicant shall provide the policies and
procedures to a covered person in writing prior to the
applicant’s initial provision of services to the covered
person, and to covered persons and carriers upon
request; and

7. The applicant’s staff credentialing program shall
require primary source verification of licenses and permits,
and shall require recredentialing at least every three years.

() If, in the Department’s opinion, the applicant does not
meet the standards for designation, the Department shall
provide a written notice of that determination, with an
explanation therefor, to the applicant.

1. An applicant may appeal the Department’s
determination, and request a hearing in accordance with the
Administrative Procedures Act, N.J.S.A. 52:14B-1 et seq.,
and the Uniform Administrative Procedure Rules, N.J.A.C.
1:1, but shall not be entitled to enter into any agreement
with a carrier for the provision of home treatment for
bleeding episodes associated with hemophilia until and
unless a final decision in favor of the applicant has been
obtained.

2. An applicant shall have the right to make a new
application consistent with the requirements of N.J.A.C.
8:38C-2.4 without regard to whether the applicant has
requested a hearing and the request has been granted.

(g) If, in the Department’s opinion, an applicant meets the
standards for designation, the Department shall provide
written notice to the applicant, confirming the applicant’s
designation.
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8:38C-2.9 Renewal of designation as a health care
provider of home treatment of bleeding
episodes associated with hemophilia

(a) Designation as a health care provider for home
treatments of bleeding episodes associated with hemophilia
shall be effective until the end of the third September
following the date of the health care provider’s most recent
designation, unless there is a change in the status of the
designated health care provider that makes the health care
provider ineligible for the designation at an earlier date.

(b) In order to avoid loss of designation, a designated
health care provider shall submit an application to maintain
its designation at least 30 days prior to the date on which its
designation is scheduled to expire.

(¢) A designated health care provider shall comply with
the requirements of N.J.A.C. 8:38C-2.4 and 2.5, or its
renewal application shall be considered incomplete.

(d) The Department shall apply the same standards to
renewal applications for designation as it applies to initial
applications for designation.

(e) In the event that a designation expires due to inaction
or late action by the designated health care provider or any of
its agents, the health care provider shall not have a right to
request a hearing on the loss of the designation, and the health
care provider and carrier shall end their relationship regarding
the provision of services and supplies for the home treatment
of hemophilia in accordance with N.J.A.C. 8:38C-2.10.

Public Notice: Legislative and Regulatory Affairs; Hemophilia Home
Care Provider Designation: designation of providers eligible to pro-
vide home treatment services for bleeding episodes associated with
Hemophilia, and correction to duration of designation statement for
all designees.

See: 38 N.J.R. 1602(b).

8:38C-2.10 Loss of designation as a home treatment
provider

(a) A designated health care provider may lose its
designation as the result of one or more of the following:

1. Revocation, suspension or surrender of a registration
with respect to a health care service firm;

2. Revocation, suspension or surrender of a license
with respect to health care providers;

3. Revocation, suspension or surrender of a pharmacy
permit, including a specialized permit, unless the special-
ized permit was surrendered in order to be replaced by
another form of pharmacy permit;

4, Failure of the health care provider to meet one of the
standards on which designation was originally issued, other
than maintenance by the health care provider and/or its
subcontractors of registration(s), license(s) or permit(s) in
good standing;
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5. Failure of the health care provider to submit a timely
request for renewal of its designation; or

6. Failure of a designated health care provider to report
material changes in accordance with N.J.A.C. 8:38C-2.12.

(b) With respect to a revocation, suspension or surrender
of a registration, license or permit, as set forth in (a)1, 2 and 3
above, loss of the health care provider’s designation shall be
immediate upon occurrence of the event, and shall not be
contingent upon notification, verbal or written, being sent
from the Department.

(c) When a designated health care provider has failed to
timely submit an application to renew its designation, and the
loss of designation results solely on that basis, the loss of
designation shall be effective as of October 1 in the
designation renewal year for that health care provider, and
shall not be contingent upon notification, verbal or written,
being sent from the Department to the health care provider.

(d) Except as (b) and (c) above applies, loss of designation
shall be effective upon the date that written notice of the loss
of designation is sent by the Department to the designated
health care provider.

(e) In the event that a designated health care provider loses
its designation, the health care provider shall be entitied to
request a hearing regarding the loss of the designation in
accordance with the provisions of the Administrative
Procedures Act, N.J.S.A. 52:14B-1 et seq., and the Uniform
Administrative Procedure Rules, N.J.A.C. 1:1, except when
loss of the designation results from (a)1, 2 or 3 above.

() Upon receipt of notice of loss of its designation, a
health care provider shall notify all of the carriers with which
it has an agreement to provide home treatment for bleeding
episodes associated with hemophilia of the loss of the
designation, and all of the covered persons to whom such
services have been or currently are being rendered, and shall
cease offering home treatment services, at a minimum, in
accordance with N.J.A.C. 8:38C-2.11.

1. Verbal notification shall be acceptable for purposes
of expediency; however, the health care provider shall send
written notification of the loss of designation to carriers
and covered persons.

(g) No health care provider shall advertise or otherwise
hold itself out to any carrier, covered person or any other
person as a designated health care provider in any medium
following the loss of designation.

8:38C-2.11 Cessation of services

(a) When loss of designation results from a situation set
forth at N.J.A.C. 8:38C-2.10(a)l, 2 or 3, the health care
provider shall cease providing home treatment for bleeding
episodes associated with hemophilia immediately.

38C-28
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1. The health care provider shall coordinate with the
carrier to arrange for another designated health care
provider, whether or not in the carrier’s network, to
provide services to covered persons, prior to withdrawal
of any nursing services or supplies from the home of any
covered person.

(b) When the loss of designation results from any other
reason not specified in N.J.A.C. 8:38C-2.10(a)1, 2 or 3, the
health care provider shall continue to provide services and
supplies to covered persons that have been receiving ser-
vices and supplies from the health care provider, at the
option of the covered person, for four months following the
loss of designation, or until the covered person is able to
obtain services and supplies from another designated health
care provider, whichever occurs first, but shall not provide
services to any other covered person for the home treatment
of bleeding episodes associated with hemophilia.

1. The health care provider shall coordinate with the
carrier to arrange for another designated health care
provider, whether or not in the carrier’s network at that
time, to provide services to covered persons,

(c) A health care provider that continues to provide
services for home treatment of bleeding episodes associated
with hemophilia following loss of its designation shall con-
tinue to abide by all aspects of its agreement with the carrier
for the provision of such services, except those that would
otherwise cause it to be in violation of this section.

(d) A health care provider shall comply with the require-
ments of (a) or (b) above, as appropriate to the health care
provider’s situation, notwithstanding that the health care
provider may have requested, and the Department may have
granted the request, for a hearing.

8:38C-2.12 Obligation of designated health care provider
to notify Department of material changes

(a) Every designated health care provider shall have an
affirmative obligation to provide notice to the Department
about any material change in the information provided to
the Department on which the health care provider’s desig-
nation was based.

1. Health care providers shall report changes in writ-
ing at least 30 days prior to the expected date of change,
or within no more than 10 days following the date of a
change that was unexpected.

2. In providing notice of a change, expected or unex-
pected, a health care provider shall specify what action it
plans to take to assure that it remains in compliance or
comes back into compliance with the standards for desig-
nation.

i. With respect to providing information regarding a
plan to bring the health care provider back into compli-
ance with the standards for designation, the plan shall
be structured to assure that the health care provider is
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in compliance within no more than 45 days following
the material change.

3. If the plan of correction is acceptable and imple-
mented, no loss of designation will occur, except when the
material change is revocation or surrender of a license,
permit or registration, or a suspension that cannot be
remedied in 45 days.

(b) Failure of a designated health care provider to submit
a notice of material change to the Department shall be
grounds for the Department to revoke the health care
provider’s designation.

8:38C-2.13 Designation list

(a) The Department shall maintain a written list of desig-
nated home treatment health care providers, which shall be
made available to any person upon request made to the
Department, and shall be maintained on the Department’s
Internet site.

(b) The list for general distribution, whether in paper or
electronic format, shall be updated as frequently as neces-
sary, but shall be published as a public notice in the New
Jersey Register no more frequently than annually.

8:38C-2.14 Effect of Bulletin OMC 2001-04

(a) Those persons identified in Bulletin OMC 2001-04 as
acceptable providers of services for home treatment of
bleeding episodes associated with hemophilia for purposes
of carriers making agreements and fulfilling their obligations
pursuant to N.J.S.A. 26:28-10.1 prior to adoption of this
subchapter, shall continue to be considered acceptable until
February 5, 2005, except as (b) below applies.

(b) A person identified in Bulletin OMC 2001-04 as an
acceptable provider of services for home treatment of bleed-
ing episodes associated with hemophilia that submits an
application for designation by February 4, 2005 shall contin-
ue to be considered acceptable for purposes of carriers
making agreements to fulfill their obligations pursuant to
N.J.S.A. 26:25-10.1 until such time as it is determined that
the person does not meet the requirements for designation.

(c) A person identified in Bulletin OMC 2001-04 as an
acceptable provider of services for home treatment of bleed-
ing episodes associated with hemophilia shall comply with
N.J.A.C. 8:38C-2.10 and 2.11 if the person:

1. Elects not to submit an application for designation;

2. Submits an application that is determined incom-
plete and does not resubmit the application; or

3. Submits a complete application but receives notice
that it will not be designated by the Department.

(d) A carrier that has an agreement with a person identi-
fied as an acceptable provider of services for home treat-
ment of bleeding episodes associated with hemophilia that
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does not become designated shall comply with N.J.A.C.
8:38C-38.
APPENDIX

APPLICATION FOR DESIGNATION AS A HEMOPHI-
LIA HOME TREATMENT HEALTH CARE PRO-
VIDER—-INSTRUCTIONS AND CHECKLISTS

INSTRUCTIONS: New and renewal applications should
be submitted in September each year; applications submit-
ted at other times will not be considered.* Applications
must be complete. If a question or requirement does not
apply to an applicant’s particular circumstances, the appli-
cant must so indicate that, rather than ignoring the question
or requirement.

PART A: Form

The following checklist is provided to help applicants
complete their applications properly. However, completion
of the checklist shall not result in an application being
deemed complete or approved. Applicants shall refer to
N.J.A.C. 8:38C-2 for details.

[ ] The application is being submitted in duplicate

[ 1 At least one copy of the application is being submit-
ted in paper format

[ ] The paper copy is being submitted in one or more
two-or three-ring binders

[ ] Binders are labeled to indicate the number of bind-
ers included in the submission

[ ] Disks, if any, are labeled to indicate the number of
disks included in the submission

[ ] The application is being sent to:

Atn: Hemophilia Treatment Designation Application
Office of Managed Care

NJ Department <;f Health and Senior Services

PO Box 360

Trenton, NJ 08625-0360

(if by other than U.S. Postal, Market and Warren Streets
substitutes for PO Box 360)

[ 1 All copies of registrations, licenses and permits are
enclosed

{ ] The application includes a certification signed by an
officer of the applicant company
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[ ] The officer’s name and title is printed in the certifi-
cation

[ ] The application contains a Table of Contents

[ ] The application is tabbed consistent with the Table
of Contents

[ ] The pages of the application are numbered, and
pages intentionally left blank are so indicated

PART B: Content

The following checklist is provided to help applicants
complete their applications properly. However, completion
of the checklist shall not result in an application being
deemed complete or approved. Applicants shall refer to
N.J.A.C. 8:38C-2 for details.

[ 1 Copies of all registrations, licenses and permits
issued to the applicant by the State of New Jersey pursuant
to Titles 45 and 26 of the New Jersey statutes or N.J.A.C.
13:45B-14 are enclosed

[ 1 The application includes evidence of the applicant’s
ability to provide all blood products, including low, medium
and high-assay levels

[ ] The application includes evidence of the applicant’s
ability to provide all needed ancillary supplies for the treat-
ment of bleeding episodes, including blood infusion equip-
ment and cold compression packs

[ 1 The application includes evidence of the applicant’s
ability to deliver prescribed services and supplies within
three hours after receipt of a prescription, 24 hours per day,
year-round

[ ] The application includes evidence of the applicant’s
experience in management of bleeding disorders

[ ] The application includes evidence of the applicant’s
ability to perform appropriate recordkeeping and to main-
tain appropriate records

[ ] The application includes evidence of the applicant’s
ability to monitor and participate in product recall notifica-
tion systems

[ ] The application includes evidence of the applicant’s
willingness to assist, and experience in assisting, individual
clients in addressing third party reimbursement issues

[ ] The application includes evidence of the applicant’s
compliance with safe handling standards with respect to
biological products, including removal and disposal of haz-
ardous waste products

38C-30
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[ ] The application includes evidence of the applicant’s
policies and procedures regarding discontinuation of ser-
vices and supplies when individual clients are no longer able
to assure payment for services and supplies, and willingness
to share these policies and procedures with individual clients
and carriers

[ 1 The application includes evidence of the applicant’s
ability and willingness to disseminate information to individ-
ual clients regarding the applicant’s schedule(s) of costs,
including projections of probable costs to individual clients
based on an individual client’s health benefits plan(s)

[ ] The application includes evidence of the applicant’s
credentialing and recredentialing program for health care
practitioners and other health care providers employed by
or with which the applicant contracts for services and sup-
plies.

* Applications will be accepted initially by February 4,
200s.

SUBCHAPTER 3. BENEFITS OR COVERAGE OF
SERVICE FOR HEMOPHILIA TREATMENT

Authority
N.JLS.A. 26:28-10.3.

Source and Effective Date

R.2004 d.437, effective December 6, 2004.
See: 35 N.LR. 4963(a), 36 N.J.R. 5337(b).

8:38C-3.1 Scope and applicability

(a) This subchapter shall apply to all carriers offering
health benefits plans that are managed care plans, and to all
such health benefits plans offered by a carrier.

(b) This subchapter applies only with respect to the provi-
sion of services for treatment of hemophilia, and does not
have a direct bearing on the relationship between a carrier
and a health care provider for the provision of any other
services or supplies.

(c) Nothing in this subchapter shall be construed to limit
the obligation of any carrier to comply with other laws
regarding the provision of benefits or services for the treat-
ment of hemophilia.

8:38C-3.2 Definitions

For the purposes of this subchapter, the words and terms
set forth below shall have the following meanings, unless the
context clearly indicates otherwise.

“Carrier” means an insurance company authorized to
transact the business of insurance in this State and doing a
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health insurance business in accordance with N.JS.A.
17B:17-1 et seq., a hospital service corporation authorized
to do business pursuant to NJ.S.A. 17:48-1 et seq., a
medical service corporation authorized to do business pursu-
ant to N.J.S.A. 17:48A-1 et seq., a health service corpora-
tion authorized to do business pursuant to NJ.S.A.
17:48E-1 et seq.,, or a health maintenance organization
authorized to do business pursuant to N.J.S.A. 26:2J-1 et
seq.

“Covered person” means the natural person on whose
behalf a carrier is obligated to pay benefits or provide health
care services pursuant to the health benefits plan.

“Department” means the New Jersey Department of
Health and Senior Services.

“Designation” or “designated” means that a health care
provider has been approved by the Department to contract
with carriers for the purposes of rendering service for the
home treatment of bleeding episodes associated with hemo-
philia.

“Health benefits plan” means a policy or contract for the
payment of benefits for hospital and medical expenses or
the provision of hospital and medical services, that is deliv-
ered or issued for delivery in this State by a carrier. The
term “health benefits plan” specifically includes:

1. Medicare supplement coverage and risk contracts
for the provision of health care services covered by Medi-
care to the extent that State regulation of such contracts
or policies is not otherwise preempted by Federal law;
and

2. Any other policy or contract not otherwise specifi-
cally excluded by statute or this definition.

The term “health benefits plan” specifically excludes:
1. Accident only policies;
2. Credit health policies;
3. Disability income policies;
4. Long-term care policies;

5. TRICARE/CHAMPUS coverage, and supplements
thereto;

6. Hospital confinement indemnity coverage;

7. Coverage arising out of a workers’ compensation
law or similar such law;

8. Automobile medical payment insurance or personal
injury protection insurance issued pursuant to N.J.S.A.
39:6A-1 et seq.; and

9. Coverage for medical expenses contained in a lia-
bility insurance policy.
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*Health care provider” means a person licensed to deliver
one or more health care services pursuant to Title 45 or
Title 26 of the New Jersey Statutes, or a health care service
firm as that term is defined at N.J.A.C. 13:45B-14.2,

“Managed care plan” means a health benefits plan that
integrates the financing and delivery of appropriate health
care services to covered persons by agreement with partici-
pating health care providers, who are selected to participate
on the basis of explicit standards, to furnish a comprehen-
sive set of health care services and financial incentives for
covered persons to use the participating health care provid-
ers and procedures set forth in the plan.

“Person” means both legal and natural person except as
otherwise specified.

“State-recognized outpatient regional hemophilia care
center” means a health care facility participating in the
Federally funded hemophilia treatment center network, as
determined by the United States Department of Health and
Human Services, that is located within New Jersey’s geo-
graphic borders, without regard to the hemophilia treatient
center’s Federally designated region.

8:38C-3.3 Carrier’s obligation to provide benefits or
services for the home treatment of bleeding

episodes associated with hemophilia

(a) Every carrier shall provide for, in its managed care
plans, in-network benefits or services for the home treat-
ment of bleeding episodes associated with hemophilia.

(b) No carrier shall arrange with any person for the
provision of home treatment of bleeding episodes associated
with hemophilia unless that person shall be a designated
provider of such services, nor shall a carrier refer any
covered person or cause a covered person to be referred to
a person that is not a designated health care provider of
services and supplies for the home treatment of bleeding
episodes associated with hemophilia.

(c) Carriers with an aggregate enrollment of 50,000 cov-
ered persons or more in managed care plans shall arrange
for the provision of home treatment of bleeding episodes
associated with hemophilia with at least two designated
health care providers, unless there are fewer than two
designated health care providers designated in New Jersey,
in which event, the carrier shall arrange for the provision of
home treatment services with the lone designated health
care provider, regardless of the carrier’s enroliment.

(d) Carriers with aggregate enrollment of fewer than
50,000 covered persons in managed care plans shall arrange
for the provision of home treatment of bleeding episodes
associated with hemophilia with at least one designated
health care provider.
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(e) Nothing in this subchapter shall be construed to limit
the obligation of a carrier to provide out-of-network benefits
for home treatment services accessed at the option of the
covered person through a health care provider that is not
designated, when the managed care plan has an out-of-
network benefits component.

(f) Nothing in this subchapter shall be construed to limit
the obligation of a carrier to provide benefits or services on
an in-network basis when a covered person accesses home
treatment services from a health care provider, designated
or not, because the carrier fails to have an agreement with a
designated health care provider to provide services for the
home treatment of bleeding episodes associated with hemo-
philia to the covered person at the time that such services
are prescribed.

8:38C-3.4 Loss of designated status

(a) When a designated health care provider with which
the carrier has arranged for the provision of services and
supplies for the home treatment of bleeding episodes associ-
ated with hemophilia loses designation, the carrier shall not
continue to refer covered persons to the services and sup-
plies of that health care provider for home treatment of
bleeding episodes associated with hemophilia.

(b) With respect to covered persons that have been re-
ceiving services and supplies from a health care provider
that has lost its designation, the carrier shall continue to
provide services or benefits to or on behalf of the covered
person at an in-network level for home treatment services
and supplies, until such time as arrangements are made for
the covered person to receive home treatment services and
supplies from another in-network designated health care
provider, or for four months following the date of the loss of
designation, whichever occurs first.

1. Notwithstanding (b) above, the carrier shall not be
required to continue to provide services or benefits to a
covered person at an in-network level when the health
care provider’s loss of designation is the result of revoca-
tion or surrender of a license, permit or registration, or is
the result of a suspension of a license, permit or registra-
tion that cannot be corrected by reinstatement within 45
days following the date of the suspension, except as may
be necessary for the carrier and health care provider to
transition the covered person’s care to another designated
health care provider, consistent with N.J.A.C.
8:38C-2.11(a).

(c) Nothing in this subchapter shall be construed to nec-
essarily require termination of the agreement between the
carrier and health care provider, or otherwise affect the
agreement to the extent that it addresses the provision of
services or supplies to covered persons by the health care
provider, or the performance of other functions under the
terms of the agreement, separate from those related to the
home treatment of bleeding episodes associated with hemo-
philia.
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(d) Nothing in this section shall be construed to require a
carrier to provide more extensive benefits for covered ser-
vices than that which is specified in the underlying health
benefits plan.

8:38C-3.5 Termination of the agreement for services and
supplies for home treatment of bleeding
episodes associated with hemophilia

(a) In the event that a carrier or a designated health care
provider terminate their agreement for, or which includes
among its terms, the provision of services and supplies to a
carrier’s covered person for home treatment of bleeding
episodes associated with hemophilia, the carrier shall contin-
ue to provide services or benefits to or on behalf of a
covered person at an in-network level until the end of four
months following the date of termination, or until arrange-
ments are made for the covered person to obtain home
treatment services and supplies from another in-network
designated health care provider, whichever occurs first.

(b) The requirements of (a) above shall not apply when
the agreement terminates on the basis of breach, fraud, or a
determination by the carrier’s medical director that the
health care provider is an imminent danger to one or more
covered persons, whether such breach, fraud or imminent
harm is related to the provision of services or supplies for
home treatment of bleeding episodes associated with hemo-
philia, or other services and supplies for which the carrier
and health care provider have an agreement.

1. The carrier shall arrange to pay for services
through another designated health care provider.

(c) Nothing in this subchapter shall be construed to limit
the statutory or other regulatory obligations that may apply
to an agreement between a carrier and a hospital, physician
or other health care provider, pursuant to N.JS.A.
26:2J-11.1 and 26:25-9.1, for instance, as appropriate to the
type of carrier and the type of health care provider.

(d) Nothing in this section shall be construed to require a
carrier to provide more extensive benefits for covered ser-
vices than that which is specified in the underlying health
benefits plan.

8:38C-3.6 List of designated home treatment health care
providers and State-recognized outpatient
regional hemophilia care centers

(a) The Department shall maintain and make available a
list of designated health care providers in accordance with
N.J.A.C. 8:38C-2.13, and a list of State-recognized outpa-
tient regional hemophilia care centers.

(b) Notwithstanding the Department’s maintenance of a
list of designated heaith care providers, nothing in this

. subchapter shall be construed to limit a carrier’s responsibil-
__ ity to assure that a health care provider is designated and

remains designated while providing services and supplies to
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covered persons for the home treatment of bleeding epi-
sodes associated with hemopbhilia.

(c) Nothing in this subchapter shall be construed to limit
or eliminate any carrier’s obligation to credential and recre-
dential health care providers with which the carrier arranges
for the provision of home treatment of hemophilia with
respect to such treatments or any other services that the
health care provider may render to a carrier’s covered
persons.

(d) The Department adopts and incorporates herein the
standards and procedures used by the Department of Health
and Senior Services to designate regional hemophilia treat-
ment centers in accordance with Federal laws.

1. Information regarding the Federally funded region-
al hemophilia centers (and grants therefor) may be ob-
tained by contacting the Maternal and Child Health Bu-
reau of the Health Resources and Services Administration
within the United States Department of Health and Hu-
man Services, or a list of hemophilia treatment centers by
state currently is available through the Centers for Dis-
ease Control at www.cdc.gov/ncidod/dastir/hemotology/htc
list.htm.

2. In the event that there is any discrepancy between
the Department-generated list of State-recognized outpa-
tient regional hemophilia care centers and the hemophilia
treatment centers included in the United States Depart-
ment of Health and Human Service’s regional network(s)
for the State of New Jersey, the information provided by
the United States Department of Health and Human
Services shall take precedence.

8:38C~3.7 Clinical laboratories at State-recognized
outpatient regional hemophilia care centers

(a) When a covered person’s attending physician deter-
mines that a covered person needs to use the services of a
clinical laboratory at a State-recognized outpatient regional
hemophilia care center because of timing or the need for
closely supervised procedures in venipuncture and laborato-
ry techniques, and the carrier does not have an agreement
for the provision of services at any clinical laboratory of a
State-recognized outpatient regional hemophilia care center,
the carrier shall approve the use of such services at the
clinical laboratory of a State-recognized outpatient regional
hemophilia care center determined appropriate by the at-
tending physician.

1. The center shall provide services or benefits to or
on behalf of the covered person as if the covered person
had accessed services in-network when the services are
accessed in accordance with (a)1 above.

2. A refusal by a carrier or its agent to provide
benefits or services as if in-network under the circum-
stances set forth in (a)l above shall be considered a
utilization management denial, and subject to the utiliza-
tion management appeal process set forth at N.J.A.C.
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8:38-8 or 8:38A-4.12, as appropriate to the type of carri-
er.

(b) When a covered person’s attending physician deter-
mines that a covered person needs to use the services of a
clinical laboratory at a State-recognized outpatient regional
hemophilia care center because of timing or the need for
closely supervised procedures in venipuncture and laborato-
ry techniques, and the carrier has an agreement for the
provision of services at a clinical laboratory of one or more
State-recognized outpatient regional hemophilia care cen-
ters, the carrier may require use of such services at its
contracted facility(ies) in order to obtain in-network benefits
or provision of services at the in-network level; however, the
carrier shall treat a denial to approve use of the clinical
laboratory determined appropriate by the attending physi-
cian as a utilization management denial, not an administra-
tive denial, and shall treat any appeal of the denial as a
utilization management appeal in accordance with the rules
at N.J.A.C. 8:38-8 or 8:38A—4.12, as appropriate to the type
of carrier.

1. If the covered person is covered under a health
benefits plan with out-of-network benefits, the carrier may
provide services or benefits to or on behalf of the covered
person as if the covered person had accessed services out-
of-network.

2. If the covered person is covered under a health
benefits plan without out-of-network benefits, the carrier
shall pay for the laboratory services at the same rate it
would pay for comparable services at the State-recognized
outpatient regional hemophilia care center(s) in the carri-
er’s network.

(c) Nothing in (a) and (b) above shall be construed to
otherwise limit a covered person’s rights in obtaining ser-
vices or a carrier’s obligations with respect to providing
benefits in an emergency.

(d) Treatment by the carrier of a covered person as in-
network when accessing the services of a clinical laboratory
at a State-recognized outpatient hemophilia care center
shall not be contingent upon the status of the attending
physician as an in-or out-of-network health care provider
with respect to the managed care plan covering the covered
person.

(e) Nothing in this subchapter shall be construed to
prevent the carrier from reviewing the services provided and
making a determination as to whether the services were
medically necessary.

8:38C-3.8 Effect of Bulletin OMC 2001-04

(a) Carriers that have agreements for the provision of
services and supplies for home treatment of bleeding epi-
sodes associated with hemophilia with one or more persons
identified in Bulletin OMC 2001-04 as acceptable health
care providers of such services may continue to refer cov-
ered persons to such health care providers, and the carrier
shall be considered in compliance with these rules until
whichever occurs first:

Supp. 12-6-04

38C-34

1. February 5, 2005, if the health care provider does
not submit an application for designation;

2. The Department makes a determination and pro-
vides written notice to the person in writing that the
person does not meet the standards for designation, if the
person files an application for designation in accordance
with N.J.A.C, 8:38C-2.4;

3. The person loses designation pursuant to NJ.A.C.
8:38C-2.10; or

4, The carrier and person otherwise terminate their
agreement, or amend one or more terms thereof, with
respect to the provision of services for home treatment of
bleeding episodes associated with hemophilia.

(b) In the event that a person identified in Bulletin OMC
2001-04 as an acceptable health care provider of services
and supplies for the home treatment of bleeding episodes
associated with hemophilia elects not to file an application
for designation, or files an application but does not receive
designation, the carrier shall comply with the requirements
of N.J.A.C. 8:38C-3.4, as if the person had lost designation.

8:38C-3.9 Identification of hemophilia health care
providers by carrier

(a) Carriers shall, by February 4, 2005, submit written
identification to the Department of the person(s) with which
the carrier has an agreement for the provision of services
and supplies for the home treatment of bleeding episodes
associated with hemophilia.

(b) Carriers shall submit the information required in (a)
above by mail or by facsimile as follows:

Attn: Hemophilia Health Care Provider Identifica-
tion

Office of Managed Care

NJ Department of Health and Senior Services

PO Box 360

Trenton, NJ 08625-0360

Fax: (609) 633-0660

8:38C-3.10 Violations

A carrier that violates any provisions of this subchapter
shall be subject to fines and other penalties available pursu-
ant to N.J.S.A. 26:2S-16; however, a carrier shall not be
determined to be in violation of the provisions of the
subchapter that require contracting with and referral to
designated health care providers if there are no designated
health care providers in New Jersey on the date that services
for the home treatment of bleeding episodes related to
hemophilia are sought by or for a covered person.



