2026

Delivery Organization Information Application

Laboratory Services

2l healthteam

*I*" advantage-

FIRST LOCATION

NAME OF FACILITY

STREET ADDRESS

CITY STATE ZIP CODE EMAIL

PHONE NUMBER FAX NUMBER TAX IDENTIFICATION NUMBER
FACILITY PERSON NPI NUMBER

BILLING ADDRESS (IF DIFFERENT FROM ABOVE)

CITY STATE ZIP CODE EMAIL

PHONE NUMBER FAX NUMBER CONTACT PERSON

SECOND LOCATION - If more than two locations, please attach a separate listing.

NAME OF FACILITY

STREET ADDRESS

CITY STATE ZIP CODE EMAIL

PHONE NUMBER FAX NUMBER TAX IDENTIFICATION NUMBER
FACILITY PERSON NPI NUMBER

BILLING ADDRESS (IF DIFFERENT FROM ABOVE)

CITY STATE ZIP CODE EMAIL

PHONE NUMBER FAX NUMBER CONTACT PERSON
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GENERAL BUSINESS INFORMATION
BEGINNING DATE OF OPERATION

OWNERSHIP NAME

TYPE OF OWNERSHIP:
OTHER, PLEASE EXPLAIN:

] INDIVIDUAL [ PARTNERSHIP [] CORPORATION

ADMINISTRATOR NAME PHONE NUMBER

ADMINISTRATOR EMAIL

ACCREDITATION INFORMATION

Is your organization currently accredited with one of the following accrediting bodies below? [] Yes [ No

If yes, please mark those that apply and submit a copy of your current accreditation letter or certificate:
If pending, please indicate the date of survey or application:

AAAHC Accreditation Yes [No CHAP Accreditation [ Yes [ No
AASM Accreditation OvYes [ No JCA Accreditation [JYes [JNo
CARF-CCAC Accreditation [JYes [ No CAO Accreditation [JYes [ No

Other:

Were there any deficiencies from your last survey? [Yes [ No
If yes, please attach an explanation and your action plan to address recommendations.

Have deficiencies been removed from your record? [CIN/A [dYes [JNo

Effective Date:

LICENSE AND MEDICARE INFORMATION
STATE LICENSE NUMBER: |DEA NUMBER:

STATE BOARD OF PHARMACY NUMBER: | MEDICARE NUMBER:

Please indicate one or more of the following and submit a copy of your current license:
[ NC Department of State Health Services # [ CLIA Certificate #
[J Occupational License # ] Operational License #

Were there any deficiencies from your last survey? [Yes [ No
If yes, please attach an explanation and your action plan to address recommendations:

Have deficiencies been removed from your record? CIN/A [Yes [ No

Effective Date:

GENERAL BUSINESS INFORMATION
INSURANCE COMPANY NAME (NOT AGENT):

POLICY NUMBER EXPIRATION DATE

AMOUNTS PER INCIDENT/AGGREGATE FOR PROFESSIONAL LIABILITY COVERAGE. NOTE: MINIMUM COVERAGE IS $1M/$3M
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STATEMENT TO APPLICANTS

All organizations applying for network participation have the right to review information obtained by
HealthTeam Advantage to evaluate their credentialing application. The only exception to this policy is
information that we are prohibited by law from being released.

In the event that credentialing information obtained from other sources varies substantially from the
information submitted on this application, you will be notified of the discrepancy either by telephone or
in writing. You will have 10 days to submit additional information to correct the discrepancy or provide
clarification that may positively impact the credentialing decision.

PLEASE SUBMIT COPIES OF THE FOLLOWING DOCUMENTS WITH THIS APPLICATION:
e CMS Participation Letter
* CLIA
 General/Professional Liability
* Accreditation Certificate
* W-9 (Currently dated)
ADDITIONAL REQUIRED INFORMATION:
Please complete attachments. (if any)

SEND ALL COMPLETED APPLICATIONS AND SUPPORTING DOCUMENTS TO:
credentialing@htanc.com

IF YOU HAVE ANY QUESTIONS, CONTACT YOUR HEALTHTEAM ADVANTAGE PROVIDER CONCIERGE BY
PHONE OR BY EMAIL AT:

providerconcierge@htanc.com, 844-806-8217 option 5
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GENERAL INFORMATION

NAME OF DME SUPPLIER OR PHARMACY

DME SUPPLIER SERVICES

[0 Durable medical equipment and/or accessories (hospital beds, wheelchairs, walkers, etc.)
[0 Oxygen and oxygen equipment

[ Orthotics (leg braces, arm braces, back braces, etc.)

O Prosthetics (prosthetic lenses, artificial legs and arms, artificial eyes, etc.)
[0 Medical supplies (catheters, feeding bags, colostomy bags, etc.)

O Tracheotomy supplies

O LVAD supplies

O Optical dispensary

O Hearing aid dealers

O Specialty pharmacy

O Other services

Of the above services, which one constitutes 50 percent or more of your business?

GENERAL QUESTIONS

1.

oA W

o

In reference to durable medical equipment, do you:

O Rent only

O Sell only

O Rent/sell

Are free delivery and installation provided for rented or purchased equipment? O Yes
Is equipment repair and maintenance service provided for rented equipment? O Yes

Is seven day-a-week, 24-hour emergency service provided by technicians and clinicians? [J Yes

Is warranty maintenance service provided by your company for
purchased equipment? (This includes manufacturer’s warranties) [JYes [ No

Are clinical professionals available to provide patient education and home management? [ Yes

Has your company ever been sanctioned or suspended from
receiving payment under the Medicare/Medicaid programs? OYes ONo

Has your company ever been denied liability coverage? OYes [ONo

O No
O No
O No

[ No

IF YOU ANSWERED “YES” TO QUESTIONS #7 AND/OR #8, PLEASE PROVIDE DETAILS ON A SEPARATE SHEET.
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HEALTH DELIVERY ORGANIZATION STATEMENT OF ATTESTATION & AUTHORIZATION
FOR RELEASE OF INFORMATION

| hereby affirm that the information furnished by me is true and complete to the best of my knowledge
and is furnished in good faith. | fully understand that any significant misstatement in, or omissions from,
this application, whether intentional or not, shall constitute cause for summary dismissal as a Care N’
Care Insurance Company of North Carolina, Inc., provider. In the event that participation privileges have
been granted prior to discovery of misstatement or omission, such discovery may result in termination
from Care N’ Care Insurance Company of North Carolina, Inc.

| agree that | have a continuing affirmative duty to inform Care N’ Care Insurance Company of North
Carolina, Inc., immediately of any material changes that may affect my organization’s status. | authorize
the release of all information that may be relevant to an evaluation of my organization’s credentials,
including information about disciplinary actions or other confidential or privileged information, to Care
N’ Care Insurance Company of North Carolina, Inc., or its affiliates or successors. | understand and agree
that this consent is irrevocable for any period during which my organization participates as a Care N’
Care Insurance Company of North Carolina, Inc., provider. | release Care N’ Care Insurance Company

of North Carolina, Inc., its affiliates and successors and their representatives from any and all liability
for their acts performed in good faith and without malice in obtaining information and evaluating my
organization’s credentials.

| submit this application in the expectation that confidentiality and privacy will be preserved, and that
the information will be used only for credentialing, peer review, and quality assurance activities.

Facility Name

Date

Signature

Name

Title

HealthTeam Advantage, a product of Care N’ Care Insurance Company of North Caroling, Inc., isa PPO and HMO Medicare Advantage
plan with a Medicare contract. Enrollment in HealthTeam Advantage depends on contract renewal. MULTI-PLAN_26144 C
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