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CERTIFICATION

Individual Provider:

Provider certifies that: 1 am a qualified provider enrelled with and anthorized 1o participate in the New York
State Medical Assistance Program and in the profession or specialties, il any, required in connection with this
claini: 1 have reviewed this (omi: I have (urnished the care, services and supplies ilemized in accordance with
applicable federal state Taws and regulations. I certily that the services were rendered at the location listed in
the ““place of service™ (ield. T have read the Medicaid Management Informatien Systems Provider Manual
as it relates to this claim form, and all revisions and updates thereto; all claims are made in full compliance
with the pertinent provisions of the Manual, revisions and npdates; all claims for care services and supplics
provided at the order of another professional have to the best of my Ikmowledge been ordered by that
professional in bona fide compliance with the procedures set ferth in the Manual, revisions, or updates.
All care, services, and supplics for which claim is made are medically necessary for the treatment of the
named recipicnt.

Entities:

(Person authorized 1o certily (or the group) certifies that the person identified as the service provider listed in
the field on the (ront of this (orm is a qualified provider enrolled with and authorized to participate in the New
York State Medical Assistance Program and in the prolession or specialties, il any, required in connection with
this claim; I have reviewed this (orm; I certi(y that the service provider (urnished the care, services and supplies
itemized in accordance with applicable (ederal and state laws and regulations. 1 certily that the services were
rendered at the location listed in the “‘place of service™ field. I have rcad the Medicaid Management
Information Systems Provider Manual as it relates to this claim form, and all revisions and updates
therete; all claims are made in full compliance with the pertinent provisiens of the Manual, revisions and
updates; all claims for carc scervices and supplics provided at the order of another professional have to
the best of my knowledge been ordered by that professional in bona fide compliance with the procedures
set forth in the Manual, revisions, or updates. All care, services, and supplics for which claim is made
are medically neeessary for the treatment of the named recipicnt.

All:

The amounts listef are due and, excBpNasyoLed, ng part fideol has be id by. o 1o the best oPmy knowl8dge
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adjustiient, Mo previous claim (or the care, services and supplies ilemized has been submitled or paid: ALL
STATEMENTS MADE HEREON ARE TRUE. ACCURATE AND COMPLETE TO THE BEST OF MY
KNOWLEDGE; NO MATERIAL FACT HAS BEEN OMITTED FROM THIS FORM; I UNDERSTAND
THAT PAYMENT AND SATISFACTION OF THIS CLAIM WILL BE FROM FEDERAL, STATE AND
LOCAL PUBLIC FUNDS AND THAT I MAY BE PROSECUTED UNDER APPLICABLE FEDERAL AND
STATE LAWS FOR ANY FALSE CLAIMS, STATEMENTS OR DOCUMENTS OR CONCEALMENT OF
A MATERIAL FACT; taxes (rom which the Stale is exempl are excluded; all records pertaining 1o the care,
services and supplies provided including all records which are necessary 1o disclose (ully the extent of care,
services and supplies provided to imdividuals under the New York Stale Medical Assistance Program will be
kept (or a period of six vears rom the date of payment, and such records and information regarding this claim
and payment therefor shall be prompily (umished upon request 1o the local or State Departments of Social
Services, the State Medicaid Fraud Control Unit or the Secretary of the Department of Health and Human
Services; there has been compliance with the Federal Civil Rights Act of 1964 and with section 504 of the
Federal Rehabilitation Act of 1973, as amended, which (orbid discrimination on the basis of race, color, national
origin, handicap, age, sex and religion: I agree {or the entity agrees) 1o comply with the requirements of 42CFR
Part 455 relaling Lo disclosures by providers: the Stale of New York through its fiscal agent or otherwise is
hereby authorized (o (1} make administrative corractions 1o this ¢laim 1o enable its antomated processing, subject
1o reversal by provider, and (2} accept the claim data on this form as original evidence ol care, services and
supplies (umnished.

By making this claim [ understand and agree that 1 (or the entity} shall be subject 10 and bound by all rules,
regulations, policies, standards, (ee codes and procedures of the New York State Department of Social Services
as sel forth in Title 18 of the Official Compilation of Codes, Rules and Regulations of New York State and
other publications of the Department, including Medicaid Management Information System Provider Manuals
and other official bulletins of the Department. 1 understand and agree that I {or the entity) shall be subject 1o
and shall aceept, subject o due process of law, any delerminations pursuant (o said rules, regulations, policies,
standards, (ee codes and procedures, including, bul not limited to, any duly made delermination alfecting ny
(or the entity's) past, present or {ulure stalus in the Medicaid program and/or imposing any duly considerad
sanction or penally.

I inderstand that my signature on the (ace hereol incorporales the above certifications and atlests 1o their ruth.
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