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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
Is the legal entity a licensed Home and Community Support Services Agency (HCSSA)? .................................................. 
Section 3. Type of Legal Entity
Section 4. Type of Provider (check all that apply)
For licensed HCSSA only:
Does the licensed HCSSA offer telemonitoring services? .....................................................................................................
 
By checking Yes, I certify my organization or facility has all of the necessary equipment and devices to render telemonitoring services. I certify that all telemonitoring staff are qualified to install the needed telemonitoring equipment and to monitor the client data that is transmitted according to the client’s care plan. I certify that my organization or facility has written protocols, policies and procedures on the provision of home telemonitoring services, and those written protocols, policies and procedures are available to the Texas Department of Aging and Disability Services (DADS) or its designee upon request.
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? ................................................
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.)
(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 DADS 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. Compliance Program Requirement
Does the provider have a compliance program containing the core elements as established by the Secretary  of Health and Human Services in §1866(j)(8) of the Social Security Act (42 U.S.C. §1395(cc)(j)(8)), as applicable? .................................................................................................................................................................
Section 8. 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 9. 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 DADS to deny the legal entity’s application to enroll or re-enroll in Texas Medicaid.
 Attachment A
Application Payment Form
LTSS 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 Department of Aging and Disability Services 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 “LTSS Enrollment” on memo line of check. Enclose check with application packet. See form instructions for where to mail payment.
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