What is the Federally Required Disclosure Form (FRDF) for Individuals?
As required by 42 CFR § 455.104 Disclosure by Medicaid providers and fiscal agents: Information on ownership and control.
a) who must provide disclosures. The Medicaid agency must obtain disclosures from disclosing entities, fiscal agents, and managed care entities.
b) what disclosures must be provided. The Medicaid agency must require that disclosing entities, fiscal agents, and managed care entities provide the following disclosures:
(1)
(i)	The name and address of any person (individual or corporation) with an ownership or control interest in the disclosing entity, fiscal agent, or managed care entity. The address for corporate entities must include as applicable primary business address, every business location, and P.O. Box address.
(ii)	Date of birth and Social Security Number (in the case of an individual).
(iii)	Other tax identification number (in the case of a corporation) with an ownership or control interest in the disclosing entity (or fiscal agent or managed care entity) or in any subcontractor in which the disclosing entity (or fiscal agent or managed care entity) has a 5 percent or more interest.
(2)	Whether the person (individual or corporation) with an ownership or control interest in the disclosing entity (or fiscal agent or managed care entity) is related to another person with ownership or control interest in the disclosing entity as a spouse, parent, child, or sibling; or whether the person (individual or corporation) with an ownership or control interest in any subcontractor in which the disclosing entity (or fiscal agent or managed care entity) has a 5 percent or more interest is related to another person with ownership or control interest in the disclosing entity as a spouse, parent, child, or sibling.
(3)	The name of any other disclosing entity (or fiscal agent or managed care entity) in which an owner of the disclosing entity (or fiscal agent or managed care entity) has an ownership or control interest.
(4)	The name, address, date of birth, and Social Security Number of any managing employee of the disclosing entity (or fiscal agent or managed care entity).
How do I submit the FRDF?
Upload a completed/signed FRDF to the attachments panel on the POSC for enrollments initiated on the POSC. 
Fax:	Mail:  
(617) 988-8974	MassHealth Provider Enrollment and Credentialing 
	PO Box 278 
	Quincy, MA 02171-0278

· Tip: All fields must be completed. Nothing should be left unanswered.  If the section does not apply, check the box above the name field for the section.
· Tip: If addition space is needed, you must make a copy the appropriate page and attach each such copy to the signed form. All entries must be submitted using this form.
How to complete the FRDF
Review FRDF: Page 1, Section 1
Enter the legal information for the provider. Note the legal address must be their home address.
[image: ]
Enter the primary address where the provider practices.
[image: ]


Review FRDF: Page 2, Section 3
Enter the information for individual and entities related to the practitioner as described. Include all applicable information.
If you need additional space, copy this page and indicate the page numbers on the bottom right.
[image: Section 3]


Review FRDF: Page 3, Section 4A
Answer Yes or No to each of the disclosure questions. If any are answered Yes, provide a detailed explanation on the next page.
[image: ]
Review FRDF: Page 4, Section 4B
If any of the questions in Section 4A were answered Yes, provide a detailed explanation.
[image: Section 4B. Additional explanation.]

Review the FRDF: Page 4, Section 5
The form must be signed by the provider.
[image: Section 5
]
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SECTION 4: DISCLOSURES
For additional information, see 42 CFR § 455.106, 455.436, and §1002.3, and 130 CMR 450.212.

4A.DISCLOSURE INFORMATION

Respond to the following questions on behalf of the practitioner AND any individuals/entities identifed in Section 3 (except
for question 5, where your response may be limited to the pracitioner). If you answer “yes” to any question, provide a
detailed explanation in Section 4B, including the name of the individual/entit; nature, ate, and forum of the action; and
any case or record number.

L Have anyofth ndiidual/entitis ever been coniced of  crimina ffense relatd to any program under Meticare, Medicaid,or Tite X servies?
Yes (N0

2.Have an o the ndividuas/entities been convicted of a criminal offense s described insections 1128(a) and 128(b) (1. (2).or (3 of the Social Security Act?
Nes [Io

3.Have any o the indvdulsenitesbeen excluded from prticipationn any federal o state health program (including, but ot lmited to, Medicre o Medicaid)?
Yes o

4. Have an o the individuas/entiteshad cvl maney penaties or assessments imposed under section 128A of the SacialSecuity Act?
Nes o

5.Has the practtoner ever b subjec o any iscplinary acton, sanction, orother imitation o restricton of any nature imposed with or withoutthe consent
ofthe provider, b anystate o federal agency or board,inclucing but notimited o, revocation,suspension eprimand, censur, admonishment,fne, pobation
agreement, practice imitaton, practice monitoring, o remedial training or athr educationl r public service actvties?
bes [ ho

6.1 there curtetly pending any proceeding(s) ha could esultin a convcton, sancion o other acton eportable n questions 1 - 5, above?
Nes (o
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‘4B, ADDITIONAL EXPLANATION

fyou answered “Yes” o any queston i Secton 44, you nust provide a detalled explanation in the following space, including
the name of the individual entity; nature, dat, and orum of the acton; and any cas o record number Attach additional

pages if necesary
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'SECTION 5: CERTIFICATION STATEMENT
PLEASEREAD CAREFULLY ANDSIGN

1 crtify under the pains and penaltes o perjury that the information on this orm and any attached statement tht  have.
provided has been reviewed andsigned by me, and i true,accurate, and complee, o the bestof my knowldge.  undertand
that I may be subjec o civl penaltesor ciminal prosecution for an falsifcation, omission, or concealment of any material
factcontained herein.

Printed Lol Nae ofPracitorer Sguature ae

Note: Signature or date stamps, electronicall generated signaturesor dats,or the signature of anyone other than the
practitioner are not acceplable.

Return your completed form by ax or mail to Massealth.

Fax: Mail:
(617) 9888974 ‘MassHealth Provider Enrollment and Credentialing
POBox 278

Quincy, MA 021710278

Ifyou have any questions about hisform, plase email PEC@Maximus com. For general questions,you may contact
Massfealth by email at provider@masshealthquestions com. Please not: These emal boxesare oy for general questons.
“They are notsecure. Please do ot send documents o these email boxes o include any personal healh information (PHI) or
personally dentifabl information (PI). You may alscal (800) 1-2900, TDIYTTY: 711.
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SECTION 1: PRACTITIONER INFORMATION

LegalName of Practiioer: Last

First

Middle izl

Date of Birth National Provider dentifier Number (NPY)

SN

Home Strest Adress

city State:

zp

TL# - Fack

Email

Prefrred Contact Name (i difeent than above)

Prefrred Contact E-mail (i differet than above)

TL#
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SECTION 2: PRIMARY SERVICE LOCATION (PSL) INFORMATION

DBA Name (Primarily appie to inivduals who are sole proprietars and NOT to etitie sepaately complting PE-FRD)
hone

Is PSLaddress same as home address n Section 17 Yes o If yes, pactitioner need not complete remainder of Section 2.

PSL Street Adaress (steet address oly;PO. Boes ae ot acceptable)

city State: Zp

TL# - - Faxk - -

Email
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'SECTION 3: INDIVIDUALS AND ENTITIES RELATED TO PRACTITIONER
For addtional informato,see 42 CFR § 465106, 455,436, 0d §1002.3, and 130 CMR 450212.

Listany individual o entty with which the practitonee hasane o moreof the relatonships described belo wheher such
relationshipis deined b the pracioner's eatonship oornteret i the othe part,or by the fher pary's elatonsip o
orintrestn the practioner (e, ls i in which the pracionerisa managing employe, AND managing mployces
ofthepractitoner). Athough untsual, check “NONE” if one.

Has  dirct o indiect wnershipiteest. or any combinaton thercof) o e prcent o mre in the applican;
L Isthe wner o  whole o part ntret n any mortgag, dec o tust, ke or oher bligation scured (i whole or

i pat) b the aplicantor anyof thepropety asts thereof, i which whole o part nret s equal 0 o excess e

percent o thetoll propety and et fthe applicant;

an oficer o directo ofthe aplicant,if theapplicant i oganized s  corporatios;

. Ispartner i the applcan, i th applicant i organized s  partnership;

I a agen ofthe applicant

. Is 2 managing employee —that s, an individul includinga gencral manages,business manager, admiriseator, o
ietor)who exrcses perationl o manageral control ve the aplicant o part theref, ordirecly o ndiectly
conducts the day-o-day operations ofthe aplicantorpattherea;or

i Was formerly described i hrough vi o tis secio,but s nologe o described,because of a transee of ownership o
control ntrest 0 immediate amily member r 3 mermber o theperson's househod n anticipation of or fllwing:
‘2 conviction, asesment o  civil money pnalty,orimpositon of n exclusion.

e definitions aplcable to this seton are s follows:

+ gent means any perso who has expresso implied authorty o abligate o acton behalf of nother paty (e, office
‘manage,billingagen,grouppractce organizaion).

+ lmmediste family member means a prson’s hsband or wif; tural o adoptiveparen;chid orsblin:stepparnt,
stepeild,tpbrother,orstepsisier, athr. mother., daughie, on- broher- o sistina,grandparent or
srandchid; or spouse of  grandarent or grandchid.

+ Indiect ownershipnteest includes an ownersip inerst theough any othe et tht ltimately ave an vnership
inteest i the aplcant (e, an individual has 10 percent ownership nterest i theapplicant i e orshe has 20
percent wmenhipinteest i corporaton that whally ovms  subsidiay thl i 5 prcent o ofthe aplicant).

+ Member ofhouschold means,with respect 10 2 peson,any indivdualwith whom h o she i sharinga common abode
a5 partof  singlefamil i, incuding domestc cmployecsand thers who live together s 2 faily unit. A roomeror
boarderis no considered a membe o huschold.

+ Oumershipinterest means an ntretn:

* thecapit,the stock,orthe profts o theapplican; o
* any mortage ded, st o note,or ot ablgation secured i wholorinpart b the property o ascsoftheaplicant.
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