[bookmark: _GoBack]


[image: Geo]STATE OF WASHINGTON
DEPARTMENT OF SOCIAL AND HEALTH SERVICES
Aging and Long-Term Support Administration
Home and Community Services Division
PO Box 45600, Olympia, WA 98504-5600

HCS MANAGEMENT BULLETIN



H13-053 – Policy/Procedure 
  August 14, 2013

	TO: 
	Area Agency on Aging (AAA) Directors
Developmental Disabilities Administration (DDA) Regional Administrators
Home and Community Services (HCS) Division Regional Administrators

	FROM:
	Bea Rector, Director, Home and Community Services
Don Clintsman, Deputy Assistant Secretary, Developmental Disabilities Administration

	SUBJECT: 
	Changes in Contractor Intake Process for 1099 Providers

	PURPOSE:
	To inform field staff of new pre-qualification requirements for new and renewal 1099 contractors prior to contracting. This includes all contractors except W2/individual providers (IPs) providing personal care and DDA respite care services. 


	BACKGROUND:
	DSHS pre-contracting requires completion of a DSHS Contractor Intake form.  This form is part of the intake packet that the provider completes for initial or renewal contracts. 
The Contractor Intake Form and Medicaid Provider Disclosure Statement is attached below and is also located on the Central Contracts Service (CCS) website at: http://one.dshs.wa.lcl/FS/OSS/CCS/Pages/default.aspx.

CMS conducted a Program Integrity Review during FFY2012.  CMS found that ADS was not in full compliance with federal regulations which require ownership and control disclosures, business transaction disclosures, and screening for individuals and entities excluded from participating in Medicaid. The state must obtain certain disclosures from providers and complete screenings to ensure the state does not pay federal funds to excluded persons or entities prior to executing a contract.  Additionally, federal regulations now require the state to check for the death of an individual provider, agency owner or authorized official.  ADS will screen providers through the Social Security Death Master List prior to contracting in order to meet this requirement. 


	WHAT’S NEW, CHANGED, OR
CLARIFIED
 
	I. Provider Disclosures and Screenings:
All 1099 providers are required to complete the DSHS Contractor Intake form, in addition to the new Medicaid Provider Disclosure Statement.  The Medicaid Provider Disclosure Statement will capture the required ownership and control disclosures as well as business transaction disclosures.     

Anyone with ownership interest of 5% or more, officers, and managing employees must be screened through the Social Security Death Master List and the required federal exclusion lists, below, prior to finalizing a contract.  The required federal exclusion lists currently are:
· List of Excluded Individuals/Entities (LEIE) administered by the US Department of Health and Human Services, Office of the Inspector General (HHS-OIG); and
· Excluded Parties List System (EPLS), now migrated to the System of Award Management (SAM), administered by the US General Services Administration.

II. Preparation for release of ProviderOne Phase 2
The ProviderOne payment system will replace the current Social Service Payment System.  The conversion of one system to the other will be reliant on information transferred from the ACD to the ProviderOne upon go-live of Phase Two, currently scheduled for 2014. 


	ACTION:
	Effective immediately, staff must implement the new contracting requirements for initial and renewal contracts for business entities and sole proprietors. 
Note: The “checks” screen within the ACD will not include the dropdown options for “Intake/Disclosure Form” until October 1st.  Information from the Medicaid Provider Disclosure Form must still be gathered and a date can be entered after the dropdown is available.  This MB does not include instructions related to Individual Providers (IPs) who are W-2 providers. All other contracting requirements for 1099 providers must continue.  

I. Instructions for Provider Disclosures and Screenings:
1. Field Staff will:
a. Revise the 1099 contract packet cover letter to include explanation of the requirement to complete the new Medicaid Provider Disclosure Statement (MPDS) (DSHS 27-094). Below is the language that must be used in the cover letter:
“You must complete and submit a Medicaid Provider Disclosure Statement (MPDS) before you can be contracted with Aging and Disability Services (ADS).  This is a federal and state requirement.  You must provide full and accurate disclosure of ownership as well as financial, managerial and controlling interests.  Failure to submit this information may cause ADS to refuse to contract with you and/or to terminate any existing contracts.”   
b. Attach the MPDS to the DSHS Contractor Intake form (DSHS 27-043).
c. Ensure the provider returns the completed MPDS. Providers who fail to submit these additional verifications cannot obtain a contract with ADS.
d. Input the information gathered on the MPDS into the Agency Contracts Database (ACD) Contractor Screen as follows:
1) For new sole proprietors:
· Create the new provider record in the ACD. 
· The ACD will populate the “staff” screen with the provider’s Social Security Number (Note: If the sole provider is using an EIN tax ID, you will need to input the provider’s SSN on the staff screen) 
· Locate the Date of Birth (DOB) on the MPDS, and enter this on the “staff” screen.
· Under the “checks” screen, input the new record, select “Intake/Disclosure Form” and enter the date received.
2) For renewal of sole proprietors: 
· When the contract is renewed, update the provider record with any corrected information and the date the MPDS was signed. 
· Edit the “staff” screen to add the DOB and ensure the SSN field is populated.
· Under the “checks” screen input the new record, select “Intake/Disclosure Form” and enter the date received.
3) For new and renewal contracts with Corporations, LLC and Other Entities:
· Update the provider record with any corrected information and insert the signature date. 
· Edit or add new information to the “staff” screen from the MPDS with any new or changed information for Owners, Officers (Board of Directors) and managing employees.
· Under the “checks” screen input the new record, select “Intake/Disclosure Form” and enter the date received.
e. Maintain the completed Medicaid Provider Disclosure Statement in the Contract file.
f. Verify the provider’s validation was completed and approved by ADS Headquarters Contract Staff (see ADS Headquarters Contract Staff actions outlined in section 2, below).  All verification of provider’s validation can be found on the ACD Contractor “Check” screen. 
1) If the provider and all owners, officers and/or managing employees pass the screen completed by HQ contract staff, continue with the contracting process.
2) If the provider or any of the owners, officers, and managing employees fail the screen completed by the HQ contract staff, proceed with the existing contract denial or termination process including but not limited to:
i. Termination of all open authorization(s);
ii. Termination of active contract(s) for default;
iii. Closure of the SSPS provider file using an SSPS Status 4.

2. ADS Headquarters Contract Staff will:
a. Run an ACD report twice weekly to identify new or renewing providers.
b. Screen the provider, owners, officers, and managing employees on the following databases to ensure they are not listed as a Medicaid excluded provider:
· Social Security Death Master List;
· List of Excluded Individuals/Entities (LEIE) administered by the US Dept. of Health and Human Services, Office of Inspector General (HHS-OIG); and 
· Excluded Parties List System (EPLS), now migrated to the System of Award Management (SAM), administered by the US General Services Administration.
c. Indicate in the ACD under Contractor “Checks” when the validation is complete and the results of the validation (pass or fail);
d. Notify the office initiating the contract by e-mail if the provider failed the validation review;
e. Ensure all validation results are complete and noted in the ACD within 5 working days from the date of the check;
f. Complete monthly batch screenings of current 1099 providers, owners, officers and managing employees using the LEIE.   (Note: This will be completed by the Health Care Authority);
g. Maintain a list of providers, owners, officers, and managing employees who fail the Social Security Death Master List and federal exclusion list screens;
h. Provide all required notification to the Health Care Authority and the Office of the Inspector General;
i. Monitor the ACD for non-input of new requirements.

II. Instructions to Prepare for Release of ProviderOne Phase 2
1. Field staff will:
a. Use two new fields when creating a contract.  These new fields are located on page one of the contract creation page.
1) Sub-Code: this field will list all the optional sub codes for the contract you are creating.
2) Taxonomies: this field will list all of the available choices depending on the type of contract you are creating.  For example, if you are creating a nursing contract then you will see RN, LPN or Agency.
b. Select the type of licensed professional as indicated on their professional license.  The contractor must submit a copy of any professional license in their contract packet.  The license will provide the information needed to input the taxonomy. 
Note: For contract templates which have multiple taxonomies, the contract record will not save until you select a taxonomy.
2. ADS Headquarters Contract Staff will:
a. Provide DSHS Central Contracts and the Health Care Authority information about new contract templates and corresponding taxonomies.
b. Provide technical assistance to field staff about new contract templates and corresponding taxonomies. 
c. Monitor and report input in the ACD.

	RELATED 
REFERENCES:
	42 CFR 455.104; 42 CFR 455.105; 42 CFR 455.106

	ATTACHMENT(S):   
	Medicaid Provider Disclosure Statement DSHS Form 27-094

[bookmark: _MON_1437216846]
Contractor Intake Form Instructions


Contractor Intake DSHS Form 27-043  


ACD Version 4.2 Release Notes:



ACD Version 4.2 User Manual Update: 



	CONTACT(S):  


	Christy Hoosier, ADS HQ Contracts Manager
(360) 725-3209
Christy.Hoosier@dshs.wa.gov

Debbie Roberts, DDA Program Manager
(360) 725-3525
Debbie.Roberts@dshs.wa.gov

Troy Knudsen, ALTSA Program Manager/AAA Specialist
(360) 725-2560
Troy.Knudsen@dshs.wa.gov
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			AGING AND LONG-TERM SUPPORT ADMINISTRATION

	DEVELOPMENTAL DISABILITIES ADMINISTRATION

	BEHAVIORAL HEALTH AND SERVICE INTEGRATION ADMINISTRATION    

	Medicaid Provider Disclosure Statement



		Completion and submission of this form is a federal and state requirement and a condition of participation in Medicaid reimbursement (see instructions for specific citations). Full and accurate disclosure of ownership as well as financial, managerial, and controlling interests is required. Submission of this form to DSHS is also required for changes in ownership, managing employees, or controlling interests. Any failure to submit the requested information may cause the Department to refuse to enter into an agreement or contract with the individual or entity, or to terminate existing agreements. See the instructions for definitions of the terms used in this form.

Please answer all questions as of the current date. If additional space is needed use an attached sheet.  

Sections:

I. Identifying Information of Provider Entity 	VI. Criminal Offenses

II. Individuals with Ownership Interest  	VII. Suspension or Debarment

III. Managing Employees and other Controlling Interests	VIII. Status Changes

IV. Organizations with Ownership or Management Interest	IX. Signature

V. Subcontractor Information



		[bookmark: I]I. Enrolling Provider’s Information (see instructions)



		PROVIDER NAME (LEGAL NAME)

      

		FEDERAL TAX ID:  SSN  /  FEIN

     



		DOING BUSINESS AS (DBA)

     

		NATIONAL PROVIDER IDENTIFIER (NPI)

     



		[bookmark: II]II. Individuals with Ownership Interest (see instructions)



		List each individual who has direct or indirect ownership, separately or in combination, amounting to an ownership interest of 5% or more of the provider listed in Section I. Attach additional pages as necessary. 



		FIRST NAME  

     

		LAST NAME 

     

		DATE OF BIRTH 

     



		SOCIAL SECURITY NUMBER 

     

		START DATE

     

		OWNERSHIP PERCENTAGE

     



		STREET NAME AND NUMBER, SUITE, ROOM, ETC.	CITY	STATE	ZIP CODE

     	     	  	     



		If the individual being disclosed is related (spouse, parent, child, sibling) to another owner, managing employee, or individual with controlling interest of the provider listed in Section I, list related individual(s):



		FIRST NAME  

     

		LAST NAME 

     

		RELATIONSHIP

     



		FIRST NAME  

     

		LAST NAME 

     

		RELATIONSHIP

     



		List each individual who has direct or indirect ownership, separately or in combination, amounting to an ownership interest of 5% or more of the provider listed in Section I. Attach additional pages as necessary. 



		FIRST NAME  

     

		LAST NAME 

     

		DATE OF BIRTH 

     



		SOCIAL SECURITY NUMBER 

     

		START DATE

     

		OWNERSHIP PERCENTAGE

     



		STREET NAME AND NUMBER, SUITE, ROOM, ETC.	CITY	STATE	ZIP CODE

     	     	  	     



		If the individual being disclosed is related (spouse, parent, child, sibling) to another owner, managing employee, or individual with controlling interest of the provider listed in Section I, list related individual(s):



		FIRST NAME  

     

		LAST NAME 

     

		RELATIONSHIP

     



		FIRST NAME  

     

		LAST NAME 

     

		RELATIONSHIP

     








		II. Individuals with Ownership Interest (continued) 



		List each individual who has direct or indirect ownership, separately or in combination, amounting to an ownership interest of 5% or more of the provider listed in Section I. Attach additional pages as necessary. 



		FIRST NAME  

     

		LAST NAME 

     

		DATE OF BIRTH 

     



		SOCIAL SECURITY NUMBER 

     

		START DATE

     

		OWNERSHIP PERCENTAGE

     



		STREET NAME AND NUMBER, SUITE, ROOM, ETC.	CITY	STATE	ZIP CODE

     	     	  	     



		If the individual being disclosed is related (spouse, parent, child, sibling) to another owner, managing employee, or individual with controlling interest of the provider listed in Section I, list related individual(s):



		FIRST NAME  

     

		LAST NAME 

     

		RELATIONSHIP

     



		FIRST NAME  

     

		LAST NAME 

     

		RELATIONSHIP

     



		List each individual who has direct or indirect ownership, separately or in combination, amounting to an ownership interest of 5% or more of the provider listed in Section I. Attach additional pages as necessary. 



		FIRST NAME  

     

		LAST NAME 

     

		DATE OF BIRTH 

     



		SOCIAL SECURITY NUMBER 

     

		START DATE

     

		OWNERSHIP PERCENTAGE

     



		STREET NAME AND NUMBER, SUITE, ROOM, ETC.	CITY	STATE	ZIP CODE

     	     	  	     



		If the individual being disclosed is related (spouse, parent, child, sibling) to another owner, managing employee, or individual with controlling interest of the provider listed in Section I, list related individual(s):



		FIRST NAME  

     

		LAST NAME 

     

		RELATIONSHIP

     



		FIRST NAME  

     

		LAST NAME 

     

		RELATIONSHIP

     



		[bookmark: III]III. Managing Employees and other Controlling Interests (see instructions)



		List each managing employee and other controlling interests (e.g. members of a board of directors or an officer) of the provider listed in Section I. Attach additional pages as necessary. 



		FIRST NAME  

     

		LAST NAME 

     



		DATE OF BIRTH 

     

		SOCIAL SECURITY NUMBER 

     

		START DATE

     



		STREET NAME AND NUMBER, SUITE, ROOM, ETC.	CITY	STATE	ZIP CODE

     	     	  	     



		If the individual being disclosed is related (spouse, parent, child, sibling) to another owner, managing employee, or controlling interest of the provider listed in Section I, list related individual(s):



		FIRST NAME  

     

		LAST NAME 

     

		RELATIONSHIP

     



		FIRST NAME  

     

		LAST NAME 

     

		RELATIONSHIP

     



		List each managing employee and other controlling interests (e.g. members of a board of directors or an officer) of the provider listed in Section I. Attach additional pages as necessary. 



		FIRST NAME  

     

		LAST NAME 

     



		SOCIAL SECURITY NUMBER 

     

		START DATE

     

		DATE OF BIRTH 

     



		STREET NAME AND NUMBER, SUITE, ROOM, ETC.	CITY	STATE	ZIP CODE

     	     	  	     



		III. Managing Employees and Other Controlling Interests (continued) 



		If the individual being disclosed is related (spouse, parent, child, sibling) to another owner, managing employee, or controlling interest of the provider listed in Section I, list related individual(s):



		FIRST NAME  

     

		LAST NAME 

     

		RELATIONSHIP

     



		FIRST NAME  

     

		LAST NAME 

     

		RELATIONSHIP

     



		List each managing employee and other controlling interests (e.g. members of a board of directors or officers)of the provider listed in Section I. Attach additional pages as necessary. 



		FIRST NAME  

     

		LAST NAME 

     



		SOCIAL SECURITY NUMBER 

     

		START DATE

     

		DATE OF BIRTH 

     



		STREET NAME AND NUMBER, SUITE, ROOM, ETC.	CITY	STATE	ZIP CODE

     	     	  	     



		If the individual being disclosed is related (spouse, parent, child, sibling) to another owner, managing employee, or controlling interest of the provider listed in Section I, list related individual(s):



		FIRST NAME  

     

		LAST NAME 

     

		RELATIONSHIP

     



		FIRST NAME  

     

		LAST NAME 

     

		RELATIONSHIP

     



		[bookmark: IV]
IV. Organizations with Ownership or Management Interest (see instructions)



		List each office, organization, corporation or entity that has a management interest or direct / indirect ownership separately or in combination, amounting to an ownership interest of 5% or more in the provider listed in Section I. Attach additional pages as necessary. 



		ORGANIZATION NAME (LEGAL NAME)

     

		FEDERAL TAX ID - FEIN

     

		CHECK ONE

 |_| Ownership Interest                              

 |_| Management Interest



		DOING BUSINESS AS (DBA)

     

		START DATE

     

		OWNERSHIP PERCENTAGE

     



		PRIMARY BUSINESS STREET ADDRESS	CITY	STATE	ZIP CODE

     	     	  	     



		Mailing Address (PO Box) for the disclosed organization, if different from Primary Business Address



		MAILING ADDRESS	CITY	STATE	ZIP CODE

     	     	  	     



		Business Locations for the disclosed organization, if different from the Primary Business Address



		STREET NAME AND NUMBER, SUITE, ROOM, ETC.	CITY	STATE	ZIP CODE

     	     	  	     



		STREET NAME AND NUMBER, SUITE, ROOM, ETC.	CITY	STATE	ZIP CODE

     	     	  	     



		List each office, organization, corporation or entity that has a management interest or direct / indirect ownership separately or in combination, amounting to an ownership interest of 5% or more in the provider listed in Section I. Attach additional pages as necessary. 



		ORGANIZATION NAME (LEGAL NAME)

     

		FEDERAL TAX ID - FEIN

     

		CHECK ONE

 |_| Ownership Interest                              

 |_| Management Interest



		DOING BUSINESS AS (DBA)

     

		START DATE

     

		OWNERSHIP PERCENTAGE

     



		PRIMARY BUSINESS STREET ADDRESS	CITY	STATE	ZIP CODE

     	     	  	     



		Mailing Address (PO Box) for the disclosed organization, if different from Primary Business Address



		MAILING ADDRESS	CITY	STATE	ZIP CODE

     	     	  	     



		
IV. Organizations with Ownership or Management Interest (continued) 



		Business Locations for the disclosed organization, if different from the Primary Business Address



		STREET NAME AND NUMBER, SUITE, ROOM, ETC.	CITY	STATE	ZIP CODE

     	     	  	     



		STREET NAME AND NUMBER, SUITE, ROOM, ETC.	CITY	STATE	ZIP CODE

     	     	  	     



		[bookmark: V]V. Subcontractor Information (see instructions)



		List each person with an ownership or controlling interest in any subcontractor in which the provider listed in Section I has direct or indirect ownership of 5% or more. Attach additional pages as necessary.



		NAME AND TITLE 

      

		SSN  /  TIN

     

		PERCENTAGE

     



		ADDRESS	CITY	STATE	ZIP CODE

     	     	  	     



		NAME AND TITLE 

      

		SSN  /  TIN

     

		PERCENTAGE

     



		ADDRESS	CITY	STATE	ZIP CODE

     	     	  	     



		Does any owner of the provider listed in Section I also have an ownership or controlling interest of 5% or more in any other entity? Attach additional pages as necessary.



		NAME AND TITLE 

      

		SSN  /  TIN

     

		PERCENTAGE

     



		ADDRESS	CITY	STATE	ZIP CODE

     	     	  	     



		[bookmark: VI]VI. Criminal Offenses (see instructions)



		List each individual who has ownership, controlling interest, is an agent, managing employee, officer, or member of the board of directors of the provider listed in Section I and has been convicted of a criminal offense related to that person’s involvement in any program under Medicare, Medicaid, or Title XVIII, XIX, or XX, since the inception of those programs. Attach additional pages as necessary. 



		NAME AND TITLE 

      

		SSN  /  TIN

     

		PERCENTAGE

     



		ADDRESS	CITY	STATE	ZIP CODE

     	     	  	     



		NAME AND TITLE 

      

		SSN  /  TIN

     

		PERCENTAGE

     



		ADDRESS	CITY	STATE	ZIP CODE

     	     	  	     



		[bookmark: VII]VII. Suspension or Debarment (see instructions)



		Federal statutes and regulations clearly prohibit states from paying for items or services furnished, ordered or prescribed by excluded parties. States are required to search the exclusions databases by the name of a provider entity seeking to participate in the program and also by the name of any owner, managing employee, or controlling interests including officers and members of a board of directors.

Have you, any of your employees, or any individual who has an ownership or controlling interest of the provider listed in Section I ever been placed on the federal Office of the Inspector General, Health and Human Services (OIG/HHS) exclusions list or on the System for Award Management (SAM), or otherwise been suspended or debarred from participation in Medicare, Medicaid, or Title XVIII, XIX, or XX services programs. If yes, list each person below. Attach additional pages as necessary. The lists of excluded individuals can be found at: http://exclusions.oig.hhs.gov/search.aspx and https://www.sam.gov.



		NAME AND TITLE 

      

		SSN  /  TIN

     

		DATE OF BIRTH

     



		ADDRESS	CITY	STATE	ZIP CODE

     	     	  	     



		NAME AND TITLE 

      

		SSN  /  TIN

     

		DATE OF BIRTH

     



		ADDRESS	CITY	STATE	ZIP CODE

     	     	  	     



		[bookmark: VIII]

VIII. Status Changes (see instructions)



		[bookmark: VII_check][bookmark: Check11]Is a change of ownership anticipated within the next year?	|_| Yes	|_| No

[bookmark: Check12][bookmark: Check13]Is this facility operated by a management company or leased in whole or partly by another organization?	|_| Yes	|_| No 

[bookmark: Text63][bookmark: Text65]If yes, list date of change in operations:       	

[bookmark: Check14][bookmark: Check15]Has there been a past bankruptcy or do you anticipate filing for bankruptcy within the next year?	|_| Yes	|_| No

If yes, when?       



		[bookmark: IX]IX. Signature (see instructions)



		Anyone who knowingly and willfully makes or causes to be made a false statement or representation of this statement may be prosecuted under applicable federal or state laws. In addition, knowingly and willfully failing to fully and accurately disclose the information requested may result in denial of a request to participate or where the entity already participates, a termination of its agreement or contract with the appropriate state agency. By signature I certify that the information provided within, is true and correct and I fully understand the consequences as explained above. 



		NAME OF INDIVIDUAL COMPLETING THIS FORM

     



		TITLE OF INDIVIDUAL COMPLETING THIS FORM			

     							



		SIGNATURE OF INDIVIDUAL COMPLETING THIS FORM	DATE

	     








		Instructions for the Medicaid Provider Disclosure Statement

These instructions are for use with the Medicaid Provider Disclosure Statement.  Definitions of the terms used in this form are included at the end of this document.  Please answer all questions as of the current date.  

Completion and submission of this form is a federal and state requirement, and a condition of participation in Medicaid reimbursement. Full and accurate disclosure of ownership as well as financial, managerial, and controlling interests is required.  Completion of this form is also required to notify the DSHS of changes to ownership, managing employees, and controlling interests.  Failure to submit the requested information may cause the Department to refuse to enter into an agreement or contract with the individual and/or entity or to terminate existing agreements.  These disclosures are required under 42 CFR §455.104, 42 CFR §455.105, and 42 CFR §455.106.

Instructions by Section:

[bookmark: I_Enrolling]Enrolling Provider’s Information   

	Complete this section with information about the provider entity. Specify the provider’s name, (legal name reported to the IRS), the Federal Tax ID associated with the provider (FEIN or SSN), the National Provider Identifier (NPI), and the Doing Business As (DBA) name, if applicable.

[bookmark: II_Individuals]Individuals with Ownership Interest  

	Complete this section with information about individuals who have direct or indirect ownership interest of 5% or more of the provider listed in Section I. Report organizational owners in Section IV. See the definitions section at the end of this document for instructions on how to compute ownership percentage.   

	For each owner, specify the name, date of birth, Social Security number, percentage of ownership, street address, and the start date of ownership interest with the provider.  

	If the individual owner is related to another owner, a managing employee, or someone with controlling interest, list the related individual. Report the related individual only if the individual is a spouse, parent, child, or sibling. 

[bookmark: III_Managing]Managing Employees and other Controlling Interests   

	Complete this section with information about managing employees and controlling interests of the provider listed in Section I.   Include the general manager, business manager, administrator, director, or other individual who exercises operational or managerial control over, or who directly or indirectly conducts the day-to-day operation of an institution, organization, or agency. Also list controlling interests including each member of the board of directors, agents with the authority to act on behalf of the provider listed in Section I, and officers or directors of a provider entity that is organized as a corporation.

	For each individual listed, specify the name, date of birth, Social Security number, street address, and the start date of controlling or managerial interest with the provider listed in Section I.  

	If the individual owner is related to another owner, managing employee, or someone with controlling interest of the provider listed in Section I, list the related individual (s). Report the related individual only if the individual is a spouse, parent, child, or sibling. 

[bookmark: IV_Organizations]Organizations with Ownership Interest or Management Interest  

	Complete this section with information about organizations that have direct or indirect ownership interest of 5% or more of the provider listed in Section I. Also include organizations that have management interest in the provider listed in Section I.  See the definitions section at the end of this document for instructions on how to compute ownership percentage.  

	For each organization listed, specify the legal name (as reported to the IRS), Federal Tax ID (FEIN), check whether the organization has ownership or management interest in the provider listed in Section I, Doing Business As (DBA) name, if applicable, the first date the organization started with ownership interest (or management interest), the percentage of ownership (if applicable), and the primary business address.  

	List mailing address (such as a PO Box) and the address for each business location if different from the Primary Business Address. 

[bookmark: V_Subcontractor]Subcontractor Information  

	Complete this section with information about each person who has an ownership or controlling interest in any subcontractor in which the provider listed in Section I has direct or indirect ownership of 5% or more.   

	For each individual listed, specify the name, title, Social Security number, ownership percentage, and address for each individual with an ownership or controlling interest in a subcontractor. 

	 List any individuals with ownership or controlling interest in the provider listed in Section I that also has an ownership or controlling interest of 5% or more in any other entity.



[bookmark: VI_Criminal_Offenses]Criminal Offenses  

	Complete this section with information about each individual who has ownership, controlling interest, is an agent, managing employee, officer, or member of the board of directors of the provider listed in Section I and has been convicted of a criminal offense related to that person’s involvement in any program under Medicare, Medicaid, or Title XVIII, XIX, or XX, since the inception of those programs.   

	For each individual listed, specify the name, Social Security number, ownership percentage (if applicable), and address.

[bookmark: VII_Suspension]Suspension or Debarment  

	Complete this section with information about each individual who is an officer, owner, agent, or managing employee of the provider listed in Section I who has been suspended or debarred from participation in Medicare, Medicaid, or the Title XVIII, XIX or XX services programs.  These individuals would have been placed on the federal Office of the Inspector General, Health and Human Services (OIG/HHS) exclusions list, or on the System for Award Management (SAM). The current lists to excluded individuals can be found at: http://exclusions.oig.hhs.gov/search.aspx and https://www.sam.gov.

	For each individual listed, specify the name, Social Security number, ownership percentage (if applicable), and address.

[bookmark: VIII_Status]Status Changes  

	Indicate any anticipated changes within the next year.

[bookmark: IX_Signature]Signature  

	Provide the name and title of the individual completing statement, along with the signature and the date the statement is signed.

[bookmark: Definitions]Definitions  

Agent:  Any person who has been delegated the authority to obligate or act on behalf of a provider.

Exclusion:   Items and services furnished, ordered or prescribed by a specified individual or entity will not be reimbursed under Medicare, Medicaid, and all other federal health care programs until the individual or entity is reinstated by the OIG.

Indirect ownership interest:  An ownership interest in an entity that has an ownership interest in the disclosing entity. This term includes an ownership interest in any entity that has an indirect ownership interest in the disclosing entity.

Managing employee:  A general manager, business manager, administrator, director, or other individual who exercises operational or managerial control over, or who directly or indirectly conducts the day-to-day operation of an institution, organization, or agency

OIG:  Office of Inspector General of the Department of Health and Human Services.

Ownership interest:  The possession of equity in the capital, stock, or profits of the disclosing entity.

Person with an ownership or control interest

A person or corporation that:

(a) 	Has an ownership interest totaling 5 percent or more in a disclosing entity. 

(b) 	Has an indirect ownership interest equal to 5 percent or more in a disclosing entity. (c) Has a combination of direct and indirect ownership interests equal to 5 percent or more in a disclosing entity. 

(d) 	Owns an interest of 5 percent or more in any mortgage, deed of trust, note, or other obligation secured by the disclosing entity if that interest equals at least 5 percent of the value of the property or assets of the disclosing entity.

(e) 	Is an officer or director of a disclosing entity that is organized as a corporation. 

(f) 	Is a partner in a disclosing entity that is organized as a partnership.

Subcontractor 

(a) 	An individual, agency, or organization to which a disclosing entity has contracted or delegated some of its management functions or responsibilities of providing medical care to its patients. 

(b) 	An individual, agency, or organization with which a fiscal agent has entered into a contract, agreement, purchase order, or lease (or leases of real property) to obtain space, supplies, equipment, or services provided under the Medicaid agreement.

How to calculate ownership percentages: 

(a)	Indirect ownership interest. The amount of indirect ownership interest is determined by multiplying the percentages of ownership in each entity. For example, if A owns 10 percent of the stock in a corporation that owns 80 percent of the stock of the disclosing entity, A’s interest equates to an 8 percent indirect ownership interest in the disclosing entity and must be reported. Conversely, if B owns 80 percent of the stock of a corporation that owns 5 percent of the stock of the disclosing entity, B’s interest equates to a 4 percent indirect ownership interest in the disclosing entity and need not be reported.

(b) 	Person with an ownership or control interest. In order to determine percentage of ownership, mortgage, deed of trust, note, or other obligation, the percentage of interest owned in the obligation is multiplied by the percentage of the disclosing entity’s assets used to secure the obligation. For example, if A owns 10 percent of a note secured by 60 percent of the provider’s assets, A’s interest in the provider’s assets equates to 6 percent and must be reported. Conversely, if B owns 40 percent of a note secured by 10 percent of the provider’s assets, B’s interest in the provider’s assets equates to 4 percent and need not be reported.

	Code of Federal Regulations (CFR) is the codification of the general and permanent rules published in the Federal Register by the departments and agencies of the Federal Government.  These regulations can be found at:  http://www.gpo.gov/fdsys/browse/collectionCfr.action?collectionCode=CFR

Washington Administrative Code (WAC) is the regulations of executive branch agencies issued by authority of statutes. 

Like legislation and the Constitution, regulations are a source of primary law in Washington State. The WAC codifies the regulations and arranges them by subject or agency.  These regulations can be found at: http://apps.leg.wa.gov/wac/default.aspx
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Contractor Intake Process Instructions

Contractor Intake Form

The Contractor Intake Form is located on the CCS website in the Contract Forms and Formats section.
Use a Contractor Intake Form (Intake Form) in the following situations.

Situation One: A new DSHS Contractor must complete an Intake Form.

1. Send the Intake Form to the new Contractor.

2. Receive the completed Intake Form from the Contract and review.

3. Create a new Contractor on the ACD, by entering the Intake Form information on the Intake
Detail screen.

4. Enter the signature date from Section Six of the Intake Form in the field titled “Intake Form
Date.”

5. Place the Intake Form in the contract file.

Situation Two: An existing DSHS Contractor must complete an Intake Form when changes occur in their
Name, Business Organization, TIN or SSN, Fiscal Year End Date, UBI #, Contractor Ownership.

1. Send the Intake Form to the existing Contractor.

2. Receive the completed Intake Form from the Contractor and review.

3. Reuvise the existing Contractor on the ACD, or create a new Contractor on the ACD, if
applicable, by entering the Intake Form information on the Intake Detail screen.

4. Enter the signature date from Section Six of the Intake Form in the field titled “Intake Form
Date.”

5. Place the Intake Form in the contract file.

Note: If the Contractor Intake Form is obtained for a Personal Service contract which is approved
and signed by CCS, you are required to send a copy of the Contractor Intake Form to CCS.

Contractor Information Update Form

The Contractor Information Update Form (Update Form) is accessible and generated by the ACD or a
blank copy can be downloaded from the CCS Website at http://asd.dshs.wa.gov/CCS/CCS-formats.htm .
The ACD generated Update Form is automatically populated with information from the contractor’s
current ACD record. Use an Update Form when the Contractor experiences minor changes (signatory
name change, change on contract contact name), and every time you create a new contract with an
existing DSHS Contractor, as part of your contract pre-screening process.

ACD Generated Update Form
1. Access the existing Contractor’s Intake Detail screen on the ACD.
2. Review the existing details and make a note of the following entries on a piece of scratch
paper. You will enter this information on the ACD generated Update Form in Step 3.i.
o Default Reported (Yes or No)
e Fiscal End Date (Month/Day)
e Contact Name (First & Last Name)
3. Generate the Update Form on the ACD.
a. Choose the Correspondence sub-information screen.
b. Select “New Letter” if no Update Form is listed as a previously generated
correspondence. [NOTE: If an Update Form is listed, highlight that row and skip
to Step 3.h.]
c. Select the Letter Type entitled “Intake Process.”

Contractor Intake Process Instructions (Revised 5-10-10)
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Samoo

J.
K.

Select the Administration entitled “All Administrations”.

Select the Division entitled “All Divisions”.

Select the Letter Description entitled “Contractor Information Update.”

Click the Save button to save the correspondence.

Click the Generate Letter button to generate the Update Form. This may take
approximately 30 seconds. The generated Update Form will appear on your screen
with the Contractor’s current name, business organization, UBI# and default address.
[NOTE: This form does not load the TIN or SS#, due to confidentiality rules.]
Enter the information from Step 2 on the generated Update Form. You may enter the
contact name as the name of the person who signs the contract, if applicable.

Save the Update Form to your local files and close WORD.

Close the Correspondence sub-information screen.

4. E-mail the Update Form to the Contractor before you create the contract on the ACD.

5. Ask the Contractor to complete the Update Form, to include their TIN or SS# in their return e-
mail, and return it to you.

6. Enter minor changes from page one of the Update Form as follows:

a.
b.

Enter those changes on the existing Contractor’s Intake Detail screen.
Enter the date from Section Four of the Update Form in the field titled “Intake Form
Date.”

7. Enter the address, contact person, or signatory name from page two of the Update Form as
follows:

a.

b.

C.

Enter the address in the Address Sub Information Summary screen located on the
existing Contractor’s Intake Detail screen.

Enter the contact name or signatory name in the Staff Sub Information Summary
screen located on the existing Contractor’s Intake Detail screen.

Enter the date from Section Four of the Update Form in the field titled “Intake Form
Date.”

8. Place the Update Form in the contract file.

Note: If the Contractor Information Update Form is obtained for a Personal Service contract
which is approved and signed by CCS, you are required to send a copy of the
Contractor Information Update Form to CCS.

Contractor Intake Process Instructions (Revised 5-10-10)
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Contractor Intake

Instructions



		All New DSHS Contractors must:

· Complete, sign and submit the Intake Form to the Department of Social and Health Services (DSHS).

· Register in the Statewide Payee Registration System.  This system is maintained by the Washington State Department of Enterprise Services (DES) to process payments for all Washington state agencies.  To register, follow the online instructions at http://des.wa.gov/services/ContractingPurchasing/Business/VendorPay/Pages/default.aspx .    You must complete this step in order to be paid.


Please do not return this DSHS Contractor Intake Form to DES; they will not process it.

All Existing DSHS Contractors who have changed their business name or business organization, or experienced other significant changes, must:


· Update their information in the Statewide Payee Registration System by following the instructions at http://des.wa.gov/services/ContractingPurchasing/Business/VendorPay/Pages/default.aspx .


· Complete, sign and submit a new Contractor Intake form to the Department of Social and Health Services (DSHS).


Section One:  Contractor Name/Business Organization


1.
Contractor name. 


· For an Individual or Sole Proprietor, enter your name as shown on your Social Security card on the “Name” line.  Sole Proprietors provide Last Name, First Name, Middle Name, and Suffix.

· Other entities.  Enter your business name as shown on the legal document creating the entity.

    2.
Business Organization.   Please mark only one.  


· If you are a nonresident alien foreign person or a business entity established in another state or country, the IRS may require you to complete Form W-8.  


· If you are a Non-profit Corporation or a Faith-Based Non-Profit Corporation attach a copy of your 501(c) status.  


3.
Taxpayer Identification Number (TIN).     

· Individual or Sole Proprietor - If you are a sole proprietor you may enter either your Social Security Number (SSN), or if you have one, your federal Employer Identification Number (EIN). 


· Other Business Entities - Enter the entity’s Employer Identification Number (EIN).  If the entity does not have an EIN, enter the SSN of the owner of the business.  


· Resident alien.  -  If you are a resident alien and you do not have and are not eligible to get an SSN, your TIN is your IRS individual taxpayer identification number (ITIN). Enter it in the SSN box.     


4. Default Reported, Fiscal Year, UBI Number, and Business License  


· List any contracts that you have had with the state that have been terminated for default. 


· Provide your fiscal year end date.  


· Provide your Washington State Uniform Business Identifier (UBI) Number. 


· Attach a copy of your State Master Business License.  You may be exempt from registering with the State of Washington under certain circumstances. For more information review: http://bls.dor.wa.gov/faqlicense.aspx        


Section Two:  Contractor Primary Address   Enter the primary address information of your business.   If you are completing this form for a new DSHS contract, and you want to provide a contract-specific address in addition to your primary one, please do so in Section Five.   


Section Three:  Contractor Ownership   Check those that, in your opinion, apply to your organization.  If you have a certification number, please provide that also.  For the definition of microbusiness, minibusiness and small business, See RCW 39.26.010 (19), (20) and (21)

Section Four:  Contractor Contact Person(s)   Enter the primary contact information, and job title, for your business.  If you are completing this form for a new DSHS contract, and you want to provide a contract-specific contact person other than your primary one, please do so in Section Five.  


Section Five:  Additional Information

1.
Contractor Additional Addresses.   If applicable, provide additional addresses used for DSHS Contracts.  


2.
Contractor Additional Staff.    If applicable, provide additional staff information for DSHS Contracts.  Additional staff may include those who have authority to sign a DSHS contract on behalf of the business, and are referred to as a signatory.  

Section Six:  Contractor Certification   You must sign, date, and return this form before DSHS will issue a contract.  
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Contractor Intake



		Section One:  Contractor Name/Business Organization
(DSHS staff enter on ACD Intake Detail screen)



		1.
CONTRACTOR NAME
     

		DBA OR FACILITY NAME


     



		2.
BUSINESS ORGANIZATION


 FORMCHECKBOX 
  Individual or Sole Proprietor
 FORMCHECKBOX 
  General Partnership


 FORMCHECKBOX 
  Non-Profit Corporation (Attach a copy of 501(c) status)
 FORMCHECKBOX 
  Limited Liability Partnership (LLP)

 FORMCHECKBOX 
  For Profit Corporation
 FORMCHECKBOX 
  Limited Liability Limited Partnership (LLLP) 

 FORMCHECKBOX 
  Faith Based (FBO) Non-Profit Corporation
 FORMCHECKBOX 
  Limited Liability Company, filing as a Corporation 

 FORMCHECKBOX 
  Faith Based (FBO) Unincorporated
 FORMCHECKBOX 
  Limited Liability Company, filing as a Partnership 

 FORMCHECKBOX 
  Governmental Entity
 FORMCHECKBOX 
  Limited Liability Company, filing as a Sole Proprietor

 FORMCHECKBOX 
  Foreign Person or Entity


If your business is NOT a sole proprietorship,
attach a list of the partners, members, directors, officers, and board members.



		3.
TAXPAYER IDENTIFICATION NUMBER (TIN)


Enter your TIN in the appropriate box.  

· For individuals, this may be your Social Security Number (SSN).


· For other entities, it is your Employer Identification Number.

		
Social Security Number


OR


Employer Identification Number

		
     

(Enter all 9 numbers,


NO DASHES)

     

(Enter all 9 numbers,


NO DASHES)



		4.
 DEFAULT REPORTED, FISCAL YEAR, UBI NUMBER, AND BUSINESS LICENSE

Have you had any contract with the state terminated for default?   FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No



If yes, attach a list of terminated contracts with an explanation why each contract was terminated.

Is your fiscal year end the same as the calendar year (January 1 through December 31)?   FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No

If the answer is no, what is your fiscal year end date?       

What is your Washington State Uniform Business Identifier (UBI) Number?         (Enter all 9 numbers, NO DASHES)

Attach a copy of your current Washington State Master Business License.


If you do not have a Washington State Master Business License, explain below why you are exempt from registering your business with the State of Washington.  (See page 1 for information on exemptions.)


     



		Section Two:  Contractor Primary Address
(DSHS staff enter on ACD Intake Detail screen)



		CONTRACTOR PRIMARY ADDRESS (NUMBER, STREET, AND APARTMENT OR SUITE NUMBER)
     



		CITY, STATE, AND ZIP CODE


     



		EMAIL ADDRESS


     

		COUNTY WHERE PRIMARY ADDRESS IS (FOR OUT-OF-STATE CONTRACTORS)


     



		PHONE NUMBER (INCLUDE AREA CODE)


(     )      

		FAX NUMBER (INCLUDE AREA CODE)


(     )      





		Section Three:  Contractor Ownership Type
(DSHS staff enter, as applicable, on ACD Intake Detail screen)



		In your opinion, do you consider your business to be one or more of the following?  If so, please check the boxes that apply.                                                                                           



YES
NO

Disadvantaged Business Enterprise
 FORMCHECKBOX 

     FORMCHECKBOX 


Woman Owned Business Enterprise
 FORMCHECKBOX 

     FORMCHECKBOX 


Minority Owned Business Enterprise
 FORMCHECKBOX 

     FORMCHECKBOX 


Veteran Owned Business Enterprise
 FORMCHECKBOX 

     FORMCHECKBOX 

    

Community Based Organization
 FORMCHECKBOX 

     FORMCHECKBOX 


Microbusiness
 FORMCHECKBOX 

     FORMCHECKBOX 


Minibusiness
 FORMCHECKBOX 

     FORMCHECKBOX 


Small Business
 FORMCHECKBOX 

     FORMCHECKBOX 


		If your business is Certified by Washington State’s Office of Minority and Women Owned Business Enterprises (OMWBE) http://www.omwbe.wa.gov, or Department of Veterans Affairs (DVA), enter the certification number.


     


     


     


     




		Section Four:  Contractor Primary Contact Person
(DSHS staff enter on ACD Intake Detail screen)



		Primary contact person is a(n):


 FORMCHECKBOX 
  Owner 
   FORMCHECKBOX 
  Officer or Board Member      FORMCHECKBOX 
  Partner      FORMCHECKBOX 
  Staff Member      FORMCHECKBOX 
  Elected Official


 FORMCHECKBOX 
  Other (please identify)      
 (DSHS staff enter as applicable on ACD)


Is the primary contact person authorized to sign contracts?
 FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No
  



		PRIMARY CONTACT NAME AND JOB TITLE

     

		PHONE NUMBER (INCLUDE AREA CODE)


(     )      



		FAX NUMBER (INCLUDE AREA CODE)


(     )      

		PRIMARY CONTACT EMAIL ADDRESS


     



		PAGER NUMBER (INCLUDE AREA CODE)


(     )      

		CELLULAR PHONE NUMBER (INCLUDE AREA CODE)


(     )      



		Section Five:  Additional Information
(DSHS staff enter on Intake Detail – Sub Information Summary screens)



		1.
ADDITIONAL CONTRACTOR ADDRESSES:
IF YOU HAVE MORE THAN TWO ADDITIONAL ADDRESSES, YOU MAY ATTACH 
A LISTING OF ADDITIONAL ADDRESSES.



		ADDRESS DESCRIPTION

		ADDITIONAL ADDRESS (NUMBER, STREET, AND APARTMENT OR SUITE NUMBER)
     



		 FORMCHECKBOX 
  Billing address


 FORMCHECKBOX 
  Facility address


 FORMCHECKBOX 
  Mailing address

		



		

		CITY, STATE, AND ZIP CODE


     



		PHONE NUMBER (INCLUDE AREA CODE)


(     )      

		COUNTY WHERE PRIMARY ADDRESS IS (FOR OUT-OF-STATE CONTRACTORS)


     



		FAX NUMBER (INCLUDE AREA CODE)


(     )      

		EMAIL ADDRESS


     



		



		ADDRESS DESCRIPTION

		ADDITIONAL ADDRESS (NUMBER, STREET, AND APARTMENT OR SUITE NUMBER)
     



		 FORMCHECKBOX 
  Billing address


 FORMCHECKBOX 
  Facility address


 FORMCHECKBOX 
  Mailing address

		



		

		CITY, STATE, AND ZIP CODE


     



		PHONE NUMBER (INCLUDE AREA CODE)


(     )      

		COUNTY WHERE PRIMARY ADDRESS IS (FOR OUT-OF-STATE CONTRACTORS)


     



		FAX NUMBER (INCLUDE AREA CODE)


(     )      

		EMAIL ADDRESS


     





		2.
ADDITIONAL STAFF:
IF YOU HAVE MORE THAN TWO ADDITIONAL STAFF (LISTED BELOW), WHO ARE ALSO RELEVANT TO YOUR DSHS CONTRACTS, PLEASE PROVIDE INFORMATION ABOUT THOSE STAFF ON A SEPARATE PAGE.



		Additional staff person is a(n):



 FORMCHECKBOX 
  Officer or Board Member      FORMCHECKBOX 
  Partner      FORMCHECKBOX 
  Staff Member      FORMCHECKBOX 
  Elected Official



 FORMCHECKBOX 
  Other (please identify)      
 (DSHS staff enter as applicable on ACD)


Is the additional staff authorized to sign contracts?
 FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No


Is the additional staff a contact for DSHS contracts?
 FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No
  



		ADDITIONAL STAFF NAME


     

		PHONE NUMBER (INCLUDE AREA CODE)


(     )      



		FAX NUMBER (INCLUDE AREA CODE)


(     )      

		ADDITIONAL STAFF EMAIL ADDRESS


     



		PAGER NUMBER (INCLUDE AREA CODE)


(     )      

		CELLULAR PHONE NUMBER (INCLUDE AREA CODE)


(     )      



		



		Additional staff person is a(n):



 FORMCHECKBOX 
  Officer or Board Member      FORMCHECKBOX 
  Partner      FORMCHECKBOX 
  Staff Member      FORMCHECKBOX 
  Elected Official



 FORMCHECKBOX 
  Other (please identify)      
 (DSHS staff enter as applicable on ACD)


Is the additional staff authorized to sign contracts?
 FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No


Is the additional staff a contact for DSHS contracts?
 FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No
  



		ADDITIONAL STAFF NAME


     

		PHONE NUMBER (INCLUDE AREA CODE)


(     )      



		FAX NUMBER (INCLUDE AREA CODE)


(     )      

		ADDITIONAL STAFF EMAIL ADDRESS


     



		PAGER NUMBER (INCLUDE AREA CODE)


(     )      

		CELLULAR PHONE NUMBER (INCLUDE AREA CODE)


(     )      



		Section Six:  Contractor Certification
(DSHS staff enter on ACD Intake Detail as Intake Form Date)



		You must sign, date, and return this form.



		I certify, under penalty of perjury as provided by the laws of the State of Washington, that all of the foregoing statements are true and correct, and that I will notify DSHS of any changes in any statement.     



		SIGNATURE
DATE




     

		PRINTED NAME


     



		

		TITLE


     



		ATTACHED SUPPORTING DOCUMENTATION CHECKLIST


 FORMCHECKBOX 
  Copy of your W-9 - Request or Taxpayer Identification Number and Certification


 FORMCHECKBOX 
  Copy of statement showing non-profit 501(c) status (if applicable)


 FORMCHECKBOX 
  List of partners, members, directors, officers, and board members (not applicable to sole proprietors)


 FORMCHECKBOX 
  Copy of your Washington State Master Business License or proof of exemption

 FORMCHECKBOX 
  List of any contracts you have had with the state that have been terminated for default, including a brief explanation (if applicable) 


 FORMCHECKBOX 
  List of Additional Addresses (if applicable)


 FORMCHECKBOX 
  List of Additional Staff (if applicable)


 FORMCHECKBOX 
  Copy of your Certificate of Insurance (if applicable)
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Agency Contracts Database Version 4.2

Release Notes – July 2013

This document contains an overview of new features/functions of the Agency Contracts Database (ACD), included in Version 4.2, released July 24, 2013.

Revised Document Generation.  The document generator has been further revised to avoid hanging Word objects and to refine the way it checks in documents.  What this means for users is that there should be less problems with documents being stuck after Word has not closed properly on the user’s PC.

Preferred Primary Language field.  For those contracts where it is required that the Contractor’s preferred primary language be available, this field has been created.  For each contract code that is designated as requiring this field, the choice must be made before the contract can be Approved.  This field on the Contractor Detail screen enables DSHS to fulfill requirements under certain collective bargaining agreements, and have data available to be provided to training partners who must train certain providers in the provider’s preferred language.

Owner/Managing Employee/Board of Directors Tax ID and Date of Birth.  Federal rules that apply to many services now require that owners, managing employees and members of a Board of Directors must be checked against federal exclusions lists.  ADS headquarters contracts staff will performing those checks and for that purpose must have SSN and Date of Birth for ALL staff designated on the Contractor Staff screen as owners, managing employees or members of board of directors.  

There are new fields on the staff screen for such designations.  Business rules have been created so that DSHS programs for which these federal exclusion list checks apply can have CCS setup Contract Codes so that contracts cannot be approved before the staff data is complete.  Almost all Contract Codes for ALTSA HCS and RCS have been setup this way, as well as almost all codes for DDA.  Other programs that are not affected by these federal rules do not have to worry about these additional business rules in the ACD.

Contract Code and Taxonomy Configuration and Choices.  For programs where provider contracts will be paid through the ProviderOne system, a valid “Taxonomy” – a type of code describing the services to clients – will need to be chosen for that contract.  Most contract codes will have just one distinct Taxonomy, and the contracting process is unaffected.  However, many contract codes have the possibility of several choices of taxonomy – perhaps because of optional services, or different types of providers like registered and licensed practical nurses.  In those cases the contract worker must choose the appropriate taxonomy for that provider.  That choice is made on a revised section on Contract Detail Page One.  

Full instructions for this process are being released with this version.  Programs and contracts not included in the ProviderOne Phase Two project are not affected by this change.  CCS staff have the ability to configure specific contract codes for the connection to Taxonomies.  And conversely, unaffected programs will see no changes to their contract codes.

Contract codes may be assigned to multiple administrations.  To make the ACD coding structure work better with changes to DSHS organization structure, the Contract Code setup screen has been modified so that CCS staff can now configure contract codes for more than one Administration.  In the past, it was possible to configure codes for multiple Divisions, but all within one Administration.  Now that configuration is more flexible, allowing the configuration, for example, of ADS custom contract codes for ALTSA, DDA, and BHSIA, without the need for replicating duplicate contract codes.

Revised lookup table loading for contract/contractor/administration modules.  The methods the ACD uses to load lookup tables for things like Administration/Division names and acronyms, city names, and contract types and codes have been extensively updated.  After an initial load of each screen, users should see performance improvements in switching between Contractor and Contract screens, especially when using the “View Contract Detail” and “Contractor Detail” buttons.

Data modification audit capabilities have been expanded to more tables, giving ACD technical staff the ability to track and find changes made to contract and contractor data.
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[bookmark: _Toc362012405]Version 4.2 Release Overview

[bookmark: _Toc362012406]What changes have been made to the ACD in this release?

The following changes have been made in Version 4.2 of the ACD:

Revised Document Generation.  Improvements have been made to Word document handling and saving by the ACD document generator.

Preferred Primary Language field.  Staff can now designate a contractor’s preferred primary language, primarily to be used for Individual Providers.

Owner/Managing Employee/Board of Directors Tax ID and Date of Birth.  The addition of these fields for contractor staff makes it possible for DSHS programs to comply with federal rules regarding checking contractors against exclusion lists.

Contract Code and Taxonomy Configuration and Choices.  For interfacing with the ProviderOne system, a type of service description code called a Taxonomy can be chosen for contracts.

Contract codes may be assigned to multiple administrations.  Flexibility has been added to contract code configuration to adapt the ACD to current DSHS org structure.

Revised lookup table loading for contract/contractor/administration modules.  Performance improvements have been made to processes for loading lookup tables.

Data modification audit capabilities.  Tracking data changes has been expanded to additional tables.

This instruction set details the application user interface changes and processes for preferred primary language designation; contractor staff Tax ID and Date of Birth field edits; and Contract Code/Taxonomy selection.






[bookmark: _Toc362012407]Designate Preferred Primary Language

[bookmark: _User_Has_ACD][bookmark: _Toc362012408]Contractor Detail – Preferred Primary Language Field.

The Contractor Detail screen for Sole Proprietor contractors (people doing business and contracting in their own names, as individuals) has been modified to include a new drop-down field for Preferred Primary Language.  Contract workers will use this field to designate that language choice the provider has indicated on the Aging and Disability Services specific Contractor Intake Form.  The language choices in the drop-down field are from the official DSHS list, as provided and managed by the Information Systems Services Division (ISSD).

The field can be edited at any time, independent of contract status.  Completion of this field is required only for contractors whose contracts are built on a contract code configured to require primary language indication.  For the time being, those contracts are strictly limited to the ALTSA and DDA Individual Provider in home care and respite services contracts.

[bookmark: _Toc362012409]Initially Editing Contractor Detail Screen.

The Preferred Language field can be completed/selected when the contractor is first created in the ACD.  As shown in this screen shot, the field is directly below the First Name field:

[image: ]

If the contractor has provided this information, the correct value can be select from the drop-down just after entry of the middle name and/or suffix fields.  The “tab order” on the screen takes the user to this new field after completion of the name and suffix, and just before the Tax ID field.

ACD Drop-Down Box Tip:

If a selection is made in a drop-down box in the ACD by mistake, and no selection is preferred, leaving the field blank, use the Ctril-Del keystroke combination.



Once the rest of the Contractor Detail screen has been completed, adding contractor address and other information, as needed, save the new contractor record by clicking Save on the top menu:

 (
Save Button
)[image: ]

[bookmark: _Toc362012410]Edit Contractor Detail After Contract is Created.

If the preferred language field is not completed before attempting Approval of a contract that requires the field, the following error will be displayed when trying to Approve:

[image: ]

Use the “Contractor Detail” shortcut button in the lower left corner of the Contract screen to navigate back to the Contractor Detail screen:

 (
Shortcut to Contractor
)[image: ]



Once back to the Contractor Detail screen, click Edit on the top screen:

[image: ]

 (
Contract Button
)Select the Preferred Language, and click Save.  Then return to the Contract Detail screen to resume the Approval process.  Get back to the Contract screen by clicking on the Contract button in the bottom right of the Contractor Detail:

[image: ]

Once back to the Contract Detail screen, use either Quick Approve, or Approve on Page Two to process the Approval.  The requirements of completing the Preferred Language field are done.






[bookmark: _Toc362012411]Staff Tax ID and Date of Birth Fields

[bookmark: _Toc362012412]Contractor Staff Screen Fields – Sole Proprietor.

Some DSHS programs now require that owners, managing employees and members of a board of directors be checked against the federal exclusions lists (LEIE and EPLS, along with the SSA Death Master list).  For that purpose, completion of the Tax ID, percent of ownership, and date of birth fields is required for contract approval.  These fields are located on the contractor staff screen, and details for entering this new data are as follows:

[bookmark: _Toc362012413]Edit on Contractor Staff Screen.

Start your new contractor record just as you would any other new contractor in the ACD.  Then, once the contractor detail record has been saved, go to the Staff screen.  The button to get to Staff is in the bottom left area, in the “Sub Information Summary:”

 (
Staff Screen Button
)[image: X:\IT\Development\ACD Dot.Net Project\User Manuals\Images\ContractorDetail_SubInfoSummary.PNG]

If your contractor is a Sole Proprietor using an SSN as their tax ID, note that the Staff screen is pre-filled by the same information that was entered on the contractor detail screen.  The Name and SSN are copied into a staff record, and the title is automatically set to “Owner.”  The Date of Birth and Ownership Percent will be blank however, and need to be completed. 

Here is what the Staff screen will look like for a new Sole Proprietor:

[image: ]

· Click the [image: X:\IT\Development\ACD Dot.Net Project\User Manuals\Images\SubscreenEditButton.PNG] button to edit the screen and add the Date of Birth/Owner.



[image: ]

· Type in the Date of Birth, or use the drop-down date control (in this instance where the DOB is well in the past, it may be much faster to type in the date rather than cycling through years on the drop-down control).  

· Type in the simple two or three digit percent number, without the percent symbol.  

· Also, take advantage of this chance to edit the record, and select the address that this staff person is associated with.  In the example above, the sole proprietor only has one, default address.  The Default address type is selected, and then the address itself.  While this address element is not strictly required, it is helpful in rounding out the data on this contractor.  Finally, when done with editing:

· Click [image: X:\IT\Development\ACD Dot.Net Project\User Manuals\Images\SubscreenSaveButton.PNG] to save the changes to the staff record.



If your contractor is a Sole Proprietor using an EIN, the Name and SSN are copied into a staff record, and the title is automatically set to “Owner.”  However, the Tax ID field is NOT filled, because the requirement for the federal exclusions lists is that DSHS check by using the SSN.  The Date of Birth and Ownership Percent will also be blank, and need to be completed. 

· [image: X:\IT\Development\ACD Dot.Net Project\User Manuals\Images\SubscreenEditButton.PNG]  Edit the record as noted in the above example, and put in the 9-digit SSN, without dashes, and type in the Date of Birth and Ownership Percent.

· Click [image: X:\IT\Development\ACD Dot.Net Project\User Manuals\Images\SubscreenSaveButton.PNG] to save the changes to the staff record.



Staff Owner Designation:

The instructions above apply to Staff who are designated as “Owners” in the Staff Title field.  That is automatically done for the first person entered as the sole proprietor, and additional staff can be added as Owners.  Every Owner must have Date of Birth and Percent data, regardless of their connection to a contract.




[bookmark: _Toc362012414]Edit Staff Screen After Contract is Created.

If the Date of Birth, Tax ID and Ownership fields are not completed before attempting Approval of a contract that requires the field, the following error will be displayed when trying to Approve:

[image: ]

Use the “Contractor Detail” shortcut button in the lower left corner of the Contract screen to navigate back to the Contractor Detail screen:

 (
Shortcut to Contractor
)[image: ]



Once back to the Contractor Detail screen, go to the Staff screen following the instructions above.

Edit the correct Staff record, typing in the Date of Birth, Tax ID and Ownership Percent, and click Save.  Then return to the Contract Detail screen to resume the Approval process.  Get back to the Contract screen by clicking on the Contract button in the bottom right of the Contractor Detail:

 (
Contract Button
)[image: ]

Once back to the Contract Detail screen, use either Quick Approve, or Approve on Page Two to process the Approval.  The requirements of completing the Date of Birth and Tax ID fields are done.




[bookmark: _Toc362012415]Contractor Staff Screen Fields – Managing Employees/Board of Directors.

If the contractor has supplied information on staff that the contractor identifies as a Managing Employee, or as a member of a board, then those staff must have Tax ID and Date of Birth information input before a contract can be approved.  

[bookmark: _Toc362012416]Edit on Contractor Staff Screen.

To edit staff records for a particular contractor, search for that contractor, and from the Contractor Detail screen, go to the Staff screen.  The button to get to Staff is in the bottom left area, in the “Sub Information Summary:”

 (
Staff Screen Button
)[image: X:\IT\Development\ACD Dot.Net Project\User Manuals\Images\ContractorDetail_SubInfoSummary.PNG]

It is possible to have Managing Employees other than the Owner, for Sole Proprietors, and for other contractor types, especially Corporations, it is possible to have Managing Employees and members of a Board of Directors (BOD).  The Contractor will have supplied this information on the Contractor Intake Form.

For each such Staff person, their name and contact information must be input, along with the Date of Birth and Managing Employee/BOD indicator.

Here is what the Staff screen will look like with staff with that designation:

 (
Managing Employee/BOD Indicator
)[image: ]

Note that in the example above, there are two staff listed for this corporation, one as a Board Member, and one as a Managing Employee.  Both have the Tax ID and Date of Birth fields completed.  If there is a staff record that needs this information added, edit that record:

· Click the [image: X:\IT\Development\ACD Dot.Net Project\User Manuals\Images\SubscreenEditButton.PNG] button and add the Date of Birth and Tax ID.



[image: ]

· Type in the Date of Birth, or use the drop-down date control (in this instance where the DOB is well in the past, it may be much faster to type in the date rather than cycling through years on the drop-down control).  

· Type in the 9-digit Tax ID/SSN, without dashes.

· Use the drop-down selector to indicate Yes for Managing Employee/BOD.  

· Also, take advantage of this chance to edit the record, and select the address that this staff person is associated with.  In the example above, the sole proprietor only has one, default address.  The Default address type is selected, and then the address itself.  While this address element is not strictly required, it is helpful in rounding out the data on this contractor.  Finally, when done with editing:

· Click [image: X:\IT\Development\ACD Dot.Net Project\User Manuals\Images\SubscreenSaveButton.PNG] to save the changes to the staff record.



[bookmark: _Toc362012417]Edit Staff Screen After Contract is Created.

If the Date of Birth and Tax ID fields are not completed before attempting Approval of a contract that requires the field, the following error will be displayed when trying to Approve:

[image: ]

Use the “Contractor Detail” shortcut button in the lower left corner of the Contract screen to navigate back to the Contractor Detail screen:

 (
Shortcut to Contractor
)[image: ]



Once back to the Contractor Detail screen, go to the Staff screen following the instructions above.

 (
Contract Button
)Edit the correct Staff record, typing in the Date of Birth and Tax ID, and click Save.  Then return to the Contract Detail screen to resume the Approval process.  Get back to the Contract screen by clicking on the Contract button in the bottom right of the Contractor Detail:

[image: ]

Once back to the Contract Detail screen, use either Quick Approve, or Approve on Page Two to process the Approval.  The requirements of completing the Date of Birth and Tax ID fields are done.



Staff Managing Employee/BOD Designation:

The instructions above apply to Staff who are designated as “Managing Employee/BOD” on the Staff screen.  Every Managing Employee or Board Member must have Date of Birth and Percent data, regardless of their connection to a contract.






[bookmark: _Toc362012418]Designate Taxonomies for Contracts

[bookmark: _Toc362012419]Taxonomy Selection on Contract Detail Page One.

For those contracted services that will be paid through ProviderOne, contract codes have been configured with ProviderOne Taxonomies – codes that translate authorized services for that system.  Many contract codes will have a single Taxonomy that will be preselected by the ACD when the contract is created.  However, many codes will have the possibility of several Taxonomies, especially when there are optional subcodes for different statements of work.  In addition, some contracts may serve multiple programs/client populations, and different Taxonomy and program combinations must be chosen to indicate those programs.  For contracts with choices of Taxonomies, users must select a single combination of:

· Taxonomy; Administration; Subcode

[bookmark: _Toc362012420]For Contract Codes with NO Optional SOW Subcodes.

A new section has been added to the Contract Detail Page One screen, allowing the display and section of Taxonomies.  This section is “under” the Subcode section, and can be accessed by clicking the radio button selector, as shown here:

 (
Subcode/Taxonomy Radio Buttons
)[image: ]



The default view of this section is Subcodes, showing all the subcodes used for the contract code and those selected for the specific contract.  Shown next is the view with the Taxonomy section selected:

[image: ]

Note in this example the availability of several Taxonomy/Service classification choices.  Also note that the display shows the following elements in order:

· Taxonomy

· Service/Taxonomy Short Description

· Administration




For this example contract, one Taxonomy/Administration must be chosen by Editing the Contract Detail screen, then Saving the work.  The following screen segment shows the selection of one specific Taxonomy here:

[image: ]



[bookmark: _Toc362012421]For Contract Codes with Optional SOW Subcodes.

For those contract codes that have optional Statement of Work (SOW), the SOW choices must be made first, as those will drive the loading of appropriate Taxonomies.  Edit the Contract Detail screen and choose the needed SOW subcodes, shown here:

[image: ]

Then while still in Edit mode, click the “Select Taxonomy” button to view that screen segment.  The display shows the following elements in order:

· Taxonomy

· Service/Taxonomy Short Description

· Administration

· Subcode Short Description

[image: ]

Note again in this example the availability of Taxonomy choices for only the chosen subcodes.  The screen shot shows the choice/selection for each subcode of ONE distinct combination of: Taxonomy, Administration, Subcode.




[bookmark: _Toc362012422]Explanation of Taxonomy-Related Error Messages.

When a contract in Pending status is edited, then saved, the ACD will check to make sure the correct amount of choices have been made.  The rule once again is that ONE combination of the following must be selected:

· Taxonomy

· Administration

· Subcode (if any SOW subcodes exist for the contract)

If no Taxonomy is chosen for a particular combination, this message will display when Saving:

[image: ]

Note that the message describes which subcode is missing the choice.  Click OK and make a selection of an appropriate Taxonomy for that subcode.  Then click Save.

If too many Taxonomies are chosen, this message will display when Saving:

[image: ]

Note that the message describes which subcode has too many choices.  Click OK and de-select the appropriate Taxonomy for that subcode.  Then click Save.



ACD Helpdesk:

Please email the ACD helpdesk at eacdhelp@dshs.wa.gov if there is a problem.  Or call the Central Contracts staff assigned to your DSHS program.  The list of names and phone numbers is here:

http://one.dshs.wa.lcl/FS/OSS/CCS/Pages/Contact.aspx 
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