
Form 3684 
September 2021-ENursing Facility and ICF/IID Services 

Texas Medicaid Provider Enrollment Application

Note: Closely read the instructions to this form. Errors and omissions will cause delays in processing the application.

Section 1. Type of Enrollment

New Enrollment Re-enrollment

Section 2. Legal Entity Information
Name of Legal Entity

Doing Business As (d/b/a), if applicable Federal Tax ID No. National Provider Identifier (NPI)

Name of Owner (First, Middle Initial, Last, Suffix), if legal entity is a sole proprietorship

Legal Entity Physical Address (Street, City, State, ZIP Code) Area Code and Fax No.

Legal Entity Business Mailing Address (Street or P.O. Box, City, State, ZIP Code), if different from physical address

Name of Contact (First, Middle Initial, Last, Suffix)

Contact Area Code and Phone No. Contact Email Address

Contact Address (Street, City, State, ZIP Code) Contact Title/Position with Legal Entity

Section 3. Type of Legal Entity
Business Entity Type:

Sole Proprietorship For-profit Corporation Nonprofit Organization Limited Liability Company (LLC)

General Partnership Limited Partnership Trust, Living Trust or Estate Other (specify)

Government Entity Type:
Federal State County City Hospital District/Authority

Section 4. Type of Provider 
Nursing Facility (NF/SNF)

Intermediate Care Facility for Individuals with an Intellectual Disability or Related Conditions (ICF/IID)

Other (specify provider type)

Section 5. Provider Ownership Information
Yes No(a) Has there been a change of ownership during the last 12 months? ....................................................................

If Yes, give date:
(b) Are any of the new owners related to the former owners? ................................................................................... Yes No NA
(c) Did any former owners transfer their ownership interest to any new owners in anticipation of or following the 

assessment of a civil monetary penalty? .............................................................................................................. 
If Yes, provide the names of the former owners below. (Attach additional sheets, if necessary.)

Yes No NA

First Name Middle Initial Last Name

Yes No(d) Does the legal entity anticipate a change in ownership or control within the next 12 months? ...........................

If Yes, give date:
Yes No(e) Does the legal entity anticipate filing for bankruptcy within the next 12 months? ................................................

If Yes, give date:
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Section 6. Adverse Actions and Convictions
(a) Has the legal entity ever been convicted of a criminal offense related to any program established by Titles 

XVIII, XIX, or XXI? (See definition of convicted in instructions.) ......................................................................... 
 
If Yes, fully explain the details, including the date, the state and county the conviction occurred, the cause 
number(s), the program affected, and specifically what the legal entity was convicted of. (Attach additional 
sheets, if necessary.)

Yes No

Details:

(b) Is the legal entity currently charged with or has the legal entity ever been convicted of a criminal offense 
listed in Texas Administrative Code (TAC), Title 40, Part 1, Chapter 49, §49.206? ........................................... 
 
If Yes, fully explain the details, including the date, the state and county the conviction occurred, the cause 
number(s), the program affected, and specifically what the legal entity was convicted of. (Attach additional 
sheets, if necessary.)

Yes No

Details:

(c) Has the legal entity ever been sanctioned in any federal or state program? (See definition of sanction in 
instructions.) ........................................................................................................................................................ 
 
If Yes, fully explain the details, including the date, the state the incident occurred, the agency taking action, 
the program affected, and the resolution, if applicable. (Attach additional sheets, if necessary.)

Yes No

Details:

(d) Is the legal entity currently or has the legal entity ever been subject to the terms of a settlement agreement, 
corporate compliance agreement or corporate integrity agreement in relation to any state or federally funded 
program? ............................................................................................................................................................. 
 
If Yes, fully explain the details, including date, term, the state where the incident occurred, program affected 
and the name of the board or agency. (Attach additional sheets, if necessary.)

Yes No

Details:
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(e) Does the legal entity have an outstanding debt in relation to any state or federally funded program? ............... 
 
If Yes, fully explain the details, including amount, payment status (current or delinquent), the state where the 
incident occurred, and the name of the board or agency. (Attach additional sheets, if necessary.)

Yes No

Details:

(f) Has the legal entity ever had a license denied or revoked by HHSC or another state agency or 
board? ........... 
If Yes, fully explain the details, including date, name of agency or board, state, type of license, license 
number and final disposition. (Attach additional sheets, if necessary.)

Yes No

Details:

Section 7. Internal Review Requirement

Has the provider conducted an internal review to confirm that neither the legal entity nor any of its employees, 
owners, managing partners, or contractors (as applicable), have been excluded from participation in a program 
under Title XVIII, Title XIX, or XXI of the Social Security Act? ................................................................................... Yes No

Section 8. Applicant/Re-enrolling Provider Certification
As the duly authorized representative of the legal entity named in Section 1, I certify the information set forth in this form and any attachments 
is true and complete. If found to be otherwise, I understand it is sufficient cause for HHSC to deny the legal entity’s application to enroll or re-
enroll in Texas Medicaid.

Signature of Owner or Authorized Representative Date

Typed or Printed Name of Owner or Authorized Representative Title
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 Attachment A 
Application Payment Form 

Texas Medicaid Provider Enrollment

Name of Legal Entity Doing Business As (d/b/a), if applicable

Federal Tax ID No. Name of Contact Person Contact Person Area Code and Phone No.

An application fee is not required if you are enrolled in Medicare or another state’s Medicaid program or CHIP program. You will be required to 
submit enrollment and payment verification of other programs to the Texas Health and Human Services Commission with submission of this 
application.

I am submitting the application fee for Texas Medicaid by paper check, money order or cashier’s check.

Date: Check/Money Order No.: Amount:

Note: Payment must be made by check, money order, or cashier’s check. Do not send cash. Make the check/money order payable to 
“HHSC.” Enter “Medicaid Enrollment” on memo line of check. Enclose check with application packet. See form instructions for where to 
mail payment.

I attest that I have already paid the application fee to Medicare or another state’s Medicaid program or CHIP program and have been 
approved for enrollment in Medicare or another state’s Medicaid program or CHIP program. My proof of payment and enrollment is 
attached to this application. I understand that if my proof of payment to Medicare or another state’s Medicaid program or CHIP program is 
found to be unacceptable for any reason, I will be required to pay an application fee for my Texas Medicaid enrollment application.

I am requesting an application fee waiver due to financial hardship. My documentation that supports my request is attached to this 
application. I understand that I must submit a signed and dated letter (and supporting documentation) with my enrollment application that 
details the reason(s) I am unable to pay an application fee. I understand that if the waiver request is denied, I will be required to submit an 
application fee if I wish to proceed with the Texas Medicaid enrollment process. 

Note: Supporting documentation could include historical cost reports; financial records such as balance sheets and income statements; cash 
flow statements and tax returns. If hardship waiver was issued by another state, you must also request a waiver from Texas Medicaid.
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Note: Closely read the instructions to this form. Errors and omissions will cause delays in processing the application.
Section 1. Type of Enrollment
Section 2. Legal Entity Information
Section 3. Type of Legal Entity
Business Entity Type:
Government Entity Type:
Section 4. Type of Provider 
Section 5. Provider Ownership Information
(a)
Has there been a change of ownership during the last 12 months? ....................................................................
(b)
Are any of the new owners related to the former owners? ...................................................................................
(c)
Did any former owners transfer their ownership interest to any new owners in anticipation of or following the assessment of a civil monetary penalty? ..............................................................................................................
If Yes, provide the names of the former owners below. (Attach additional sheets, if necessary.)
First Name
Middle Initial
Last Name
(d)
Does the legal entity anticipate a change in ownership or control within the next 12 months? ...........................
(e)
Does the legal entity anticipate filing for bankruptcy within the next 12 months? ................................................
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Section 6. Adverse Actions and Convictions
(a)
Has the legal entity ever been convicted of a criminal offense related to any program established by Titles XVIII, XIX, or XXI? (See definition of convicted in instructions.) .........................................................................  If Yes, fully explain the details, including the date, the state and county the conviction occurred, the cause number(s), the program affected, and specifically what the legal entity was convicted of. (Attach additional sheets, if necessary.)
(b)
Is the legal entity currently charged with or has the legal entity ever been convicted of a criminal offense listed in Texas Administrative Code (TAC), Title 40, Part 1, Chapter 49, §49.206? ...........................................  If Yes, fully explain the details, including the date, the state and county the conviction occurred, the cause number(s), the program affected, and specifically what the legal entity was convicted of. (Attach additional sheets, if necessary.)
(c)
Has the legal entity ever been sanctioned in any federal or state program? (See definition of sanction in instructions.) ........................................................................................................................................................  If Yes, fully explain the details, including the date, the state the incident occurred, the agency taking action, the program affected, and the resolution, if applicable. (Attach additional sheets, if necessary.)
(d)
Is the legal entity currently or has the legal entity ever been subject to the terms of a settlement agreement, corporate compliance agreement or corporate integrity agreement in relation to any state or federally funded program? .............................................................................................................................................................  If Yes, fully explain the details, including date, term, the state where the incident occurred, program affected and the name of the board or agency. (Attach additional sheets, if necessary.)
Form 3684
Page 3 / 09-2021-E
(e)
Does the legal entity have an outstanding debt in relation to any state or federally funded program? ...............  If Yes, fully explain the details, including amount, payment status (current or delinquent), the state where the incident occurred, and the name of the board or agency. (Attach additional sheets, if necessary.)
(f)
Has the legal entity ever had a license denied or revoked by HHSC or another state agency or board? ...........
If Yes, fully explain the details, including date, name of agency or board, state, type of license, license number and final disposition. (Attach additional sheets, if necessary.)
Section 7. Internal Review Requirement
Has the provider conducted an internal review to confirm that neither the legal entity nor any of its employees, owners, managing partners, or contractors (as applicable), have been excluded from participation in a program under Title XVIII, Title XIX, or XXI of the Social Security Act? ...................................................................................
Section 8. Applicant/Re-enrolling Provider Certification
As the duly authorized representative of the legal entity named in Section 1, I certify the information set forth in this form and any attachments is true and complete. If found to be otherwise, I understand it is sufficient cause for HHSC to deny the legal entity’s application to enroll or re-enroll in Texas Medicaid.
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 Attachment A
Application Payment Form
Texas Medicaid Provider Enrollment
An application fee is not required if you are enrolled in Medicare or another state’s Medicaid program or CHIP program. You will be required to submit enrollment and payment verification of other programs to the Texas Health and Human Services Commission with submission of this application.
Note: Payment must be made by check, money order, or cashier’s check. Do not send cash. Make the check/money order payable to “HHSC.” Enter “Medicaid Enrollment” on memo line of check. Enclose check with application packet. See form instructions for where to mail payment.
I attest that I have already paid the application fee to Medicare or another state’s Medicaid program or CHIP program and have been approved for enrollment in Medicare or another state’s Medicaid program or CHIP program. My proof of payment and enrollment is attached to this application. I understand that if my proof of payment to Medicare or another state’s Medicaid program or CHIP program is found to be unacceptable for any reason, I will be required to pay an application fee for my Texas Medicaid enrollment application.
I am requesting an application fee waiver due to financial hardship. My documentation that supports my request is attached to this application. I understand that I must submit a signed and dated letter (and supporting documentation) with my enrollment application that details the reason(s) I am unable to pay an application fee. I understand that if the waiver request is denied, I will be required to submit an application fee if I wish to proceed with the Texas Medicaid enrollment process.
Note: Supporting documentation could include historical cost reports; financial records such as balance sheets and income statements; cash flow statements and tax returns. If hardship waiver was issued by another state, you must also request a waiver from Texas Medicaid.
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Texas Medicaid Provider Enrollment Application
	Check box 3 of 3, I am requesting an application fee waiver due to financial hardship. My documentation that supports my request is attached to this application. I understand that I must submit a signed and dated letter (and supporting documentation) with my enrollment application that details the reason(s) I am unable to pay an application fee. I understand that if the waiver request is denied, I will be required to submit an application fee if I wish to proceed with the Texas Medicaid enrollment process.Note: Supporting documentation could include historical cost reports; financial records such as balance sheets and income statements; cash flow statements and tax returns. If hardship waiver was issued by another state, you must also request a waiver from Texas Medicaid.: 0
	Type of enrollment is re-enrollment.: 
	Full legal name of the entity for Applicant: 
	Applicant's Doing Business As name, if applicable: 
	Applicant's federal tax id identification number : 
	Applicant's National Provider Identifier (NPI) number : 
	If the legal entity is a sole proprietorship, enter the owner’s legal name: 
	legal entity's physical address : 
	legal entity's fax number: 
	If different from the physical address, the legal entity's business mailing address. : 
	Full name of contact : 
	Area Code and Telephone Number of contact : 
	contact's email address : 
	contact's address: 
	Contact's title or position with the legal entity : 
	Type of Business Entity is Sole Proprietorship. 1 of 8: 0
	Type of Business Entity is Nonprofit Organization. 3 of 8: 0
	Type of Business Entity is Limited Liability Company. 4 of 8: 0
	Type of Business Entity is General Partnership. 5 of 8: 0
	Type of Business Entity is Trust, Living Trust or Estate. 7 of 8: 0
	Type of provider is Other. If other, specify provider type. 3 of 3: 0
	Full detailed explanation of the license being denied or revoked by Department of Aging and Disability Services or another state agency or board. : 
	Type of Governmental Legal Entity is Federal. 1 of 5. : 0
	Type of Governmental Legal Entity is State. 2 of 5: 0
	Type of Governmental Legal Entity is County. 3 of 5. : 0
	Type of Governmental Legal Entity is City. 4 of 5: 0
	Type of Governmental Legal Entity is Hospital District/Authority. 5 of 5. : 0
	Type of provider is Nursing Facility (NF) 1 of 3: 0
	Type of provider is Intermediate Care Facility for Individuals with an Intellectual Disability or Related Conditions (ICF/IID). 2 of 3: 0
	Yes, the provider has conducted an internal review to confirm that neither the legal entity nor any of its employees, owners, managing partners, or contractors (as applicable), have been excluded from participation in a program under Title XVIII, Title XIX, or XXI of the Social Security Act: 
	Yes, the provider has not conducted an internal review to confirm that neither the legal entity nor any of its employees, owners, managing partners, or contractors (as applicable), have been excluded from participation in a program under Title XVIII, Title XIX, or XXI of the Social Security Act: 
	Date the legal entity anticipates filing for bankruptcy withing the next 12 months. : 
	First name of former owner: 
	Middle initial of former owner: 
	Last name of former owner: 
	Signature of owner or authorized representative : 
	Date of check or money order: 
	Printed full name of owner or authorized representative : 
	Title of owner or authorized representative : 
	Full name of Contact Person: 
	Area Code and Telephone Number of contact : 
	Check or money order number: 
	Dollar amount of check or money order : 



