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INSTRUCTIONS FOR COMPLETING A NEW YORK STATE ENROLLMENT FORM FOR
NURSING HOME TRANSITION & DIVERSION (NHTD) WAIVER PROGRAM COS 0263
Review Criteria Set 4611

GENERAL INSTRUCTIONS:
»  |fthe sarvices you sre enrofing wllh this appllcation require a Nallanal Pravidar (dentiflar. then the NP1 MUST be oblained prigf to submissicn of this anroliment,
Complete all ltems spacifiad
bacument coples Incudad with yaur anrallmant MUST cover the application date and ba continuous through the current dala,
Camplation of all signalure felds Is required and must be origingl. Initials or rubber slamped slgnatures will nat be acsepled.

Type or leglbly print In black or blus ink, Do not use rad Ink, ner while-cul. Al atlachmants must bo scanned 3o {hey musi be legible and an
standard 8 % x 11 paper In gaod condition.

®  Kaep a copy of all documents submitled,

INSTRUCTIONS SPECIFIC TQ THE ABOVE TYPE OF SERVICE:

1.  Application Date - if pra-filad. do not alter, If blank, pleass enler the bogin date of your (NHTD) cartification.
2 Federal Employer [D # - Enter the FEIN number assignad to this entlty and attach a copy of the faderal noliication. (NY§ does nol accapt W-8a.}

Provider Nama - If pre-filed, do nat aller. This name should reflect the name on the (NHTD) certification,

. Doing Business As - Complete If this entlty does business under an assurnad name.

3

4

-} NPI - N/A
] License numbers - N/A

7 Other NPI[s - Pleasa llst any other NP} that (he entity has aiready anroliad with New York State Medicald.

8. Fiscal year end date - Entor the end date of he antity's fiscal year in Month/Day format.

9. Ownership Code - Enter the eppropriate code from tha list provided which definee the propriatary nature of the facility.
10. Control of Facility Code - N/A

11, DEA number . N/A

12.  Medicare Participation - N/A

13.  # of Medicare & Medicaid beds - N/A

14, Type of Review - N/A

15. Associated Names = Nursing Home Trensition & Diverslon Walver Pragrams musi complate Quner Name If carp or LLC.

16. Address Information; Speciel note for compieting addresses on the enrolimgnt form: | Al this fime, eny information necessary for proper mail
dalivery fo your Comaspandence Addrass or Pay-to Address should be inchuded in address fnes 1 & 2 and NOT input in the Aftertion lina fiaid,

a. Correspondence Address - This address cannot be a P.O. Box uniess it Is accompanied by an actual street address. This Is where all
correspondence nol related to paymants will ba sent. )

Pay to Address - This address I8 where any checks or remitiance atatements will ba sant.
Service Address - If pre-Rlled, do nol alter This address is the licansed or certified site. It cannot be a P.Q. Bax.

Corporate Address - Uulize this addraes haid I the enlity on the FEIN documeniation 13 8 parant corporation or agency, Legsl
corres pondence will be sent Lo Lhis address such as a 1099, et

oa o

17. Disclosure of Qwnership and Control - Complate all fields in this section.

18. Affirmations & Signature — This section must be completed. Slgnatures must ba ariginal.
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noZ/003
eMed NY FROVIDER ENROLLMENT FOREM Compular Sclences Corporallan
P.Q. Box 4603
INSTITUTIONAL / RATE - BASED PROVIDERS Rensselaer, NY 12144
1 AppLicATIONDATE: | | } | 1 | | =2 FEDERALEMPLOYERID.#: 11 L]
m m d d ¥y ¥ ATTACH COPY OF FEIN LETTER- A W-5 FORM IS NOT SUFFICIENT

3 PROVIDER NAME: 1 nol pre-fitec, anter me enlity name exacily aa Il appaars on your lictnae 7 carificalien or FEIN dacument |f pre-filed. G0 NOT ollar)

Lot er e

4 DOING BUSINESS AS (DBA) NAME: {1f him faciity does businaas under an usaLmad name, anlar thal AMS hdro.}

peererrrr et

B NPl (National Provider Identifier). I I | I I | | | | | I ATTAGH EORY OF NPI ASHIGNMENT CONFIRMATION

Wota: If you afe applying for anrolimant far mors 1han en NP| that ahars he same FEIN, Coreapondsnce and Pay.o addragss, plesss complalo page G of tis pacrage.

It you have addilianal NP8 Wilh & difersnt. FEIN, Comaepandancs o Pay-to addrass, hen you must complete separaln enrollménl {Bmha.
Major Taxnnumy codas assoclated with this NP - nttm:H addliznal shiwl, If noaded.

il [ N ..
IILIIIIIIIIIIIIII
I I O O Ll LIl
I I II_IIIIIIII

| |
I
|
|
SOGCIATED WITH THIS NPL:  (aTTAGH ADDITIONAL SHEET, IF NECESSARY)
I
I
|

I FEEEEEEN .
[ O I
T I I O A O I
[ I I I O O

# | | l | I AGENCY CODE: | | | BEGIN DATB:I I | I l I I E'KPIRATIDNI | | | I I I

# | I I | I AGENCY GODE: ] | | BEGIN I:IATE:I I l | I I J Exmnamw.‘ I I | I | I

# I_gl_ | l | | | | | AGENCY CODE: I | I BEGIN DATE:I | l I | | _I EKPIFI.ATIDNI | I I l I I
AGENCY CLDES: m m d

a ¥y ¥ m md d y ¥y
01 Depermenl of Haalth 0% Office of Mental Health 03 Sige Educalion Dapanment 04 Department of State

05 OfMes of Alcohollam & Substanee Abuse Sandces 07 CMea of Manizl Retardalian & Davalegmenial Diagblitias

08 Dmpariment of Social Servicns 08 Departmant af Tranaperiglion 80 Cul of Siate

I
L 1]
L ||
6  LICENSE NUM
L1
L1}

| |

BERSAS
L1 |
| 14
I

7 OTHER NPIS | #LEASE LET aNy OTHER NEly THE ABOVE ENTITY MAS ALREADY ENROLLED WITH OR REFORTES TO THE NYE MEDICAID PROGRAM WITH THEFEIN LISTED
INAZ ABGYE,  (ATTACH ADDTICNAL BHEET, IF NECEBSART)

1 T A o | | {]
crrr et el IIIIIIIIIII

B FISCAL YEAR END DATE:
ENTER THE END DATE OF YOUR FISGAL YEAR - MONTH / DAY EXAMPLE 06/30 DR 12/31

] OWMERSHIP CODE:
CHOOSE THE APPROFRIATE CODE FROM THE GHOICES BELOW,:
6% Publle Fadarml T Publie Munleipel 73 valunlery (net far prof) 7¢ Propriatary (Frofly Farinaratip
70 Fublic County 72 Public Sisla 74 Propriatary (Proflt) Gorparailan 78 Proprietary (Prefil) [ndividual

10 CONTROL OF FACILITY CODE:
SEE APRENDIX A FOR CONTROL OF FACILITY CODES

1 DEA NUMBER: | | || | | ] somowre || |1 ] | J EXPIFATION:

m m d d m m d 4 y ¥
IF THIS FACILITY 15 UCENSED TO PRESCRIBE OR DISEENSE CONTROLLED DRUGS, ENTER THE FACILITY"S D.EA, NUMBER.

ATTACH LEGIELE COPY OF DEA CERTIFIGATE COVERING BOTH THE APPLICATION DATE AND CURRENT DATE.

12 MEDICARE PARTICIPATION: DOES THIS FACILITY PARTICIPATE IN MEDICARE WITH THE NP LISTED N ITEM # 57 OYes 0O No
IF YES, ATTACH COPY OF AWARD OR PARTICIPATION LEVTER.

13 #OFMEDICAREBEDS: | | | | | # OF MEDICAID BEDS:
TITLE XVIi TITLE XIX

14  TYPE OF REVIEW:

&HOOSE THE APPROPRIATE ODE FROM THE CHOIGES BELOW THAT REPRESENTS THE TYRE OF UTILIZATION REVIEW SYSTEM IN USE IN THIS FAGILITY.

03 ~ PSRQ 05 — Demensirsion Frojec - State 07 - Other Thie 21X Maedlcald Review Syatam
04 - RSRO - Dologated 08 — Rermanatration Projest - PSRO 08 — Othwer Thia XVII| Medicars Reviaw Sysiem

Institutional / Rate-Based eMedNY Enrallment Form Veralon 1.0 2007 Page f of 7



1m/o3/2008 01:832 TEL 8821283 HEADWAYDORWAIUER g 00E /003

15 ASSOCIATED NAMES:  dny completa itema that apply \a your enrglitetl type - 50¢ instruction Shest {LAET NAME, COMMA, SPACE, FIRST NAME)

FACILITY ADMINISTRATOR: Lot el
ENTER THE NAME OF THE PERSCN WHO HAS THIS FUNCTION IN THIS FACILITY

REVIEW COMMITTEE MEMBER: | | | I__‘ | I I l l | | | I | I |
ENTER THE NAME OF THE PERSON DESIGNATED A5 A MEWBER OF THE PROFESSIONAL (UTILIZATION) REVIEW GOMMITTEE IN THIZ FACILITY

OWNER NAME; Lty ererrr eyttt

ENTER THE NAME OF THE CORPORATION WHIGH OWNS THIS FAGILITY. IF APFLICABLE

NURSING HOME OWNER: I T Y A A A o I
ENTER THE NAME OF THE PERSON WHO HAS THIS FUNETION IF THIS IS A NURSING HOME FACILITY

LAB DIRECTOR: T 1 1 o A I I
ENTER THE NAME OF THE PERSON WHO HAS THIS FUNCTION IF THERE 13 A LABORATORY IN THIS FACILITY
SUPERVISING PHARMACIST: 1] ]| HEEEEEEEEEENEEN
ENTER THE NAME OF THE PERSON WHO HAS THIS FLUNCTION IF THERE 15 A Pl-iAHMAC‘f LOBATEI:I M THIS FACILITY
16 ADDRESS INFORMATION * = MANDATORY FIELD
FOR COUNTY CODES, SEE APPEMDIX B, FLEASE USE STANDARD POST OFFIGE ABBREVIATIONS FOR STATE & LOCATIONS.
FOR EXAMPLE: 5 lor Soulh Blvd lor Boulevard Rd for Road
W For Wesl |n for Lang Rt for Route
Apt far Apanmant Pl ix Placa RR for Rural route
Ave [or Avenua Plz for Plaza 51 far Streel
NY far New York State PA ler Fennsyivania FL for Figrida

a. CORRESPONDENCE ADDRESS (Invoices & Mall):

crrrvrerrr ey eyttt Lty

ATTENTION LINE (Tite or Depariment Nama only - edample "Assounis Manager or “Buslinsss Offles)

Lt L] IIlIIIIIIII|IIIlIIIIIIIIIlIII|l

STREET ADDRESS  LIME 1 (Farcarespondence addreas, this cannol be 8 P.Q. Bex unisas accompanied by o siresl addrass)

T T T T T T O v O

STREET ADDRESS  LINEZ

A A I I I A A I A O e '

CITY COUNTY CODE Ses Appandlx B
L] oy T S T 1 Y O A O
STATE ZF CODE + 4 AREA CODE PHOME NUMBER EXTENSION

psrpwvwuw I T I T T 1 Y 1 I T
b. PAY-TO ADDRESS (Chacks & Remittances):

HEEEEEE NN

ATTENTION LINE (Tile or Daparimen Nama anly - axmmple "Acsaunts Monager' or "Businsaa Offica”)

crperer et e Pt ety it

STREET ADDRESS  LINEN

Lppl et rertprerrrrrrrrrretyl

STREET ADDRESE  LINE 2

T 1 I I A 0

TITY COUNTY CODE See Appandlx B

“LLI oL I I 1 A I | |

STATE ZF GODE + 4 AREA CODOE PHOME NUMBER EKTENSIDN

¢. SERVICE ADDRESS INFORMATION:

Llrre ettt ittt

ATTENTION LINE (WD MAIL 155 SENT TO THIS ADDRESS)

bttt grre el

STREET ADDRESS  LINE 1

Ll e ettt evrvr v ey

STREET ADDRESS LINEZ2

o2 A 1 0

cmr GOUNTY CODE Sea Appendx B

L et oy Ll -

STATE ZIF CODE + 4 AREA CODE FHOME NUMBER EXTENSION

Inatitutionnal / Roto-Boaed cMedNY Envellmont Form Verglon 1.0 2007 Page 2ol 7
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d. CORPORATE ADDRESS INFORMATION: Supply this information If this NP1 Is associated with a corporate entity
which sponsors other Medicald services anrolled under other NPI(s) .
NOTE: Annual tax decuments will be sent to thia address- If you previgusly enrolled an NP with this FEIN, the address on

lle for the FEIN will Be duplicated hara. I this Ia the firal NPl you are roperting for this FEIN and this fleld ia lofl blank,
the addroas you supplied as the Poy-To sddraca will be dupllcated heva,

*||I||I||IIIIII|ll|||l||||ll|l||lllu

ENTER THE MAME EXACTLY AS [T APFEARS OM THE FEIN DOCLIMENTATION

|I||IIIIHII|II|Il|l|II|I|I|I|IIIIII

ATTENTION LIME (Tilla or Dapanmant Nems anly - axample "CFO" or "Aceounling Oifica”)

*IIIIIlII||||IIIII|I|I'||I|Ill|||||||||||||

STREET ADDRESS LINE 1

Crrrp ettt

STREET ADDREZS LINE 2

At rrve e ety

CITY COUNTY CODE See Appandix B
"L ‘I_I__I_LLJ-l_IJ_I_I*(l_JJ_I)II||~II||JIIIII|
STATE ZIP CODE + 4 AREA CODE FHOME NUMBER EXTENSION

erma"adﬂmallllll|IIIIIII|IIIIIIIlIlllIIlIIIIIl

17 DISCLOSURE OF QWNERSHIP AND CONTROL

Respond to these questions on bahalf of yourself and any indlviduals or organizations having a direct or indirect ownership or control
Interast of 5% or more, and any directors, officers, agents ar managing employees of the above named agancy, institution or
organization.

Have you ever been tarminated, denied enroflment, suspended, restricted by agreement, of otherwize sanctioned
under any of the programs established by Title XVl {Medicare), X1X (Medicaid) or XX (Social Services) in any State?

OYes [ No

Mave you aver been convicted of stealing, walfare fraud or public assistance fraud as a result of your invalvement in
any of the programs established by Titles XVl (Medicare), XX (Medleaid) or XX (Social Services) in any Stata?

OYes [ONo

Has your license or ragistration aver been ravoked, suspendad, surrendered or, in any way, rastrictad by probation
or agreement by & licensing authority in any State?

OYes DNo
Are there currently pending any proceedings thal could result in any of the above stated sanctions?
O Yes ONo

If you answered "yes” to any of the above questions, you may be required to complate an additional disclosure questionnalre.

List narnes and addresses for individuals or the EIN (Emplayar Identification Number) for organizations having direct or indirect
ownership or a contralling interest of 5% or more in the above named agancy, institution or organization.

If non-proft or government related, attach list of board of directors, commissiohers or gther persans in authority. 1f more than one
individual is reported and any of these persons are related to each other, attach & separale shaet lislng these individuals and
thair relationship o each other, Corporations and LLCs - attach a fist of the Board of Piractors.

NAME ~ ADDRESS EIN
Type of Entity
O sole Proprietorship O Unincorporated Association O rPartnership
O corporation [ Governmental e [ other (specify)

Institutional / Rate-Based sMadhY Enralimant Form Vorslon 1.0 2007 Page 1 af7
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Ate any of the above cwner(s) also owner(s) of other Medicare/Medicaid facilllies? If "yes", list namas and NPIs.
(Please indicate if Medlcare and/or Medicaid). Attach additional sheets if necessary.

[dYes ONo
OWNER'S NAME FACILITY NAME NP

Has there been a change of ownership or contral within the last year?

OYes O No If“yes" give date:

{(NOTE: Thie enmlimant is ot sutgmalically transferrable when there |z 2 chanige In ownarship, COmMac lhw Deparment of Heath far “CHOW" InBLruclian.)

Do you anticipate a change of ownership within the year?

OYes ONo If “yes", when:

Is s facility operated by a management company, of leased in whale or part by another organization?
O Yes ONo If "yes” glve date of Change of Operations:

Has there been a change In your lab director or supervising pharmagcist within the last year?
OYes ONo " Not Applicable

1% SIGNATURE AND AFFIRMATION
By signing this enroliment application with the New York State Medicaid Program, the prospective provider agrees 10
the following:
* As & Mediceid provider you Bgree o comply with the rules, regulations and official direcfives of the Departmert, including, bul nol
{imiled o Part 504 of 18 NYCRR which can be found gt the Depariment of Heelth's webstte, www haslth.slate.ny.us
L in sddilion, pureuant 1o CFR § 455 105, by enrolling in the Medicaid program, you agrea to disclose the following regarding
husinase transaelions within the next 35 days upon request of tha Depariment or the gacretary of Health and Humen Services.
{1) Informellon regarding the swnership of any subcontractar wilh whom the providar has had businass
traneactions Lotaling mare than $25,000 during the 12-month period ending on ine date of lhe request, and
(2) Any significant business trensaclions batwaen the provider and any whelly owned supplier, or betwaen
the provider and any subcontracior during the 5-year period ending on the data of the request.
& AsaMedicaid provider you agree to notlfy this Dapartment Immediately of any changes 1 the informetion supplied in this enrollment agreement,
including impening ownarstip changas.

WHOEVER KNOWINGLY AND WILLFULLY MAKES OR CAUSES TO BE MADE A FALSE STATEMENT OR REFRESENTATION ON THIS
STATEMENT MAY BE PROSECUTED UNDER APPLICABLE FEDERAL OR STATE LAWS. IN ADDITION, KNOWINGLY AND WILLFULLY
FAILING TO FULLY AND ACCURATELY DISCLOSE THE INFORMATION REQUESTED MAY RESULT IN DENIAL OF A REQUEST TO
PARTICIPATE OR WHERE THE ENTITY ALREADY PARTICIPATES, A TERMINATION OF ITS AGREEMENT OR CONTRACT WITH THE
STATE AGENCY OR SECRETARY, AS APPROFRIATE.

Name of Authorized Representative ( pnnk & type) Tile

If prezpatilve Provider Is & togel entily alhet than & parson, tha persan igning this anraliment dacument on benalf of the Provider warrants thal hefsha has lagal
autharity to bind Provider,

Blynature Data

Froparar's Merne & Tite prim or type) Sonlect Telephone Mumbar

{natitutional / Rate-Brysd oMedNY Enrolimont Ferm verslon 1.0 2007 Page 4 af 7
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eMedNY PROVIDER ENROLLMENT FORM

OPTIONAL PAGE

ADDITIONAL NPIs MAY BE PHOTOCOPIED

{continued from Page 1, items #56&12

)
NP1 (National Provider Identifier): [_I | I l l | l | | l ATTAGH COPY OF NPI ASSIGNMENT LETTER

b
Major Taxonomy codes asssciated wilh thie MP| == atinch sdditional shew, If nateed,
||~|||I|||I_I‘IIII||||I|Jl|||l|||ll_l
||||l||||||Il||||||||||l|l||||l|_l
|I||Illl|l_lll!||lll|l_lI|||IlIII|I
|I|II|IlII_IlllllIIIII_I||l|l|II|||
] LICENSE NUMEBERS ASSOCIATED WITH THIS NPl (aTrack ADDITIGNAL SHEET, IF NEGEEEARY)
#* | | l | | l | I I AGENC‘{CDDE:‘ | I EIEEINDATE:I | I I I | l Expmﬂowl | I | I | l
# | | I | l | I | | l_l AGEMCY CODE: i | I BEQINDA".'E‘.I | I | l | l Explmnuml | I I I I I
# I | | | l I l I | l | AGENCYC:DDE-_| | | EEGMNDATE:I | i | I l_l EﬂPIRATIDNI I l I I l I
AGENCY CODES: m m d g ¥y ¥ m m a d y ¥
01 Dapartmont of Health 0z Offica of Menlal Health 02 Sisle Education Department 04 Deparment of Slale
05 Offiee of Alesholism & Substanea Abuse Sarvices aT OMea of Menal Ralordation & Devalapmental Disabilles
8 Deparimant of Soclal Sorican pg Daparment of Transpartation 98 Qul of Slate
2 MEDICARE PARTIGIPATION: DOES THIS FACILITY B ARTICIFATE IN MEDICARE WITH THE NPI LISTED IN [TEM # 57 Oves OMNo
IF YES, ATTACH COPY OF AWARD DR PARTICIPATION LETTER.
] NPI (National Provider Identifier): l | | | | I | | l | l ATTAGH COPY OF NP1 ASSIGNMENT LETTER
Majer Taxenamy codes associatad with Lhle NPI —  atiach additonal shoet, If nanded.
lIIlIIII|l_lIll||||||J_|||I|I|l|ll_|
IllIIIIlI||II|I||III||II||Il|||I|
Illllllllll||Il||||ll_l|||lll|l|l_l
IIIIIIlIIlJIIIlIIIIlI_IlllII|I|Il_I
6 LICENSE NUMBERS ASSOCIATED WITH THIS NPI:  (aTTAcH abBITIONAL SHEET, IF NECESEARY)
# I | I l | ‘ I | I | | AGENGY C:ODE:I | l BEGWDATE:' ‘ | I l E:-tPlru\rloN.l l l I I I I
# I | l l | | l ‘ | I_l AGENC:YCDDE:I | l BEGINDATE'.I ‘ | l l | l EKPI.F.AT!DN.‘ | I ‘ l | ]
# l I I | I l l l l l l AGENCY CDDE-.| | l EIEGINI:IATE:I I I | I | | EAPIRATION
AGENCY CODES: mmd d y ¥ m m d d ¥y ¥
01 Daparimant of Haeth 02 Offica of Manta! Heaih 03 Siste Educatisn Dapanment 04 Deparimant of Stale
05 Office af Alcohallem & Subslancs Abuse Sarviced a7 Offiee of Menta Relardetion & Devolopmental Dissislliten
QB Depanmanl of Sociel Servicas 08 Deparlmant of Transportation g9 Oul of State
12 MEDICARE PARTICIPATION: BOES THIS FAGILITY PARTICIFATE IN MECHCARE WITH THE NP LISTED IN 'TEM # 57 Oves O MNo
IF YES, ATTAGH COFY OF AWARD OR FARTICIPATION LETTER.

|natitutional | Rato-Boaed aModNY Enroliment Form varalon 1.0 2007 Page 5 of 7
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PERSONAL PRIVACY LAW NOTIEICATION TO MEDICAID PROVIDERS

The State's Personal Privacy Protection Law, which took effect September 1, 1984, requires us t0
inform every person from whom we request personal information why we are requesting the information
and how we will use it. The information you have been asked for will enable us to make proper
payments to you as a Medicaid provider according tothe provisions of applicable State and Federal law
and regulations. Collection of this information is authorized by Section 367-b of the Social Services
Law.

This information will be used as one element of various audits before payment is made for the
goods or services fumnished and/or for any post payment audits considered by the State or Federal
authorities to be necessary.

The information will also be used to satisfy the reporting requirements imposed upon us by State
and Federal regulations (e.g. by IRS for payment information reporting purposes).

Your failure to provide us with the information requested may prevent us from establishing the
necessary records to enroll you as @ Medicaid provider.

The information will be maintained by the Department of Health, Bureau of Medical Review and
Provider Enroliment, Suite 6, 150 Broadway, Albany, New York 12204-2736.

LICENSE / CERT # ppptp ettt AGENCY CODE L]
BegnDate |1 1 111111 Endbate LLytyiLtl
CATEGORY OF SERvICE:  [o]2lelal L1 1| |l oy Ll
SPECIALTY CODES: Lre] Loty birg bl ey el

L b et T T I O
STATE TRACKING # Pt
ENTITY 1D # HEEENEREEE
CROSS REFERENCE NUMBER! cpr et
CHOW EFFECTIVE DATE: L1 it
MAIL SUPPRESSANT. L Nursing Home Transition and Diversion Program

NOTE: RETURNALL PAGES OF THIS ENROLLMENT PACKAGE, INCLUDING THIS PAGE

natiatiann) / Aate-Basod oMedNY Enrollmant Form vorslon 1.0 2007 Page § of 7
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APPENDIX A
ONTROL OF FA
ALL COUNTIES
01 Fedaral Faclity
07 Slate Teaching Faclity
03 Stale Non-Teaching Faclly
(4 Counly Toaching Faclity
60 = Federaly Quallfied
&1 — Provislnolly Fedomlly Quallfiad
62 — Prepald Heallh Flans (PHPF)
&3 — State Deflned Plans
B4 = Physlclan Case Manogomant Pian

ALL COUNTIES EXCLUDING NEW YORK CITY
05 County Non-Teachlng Facilty
0B State Non-Tegehing Facillty - NYSMH
60 Municipal Tanchlng Faclity
51 Municipal Non-Teaching Faclity
5% Private, Non-Profil, Charitabie or Retiglous Teaching Faclity
7% Frivatn, Non-Proflt, Chariable or Religlous Mon-Teaching Faclity
54 Private, Non-Profit, Teaching Facity, Other Than Gharllable or Religlous
55 Privale, Non-Profit, Mon-Taeching Faciltty, Othar Than Charltabia or Religious
56 Propriatary Teaching Facilty
57 Proprislery Non-Teaching Facllity
5B Other

10 Municlpal Teaching Faclity - HHG

11 Murleipal Mon-Teaching Fachlty - HHG

12 Othar - HHC

20 Frivale, Non-Profil, Charitabla or Rellgious Teaching Faclly - CIB

21 Privata, Non-Frofit, Chartable or Realiglous Non-Teaching Faeillty CIB

29 privete, Non-Froflt, Teaching Facllity, Other Then Charllable o Rallgious - CIB

=3 Privale, Nor-Profil, Non-Teaching Faclity, Other Than Charltable or Retiglovs - CIB
24 Cther- CIB

25 CIE - Inpatiant & Nursing Home, PSS, Other

33 Municipal Teaehing Fachly - DOH

31 Municlpa) Non-Teaching Facilty - DOH

32 Other - DOH

40 Municlpal Nan-Teaching Facillty - DSS

41 privala, Non-Proflt, Cheritatle or Religious Tasching Facllty - D35

49 Privale, Nar-Frofit, Chariable or Religlous Non-Teaching Facillty DSS

43 Privnts, Non-Profit, Tosching Faclicy, Gther Than Chartable or Rsliglous - D35

44 Privale, Non-Profit, Nan-Teaching Faclllty Other Than Charlble or Roliglous - D3s
45 Fropriolary Teaching Faciity - DEg

46 Prapristary Men-Taaching Facily - D55

NEW YORK CITY ONLY (€18 - oity Imes-buraugh HHC - Health Hospltal Garparation)

47 Other - DSS
APFENDIX B
COUNTY CODES
01 Albamy 24 Livingston 47 Suffolk
02 Allsgany 25 Madlsan 48 Sullivan
03 Broome 26 Monroe 49 Tioga
04 Catlaraugus 27 Montgomery 50 Tompkins
05 Cayuga 28 Nassau S Ulster
06 Chautauqua 29 Niagara 52 Watren
07 Chemung 30 Oneida 53 Washington
08 Chenanga 4 Onondaga 54 Wayne
09 Clinton 32 Ontario 35 Westehester
10 Columbia 33 Orange 56 Wyoming
11 Cortland 34 Oreans 57 Yates
12 Delaware 35 Oswego 58 Bronx
13 Dulchess 36 Otseqo 59 Kings (Broakiyn)
14 Erie 37 Futnam 80 Naw York (Manhaltan)
15 Essex 3B Rensselaer #1 Queens
16 Franklin 39 Rockland 52 Richmond (Staten lsland)
17 Fulton 40 5i Lawrence 99 Other
18 Genesee 4| SBaraloga
19 Greane 42 Echenectady
20 Harilton 43 Schoharle
21 Herkimer 44 Schuylar
22 Jefferson 45 Senaca
23 Lewls 46 Steuben

|netiutionn! } Roto-Based sModNY Enrollment Form version 1.0 2007
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eMedNY PROVIDER ENROLLMENT FORM
OPTIONAL PAGGE
ADDITIONAL SERVICE ADDRESSES MAY BE PHOTQGOPIED
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