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Federally Qualified Health Center Affiliation Affidavit

(where applicable)

Signature of Governing Board Chairperson Date

Organization:  ______________________________________________________________

Doing Business As: ____________________________________________________________________

Federally Qualified Health Center (FQHC) Site / National Provider Identifier (NPI): ____________

Affiliation agreement is defined as an agreement that establishes a relationship between an FQHC and a health-care 
provider under which the affiliate agrees to provide health-care services within the FQHC’s scope of services on behalf of 
the FQHC and to be reimbursed by the FQHC for such services. The term does not include an employment agreement or 
an agreement formalizing an arrangement in which an individual physician either temporarily substitutes for a member 
of the FQHC’s staff of physicians or temporarily fills a vacancy in the FQHC’s staff of physicians.

Health-care provider is defined as a physician, physician assistant, advanced practice registered nurse (except certified 
registered nurse anesthetist), visiting nurse, a qualified clinical psychologist, clinical social worker, or other health profes-
sional for mental health services, dentist, dental hygienist, or an optometrist. 

The FQHC has an Affiliation Agreement at the site.  Yes___No___

If Yes, please answer the following:

Does the affiliation governed by the agreement increase access to care?  Yes___No___

Does the affiliation governed by the agreement:

•  Add services to the FQHC’s scope of services? Yes___No___
•  Enable the FQHC to maintain access to care or the services currently within the FQHC’s scope of services?  

Yes___No___

Would a health-care provider employed by the FQHC be less expensive than the affiliation governed by the 
agreement? Yes___No___

Name and Type of proposed Affiliate Organization(s) or provider:  ______________________________________

 Affiliate Provider NPI: _____________________________

Definitions

(where applicable)

PRINT, SIGN, AND MAIL TO:   Texas Medicaid & Healthcare Partnership 
                                                                                     ATTN: Provider Enrollment 
 PO Box 200795    
                                                                                        Austin, TX 78720-0795
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