	Provider Certification
	[image: image1.jpg]/Y\

=

o 3]
FloridaSDC
A
Florida Self Directed Care Program

/f\







	PROVIDER NAME ________________________________ FloridaSDC Provider # _________________ (leave blank)



	I hereby authorize all hospitals, institutions, or organizations, personal physicians, employers (past or present), business and professional associates (past or present), and all government agencies and instrumentalities (local, state, federal, or foreign) to release to the Department of Children & Families and NCC (the managing entity) any information, files, or records requested by the department in connection with the processing of this application.  I further authorize the department to release to the organizations, individuals and groups listed above any information which is material to my application.   I understand that it is my duty and responsibility as an applicant to become an FloridaSDC Network Provider member to supplement my application after it has been submitted if and when any material change in circumstances or conditions occur which might affect the department’s decision concerning my eligibility to provide services to FloridaSDC participants.   Failure to do so may result in disciplinary action by the department including denial of membership as a FloridaSDC Provider.   I have carefully read the questions in the foregoing application and have answered them completely without reservations of any kind, and I declare under penalty of perjury that my answers and all statements made by me herein are true and correct.   Should I furnish any false information on this application, I hereby agree that such act shall constitute cause for denial, suspension or revocation of any privilege to serve department FloridaSDC participants who are enrolled in the FloridaSDC Program.

	Signature: 
	
	Date:
	

	

	Please attach the following information:

	

	1. Statement of Qualifications/CV/Resume which must include a list of all related professional experience, licenses and certificates, including inactive or expired licenses and certificates issued from any state, U.S.  territory, or foreign country.

	2. Specific Services you provide.

	3. Fee Schedule for each service listed.

	4. People for whom you normally provide services. (i.e., adults, children, family, people with developmental disabilities, people who have been diagnosed with a severe and persistent mental illness or disorder, etc.).

	5. Proof of Malpractice Liability Insurance.

	6. Copies of Licenses/Certificates as applicable; if you provide services that do not require licensure, please submit appropriate transcripts.

	

	I am aware that any omissions, falsifications, misstatements or misrepresentations above may disqualify me for consideration and, if I am included in the FloridaSDC Provider Network, may be grounds for termination at a later date.   I understand that any information I give may be investigated as allowed by law.   I consent to the release of information about my ability, employment history and fitness for employment by employers, schools, law enforcement agencies and other individuals and organizations to investigators, personnel staff, and other authorized employees of state of Florida for employment purposes.   This consent shall continue to be effective during the time I am a member of the FloridaSDC Provider Network.   I understand that applications submitted for state employment are public records except as exempted above.   I certify that to the best of my knowledge and belief all of the statements contained herein and on any attachments are true, correct, complete and made in good faith.

	Signature
	Date
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