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	Department of Assistive and Rehabilitative Services
Application for Payee Identification Number

	See DARS1768INST for completing this form.

	1. Payee Information

	Payee Name:
     
	New Payee:  

    Yes      No 
	Existing Payee:  

   Yes      No

	TIN (SSN or FEIN):  

     
	Update Existing Payee, Mail Code:  

     

	Mailing Address:  

     
	Federal Facility Code:  

     

	City:  

     
	State:  

     
	ZIP Code:  

     
	County Name:  

     

	Contact Information:  

	Name:  

     
	Title:  

     

	(Area Code) Telephone:  

(   )      
	Email Address:  

     

	2. Ownership Code Information

	Is payee's TIN a Social Security number:
	    Yes       No

	Is payee's TIN a Federal Employee Identification Number:
	    Yes       No

	Is the payee tax-exempt: 
	    Yes       No

	Enter Payee's Ownership Code:  
	     

	If Ownership Code is E, enter the agency number of the employing agency: 
	     

	If Ownership Code is S, enter the owner’s name and Social Security number:  

	Owner’s Name:

     
	Social Security Number:

     

	If Ownership Code is P and the partners are individuals, enter the partner names and Social Security Numbers below. 

	Partner Name:
     
	Social Security Number:

     

	Partner Name:
     
	Social Security Number:

     

	If Ownership Code is P and the partners are corporations, enter the corporation names and Federal Employee Identification Numbers (FEIN) below:

	Corporation Name:  

     
	FEIN: 
     

	Corporation Name:  

     
	FEIN: 
     

	If Ownership Code is L, T, A, or C, enter the Texas File Number or Texas Charter Number:
     

	If Ownership Code is N, provide detailed explanation:  

     

	If Ownership Code is T, O, or R, is the income generated from this company listed as non-profit:
	    Yes       No

	3. Vendor Additional Address Information

	Contact Name:  

     
	Contact Title:  

     

	Address:  

     

	City:  
     
	State:  

     
	ZIP Code:  

     

	Contact Phone:  

(   )      
	Payee's Internet Address:  

     
	Contact E-Mail:  

     

	4. Provider Information

	Describe the type of product and/or services provided by this payee, and identify the Level 1 and Level 2 specifications to which this payee should be linked: 
     

	5. Accreditation Information

	If medical or medical related, list the vendor or employees and any certifications or accreditations held by each (i.e. MD, RN, OD, etc.):  
     

	6. Additional Comments

	Please document additional information and/or comments:  
     

	7. Submitted By

	Name: 
X       
	Telephone Number:
(   )      
	Date:  

     

	Accounting Use Only

	TINS:       
	HHSAS:       
	IRS:       
	W-9:         
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