Florida Medicaid Provider Enrollment Change of Ownership (CHOW) Disclosure Form -
[bookmark: _Hlk34134680]Hospital, Intermediate Care Facility (ICF), & Skilled Nursing Facility ONLY· Any hospital, skilled nursing facility, or ICF that is undergoing, or has undergone a CHOW must notify Medicaid by completing* this form. 
· Form may be completed by either the seller or the buyer.
· *ALL FIELDS ARE REQUIRED. (Please type or print in blue or black ink.  Do not use red ink.)


	Name of Business:
	

	
Doing Business As (D/B/A):
	

	
Provider Identification Number (PID):
	

	
Tax Identification Number (TIN):
	

	
National Provider Identifier (NPI):
	

	
Effective Date of CHOW:
	


Previous Owner(s) and Operator(s) to be deleted: (Attach additional sheets as necessary.)
	Name
	Social Security Number* (SSN) or Tax Identification Number (TIN)
	Title^
	Relationship**^
	Ownership %^

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


*Florida Medicaid is authorized to collect SSN information in accordance with Section 1902(a)(78) of the Social Security Act.
**Select one or more from the following list when indicating the relationship of the individuals listed above to the business entity: Owner, Officer, Director, Partner, Manager, Shareholder, Sub-Contractor, Medical Records Custodian, or Financial Records Custodian.
^Optional Fields for this section only, this information is required for any new individuals being added.
Owner(s) and Operator(s) under the new ownership: Any future correspondence regarding the provider file must contain a signature of one of the persons identified below. (Attach additional sheets as necessary.)  Current ownership percentages must total 100%. If percentages do not equal 100%, a letter must be submitted explaining why.  Livescan background screenings are required for anyone listed below.
	Name
	SSN or TIN
	Title
	Relationship**
	Ownership %

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


**Select one or more from the following list when indicating the relationship of the individuals listed above to the business entity: Owner, Officer, Director, Partner, Manager, Shareholder, Sub-Contractor, Medical Records Custodian, or Financial Records Custodian.

[bookmark: _Hlk34134971]NOTE: Any owner or operator that is currently listed on the provider’s file in the Florida Medicaid Management Information System that does not appear on one of the tables above, will be detached from the provider’s file effective the date of this form.   

										CHOW (continued)
Applicant History - Have you or any owner(s)/operator(s) ever:
(If yes to any of the questions below, additional documentation is required to be submitted with this form)

· Been convicted of a felony, had adjudication withheld on a felony, pled nolo contendere to a felony, or entered into a pre-trial agreement for a felony?
[bookmark: Check1]|_| Yes |_| No (If yes, please provide details) _______________________________________________________________________
· Had any disciplinary action taken against any business or professional license held in this or any other state or surrendered a license in this or any state?
|_| Yes |_| No (If yes, please provide details) _______________________________________________________________________

· Been denied enrollment, suspended or excluded from Medicare or Medicaid in any state, or employed by a corporation, business or professional association that has ever been suspended or excluded from Medicare or Medicaid in any state?
|_| Yes |_| No (If yes, please provide details) _______________________________________________________________________

· Had suspended payments from Medicare or Medicaid in any state, or been employed by a corporation, business or professional association that ever had suspended payments from Medicare or Medicaid in any state?
|_| Yes |_| No (If yes, please provide details) _______________________________________________________________________

· Owed money to Medicaid or Medicare that has not been paid?
|_| Yes |_| No (If yes, please provide details) _______________________________________________________________________

· Had ownership in any other Medicaid enrolled business?
|_| Yes |_| No (If yes, please provide provider number) ________________________________________________________________
“I understand that, under Section 409.920(2)(f), Florida Statutes, the filing of materially incomplete or false information with this enrollment request is a third-degree felony and is sufficient cause for termination from the Florida Medicaid program. I further understand that false claims, statements, documents, or concealment of material facts may be prosecuted under applicable federal and state laws. I understand that I am responsible for the information presented on this application and that the information is true, accurate, and complete.
Furthermore, I agree to abide by the provisions of this provider agreement effective from the date this application is approved, pursuant to Section 409.907(9)(a), Florida Statutes.

I understand that it is my responsibility to notify Medicaid’s fiscal agent of any change to the information on this form, including but not limited to, a change of address, ownership, officers, directors, tax identification number, or clearinghouse status.”

Signature of Provider or Authorized Agent/Registered Agent	Date
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AHCA Form 5000-1264 (JAN 2021), Incorporated by reference in Rule 59G-1.060,  F.A.C.

Name of Provider or Authorized Agent/Registered Agent
(Please Type or Print Legibly)

Title


The completed form, a Medicaid Provider Agreement with original signatures, and all supporting documents, must be uploaded to the secure Web Portal at http://home.flmmis.com.  Please keep a copy for your files.
Once signed into your secure Web Portal account, upload this form and ALL the documents below in one single upload, using the Trade Files upload panel.  
Select "Provider File Maintenance-Update Owners" as the document type.
· Florida Medicaid Institutional Provider Agreement (August 2013 version)
· Live-scan Background Screenings for all owners and operators listed above or, Fingerprint Exemption Form
· Electronic Funds Transfer (EFT) Form and, Bank Letter with Proof of Account Number, or Voided Check
· Copy of Valid Applicable License
· Copy of proof of Medicare Certification





Call DXC Provider Enrollment at 1-800-289-7799, Option 4 with any questions.
Visit the fiscal agent web site for electronic versions of all enrollment forms at: http://mymedicaid-florida.com.
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