v Provider Information Form

Y/
M Please submitcompleted form copy of W-9 (required) by fax: 832-825-9360 oremail TCHP CA Contact Admin:
o tchpnetworkmanagement@texaschildrens.org. Foragroup practice, complete a Provider Information Form (PIF) foreach provider.
Texas Children’s

Health Plan Today’s Date:

TYPE OF REQUEST

[ONew provider [JNew providerto a participating group O Participating group addinga new location

[JTermination (Please attach written termination notice as specified in the Services Agreement)

lam aPhysician Extenderand | qualify for the Drug Addiction Treatment Act (DATA) waiver. (JYes [1No

PROVIDER TYPE
CAncillary [CBehavioral Health [FQHC/RHC
[JHospital Based [JPhysician Extender [Primary Care
[ISpecialist [JUrgentCare Clinic [CJOther (specify: )
PROVIDER INFORMATION
ProviderName: First M Last Healthcare Credentials (MD, DO, LPC, NP, APN, PA etc.)
Provider SSN: Gender:[(M [JF Provider DOB:
ProviderNPI: IsNPIlattested: [dYes[JNo
Provider TPI: Provider TIN:
Primary Specialty: ProviderLicense Number:
Secondary Specialty: CAQH:
Group Name (ifapplicable):
Group NPI: Is Group NPl attested: COYes[dNo
Group TIN: Group TPI:

PHYSICIAN EXTENDER

Isthe Physician Extenderactingas PCP? [JYes [ INo IfactingasaPCP, complete “Requestto Serve as PCP” form.

Please complete the following information as it is listed with TMHP.
NOTE: Individual NPl must be attested to all the addresses listed. NPl must be attested to the address on TMHP.

PRIMARY ADDRESS
NPI: Phone: Fax:
Street Address: City: State: Zip:
BILLING ADDRESS
NPI: Phone: Fax:
StreetAddress: City: State: Zip:
ALTERNATE ADDRESS
NPI: Phone: Fax:
StreetAddress: City: State: Zip:
NPI: Phone: Fax:
StreetAddress: City: State: Zip:
NPI: Phone: Fax:
Street Address: City: State: Zip:
NPI: Phone: Fax:
StreetAddress: City: State: Zip:
CREDENTIALING CONTACT
ContactPerson: Phone:

Email:

ND-2011-347


mailto:tchpnetworkmanagement@texaschildrens.org

Thankyou foryourinterestinjoining Texas Children’s Health Plan, Inc. If Texas Children’s Health Plan determines there is a network
need, we willinitiate the credentialing process. Please be advised of the following practitioner rights under NCQA for practitioners
who are undergoing the credentialing process:
1. Practitioners have therighttoreview information submitted by outside sources (malpractice insurance carriers, state licensing
boards, etc.) to supporttheir credentialing application. Texas Children’s Health Planis notrequired to make available references,
recommendations or peerreview protected information.
2. Practitioners have therightto correcterroneousinformationidentified in their credentialing application. Corrections mustbe submittedin
writingtothe Texas Children’s Health Plan Credentialing Department at Credentialingresponse@texaschildrens.org within (10) days.
3. Practitioners have therighttoreceive the status of their credentialing orre-credentialing application, upon request, by emailing the
Credentialing Department at Credentialingresponse@texaschildrens.org.

REQUEST TO SERVE AS A PRIMARY CARE PRACTITIONER

Applicantname: Date:

Supervising Physician: Supervising Physician NPI:

Office Address:

Office Phone Number:

Please provide the following information:
1.Doyou have delegated prescribing authority? [YesNo
2.Whatis the name of your supervising physician as registered with the Texas State Board of Medical Examiners?
Name of supervising physician:
3.Isyoursupervising physician credentialed to serve as a PCP for the Texas Children’s Health Plan network? [Yes[dNo
Ifyes, whatlines of business is your supervising physician contractedforasaPCP? [CHIP OSTAR OSTARKIids
4. How many years have you practiced as an Advanced Practice Nursein the field of pediatrics or Family Practice? years

Ifaccepted asa Texas Children’s Health Plan, Inc. PCP, my supervising physician and | agree to the following:

« Supervising physicianand | agree to give a 90-day written notice to Texas Children’s Health plan priorto my leaving the
Texas Children’s Health Plan network.

» My supervising physician and | agree to give immediate written notice to Texas Children’s Health Plan of any change in status which
makes the supervising physician unable to carry out his/her duties as defined by Texas State Board of Medical Examiners or Texas
Board of Nurse Examiners.

» Mysupervising physicianand | agree to notify Texas Children’s Health Plan of any intentions to change the supervising physicianlisted
with TSBME and/or TSBNE priortoany change. lunderstand and agree thatforany productinwhich | serve asa PCP, the new supervising
physician mustbe a participating PCP inthe Texas Children’s Health Plan networkin orderforme to continue toserveasaPCP.

» |agreetoimmediately forward copies of communications from TSBME and TSBNE communicating thata change in supervising
physician hasoccurred.

» My supervising physicianand | agree thatthere willbe no periods oftime in which lam without a supervising physicianwhois a
participating PCP inthe Texas Children’s Health Plan provider network and/or lines of busin ess.

» Exceptforemergentsituations, the supervising physician agrees to evaluate any Texas Children’s Health Plan member seen by the
APN orPApriortoreferringtoaspecialist.

» Thesupervising physician agrees to provide appropriate PCP services that cannot be provided by the APN or PA such as prescribing
of controlled substances orinpatientattending services. Anotherin-network physician may provide in-patientattending services when
the supervising physician has made the arrangements.

+ The APNorPAagreestobe heldaccountable forall policies and procedures addressed in the Texas Children’s Health Plan Provider
Handbookthatare required of PCPs.

* Inordertoserve asaparticipantinthe Texas Children’s Health Plan networkitis understood by all parties that both the supervising
physicianand APN or PA are agreeing to practice within the scope allowed by the TSBME and/or TSBNE regulations.

» Acopyofthe policies or protocols developed, implemented and reviewed annually by the PCP and APN or PA are attached.

lunderstand thatlamautomatically terminated from Texas Children’s Health Plan network when my
supervising physicianisterminated.

Signature of Applicant Date

Signature of Supervising Physician Date

Attach awritten recommendation from the supervising physician recommending the APN or PA
toservice asaPCP and attesting in writing tothe APN or PA’s competency to serve in this capacity.

ND-2011-347



Provider Information Form (PIF) Quick Reference Guide

Purpose: New providers being added to a participating group or existing groups adding a location

At the time the PIF is submitted, provider’s NPl must be attested to all addresses listed on the PIF and
address must match TMHP

Requirements

e Complete all applicable fields

e Submit PIF with a W9

e Include First Name, MlI, Last Name

e If Physician Extender is acting as a PCP complete section “Request to Serve as PCP”.
If not, please skip

e  Must be a TMHP attested provider. Individual NPl must be attested to all the addresses listed on
the PIF

e Group NPI must be attested to all the addresses listed on the PIF

e Provider must be attested to all addresses where the provider will provide services

e The addresses listed must be identical to their listing in TMHP

e Provider needs to be attested to their specialty/Taxonomy

e |f the amount of locations exceed the number of rows available on the PIF, submit another PIF
for the additional locations.

e Billing address must be listed on the PIF

Additional Resources

-Phone number: 832-828-1004 opt 6
-Email address: tchpnetworkmanagement@texaschildrens.org

-Provider Information Form: For reference, if you want to review any other provider forms, please go to
the TCHP website https://www.texaschildrenshealthplan.org/, hover your mouse over For Providers,
and click on Downloadable Forms and from there you can scroll and view all the available documents.

-Letter of Interest: For reference, if you would like to find a blank LOI or the step-by-step LOI process,
please go to the TCHP website https://www.texaschildrenshealthplan.org/, hover your mouse over
For Providers, click on Becoming a Participating Provider, and from there click on the hyperlink
Letter of Interest (LOI) Questionnaire

-Security of State: https://www.sos.state.tx.us/

-TMHP: https://www.tmhp.com/

*Please, do not submit this Quick Reference Guide with your submission

Submission must include only your PIF and W9

© 2021 Texas Children’s Health Plan. All rights reserved. 04/21
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