CREDENTIALING ENROLLMENT CONSENT FORM
PURPOSE
Payers require documented consent from an individual practitioner before an organization may submit applications, access provider data portals, or communicate with the payer on that practitioner’s behalf. This form records that consent. It does not create an employment or independent contractor relationship, and no payer is obligated to accept any provider into its network.
I______________________, am a Board-Certified Behavior Analyst (the “Provider”) affiliated with COMPANY (the “Company”). By signing below, I acknowledge and consent to the following.
CONSENT TO SUBMIT APPLICATIONS ON MY BEHALF
I authorize the Company and its designated credentialing representatives to:
· Prepare and submit applications.  Complete, sign where an authorized representative signature is accepted, and submit initial credentialing, recredentialing, contracting, and provider enrollment applications and rosters, and link my individual National Provider Identifier to the Company’s group National Provider Identifier and Tax Identification Number.
· Communicate with payers.  Correspond with payer credentialing, contracting, network management, and enrollment staff regarding my applications and participation status.
· Maintain my participation.  Monitor expiration dates, respond to payer requests, and submit demographic, service location, licensure, and roster updates for as long as this consent remains in effect.
PAYERS COVERED BY THIS CONSENT
I consent to submission to each payer checked below, or to all payers if the final line is checked.
	☐   Medicaid, Fee-for-Service 
	☐   Blue Cross Blue Shield

	☐   Medicaid Managed Care
	☐   TRICARE East / TriWest

	☐   Aetna
	☐   Humana Healthy Horizons

	☐   Cigna / Evernorth Behavioral Health
	☐   Magellan Healthcare

	☐   Optum Behavioral Health
	☐   Other: ________________________

	☐   Other: _______________________
	☐   Other: ________________________


☐   All payers with which the Company participates or seeks to participate.
Additional payers.  I understand that the Company may pursue contracts with payers that are not listed above, including payers that enter the market or become available to the Company after the date of this form. This consent extends to those payers on the same terms. The Company will inform me of any payer not listed above to which it submits an application on my behalf, and I may withdraw my consent as to that payer in writing at any time.
CONSENT TO RELEASE AND VERIFY MY INFORMATION
I authorize the Company, payers, and any credentials verification organization acting on a payer’s behalf to obtain, verify, and exchange the information necessary to complete credentialing and enrollment, including my BACB certification status; state licensure; education, training, and work history; NPPES, Medicaid, and Medicare enrollment records; CAQH profile data; professional liability coverage and claims history; and federal and state exclusion, sanction, disciplinary, and background screening results, including the OIG List of Excluded Individuals and Entities, the System for Award Management, and applicable state Medicaid exclusion lists. I authorize the Company to release copies of the documents I have furnished to payers and their designees for credentialing and enrollment purposes only, and I release the Company and any person or entity that provides information in good faith under this consent from liability arising from that disclosure, to the extent permitted by law.
MY ATTESTATION AND ONGOING OBLIGATIONS
· The information I have provided to the Company for credentialing and enrollment is true, complete, and accurate to the best of my knowledge.
· I hold a current Board-Certified Behavior Analyst certification in good standing, and any state license, registration, or certification required where I will render services.
· I am not excluded, debarred, suspended, or otherwise ineligible to participate in Medicare, Medicaid, TRICARE, or any other federal or state health care program, and no such action is pending against me.
· I maintain professional liability insurance at the limits the payers above require, or I am covered under the Company’s policy, and I will provide evidence of coverage on request.
· I will notify the Company in writing within five (5) business days of any change to my certification or licensure, liability coverage, adverse action or investigation, exclusion or sanction, or any other matter that would render information submitted on my behalf inaccurate, and I will respond promptly to requests for signatures and renewed credentials.
ACKNOWLEDGEMENTS, CONFIDENTIALITY, TERM, AND REVOCATION
· No guarantee.  Credentialing and network participation decisions rest with each payer. The Company does not guarantee acceptance, a rate, an effective date, or a processing timeframe, and does not provide legal advice through this form.
· Group participation only.  Participation obtained under this consent applies to services I render for the Company and that the Company bills under its group Tax Identification Number. It does not create individual or solo network participation for me.
· Confidentiality.  The Company will use my credentialing information only for the purposes described here or as required by law, limit access to personnel with a business need, store it using reasonable safeguards, and retain it as applicable payer and legal requirements provide.
· Term and revocation.  This consent takes effect on the date signed and remains in effect while I am affiliated with the Company. I may revoke it at any time by written notice to the Company; revocation is prospective only and does not affect actions already taken. If my affiliation ends or this consent is revoked, the Company may notify payers and remove me from its roster and group agreements. A photocopy, scanned copy, or electronic signature of this form is as valid as the original.
SIGNATURE
I have read this form, I understand it, and I consent to the credentialing and enrollment activities described above.

Signature: __________________________    Printed Name: ________________________    Date: ____________

	FOR OFFICE USE ONLY
Date received: ________________     Entered in credentialing file by: ________________________
Individual NPI verified ☐     BACB certification verified ☐     License verified ☐     Exclusion screening completed ☐
Applications submitted (payer and date): ____________________________________________________________________
____________________________________________________________________________________________
____________________________________________________________________________________________
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