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Instructions for Louisiana Medicaid Ownership Disclosure Informationp
Entity/Business

This is a multi-page form.  Please review the instructions in their entirety before completing the form.  Every field on 
the Disclosure of Ownership Form must be completed, and every question must be answered.  Failure to complete the 
form in its entirety will result in a rejection.

 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 Assistance Program Integrity Law (MAPIL).

Note:   Enter your Provider Name at the top of each page in the space provided.

SECTION I – DISCLOSING ENTITY/BUSINESS PROVIDER INFORMATIONON

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 ID Number – Enter the nine (9) digit Tax ID number for this provider.
National Provider Identifier (NPI) – Enter your ten (10) digit National Provider Identifier (NPI).  This number can be obtained by going 

to
This enrollment packet is for a – Check the appropriate box from among New Enrollment, Update to Current Enrollment, 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 - Enter the area code and telephone number(s) at the street address of this 

Entity/Business.
Doing Business As (DBA) Name – Enter 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 Entity/Business license.
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 the physical business street address of the Entity/Business

requesting enrollment. Enter the city, state and zip code of the physical business street address. 
Primary Disclosing Entity/Business Mailing Address/PO Box, City, State, Zip – Enter the mailing address or PO Box of the Entity/Business

requesting enrollment. Enter the city, state and zip code of the mailing address. 
Additional Post Office Boxes Not Identified Above – Enter any additional Post Office Boxes for the Entity/Business that are stand-alone or not 

associated with any business location.
Disclosing Entity/Business Telephone Number to Request Medical Records – Enter the area code and telephone number(s) that the 

Entity/Business uses to answer requests for medical records.  
Disclosing Entity/Business Primary Fax Number – Enter the area code and fax number(s) of this Entity/Business.
Email Address of Entity/Business contact person - Enter the email 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 regional 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. Lists are not acceptable.
DBA Name of Additional Location – Enter the DBA name of the additional practice location.
Medicaid Provider # - Enter the Medicaid Provider number of the additional practice, if applicable.
Additional Location contact information – Enter the mailing address/PO Box, street address, additional PO boxes, phone number, fax
number and email address for the additional location office. Continue identifying 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 selections may result in a rejection for clarification.
Privately owned or Non-profit Providers Only – Identify the type of Entity/Business as it is registered with the Internal Revenue Service
(IRS).  Check only one box from among Sole Proprietorship, Partnership/Limited Liability Partnership, Corporation, Limited Liability 
Corporation (LLC), or Non-profit.  Answer any questions associated with the type of Entity/Business in the space(s) provided.  Optional:
May add comments in the space provided.  Continue to Section II.
OR
Louisiana Government Providers Only – Identify the type of Entity/Business if 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 Health 
(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. Is this disclosing Entity/Business publicly traded? A publicly traded 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 all names and Tax IDs in the spaces
provided. Attach additional pages if needed.

SECTION II – ENTITY/BUSINESS CRIMINAL CONVICTION DISCLOSURE AND ADDITIONAL INFORMATION

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: Check the appropriate yes or no box for each statement.
Every item needs to have either a yes or no check. Do not leave any blanks. If yes for any question, 1) provide a written statement including 
the details on all occurrences and 2) attach all official legal documents, including any reinstatements.

SECTION III – ENROLLMENT IN HEALTHCARE PROGRAMS

A. Is the disclosing Entity/Business and the disclosing Entity/Business Tax ID listed in Section I 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 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 Enrollments, and the location (state) of
Enrollments. Attach additional sheets as needed.
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SECTION IV – PREPARER INFORMATION – INDIVIDUAL COMPLETING DISCLOSURE OF OWNERSHIP INFORMATION

List the full name (including maiden name and hyphenated last name if applicable), social security number, date of birth, and job title.  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 – OWNERSHIP INFORMATION

Medicaid requires that an Entity/Business fully disclose ALL persons and entities that have an ownership interest (either separately or in 
combination) of 5% 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 owners will not be accepted. 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 organizations having direct, indirect, or controlling ownership interest in this disclosing Entity/Business.
Direct ownership is defined as the possession of stock, equity in capital, or any interest in the profits of this disclosing Entity/Business.
Indirect ownership is defined as an ownership interest in an Entity/Business that has direct or indirect ownership in this disclosing
Entity/Business.
Controlling interest is defined as having operational direction or management or the ability and authorization:

o To amend or change the corporate identity.
o To nominate or name members of the board, directors, or trustees
o To amend or change the bylaws, constitution, or other operating or management direction
o To control the sale of any or all of the assets or property upon dissolution of the Entity/Business.
o To dissolve or transfer this disclosing Entity/Business to new ownership or control.
o Et cetera.

Owners may also be individuals associated with the Entity/Business: 
Whose personal assets are used to satisfy the Entity/Business creditors.
Who join together 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 veto powers.
Who have voting power.
Who have any other responsibilities similar to the ones described above.

Ownership might be implied by titles like the following:
Founder
Incorporator
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 entities/businesses that have any direct
stake/shareholding/ownership/ or controlling interest of 5% or greater in the disclosing Entity/Business. Add additional pages if needed. 

NOTE: Section V(b) must be completed for each individual listed. Item 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 Entity/Business cannot list itself as an owner.
Second column: Name all owners of the entity/business listed in the first column.
Third column: Indicate the percent of ownership each owner has in the entity/business in the first column.
Fourth column: Indicate the percent ownership each owner has in the disclosing Entity/Business. This percent of indirect ownership in the 
disclosing Entity/Business is determined by multiplying the percentages of ownership in e

ach entity. For example, if individual A owns 10% percent of the stock 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 must 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 interest equates to a 4% indirect ownership interest in 
the disclosing entity and need not be reported.
Add additional pages if 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 each 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 you report before you fill it out the first time. For example, if you have five owners, you need to submit five completed 
Section V(b) forms.

A. Individual Owner Information – Enter the First Name, Middle Name, Maiden Name, Last Name and Hyphenated Last Name (if applicable)
in the spaces provided.  Enter the Title/Job Position within this Entity/Business, the percentage of ownership of the Entity/Business, the 
Social Security Number (required), date of birth, current mailing address and physical address, telephone number and email address of the 
owner in the spaces provided.

B. 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.

C. Is this owner a U.S. citizen? Check the appropriate box. If no, provide the Alien Verification number.
D. 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 State name, the Medicaid Provider
Number, and the Medicare Provider Number in the spaces provided. Attach additional pages if needed.

E. 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 related (e.g. spouse, parent, 
child, sibling) in the spaces provided. Attach additional pages if needed.

F. Does the individual owner have a business transaction with any subcontractor(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. 

G. 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 
Enrollments, and the location (state) of Enrollments. Attach additional sheets as needed.

H. Has the individual owner named above (ever) – Read the questions carefully and check the appropriate yes or no boxes. Every item
needs to have either 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) attach all official legal documents regarding the occurrence, including any reinstatements.

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

A. Entity/Business Owner Information – Enter the Entity/Business Name, the DBA Name, the Tax ID Number, the current street address of 
the primary 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 Entity/Business in the spaces provided.

B. Are there any business locations in addition to the location listed above? Check the appropriate box. If yes, provide the number of
locations in the box to the left and complete the section(s) below for each additional location. Enter the DBA Name of the additional location,
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 Entity/Business in the spaces provided.
Attach additional pages if needed.

C. 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.

D. Does the Entity/Business owner have a business transaction with any subcontractor(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.

E. Is this Entity/Business and Tax ID listed in the Section I currently enrolled in a Federal/State funded healthcare program? If yes,
provide the Doing Business As (DBA) Name, the Tax ID number, the Plan Numbers for Enrollments, and the location (state) of Enrollments.

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: Check the appropriate yes or no box for each statement. Every
item needs to have either a yes or no check. Do not leave any blanks. If yes for any question, provide a written statement including the 
details on all occurrences. Attach all official legal documents, including any reinstatements.

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 employee of the provider (General Manager, Business Manager, Administrator or other individual who exercises operational or 
managerial control or conducts day to day operations of the agency) as well as the name and address of any person who is an agent of the 
provider, which is any person with authority to obligate or act on behalf of the disclosing entity.  See Federal Regulations 42 CFR § 
455.106(a)(1)(2) at: http://www.access.gpo.gov/nara/cfr/waisidx_01/42cfr455_01.html.  

A separate VI(b) form is required for each agent or managing employee, therefore, please make the necessary copies 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 R. Smith, not J.R. Smith or Johnny Smith; or Jenny Rae Jones-Smith, 
not J.R. Jones-Smith or Jenny Jones-Smith.

Managing employee is defined as a general manger, business manager, administrator, director, or other individual who exercises operational or 
manager control over, or who directly or indirectly conducts the day-to-day operations of an institution, organization or agency.  

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

Members of management, or agents, may hold job titles similar to the ones shown below:
Administrator
Board of directors
Board of trustees
Chairman or chairperson
Chief Business Officer (CBO)
Chief Executive Officer (CEO)

Chief Financial Officer (CFO)
Chief Operating Officer (COO)
Director
Managing employee/agent
Officer
Trustee
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Members of management, or agents, are non-owners who are part of a chain of command within a company and may perform tasks similar to the ones shown below:
Analyze performance
Develop directional policy
Direct and control management activities
Manage risk
Oversee operations
Participate in the election and/or 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.

SECTION VI(a) – INFORMATION ON ALL MANAGING EMPLOYEES/AGENTS

In the first table, enter the names of each agent, member or officer who is a part of management for the disclosing Entity/Business. In the second 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 additional pages if 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 to 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), Title/ 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. Attach additional pages if needed.

C. Is this agent or managing employee a U.S. citizen? Check the 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 business owners associated 

with this Entity/Business? Check the appropriate box.  If yes, list all individuals and how they are related in the spaces provided. Attach additional pages if
needed.

E. Has the agent or managing employee named above (ever) – Read the questions carefully and check the appropriate yes or no boxes. Every item needs to have
either 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) attach 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 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 Enrollments, and the location (state) of Enrollments. Attach additional sheets as needed.

SECTION VII – AUTHORIZED REPRESENTATIVES

List the individuals who 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.  Every person listed 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 whether the individual is an owner, a managing employee, or other (specify the title in the space provided).

Printed Name of Authorized Representative – print the name of the authorized representative who can enter into a binding agreement with Louisiana Medicaid.
Title/Position of Authorized Representative – indicate the Authorized Representative’s relationship to the entity or business (e.g., owner, administrator, agent, 
managing employee, billing manager, etc.).
Signature of Authorized Representative – the authorized representative must sign the form.  Signatures must be original and in blue ink (stamped signatures and 
initials are not accepted). Only an authorized representative may sign this form. This authorized representative must be someone designated to enter into a legal and 
binding contract with Louisiana Medicaid. This person must be someone currently 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 date this agreement was signed.

Carefully review all sections of the Disclosure of Ownership.   Requires original signature of the authorized representative (no stamps or initials) and the date.
Please sign in colored ink (not black).
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* Make a photocopy of this page if more space is needed to respond to item F below*
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