APPLICATION CHECKLIST FOR INITIAL CREDENTIALING

MUCA-This is your application with Wapiti Medical Group. We send it to our facilities as a
part of your credentialing file. It is required by 90% of our facilities (including facilities in
MN, Wi, IA, and SD). Fill out the application out completely with all dates, addresses,
phone numbers, etc. Please mail documents to the address listed below.

Wapiti Medical Group
6887 South Lake Avenue
PO Box 266

Lake Nebagamon, WI 54849

The following forms must be received with original signatures
_____Minnesota Uniform Credential Application (MUCA)
—_Subcontractor Application

Direct Deposit Form

W-9

855t signature page (print 3, sign all, date none)

______855R signature page (print 3, sign all, date none)

Enclose clear, readable, current copies of the following documents

Federal DEA

State Licenses (All)
State CSR Certificates
Curriculum Vitae
Driver's License
Medical Diploma
Board Certification
Residency Certificate
Internship Certificate
Life Support Certificates
—__1-3Reference Letters

TB/Mantoux Results
2x3 Photo
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WAPIT! MEDICAL GROU

Subcontractor Applicatien

Name MD or DO Date
Address SsS#

City Phone#
State Zip Email
Personal Corporzstion Tax ID #
Medical Scheol Dates
Residency Dates
Boards Dates
DEA # State DEA #

Malpractice Suits filed

Will you have your own malpractice insurance? (If yes, please include a copy
of the certificate).

State Licenses

Wil you need help filing for a state license? Which state(s)?

Any License revocation or restriction

How many hours are you interested in working each month?

Are you interssted in working at a number of different sites or primarily at a single
location? If a single site, do you have a particular site you are interested in?

PROFESSIONAL REFERENCES:

1. Name: 3. Names:
Address: Address:
Phone: Phone:

2. Names:
Address:

Phone:
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(Rev. November 2005)

D2pentmont of the Treasury
Interna Reventd Service

Name {as shown on your income 1ax return}

Request for Taxpayer
Identification Number and Certification

Give form to the
requester. Do not
send to the IRS.

2.

Business name, it different from above

individual/
Sole proprietor
Address (pumber, street, and apt. or suite no.}

G Exempt tom backup
vithhoiding
Requester's name and address (optional)

.

[0 Comporaton {J Pastmershin [ Other » .....eceeeea. ..

Check appropriate box: D

Print or type
ee Specific Instructions on page

City, state, and ZIP code

Enter your TIN in the appropriate oox. The TIN provided must match the name given on Line 1 to avoid
backup withholding. For individua's, this is your social security number (SSN). However, for a resident
glien, sole proprietor, or disregarded entity, see the Part | instructions on page 3. For other entities, it is
your employer identification number (EIN). If you do not have a number, see How to get a TIN on page 3.

Note. if the account is in more than one name, see the chart on page 4 for guidelinas on whose
number to enter,

g8l  Certification
Under penalties of perjury, | certify that:
1. The number shown on this form is my correct taxpaver identification number {or | am waiting for a number to be issued to me), and

2. | am not subject to backup withrolding because: (a) | am exempt from backup withholding, or (b) | have not been netified by the Intemal
Revene Service (IRS} that | am subject to backup withholding as & result of a failure to report all interest or dividends, or (c) the IRS has
notified me that | am no longer subject to backup withholding, and

3. | am a U.S. person {including a U.S. resident alien).

Certification instructions. You must cross out item 2 above if you have been notified by the IRS that you are currertly subject to backup
withho!ding because you have tfailed to report all interest and dividends on your tax return. For real estate transactions, item 2 does not apply.
For mortgage interest paid, acquisition or abandonment of secured property, canceliation of debt, contributions to an individual retirement
arrangement {IRA), and generally, payments other than interest and dividends, you are not required to sign the Caertification, but you must

2ccount pumber(s) here {optiorah

S

Taxpayer ldentification Number (TIN}

I'social security mamber
[ 2
Employeridm‘liﬁt:;a\nm

I 0

!

provide your correct TIN, (See the instructions on page 4.)

Sign

Signature of
Here

.S, person P

Date P

Purpose of Form’

A person who is required to file an information return with the
IRS, must obtain your correct taxpayer identification number
({TIN) to repont, for example, income paid to you, real estate
transactions, mortgage interest you paid, acquisition or
abandonment of secured property, cancellation of debt, or
contributions you made to an (RA.

U.S. person, Use Form W-9 only if you are a U.S. person
(including a resident alien), to provide your comect TIN to the
person requesting it (the requester} and, when applicable, to:

1. Certify that the TIN you are giving is correct (or you are
waiting for a number to be issued),

2. Certify that you are not subject to backup withholding, or

3. Claim exemption from backup withholding if you are a
U.S. exempt payee.

In 3 above, if applicable, you are also certifying that as a
U.S. person, your allocable share of any partnership income
from a U.S. trade or business is not subject to the
withholding tax on foreign partners’ share of effectively
connected income.

Note. If a requester gives you a form other than Form W-9 to
request your TIN, you must use the requester’s form if it is
substantially similar to this Form W-9,

For federal tax purposes, you are considered a person if you
are;

© An individual who is a gitizen or resident of the United
States,

o A parinership, corporation, company, or association
created or organized in the United States or under the laws
of the United States, or

o Any estate (other than a foreign estate) or trust. See
Regulations sections 301.7701-6(a) and 7(a} for additional
information.

Special rules for partnerships, Partnerships that conduct a
trade or business in the United States are generally required
to pay a withholding tax on any foreign partners’ share of
income from such business. Further, in certain cases where a
Form W-9 has not been received, a partnership is required to
presume that a partner is a foreign person, and pay the
withholding tax, Therefore, if you are a U.S, person that is a
partner in a partnership conducting a trade or business in the
United States, provide Form W-9 to the partnership to
establish your U.S. status and avoid withholding on your
share of partnership income.

The person who gives Form W-9 to the partnership for
purposes of establishing its U.S. status and avoiding
withholding on its aliocable share of net income from the
partnership conducting a trade or business in the United
States is in the following cases:

© The U.S. owner of a disregarded entity and not the entity,

Cat,

No. 10231X For W-9 (Rev. 11-2008)



AUTHORIZATION FOR
AUTOMATIC (DIRECT) DEPOSIT

Wapiti Medical Group

I/We authorize the COMPANY (named above) to initiate credit entries and, if
necessary, to initiate any debit entries to correct an erroneous credit entry to
my/our account at the DEPOSITORY (identified below), for the purpose of
automatically depositing funds to my/our account. I/We acknowledge that the
origination of these transactions must comply with the provision of U.S. law.

DEPOSITORY BANK NAME:
BRANCH: PHONE:
G STATE: VA =
ROUTING NUMBER:
*(attach voided check)
ACCOUNT NUMBER:
(check one) __ Checking _____ Savings
New Authorization __ Change _ ___ Termination

I/We understand that this authorization replaces any previous authorization and
will remain in full force and effect until the COMPANY has received written
notification from me (or either of us) of its termination in such time and in such

manner as to afford the COMPANY and the DEPOSITORY a reasonable opportunity
toactonit.

NAME(S) - Printed:

(signature) (date) (signature) (date)

I decline from the AUTOMATIC (DIRECT) DEPOSIT option.

(signature) (date)



SECTION 4: AUTHORIZATION STATEMENTS

The signatures below authorize the reassignment of benefits to a supplier or the termination of a reassignment
of benefits to a supplier, as indicated in Section 1.

Title XVIII of the Social Security Act prohibits payment for services provided by an individual practitioner
to be paid to another individual or supplier unless the individual practitioner who provided the services
specifically authorizes another individual or supplier (employer, facility, or health care delivery system) to
receive said payments in accordance with 42 C.ER. 424.73 and 42 C.FR. 424.80. By signing this

Reassignment of Benefits Statement, vou are authorizing the supplier identified in Section 2 to receive
Medicare payments on your behalf.

Your employment or contract with this individual or supplier must be in compliance with CMS regulations
and you must be in compliance with applicable Medicare program safeguard standards described in 42
C.FR. 424.80. All individual practitioners who allow another supplier (employer, facility, or bealth care
delivery system) to receive payment for their services must sign the Reassignment of Benefits Statement.
The signatures below acknowledge that you will abide by all laws and regulations pertaining to the
reassignment of benefis.

A. Individual Practitioner

1 certify that I have examined the abeve information and that it is true, accurate and compiete: I .
understand that any misrepresentation or concealment of any information requested in this application
may subject me to liability under civil and criminal laws.

Individual Practitioner First Name | Middle Initial | Last Name k. Sr, ete. MDLUDOL ae
. Individual Praciitioner Signature (Firss, Midile, Just Newe. Jn, Sz, M. DL e} Date (mmiddiyivys
% SIGNED «

B. Authorized or Delegated Official

I certify that T have examined the above information and that it is true, accurate and compieie: I )
understand that any misrepresentation or concealment of any information requested in this application
may subject me to liability under civil and criminal laws.

Fiest Name I Middic Initial | Tast Name Jo. S ete. MUDL DO, e
l 1 £t 2 Ay s

Authorized or Delegated Official’s Stgnature (#First, Middle, Lost Moz, Je, St MD. DO, e Date fmmtddlyyevt

SIGNED

All signatures must be original and signed in ink. Applications with sigpatures deemed not
original will not be processed. Stamped, faxed or copied signatures will not be accapted.

ChA5-885R (0208}
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SECTION 15: CERTIFICATION STATEMENT (Continued)

FirstName 'Middle initial [Last Name M.D., D.C., etc.
{

: . L
Practitioner Signature (First, Middie, Last Name, Jr, Sr., M.D., D.O,, etc.) Date Signed (mm/ddiyyyy}

4

All signatures must be original and signed in ink {biue ink preferred). Applications with signatures deemed not original will
not be processed. Stamped, faxed or copied signatures will not be accepted.

SECTION 16: FOR FUTURE USE (THIS SECTION NOT APPLICABLE)

SECTION 17: SUPPORTING DOCUMENTS

This section lists the documents that, if applicable, must be submitted with this enrollment
application. For changes, only submit documents that are applicable to the change requested. The
fee-for-service contractor may request, at any time during the enrollment process, documentation to
support or validate information reported on the application. In addition, the Medicare fee-for-service
contractor may also request documents from you, other than these identified in this section 17, as are
necessary to bill Medicare.

MANDATORY FOR ALL PROVIDER/SUPPLIER TYPES

O Completed Form CMS-588. for Electronic Funds Transfer Authorization Agreement.

NOTE: If a supplier already receives payments electronically and is not making a change to his/her
banking information. the CMS-588 is not required. (Moreover, physicians and non-physician
practitioners who are reassigning all of their payments to another entity are not required to submit the
CMS-588.)

O Written confirmation from the IRS confirming your Tax Identification Number with the Legal Business
Name (e.g., [RS form CP 575) provided in Section 2. (NOTE: This information is needed if the applicant
is enrolling their professional corporation, professional association, or limited liability corporation with
this application or enrolling as a sole proprietor using an Employer Identification Number.)

MANDATORY, IF APPLICABLE

O Copy of IRS Determination Letter, if provider is registered with the IRS as non-profit.

0O Copy(s) of all final adverse action documentation (e.g., notifications, resolutions, and
reinstatement letters).

0O Completed Form CMS-460, Medicare Participating Physician or Supplier Agreement.

Completed Form CMS-855R, Individual Reassignment of Medicare Benefits.

[0 Statement in writing from the bank. If Medicare payment due a supplier of services is being sentto a
bank (or similar financial institution) where the supplier has a lending relationship (that is, any type of
loan), then the supplier must provide a statement in writing from the bank (which must be in the loan
agreement) that the bank has agreed to waive its right of offset for Medicare receivables.

0O Written confirmation from the IRS confirming your Limited Liability Company (LLC) is automatically
classified as a Disregarded Entity (e.g., Form 8832). (NOTE: A disregarded entity is an eligible entity
that is treated as an entity not separate from its single owner for income tax purposes.)

0 Copy of current C1LIA and FDA certification for each practice location reported.

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a coltection of information unless it displays
a valid OMB control number. The valid OMB control number for this information collection is 0938-0685. The time required to complete
this informatlon coflection is estimated to 4 hours per response, including the time to review instructions, search existing data resources,
gather the data needed, and complete and review the information cotlection. If you have any comments concerning the accuracy of
the time estimate(s) or suggestions for Improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance
Officar, Baltimore, Maryland 21244-1850.

DO NOT MAIL APPLICATIONS TO THIS ADDRESS. Mailing your application to this address will significantly delay application processing.

CMS-8551 {07/11) 26



