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201 W. Preston Street » Baltimore, Maryland 21201
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Office of Health Services
Medical Care Programs

NON-EMERGENCY MEDICAL TRANSPORTATION
PROVIDER OWNERSHIP AND DISCLOSURE FORM
(Applicable to all Providers of items or services')

Provider Name :

Provider Address:

Pursuant to 42 CFR 455.100 et seq., the disclosure of the following is required of Maryland Medicaid Non-Emergency Medical
Transportation Providers. Please answer the following questions and sign this document affirming that this information is true and complete.

A Name any person, who, with respect to the Title XIX Provider?

1. isan officer or director:

Name:

Address:

Date of Birth:

Name:

Social Security Number:

Address:

Date of Birth:

Name:

Social Security Number:

Address:

Date of Birth:

2. isapartner:

Name:

Social Security Number:

Address:

Date of Birth:

Name:

Social Security Number:

Address:

Date of Birth:

Name:

Social Security Number:

Address:

Date of Birth:

Social Security Number:

3. has direct or indirect ownership interest® of 5% or more:

Name: Address:
Date of Birth:

Social Security Number:

 “provider” or “provider” of services means a hospital, a skilled nursing facility, an intermediate care facility, a clinic, a psychiatric facility, a mental institution, an
independent clinical laboratory, a health maintenance organization, a pharmacy, and any other entity that furnishes or arranges for the furnishing of services for which
payment is claimed under the Medicaid program. It does not include individual practitioners or groups of practitioners.
2 |dentify any persons named, who are related to others named, as spouse, parent, child or sibling.
® a). “Ownership interest” means the possession of equity in the capital of, stock in, or of any interest in the profits of the disclosing entity.
b) “Indirect ownership interest” means any ownership interest in an entity that has ownership interest in the disclosing entity. The term includes an ownership
interest in any entity that has an indirect ownership interest in the disclosing entity.
¢) “Determination of ownership or control percentage”
1) Indirect ownership interest- The amount of indirect ownership interest is determined by multiplying the percentages of ownership in each entity. For
example, if A owns 10 percent of the stock in a corporation which owns 80 percent of the stock of the disclosing entity, A’s interest equates to an 8 percent
indirect ownership interest in the disclosing entity and must be reported. Conversely, if B owns 80 percent of the stock of a corporation which owns 5
percent of the stock of the disclosing entity, B’s interest equates to a 4 percent indirect ownership interest in the disclosing entity and need not be reported.
2) Person with an ownership or control interest- In order to determine percentage of ownership, mortgage, deed of trust, note, or other obligation, the
percentage of the disclosing entity’s assets used to secure the obligation. For example, if A owns 10 percent of a note secured by 60 percent of the provider’s
assets, A’s interest in the provider’s assets equates to 6 percent and must be reported. Conversely, if B owns 40 percent of a note secured by 10 percent of the
provider’s assets, B’s interest in the provider’s assets equates to 4 percent and need not be reported.



Name:

Address:

Date of Birth:

Name:

Social Security Number:

Address:

Date of Birth:

4. has a combination of direct or indirect ownership interests equal to 5% or more in the Provider

Name:

Social Security Number:

Address:

Date of Birth:

Name:

Social Security Number:

Address:

Date of Birth:

Name:

Social Security Number:

Address:

Date of Birth:

Social Security Number:

5. isan owner (in whole or in part) of an interest of 5% or more in any mortgage, deed of trust, note, or other obligation
secured (in whole or in part) by the Provider or its property or assets if that interest equals at least 5% of the value of the
property or assets of the Provider

Name: Address:

Date of Birth:

Social Security Number:

Category:

Name: Address:

Date of Birth:

Social Security Number:

Category:

Name: Address:
Date of Birth:

Social Security Number:

Category:

B. With respect to any subcontractor in which the Title XIX Provider has, directly or indirectly, an ownership or control interest of
5% or more, name any person who falls within Part A. 1-5 above, as applied to the subcontractor and specify which of the
above categories he falls within

Name: Address:

Date of Birth: Social Security Number:

Category:

Name: Address:

Date of Birth:

Social Security Number:

Category:

Name: Address:

Date of Birth:

Social Security Number:

Category:




C. 1. If any person named in response to Part A. 1-5, above, has any of the relationships described in that Part with any Title XIX
Provider of items or services other than the applicant, or with any entity that does not participate in Medicaid but is required to
disclose certain ownership and control information because of participation in any of the programs established under Title V,
XVII, or XX of the Social Security Act, state the name of the person, the name of the other Provider, and the nature of the

relationship.

Name: Provider:

Relationship:

Name: Provider:

Relationship:

Name: Provider:

Relationship:

2. If the answer to Part C. 1. above, contains the names of more than two persons, state whether any of those so reported are
related to each other as spouse, parent, child or sibling

Relationship:

D. Name any person who has been convicted* of a criminal offense related to his involvement with any program operated under
Title XVI, XIX, or XX of the Social Security Act, and who, with regard to the Title XIX Provider, falls within the provisions
of A.1-5, above, or is an agent or a managing employee [an individual, including a general manager, administrator and director,
who exercises operational or managerial control or who directly or indirectly conducts the day-to-day operations]

Name:

Name:

Name:

I hereby affirm that this information is true and complete to the best of my knowledge and belief, and that the requested information will
be updated as changes occur. | further certify that upon specific request by the Secretary of the Department of Health and Human
Services, or the Maryland Department of Health and Mental Hygiene, full and complete information will be supplied within 35 days of
the date of the request, concerning:

A. the ownership of any subcontractor with which the Title XIX Provider has had, during the previous 12 months, business
transactions in an aggregate amount in excess of $25,000.00 and

B. any significant business transactions®, occurring during the 5 year period ending on the date of such request, between the Provider
and any wholly-owned supplier® or any subcontractor.

AUTHORIZED SIGNATURE: DATE:

POSITION:

4 “Convicted” means that a judgment of conviction has been entered by a Federal, State, or local court, irrespective of whether an appeal from that judgment is pending.
® “Significant business transaction” means any business transaction or series of transactions that, during any one fiscal year, exceeds the lesser of $25,000 or 5 percent

of the total operating expense of a provider.
& “Supplier” means an individual, agency, or organization from which a provider purchases goods and services used in carrying out its responsibilities under Medicaid

(e.g., a commercial laundry, a manufacturer of hospital bed, or a pharmaceutical firm).
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