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Working Instructions:
Aplicacion de Proveedor

La informacion contenida es privilegiada y confidencial y es para uso exclusivo del destinatario. Si usted recibe la misma por error, no esta autorizado a utilizar, distribuir o fotocopiar la
misma. Favor de notificar inmediatamente al remitente al 1-866-676-6060 para coordinar la devolucién de los documentos.
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Puntos importantes

>

>

Si la aplicacion se cierra antes de enviar la informacion, esta no se
guardara. Algunas razones probables:

» El time-out system cierra la aplicacion tras 15 minutos de inactividad.
» Conexion inestable de internet

Asegurese de buscar los requisitos (bajo la opcion de
aplicaciones) para saber cuales documentos necesita antes de
comenzar el proceso.

Tener todas las credenciales disponibles antes de comenzar el
mismo.

Antes de comenzar, confirme que llend la aplicacion de
proveedores y no la de facilidad.

La aplicacion ira llenando los encasillados segun usted vaya O
completando el documento. M,S
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Puntos importantes

Si no aparece la opcion de Click to sign al llegar al
final de la aplicacion, significa que no se ha llenado
en su totalidad.

» En la parte superior derecha, aparece un botén
gue le indicara los errores en la aplicacion para
solucionarlos de manera rapida.

Al pulsar click to sign, la aplicacion no se enviard;
primero tiene que verificar un correo electrénico que
Adobe le enviara para completar el proceso.

La aplicacion debe firmarse a nombre del médico
(pagina 11).

El proceso de completar la aplicacion toma de 20 a
30 minutos.

www.mso-pr.com

Print Name

*
Click here to sign

Mext required field E

Jul1s, 2021

Applicant Signature

Frrm will he returned if section ic nnt filled oot
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Puntos importantes

» La aplicacion cuenta con un marcador que le
indica cual es el siguiente paso al llenar la
aplicacion.

» Cualquier informacién ingresada
iIncorrectamente sera resaltada e incluira una
nota que explica el error.

» Para anejar un documento, presione Click to
Attach y seleccione el documento requerido.
Este se anejara a la aplicacion.

WwWww.mso-pr.com

Next

MO

Line of Business: * MEDICARE ADVANTAG ~

Provider Application Form
Electronic Application and Signature Form

Credentialing Process: * RECREDENTIALING ~ ~
FILL ALL ITEMS ON THIS FORM. IF NOT APPLICABLE, WRITE N/A.
(1) First Name (2» Middle Name 4) Second Last Name

Miguel Juan Gonzales Martinez

(5) Social Security Number (6) Rendering NPl Number (7) Specialty

3) Last Name

123547899 123456789 Cardiology -
@) Tax ID Number (3 Tax ID Name (10) Email
123456789 TaxldName MiguelGonzales@gmail.com

B oML s ML a e aaaeas meaw raiee b s s B Dmas a2 A b Aames meeig raaaa s s ws

(1) First Name Idicdetets 4) Second Last Name
Miguel Please enter a valid numeric siring, eg, ! Martinez
: . 12345.
Social Securify Num
123547899
) Tax 1D Number

172AEATO0 TavlidMama

Credentials Information

(124) Credential (125) Number/Data (126) Issued Date  (12) Expiration [ate  (128) Document Copy

SAMHSA License Click to Attach SAMS|
DEA License Click to Attach DEAC
Medicaid Number Do Not Apply Do Not Apply Click to Attach MEDI
ASSMCA Number Click to Attach ASSN
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é¢Como se realiza el proceso?

0N0ZCa 10 1
VER REQUISITOS

Equisitos de Credencializacion

Coteje los requisitos de credenciales para Médicos Primarios, Especialistas, Facilidades, Farmacias y DME

Ambulancias

v" Visite este enlace: https://www.mso-
pr.com/solicitudes/#

Centros de Cirugla Ambulatoria

Centros de Vacunacién

Centros Radiolégicos
Compafifas de Equipo Médico Duradero

v Abajo, busque la opcidon de Ver Requisitos y

Compafifas de Transporte No Emergente

[ Ve R R R

escoja la opcion que le corresponda.

v Se abrird una ventana nueva con los
requisitos de su campo. Asegurese de leery Formularios para Nuevos Proveedores y
tener los documentos requeridos antes de Recredencializacion

comenzar el Proceso.

Si usted desea formar parte de nuestra Red de Proveedores por favor provea la informacién requerida en nuestro formulario
segln le apligue.

\/ Para Comenzar, tendré que VO Iver a Ia Si es un proveedor que va a recredencializarse con M5S0, debe completar los mismos documentos.
ventana previa y desplazarse hacia arriba J7h
hasta llegar a la opcion de Solicite como 2@ E%E
| Proveedor | Facilidad

Proveedor.
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¢Como se realiza el proceso? (Continuacion)

LIRS B Electronic Application and Signature Form

v' Seleccione Line of Business: Medicare
Advantage, Vital, Medicare Advantage and
Vital. Y en Credentialing Process, seleccione:

Line of Business: * Select.. v Credentialing Process: * Select.. v

FILL ALL ITEMS ON THIS FORM. IF NOT APPLICABLE, WRITE N/A.

|n|t|a| 0 Recredentialing (1) First Name (2) Middle Name (3) Last Name 4) Second Last Name
. *
v' Luego, incluir el nombre del proveedor: ) Soc Seawily Number 16 Rendenng N Rumber 17 Specisty
primer nombre, segundo nombre, primer T @Tax ID Name (10) Email
apellido y segundo apellido.
\/ AhOI’a, inCIUya el numero de SegurO SOCiaI, glﬂzsr;sé;;:itr?:ur:é}ﬁr:;m;?n (PCP) contract, please include the IPA andfor PMG name and
Tax ID, Rendering NPI, Tax ID sl Byl Select. v
N m N m r (12) IPA Billing NPl Number 113 Tax |D Number
ame/Numbe (14) IPA Endorsement Letter | qjick to Attach IPAENDORSEMENTLETTER
v" Médicos primarios deben incluir el IPA y/o el “S‘E:g:jf"e == el — 7
. . (16) mng umoer (T X TOINaTTog
PMG, y la carta de endoso si apllca' (18) PMG Endorsement Letter | Click to Attach PMGENDORSEMENTLETTE
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¢Como se realiza el proceso? (Continuacion)

v' En la seccion de Primary Location Address,
incluya: Primary Location Address (Address
Line #2 is optional), Telephone, Extension,
Fax, Office Hours, Accessibility Questions,
Billing Name, Billing NPI'y Medicaid ID.

v' En la seccion de Mailing Billing Address,

incluya: Primary Location Address (Address
Line #2 is optional), City, State y Zip Code.

v' En la seccion de Office Staff, incluya Office
Staff 1 Name, su titulo, idiomas y email; luego
el Office Staff 2 Name, su titulo, idiomas y
email.

WwWww.mso-pr.com

Primary Location Address

(19) Address Line 1 = Opening Time
(20) Address Line 2 Day Opening Closing
(21) City i (37) Monday 5 B
(22) State b (38) Tuesday = b
{23) Zip Code i (33) Wednesday . B
(24) Telephone Number h {25) Extension: {40) Thursday & i
26) Fax Number {41) Friday E E
(27) Accepting New Patients for Medicare Advantage *Select.. v (42) Saturday i =
128) Accepting New Patients for Medicaid *select - (43) Sunday i =
(29) Handicap Access *celect. -

(30) Gender Limitation *Select. ¥

(31) Age Limitation *select_ ~ (32) Lowest Age (33) Highest Age

(34) Billing Name *

135) Billing NPI =

(36) Medicaid 1D or ATN (Application Tracking Number) E Document Copy

Mailing/ Billing Address
(44) Address Line 1 =
(45) Address Line 2
(46) City [
(47) State B
(48) Zip Code B

Office Staff

(49) Office Staff 1 - Name (50 Title
(51) Language Services Available Spanish English Other
(52) Office Staff Email
(53) Office Staff 2 - Name (54) Title
(55) Language Services Available Spamsh English Other:

(56) Office Staff Email

PO BOX 71500 SAN JUAN PR 00936 M\O HOLDINGS



¢Como se realiza el proceso? (Continuacion)

Do you have any other locations? >80T

FPlease check this box if N/A for additional location 2.

Luego, podra afadir una segunda localidad,
de ser necesario. Marque la opcion Do you
have any other locations? Yes o No. Si no
tiene otra localidad, marque Please check
this box if N/A for additional location 2.

En Secondary Location Address, incluya
Secondary Location Address (Address Line
#2 is optional), Telephone, Extension, Fax,
Office Hours, Accessibility Questions, Billing
Name y Billing NPI.

En la seccidon de Mailing Billing Address,
incluya: Primary Location Address (Address
Line #2 is optional), City, State y Zip Code.

En la seccidon de Office Staff, incluya Office
Staff 1 Name, su titulo, idiomas y email; luego
el Of{ice Staff 2 Name, su titulo, idiomas y
email.

WwWww.mso-pr.com

(57) Address Line 1

(58) Address Line 2

(59) City

(60) State

(61) Zip Code

62) Telephone Number
(64) Fax Number

(65) Accepting New Patients for Medicare Advantage
(66) Accepting New Patients for Medicaid

(67) Handicap Access
(68) Gender Limitation
(69) Age Limitation
(72) Billing Mame

(73) Billing MPI

(74) Medicaid ID or ATM (Application Tracking Number)

(82) Address Line 1
(83) Address Line 2
(84) City

(85) State

(86) Zip Code

(a7) Office Staff 1 - Name

(88) Language Services Available Spanish

(90) Office Staff Email
(91) Office Staff 2 - Name

(93) Language Services Available Spanish

(34) Office Staff Email

Secondarv Location Address
Opening Time

Day Opening Closing
(75) Monday
(76) Tuesday
(77) Wednesday
(78) Thursday
(72) Friday
(80) Saturday
(81) Sunday

(63) Extension:

(71) Highest Age

(70) Lowest Age

Document Copy
Mailing / Billing Address

Office Staff
(aa) Title

English Other:
192) Title

English Other:
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¢Como se realiza el proceso? (Continuacion)

Ademas, podra afiadir otra localidad, si asi lo
necesitara. De ser asi, en la opcion Do you
have any other locations?, marque Yes o No.
Si no tiene otra, marque Please check this
box if N/A for additional location 3.

En Other Location Address, incluya: Other
Location Address (Address Line #2 is
optional), Telephone, Extension, Fax, Office
Hours, Accessibility Questions, Billing Name
y Billing NPI.

En Mailing Billing Address, incluya: Primary
Location Address (Address Line #2 is
optional), City, State y Zip Code.

En la seccion de Office Staff, incluya Office
Staff 1 Name, su titulo, idiomas y email; luego
el Office Staff 2 Name, su titulo, idiomas y
email.

WwWww.mso-pr.com

ou have any other locations? Select...

Othar | acation Addrass

(95) Address Line 1

(96) Address Line 2

(97) City

(98) State

(39) Zip Code

{100) Telephone Number
(102) Fax Number

(103) Accepting New Patients for Medicare Advantage
(104) Accepting New Patients for Medicaid
(105) Handicap Access

(106) Gender Limitation

(107) Age Limitation

{110) Billing Name

(111) Billing NPI
(112) Medicaid ID or ATN (Application Tracking Number)

Mailing / Billing Address

(101) Extension:

(108) Lowest Age

(120) Address Line 1
(121) Address Line 2
(122) City
(123) State
(124) Zip Code
Office Staff
(125) Office Staff 1 - Name (126) Title
(127) Language Services Available Spanish English
(128) Office Staff Email
(129) Office Staff 2 - Name (130) Title
(131) Language Services Available Spanish English

(132) Office Staff Email

Please check this box if N/A for additional location 3

Opening Time

Day Opening Closing
(113) Monday
{114) Tuesday
(115) Wednesday
{116) Thursday
(117) Friday
(118) Sunday
(119) Saturday

{109) Highest Age

Document Copy

Other:

Other:
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¢Como se realiza el proceso? (Continuacion)

v' EnInformacion para uso de
credencializacion, incluya:

v

AN

v

Suffix, Degree, Date of Birth, Gender,
Languages, Ethnicity, Race.

Specialty to be Credential
Board Certified y Specialty

Issued Date, Expiration Date y el
recertification date

Mobile Phone Number

v" En la seccion de Credentials Information,
incluya:

v

SAMHSA, DEA License, ASSMCA
Number, Drivers License in PR, Medical
License, Medicare Number y
Telemedicina (Incluir copia de estos
documentos en seccion circulada en la
imagen).

Incluir Issued Date, Expiration Date y
copia de documento en la seccion de
Membership Certificate.

WwWww.mso-pr.com

(133) Suffix (134) Degree  (135) Date of Birth (136) Gender
w® w* - *®
Select.. -
(137) Language Spoken Spanish English Other:
(138) Ethnicity Hispanic or Latino Mat Hispanic or Lating Dechned
(139) Race (select one or more) Black or African America White Asian American Indian or Alaska Mative
Native Hawaiian or Other Pacific Islander Some other race Declined
(140) Specialty to be Credentialed  Select.. v

(141) Board Certified
{143) Issued Date

*select. - (142) Board Specialty
(144) Expiration Date (145) Recertification Date

(146) Moblle Phone Number *

Credentials Information

Credential

Mumber/Data Issued Date Expiration Date Document Copy

(147) SAMHSA License

(148) DEA License

149) ASSMCA Number

(150) Driver's License

(151) Medical License

inPR *

(152) Medicare Number

(153) Telemedicina

Collegiate Membership Certificate

{154) Issued Date

{155) Expiration Date (156) Document Copy

PO BOX 71500 SAN JUAN PR 00936 M\O HOLDINGS



¢Como se realiza el proceso? (Continuacion)

v En Insurance Information, incluya: . p— DML
. (132) Insurance Carrier (133) Coverage Type
v Insurance Carrier y Coverage Type (134 Unlimited Select. = (135) Coverage
v Unlimited y Coverage (136) Original Effective Date (137) From Date (138) ExpirationDate

(139) Policy Number - (140) Document Copy ™ click to Attach DOCUMENT_1

v’ Original Effective Date, From Date y
Expiration Date

v Policy Number y Document Copy (adjunto)
. .. . (141) Education / Training (146) Hospital Name/Postgraduate — Intemship
v" En Education and Training, incluya: :
H H (142) Specialty: (147) Specialty:
‘/ SpeCIaIIty . (143) From Date: (144) To Completion: (148) From Date: (149) To Completion:
v" From Date y To Completion (145) Evidence: (150) Evidence:
\/ EV|dence (151) Residency / Hospital Name (156) Fellowship / Training Institution
v' *Aplican a Education/Training, Hospital o .
Name/POSt ra‘duate-lnternShlp’ ::z; Ii’r[;er:?)“:t-e: (154) To Completion: :z; g:r:ﬁe: (159) To Completion:
ReSIdenCy/ Ospltal name y (155) Evidence: (160) Evidence:
Fellowship/Training Institution*
v En Hospital Privileges, incluya: preT——rr— B .

*

v" Nombre de hospital y tipo de privilegio

WWW.Mso-pr.com PO BOX 71500 SAN JUAN PR 00936 M\O HOLDINGS
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¢Como se realiza el proceso? (Continuacion)

v' En Work History, incluya:

v Employer Name, Start Date y End
Date

v Employer Address, Address line 1y 2

(opcional)
v' City, State y Zip Code
v' Si tiene mas experiencia de trabajo,

marque Yes o No en la pregunta Do you
have another work experience?, anada:

v Employer Name, Start Date y el End
Date

Employer Address, Address line 1y 2
(opcional)

v
v' City, State y Zip Code
v" Incluir un CV o Resume

WwWww.mso-pr.com

Work History

{163) Employer Name (164) Start Date (165) End Date
i To Present
(166) Employer Address
(167) Address Line 1
{168) Address Line 2
gy Cl 170) State (171) Zip Code
Ro you have another work experience? el
(172) EYe : (173) Start Date 174) End Date
{175) Employer Address
{176) Address Line 1
{177) Address Line 2
178) City + (179) State ~ {10) Zip Code =
Do you have another work experience? ==& 7
(1Br-Employer Name {182) Start Date (183) End Date
(184) Employer Address
(185) Address Line 1
(186) Address Line 2
{139) 7ip Code -

(187 Ci * =68y State—
(190) Insert Curriculum Vitae (DO NOT FILL THE PAGE ONCE
INSERT THE CV)

PO BOX 71500 SAN JUAN PR 00936 M\\O | HOLDINGS




¢Como se realiza el proceso? (Continuacion)

OWNERSHIP INTEREST AND/OR MANAGING CONTROL INFORMATION — (INDIVIDUALS)
All practitioners participating in the Platino Network must complete this section

v" En Ownership Interest and/or Managing cotobiehed by MSG of Pueto Bico, LLC (MSG) in compiance with the PR Health Inaurance Acimntstration

(PRHIA-ASES).

CO nt rOI I nfo r m at i O n : All organizations that have any of the following must report:

1.All persons who have a 5 percent or greater (direct or indirect) ownership interest in the

v' Favor de leer y seguir las guias Cporer

2 Applicant or provider, ONLY IF the supplier, applicant or provider is a corporation (whether
for- profit or non-profit).

eStip u Iad as . 3.All officers and directors of the supplier, applicant or

provider.
4_All managing employees of the supplier, applicant or provider (including secretary,

v Si no aplica, marque Please check this o Stpr Sipican o prower. Al hose who have managg ol
bOX if there iS no Ownership interest of the i er has; and authorized delegate officials.
and/or managing control.

‘An owner may also be a managing employee. 42CFR§455.105

42CFRE455.106

Please check this box if there is no ownership interest and/or managing control. [

. . . 1 e 192) Middle Name 193) Last Name 1 st Name (195) Rendering NPI
v Si aplica, incluya: = - — e
\/ N O m b re , Seg u n d O no m b re , p ” mer ﬁr;e:;palinc:r;:tpgf;%e\rg:eﬁemon listed in section 3A, having Ownership Interest and/or Managing Control with
ape"ldo, Seg UndO ape”IdO y Renderlng [] 5% or more direct ownership interest Ll Partner
N P I O Managing Employee (W-2) [] Contracted Managing Employee
\/ M arq u e |O q u e ap I |Ca a IaS pe rSO n as [ Directly exercises operational control over day- O Director/officer
. ., . to-day operations
| IStad as e n |a 3a Se CC I On CO n Own e rS hl p ] Indireycﬂ:exe_rcises operational control over day- [ Direc‘tly has managerial control over day-to-day
Interest and/or Managing Control with the 1 et s mamagerial control over day-to- operetions

applicant or Provider

day operations Other, specify:

L] 5% or more indirect ownership interest
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¢Como se realiza el proceso? (Continuacion)

Please check this box if there is no ownership interest and/or managing control. O
v Nombre’ Segundo nombre, RERE e (192) Middle Name (193) Last Name 1 st Name (195) Rendering NPI

* *

primer apellido, segundo

apel Ildo y Renderl ng N PI ﬁ;e;::paiiuc:rﬁ:tpg:::l;cliitdoe;::erson listed in section 3A, having Ownership Interest and/or Managing Control with
v Marque IO que ap“ca a IaS L] 5% or more direct ownership interest 1 Ppartner

personas listadas en I_a 32 [ Managing Employee (W-2) [] Contracted Managing Employee

SeCC|On Con OwnerSh I p [] Directly exercises operational control over day- O boi .

Interest and/or Managing to-day operations Drecloromeet

ContrOI Wlth the appl |Cant or [] Indirectly exercises operational control over day- [] Directly has managerial control over day-to-day

to-day operations operations
P I‘OVIder [] Indirectly has managerial control over day-to-

day operations Other, specify:

(] 5% or more indirect ownership interest
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¢Como se realiza el proceso? (Continuacion)

v Continle en Business Information:

v De no aplicarle, marque Please check this box
if there is no ownership interest
v’ Leer y sequir las guias estipuladas.
v" Incluya:
Legal Business Name
Doing Business As - DBA Name
Tax ID Number
NPI Number

Physical Address (Address line 1 and
2(optional)) City, State, Zip Code,
Telephone Number y Fax Number

DN N N NN

WwWww.mso-pr.com

ease check this box if there is no ownership interest. L]
Business Information

All practitioners participating in the Platino Network must complete this section
*Please fill out this section completely, following the guidelines established in the Program Integrity Plan set by MSO
of

Puerto Rico, LLC {(MSO) in compliance with the PR Health Insurance Administration (PRHIA-ASES).

All organizations that have any of the following must report:

1) All persons who have a 5 percent or greater (direct or indirect) ownership interest in the supplier.

2) Applicant or provider ONLY IF the supplier, applicant or provider is a corporation (whether for-profit or non-profit).

3) All officers and directors of the supplier, applicant or provider.

4) All managing employees of the supplier, applicant or provider (including secretary, reception, among others).

5) Supplier, applicant or provider. All those who have managing control.

6) All individuals with a partnership interest in the supplier, applicant or provider, regardless of the percentage of ownership the
partner has; and authorized delegate officials. In general, Owning/Managing organizations belong to one of the following
categories:

1) lg-:gf:!rpar'aliuns {including non-profit corporations) 2) Partnerships and Limited Partnerships (as indicated above)

3) Limited Liability Companies

4) Charitable and/or Religious organizations.

201) Legal Business Mame: (4= reported to Intemal Revenue-Hacienda) *

(202) “Doing Business As” — DBA Name (If Apply)

203y Tax ID Number: 204) NPl Number:
Physical Address

(205) Address Line 1

206y Address Line 2

tzo7) City: * ~ (208) State ™ {209) Zip Code: -

(210) Telephone Number: 211) Fax Number:

PO BOX 71500 SAN JUAN PR 00936 M\O HOLDINGS



¢Como se realiza el proceso? (Continuacion)

v Marcar Yes o0 No en What is the above
organization’s relationship with the applicant or
provider in section 17?. Si |la respuesta es Yes,
marque todas las que apliquen.

v En la siguiente seccion, incluya informacion
administrativa, de acuerdo con PR Health
Insurance Administration.

v Sino le aplica, marque Please check this box if N/A
to the office staff

v" Incluya:
v Office Staff Name 1,2 y 3, y sus respectivos
titulos.

v" En Ownership and Conflict of Interest Disclosure
Questions in compliance with the PR Health
Insurance Administration:

v' Marque Si o No a la derecha de las preguntas (17
en total)

v Si la respuesta es Si, ofrezca una explicacion

WwWww.mso-pr.com

What is the above organization’s relationship with the applicant or provider in sectio

5% or more direct ownership interest
5% or more indirect ownership interest
Partner

Managing control

Other Specify:

Plgase check this box if N/A to the office staff.[ |

his section collects the administrative staff information in compliance-with the PR Health Insurance Administration (PRHIA-ASES).

(212) Office Staff 1 - Name (213) Title
(214) Office Staff 2 - Name

(216) Office Staff 3 -Name

(215) Title
(217) Title

Ownership and Conflict of Interest Disclosure Questions in compliance with the

PR Health Insurance Administration (PRHIA-ASES)

Has any employee been convicted for a criminal offense under Medicare/Medicaid Programs, or othe
reason?

If yes, please explain:

Has there been a business transaction involving $25,000 or more during the 12-month period ending
the date of the submitted form? *s v

If yes, please explain:

PO BOX 71500 SAN JUAN PR 00936 M\U | HOLDINGS



¢Como se realiza el proceso? (Continuacion)

v En Other Information:

v' Conteste con las opciones ofrecidas a la
derecha de cada pregunta.

v" Al marcar Si en Do you perform home
visits?, debe enlistar en los encasillados
los pueblos donde los realiza.

v' Conteste las preguntas sobre el tiempo
de espera de los pacientes.

v' Marque todos los procedimientos que se
llevan a cabo en su oficina.

WwWww.mso-pr.com

Other Information
Have provisions been made for afterhours coverage?
Approximately, how many active patients make up your total practice?
Are you enrolled and active with State Medicaid Program?
Are you enrolled and active with Medicare Program?
Approximately, how many State Medicaid Program enrollees do you currently have as patients?
Do you serve as a PCP in the State Medicaid Program?
How many Medicare beneficiaries do you currently have as patients?
How many additional patients will you accept?

Do you perform Home Visits?
Town List for Home Visits

What is the expected waiting time for an appointment to see patients who have?
a. An emergency situation: ™
b. An urgent situation:

c. A routine situation:

Check the following procedures performed in your office (attach any required certifications)

Therapy Services Bone Scan

| Physical ! Mammograms
Occupational | EKGs

| Speech Immunizal tions
Chest X Rays Influenza (FLU)
Pap Smears | Hepatitis B

[ Endoscopic Procedures Non Invasives Pheumonia

Cardiology Test Extremity X Rays

1 H1MN1

Other Procedures (Specify)
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¢Como se realiza el proceso? (Continuacion)

v' En la ultima seccion, encontrara el Provider
Attestation & Information Release, que debera
leer completamente antes de culminar el
proceso.

v' Escribir el nombre del médico e incluir su
firma, ademas de la fecha.

v' Recuerde que, al pulsar click to sign, recibira
un correo electronico de Adobe para confirmar
y enviar la aplicacion completada.

WwWww.mso-pr.com

Provider Attestation & Information Release
| hereby certify that all information provided on this application and its attachments are correct and current to
the best of my knowledge. | acknowledge that | have been informed of my right to review primary source
verification information obtained by MSO of Puerto Rico, LLC (MSO) in compliance with regulatory
requirements, and to correct erroneous information submitted in support of this credentialing application. |
understand that MSO will notify me of any information obtained during the credentialing process that varies
substantially from the information provided herein. | understand that falsification of information from this
application may result in rejection of my request for initial/continued participation in the Provider Network
(the "Network") administered by MSO, and Payers that contract with the Network.

| hereby consent to the disclosure, inspection and copying of information and documents relating to my
credentials, qualifications and performance (“credentialing information™) by and between MSO of Puerto
Rict_}, !_LC {MSO-),_ and other I_—Ie_althcare QOrganizations. These c_lr_ganizaﬁpr_\s include hospitals, m_edical

RN £ S - e e [T .

Prnint Name

*
Click here to sign Jul13, 2021

Applicant Signature Date

Form will be returned if section is not filled out.

If you need to venfy the documents in your file, or you wish to check on the status of your application, fell
free to contact our Credentialing Department at credentialinghelpdeski@mso-pr.com or MSO Call Center
Number 1-866-676-6060.

PO BOX 71500 SAN JUAN PR 00936 M}O HOLDINGS



Credentialing Staff

® Cathyana Ortega Sierra [787-370-1432 @ cathyana.ortega-sierra@mso-pr.com
2 Charleen Sevilla Figueroa [787-918-5623 @ charleen.sevilla-figueroa@mso-pr.com
2 Jessel Negron Lopez [1787-308-2585 @ jessel.negron-lopez@mso-pr.com

2 Keishla Cintron Algarin g787-460-4518 @ keishla.cintron-algarin@mso-pr.com
2 1uis Sierra Rosado [787-309-8128 | @ luis.sierra-rosado@mso-pr.com
2 Lysandra Vizcarrondo Martinez [1787-645-2827 @ lysandra.vizcarrondo-martinez@mso-pr.com

2 Maria Maysonet Montalvo

[1787-306-4569

"© maria.maysonet-montalvo@mso-pr.com

WwWww.mso-pr.com

PO BOX 71500 SAN JUAN PR 00936 M\\O HOLDINGS



¢Aun tiene dudas sobre el proceso?

Si necesita actualizar alguna credencial vencida para
mantener su expediente al dia, envie la informacion a:
CredentialingUpdates@mso-pr.com.

Puede comunicarse a traves del app InnovaMD Chat al
seleccionar la opcion Credenciales.

De necesitar informacién adicional, llame a Servicios al
Proveedor al:

787-993-2317 (Area Metro)
1-866-676-6060 (Libre de cargos)

MO

HOLDINGS

WWW.Mmso-pr.com PO BOX 71500 SAN JUAN PR 00936
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