
  September 2014 

 
GOVERNMENT OF THE DISTRICT OF COLUMBIA 

DEPARTMENT OF HEALTH CARE FINANCE 

 

NON-MEDICAID ENROLLED PROVIDER FORM 

MEDICAID ELECTRONIC HEALTH RECORDS INCENTIVE PROGRAM  
Please type or print. Incomplete applications will not be processed.  

Please do not remove any pages from this application.  

 

SECTION I 

APPLICANT INFORMATION  

 
Please provide your INDIVIDUAL information in the space provided if you want the incentive payment to be distributed to you.  If you 

want to assign the incentive payment to another entity, please provide your GROUP information. 

 

ο Individual  
Name (Last, First, Middle) _______________________________________________________________ 

  
Doing Business as ______________________________________________________________________  

 

Telephone _____________________________________ Fax ___________________________________  

 

Email _______________________________________________________________________________ 

 
ο Group  

Group or Name ___________________________________________________________________________  

 

Doing Business as ______________________________________________________________________ 

  

Contact Name _________________________________________________________________________ 

  

Telephone _____________________________________ Fax ___________________________________  

 

Email ________________________________________________________________________________ 

 

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

 
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  

 

SECTION II  

PROFESSIONAL LICENSURE  
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_____________________________________________________________________________________ 

State  Type  Number  Issue Date  Expiration Date  

 

 

 

 

 

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 __________________  

 

Medicare # ______________________________ 

 

National Provider ID # __________________________ Taxonomy Code__________________________ 

  

Correspondence Address ________________________________________________________________  

 

City/State/Zip _________________________________________________________________________  

 

 

SECTION IV  

BILLING INFORMATION  

 
 

 

Payment Address ______________________________________________________________________  

 

City/State/Zip _________________________________________________________________________  

 

 

 

I, the undersigned, desire to receive payment from the District of Columbia Medicaid Electronic Health Record Incentive 

Program.  I attest the information I have provided on this form is accurate. 

 

 

 

________________________________________________  __________________________ 

Signature        Date 

 

SECTION III  

OFFICE INFORMATION  
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DEPARTMENT OF HEALTH CARE FINANCE 

 

District of Columbia Medicaid Electronic Health Record Incentive Program 

Non-Medicaid Provider Enrollment Application Checklist 

 

 

 

 

 

 

Required Documents  

W-9  

Verification of Liability Insurance  

Copy of License/Certification  

Verification of NPI and Taxonomy Code  


