Complete Section A if you are an INDIVIDUAL PROVIDER enrolling to provide services for one of the Department of Labor Office of Workers’ Compensation Programs: FECA, Energy, or Black Lung.  Please Note: You are required to fill out an ACH form. Please type or print application. 
Section A – Individual Provider     Pending OMB Review
1. Check the appropriate application type:     New Enrollment_______   Re-Enrollment____ or   Update_______
2. If this is a Re-Enrollment please provide your current DOL Provider Number 
3. DOL Program Name       (please check all that apply)       (FECA, ____   Energy, _____     Black Lung____)
4. Practice Name                                                                             4a. DBA Practice Name
5. Provider Name  Last, First, Middle 
5a. Provider DOB _ _/_ _/_ _ _ _  (MM/DD/YYYY)                          5b. Provider SSN _ _ _ - _ _ - _ _ _ _ 
6. Practice Physical Street Address 										
6a. City                                                 6b. State                              6c. Zip Code _ _ _ _ _ -  _ _ _ _ (9 digit) 
6d. Telephone (Physical Practice Location)		               6e.  FAX No:	
6f. Practice Contact Person Name and Title
6g. Practice Contact Person Phone Number and Email Address
7. Practice Billing Address
7a. City                                                  7b. State                                     7c. Zip Code _ _ _ _ _ -  _ _ _ _ (9 digit)
8. Bank Name						
8a. Address (Branch)
8b. City				          8c. State                                     8d. Zip Code _ _ _ _ _ - _ _ _ _ (9 digit)                    
8e. Banking Contact Person and Title
8f. Banking Contact Person Phone Number and Email Address
9. Provider Tax ID/EIN _ _ _ _ _ _ _ _ _ (9 digit)                    10. Provider DEA #_ _ _ _ _ _ _ _ _ (2 letters+7 digit). 11. NPI# _ _ _ _ _ _ _ _ _ _ _ (10 digit type 1)
 12.Taxonomy# _ _ _ _ _ _ _ _ _ _ (10 digit)
13. License and/or Certification required for Applicant

13a. Name Last, First, Middle 
13b.License No./State (specific ONLY to the location that you are applying to provide services) 
13c. Current License Expiration Date_ _/_ _/_ _ _ _ (MM/DD/YYY)   13d. Certification Type
13e. Issuing Agency                                                  13f.  Certification Expiration Date_ _/_ _/_ _ _ _ (MM/DD/YYYY)      
Disclosure Statement:  Within ten years of the date of this statement have you or any individual listed on this application had an action related to fraud or abuse in a government program taken against him or her resulting in (1) a felony or misdemeanor conviction; (2) a liability finding in civil proceedings; or (3) a settlement entered into in lieu of conviction? Yes ____ No ____. 
If Yes, provide details including type of action, Agency undertaking adverse action and date of action.   
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________  
I, the undersigned, certify to the following:  I have read the contents of this application, and the information contained herein is true, correct, and complete. I authorize Xerox, to verify the information contained herein.  I agree to notify Xerox, of any change in ownership, practice location and/or Final Adverse Action involving fraud or abuse within 30 days of the reportable event.  In addition, I agree to notify Xerox, of any other changes to the information in this form within 90 days of the effective date of change.  
I also certify that I am not currently sanctioned, suspended, debarred, or excluded by any Federal or State Health Care Program, (e.g., Medicare, Medicaid, or any other Federal program), or otherwise prohibited from providing services to Medicare, Medicaid, or other Federal program beneficiaries nor are any owners, officers, or managing employees of the practice listed in this application.
Print Signature and Title                                                                                                                                  Signature and Title		                                                                                   Date
Individual Provider Enrollment Application 
Instructions for Section A 
Note: Completion of this application is mandatory
A brief description of each data element is listed below.  Be sure to sign and date the form before submitting.  For additional information contact Xerox or the Department of Labor (DOL) Office of Workers’ Compensation Programs at the telephone numbers listed on the form.
1. Check the appropriate application type.  If you are a provider that has never provided services, please check New Enrollment.  If you are an existing DOL provider and are applying to a new DOL program, please check New Enrollment.  If you are providing services for FECA, Energy, or Black Lung, and have been asked by DOL to re-enroll, please check Re-Enrollment. If you are a provider that has already enrolled or re-enrolled, has a DOL Provider Number, and is submitting a request to "Update" information in your file, please check Update.
2. If you are a current provider applying under the Re-Enrollment process, please give your current DOL Provider Number.
3. Provide the DOL program name FECA, Energy, or Black Lung in which you are enrolling.  Note: If you are enrolling as a provider for more than one DOL program, you will need to submit a separate application for each. 
4. Provide the Practice Name (this should match how you would like to receive your IRS 1099 Form).  
4a. Provide the Doing Business As (DBA) practice name, if applicable.
5. Provide the provider name: last, first, and middle (this should match how you would like to receive your IRS 1099 Form). 
5a. Provide the provider date of birth (DOB) in the following format MM/DD/YYYY.
5b. Provide the provider Social Security Number (SSN).
6. Provide the address where the practice is physically located (where services are rendered).  
6a. Provide the practice city. 
6b. Provide the practice state. 
6c. Provide the practice 9 digit zip code.  
6d. Provide the practice telephone number (where services are being rendered). 
6e. Provide the practice fax number. 
6f.  Provide the practice contact person’s name and title
6g. Provide the practice contact person’s phone number, and email address. (This person will be contacted by the fiscal agent for verification of application and banking information).
7. Provide the practice billing address.
7a. Provide the practice billing city. 
7b. Provide the practice billing state. 
7c. Provide the practice billing 9 digit zip code.
8. Provide the practice bank name.
    8a. Provide the banking address (Branch). 
8b. Provide the practice banking city.
8c. Provide the practice banking state.
8d. Provide the practice banking 9 digit zip code. 
8e. Provide the practice banking contact person’s name and title, if this contact person is different than what you provided in 6f.  
8f.   Provide the practice banking contact person’s phone number, and email address. (This person will be contacted by the fiscal agent for verification of banking information).
9. Provide the provider Tax ID/EIN.
10. Provide the practice DEA # identification code (2 letters + 7 digits).
11. Provide the provider National Provider Identification (10 digit type - only1required).
12. Provide the 10 digit taxonomy number.
13.  Provide license and/or certification information required for applicant.  
13a. Provide the provider name on the license and/or certification (last, first, and middle).  
13b. Provide the provider license number and state specific to the location that you are enrolling to provide services.
13c. Provide the current license expiration date.
13d. Provide the certification type, if applicable.
13e. Provide the Issuing Agency for the certification, if applicable.
13f. Provide the Certification Expiration Date, if applicable.
The Disclosure Statement must be signed in order for the application to be accepted.
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Attachment 3 

PAYMENT INFORMATION FORM 
ACH VENDOR PAYMENT SYSTEM 
This form is used for the ACH payments with an addendum record that carries payment-related information. Recipients of these payments should bring this information to the attention of their financial institution when presenting this form for completion. 
PAPERWORK REDUCTION ACT STATEMENT 
The information being collected on this form is required under the provision of 31 U.S.C. 3322 and 31 CFR 210. This information will be used by the Treasury Department to transmit payment data by electronic means to vendor’s financial institution. Failure to provide the requested information may delay or prevent the receipt of payments through the Automated Clearinghouse Payment System. 
	MEDICAL PROVIDER INFORMATION 
	

	Provider #: 
	

	Name: 
	

	Address: 
	

	
	

	Contact Person Name: 
	Telephone Number: 



	AGENCY INFORMATION 

	Name: U.S. Department of Labor-Office of Workers’ Compensation Programs 

	Address: c/o ACS- Department of Labor Project 

	P.O. Box 14600, Tallahassee, Florida 32317-4600 

	Contact Person Name: 
	Telephone Number: 1 (866) 335-8319 Toll Free 



	FINANCIAL INSTITUTION INFORMATION 

	Name: 

	Address: 

	

	ACH Coordinator Name: 
	Telephone Number: 

	Nine-Digit Routing Transit Number: 

	Depositor Account Title: 

	Depositor Account Number: 

	Type of Account:   □ Checking □ Savings 

	Signature and Title of Representative: 

	Telephone Number: 
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