
Texas Health Steps Provider Enrollment Application 

EXPLANATION OF PREREQUISITES TO ENROLL WITH THIS FORM: 
 
• Applicant must be currently enrolled in the Texas Medicaid Program 
• Please refer to your Texas Medicaid Provider Procedures Manual to verify specific 

conditions for each provider type. 
o The following provider types can enroll into THSteps using this form: 

Physicians 
Family and Pediatric Nurse Practitioners 
Certified Nurse Midwives enrolled as providers of THSteps medical 

checkups for newborns younger than 2 months of age and adolescent females. 
Women’s health care nurse practitioners enrolled as providers of 

THSteps medical checkups for adolescent females 
Adult nurse practitioners enrolled as providers of THSteps checkups for 

adolescents. 
Health care providers or facilities (public or private) capable of 

performing the required medical checkup procedures under a physician’s 
direction. 

 
A new enrollment application must be completed and a new provider identifier must be issued 
when one of the following changes:  

• Medicare Number-If Medicare has issued a new Medicare number, the provider must 
complete and submit a Texas Medicaid Provider Enrollment Application in order to enroll the 
new location or with a new group.  

• Ownership-The new owner must do the following:  

• Obtain recertification as a Title XVIII (Medicare) facility under the new ownership  

• Complete the Texas Medicaid Provider Enrollment Application  

• Provide TMHP with a copy of the Contract of Sale (specifically, a signed agreement that 
includes the identification of previous and current owners)  

• Provide a listing of all of the provider identifiers affected by the change of ownership  

• Provider Status (individual, group, performing provider, or facility)-Providers leaving group 
practices must send a signed letter on company letterhead to TMHP that states the date of 
termination. The letter should include the provider identifier, effective date of termination, and 
the group's provider identifier. The letter should be signed by an authorized representative of 
the group or the individual provider leaving the group. If the provider is joining a new group 
practice or enrolling as an individual, the provider must complete and submit a Texas 
Medicaid Provider Enrollment Application to request enrollment in the new group or as an 
individual provider.  

• Physical Address-If a provider is changing an address, and the address is within the 
Medicare locality, the provider must complete and submit a Provider Information Change 
(PIC) Form. A W9 is required if the provider is changing the mailing address. If the address is 
not within the Medicare locality and Medicare has issued a new Medicare number, the 
provider must complete and submit a Texas Medicaid Provider Enrollment Application in 
order to enroll the new location. Dental providers must complete a TMHP Dental Provider 
Enrollment Application for each practice location.  

• Provider Type-Providers must submit a separate Texas Medicaid Provider Enrollment 
Application for each provider type enrollment requested.  
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Texas Health Steps Provider Enrollment Application 

 
NOTE: Texas Health Steps providers must enroll in Texas Vaccines for Children’s Programs to 
receive free vaccines.  Applications may be downloaded at 
http://www.dshs.state.tx.us/immunize/forms/6-102.pdf or you may call 1 (800) 252-9152 for more 
information.  Medicaid does not reimburse for vaccines that are available from VFC.   
 
EXPLANATION OF REQUIRED ATTACHMENTS FOR ENROLLMENT USING 
THIS FORM: 

 
• A current IRS W-9 form must be submitted with your completed Enrollment into Texas 

Health Steps  
• Copy of current license and/or any appropriate certifications that does not expire 

within 30 days 
• Approval letter must be attached if required for the program in which you are seeking 

enrollment 
• Provider Information Form (PIF-1) for the provider seeking enrollment into an additional 

program if the Texas Medicaid Provider Enrollment Application was completed more than 
12 months ago 

• Principal Information Form (PIF-2) for all owners and principals parties if the Texas 
Medicaid Provider Enrollment Application was completed more than 12 months ago 

• Disclosure of Ownership if the Texas Medicaid Provider Enrollment Application was 
completed more than 12 months ago. 

 
 

DISCLAIMER: 
 
• The signature provided on page three of the Enrollment into Texas Health Steps must be 

signed by the person who is seeking enrollment into an additional program.   
o The provider’s signature is required on the attached document for any/all 

enrollment requests for individual practitioner provider numbers. 
o Signatures by the authorized representative of a group or facility only is 

acceptable for enrollment requests for group/facility provider numbers 
• By signing page three of the Application for Enrollment into Texas Health Steps, the 

provider is agreeing to an extension of the terms included in the Provider Agreement for 
the provider number listed on page three 
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Texas Health Steps Provider Enrollment Application 

Applicant/Provider Name 
  

Existing Traditional Texas Provider Identifier (9 digit) National Provider Identifier (NPI 10 digit) 
   

Provider business e-mail Business web site address 
 
 

 

 
Taxonomy Codes  
Primary Taxonomy Code (10 
digit):  

  
Secondary Taxonomy Codes 
(10 digit): 

 

 

Telephone Number Social Security Number 
(For Individual Enrollment Only)

Professional License 
Number 

Copy of License/Temporary 
License Required.

Profession
al License 
Issue Date 
MM/DD/YY 

Professio
nal 

License 
Expiration 

Date 
MM/DD/Y

Y 
 

 

 

 

   

 

Employer's Tax ID No. Legal Name According to the IRS (Identical 
to W-9 & 11.1) 

Drivers License/State Issued ID No. 

 

 

  

 
***Physical Address — Where services are rendered. 
Number             Street                                                             Suite                        City                                      State              ZIP 

 

 
Accepting New 

Clients? (yes or no) 
Counties Served Client Age Restrictions Gender Limitations 

 

 

   

 
 

Accounting/Billing Address — Where provider information is to be sent. 
Number             Street                                                             Suite                        City                                        State              ZIP 

 
 

 

I certify that the information I have supplied in this document constitutes true, correct, and complete information.  
I agree to inform HHSC or its designee, in writing, of any changes or if additional information becomes available.  
I understand that falsifying entries, concealment of a material fact, or pertinent omissions may constitute fraud 
and may be prosecuted under applicable federal and/or state law.  Fraud is a felony, which can result in fines and 
imprisonment. I understand that any falsification or misrepresentation that, if known, would have resulted in a 
denial of the application will result in all paid services declared as an overpayment and subject to recoupment.  I 
also understand that other administrative sanctions may be imposed that includes payment hold, exclusion, 
debarment, contract cancellation, and monetary penalties.  
 

SIGNATURE OF APPLICANT/PROVIDER:_________________________  
Date ________ 
Printed Name of Person Signing______________________________
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Provider Information Form (PIF-1) 
 

Each Provider must review in full the Provider Information Form (PIF-1) before enrollment.  False information 
or pertinent omissions may result in exclusion from the Medicaid and other federally funded healthcare 
programs, imposition of other sanctions, and criminal conviction.  All questions must be answered by ALL 
provider types.  The Provider must personally review and sign this form certifying to the validity and 
completeness of the information provided.  Provider must ensure each Principal of the Provider completes 
the Principal Information Form (PIF-2).  See Principal Information Form (PIF-2) for an explanation of who 
meets the definition of Principal and must complete the PIF-2 Form. 
 
For purposes of completion of the PIF-1, a “Provider” is a person or entity that when and if approved for 
enrollment in the Medicaid program or other federally funded health care program would meet the following 
definition: 
“Provider”  - Any person or legal entity, including a managed care organization and their subcontractors, 
furnishing Medicaid services under a provider agreement or contract in force with a Medicaid operating 
agency, and who has a provider number issued by the Commission or their designee to: 

(1) provide medical assistance, Medicaid, under contract or provider agreement with the 
Commission or its designee; or 

(2) provide third party billing services under a contract or provider agreement with the 
Commission or its designee 

A “Third-Party Biller” is a person, business, or entity that submits claims on behalf of a provider, but is not 
the provider or an employee of the provider. For these purposes, an employee is a person for which the 
provider completes an IRS Form W-2 showing annual income paid to the employee.  All others meet the 
definition of a Third-Party Biller.” 

 
Last, First,  Middle Name OR Group/Company Name  Maiden Name  
   

 
List any other Alias, Name for Form of your name ever used  National Provider Identifier (NPI 10 digit)
 
 

  

 
Taxonomy Codes  
Primary Taxonomy Code 
(10 digit):  

  
Secondary Taxonomy Codes 
(10 digit): 

 

 
 For additional names or addresses, please attach necessary pages. 
 

Physical Address 
Number             Street                                                             Suite                        City                                      State              ZIP 

 

 
Accounting/Billing Address 
Number             Street                                                             Suite                        City                                        State              ZIP 

 

 
If your accounting address is different from your physical address, please indicate your relationship to the Accounting 
Address: 

  Third Party Biller   Management Company   Employer   Self   Other (explain below)
Explain if “Other” was selected. 
 
Professional Licensing board, Professional License 
Number, and State 

Professional License 
Initial Issue Date 

MM/DD/YY 

 Professional License 
Current Expiration Date 

MM/DD/YY 
 
 

 

   

 
Social Security Number  Employer’s Tax ID 
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Provider Information Form (PIF-1) 
 

Specialty of Practice (Example: Pediatrics, General 
Practice, etc.) 

Medicare Intermediary 

 
 

 

 

   
Medicare Provider Number  Medicare Effective Date  MM/DD/YY 
   

Driver’s License Number  State  Issuer Driver’s License Expiration Date  MM/DD/YY 
  

 
 

Date of Birth  MM/DD/YY Gender  
   M            F 

CLIA Number (attach a copy of the CLIA certification)
 

 
CLIA Address (list the address listed on the CLIA Certificate)
Number             Street                                                             Suite                        City                                        State              ZIP 
 

Previous Physical Address 
Number             Street                                                             Suite                        City                                      State              ZIP 

 

 
Previous Accounting/Bililng Address 
Number             Street                                                             Suite                        City                                        State              ZIP 

 

Do you plan to use a billing agent to submit your Medicaid claims? 
  Yes        No If yes, provide the following information about the billing agent: 
Billing Agent Name Address 
 

 
 

 

Tax ID Number 
 

  

Contact Person Name Telephone Number 
  

 
 

List any medical entity you have a contractual relationship with and, if known, the TPIs of each entity (attach additional 
sheets if necessary): 
 

“Sanction” is defined as recoupment, payment hold, imposition of penalties or damages, contract cancellations, 
exclusion, debarment, suspension, revocation, or any other synonymous action. 
 
Have you ever been sanctioned (as defined above) in any state or federal program? 

  Yes        No If yes, fully explain the details, including date, the state where the incident occurred, the agency taking the 
action, and the program affected (attach additional sheets if necessary): 
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Provider Information Form (PIF-1) 
 

Is your professional license or certification currently  revoked,  suspended or otherwise restricted?   Yes        No 
Have you ever had your professional license or certification revoked, suspended, or otherwise restricted?   Yes        
No 
Are you currently or have you ever been subject to a licensing or certification board order?   Yes        No 
Have you voluntarily surrendered your professional license or certification in lieu of disciplinary action?    Yes        
No 
(You may be subject to a license or certification verification/status check with your licensing or certification board.) 
If , yes was answered to any of the questions, fully explain the details, including date, the state where the incident occurred, 

name of the board or agency, and any adverse action against your license(attach additional sheets if 
necessary): 

 
 

Are you currently charged with or have you ever been convicted of a crime (excluding Class C misdemeanor traffic 
citations)?  To answer this question, use the federal Medicaid/Medicare definition of “Convicted” in 42 CFR. § 1001.2 as 
described below, and which includes deferred adjudications and all other types of pretrial diversion programs. (You 
may be subject to a criminal history check.)   
Convicted means that: 
(a) A judgment of conviction has been entered against an individual or entity by a Federal, State or local court, regardless of 
whether: 

(1) There is a post-trial motion or an appeal pending, or 
(2) The judgment of conviction or other record relating to the criminal conduct has been expunged or otherwise 

removed; 
(b) A Federal, State or local court has made a finding of guilt against an individual or entity; 
(c) A Federal, State or local court has accepted a plea of guilty or nolo contendere by an individual or entity, or 
(d) 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. 
 

  Yes        No If yes, fully explain the details, including date, the state and county where the conviction occurred, the 
cause number(s), and specifically what you were convicted of (attach additional sheets if necessary): 

 
 
 
 
 
 
 

 

Are you currently behind 30 days or more on court ordered child support payments? 
  Yes        No If yes, provide details (attach additional sheets if necessary): 

 

Are you a citizen of the United States? 

  Yes    No 
If no, in what Country are you a citizen? Attach a copy of green card or visa to this 
application.  
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Principal Information Form (PIF-2) 
(Required for any person or entity not seeking a Provider Identifier but meets the definition of a “Principal” 

as defined below) 
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NOTE: Any person or entity who is required to complete a PIF1 is NOT required to also complete this 
form. 
 
Before enrollment, a separate Principal Information Form (PIF-2) must be completed in full by each 
Principal of the Provider entity. Principals of the Provider include an owner with a direct or indirect 
ownership or control interest of 5 percent or more.  Principals also include officers, directors, and managing 
employee(s) of the Provider who exercise operational or managerial control over the entity, or who directly 
or indirectly conduct the day-to-day operations of the entity.   
 
False information or pertinent omissions may result in exclusion from the Medicaid and other federally 
funded healthcare programs, imposition of other sanctions, and criminal conviction.  All spaces must be 
completed either with the correct answer or a “NA” on the questions that do not apply to the Principal.   
The Principal must personally review and sign this form certifying to the validity and completeness of the 
information provided.  Additional copies of forms may be downloaded from www.tmhp.com. 
 
Provider must ensure each Principal of the Provider completes the Principal Information Form (PIF-2).  See 
above for definition of Principal. 

 
Name Last, First, Middle  Maiden Name 
   

 
List any other Alias, Name or Form of your name ever used 
 

 
 For additional names or addresses, please attach necessary pages. 
 
 

Physical Address 
Number             Street                                                             Suite                        City                                      State              ZIP 

 

 
Accounting/Billing Address 
Number             Street                                                             Suite                        City                                        State              ZIP 

 

 
If your accounting address is different from your physical address, please indicate your relationship to the Accounting 
Address: 

  Billing Agent   Management Company   Employer   Self   Other (explain below)
Explain if “Other” was selected. 
 

 
Professional Licensing board, License Number and  
State 

Professional License 
Issue Date 
MM/DD/YY 

 Professional License 
Expiration Date 

MM/DD/YY 
 

 

   

 
Social Security Number  Employer’s Tax ID 
   

 
Specialty of Practice (Example: Pediatrics, General 
Practice, etc.) 

Medicare Intermediary 

 

 

 



Principal Information Form (PIF-2) 
(Required for any person or entity not seeking a Provider Identifier but meets the definition of a “Principal” 

as defined below) 
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Medicare Provider Number  Medicare Effective Date  MM/DD/YY 
   

Driver’s License Number State Issuer Driver’s License Expiration Date  MM/DD/YY 
  

 
 

 
Date of Birth  MM/DD/YY Gender 
 

 

  M            F 
 

Previous Physical Address 
Number             Street                                                             Suite                        City                                      State              ZIP 

 

 
Previous Accounting Address 
Number             Street                                                             Suite                        City                                        State              ZIP 

 

Your title in a provider organization for which Medicaid enrollment is being sought.  
 

 
Your duties and relationship to provider organization. 

   
 
 
 
 
 
 
 
 
 

 

List all Texas Medicaid TPIs, provider name, and physical location under which you have billed or in which you were a 
principal. Include current and previous TPIs. (attach additional sheets if necessary): 
 
 
 
 
 
 
 
 
 
 
 
 



Principal Information Form (PIF-2) 
(Required for any person or entity not seeking a Provider Identifier but meets the definition of a “Principal” 

as defined below) 
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List any medical entity you have al contractual relationship with and, if known, the TPIs of each entity (attach additional 
sheets if necessary): 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

“Sanction” is defined as recoupment, payment hold, imposition of penalties or damages, contract cancellations, 
exclusion, debarment, suspension, revocation, or any other synonymous action. 
Have you ever been sanctioned (as defined above) in any state or federal program? 

  Yes        No If yes, fully explain the details, including date, the state where the incident occurred, the agency taking the 
action, and the program affected (attach additional sheets if necessary): 

 
 
 
 
 
 
 
 
 
 
 

 

Is your professional license or certification currently revoked, suspended or otherwise restricted?   Yes        No 
Have you ever had your professional license or certification revoked, suspended, or otherwise restricted?   Yes        
No 
Are you currently or have you ever been subject to a licensing or certification board order?   Yes        No 
Have you voluntarily surrendered your professional license or certification in lieu of disciplinary action?    Yes        
No 
(You may be subject to a license or certification verification/status check with your licensing or certification board.) 
If yes was answered to any of the questions, fully explain the details, including date, the state where the incident occurred, name 

of the board or agency, and any adverse action against your license(attach additional sheets if necessary): 
 
 
 
 
 
 
 
 
 
 
 



Principal Information Form (PIF-2) 
(Required for any person or entity not seeking a Provider Identifier but meets the definition of a “Principal” 

as defined below) 
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Are you currently charged with or have you ever been convicted of a crime (excluding Class C misdemeanor traffic 
citations)?  To answer this question, use the federal Medicaid/Medicare definition of “Convicted” in 42 CFR § 1001.2 as 
described below, which includes convictions as well as deferred adjudications and all types of pre-trial diversion 
programs. (You may be subjected to a criminal history check.)   
Convicted means that: 
(a) A judgment of conviction has been entered against an individual or entity by a Federal, State or local court, regardless of 
whether: 

(1) There is a post-trial motion or an appeal pending, or 
(2) The judgment of conviction or other record relating to the criminal conduct has been expunged or otherwise 

removed; 
(b) A Federal, State or local court has made a finding of guilt against an individual or entity; 
(c) A Federal, State or local court has accepted a plea of guilty or nolo contendere by an individual or entity, or 
(d) 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. 
 

  Yes        No If yes, fully explain the details, including date, the state and county where the conviction occurred, the cause 
number(s), and specifically what you were convicted of (attach additional sheets if necessary): 

 
 
 
 
 

 
 

Are you currently behind 30 days or more on court ordered child support payments? 
  Yes        No If yes, provide details (attach additional sheets if necessary): 

 

Are you a citizen of the United States? 

  Yes     No 
If no, in what Country are you a citizen? Attach a copy of green card or visa to this 
application.  
 
 



Disclosure of Ownership and Control Interest Statement 
          This Form is Required for all Individuals, Groups & Facilities (exclude performing providers) 
 

I. Identifying Information
 

Legal Name According to the IRS DBA Telephone No  (a) 
  

 
 

 

Physical Address Suite City State ZIP  
 

 

   
 

 

II. Answer the following questions by checking “Yes” or “No.” 
If any of the questions are answered Yes, list names and addresses of individuals or corporations under Remarks on page 11.2 Identify each 
item number to be continued.

(a) Are there any individuals or organizations having a direct or indirect ownership or control interest of five percent 
or more in the institution, organizations, or agency that have been convicted of a criminal offense related to the 
involvement of such persons, or organizations, in any of the programs established by Titles XVIII, XIX, or XX? 

Yes No   

(b) Does this provider have any current employees in the position of manager, accountant, auditor, or in a similar 
capacity and who were previously employed by this provider’s fiscal intermediary or carrier within the last 12 
months? (Medicare providers only) 

Yes No   

 

III. (a) In addition to the owners identified in Section B of the Texas Medicaid Enrollment 
Application, list the name of every other person or entity with ownership of a 
controlling interest in the applicant entity (whether such ownership of the controlling 
interest is direct or indirect).  In the case of persons, provide the person’s full name 
and address.  In the case of entities, provide the entity’s name and federal employer 
identification number (EIN). 

See Instructions for Completing the Disclosure of Ownership and Control Interest Statement on page 10.  List any additional names 
and addresses under Remarks on page 11.2. If more than one individual is reported and any of these persons are related to each other, this 
must be reported under Remarks.

Name Physical Address EIN 
   
   
   

(b) Type of Entity: (SELECT ONLY ONE ENTITY) (Must match entity on W-9)
 

 Sole Proprietorship  Partnership  Corporation  
 Unincorporated  Association  Other (Specify): 

 

Please Note:  When claiming “Corporation” providers must complete and return the following forms: 
• Corporate Board of Directors Resolution Form (page 14) must be completed with signature and 

notary stamp or seal 
• Certificate of Formation and Certificate of Filing or Certificate of Authority 
• Letter of Good Standing from the Texas State Comptroller’s Office. It is a requirement of H.B. 

175. A certificate can be obtained by contacting: 

State Comptroller’s Office — Tax Assistance Section 
 Interstate WATS Telephone Number 1-800-252-5555 
 Austin Telephone Number  1-512-463-4600 

There is no charge for this request.  The request may be made by telephone, and the certificate will be mailed to the 
requestor. Callers must have the taxpayer’s name, taxpayer’s identification number, and charter number available at the 
time of the request. If the corporation has a 501c Internal Revenue Exemption, Letter of Good Standing is not required. 
Please indicate this by signing below:  

Do you have a 501(c)(3) Internal Revenue Exemption?  Yes No   
 

Entity Name  Name (Written/Typed) 
   
 

 
Signature   Date 
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IRS W–9 Form 
 

III. (Continued)
(c) If the disclosing entity is a corporation, list names, addresses of the directors and EINs for 

corporations in remarks.  (Attach additional pages if needed)

 REMARKS: 

 

IV. (a) Has there been a change in ownership or 
control within the last year?  Yes  No  If yes, give date:

(b) Do you anticipate any change of 
ownership or control within the year?  Yes  No  If yes, when?

(c) Do you anticipate filing for bankruptcy 
within the year?  Yes  No  If yes, when?

 

V. Does the provider identified in section I. 
above comprise or include a facility that If yes, give date of is operated by a management company, 
or a facility that is leased in whole or in 
part by another organization? 

 Yes  No  change in operations:

 

VI. Has there been a change in Administrator, Director of Nursing, or Medical 
Director within the last year?  Yes    No

 

VII. (a) Is the provider identified in section I. above chain affiliated?  Yes    No
If yes, please provide the name, address, and EIN of the chain’s corporate/home office. 
Name Address EIN 
 

 

VIII. Have you increased your bed capacity by 10 percent or more or by 10 beds, 
whichever is greater, within the last two years?  Yes    No
If yes, give year of change: Current Beds: Prior Beds:
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IRS W–9 Instructions 
 

— A STATE MEDICAID CONTRACTOR Page 9 9.17.2007 

 



IRS W–9 Instructions 
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IRS W–9 Instructions 
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