
DISCLOSURE- Definitions 
 
 
DHS may refuse to enter into a contract and may suspend or terminate an existing contract, if the 
applicant fails to disclose ownership or controlling information and related party transaction as required 
by this policy. 
 
a) Disclosures in accordance with 42 CFR 455 Subpart B 
§ 455.104  
Disclosure by Medicaid providers and fiscal agents: Information on ownership and control. 
(a) Who must provide disclosures. The Medicaid agency must obtain disclosures from disclosing entities, 
fiscal agents, and managed care entities.  
(b) What disclosures must be provided. The Medicaid agency must require that disclosing entities, fiscal 
agents, and managed care entities provide the following disclosures:  
(1) (i) The name and address of any person (individual or corporation) with an ownership or control 
interest in the disclosing entity, fiscal agent, or managed care entity. The address for corporate entities 
must include as applicable primary business address, every business location, and P.O. Box address.  
(ii) Date of birth and Social Security Number (in the case of an individual).  
(iii) Other tax identification number (in the case of a corporation) with an ownership or control interest in 
the disclosing entity (or fiscal agent or managed care entity) or in any subcontractor in which the disclosing 
entity (or fiscal agent or managed care entity) has a 5 percent or more interest.  
(2) Whether the person (individual or corporation) with an ownership or control interest in the disclosing 
entity (or fiscal agent or managed care entity) is related to another person with ownership or control 
interest in the disclosing entity as a spouse, parent, child, or sibling; or whether the person (individual or 
corporation) with an ownership or control interest in any subcontractor in which the disclosing entity (or 
fiscal agent or managed care entity) has a 5 percent or more interest is related to another person with 
ownership or control interest in the disclosing entity as a spouse, parent, child, or sibling.  
(3) The name of any other disclosing entity (or fiscal agent or managed care entity) in which an owner of 
the disclosing entity (or fiscal agent or managed care entity) has an ownership or control interest.  
(4) The name, address, date of birth, and Social Security Number of any managing employee of the 
disclosing entity (or fiscal agent or managed care entity).  
(c) When the disclosures must be provided.  
(1) Disclosures from providers or disclosing entities. Disclosure from any provider or disclosing entity is 
due at any of the following times:  
(i) Upon the provider or disclosing entity submitting the provider application.  
(ii) Upon the provider or disclosing entity executing the provider agreement.  
(iii) Upon request of the Medicaid agency during the re-validation of enrollment process under § 455.414.  
(iv) Within 35 days after any change in ownership of the disclosing entity.  
(2) Disclosures from fiscal agents. Disclosures from fiscal agents are due at any of the following times:  
(i) Upon the fiscal agent submitting the proposal in accordance with the State's procurement process.  
(ii) Upon the fiscal agent executing the contract with the State.  
(iii) Upon renewal or extension of the contract.  
(iv) Within 35 days after any change in ownership of the fiscal agent.  
(3) Disclosures from managed care entities. Disclosures from managed care entities (MCOs, PIHPs, PAHPs, 
and HIOs), except PCCMs are due at any of the following times:  
(i) Upon the managed care entity submitting the proposal in accordance with the State's procurement 
process.  
(ii) Upon the managed care entity executing the contract with the State.  
(iii) Upon renewal or extension of the contract.  
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(iv) Within 35 days after any change in ownership of the managed care entity.  
(4) Disclosures from PCCMs. PCCMs will comply with disclosure requirements under paragraph (c)(1) of 
this section. 
(d) To whom must the disclosures be provided. All disclosures must be provided to the Medicaid agency.  
(e) Consequences for failure to provide required disclosures. Federal financial participation (FFP) is not 
available in payments made to a disclosing entity that fails to disclose ownership or control information as 
required by this section.  
 
§ 455.105  
Disclosure by providers: Information related to business transactions. 
(a) Provider agreements. A Medicaid agency must enter into an agreement with each provider under 
which the provider agrees to furnish to it or to the Secretary on request, information related to business 
transactions in accordance with paragraph (b) of this section.  
(b) Information that must be submitted. A provider must submit, within 35 days of the date on a request 
by the Secretary or the Medicaid agency, full and complete information about—  
(1) The ownership of any subcontractor with whom the provider has had business transactions totaling 
more than $25,000 during the 12-month period ending on the date of the request; and  
(2) Any significant business transactions between the provider and any wholly owned supplier, or between 
the provider and any subcontractor, during the 5-year period ending on the date of the request.  
(c) Denial of Federal financial participation (FFP). (1) FFP is not available in expenditures for services 
furnished by providers who fail to comply with a request made by the Secretary or the Medicaid agency 
under paragraph (b) of this section or under § 420.205 of this chapter (Medicare requirements for 
disclosure).  
(2) FFP will be denied in expenditures for services furnished during the period beginning on the day 
following the date the information was due to the Secretary or the Medicaid agency and ending on the day 
before the date on which the information was supplied.  
 
§ 455.106  
Disclosure by providers: Information on persons convicted of crimes. 
(a) Information that must be disclosed. Before the Medicaid agency enters into or renews a provider 
agreement, or at any time upon written request by the Medicaid agency, the provider must disclose to the 
Medicaid agency the identity of any person who:  
(1) Has ownership or control interest in the provider, or is an agent or managing employee of the provider; 
and  
(2) Has been convicted of a criminal offense related to that person's involvement in any program under 
Medicare, Medicaid, or the title XX services program since the inception of those programs.  
(b) Notification to Inspector General. (1) The Medicaid agency must notify the Inspector General of the 
Department of any disclosures made under paragraph (a) of this section within 20 working days from the 
date it receives the information.  
(2) The agency must also promptly notify the Inspector General of the Department of any action it takes 
on the provider's application for participation in the program.  
(c) Denial or termination of provider participation. (1) The Medicaid agency may refuse to enter into or 
renew an agreement with a provider if any person who has an ownership or control interest in the 
provider, or who is an agent or managing employee of the provider, has been convicted of a criminal 
offense related to that person's involvement in any program established under Medicare, Medicaid or the 
title XX Services Program.  
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(2) The Medicaid agency may refuse to enter into or may terminate a provider agreement if it determines 
that the provider did not fully and accurately make any disclosure required under paragraph (a) of this 
section.  
 
b) Additional information which must be disclosed to DHS is as follows: 
 

1) Names and addresses of the Board of Directors of the disclosing entity. 
 

2) Name, title and amount of compensation paid annually (including bonuses and stock 
participation) to the ten (10) highest management personnel. 
 

3) Names and addresses of creditors whose loans or mortgages are secured by a five (5) percent 
or more interest in the assets of the disclosing entity. 

 
c) Additional Related Party Transactions which must be disclosed to DHS is as follows: 
 

1) Describe transactions between the disclosing entity and any related party in which a 
transaction or series or transactions during any one (1) fiscal year exceeds the lesser 
of $10,000 or two ( 2) percent o f t h e total operating expenses of the disclosing entity.  
List property, goods, services, and facilities involved in detail.  Note the dollar 
amounts or other consideration for each item and the date of the transaction(s). Also 
include justification of the transaction(s) as to the reasonableness, potential adverse 
impact on the fiscal soundness of the disclosing entity, and the nature and extent of any 
conflict of interest.  This requirement includes, but is not limited to, the sale or 
exchange, or leasing of any property; and the furnishing for consideration of goods, 
services or facilities. 
 

2) Describe all transactions between the disclosing entity and any related party which 
includes the lending of money, extensions of credit or any investments in a 
related party. This type of transaction requires advance administrative review by the 
Director before being made. 
 

3) As used in this section, "related party" means one that has the power to control or 
significantly influence the applicant, or one that is controlled or significantly influenced by 
the applicant.  "Related parties" include, but are not limited to agents, managing 
employees, persons with an ownership or controlling interest in the disclosing entity, a n d  
t h e i r  i m m e d i a t e  f a m i l i e s , subcontractors, wholly-owned subsidiaries or 
suppliers, parent companies, sister companies , holding companies,  and  other  entities  
controlled  or managed by any of such entities or persons. 

 
 
 
§ 455.101  
Definitions. 
Agent means any person who has been delegated the authority to obligate or act on behalf of a provider.  
Convicted means that a judgment of conviction has been entered by a Federal, State or local court, 
regardless of whether an appeal from that judgment is pending. 
Disclosing entity means a Medicaid provider (other than an individual practitioner or group of 
practitioners), or a fiscal agent.  
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Other disclosing entity means any other Medicaid disclosing entity and any entity that does not participate 
in Medicaid, but is required to disclose certain ownership and control information because of participation 
in any of the programs established under title V, XVIII, or XX of the Act. This includes:  
(a) Any hospital, skilled nursing facility, home health agency, independent clinical laboratory, renal disease 
facility, rural health clinic, or health maintenance organization that participates in Medicare (title XVIII);  
(b) Any Medicare intermediary or carrier; and  
(c) Any entity (other than an individual practitioner or group of practitioners) that furnishes, or arranges 
for the furnishing of, health-related services for which it claims payment under any plan or program 
established under title V or title XX of the Act.  
 
Fiscal agent means a contractor that processes or pays vendor claims on behalf of the Medicaid agency.  
 
Group of practitioners means two or more health care practitioners who practice their profession at a 
common location (whether or not they share common facilities, common supporting staff, or common 
equipment).  
 
Health insuring organization (HIO) has the meaning specified in § 438.2.  
 
Indirect ownership interest means an ownership interest in an entity that has an ownership interest in the 
disclosing entity. This term includes an ownership interest in any entity that has an indirect ownership 
interest in the disclosing entity.  
 
Managed care entity (MCE) means managed care organizations (MCOs), PIHPs, PAHPs, PCCMs, and HIOs.  
 
Managing employee means a general manager, business manager, administrator, director, or other 
individual who exercises operational or managerial control over, or who directly or indirectly conducts the 
day-to-day operation of an institution, organization, or agency.  
 
Ownership interest means the possession of equity in the capital, the stock, or the profits of the disclosing 
entity.  
 
Person with an ownership or control interest means a person or corporation that—  
(a) Has an ownership interest totaling 5 percent or more in a disclosing entity;  
(b) Has an indirect ownership interest equal to 5 percent or more in a disclosing entity;  
(c) Has a combination of direct and indirect ownership interests equal to 5 percent or more in a disclosing 
entity;  
(d) Owns an interest of 5 percent or more in any mortgage, deed of trust, note, or other obligation secured 
by the disclosing entity if that interest equals at least 5 percent of the value of the property or assets of 
the disclosing entity;  
(e) Is an officer or director of a disclosing entity that is organized as a corporation; or  
(f) Is a partner in a disclosing entity that is organized as a partnership.  
 
Significant business transaction means any business transaction or series of transactions that, during any 
one fiscal year, exceed the lesser of $25,000 and 5 percent of a provider's total operating expenses.  
 
Subcontractor means—  
(a) An individual, agency, or organization to which a disclosing entity has contracted or delegated some of 
its management functions or responsibilities of providing medical care to its patients; or  
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(b) An individual, agency, or organization with which a fiscal agent has entered into a contract, agreement, 
purchase order, or lease (or leases of real property) to obtain space, supplies, equipment, or services 
provided under the Medicaid agreement.  
 
Supplier means an individual, agency, or organization from which a provider purchases goods and services 
used in carrying out its responsibilities under Medicaid (e.g., a commercial laundry, a manufacturer of 
hospital beds, or a pharmaceutical firm).  
 
Termination means—  
(1) For a—  
(i) Medicaid or CHIP provider, a State Medicaid program or CHIP has taken an action to revoke the 
provider's billing privileges, and the provider has exhausted all applicable appeal rights or the timeline for 
appeal has expired; and  
(ii) Medicare provider, supplier or eligible professional, the Medicare program has revoked the provider or 
supplier's billing privileges, and the provider has exhausted all applicable appeal rights or the timeline for 
appeal has expired.  
(2) (i) In all three programs, there is no expectation on the part of the provider or supplier or the State or 
Medicare program that the revocation is temporary.  
(ii) The provider, supplier, or eligible professional will be required to reenroll with the applicable program 
if they wish billing privileges to be reinstated.  
(3) The requirement for termination applies in cases where providers, suppliers, or eligible professionals 
were terminated or had their billing privileges revoked for cause which may include, but is not limited to—  
(i) Fraud;  
(ii) Integrity; or  
(iii) Quality.  
 
Wholly owned supplier means a supplier whose total ownership interest is held by a provider or by a 
person, persons, or other entity with an ownership or control interest in a provider.  
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Annual Disclosure of Ownership (ADO) Instructions 
 

FIELD # DESCRIPTION 
1 Enter name of individual or entity depending on who the ADO is in regards to. 

 2 Enter current NPI/Medicaid Provider number combination that this ADO is in reference to, if 
applicable.   

3 If there has been a change of ownership or a Federal Tax Identification number, list previous 
Medicaid provider numbers and effective dates for each, if applicable.   

4 Describe relationship or similarities between the provider disclosing information on this form and 
items "A" through "C". 
a. Describe the relationship between the old owner and the new owner.  Are they totally 
different owners or some of the owners the same, etc.? 
b. Describe the relationship between the old board members (under old owner) and the new 
board members (under the new owner).  Are any of the board members under the old 
ownership also board members under the new ownership structure? 
c. Why is the old owner disenrolling?  Essentially, why was there a change in ownership? 

5 Do you plan to have a change in ownership, management company or control within the next year?  If 
so, when? 

6 Do you anticipate filing bankruptcy?  If so, when? 

7 Enter the Federal Tax Identification Number (if there is an affiliation with a chain) along with name, 
address, city, state and zip code. 

8 List name, address, SSN/FEIN of each person or organization having direct or indirect ownership or 
control interest in the disclosing entity.  Complete question 9 with the officers’ and board members’ 
information of the owning entities.  If no one owns 5% or more of provider, check box and 
completed question 9 with the officers’ and board members’ information.  If you are enrolled as an 
individual and do not own a FEIN, please enter your name and information.  Corporate entities 
disclosed in this question must disclose every business location. 

Indirect Ownership Interest - means an ownership interest in an entity that has an ownership interest in the 
disclosing entity.  This term includes an ownership interest in any entity that has an indirect ownership interest 
in the disclosing entity. 
Ownership Interest - means the possession of equity in the capital, the stock, or the profits of the disclosing 
entity. 
 
Person with an Ownership or Control Interest - means a person or corporation that: 
•  Has an ownership interest totaling 5% or more in a disclosing entity; 
•  Has an indirect ownership interest equal to 5% or more in a disclosing entity; 
•  Has a combination of direct and indirect ownership interests equal to 5% or more in a disclosing entity; 
•  Owns an interest of 5% or more in any mortgage, deed of trust, note, or other obligation secured by the 

disclosing entity if that interest equals at least 5% of the value of the property or assets of the disclosing entity; 
•  Is an officer or director of a disclosing entity that is organized as a corporation; or, 
•  Is a partner in a disclosing entity that is organized as a partnership? 

9 List officers' and board members' information of the owning entities.  If no one owns 5% or more 
and/or the provider is non-profit, the officers' and board members' information must be disclosed. 

10 If applicant is related to persons listed in #8 and 9, list the relationship. 
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Fill out all Applicable Sections.  Indicate Not Applicable (N/A) for questions that do not apply. ADO forms will be rejected for any questions left blank. Please print or type. 

 



 

11 List name of managing company, if not applicable enter N/A. 
12 List names of the disclosing entities in which persons have ownership of other Medicare/Medicaid 

facilities. 

Other Disclosing Entity - means any other Medicaid disclosing entity and any entity that does not participate in 
Medicaid, but is required to disclose certain ownership and control information because of participation in any of 
the programs established under Title V, XVIII, or XX of the Act.  This includes: 
• Any hospital, skilled nursing facility, home health agency, independent clinical laboratory, renal disease facility, 

rural health clinic, or health maintenance organization that participates in Medicare (Title XVIII). 
• Any Medicare intermediary or carrier. 
• Any entity (other than an individual practitioner or group of practitioners) that furnishes, or arranges for the 

furnishing of, health- related services for which it claims payment under any plan or program established under 
Title V or Title XX or the Act. 

13 If entity engages with subcontractors (such as physical therapist, pharmacies, etc.,) which exceeds the 
lesser of $25,000 or 5% of applicant's operating expense, list subcontractor's name and address. 

Significant Business Transaction- means any business transaction or series of transactions that, during any one 
fiscal year, exceeds the lesser of $25,000 or 5% of applicant's operating expense. 

14 List any significant business transactions between this provider and any wholly owned supplier, or 
between this provider and any subcontractor, during the previous 5-year period. 

15 List name, SSN, address of any immediate family member who is authorized to prescribe drugs, 
medicine, devices or equipment. 

16 List anyone disclosed in question #8 who has been convicted of a criminal offense related to the 
involvement of such persons or organizations in any problem established under Title 19 (Medicaid) or 
Title 20 (Social Services Block Grants) of the Social Security Act (SSA) or any criminal offense in this 
state or any other state.  Please also indicate any HI Medicaid provider number(s) associated with 
individual or organization. 

17 List any agent and/or managing employee who has been convicted of a criminal offense related to any 
program established under Title XVIII, XIX or XX of the SSA or any criminal offense in this state or any 
other state.  Indicate any HI Medicaid provider number(s) associated with individual or organization. 

Agent - means any person who has been delegated the authority to obligate or act on behalf of a provider. 
Managing Employee - means a general manager, business manager, administrator, director or other individual 
who exercises operational or managerial control over, or who directly or indirectly conducts the day-to-day 
operation of an institution, organization or agency. 

18 List the name, title, FEIN/SSN, and business address of all managing employees as defined in 42 CFR 
455.101. 

19 List name, address and SSN/FEIN of each person with an ownership or control interest in any 
subcontractor in which the disclosing entity has direct or indirect ownership of 5% or more. 

Subcontractor - means an individual, agency, or organization to which a disclosing entity has contracted or 
delegated some of its management functions or responsibilities of providing medical care to its patients, OR 
an individual, agency or organization with which a fiscal agent has entered into a contract, agreement, 
purchase order, or lease (or lease of real property) to obtain space, supplies, equipment or services provided 
under the Medicaid agreement. 
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Fill out all Applicable Sections.  Indicate Not Applicable (N/A) for questions that do not apply. ADO forms will be rejected for any questions left blank. Please print or type. 

 



 

20 Please indicate which number you will be using for reporting monies to you from Medicaid for 1099 
purposes.  Example: If you are an individual completing this question, please input your Social Security 
Number unless you are own a FEIN 100%. An individual provider can bill under his/her individual provider 
number even If they are working in a group selling. The individual must complete a Map-347 in order to be 
linked to the group selling under which they are reporting. 
 **IRS verification letter or Social Security Card must be attached verifying FEIN/SSN. 

21 Enter your initials if you maintain electronic medical records and are HIPAA compliant.  Check the 
box if you do not keep electronic medical records. 

22 Please enter the contact information for OMS to contact should there be any questions regarding this 
form. 

23 Signature:  Enter original signature from the individual provider, owner, or officer/board member if the 
provider does not have an owner.  If you are an individual provider, your signature is required. 
Printed Name:  The individual signing this form must enter their 
printed name. Date:  Enter the date this disclosure is signed. 
Title:  Must be title of person signing this form.  EXAMPLE: individual provider, owner, etc. 

24 For Internal Purposes Only:  DHS Authorized Signature 
 

Please return form to: 
 

DHS Med-QUEST 
Finance Office – TPL 
P.O. Box 700190 
Kapolei, HI  96709-0190 
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Fill out all Applicable Sections.  Indicate Not Applicable (N/A) for questions that do not apply. ADO forms will be rejected for any questions left blank. Please print or type. 

 



 

Annual Disclosure of Ownership (ADO) 
 

THIS FORM IS REQUIRED BY FEDERAL AND STATE LAW AND REGULATION (42 CFR 455.101, 455.104, 
455.105 AND 455.106 and HAR §17-1736-19). 
Note:  See the instructions of this form for definitions of underlined terms according to 42 CFR 455.101, 
455.104, 455.105, and HAR §17-1736-19.   All attachments must be labeled and reference to the question the 
attachment pertains. 
1 Entity Name that this ADO pertain to:  

 2 Enter current NPI/Medicaid Provider number combination that this ADO is in reference to, if applicable.   
NPI:  _ Provider number:  _ 

 
Provider number (Enter only if you aren’t required to have a NPI/Taxonomy Code for billing purposes): 

 
 
  Check here for N/A 

 3 If there has been a change in ownership, change of tax ID number (FEIN), or change in Medicaid Provider 
Number for a previously enrolled Hawaii Medicaid provider, enter the previous provider number(s) and 
their effective date(s):   Check here/or N/A  

Previous Medicaid Prov. #: Start Date:  End Date: 

4 If you completed #3, describe the relationship between the provider disclosing information on this form, and 
the following:  (a) previous Medicaid owner (b) corporate boards of disclosing provider and previous 
Medicaid owner; i.e. board members and ownership or control interest (c) disenrollment circumstances.  
(Attach extra page if necessary.) 
 a.  

b.  
c.  
5. If you anticipate any change of ownership, management company or control within the year, state 

anticipated date of change and nature of the change.   Check here for N/A  
Date Change 

6. If you anticipate filing for bankruptcy within the year, enter anticipated date of filing. 
   Check here for N/A  

7. If this facility is a subsidiary of a parent corporation, enter corporate FEIN#:  
  Check here for N/A  
Name: 
Address: 
City: State: Zip Code: 

8. List name, date of birth, SSN#/FEIN#, and address of each person or entity that owns 5% or more direct or 
indirect ownership or controlling interest in the applicant provider.  (Attach extra pages if necessary.)  
Complete question 9 with the officer’s and board members’ information of the owning entities.   

Name/Business Name: SSN: 
Business Address: FEIN: DOB: 
City: State: Zip 
** If a corporate entity is disclosed in question #8 above, all business location(s) of this corporate entity must be 
disclosed.  Please attach a sheet to disclose this information.   
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9. List officers' and board members' information of owning entities.  However, if no one owns 5% or more direct or 
indirect ownership, please list the officers' and board member's information. (Attach extra sheet if necessary 
listing same details below.)   Check here for N/A 

Name(a) Title: 
Address: DOB: SSN: 
City: State: Zip: 
Name(b) Title: 
Address: DOB: SSN: 
City: State: Zip: 

 
10. If any individuals listed in questions 8 and 9 are related to each other as spouse, parent, child, or sibling 

(including step or adoptive relationships), provide the following information: (Attach extra page if necessary.)  
  Check here for N/A  

Name (a): SSN: 
Relationship: FEIN: 
Name (b): SSN: 
Relationship: FEIN: 

 
11. If this facility or  or ganiz at ion  employs a management company, please provide following 

information:   Check here for N/A  
Name: 
Address: 
City: State: Zip: 
 

12. List the names of any other disclosing entity in which person(s) listed on this application have 
ownership of other Medicare/Medicaid facilities.   Check here for N/A  

Name: Provider #, if applicable:  
Address: 
City: State: Zip: 
 

13. List the names and addresses of all other  Hawaii Medicaid providers with which your health service 
and/or facility engages in a significant business transaction and/or a series of transactions that 
during any one (1) fiscal year exceed the lesser of $25,000 or 5% of your total operating expense. 
(Attach extra page if necessary.)     Check here for N/A  

Name: 
Address: 
City: State: Zip: 
 

14. List any significant business transactions between this provider and any wholly owned supplier, or 
between this provider and any subcontractor, during the previous 5-year period.  (Attach extra page 
if necessary.)     Check here for N/A  

Name: 
Address: 
City: State: Zip: 
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15. List the name, SSN, and address of any immediate family member who is authorized under Hawaii Law or any 
other states' professional boards to prescribe drugs, medicine, medical devices, or medical equipment. 
  Check here for N/A 

Name(a) Title: 
Address: DOB: SSN: 
City: State: Zip: 
Name(b) Title: 
Address: DOB: SSN: 
City: State: Zip: 
16. List the name of any individuals or organizations having direct or indirect ownership or controlling interest of 

5% or more, who have been convicted of a criminal offense related to the involvement of such persons, or 
organizations in any program established under Title XVIII (Medicare), or Title XIX (Medicaid), or Title XX 
(Social Services Block Grants) of the Social Security Act or any criminal offense in this state or any other state 
since the inception of those programs. (Attach extra page if necessary.)  If individual or organization is 
associated with a HI Medicaid provider number(s), please indicate below. (Attach extra page if necessary.)   
  Check here for N/A  

Name (a)/HI Medicaid Provider Number(s), if applicable: 
Name (b)/HI Medicaid Provider Number(s), if applicable: 
17. List the name of any agent and/or managing employee of the disclosing entity who has been convicted of a 

criminal offense related to the involvement in any program established under Title XVIII, XIX, or XX, or XXI of 
the Social Security Act or any criminal offense in this state or any other state since the inception of those 
programs. (Attach extra page if necessary.)  If individual or organization is associated with a HI Medicaid 
provider number(s), indicate below. (Attach extra page if necessary.)    Check here for N/A  

Name (a)/HI Medicaid Provider Number(s), if applicable: 
Name (b)/HI Medicaid Provider Number(s), if applicable: 

18. List the name, title, FEIN/SSN, and business address of all managing employees below as defined in 42 CFR 
455.101.    Check here for N/A  (Attach extra page if necessary listing same details below.) 

Name(a) Title: 
Address: DOB: SSN: 
City: State: Zip: 
Name(b) Title: 
Address: DOB: SSN: 
City: State: Zip: 

19.  List the name, address, SSN#, FEIN# of each person with an ownership or control interest in any subcontractor in 
which the provider applicant has direct or indirect ownership of 5% or more.  (Attach extra page if necessary.)  

   Check here for N/A  
Name: SSN: 
Address: FEIN: 
City: State: Zip: 
Name: SSN: 
Address: FEIN: 
City: State: Zip: 
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20. I f  y ou keep medical records on an electronic database, you hereby certify by your initials in the 
space provided that electronic records are confidential and patient privacy is protected.  Every 
health care provider or organization, regardless of size, who creates or maintains individual 
protected health information in any form (written, oral, or electronic) for the purpose of 
treatment, payment, or operation is a covered entity and must comply with HIPAA Privacy and 
Security Rules.     Initials ________ 

 
21. Contact Information - This information is used only for questions regarding the information on this 

form. 
Contact Name: Contact Telephone: 
E-mail address:  

 
22. I certify that all the Information I have provided on this DHS, Med-QUEST Division Annual Disclosure 

of Ownership Form is accurate.  Failure to provide accurate information could result in termination 
from the Medicaid program. 
Signature Date Signed: 
Printed Name: 
Title:  

 
23. For Internal Use Only: 

Signature Date Signed: 
Printed Name: 
Title:  

EPLS/SAM: OIG/HHS: SSA Death Master File: 
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