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HOW MUCH?

$20 Billion in new funding




WHO GETS

ADD

TIONAL

-UNDS?

First dibs on the money goes to those of you who have not yet
received Relief Fund payments of 2 percent of patient revenue - you
will receive a payment that, when combined with prior payments (if
any), equals 2 percent of patient care revenue.

Second, HHS will then calculate an equitable add-on payment that
considers the following:

o A provider’s change in operating revenues from patient care

o A provider’s change in operating expenses from patient care,
including expenses incurred related to coronavirus

o Payments already received through prior Provider Relief Fund
distributions.




WHO IS ELIGIBLE?

* Providers who previously received, rejected or
accepted a General Distribution Provider Relief Fund
payment. Providers that have already received
payments of approximately 2% of annual revenue from
patient care may submit more information to become
eligible for an additional payment.

* Behavioral Health providers, including those that
previously received funding and new providers.

* Healthcare providers that began practicing January 1,
2020 through March 31, 2020. This includes Medicare,
Medicaid, CHIP, dentists, assisted living facilities and
behavioral health providers.




WHO IS
ELIGIBLE,
continued...

You must meet
one of these
criteria:

You billed Medicaid / CHIP programs or Medicaid managed care
plans for health-related services between Jan.1, 2018-Mar.31, 2020; or

You billed a health insurance company for oral healthcare-related
services as a dental service provider as of Mar. 31, 2020; or

You are a licensed dental service provider as of Mar. 31, 2020 who does
not accept insurance and has billed patients for oral healthcare-related
Services; or

You billed Medicare fee-for-service during the period of Jan.1, 2019-Mar.
31, 2020; or

You are a Medicare Part A provider that experienced a CMS approved
change in ownership prior to Aug. 10, 2020; or

You are a state-licensed / certified assisted living facility as of Mar. 31,
2020, or

You are a behavioral health provider as of Mar. 31, 2020 who has billed a
health insurance company or who does not accept insurance and has billed
patients for healthcare-related services as of Mar. 31, 2020




And...

An applicant must have:

* Filed a federal income tax return for fiscal years 2017, 2018, 2019 if in operation
before Jan. 1, 2020; or be exempt from filing a return; and

* Provided patient care after Jan. 31, 2020 (Note: patient care includes health care,
services, and support, as provided in a medical setting, at home, or in the
community); and

* Not permanently ceased providing patient care directly or indirectly; and

* For individuals providing care before Jan. 1, 2020, have gross receipts or sales from
patient care reported on Form 1040 (or other tax form)



How do | apply?

You submit your TIN and financial
information to the Provider Relief

Fund Application and Attestation
Portal:

https://cares.linkhealth.com/#/



Which looks like this.

If you don’t have an Optum ID, click Set Up Optum ID)
CARES BT

PROVIDER RELIEF FUND

Welcome to the Provider Relief Fund
Application and Attestation Portal

This portal allows providers to apply for and attest to relief fund
payments made for healthcare-related expenses or lost revenue
attributable to COVID-19.

Overview Set Up Optum ID What You Need Resources and Support

The Department of Health and Human Servi HS) has announced $175 billion in relief funds, including to hospitals and other healthcare providers on
the front lines of the coronavirus response as p the Coronavirus Aid, Relief, and Economic Security (CARES) Act and the Paycheck Protection
Program and Health Care Enhancement Act. Thi nding, along with additional relief funding outside of the CARES Act, supports healthcare-related
expenses or lost revenue attributable to COWVID-19 and ensures uninsured Americans can get treatment for COWVID-19. This site is open to all providers
who want to apply for a Provider Relief Fund payment, regardless of network affiliation or payer contract. HHS is contracting with UnitedHealth Group to

facilitate delivery of the funds.

HHS plans to make publicly available the names of payment recipients and the amounts received, for all providers who attest to receipt of a payment and
acceptance of the Terms and Conditions or who retain payments for more than 90 days and are deemed to have accepted the Terms and Conditions. By
accepting funds, the recipient consents to the Department of Health and Human Services publicly disclosing the payments that recipient has received
from the Relief Fund.



If you have an Optum ID, sign in. If you don’t start setting one
up by providing your name and email address.

Create an Optum ID

An Optum ID securely manages your account so that you can use one Optum ID and password
to sign in to all integrated applications.

Already have an Optum ID? Sign in now

Profile Information

First name

Last name




CARES

PROVIDER RELIEF FUND

Welcome

Welcome to the CARES Act Provider Reliet Fund Payment Attestation Portal. This portal allows eligible providers to attest to relief fund payments made
for healthcare-related expenses or lost revenue attributable to COVID-19,

" T Be sure to

Sign Up for Updates Email Address (required)

We'll contact you with updates and requests for additional information. Your email

address will only be used for information related to the CARES Act and the ‘ Sign Up S I g n u p fo r
Paycheck Protection Program and Health Care Enhancement Act.
— updates.
New to this site?

To get started, please add a Organization Taxpayer |dentification Number (TIN). We recommend completing one TIN at a time, but you will be able add more TINs
later. You will be guided through the process.

Add Organization TIN *Required Flelds

Organization TIN* Provider Name (as shown on IRS Form W-9 for this TIN)*

Add TIN




New to this site?

To get started, please add a Organization Taxpayer Identification Number (TIN). We recommend completing one TIN at a time, but you will be able add more TINs
later, You will be guided through the process.

Add Organization TIN *Required Fields

4 srganlzatlon TIN* © Provider Name (as shown on IRS Form W-9 for this TIN)*

Privacy Act Statement

The following statement serves to inform you of the purpose for collecting personal information required by the https://cares.linkhealth.com
website and how it will be used.

AUTHORITY: 31 U.S.C. 3512, 3711, 3716, 3721, 1321 note; E.O. 13520

PURPOSE: To collect information to determine eligibility for CARES Act funds and process payments to you,

ROUTINE USES: The information collected is used by HHS to determine eligibility for payments from the Public Health and Social Services Fund, maintain an
accounting of payments, and process payments from the Fund. Examples of other permissible uses include, but are not limited to, a contractor (and/or to its
subcontractor) who has been engaged to perform services on an automated data processing (ADP) system used in processing financial transactions, to
appropriate law enforcement agencies when relevant to an investigation, to the Treasury Department, and to auditing organizations conducting financial or
compliance audits. A complete list of routine uses may be found at https://www.federalregister.gov/documents/2015/11/03/2015-27980/privacy-act-of-1974-
system-of-records-notice

DISCLOSURE: Voluntary. If you choose not to provide your information, absence of the requested information may result in administrative delays or the
inability to process payments to you under the CARES Act.

Add your TIN,
and the name
that appears
on the W-9
for this TIN.
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What is a TIN? It is also called an EIN — nine digits long
— it is your company’s Federal Tax ID number.

What is an Organization TINT
An Craganizatanal TIN CFang TIMT) files & tEx
| returm b mdry not bill Meckcare or Badicaid
diraciky. Tha i:_-ll:.;h zaticn TIM gy Naye One or
miora subsidiaries that do not file tax returns er [dentification Mumber (TIN). We recommend completing one TIN at a time, but you will be able add more TINS
I |disragarded or cornsclidated entiies) T
NnolaEle &
appiication by ksting all of the subsiciary TINS
e applicable fiekd wEhin the application fomy

i'“l._j-'|_'.|':| 1 TIM shoukd o

*Required Fialds

Organization TIN* D Provider Name [as shown on IRS Form W-9 for this TIMN)*
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Sometimes picking the right TIN to be the
main “Organization” TIN is a bit complex:

Some companies may have a parent organization TIN (“Filing TIN”) where a
parent company or entity files a tax return but may not itself bill Medicare
or Medicaid directly — its subsidiaries do. Each of the subsidiaries may in
turn have their own TINs but do not file their own tax returns (they are
considered disregarded or consolidated entities). In such cases the parent
Organization TIN should be listed on the application, and all of the
subsidiary TINs that are disregarded should be placed in the applicable box
field within the application form. Note that the money will be paid to the
parent, which will distribute funds in its discretion to the subsidiaries.

13



If your TIN is recognized because it
was previously verified in prior PRF
distributions, or it appears on a
state-provided 3™ party list...

It will be automatically validated, and
you may re-enter the portal to
complete your application.

(GO TO SLIDE 20 if you are
automatically validated)




Nothing has happened vyet...
What is taking so long?

Your TIN may not
have been
recognized.



If your TIN is not recognized, there is a 3 step

validation process:**

1. HHS shares unrecognized provider TINs with 3rd party validators, including
Medicaid / CHIP agencies, dental organizations, national provider organizations,

etc. (7-10 business days)

2. Validator reviews applicant information for eligibility (e.g. actively in practice, in
good standing, etc.) and shares results with HRSA (7-10 business days*)
*Assumes validator responds within requested timeframe

3. HRSA accepts determination, updates portal, and notifies applicant they can re-
enter portal to apply (3-5 business days)

*HHS asks that providers allow four weeks for TIN validation.
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After you add your TIN, you must complete the Program
Administrator Attestation

e Keep in mind that only one person can serve as the program administrator per TIN
* As administrator, you are accepting responsibility to act on behalf of your organization

* You must agree to make your name and email address available to others within your organization for
coordination of information.



Check the boxes and accept the Program
Administrator Attestation

Program Administrator Attestation for Organization TIN 234234234

~

v

&2
v

U

| attest that | am submitting on my own behalf and | am the provider associated with this Organization TIN; or | have the authority to submit a
request on behalf of the provider group(s) associated with this Organization TIN.

| certify that all information provided as part of this process is true, accurate and complete, to the best of my knowledge.

| understand that any person who knowingly and with intent to defraud the Government or the Company, files information containing materially
false information, or conceals for the purpose of misleading the company commits a fraudulent insurance act.

| understand that only one person may submit information on behalf of an Organization TIN. | understand that my name and email will be
shared if duplicate information is received for the same Organization TIN. If | am no longer able to submit information on behalf of the provider
group associated with this Organization TIN, then | will withdraw my name and a different person will be added in my place.

\/ I'm not a robot

reCAPTCHA

Privacy « Terme

18



One you have your

. You will have to enter your TIN again to verify eligibility.
Optum ID, sign back

_ Click Get Started
into the Portal.

Organization Tax ID Number: 123456789, Provider Name: John Smith

Action required for this TIN

* Validate TIN A

Validate TIN Revenue and Tax Information

Not available yet: Available Now Not Available Yet

Revenue and Tax Information Get Started Yau will be able to confirm revenue and tax
Attest to Payment and Terms oformafion once TIN Validation is complete.

Attest to Payment and Terms
Not Available Yet
Onca paymant Nas been [Sausd, you w | ba able to

attest to fund distribution

19



Organization TIN Dashboard

Please see stalus details and complete any actions required below.

If you previously
attested to a payment e
and are applying for
additional funds, click O ° O
Submit New s

Information, and \
complete the

Application Form (see
slide 34 and following | |

Organization TIN* 0 Provider Organization Name (as displayed in the first field on W-9 for this TIN)®

slides)

20
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For those of you new to the site, your tax validation may take
1-2 business days to process.

W-9 Tax Validation Verify information from your W-9

Tax Validation *Required Fields

Please complete the fields below and then select Continue.

Provider Name — make sure your
Provider Name (as shown on IRS Form W-9 for this TIN)* Compa ny name is the Same aS it
John Jay Johnson %_ appea r‘S On your W_9

Federal Tax Classification*

v Federal Tax Classification - select yours
Exempt payee code 0 é from the drop_down menu

O 1- An organization exempt from tax under section 501(a), any IRA, O 7 - A futures commission merchant registered with the

or a custodial account under sectionjgf(b);?} if the account Commadity Futures Trading Commission L4 Exe m pt p aye e CO d e - if yo u a re a
satisfies the requirements of section 401(f)(2) .
corporation, choose “5”

O B - A real estate investment trust

O 2-The United States or any of its agencies or instrumentalities
O 9 - An entity registered at all times during the tax year under the

O 3 - A state, the District of Columbia, a U.S. commonwealth or Investment Company Act of 1940

possession, or any of their political subdivisions or instrumentalities )
O 10 - A common trust fund operated by a bank under section

O 4 - A foreign government or any of its political subdivisions, agencies, 584(a)
orinstrumentalites o 11-A financial institution 584(a)

O 5- A corporation ) ) )
O 12 - A middleman known in the investment community as a

O 6 - A dealer in securities or commodities required to register in the nominee or custodian
United States, the District of Columbia, or a U.S. commonwealth

) O 13 - A trust exempt from tax under section 664 or described
or possession

in section 4947
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Tax validation continued

Exempt from FATCA reporting code  ({)

O A - An organization exempt from tax under section 501(a) O G- A real estate investment trust
or any individual retirement plan as defined in section 7701(a)(37 ° 1
O v P (aks) O H - A regulated investment company as defined in section 851 Exe m pt FATCA re p O rtl N g co d e
B- The United States or any of its agencies or instrumentalities or an entity registered at all times during the tax year under the _
Investment Company Act of 1940 d 0€sn Ot d p p Iy to m OSt Of
W) y ’ .
O (C- A state, the District of Columbia, a U.S. commonwealth or O |- A common trust fund as defined in section 584(a) yo uso d on t ma ke ac h olce.
possession, or any of their political subdivisions or instrumentalities
J- A bank as defined in section 581 : :
O D - A corporation the stock of which is regularly traded on one or O ¢ C I IC k CcO nt Inue.
more established securities markets, as described in Regulations O K- A broker

section 1.1472-1(c)(1)(i)
O L- A trust exempt from tax under section 664 or described in
O E - A corporation that is a member of the same expanded affiliated section 4947(a)(1)

group as a corporation described in Regulations section 1.1472-1(c)(1)(i)
O M - A tax exempt trust under a section 403(b) plan or section

O F - A dealer in securities, commodities, or derivative financial instruments 457(g) plan
(including notional principal contracts, futures, forwards, and options)
that is registered as such under the laws of the United States or any state

22



) Addresses

Organization TIN Address *3aquired Fialds

Enter .

Organization ...
TIN address o

&&&&&




Indicate if you use a billing company. If yes,
complete the additional fields.

Billing Company

you use a billing company?*

24



Enter Practice and submitter information.

() Practice Detall

* Your Primary Service Location is

Practice Information “Reqired Fiskis yO ur ma | N Ofﬂ ce a d d ress (a N d |S
Primary Servicing Location Submitter Information LI S LI a I Iy t h e S a m e a S yO u r
St Addoss 1 ‘Jom-e* Organization TIN address.
oot actroes _— * Your Group NPl is the NPI for.

| the TIN and Primary Service

y— Address.
State* Email Address*
Select One v ‘
ZIP Code* Phone Number* Extension
Phone Number* Extension

25



Next, you are
asked to select
whether you are a
Group or

Individual. (See
next slides for
examples)
Select Group.

Fields will adjust according to your selection

« Group: Group National Provider Identifier
(NPI), Group NPI Effective Date, Medical/

Department of Health (DOH)/ License Number.

* Enter Account Number(s) and Subsidiary TINs
Associated with this Entity in the appropriate
boxes separated by commas. If your
organization does not have subsidiary TINs
please re-enter your organization TIN.

o

/

26
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Group Information

Group/Individual Information *Required Fieids

ApplcantProvider Type' Select your applicant type from the
seed ] — drop-down menu.

Registration Type*

List of all Subsidiary TIN(s) Associated with this Entity*
@con (— — Enter your:

Q individual G67654721 : :
Group ot © e Group National Provider
| <4 I dentifier (NPI)

. Subsidiary TIN is required. If your organization does not
Group NPI Effective Date have subsidiary TINs, please re-enter your organization TIN

Tye o coypase TN et T shud b seprtdty * Group NPI Effective Date

please re-enter your organization TIN

Applicable Medicaid, Department of Health, or National

License Number or Certification Number* o Aecountiumbert) ’ i M ed ica |/ De p a rt m e nt Of H ea It h

\_ (DOH)/ License Number.

* In the box for Subsidiary TINs,
Add account numbers separated by commas enter your TI N again




Group/Individual Information

Applicant/Provider Type*

Individ_ual Information

*Required Fields

Select your applicant type from the

Select...

[—

v

Registration Type*

() Group

®) Individua

Date of Birth*

drop-down menu,* then enter your:

— « Date of Birth
xample
123456789 * |ndividual NPI
987654321 _ )
- « Social Security Number (if there is

List of all Subsidiary TIN(s) Associated with this Entity"

no NPI)

Individual NP ©

Subsidiary TIN is required. If your organization does not . ® M ed |Ca|/DO H/L|Ce nse N um bel’

have subsidiary TINs, please re-enter your organization TIN

Type or copy/paste TIN(s) here. TINs should be separated by L In the bOX for Su bS|d |a ry TI N S’ enter

commas. If your organization does not have subsidiary TINS,

Social Security Number

please re-enter your organization TIN yo ur TI N aga | n

Account Number(s)

XXX-XXXXX

Applicable Medicaid, Department of Health, or National

License Number or Certification Number* 0

*QOT for Home Care Agency or RF for
Adult and Family Care Homes

1111

Add account numbers separated by commas.

28



Then review the information on the
confirmation screen and submit your TIN

Uvemo care rroressionais inc.

Business Name
Demo Care Professionals Inc.
Federal Tax Classification

S Corporation

Exempt Payee Code
Exempt from FA A reportl C

Submitter Name

Practice Admin Dem User
Submitter Phone Number
(777) 777-7777

Submitter Ema
sample@mail.com

e

rganization TIN Address
123 Sample St
City , VA 23456

‘nmary Service
321 Demo St
Sample, VA 23456
(555) 5655-5555

Account Number(s

123451234512

ist of all Subsidiary TINs Associated with this Ent

234512345

Applicant/Provider Type
Other

Registration Type
Individual

Date of Birth
01/29/1984

ndividual NP

Not Applicable

Social Security Number

KXXX-XX-2345

Applicable Medicaid, Department of Health, or National License
Number or Certification Numbe

Not Applicable

29



You may
have your
TIN validated
guickly or it
may take a
few hours or
davys.

 Sign back into the Provider Relief
Fund Application and Attestation
Portal with your Optum ID and
check your Organization TIN
Dashboard to see if your TIN has
been validated.

30




If it happens quickly for you, you should be redirected to an
Authentication page, where you will need to enter an access code
that will be emailed to you.

Please enter the access code to view the document
n HRSA CARES Act Provider Relief

| NEVER RECEIVED AN ACCESS CODE

31



Leave your browser open, and check for an email from
HRSA Cares Act Provider Relief via Docusign.
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Once you have found the
email...

Copy the Signing Validation Code and paste it into the Authentication Page in your
web browser.



Please Review & Act on These Documents

The Application will open. You will need to select Continue in the upper righthand corner to access the document.

Please review the documents below. CONTINUE FINISH LATER OTHER ACTIONS -




You will need:

* Your most recent federal income tax return for 2017, 2018 or 2019, unless
exempt

* Revenue worksheet (if required by Field 15)

* Operating revenues and expenses from patient care

35



Top part of
page 1

Filling out the application:

e Some of the fields will
already be filled out
automatically. You cannot
change them.

* You MUST complete all items
in Red

CARES Act Provider Relief Fund

Reference ID ABC12345678

Tax ID Number: 12-2455782

Name as shown on your _
income tax return: Bonnie Bagels Test

Federal Tax Classification: S Corp

Business Name (if different):

Street 1: 123 Test Street

Street 2:

City: Test City State: CA

Zip: 12345

Registration Type: Test

Group NP! (Group Only): 12345

(1) Contact Person Name |

(2) Contact Person Title: [

(3) Contact Person Phone
Number: [

(4) Contact Person Email: |

(5) Applicant/Provider Type: [Ancilary Services - Dental Service Eroviders

Fields 6 - 8 have been intentionally removed
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Field 5 — Applicant
Type

From the drop-down
menu, choose the two-
character series of letters

that generally

summarizes your
organization’s purpose.
You should choose
Facilities — Assisted

Living Facilities

Ancillary Services — Dental Service Providers

Ancillary Services —Diagnostics (e.g.. mdependent magmg . radiology, labs)
Ancillary Services — Eve and Vision Service Providers

Ancillary Services — Other Ancillary Service Prowiders (e g . chiropractors, sg
pathologists. physical therapy. occupational therapy)

DME/ Supphers

Facilities — Acute Care Hospital

Facilities — Assisted Living Facilities F
Facilities — Inpatient Behavioral Health Facilities (e g_. mpatient psychiatnic £

abuse treatment centers)

Facilities — Nursmg Homes (e g_. skalled nursmg facilities)

Facilities — Other Inpatient Facilities ( e g . mpatient rehabilitation facilities | 1
otherresidental facilities)

Home and Conmminity — Home Health A gencies

Home and Conmmnity — Home and Conmminity-based Support Providers (e g
navigators, case management)

Home and Conmmnity — Other Services (e g.. fostercare. developmental disa
Outpatient and Professional — Ambulatory Surgical Center

Outpatient and Professional — Behavioral Health Prowiders (e.g_. substance us
psychiatnc services)

Outpatient and Professional — Multi-specialty Practice

Outpatient and Professional — Other Outpatient Chnic (e g . urgent care, dialy
Outpatient and Professional — Other Smgle Specialty Practice

Outpatient and Professional — Pediatncs Practice

Outpatient and Professional — Prmmary Care Practice

37



Bottom part
of page 1

* Fields with =~ /Y boxes are
optional

* Additional instructions
appear as you hover over
each field with your cursor

(9) CMS Certification
Number (CCN), if applicable: |

REVENUES

(10) Revenues: _$ | ]
(11) Fiscal Year of Revenves: _ [cegiesiov]
(12) Percentage of Revenue from Patient Care: | |%

ired - Please instructio|
13. OPERATING REVENUES FROM PATIENT CARE s s eyt L L
& non-negeative number.

(13.4) 202001 (Jan 1 ~Mar31): [_________]  (13.2)2020 Q2 (April T - June 30):
(133)2019Q1 Wan1-Mar3: [ 1 (13.4)2019 Q2 (April 1 - June 30): | ]

For demonstration only. Actual screens may va

ry.




Field 10 — Revenues:
Enter the most recent
revenues number from
your organization’s
federal tax return of
2017, 2018, or 2019.

If the applicant for tax purposes is a:

Sole proprietor or disregarded entity owned by an individual:
Enter Line 3 from IRS Form 1040, Schedule C excluding any
income reported on W-2.

Partnership: Enter Line 1¢c minus Line 12 from IRS Form 1065.

C corporation: Enter Line 1c minus Line 15 from IRS Form
1120.

S corporation: Enter Line 1¢c minus Line 10 from IRS Form
1120-S.

Tax-exempt organization: Enter Line 9 from IRS Form 990
minus any joint venture income, if included in Part VIII lines
2a — 2f.

Trust or estate: Enter Line 3 from IRS Form 1040, Schedule C.

Entity not required to file any of the previously mentioned
IRS forms: Enter a "net patient service revenue" number or
equivalent from the applicant's most recent audited financial
statements (or management-prepared financial statements).

Applicants with gross revenue adjustments should enter an
adjusted gross revenues number as calculated using the
Gross Revenues Worksheet in Field 15.



The amount reported in Field 10 should be

DO e pO rt net net patient revenue plus other operating
: N income. Net patient revenue is gross
pat ent patient revenue less contractual
adjustments, charity care/financial

revent e/ grOSS assistance, and bad debt expense.
patient
revenue, or Other revenues, such as rental income,

: grants and contributions, joint venture
total ope ratl Ng income, and investment income, should be

excluded from the amount reported in

income? Field 10.




Field 11- Fiscal year of
revenues?

Enter the year of the applicant’s most recent federal income
tax return.




Field 12 - Percentage of Revenues from Patient Care?

* Enter the percentage of the revenues entered in Field 10 that represents amounts received for
patient care rendered for the same fiscal year entered in Field 11.
* This should exclude non-patient care revenue, such as:
* |nsurance, retail, real estate revenues
* Pharmacy revenues (except when derived through the 340B program)
* Grants or tuition
* Contractual adjustments from third party payors
e Charity care adjustments
* Bad debt
* Gains or losses on investments
* Any prior Provider Relief Funds received



F 1€ | d S 1 3 ) 1 « HHS considers "operating revenues
1 3 4 _ W h at from patient care” to be net patient

. service revenue from the delivery of
health care services directly to patients.

are yO ur * "Net patient service revenue" is defined
' as gross charges for patient services
O p € ratl N g delivered, minus contractual
revenues adjustments from all third party payors,

charity care adjustments, bad debt, and
any other discounts or adjustments

frO m p at | e nt necessary to arrive at net patient
care p service revenue.




Fields 14.1-
14.4 — what
are your
operating

expenses

from patient
care?

« HHS considers "operating expenses from

patient care" to be the operating expenses
Incurred as part of the delivery of care,
including salaries, benefits, medical
supplies, contracted and/or employed
physicians, interest, and depreciations on
buildings used in the provision of patient
care.

Operating expenses from patient care
should not include any non-operating
expenses, such as costs incurred on any
rental property (exception for nursing and
assisted living facilities’ real estate costs
where resident costs are allowable) as well
as contributions made, gains, and/or losses
on investments.




Page 2

DoasSign Envelope 10 SECOCATE FCR2AF.SFDEDFFDAAIBOASA

» Scan your supporting documents
onto your hard drive before you start 14. OPERATING EXPENSES FROM PATIENT CARE

your application! , , .
(14.1)2020Q1 Jan 1 -Mar 31y [ ] (14.2)2020 Q2 (April 1 - June 30): [

« You will need to upload Supporting (143)2019Q1 Jan1-Mar31): [ | (14.4) 2019 Q2 (April 1 - June 30): [
documents for fields 15, 16, 17, 18

* Field 15— upload only if required

SUPPORTING DOCUMENTS

(15) Upload Revenues 3 (16) Upioad
* Field 16 — your most recently filed e & e
Federal Tax return e . o N —
Q2 operating revenues documents for 2020 Q1-Q2
« Field 17 - your 2019 Q1-Q2 - 2 s e
operating revenues and expenses
from patient care R 0 s b ety remoes
* Field 18 — your 2020 Q1-Q2 R 4 A i
operating revenues and expenses o ] T

from patient care ) impornt Passe aneure your benk



Field 15 -
Gross
Revenues

Unless you bought or sold a building
or agency in the tax year you are
uploading, you are not required to
upload a Gross Revenues
Worksheet.
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Field 16 -
Tax Form

Federal

Upload your most recent filed federal income tax form for fiscal years
2017, 2018, or 2019 if in operation before January 1, 2020.

If you are a:

* Sole proprietor or disregarded entity owned by an individual: Upload
IRS Form 1040, including Schedule C

* Partnership: Upload IRS Form 1065

e C Corporation: Upload IRS Form 1120

* S Corporation: Upload IRS Form 1120-S

* Tax-exempt organization: Upload IRS Form 1041 including Schedule C

* Entity not required to file any of the previously mentioned IRS Forms:
Upload a statement explaining why you are not required to file a
federal tax return.



Field 17 -

Supporting » Upload supporting documents

substantiating operating revenues
documents for and expenses reported in Fields

2019 Q1-Q2 13.3, 13.4, 14.3 and 14.4.
Operati Ng * Examples of supporting
R d documents could include
evenues an internally-generated financial
Expenses from statements.

Patient Care




Field 18 -

* Upload supporting documents

Su pportl ng substantiating operating revenues
documents for and expenses reported in Fields
2020 Q1-Q2 13.1, 13.2, 14.1 and .14.2.
: * Examples of supporting
Operatlng documents could include
Revenues and internally-generated financial
statements.

Expenses from
Patient Care




Enter your banking information

Once all the actions are completed, click finish at m

the end of the document or the top right of the
page.




At the bottom of page 2, enter your banking information:

Fiolds 19 - 32 have been infenbonally emoved

BANKING INFORMATION
(34) ABA Routing

s BonkName [ ] Normber
(39 Account HoidorName: [ ] (36) Account Number

5 mportant Piease ensure your bank
3ccount and routing numbers are
correct to receive payment
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Next...You should see a pop-up that gives you the option to Download or Print the

completed documents. You should have a copy for your records...

Then click Close to exit.
A completed copy of the documents will appear. Click Continue and you will be

redirected to your Organization TIN dashboard

- CONTINUE OTHER ACTIONS ~

Save a Copy of Your Document

Vv

el Doosegn [rveiogs 0 NOLDERCS-TAGE T4 B=RD TR0 GO FIOET P iy

CARES

PROVIDER RELIEF FI'SD

Your document has been signed

B0 0L FeCONs, Sslect Dowrbial /
r- ¢- Organization TIN Dashboard

Print and save

.‘: Rﬂfﬂm‘l’l“ 'D T g g e Y LR g S S e
— FRINT CARES Act Provider Relief Fund
Qrganzason Tan ID Number 11T, Provided Ne=s Dotussga Test 1D )
Tax ID Mymber 111112558 | u
Marms a8 Bhown on your - —— T e L
it tam return. Docusegn Test 1D 3 | | ——— e —

Federal Tax Classification: 5 Companalion
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Completed Envelope

Completed: CARES Act Provider Relief Fund

HRSA CARES Act Provider Relief via DecuSign

 After your application is finished, a /
completion email will be sent to
you.

* You can view the completed
application by clicking the View
Completed Application link in the
email.




Voided Envelope

* This is the email notification you
would receive if you began an
application but never finished it.

* |t does not affect the status of
completed submissions.

* All completed submissions would

receive a confirmation email stating:

Completed: CARES Act Provider
Relief Fund.

A CARES

System Automated Email

Act Provider Relief




AF

ER YOUR MONEY ARRIVES...

Sign back into the portal and go to your dashboard

WITHIN 90 DAYS OF RECEIVING YOUR
PAYMENT, YOU MUST SIGN AN
ATTESTATION CONFIRMING THAT YOU
GOT THE MONEY AND THAT YOU AGREE
TO THE TERMS AND CONDITIONS OF
PAYMENT.

IF YOU CHOOSE TO REJECT THE
PAYMENT, YOU MUST ALSO COMPLETE
THE ATTESTATION TO INDICATE THIS.

THE PORTAL WILL GUIDE YOU THROUGH
THE ATTESTATION PROCESS TO ACCEPT
OR REJECT THE FUNDS.

==l

NOTE: IF YOU DO NOT RETURN THE
PAYMENT WITHIN 90 DAYS OF RECEIPT,
YOU WILL BE VIEWED AS HAVING
ACCEPTED THE TERMS AND CONDITIONS
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‘ t S h O u | d Organization TIN Dashboard

Please sea slatus details and complets any achons requirad below

| Organization Tax 1D Number: 123456789, Provider Name: John Smith
e Action required for this TIN o o
= Attest to Payment and
Terms
Validate TIN Raevenue and Tax Information Attest to Payment and Terms
([ ]

Complete Complate
Get Started

Select Get Started under the
“Attest to Payment and
Terms” section

Add Organization TIN “Require

Organization TIN* @ Provider Mama (as shown on IRS Form W-8 for this TIN)*
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Automated Payment Attestation

e Confirm the account number  _ Attestto Payment and Terms
by entering the last six digits
of the account which

. Attestation of Payment
received the payment

Automated payments are sent via Optum Bank with "HHS.GOV" in the payment description. All relisf payments are mad

on their Taxpayer Identification Numbers (TINs) Please confirm the account number and paymeant you received for this
* Enter the payment amount
. . This form should only be filled out once you have receved the deposit in your account
you received for this TIN

Last Six Digits of Account Number

Relief Fund Payment Amount

—
C——

Cancel Continue
— 57



Automated Payment Attestation continued-

Attestation of Payment
* Review the information and check the boxes to

. . | acknowledge receipt of $I0LXX from the Public Health and Social Services Emergency Fund ["Relief Fund™), and accept the Terms ar
Confl rm recei pt Of the fU n dS a nd agree tO the Conditions, If you receive a payment from funds appropriated in the Relief Fund under Division B of Public Law 116-127 and retain tt
Te rms an d CO q] d |t|0 ns to acce pt paym ent. Th |S payment for at least 90 days of payment issuance without contacting HHS regarding remittance of those funds, you are deemed to h

. . accepted the fD“Oﬁ'II‘lg Terms B Conditions. This is not an exhaustve list and you must comply with Ny other relevant statutes and
IS yo ur AtteStatlo n. regulations, as applicable. Your commitment to full compliance with all Terms and Conditions is material to the Secretary’s decision {
disburse these funds to you. Non-compliance with ary Term or Condition is grounds for the Secretary to recoup some or all of the p
° C| | ck Acce pt Paym ent made from the Relief Fund. These Terms and Conditions apply directly to the recipient of payment from the Relief Fund. In general, t

r rements that apply to the recipient, also apply to sub-recipients and contractors under grants, unless an exception is specified.

* If yo u Ch oosé to reJ eCt t h e paym e nt' yo u mu St By receiving and accepting Relief Fund payment, you attest that in accordance with the "Coronavirus Aid, Relief, and Economic Securi

a ISO Complete the attestatlon to Indlcate that o the "CARES Act”, you are eligible for this payment, You acknowledge that you may be asked to submit 1o the review process establ

. the LS Departrment of Health and Human Services, including its contractor (collectively, "HHS"), to determine your eligibility for this
yo u reJ eCt th € fu n d san d t h en f0| I ow th € payment. Additionally, upon request by HHS, you will provide any and all information related to the disposition or use of the funds n

instructions on how to return the funds. under the Relief Fund for auditing and/or reporting purposes. | attest that | have the legal authority to act on behalf of the prowider g
that has received payment under the Relief Fund. For Electronic Funds Transfer / ACH Payments, HHS or its contractor may make

" . ” adjustments to the payment whenever a cormection or change is required. For example, if there is an error, you agree that HHS may
°
If yo u reJ eCt th e fu n d s' b Ut d O n Ot retu rn the error immediately and without notice. Such errors may incude, but are not limited to, reversing an improper credit, and correctl

them W|th|n 90 days’ you W|” be V|ewed as calculation and input errors. The right to make adjustments are not subject to any limitations or time constraints, except as required

having accepted the Terms and Conditions E/ _ _
| have read and agree to the Optum Pay Enrollment Agreement Terms and Conditions.,

Raject Paymaent Accept Paymant

58



Important Information: Rejected Payments

How do | return a direct deposit payment?
To return the moneay you must contact your financial institution and ask them to refuse the received Automated
Clearing House (ACH) credit by initiating ACH return code of "R23-Credit Entry Refused by Receiver™.

- You are not required to call back to confirm that the funds have been received by Optum Bank.

What is the required timeframe to return the money?
Within 80 days of payment issuance.

Can | return the money a different way than how it was received?
Mo, you must return the money using the same method the monay was sent 1o you.

Can | return a portion of the money?

Mo, you must return the full amount received.

Contact Us
For additional information, please contact our Provider Support Line at (866) 569-3522; for TTY dial 711.

Cancel | Reject Payment

P
I A
LX)
LY F)

b
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nization TIN Dash board

¢ aclions reguired Dakow

a Slalus datasls ang

Check your

Organization TIN
Tizatid dashboard to B9, Frovider Mame: John Smith

view completion

and reference
Validate TIN Reveanue and Tax informathon Attesl to Payment and Terms

information

Complete Complel= Compleis

s Accepbed
058 65333

Drganization TIN "Aaquined Fie

ization TIN* Provider Name (as shown on IRS Form W-0 for this TIN}*



_Organizatinn TIN Dashboard

If you rejected
the funds, you

will see a link to | 5789, Provider Name: John Smith

instructions on

how to return
the payment:

Validate TIM

Comipslete

Add Organization TIN

Organization TIN®

o

Aeverrue amd Tax Information

r__._.--- [RIEREL

Provider Name (as shown on IRS Form W-9 for this TIN)*®

&

Attesi o Payment and Terms

" Faguined Flalds



Questions???

CONTACT:

Richard Rutherford

LTSS Consulting Inc.

4801 Glenwood Ave Ste 200
Raleigh NC 27612

(919) 264-2398 (cell)

(919) 376-1233 (fax)

Medicaidwiz@gmail.com
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