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	MISSOURI DEPARTMENT OF HEALTH AND SENIOR SERVICES
PARTICIPATION AGREEMENT FOR TUBERCULOSIS 
DIAGNOSTIC SERVICE PROVIDER 
	
	

	
	
	AGREEEMENT NUMBER
ERS166-     
	VENDOR NUMBER

     

	1. By signing below the Provider agrees to provide services or goods as needed to Missouri Department of Health and Senior Services, TB Elimination Program (hereinafter referred to as Department/state agency) approved clients.

2. This agreement shall consist of: (1) this form, (2) Attachment A – Certification, (3) Attachment B – Business Associate Provisions and (4) the Terms and Conditions, attached hereto.

3. To the extent that this agreement involves the use, in whole or in part, of federal funds, the signature of the Provider’s authorized representative on the agreement signature page indicates compliance with the Certifications contained in Attachment A as attached hereto and incorporated by reference as if fully set forth herein.

4. The Provider shall comply with provisions of Attachment B, as attached hereto and incorporated by reference as if fully set forth herein, in regards to the Health Insurance Portability and Accountability Act of 1996, as amended.

5. The Provider must follow the procedures set out below when submitting claims for payment:

5.1
The Department will not reimburse Providers for services that the Provider delivered to a client prior to receiving authorization for the service from the TB Elimination Program.

5.2
The Provider may submit invoices(s) on any facility standard bill form and must include the patient’s name, the 



procedure code, and the authorization number in the invoice.

5.3
The Provider must include in its invoices the specific date and number of services delivered on that date.

5.4 The Provider must submit all invoices for services provided to Department approved clients to the TB Elimination Program at PO Box 570, Jefferson City, MO 65102-0570 no later than 60 days following the date of service.

The Provider must submit final invoices for services no later than January 31st of the following year. 

5.5
The Department will deny payment if the Provider fails to invoice the Department within the required time limit. 

6. The prior authorization document will list services authorized per client.

7. Services authorized and resulting charges are subject to review and approval by the Department. 

8. 
The Provider shall not require or request payment from Department approved clients for authorized services 




covered by this Agreement. The Provider shall have the express right to bill clients covered under this Agreement 



for services that are not authorized. Unauthorized services are those for which the Department has not given 



specific prior authorization.

9. 
This agreement is effective July 1, 2016 or the date of the last signature, whichever is later and expires June 30, 



2019.  This agreement can be terminated by either party as set forth in the attached Terms and Conditions.
10. This agreement expresses the complete agreement of the parties and shall supersede all previous communications, 



representations, or agreements, either verbal or written, between the parties. The Provider’s performance shall be 



governed solely by the provisions contained in this agreement. By signing below, the Provider and Department agree to 


all terms and conditions set forth in this agreement.

	PROVIDER NAME  (PLEASE TYPE)

     
	DOING BUSINESS AS (DBA) NAME

     

	NAME OF AUTHORIZED REPRESENTATIVE

     
	PAYMENT MAILING ADDRESS  

     
 CITY, STATE, ZIP
     
E-MAIL ADDRESS

     

	FEDERAL TAX I.D. OR SOCIAL SECURITY NUMBER

     
	

	STATE LICENSE NO.  (IF APPLICABLE) 
     
	TELEPHONE NUMBER

     
	

	SIGNATURE OF PROVIDER OR REPRESENTATIVE       

     

	DATE

     

	TYPE OF PROVIDER

 FORMCHECKBOX 
 HOSPITAL             FORMCHECKBOX 
 PHARMACY          FORMCHECKBOX 
 DENTIST            FORMCHECKBOX 
 THERAPIST

 FORMCHECKBOX 
 PHYSICIAN (M.D./D.O.)         FORMCHECKBOX 
 OTHER ______________________________________________
	CERTIFIED MINORITY OR WOMEN BUSINESS ENTERPRISE  (MBE / WBE)

	
	 FORMCHECKBOX 
 YES           FORMCHECKBOX 
 NO

	PROVIDER ENROLLMENT APPROVED

	MISSOURI DEPARTMENT OF HEALTH AND SENIOR SERVICES, DIVISION OF ADMINISTRATION DIRECTOR OR DESIGNEE

(
	TITLE

Director or Designee, Division of Administration
	DATE

     


  MO 580-2780 (06-16)
   
                                                                                                                                                        DH-97
