The Dental PPA

Private Practice Association

New Provider

Application Packet

PROVIDER CHECK LIST

Easy to Enroll:

1. Complete the Enclosed Paperwork
2. Review Checklist of Eight Items Needed
3. Submit via email:

Email: thedentalppa002@gmail.com

Submit Original :

1Signed Application Form

(One per doctor, make copies if needed)

1Completed W9 Form

] Signed Agreement

Copies of your:

L Wallet- size Dental License
] DEA License

L1 Malpractice Insurance declarations page

Please send your $50.00 processing fee to:

The Dental PPA
4719 Quail Lakes Dr. Suite G #261
Stockton, CA 95207

1 Provider Fee Schedule (Please send
an 80" percentile fee schedule in Excel format)

[1$50.00 New Provider Processing Fee

09-21


mailto:thedentalppa002@gmail.com

The Dental PPA PROVIDER APPLICATION

reveie Prostice Assocmtion (Duplicate for additional providers)

Billing Tax ID Practice Name

Practice Address Telephone Number Fax

Mailing Address (if different from above) City State Zip Code

Title o D.D.S. o D.M.D. Specialty: 0 Endodontist o Oral Surgeon 0 Orthodontist 0 Periodontist o Prosthodontist o Pedodontist
Last Name First Name Middle Initial Gender o Male o Female

Date of Birth Social Security # License # Rendering Provider NPI

Email Legal Entity (check one) o Corporation 0 Partnership 0 Sole Proprietor
Billing Provider NPI Tax |D Number (T IN) or Employer 1D Number (EIN)

DEA #

CONFIDENTIAL INFORMATION

For any “Yes" response in this section, please provide a brief explanatory statement with your completed form.

1. Within the past five years up to and including the present, have you been involved in any malpractice suit or arbitration, or has any ] yEs[INO
setllement ever been paid by you or paid on your behalf? IF YES, please provide a narrative and status for each case. =

2. Have you ever had any one of the following items denied, revoked, suspended, not renewed, placed on probation, subjected to
disciplinary action, or otherwise limited or curtailed; or have you voluntarily relinquished any item in anticipation of any of these aclions;
or are any of these actions pending with respect to any of the following items:

State License ] YES[ INO

DEA, CDS, or other applicable narcatic registration '] YES| INO

Hospital or other health-care facility staff membership or privileges ] YES[INO

Medicaid or other government program participation ] YES[_/NO

HMO, PPO, or other managed care plan ] yeslInO

Employment as a health-care provider by a military service, hospital, HMO, or other heallh-care organization [ ves[InO

3. Doyou have any condition that, with or without accommodation, would make you unable to perform the essential functions within your ] yes! InO
area of practice or unable to perform such essential functions without health and safety of patients? o

4. Within the past five years up to and including the present, have you used illegal drugs or have you had a chemical [] YES[INO
dependency or substance abuse problem? -

5. Have you everbeen convicted of a crime (other thana traffic offense), or are you currently under indiciment for an alleged crime? [1 YES[INO

Please attach legible COPIES of the following: State Dental License (wallet-size only) Specialty Board Certificate (if applicable)
DEA Certificate (if applicable) General Anesthesia License (if applicable)

ATTESTATION

1. the undersigned, hereby certify that the information provided on this application is truthful, correct and complete in all respects, and | further understand that the intentional
submission of false or misleading information or the withholding of relevant information is grounds for termination as a participating dentist with the dental plan. The
undersigned hereby agrees to nolify the dental plan of any changes in the above information.

Dentist's Signature (no signature stamps) Date




The Dental PPA DENTIST AGREEMENT

Private Practice Association

This Agreement, entered into by The Dental Private Practice Association (hereafter referred to as the “PPA”) and

a practicing licensed dentist (hereafter referred to as the “Provider”)

becomes effective on , 20, and shall be continuous and automatically renew annually

without further application.

ARTICLE L. REQUIREMENTS
Section 1.01  Association

Provider shall agree to be bound by the PPA constitution, Bylaws, and rules and regulations and for as long as
Provider maintains membership in this Association.

Section 1.02  Fee Schedule

Provider shall submit his/her current lowest accepted fee schedule with this Agreement and agrees to accept
reimbursement for services rendered based on the lowest accepted fee schedule submitted. Providers may update
their fee schedule on an annual basis at any time during the months of January, February and March or at other
times thought-out the year upon request.

Section 1.03  Application Processing Fee
Provider shall pay an application processing fee in the amount of $50.00. The application processing fee shall be
submitted along with this executed Agreement.

Section 1.04  Insurance

PPA and Provider agrees to maintain adequate limits of comprehensive general liability and professional liability
insurance issued by a company licensed to conduct the business of insurance in the State of California. Provider
agrees to give PPA satisfactory evidence of such insurance or other coverage upon request.

Section 1.05  Profession Practice and Quality

PPA and Provider acknowledge that Provider shall remain in complete control of Provider’s professional
practice and shall remain solely responsible for acts and decisions in rendering professional services. PPA shall at
no time control or be responsible to any extent for the professional practice of Provider or the quality of services
delivered by Provider.

Section 1.06  Quality Commitment

Provider shall participate in and cooperate with all programs, policies and procedures developed or operated by
PPA to assure, review, or improve the quality and effective utilization of dental care services.
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Section 1.07 Continued Eligibility

Dgriqg the term of this Agreement and for any extension or renewal, Provider agrees to continue to meet the
criteria for membership in effect at the time Provider became a member of the Panel.

Section 1.08 Term
This Agreement shall remain in effect until and unless terminated at will by either party.

ARTICLEII. PROVIDER SERVICES

Section 2.01 Dental Services

In accordance with generally accepted professional standards, Provider agrees to render appropriate and necessary
services to a Patient covered under a PPA contracting group dental benefit plan. This provision does not affect
any right that Provider may otherwise have to elect not to provide treatment to any Patient.

Section 2.02 Referrals

Consistent with exercise of Provider’s best professional judgment, Provider agrees to refer patients when
necessary to other members of the Provider Panel.

ARTICLE 1lIl. PROVIDER REIMBURSEMENT

Section 3.01  Schedule of Reimbursement
Provider is reimbursed for services rendered based on his/her individual lowest accepted fee schedule. Such
payment shall be administered to Provider in accordance with the terms and conditions of the applicable
contracting group dental benefit plan.

Section 3.02  Eligibility
The Payor shall be responsible for Patient eligibility determinations. This responsibility shall in no event obligate
Payor for deductibles, co-insurance, exclusions, or other limitations as may apply in accordance with the terms of
an applicable contracting group dental benefit plan.

Section 3.03 Claim Administration

Provider shall submit claims in accordance with standard administration procedures and shall furnish sufficient
information and billing data to allow the Payor to effectively administer payment in accordance with the terms of
the applicable contracting group dental benefit plan. The Payor is required to process the Provider’s billing
promptly to ensure payment is received within 15 to 30 days of Payor’s receipt of Provider’s billing.

Section 3.04 Patient Billing

Subject to the following provisions, PPA recognizes the right of Previder to bill Patient for any and all charges
that may arise from services rendered that are not covered under a contracting group dental benefit plan including,
but not limited to co-payments and deductibles. The Provider shall bill in the following manner:

a) The Provider must first directly bill Payor for all amounts due except the co-payment or
deductible; and

b) The Provider may not bill the Patient any amount except co-payment or deductible, until the
Provider has received an Explanation of Benefits (EOB) from the Payor.
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Section 3.05 Co-payments

In the event a co-payment is required from a Patient, Provider may collect the co-payment directly from Patient at
the time of rendering the professional service.

Section 3.06 Coordination of Benefits
It is the Patient’s responsibility to disclose multiple insurance coverages. In the event a Patient has multiple
insurance coverages and compensation that amounts to less than Provider’s usual and reasonable charge for
services rendered, Provider shall be entitled to directly bill Patient or other responsible parties for appropriate
additional amounts pursuant to existing Co-ordination of Benefit standards or pursuant to existing contracts with
such other responsible parties.

ARTICLE IV. PROVIDER TERMINATION

Section 4.01 Resignation
Provider may resign from membership in this Association by written resignation delivered or mailed to the
secretary of the Association. Any such resignation shall be effective thirty (30) days after receipt by the
secretary of the Association, unless a later effective date is specified by the Provider.

Section 4.02 Termination

This Agreement may be terminated without cause by either party only upon sixty (60) days written notice to the
other or upon thirty (30) days written notice if the party to whom notice is given has materially breached any
provision of this Agreement. An election by Provider not to enter into a contract with a specific Payor shall not
constitute a material breach of this Agreement.

Section 4.03  Responsibilities After Termination

In the event treatment commences prior to termination of this Agreement and treatment continues beyond the
termination date for which Provider is compensated under a contracting group dental benefit plan, Provider agrees
to notify the Patient of termination of this Agreement and further agrees to accept payment in accordance with the
applicable contracting group dental benefit plan as payment in full until the conclusion of the course of treatment or
for thirty (30) days following termination of this Agreement, whichever comes first.

ARTICLE V. MISCELLANOUS

Section 5.01 Access
To the extent permitted by law, the parties agree to provide each other with reasonable access to records and other
information as may be necessary for their respective performance hereunder. There shall be no charge made for
copies of records or for provision of additional information by either party.

Section 5.02 Modification
This Agreement may be modified only in writing. Modification by PPA shall be effective thirty (30) days after
giving Provider written notice of the proposed modification unless Provider shall within such thirty (30) day
period notify PPA in writing of an objection to such modification.

Section 5.03  Assignment
This Agreement is personal in nature and the rights or duties hereunder shall not be transferred, delegated, or
assigned by Provider.

Section 5.04 Notices

All notices and other communication given to a party hereunder shall be in writing and shall be deemed to have
been duly given when delivered personally or within seventy-two (72) hours after being mailed first class, postage
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prepaid, to the address of that party set forth herein following the party’s signature of to such other address as either
of the parties hereto may from time to time designate in writing.

Section 5.05 Non-Exclusivity

Provider is not obligated to participate solely on the Provider Panel or to obtain alternative rate contracts only
through PPA and may participate in other alternative dental care delivery programs at Provider’s sole discretion.

Section 5.06  Applicable Law
The laws of the State of California shall govern this Agreement.

ARTICLE VI. HIPAA

Section 6.01 PPA and Provider shall use appropriate safeguards to
maintain and ensure the confidentiality, privacy and security of PHI transmitted pursuant to the Agreement in
accordance with the standards and requirements of HIPAA and the HIPAA Regulations.

ARTICLE VII. DEFINITIONS

Section 7.01  Contracting Group Dental Benefit Plan

The self-funded insurance plan established by the Employer that sets forth the level of coverage for care, treatment,
services or supplies.

Section 7.02 Employer
The entity that establishes the contracting group dental benefit plan and employs the Patient or Patient’s spouse or
parent.

Section 7.03 HIPAA

The Health Insurance Portability and Accountability Act of 1996, as amended, together with all regulations
applicable thereto.

Section 7.04 Patient
Individual seeking or receiving dental care treatment.

Section 7.05 Provider
Any practicing licensed dentist.

Section 7.06 Provider Group Practice
A Provider Group Practice exists where two or more Providers share consolidated billing. In a Group Practice,
every Provider must be a member of the PPA.

Section 7.07 Provider Panel
Network of PPA member licensed dentists.

Section 7.08 Payor
Third Party Administrator or other third party that employer has hired to administer the contracting group dental
benefit plan.

Section 7.09 The Dental Private Practice Association

Association organized and governed by individual participating dentists and operating for the purpose of arranging
for the provision of dental services through methodologies which emphasize convenient delivery of dental services
to the consumer of California and which are monitored to assess the continuing quality of such services.
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Verification

I verify that I am a licensed Provider.

I verify that if I am a member of a Provider Group Practice, that each and every other Provider in the
Group Practice is a member of the PPA.

IN WITNESS WHEREOF, the parties have caused this Agreement to be executed on their behalf by their duly
authorized representatives' signatures.

PPA:
By
Signature of President
Dated
Print Name
PROVIDER:
By
Signature of Provider
Dated
Printed Name of Provider
Provider’s Office Address:
Street:
City: State: Zip:
Phone:

California License Number:
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w-9
Form

(Rev. October 2018)

Department of the Treasury
Internal Revenue Service

Request for Taxpayer
Identification Number and Certification

» Go to www.irs.gov/FormW9 for instructions and the latest information.

Give Form to the
requester. Do not
send to the IRS.

1 Name (as shown on your income tax return). Name is required on this line; do not leave this line blank.

2 Business name/disregarded entity name, if different from above

following seven boxes.

|:| Individual/sole proprietor or D C Corporation

single-member LLC

Print or type.

|:| Other (see instructions) »

D S Corporation

|:| Limited liability company. Enter the tax classification (C=C corporation, S=S corporation, P=Partnership) »

Note: Check the appropriate box in the line above for the tax classification of the single-member owner. Do not check Exemption from FATCA reporting
LLC if the LLC is classified as a single-member LLC that is disregarded from the owner unless the owner of the LLC is
another LLC that is not disregarded from the owner for U.S. federal tax purposes. Otherwise, a single-member LLC that
is disregarded from the owner should check the appropriate box for the tax classification of its owner.

3 Check appropriate box for federal tax classification of the person whose name is entered on line 1. Check only one of the | 4 Exemptions (codes apply only to

certain entities, not individuals; see

instructions on page 3):
D Partnership D Trust/estate

Exempt payee code (if any)

code (if any)

(Applies to accounts maintained outside the U.S.)

5 Address (number, street, and apt. or suite no.) See instructions.

See Specific Instructions on page 3.

Requester’s name and address (optional)

6 City, state, and ZIP code

7 List account number(s) here (optional)

Taxpayer Identification Number (TIN)

Enter your TIN in the appropriate box. The TIN provided must match the name given on line 1 to avoid
backup withholding. For individuals, this is generally your social security number (SSN). However, for a
resident alien, sole proprietor, or disregarded entity, see the instructions for Part |, later. For other - -
entities, it is your employer identification number (EIN). If you do not have a number, see How to get a

TIN, later.

Note: If the account is in more than one name, see the instructions for line 1. Also see What Name and

Number To Give the Requester for guidelines on whose number to enter.

[ Social security number

or
| Employer identification number

Part i Certification

Under penalties of perjury, | certify that:

1. The number shown on this form is my correct taxpayer identification number (or | am waiting for a number to be issued to me); and
2. 1 am not subject to backup withholding because: (a) | am exempt from backup withholding, or (b) | have not been notified by the Internal Revenue
Service (IRS) that | am subject to backup withholding as a result of a failure to report all interest or dividends, or (c) the IRS has notified me that | am

no longer subject to backup withholding; and
3. 1am a U.S. citizen or other U.S. person (defined below); and

4. The FATCA code(s) entered on this form (if any) indicating that | am exempt from FATCA reporting is correct.

Certification instructions. You must cross out item 2 above if you have been notified by the IRS that you are currently subject to backup withholding because
you have failed to report all interest and dividends on your tax return. For real estate transactions, item 2 does not apply. For mortgage interest paid,
acquisition or abandonment of secured property, cancellation of debt, contributions to an individual retirement arrangement (IRA), and generally, payments
other than interest and dividends, you are not required to sign the certification, but you must provide your correct TIN. See the instructions for Part Il, later.

Slgn Signature of
Here U.S. person >

Date >

General Instructions

Section references are to the Internal Revenue Code unless otherwise
noted.

Future developments. For the latest information about developments
related to Form W-9 and its instructions, such as legislation enacted
after they were published, go to www.irs.gov/FormW9.

Purpose of Form

An individual or entity (Form W-9 requester) who is required to file an
information return with the IRS must obtain your correct taxpayer
identification number (TIN) which may be your social security number
(SSN), individual taxpayer identification number (ITIN), adoption
taxpayer identification number (ATIN), or employer identification number
(EIN), to report on an information return the amount paid to you, or other
amount reportable on an information return. Examples of information
returns include, but are not limited to, the following.

e Form 1099-INT (interest earned or paid)

® Form 1099-DIV (dividends, including those from stocks or mutual
funds)

e Form 1099-MISC (various types of income, prizes, awards, or gross
proceeds)

e Form 1099-B (stock or mutual fund sales and certain other
transactions by brokers)

* Form 1099-S (proceeds from real estate transactions)

e Form 1099-K (merchant card and third party network transactions)
e Form 1098 (home mortgage interest), 1098-E (student loan interest),
1098-T (tuition)

® Form 1099-C (canceled debt)

* Form 1099-A (acquisition or abandonment of secured property)

Use Form W-9 only if you are a U.S. person (including a resident
alien), to provide your correct TIN.

If you do not return Form W-9 to the requester with a TIN, you might
be subject to backup withholding. See What is backup withholding,
later.

Cat. No. 10231X

Form W=-9 (Rev. 10-2018)



