	LCR-1027A FORFF (1-09)
	ARIZONA HEALTH CARE COST CONTAINMENT SYSTEM

PROVIDER REGISTRATION – OLCR-HCBS
	DATE STAMP

OLCR

	ACTIÓN (Mark one) 
	CHANGES (Check one) FORMCHECKBOX 
 Name (Attach documentation of name change)
	

	 FORMCHECKBOX 
 Initial 
 FORMCHECKBOX 
 Reactivate
	 FORMCHECKBOX 
Address   FORMCHECKBOX 
 Add Svc   FORMCHECKBOX 
 Delete Svc   FORMCHECKBOX 
Provider Type  FORMCHECKBOX 
 Soc..Sec.No./ EIN
	

	APPLICATION DATE
	AHCCCS PROVIDER ID NO
	AHCCCS REGISTRATION REQUIRED
	EFFECTIVE DATE OF CHANGE/ADD
	

	     
	     
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	     
	

	AGENCY/PROVIDER NAME (Last, First – Check one)  FORMCHECKBOX 
 Mr.  FORMCHECKBOX 
 Mrs.  FORMCHECKBOX 
 Ms.
	DES/DDD STATE EMPLOYEE
	CO-LICENSEE
	LOGIN DATE
	LOGIN BY

	     
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	     
	   

	CORRESPONDENCE/MAILING ADDRESS (No., Street, Suite or Apt. No.)
	SOC. SEC. NO./FEIN TAX ID NO.

	     
	     

	CITY, TOWN
	STATE
	ZIP CODE
	BUSINESS/HOME PHONE (REQUIRED)

	     
	
	
	

	ATTN (First, Last, Title)
	EMERGENCY/EVENING PHONE

	     
	

	SERVICE/PHYSICAL STREET ADDRESS (If different from above)
	FAX NUMBER

	     
	

	CITY, TOWN
	STATE
	ZIP CODE
	PROVIDER PROFILE

	     
	
	
	 FORMCHECKBOX 
 Adult Developmental Home

	ATTN (First, Last, Title)
	 FORMCHECKBOX 
 Child Foster Home

	     
	 FORMCHECKBOX 
 Individual
 FORMCHECKBOX 
 Agency

	CATEGORIES OF SERVICE
	 FORMCHECKBOX 
 SOGH*

	 FORMCHECKBOX 

03 Respiratory Therapy
	 FORMCHECKBOX 

26 Respite
	 FORMCHECKBOX 
 ICF/MR*

	 FORMCHECKBOX 

05 Occupational Therapy
	 FORMCHECKBOX 

28 Attendant Care
	 FORMCHECKBOX 

Parent (DOB of Child)
	FOR OLCR USE ONLY

	 FORMCHECKBOX 

45 Rehab
	
 FORMCHECKBOX 

Immediate Relative
	
     
	AHCCCS PROVIDER TYPE

	 FORMCHECKBOX 

06 Physical Therapy
	 FORMCHECKBOX 

29 Home-Health Aide
	     

	 FORMCHECKBOX 

45 Rehab
	 FORMCHECKBOX 

30 Home-Health Nurse
	CERTIFICATION DATE
	EXPIRATION DATE

	 FORMCHECKBOX 

07 Speech/Hearing Therapy
	 FORMCHECKBOX 

31 Non-Emergency Transportation
	     
	     

	 FORMCHECKBOX 

19 ICF/MR
	 FORMCHECKBOX 

32 Habilitation
 FORMCHECKBOX 
 Hourly
 FORMCHECKBOX 
 Daily
 FORMCHECKBOX 
 Both
	PROCESSED DATE
	PROCESSED BY

	 FORMCHECKBOX 

20 Hospice
	 FORMCHECKBOX 

39 Personal Care Attendant
	     
	   

	 FORMCHECKBOX 

23 Homemaker
	 FORMCHECKBOX 

42 DDD Day Care
	AUDIT DATE
	AUDITED BY

	
	 FORMCHECKBOX 

46 Environmental Modifications
	     
	   

	CERTIFICATION REQUIREMENTS (If Agency, please attach Agency Staff Matrix, DD-394 or facsimile.)

	 FORMCHECKBOX 

First Aid (Expiration Date MM/dd/yyyy)
	     
	 FORMCHECKBOX 

APS/CPS Check Done
	 FORMCHECKBOX 
 W-9

	 FORMCHECKBOX 

Application / Education / Experience / Training (For initial application only)
	     

	 FORMCHECKBOX 

Article 9 Review Date (MM/dd/yyyy), For initial application only)
	     
	 FORMCHECKBOX 

Provider Participation Agreement

	If transportation required as part of service:
	 FORMCHECKBOX 

Not Transporting
	
	

	 FORMCHECKBOX 

Valid Vehicle Liability Insurance
	 FORMCHECKBOX 

Valid Driver’s License
	 FORMCHECKBOX 

Valid Vehicle Registration MVD Stamp

	
Exp. Date (MM/dd/yyyy)
	     
	Exp. Date (MM/dd/yyyy)
	     
	Exp. Date (MM/dd/yyyy)
	     

	 FORMCHECKBOX 

CPR (Expiration Date MM/dd/yyyy)
	     
	
	

	 FORMCHECKBOX 

Fingerprints (Exp. Date MM/dd/yyyy)
	     
	If not cleared, Date Taken/Reprint Date (MM/dd/yyyy)
	     

	 FORMCHECKBOX 

Criminal History Affidavit Class I (ADE-1000AFORNA) Exp. Date
	     
	
	

	 FORMCHECKBOX 

Reference Letters (3) (For initial application only)
	 FORMCHECKBOX 

1
	 FORMCHECKBOX 

2
	 FORMCHECKBOX 

3

	 FORMCHECKBOX 

Professional License (COTA, Nursing, Therapy) Expiration Date MM/dd/yyyy)
	     
	 FORMCHECKBOX 

Not Applicable

	Service delivered in:
	 FORMCHECKBOX 

Client Residence
	 FORMCHECKBOX 

Provider Facility
	 FORMCHECKBOX 

Both
	 FORMCHECKBOX 

None (Parent)

	If service is delivered in provider’s residence/facility:
	 FORMCHECKBOX 

Declaration of Household Members (DDD-1051AFORNA) attached

	 FORMCHECKBOX 

Fire Inspection (Most Recent Date)
	     
	 FORMCHECKBOX 

Health/Safety Inspection (First Time Date)
	     

	PRINT DDD DISTRICT REPRESENTATIVE’S NAME
	DATE RECEIVED BY DISTRICT
	PHONE NO.
	SITE CODE

	     
	     
	
	

	ADMINISTRATIVE REVIEW’S SIGNATURE (By signing, I affirm that all data has been verified and documentation is on file.)
	DATE ADMIN. REVIEW COMPLETED

	
	     

	I swear, under penalties of law including perjury, false swearing, or unsworn falsification, that the information I have provided on this form is true, accurate and complete to the best of my knowledge.

	PROVIDER’S SIGNATURE
	DATE OF SIGNATURE
	PLACE OF BIRTH
	DATE OF BIRTH

	
	     
	     
	     


Distribution:  Two White – LCR 076A;  Canary – HCBS District Office;  Pink – Applicant

See reverse for Americans with Disabilities Act (ADA) disclosure /*additional definitions.

LCR-1027A FORFF (1-09) REVERSE
· SOGH means State Operated Group Home
· ICF/MR or ICFMR means Intermediate Care Facility for the Mentally Retarded
- it's a Medicaid term
· Article 9 Review Date - refers to the Arizona Administrative Code, Title 6 (DES), Chapter 6 (DDD), Article 9 (Managing Inappropriate Behaviors) - HCBS providers are required to periodically review Article 9 
· COTA means Certified Occupational Therapy Assistant
Equal Opportunity Employer/Program ( Under Titles VI and VII of the Civil Rights Act of 1964 (Title VI & VII), and the Americans with Disabilities Act of 1990 (ADA), Section 504 of the Rehabilitation Act of 1973, and the Age Discrimination Act of 1975, the Department prohibits discrimination in admissions, programs, services, activities, or employment based on race, color, religion, sex, national origin, age, and disability. The Department must make a reasonable accommodation to allow a person with a disability to take part in a program, service or activity. For example, this means if necessary, the Department must provide sign language interpreters for people who are deaf, a wheelchair accessible location, or enlarged print materials. It also means that the Department will take any other reasonable action that allows you to take part in and understand a program or activity, including making reasonable changes to an activity. If you believe that you will not be able to understand or take part in a program or activity because of your disability, please let us know of your disability needs in advance if at all possible. To request this document in alternative format or for further information about this policy, contact (602) 347-6341; TTY/TDD Services: 7-1-1. ( Disponible en español.
