
Provider Network Contract and
Credentialing Checklist for

Ancillary and Facility Providers

Thank y~u for your interest in joining the Superior HealthPlan Network (SHP). Please use this
checklist I to I ensure you have all necessary contract and credentiaU ng components to avoid
proCeSSir9 delays.

D,oclments contained in this packet which must be completed fully and returned

rJ' F~IIY complete Ancillary and Facility Application
5j( Signed and dated W9 with IRS registered legal business name and billing address

in1ormation. Use only one TIN or SSN. This legal name must match the name on the
Participating Provider Agreement.

~ Sibned and dated Participating Provider Agreement. Return entire original contract.
00 not populate any effective dates.

rJI' R~ad Participation Provider Conflict of Interest and Healthcare Entity Financial Interest
pdlicy and Disclosure Statement in its entirety. Complete and return pages 3 and 4,
erlsuring you have circled either "I do" or "I do not". Complete and return page 5 only if
yolu are disclosing a prior contract or business relationship with SHP.

riI' Read and complete Paper Communication Request Form and return only if you are
rehuesting to receive information in paper form instead of email communication.

o
o

o
o
o

Documents you wi" need to provide

C0PY of the Federal, State and/or local License
C~py of Accreditation Certificate(s)
o If not Accredited, please provide one of the following:

a copy of the State Site Survey, or
a cover letter from CMS stating facility is in substantial compliance, or
a copy of CMS letter certifying/recertifying facility if deficiencies were cited

C0PY of other applicable State/Federal Licensures (i.e. CLlA, Bureau of Radiation
C~ntrol, Pharmacy, Mammogram Certificate, Laser Certificate, DEA, DPS)
C~py of Certificate of Insurance

I
C<DRF Providers must provide evidence of an Agreement with HHSC.

Return in postage paid envelope or mail to:
SHP Network Operations

PO Box 140166
Austin, TX 78714-0166

• Contact Email: SHP-NETWORKDEVELOPMENT@CENTENE.COM(90 not email contract packet to this email address - this is for contact only)
• Contact Phone: (866) 615-9399 x22534

RECREDENTIALING NOTICE
• Recredentialing only documents may be sent to the following:

o Email: credentialing@centene.com
o Fax: (866)702-4831
o Mail: Credentialing Department, 2100 South IH-35, Suite 202, Austin, TX 78704

Important NotIce .. . .
Failure to legibly oomplete all sections of this Application and submit current copies of ALL required documentation Will result In processing
delays. Initiall credlentialing applications WILL be discontinued ifrequested information is NOT provided within 30 days of Superior's receipt of an
application. Superior HealthPlan will obtain information from various outside sources (e.g., state licenstnq agencies, accreditation sources) to
evaluate you~ appllication You have the right to review any primary source information that Plan collects dUring this process However, this does
not include refere ces or recommendations or other Information that IS peer review protected.
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SUPERIOR HEALTH PLAN
Facility/Ancillary Credentialing Application

=eg~,;ot Nlme \JJet:b ~ ,
Facility DBA tiJ

l
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Address: _l?6\CD C:OoVfi\-t- ~_. .
City: __ Wrekto state:I'£.. Zip: '1\20-\0 County: ~ __ ,

Facility PhonJ: JB9.fI):t~ - L.\.-\.Qlt4: Facility Fax: _t9.Se lS"'3 - 6lalQO
Tax ID:Yll:l-I~ Facility NPI: '45aS9\'" 34: Medicare ID Number: ~\ CO

\l-r .., d
Specialty: _~..:-~e Mro.l~ Subspeciality _

Primary Taxo~om~: • Additional Taxonomy
Is this location handicap accessible)? iMES ONO ------
Do you perforr Afvanced Imaging Services (CT/CTA, MRI/MRA, PET scan)? DYES ~O

I I ~~
MAILING ADq~E8S SAME AS ABOVE? YESO NOW" (IF NO, COMPLETE INFORMATION BELOW)
Address: T!.~W~<!...J»(~d.~5.Lt'\~fb~---------------
cuv: 1{«ho . state: -j;,a. Z;P' '~3 County: ~-- _- _.-_ -_ -_ -_'

Facility Phool ~ j1"<3-d -4lellLY Facility Fa", _ ( C/::I.D) :::J5i'! - W~0
**SIGNED ANp D~TED W-9 MUST BE PROVIDED FOR BILLING ADDRESS

HosPital I -I(includes both inpatient loutpatient services) (check all that apply)
OAdult Acute Care
OLevel 1 Trauma
OLev~1 2 Trauma
OLevFI 3 Trauma
OLev~1 4 Trauma
OCMS de1signated Children's Hospital
oDe~ignated Children's Unit
OOthrr Specialized Pediatric Services

o Ambulrtorr Surgery Center - Free standing only
o Outpatient Chemotherapyllnfusion
o Outpatient Dialysis Center

I
o CORF{ORf: OPT OST DOT OCognitive Rehab Therapy (CRT)
o Therapy Services: OPT OST DOT 0 Cognitive Rehab Therapy (CRT)
O. Nursinlg FJcility ONumber of Skilled Nursing Beds OESRD
!!if Long 11 er~1 Service and Support (LTSS) services ONLY (Complete LTSS section on page _)
o Home Health Care: OPT OST DOT OPDN OPediatric
o Home Health Care with (L TSS) services: OPT OST DOT (Complete LTSS section on page _)
o DME (pnl I need to provide the Facility Demographics and License information)
o LAB (rnlY need to provide Facility Demographics and CLiA information)
o Other:

I

o Telernediclne $ervices (Delivering medical services through technology such as typically phone or video) DYes
o Telemonitqring Services(Patient monitoring remotely via specialized electronic devices) DYes ONo
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Do you have 1xpelrience in treating patients with Intellectual and Developmental Disabilities? 0 Yes ~o

Are you considered an Essential Community Provider as defined by CMS? 0 Yes 1JI"N0

I 'MINORITY OWNED BUSINESS

Are you designat+ as a Minority Owed Business: DYes liil'No

, T~ I MEDICARE INFORMATION

Is this facility IMedicare (CMS) certified? DYES d'NO OPENDING
If YES, proridel current survey date: __ /__ /__ and CMS Certification Number (CCN): _

Medicare Certified Acute Inpatient Facility complete the following information:
Medicare Cer'ified Bed Count: ICU Bed Count: (excluding Neonatology)
Skilled Nursing orl Swing Bed Count: Inpatient Psychiatric Bed Count: _
Pediatric Bed cort:

o Cardiac Surgery Program
o Cardiac C~therization Services
o criticallcar~ Services - Intensive Care Units (ICU)
o Diagnosticl Radiology
o Mamm!ography
o Outpatient Physical Therapy
o Outpatient Occupational Therapy
o Outpatient Speech Therapy
o Orthotics and Prosthetics
o Home Health
o Durable Medical Equipment
o Outpatient Infusion/Chemotherapy

l

o Outpatient Dialysis
o Surgical Services (Outpatient or ASC)
o Skilled Nursing Unit
o Outpatient Laboratory Services
Medicare Approved Transplant Services
o Heart Transplant Program
o Heart/Lung Transplant Program
o Intestinal Transplant Program
o Kidney Transplant Program
o Liver Transplant Program
o Lung Transplant Program
o Pancreas Transplant Program

, ACCREDITATION
(attactr'a copy of the accreditation certification)

o YES (Entity Name):
Iit'NO: (Completd the SITE VISIT REQUIREMENT section below)

SI.TENISIT ~EQUI

1. Has the Depar~ment of Human Services (DHS) or a government agency delegated by DHS completed a post-licensing
onsite suryey 0ithin the past 36 months?

Ilif(YES) Date of I~ost recent full survey / / _
o (NO) suctessiful completion of a health plan onsite visit will be required to complete credentialing.

2. Were any ~efidiencies cited during the last survey? 0 (YES) ~NO) 0 (N/A) (no recent survey)
If (NO), suJbmif verification of no deficiencies.
If (YES), have all deficiencies been corrected?

DYES - Provide evidence of acceptance by DHS of your corrective action plan.
o NO - Submit your plan to correct all deficiencies

'INSURA"N"CE I PROFESSIONAL LIABILITY COVERAGE
(attach.a copy of the Certificate of Insurance)

Current Carrier Name (not agency): _ Policy Number: _

Street/PO Box: _

Effective Date: -+-1 __ / _

Occurrence Amo+" $ _

City: _ State: Zip: _

I=::ariliht ::lnrl f1nri l:::ar\1 linnlir::lti"n 00\/ nt:n11n1.1
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Expiration Date:

Aggregate: $, _
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LTSS servile

DAssisted Jiving/Residential Care (X4)
uconsumei Directed Services (X3)
o Day Activity ~ealth Services (X 1)
oEmergency Response Services (X6)
o Personal }sslstance Services (X2)
o Physical ]heJiapy (X8)
DOccupational Therapy (XC)
uspeech Therapy and/or Lang Pathology (XD)
DAdaptive tids & Medical Supplies (X9)
DAdult Foster <Care(X5)
~ome Del!ive1edMeals (X8)
DMinor Home MI odifications (XA)
oRespite C~re Services (X4)
DTransitionlAssistance Services (X7)
oEmployment Assistance Services (X3)

Other serVicrs:

Enhancement Level
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MRSA. We& SDA

0 0 0 Andre.vs O. Knox 0
0 0 0 .Armer [] La 8:1Ie []
[] i:I [] Armst~o~g 0 Lipsromb o
[] 0 [] 'Baley- 0 Loving []
0 0 0 Bc¥or 0 Maiin 0tJ 0 0 Borden 0 Mcron 0
0

~
0 Bre.vster 0 McCulloch 0

0 0 Brisroe 0 M61ad tJ
0 0 Brown 0 Midlcnd 0

I DaJlpssQ>A I [] 0 calc:hen [] Mitchell []
Collin [] [] Cc&ro [] Moore .tJ
Dales [] I Jefferson SDA I FrEEStone C Childress [] Motley- c
Ellis 0 Chanbers 0 Gillespie 0 Claf 0 Nolen 0
Hunt 0 Hadin 0 Gonzaes 0 Comrsn 0 Ochiltree 0
Kartmai 0 Jcsper 0 Grimes 0 Coke 0 Oldhan 0
NaJard 0 Jefferson 0 Hanilton 0 Colan en 0 Pao 01

ROckw11 0 Liberty C Hill 0 Collingsworth 0 Anto tJ
NeNton C Ja:kson 0 Concho [] Pamer 0

I EI P~sbA I an Ja:into tJ tanpeses tJ Cottle 0 PaDs C
EI Pcrol 0 Orenge .0 La/aa 0 Crene 0 Ffe;idio tJ
Hudspeth 0 Polk 0 Loon 0 Croocat 0 R~ CI

T~er 0 Limestone 0 Culberson 0 REEl 0
I Har~isSDA I Waker 0 Llaro 0 Dalan 0 Reates 0
Austin I 0 Ma::lison 0 Davson 0 Roberts 0
Brc£oria 0 I Lubbock SDA I Md.ennsn 0 DicK61s 0 Runnels tJ
Gavestbn C Cason 0 Milan C Dimmit 0 S:tllamer 0
Harts 0 Crosby C Mills [] Donley- 0 Surry 0
Fort Berd I 0 De:t Snith 0 Robertson 0 Eastlend 0 81a::l<Elford 0
Macgorda 0 Royd 0 an 0 Ector 0 81ermen 0
Mont~m8J' 0 Gaza 0 8:ba 0 Edwads [J a~h61s o
Waler ! 0 Hae 0 SlmervElI 0 Fisher 0 aerling 0
Whart°r 0 Hockley- 0 WCEhington 0 Foad 0 aone.val 0

Hutchinson 0 Frio 0 futton tJ
I NuecesSDA I l.anb [] I TravisSDA I Ganes C Tc¥or []
Ararses 0 Lubbock 0 Bastrop', [] GIass:DcK 0 Terrell tJ
Bee 0 Lynn 0 Burna [] Graf 0 Throckmorton tJ
Brooks 0 Potter 0 cadwell 0 Hal 0 Tom Gre3l []
cahouf 0 Rendal 0 FctfEite o Hensford 0 Upton tJ
Golia:l 0 SNisher 0 ha;s 0 Hacensn 0 Uvade c
Jm Wells 0 Terry 0 Lee 0 Hartley- 0 Va Verde 0
Kanesl 0 Trads 0 Haskell 0 Wad 0
K61eD~ [] I Tarrant SDA I Willianson [] Hanphill [] WhEEler []
Kleberg 0 D61ton [] Howad 0 Wichita []
LiveOc!k [] Hood 0 Irion 0 Wi Ibager []
NUe:ES! 0 .ohnson 0 Ja:k 0 Winkler []
an Pctrido 0 Pcrker 0 Jeff DaJis 0 Yockum tJ
Refugio 0 Tarmt 0 .bnes 0 Young 0
Victoria 0 Wise 0 Kent C ZaJaa tJ

Kerr 0
Kimble .0
King 0
Kinney- [J
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APPLICATION ATTESTATION
'.. .

• EVe~y~uestion must be answered.
• Proyide a detailed explanation on a separate sheet for any question(s) answered YES.
• MOffi1ations to the wording or format will invalidate this attestation.

1. Has thisl fa lility, under any current or former name or business entity, ever had any felony or
misdemeanorconvictions, under federal or state law, related to theft, fraud, embezzlement, breach of
fiduciary dUfY or other financial misconduct in connection with the delivery of health care item or service?

DYES 1NO

2. Has thisl fad1ility, under any current or former name or business identity, ever had licensure to provide
health Clare ,bY any state licensing authority revoked, suspended or been issued a conditional license?
This inc udes the surrender of such license while a formal disciplinary proceeding was pending before a
state licensing authority.

o YES ~NO

3. Has this facility, under any current or former name or business identity, ever had accreditation revoked or

suspenledl

DYES 1JO
4. Has thisl fadility, under any current or former name or business identity, ever been suspended or excluded

from participation in, or any sanction imposed by a federal or state health care program, or any
disbarment from participation in any federal executive branch procurement or non-procurement program?

DYES 110

I, the unde~Sig~ed authorized agent, hereby attest and certify that all statements on this entire application
are true, alcurre and complete to the best of my knowledge.

I fully understand that any falsification of participating providers or ca use for summary dismissal from the
health plan, I understand that acceptance of this application does not constitute approval or acceptance of
participating status with the health plan and grants this provider no rights or privileges of participation until
such time as a jcontract is consummated and written notice of participating status is the health plan.

:INTED lAiE ::=~ZE:EPRES:NTATIVE AUTHO_RIZEDRE:ESENT~:~VE_=E

SIGNATUREiF AUTHORIZEDREPRESENTATIVE DATESIGNED

"
CREDENTIALING CONTACT iNFORMATI()N

Contact Nalme: Contact Title: _

Phone: L U- - Fax: L L - Email: _
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