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Provider Enrollment Application - Authorized Signatures

This reference guide outlines the individuals authorized to sign the sections of the Provider Enroliment
application that require signatures.

IHCP Provider Agreement

The IHCP Provider Agreement outlines the requirements for becoming an IHCP provider. It includes provider
responsibilities such as updating provider information, protecting patient health information, and meeting
requirements for claim processing, overpayments, and record retention. In addition, the agreement details
obligations related to the appeals process, regulatory compliance, utilization control, ownership and control,
and disclosure requirements.

Billing and The Provider Agreement section of the application must be signed by an owner,
Group Providers managing individual, or board member listed in the Individuals with an Ownership or
Control Interest and Managing Individuals section of the Billing or Group application.

Rendering The Provider Agreement section of the Rendering provider application must be signed by

Providers an owner, managing individual, or board member listed in the Individuals with an
Ownership or Control Interest and Managing Individuals section of the Group
provider’s profile where the rendering provider is delivering services.

OPR Providers The Provider Agreement section of the Ordering, Prescribing, and Referring (OPR)
provider application must be signed by the enrolling provider.

Figure 1: IHCP Provider Agreement — Authorized Signature

| 1HCP Provider Agreement |

Agreement Version: 6.4

By execution of this Agreement, the undersigned entity ("Provider”) requests enrollment as a provider in the Indiana Health Coverage
Programs ("IHCP"). As an enrolled provider in the IHCP, the undersh il rees to provide covered services and/or supplies to
(erage Program members (* nt cannot be altered and Progy

IMi

The owner or an authorized representative of the business entity directly or ultimately responsible for operating the
business enterprise must complete this section. A delegated administrator must not complete this section.

*I accept I have read and agree to the Terms of Agreement

*I authorize 1 authorize the delegated administrator(s) identified on the Delegated Administrator list.

Authorized Signature

*Signature First [xohn *Signature Last [xxsmith
Name Name
(Entering your name in the fields above will itute your electronic si 2 1
e [ || 11ndividual5 with an Ownership or Control and i dividuals|
Submission Date 02/10£026 Please list all individuals with an ownership or control interest in the applicant. If the applicant is a not-for-profit entity, please list the board
visory board. N aders must also list > ividuals: a gener: manager,

all not

2 n, i
rprint background chec

member must ‘when enrolling and reval

* Indicates a required field.

Click "+ to view or update the details in a row. Click "-" to collapse the row. Click Remove to remove the entire row.

Name of individual Disclosure Type SSN Birth Date Action

Ownership and Control,

[s] | 0<SMITH, 000HN Managing Individuals

***** 3333 1/1/1980 Remove

[ dlick to add disclosed entity
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Acceptance Page

The Acceptance Page, also referred to as the Terms of Agreement, serves as an acknowledgment that all
information provided is true and accurate and binds the provider to the terms associated with the application.

Billing and Group The Acceptance section of the application must be signed by an owner, managing

Providers individual, or board member listed in the Individuals with an Ownership or Control
Interest and Managing Individuals section of the Billing or Group application. The
Acceptance section may also be signed by a delegated administrator identified on the
application.

Rendering The Acceptance section of the Rendering provider application must be signed by an

Providers

owner, managing individual, or board member listed in the Individuals with an
Ownership or Control Interest and Managing Individuals section of the Group
provider’s profile where the rendering provider is delivering services.

OPR Providers The Acceptance section of the OPR provider application must be signed by the

enrolling provider.

Figure 2: Provider Enrollment Acceptance Section — Authorized Signature

Provider Enrollment: Acceptance

Welcome Instructions

uest Information

§

The enrollment application terms must be accepted by entering your e-signature below in order to submit the application for approval.

There will be access gary of all data that has beag

g the enrollment application o
gucation goate =

giesion of the application.
gnten =

Authorized Signature

*Signature First [xxohn ]

*Signature Last [xxsmith
Name

Name

(Entering your name in the fields above will consllndividllals with an Ownership or Control and

Title |7 :I Please list all individuals with an ownership or control interest in the applicant.
Agreement Date 02410/2026 isory board. I iglars must also list Hog

If the applicant is a not-for-profit entity, please list the board
lviduals: a gener;

* Board I wor all not-Tue wion, It the

* Indicates a required field.

Click "+" to view or update the details in a row. Click "-" to collapse the row. Click Remove to remove the entire row.

Name of individual Disclosure Type SSN Birth Date Action
& | socsmITH, scaoHN CIEELDTNETIE, || e 3333 1/1/1980 Remove
Managing Individuals

rator

FOr Bllllng and GrOUp prOViderS, the Delegated administrato.rs are.indEviduals gr?nted authority to submit and n applications m.' lid. .' 1S via the _porta\ Hpon initial
. ) ' enrollment, or to submit applications or maintenance requests on paper. A signature of an authorized official, or owner is required to
Accepfance SeCthn may alSO be S|gned by ") authorize or delegate the administrator(s) listed below on the IHCP Provider Agreement page. The delegated administrator may not sign the
E— IHCP Provider Agreement. The Provider Agreement must contain the authorized official’s or the owner's electronic signature, as well as
=] delegated admInIStrator- indicate they authorize the delegated administrator(s) listed below.

First Name Last Name Full Name Action

XXIANE XXJOHNSON XXIANE XXIOHNSON

Remove
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IHCP Rendering Provider Agreement and Attestation Form

The IHCP Rendering Provider Agreement and Attestation Form outlines the requirements for becoming an
IHCP rendering provider. It includes provider responsibilities such as updating provider information, protecting
patient health information, and meeting requirements for claim processing, overpayments, and record

retention. In addition, the agreement details obligations related to the appeals process, regulatory compliance,
utilization control, ownership and control, and disclosure requirements.

This form must be signed by an owner, managing individual, or board member listed in the Individuals with an
Ownership or Control Interest and Managing Individuals section of the Group provider’s profile where the
rendering provider is delivering services, as well as by the Rendering provider.

Figure 3: IHCP Rendering Provider Agreement and Attestation Form

P
§@§ IHCP Rendering Provider Agreement and Attestation Form
—<

Version 6.5E, May 2019
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As the rendering provider, I authorize the submission of this application and agreement. I understand that the
0 govider Enrolimeg o - ¢

will be submitted and that my og pature on

acknowledgé

9T in administra
penalties,

Individuals with an Ownership or Control Interest and Managing Individuals I

Please list all individuals with an ownership or control interest in the applicant. If the applicant is a not-for-profit entity, please list the board

IHCP Rendering Provider Agreement and Attestation Farm AtharieBigAKicoy board. g plecs must also list e diiduals: a generalg manager,
« Hoard e VOr all not-19 on, 1 the 19 s nig
The owner or an horized of the busii entity directly or member must fépe. €~n.yerprint backaround check ITmesmmeeon when enrolling and revailtrsemg ollments.
ity ly
ing the busi prise must complete this section. This Agreeme
i p ive of the busil entity and the rendering provider. ) .
sign this form. * Indicates a required field.
For the group or dlinic’s taxpayer identification number (tax ID}, use the business’ fe ji .+ to vi date the detail Click " to collapse th Qlick R b the enti
(EIN). For the rendering provider’s tax ID, use the practitioner’s Social Security num ok ¥ 10 view Or update the Gelas In 3 row. Lhd 0 collapse the row. Llick Kemove tp remove the entre row.
is an organization, use its EIN).
— - Name of individual Disclosure Type SSN Birth Date Action
Group or dlinic’s business name (please print): T2
ABCXYE Clinic ] @ | xxsmrmn, oaonn ESITELEIRE, || g 3333 1/1/1980 Remove
“Authorized of icial's name (please print): Tit : Managing Individuals
XXJohn[XXSmith |
Authorized official’s signature: | Date:
XX)ohw XXSwmith Ol s Rendering Providers
Rendering provider’s name (please print): Tar " " " N N .
XXClark XXKent welcome Note: In order to file claims, you must have at least one rendering provider linked to your group. To link an existing IHCP-
- - - enrolled rendering provider to your group, use the Add feature on this page. To link a rendering provider new to IHCP, submit
Rendering provider's signature: Da
Tﬂ.’%?:ﬁ J B | Reguest Information the rendering provider's enrollment application through the Portal and then link them to your group.
AAR et
Spacialtis

Click the Remove link to remove the row.

Total Records: 1
2 Rendering
Linkage
NPI Provider ID Name Effective Date License State(s) | Action
1122334455 XHKENT, XXCLARK 02/10/2026 IN Remove
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