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South Carolina Department of Health and Human Services

SHADED ITEMS

MAIL COMPLETED FORM TO:

Medicaid Provider Enrollment

Post Office Box 8809
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AS A CONDITION OF PARTICIPATION AND PAYMENT, I UNDERSTAND AND AGREE;
‘ That lh a agreement shall not be assigned or

transferred

— That upon acceptance of this agreement, the
South Ca-oana Department of Heaith and
Human Services 1SCOHHS) will issue a
Medicwd provider number wt ch must be used
r fring all ‘ams.

‘ That services shall be provided to Medicaid
recipients in compi ance with 1’ t1e VI of the Civ
Rights Act of ‘964. Seclio” 504 of the
Rehabilitatori Act of ‘973, as amerded, and the
Age Discrimination Act of 1975 and any
regulations promulgated pursuant to any of
these Acts.

In accordance with title Vt of the Civil Rights
Act of 1984 <42 USC 2000 f ,eq) and
regulations pursuant thereto, (45 CFR Part 80,
1996. as amended). In accordance with Title Vt
of the Civil Rghts Act of 1964 (42 U.S.C 2000
et, ,eq) and its mplementing ‘egulation at 45
CFR Part 80, the provider must take adequate
steps to ensure that persons with limited English
skills receive free of charge the language
assistance necessary to afford them meaningful
and equal access to the benefits and services
provided under this agreement.

,‘ That adequate and correct fiscal and medical
records shall be kept to disclose the extent of
services rendered and to assure that claims for
funds are in accordance with all applicable laws,
regulations, and policies.

> That all fiscal and medical records shall be
retained for a period of three (3) years after last
payment was made for services rendered, If
any litigation, claim, audit, or other action
involving the records has been initiated prior to
the expiration of the three (3) years, the records
shall be retained until completion of the action
and resolution of all issues ‘which arise from it or
until the end of the three (3) year period,
whichever is later.

That, for the purposes of rev ewing, copying.
and reproducing documents, access shall be
allowed to all records concerning services and
payment under this agreement to the SCDHHS,
the State Auditor’s Office, the South Carolina
Attorney General’s Office, the Department of
Health and Human Services andior their
designee during normal business hours.

,‘ That upon request, information musl be
furnished regarding any claim for payment to
the SCDHHS

That requests for reimbursement for services
shall reflect any third party payment received
and that any payment received subecuent to
Jaims Sing shall he reported.

— T”al MedcaiO ,viil reimburse the co-insurance
ardor deduct ble p’rtions (cost sharing) if
Medate tams for —opents wth t,oih
-.erxqes r’i1 f “e oro de’ accepts Med :a’e
g”e” ost v’a’”g S ‘eO : “a
‘i’o cwo a lc,viio ao ri’ r ‘re se’v e

— That Medicaid reimbursement is always made
to the provider of services and that the recipient
shall not be billed pendirg receipt of such
payment

> That Med caid reimbursement a payment in fill
and that the provider shall not bill request,
demand, solicit, or in any manner receive or
accept payment from the recipient or any other
person, family member, relative, organization or
entity for care or services to a recip ent/patient
except as may otherwise be allowed under
Federal regulations or in accords-ce with
SCDHHS policy

That this statement applies only to those
recipients for whom Medicaid claims are fited
and that it in rio way requires that the provider
‘ender servces to any Medicaid recpient,

Either party may terminate this agreement upon
providing the other party with thirty (30) days
wntten notice termination. Such termination
shall be sent by Certified Mail, Return Receipt
Requested, and be effective thirty (30) days
after the date of receipt.

That the provider shalt disclose full and
complete information as to ownership, business
transactions, and criminal activity in accordance
with 42 CFR 455.104 through 455.106 (1999).
Furthermore, the provider shall disclose any
felony convictions under Federal or State law in
accordance with 42 CFR 1001.101 Subpart B
through 1001.1701 Subpart C(199g).

That, for any dispute arising under this
agreement, the provider shall have as his sole
and exclusive remedy the right to request a
hearing from SCDHHS within thirty (30)
calendar days of the Commisson action which
he believes himself aggrieved. Such
proceedings shall be in accordance with
SCDHHS appeals procedures and S.C Code
Ann, 1 23-310 t, seq. (1976, as amended).
Judicial review of any final agency
administrative decision shall be in accordance
with S.C. Code Ann. 1-23-380 (1976, as
amended).

,‘ That the provider shall safeguard the use and
disclosure of information conceming applicants
for or recipients of Title XIX <Medicaid) services
in accordance with 42 CFR Part 431 Subpart F
(1991), SHHSFC’s regulation P 126-170, et
seq. Code of Laws of South Carolina 11976)
Volume 27 as amended, and all applicable
State laws and regulations

That ,or’e of the furds providea ..r’der this
agreement shall be used for any partisan
political activity, or to further the election or
defeat of any candidate for poitical office, or
otherwise in violation of the ‘Hatch Act’

— That all services rende”ed and claims submitted
shad be n compliance with all applicable federal
and state aws ard regulations and r
accoroance wt SCiHHS p”ic’es procectures
“d Me’i”a ii Pro ne’ tlar”ials

That all informaton provided on the Medicaid
enrollment form s incorporated as a part of th s
agreement.

That the provider shall be held personally iiabe
for all claims submitted by In m or on his behalf
as cv derced by his endorsement of his
Medicaid reimbursement check.

> That Medicaid reimbursement (payment of
claims) is from state and federal funds and that
any falsification )false claims, statement or
documents) or concealment of rnatenal fact may
be prosecuted under applicable state and
federal laws

— That the provider must comply with all
requirements of the Americans with Disabilities
Act of 1990 (ADA), as applicable.

> That the provider shalt comply with au terms and
conditions of the Drug Free Workplace Act, S.C
Code Ann. Section 44-107-10 j eq. (1978, as
amended) If this agreement Is for a stated or
estimated value of Fifty Thousand Dollars or
more.

> That in accordance with 31 U.S.C 1352, funds
received through this agreement may not be
expended to pay any person for influencing or
attempting to influence an officer or employee of
any agency, a Member of Congress, an officer
or employee of Congress, or an employee of a
Member of Congress in connection with any of
the following covered Federal actions: the
awarding of any Federal contract, the making of
any Federal grant, the making of any Federal
loan, the entering into of any cooperative
agreement, and the extension, continuation,
renewal, amendment, or modification of any
Federal contract, grant, loan, or cooperative
agreement. This restriction is applicable to all
contractors and subcontractors.

The Health Insurance Portability and
Accountability Act (HIPAA) Administrative
Simplification: Standard Unique Health
Identifier for Health Care Providers regulations
(42 CFR 165 Subparts A & D), states that alt
covered entities: health plans, health care
cleannghouses, and those health care providers
who transmit any health information iii electronic
form in connection with a standard transaction
must use the identifier obtained from the
National Plan and Provider Enumeration
System (NPPES) no later than May 23. 2007

Pursuant to the Standard Unique Health
Identifier regulations (42 CFR 165 Subparts A &
D). and if the provider is a covered health care
provider as defined in 42 CFR §162.402, the
provider agrees to disclose its NPI 10 SCDHHS
once obtained from the NPPES. Provider also
agrees to use the NPI it obtained from the
NPPES io ‘dentify ‘tsetf on all standard
transactions that it conducts with SCDHHS

Agreement M3y 2006



State of South Carolina
Department of Health and Human Services

PRECEPTORIPROTOCOL AGREEMENT FORM
1. A Nurse Practitioner, Nurse Midwife, Cilnical Nurse Specialist, or Physician Assistantpracticing in an extended role shall perforn, delegated medical acts pursuant to anapproved written protocol between the nurse or physician assistant and the physician.

2. The approved written protocol shall include the following information at a minimum:
A. General Data:

1. Name, address, and license number of the nurse or physician assistant.2. Name, address, and license number of the physicianpreceptor/collaborator,
3. Nature of practice and practice location(s) of the nurse or physicianassistant and the physician.
4. Date the protocol was developed and dates reviewed and amended.5. Description of how consultation with the physician is provided and if aprovision for backup consultation has been established in the physician’sabsence.

B. Delegated Medical Acts:

1. The medical conditions for which therapies may be initiated, continued ormodified.
2. The treatments that may be initiated continued or modified.3. The drug therapies that may be prescribed.4. Situations that require direct evaluation by or referral to the physician.

3. The original protocoT and any amendments to the protocol, dated and signed by thenurse or physician assistant and the physician, shall be available for review within 72hours of request.

4. Individuals, who change practice settings or physicians, shall notify the Department ofHealth and Human Services (DHHS) in writing within 15 days. individuals whodiscontinue their practice shall notify DHHS in writing within 15 days.
I, the undersigned, agree to serve as the physician preceptor/collaborator for

_______________

__________________________________________

My preceptorship is to extend to the limitsdescribed in the above written protocol.

Date___________________________________

Physician Signature Enrollee Signature

Physician License # Physician Assistant or Nurse License #

PLEASE RETURN THiS AGREEMENT FORM WiTH YOUR ENROLLMENT FORM
06/04
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