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May 22, 2017

Provider Enrollment
Kentucky Medicaid
P.O.Box 2110

Frankfort K'Y 40602-2110

Name Variation Letter

Regarding: Melanie McDermott, NPI # 1205197944

This letter is an addendum to g Map 900 due to the variations in my name.

My name at Ky Medicaid Provider Enrollment is listed as Melanie McDermott. The
fiames on my supporting documentation are as follows.

Professional Marriage and Family Therapy license is Melanie A McDermott.

Social Security card is Melanie Angela McClish McDermott.

NPI Registry is Melanie McClish MecDermott

EIN letter from the Internal Revenue Service is Melanie McClish.

All of these names and variations are my legal names. McClish is my maiden name
and Angela is my middle name given at birth. McDermott is my married name.
Please recognize all of these Variations.

Sincerely,

A, PNl ¢ =,

Melanie McDermott, LMFT

4010 Dupont Circle, Suite 582, Louisville, KY 40207 phone/ fax 502-899-341§




Map-900 Checklist

A complete list of enrollment requirements for each provider type can be found on our website at the following
link: http:/lwww.chfs.ky.gov/dms/grovEnr/Provider+Tvne+Summaries.imn

Did you:

€ Complete all questions? Questions not applicable should be completed with “N/A”.
(Applications will be rejected for any questions left blank.)

€ Attacha MAP-347 if individual wants to be linked to group KY Medicaid provider number.
v
® Attacha copy of your Social Security card if you are enrolling as an individual. Attach your IRS verification letter if
you are applying with a FEIN.

® Ifyouare subject to an application fee, please attach a check payable to the KY State Treasurer. For more
information on the application fee, please refer to your Provider Type Summary at
http://www.cltfs.h.gov@@gprovEnr/Pr@vider+Tvpe+Su mmaries.htm.

@ Keep acopy of the application for your records.

Kentucky Medicaid
P.O. Box 2110
Frankfort, KY 40602




Map-900 Provider Application Instructions

Section A: Administrative Information

Field # | Deseri tion
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Enter the KY Medicaid rovider number that s revalidating,

Please mark the appropriate box. Indicate name of individual provider or ifan entity/group is enrolling, please input
entity/group name. For individual applicants, the name referenced in this field, must match all supporting documentation.
Please include all suffixes in name if applicable. For entity/group applicants, the name referenced in this field and/or in
uestion #3 must match all supportin documentation,
Enter the name the provider will be doing business as, if different from question #2, Otherwise, you may enter N/A. If

you are applying for an individual provider number, do not enter your employer’s name in this field. Please add the
Provider/Owner Email.

Please mark the appro riate block.
Please mark the appropriate block.
Enter License/Certificate number for the applicant. Attach a copy of your license.

Enter provider type. (EXAMPLE: physician; dentist; etc.) Enter provider type. (EXAMPLE: physician; dentist; etc.) A

complete listing of provider types can be found at gt_[p:f’/www.chfs.kv.aov/dms,_r“movEnrf'i’;'ovider+Tv9e+Summaries_htm.
Enter the type of service that will be provided. (EXAMPLE: Acute care; diabetic supplies; etc...)
Enter your National Provider Identifier (NPI). Include verification email or National Plan and Provider Enumeration
System (NPPES) printout.
Enter your Taxonomy Code(s) associated with your NPL (Attach extra sheet if necessary.) Include your emajl verification
or NPPES printout.
Enter individual Social Security Number (SSN).

Enter FEIN only if you own the FEIN 100%.
Enter date of birth of 2 licant provider.,

Please mark the apnro riate box for tax Structure.
Enter the first and last name of the person to sign for a summons in case of a lawsuit (N/A is not acceptable).

Enter telephone number of person named In question #17.

Enter Physical address, phone, fax, physical county,

Enter Mailing address and credentialing contact information. The field must be completed with an email address.

If you have held any Kentucky Medicaid group/facility numbers in the past three years, please enter on form. If not,
lease indicate with N/A.

|_Please list all Medicare numbers of applicant.

Please complete bed breakdown of facility.

Enter the Administrator’s name with telephone and fax number.

Enter the Assistant Administrator’s name, telephone number, and fax number.,
Enter the Controller’s name, telephone number, and fax number.

Enter the Accountant or CPA’s name, tele hone number, and fax number.,
Enter the Fiscal Year End (FYE).

Complete if you wish to link to a group. Attach a MAP-347 for any additional group you wish to link to.




Section B: Disclosure of Ownership and Control Interest

Field # Descrigﬁon

1 If'there has been a change of ownership, list previous Medicaid provider number(s) and start and end dates for each.
2

Describe relationship or similarities between the provider djsclosing information on this form and items “A” through “C”.
Do you plan to have a chan, € in ownershi

ement company or control within the next year? If s0, when?

Ownership interest - means the possession of equity in the capital, the stock, or the profits of the disclosing entity.
Person with an ownershi or control interest - means a Pperson or corporation that:

®  Has an ownership interest totaling 5% or more in a disclosing entity;

]
®  Has a combination of direct and indirect ownership interests equal to 5% or more in a disclosing entity;
[

isclosing entity. A social security number of officer or board member may be

Subcontractor- means an individual, agency, or organization to which a disclosing entity has contracted or delegated some of its management
functions or responsibilities of providing medical care to its patients, OR an individual, dgency or organization with which a fiscal agent has

entered into a contract, agreement, purchase order, or lease (or lease of real property) to obtain space, supplies. equipment or services provided
under the Medicaid agreement
8

[—Fapplicant is related to persons listed in questions #6, #7, and #1 7, list the relationship.
9 List name of managing company, if not applicable enter N/A. A FEIN may be required.
10 List names of the disclosin entities in which persons have ownership of other disclosing entities,

Other Disclosing Entity- means any other Medicaid disclosing entity and any entity that does not participate in Medicaid, but is required to

disclose certain ownership and control information because of participation in any of the programs established under Title V
Act. This includes:

®  Any hospital, skilled nursing facility, home health agency, independent clinical laboratory, renal disease facility, rural health clinic, or health
maintenance organization that participates in Medicare (Title Xv1I1
e  Any Medicare intermediary or carrier.
® Any entity (other than an individual practitioner or group of practitioners) that furnishes, or arranges for the furnishing of, health-related
services for which it claims payment under any plan or program established under Title V or Title XX or the Act,
11 If entity engages with subcontractors (such as physical therapist, pharmacies, etc.) which exceeds the lesser of $25,000 or 5% of
applicant’s operating expense, list subcontractor’s name and address.

Significant Business Transaction- means any business transaction or series of transactions that, during any one fiscal year. exceeds the lesser of
$25,000 or 5% of applicant’s operating expense.

12 | Reserved for Future Use,
13 List name, SSN, address of any immediate family member who is authorized to prescribe drugs, medicine, devices or equipment.
14 List the name of any individuals or organizations having direct or indirect ownership or controlling interest of 5% or more who have

15 List any agent and/or managing employec who has been convicted of a criminal offense related to any program established under Title
XVIL, XIX or XX of the SSA or any criminal offense in this state or any other state since the inception of those programs. Indicate
any KY Medicaid provider number(s) associated with individual or organization,

Agent- means any person who has been delegated the authority to obligate or act on behalf of a provider.

Managing Employee- means a general manager, business manager, administrator, director or other individual who exercises operational or
managerial control over,

17 List name, address and SSN/FEIN of each person with an ownership or control interest in any subcontractor in which the disclosing
entity has direct or indirect ownership of 5% or more.




Map-900 (Revalidation)

(Rev 03/2 018) For Kentucky Medicaid Use Only
COMMONWEALTH OF KENTUCKY s
DEPARTMENT FOR MEDICAID SERVICES if’;i‘,‘,-;iiiﬁm—
SECTION A: ADMINISTRATIVE INFORMATION]| Reviewer's Initials:

1. Kentucky Medicaid Provider Number-; 7100271730 [UICheck here Jor N/A

2. Revalidating As:

Please check only one box and print clearly. For individual applicants, please input any suffixes if applicable.

Individual ] Entity DGmup

Last: McDermott
3. Doing Business As (DBA):
Check here for N/4

First: Melanje

MI: A | Name:
Provider/Owner Email: ]
mmedemott@transformationslic.net

4. Please select: [ [Pubiic [XPrivate S. Please select: [X]Profit [INon-Profit
6. License/Certification # 105239 7. Provider Type: Licensed Martiage and Family Therapist

8. Type of Service: Out-Patient and in-home and community behavioral health services—psychotherapy

9. National Provider Identifier (NPI): 10. Primary Taxonomy Code 106H00000X

(Must match NPPES) 12051 97944 (Attach extra sheet if necessary.) (Must match NPPES)

11. SSN; 12. FEIN (Please list only if you own the FEIN 100%): 13. Date of Birth:
404-15-4261 45-2904370 06/15/1979

14. DMS will report all monies paid to the IRS. Please indicate which numbeyr You use for tax reporting. (If you are

enrolling as an individual and do not own a FEI » Please check SSN field). (Check one only.) DSSN FEIN

15. Tax Structure: Please select only one structure,

M| Individual ] Partnership [ Corporation ] Government/Non—Proﬁt

Sole Proprietor DEstate/Trust [ ] Public Service Corporation | Limited Liability Compan

16. Agent of Service in | ; 17. Telephone # of Agent of Service

(N/A not acceptable). 502-439-2969

18. PRIMARY PHYSICAL BUSINESS LOCATION:

(Ef you have more than one physical location, attach a copy of items listing additional locations. Ifan entity/group is applying, each additional
location may require separate enrollment.)

Street Address: 4070 Dupont Circle uite 58

[ State: Ky [ Zip: 40207
Phone #:  502-899-541 1iixt. Fax #:502-899-54] County: Je erson

19. MAILING ADDRESS: m Check here if same as primary physical business address
| State: KY | Zip: 20207
Credentialing Contact Information (Required

Address: 4010 Dupont Circle Suite 582

(This individual will be contacted should any information be needed to Process the application.)_Note: Your email address will

not be disclosed to an outside party. DMS may use provider email addresses to send provider letters/notices,

Name: Teresa Lioyd Email Address:  tlloyd@ transformationsiic.nat
QOO_R/

Phone U2-905-8497 Fax Number: ~C
20. PAY-TO/1099 ADDRESS: IZ(Check here if same as primary physical business address)
Address : 4010 Dupont Circle Suite 582

Zip: 40207
Phone #: 502-905-9494
lity numbers you have held in the past three years. [ XICheck here for N/A




Map-900 (Revalidation)
(Rev 03/2018)

—

23. Bed Breakdown Xlcheck here for N/4

Acute TCU Hosp. Swing

ICu Nursery Rehab. Hosp.

Surgical ICU Neonatal ICU Psych. Hosp.

Burn ICU CCcu PRTF

NF/Medicaid NF (Medicare/Medicaid)

Other /specify: _

24. Administrator: Phone:

XCheck here for N/4

25. Assistant Administrator; Phone: Fax:

X check here for N/4

26. Controller: Phone:
Check here for N/A

27. Accountant or CPA: ; Phone: Fax:

Acheck kere for n4

28. Fiscal Year End Date (FYE):

mCheck here for N/4

29. If you are applying as an individual, please complete if you wish to link to a Clinic Corporation or Facility.
UlCheck here for Ny4

I hereby declare that I Melanie A McDermott
(Individual Provider Enroll ing)

have entered into a contractual agreement with the following:

ICF/TID
Ventilator Unit
Brain Injury Unit

Fax:

Fax:

Transformations hope for today's families LLC 7100269220
(Clinic/Corporation or Facility Name) (KY Medicaid Provider Number of Clinic/Corporation or Facility)

to provide professional services, I authorize payment including Medicaid/Medicare cross-overs, from the Kentucky
Medicaid Program for covered services provided by me and specified by the eriteria of our contract. I understand that I,
personally shall not bill the Kentucky Medicaid Program for any service that is reimbursed as part of contractual
agreement, and further that Clinic¢/Corporation or Facility Name listed above shall be responsible for refunding any

overpayments made for services rendered. (Please note If You choose to link to more than one group please attach a
MAP-347).

Fill out all Applicable Sections, Write Not Applicable (N/4 ) for questions that do nor apply. Applications will be refected for any questions Ieft blank. Please
print or type. Reformatted or altered applications will not be accepted., -2 -




Map-900 (Revalidation)
(Rev 03/2018)

- If there has been a2 change in ownership,
heck here for N/4

enter the previous provider number(s) and their effective date(s):

Previous Medicaid Prov. # Start Date: to End Date:

2a. If you completed question #1 above, describe the relationship between the owner disclosing information on this form
and the previous Medicaid owner. (Attach extra page if necessary.) [XCheck here for N/4

2b. If you completed question #1 above, describe the relationship between the Lorporate boards of disclosing provider and
previous corporate boards of Medicaid provider. (Attach extra Page if necessary.)

2¢. Why did a change of ownership occur?

3. Ifyou anticipate any change of ownership, management company or control within the year, state anticipated date of
change and nature of the change. [XCheck here for N4

Date: Change:
4. If you anticipate filing for bankrupt within the €ar, enter anticipated date of filing. Date:

S. If this facility is a subsidiary of a parent corporation, enter corporate FEIN #:
Name:

Box or Address:

h‘ Check here for N/4
L'( Check here for N/4

Zip:
6. List name, date of birth, SSN#FEIN#, and address of each person or entity that owns 5% or more direct or indirect
ownership or controlling interest in the applicant provider. (Attach extra page if necessary.) (N/A not acceptable.), If you are

applying as an individual, list your information. [ ] Check here if no one owns 5% or more.

Name: Melanie A McDermot SSN:  404-15-4251

Business Address: 4010 Dupont Circle Suite 582 FEIN: 45-2004370 DOB: o6r15/1979
City: Louisville State: KY I Zip: 40207
P.O. Box:

7. List officers’ and board members® information of disclosing entity. (Attach extra sheet if necessary, listing same details
below. Check here for N/4 *The entire first name is required. Initials are not accepted.
Name (a): Title:
Address: SSN:
City: State: —l?ip:
Name (b): Title:

Address: SSN:

City: State: 1 Zip:

f




Map-900 (Revalidation)
(Rev 03/2018)

8. If any individuals listed in questions #6, #7, and #17 are related to each other as spouse,

parent, child, or sibling (including
step or adoptive relationships), provide the following information: Attach extra page if nece

ssary.) [XCheck here for N/

Relationship:

_\ FEn
Relationship: FEIN:
9. If this facili employs a management company, please provide following information: [X|Check here for N/4

Name:
Address:
City:

10. List the name

| State: T Zip:
of any other disclosing entity in which an owner of the disclosing entity has an ownership or control interest.
(X] Check here for N4 |
Name: Provider Number:
Address:
[ sate: T 7ip:
11. Li all other Kentucky Medicaid providers with which Your health service and/or facility

engages in a significant business transaction and/or a series of transactions that during any one (1) fiscal year exceed the lesser
of $25,000 or 5% of Your total operating expense. Attach extra page if necessa D) KCheck here for N/4

Name: T e
Address:

City:
12. Reserved for Fu-tu_re Use

13. List the name, SSN, and address of any fmmediate family member who js authorized under Kentucky Law or any other

states' professional boards to prescribe drugs, medicine, medical devices, or medical equipment in accordance with KRS
205.8477. [X|Check here for N/4

Name (a):
Address:

City: - S
Address: DOB:
City:

rganizations having direct or indirect ownership or controlling interest of 5% or more,

who have been convicted of a criminal offense related to the involvement of such persons, or erganizations in any program
established under Title XVIII (Medicare), or Title XIX (Medicaid), or Title XX (Secial Services Block Grants) of the Social
Security Act or any criminal offense in this state or any other state, since the inception of those programs. (Attach extra page if
necessary.) If individual or organization is associated with a KY Medicaid provider number(s), please indicate below., (Attach

extra page if necessary.) [Acheck here for N/4

NAME (a)/KY Medicaid Provider Number( s):

NAME (bY/KY Medicaid Provider Numbers(s):

15. List the name of any agent and/or managing employee of the disclosing entity who has been convicted of a criminal offense
related to the involvement in any program established under Title XVIIL, XIX, or XX, or XXI of the Social Security Act or any
criminal offense in this state or any other state since the inception of those programs. (Attach extra page if necessary.) If

individual or organization is associated with a KY Medicaid provider number(s), indicate below. (Attach extra page if
necessary.) [XCheck here for N/4

NAME (a)/KY Medicaid Provider Number(s):
NAME (b)/KY Medicaid Provider Number(s): l

Fill out all Applicable Sections. Write Not A \pplicable (N/A4) for questions that do not apply. Applications will be rejected for any questions left blank. Please
print or type. Reformatted or altered applications will not be accepted. -4 -




Map-900 (Revalidation)
Rev 03/2018

16. List the name, title, SSN, and business address of all managing employees below as defined in 42 CFR 455.101.
Check here for N/A (Attach exira sheet if necessg listing same details below.

Credential (M.D,, etc.):
Box or Address: SSN:
[ State: [ Zip:
_ Credential (M.D., etc.):
Box or Address: SSN:
B
17. List name, address, SSN#, FEIN# of each person with an ownership or control interest in any SUBCONTRACTOR in

which the provider applicant has direct or indirect ownership of 5% or more, (Attach extra Page if necessary. )
Check here for N/4

_ SSN:

Box or Address: . FEIN:
| State: | zip:
SSN:

FEIN:

Zip:

Fill out all Applicable Sections. Write Not Applicable (N/A) for questions that do not apply. Applications will be rejected for any questions left blank. Please
print or type. Reformatted or altered applications will not be accepted. -5-




Map-900 (Revalidation)

(Rev 03/2018)

SECTION C: ATTESTATIONS

(TO BE COMPLETED IF ENROLLING AS AN INDIVIDUAL PROVIDER. DO NOT COMPLETE IF
ENROLLING AS A GROUP OR EN TITY.)

1. LICENSURE
LIYESXNO a.

LIYESZXINO | %,

Please answer ail questions. For any “Yeg” response, please attach an explanation,

Has your license, registration or certification to practice in your profession, ever been voluntarily or
involuntarily relinquished, denied, suspended, revoked, restricted, or have you ever been subject to a fine,
reprimand, consent order, probation or any conditions or limitations by any state or professional licensing,
registration or certification board?

Has there been any challenge to your licensure, registration or certification?

2. HOSPITAL PRIVILEGES AND OTHER AF FILIATIONS

L_j,

YES[ANO [a.

LIYESIXNO | %,

LIYESKINO |

or to other disciplinary conditions (for reasons other than non-completion of medical record when quality of
care was not adversely affected) or have proceedings toward any of those ends been instituted or
recommended by an hospital or healthcare institution, medijcal staff or committee, or governing board?

Have you voluntarily or involuntarily surrendered, limited your privileges or not reapplied for privileges while
under investigation?

such as [PAg, PHOs)?

3. EDUCATION, TRAINING AND BOARD CERTIF ICATION

LIYESTANO [ a.

LIYESTANO b.

LIYESIXNO |«
LIYESANO [a.

4. DEA OR STATE CONTROLLED SUBSTANCE REGISTRATION

Were you ever placed on probation, disciplined, formally reprimanded, suspended or asked to resign during
an internship, residency, fellowship, preceptorship or other clinical education program? If You are currently in
a training program, have you been placed on probation, disciplined, formally reprimanded, suspended or
asked fo resig

Have you ever, while under investigation or to avoid an investigation, voluntarily withdrawn or prematurely
terminated your status as a student or employee in any internship, residency, fellowship, preceptorship, or
other clinical education program?

Have any of your board certifications or eligibility ever been revoked?

Have you ever chosen not to re-certify or voluntarily surrendered your board certification(s) while under
investigation

LIYES [ANO Have your Federal DEA and/or Stae Cont
5 MEDIARE, MEDICAID OR OTHER GOVE RAM PARTICIPATION
JYES [AINO Have you ever been disciplined, excluded from, debarred suspended, reprimanded, sanctioned, censured,

regard to other federal or state sovernmental healthcare plans or pro grams?

6. OTH ER SANCTIONS OR IN VESTIGATIONS

LIvES [AnO a.

LIYESXNO | b.
LIvEs RNo c.
LIYESXINO | 4.

LIYESANO | e,

offense or sexual misconduct?
To your knowledge, has information pertaining to you ever been reported to the National Practitioner Data
Bank or Healthcare Integrity and Protection Data Bank?

Have you ever received sanctions from or are you currently the subject of investigation by any regulatory
agencies (e.g., CLIA, OSHA, etc.)?

harassment or other llegal misconduct?
Are you currently being investigated or have you ever been sanctioned, reprimanded, or cautioned by a
military hospital, facility, or agency, or voluntarily terminated or resigned while under investigation or in
exchange for no investi gation by a hospital or healthcare facility of any military agency?

Fill out alf Applicabie Sections. Write Not Applicable (N/4) for questions that do not apply. Applications will be rejected for any questions left blank. Please
print or type. Reformuatted or altered applications will not be accepted, -6-




Map-900 (Revalidation)
(Rev 03/2018)

Have you had any professional liability actions (pending, settled, arbitrated, mediated or litigated) within the
ast 10 years? * [f €s, provide information for each case.
9. CRIMINAL/CIVIL,
LIYES XINo
X]

urred recently enough to i the individual is actively
engaged in such conduct, "lllegal use of drugs" refers to drugs whose Possession or distribution s unlawfu]
under the Controlled Substances Act, 2] U.S.C. § 812. Tt "does not include the use of a drug taken under
supervision by a licensed health care professional, or other uses authorized by the Controlled Substances Act
or other provision of Federal law."” The term does include, however, the unlawfy] use of prescription
conirolled substances.

Fill out all Applicable Sections. Write Not Applicable (N/4) for questions that do not apply. Applications wil] pe rejected for any guestions left blank. Please
Print or type. Reformatted or altered applications will not be accepted. -7-




Map-900 (Revalidation)
(Rev 03/2018)

MEDICAID RULES, REGULATION, POLICY AND 42USC 1320a-7b

Assurances:

The Provider:

furnished to KCHIP and Title XIX recipients. Such examinations, inspections, copying and audits may be made without
ht shall include the ability to interview facility staff during the course of any

(3) Agrees to comply with the Civil Rights requirements set forth in 45 CFR Parts 80, 84, and 90 and the Americans with
Disabilities Act (ADA), 42 USC 12101. Payments shall not be made to providers who discriminate on the basis of race,
color, national origin, sex, disability, religion, age or marital status in the provision of services,

(4) Agrees to cooperate with applicable public health agencies to coordinate appropriate medical care for KCHIP and Title
XIX recipients in order to ensure quality of care and avoid the provision of duplicate or unnecessary medical services.

(5) Assures awareness of the provision JSC B reproduced on page 11 of this agreement and of the
provisions of KRS 205.8451 to KRS 205.848: relating to Medicaid Program Fraud and Abuse, and applicable Kentucky
Administrative Regulations as specified in Title 907 relating to the Department for Medicaid Services and Provider
Agreements.

(6) Agrees to inform the Cabinet for Health and Family Services, Department for Medicaid Services
A.  within thirty-five (35) days of any change in the following:

1. name;
2. ownership;
3. address; and,
B. within five (5) days of information concerning the following:
1. change in licensure/certiﬁcation;
2. regulation status;
3. disciplinary action by the appropriate professional association; and,
4. criminal charges; and,

C.  within thirty-five (35) days of request by Secretary or State Medicaid Agency of any business transitions as defined
by 42 CFR 455.105(b).

(7) Agrees to the following:

A. To assume responsibility for appropriate, accurate, and timely submission of claims and encounter data whether
submitted directly by the provider or by an agent;

B. To use EMC submittal procedures and record layouts as defined by the Cabinet if submitting electronic claims;

C. That the provider’s signature on this agreement constitutes compliance with the following: the transmitted
information is true, accurate and complete and any subsequent correction which alters the information contained
therein will be transmitted prompily;

D. Payment and satisfaction of claims will be from federal and state funds and that any false claims, statements, or
documents or concealment of falsification of a material fact, may be prosecuted under applicable federal and state




Map-900 (Revalidation)
(Rev 03/2018)

(9) A contract for the sale or change of Ownership participating in the Medicaid Program shall specify whether the buyer or
seller is responsible for the amounts owed to the department by the provider, regardless of whether the amounts have
been identified at the time of sale. In

the
the owners or the partners at the time the department paid the eérroneous payments have the responsibility for liabilities

(12)Agrees to comply with employee education for false claims recovery deficit reduction act (DRA) of 2005, Section 6032,

More information can be found at htm://chfs.ky.ﬂov/dmsf'pmvider.htm.

according to current applicable federal and state faws, rules and regulations and policies of the Cabinet for Health and
Family Services for providers participating as direct Medicaid payment providers. Payment shall be made only upon
receipt of appropriate billings and reports as prescribed by the Cabinet for Health and Family Services, Department for
Medicaid Services,

2) Department for Medicaid Services agrees to reimburse the provider according to the provisions of the agreement with the

3) In accordance with 47 CRF 447.15, if the department makes payment for a covered service and the provider accepts this
payment in accordance with the department’s fee structure, the amounts paid shall be considered payment in full; a bill
for the same service shall not be tendered to the recipient, and a Payment for the same service shall not be tendered to the
recipient, and a payment for the same service shall not be accepted from the recipient. A provider may not bill a
Medicaid recipient for a bill that was denied due to incorrect billing, A provider may bill a Medicaid recipient under the
following conditions:

(1) Service not covered by Kentucky Medicaid, and member was previously informed of the non-covered service.
(2) Provider is not enrolled in Kentucky Medicaid.
4) a. A provider may provide a service to a recipient on a non-Medicaid basis:
(a) Ifthe recipient agrees to receive the service on a non-Medicaid basis before the service begins; and
(b) The service is not a Medicaid-covered service.
b. If a provider renders a Medicaid-covered service to a recipient, regardless of if the service is billed through the
provider’s Medicaid provider number or any other entity including a non-Medicaid provider, the recipient shall not be
billed for the service,
¢. The department shall terminate from Medicaid Program Participation a provider who participates in an arrangement in
which an entity bills a recipient for a Medicaid-covered service rendered by the provider.

s Provider Certification:

(1) If the provider is required to participate or hold certification under Title X V] of the Social Security Act to provide Title
XIX services, the provider assures such participation or certification is current and active.

(2) If the Provider is a specialty hospital providing psychiatric services to persons age twenty-one (21) and under, the

Fill out all Applicable Sections. Write Not A pplicable (N/4) for questions that do not apply. Applications will pe rejected for any questions left blank. Plegse
print or type. Reformatted or altered applications will not be accepted. -9.-




Map-900 (Revalidaﬁon)
(Rev 03/2018)

7 Lobbying Certification:
The provider certifies that to the best of one’s knowledge and belief, that during the preceding contract period, if any, and
during the term of this agreement:
(1) No federal appropriated funds have been paid or will be paid, by or on behalf of the undersigned, to any person for
influence or attempting to influence an officer or employee of any agency, a Member of Congress, an officer or employee

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.

(2) If any funds other than federal appropriated funds have been paid or will be paid to any person for influencing or

Congress in connection with this federal contract, grant, loan or cooperative agreement, the undersigned shal] complete
and submit Standard Form-LLL “Disclosure Form to Report Lobbying’ in accordance with jts instructions.

(3) The undersigned shal require that the language of this certification be included in the award documents for al] sub-
awards at all tiers (including subcontracts, subgrants, and contracts under grants, loans, and cooperative agreements) and
that all sub-recipients shall certify and disclose accordingly.

(4) This certification is a material representation of fact upon which reliance wag placed when this transaction was made or
entered into, submission of this certification is a prerequisite for making or entering into this transaction imposed under
Section 1352 Title 31. US code. Any person who fails to file the required certification shall be subject to a civil penalty
of not less than $10,000 and not more than $100,000 for such failure.

8. Termination

from participation,
(3) Ifthereisa change of ownership of nursing facility, the Cabinet for Health and Family Services agrees to automatically
assign this agreement to the new owner according to 42 CFR 44214, '
(4) Failure of a provider to comply with the terms of this agreement may result in the initiation of the following sanctions:
®  Freezing member enrollment with the provider.
®  Withholding all or part of the provider’s monthly management fee,

Fill out all Applicable Sections. Write Not Applicable (N/4) for questions that do not apply. Applications will be rejected for any questions left blank. Please
print or type. Reformatted or altered applications will not be accepted, -10-
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42USC Section 1320a-7b. Criminal Penalties for Acts Involving Federal Health Care

Programs

(@)  Making or causing to be made false statements or representations
Whoever-

(1) knowingly and willfully makes or cases to be made any false stat Or representation of a material fact ip any application for any benefit or Payment under a Federal health care
program (as defined in subsection (f) of this section),

(2)  atany time knowingly and willfilly makes or causes to be made any false statement or representation of a material fact for use in determining rights to such benefit or payment,

{3) having knowledge of the occurrence of any event affecting (A) his injtial or continued right to any such benefit or payment, or (B) the initial or continued right to any such benefit or
payment of any other individual in whose behalf he has applied for or is receiving such benefit or Payment, conceals or fails to disclose such event with an intent fraudulently to secure such
benefit or Ppayment either in a greater amount or quantity than is due or when no such benefit or payment is authorized.

“) having made application to receive any such benefit or Payment for the use and benefi of another and having received it, knowingly and willfully converts such benefit or Payment or any
part thereof to a use other than for the use and benefit of such other person

(5)  presents or causes to be presented a claim for a physician’s service for which payment may be made under a Federal health care program and knows that the individual who furnished the
service was not a licensed physician, or

(6)  knowingly and willfully disposed of assets (including by any transfer in trust) in order for an individual to become eligible for medical assistance under a State plan under subchapter XIX of
this chapter, if disposing of the assets in the imposition of a period of ineligibility for such assistance under section 1396p© of this title, shall (i) in the case of such a statement,
fepresentation, concealment, failure, or conversion by any person in connection with the furnishing (by that person) of items or services for which the payment is or may be made under the
program, be guilty of a felony and upon conviction thereof fined ot more than $25,000 or imprisoned for not more than five years or both, or (i) in the case of such a statement
representation, concealment, failure, or conversion by any other person, be guilty of a misdemeanor and upon conviction thereof fined not more than $10,000 or mprisoned for not more
than one year, or both In addition, in any case where an individual who 1s otherwise eligible for assistance under a Federal health care program is convicted of an offense under the
preceding provisions of this subsection, the administrator of such Program may at its option (nolwilhsfandmg any other provision of such program) limit, restrict, or suspend the eligibility of
that individual for such periods (not exceeding one year) as jt deems appropriate; but the imposition of limitation, restriction, or suspension with respect to the eligibility of any mdividual
under this sentence shaf] not affect the eligibility of any other person for assistance under the plan, regardless of the relationship between the individual and such other person,

(b)  IDlegal remunerations

(1) whaoever knowingly and willfully solicits or receives any remuneration (including any kickback, bribe, or rebate) directly or indirectly, overtly or covertly, in cash or in kind

(A)  inretun for referring an individyal to a person for the fumishing or arranging for the furnishing of any item or service for which payment may be made in whole or in part under a Federal
health care program, or

(B) inretum for purchasing, leasing, ordering, or arranging for or recc ding purchasing, feasi g, or ordering any good, facility, service, or item for which payment may be made in whole or
in part under a Federal health care program, shall be guilty of a felony and upon conviction thereof, shall be fined not more than $25,000 or imprisoned for not more than five years, or both.

(2)  whoever knowingly and willfully offers or Pays any remuneration (including kickback, bribe, or rebate) directly or indirectly, avertly or covertly, in cash or in kind to any person to induce
such person-

{A)  torefer an individual to a person for the furnishing or arranging for the furnishing of any item or service for which payment may be made in whole or in part under a Federal health care
program, or

(B)  to purchase, lease, order, or arrange for or recommend purchasing, leasing, or ordering any good, facility, service, or item for which payment may be made in whole or in part under g
Federal health care program, shali be guilty of a felony and upon conviction thercof, shall be fined not more than $25,000 or imprisoned for not more than five years, or boh,

(3)  Paragraphs (1) and (2) shall not apply to-

(A)  adiscount or other reduction in price obtained by a provider of services or other entity under a Federal health care program if the reduction in price is propertly disclosed and appropriately
reflected in the costs clamed or charges made by the provider or cnlity under a Federal health care Pprogram;

(B)  any amount paid by an employer (who has a bona fide employment relationship with such employer) for employment in the provision of covered Jtems or services

(C)  any amount paid by a vendor of goods or services to a person authorized to act as a purchasing agent for a group of individuals or entittes who are fumishing services reimbursed under a
Federal health care program if-

() the person has 2 written contract, with each such individual or entity, which specifies the amount to be paid the person, which amount may be a fixed amount or a
fixed percentage of the value of the purchases made by each such individual or entity under the contract, and
in the case of an entity that is a provider of services (as defined in section 1395x(u) of this title), the person discloses (in such form and manner as the Secretary requires) to the entity and,
upon request, to the Secretary the amount received from each such vendor with respect to purchases made by or on behalf of the entity:

(D) a waiver of any comsurance under part B of subchapter XVTII of this chapter by a Federally qualified health care center with respect to an individyal who qualifies for subsidized services
under a provision of the Public Health Service Act {42 US.C.A. section 201 etseq.}:

(E)  any payment practice specified by the Secretary in regulations promulgated pursuant to section 14(a) of the Medicare and Medicaid patient and Program Protection Act of 1987; and

(F)  any remumeration between an organization and an entity providing items or SEIvices, or a combination thercof pursuant 1o a written agreement between the orgamzation and the individual
or entity if the organization is an eligible organization under section 1395mm of this title or if the wrilten agreement, through g risk-sharing arrangement, places the individual or entity at
substantial financial risk for the cost or utilization of the items or services, or a combination thereof, which the individual or entity is obligated to provide.

(c)  False statements Or representations with respect to condition or operation of mstitutions
Whoever knowingly and willfislly makes or causes to be made, or induces or seeks to induce the making of, any false Statement or representation of a material fact with respect to the
conditions or operation of any institution, facility, or entity in order that such institution, facility, or entity may qualify (either upon initial certification or upon rectification) as a hospital,
rural primary care hospital, skilled narsing facility, intermediate care facility for the mentally retarded, home health agency, or other entity (including n eligible organization under section
1395mm(b) of this title) for which certification is required under subchapter XVIIT of this chapter of a State health care program (as defined in section 1320a-7(h) of this title), or with
fespect to information required to be provided under section 1320-a-3a of this title, shall be guilty of a felony and upon conviction thereof shall be fined not more than $25.000 or
imprisoned for not more than five years, or both.

{(d)  THegal patient admittance and retention practices
Whoever knowingly and willfirlly-

(1) charges, for any service provided to a patient under a State plan approved under subchapter XIX of this chapter, money or other consideration at a rate I excess of the rates established by
the State, or

(2)  charges, solicits, accepts, or receives, in addition to any amount otherwise required to be paid under a State plan approved under subchapter XIX of this chapter, any gift, money, donation,
or other consideration (other than a charitable, religious, or philanthropic contribution from an organization or from a person unrelated to the patient)-

(A) asa precondition of admitting a patient to a hospital, nursing facility, or intermediate care facility for the mentally retarded, or

(B) asa requirement for the patient’s continued stay in such a facility, when the cost of the services provided therein to the patient is paid for (in whole or in part) under the State plan, shall be
guilty of a felony and upon conviction thereof shall be fined vot more than $25 000 or imprisoned for not more than five years, or both,

(&)  Violation of assignment terms
Whoever accepls assignments deseribed in section 1395y (b) (3) (B) (ii) of this title or agrees to be a participating physician or supplier under section 1395u%h) (1) of this title and
knowingly, willfully, and Tepeatedly violates the term of such assignments or agreement, shall be guilty of a misdemeanor and upon conviction thereof shall be fined not mare than $2,000 or
imprisoned for not more than six months, or both.

(f)  “Federal health care program™ defined for purposes of this section, the term “Federal health care program” means- ) ) ‘

(1) any plan or program that provides health benefits, whether directly, through insurance, or otherwise, which is fimded directly, in whole or in part, by the United - 11 -States Government
(other than the health insurance program under chapter 89 of Title 3): or

{2)  any State health care program, as defined in section 1320a-7(h) of this tile.

Fill out all Applicable Sectipns, Write Not Applicable (N/A) for questions that do not apply. Applications will be rejected for any questions left blank. Please

print or ype. Reformatted or altered applications will not be accepted,
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WHOEVER KNOWINGLY OR WILLFULLY MAKES, OR CAUSES TO BE MADE,
REPRESENTATION OF THIS STATEMENT SHALL BE SUBJECT TO PROSECU

AND KRS CHAPTER 205 AS AMENDED.

Provider Authorized Signature: [ certify, under penalty of law, that the information given in this form is correct and complete
to the best of my knowledge. 1am aware that, should investigation at any time show any falsification, I will be considered for
suspension from the Program and/or for prosecution for Medicaid fraud. | certify that I have read and understand the
“Medicaid Rules, Regulation, Policy”, 42 Usc 1326A-7B” (pp. 8-1 1), 907 KAR 1:671, and 907 KAR 1:672 to the best of my
ability. Iagree to abide by the Medicaid Program terms and conditions listed in this document and aforementioned
regulations, and ¥ hold a license/certification to provide services corresponding to the information above and for which this
agreement applies, I hereby authorize the Cabinet for Health and Family Services, the Department for Medicaid Services to
make all necessary verification concerning me and/or my medical practice/facility, and further authorize each educational
institute, medicallicense board or organization to provide all information that may be needed in connection with my
application for participation in the Kentucky Medicaid Program. I further certify that if I keep medical records in an
electronic database, those records are confidential and patient privacy is protected (KRS 205.510).

Provider Signature Transportation Broker Signature

Name: (Please Print):  Melanie A McDermott Name: (Please Print):

L e
Title: Behavioral Health Professional Title:
Date: A Date:

NOTE: Please ensure that no questions were lefi blank before submitting application.

PLEASE MAKE A COPY OF COMPLETED PAGES FOR YOUR RECORDS. YOU WILL, RECEIVE
NOTIFICATION OF YOUR KENTUCKY MEDICAID PROVIDER NUMBER.

For Internal Use Only:

Department for Medicaid Services Signature: Date:
- -_—
Printed Name: Title:

Fill out all Applicable Sections, Write Not Applicable (N/4) for questions that do not apply. Applications will be rejected for any questions left blank. Please
print or type. Reformatted or altered applications will not be accepted. -12-




Employee Fileg

Public Protection Cabinet

Depariment of Professional Licensing

This Document is an official verification of license by the Commonweaith of Kentucky

8/16/2017 12:59:49 P

Board Name - Boarg of Licensure for Marriage and Family Therapists

License Type - Marriage and Family Therapist

Legacy License Disciplinary Status Issue Date
Number Number Actions

Melanie A
Mcdermott

ttps:/ftransformationsiic, bamboohr.comlemployeeslﬁfeslindex.php?id=32

———




MLV IO NPPES NPJ Registry

Provider Information for 12051979/

N

Search (/registry/) / Back to Results / NPI View

MELANIE MCCLISH MCDERMOTT LMET
Gender: FEMALE

L NPI: 1205197944

@ Last Updated: 2016-07-13

Details
Name Value
NPI 1205197944

Enumeration Date 2012-05-29

NPI Type 1 - Individual
Sole Proprietor YES
Status Active

Mailing Address 3725 ROSEMONT BLVD
LOUISVILLE, KY 40218-1538
United States

Phone: 502-439-2969 | Fax:

View Map (fregistry/map-view?q=3725 ROSEMONT BLVD, LOUISVILLE, KY, 402181538,
United States) @

ttps:/in piregistry.cms.hhs.govlregistrylprovider—viewﬁ 205197944 1/2




R R

Name

Primary Practice
Address

Taxonomy

Other Identifiers

NPPES NP Registry
Value
3415 BARDSTOWN RD STE 209A

LOUISVILLE, KY 40218-4630
United States

Phone: 502-439-2969 | Fax:

View Map (/registryfmap-view?q=3415 BARDSTOWN RD STE 209A, LOUISVILLE, KY,

402184630, United States)

Primary License

Taxonomy Selected Taxonomy State Number

Yes 106H00000X - Marriage & Family KY 105239
Therapist

Issuer State Number

A federal government website managed by the

’ _/g (http:l/hhs.gov) U.S. Centers for Medicare & Medicaid Services (http://cms.hhs.gov)

7500 Security Boulevard, Baltimore, MD 21244

lttpsjlnpiregistry.cms.hhs.govlregistry/provider—viewﬁ 205197944

2/2
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KENTUCKY MEDICAID PROGRAM
STATEMENT OF AUTHORIZATION FOR PAYMENT

Check box (if applicable) ‘I Grou Link Section

Lhereby declare that I, Melanie McDermott
(First and last name of Individual Licensed Professional)
1205197944 7100271730

3

(NPT Number of individual) (KY Medicaid Provider Number of Individual)

has entered into a contractual agreement with the following:
Transformations Hope for Today's Families LIL.¢
{Name of Clinic/Corporation or F acility)

to provide professional services, I authorize payment including Medicaid/Medicare cross-overs from the
Kentucky Medicaid Program for covered services provided by me and specified by the criteria of our

1427229483 7100269220

(NPI Clinic/Corporation or F acility) (KY Medicaid Group Number of Group
Individual provider request to be linked with)

Ot-cCcl-3 0 /¥
Date Contract Effective (between Individual and Clinie/Corporation or Facility)

p p Complpte with mm/dd/yyyy _
yi DY : 95/ 8

Signature of Individual Provider Date of Signature

tHoyd@transformationslic.net Teresa Lloyd
Contact Email Address Contact Name

Cheek box “fa"l""°a"“’ﬂ Group Delink Section
Group Delink Section

By completing the information below, I am requesting that the following individual provider
be de-linked from the group listed below.

Individual Provider Name: .
———
(LAST) (FIRST)
Individual Kentucky Medicaid Provider Number:
e

Group Name;

Kentucky Medicaid Provider Number of Group:
e
Date to be de-linked:
(Complete with MM/DD/Y YYY Format.)

Signature of authorized official: Date:

e
Please return form fo: Kentuck Medicaid, P.O. Box 2110, Frankfort, KY 40602-2110
s===——"2 0T t0: Kentucky Medicai

CLEAR FORM




421 USC § 1320a-7h, Criminal penalfies for acts involving Federal health care programs

(2) Making or cansing to be made false statements or representations

Whoever-

(1) knowingly and willfally makes Or causes to be made any false st or rep ion of a ial fact in any application for any benefit or payment under a
Federal health care Program (as defined in subsection (D) of this seetion),

intent fraudulently to secure such benefit or Payment either in a greater amount or quantity than is due or when no such benefit or payment is authorized,
(4) having made application to receive any such benefit or bayment for the use and benefit of another and having received it, knowingly and willfully converts such
benefit or payment or any part thereof to a use other than for the use and benefit of such other person,

under subchapter XIX of this chapter, if disposing of the assets resulis in the imposition of period of ineligibility for such assistance under section 1396p(c) of this title,
shall (i) in the case of such @ statement, representation, concealment, failure, or conversion by any person in connection with the furnishing (by thag persen) of items or
services for which payment is or may be made under the program, be guilty of a felony and npon conviction thereof fined not more than 525,000 or imprisoned for not
more than five years or both or (ii) in the case of such 4 siatement, representation, il , failure, or ion by any other person, be guilty of 3 misdemeanor
and upon conviction thereof fined not more than $10,000 or imprisoned for not mare than one year, or both, In addition, in any case where an individual who is
otherwise eligible for assistances under a Federal health care brogram is convicted of an offense under the p ling provisions of this subsecti , the adminis of
such program may at its option (notwimmmding any other provision of such program) limit, restrict, or suspend the eligibility of that individual for such period (not
exceeding one year) as it deems iate, but the i position of a limitati restriction, or suspension with respect to the eligibility of any individual under this
sentence shall not affect fhe eligibility of any other person for assistance under the plan, regardless of the relationship between that individual and such other person.
(b} Tegal Temunerations

(1) whoever knowingly and willfully solicits or receives any remuneration (including any kickback, bribe, or rebate) directly or indirectly, overtly or covertly, in cash or

(A) in return for referring an individual 10 a person for the furnishing or arranging for the furnishing of any item or services for which payment may be made in whole
o in part under a Federal health care program, or

(B} in return for purchasing, leasing, ordering, or arranging for or recommending purchasing, leasing, or ordering any good, facility, service, or item for which
Ppayment may be made in whole or in part under a Federal health care program, shall be guilty of a felony and upen conviction thereof, shall be fined not more than
S25,000 or imprisoned for not more than five years or both,

(2) whoever knowingly and willfully offers or Pays any remuneration (including any kickback, bribe, or rebate) directly or indirectly, overtly or covertly, in cash or in
kind to any persen to induce such person-

{A) to refer an individaal to a person for the fumishing or arranging for the Furnishing of any item or service for which payment may be made in whole or in part under
a Federal health care program, or

(B) to purchase, lease, order, or arrange for or recommend purchasing, leasing, or ordering any good, facilify, service, or jitem for which payment may be made in whole
or in part under a Federal health care program, shall be guilty of felony and upon conviction thereof, shall be fined not more than $25,000 or imprisoned for not more
than five years, or bath,

(3) Paragraphs (1) and (2) shali not apply to-

{A) adiscount or ather redaction in price obtained by a provider of services or other entity under a Federal health care program if the reduction in price is properly
disclosed and appropriately reflected in the costs claimed or charges made by the provider or entity under a Federal health care program;

(B) any amount paid by an employer to an employee (whe lias a bona fide employment relationsk ip with such empl yer) for employment in the provision of covered
items or services;

(C) any amount paid by a vendor of goods or services to a person authorized to act asa purchasing agent for a group of individuals or entities who are furnishing
services reimbursed under a Federal health care program if-

(i) the person has a written contract with each such individual or entity, which specifies the amount to be paid the person, which amount may be a fixed amount or 2
fixed percentage of the value of the purchases made by each such individual or entity under the cantract, and

(ii) in the case of an entity that is a provider of services (as defined in section 1395x(u) of this fitle), the person discloses (in such form and manner as the Secretary
requires) to the entity and, UPOR request, to the Secretary, the amount received from each such vendor with respect 1o purchases made by or on behalf of the entity;

(D) 2 waiver of any coinsurance under part B of subek pter XVIIH of this chap by a Federally qualificd health care center with respect to an individual who qualifies

(E) any payment practice specified by the S, ry in lations pr Igated p to section 14(a) of the Medicare and Medicaid Patient and Program
Protections Act of 1967; and

(F) any re ion betw an organi and an individual or entity providing items OF services, ora bination thereof, P to a written
between the organization and the individual or entity if the organization is an eligible organization under section 1393mum of this title or if the written agreement,
through a risk-sharing arrangement, places the individual or entity at substantial financial risk for the cost or utilization of the items or services, or a combination
thereof, which the individual or entity is obligated to provide,

(¢} False st: orrep ions with respect to condition or operation of institutions

Whoever knowingly and willfully makes or causes to e made, or induces or seeks to induce the making of, any false statement or representation of a material fact with
respect to the conditions or I ion of any instituti facility, or entity in order that such institution, facility, or entity may qualify (either upon initial certification or
upoin rectifieation) as a hespital, rural Primary care hospital, skillad nursing facility, nursing facifity, intermediate care facility for the mentally retarded, home health
agency, or other entity (includi 2 an eligible organi under section 1393mm(b) or this title) for which certification is required under subchapter XVIII of this
chapter or a State health ‘care program conviction thereof shall be fined not more than $25,000 or imprisoned for not more than five years, or both,

{d) Illegal patient admi and retenti i

Whoever knowingly and willfully-
(1) charges, for any service provided to a patient under a State plan approved under subchaprer XIX of this chapter, money or other consideration at a rate in excess of
the rates established by the State, or

(2) charges, solicits, accepts, or receives, in addition to any amount atherwise required to be paid under a State plan approved under subchapter XIX of this chapter,
any gift, money, donation, or ather consideration (other than a charitable, religious, or philanthropic contribution from an organization or from a person unrelated to
the patient)-

(A) as a precondition of admitting a patient to 2 hospital, nursing Iacility, or intermediate care facility for the menially retarded, or

(B) as a requirement for the patient’s continued stay in such a Facility, when the cost of the services provided therein to the patient is paid for (in whole or in part) uader
the State plan, shall be guilty of a felony and upon conviction thereof shall be fined 1ot more than $25,000 or imprisoned for not more than five years, or both.

(e} Violation of assignment terms

Whoever accepts assignments described in section 1393u(b)(3)(B)(ii) of this title or agrees to be a participating physician or supplier under section 1393u(h)(1) of this
title and knowingly, willfully, and repeatedly violates the term of such assignments, shall be guilty of a misdemeanaor and upon conviction thereof shall be fined not more
than 52,000 or imprisoned for 1ot more than six months, or both,

() “Federal health care program” defined

For purposes of this section, the term “Federal health care program” means-

(1) any plan or program that provides health benefits, whether directly, through insurance, or otherwise, which is funded directly, in whole or in part by the United
States Government {other than the health insurance program under chapter 89 of Title 3); or

(2) any State health care program a5 defined in section 13202-7(h) of this title.
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COUNSELING CONNECTION
MELANIE MCCLISH SOLE MBR
3725 ROSEMONT BLVD
LOUISVILLE ky 40218

Date of this notice:

Emple:
45-29

Form:

Number of this notice:

For assistance

ver Ide
B4370

$5-4

ntification Number:

1-800-829-4933

IF YOU WRITE, ATTACH THE
STUB OF THIS NOTICE.

WE ASSIGNED vouy AN EMPLOYER IDENTIFICATION NUMBER

_Thank vou for applying for an Emplover
vou EIN G5-2906370 . This EIN will identify

permanent records.

Identification Number_(Eiﬁ5.77We assigned
) you, vour business accounts, +ax returns,
and documents, even if vou have no emplovees. Please keep this notice in vour

is not correct as shown above, please make the correction us
S .

If th
ing the

e information
attached tear off

Based on the information received from yYou or vour representative, you must file

the following form(s) by the date(s) shown.

Form 944
Form 940

01/31/2
01/31/2

01z
a1z

Superse
ication

ding Revenue
elections can
See Form 8832

88-09-2011

EP 575 p

you may call us at.
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