[+ BlueCross BlueShield
\¢7/ of Texas

PROVIDER RECORD INFORMATION FORM

Attached is an information form required to establish a provider record for billing Blue Cross and Blue Shield of Texas.
Please complete this form as accurately as possible so that we may establish your provider record. This form does
not initiate participation in networks. There is a separate application process for network participation.

Please Note:

A. Provider of Service Information — Please submit only one specialty which represents the majority of your
practice. Residents should indicate the specialty that applies to the type of services that they are providing.
Residents should note that a separate record will not be assigned, nor can reimbursement be made for
their services in an approved residency program.

B. Billing Information — Social Security Number and/or Federal Tax Identification Number for “Employer
Identification Number”, and a W-9 Form must be completed in its entirety; the name that will appear on any
reimbursement or Form 1099 will be that of the party to which payment is made. We will only make provider
payments to the individual and/or entity that rendered the services and supplied a tax number belonging to the
named individual/entity. If an entity other than an individual provider wishes to be paid directly, it must qualify
to receive a provider record which will be established in the name that matches the tax number supplied.

C. Group or Association Information — If you are applying for a group or association provider record, please
complete the Reassignment Questionnaire on page 3 and the Group Member Information Form on page 4.

In the event that you change locations or you join or establish a group practice, please notify us as soon as
possible so that we may correct our records. Any such change that is not reported could affect our ability to make
accurate payment to you. These changes or any provider record questions should be directed to this department.

After we have processed your information and established your provider record(s), we will notify your office.
We look forward to assisting you in the future.

Provider Administration
P.O. Box 650267
Dallas, TX 75265-0267
(972) 996-9610

Revised 6/2008 A Division of Health Care Service Corporation, a Mutual Legal Reserve Company, 1
an Independent Licensee of the Blue Cross and Blue Shield Association



BlueCross BlueShield
of Texas

PROVIDER RECORD INFORMATION FORM
Blue Cross and Blue Shield of Texas (BCBSTX)

Return This Form To: Provider Administration Phone: 972-996-9610
Blue Cross and Blue Shield of Texas Fax: 972-996-8240
P O Box 650267 or 972-996-8445
Dallas, TX 75265-0267
A. Provider of Service Information (Print or Type) Address No. 1 Place of Practice/Phone Number/Fax Number
Provider Name and Title/Degree or Group/Company Name Address Room/Suite
(as shown on W9)
City State Zip County
Specialty or Type of Group/Company Phone Number  ( ) -
License #: DEA #: Fax Number  ( ) -
Email Address:
Will you file claims Electronically? Yes[] No [] Contact Name:
Phone Number ( ) -
NPI:
B. Tax I.D Information Address No. 2 Accounting Address/Mail Check To:
Social Security Number: Address Room/Suite
Employer Identification Number City State Zip County
1. Is this your personal taxpayer number? Phone Number  ( ) -
Yes [] No []
Fax Number ( ) -
2. Does it belong to a Corporation, partnership, etc?
Yes [ No [ Email Address:

Contact Name:
Phone Number ( ) -

C. Physician Assistant/Surgical Assistant — This section to be completed by the supervising physician (M.D.)

Name: Address: Phone Number: License Number:

( ) -

Credentials:

Supervising Physician Signature:
Supervising Physician must notify BCBSTX immediately when your supervision relationship changes.

To the best of my knowledge, the information supplied on this document is accurate and complete, and is hereby
released to Blue Cross and Blue Shield of Texas for the purpose of establishing a BCBSTX record.

Signature of Applicant or Authorized Representative (If a practitioner, must be signed by employer)

Signature

Title Date MM /DD/YYYY

Please complete all information above. This form will be returned if incomplete.

Please attach copies of:
= State License (required)
= W-9 (required)

NOTE: Individual (solo) provider, complete first page and W-9 only.

Revised 6/2008 A Division of Health Care Service Corporation, a Mutual Legal Reserve Company,
an Independent Licensee of the Blue Cross and Blue Shield Association



BlueCross BlueShield
of Texas

Reassignment Questionnaire
(to be completed by Groups or Associations)

Please check Yes or No to the following questions so that BCBSTX can determine if the group meets the conditions for reassignment.
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Where applicable the word hospital may be substituted where group is indicated in the following statements.
1. Does an employee/employer relationship exist between the group or association and the individual physician which
specifies that only the employer may bill and receive payment for the services each physician renders?
a. Does the group have employment contracts or signed and dated statements from the physicians which authorize
the group/facility to claim and receive any charges for their services? If yes, a copy is required.

b. Does the group/facility report its payments to physicians to the Internal Revenue Service on:

Form W2 - Employee?
Form 1099 - Independent Contractor?
2. Was the group organized for purposes of providing medical care?

3. Does the group furnish a significant part of its services in quarters which it owns or leases (such quarters could include
facilities located on hospital premises but operated independently of the hospital)?

4. Does the group employ on salary or wages a significant part of the administrative and paramedical personnel needed in
connection with its professional services?

5. Does the group own or lease a significant part of the equipment used in connection with its professional services?
6. Is the group organized in one of the following ways? Must select at least one:

a. A physician proprietor employing other physicians?

b. A partnership, which furnishes services with or without additional physicians who are employees of the partnership?
c. A professional association?

d. A foundation or other nonprofit corporation?

e. An organization in which a physician or physicians have the majority interest?

7. Do the individual physicians within the group or association provide and receive payment for professional services
outside of the organization?

8. Does a physician directly supervise all services performed? If NO, explain

A Division of Health Care Service Corporation, a Mutual Legal Reserve Company,
an Independent Licensee of the Blue Cross and Blue Shield Association



BlueCross BlueShield
of Texas

Group Member Information
Please complete for each practitioner in the group
(This page may be copied for additional providers)

Group Record ID: Group Name:

Physical Address: Tax |.D. Number:

Telephone Number: ( ) -

Practice/Provider Information

Name (including title/degree): Specialty:

Are you Certified in your specialty? [] YES [] NO

Practice Location: Certificate/AANA #: Date Certified:
City: State: 2ip: Have you ever billed BCBSTX? [] YES[] NO

Phone: Fax: If yes, complete the below information.

( ) - ( ) -

Email: Existing Record Information

State License #:

Effective Date:

(If temporary, send copy)

Existing Record ID:
Will you continue to use this record ID? [ ] YES [INO [JN/A

Date of Birth:

Existing Record ID:

Social Security Number:

Will you continue to use this record ID? [] YES [[]NO [ N/A

Existing Record ID::
NPI:
Will you continue to use this record ID? [] YES [[]NO [ N/A

Practice/Provider Information

Name (including title/degree): Specialty:

] YES 0 NO

Are you Certified in your specialty?

Practice Location: Certificate/AANA #: Date Certified:
City: State: 2ip: Have you ever billed BCBSTX? [ YES[] NO

Phone: Fax: If yes, complete the below information.

( ) - ( ) -

Email: Existing Record Information

Effective Date: Existing Record ID:

State License #:

(If temporary, send copy) Will you continue to use this record ID? [] YES [INO [ N/A

Existing Record ID:

Social Security Number: Date of Birth:

Will you continue to use this record ID? [ YES [INO [ N/A

Existing Record ID:
Will you continue to use this record ID? [JYES [INO [ N/A

NPI:

Please complete all information above. This form will be returned if incomplete.

NOTE: If the Group has signed a Blue Cross and Blue Shield of Texas ParPlan Group Contract, we will automatically
assign the above providers to the ParPlan program.

Please attach copy of State License (required)

Return To:
Blue Cross and Blue Shield of Texas
Provider Administration
P.O. Box 650267
Dallas, TX 75265-0267
(972) 996-9610
Fax (972) 996-8240
or (972) 996-8445




Form W'g

{Rew. Nowernber 2005)

Ce=pariment of the Tregsury
Irb=md R=vanue Ssrvios

Request for Taxpayer
Identification Number and Certification

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

MNarne (as shown on your income tas rsturn)

Business name, if different from akbove

Individual?

Chack appropriate koo O Sale propristor [ cemporation

. Exempt from backup
[ Partrership [ Cther & ... O withhclding

Address (rumber, strest, and apt. or suite no.)

Print or type

Requestar’s name and address joptional)

City, stats, and ZIP cods

Ligt sccount rumberia) here (optional)

See Specific Instructions on page 2.

Taxpayer ldentification Number (TIN})

Entar your TIM in the appropriate bow. The TIN provided must match the name given on Line 1 to avioid
backup withholding. For individuals, this is your social security numbear (SSNj. However, for a resicant |
alien, sole proprietor, or disregarded entity, see the Part | instructions on page 3. For other entities, it is
wour employer identification number (EIN). F you do not have a number, ses Row to gat 2 TIN on page 3. ar

Mota. i the account iz in mora than one name, s the chart on page 4 for guidelines on whosa

nurnber to enter.

Social security number

2 I I

Employer identification number

S I

0 certification

Under penalties of pajury, | cartify that:

1. The numbar shown on this form is my correct taxpayer idertifization number for 1 am waiting for a number to be issued to ma), and

2. lam not subject to backup withholding becauss: fa) | am exempt from backup withholding, or ) | have not been notified by the Intarnal
Revenus Service (IRS) that | am subject to backup withholding as a result of a failure to report all interest or dividends, or () the IRS has

notified me that | am no longer subject to backup withholding, and

3. lam a LS. person (including a LS. resident alien).

Cartification instructions. You must cross out fem 2 above if yvou have been notified by the IRS that yvou are curently subject to backup
withholding because you have failed to report all interest and dividends on your tax retum. For real estate transactions, item 2 doss not apply.
For mortgage interest paid, acquisition or abandonment of secured property, cancellation of debt, contributions to an individual ratirermeant
arrangement (IRA), and generally, payments other than interest and dividends, you are not required to sign the Certification, but you must

provide your comact TIM. (See the instructions on page 4.)

Sign Signature of
Here LS. parson b

Date &

Purpose of Form

A person who is required to file an information return with the
IRS, must obtain your correct taxpayer identification number
TIN) to report, for example, income paid to you, real estate
transactions, mortgage interest you paid, acquisition or
abandonment of sscured property, cancellation of debt, or
contributionz you made to an 1RA

L5, person. Use Form W-9 only if vou are a L5, person
(inchuding a resident alien), to provide yvour correct TIN to the
person requesting it (the requester) and, when applicable, to:

1. Certify that the TIN you are giving is correct (or you are
waiting for a number to be issusd),

2. Certify that you are not subject to backup withhalding, or

3. Claim exemption from backup withholding f yvou are a
5. exempt payee.

In 3 above, if applicable, vou are also certifying that as a
L5, person, your allocakle share of any partnership income
from a LS. trade or buzinesa is not subject to the
withholding tax on foreign partners’ share of effectively
connected income.

Mote. If a requester gives vou a form other than Form W-2 to
request your TIN, vou must use the requester’s form if it is
aubstantially similar to this Form W-3,

Far federal tax purposes, you are considered a person if vou
are:

® An individual who is a citizen or resident of the United
States,

& A partnership, corporation, company, or association
created or onganized in the United States or under the lawvs
of the United States, or

& Any estate (other than a foreign estate) or frust, Ses
Regulations secticns 301.7701-6(a) and 7ia) for additional
information.

Special rules for partnerships. Partnerships that conduct a
trade or business in the United States are generally required
to pay a withholding tax on any foreign partners’ share of
income from such business. Further, in certain cases where a
Forrm W-9 has not been received, a partnership is required to
presume that a partner is a foreign person, and pay the
withholding tax. Therefore, f vou are a .5, person that is a
partner in a partnership conducting a trade or business in the
United States, provide Form W-9 to the partnership to
establish your L5, status and avoid withholding on your
share of partnership income.

The person who gives Fonm W-2 to the partnership for
purposss of establishing its 1.5, status and avoiding
withholding on its allocakble share of net income from the
partnership conducting a trade or business in the United
States is in the following casss:

® The L5, owner of a disregarded entity and not the entity,

Cat Mo, 10231X

Forrn W=8 [Rev. 112008



Farm W-2 (Fev. 11-2005)

Page 2

#® The L5, grantor or other owner of a grantor trust and not
the trust, and

# The LS. trust (other than a grantor trust) and not the
E=neficiaries of the trust.

Foreign person. If you are a foreign person, do not use
Formm W-9. Instead, use the appropriate Form W-8 (ses
Publication 515, Withholding of Tax on Monresident Aliens
and Foreign Entities).

Monresident alien who becomes a resident alien.
Generally, only a nonresident alien individual may use the
terms of a tax treaty to reduce or eliminate LS. tax on
certain types of income. However, most tax treaties contain a
provision known as a “saving clause.” Exceptions specifisd

in the saving clause may permit an exemption from tax to
continue for certain types of income even after the recipient
has otherwise become a LS. resident alien for tax purposes,

If you are a 1.5, resident alien who iz relying on an
exception contained in the saving clause of a tax freaty to
claim an exemption from U5, tax on certain types of income,
you must attach a statement to Form W-9 that specifies the
following five items:

1. The treaty country. Generally, this must be the same
treaty under which vou claimed exemption from tax as a
nonresident alien.

2. The treaty article addressing the income.

3. The article numbsr (or location] in the tax treaty that
containg the saving clauss and its exceptions.

4, The type and amount of income that qualifies for the
exemption from ta,

&. Sufficient facts to justify the exemption from tax under
the terms of the treaty article.

Example. Article 20 of the U.5.-China income tax treaty
allows an exemption from tax for scholarship income
received by a Chinese student temporarily present in the
United States. Under LS. law, this student will become a
resident alien for tax punposes i hiz or her stay in the United
States excesds 5 calendar years. However, paragraph 2 of
the first Protocol to the U.S.-China treaty (dated Apnl 30,
1984) allows the provisions of Article 20 to continue to apply
even after the Chinese student becomes a resident alien of
the United States. A Chinese student who qualifies for this
exception (under paragraph 2 of the first protocol) and is
relying on this exception to claim an ekemption from tax on
his or her scholarship or fellowship income would attach to
Fomn W-9 a statement that includes the information
described above to support that exemption.

It you are a nonresident alien or a foreign entity not subject
to backup withholding, give the requester the appropriate
completed Form W-8.

What is backup withholding? Persons making certain
payments to you must under certain conditicns withhald and
pay to the IRS 28% of such paymentsa (after December 31,
2002). This is called “backup withholding.” Payments that
may ke subject to backup withholding include interest,
dividends, broker and barter exchange transactions, rents,
royalties, nonemployes pay, and certain payments from
fishing boat operators. Real estate transactions are not
subject to backup withholding.

You will not be subject to backup withholding on payments
you receive if you give the requester yvour correct TIN, make
the proper certifications, and report all yvour taxable interest
and dividends on your tax return.

Payments you receive will be subject to backup
withholding if:

1. ¥ou do not furnish your TIM to the requester,

2. You do not certify vour TIN when required (s== the Part
Il instructions on page 4 for details),

3. The IRS tells the requester that you furnished an
incomrect TIM,

4, The IRS tells vou that you are subject to backup
withholding because you did not report all vour interest and
dividends on vour tax return (for reportable interest and
dividends anly), or

5. You do not certify to the requester that vou are not
subject to backup withholding under 4 above [for reportabls
interest and dividend accounts opened after 1983 anly).

Certain payees and payments are exempt from backup
withholding. Ses the instructions below and the separate
Instructions for the Requester of Fom W-2.

Also see Special rules regarding partnerships on page 1.

Penalties

Failure to furnish TIN. If you fail to furnish your correct TIM
to a requester, you are subject to a penalty of $50 for sach
such failure unless your failure is due to reasonable cause
and not to willful neglect.

Civil penalty for false information with respect to
withhaolding. If you make a false statement with no
reasonable basis that results in no backup withhalding, you
are subject to a $500 penalty.

Criminal penalty for falsifying information. Willfully
falsifying certifications or affirmations may subject yvou to
criminal penalties including fines andfor imprisonment.

Misuse of TINs. If the requester discloses or uses TIMs in
viclation of federal law, the requester may be subject to civil
and criminal penalties.

Specific Instructions

Mame

If vou are an individual, you must generally enter the name
shown on your income tax return. However, if yvou have
changsd your last name, for instance, dus to mariage
without infomming the Social Security Adminestration of the
name change, enter your first name, the last names shown on
your social security card, and your new last name.

If the account iz in joint names, list first, and then circle,

the name of the person or entity whose number you entered
in Part | of the form.

Sole proprietor. Enter your individual name as shown on
your income tax return on the “Nams” line. You may enter
your business, trade, or “doing business as (DBA)" name on
the “Busirszs nams" line.

Limited hability company [(LLC). If vou are a single-member
LLC (including a foreign LLC with a domestic owner) that is
disregarded as an entity ssparate from its cwner under
Treasury regulations asection 301.7701-3, enter the owner's
name on the “Mame" lins. Enter the LLC's name on the
“Busginess name" line. Check the appropriate bow for your
filing status (sole proprietor, corporation, stc.), then check
the bow for *Other” and enter “LLC" in the space provided.

Other entities. Enter your business name as shown on
required federal tax documents on the “Name” line. This
name should match the name shown on the charter ar other
legal document creating the entity. You may enter any
business, trade, or DBA name on the “Business name" line.
Mote. You are requested to check the appropriate box for
your status (individual’sole propristor, corporation, ete.).

Exempt From Backup Withholding

If you are exempt, enter your name as described above and
check the appropriate bow for vour status, then check the
“Exempt from backup withholding” box in the line following
the business name, sign and date the form.
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Generally, individuals (including sole proprietors) are not
exempt from backup withhalding. Comporations are exempt
from backup withholding for certain payments, such as
interest and dividends.

Mote. If you are exempt from bachkup withholding, you
should still complete this form to avoid possible erronecus
backup withholding.

Exempt payees. Backup withhaolding is not required on any
payments made to the following payeea:

1. An organization exempt from tax under ssction 501(a),
any |[RA, or a custodial account under section 403RIT) if the
account satisfies the requirements of section 401(H(2),

2. The United States or any of its agencies or
instrumentalitiss,

3. A state, the District of Columbia, a possession of the
United States, or any of their political subdivisions or
instrumentalities,

4. A foreign government or any of its political subdivisions,
agencies, of instrumentalities, or

5. An international organization or any of its agencies or
inatrumentalities.

Other payess that may be exempt from backup
withholding include:

&. A corporation,

7. A foreign central bank of issus,

8. A dealer in securities or commaodities required to register
in the United States, the District of Columbia, or a
possassion of the United States,

9. A futures commission merchant registered with the
Commodity Futures Trading Commission,

10. A real estate investment trust,

11. An entity registered at all times during the tax year
under the Investment Company Act of 1940,

12. A common trust fund operated by a bank under
section 584(a),

13. A financial institution,

14. A middleman known in the investment community as a
nomines or custodian, or

15, A trust exempt from tax under ssction 654 or
described in ssction 4947,

The chart below shows types of payments that may be
exempt from backup withholding. The chart appliss to the
exempt recipients listed above, 1 through 15.

IF the payment is for ... THEN the payment is exempt
for...

Interest and dividend payments All exempt recipients except

for @

Broker transactions Exempt recipients 1 through 13.
Also, a person registerad undar
the Investment Advisers Act of
1240 who regulary acts as a

brokar

Barter exchange transactions
and patronage dividends

Exempt recipiantz 1 through 5

Generally, exempt recipients
1 through 7

Payments over $600 required
to b2 reported and direct
sales over $5,000 7

"Bea Form 1008-MISC, Miscallaneous Incoms, and it instructions,

*However, the folloering payments made to a corpoation including groes
procesds paid to an attomey under section 6045, sven if the attomey is a
carporation) and reportabds on Form 1088-MISC ars not exempt from
backup withhalding: medical and health care payments, attomeya' fess; and
payments for ssrvices paid by a federal sxecutive agency.

Part |. Taxpayer Identification
Number (TIN)

Enter your TIN in the appropriate box. .If%cu are a resident
ien and you do not have and are not eligible to get an SSN,
ur TIM is your IRS individual taxpayer identification number

ITIMN). Enter it in the social security number box. If you do

not have an [TIN, sse How to get 'a TIN below.,

If you are a sole proprietor and you have an EIN, you may
enter ether your SN ar EIM. However, the IRS prefers that

You Luse your SSM.

If you are a single-owner LLC that is disregarded az an
entity separate from itz owner (zee Limited liability company
{LLC) on page 2), enter your SSN (or EIM, f yvou have onsg). If
the LLC is a corporation, partnership, etc., enter the entity's
EIM.

Mote. See the chart on page 4 for further clarification of
name and TIN combinations.

How to get a TIM. If you do not have a TIN, apply for ane
immediately. To apply for an 338, get Form S5-5,
Application for a Social Secunty Card, from your local Social
Security Administration office or get this form online at
www.socialzecunty.gov. You may also get this form by
calling 1-800-772-1213. Use Form W-7, Application for IRS
Individual Tempayer ldentification Mumbsr, to apply for an
ITIM, or Form 55-4, Application for Employver [dentification
Mumker, to apply for an EIMN. You can apply for an EIN online
by accessing the |IRS website at www.irs.gowbusinesses and
clicking on Employer ID Mumbers under Related Topics. You
can get Forms W-7 and 55-4 from the IRS by visiting
wwwars.gov or by calling 1-800-TAX-FORM
(1-800-829-3676).

If you are asked to complete Form W-9 but do not have a
TIM, write “Applied For™ in the space for the TIN, =sign and
date the form, and give it to the requester. For interest and
dividend payments, and certain payments made with respect
to readily tradable instruments, generally you will have &0
days to get a TIN and give it 1o the requester before you are
aubject to backup withholding on payments. The 60-day ruls
does not apply to other types of payments. You will be
aubject to backup withhalding on all such payments until vou
provide your TIN to the requester.

Mote. Writing “Applied For® means that you have already
applied for a TIN or that you intend to apply for one soon.
Caution: A disregarded domestic entity that has a foreign
owner must use the appropriate Form W-8.
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Part Il. Certification

To estaklish to the withholding agent that you are a LS.
p=rson, or resident alizn, sign Form W-9. You may be
requested to sign by the withholding agent even if tems 1, 4,
and & below indicate otherwize.

Far a joint account, anly the person whose TIM is shown in
Part | should sign (when reguired). Exempt recipients, see
Exempt From Backup Withholding on page 2.

Signature requirements. Complete the certification as
indicated in 1 through 5 below.

1. Interest, dividend, and barter exchange accounts
opened before 1984 and broker accounts considered
active during 1983. You must give vour correct TIM, but you
do not have to sign the certification.

2. Interest, dividend, broker, and barter exchange
accounts openad after 1983 and broker accounts
considered inactive during 1983, You must sign the
certification or backup withhalding will apply. If you are
aubject to backup withholding and you are merely providing
your correct TIN to the requester, you must cross out item 2
in the certification befare signing the form.

3. Real estate transactions. You must sign the
certification. You may cross out tem 2 of the certification.

4. Other payments. You must give vour comrect TIN, but
vou do not have to sign the certification unless you have
==n notified that you have previously given an incorect TIM.
“Other payments” include payments made in the course of
the requester's trade or business for rents, rovalties, goods
{other than bills for merchandise), medical and health care
senvices (including payments to comporations), payments to a
nonemployes for services, payments to certain fishing boat
craw members and fishermean, and gross procesds paid to
attorneys (including payments to corporations).

5. Mortgage interest paid by you, acquisition or
abandonment of secured property, cancellation of debt,
qualified tuition program payments (under section 524),
IRA, Coverdell ESA, Archer MSA or HSA contrbutions or
distributions, and pension distnbutions. You must give
your correct TIN, but vou do not have to sign the
certification.

What Name and Number To Give the

Requester

For this type of account:

Give name and 55N of:

1. Indivicual

2. Two or more individuals (joirt
account)

3. Custodian account of a minor

{Unifarm Gift to Minors Act)

4. a. The usual revocable
savings trust igrantor is
also trustes)

b. So-called trust accournt
that is not a legal or valid
trust under state law

5. Sole proprigtorship or
single-cawmer LLC

The indivicual

The actual cwnar of the account

or, if combined funds, the first
individual on the account *

The minor #

The grantor-trustes

The actual cwnear '

The owner ?

For this type of account:

Give name and EIN of:

6. Sola proprigtorship or
single-owner LLC

7. A walid trust, estate, or
pension trust

8. Comorate or LLC alacting
corporate status on Fomm
5832

9. Assodation, club, religious,
charitable, educational, or
other tax-ewempt orjanization

10. Partnership or mutti-rnem bar

LLG

11. A broker or registerad
nomines

12, Account with the Department
of Agricultura in the name of
a public entity izuch as a
state or local govemment,
=chool district, or prison) that
receives agricultural program
payments

Thi cwnar ?
Lagal entity *

The comporation

The organization

The partnership
The broker or nominee

The public entity

"List firgt and circle the name of the person whase number you furmish. If
arly ans person on a joint account has an S5M, that person’s numbse must

b furnizhed.

*Circle the minors name and furrish the minor's SSN.,

“You rrust show your individual name ared you may also antsr your business
or "DEA™ name on the sscond name ina. You may use either your 55N or
EIM {if you have one). If you are a sols propristor, IRS encourages you to

u=s your S5N.

* List first and circle the name of the legal trust, setate, or pension trust. Do
izt furrish the TIM of the psreonal repeesntative o trustes unlass the legal
antity itself ia not designated in the account title) Aleo sse Special rulss

reganding partnerships on pags 1.

Mote. If no name iz circled when more than one name is
listed, the numbsr will b2 considered to ke that of the first

name lhsted.

Privacy Act Notice

Section 6109 of the Internal Revenue Code requires you fo provide your comect TIM to persons who must file information returns
with the IRS to report interest, dividends, and certain other income paid to yvou, mortgage interest vou paid, the acquisition or
abandonment of sscured property, cancellation of debt, or contributions you made to an IRA, or Archer MSA or HSA. The IRS
uses the numbers for identification purposes and to help verify the accuracy of vour tax retum. The IRS may also provide this
information to the Department of Justice for civil and criminal ltigation, and to cities, states, the District of Columbia, and LS.
possessions to carry out their tax laws. We may also disclose this information to other countries under a tax treaty, to federal
and state agencies to enforce federal nontax criminal laws, or to federal law enforcement and intelligence agencies to combat

terrarism.

You must provide your TIN whether or not you are required to file a tax retum. Payers must generally withhold 28% of taxable
interest, dividend, and certain other payments to a payes who doess not give a TIN to a payer. Certain penalties may also apply.



WELCOME TO PARPLAN

ParPlan is a program open to physicians and other practitioners (providers) who have contracted with Blue Cross and Blue
Shield of Texas, a Division of Health Care Service Corporation, a Mutual Legal Reserve Company, an independent
licensee of the Blue Cross and Blue Shield Association (hereafter referred to as “BCBSTX") with a common objective - to
offer convenient, cost effective medical services to our company's subscribers.

Advantages of ParPlan

There are many advantages for providers and subscribers, as well as for employers providing coverage through BCBSTX.
ParPlan was developed in response to employers' concerns about health care costs. ParPlan makes those costs more
predictable and makes payment more convenient for their employees.

As a ParPlan provider, you are assured:

e BCBSTX will reimburse you for claims you file for Covered Benefits;
o the reimbursement for professional services will be fee-for-service; and
o of being included in a directory of ParPlan providers that could offer the potential of an expanded patient base.

All BCBSTX subscribers are assured:

providers will file their claims;

their out-of-pocket expenses are limited to the deductible, copayment, and cost share amounts (coinsurance);
they are responsible for medically necessary services that are limited or not covered,;

services that BCBSTX deems not medically necessary are not the subscriber's responsibility; and

providers will accept BCBSTX allowable amounts and not bill them over the allowable amount.

About the ParPlan Contract

The enclosed ParPlan Contract is a legal contract designed for the mutual protection of you, our subscribers and our
company. After reading it, we hope you will sign and send it to us by return mail to the following address:

Blue Cross and Blue Shield of Texas
Attn: Provider Maintenance
P.O. Box 650267
Dallas, TX 75265

If for any reason in the future you wish to discontinue your ParPlan Contract, we require 30 days written notice.
Likewise, we have the right to cancel with 30 days written notice for any reason. We also have the right to cancel
immediately if a ParPlan provider loses their license or has their license suspended (or restricted in any way), is expelled
from Medicare or Medicaid (where appropriate) or is convicted of a felony.

If you have any questions, please call your local Provider Network office.



Blue Cross and Blue Shield of Texas
ParPlan Provider Contract

THIS CONTRACT is made and entered into by and between Blue Cross and Blue Shield of Texas, a Division of Health
Care Service Corporation, a Mutual Legal Reserve Company, an independent licensee of the Blue Cross and Blue Shield
Association (hereinafter referred to as “BCBSTX”), and , a health professional duly licensed by the State of Texas
(hereinafter referred to as “PARPLAN PROVIDER?”).

In consideration of the promises and the obligations and agreements herein contained, it is mutually agreed as follows:
Avrticle 1. Definitions

A. “Allowable Amount” means the maximum allowable amount determined by BCBSTX to be payable for a
particular service or procedure based on the provisions of the Subscriber contracts / certificates and the BCBSTX payment
methodology in effect on the date of service.

B. “Covered Benefits" means those medical, dental or other health care services specified in Subscriber contracts /
certificates as being allowable benefits under the contracts / certificates and which are within the scope of the license
of the PARPLAN PROVIDER.

C. “Maximum Allowance” means the lesser of PARPLAN PROVIDER'S actual charge for a Covered Benefit
or the Allowable Amount as defined in this Contract.

D. “Subscriber” means any person with whom or for whose benefit BCBSTX, a Blue Cross or Blue Shield Plan in
another state, a subsidiary of a Blue Cross or Blue Shield Plan in another state or a BCBSTX or Health Care Service
Corporation (“HCSC”) affiliate has entered into any agreement to provide or administer Covered Benefits. The
phrase “provide or administer” includes an insured arrangement or a self-funded arrangement. The term “affiliate”
includes, but is not limited to, any licensed entity in which BCBSTX or HCSC has an ownership interest.

Avrticle 2. Obligations of BCBSTX

A. Encourage Subscribers through education, informational activities and benefit designs as contained in Subscriber
contracts / certificates to utilize the services of PARPLAN PROVIDER and to provide PARPLAN PROVIDER’S name to
Subscribers.

B. Directly pay PARPLAN PROVIDER up to the Maximum Allowance under a Subscriber’s specific contract /
certificate and as described in Attachment A. PARPLAN PROVIDER shall be entitled to direct payment, except when
benefits are for a non-assigned claim or the claim indicates payment should be made to the Subscriber.

C. Review on a continuing basis the BCBSTX payment methodology and advise PARPLAN PROVIDER of any
significant changes in advance of their implementation.

D. Utilize peer review committees, BCBSTX’S medical director or other personnel to recommend Allowable Amounts
for unlisted procedures, to consider reasonable payment for unusual or selected cases, and to consider the medical
necessity of services.

E. Hold in strict confidence PARPLAN PROVIDER’S charges, and under no circumstance disclose such charges to any
person or entity with which BCBSTX does not have a participating or reciprocal agreement entitling Subscribers to
receive payment for provider services without written consent of PARPLAN PROVIDER unless legally compelled to
do so, or for the purposes of peer review.
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F.

A

Provide BCBSTX’S Subscribers with identification cards, and notify PARPLAN PROVIDER and Subscribers of
generally applicable deductible, copayment and coinsurance amounts and noncovered benefits that are the financial
responsibility of Subscriber.

Article 3. Obligations of PARPLAN PROVIDER

Allow BCBSTX to use the name of PARPLAN PROVIDER for the purposes of informing Subscribers or

prospective Subscribers of the identity of PARPLAN PROVIDER, and otherwise to carry out the terms of this Contract.

B.

C.

Accept as full compensation for Covered Benefits BCBSTX’S determination of Allowable Amount, or if less,
PARPLAN PROVIDER’S actual charge, and agree not to bill Subscribers for any amounts in excess of the Maximum
Allowance or the amount other patients are charged for the same or similar service. This provision applies to all
Subscriber contracts / certificates underwritten and/or administered by BCBSTX or a BCBSTX or HCSC affiliate
including those which coordinate benefits with governmental programs, commercial health insurers, self-insurers,
third-party payers or other similar entities. This provision also applies to payments made on behalf of Subscribers by
other Blue Cross and Blue Shield Plans when these payments meet or exceed the benefits which would be provided by
BCBSTX. Subscriber is responsible for any applicable deductible, coinsurance, copayment or shared payment and for
noncovered benefits, and the PARPLAN PROVIDER is responsible for collecting such payments.

Cooperate with BCBSTX in utilization review activities and participate with BCBSTX in pre-admission

certification, concurrent review, discharge planning and other BCBSTX sponsored utilization review, quality assurance,
pre-procedural review and cost containment initiatives.

D.

F.

BCBSTX shall determine medical necessity of all PARPLAN PROVIDER services through the advice of BCBSTX'S
review committees, medical director or other personnel. Such medical necessity determinations shall include the
appropriateness of the place of treatment, the length of stay when the inpatient setting is indicated and the
appropriateness of all services provided and/or ordered regardless of the setting. BCBSTX reserves the right to refuse
payment for services determined to be medically unnecessary as described above, and PARPLAN PROVIDER agrees
not to bill or collect payment for such services from Subscriber other than for noncovered benefits.

Permit BCBSTX the right to deduct the amount overpaid from any future payments. Such deduction shall be made
and/or permitted regardless of the cause of such erroneous payment, including services obtained from PARPLAN
PROVIDER through fraudulent or unauthorized means.

Not bill BCBSTX for experimental, investigational or unproven treatment methodologies.

BCBSTX may conduct reasonable audits during PARPLAN PROVIDER'S regular business hours at PARPLAN
PROVIDER'S office to identify duplicate or erroneous payments made by BCBSTX. These audits may consist of, but
shall not necessarily be limited to, verification of services reported to BCBSTX and review of relevant medical and billing
records related to such services. PARPLAN PROVIDER agrees to provide and furnish, without charge, copies of relevant
Subscriber medical and billing records.

H.

Cooperate with BCBSTX in resolving Subscriber complaints and inquiries concerning payment of Covered Benefits.
Abide by the rules, regulations and procedures of BCBSTX pertaining to Contract and payment issues as may be

published and distributed from time to time in policy statements, newsletters and other communications to PARPLAN
PROVIDER.
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J.

PARPLAN PROVIDER certifies that neither PARPLAN PROVIDER nor its employees or subcontractors have been:
(i) charged with a criminal offense in connection with obtaining, attempting to obtain, or performing of a public
(federal, state or local) contract or subcontract, (ii) listed by a federal governmental agency as debarred, (iii) proposed
for debarment or suspension or otherwise excluded from federal program participation, (iv) been convicted of or had a
civil judgment rendered against them regarding dishonesty or breach of trust, including but not limited to, the
commission of a fraud including mail fraud or false representations, violation of a fiduciary relationship, violation of
federal or state antitrust statutes, securities offenses, embezzlement, theft, forgery, bribery, falsification or destruction
of records, making false statements, tax evasion, or receiving stolen property; or (v) within a three (3) year period
preceding the date of this Agreement, had one or more public transactions (federal, state or local) terminated for cause
or default.

PARPLAN PROVIDER acknowledges and agrees that it has a continuing obligation to notify BCBSTX in writing
within seven (7) business days if any of the above-referenced representations change. PARPLAN PROVIDER further
acknowledges and agrees that any misrepresentation of his status or any change in his status at any time during the
term of this Agreement, may be grounds for immediate termination of this Agreement, at the sole discretion of
BCBSTX.

Avrticle 4. Construction of Contract
This Contract is the entire understanding between the parties hereto. BCBSTX may amend this Contract by giving

thirty (30) days prior written notice to PARPLAN PROVIDER. Notice to or consent of Subscribers shall not be
required to effect any modifications to this Contract.

No provision of this Contract has or is intended to have the effect of infringing upon or attempting to control PARPLAN
PROVIDER'S professional relationship with Subscribers or of implying BCBSTX is providing medical services to
Subscribers.

B. The terms and conditions of this Contract shall apply to all Subscriber contracts / certificates underwritten and/or

administered by BCBSTX.

None of the provisions of this Contract are intended to create, and they shall not be deemed or construed to create, any
relationship between BCBSTX and PARPLAN PROVIDER other than that of independent entities contracting with each
other solely for the purpose of effecting the provisions of this Contract. Neither of the parties to this Contract, nor any of
their respective employees, shall be construed to be the agent, employee or representative of the other, or liable for any
acts of omission or commission on the part of the other.

C. This Contract shall inure to the benefit of, and be binding upon, the parties hereto, their respective legal

representatives and successors. This Contract and the right to receive payments hereunder may not be assigned or
transferred without the express written consent of BCBSTX.

Neither the failure nor any delay on the part of BCBSTX or PARPLAN PROVIDER to exercise any right, power or
privilege hereunder shall operate as a waiver thereof, nor shall any single or partial exercise of any such right, power
or privilege preclude any other or further exercise thereof, or the exercise of any other right, power or privilege. In the
event BCBSTX or PARPLAN PROVIDER should waive any breach of any provision of this Contract, it shall not be
deemed or construed as a waiver of any other breach of the same or different provisions.

It is understood and agreed by the parties hereto that if any part, term or provision of this Contract is held by a court
of competent jurisdiction to be illegal or unenforceable, the validity of the remaining portions or provisions of this
Contract shall not be affected. The rights and obligations of the parties shall be construed and enforced as if this
Contract did not contain the particular part, term or provision held to be invalid. This Contract is a Texas contract and
legal actions hereunder shall be brought in Dallas County, Texas.
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Article 5. Termination

A. This Contract shall become effective on the date indicated below. Thereafter either party may terminate this
Contract by giving 30 days prior written notice to the other party except as provided in paragraphs B and C of this Article.

B. This Contract may be terminated by BCBSTX or PARPLAN PROVIDER at any time for breach on the part of the

other party of any terms of this Contract. Any reissuance of a PARPLAN PROVIDER contract terminated pursuant to
Acrticle 5 shall be solely at the discretion of BCBSTX.

This Contract shall terminate immediately upon the suspension, revocation, restriction or nullification of PARPLAN
PROVIDER'S license in any state in which PARPLAN PROVIDER actively provides licensed services. PARPLAN
PROVIDER hereby represents and warrants that neither PARPLAN PROVIDER nor his employees or subcontractors
have been: (a) charged with a criminal offense involving government business; (b) listed by a federal governmental
agency as debarred; (c) proposed for debarment or suspension; or (d) otherwise excluded from federal program
participation. PARPLAN PROVIDER acknowledges and agrees that PARPLAN PROVIDER has a continuing
obligation to notify BCBSTX in writing within seven (7) business days if any of the above-referenced representations
change. PARPLAN PROVIDER further acknowledges and agrees that any misrepresentation of his employee or

subcontractor status as it pertains to government contracting shall be grounds for immediate termination of this
Contract, at the sole discretion of BCBSTX.

D. If this Contract is terminated pursuant to Paragraphs A, B or C of this Article, PARPLAN PROVIDER agrees to
provide notice of such termination to Subscribers in advance of providing Subscribers any subsequent provider services.
Subject to PARPLAN PROVIDER'S state licensure status, PARPLAN PROVIDER also agrees to continue to provide
PARPLAN PROVIDER services under the terms of this Contract to Subscribers who are receiving services on the date of
termination until those Subscribers can be safely transferred to the care of another PARPLAN PROVIDER.
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Article 6. Miscellaneous Provisions

A. All notices required by Article 5 of this Contract shall be in writing and shall be sent by first class mail to the
respective parties at their principal office set forth below.

B. 1, the undersigned provider, duly licensed under the applicable laws of the state of Texas, in order to become
a PARPLAN PROVIDER, have accurately completed, to the best of my knowledge and belief, the attached
application which is hereby made a part of this Contract. In consideration of my acceptance as such, |
hereby agree to abide by the terms set forth in this Contract.

C. Multiple Counterparts. This Agreement may be executed in one or more counterparts, each of which shall be deemed
an original, but all of which together shall constitute one and the same instrument.

IN WITNESS WHEREOF, the undersigned have executed this Agreement to be effective as of the Effective Date set

forth below.
Blue Cross and Blue Shield of Texas ParPlan Provider
Attn: Provider Maintenance
P.O. Box 650267 Address
Dallas, TX 75265
City, St, Zip
BLUE CROSS AND BLUE SHIELD PARPLAN PROVIDER
OF TEXAS
Authorized Signature: Authorized Signature:
Printed Name: M. Shannon Stansbury Printed Name:
Title: Vice President, Network Management Title:
Date: Date:
Effective Date: Tax ID Number:
NPI:
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PARPLAN PROVIDER CONTRACT - ATTACHMENT A

COMPENSATION / CLAIMS SUBMISSION

A. Compensation. PARPLAN PROVIDER agrees to accept as reimbursement the lesser of (1) billed
charges or (2) the Maximum Allowance, less any applicable Copayments, Coinsurance or Deductible
amounts.

B. Claims Submission. Complete and properly executed claims must be submitted to BCBSTX
within thirty (30) days of the date when services are rendered. Claims not submitted within threehundred
and sixty-five (365) days of the date when services are rendered will not be considered for
payment, and PARPLAN PROVIDER may not seek payment from Subscriber. BCBSTX shall not
apply this provision to any claim where BCBSTX was the cause of the delay. All services shall be
reported without administrative charge, with complete and accurate information including any
diagnosis and procedure codes approved by BCBSTX, with any information concerning other
insurance or third party payer coverage of Subscriber and with any other relevant information
required by BCBSTX to adjudicate claims. If PARPLAN PROVIDER fails to submit a claim in
compliance with this paragraph, PARPLAN PROVIDER forfeits the right to payment.

Claims may be submitted (1) electronically in the CMS National Standard Format (NSF) or the
current version of the ANSI 837 format or (2) on a completed current version of the applicable
CMS claim form.

PARPLAN PROVIDER shall not submit a duplicate claim prior to the 46th day (for nonelectronically
filed claims) or the 31st day (for claims filed electronically) after the date the original

claim is presumed to be received by BCBSTX. As used herein, “duplicate claim” means any claim
submitted by a physician or provider for the same health care service provided to a particular
individual on a particular date of service that was included in a previously submitted claim. The term
does not include corrected claims.
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Individual Application
Blue Cross and Blue Shield of Texas (BCBSTX)
ParPlan Provider Contract
(Please Print or Type)

Name
Last First Ml Degree
License No. Year Issued / /
Month Day Year
Social Security No. Tax ldentification No.
Date of Birth / / Sex Male [ ] Female [ ]

Month Day Year

Practice Address*

Street

City State Zip

Phone No.

Mailing Address (If different from above)*

Street

City State Zip

Phone No.

Licensed and Medical Specialty(ies)

Primary Specialty Board/Specialty Cert. Yes [ _|No []
Sub Specialty Board/Specialty Cert. Yes [ |No []

If you practice in a group setting, please provide the following:

Medical Group Name

NPI Number

Signature of Provider Date

*Attach sheet with additional location(s).
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