
Agenda Item #: 3E-4 

PALM BEACH COUNTY 
BOARD OF COUNTY COMMISSIONERS 

AGENDA ITEM SUMMARY 

------------------------------------------------------------------------------------------------------------------------------------Meeting Date: June 21, 2016 [X ] Consent [ ] 

Department 
Submitted By: 
Submitted For: 

[ ] Ordinance [ ] 

Community Services 
Division of Senior Services 

Regular 
Public Hearing 

------------------------------------------------------------------------------------------------------------------------------------
I. EXECUTIVE BRIEF 

Motion and Title: Staff recommends motion to: 

A) approve UnitedHealthcare Community Plan (UnitedHealthcare) Provider 
Credentialing Application, to verify Division of Senior Services (DOSS) credentials for 
long-term care managed programs, as required by Florida Agency for Health Care 
Administration (ACHA); and 

8) delegate to the County Administrator, or her designee signatory authority on re
credentialing applications, and any other necessary documents related to ACHA 
requirements. 

Summary: DOSS is a service provider and currently has a Standard Agreement 
(R2013-0864) with UnitedHealthcare, a Florida Statewide Medicaid Long Term Care 
Managed Care Plan (L TCMCP). DOSS provides services such as Case Management 
and Adult Day Care to their members. L TCMCP credential verification requires ongoing 
monitoring and maintenance of providers' records to ensure that information is accurate 
and up to date as required by AHCA and in accordance with applicable state law. 
DOSS will continue to provide long-term managed care, in-home care, and community 
based services as a service provider. (DOSS) Countywide (HH) 

Background and Justification: As a Service Provider, DOSS affords eligible seniors 
with help to avoid long term placement in a nursing facility. Long-term Care Managed 
Care plans are required to have a sufficient network to provide covered services 

Attachments: Provider Credentialing Application 
------------------------------------------------------------------------------------------------------------------------------------

Recommended By: ~~ 
Department Director 

Approved By: 
Assistant co(~.mt{' Administrator ' Date 1 1 ':o 



II. FISCAL IMPACT ANALYSIS 

A. Five Year Summary of Fiscal Impact: 

Fiscal Years 2016 2017 2018 2019 2020 
Capital Expenditures 

Operating Costs 

External Revenue 

Program Income 

In-Kind Match (County) 

NET FISCAL IMPACT 0 0 0 0 0 

I # ADDITIONAL FTE 
POSITIONS (Cumulative) 

Is Item Included In Current Budget? Yes__ No __ _ 
Budget Account No.: 
Fund _Dept_ Unit _Object -=-Program Code_ Program Period __ 

B. Recommended Sources of Funds/Summary of Fiscal Impact: tJo t~cf-
C. Departmental Fiscal Review: __ rrvvL---~---------------

Taruna Malhotra, Assistant Department Director 

Ill. REVIEW COMMENTS 

A. OFMB Fiscal and/or Contract Development and Control Comments: 

B. Legal Sufficiency: 

C. Other Department Review: 

Department Director 

This summary is not to be used as a basis for payment. 



f@J tJnitedHealthcare". 
· Community Plan 

.PROVIDER CREDENTIALING APPLICATION 
· LONG TERM CARE - FLORIDA 

Provid~r Name: falm Beach wunty Board_ of Collllty llirrnissioners/ Adult llifGar:e Center 

Corporate Name (if different); __ ............. ..,........_. ____________________ _ 

Federal Tax ID Number: _____ s ...... 9--6Cill ___ 78_5 ____ _ 

Are there multiplelocations? rKYes · • · No 
Is this Tax ID used for all locations? ~ Yes • No 

Medicaid # '"_6_7......,00_7..,...3_2..,.,.7(X)-__ .,..._ _____ _......__,,..,..... 

. NPI # 1184962847 

Are you a participating provider in the Florid.a Medicaid Program? • Yes D!t No 

If Minority Business, Check ·which response applies: 
• African American 
o Hispanic American 
• Asian American 
• Native American 
o American Woman 

Address (Physical Location) 

5217 Northlake fuulevard 

City Palm Pieach Gardens State. ___ FL...,...__· ______ Zip Code: _ 334_.~1_8 ________ _ 

Phone: ( . .561 ) _........,69_4 ____ 54_3_5 __ Fax: ( .561 ) _6_94 ____ 96~11~-------

Billing Address (if different from physica] location address above): 

810 llitui:a Street, Suite 300 

City: West Palm, Beach State: _FL_. ___ Zip Code: _3_340 __ 1 __________ ...,.._.;.. 

Contact person: _____ P._ai_· th_M=mf___.;·-;..· _ra __ · _:...;.. __ ...._ ____ ....___,, _________ -'--------__,__-------~ 

Contact person's email: __ frmnf __ r_a@p-=-bc----=gc.....ov_· ._o_rg=--"· ---------~-----___.__..-

Phone: ( 561 ) __ 3_5_5 -~_._·"'-'-· -~4~75J~----.- Fax: ( 561 ) 355 • ,_3 ....... 22_2 __ ~~-

2 - FLORIDA HCBS PROVIDER CREDENTIALING APPLICATION_DEC2014 
Proprietary Docmnent. 



f»J UnitedHMl.thcareft 
Community Pinn 

PROVIDER CREDENTIALING APPLICATION 
LONG TERM CARE - FLORIDA 

Additional t,ocations (if Applicable) 

Provider Name: . . Palm Beach County fuard of County· Cannissioners/ Adult fuycare Center 

Address: 3fx30. lake Worth Rqad, lake Worth, FL . 33461 

Phone Num.ber: (561) 357--:7100 

Tax ID Number: (if differ~nt): __ 59--ffJ:JJ~· _ .. ---,-7_85 _________________ _ 

NPI Number (if different):..,... _·_l_:t_t¼_96_284_7 _________ ~------~-

Medicaid ID Number (if different): _6~700.:.,-·. ·c..-7..,..~2.,....: 7_00 ___ _....,.-:..,..,-:.....-~-----------------

Provider Name:--,----------------~----------
Address: -----------------"--------------------
Phone Number: --------,....~----;---;-,-...,..w.----:..---___,,____...------''---""----------------...... 
Tax ID Number if different:-----'----,--..;..,........------"--'--'---'-----------..;.._-'---

NPJ Number (if different):-----......:.-----------------------------'--"--'----'-'

Medicaid ID Number (if ditferent): --------------------------------

ProviderName: ------...,.----,---'---------,-----___,.-----:,...;,.......a--------
Address: _____________________________ _ 

Phone Number:-------,--.~----------------------
Tax ID Number (if different): ____ ___,._...___....._ _____ ..........., ______________ _ 

NPl Number (if different): ___ ......,....,,....,...... _________________ ~_,_,._,..:...:...... _________ -'-,---'--""-'--..:-----

Medicaid ID Number (if different): ____________________ _ 

Provider Name: _____________________________ ...:.._, __ ...:...,._ __ 

Address:. _________ _,._ ________ ----__________________ _ 

Phone Number:....., .. '"':'"'-'---"-------------------_.__..,..........,._~--------~___,_.,..._.. ___ ---"' _________ ......._ 

Tax ID Number (if different):.--,-.-------------------'""--....,......------------=---
NPI Numbe.r (if different): ________ _,._ __ ..,...._ ____________ ......,_ _____ _ 

Medicaid ID Number (if different): -----------------------.:..--

2 - FLORIDA Hd:i3S PROVIDER CREDENTIALING APPLICATION_DEC2014 
Proprietary Document.· 



llJJ UnitedHeallthcare" 
Community Plan 

• Alachua • Collier 
O13aker : .. Ocolumpia 
0Bav • DeSoto • aradford .ODi>de.: • Brevard • Duval • s·roward. • Escambia ·• Calhoun • Flagler • Charlotte . 0Franl<lin 
Ocitrus. • Gadsden 
Oclav · OG.ilchrist 

PROVIDER CRED'E:NTIALING APPLICATION 
LONG TERM CARE - FLORIDA 

• Glades 0Jackspn • Marion · • Pasco • Gulf Qj:eff erson • Martin. . .• Pinellas . · • Hamilton OLafavette nMiami-Dade • Polk . • Hardee. Ola,ke • Monroe • Putnam • Hendry -• Lee • Nassau Osarita Rosa 
• H~rnando • Leon • Okaloosa ,;.• Sarasota 

· 0Hiohlands • • Levy .• Okeechobee Oserninole • Hillsborough. • Liberty • orange. OStJohris • Holrnes D~a9ison • Osceola. Ost. Lucie 
. Olridian River. · 0Mariatee · JxJ Palm Bea;h- • Sumter 

.. • Suwannee ---• Jaylor 

• Union • Volusia • Wakulla 
• Walton • Washington 

D Adult Co'nipanion·Services LJ .. Caregiver Training LJ Homemaker Services (may include 
Chore and Pest Control) 

LJ Attendant Care (RN) LJ Attendant Care (LPN) LJ Intermittent and Skilled Nursing 
:(RN)· 

0 Intermittent and Skilled LJ Personal Care · LJ Respite Care Services (Non-
Nursing. (LPN) Facility) 
D Occupational Therapy LJ Physical Therapy D Speech Therapy 

· D Respiratory Therapy · ·. U Medication Administration D Comprehensive Medicatioh 
Services (M~dication Manag_el}le.nt). __ 

D Consumable Medical Supplies D Home Delivered Meal$ [l Nu.trition/FHsk Reduction· 
(Requires Dietician or Nutritionist 
License) • PERS D En:vironmetital Accessibility LJ Pest Control 

. - Adaptation . . 
LJ Assisted Living Services ro Nursing Facility Services · ~•. Re·spite Care Services 

(bacilitv. 8aseo) 
[XI Adu'lt Day Health Servlc-es •· Assi$tiye Care (AFCH only) 

Days of Week Facility /Provider.is Operational - Please check all that apply 

[]Monday (K]Tuesday IX]Wednesday IK]Thursday []Friday • Saturday • Sunday 

Indicate Bu$iness Office HQurs / Days A vailabJ~: .. 

8;00am - 5;00pn 

--
Indicate After Hours Contact Information: 

2 - FLORIDA HCBS PROVIDER CREDENTIALINGAPPLICA TI0N_DEC2014 
Proprietary DocumehL 



lf1lJ UnitedHeallthcare" 
Communlcy Plan 

PROVIDER CREDENTIALING APPLICATION 
LONG TERM CARE - FLORIDA 

Failure to check an answer or provide explrtnations wm result in deiay of application processing 

L Has the license t9 do business in any app1icab1e jurisdiction ever been denied, restricted., suspended, 
re.duced · or not renewed? 

.\ ~kl YES [J NO 

2. Has the business been denied participation, suspended from·or denied renewal from Medicare or 
Medicaid? : · • YES []NO 

3. H~s business ever had its professional liability coverage cancelled but not renewed? • YES K]NO 

4. Has the business been denied accreditation by its selected ·accrediting body (e.g: JCAHO), or had its . . . ' ' . . . 

accreditation status reduced, suspended, revoked or in any way revised by the accrediting body? 
0 YES .lrJN0 

5. If you ar~ an Assisted Living Facility, has your Florida licensing agent approyed you to provide Adult Day 
Care Sei~vices? 1f yes, please .incJude a copy of the letter provided showing that you are approved. Without 
the Jetter, we will not be able to inc]ude this service in your contract. • YES ONO· 

2 - FLORIDA HCBS PROVIDER CREDENTIALING APPLICATION,....DEC2014 
Proprietary Docume:nt. 



'1lJ UnitedHealihcare' 
Community Plan 

PROVIDER CREDENTIALING APPLICATION 
LONG TERM CARE - FLORIDA 

Component Attestation/Consent & Release Form 

ANY ALTERATION OR FAILURE TO SIGN AND DATE THIS FORM WILL RESULT IN THE DELAY OF 
PROCESSING THIS APPLICATION 

By signing below, I attest that I ct~n the du]y authorized representative of the Component, thatal1 information on 
the Application pe1tains to the above-named Component, and that such information is ~urrent, complete and 

correct. 

Your signature is required to complete this application. Stamped signatures are NOT acceptable. 

I, Mary Lou. Berger . (name of persoim c0>mplletb11g thfis foirm) attest that all 
credentialing requirements' ha've been met. ' 

Signature _________ '--------~ 

Title Miyor 

Date: __ . ----------------------------~-,--

Community Plan Network Operations 
Email Address .fll ltc .. lllletwork@u.h.c .. com ·---Address: 495 N .. Keller Rd. #200, Maitland, Fl, 32751 

Phone: 407.:.659-7241 

Attest: Approved As To Form 
Sharon R. Bock 
Clerk and Comptroller 

And Legal Sufficiency 

By: ______ _ 

Deputy Clerk 

APPROVED AS TO TJ.iRMS 

.~~# 
2 - FLORIDA HCBS PROVIDER CREDENTIALING APPLICA TION_DEC2014 
Proprietary Document 



Form W-9 Request for Taxpayer Give Form to Ute 
{Aev. December 2014} Identification Number and Certification requester. Do not 
Department of the Treasury send to the IRS. tntemat Revenue Service 

1 Name (as shown.on your Income tax return). Name l~ required on this line; do n91 leave this line blank. 
Board of County Commissioners Palm Beach County 

t'i 2 Business name/disregarded entity name, II dllferent frotn above 
Q) 
OJ 

~ 3 Check appropriate box for federal tax classification; check only one of the foltowlng seven boxes: 4 Exemptions (codes apply only to g 0 lndlvldual/sole proprietor or 0 C Corporation 0 S Corporation 0 Partnership 0 Trust/es1ata 
certain anUtles, not 11'\dlvldue!s; see 

Ji Instructions on page 0): slngla•member LLC 
Exempt pay8"1 code (ti any) 

~l 
0 Limited llablllty company. Enter the tax c:lasslflcatfon (C=C corporation, S=S corporation, P=partnershlp) • 

Note. For a single-member LLC thnt Is disregarded, do not check LLC; chock tho appropriate boK In the line above for Exemption from P'ATCA reporting 
the tax classltlca:Uon or the slngle•member owner. code (If any) ·c J: 0 Other (see Instructions) • GovernmentlPolittcal Subdivision /.Appll,,i /0 ~ ma/t,Witld ootsm th, U.S.} ll. (,) 

:e 5 Address (number, street, Md apt or suite no.) Requester's name and addrt!S$ (optlonaQ (.) 
4) PO Box 4036 Jr 
$ 

6 City, state, and ZIP code 

en West Palm Beach, Fl 33402 
7 List account number(s) here {optklnal) 

llll!J:l ... Taxpayer Identification Number ITIN} 
I Social tiitcurity numbar I Enter you~ TIN In the appropriate box. The TIN provided must match the name given on tine 1 to avoid 

backup withholding. For lndlvlduals, this ts generally your social security number (SSN). However, for a DJ] -[D _, I I I I resident alien, sole proprietor, or disregarded entity, see the Part I Instructions on page 3. For other 
entitles, It ls your employer ldentlflcatron number {EIN). If you do not have a number, soo How to gets 
TIN on page 3, ,_o.,.,..r---,--......,....,-,...,.........,..,...---,,-----, 
Note. If the account ls ln more than one name, see the Instructions for One 1 and the chart on page 4 for I Employer identlr1catlon number 
guidelines on whose number to enter. 

5 9 ... 6 0 0 0 7 8 5 

Certification 
Under penalties of perjury, I certify that 
1. The number shown on this form Is my correct taxpayer Identification number (or I am waiting for a number to be issued to me}; and 
2. I am not subject to backup wlthholdlng because: (a} I am exempt from backup withholding, or {b} I have not been notified by the Internal Revenue 

Service (IRS} that I am subject to backup withholdBng as a result of a fav.lure to report am Interest or dividends, or (c) the IRS has notified me that I am no longer subject to backup withholding; and 

3. I am a U.S. citizen or other U.S. person (defined below); and 
4. The FATCA code(s} entered on this form ('f any) l'ndicatlng that I am exempt from FAiCA reporting Is correct. 
Certlffcatlon Instructions. You must cross out Item 2 above ir you have been notified by the IRS that you are currently subject to backup withholding 
because you have fa~led 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, cancern1:1-tlon of debt, contributions to an lndlvldual retirement arrangement URA}, and generally, payments other than Interest and dividends. you are not requkad to sffgn the certification, but you must provide your correct TIN. Sea the instnJ_c~ons on page,_~. · . J 

Sign Signature of 
Here u.s. person: 

General Instructions 
Section references are 10 the Jnlemal Revenue Code unfes, otherwise noted; 
Future developmer,ta, lnformatf.on about developments affecting Form W•9 (such 
as leglsfation enacted after we- retease It) rs at www.Jrs.gov tfw9. 

Purpose of F'orm 
An lndlvlduaf or enHty (Form W•9 requester) who 19 requ!rod lo Ole an.Jnf;,,:irmaUon 
return with lhe !IRS must obtain your correct taxpayer ldentlflcatton number (TIN) 
which may be your social security number {SSN), lndlvlduai taxpayer (del'llificaUon 
number (ITIN), adoption taxpayer •ldenlificatfon number (A TIN), or employer 
identificallon number (EIN), 10 report on an Information return lhe amount paid to 
you, or other amount reportable on an Information return, Examples ol Jrnformatron 
returns include. but are not 1wm,ted to, the tou·owlng; 
• Form 1099-lNT (interest earned or paid) 
• Form 1099-OIV (dividends, lnciudlng those- from stocks or mutual 1undslt 
• Form 1099·MliSC (various types or income1 prizes, awards. or gross ptlf;lO~s) 
• Form '1099·8 (stock ot tnu1ual fund sales and.c,ertnln otMr transactrions by 
brokers} · · 
• Form 1099,.5 (proc~ds from relll1 estate transactions} 
• Form 1099•K {!Tierchant card and Wrd party networl~ transoct/ons) 

• Form 1098 (home mortgage Interest), 1098·E (student loan Interest), 1098-T 
(tu1tfon) 
" Form 1099·0 (canceled debt) 
• Form 1099·A (acquisition or abandonment of secured property) 

Use Form W•9 onry lf you !lfe o U.S. parson (lnc(udfng a resident .alien), to 
provide your correct TIN, 

I/you do not retum Form W•9 to the requester with a TIN, you might bs subject 
to backup withholding. See What ls backl.Jp withholding? on page 2. 

By signing lhe filled-out form, you: 
1, Certlfy lllal the TIN you are giving ls correct (or you are waiting for a number 

to be !issuedh 
2. Certify that you ara not subject to backup wlthholdlng, or 
3,. Claim exemption from backup withholding If yov are a U.S. exempt payee. If 

applilcable, you are also certifying thal as a U.S, person, your allocable share of 
any partnership lncom8 from n U.S. trade or business Is not subject to the 
withholding ta;,; on foreign partners' share or effectively connected income, nnd 

4. Cert~fy that FATCA code(s) entered on this form (lf any) indicating that you am 
exempt from the FATCA reporting, Is corract. Soo What ls FATCA reporting? on 
page 2 for furthadnformatlon. · 

Oat, No, 10231X Form W-9 (Rev. 12·2014) 



Form W•9 
(Rev. December 2011) 
Department of the Treasury 
Internal Revenue Service 

Request for. Taxpayer 
Identification Number and Certification 

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

C\J 
d> 

Name (as shown on your'lnoon·1a·tax return) 

Business name/disregarded entity name, lf'aifferent from above 

fil>i---------------------,-......,...---.....,....-,----------------------r----...... ---~ Check appropriate box for federal tax classification: 
0 D lndivi_doal/sole ptopriet~r D C Corporation O S Corporation 0 Partnership O Trust/estate 

8- § 
~~ 
:s 2: 
1:·1n 

0 Exempt pay.ee D Limited liabillty company. Enter-the tax classification (0=0 corporation, 8=8 corporation, P:::.partnership) • ~~---~--~----···-~--

·;f ~ tJ Other (see insfructiOl'\S) • 
!E 1-A.,.;;d;;;;:d;;.;.re_s_s...,(n_u_m ___ b __ e_r,-s-tre-e-t,-a-'-n'""'d-a-pt-. -or_s_u_lte-·-no-.)--------------------~......,..,.R-eq_u_e_st--er..,..'s_n_a_m_e_a_n_d_ad_d.,..r-es-s·..,.(o-p-ti_,on'-a"""I) ____ _ 
u 
8. cni-------~......,...------~---------------------1 fil City, state, and ZIP code 

Cl) 

. List account number(s) here (optional) 

- D . .. . 'Taxp~yer ldeoti~ication· Number'(T,INJ . . 
Enter your TIN (n tt:,e app~opriate ~o~. !he JIN ~r~vide_d mus~ match ~.he nam¢ given on the "Name'! Hne 
to avoid backup withholding. For 1nd1v1duals, this 1s yot.Jr social security number (SSN). However, for.a 
resident alien, sole proprietor, or disregarded entity, see the Part I ir,structions on page 3. For other 
entities, it is your employer identification number (EIN). If you do not have a number., sEJe How to get a 
TIN bn page 3. 

I Social sec'urjty_number 

DIJ-[D-1 J I .II 
Note. If the account is in more than one name, see th~ chart on page 4 fot guiqelines on whose 
number to enter. 

I Employer identification number · I 

m~,111.11.11 i:JMljl Certification· 
Unde'r penalties of perjury,. I certify that: 

1. The number shown on this form is my correct taxpayer identification number (or I am waiting fora.nurriberto be issued to me), and 

2. I am notsLJbject to backup_ w!~hhqlding beca'use: (a) I arn :exernpt from backup withholdi:ng, or (b) I have ·not peer, ni:>tifi¢d by the Intern~! Revenue 
Service (IRS} that I am subject to bac~up withholding: t:Js :~ result. of a failure to report all interest or dividends, or (c) the I.RS has notified me that I arn 
no longer subject to backup withholding, _and 

3. I am a U.S. citizen or ott')er U.S. person :(defined below). 

Certifi.cation. instructions: You. n:iui;;t.cq)ss out item 2 aboyt:: if yqu_have been notified by the IRS that you are currently. subject to backup withholding 
b~cqust:: you have failed to r~pq~ all interest and dividend~ on your tax return. For (eal :es~c1te transactions, item 2 :qoe~· not apply. For mortgage 
interes~ paid, acquisition or abandpnrn.el'.'lt of secured property, 9an9ellation of debt, cqhtributi•hs to an individual retirement arrangement (IRA), and 
generally, paym~ilt~ other than interest anc;I divjdends, you are not requir~d to sign the certification, ~ut you-must provide your correct TIN. See the 
instructions on page.4. 
Sign Signature of 
Here U.S. p~rson • Date • 
General Instructions 
Section references are to the Internal Revenue Gode unless otherwise nored.. . . . . .. 

Purpose ·of Form 
A person who is required to file an information return with the IRS must 
obtain your correct taxpayer identification nuniber(TIN) to report, for 
example, income paid to ·you, real estate transactions, mortgage interest 
you paid, acquisition or abandonmerit of secured property, cancellation 
of debt, or contributions you made to an IRA. . 

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

i. 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 ex~mption from backup withholding if you are a U.S. exempt 

paye~.: If applicable, you are also certifying that as a U.R person, your 
allocal::>le share of any partnership income from a U.S. trade: or business 
is not subject to the. withhqlding tax oh foreign partriers' share of 
effaotiv~ly conn~ctE:lp .iricome, 

Note. If a requester gives you a form other than Form _WT9 to request 
· your TIN, you must use the requester's form if it'is substantially similar 

to this Form W-9. · · 
Definition of.a ·u.s. person. Forfederal tax purposes, you are 
considered a U.S. person if you are: . . . 
• An individual who is a U.S. citizen or U.S. resident alien, 
• A partnership, corporation, company, or association created or 
organized in the United States or under the laws of the United States, 
• An estate (other than a foreign estate)',·or 
• A domestic trust (as defined·in Regulations section 301.7701-7). 
Special rules for partnerships. Partnerships that conduct a trade or 
busin.ess in the United States are generally required to pay a .withholding 
tax on any foreign partners' share of inconie from such bus.iness. 
Further,ln 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 th~ partnership to establish your U.S. 
status and avoid withholding on yoi..Jr share of partnership income. 

Cat. No. 10231X Form W-9 (Rev, 12-2011) 



IJJJ UnitedHealthcare· 
· Community Plan 

Provider Ent)ty Disclosure of Ownership, Controlling Interest and Management Statement 

UnitedHealthcare Community Plan ("UnHedHealthcare") is required. to colJect disclosure of ownership, controlling interest and management 
information froin proyidets that participate in the Medicaid and/or th~ Children's Health insurance Program (CHIP) managed care network 
pursuant to a Medicaid and/cfr CHIP State Contract with the State Agency and the. federal regulations set forth in 42 CFR Part §455. Required 
information includes: 1) the identity of all owners and others with a controlling interest of5% or greater; 2) certain business transactions as described 
in 42 CPR §455J05; 3) the identity of managing employees, agents and others in a position of influence or authority; and 4) criminal conviction 
information for the provider, owners, agents ai-id managing employees. The iii.formation required h1cludes, but it is nol limited to, name, address, date 
of birth, social security number (SSN) aod tax identification (TIN). · 

Completion and submission of this Statement is a condition of participation in the Medicaid and/or CHIP managed care network and is a contractual 
obligation with UnitedHealthcare for .services to members under Medicaid and CHIP benefit platis. FaiJure to submit the requested information may 
result in denial of a cl arm) a refusal to enter into a provjder contract, oi· termit:mtion of existing provider contracts. 

This Statement should be subinitted with the initial contract and updated every three (3) years or at the renewal of the contract and at any time there 
is a revision to t~e information ·or upon a request for updated.in.formation. A Statement must be provided wlthin f5 days of a request for this 
information. Physician and health care professional members of a group practice that are credentialed or enrolled into the Medicaid or CHIP managed 
care program by UnitedHealthcare or by a delegale of UnitedHealthcare must submit a signed Individual Provider Statement attesting to the 
requirements under these regt;ilafio11s at the time of credentialing, enrollment, or contracting, if requested by UnitedHealthcare or by ::.i. delegate of 
UnitedHealthcare. Any members ofa group pracllce that have arz ownership or controlling interest in the Provider Entity identified below, or is 
related to anbther owner of the Provider Entity, must sub,nit a signed Individual Provider Statement. 

Detailed instructions and a glossa,yforcapitalized terms can be.found cit the en.d of this form. ({attachments are included, please indicate to which 
section those attachments refer. 

Contracted Provider Entity Information 

Please fill out the elltire. section. Every ftekl. must be complete. If fieuls are left blank, the form will itot be processed and will be returned for 
correctionslc.ornpleteuess. If t1udotin is unreadable due to illegi.ble handwriting, th~ fo.rm will not be processed. 

As applicable,· if Provi4er Eiitity is a medical group or facility, attach a roster of i1idividual providers covered under this Stat.ement. 
Please include provider name, address, date of birth_, and social security number. 
Do you.have a roster to attach? --•---"_Yes __ No 

Type of disclosing entity. . Name of Person Completing the Form 
Please choose appropriate category: Faitl;iMmfra 
_Partnership 

Title -• Non-Profit Director _. Cor.poration 
Phone Number _ Limited Liability Corporation (LLC) 

. (561) 355-47':JJ ..x_ Government/Public Entity 
Fax _• HCBS Provider . 

_.Other: (561) 355-3222 
Email 

In which state do yoµ FL ~lx:gov.org 
participate in l\1edicaid? 
Legat Name ("Provider Entity"): DBA Name (ifdifferent from Provider Entity Legal Name): 
Palm BEoch Camtv .Ban-d.of Countv, .. CamrisqinnP~. 

Complete Address (must include at least one street address; corporations must include the primary business address and 
every business location and P.O. Box address): 
STREET 810 llitura. Street, Ste '.fiJY West Palm E€ach STATE FL ZIP 3340l 

Additional Addresses (list all Practice locatfons - anach a separate· sheet if necessary): Do you have a list to attach? _Yes .-X.No 
North County AOC 5217 Northlliake Blvd, PEG, FL 33418 and ~ 368J Lake Worth Rd, LW, FL 33461 
**FederalTax ID/SSN #: *Medicaid ID #: *National Prnvider 1D (NPI) #: *CAQH#: 

59-filJJ785: 6700732700 1184962847 
__ Applied for Medicaid ID _Applied for NPI _Applied for CAQH 

Not Applicable Not Applicable Not Applicable 
*nu1~(!fiffh.l~ cannotlu:t leftf>lt111k; '~N(J.l 11·rum~t1pph'1altle and· f~applied.jQr11 are 11cceptah}e. responses. · 
**I11dMdtuil providers please use social security ii.umber; field ca,mot be left blank: uNIA" non~applicabk and "applied for" are 
acceptable respo,ises 
Unitedf/ealthcareProvider Entity Disclosure Form 01/01/2015 



s ection I p ! rov1 er tn 'l y "d E ft 0 wncrs.uo n orma 10n I • I f'. f 
Ate there any i ndi vi duals or organiiations · with a Direct' bt Indfrect Ownership or Conti'oiling Interest of 5% or more in the Provider 
Entity?_Yes_!No Do you have a list to attach? _Yes-: .......... No 
If yes, list the name, piimary address, date ofbirth'(DOB) and Socia] Security Number (SSN) for each person having an Ow11ership 
or Controlling Interest in the Provider Entity of 5% or greater. List the name, Tax Identification Nu~ber (TJN), ptimary business 
address; every business location and P.0: Box address of ~ach. organization, corporation, or entity having an Ownership or Controlling 
Interest of 5% or .great ct·. { 42 CPR .§455.104) Attach additimial .. sheet-as 1wces."arv · 

Name of Owner DOB Complete Address (StreetiCity/State/Zip) ** SSN (individual) arid/or % 
a1m Beach County Board of (mm/dd/yyyy) 810 llitura Street, Ste 3CX), .. WPB, FL 33401 TIN (entity) Interest 

?f-.Cmm:i ssi onerQ List both as applicable 
Street 

City · State Zip 
s·treet 

City State Zip 
Street· 

City State Zip 
*Ill SSN and TIN required under §455.104; see Sect 4313 of Bala11cefl. Bu.dget Act of 1997 ame.nded Sect 1124 and Federal Register Vol. 76 No. 22 

Section· II: ·ownershh> in Other Providers & Entities 
Does the Provider Entity's Owner :ide.ntified in Section I: have an Ownership or Controlling Interest in anv other provider or entity? 
. __ YesJ. ... No 

Do you have a list to attach? _y es_LNo 
tr yes,, list the name. and the SSN .?r TIN _of the otl1er provid~r Qr entity in which the O_o/·ner identified in Sectic:m I also has an 

Name of Owner from Section I Name·of Other Provider 01· Entity Other Provider or Entity's 
.. 

__ _,,.. SSN (individual) or TIN (entity) 

. 

ectI<m .. u contractor . : wners up .• s III Sb 0 
Joes the Pr6vider Entity: have a Dire.ct or Indirect Ownership·Intere~t of 5% or more in any ·subcontractor? _: _Yes _No 

. rfyes, does another individual qr organization also have an Ownership or Controlling Interest in the same Subcontractor? _Yes _No 
~(yes, list the follo:wing 1nforrnation for-each person or entity whh \'l.O Ownership or.Controlling Interest in ariy Subcontractor in which the 
?roviderEntity also has Direct oi I~directOwnership Inter~st of 5% or more. (42 CFR ·§455.104) Attach additional sheets as necessary 
Do you have a list to.attacb? _Yes __ Nc, 

Legal Name of Subcontractor 
N0I' APPIJCABLE 

~fame of Sub.contractor's 
')th,<1r Owner 
?t/ier Owner's Compiete Street City State Zip 
\.ddress. Street/City/State/Zip) 

'Jtlier Owner TIN. 
.. 

Other Owner SS.N 'Other Owner DOB % Interest in Subcontractor 
(mm/dd/yyyy) 

Legal Naine ofSubcontrador 

\fame ot'Subcontracto.r's 
1ther Owner 
?th.er Owner's Complete Street City State . Zip 
~ddress 

--
?ther .Owner TIN Other. Owner SSN Other Owiier DOB % Interest in Subcontractor· 

(mni/dd/yyyy) 

UnitedHealthc;are Provider Entity DL~closure Form ()JioJIWJ5 



ec 1011. : annm e ntlons u1Js <> S f IV F T IR'l . I. fAIIO wners 

Mc any of the individuals identified jn Sections I, TI or III related to each other? ___ Yes _!__No 

lf yes, list the individuals identified and the relationship to each other ( e.g., spouse, sibling, parent; child) 

(42 CPR §455.104(b)(2)) Attach additional sheets <is necessary Do you have a list to atta~h? _. Y es~No 

Name of. Owner 1: : Name of Owner 2: Relationship 

NOT APPI.JCABLE .. , ... 

Medical Grouns Onlv: Are any provider members of the group related to the Usted owners or those with a.controlling interest? 
_. Yes J_No · 

Do you have a list to attach?-.. _. Yes~No 

lf.yes, list the foll_owing information foi· eac.h group provider member related to the Hsted owners and. those with a controlling interest. 
f4ttach additional sheets as necessary. Note: each· provider member listed.must subinit ·a signed Individual Provider Statement. 

Name of group provi~er · Relationship. DOB. (nun/dd/~yyy) SSN 

NJT APPLICABLE 

.. 

UnitedHealthcare Provider EntUy Disclosure Form 01/01/2015 



. . ''4' ,, ,.., 
"' • i Section V· Criminal Convktions Sanctions Fxdnsions Debarmenfand Terminations* 

1. Has the Provider Entity, or any'person who has an Ownership or Controlling Ini:eresdn t:he Provider Entity, or who is an Agent or 
Managing Employee of the Ptovider Entity ever been convicted of a crime related to that person's involvement in any program under 
Medicaid, Me?icare; CHIP or a Title XX program since 1he inception of tMse prog1.1tms? _Yes _ No 
If yes, list those persons and the required .information below. (42 CFR §455.106) 
Attach docwneniation and addition.al sheets as necessary Do you have documents to attach? _yes __ ._· No 

Name 
NOT APPIJCABLE 

DOB (nimldd/yyyy) I SSN (individual) or TIN (entity)· I State of Conviction 

Complete Address. (Street/City/State/Zip) 
Street City State Zip 

- . 

Matter of the Offense 

Date of Conviction(mm'dd/yyyy) , . Da.te of R~instatemerit(mni/dd/yyyy) 
.. 

2. Has the Provider Entity1 or any person who has an Ownership or Controlling Interest in the Provider Entity, or who is an Agent or 
Managing Employee of the Provider Entity ever·been sanctioned, excluded 01· debarred frbrri Medicajd, Medicare, CHIP or a Title XX 
program?_.-. Yes __ No 
If yes, Hsd.hose persons and the required information below: ( 42 CPR §455.436) 
Attach documentation and.additional sheets as n.ecessa,y Do you have documents fo attach?_._. Ye.s __ No 

Name 

DO.B (mrrVdd/yyyy) .. I SSN (indivi'ciual) or TIN (entity). 

Complete Address (Street/City/State/Zip) · 
Street City State . Zip 

Reason for Sanction, Exclusion ()r Debarment 

Date(s) of Sanctions, Exclusions. or Date of Reinstatement List all States where currently excluded: 
Debarments (mm/dd/yyyy) (mm/dd/yyyy) 

3. Has the Provider Entity, or any person who has an Ownership or Controlling Interest in the Provider Entity, or who is an Agent or 
ManaginREmployee of the Provider Entity ever been terminated from participation in Medicaid, Medicare, CHIP or a Title XX pl'ogram? 
_Yes __ No 
If yes, list those persons and the required information below. 
Atta¢h documentati01i and atfditional sheets as n.ecessa1y Do you have documents to attach? _y es __ No 

~ame 
.. . .. 

DOB (mm/dd/yyyy) . . f:$N(individua1) or TIN (entity) 

~omplete Address (Street/City/State/Zip) 
itreet City State Zip 
R.easoi1 for Termhiatitm 

Date of Termination State that origimited. Date of Reinstatement Terminated from Medicare? 
:mmJdd/yyyy) termi,iaiion (mm/dd/yyyy) 

Yes. __ No __ . __ 

*At any time during the Contract period, it is the-responsibility oftheP-roi1ider Entity to promptly provide notice upon 
learning of convictions, sanctions, exclusions, debarments and terminations (See Fed. Register, Vol. 44, No. 138) 

UnitedHealthcare P,;o,,fderEntity Disclosure Fonn.. 01/0112015 



SectionVI: Business Transaction lttform~tion ---------------------Busille$S Trnmmctions .. Subc011trilctoi-s: HM the Pt'ovid.er Entity had any business 'transactions with a Subcont:r:wtor lotaJi.ng more than 
$25;000 in the.previous twelve (12) month.period? ---:-Yes_. __ No Do you have a list t:o attach? ~·-Yes.,., __ No 

If yes, list the infonnatkm for-Subcontract.ors with whointhe Provider Entity has had business transactions totaling more than $25,000 
during the previous 12 month period ending on the date of this request (42 CFR §455.105(b)(l )) Attach additional sheets as necessaty 

Name of Subcontractor: Subcontraclof s SSN (individual) or --
NJI' APPLIQIBIB 11N (entity); 

Subcontractor,s Street Address City:. State: I ZIP 

· Name of Subcontractor's Owner: Subcontractor1 s Owner's SSN/T.IN: 

Subco11tractor's Owner's Street Address City: s:tate: I ZIP 

Significant Business Transactions - Wholly Owned Suppliers: Has the I'rovider Entity-had any Significant Business nansactions 
with a \rVholJy Owned Supplier exceeding the lesser cif $25,000 or 5% of operadng expenses during any oi1e fiscal year in the past 
five (5) year period? .;___:._ Yes __ ..:_No Do you have a list to attach? __ y cs,..;._-_No 

If yes, list the i.nfonnation for any Wholly Owned Supplier witl) whom the Provider Entity has had any Significant Business Transactions 
exceeding the lesser of $25t000 or 5% of operating expenses during any one fiscal year in the past 5~year period · 
(42 CPR §455.105(b)(2)) 

Attach additional sheets as necessary. See. Glossary for d:e.finition.. 

Name of Supplier: SUl'.)plier's SSN (individual) or 
TIN (entity); 

Supplier's Street:Address · 1 City: - State: l ZIP 

Significant Busines~ Transactions - Subconti-actors: Has the Provid.~t Ent.Hy bad any Signifkai1t ausiness Transactions with a 
Subcontractor exceeding the l~s~er of:$25,000 or 5% qf cipenlting expenses duritjg ~my one fiscal year in the past five (5) year 
period?. . .. ___ ,Yes ··-~---···No · · · 

Do you have a list to attach? ___ Yes __ No 

If yes, list the information for Subcontractor with whom the· Provider Entity has had any Significant Business Transactions exceeding the 
lesser of $25,000 or.5%:ofoperating expenses during any one fiscal year in· the past 5-year period (42 CPR §455.105(6)(2)) 
Attach additional sheets as iiecessary. See Glossary for definition. 

Name of Subcontractor: I Subconn·actor's SSN (individual) or 
TJN (entity): 

. ,,. . . . . 
Subcontractor's Street Address City; I State: l ZIP_ 

Name of Subcontractor's:Owner: Subcontractor's Owner's SSN/TIN: 

Su bcontra¢tor' s -Owner's· Stre~t Address . City: I State: l ZIP 

This information must be provided and/or U:pdated within 35 days of a request. Medicaid pajrinents may be. den.iedfor se,,,ices 
furn.i;hed duriitg the period beginning on ihe da;1following the_date the i,!for;nation:was di,1.e until ir.· is receil>ed; (42 CFR §455.105) 

UniredHealthcare Provider Entity Disclosure Fann 01/0i/2015 



Instructions for Disclosure of Ownership/Controlling Interest and 1\rlanage~ent Stat~ment 

If additional space is needed.; pleas~ note .Oil. thef orm that th.e answer is luting conti,wed, an.d attach. a. sheet ref erencin.g the section 
number tliat is being continU,ed. (For example: Section. 1 Ownership Information, cotttbmed). Please see Glo.ssary for def~nitions 
of c.apitalized terms. 

Section I: Provider Entity Ownership Information: 
Please list the l'equired information for each individual or organization that has a Direct or Indirect Ownership of 5% or more or has a 
Controlling Interest in your entity. If th6 Owrier is a corporation: the primary business address must be listed and every business 
Jocation and P.O. Box address:. Provider me.mbers ofa group practice who have ownership or a controlling interest in Provider Entity 
must:submit a separate Statement. 

Providing the SSN and TIN (as applicable) is required under 42 CFR 455.104; please see Section 4313 of the Balanced Budget Act of 
19971 amended Section 1124~ and.the Federai Register Vol. 76 No. 22. Any form without the required SSN and TIN (as applicab1e) is 
incomplete and will not be processed. 

Section II: Ownership in Other Providers & Entities: 
Please identify the other providers or· entities that are owned or controlled at least 5% by the san1e ind.ividuaI or organization idt;mtified 
in Section I that has an Owiiership or ControJUng lnte:rest 1n your entity. This info1;mfltion is to identify shared and interconnected 
ownership and cpotrolling interests; 

Section III: Subcontractor Ownership:· 
If your entity has a Direct orirtdirect Ownership of.5% or more in a Subcohtnwtor and other indivipu~Is or entities also have a Direct 
or Indirect Own.ership of that.same Subqontr~ctor, please-identify the Sul::,contractor.and provide the required information for the 
additional owners; · 

Section IV: Familia) Relationsl,ips of All Owners: 
Repot:l whether any of the i)etsbns listed in Sections I, II, ,and· mare related t6 each qther and identify the parties and their 
:relationship. Pr:ov1der·members of a- gmu;p: practice who are rel!ltecl to the Provider Entity's owners or those with a controlling jnterest 
must submit a separate Statement. 

Section V: Criminal Convic.ion~, S~nctions, Exdusio1is, Debarment arid Te~minations: 
List your own criminal convictions, ex¢lusiort$, sanctions, debathl<?fll:$:and terminations, and-for any person who h_as an ownership or 
controlling interest, or isan agent or managing employee of your entity. List all offenses i'clated to each person's or entity's 
tnyol vement in any pr6graII1 und~r M;edicai-e, Medica~di CHIP or the Title XX .services sitfoe the foception of these programs. Review 
a11 of the:databases necessary to verify this information: . 

1. Exclusion status may be verified i:hrough the HHS-.OIG List of Excluded Individ1~als/Entities (LEIB) at 
https :/ /oig.hhs; gov./exclusi ons/index;asp 

2. Sanction information·1s available.in the GSA's SAM (System for Award Management) database 

3. State specific exclµsion/sanGtion databases may pe accessed through the State Agency's website 

Section VI:· Business Trarisacti.on Information: 
1. List the Ownership of any Subcontractoi•s that you have had: business transactions totaling 1rt01'e than $25,000 Within: the last twelve 
(12) month period ending on the date of tbe req'QeSt. 
2. List ahy Significant Bu~i'11e~s Transaction bet.ween: your entity and any Who Uy Owned Supplier :during the past 5 years. 
3. List any Significant Business Transaction between: y6ur entity and any Subcontractor during the past 5 years. 

Remember that a Significant Business Ttaiisaction is defined as any transaction or se1;ies· of related transactions that exceeds the 
lesser of $25,000 or 5% of a provide('s operating e~penses during any one fisyal year; 

This information must be avai1able withinJ5·days of a request by the U.S. Department of.Health and Huinan Services (HHS), the 
State Medicaid Agency, and the Medicaid Managed Care Organization responding to an HHS or State request, · · 

Section VII: Management&, Control: 
l. Listthe requfre9 information for all employees that hold·a_position of Managing Employee within your entity. 
2. List the requfred information for all Agents that have the authodty fo obligate or act on behalf of your entity. 
3. List the required information for al] individuals on the g_overning board o~ board of directors if your entity is organized as a 
corporation. CMS requires thi idtntification of officets and directors of a P:rovider Entity that is organized as a corporation,: without 
regard to the for-profit or not-for-profit status of that corporation. 

UnitedHealthcare Provider Entity Disclosure Forin 01/01/2015 



GLOSSARY 

Pmvider Entity: an individual or.entity who operates as a Medicaid provider and is ·engaged in the delivery of health care services and is Jegaily 
authorized to do so by the state in which it.delivers the services, For purposes of this Statement, ~he Provider Entity is the individual or entHy 
identified on this form as the disclosing entity; 

llCBS Provider: a provider of Home and Community Based Services for Medicaid be1jeficiaries. 

Ownership or Control Interest: an individual:or corporation that-
. (a) Has an ownership interest totaling 5 perce11t.or•more in a disclosing entity; 
(b) Has an indirect ownership jnterest etjuaI to 5 percent or more. in a disclosing entity; 
(c) Has a combination of direct and indirect ownership interests e:qual to 5 percent or inore in a disclosing entity; 
(d) Owns an interest of 5 percent or more hi any mortgage, deed of trnst, note, or other obligation secured by the disclosing 
entity if that interest equals at least 5 percent of the value of the property or assets of the disclosing entity; 
(e) Is an officer or dii'ectorof a dh,closing entity that is orga.tJized as a corporation; or 
(f) Is a partner in a disclosing entity that is organized as a partnership. 

Direct Ow11ership Interest: the possession of equity in the capital, the stock, or the profits of 1.he·disclosing entity. 

Indirect Ownership Interest: an ownership interest in an entity that has a11 ownersh1p interest in the disclosing entity .. Thfa term includes .an 
ownership 'interest in any entity that h'as an indirect OWll('!l"Ship interest in the disclosing entity. 

Controlling l1Zterest: dei1ned as the operatlonal direction or management of a disclosing entity which may be maintained by any or:all of the 
following devices: the ability or a:uthority, expressed or reserved, to amend or chang~the corporate identity; the ability or authodty•to nominate or 
name merribers of the Board of birecfors or Trustees; the abiHty or authority, expressed oi· ·reserved to amend or change the by~.la ws, constituti on1 or 
other operatirtg or managemerit dh:ectiori; the ability or authority, expressed or 1·eserved~ to, CClJHtol the sale of any o/ ~ll of the assets, to encurnber 
such assets by wa·y .of mortgage or other indebtedness, to dissolve the entity, or to arrange for the sale or transfer of the disclosing entity to new 
ownership contra(· · · 

Determiriatiou of ownership ·or control percentages :(a) Indirect ownership interest. The amount of indirect ownership interest ls determined by 
multlplying•the percentages of ownership in each ~ntity. For exampie, if A owns 10 percent of ·the stock in a corporation which owns 80 percent of 
the stock of the disclosing entity, A's interest.equates to an 8 percent indirect owoei-ship interest in .the disclosing entity and must be reported. 
Conversely, if B ow11s 80 percent of the stock of a corporation whkh o:wi1s 5 percent of the stock of the disclosing entity, B's foterest equates to a 4 
percent indirect ownership intEiest in the disclosing entity arid need not be reported. 
(b) Person with an ownership: or control interest. In order to deter.mine percentage of ownership, mortgage, deed of trust, note, or 
other obligation, tl)e. p~rcetJtage of interest owned in the obligati oh 1s multiplied \:>y the percentage of the disc.,Josing entitY' s assets used to secure the 
obligation. For example, if A owns 10 percent of a note secured by 60 pei-cent of the provider's assets, Ns jnterest in the provjder's assets equates to 
6 p~rcent and must be reported. Conversely, if B owns 40 .rercent of a note secured by l O percent of the provider's assets, B's interest in the 
provider's assets equates to 4:percent and need not be reported. 

Other Entity: any othe1' Medicaid disclosin,g entity anc! any entity that d0~s rn;>t participate in Meqicaid, hut is required to disclose cettain ownership 
and control information because of participatfon in any of the programs established under title V, XV Ill, or XX of the Act. Thfs includes: 
(a) Any hospHaJ, skilJed nursing facili,ty, home health agency, independent clinical laboratory, renal disease facility, rural health 
cliriic, or health maintenance organization that participates iri Medicare (title XV Ill); · 
(b) Any Med1care intermediary or carrkr; and 
(c) Any entity (othei than an indivjdual practitibn~r or group of practitioners) that furnishesj or arranges for the furnishing of, 
health-related sei·vices for which it claims payment under any plan or prograri1 established under title V or title XX of the Act. 

Significant Business J'ransactiim: any business transaction or series of related trarisactions that, during any one fiscal yeat\ exceeds the lesser of 
twenty-five thousand ($25,000) or five percent:(5 %) of a Provider Entity's total operating expenses. 

Subcontractor: (a) an individual, agency, or organization to which a Provider Entity has contracted or delegated some of its management functions 
or responsibilities of providing il;l~dkal tare to its patien.ts; C>r 
(b) an individual, agency, or organization with which a fiscal agent has entered into a contract, agreement, purchase order, or lease to obtain space, 
supplies, eqliiprnentj or services provided under the Medica1d agreement. · · 

Supplier: an individual, agency, or organization from which a provider purchases goods or services used in carrying out its responsibrnties.under 
Medicaid (~.g., a commercial:latltj.dryi manufacturer of Iwspita.1 becis, or pharmaceutical firm). 

Wholly Owned ~upplier; a Supplier whose total ownership interest is held by the Provider Entity or by a person(s) or other entity with an ownership 
or control interest in the Provider Entity. 

Agent: any person who has b¢en delegat~d the authority :to ·obligat~ or act on behalf.of a Provi<;'ler Entity. 

A1anaging Employee: a general rnanage1:,: bosh1ess manager, administrator, director, or other ipdividual who exercises operational or 
manageriai confrol ·over, or who directly or indirectly conducts the day-to-day operation of an institution, organization, or agency. 

Unitedllealthcare Pr'ovidei· Entity Disclosure Fonn · OJ IOI /2,015 



FLORIDA AGENCY FOR HEALTH Ch.RE ADMINISTRATION 

AFFIDAVIT OF COMPLIANCE WITH 
Background Screening 

Requirements 

Authority:· This form may be us~d by all emp.loyees fo comply with: 

• the. ~ttestation requirements 6f se~,ion 435~05(2), Florid~ 1Statut_es, wh.ich state that every employee 
required to'und€3rgo n~ve1, 2 background screening·rnus.t attest,:subjedt to ·pen~lty o1 perjury; to meeting the 

· :re;quiremeints for qualifying for.employrrient pursua~t tolhis chapter and. ~greeir'lgtoinform the enjpl_oyer 
iinr11edlatelY:,if arresteo for any of-the'.disqualifying offenses w!,ile en,ployed-by the employer; AND 

•. the pmof ot~cr~ening within th.e previou~ 5 yectrs_insectH,n 408.809(2), FloridaSia,ut.es which requlre.s 
:Pr_qpf .of ·cor,npliahce with, ·1~y~I :? sc're,enirm. stanqards s~brrihted within th~ wevlqus :5 years .to me.~t _ ?lny ·provider' 

·, orprofes~iot;\~l llqensure requir~rne.nts of the rAgenc.y; the ,Department of Health, the. Agency for Per$ons with 
. DisabiUt_ies, tht3 b.~partrpent· of Ghi!drery}:111~ Fclmily Service~, {'r th_~: p~partment of. Fina~olat Services for ah 
applic~ntfor a.certifiqate pf authority qr-:prpvis,ipnal certificate. of authority to operate~ ci;mtinuing·care 
retirement community-under chapter 651 if the person has.not been unemployed for more than 90 days. 

• • •• ' ·, ' • • l '< ,•' . • •' '' -, 

This foFm must.b~ maln(BftJed 'ill tht, employee's persqn~e.l file. If this form i~ us,eq as proof. of screening·, fo,r an 
admjn_l,strator.:orcHief fina11ci~I 9fficer. to satisfy the requirements of an application fora health car.e:provider . 
iicense, please attaqh ti copy of the screening results and submif with the llcensure applic'ati6n. . 

--------=...,,,,..,=-======~====-=============================-====-===== 
.Employee/Contnictor Name: Teresa Pedicino 

Health:CareProvider/ Employer Name: Palm Beach County .Bcm-d of CoUI1ty O:mnissioners 

Address of Health Care Provider: 

I hereby attest to meeting the requirements tor empioyment and that I have not be.en arrested for or been 
found guilty of, r.eg~rdless of adjudication, or e·ntered a ple&:of nolo contendere, or guilty to any offense; 
or :have .an arr.est awaiting ~ final disposition prohibited under any of the following provisions ()f the Florida 
Statutes o(under any similar statute of another jurisdiction: 

. . . . ,(f) Section 782.071, relating to vehicular homicide. 

Criminal offenses found In section 435.041 ES 

a) Seetioh 393.135, relating to sexual misconduct with 
certain developmentally dl~abled clients and reporting of 
such sexual miscorid~ct. 

(b) Section. 394.4593. relating to:sexuai _misconduct with 
certain mental health patients and reporting of such sexual 
misconduct. 

(c) Section 415.11 i, relating to adultabuse, neglect. or 
exploitation ofaQed persons or disabled adul_ts. 

:(d) Section 782.04; rel;3ting to murder. 

(e) Sactkm_782.07, relating to m~ns_laughter; aggravated 
manslaughter of :an elderly person or •dise.bled adult, or 
_aggravated manslaugh_ter of a .child, 

(g} · Section 782.09, relating to killing of an unborn quick 
child by injury tothe mother.. 

(h) Ch~pter 784, relating to assaulL t:>attery, and culpable 
negligence·, if the offense was a f$lony, 

(i) Section 784.011 ·, reiating to assault, if the victim of the 
offense was a minor; 

G) · Section 784.03, relating to battery, if the victim of the 
offense was a minor. . 

(k)· Section 787.01, relating to kid.napping, 

(I) Section 787.02, relating to false imprisonment. 

(m). Section 787.025, relating to luring_or enticing a child. 

--· -----------------•11'1~·~·----....... --------AHCA Form# 31 oo.ooos, August:2010 . Section 59A~3!.L690(3)(b)2, Florida Adm:inistratlve Code 
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(n} Section 787.04{2}, relating to taking; enticing, or 
removing a child beyond the state limits with criminal intent 
pending custody proceedings, 

(o) Section 787.04(3), relating to_ car;rying a: child beyond thf3 
state lilies with criminal Intent to ·avoid producing a child at a 
custody heariri!ior delivering the child to the designated 
person. 

(p) $action 790.115(1 ), relatlng _to e~hiblting firearms or 
weapons:wittiin 1,000 feet of a school. 

(q) Section 790.115(2)(b),_ relating to possessing :an electric 
weapon or device, destructive device, or other weapon on 
school property. . . . 

(r) Section 794.0i t. relating to sexual battery. 

(s) Fon:nfJr s. 794.041, relating tq proh_i~lted·acts of persons 
in familial or custodial authority. 

(t) • Section 794.05, relating to unlawful sexual activity with 
certain·minors. 

(u) Chapter 796", relating to prostitution. 

(v) Section 798,02, relating to lewd and l~scivious behavior. 

(w) Chapter 800, relating to lewdness and indecent 
exposure. 

(x) S~ctlon 806.01, relating to arson. 

(y)· Section 810.02, rel_ating to burglary. 

(z) Seicticin 810.14, relating to voyeurism; if the offense is a. 
felony. · · · · 

(aa) Section 810.145, relating to video voyeurl$m; if-the 
offense is a felony. 

(bb) Chapter. 812, relating to theft, robberyt and related 
crimes, if the offense is a felony. 

(cc) Section 817.563, relating to .fraudulent sale of controlled 
substances, only. If the offense was a felony. -

(dd) Section 825.102; r~latihg ~o abuse, aggravated abus_f!, 
or neglect of an elderly person or qisabled adult. 

(ee) Section 825.1025, relating to lewd or lascivious 
offenses committeq upcm or in the presence of an :elderly 
person or disabled adult. 

(ff) Section-825.1.03, relating to exploitation of an elderly 
person ot disabled adult, if the offense was a felony, 

(gg) Section 826.04, relating to incest. 

(hh) section ~. relating to_ child abuse,. aggravated 
child abuse, or negl~ct Qf a child. 

(ii) Section 827.04; relating to contributing to tl1e 
delinquency or dependency of a child,. 

(ii) Formers. 827.05, relating to negligent treatment of 
children. 

(kk) Section 827.071, relating to sexual performance by a 
child'. 

. (II) Section 843.0i, relating to resisting arrest with violence. 

(mm) Section 843.025 1 relating to. depriving a law 
enforcement,-correctional. or correctional probation officer 
means of protection or communication. · 

(nn.} Section 843.12, relating to aiding in an escape. 

(oo) Section B43.13, relating to aiding in the. escape of 
juvenile inmates in correctional institutions. 

(pp) Chapter 847, relating to obscene literature. 

(qq) Section B74.05(1 ), reli:iting to encouraging or recruiting 
anoth~r_to join a criminal gang. 

(rr) Chapter 1393, relating to drug abuse prevention and 
control, only if the offense was a felony or if any·other person 
involved in the offense was.a minor. 

(ss) Section 916.1075, relating to sexual.misconduct with 
certain forensic clients and reporting of such sexual 
misconduct. 

(tt) Section 944.35(3), relating to-Inflicting cruet or inhuman 
treatment on an inmate resulting in great bodily harm. 

(uu) Section 944.40, relating to escape. 

(vv) Section 944.46, relE1ting to harboring, concealing, or 
aiding an escaped prisoner. 

(ww) Section 944.471 relating to introduction of contraband 
into~ correctional facility. 

(xx) Section 985~ 701, relating to sexual misconduct .In 
juvenile justice programs. · 

(yy) Section 985.711, relating to contraband introduced into 
detention facilities. 

(3) _The security background investigations under this -
seqtion must ensure that no p{)rsori subject to this section 
has been found guilty of, regardless of adjudication, or 
entered a plea of n.ol_o oontendere or guilty to, a,:iy offer:ise 
that constitutes q_omestio violence as define~ ins. 741.28, 
whether such act was committed in this state or in another 
juri$dictiort 

Criminal offenses found in section 408.809(4), F.S 

(a) Any authorizing statutes, if-the offense was a felony. 
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(b) This chapter, if the offense was a felony,, 

(c) Ssction 409.920, relating to Medicaid provider fraud. 

(d) Section 409.9201, relating to Medicaid traud~ 

(e) Section 741.28, relating to domestic violence. 

(f) Section 817.034, relating to fraudulent acts through mail, 
wire, radio, electromagnetic, photoelectronic; or photooptical 
systems. 

(g) Section 817.234, relating to false arid fraudulent 
Insurance claims, 

(h) Section 817.505; ralating to patient brokering. 

(i) Section 817.568, relating to criminal :use of personal 
identification information. · 

0) Section 817.601 relating to. obtaining a credit card 
througMraudulent means. 

(k) Section .filL.fil.,. relating to fraudulent use of credit 
cards, If the offense was a felony. 

(I) Section 831.01, relating to forgery. 

(m) Section 831.02, relating tq uttering forged ihstruments. 

(n) Section 831.07, relating to forging bank bllls, checks, 
drafts, or promissory notes. 

(o) Section 831.09, relating to uttaririg forged bank bills, 
checks, drafts, or promissory notes. . . 

(p) Section 831.30, relating to fraud in obtaining medicinal 
drugs. 

(q) Section 83"1 .31, relating to the sale, manufacture, . 
delivery, or possession ~ith the intent to sell, manufacture, 
or deliver any counterfeit controlled substance, if the offense 
was a felony. 

If you are also·using this form i6 provide evide·nce of prior Level 2 screening (fingerprinting) ,n 
the last 5 years ·and have not been unemployed for more than 90 days, please provide the 
following information. A:copy of the prior scree11ing results niu.st be attache~. 

Purpose of Prior Screening: __ ~-------'---__,;..;-------'-..:..;,__-'-'---
Scree.ned conducted l;)y: 

D Agency for Health Care Administration 
D Dep·artmerit of Health · 
tJ Agency for Persons with Disabilities 
O Department of Children and Family Services -• Department of Financial service·s 

Affidavit 

Date of Pdor S_creening: _______ _ 

Under penalty of perjury, I,. hereby swear or affirm that I meet the 
requirements for qualjfying ·1or .employment in regards to the background screen·ing standards set forth in 
Chapter 435 and section 408.8091 F.S. in addition, I agree to ·immediately inform my employer if arrested 
or convicted of any of- the disqualifying offenses while employed by any health care provider licensed 
pursuant to Chapter 408, Part II F.S. 

: Employee/Contractor Signature tit'le Date 

___ ___,, ___________ __,,......,,.-, .... -----~'-"""""',__; _________ ,...... ___________ _ 
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8]J United.Healthcare· 
community PDao 

Re: Attes.tation of training on _Abuse, Neglect and Exploitation 

495 N. Kell'er Rd. Suite 200 
Maitland, FL 3275'1 

The Agency for Health Care Administration (AHCA) requires that each provider who has direct contact 
with any Medicaid enrollee certify that they, and all their sub-contractors, have received ARCA-approved 
traini11g on abuse, neglect and exploitation. 

PJease complete this:attestation within 30 days of receipt of this letter. A copy of the attestation wi11 
be retained in your provider fib This information will also be on file for inspection by AHCA. 

To be in compliance with AHCA' requirements, please sign this attestation verifying that you, your 
employees andlor your subcontractors riave attended an ACHA-approved training a11d return with your 
complete«:f application. If you _have not attended a training and.need information on accessing the oourse 
or if you have questions, please call 407-659-7241: or visit · 
httP~atfairs.statf!1.fLus/doea/cltD.cs/APS·. ·training. -tor- · Prof:es~itmal_s_,2013~pdf 

Thank you for your prompt response to this matter. 

Sincerely, 

LTC Provider Netwoi:ks,. FL 
UnitedHealth care Community PJ an 

Provider Name: 7-a l~u~.E~fig.Y ~g~~ t cnr~.1!1-m~ s s i oner fax. ID # 5 9..., 6 0 0 0 7 8 5 

Contact Person: Faith. Mc1nfra P:hone: ( 561 ) 355-4 750 

I attestthat I, each of my employees and/or sub-contracts have attended training on Abuse, Neglect and 
Exploitation approved by AHCA · 

Namer.• Mary Lou Berger, Mayor Date: ------------
Signature:_....,._ ............. _,..._,.. _________ _ 

Attest: 
Sharon R. Bock 
Clerk and Comptroller 

By: ---------
Deputy Clerk 

Doc# UHC2297d_20121108 

Approved As To Form 
And Legal Sufficiency 



I))) UnitedHealthcare· 
Community Plan 

495 N. Keller Rd. Suite 200 
Maitlan<:J, Fl, 32751 

Re: Provider Attestation to Compliance with Employment-EligibiJity Verification 
Req_uirements 

We req~ire participating providers fo cnfr long-term care plans to a one-time attestation to their 
compliance with the following Agency for Health Care Administration: requiJ'ements: 

• A provider may not contract whh any other provider who :has a record of:ilie:ga1 conduct; (i.e., 
found guilty of, regardJess of adjudjcation, or wh_o entered a plea of nolo contendere or guihy to 
any of the offenses listed in Florida statute 435.04, F.S.). 

Use of Employment Eligibility Verification System 
- Verification of direct service workers' information (citizenship or legal alien verification 

documentation), ·and social security 11umbers with the-Soda] Security Admh1istration's 
Verification Service 

- Verification of employment' legibility using the U.S. Department ofHorneland Security's 
E-Velify Employment Eligibility Verification system, https://e-verify.usds.gov/emp for 
all new hfres:. 

Please sign this attestation verifying your compliance with the :employment eligibility verification 
requfrements -and return-with .your completed application. · 

If you have any :qt1estions, please confac:t Fl Jtc network@i.Jhc.com, or 407-659-.7241. 

ThanJcyou .. 
Sincerely, 

LTC Provider Networks, FL 
UnitedHealthcare Comniimity Plan 

· Attest: 

Sharon R. Bock 
Clerk and Comptroller 

By: ___ --=-----
Deputy Clerk 

Approved As To Form 
And Legal Sufficiency 

By:~~~~::::......:::::::::..:..::::...._-ff:...J 
Assistant County Attar~ y 

Palm Beach County Cornrnissi6ners/ · 
ProviderName: ,A.dult 1;)9-yca~e Cn'tr... . .. TaxID#: 59-6000785 

Contact Person: .. Fai th Manfra " , Phone: ( 5 61 ) .. 3 5 5 - 4 750 

I attest that my facility meets the state of Florida requirements for fanployment Eligibility Verification. ' . . ' . 

Signature: ....__.....:.--.-~----............ ----......._ ______ _ Date: -----------
Print Name: .Ma,ry . :Lou Berg.er, Mayor .. 

Doc#:: UHC2297f_20121213 


