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DEPARTMENT OF HEALTH CARE FINANCE
STREAMLINED MEDICAID PROVIDER APPLICATION FORM 
Please type or print. Incomplete applications will not be processed. 
Please do not remove any pages from this application. 


	SECTION I
BASIC INFORMATION 




A.  REASON FOR SUBMITTING THIS APPLICATION
Check one box and complete the sections of this application as indicated.
 □ You are registering for the sole purpose of ordering/referring                        Complete all sections

 □ You are currently registered solely to order and refer and are updating         Complete Section II, all other applicable 
    your information                                                                                              sections and Section VII
  
[bookmark: _GoBack] □ You are voluntarily withdrawing your Medicaid registration to solely          Complete Sections II and VII
    order and refer


B.  REASON YOU ARE REGISTERING SOLELY TO ORDER OR REFER
You are registering in Medicaid solely to order or refer because you are (check one):

□ Employed by the Department of Veteran Affairs
□ Employed by the Public Health Service
□ Employed by the Department of Defense/Tricare
□ Employed by the Indian Health Service or a Tribal   Organization
□ Employed by a Medicaid-enrolled FQHC
□ Licensed intern, resident or fellow in an approved medical residency program
□ Other (Specify): _________________________________	

	SECTION II
APPLICANT INFORMATION 



Check the appropriate box below and complete the associated information.


ο Individual 
Name (Last, First, Middle) _______________________________________________________________
 
Doing Business as ______________________________________________________________________ 

Telephone _____________________________________ Fax ___________________________________ 

Email _______________________________________________________________________________
If affiliated with a group, hospital or clinic, please complete the below section.

ο Group or Entity 
Group/Entity Name ___________________________________________________________________________ 

Doing Business as ______________________________________________________________________
 
Contact Name _________________________________________________________________________
 
Telephone _____________________________________ Fax ___________________________________ 

Email ________________________________________________________________________________

Have you ever enrolled in DC Medicaid? ο Yes ο No 

	SECTION III 
PROFESSIONAL LICENSURE 


If Yes, please complete the following: DC Medicaid Provider Number_____________________________



List all current professional licenses. Please attach copies. 

_____________________________________________________________________________________
State  Type  Number  Issue Date  Expiration Date 

_____________________________________________________________________________________
State  Type  Number  Issue Date  Expiration Date 

_____________________________________________________________________________________
State  Type  Number  Issue Date  Expiration Date 

 
	SECTION IV
OFFICE INFORMATION 






Office Street Address _____________________________________________________________________ 

City/State/Zip ______________________________________________   Ward ____________________

Office Telephone(s) ________________________________ Office Fax __________________________ 

Office Email ______________________________________________________ 

Office Manager ____________________________________________________ 

Correspondence Address ________________________________________________________________ 

City/State/Zip _________________________________________________________________________ 

Type of Practice (L.L.C., Corp., etc.) ______________________________________________________ 

Group/Corporate Name ___________________________________ Federal Tax ID __________________ 

Correspondence Address ________________________________________________________________ 

City/State/Zip _________________________________________________________________________ 







	SECTION V
PROVIDER IDENTIFCATION INFORMATION 








Medicare # ______________________________

National Provider ID # __________________________	Taxonomy Code__________________________
 

	SECTION VI 
MEDICAL SPECIALTY INFORMATION







A. PHYSICIAN SPECIALTY
Check your primary specialty below.  Only check one (1) specialty.  Physicians must meet all State requirements for the type of specialty checked.

□ Addiction Medicine						□ Neurology
□ Allergy/Immunology						□ Neuropsychiatry
□ Anesthesiology						□ Neurosurgery
□ Cardiac Electrophysiology					□ Nuclear Medicine
□ Cardiac Surgery						□ Obstetrics/Gynecology
□ Cardiovascular Disease (Cardiology)				□ Ophthalmology
□ Colorectal Surgery (Proctology)				□ Optometry
□ Critical Care (Intensivits)					□ Oral Surgery (Dentist Only)
□ Dermatology							□ Orthopedic Surgery
□ Diagnostic Radiology						□ Osteopathic Manipulative Medicine
□ Emergency Medicine						□ Otolaryngology 
□ Endocrinology 						□ Pain Management
□ Family Practice						□ Pathology 
□ Gastroenterology						□ Pediatric Medicine
□ General Practice						□ Peripheral Vascular Disease
□ General Surgery						□ Physical Medicine and Rehabilitation 
□ Geriatric Medicine						□ Plastic and Reconstructive Surgery
□ Geriatric Psychiatry 						□ Podiatry
□ Gynecological Oncology					□ Preventative Medicine
□ Hand Surgery							□ Psychiatry 
□ Hematology							□ Pulmonary Disease
□ Hematology/Oncology					□ Radiation Oncology
□ Hospice/Palliative Care					□ Rheumatology 
□ Infectious Disease						□ Sleep Medicine	
□ Internal Medicine						□ Sports Medicine 
□ Interventional Pain Management				□ Surgical Oncology
□ Interventional Radiology					□ Thoracic Surgery
□ Maxillofacial Surgery						□ Urology 
□ Medical Oncology						□ Vascular Surgery 
□ Nephrology							□ Undefined Physician Specialty 
								    (Specify):___________________________






B. NON-PHYSICIAN SPECIALTY
Check the appropriate box to indicate your specialty.  All non-physician practitioners must meet specific licensing, certification, educational and work experience requirements.  

□ Certified Nurse Midwife
□ Clinical Nurse Specialist
□ Nurse Practitioner
□ Unlisted Non-Physician Practitioner Type (Specify):
    _________________________________						










































	SECTION VII 
SIGNATURE PAGE 







The effective date of enrollment shall be on the date the provider attains participating status as determined by the Department under Federal and District regulations. 

I attest under penalties of perjury that the information on this application form is true and correct to the best of my knowledge.



______________________________________   			__________________________ 
Individual Provider First Name (Print)					Last Name (Print)	


______________________________________  			  __________________________ 
Individual Provider’s Signature 						Date 



Groups/Entities:  Authorized Representative	


_______________________________________   			__________________________ 
First Name (Print)								Last Name (Print)


_______________________________________    			__________________________ 
Authorized Representative’s Signature					Date 




Accepted by: 



_______________________________________ 			   __________________________ 
Authorized Signature by: 							Date 
Department of Health Care Finance



	For Official Use Only 
D.C. Medicaid Provider Number Assigned: ________________________________ 




Department of Health Care Finance
Streamlined Medicaid Provider Enrollment
Individual Provider Information
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Provider Name NPI Number Taxonomy Code Provider Specialty License (State and Number) DEA Number

Example:  John Doe 18xxxxxxx 2Gxxxxxxxx Internal Medicine DC  8xxxx xxxxxxx
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		Provider Name		NPI Number		Taxonomy Code		Provider Specialty		License (State and Number)		DEA Number

		Example:  John Doe		18xxxxxxx		2Gxxxxxxxx		Internal Medicine		DC  8xxxx		xxxxxxx
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