NEW PROVIDER INFORMATION DATA

Submit the following completed information to:  LTC Reimbursement and Rate Setting Section, Bureau of Medicaid Financial Management, Medical Services Administration, MDCH, P.O. Box 30479 Lansing, Michigan 48909-7979
1.
Effective date for beginning operation of the nursing home
_

2.
Fiscal year end of the facility operations

 (month/day)

3.
Federal employer identification number



4.
National Provider Identifier number


5.
Facility name (as licensed) 




Corporation name (if different from facility) 




Facility Address




Mail Address




(if different from facility)


6.
If the nursing facility operation is part of a home office chain or facility group, indicate the following:


Organization Name 




Address 




Fiscal year end of home office operations



Federal employer identification number



National Provider Identifier(if applicable)



Contact Person 




Telephone Number


FAX Number 



7.
Is the nursing home Medicare certified?
Yes


No



8.
Medicaid Interim Payment (MIP) Program Participation Agreement




Provider DOES NOT request the MIP Program


Provider DOES request the MIP Program

Medicaid Interim Payment (MIP) Program
The MIP Program is explained in the Medicaid Provider Manual, Nursing Facility Chapter, Cost Reporting and Reimbursement Appendix, Section 12.  A provider electing this payment program acknowledges responsible for all provisions of Section 12.


Authorized Representative's Name
Authorized Representative's Signature


(Typed or Printed)

Title 
Date 
Telephone number
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