ALABAMA MEDICAID PRIMARY CARE PHYSICIAN GROUP
APPLICATION CHECK LIST
UPDATED: MAY 2024

If applicable, have you contacted Managed Care Operations (MCO): If you are completing this agreement for a new

enrollment that resulted in being issued a new Medicaid Billing Group ID, you must contact the MCO Division at Medicaid
for additional processing. Failure to contact MCO may result in omitted attribution for the new Medicaid Billing Group

ID. You may contact MCO at ACHN@medicaid.alabama.gov.

Ensure that you are using the most current application that is listed on the Medicaid Agency’s website. ALL
pages must be from the current application on the website. There will be a revised date at the bottom right-
hand corner of the application (as shown below).

Alabama Medicaid
Primary Care Physician Group
Enrollment Agreement

CONTENTS

Application
Agreement
Attachment A
Attachment B

Attachment C

Forms should be submitted electronically to:
Gainwell Technologies using the Alabama Medicaid Web Portal

Ifyon leting this fior a mew enroll that resulted in being isrued & new Medieaid Billing Croup
ID), you mmst comtzet the Managed Care Oparations (MCO) Division at Medicaid for sdditionsl processing. Failure
to contact MCO may result in omitted attribution for the new Medicaid Bilking Group ID. You may contact MCO at
ACHN @mediesid alsbams gov.

The earollment effective date for this agreement will the first day of the following month if the agreement b
received and contiinz no errors prior to the 13th of the month, Othervise, the effective date of the agreement
wiill be the month following the sext moath.
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Ensure that you have selected “YES” for intent to participate in the Alabama Coordinated Health Network
(ACHN) Program. You must select at least one ACHN Entity from the listing (i.e. My Care Alabama Northwest,
North Alabama Community Care, Alabama Care Network-Midstate, My Care Alabama Central, My Care Alabama
East, Alabama Care Network Southeast, or Gulf Coast Total Care).

Ensure that you have answered question, “Has this practice or anyone associated with this practice been
terminated or sanctioned by Medicare or Medicaid?”

Ensure that you have answered question, “Are you associated with an academic teaching facility?”

Ensure that you have selected the appropriate SPECIALTY type for your GROUP: You will need to select the
specialty that your group is currently enrolled as with Alabama Medicaid. You may select “Other” and enter a
non-listed provider type (non-listed provider type enrollments must meet ACHN criteria and be approved by
Medicaid). Please contact Provider Enrollment if assistance is needed with determining your specialty type.

Ensure that you have indicated your GROUP/CLINIC NAME: You will need to indicate the same name that your
group is currently enrolled as with Alabama Medicaid.

Ensure that you have indicated your MEDICAID GROUP ID: Your Medicaid Group ID is different from your NPI
number and is unique for Alabama Medicaid Providers. The Medicaid Group Billing ID can be found on your
Alabama Medicaid Financial Remittance Advice (RA) or your Alabama Medicaid Welcome Letter. If further
assistance is needed with determining your Medicaid Group Billing ID, please contact Provider Enroliment at 1-
888-223-3630.

Ensure that you have indicated your GROUP NPI: Your NPI is different from your Medicaid Group ID. Your
Group NPl is issued by CMS.
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ALABAMA MEDICAID PRIMARY CARE PHYSICIAN GROUP
APPLICATION CHECK LIST
UPDATED: MAY 2024

Ensure that you have indicated your GROUP TAX ID: Your Group TAX ID is issued by the IRS.

Ensure that you have indicated your PHYSICAL ADDRESS (PRIMARY LOCATION): You will need to indicate the
same physical address that your group is currently enrolled as with Alabama Medicaid.

Ensure that you have indicated your MAILING ADDRESS: This address will be used for all mail correspondence
for the group. If this area is not complete, we will use the physical address listed for the mailing address.

NOTE: The mailing address indicated above will be applied to the file of the provider for which this
application is completed.

Ensure that you have indicated your CREDENTIALING CONTACT NAME/TELEPHONE NUMBER/EMAIL
ADDRESS: This will be the person that will be contacted if there are issues with enroliment.

(PAGE 3)

Ensure that you have indicated ALL Primary Care Physician’s that intend to participate with the ACHN and are

enrolled under your group.
Note: The provider must be currently enrolled AND active with Alabama Medicaid. Pending enrollments should

NOT be listed on the application.

e The participating PCPs must be listed under the physician section on page 3 (see highlighted area
below).

Alzbamz Medicaid Prinsary Care Physician Group Enroliment Asyeement

List the Physicians and Physician Collaborators that are associated with this Agreement.
Physician Collaborators must be linked to the same Group Enrollment NPI as the
oversight physician. A Physician Collaborator is a Physician Assistant or Nurse
Practitioner that practices under the collaboration of a licensed physician.

Physician Name Medicaid Provider ID

Physician Collaborator Medicaid Provider ID

A change in the Medicaid Provider ID will require an additional Medicaid application. If
you have questions, please call Gainwell Provider Enrollment Department at 1-888-223-
3630.

Revised May 2024

e Provide ALL the PHYSICIAN’S NAMES & the MEDICAID PROVIDER IDs (not NPI) that were issued by the
Alabama Medicaid Agency.

e The provider must be enrolled with the Group that is applying for ACHN enrollment. The provider must
be enrolled under the same TAX ID and NPI as the Group that is applying for ACHN enrollment.

Ensure that you have listed all mid-levels (nurse practitioners & physician assistants) under the section titled
“physician collaborators.” A Physician Collaborator is a Physician Assistant or Nurse Practitioner that
practices under the collaboration of a licensed physician. Also list their MEDICAID PROVIDER IDs (not NPI)
that were issued by the Alabama Medicaid Agency.

NOTE: The physician collaborator must be currently enrolled AND active with Alabama Medicaid. Pending
enrollments should NOT be listed on the application.

e The physician collaborators must be listed under the physician collaborator section on page 3 (see
highlighted area below).
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ALABAMA MEDICAID PRIMARY CARE PHYSICIAN GROUP
APPLICATION CHECK LIST
UPDATED: MAY 2024

Alabamsz Medicaid Prinery Care Pvsician Group Enrolims

List the Physicians and Physician Collaborators that are associated with this Agreement.
Physician Collaborators must be linked to the same Group Enrollment NPI as the
oversight physician. A Physician Collaborater is a Physician Assistant or Nurse
Practitioner that practices under the collaboration of a licensed physician.

Physician Name Medicaid Provider ID

Physician Collaborator Medicaid Provider ID

A change in the Medicaid Provider ID will require an additional Medicaid application. If
you have questions, please call Gainwell Provider Enrollment Department at 1-888-223-
3630.

Revised May 2024

Provide ALL the PHYSICIAN COLLABORATOR’S NAMES & the MEDICAID PROVIDER IDs that were issued
by the Alabama Medicaid Agency.

The physician collaborator must be enrolled with the Group that is applying for enrollment. The
physician collaborator must be enrolled under the same TAX ID and NPI as the Group that is applying for
enrollment.

Physician Collaborators must be collaborating with a physician that is listed on the enrollment
agreement. The physician collaborator must be enrolled at the same location with his/her collaborating
physician. That collaborating physician must be currently enrolled and active with Alabama Medicaid.

If the physician collaborator does not have a collaborating physician listed in our records or if the
collaborating physician does not match our records, you will need to send a request to update the
collaborating physician. The collaborating physician must be updated before the physician collaborator
can be enrolled.

ADMITTING PRIVILEGES

] Ensure that you have answered and completed the Admitting Privileges section.
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If you select YES, you must indicate the hospital(s) where you will be admitting your patients.

If you select NO, Attachment B must be signed and completed by the physician that will be admitting
patients on your behalf.

Attachment B can be found on pages 16-17 of the application (see below).

THIS PAGE MUST BE COMPLETED BY
THE GROUP/PHYSICIAN THAT WILL BE

HOSPITAL ADMITTING AGREEMENT ADMITTING PATIENTS ON YOUR
BEHALF.

Attachment B

Primary Care Physician Group (Group) is required to establish and maintain hospital admitting
privileges or have a formal amangement with 2 hospitalist group or another physician or group for
‘the management of inpatient hospital admissions that addresses the needs of all recipients. If 2
Group does ot admit patients, then the Hospital Admitting Agresment must be submitted to the Group Agrecing to Cover Hospital Admissions
Agency to address this requirement for participation. If the Group has entered a formal

‘arrangement for inpatient services, the Hospital Admitting Agreement must be completed by both

parties, and the applicant must submit the original form with the Application for enrollment or Group Name:
within ten (10) days of when a change occurs regarding the Group’s management of inpatient

‘hospital admissions Group Medicaid ID:

A formal arrangement is defined as a voluntary agreement between the Group and the agreeable Mailing Address
physician/group. The agreeable party is committing, in writiag, to admit and coordinate medical
care for tay. Admitting prs the formal
for Inpatient hospital care must be maintained at a hospital that is within a forty-five (43) minute
drive time from the Group’s practice. IF there is no hospital that meets the above geographical Speciatty Ages Admitted
criteria, the hospital geographically closest to the Group's practice will be accepted. =
Hospital and Location(s)

Exception may be granted in cases where itis determined the benefits of a Group’s participation
outsweigh the Group’s inability to comply with this requirement
To ensure a complete understanding between the Group and the agreeable physician/group, the Contact Person Telephone Number
Agency and the Alsbama Coordinated Health Network (ACHN) Program have adopted the e EE—
Hospital Admitting Agreement. This Agresment serves as a formal written agreement established.

ith red ture: Date:

‘between all parties and the required conditions are as follows:

1. The Group is privileged to refer recipient for hospital admission. The below named
provider s agreeing to treat and administer the medical needs of these recipients while
they are hospitalized.

2. The below named provider will arrange coverage for secipient’s admissions during their

vacations.

. Either party may terminate this Agreement at any time by giving written thirty (30) days

advance natice to the other party or by mutual agresment

. The Group will notify the ACHN Program (Medicaid), in writing, of any changes to or

terminations of this Agreement.

. The Group will provide the below named provider with the appropriate payment

authorization qumber.

w

-

“

Revised May 2024



ALABAMA MEDICAID PRIMARY CARE PHYSICIAN GROUP
APPLICATION CHECK LIST
UPDATED: MAY 2024

EPSDT
] Ensure that you have answered and completed the EPSDT section.
Note: If you only see adult patients (ages 21 and older), EPSDT enrollment is not required. You will need to

submit a signed letter on your company’s letterhead informing the Alabama Medicaid Agency that you only
accept adult patients and would not like to enroll in EPSDT.

e Are you currently enrolled in the EPSDT program?
o If you select YES, no other action is required. The Alabama Medicaid Agency with verify that
you are currently enrolled with EPSDT.
o If you select NO, you must answer the following question on the application:
If you are not currently enrolled, will you be doing your own EPSDT screenings?
= If you select YES to the question above, you must complete and sign an EPSDT
agreement and submit a copy of your current CLIA certificate. The EPDST agreement
can be accessed from the Medicaid Agency’s website with the following link:
https://www.medicaid.alabama.gov/content/9.0 Resources/9.4 Forms Library/9.4.5 E
PSDT Forms.aspx
(Please note the EPSDT Agreement is different from the Attachment C form in this
application. You must access the EPSDT Agreement from the website if you would like
to enroll as an EPSDT provider. See below).

{ M \ A Select purpose of form below: PRI R R0
\ , o prs N
T

MCD ¢ MCD &

EPSDT AGREEMENT
Newsroom=  Apply for Mediaid»  Programs=  ACHN»  LTC/Waiverse  Providers=  Fraud/Abuse Prevention = Resources = Contacise  Recipients > Langusges=  Provider Direclory  COVID-19

1. the undersigned participating physician/provider, agree o carry out the key components of 2
thorough medical well-child examination. The examination/screen must, at a minimum, include
+ 2 comprehensive health and developmental history (including assessment of both physical

EPSDT Forms and mental health development),

* a comprehensive unclothed physical exam
Refe

< are frequently used in the EPSDT program to fadiliate diagnosis and treatment of various health conditions in

* appropriate immunizations according to age and health history,
Medicaid-enrolled children.
Corms Learn More: *  laboratory tests (including blood lead level assessment appropriate for age and risk factors)
*  health education (including anticipatory guidance), and
Form 172 EPSDT Child Health Medical Record (optional form) * treatment and/or referral, if indicated.
s e In addition, | understand that the performance of these services must be documented, as al
Form 362 Medicaid Referral Form e medical records pertaining to the EPSDT Program are subject to audit by federal and state
(includes instructions for complating the Alabama Medicaid Referral Form) ‘agency representatives. Also, | agrse to follow p on all referred cases and to document

whether or notthe initial referral visit was kept by the recipient
Form 362 Medicaid Referral Form - Flilable

) Provider's Printed Name
EPSOT Provider~EPSDT Provider Enroliment Form Link to:
Agreement * AZindex

Physical Street Address

City, State and Zip Code+d
Telephone Number

Provider NPINumber
COANomber

Provider's Signature
(Origing! signsture of the envolle is required)

Do you wish to be listed in the EPSDT published list? 0 Yes O No
The Alabama Medicaid Agency does not enroll providers in the VFC Program.

To enroll in the VFC Program, contact the Alabama Department of Public Health,
Immunization Division at (800) 469-4599.

EPSDT Form
Nov

= [f you select NO to the question above, you must designate an EPSDT enrolled provider
to conduct your screenings for you. The provider you designate to conduct your EPSDT
screenings must complete and sign Attachment C of the application. Attachment C can
be found on pages 18-19 of the application (see below).

Alabamsa Medicaid Prinsesy Care Phrvsicion Gooup Enrollment Ayeement Alabam Medscaid Primary Care Pirvsician Group Enrolment Asreement
Attachment ¢ Agency and the Agency’s Fiscal Agent must be notified immediately of any change in the status
EPSDT AGREEMENT of the Agreement. Questions regarding this agreement can be addressed to the Agency’s Fiscal
Agent.
For recipients of Medicaid, birth to age twenty-cne (21), the Early, Periodic Screening,
Diagosis and Treatment (EPSDT) examination is 2 comprehensive preventive service at a1 age- By signing this EPSDT Agreement (Attachment C to the Alabama Medicaid Primary Care
appropriate The of the EPSDT and are Physician Group Agreement), both the Group 2ad the Screenier agree to the above provisions.

ere
listed and described in Appendix A of the Alsbama Medicaid Provider Manual.

If the Group cannot o chooses not to perform the comprehensive EPSDT screenings, this
Agresment allows the Group to contract with another Medicaid Screener (hereinafter known as Signature of Screener Signature of Group Representative
Screener) serving the Group's area to-perform the screenings for recipients in the birth to

fweaty-one (21) year age group.

Printed Name of Screener Printed Name of Group
The Agreement requires the Group to
1. Refer secipient for EPSDT Screenings. [fthe recipient s in the office, the —
physician/office staff will assist the recipient in making a screening appointment with Screencr Medicaid ID Date of Group Representative’s Signature
the Screener within ten (10) days.
2. Maintain, in the office, a copy of the EPSDT physical examination and immunization Date of Screener Siznature]
records as a part of the recipient’s permanent record.
3. Monitor the information provided by the Screener t assure that children are receiviag
imanunizations as scheduled and counsel recipients appropritely if found in.
noncompliance with well child visits or immunizations.
4. Review information provided by the Screener to coordinate any necessary treatment
andlor follow up care with recipient as determined by the screening,
5. Immediately notify the Agency 2nd the Agency’s Fiscal Agent of any changes to this
Agreement

The Screener agrees fo:

1. Provide age appropriate EPSDT examinations and immunizations within sixty (60)
days of the request for recipients who are referred by the Group or are self-referred.

2. Send EPSDT physical examination and immunization records within thirty (30) days of
the completed screening to the Group.

3. Notify the Group of significant findings on the EPSDT examination or the need for
immediate follow-up care within twenty-four (24) hours of identification. Allow the
Group to direct further referrals for specialized testing o treatment.

4. Immediately notify the Agency and the Agency's Fiscal Agent of any changes to this
Agreement

5. Provide to the Agency a copy of the Screener’s current CLIA eertificate.

If the Group chooses to utilize this Agreement to meet the Agency requirement for participation,
the Agreement containing the original signatures of the Group or the authorized representative
and the screener or an authorized epresentative must be submitted withia the enroliment
application. The Group must keepa copy of this Agresment on file, If this Agreement is
exccuted after enrollment, a copy must be submitied to the Agency’s Fiscal Agent within ten
(10) days of execution.

This Agreement can be entered or terminated at any time by the Group or the Sereener. The
Puze L8610

Revised May 2024 Revised May 2024
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ALABAMA MEDICAID PRIMARY CARE PHYSICIAN GROUP
APPLICATION CHECK LIST
UPDATED: MAY 2024

24 Hours/7 Days Telephone Coverage: Complete Attachment A (page 15)
[ ] Ensure that you have answered and completed the 24 Hours/7 Days Telephone Coverage section.

e Ensure that you have indicated a telephone number where patients can reach you outside of your
normal business hours.

o The telephone number can be an answering service or a voicemail. In either situation, the patient
must be contacted within one (1) hour. Advising patients to go to the emergency room is NOT
acceptable.

e Ensure you answer Yes or No to the question: “Will the group comply with below requirements
as outlined in Attachment A?”

e Ensure you answer Yes or No to the question: If yes, will the group return the recipients’ calls
within one (1) hour as agreed?

e Ensure that Attachment A (page 15) is completed and signed. ATTACHMENT A IS REQUIRED WITH ALL
APPLICATIONS (see below).

Al Mot Drinoey Care Plysici Goup Barollness Agroement

Attachment A 2. Ifthe CAP is received in the allotted time and approved, the Group will be
ALABAMA MEDICAID AGENCY reinstated.
PRIMARY CARE PHYSICIAN GROUP b If the Group fails to submit a CAP within the allotted time, the Group will be
24/7 VOICE-TO-VOICE notified by certified mail of failure to comply with the after-hours coverage
COVERAGE AGREEMENT requirements and as a result has failed to comply with the Alabama Medicaid

Primary Care Physician Group Agreement and the Agreement will be terminated.
Primary Case Physician Group (Group) must provide recipient with after-hours voice to voice

coverage. Itis essential that recipients and/or other providers are sbie to contact the Group to

receive instructions for care or referrals at all times to easure that care is provided in the most

appropriate manner related to the recipient's condition. To satisfy the after-hours voice-to-voice

coverage requirement, the Group must met one of the following requirements: Printed Group Neme Signanure of Group Representative

1. The after-hours telephone number must connect the secipient to the Group or an
authorized medical practitioner Date of Signanre Group Medicaid 1D

2. The after-hours telephone number must connect the secipient to a five voice, answering
service, or a medical practitioner on-call for the physician or Group. In the event that a
recipient must leave a message or their call is handled by an answering service, the
recipient must seceive a call back:, with instructions from the Group or Group's
authorized medical practitioner, within one (1) hour of the initial contact

A Group's office telephone line that is not answered after hours or answered afler hours by a
recorded message instructing recipients to call back during office hous o to g0 to the
emerency department for care is mot acceptable

The after-houss cov is il be monitored regularly. If during
process 2 provider is not meeting the requirements as siated above, the following will occur:

1. The Group will be contacted in writing and asked to submit within ten (10) business days
of seceipt of the letter, a corrective action plan (CAP) describing what steps will be taken
1o comply with the requisement(s)

2. The Group will receive a follow-up monitoring call within thirty (30) calendar days
following submission of 2 CAP to determine implementation of the CAP and continving
comptiance. If after the foflow-up monitoring call, the Group is not maintaining
compliance with the requirement, the Group will be notified in writing of the non-
compliance status and will be placed on suspension from the ACHN until farther notice.
Suspension from participating with the ACHN will result in ot receiving boas
payments and/or ACHN Participation Rates. Notification of the suspension status will be
forwarded to the Agency's Chief Medical Officer

3. Ifthe Group fails to submit a CAP within the aflotied time, the Group will be notified in
writing of the non-compliance status with the Agreement and will be placed on
suspension uatil further notice. The Group will be asked to submit a CAP within five (5)
business of receipt of the letter.

Paze 14010

Revised May 2024

(PAGE 5)
Ensure that you have indicated your Group’s name at the top of page 5 of the Alabama Medicaid Primary Care
Physician Group Agreement.

] Ensure that you have read and understand the entire agreement (pages 5-13).

(PAGE 13)

Note: The enrollment effective date for the ACHN PCP Group Agreement will the first day of the following month, if the
agreement is received and contains no errors prior to the 15th of the month. For agreements received on or after the
15th of the month, the effective date of the enrollment will be the month following the next month. (Refer to Provider

Manual 40.3.1)

] Ensure that you have indicated an effective date on page 13.

] Ensure that page 13 is completed accurately. See below for instructions on completing page 13.
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ALABAMA MEDICAID PRIMARY CARE PHYSICIAN GROUP
APPLICATION CHECK LIST
UPDATED: MAY 2024

Alabars Medicaid Prinary Care Plrysician Group Enroliment A sresmsent

A Inthe event that state or federal funds that have been allocated to the Agency are eliminated or
reduced to such an extent that, mn the sole determmation of the Agency, continuation of the
obligations at the levels stated herein may not be maintained. The obligations of each party
shall be terminated to the extent specified in the notice of temmination mmmediately upon receipt
of notice of termination from the Agency;

B. Ifthe approved Alabama State Plan is discontinued either by the Agency or CMS;

If the Group is determined to be n viclation of terms of this Apgresment, or applicable federal
and state laws, regulations, and policy, or fails to maintain program certification or licensure;

D.  Upon the sale of the Group’s practice, or termination of participation as a Medicaid or
Idedicare provider; or

E. Inthe event of conduct by the Group justifying termmation, inclodmg but not limited to breach

of confidentiality or amy other covenant in thiz Agreement, and/or failure to perform dezignated
services for any reason.

XII. Effective Date and Duration

This Agreement shall be effective or the first day of the month m which this
Agreement iz fully executed pursuant to the terms of thizs Agreement and remain in effect until amendead
or terminated.

Print Group’s Name on this ling Mothing goes here. (Agency’s use ONLY)
Printed Name of Group Alabama hMedicaid Agency
Sign {cursive) Group
Representative’'s Name on this line Mothing goes here. (Agency’'s use OMLY)
Signature of Group Fepresentative Signature of Agencv Eepresentative

Print the Group's

Frint the Group's mMediczid ID
HPI on this line. ! anthisfine.

Group NPT and hMedicaid ID MNumber

Print the date that the application was
signed on this line. Mothing goes here. (Agency’s use OMLY)
Date of Group FEepresentative’s Signature Date of Agency Fepresentatrve’s Signature

] Ensure that page 15 is completed accurately. See below for instructions on completing page 15.

6of7| Page

Alabana Medicaid Pringary Care Plrysician Group Enrollment Asyeement

a. Ifthe CAP is recerved in the allotted time and approved, the Group will be
reinstated.

b. If the Group fails to submit a CAP within the allotted time, the Group will be
notified by certified mail of failure to comply with the after-hours coverage
requirements and as a result has failed to comply with the Alabama Medicaid
Primary Care Physician Group Agreement and the Agreement will be terminated.

Print Group’s (or Group Sign (cursive) Group’s (or Group
Representative’s) Mame on this line Representative’s) Mame on this line
Printed Group Name Signature of Group Representative
Print the date that the application Print the Group’s Medicaid

was signed on this line ID {not NPI) on this line

Date of Signature Group Medicaid ID

Ensure that page 17 is completed accurately. See below for instructions on completing page 17.

Note: page 17 (Attachment B- Hospital Admitting Agreement) is only required if you are designating
another Group/Physician to admit patients to a hospital on your behalf. This page must be completed by
the Group/Physician that you have designated to admit patients on your behalf.



[]

7of 7| Page

ALABAMA MEDICAID PRIMARY CARE PHYSICIAN GROUP
APPLICATION CHECK LIST
UPDATED: MAY 2024

Alabama Medica:d Primary Care Physician Group Erroliment Azreement

Group Agreeing to Cover Hospital Admissiol prinT Group's/physician’s Medicaid ID
(not NPI) on this line (The Medicaid ID
of the Group/Physician that will be

PRINT Group’s/Physician’s Name on this line
(The name of the Group/Physician that will be

Group Name* admitting patients on your behalf) GTO“p D: admitting patients on your behalf)
b{aj,]jng Address: PRINT Group's Mailing Address on this line
" (The mailing address of the Group/Physician
= that will be admitting patients on your behalf)
—Specialty: Ages Admitt&:

PRINT the hospital that the Group will admit patients to on this line
(This should be the name and address of the hospital the
Group/Physician that will be admitting patients on your behalf)

Hospital Affiliation(s) and Location(s):

Contact Persor Numper: )
Sign (cursive) name of the physician that will Print the date that the application was
Authoﬁzed Slgﬂ.ﬂ be zdmitting patients on your behalf Date: siznad on this line

v
PRINT Group's age range on this line

(The age range of the Group/Physician that
will be admitting patients on your behalf)

PRINT Group's Specialty on this line
(The specialty of the Group/Physician that
will be admitting patients on your behalf)

PRINT the contact person and their telephone
number on these lines

(This should be the contact person and
telephone number for the Group/Physician that
will be admitting patients on your behalf)

Ensure that page 19 is completed accurately. See below for instructions on completing page 19.

Note: page 19 (Attachment C- EPSDT Agreement) is only required if you are designating another
Group/Physician to complete EPSDT screenings for recipients under the age of 21. This page must be
completing by the Group/Physician that you have designated to complete EPSDT screenings on your
behalf.

Alabamsa Medicad Primesy Care Phvsician Grour Enrollment Asreemsent

Agency and the Agency’s Fiscal Agent must be notified immediately of any change in the status
of the Agreement Questions regarding this agreement can be addressed to the Agency’s Fiscal

Agent.

By signing this EPSDT Agreement (Attachment C to the Alabama Medicaid Primary Care
Physician Group Agreement), both the Group and the Screener agree to the above provisions.
Eign [cursive} name of the EPSDT screener’s Group o Group

Repressntative of that will be completing EFS0T screenings
on your behalf.

Signatore of Group Representative
Prink rame of the EPSDT scresner’s Group or Group Re presentative of
that will be completing EPSDT screenings an yous behalf.

Printed Name of Group

Sign [eursive) name of the physician that will be completing
EPSDT screenings on yaur behalf,

Signature of Screener

Prink name of the physician that will be completing EPSDT screenings
on your behal

Printed MName of Screener

Print Medicaid Provider 1D {(not NP1 ) of the physiciam that will be
completing EPSOT sereenings on yaur behalf,

Print the date the Group or Group Representative that will be
completing EPSOT stresnings on your behalf signed the agres ment.

Scteener Medicaid ID

Daate of Screener Signature

2wl b cov letisg EPGDT Sorsiaings on your bahalf digs

Date of Group Representative’s Signature

Revised hiay 2024




