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Instructions for Louisiana Medicaid Ownership Disclosure Information
Entity/Business

This is a muitl-page form. Please review the instructions in their entirety before completing the form. Every fieid on
the Disclosure of Ownership Form must be completed, and every question must be answered. Fallure to complete the
form In its entirety will result In a refection.

Refer to the web sites listed on the previous pages for information regarding full disclosure of ownership, social security
number requirements, and the Louisiana Medicaid Assislance Program Integrity Law (MAPIL).

Note: Enter your Provider Name at the top of each page In the space provided.
SECTION | = DISCLOSING ENTITY/BUSINESS PRQVIDER INFORMATION

Louisiana Medicaid Provider Number — Enter your seven (7} digit Medicaid provider number, if known. If this application is for a new Medicaid
provider number, leave this field blank.

Taxpayer D Number — Enter the nine (9) digit Tax ID number for this provider.

National Provider Identifier (NPI) — Enler your ten (10) digit National Provider Identifier (NP1). This number can be obtained by going

to hitps://nppes.cms.hhs.qov

This enrollment packet is for a ~ Check the appropriate box from among New Enroliment, Updale to Current Enroliment, Re-Validation, Re-
Enrollment or Change of Ownership (CHOW). If CHOW, provide the date of the CHOW and the current Louisiana Medicaid Provider
number In the spaces provided.

Provider Type — Enter the Louisiana Medicaid Provider Type for this Entity/Business.

Primary Telephone Number(s) of Disclosing Entity/Business - Enler the area code and telephone number(s) at the street address of this

Entity/Business.

Doing Business As (DBA) Name - Enler the DBA Name in the space labeled Doing Business As (DBA) Name.” If a license is required, the
name entered must match the operating name on the Enlity/Business ficense.

Legal Name of Disclosing Entity/Business — Enter the legal name of the Entity/Business in the space labeled "Legal Name of Entity/Business.”

Primary Disclosing Entity/Business Street Address, City, State, Zip - Enter lhe physical business stteet addiess of ihe Entity/Business
requesling enroliment. Enter the city, state and zip code of the physical business street address.

Primary Disclosing Entity/Business Mailing Address/PD Box, City, State, Zip — Enter the mailing address o1 PO Box of the Entity/Business
requesting enroliment. Enter the city, state and zip code of the mailing address,

Additional Post Office Boxes Not Identitied Above - Enter any additional Post Office Boxes for the Enlity/Business that are stand-alone or not

associaled with any business location.

Disclosing Entity/Business Telephone Number to Request Medical Records — Enter the area code and telephone number(s) thal the
Entity/Business uses to answer requests for medical records.

Disclosing Entity/Business Primary Fax Number — Enler the area code and fax number(s) of this Entity/Business.

Email Address of Entity/Business contact person - Enter the emall address of the contact person who should receive official LDH notices.

Entity/Business Website — Enter the web address of the Entity/Business website if applicable.

A. Is there a Corporate Office location for the disclosing Entity/Business? Check the appropriate box.

DBA Name of Corporate Office — If the Entity/Business does have a corporate office location, enter the DBA Name of that office.
Corporate Office contact Information — Enter the street address, mailing address/PO Box, additional PO boxes, phone number, fax
number and email address for the corporate office.

B. Does the disclosing Entity/Business have any business locations in addition to the primary location listed above {i.e. satellite,
branch or reglonal locations) related to Louisiana healthcare services? Check the appropriate box, If yes, provide the number of
locations in the box to the left and complete the section{s) below. Lisis are not acceplable.

DBA Name of Additional Location — Enter the DBA name of the additiona! practice location,

Medicaid Provider # - Enler the Medicaid Provider number of the additional practice, if applicable.

Additional Location contact information — Enter the mailing address/PO Box, sireet address, additional PO boxes, phone number, fax
number and email address for the additional location office. Continue idenlifying additional locations and the contact information in the
spaces provided. If needed, please attach additional sheets if there are more than three additional locations.

C. Identify how this disclosing Entity/Business is registered with the Internal Revenue Service — Select only 1 of the categories.
Multiple seleclions may result in a rejection for clarification.

Privately owned or Non-profit Providers Only — |dentity the type of Entity/Business as it is registered with the Internal Revenue Service
(IRS). Check only one box from amoeng Sole Proprietorship, Parinership/Limited Liabilily Partnership, Corporation, Limited Liability
Corpaoration (LLC), of Non-profit. Answer any questions associated wilh the type of Entity/Business in the space(s) provided. Optional:
May add comments in the space provided. Continue to Section Il

OR

Louisiana Government Providers Only - Identify the type of Entity/Business i Louisiana government owned. Select only one from
among City and/or Parish, Department of Children and Family Services (DCFS}, Office of Behavioral Health (OBH), Office of Public Heatth
(OPH), Office of Aging and Adult Services {OAAS), Office for Citizens with Developmental Disabilities (OCDD), Villa, Other LDH agency,
Local Education Agency (LEA), Louisiana State University (LSU), or Other State-owned entity. Check the appropriate box and complete
the applicable fields.

D. Isthis disclosing Entity/Business publicly traded? A publicly iraded company is one which is traded on the open market, also called
publicly held or public company. Check the appropriate box.

E. Has this disclosing Entity/Business used or previously been known by any name other than the Legal name or the Doing
Business As (DBA) name documented in this application? Check the appropriate box. if yes, list ali names and Tax IDs in the spaces
provided. Attach additional pages if needed.

SECTION I} - ENTITY/BUSINESS CRIMINAL CONVICTION DISCLOSURE AND ADDITIONAL INFORMATION

A.  Has this Entity/Business (since its existence) AND any entity/business affillated with the same Tax ID number AND any past or
currant owners, agents, managing employees or persons with a controliing interest have had or currently have any invoivement
or participation with (since the Inception of those programs) as follows: Check the appropriate yes or no box for each statement.
Every tem needs o have either a yos or no check. Do not leave any blanks. If yes for any question, 1} provide a writlen statement including
the details on all occurrences and 2) attach all official legal documents, including any reinstatements.

SECTION il ~ ENROLLMENT IN HEALTHCARE PROGRANS

I3 the disclosing Entity/Business and the disclosing Entity/Business Tax [D listed in Section | currently enrolled in a Federal/State
Funded healthcare program? Check the appropriate box. If yes, identify the applicable plan(s) [Louisiana Medicaid, Medicare Part A,
Medicare Part B, Medicare Panl C, Medicare Part O {for pharmacies only), CHAMPUS, and/or Other Government Funded Program). In each
instance, provide the Doing Business As (DBA) Name, the Tax ID number, the Plan Numbers for Enroliments, and the localion (state) of
Enrolimenis. Attach additional sheets as needed.

>
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SECTION IV — PREPARER INFORMATION = INDIVIDUAL COMPLETING DISCLOSURE OF OWNERSHIP IKFORMATION

List the full name (including maiden name and hyphenated last name if applicable), social security number, dale of birth, and job litle. Check one
box to identify whether the person completing the form is staff, owner, third party/independent agent, or other. If you check other, please specify
by writing the relationship in the space provided. List the Entity/Business address, Entity/Business telephone number, and the Entity/Business
email address of the person completing this form. Finally, enter any additional Entity/Business telephone number(s) and Entity/Business email

address(es).

SECTION V — QWKERSHIP INFORMATION

Medicaid requires that an Entity/Business fully disclose ALL persons and entities that have an ownership interest (either separately or in
combination) of §% or more of this Entity/Business. A separate form, Section V(b), is required for each owner, therefore, please make the
necessary copies as a list of pwners will not be accepled. incomplete applications will be rejected.

When reporting a name, use the individual's FULL LEGAL NAME, i.e. John R. Smith, not J.R. Smith or Johnny Smith, or Jenny Rae Jones-Smith,
not J.R. Jones-Smith or Jenny Jones-Smith.

Owners are individuals and/or organizalions having direct, indirect, or controlling ownership interesl in this disclosing Entity/Business.
® Direct ownership Is defined as the possession of stock, equity in capilal, or any interest in the profils of this disclosing Enlity/Business.

® |ndirect ownership is defined as an ownership inlerest in an Entity/Business that has direct or indirect ownership in this disclosing
Enlity/Business.

® Controlling interest is defined as having oparational direction of managemani or the ability and authorization:
o Toamend or change the corporale identity.
o To nominale or name members of the board, directors, or trustees
o Toamend or change the bylaws, constitution, or other operating or management direction
o To control the sale of any or all of the assels or property upon dissolution of the Entity/Business.
o To dissolve or transfer this disckosing Enlity/Business to new ownarship or control.
o Etcetera.

Owners may also be individuals associaled with the Entity/Business:
¢ Whose personal assels are used to satislty the Entity/Business creditors.
Who join 1ogether to carry on an Entity/Business and expect to share in the profits and losses of the Entity/Business.
Who report their share of profits and losses of the Entity/Business on their own personal tax returns.
Who own corporate stock.
Who are policy makers.
Who have velo powers.

Who have voling power.
Who have any other responsibilities similar to the ones described above.

Ownership might be implied by titles like the following:
® Founder
® |ncorporator
® Member
® Owner
& Shareholder

These lists are not all-inclusive, and other titles that imply or assume similar powers or responsibilities may apply.

SECTION V(a) - INFORMATION ON ALL OWNERS
NEW FORMAT! Please read these directions in detail.

A. Individuals & Entities/Businesses with Direct Ownership -List all individual owners or enfilies/businesses thal have any direcl
stake/shareholding/ownership/ or controlling interest of 5% or greater in the disclosing Entity/Business. Add additional pages il needed.
NOTE: Section V(b) must be completed for each individual listed. kem B and Section V{c) must be completed for each
entity/business listed.

B. Individuals and Entities/Businesses with an Indirect Ownership Stake of 5% or more in the disclosing Entity/Business —
First column: List all Entity/Business/Organizations identified in item A that have direct ownership in the disclosing Entity/Business in the
first column. The disclosing Enlity/Business cannot list itself as an owner.
Second column: Name all owners of the entity/business ilsted in the first column.
Third eolumn: Indicate the percent of ownarship each owner has in the entity/business in the first column.
Fourth column: Indicate the percent owneiship each owner has in the disclosing Entity/Business. This percent of indirect ownership in the
disclosing Entity/Business is determined by muRtiplying ihe percentages of ownership in e

ach entity. For example, if individual A owns 10% percent of the stock in a corperation which owns 80% of the stock in the disclosing entily,
A's interest equates to an 8% indirect ownership interest in the disciosing entity and must be reported. Conversely, if individual B owns 80%
of the stock of a corporation which owns 5% of the stock of the disclosing entily, B's interest equates 1o a 4% indirect ownership interest in
the disclosing entity and need no! be reported.
Add additional pages i needed.

NOTE: Section V(c) must be completed for each Entity/Business listed and Section V(b} must be completed for each
individual listed.
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SECTION V(b) ~ INFORMATION ON INDIVIDUAL OWNER

An entire Section V{b) (consisting of two pages) must be completed for ¢ach and every individual owner named in Section V(a), whether the
individual owns a direct or indirect stake in the disclosing Entity/Business. A list of all owners will not be accepted. Make a copy of the blank
form for each owner yo rt befor fill it out first L0 For example, if you have five owners, you need lo submit five completed
Section V(b) forms.

Individual Owner Information — Enler the First Name, Middie Name, Maiden Name, Last Name and Hyphenated Last Name (if applicable)
in the spaces provided. Enter the Tille/Job Position within this Entily/Business, the percentage of ownership of the Entity/Business, the
Soclal Secwity Number (required), date of birth, current mailing address and physical address, telephone number and email address of the
owner in the spaces provided.

Has the owner named above ever used or been known by any other name including married, maiden, hyphenated, or alias? — Read
the question carefully and check the appropriate box. If yes, enter the name(s) In the spaces provided. Attach additional pages if needed.

1s this owner a U.S. citizen? Check the appropriale box. if no, provide the Alien Verification number.

Does this owner reside outside the State of Louisiana? — Check the appropriate box. if yes, has this owner been issued any Medicaid or
Medicare provider numbers by the domicile state? Check the appropriate box. If yes, enter the Domicile Stale name, the Medicaid Pravider
Number, and the Medicare Provider Number in the spaces provided. Attach additional pages if needed.

Is this owner related to any other individual owners, agents, managing employees, or subcontractor business owners associated
with the disclosing Entity/Business? Check the appropriate box. If yes, list all individuals and how they are ielated (e.g. spouse, parent,
chiid, sibling) in the spaces provided. Attach additional pages i needed.

Does the individual owner have a business transaction with any subconiractor(s) for services amounting to $25,000 or more?
Check the appropriate box. If yes, provide the Subcontractor Business Name, Owner, Address and Phone Number for each subcontractor.
Does the individual owner have direct or indirect ownership or controlling interest of 5% or greater in any other Entity/Business
participating in a Federal/State funded healthcare program? Check the appropriate box. If yes, identify the applicable plan(s) [Louisiana
Medicaid, Medicare Part A, Medicare Part B, Medicare Part C, Medicare Part D (for pharmacies only), CHAMPUS, and/or Other
Government Funded Program]. In each instance, provide the Doing Business As (DBA) Name, the Tax ID number, the Plan Numbers for
Enroliments, and the location (state) of Enroliments. Attach additional sheets as needed.

Has the individual owner named above (ever) - Read the questions carefully and check the appropriate yes or no boxes. Every item
needs la have either a yes or no check. Do not leave any blanks. If yes to any question, 1) provide a writlen statement providing the details
on all eccurrences and 2} attach all official legal documents regarding the occumence, including any reinstalements.

SECTION V(C) = INFORMATION ON THE ENTITY/BUSINESS OWNER OF DISCLOSING ENTITY/BUSINESS

Entity/Business Owner Information — Enter the Entity/Business Name, the DBA Name, the Tax ID Number, ihe current street address of
the primary Jocation, the mailing address, any additional Post Office Boxes nol previously identified, telephone number, fax number, email
address of the contact person and website of the Entity/Business in the spaces provided.

Are there any business locations in addition to the location listed above? Check the appropriate box. i yes, provide the number of
localions in the box to the left and complete the section(s) betow for each additional location. Enter the DBA Name of the additional localion,
the Tax ID Number, the current street address of the additional location, the mailing address, any additional Post Office Boxes not previously
identified, telephone number, fax number, email address of the contact person and website of the Enlity/Business in the spaces provided.
Atlach additional pages if needed.

Has the Entity/Business owner used or previously been known by any name other than the legal name or the Doing Business As
(DBA) name? Check the appropriate box. If yes, list all names and Tax IDs below. Attach additional pages if needed.

Does the Entity/Business owner have a business transaction with any subcontractor(s) tor services amounting to 525,000 or
more? Check the appropriate box. If yes, provide the Subcontractor Business Name, Owner, Address and Phone Number for each
subcontractor.

Is this Entity/Business and Tax 1D listed in the Section | currently enrolled in a Federal/State funded heslthcare program? if yes,
provide the Doing Business As (DBA) Name, the Tax ID number, the Plan Numbers for Enroliments, and the location (state) of Enroliments.
Has this Entity/Business (since its existence) AND any Entity/Business affiliated with the same Tax ID number AND any past or
current owners, agents, managing employees or persons with a controlling interest have had or currently have any involvement or
participation with, since the inception of those programs, as follows: Check the appropriate yes or no box for each statement, Every
ftem needs to have either a yes or no check. Do nol leave any blanks. If yss for any question, provide a written statement including the
details on all occurrences. Attach all official legal documents, including any reinstatemenis.

SECTION VI = INFORMATION ON EACH INDIVIDUAL OR AGENT WHO IS PART OF MANAGEMENT
Under Federal Regulations, a provider must disclose to the Medicaid agency, prior to enrolling, the name and address of each person who is a
managing employea of the provider (General Manager, Business Manager, Administiator or other individual who exercises operational or
managetial control of conducts day to day operations of the agency) as well as ihe name and address of any person who is an agent of the

provider, which is any person with autharity 1o obligate or act on behall of the disclosing entity. See Federal Regulalions 42 CFR §
455.106(a)(1)(2) at htip: 2 .gpo.gov/n 1/42¢cfr455_01.html.

A separate VI(b) form Is required for each agent or managing employee, therefore, please make the necessary coples as a list of all managing
employees and/or agent names will not be accepted. Incomplete applications will be rejected.

When reporting a name, use the individual's FULL LEGAL NAME, i.e. John A. Smith, not J.R. Smith or Johnny Smith; or Jenny Rae Jones-Smith,
nol J.R. Jones-Smith or Jenny Jones-Smith.

Managing employee is defined as a general manger, business manager, adminisirator, director, or other individual who exercises operational of
manager contro| aver, or who directly or indirectly conducts the day-to-day operations of an institulion, organization or agency.

Agent is defined as any person who has been delegated the authority to obligale or act on behalf of a provider.

Members of management, or agenis, may hold job titles similar lo the ones shown below:

Administrator ®  Chiel Financial OHficer (CFO)
® Board of directors ®  Chief Operating Officer (COO)
® Board of trustees ®  Director
® Chairman or chairperson L Managing employeefagent
®  Chief Business Officer (CBO) . Officer
®  Chief Executive Officer (CEO) s Twustee
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Members of management, or agenis, are non-owners who are part of a chain of command within a company and may perform tasks similar lo the ones shown below:
®  Analyze performance
Develop directional policy
Direct and control management activities
Manage risk
Oversee operations
Participate in the election and/oi removal of officers and employees
Supervise

These lists are not all-inclusive, and other titles that imply or assume similar powers or responsibilities may apply.
SEGTION Vi(a) = INFORMATION ON ALL MANAGING EMPLOYEES/AGENTS

In the first table, enler the names of each agent, member or officer who is a part ol management tor lhe disclosing Entity/Business. In the secand table, enter the names of
each managing employee for the disclosing Entity/Business. Select the appropriate box to indicate if the individual is also an owner. If so, list their percentage of ownership.

Add addilional pages it needed.
NOTE: Section VI(b) must be completed for each individual listed unless individual has already been reported in Section V.

SECTION VI(b) — INFORMATION ON EACH INDIVIDUAL OR AGENT WHO IS PART OF MANAGEMENT

Make a photocopy of Section VI{b) for each managing employee/agent you report.

A AGENT- or - MANAGING EMPLOYEE - Check a box lo specify whether the person is a Managing employee or an Agent. Enter the managing employee/agent's
First Name, Middle Name, Maiden Name, Last Name, and Hyphenated Last Name (if applicable), Tille/ Job Position, Social Security Number, Date of Birth, current
mailing address, current physical address, telephone number and email address in the spaces provided.

B. Has the agent or managing employee named above ever used or been known by any other name including married, maiden, hyphenated, or alias? -
Check the appropriate box. if yes, enter the name(s) in the spaces provided. Allach additional pages if needed.

c. Is this agent or managing employee a U.S. citizen? Check (he appropriate box. If no, provide Alien Verification number.

D. Is this agent or managing employee related to any other individual owners, agents, managing employees, or subcontractor busi owners lated
with this Entity/Business? Check the appropriate box. If yes, list all individuals and how they are relaled in the spaces provided. Attach additionat pages if
needsd.

E. Has the agent or managing employee named abave (ever) — Read the questions carefully and check the appropriate yes or no boxes. Every tem needs to have

eilher a yes or no check. Do not leave any blanks. If yes to any question, 1) provide a written statement providing the details on all occurrences and 2) atach all
official legal documents regarding the occurrence, including any reinstatements.

F. Does this agent or managing employee have ownership or controlling Interest in any other Entity/Business participaling in a Federal/Stale Funded
healthcare program? Check the appropriate box. If yes, ideniify the applicable plan(s) [Louisiana Medicaid, Medicare Parl A, Medicare Part B, Medicare Part C,
Medicare Part D (for pharmacies only), CHAMPUS, and/or Other Government Funded Program). In each instance, provide the Doing Business As (DBA) Name, the
Tax ID number, the Plan Numbers for Enroliments, and the location (state) of Enrolments. Attach additional sheets as needed.

SECTIOR VIl = AUTHORIZED REPRESENTATIVES

List the individuals who are authorized 1o sign into Jegal, binding documents on behalf of this provider, such as direcl deposit forms and/or changes to the disclosute of
ownership forms. Every person lisled here must be either an owner or a managing employee as disclosed in the Disclosure of Ownership forms. Check one box for each
person to indicate whelher the individual Is an owner, a managing employee, of other (specify the title in the space provided).

Printed Name of Authorized Represeniative — print the name of the authorized representative who can enter Into a binding agreement with Louisiana Medicaid.
Tie/Position of Authorized Representative — indicate the Authorized Representative's relalionship to the enlity or business (e.g., owner, administrator, agent,
managing employese, billing manager, elc.).

Signature of Authorized Representative — the authorized represeniative must sign the form. Signatures must be original and in biue ink (slamped signatures and
Inilials are not accepted). Only an authorized representative may sign this form. This authorized representative must be someone designated to enter into a Jegal and
binding coniract with Louisiana Medicaid. This person must be someone cuirently listed on the Disclosure of Ownership as either an owner or manager, Any other
signature will be grounds for rejecting this form.

Date of Signature - enter the dale this agreemenl was signed.

Carefully review all sections of the Disclosure of Ownership. Requires original signalure of the authorized representaiive (no stamps or inftials) and the date.
Please sign in colored ink {not black).

Entity/Business Medicaid Ownership Disclostre Instructions Page 4



Revised 03/2018

Reference Material for Louisiana Medicaid Ownership Disclosure Information
For an Entity/Business

Louisiana Medicaid follows the regulations as outlined in The Code of Federal Regulations (CFR).

The information being requested on this Louisiana Medicaid Disclosure of Ownership form can be found in Title 42
(Public Health), Part 455 (Program Integrity: Medicaid), Subpart B (Disclosure of Information by Providers) in the CFR at
the following web address: http://url.ie/ywri

MAPIL Louisiana R.S., Title 46:437.1-14. hitp://url.iefyw45
Louisiana Register, Vol. 29, No. 4, April 20, 2003: http://url.ie/yw46
Louisiana Update January/February 2009: http:/furl.ie/yw47

Notice Regarding Disclosure of Social Security Numbers

Louisiana Medicaid policy, including Louisiana’s Medical Assistance Programs Integrity Law (MAPIL Louisiana R.S., Title
46, Chapter 3, Part V1-A) and Administrative Rules, (Louisiana Register, Vol. 29, No. 4, April 20, 2003), as well as
Louisiana Provider Update January/February 2009 (available at www.lamedicaid.com) requires potential Medicaid
providers, including Officers, Trustees, Partners and Boards of Directors, furnish social security numbers. (Links are
available below.) A Social Security number is also required for any person listed on the Disclosure of Ownership Form.

Please refer to the following web sites, if clarification is needed:

42 USC 1320 a — 3: http:/ftinyurl.com/ne58pwb

Social Security Act 1128 a: htip://tinyurl.com/3Inj2z9
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CONFIDENTIAL

Provider Name: DentaQuest USA Insurance Company, Inc.

LOUISIANA MEDICAID OWNERSHIP DISCLOSURE INFORMATION — ENTITY/BUSINESS

Must be completed in its entirety. Refer to Instructions found at www.lamedicaid.com

SECTION | - DISCLOSING ENTITY/BUSINESS PROVIDER INFORMATION

Louisiana Medicaid Provider Number
N| A

(Leave blank if applying for new number)

Taxpayer ID Number

National Provider Identifier (NPI) N A

This enroflment packet is for a
[®) New Enroliment [ Update to Current Enroliment D change of Ownership (CHOW) _ e
D Re-Validation D Re-Enroliment Date of CHOW Current Medicaid Provides Number
Provider Type: 2 emlis Primary Telephone Number of Disclosing Entity/Business
¢ Dental benefits administrator (617) 886-1000
Doing Business As (OBA) Name Legal Name of Disclosing Entity/Business
DentaQuest DentaQuest USA Insurance Company, Inc.
Primary Disclosing Entity/Business Street Address City State Zip
465 Medford Street BOStO n MA 02129
Primary Disclosing Entily/Business Mailing Address/PO Box City State Zip
465 Medford Street Boston Mal 02129
Additional Post Office Boxes Not Identlified Above City State Zip

Disclosing Enlﬂy/Business Telephone number to request medical records Disclosing Entity/Business Primary Fax Number
(800) 684-5505 (£62) 834-3589

Email Address of Entity/Business contact person Entity/Business Website (if applicable)
http://dentagquest.com/

A. [ Yes W] No Isthere a Corporate Office location separate from the primary location of the disclosing
Entity/Business?
If yes, complete the section below.

DBA Name of Corporate Office

Corporate Office Street Address City State Zip
Corporate Office Mailing Address/PO Box City State Zip
Additional Post Dffice Boxes Not Identified Above City State Zip
Corporate Office Phone Number Corporate Office Fax Number

( ) - ( ) -

Corporate Office Email address

Entity/Business Medicaid Ownership Disclosure Form Page 1




DentaQuest USA Insurance Company, Inc.

Provider Name:

*Make a photocopy of this page if more space is needed to list additional locations*

B. [ Yes [] No

Does the disclosing Entity/Business have any business locations in addition to the

primary location listed above (i.e. satellite, branch or regional locations) related to
Louisiana healthcare services? Lists are not acceptable.

1 each additional location:

it yes, provide the number of locations in the box to the left and complete the section(s) below for

DBA Name of Additional Location

DentaQuest

Medicaid Provider #, it applicable

N/A

/_\ddilional Location Street Address City ‘Slate Zip
8550 United Plaza Bivd, Suite 702|Baton Rouge LA| 70809
 Additional Location Mallmg Address/PO Box City_ State Zip o
Additional Post Office Boxes Not Identified Above City Stale 2ip
ZIYNRE-:] gy craic: N
(Z25Y 66371880 ( 3589
Additional Location Email address
DBA Name of Additional Location Medicaid Provider #
Additional Location Street Address City State Zip -
Additional Location Mailing Address/PO Box Cﬁy o ‘State Zip
Additional Post Office Boxes Not Identified Above City State 2Zip
_Addil_ional Location Phone Flumbe; _ Additional Location Fax Number
( ) g { ) -
Additional Location Email address - )
DBA Name of Additional Location Medicaid Provider ¥
Additional Location Street Address = 1 City State Zip
 Additional Location Mailing Address/PO Box City State Zip
_A_dditional Post Office Boxes Not Iden_(ified_Above T City o | state Zip

Addilional Location Phone Number

( )

Addilioral Localion Fax Number

( ) -

. Addilional- Locélion Email address

Entity/Business Medicaid Ownership Disclosure Form
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Provider Name: DentaQuest USA Insurance Company, Inc.

*Make a photocopy of this page if more space is needed lo respond to item E below*

C. ldentify how this disclosing Entity/Business is registered with the internal Revenue Service
Select only one (1) — multiple selections may result in a rejection for clarification

Privately Owned or Non-profit Providers Only
[ Sole Proprletorship
{J Pannership/Limited Liabllity Partnership: How many members are identified wilh this partnership?
@ Corporation: Revenue greater than or equal to $5M annually X Revenue less than $5M annually
In the {current) Articles of Incorporation: How many stakeholders/individual owners are identified? 0
How many Board of Direclor members are identified? 5
How many officers are identified? _3___

(1 Limited Liabllity Corporation (LLC)
In the (current) Articles of Organization: How many members are idenlified?

How many managing employees are idenlified?

3 Non-profit: How many members are appointed to the governing board? {Must attach IRS verification showing the non-profit status)

Comments:

Louisiana Government Providers Only
[ CITY and/or PARISH
O pcFs

0O LDH
[JosH O opPH
(Joaas []0OcCDD
O villa [ other

[0 LEA (Local Education Agency)

O Lsu
Hospital -

(1] Other State-owned entity:

D. [ Yes No Is this disclosing Entity/Business publicly traded? See instructions.

E. W Yes [] No Has this disclosing Entity/Business used or previously been known by any name other than
the Legal name or the Doing Business As (DBA) name documented in this application?

If yes, list all names and Tax |Ds below. Attach additional pages il needed.

Name Doral Dental USA Insurance Company, Inc. Tax1D20-2970185
Name Tax D

Name Tax ID )
Name Tax ID

Name Tax 1D

Entity/Business Medicaid Ownership Disclosure Form Page 3




_ DentaQuest USA Insurance Company, Inc.
Provider Name:

SECTION [l - DISCLOSING ENTITY/BUSINESS CRIMINAL CONVICTION DISCLOSURE

AND ADDITIONAL INFORMATION

Check the appropriate yes or no box regarding the questions below,
Every item needs to have either a yes or no check.
Do not leave any blanks.
A. Has this Entity/Business (since its existence) — AND ~

Any Entity/Business affiliated with the same Tax ID number — AND -

Any past or current owners, agents, managing employees or persons with a controlling interest have had or
currently have any involvement or participation with (since the inception of those programs}) as follows:

Been convicted of a criminal offense in any program under Medicare, Medicaid, any Titled

1 Yes [ No services in the Louisiana Medical Assistance Program.
Has any disciplinary action been taken against any healthcare license or certification held in any
[J Yes @ No State or U.S. Territory, including disciplinary action, nolo contendere, probation, board consent

order, suspension, revocation, voluntary surrender of a license or certification?

Been denied enrollment, suspended or terminated from participation, excluded or voluntarily
[ Yes @ No withdrawn to avoid disciplinary action from Medicare, Medicaid or other healthcare program(s)
in any State or U.S. Territory?

Currently have a negative balance or currentl_y owes money to any State or Federal Funded

0] Yes [ No program, including Medicaid and Medicare?

(] Yes @ No Been the subject of an investigation under MAPIL (Louisiana's Medical Assistance Program
- Integrity Law) or by any law enforcement, regulatory, or State agency at any time.

@ Yes [J No Currently have any open or pending healthcare court cases? ***

[] Yes @ No Been denied malpractice insurance?

] Yes (W] No Has or had a felony conviction(s) of any type?

IF YES IS ANSWERED TO ANY QUESTION LISTED ABOVE:
1. PROVIDE A WRITTEN STATEMENT PROVIDING THE DETAILS ON ALL OCCURRENCES.

2. ATTACHALL OFFICIAL LEGAL DOCUMENTS REGARDING THE OCCURRENCE, INCLUDING ANY
REINSTATEMENTS.

“*Please see responses to sections 2,15.4.1.1.9 and 2.15.4.3.5 for all open litigation matters regarding
the Proposer and its reported affiliates.

Entity/Business Medicaid Ownership Disclosure Form Page 4



DentaQuest USA Insurance Company, Inc.
Provider Name: pany CONFIDENTIAL

*Make a photocopy of this page if more space is needed to respond to item A below*

SECTION Ill - ENROLLMENT IN HEALTHCARE PROGRAMS

A. [] Yes [l No Is the disclosing Entity/Business and the disclosing Entity/Business Tax ID listed in
Section | currently enrolled in a Federal/State Funded healthcare program?
If yes, provide the details in the fields below.

Plan Numbers for Enroliments

Plan Doing Business As (DBA) Name Tax ID
State ID#

SECTION IV - PREPARER INFORMATION — INDIVIDUAL COMPLETING THE DISCLOSURE OF OWNERSHIP

First Name Middle Name Maiden Name Last Name - Hyphenated Last Name (if applicable)
Social Security Number Date of Birth Job Title
Director Strategic Business Communications

The person completing this form is (please check one):

[ Staff [] Owner [] Third Party/Independent Agent [] Other (explain)

Entity/Business Address Entity/Business City Business State Business Zip
465 Medford Street Boston MA 02129
Entity/Business Telephone Number Entity/Business Email Address

Additional Entity/Business Telephone Number(s) Additional Entity/Business Email Address(es)

Entity/Business Medicaid Ownership Disclosure Form Page 5



. _ DentaQuest USA Insurance Company, Inc.
Provider Name:

NEW FORMAT! PLEASE REFER TO THE INSTRUCTIONS FOR DETAILED EXPLANTIONS!
*Make a photocopy of this page if more space is needed to list owners in items A and B*

SECTION V(a) - INFORMATION ON ALL OWNERS

A, individuals & Entities/Businesses with Direct Ownership
List all individual owners or entities/businesses that have any direct stake/shareholding/ownership/or controlling interest of 5% or
greater in the disclosing Entity/Business.
Fill out Section V(b) for each Individual. Fill out both item B and Section V{c) for each Entity/Business listed below.
Individuals or Entities/Businesses with ownership % of ownership
1. DentaQuest, LLC 100%
2.
3
4
5.
6
7
8
9
10.
B. Individuals and Entities/Businesses with an Indirect Ownership Stake of 5% or more in the disclosing
Entity/Business
List all Entity/Business/Organizations identified in item A that have direct ownership in the disclosing Entity/Business. Identify the
owners of that Entity/Business and their % of ownership below.* The disclosing Entity/Business cannot be listed as an owner.
Filt out Section V(b) for each Individual and Section V(c) for each Entity/Business listed below.
s ey oo™ | Ownersof e Entty Business denifed | goroirerieln [ % Lenrershin
interest listed in item A on the left. identified on the left | Entity/Business
1. DentaQuest, LLC _% DentaQuest Group. Inc. 100% 0%
c.
d.
2. DentaQuest Group, : Catalyst Institute. Inc. | I 100% 0%
Inc. =
d.
3. Catalyst Institute, Inc. S N/A - Ultimate parent company NA NA
C.
d.
4, a.
b.
c.
d.
5. a.
b.
C.
d.

*The amount of indirect ownership interest is determined by mulliplying the percentages of ownership in each enlity. For exampls, if individual A owns 10% percent of the
slock in a corporation which owns 80% of the stock in the disclosing entity, A’s interest equates to an 8% indirect ownership interest in the disclosing entity and musi be
reported. Conversely, if individual B owns 80% of the stock of a corporation which owns 5% of the stock of the disclosing entity, B's inleres! equates to a 4% indirect
ownership interest in the disclosing entity and need not be reporied.

Entity/Business Medicaid Ownearship Disclosure Form Page 6




Provider Name: DentaQuest USA Insurance Company, Inc.

*Make a photocopy and complete Section V(b) for each individual owner named in Section V(a)*

SECTION V(b) - INFORMATION ON INDIVIDUAL OWNER

A. INDIVIDUAL OWNER INFORMATION

First Name Middle Name Maiden Name Last Name Hyphenated Lasi Name (f applicable)
Tille/Job Position within the disclosing Entity/Business % ownership Soclal Security Number {required) Dale of Birth
- - / /

Heallhcare NPI {if applicable)

Stree! Address City State Zip Code
Mailing Address/PO Box City Stale Zip Code
Telephone Number Email address

B.[] Yes [] No Has the owner named above ever used or been known by any other name including married,
maiden, hyphenated, or alias?

If yes, enter name(s) below. Attach additional pages if needed.
First Name Middle Name Maiden Name Last Name Hyphenated Last Name (f appicable)

First Name Middle Name Maiden Name Last Name Hyphenated Last Name (if appicable)

C.[J Yes [J No Is this owner a U.S. citizen? If no, provide Alien Verification

D.[J Yes [] No Does this owner reside outside the State of Louisiana?

[JYes [INo Ifyes, has this owner been issued any Medicaid or Medicare provider numbers by the domicile state?
If yes, please provide the Domicile State name and Provider Numbers.

Domigile State: Medicaid Provider Number: Medicare Provider Number:
Domicile State: Medicaid Provider Number: Medicare Provider Number:
E. [] Yes [] No Is this owner related to any other individual owners, agents, managing employees, or
subcontractor business owners associated with the disclosing Entity/Business?
If yes, list all individuals and how they are related below. Attach additional pages if needed.
First Name Middle Name Maiden Name Last Name - Hyphenated Last Name g
appiicable)
[ owner [J Agent [ Managing Er_nployee EI Subcontractor Relationship: T N Jab Title: -
First Name Middle Name Maiden Name Last Name - Hyphenated Last Name ¢
applicable)
{J Owner O Agent_ a Manag?ng Employee [] Subcontractor _Re_lationship: Job Title: o =
First Name Middle Name Maiden Name Last Name - Hyphenated Last Name @
applicable)
[ owner [ Agent [] Managing EmpTo_yee lj_Subconlractor Relationship: T Job Title:
First Name Middie Name Maiden Name Last Name - Hyphenated Last Name ¢f
applicable)
[ owner [ Agent [J Manﬁ\g Employee (] Subcontractor A _Helationsﬂip: - Job Title: N N

Entity/Business Medicaid Ownership Disclosure Form Page 7



Provider Name: DentaQuest USA Insurance Company, Inc.
*Make a photocopy of this page if more space is needed to respond to items F and G below*

SECTION V(b) — INFORMATION ON INDIVIDUAL OWNER (continued)

Name of Individual Owner:

F.[J Yes [] No Does the individual owner have a business transaction with any subcontractor(s) for
services amounting to $25,000 or more?
If yes, complete the section below for each subcontractor.

Subcontractor Business Name Subconliractor Business Owner Name

Subcontractor Address City State Zip Code
Telephone Number Email address

Subcontractor Business Name Subcontracior Business Owner Name

Subcontractor Address City State Zip Code
Telephone Number Email address

Subcontractor Business Name Subcontractor Business Owner Name

Subcontractor Address City I State | Zip Code
Telephone Number Email address

Subcontractor Business Name Subcontracior Business Owner Name

Subcontractor Address City l State | Zip Code
Telephone Number Email address

G. [ Yes [] No Does the individual owner have direct or indirect ownership or controlling interest of 5% or
greater in any other Entity/Business that participates in a Federal/State Funded healthcare

program?
If yes, complete the section below.

Plan Numbers for Enroliments
State ID#

Plan Doing Business As (DBA) Name Tax ID

Entity/Business Medicaid Ownership Disclosure Form Page 8



Provider Name: DentaQuest USA insurance Company, Inc.

SECTION V(b) - INFORMATION ON INDIVIDUAL OWNER (continued)

Name of Individual Owner:

Check the appropriate yes or no box regarding the questions below.
Every item needs to have either a yes or no check.
Do not leave any blanks.

H. Has the individual owner named above (ever):

0] Yes [J No Been convicted of a criminal offense in any program under Medicare, Medicaid, any Titled
services in the Louisiana Medical Assistance Program.

Has any disciplinary action been taken against any healthcare license or certification held in any
1 Yes [J No State or U.S. Territory, including disciplinary action, nolo contendere, probation, board consent
order, suspension, revocation, voluntary surrender of a license or certification?

Been denied enroliment, suspended or terminated from participation, excluded or voluntarily

[] Yes [J No withdrawn to avoid disciplinary action from Medicare, Medicaid or other healthcare program(s)
in any State or U.S, Territory?
[] Yes [J No Currently have a negative balance or currently owes money to any State or Federal Funded

program, including Medicaid and Medicare?

Been the subject of an investigation under MAPIL (Louisiana's Medical Assistance Program

O Yes [J No Integrity Law) or by any law enforcement, regulatory, or State agency at any time.
(] Yes [J No Currently have any open or pending healthcare court cases?

[J Yes [] No Been denied malpractice insurance?

[ Yes [] No Has or had a felony conviction(s) of any type?

IF 'YES’ IS ANSWERED TO ANY QUESTION LISTED ABOVE:
7. SUBMIT A WRITTEN STATEMENT PROVIDING THE DETAILS ON ALL OCCURRENCES.

2. ATTACH ALL OFFICIAL LEGAL DOCUMENTS REGARDING THE OCCURRENCE, INCLUDING ANY
REINSTATEMENTS.

Entity/Business Medicaid Ownership Disclosure Form Page 9



CONFIDENTIAL

, DentaQuest USA Insurance Company, Inc.
Provider Name:

*Make photocopies of the next 2 pages to complete Section V(c) for each Entity/Business owner named in Section V(a)
AND/OR make a photocopy of this page if more space is needed to respond to item E*

SECTION V{c) — INFORMATION ON THE ENTITY/BUSINESS OWNER OF DISCLOSING ENTITY/BUSINESS

A. ENTITY/BUSINESS OWNER INFORMATION

DBA Name Legal Name of Entity/Business Tax ID Number (required)
DentaQUeSt DentaQuest, LLC

Entity/Business Street Address - Primary Location City State Zip

465 Medford Street| ~ Boston mal “702129
Entity/Business Mailing Address/PO Box 4 6 5 M City State Zip

edford Street Boston ma| “F02129

Additional Post Office Boxes Not Identified Above City State Zip
Telephone Number Fax Number
(617) 885-1000 - ( )
Email address of Entity/Business contact person Entity/Business Website (if applicable)

hitp:/twww.denlaquest.comV

B. W Yes [ No Arethere any business locations in addition to the location listed above?

4 If yes, provide the number of locations in the box to the left and complete the section(s) below for
each additional location:
DBA Name of Additional Location

o — Tax ID Number
J ol ]
Additional Location Mailing Address/PO Box 8300 NW 63rd Street, Suite 200 ¢, Doral state FL | 2ip 33166
Additional Location Street Address . Cit State Zi
8300 NW 53rd Street, Suite 200| " Doral FL| “P33166
Additional Post Office Boxes Not Identified Above City State Zip
Additional Location Phone Number Additional Location Fax Number
(617) 886-10p0 - ( )
Additional Location Email address
DBA Name of Additional Location Tax ID Number
DentaQuest
Additional Location Mailing Address/PO Box . . City . State Zi
¢ 1333 Main Street, Suite 603| ~~ Columbia sc| 729201
Additional Location Street Address . - City . State Zip
1333 Main Street, Suite 603| " Columbia sc| 7" 29201
Additional Post Office Boxes Not Identified Above City State Zip
Additional Location Phone Number Additional Location Fax Number
(617) 886-1p00 - ( )

Additional Location Email address

C.® Yes [ ] No Has the Entity/Business owner used or previously been known by any name other than the
legal name or the Doing Business As (DBA) name?

If yes, list all names and Tax IDs below. Attach additional pages if needed.

Name Doral Dental USA, LLC TaxID
Name Tax ID
Name Tax ID

Entity/Business Medicaid Ownership Disclosure Form Page 10



CONFIDENTIAL

Provider Name: DentaQuest USA Iinsurance Company, Inc.

*Make a photocopy of this page if more space is needed to respond to item E below*

SECTION V(c) — INFORMATION ON THE ENTITY/BUSINESS OWNER OF DISCLOSING ENTITY/BUSINESS

(continued)

Name of Entlty/Business Owner: DentaQuest, LLC

E.[] Yes W No Is this Entity/Business and Tax ID currently listed in Section I currently enrolled in a
Federal/State Funded healthcare program?

If yes, complete the section below.

Plan Numbers for Enroliments
State ID#

Plan Doing Business As (DBA) Name Tax ID

Entity/Business Medicaid Ownership Disclosure Form Page 11



CONFIDENTIAL

Provider Name: DentaQuest USA Insurance Company, Inc.

*Make a photocopy of this page if more space is needed to respond to item £ below*

SECTION V(c) — INFORMATION ON THE ENTITY/BUSINESS OWNER OF DISCLOSING ENTITY/BUSINESS

(continued)

Heather Fatzinger

Entity/Business Medicaid Ownership Disclosure Form Page 11



CONFIDENTIAL

Provider Name: DentaQuest USA Insurance Company, Inc.

*Make a photocopy of this page if more space is needed to respond to item E below*

SECTION V(c) - INFORMATION ON THE ENTITY/BUSINESS OWNER OF DISCLOSING ENTITY/BUSINESS
(continued)

Entity/Business Medicaid Ownership Disclosure Form Page 11




Provider Name: DentaQuest USA Insurance Company, Inc.

SECTION V(c) - INFORMATION ON THE ENTITY/BUSINESS OWNER OF DISCLOSING ENTITY/BUSINESS
{continued)

DentaQuest, LLC

Name of Entity/Business Owner:

Check the appropriate yes or no box regarding the questions below.
Every item needs to have either a yes or no check.
Do not leave any blanks.

F. Has this Entity/Business (since its existence) — AND -
Any Entity/Business affiliated with the same Tax ID number — AND -

Any past or current owners, agents, managing employees or persons with a controlling interest have had or
currently have any involvement or participation with (since the inception of those programs), as follows:

(] Yes @ No Been convicted of a criminal offense in any program under Medicare, Medicaid, any Titled
services in the Louisiana Medical Assistance Program.

Has any disciplinary action been taken against any healthcare license or certification held in any
(] Yes @] No State or U.S. Territory, including disciplinary action, nolo contendere, probation, board consent
order, suspension, revocation, voluntary surrender of a license or certification?

Been denied enroliment, suspended or terminated from participation, excluded or voluntarily
[J Yes W No withdrawn to avoid disciplinary action from Medicare, Medicaid or other healthcare program(s)
in any State or U.S. Territory?

Currently have a negative balance or currently owes money to any State or Federal Funded

(1 Yes M No program, including Medicaid and Medicare?
[] Yes @ No Been the subject of an investigation under MAPIL {Louisiana’s Medical Assistance Program
Integrity Law) or by any law enforcement, regulatory, or State agency at any time.
® Yes [] No Currently have any open or pending healthcare court cases? ***
[] Yes W No Been denied malpractice insurance?
(] Yes [ No Has or had a felony conviction(s) of any type?
Y

IF 'YES’ IS ANSWERED TO ANY QUESTION LISTED ABOVE:
1. PROVIDE A WRITTEN STATEMENT PROVIDING THE DETAILS ON ALL OCCURRENCES.
2. ATTACH ALL OFFICIAL LEGAL DOCUMENTS REGARDING THE OCCURRENCE, INCLUDING ANY
REINSTATEMENTS.

**Please see responses to sections 2.15.4.1.1.9 and 2.15.4.3.5 for all open litigation matters regarding
the Proposer and its reported affiliates.

Entity/Business Medicaid Ownership Disclosure Form Page 12



CONFIDENTIAL

SECTION V(c) - INFORIMATION @N THE ENTITY/BUSINESS ®WNER OF BISCL®SING ENTITY/BUSINESS

ORMA
(_ng py |catalystinslitedns | 0
| 465 Mediord Slreel MA
Te'e Humber 1000 |fNRu
617 889 . -

C.[J Yes [ No Mas the Entty/Business ownef used or previously been known by any name other than the
legal name of the Dolng Business As (DBA) name?

N yas, list ali names and Tax [Ds below. Attach addtional pages il needed,

Name Tax ID
Name T D
Hame Tax 1D

241



Provider Name:

DentaQuest USA Insurance Company, Inc.

‘Make a pholocopy of (s page ¥ mare space is needed (o resparkd to fom E below™

SECTION V(c) ~ INFORMATION ON THE ENTITY/BUSINESS OWNER OF DISCLOSING ENTITY/BUSINESS
{continued}

Owner:

Name of Entityf

Calalyst Institute Ine

0,0} Yes [ No Doss the Entity/Business owner have a business transadiion with any subtortrector(s) for
sarvices amounting to $25,000 or mors?

Ifyax, compiete the section beiow for each subcontractor.

Subcontrascior Busness Name

| Subcontacior Business Ownal Nama

S con aclor AGK 9SS [Olv [SHO ] 2o Cote
Telophare Number EMmi addass

Sub condredior Business Name Subconiractor Business Owner Neme

Subcont scdor Address City [ Eiale I Tip Coda
Telephons Number Ema| 8d3ess

Subconkr ol Butiness Neme Suboonradior Husiness Owriet Name

Subconiractor Adds #ss Iciy | Slals I Zip Code
Telaphons Number Emsil sdorass

S oK K10l Business Name

Subconis st aor Busingss Ow Nl Name

Subconradtor Addvass

l Cily

I Siale [?'p Cooe

Telephane Humber

Emad pddiess

E. O Yes [ Na [sthis Entity/Business and Tax )0 curTently listedin Section | currently srxciled in »
Federal/State Funded hedthcars program?

If yes, compiete the section below.

Going Business As (DBA) Name

Tax 1D

Plan Numbers for Enroliments

Glale

EnNyBvanees Medicoid Ownership Dixcbsure Form

Poge 11
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Provider Name: DentaQuest USA Insurance Company, {nc.

SECTION V(c) - INFORMATION ON THE ENTITY/BUSINESS OWNER OF DISCLOSING ENTITY/BUSINESS
{continued)

Name of EnthyBusiness owner: ___ Ctalyst Institute, Ine,

Check the appropriate yss of no box regarcing the questions below.
Every kem needs to hava sither a yes or no check,

Do not leave anyy blarks.
F. Has this Entity/Business (since its existonce) ~ AND -
Any Entity/Business sffilisted with the same Tax |D number— AND —

Any past or eurrent ownars, agents, managing employess or persons with a contretling interest have had or
currertly have any involvement or participation with (since (hw inception of those programs), as follows;

Been convicted of a criminal offense In any program under Medicare, Medicald, any Tilled

O Yes E No services |n the Lovisiana Medical Assistance Program.
Has any disciplinary action been laken againsl any heaithcare license or certification held n any
O vYes K No Sate or U.S, Terrilory, induding disciplinary action, nofo conlenders, probalion, board consem

order, susp ension, revocation, volurtary surender of a license ar cerdification?

Been denled enroliment, suspended or temminated from parlicipation, excluded or vduntaily
O Yes B No withdrawn lo avold disciplinary action from Medicare, Medicald or olher healthcare program(s)

in any State or U.S, Tenmilory?

Currently have a negative balance or curently owes money to any Stale or Federal Funded

O ves R No progeam. induding Medicald and Medicare?

0O ves [ No IBeen the subject of an investigation under MAPIL (Lousiana’s Medical Assisl Program
nlegrity Law) or by any law enforcement, regulalory, or State agency at any ime,

O Yes X No Currently have sny open or pending heallhcare court cases?

O Yes & No Been denled malpractics insurance?

E Yes (X No Has or had a felony conviction{s) of any lype?

IF 'YES'IS ANSWERED TO ANY QUESTION LISTED ABOVE:
1. FROVIDE A WRITTEN STATEMENT PROVIDING THE DETAILS ON ALL OCCURRENCES.

2 ATTACH ALL OFFICAL LEGAL DOCUMENTS REGARIDING THE OCCURRENCE, INCLUOING ANY
REINSTATEMENTS.

EattyB Madiceid On hip Disclowvre Form Page 12
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CONFIDENTIAL

Provider Name: DentaQuest USA Insurance Company, Inc.

‘Make photocples o the next 2 pagss lo canpiste Section V(c) ky each Enliy/Busimss ownar named in Sactian V(a)
ANO/OR make a photocopy of this page f move space is neaded o respand to #em E*®

SECTION V{c) - INFORMATION ON THE ENTITY/BUSINESS OWNER OF DISCLOSING ENTITY/BUSINESS

A. ENTITY/BUSINESS OWNER INFORMATION

DBA Neme I Legel Name of CrllyBusiners equiid)
NA {holding company) [ ol

Entty/Buunesy Sreet Address - Primary Location mwm | 4 Sigle ip
465 Medford Streel Boston MA 02129

Entey/Business Maling Addres 1RO Box Cay Slete 2y
465 Medford Streel Boslon MA 02129

Addtand Poxt Offce Bares Not idenlified Above Ciy Sels Zip

Telapbone Humber Far Number

tgy7_r888 - 5000 ( ) -

Ermall adcress o Ently/Business conlad person EnUtyBushers Webste (# appiicabie)

B.(J Yes E No Arathere any business locations in addition to the location listed above?

I ] If yes, provide the number of locations In the box to the left and complete the eeclion(s) below for
each addilional location:

OBA Namw of Adddional Location Tax ID Number
Acdtional Location Maling Address/PO Bas Cry Sete 2p
Addfianal Location Street Address City Gisle 2ip
Adavanal Po Office Bses Not Mdenlified Above Cry Tnte e
Addtionsl Location Phone Number lumu Location Fax Number

( ) - ( ) s

Addiionsl Locelion Emal sddress

DBA Name of Addfiana) L ocalon Tax 10 Number

Adationsd Locelion Maliing Addiess/PO Baxr Ciy Slale Zip
Addiionsl L ocalion Sireel AddieTs City Stale 2Ip
Adational Post Office Baxes Nt joenkfied Above Cty Stete Tp
Adotionsl Locelion Pharie Mumber Acdan 1l Locetion Faz Mumber

{ ) = ( ) -

Adanional Locsilon Emal address

C.%) Yes [] No Has the Entity/Business owner used or previously been known by any name other than the
legal name or the Ooing Business As (DBA) nume?
N yos, listaf names and Tax 103 below. ARach addtional pages il nasded.
T

Hama DentaQuest, Inc.
Name Tax ID
Name Tax ID

EntRyBusiness Modk sid Ownership Dirclorurs Form Prge 10
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Provider Name:  DentaQuest USA Insurance Company, Inc.

‘Make a photocopy of ihis page if more space is needed (0 respond lo tem E below*®

SECTION V{(c} -INFORMATION ON THE ENTITY/BUSINESS OWNER OF OISCLOSING ENTITY/BUSINESS
tcontinued)

Name of EnttyBualness Owners ___DentaQuest Group, Ine.

D.[3 Yes [ No Doesths Entity/Business owner have a business transaction with any subcortractor(s) for
ssrvices amounting to $25,000 or more?
ifyes, complsts the secion below for sach subcontruclor.
Subcontractor Business Name Subcontracior Busness Ownex Neme
Subcontracior Address | Cily I Slate l Tp Cooe
Te'nphione Numibsar Emall podrass
Subocontracior Business Name Suwoontradar Business Cwimer Nemw
Subrontract or Address Cily I Slate [ Zip Code
Telephone Number Emal pddress
Subconbector Business Name Subcontractor Business Owner Name
Suboonb actor Addresy ICily | State I Lip Code
Telephone Number Emal mddress
Subconladior Business Name Subcontrad or Business Owner Nama
Sub conlradiof Address I CRy ] Sisln l 2ip Cooa
Telephors Number Emuil adorass

E.(Q Yes & No s this Entity/Business and Tax ID currenily listad In Section] currentty enrolled ina
Federal/Stats Funded hesithcars program?
If yes, complete lhe sectionbelow,

Plan Kumbers for Eswokments
Plan Doing Business As (DBA) Name Tax 1D
™ Glate ID#
:. n"n. ) U nrfl uowmd*f\- B k’m Pw‘ 1,‘
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Provider Name: __ DentaQuest USA [nsurance Company, Inc.

SECTION V(c) - INFORMATION ON THE ENTITY/BUSINESS OWNER OF DISCLOSING ENTITY/BUSINESS
(continued}

Nami of EnttyBusintis Owner: DentaQues! Group, Inc.

Check the appropriale yes or no box regarding the questions below.
Every kem needs to have sither a yes ar no check.
Do not Teavs any blarks.

F. Has this Entity/Business (since its existence) — AND —
Any Entity/Business affilised with the same Tax 1D number— AND —

Any past or current owners, kgents, managing smployses or psrsons with a controfling Interest heve had or
currertly have any involvement or participation with (since 1he inception of those programs), as follows:

Been convicled of a criminal offense In any program under Medicare, Medicald, any Titled

O Yes A no services In he Louisiana Medical Assisiance Program,
Has any disciplinary acton been taken against any healthcare license or cerlificalion held in any
O Yes M No State or U.S, Territory, incdluding disciplinary action, nolo conlenders, probation, board consent

order, suspension, revocalion, voluntary surander of a license or cerdification?

Been denied enroliment, suspended or lemminated from participation, excuded or vauntarily
O ves [id no withdrawn {o avaid disdplinary aclion fram Medicare, Medicaid or other healthcare program(s)
In any Slate or U.S, Teritary?

Curently have » negalive balance or curently owes money lo any Siate or Federal Funded

0 ves ﬁ No program, induding Medicald and Medicare?

[ Yes [ No IBeen fhe subject of an Investigation under MAPIL (Louidana's Medical Asslsilanot Program
ntegrily Law) or by any lsw enfarcemnent, regulatory, or Stale pgency al any ime.

O ves [} No Currently have any open or pending heafthcare court cases?

0 Yes [d No Been denied melpradice nxurance?

[0 Yes P Mo Has or had a felony conviction{s) of any type?

IF 'YES'IS ANSWERED TO ANY QUESTION LISTED ABOVE:
1. PROVIDE A WRITTEN STATEMENT PROVIDXNG THE DETAILS ON ALL OCCURRENCES.

2 ATTACHALL OFFIQAL LEGAL DOCUMENTS REGARDING THE OCCURRENCE, INCLUDYNG ANY
REINSTATEMENTS,

Endly/Buiness Madicad Ownerdhip Diccbsre Form Poge 12
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CONFIDENTIAL
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Provider Name: DentaQuest USA Insurance Company, inc.

* Make a photocapy of this page if more space is needed to respond to item F below*
Nams of Agent or Managing Employes: _ Steven Pollock

Check the appropriate yes or no box regarding the questions below.
Every item needs to have either a yes or no check.
Do not leave any blanks,

E. Has the agent or managing employee named above (ever):
Been convicted of a criminal offense in any program under Medicare, Medicaid, any Titled

[ Yes DI No services in the Louisiana Medical Assistance Program.
Has any disciplinary action been taken against any healthcare license or certification held in any
[ Yes K No State or U.S, Territory, including disciplinary action, nolo contendere, probation, board consent

order, suspension, revocation, voluntary surrender of a license or certification?

Been denied enroliment, suspended or terminated from participation, excluded or voluntarily
(] Yes X No withdrawn to avoid disciplinary action from Medicare, Medicaid or other healthcare program(s)
in any State or U.S. Territory?

Currently have a negative balance or currently owes money to any State or Federal Funded

O Yes & No program, including Medicaid and Medicare?

[J Yes (R No Been the subject of an investigation under MAPIL (Louisiana's Medical Assistance Program
Integrity Law) or by any law enforcement, regulatory, or State agency at any time.

[J Yes X4 No Currently have any open or pending healthcare court cases?

7 Yes I No Been denied malpractice insurance?

J Yes X No Has or had a fefony conviction(s) of any type?

IF YES IS ANSWERED TO ANY QUESTION LISTED ABOVYE:
1. PROVIDE A WRITTEN STATEMENT PROVIDING THE DETAILS ON ALL OCCURRENCES.

2 ATTACH ALL OFFICIAL LEGAL DOCUMENTS REGARDING THE OCCURRENCE, INCLUDING ANY
REINSTATEMENTS.

F. &J Yes (] No Does this agent or managing employee have ownership or controlling Interest n any other
Entity/Business participating In a Federal/State Funded healthcare program?

If yes, complete the section below.

Plan Numbers for Enroliments
State 104

Plan Doing Business As (OBA) Name Tax ID

Directors & Officers of Proposer also serve as directors & officets of a fumber of its affiliates
that administer dental and/or vision benefits for Med|caid, CHIP| and Mgdicare Advantage
program in ojer thirly sfates. VWWe can provide additignal details fipon reguest.

Entity/Business Medicakd Ownership Disclosure Form Page 15




CONFIDENTIAL

Entiy/Business Medkald Ownership Disclosure Form Page 14



Provider Name: DentaQuest USA Insurance Company, Inc.

Name of Agent or Managing Empioyes:

* Make a photocopy of this page if more space is needed to respond to item F below*

Jeffrey Brown

Check the appropriate yes or no box regarding the questions below.
Every item needs 1o have either a yes or no check.
Da not leave any blanks.

€. Has the agent or managing employee named above (ever):

Been convicted of a criminal offense in any program under Medicare, Medicaid, any Titled

O Yes No services in the Louisiana Medical Assistance Program.
Has any disclplinary action been taken against any healthcare license or certification held In any

] Yes @ No State or U.S. Territory, including disciplinary action, nolo contenders, probation, board consent
order, suspension, revocation, voluntary surrender of a license or certification? ) _
Been denled enrollment, suspended or terminated from participation, excluded or voluntarily

[J Yes No withdrawn to avold disciplinary action from Medicare, Medicaid or other heallhcare program(s)
in any State or U.S. Territory?

[J Yes M No Currently have a negative balance or currently owes money to any State or Federal Funded
program, including Medicaid and Medicare?

[ Yes @ Na Been the subject of an investigation under MAPIL (Louisiana’s Medical Assistance Program
Integrity Law) or by any law enforcement, regulatory, or State agency at any time. i

O Yes No Currently have any open or pending healthcare court cases?

O Yes @ No Been denied malpractice nsurance?

[0 Yes @ No Has or had a felony conviction(s) of any type?

IF YES IS ANSWERED TO ANY QUESTION LISTED ABOVE:

1. PROVIDE A WRITTEN STATEMENT PROVIDING THE DETAILS ON ALL OCCURRENCES.

2, ATTACH ALL OFFICIAL LEGAL DOCUMENTS REGARDING THE OCCURRENCE, INCLUDING ANY

REINSTATEMENTS.

F. @ Yes [J No Does this agent or managing employee have ownership or controliing interest in any other

Entity/Business participating in a Federal/State Funded healthcare program?
If yes, complete the section balow.

Plan

Plan Numbers for Enroliments

Doing Business As (DBA) Name Tax ID
State D4

Direciors & Officers 0f Proposer also sarea 33 dicectors A Officers of 8

number of s alfiiales that adminisler dental andfor vislon benalits for

Madicald, CHP, snd Mad| Advaniage program in aver lhidy slales,

We can provide additional details upon request.

Enthy/Business Medkcaid Ownership Disclosure Form Page 15
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Provider Name: DentaQuest USA Insurance Company, Inc.

* Make a pholocopy of this page if more space is needed to respond to item F below*

Name of Agent or Managing Employee: _David Abelman

Check the appropriate yes or no box regarding the questions below.
Every item needs to have either a yes or no check.
Do not leave any blanks.

E. Has the agent or managing emplocyee named above (ever):

Been convicted of a criminal offense in any program under Medicare, Medicaid, any Titled

O Yes &I No services in the Louisiana Medical Assistance Program. )
Has any disciplinary action been taken against any healthcare license or certification held in any
(O Yes X No State or U.S. Territory, including disciplinary action, nolo contenders, probation, board consent
ry g p p
order, suspension, revocation, voluntary surrender of a license or certification? J
Been denied enroliment, suspended or terminated from participation, excluded or voluntarily
[] Yes X No withdrawn to aveid disciplinary action from Medicare, Medicaid or other healthcare program(s
\ dlinary P
in any State or U.S. Territory?
[] Yes B4 No Currently have a negative balance or currently owes money to any State or Federal Funded
program, including Medicaid and Medicara? - -
[J Yes 3 No Been the subject of an investigation under MAPIL (Louisiana’s Medical Assistance Program
Integrity Law) or by any law enforcement, regulatory, or State agency at any time.
(1 Yes & No Currently have any open or pending healthcare court cases?
(] Yes B4 No Been denied malpractice insurance?
[ Yes K No Has or had a felany conviction(s) of any type?

IF YES IS ANSWERED TO ANY QUESTION LISTED ABOVE:

1. PROVIDE A WRITTEN STATEMENT PROVIDING THE DETAILS ON ALL OCCURRENCES.

2 ATTACH ALL OFFICIAL LEGAL DOCUMENTS REGARDING THE OCCURRENCE, INCLUDING ANY

REINSTATEMENTS.

F. B4 Yes [] No Does this agent or managing employee have ownership or controlling interest in any other
Entity/Business participating in 2 Federal/State Funded healihcare program?

If yes, complete the section below.

Plan

Plan Numbers for Enrollments

Doing Business As (DBA) Name Tax ID
State 1D¥

__Directors & QO

fficers of Proposer also serve as directgrs & officers of a number of its affiliates
that administgr dental and/or vision benefits for Meditaid, CHIP,|and Medicare Advantage

program in o\er thirty states. We can provide additiohal details ypon request.

Entiy/Business Medicaid Ownership Disclosure Form Page 15
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Provider Name: DentaQuest USA Insurance Company, Inc.

* Make a photocopy of this page if more space is needed to respond to item F below*
Name of Agent or Managing Employes: _Alan Madison

Check the appropriate yes or no box regarding the questions below.
Every item needs to have either a yes or no check.
Do not leave any blanks.
E. Has the agent or managing employee named above (ever):

Been convicted of a criminal offense in any program under Medicare, Medicaid, any Titled

[ Yes X No services in the Louisiana Medical Assistance Program. -
Has any disciplinary action been taken against any healthcare license or certification heid in any
O Yes iJ No State or U.S. Territory, including disciplinary action, nolo contendere, probation, board consent

order, suspension, revocation, voluntary surrender of a license or certification?

Been denied enroliment, suspended or terminated from participation, excluded or voluntarily ]
[ Yes 4 No withdrawn to avoid disciplinary action from Medicare, Medicaid or other healthcare program(s)
in any State or U.S. Territory?

Currently have a negative balance or currently owes morey to any State or Federal Funded

[ Yes & No program, including Medicaid and Medicare?
_D Yes & No IBe«an .the subject of an investigation under MAPIL (Louisiana's Medical Assist_ance Progra_rn__
ntegrity Law) or by any law enforcement, regulatory, or State agency at any time.
[ Yes X No Currently have any open or pending healthcare court cases?
O Yes EJ No Been denied malpractice insurance?
O Yes ¥ No Has or had a felony conviction(s) of any type?

IF YES /S ANSWERED 1O ANY QUESTION L/ISTED ABOVE:
1. PROVIDE A WRITTEN STATEMENT PROVIDING THE DETAILS ON ALL OCCURRENCES.

2. ATTACH ALL OFFICIAL LEGAL DOCUMENTS REGARDING THE OCCURRENCE, INCLUDING ANY
REINSTATEMENTS.

F. (4 Yes [] No Does this agent or managing employee have ownership or controlling interest in any other
Entity/Business participating In a Federal/State Funded healthcare program?

If yes, complete the section below.

Plan Numbers for Enrollments
State [s} §

Plan Doing Business As (DBA) Name Tax ID

Directors & Officers of Proposer also serve as directors & officers pf a number of its affiliates |
that administer [dental and/or vision benefits for Medicdid, CHIP, apd Medjcare Advantage
program in ove( thirfy states. We can provide additiondl defails uppn requst.

Entity/Business Medicaid Ownership Disclosure Form Page 15
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Provider Name: DentaQuest USA Insurance Company, Inc.

* Make a photocopy of this page if more space is needed to respond to item F below*
Name of Agent or Managing Emptoyes: Brett Bostrack

Check the appropriate yes or no box regarding the questions below.
Every item needs to have either a yes or no check.
Do notleave any blanks,

E. Has the agent or managing employee named above (ever):
Been convicted of a criminal offense in any program under Medicare, Medicaid, any Titled

O Y_e_s_[X No services in the Louisiana Medical Assistance Program.
Has any disciplinary action been taken against any healthcare license or certification held in any
[ Yes [ No State or U.S. Territory, including disciplinary action, nolo contendere, probatian, board consent

order, suspension, revocation, voluntary surrender of a license or certification?

Been denied enroliment, suspended or terminated from participation, excluded or voluntarily
] Yes B4 No withdrawn to avoid disciplinary action from Medicare, Medicaid or other healthcare program(s)
in any State or U,S, Territory?

Currently have a negative balance or currently owes money tc any State or Federal Funded

L1 Yes & No program, including Medicaid and Medicare?

(] Yes X No Been the subject of an investigation under MAPIL (Louisiana's Medical As;ist_érEe_P;gr;r_n — |
Integrity Law) or by any law enforcement, regulatory, or State agency at any time.

J Yes Y Na Currently have any open or pending healthcare court cases?

O Yes X4 No Been denied malpractice insurance?

O Yes B No Has or had a felony conviction(s) of any type?

IF YES IS ANSWERED TO ANY QUESTION LISTED ABOVE:
1. PROVIDE A WRITTEN STATEMENT PROVIDING THE DETAILS ON ALL OCCURRENCES,

2. ATTACH ALL OFFICIAL LEGAL DOCUMENTS REGARDING THE OCCURRENCE, INCLUDING ANY
REINSTATEMENTS.

F. B4 Yes [J No Does this agent or managing employee have ownership or controlling interest in any other
Entity/Business participating In a Federal/State Funded healthcare program?

If yes, complete the section below.

Plan Numbers for Enroliments

Plan Doing Business As (DBA) Name Tax ID
State ID¥

Directors & Officers of Proposer also serve as directqrs & officerg of a number of its affiliates

that administgr dental and/or vision benefits for Medi¢aid, CHIP, fland Medicare Advantage

—progranrimover thirty states-We can provide additionat detaits upormrrequest.

Entity/Business Medicaid Ownership Disclosure Form Page 15
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Provider Name: Ulth tr@ussidd SFonparyideCompany, Ine,

* Maks & pholacopy of this page if more space is needsd lo respond o item F below*

Name of Agert of Mansging Empioyes; _Todd Cruse ————

E. Hxs the agent or managing employee named above (ever):

Chaeck the appropriate yes of no box regarding tha questions below.
Every lteam needs to have either a yes of no check.
Do not leave any blanks.

Been convicted of a criminal offense In any progiam under Medicare, Medicaid, any Tilled

[ Yes {4 Na services in the Lousiana Medical Assislance Frogram.
Hes any discipiinary aclion been taken against any healthcare ficense of cerlification held in any

3 Yes Bq No State of U.S. Teirttary, Including disciplinary action, nolo cortendere, probation, board consert
order, suspension, revocsation, voluntary surrender of e licerrse or cedification?
Been denled enroliment, suspended or leminated from participallon, excluded or voluntarity

0 Yes { No withdrawn o avold disciplinary action from Medicare, Medicaid of other healthcare program(s,

y progr

. _inany Stale or U.S, Terilory? I — =

[0 Yes B4 No Currently have a negative balance or currently owes money to any Slate of Federal Funded
pragram, including Medicaid and Medicaje?

0O ves X No Been the subject of an investigation under MAPIL (Louisiana's Medical Assistance Program
Inlegrity Law) ar by any law enforcement, reguialory, or State agency at any ime.

[0 Yes [ No Currently have any open of pending heallhcare courl cases?

O ves @ No Been denled malpraciice Insurarce?

O Yes I No Has or had a felony conviction(s) of ary type?

IF YES 1S ANSWERED TO ANY QUESTION LISTED ABOVE:

1. PROVIDE A WRITTEN STATEMENT PROVIDING THE DETAILS ON ALL OCCURRENCES,

2. ATTAGH ALL OFFICIAL LEGAL DOCUMENTS REGARDING THE OCCURRENCE, INCLUDING ANY

REINSTATEMENTS.

IF. ) Yes [J Ne Doas this agant or managing empioyse have ownecship or contiolling interest In any other
Entity/Business pariicipaling in @ Federal/State Funded healthcare progmm?

if yes, complete lha section below.

Plan

Plan Numbers {or Enroliments

Dolng Business As {DBA)} Hame TaxID
State 10w

that administer

Direclors & Ofll

dental and/or vision benefits for Medipaid, CHIP| and Medicare Advanlage

Program In ovey [hify sfalés. We can provider addilipnal delaih upon|requesl.

3t Overeest ship Disck Form Pege 13
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Providet Name: DenlaQuest USA Insurance Company, Inc.

* Make a photocopy of ihis paga if mare space is needed lo respond lo item F below*

Name of Agert o7 Managing Employes: __Anjela Kish

Chaeck the appropilate yes of no box regarding the quastions below.
Every item needs to have either a yes orno check
Do not leave any blanks.

E. Has the agent or managing employee named above {ever):

Been convicted of a criminal offense in any program under Medicare, Medicaid, any Titled

O ves & No services In the Lovisiana Medical Assisiance Program.

Has any disciplinary acion been taken sgainst any healthcere license of cerification held in any
O Yes §J No State or U.S. Termlory, Including disciplinary action, nolo cortendere, probation, board consent

ordet, suspension, revocation, voluntary surrender of a license of cenification?

" Been denled enrolment, suspended or terminated fiom paiticipation, excluded of volumarity

O Yes B4 No withdrawn to avoid disciplinary action from Medicare, Medicaid of other healthcare pragramys)

in any State or U.S, Ternitory?

Currently have a negative balance or cusrently owes money lo -any Stale o Federal Funded

0 ves B4 No program, including Medicald and Medicare?

0 Yes [ No Been lhe subjeci of an investigation under MAPL (Louisiana's Medical Assislance Progrem
__Integrity Law) or by any law enforcement, reguatgy_,_m State agency at any time.

O Yes K) No Currertly have any open of pending healthcare court cases?

[ Yes R No Been denied malpraclice insurance?

O vYes X No Has or had a felony conviction{s) of any type?

IF YES IS ANSWERED TO ANY QUESTION LISTED ABOVE:

1. PROVIDE A WRITTEN STATEMENT PROVIDING THE DETAILS ON ALL OCCURRENCES.

2. ATTACH ALL OFFICIAL LEGAL DOCUMENTS REGARDING THE OCCURRENCE, INCLUDING ANY

REINSTATEMENTS.

F. [J Yes [X No Does this ngent of managing employee have ownership or contiolling intecest in any other

Entity/Businsss particlpaiing In a Federsl/State Funded healthcare program?

It yes, complele the section below.

Plan Numbers for Enroliments
Plan Daing Business As (DBA) Hame Tax 1D
State [[s ]
Eniity Medicaki Ownersiip Disclosure Form Pape 15
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Provider Name: PentaQuest USA Insurance Company, Inc.

* Make a photocopy of this page if more space is needed to respond to item F below*

Name of Agent or Managing Employes: Michele Blackwell

Check the appropriate yes or no box regarding the questions below.
Every item needs to have either a yes or no check.
Do notleave any blanks.

E. Has the agent or managing employee named above (ever):
Been convicted of a criminal offense in any program under Medicare, Medicaid, any Titled

__El Yes [ No services in the Louisiana Medical Assistance Program.
Has any disciptinary action been taken against any healthcare license or certification held in any
O Yes X No State or U.S. Territary, including disciplinary action, nolo contendere, probation, board consent

order, suspension, revocation, voluntary surrender of a license or certification?

Been denied enroliment, suspended or terminated from participation, excluded or voluntarily
[0 Yes B4 No withdrawn to avoid disciplinary action from Medicare, Medicaid or other healthcare program(s)
in any State or U.S. Territory?

Currently have a negative balance or currently owes money to any State or Federal Funded

[ Yes B4 No program, including Medicaid and Medicare?

[] Yes X No Been }he subject of an investigation m;r MAPIL (Louisiana's Medical Assis{ance Program
Integrity Law) or by any law enforcement, regulatory, or State agency at any time.

d Yes X No Currently have any open or pending healthcare court cases?

] ves B4 No Been denied malpractice insurance? )

O Yes X No Has or had a felony conviction(s) of any type?

IF YES IS ANSWERED TO ANY QUESTION LISTED ABOVE:
1. PROVIDE A WRITTEN STATEMENT PROVIDING THE DETAILS ON ALL OCCURRENCES.

2 ATTACH ALL OFFICIAL LEGAL DOCUMENTS REGARDING THE OCCURRENCE, INCLUDING ANY
REINSTATEMENTS.

F. [] Yes [ No Does this agent or managing employee have ownership or controlling Interest in any other
Entity/Business participating in a Federal/State Funded healthcare program?

If yes, complete the section below.

Plan Numbers for Enrcliments

Plan Doing Business As (DBA) Name Tax ID
State 1D#

Entity/Business Medicaikd Ownership Disclosure Form Page 15
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Provider Name: DentaQuest USA Insurance Company, inc.

* Make a photocopy of this page if more space is needed to respond to item F below*
Nams of Agent or Managing Employes: Angela Metzger

Check the appropriate yes or no box regarding the questions below.
Every item needs to have either a yes or no check.
Do not leave any blanks.

E. Has the agent or managing employee named above (ever):
Been convicted of a criminal offense in any program under Medicare, Medicaid, any Titled

O Yes [X No services in the Louisiana Medical Assistance Program.
Has any disciplinary action been taken against any healthcare license or certification held in any
[0 Yes 4 No State or U.S. Territory, including disciplinary action, nolo contenders, probation, board consent

order, suspension, revocation, voluntary surrender of a license or certification?

Been denied enrolliment, suspended or terminated from participation, excluded or voluntarily
[ Yes 4 No withdrawn to avoid disciplinary action from Medicare, Medicaid or other healthcare program(s)
in any State or U.S, Territory?

Currently have a negative balance or currently owes money to any State or Federal Funded

U Yes &4 No program, including Medicaid and Medicare?

I Yes B4 No Been 'the subject of an investigation under MAPIL (Louisiana's Medical Assist__ance_ l;fogram
| Integrity Law) or by any law enforcement, regulatory, or State agency at any time.

[ Yes XX No Currently have any open or pending healthcare court cases?

3 Yes B4 No Been denied malpractice insurance?

[J Yes 4 No Has or had a felony conviction(s) of any type?

IF YES IS ANSWERED TO ANY QUESTION LISTED ABOVE:
1. PROVIDE A WRITTEN STATEMENT PROVIDING THE DETAILS ON ALL OCCURRENCES.

2. ATTACH ALL OFFICIAL LEGAL DOCUMENTS REGARDING THE OCCURRENCE, INCLUDING ANY
REINSTATEMENTS.

F. [J Yes X] No Does this agent or managing employee have ownership or controlling interest in any other
Entity/Business participating In a Federal/State Funded healthcare program?

If yes, complete the section below.

Plan Numbers for Enroliments

Plan Doing Business As (DBA) Name Tax ID
State ID¥

Entity/Business Medicaid Ownership Disclosure Form Page 15
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Provider Name: DentaQuest USA Insurance Company, Inc.

* Make a photocopy of this page If more space Is neadad lo respond to ilem F beiow®
Name of Agent er Macuging Employre: _Sherd Traylor

Check tha appropriate ye1 or no box regatding the questions below.
Every ltem needs to hava either a yes or no check
Do not [mave any blanks.

E. Has the sgent of managing employee named above (ever):

Been convicted of s criminal off errse In any program under Medicare, Medicaid, any Tilled

0 ves & No services In the Louslana Medical Assistance Program.
Has any disciplinary aclion been taken against any heallhcare license or certificetion held in any
O Yes B No State or U.S. Territory, Including disclplinary action, nolo contendere, probalion, baard consent
. oider, suspension, revocation, volunlary surrender of 8 license of certificalion?
Been denied envaliment, suspended or terminated lrom paricipalion, excluded or volurtarily
[ Yes X No withdrewn lo avold disclplinary aclion from Medicare, Medicald of other healthcare programys)
In any State or U. S, Tenitory?
1 ves 5 No Cuwiently have a negative bhalance or currenlly owes money to any State or Fedetal Funded
program, including Medicaid and Medicare?
[ Yes E No Been he subject of an investigation under MAPIL (Louisiana’s Medical Assislance Program
= Integrity Law) of by any law enforcement, reguiatoty, of Stale agency at any time.
[J ves Bd No Currently have any open or pending healthcare cournt cases?
[ ves {4 No Been denied malpractice insurance?
[ Yes B4 No Has or had a felony conviction(s) of any type?

IF YES IS ANSWERED TO ANY QUESTION LISTED ABOVE:

7. PROVIDE A WRITTEN STATEMENT PROVIDING THE DETAILS ON ALL OCCURRENCES.

2. ATTACH ALL OFFICIAL LEGAL DOCUMENTS REGARDING THE OCCURRENCE, INCLUDING ANY

REINSTATEMENTS.

F. (0 Yes [} No Does this agent of managing employee have ownership of controlling Interest in any other

Entity/Business participating in a Federal/State Funded heallhcare program?
i yes, complete the section below.

Plan Numbers for Encoliments
Plan Dolng Business As (DEA) Nama Tax ID
State Ion
EnthyRusk Medicak! O {p Oiach Form Pagw 15
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Provider Name:; DenlaQues| USA Insurance Company, Iinc.

* Make a pholocopy of Ihis page il more space Is needad (o respord (o ilem F below*

Hams of Apert of Mansging Emploves; MichaelKely

Check tha apptopsiate yes or ne box regarding the questions below.
Every ltem needs to have elther a yes or no check
Da not leave any blanks.

E. Has the sgent or managing employes named abova (ever):

Been convicled of a criminal affense in any program under Medicare, Medicaid, any Tilled

0 ves B No services in the Louisizna Medical Assistance Progiam,
Has any disciplinary action been laken against any healihcare Hicense or cerification held In any
3 Yes pd No State of U.S. Tenitory, including discipfinary action, naloe contendere, probation, board consert
_ - _ordet, suspension, revocation, voluntary surrender of a license or certification?
Been denied ervoliment, suspended or terminated lrom panicipetion, excluded or volurtarity
0O Yes M Ne withcrawn to avoid disciplinary action from Medicare, Medicald or olher healthcare programis}
o in any State or U.S, Temtory?
O Yes &g No Currenily have a negative balance or currently owes money to any Stale or Fededl Funded
program, Including Medicald and Medicare?
[ Yes 4 No Been the subject of an investigation under MAPIL {Louislana's Medical Assislance Program
i Integrity Law] or by ary | law enforcemert, regulatory, of State agency al any lime.
3 ves [ No Currenlly have any open or pending healthcare court cases?
[ Yes < No Been denied malpraclice insurance?
[ Yes X No Has of had a Telony conviction(s) of any type?

IF YES IS ANSWERED TO ANY QUESTION LISTED ABOVE:

1. PROVIDE A WRITTEN STATEMENT FROVIDING THE DETAILS ON ALL OCCURRENCES.

2. ATTACH ALL OFFICIAL LEGAL DOCUMENTS REGARDING THE OCCURRENCE, INCLUDING ANY

REINSTATEMENTS.

F. [J Yes [§ No Does this agent or managing employee have ownershlp or controlling interest In any other

Entity/Business participating n a Federal/State Funded healthcare program?
If yes, compiele the seclion below.

Pian

Plan Numbers for Enrofiments

Doing Business As [DBA) Name Tax 1D
Sate 1w

EnthyBvsiness Medkaid Ownesship Disclosvre Form Pepe 15
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Provider Name: DentaQues! USA Insurance Company, [nc.

Nams of Agent or M

* Make a pholocopy of (s paga if more space is needed lo respond lo flem F balow®

Employ Julie Steele

Check the apprbprlnt yes or no box regarding the questions balow.
Every ltem needs to have either a yes of no check.
Do hot keava any blanks.

E. Has the agent or managing employee named above (evw):

Been convicled of a criminal offense in any program under Medicare, Medicaid, any Titled

0 Yes 4 No services In the Louisians Medical Assistance Program.
Has any disciplinary aclion been laken against any heakhcare license or cerlification he!d in any

3 ves B No State or U.S. Tendory, including discipiinary action, nolo contendere, probafion, board consent
order, suspension, revocation, volumtary surrender of a license or certificalion?
Been denled enroiment, suspended or terminated lrom participation, excluded ar yolurtarily

O ves K} No withdrawn to avols discipiinary action from Medicare, Medicald or other healthcare programys)
inany State or U.S. Territory?

[ Yes X No Curtertly have a negalive balance or currenlly owes mopey lo any Stale or Federal Funded
program, including Medicaid and Medicare?

0O Yes [ Na Beenihe subject of an investigation under MAPIL (Louisiana's Medical Assistance Program

= — Integyfty Law) or by any law enfarcement, regulatory, or Stale agency af ary firme. -

3 ves [ No Curiently have any open of pending healihcare coutt cases?

) ves X No Been denled malpractice Insurance?

O ves W No Has or had a felony conviction(s) of any type?

IF YES IS ANSWERED TO ANY QUESTION LISTED ABOVE!

1. PROVIDE A WRITTEN STATEMENT PROVIDING THE DETAILS ON ALL OCCURRENCES.

2 ATTACH ALL OFFICIAL LEGAL DOCUMENTS REGARDING THE OCCURRENCE, INCLUDING ANY

RE/NSTATEMENTS.

F. (] Yes [X No Does this agent or managing employse have ownership or controlling interest In any other

Enlity/Business parlicipating In a FederaUState Funded healthcare program?
If yes, compiete the seclion below,

Plan Numbers for Enroliments
Plan Dolng Business As {DBA} Nome Tax ID
State 10
EniRyBusiness Medk skl Ovr ship Disclosure Form Pape 1S
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Provider Name; DenieQuest USA Insurance Company, Inc.

* Make a phofocapy of (hs page if mare space fs needed (o respond (o lam F below*

Name of Agent o Managitip Employen; _ L-IS8 Callery S

Check the mppropriate yex or no box regarding the questions below,
Every ltem needs to have elther a yes o7 no check.
Do not leavs any blanks.

E. Has the agent or managing employee named above (ever):

Been convicled of a criminal offense In any program under Medicare, Medicald, any Titled

O Yes B No selvices in the Louislana Medical Assistance Program.
Has any disciplinary action been laken ageinst any healthcate license or cerificalion held inany

O Yes X No Stale or U.S. Temilory, including disciplinary action, nole contendere, probation, board consent
order, suspension, revocalion, volunlary surender of a license or cerdification?
Been denied errokment, suspended or lerminated lrom parlicipalion, excluded or volurlarily

O ves B no withdrawn to avold disciplinary action from Medicare, Medicald or other healthcare programys)

2 inany Slate or U.S. Temilory?

O vYes |3 No Currently have & negalive balance ar currently owes money lo any State or Federal Funded
program, Including Medicsid and Medicare?

0 Yes B No Been the subject of an investigation under MAPIL (Louisiana's Medical Assistance Program
Integrity Law) of by any law enforcemert, regulatory, or State agency at any fime.

O ves B no Currently have any open or pending healthcare court cases?

3 Yes R No Been denied malpractice insurance?

O ves (X no Has or had a [elony conviction{s) of any type?

IF YES (5 ANSWERED TO ANY QUESTION LISTED ABOVE:

1. FROVIDE A WRITTEN STATEMENT PROVIDING THE DETA/.S ON ALL OCCURRENCES.

2. ATTACH ALL OFFICIAL LEGAL DOCUMENTS REGARDING THE OCCURRENCE, INCLUDING ANY

REINSTATEMENTS.

F. 3 Yes [x] No Does this sgent of managing employee have ownership of contiolng interest ln any ofher

Entity/Business participating In a Federal/State Funded healthcars program?
I yes, complete {he section below.

Plan Numbers for Enroliments
Plan Dolng Business As (DBA) Name TaxID
State 10
EniRyMBusiness Medicaki O hip Disclpsure Form Page 18
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Provider Nama: DentaQuest USA Insurance Company, Inc,

Maka a pholccopy of Ihs page if more space is needed to respond lo fflem F below*

Nama of Agerd ot Nanaging Employes; RODBMA LYNN

Check the sppropriate yes or no box regarding the questions below.
Every [tem needs to have aithes a yes of no check,
Do not leave any blanks,

E. Has tha agent or managing employee named abova (ever):

Been convicled of a ciiminal offense in any program under Medicare, Medicaid, any Titled

O Yes B No services In the Louisiana Medical Assislance Program.
Has any disciptinary aclion been taken against any heaithcare kcense of cerlification held In any
O Yes {4 No State of U.S. Temitory, including disciplinary action, nolo conlendere, probation, board consert
____order, suspension, revocation, voluntary surender of a license or certification?
Been denved ervoliment, suspended or terminaled [iom participalion, excluded or volurtarily
O Yes X No withdrawn to avoid disciplinary action rom Medicare, Medicald or olher healthcare program(s)
- In any Slate or U.S. Territory?
[J Yes | o Currently have a negative bakance or currenlly owes money to any Stale or Federal Funded
program, including Medicaid and Medicare?
O Yes & No Been the subject of an investigation under MAPIL (Louislana’s Medical Assislance Program
Inlegrity Law) of by any law erforcemert, reguialory, or Slate agency at any time,
[0 Yes ® No Currenily have any open or pending healthcare court cases?
[ ves [ No Been denled malpractice insurance?
[ Yes [X No Has or had a lelony conviction() of any type?

JF YES IS ANSWERED 1O ANY QUES TION LISTED ABOVE:

1. PROVIDE A WRITTEN STATEMENT FROVIDING THE DETAILS ONALL OCCURRENCES.

2. ATTACH ALL OFFICIAL LEGAL DOCUMENTS REGARDING THE OCCURRENCE, INCLUDING ANY

REINSTATEMENTS.

F. B ves [J No

Does this agent or managing amployes have ownership or controlling interest in any other
Entity/Business participating in a Federal/Slate Funded heaithcare program?

I yes, complete the section below.

Plan

Plan Numbers for Enroliments

Doling Business As [DBA) Name Tax ID

State I__ O%

Direclors & O

& Officers of Proposer als OfS ) ils affiliales. |
that administey dental and/or vision benefits for Medicaid, CHIP, and Medicare Advantage
B [Rily slales.” Wae can provider add(lional deldils Upofy reques(.

Program in oy

Form Puege 15
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Provider Name: DentaQuest USA Insurance Company, Inc.

* Make a photocopy of this page if more space is needed to respond to item F below*

Name of Agent or Managing Employee: Robert Stefanic

Check the appropriate yes or no box regarding the questions below.
Every item needs to have either a yes or no check.
Do not leave any blanks.

E. Has the agent or managing employee named above (ever):

[] Yes [ No Been convicted of a criminal offense in any program under Medicare, Medicaid, any Titled
services in the Louisiana Medical Assistance Program.

Has any disciplinary action been taken against any healthcare license or certification held in any
O Yes M No State or U.S. Territory, including disciplinary action, nolo contendere, probation, beard consent
order, suspension, revocation, voluntary surrender of a license or certification?

Been denied enroliment, suspended or terminated from participation, excluded or voluntarily
[J] Yes [ No withdrawn to avoid disciplinary action from Medicare, Medicaid or other healthcare program(s)
in any State or U.S. Territory?

Currently have a negative balance or currently owes money to any State or Federal Funded

[1 Yes M No program, including Medicaid and Medicare?

[] Yes [E No Been .the subject of an investigation under MAPIL (Louisiana's Medical Assistgnce Program
Integrity Law) or by any law enforcement, regulatory, or State agency at any time.

[J] Yes (W No Currently have any open or pending healthcare court cases?

[ Yes [ No Been denied malpractice insurance?

[ Yes M No Has or had a felony conviction(s) of any type?

IF YES IS ANSWERED TO ANY QUESTION LISTED ABOVE:
1. PROVIDE A WRITTEN STATEMENT PROVIDING THE DETAILS ON ALL OCCURRENCES.

2. ATTACH ALL OFFICIAL LEGAL DOCUMENTS REGARDING THE OCCURRENCE, INCLUDING ANY
REINSTATEMENTS.

F. @ Yes [] No Does this agent or managing employee have ownership or controlling interest in any other
Entity/Business participating in a Federal/State Funded healthcare program?

If yes, complete the section below.

Plan Numbers for Enroliments

Plan Doing Business As (DBA) Name Tax ID
State 1D#

Directars & Officers of Responden also serve as directors & Officers of a

number of its affiliates that administer dental and/or vision benefits for

Medicaid, CHIP, and Medicare Advantage program in over lhirty states.

We can provide additional details upon request.

Entity/Business Medicaid Ownership Disclosure Form Page 15
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Provider Name: _DenlaQues| USA insurance Company, Inc.

* Make a pholacopy of this page if more space is needed to respord lo ilem F bolow*
Namp of Agerd o Mansging Employes; Alison Corcoran

Chack the appropriate yes or no box regarding the questions below.
Every item neads to hava either a yes or no check.
Do not leave any blanks,

E. Has ths agent or managing employes named above {(evar):

Been convicted of a criminal ofiense in any program under Medicare, Medicaid, any Tilled

0 ves & No services In Lhe Louisliana Medical Assistance Program.
Has any disclplinary aclion been taken against any healthcae kicense of certificalion held in any
[ Yes B No State or U.S. Territory, including discipiinary action, nolo conlendere, prabalion, board consent
order, suspension, revocation, voluntary surrender of a license or certification?
Been denled encolimert, suspended or {eminated flom participation, exchuded of volunlarily
J Yes X No withdrawn {o avold disciplinary aclion from Medicare, Medicald of other heatthcare programys)
_ - In ary Stale or U.S. Tenitory?
{1 Yes X No Currenily have a pegative balance of cutrently owes money to any State o Federal Funded
program, including Medicaid and Medicare?
[ Yes DY Mo Been lhe subject of an investigation under MAPIL (Louisiana's Medical Assistance Program
- =" Integrity Law) or by any taw erforcement, regulatory, or State agency at any lime.
[ ves X No Curenily have any open or pending healthcare cout cases?
O ves B No Been denled malpxactice Insurance? -
O Yes 53 No Has or had a felony conviction{s) of eny type?

IF YES IS ANSWERED TO ANY QUESTION LISTED ABOVE!

1. PROVIDE A WRITTEN STATEMENT PROVID/ING THE DETAILS ON ALL OCCURRENCES.

2. ATTACH ALL OFFICIAL LEGAL DOCUMENTS REGARDING THE OCCURRENCE, INCLUDING ANY

REINS TATEMENTS.

F. [ Yes i No

Does this agent of managing employee have ownership of controliing Interestin any other
Entity/Business participating In a Federal/State Funded healthcare program?
If yes, complele the section below,

Plan Numbers for Enrollnents
Plan Dolng Business As {DBA) Name Tax D
Sate [e, ]
EnlyBusiness Medk wid Owrrership Discosure Form Fage 15
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Revised 03/2017

SECTION VIl - AUTHORIZED REPRESENTATIVES

THE FOLLOWING INDIVIDUALS ARE AUTHORIZED TO SIGN INTO LEGAL, BINDING DOCUMENTS ON BEHALF
OF THIS PROVIDER, SUCH AS DIRECT DEPOSIT FORMS AND/OR CHANGES TO THE DISCLOSURE OF
OWNERSHIP FORMS, etc.

Note: Every person listed below must be disclosed in the Disclosure of Ownership forms.

List each person authorized to sign and identify their position in your practice.

1. [0 Owner [:I Managing employee

David Abelman M Other Secrtary

2. O owner [ Managing employee

Jeffrey Brown [ Otner Treasurer

3. O owner [_] Managing employee

Steven Pollock ) Otner Presiden

4. [0 owner [:l Managing employee
[ other

5. O owner D Managing employee
[ other

6. [0 Owner D Managing employee
[ Other

7. O owner [ Managing employee
O other

8. [0 owner |:] Managing employee
[0 other

9. [0 owner |:] Managing employee
] other

10. O Owner D Managing employee
O other

Please sign in blue ink (not black)

\ L\

Printed Name of Authorized Representative Signatur p\ogzed Representative
(sign in bife mk,
Treasurer 7/1 5/201 9
Title/Position Date of Signature

Entity/Business Medicaid Ownership Disclosure Form Page 16



Revised 03/2018

SECTION Vil - PROVIDER SIGNATURE

With my signature below, | attest:

1.
2.

3.

11,

12.
. The provider understands that it is their responsibility to ensure that all managing employees, employees, agents, affiliates or subcontractors are

14,

18.

That the provider has disclosed all necessary information;

That | am the authorized representative of this entity/business and, as such, have the authority to enter into a provider agreement with the Louisiana
Medicaid Program;

That the provider has reviewed the information on this entity/business Disclosure form and attest that it is true, accurate and complete;

That the provider understands that knowingly and willfully failing to fully and accurately disclose the information requested may result in the denial of
any request to participate in Louisiana’s Medicaid Program, or where the entity/business already participates, a termination of the provider
agreement or contract with the State Agency or the Secretary, as appropriate;

That the provider understands that a denial or termination of the provider agreement or contract with the State Agency or the Secretary will prohibit
me from any participation in Louisiana’s Medicaid Program;

That the provider understands that whoever knowingly and willfully makes or causes to be made any false statement or fraudulent representation on
any form submitted to the State Agency or the Secretary may be prosecuted under applicable Federal or state laws;

That the provider understands it is their responsibility to ensure that all information is continuously kept up to date on the Louisiana Medicaid
Provider File;

That the provider understands that the failure to maintain current and correct information may result in payments being delayed or closure of this
Medicaid provider number;

That the provider understands if this number is closed due to inaccurate information or inactivity, they will have to complete a new Provider
Enrollment Packet in its entirety for consideration to reactivate this provider number;

. The provider understands that under Federal Regulations, a provider or disclosing entity must disclose to the Medicaid agency, prior to enrolling, the

name and address of each person, entity or business with an ownership or control interest in the disclosing entity. (See Federal Requlations 42
CFR § 455.104(b)(1). A provider or disclosing entity must also disclose to the Medicaid agency, prior to enrolling, whether any person, entity or
business with an ownership or control interest in the disclosing entity are related to another as spouse, parent, child, or sibling. (See Federal
Reguilations 42 CFR § 455.104(b)(2). Furthermore, there must be disclosure of the name of any other disclosing entity in which a person with an
ownership or controlling interest in the provider/ disclosing entity alsoc has an ownership or control interest.
That the provider understands that as part of the Louisiana Medicaid enroliment/re-enrollment process, pursuant to Louisiana Medicaid Rules
and Regulations, they must provide Social Security numbers for each of the following persons:

s AllIndividuals with Direct or Indirect Ownership or Control Interest of 5% or more;

e  AllIndividuals acting as Board of Director;

*  AllIndividual Corporate Officers, Directors, Partners, or Shareholders;

e All Individual Managing Employees or Agents who exercise operational or managerial control or who directly or indirectly manage the

conduct of day to day operations.

| attest that | am a United States citizen or have legal status and work privilege in the US.

U.S. Citizens or have legal status and work privilege in the U.S.
The provider understands that it is their responsibility to ensure that it is disclosed on this form if any Owner, Board Member, Corporate Officer,
Partner, Board of Director, Shareholder, Managing employee, Employee, Agent or Affiliate, have ever:

e  been denied enrollment from Medicare, Medicaid or any other Federally funded healthcare Program;

e  been suspended or excluded from Medicare, Medicaid or any other Federally funded healthcare Program;

e been terminated from participation from Medicare, Medicaid or any other Federally funded healthcare Program;

. been employed by a corporation, business or professional association that is now or has ever been suspended or excluded from

Medicare, Medicaid or any other Federally funded healthcare Program in any state; or
. been convicted of any crimes.

. The provider understands that pursuant to 42 CFR § 455.104(a}(1) and 42 CFR § 455.105(a)(1)(2), they are required to provide certain data

pertaining to subcontractors within 35 calendar days of the date of the request.

. The provider understands that they shall report any of the above conditions to the Louisiana Department of Health (LDH). Once enrolled, the

provider understands that upon discovery of any of the above conditions, it is their responsibility to report immediately in writing to LDH, Program
Integrity Section, P.O. Box 91030, Baton Rouge, LA 70821-9030.

. I understand if | answered "Yes" to questions regarding being convicted of a felony or any criminal offense, or if | have ever had any disciplinary

action taken against my professional license (board actions, board consent order, restriction, suspension, revocation or voluntary surrender to avoid
disciplinary action), or if | have ever been denied enroliment or been excluded, terminated from participation, suspended, or voluntarily withdrawn to
avoid disciplinary action from any Federally funded healthcare program, | am required to submit this information and the requested documentation.
The provider understands that they are being placed on notice of Louisiana state law, R.S. 14:126.3.1 entitled “Unauthorized participation in medical
assistance programs.” The provider understands that this criminal statute means that if any owners, managing employees, employees, agents,
affiliates, or subcontractors, are excluded now or become excluded in the future or have been terminated from participation in the Medicare,
Medicaid, or any other Federal or State Funded Healthcare Program, it is a crime to “participate” in any medical assistance program. The provider
also understands that "participation” includes providing any services which will be billed, directly or indirectly, to Medicare, Medicaid, or any other
Federal or State Funded Healthcare Program, and “participation” also includes to seek or to be employed, directly or by contract, or have an
ownership interest in any individual or entity that provides such services which will be billed to these programs. The provider also understands that
this crime can be punishable as a felony for up to five (5) years imprisonment with or without hard labor, as well as a maximum fine of $20,000.00. |
also understand that any claims for payment with a date of service during a period of exclusign will be sublecl tp~rgcoupment in addition to other
fines, penalties, or restitution resulting from the criminal prosecution (LA R.S. 14.126.3.1). % (

Jeffrey Brown

Printed Name of Authorized Representative Signature of A 76 i epresentatwe
(sign in blue i
Treasurer 7/15/2019
Title/Position of Authorized Representative Date of Signature
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