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Medi-Cal Pay-For-Performance Enrollment Forms

Medi-Cal HEDIS® Performance Bonus Enrollment Forms - Provider Acknowledgement Form

This Provider Acknowledgement Form serves as documentation that you have reviewed all
enclosures regarding the Molina’s Pay-For-Performance Program which consists of the
following:

Medi-Cal HEDIS® Performance Bonus
Medi-Cal OBGYN Partner Bonus

Acknowledgment MUST be received in order to participate in the program.

Physician Name (Please Print) Rendering Provider Title

Physician NPI Number Pay-To Group Name (Please Print)

Physician License Number Pay-To Tax ID

Select all programs you will be participatingin:
Medi-Cal PCP HEDIS® P4P Program Medi-Cal OBGYN Partner Bonus Program

Required forms for participation: Required forms for participation:
O Provider Acknowledgement Form O Provider Acknowledgement Form
3 RS W-9 Form (One W-9 per TIN is required) * 3 RS W-9 Form (One W-9 per TIN is required) *

By signing below, | further acknowledge that |am aware of the eligibility requirements and proper
submission procedures to participate in this program. In the event encounters and/or claims are
submitted incorrectly, all corrections must be resubmitted within sixty (60) days from the date of service
to be eligible for bonus reimbursement. Please be aware that Molina has the right to discontinue or
modify the bonus program at any time.

Provider Signature Date

*One (1) W-9 form is required per individual Tax Identification Number (TIN). For example, if a same TIN
is used for more than one service site, please complete and submit one (1) W-9 form. Please identify one
mailing address for each TIN.

Please submit completed forms to: MHCP4P@MolinaHealthcare.com with Attention: P4P Enrollment
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Medi-Cal HEDIS® Performance Bonus — Participating Provider Sites

Site 1 Site 2
Site Name: Site Name:
Address: Address:
City: St: Zip: City: St: Zip:
Phone: Phone:
Site 3 Site 4
Site Name: Site Name:
Address: Address:
City: St: Zip: City: St: Zip:
Phone: Phone:
Site 5 Site 6
Site Name: Site Name:
Address: Address:
City: St: Zip: City: St: Zip:
Phone: Phone:
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(Rev. October 2007)
Department of the Treasury
Internal Revenue Service

Request for Taxpayer
Identification Number and Certification

Give form to the
requester. Do not
send to the IRS.

Name (as shown on your income tax return)

Business name, if different from above

D Other (see instructions) ©

Check appropriate box: I:’ Individual/Sole proprietor D Corporation I:’
Limited liability company. Enter the tax classification (D=disregarded entity, C=corporation, P=partnership) © payee

Partners hip Exempt

Address (number, street, and apt. or suite no.)

Print or type

Requester's name and address (optional)

City, state, and ZIP code

See Specific Instructions on page 2.

List account number(s) here (optional)

Taxpayer Identification Number (TIN)

Enter your TIN in the appropriate box. The TIN provided must match the name given on Line 1 to avoid
backup withholding. For individuals, this is your social security number (SSN). However, for a resident

Social security number

alien, sole proprietor, or disregarded entity, see the Part | instructions on page 3. For other entities, it is
your employer identification number (EIN). If you do not have a number, see How to get a TIN on page 3. or

Note. If the account is in more than one name, see the chart on page 4 for guidelines on whose

number to enter.

Employer identification number

Part Il Certification

Under penalties of perjury, | certify that:

1. The number shown on this form is my correct taxpayer identification number (or | am waiting for a number to be issued to me), and

2. | am not subject to backup withhol ding because: (a) | am exempt from backup withholding, or (b) | have not been notified by the Internal
Revenue Service (IRS) that | am subject to backup withholding as a result of a failure to report all interest or dividends, or (c) the IRS has
notified me that | am no longer subject to backup withholding, and

3. | am a U.S. citizen or other U.S. person (defined below).

Certification instructions. You must cross out item 2 above if you have been notified by the IRS that you are currently subject to backup
withholding because you have failed to report all interest and dividends on your tax return. For real estate transactions, item 2 does not apply.

For mortgage interest paid, acquisition or abandonment of secured property, cancellation of debt, contributions to an individual retirement
arrangement (IRA), and generally, payments other than interest and dividends, you are not required to sign the Certification, but you must

provide your correct TIN. See the instructions on page 4.

algn Signature of
ere U.S. person ©

Date ©

General Instructions

Section references are to the Internal Revenue Code unless
otherwise noted.

Purpose of Form

A person who is required to file an information return with the
IRS must obtain your correct taxpayer identification number (TIN)
to report, for example, income paid to you, real estate
transactions, mortgage interest you paid, acquisition or
abandonment of secured property, cancellation of debt, or
contributions you made to an IRA.

Use Form W-9 only if you are a U.S. person (including a
resident alien), to provide your correct TIN to the person
requesting it (the requester) and, when applicable, to:

1. Certify that the TIN you are giving is correct (or you are
waiting for a number to be issued),

2. Certify that you are not subject to backup withholding, or

3. Claim exemption from backup withholding if you are a U.S.
exempt payee. If applicable, you are also certifying that as a
U.S. person, your allocable share of any partnership income from
a U.S. trade or business is not subject to the withholding tax on
foreign partners’ share of effectively connected income.

Note. If a requester gives you a form other than Form W-9 to
request your TIN, you must use the requester’'s formif it is
substantially similar to this Form W-9.

Definition of a U.S. person. For federal tax purposes, you are
considered a U.S. person if you are:

e Anindividual who is a U.S. citizen or U.S. resident alien,

e A partnership, corporation, company, or association created or
organized in the United States or under the laws of the United
States,

e An estate (other than aforeign estate), or

e A domestic trust (as defined in Regulations section
301.7701-7).

Special rules for partnerships. Partnerships that conduct a
trade or business in the United States are generally required to
pay a withholding tax on any foreign partners’ share of income
from such business. Further, in certain cases where a Form W-9
has not been received, a partnership is required to presume that
a partner is a foreign person, and pay the withholding tax.
Therefore, if you are a U.S. person that is a partner in a
partnership conducting a trade or business in the United States,
provide Form W-9 to the partnership to establish your U.S.
status and avoid withholding on your share of partnership
income.

The person who gives Form W-9 to the partnership for
purposes of establishing its U.S. status and avoiding withholding
on its allocable share of net income from the partnership
conducting a trade or business in the United States is in the
following cases:

e The U.S. owner of a disregarded entity and not the entity,

2007)



Supplier Profile Form

1099 Legal Name:

Business Name, if different from above:

Physical Address: City: State: Zip Code:

Remittance Address: City: State: Zip Code:

Federal Tax ID:

Payment Terms: State of Incorporation:

Primary Account Contact Name:

Phone: Fax:

E-Mail: Website:

Commodity Line/ Services:

Business type:

[ Individual/Sole Proprietor
(1 C Corporation

[1 S Corporation

L1 Partnership
[] Limited Liability Corporation (select LLc Type)
L1 Other:

1099 Delivery: [1 Electronic Form (Provide Preferred Email):
1 Paper Form (Provide Remittance Address If Different From Above):

Address: City: State: Zip Code:
Preferred Payment Method: 1 Check 1 ACH

ACH Information

Name on Bank Account:

Bank Name:
Acct Type:[1 Checking [] Savings
Account Number: Routing Transit No. (9-digits):

E-Mail (*Required for ACH payment notification®):

By filling the ACH Information and submitting this form to Molina Healthcare Inc., |, named as below,
authorize payment of invoice(s) via ACH to the business account provided above.

Name: Title:

Signature: Date:



Vendor
Questionnaire

Please complete the following information, as applicable.

Please indicate if you are a New Vendor or Provider joining Molina Healthcare or an Existing/Prior

Vendor or Provider:

O New Vendor or Provider [L1Existing/Prior Vendor or Provider

If you are an Existing/Prior Vendor or Provider, please describe what updates you are making to
your account:

O Payment method (ACH/Banking Information)

O Mailing/Remittance Address

O Federal Tax ID

[0 Business Name/1099 Legal Name

[0 Business Type (Corporation, Sole Proprietor, Partnership, etc.)
O Email Address

O Payment Terms (Net 30, Net 10, DUE, etc.)

Please indicate if you are a Third-Party Service Provider (“TPSP”):

OYes INo

A “TPSP” is any contractor, consultant or vendor who is not an affiliate of Molina, providing services thatinvolve
access to Molina Nonpublic Information (“NPI”). NPI is any Molina business-related information by which the
tampering or breach would have a material adverse impact to Molina; PHI; and nonpublic PII.

Please indicate if you have any of the following Diverse Certifications (check all that may apply):

] MBE —Minority Business Enterprise

[J WBE —Woman Business Enterprise

1 PBE - Persons with Disability Business Enterprise
] DVBE - Disabled Veterans Business Enterprise

[J LGBTE - Lesbian, Gay, Bisexual, Transgender Business Enterprise



Please indicate if you have any of the following Diverse Certifications (check all that may apply):
[J MBE —Minority Business Enterprise

[J WBE —Woman Business Enterprise

[J PBE - Persons with Disability Business Enterprise

[] DVBE - Disabled Veterans Business Enterprise

[J LGBTE - Lesbian, Gay, Bisexual, Transgender Business Enterprise

Please describe the service/products being offered:

Signatory

1) Contract Signatory information:
a. Signatory Name:
b. Signatory Title:
c. Signatory Email:

Compliance/Privacy

2) Will you have access, store, create, or transmit Molina member PHI, PII, or other
nonpublic information (*NPI) for or on behalf of Molina (please explain)?

*NPI is any Molina business-related information by which the tampering or breach would have
material adverse impact to Molina; PHI; and nonpublic PII.

a. What type of PHI/PIl/ePHI will be handled (e.g. Member SSN/DOB/Emails)?

b. What is the volume of PHI/Pll/ePHI data that will be handled (limited number or
entire membership)?

c. Where will the data be stored?

3) Will any exchange of data be required and transferred? If so, how will it be transferred?

4) Are you or any subcontractors located outside the U.S., performing the services outside the
U.S., or housing our data outside the U.S.?

a. Isthere an onshore option available?

IT Security
5) Do services/product require a network connection to the Molina environment?

6) If service/product includes software, what type of software is this (perpetual, SaaS,
subscription, etc.)?

a. Where will the SW sit (i.e. on prem data center, vendor dc, hosted, Molina Azure, AWS, etc.)

7) Is there any associated hardware involved?
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