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INSTRUCTIONS 

 
This application should be completed by the primary office and should be typed or legibly printed in black ink. If more space is 
needed than provided on original, please attach additional sheets and reference the question being answered.   
 
Please Note-If you are a CSSP Certified Provider or a Behavioral Health Agency, please complete the CareSource Organizational 
Application.  

Include a copy of the following along with the application:  
• Current State License (if applicable) 
• Copy of current General Liability Insurance 
• Medicaid/Medicare Certification (if applicable) 
• CLIA Certificate/Waiver (if applicable for each location) 
• Accreditation/Certification letter (if applicable) 
• W-9 for each tax ID 
 

 

PROVIDER INFORMATION 
LEGAL NAME:              
DBA (if applicable): _________________________________________________________________________________ 
Tax ID: ____________________________      NPI #:        (10 digits) 
Additional Tax ID (if applicable):______________________   Additional NPI(s) (if applicable):____________________ 
Medicaid #:   Medicare #:     State License #:___________________ 
CLIA # (if applicable):             
Website URL: ___________________________________________________________________________________ 
 

LICENSING/CERTIFICATION/ACCREDITATION – Choose all that apply and provide License #/Certification 
 

 Behavioral Therapy:_______________________ 
 CES Waiver:_______________ 
 Cognitive Therapy: _____________________ 
 Respite: ___________________________________ 

 Durable Medical Equipment: ____________ 
 Home Modification: _________________ 
 Home Health Agency: _________________ 
 Other: ______________________________ 

 Nutritional Counseling: ____________  
 Personal Assistant Services: ________ 
 Nursing Facility: _________________ 
 Other: __________________________ 

   
PROVIDER PRACTICE LOCATIONS AND BILLING INFORMATION 

 

Primary Office/Practice Location:    Contact Person:        

Address:       City:    State:   Zip:    
Phone Number: ( )  Fax Number: ( )    E-mail address:     
 
 
 

INCLUDE IN THE PROVIDER DIRECTORY  YES   NO  (check one) 
 

Secondary Office/Practice Location:   Contact Person:        

Address:       City:    State:   Zip:    
Phone Number: ( )  Fax Number: ( )    E-mail address:     
 
 
 

INCLUDE IN THE PROVIDER DIRECTORY  YES   NO  (check one) 
 

Additional Office/Practice Location:    Contact Person:      
  

Address:       City:    State:   Zip:    
Phone Number: ( )  Fax Number: ( )    E-mail address:     

Monday Tuesday Wednesday Thursday Friday Saturday Sunday 
       

Monday Tuesday Wednesday Thursday Friday Saturday Sunday 
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INCLUDE IN THE PROVIDER DIRECTORY  YES   NO  (check one) 
 

Credentialing Information:     Contact Person:        

Address:       City:    State:   Zip:    
Phone Number: ( )  Fax Number: ( )    E-mail address:     

Provider Billing Information:     Contact Person:        

Address:       City:    State:   Zip:    
Phone Number: ( )  Fax Number: ( )    E-mail address:     

Provider Mailing Information:    Contact Person:        

Address:       City:    State:   Zip:    
Phone Number: ( )  Fax Number: ( )    E-mail address:     
 

Please attach separate sheet if necessary 
 

ARKANSAS COUNTIES: 
 
01. Arkansas 
02. Ashley 
03. Baxter 
04. Benton 
05. Boone 
06. Bradley 
07. Calhoun 
08. Carroll 
09. Chicot 
10. Clark 
11. Clay 
12. Cleburne 
13. Cleveland 
14. Columbia 
15. Conway 

16. Craighead 
17. Crawford 
18. Crittenden 
19. Cross 
20. Dallas 
21. Desha 
22. Drew 
23. Faulkner 
24. Franklin 
25. Fulton 
26. Garland 
27. Grant 
28. Greene 
29. Hempstead 
30. Hot Spring 

31. Howard 
32. Independence 
33. Izard 
34. Jackson 
35. Jefferson 
36. Johnson 
37. Lafayette 
38. Lawrence 
39. Lee 
40. Lincoln 
41. Little River 
42. Logan 
43. Lonoke 
44. Madison 
45. Marion 

46. Miller 
47. Mississippi 
48. Monroe 
49. Montgomery 
50. Nevada 
51. Newton 
52. Ouachita 
53. Perry 
54. Phillips 
55. Pike 
56. Poinsett 
57. Polk 
58. Pope 
59. Prairie 
60. Pulaski 

61. Randolph 
62. Saint Francis 
63. Saline 
64. Scott 
65. Searcy 
66. Sebastian 
67. Sevier 
68. Sharp 
69. Stone 
70. Union 
71. Van Buren 
72. Washington 
73. White 
74. Woodruff 
75. Yell 

 
SERVICES – Check each that applies. List the corresponding county number from above for “Service County.” 

 
Service Service 

County 
Address Medicaid ID 

 Adult Day Living (261QA0600X)    
 Assistive Technology    
 Benefits Counseling    
 Career Assessment (261QA0600X)    
 Community Integrattion 

(251J00000X) 
   

 Community Transition Svcs 
(251J00000X) 

   

 Employment Skills Development 
(251E00000X) 

   

 Financial Management Services – 
Services My Way (251X00000X) 

   

 Financial Management Services – 
Start UP (251Z00000X) 

   

 Home Adaptations (171WH0202X)    
 Home Delivered Meals 

(332U00000X) 
   

 Home Health Aide (374U00000X)    
 Home Health-Nursing (LPN)    
 Home Health-Nursing (RN)    
 Home Health-Occupational Therapy 

(225X00000X) 
   

 Home Health-Occupational 
Therapy-Assist (225X00000X) 

   

 Home Health-Physical Therapy    

Monday Tuesday Wednesday Thursday Friday Saturday Sunday 
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(225X00000X) 
 Home Health-Physical Therapy-

Assist (225100000X) 
   

Home Health-Speech & Language 
Therapy  

   

 Job Coaching (251E00000X)    
 Non-Medical Transportation 

(343900000X) 
   

 Nursing Facility Services    
 Participant-Directed Community 

Supports (251X00000X) 
   

 Participant-Directed Goods & 
Services (251X00000X) 

   

 Personal Care Attendant 
(3747P1801X) 

   

 Personal Emergency Response 
System (33300000X) 

   

 Prevocational Services 
(251S00000X) 

   

 Residential Habilitation 
(320900000X) 

   

 Respite (Agency) (253Z00000X)    
 Respite (Consumer) (385H00000X)    
Service Coordination    
 Specialized Medical Equipment and 

Supplies 
   

 Structured Day Habilitation 
(320900000X) 

   

 Support Employment    
 Supported Living    
 Transition Service Coordination    
 Vehicle Modifications 

(171WV0202X) 
   

 Other: _______________________    
 Other: _______________________    

 
 

DISCLOSURE QUESTIONS 
1. Has your organization’s license ever been restricted, conditioned, suspended or terminated? Yes  No  
2. In the most recent 12 months has your organization lost its licensure / certification / accreditation? Yes  No  
3. Does your organization have any current State or Federal actions or limits including  Medicare, Medicaid, or any 

other medical reimbursement plan ever voluntarily or involuntarily suspended, limited, revoked, denied, not 
renewed or terminated your participation for reasons related to professional competence or conduct? 

Yes  No  

4. Have you ever been or are you currently excluded from participation with Medicare or any other federally funded 
health care program? 

Yes  No  

5. Has your professional liability coverage ever been restricted, limited, denied, not renewed, or special rated (for 
reasons other than the carrier’s termination of operations in your state)? 

Yes  No  

6. Have you ever been disciplined for a violation of ethical standards by a professional organization? Yes  No  
7. To your knowledge has information pertaining to you ever been reported to the National Practitioner Data Bank 

or Healthcare Integrity and Protection Data Bank? 
Yes  No  

 
 

If you answered yes to any of the above questions, please provide a written explanation and attach to application. 
 

Authorization, Attestation and Release 
I am the authorized agent of the Applicant named below and have the authority to execute this document on behalf of the Applicant. I 
understand that as part of the credentialing application process to participate as a Provider (hereinafter, referred to as "Participation") with 
CareSource, all Applicants are required to provide sufficient and accurate information for the proper evaluation of all criteria used by 
CareSource for determining initial and ongoing eligibility for Participation. I acknowledge and understand that my cooperation in 
obtaining information in connection with this application and my consent to the release of information does not guarantee that 
CareSource will contract with the Applicant as a provider of services.   

Authorization of Investigation Concerning Application for Participation.  
The following individuals including, without limitation, CareSource, its representatives, employees, and/or designated agent(s); 
CareSource's affiliated entities and their representatives, employees, and/or designated agents; and CareSource's designated professional 
credentials verification organization (collectively referred to as "Agents"), are hereby authorized to investigate information, which 
includes both oral and written statements, records, and documents, concerning this application for Participation. The Applicant agrees to 
allow CareSource and/or its Agent(s) to inspect and copy all records and documents relating to such an investigation.  

Authorization of Third-Party Sources to Release Information Concerning Application for Participation.  
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The Applicant hereby authorizes any third party, including, but not limited to, individuals, agencies, medical groups responsible for 
credentials verification, corporations, companies, employers, former employers, hospitals, health plans, health maintenance organizations, 
managed care organizations, law enforcement or licensing agencies, insurance companies, educational and other institutions, military 
services, medical credentialing and accreditation agencies, professional medical societies, the Federation of State Medical Boards, the 
National Practitioner Data Bank, and the Health Care Integrity and Protection Data Bank, to release to CareSource and/or its Agent(s), 
information, including otherwise privileged or confidential information, concerning the qualifications of this Applicant, its credentials, 
accreditations, quality assurance and utilization data, or any other information  reasonably having a bearing on the Applicant’s 
qualifications for Participation with CareSource. This information shall also include the details of any action taken by a health care 
organization, Medicare or Medicaid, their administrators or their medical or other committees to revoke, deny, suspend, restrict, or 
condition the Applicant’s Participation, impose a corrective action plan or terminate any contract to which the Applicant was a party. The 
Applicant further authorizes its current and past insurance carrier(s) to release this Applicant’s history of claims that have been made 
and/or are currently pending against it.  The Applicant specifically waives written notice from any entities and individuals who provide 
information based upon this Authorization, Attestation and Release.  

Release from Liability.  
The Applicant hereby releases from all liability and holds harmless CareSource, its Agent(s), and any other third party for their acts 
performed in good faith and without malice unless such acts are due to the gross negligence or willful misconduct of CareSource, its 
Agent(s), or other third party in connection with the gathering, release and exchange of, and reliance upon, information used in 
accordance with this Authorization, Attestation and Release. . The Applicant further agrees not to sue any entity, any agent(s), or any 
other third party for their acts, defamation or any other claims based on statements made in good faith and without malice or misconduct 
in connection with the credentialing process. This release shall be in addition to, and in no way shall limit, any other applicable 
immunities provided by law for credentialing activities.   

In this Authorization, Attestation and Release, all references to CareSource, its Agent(s), and/or other third party include their respective 
employees, directors, officers, advisors, counsel, and agents.  CareSource and its affiliates or agents retain the right to allow access to the 
application information for purposes of a credentialing audit to customers and/or their auditors to the extent required in connection with 
an audit of the credentialing processes and provided that the customer and/or their auditor executes an appropriate confidentiality 
agreement  

The Applicant understands and agrees that this Authorization, Attestation and Release is irrevocable for any period during which the 
entity identified below is an Applicant or a Provider with CareSource. The Applicant agrees that it shall execute another form of consent 
if any law or regulation limits the application of this irrevocable authorization. The Applicant understands that its failure to promptly 
provide another form of consent may be grounds for termination or discipline by CareSource in accordance with the applicable bylaws, 
rules, and regulations, and requirements of CareSource, or grounds for its termination of Participation with CareSource.    

The undersigned certifies that all information provided in its application is current, true, correct, accurate and complete to the best of 
his/her knowledge and belief, and is furnished in good faith. The Applicant will notify CareSource and/or its Agent(s) within ten (10) 
days of any material changes to the information (including any changes/challenges to licenses, DEA, insurance, malpractice claims, 
NPDB/HIPDB reports, discipline, criminal convictions, etc.) that has been provided in its application and /or is authorized to be released 
pursuant to the credentialing process. The Applicant understands that corrections to the application are permitted at any time prior to a 
determination of Participation by the Entity, and must be submitted online or in writing, and must be dated and signed by an authorized 
agent of the Applicant (may be a written or an electronic signature). The Applicant acknowledges that it is responsible to provide a 
complete application and to produce adequate and timely information for resolving questions that arise in the application process. The 
Applicant understands and agrees that any material misstatement or omission in the application may constitute grounds for withdrawal of 
the application from consideration; denial or revocation of Participation; and/or immediate suspension or termination of Participation. 
This action may be disclosed to CareSource and/or its Agent(s).  

The undersigned acknowledges that he/she has read and understands the foregoing Authorization, Attestation and Release. A facsimile or 
photocopy of this Authorization, Attestation and Release shall be as effective as the original. 
 
Print Name of Person Completing Application:     
 
Title:     
 
Signature:   Date:   
 
AR-PAS-P-823460 
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