Ownership and Conviction Disclosure
DHS Division of Medical Services, Title XI1X (Medicaid)

[As required by 42 C.F.R. §455, Subpart B: Disclosure of Information by Providers and Fiscal Agents]

IMPORTANT
Read ALL instructions and definitions contained on this form and use the information as a reference
while completing the Ownership and Conviction Disclosure Form.
Completion and submission of this form is a condition of participation in the Medicaid Program and is a
condition of approval or renewal of a provider agreement between the disclosing entity and the Division

of Medical Services.

Full and accurate disclosure of ownership and financial interests is required. Failure to submit full and
accurate requested information may result in a refusal to enter into a provider agreement or contract, or in

termination of existing provider agreements.

INSTRUCTIONS FOR COMPLETING DISCLOSURE FORM
Answer all questions as of the current date. If additional space is needed, attach the information at the
end of the provider application before returning to the Medicaid Provider Enroliment Unit.

DEFINITIONS
Provider: a named person or entity that furnishes, or
arranges for furnishing health related services for which
it claims payment under the Medicaid Program
Disclosing entity: a Medicaid provider (other than an
individual practitioner or group of practitioners), or a
fiscal agent.
Indirect ownership: an ownership interest in an entity
that has direct or indirect ownership interest in the
disclosing entity. The amount of indirect ownership
interest in the disclosing entity that is held by any other
entity is determined by multiplying the percentage of
ownership interest at each level. (Example: If A owns
10% of the stock in a corporation which owns 80% of
the stock of the disclosing entity, A’s interest equates to
an 8% indirect ownership interest in the disclosing
entity and must be reported. Conversely, if B owns 80%
of the stock of a corporation which owns 5% of the
stock of the disclosing entity, B’s interest equates to a
4% indirect ownership interest in the disclosing entity
and need not be reported).
Ownership or control interest: a person or corporation
that: (1) has an ownership interest totaling 5 percent or
more in a disclosing entity; (2) has an indirect
ownership interest equal to 5 percent or more in a
disclosing entity; (3) has a combination of direct and
indirect ownership interest equal to 5 percent or more in
a disclosing entity; (4) owns an interest of 5 percent or
more in any mortgage, deed of trust, note, or other
obligation secured by the disclosing entity if that interest
equals at least 5 percent of the value of the property or
assets of the disclosing entity; (5) is an officer or
director of a disclosing entity that is organized as a
corporation; or (6) is a partner in a disclosing entity that
is organized as a partnership.
Ownership Interest: equity in the capital, stock, or
profits of the disclosing entity. To determine the
percentage of ownership, mortgage, deed of trust, note,
or other obligation, the percentage of interest owned in
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the obligation is multiplied by the percentage of the
disclosing entity’s assets used to secure the obligation.
(Example: If A owns 10% of a note secured by 60% of
the provider’s assets, A’s interest in the provider’s
assets equates to 6% and must be reported. If B owns
40% of a note secured by 10% of the provider’s assets,
B’s interest in the provider’s assets equates to 4% and
need not be reported).

Managing employee: a general manager, business
manager, administrator, director, or other individuals
who exercise operational or managerial control over, or
who directly or indirectly conducts the day-to-day
operations of an institution, organization, or agency
Subcontractor: (1) an individual, agency, or
organization to which a disclosing entity has contracted
or delegated some of its management functions or
responsibilities of furnishing health related services; or
(2) an individual, agency, or organization with which a
fiscal agent has entered into a contract, agreement,
purchase order, or lease to obtain space, supplies,
equipment, or services provided under the Medicaid
agreement. Additionally, if the accrediting agency
prohibits subcontracting, sub-leasing or lending its
accreditation to another organization, Arkansas
Medicaid will follow the restrictions set forth by the
accrediting agency.

Supplier: an individual, agency, or organization from
which a provider purchases goods or services used in
carrying out its responsibilities under Medicaid (e.g., a
commercial laundry, a manufacturer of hospital beds, or
a pharmaceutical firm).

Wholly owned supplier: a supplier whose total
ownership interest is held by a provider or by a person/
persons or other entity with an ownership or control
interest in a provider.

Significant business transaction: any business
transaction or series of related transactions that, during
any one fiscal year, exceeds either $25,000 or 5 percent
of a provider’s total operating expenses.




Ownership and Conviction Disclosure
DHS Division of Medical Services, Title XI1X (Medicaid)

[As required by 42 C.F.R. §455, Subpart B: Disclosure of Information by Providers and Fiscal Agents]

Print the name, physical address and PO Box address and each location, complete Social Security
Number and_percentage of interest of each person, Corporation, Limited Liability Company, Partnership,
Limited Liability Partnership, or other organization with a direct or indirect ownership or control interest
of 5% or more in the named entity or in any subcontractor in which the named entity has direct or indirect
ownership of 5% or more. [This applies to all Medicaid providers.]

Individualg — for each individual listed, provide date of birth and COMPLETE Social Security Number

Full Name Date of Birth Complete Primary Address and PO Box Address % of Complete Social
Interest Security Number

Corporations/Limited Liability Companies/Partnerships/Other Legal Entities or

— for each legal entity or organization listed, provide the Tax ID Number and submit a
copy of the legal entity or organization’s IRS form SS4 and the approval letter with this application.

Companies must include each business address location with complete addresses.

Name Complete Primary Address and % of Tax ID Number
PO Box Address with Each Business Location Interest

Are any of the above mentioned persons related to each other as a spouse, parent, child, or sibling?
Yes No If yes, print name and provide relationship.

Name Relationship

Do any of the persons, legal entities or organizations with an ownership or control interest have any
ownership or control interest of 5% or more in any other entity doing business with the Arkansas
Medicaid Program?
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Ownership and Conviction Disclosure
DHS Division of Medical Services, Title XI1X (Medicaid)

[As required by 42 C.F.R. §455, Subpart B: Disclosure of Information by Providers and Fiscal Agents]

Yes No If yes, print name, address and Tax ID Number and amount of % of interest they
own.
Name Complete Primary Address and % of Tax ID Number
PO Box Address with Each Business Location Interest

List the name, address, date of birth, and complete Social Security Number for any person who is a
managing employee of the named entity. For larger corporations having more than 3 managing
employees or board members, please use next page (4)*.

Name Address Date of Complete Social

List any person who has a direct or indirect ownership or control interest in the named entity, or is an
agent, or managing employee of the named entity who has been convicted of a criminal offense related to
that person’s involvement in any program under Medicaid, Medicare, or Title XX programs in any state:

Name Offense

List names of persons or entities with direct/indirect ownership or control interest in the named entity, or
is an agent or managing employee of the named entity who, as listed in DHS Policy 1088 (Participant
Exclusion Rule), has been found guilty, or pled guilty or nolo contendere, to any crime related to: (1)
obtaining, attempting to obtain, or performing a public or private contract or subcontract, (2)
embezzlement, theft, forgery, bribery, falsification or destruction of records, any form of fraud, receipt of
stolen property, or any other offense indicating moral turpitude or a lack of business integrity or honesty,
(3) dangerous drugs, controlled substances, or other drug-related offenses when the offense is a felony,
(4) federal antitrust statutes, (5) the submission of bids or proposals, (6) any physical or sexual abuse or
neglect when the offense is a felony.

Name Offense
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Ownership and Conviction Disclosure
DHS Division of Medical Services, Title XI1X (Medicaid)

[As required by 42 C.F.R. §455, Subpart B: Disclosure of Information by Providers and Fiscal Agents]

Name Offense

*Use this sheet for multiple business managers/owners or board members.

Name Address Date of Birth Complete Social Security Number
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Ownership and Conviction Disclosure
DHS Division of Medical Services, Title XI1X (Medicaid)

[As required by 42 C.F.R. §455, Subpart B: Disclosure of Information by Providers and Fiscal Agents]
Provider Statement:

“By signing this form, I certify that the information provided on this form is true and correct. | will notify
the Division of Medical Services Medicaid Provider Enrollment Unit if any information changes. | will
comply with all aspects of this disclosure form. Additionally, by completing and signing this form, | give
consent for the Arkansas Department of Human Services to request, copy, access, and use State and
Federal criminal records and other information about the Owner(s) and Managing Employee(s) in order
for the Department to determine the status with the Arkansas Medicaid program. By completing and
signing this form, | give consent for the information contained herein to be disclosed to the Department of
Health and Human Services or any other appropriate governmental agencies, including the Office of
Homeland Security.”

Name: Title:
(Print or Type) (Print or Type)

Signature: Date:
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