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Alabama Medicaid Agency (Medicaid) 
PROVIDER DISCLOSURE STATEMENT 

Definitions 
 
According to the Code of Federal Regulations, Title 42, Part 455, Sections 100-107, all providers enrolling with the 
Medicaid program must complete a Provider Disclosure Statement. 
 
The definitions below are designed to clarify certain questions on the Disclosure form. If you cannot report all the 
necessary information in a designated section of the form because of limited space, please provide the information on 
a separate sheet of paper. 
 
Definitions 
 
Additional disclosable party means, with respect to a nursing facility defined in section 1919(a) of the Act, any person 
or entity who— 
• Exercises operational, financial, or managerial control over the facility or a part thereof, or provides policies or 

procedures for any of the operations of the facility, or provides financial or cash management services to the facility; 
• Leases or subleases real property to the facility, or owns a whole or part interest equal to or exceeding 5 percent of 

the total value of such real property; or 
• Provides management or administrative services, management or clinical consulting services, or accounting or 

financial services to the facility. 
 
Affiliation means, for purposes of applying § 455.107, any of the following: 
• A five percent or greater direct or indirect ownership interest that an individual or entity has in another organization. 
• A general or limited partnership interest (regardless of the percentage) that an individual or entity has in another  
 organization. 
• An Interest in which an individual or entity exercises operational or managerial control over, or directly or indirectly 

conducts, the day-to-day operations of another organization (including, for purposes of this paragraph (3), sole 
proprietorships), either under contract or through some other arrangement, regardless of whether or not the 
managing individual or entity is a W-2 employee of the organization. 

• An interest in which an individual is acting as an officer or director of a corporation. 
• Any payment assignment relationship under § 447.10(g) of this chapter. 
 
Agent means any person who has been delegated the authority to obligate or act on behalf of a provider. 
 
Convicted means a judgment of conviction has been entered against an individual or entity by a federal, state or local 
court, regardless of whether: 
• There is a post-trial motion or an appeal pending, or 
• The judgment of conviction or other record relating to the criminal conduct has been expunged or otherwise 

removed; 
• A federal, state or local court has made a finding of guilt against an individual or entity; 
• A federal, state or local court has accepted a plea of guilty or nolo contendere by an individual or entity; or 
• An individual or entity has entered into participation in a first offender, deferred adjudication, or other program or 

arrangement where judgment of conviction has been withheld. 
 
Disclosable event means any of the following: 
• Currently has an uncollected debt to Medicare, Medicaid, or CHIP, regardless of— 

o The amount of the debt; 
o Whether the debt is currently being repaid (for example, as part of a repayment plan); or 
o Whether the debt is currently being appealed; 

 
• Has been or is subject to a payment suspension under a federal health care program (as that latter term is defined 

in section 1128B(f) of the Act), regardless of when the payment suspension occurred or was imposed; 
 
• Has been or is excluded by the OIG from participation in Medicare, Medicaid, or CHIP, regardless of whether the 

exclusion is currently being appealed or when the exclusion occurred or was imposed; or 
 
• Has had its Medicare, Medicaid, or CHIP enrollment denied, revoked or terminated, regardless of— 

o The reason for the denial, revocation, or termination; 
o Whether the denial, revocation, or termination is currently being appealed; or 
o When the denial, revocation, or termination occurred or was imposed. 

 
Disclosing entity means a Medicaid provider (other than an individual practitioner or group of practitioners), or a fiscal 
agent. 

https://www.ecfr.gov/current/title-42/section-455.101
https://www.ecfr.gov/current/title-42/section-455.107
https://www.ecfr.gov/current/title-42/section-447.10#p-447.10(g)


2 
Form 599 
Rev 10/24 
 

 
Other disclosing entity means any other Medicaid disclosing entity and any entity that does not participate in Medicaid 
but is required to disclose certain ownership and control information because of participation in any of the programs 
established under title V, XVIII, or XX of the Act. This includes: 
• Any hospital, skilled nursing facility, home health agency, independent clinical laboratory, renal disease 

facility, rural health clinic, or health maintenance organization that participates in Medicare (title XVIII); 
• Any Medicare intermediary or carrier; and 
• Any entity (other than an individual practitioner or group of practitioners) that furnishes, or arranges for 

the furnishing of health-related services for which it claims payment under any plan or program established under 
title V or title XX of the Act. 

 
Disclosure of affiliations— For purposes of this section only, the following terms apply to the definition of disclosable 
event in § 455.101: 
• “Uncollected debt” only applies to the following:  

o Medicare, Medicaid, or CHIP overpayments for which CMS or the State has sent notice of the debt to the affiliated 
provider or supplier. 

o Civil money penalties imposed under this title. 
o Assessments imposed under this title. 

 
• “Revoked”, “Revocation”, “Terminated”, and “Termination” include situations where the affiliated provider or supplier 

voluntarily terminated its Medicare, Medicaid, or CHIP enrollment to avoid a potential revocation or termination. 
 
Fiscal agent means a contractor that processes or pays vendor claims on behalf of the Medicaid agency. 
 
Group of practitioners means two or more health care practitioners who practice their profession at a common location 
(whether or not they share common facilities, common supporting staff, or common equipment). 
 
Health insuring organization (HIO) means a county operated entity, that in exchange for capitation payments, 
covers services for beneficiaries— 
• Through payments to, or arrangements with, providers; 
• Under a comprehensive risk contract with the State; and 
• Meets the following criteria— 

o First became operational prior to January 1, 1986; or 
o Is described in section 9517(c)(3) of the Omnibus Budget Reconciliation Act of 1985 (as amended by section 

4734 of the Omnibus Budget Reconciliation Act of 1990 and section 205 of the Medicare Improvements for 
Patients and Providers Act of 2008). 

 
Indirect ownership interest means an ownership interest in an entity that has an ownership interest in the disclosing 
entity. This term includes an ownership interest in any entity that has an indirect ownership interest in the disclosing 
entity. Refer to 42 C.F.R. §455.102 for guidance to calculate the percentage of indirect ownership interest. 
 
Individual practitioner means a physician or other person licensed or certified under State law to practice his or her 
profession. 
 
Managed care entity (MCE) means managed care organizations (MCOs), PIHPs, PAHPs, PCCMs, and HIOs. 
 
Managing employee means: 
• A general manager, business manager, administrator, director, or other individual who exercises operational or 

managerial control over, or who directly or indirectly conducts the day-to-day operation of an institution, 
organization, or agency, either under contract or through some other arrangement, whether or not the individual 
is a W-2 employee of the institution, organization, or agency; or 

• With respect to the additional requirements at § 455.104(e) for a nursing facility defined in section 1919(a) of the 
Act, an individual, including a general manager, business manager, administrator, director, or consultant, who 
directly or indirectly manages, advises, or supervises any element of the practices, finances, or operations of the 
facility. 

 
Ownership interest means the possession of equity in the capital, the stock, or the profits of the disclosing entity. 
 
Person with an ownership or control interest means a person or corporation that, 
• Has an ownership interest totaling five percent or more in a disclosing entity; 
• Has an indirect ownership interest equal to five percent or more in a disclosing entity; 
• Has a combination of direct and indirect ownership interests equal to five percent or more in a disclosing entity; 
• Owns an interest of five percent or more in any mortgage, deed of trust, note, or other obligation secured by the 

disclosing entity if that interest equals at least five percent of the value of the property or assets of 

https://www.ecfr.gov/current/title-42/section-455.101
https://www.ecfr.gov/current/title-42/section-455.104#p-455.104(e)
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the disclosing entity;  
• Is an officer or director of a disclosing entity that is organized as a corporation; or 
• Is a partner in a disclosing entity that is organized as a partnership. 
Refer to 42 C.F.R. §455.102 for guidance to determine the percentage of ownership, mortgage, deed of trust, note, or 
other obligation. 
 
Prepaid ambulatory health plan (PAHP) means an entity that— 
• Provides services to enrollees under contract with the State, and on the basis of capitation payments, or other 

payment arrangements that do not use State plan payment rates. 
• Does not provide or arrange for, and is not otherwise responsible for the provision of any inpatient hospital or 

institutional services for its enrollees; and 
• Does not have a comprehensive risk contract. 
 
Prepaid inpatient health plan (PIHP) means an entity that— 
• Provides services to enrollees under contract with the State, and on the basis of capitation payments, or other 

payment arrangements that do not use State plan payment rates. 
• Provides, arranges for, or otherwise has responsibility for the provision of any inpatient hospital or institutional 

services for its enrollees; and 
• Does not have a comprehensive risk contract. 
 
Primary care case manager (PCCM) has the meaning specified in § 438.2 as follows: 
• A primary care case manager (PCCM) contracts with the State to furnish case management services (which include 

the location, coordination and monitoring of primary health care services) to Medicaid beneficiaries; or  
• A PCCM entity contracts with the State to provide a defined set of functions. 
 
Provider means any health care professional enrolled with the Medicaid agency who provides or is eligible to provide a 
covered service to a Medicaid recipient.  
 
Significant business transaction means any business transaction or series of transactions that, during any one fiscal 
year, exceed the lesser of $25,000 and five percent of a provider's total operating expenses. 
 
Subcontractor means any of the following: 
• An individual, agency, or organization to which a disclosing entity has contracted or delegated some of its 

management functions or responsibilities of providing medical care to its patients; or 
• An individual, agency, or organization with which a fiscal agent has entered into a contract, agreement, purchase 

order, or lease (or leases of real property) to obtain space, supplies, equipment, or services provided under the 
Medicaid agreement. 

 
Supplier means an individual, agency, or organization from which a provider purchases goods and services used in 
carrying out its responsibilities under Medicaid (e.g., a commercial laundry, a manufacturer of hospital beds, or a 
pharmaceutical firm). 
 
Termination means -   
• For a— 

o Medicaid or CHIP provider, a State Medicaid program or CHIP has taken an action to revoke the provider’s billing 
privileges, and the provider has exhausted all applicable appeal rights or the timeline for appeal has expired; 
and 

o Medicare provider, supplier or eligible professional, the Medicare program has revoked the provider or supplier’s 
billing privileges, and the provider has exhausted all applicable appeal rights or the timeline for appeal has 
expired. 

• In all three programs, there is no expectation on the part of the provider or supplier or the State or Medicare 
program that the revocation is temporary. 
o The provider, supplier, or eligible professional will be required to reenroll with the applicable program if they 

wish billing privileges to be reinstated. The requirement for termination applies in cases where providers, 
suppliers, or eligible professional were terminated or had their billing privileges revoked for cause which may 
include, but is not limited to— 

• Fraud; 
o Integrity; or  
o Quality. 

 
Wholly owned supplier means a supplier whose total ownership interest is held by a provider or by a person, persons, 
or other entity with an ownership or control interest in a provider. 
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Alabama Medicaid Agency 

Disclosure of Ownership, Control Interest Statement, Licensure, Certifications, Governmental 
Programs, Investigations, Liability, Legal and Criminal Information  

 
INSTRUCTIONS: This form is to be completed by any person with an ownership or control interest, fiscal 
agent, provider, managing employee, officer, and director. 
 

Name of Entity/Individual  Tax Identification Number (TIN)  

NPI     Individual Social Security Number (SSN) 

Address      
   

City/State Zip Code 

 
Identifying Information: Please complete each question. If there is no information to include, indicate 
“None” or “Not applicable” (N/A) in the space provided. Do not leave blank spaces. Incomplete Forms will be 
reported back to the applicable entity or individual. 
 
Group or Facility 
Name and DBA Name, National Provider Identifier (NPI(s)) (if applicable), Federal Tax Identification Number(s) 
(TIN), and Medicaid Provider Identification Number(s) (if applicable). 
Provider Entity 
Name(s) and Title 

DBA 
Name(s) 

Percentage 
of 
Ownership 

TIN(S) All Medicaid 
ID(s) 

Organizational 
NPI(s) 

      
      
      
      
      
      
      
      

 
Individual 
Provider Name and Title
  

Date of 
Birth 

Percentage of 
Ownership 

All Medicaid 
ID(s) 

NPI(s)  SSN(s) 

      
      
      
      

 
Question 1-3 to be answered by all providers. 

 
1. Has the provider, or any person who has ownership or control interest in the provider, or any person who 

is an agent or managing employee of the provider been convicted of a criminal offense related to that 
person’s involvement in any program under Medicare, Medicaid, or the Title XX services program since the 
inception of those programs? □ Yes □ No     If yes, give the name(s) of person(s) and description(s) of 
offense(s). 

Name Address P.O. Box 
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2. Has the provider had business transactions with any subcontractor totaling more than $25,000 during the 

preceding 12-month period? □ Yes □ No     If yes, give the information below for each subcontractor. 
Name Address P.O. Box 

1.   
2.   
3.   
4.   

  
3. Provide the name and address of all persons with an ownership or control interest in each subcontractor 

named in question #2. NOTE: Designate relationship to subcontractor listed above by using 1., 2., 3., etc. 
Name Address P.O. Box 

1.   
2.   
3.   
4.   

 
4. Has the provider had any significant business transactions with any wholly owned supplier or with any 

subcontractor during the preceding five-year period? □ Yes □ No     If yes, give the information below for 
each wholly owned supplier or subcontractor. 

Name Address Description 
1.   
2.   
3.   

 
Questions 5 – 8 to be answered by fiscal agents and by all providers EXCEPT individual 

practitioners. 
 

5. Provide the name and address of each person with an ownership or control interest in the provider/fiscal 
agent or in any subcontractor in which the provider/fiscal agent has direct or indirect ownership of five 
percent or more. 

Name Address P.O. Box 
1.   
2.   
3.   
4.   

 
6. Is any person named in question #4 related to another as spouse, parent, child, or sibling? □ Yes □ No     

If yes, give the name(s) of person(s) and relationship(s). NOTE: Designate relationship to each person 
listed in question #4 by using 1., 2., 3., etc. 

Name Relationship 
1.  
2.  
3.  

 
7. Does any person named in question #4 have an ownership or control interest in any other Medicaid 

provider or in any entity that does not participate in Medicaid but is required to disclose certain ownership 
and control information because of participation in any of the programs established under Title V, XVIII, 
or XX of the Act? □ Yes □ No     If yes, give the name(s) of and address(es) of the Medicaid provider or 
entity. NOTE: Designate relationship to each person listed in question #4 by using 1., 2., 3., etc. 

Name: Address P.O. Box 
1.   
2.   
3.   
4.   
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8. Provide the following information for each managing employee:
Name Address Date of Birth SSN 

1. 
2. 
3. 

Questions 9- 22 to be answered by fiscal agents and by all providers. 

9. Does any person named in question #1 through #8 have a license currently suspended or restricted?
□ Yes □ No     If yes, please list the name and fully explain the details including dates, the state where the
incident occurred and any adverse action against your license.

10. Has any person named in question #1 through #8 ever had action taken against license or certification, by
any state or certification board? □ Yes □ No     If yes, please list the name and fully explain the details.

11. Have there ever been any changes for any person named in question #1 through #8 to license, registration,
or certification for reasons other than name change due to marriage or divorce? □ Yes □ No     If yes,
please list the name and fully explain the details.

12. Has any action for any person named in question #1 through #8 ever been taken against their medical
privileges or any other associations, by any hospital, healthcare institution or governing board?
□ Yes □ No     If yes, please list the name and fully explain the details.

13. Has any person named in question #1 through #8 ever voluntarily withdrawn their privileges based on any
action by a hospital, healthcare institution or governing board? □ Yes □ No     If yes, please list the
name and fully explain the details.

14. If any person named in question #1 through #8 are board certified, has their board certification ever been
suspended or terminated? □ Yes □ No     If yes, please list the name and fully explain the details.
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15. If any person named in question #1 through #8 are board certified, have they ever chosen to terminate 
board certification while under investigation?  □ Yes □ No     If yes, please list the name and fully explain 
the details. 

 

 
16. Has any action ever been taken against any person named in question #1 through #8 federal or state-

controlled substance certifications or authorizations?  □ Yes □ No     If yes, please list the name and fully 
explain the details. 

 

 
17. Has any person named in question #1 through #8 ever been the subject of an investigation by any 

healthcare organization or military agency, related to their performance of medical duties, for any action 
that qualifies as fraudulent activities? □ Yes □ No     If yes, please list the name and fully explain the 
details. 

 

 
18. Are you aware for any person named in question #1 through #8 of information being reported regarding 

their performance as a medical practitioner, to any public medical malpractice reporting agency? 
□ Yes □ No     If yes, please list the name and fully explain the details. 

 

 
19. Has any person named in question #1 through #8 ever been under investigation by any state or federal 

regulatory agencies? □ Yes □ No     If yes, please list the name and fully explain the details. 
 

 
20. Has any action ever been taken against any person named in question #1 through #8 during participation 

in, or have they ever been excluded, suspended, sanctioned, or debarred from, any federal or state 
governmental healthcare program?  □ Yes □ No     If yes, please fully explain the details including dates, 
the state where the incident occurred and any adverse action against your license. 

 

 
21. Does any person named in question #1 through #8 currently have an uncollected debt to Medicare, 

Medicaid, or CHIP, regardless of the amount of the debt? □ Yes □ No     If yes, please fully explain the 
details of the debt such as whether the debt is currently being repaid (i.e., as part of a repayment plan); 
or whether the debt is currently being appealed. 
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22. Has the disclosing entity, or any person with an ownership or control interest, or managing employee, have,
or within the previous 5 years, had an affiliation with a currently enrolled or formerly enrolled Medicare,
Medicaid, or CHIP provider or supplier that has a disclosable event? □ Yes □ No  If yes, please disclose the
following information for each affiliation:
(1) Legal name as reported to the Internal Revenue Service or the Social Security Administration (if the
affiliated provider or supplier is an individual); (2) “Doing Business As” name (if applicable);
(3) Tax Identification Number; (4) National Provider Identifier (NPI); (5) Reason for disclosing the affiliated
provider or supplier; (6) Length of the relationship; (7)Type of relationship; (8)Degree of affiliation;
(9) If the affiliation has ended, the reason for the termination.

The State or Federal Medicaid agency may refuse to enter into, renew, or terminate an agreement with a 
Provider if it is determined that a Provider did not fully, accurately, and truthfully make the disclosures required 
by this statement. Additionally, false statements or representations of the required disclosures may be 
prosecuted under applicable federal or state laws. 42 C.F.R. § 455.106. 

I affirm, under the penalties of perjury, that the information on this form and any attached statement that I 
have provided has been reviewed and signed by me, and is true, accurate, and complete, to the best of my 
knowledge. If the above information changes, it is my obligation to notify Medicaid. I understand that I may 
be subject to civil penalties or criminal prosecution for any falsification, omission, or concealment of any 
material fact contained herein. By submitting this disclosure information, I acknowledge that I have read and 
agree to the rules set forth, to become a Medicaid provider. Therefore, my signature indicates that I have legal 
authority to submit this disclosure form and understand that my written signature is binding.  

_________________________________________________________________________________ 
Name of Provider or Authorized Representative (Typed)    Title  

_________________________________________________________________________________ 
Signature          Date 
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