Contract Request Form

This form and the information you provide is used by Sunshine Health to evaluate the offering of a contract and
is not representative of an application or Legal Agreement.

Legal Name (as it appears on W-9):

Dba Name (as it appears on License):

Tax ID: NPI: Medicaid ID: Medicare ID:
Facility/Provider Type: License #:
Contact Name: Title:

Website Url: Email:

Primary Address: City/ST/Zip:

Region: __ County: Phone: Fax:

Cell: Hours/Bed Count: Language(s):

Biling Address:

[JRegion1 | [JEscambia [JOkaloosa []SantaRosa [JWalton

- [IBay [lcCalhoun [IFranklin [dGadsden [IGulf [IHolmes [lJackson [lJefferson
Region 2
[Leon [Liberty [IMadison [Taylor [wakulla [Washington

OAlachua [OBradford [Citrus Columbia [Dixie [HGilchrist [JHamilton [Hernando

[IRegion 3 [ULafayette [lLake [Levy [IMarion [Putnam [Sumter [Suwannee [JUnion

[IRegions4 | [1Baker [lcClay [JDuval [JFlagler [INassau [ISt.Johns [Volusia

[JRegions | [1Pasco [lPinellas

[JRegion6 | [1Hardee [lHighlands [JHillsborough [Manatee [IPolk

[JRegion7 | [IBrevard [JOrange [JOsceola [JSeminole

[JRegion8 | [lCharlotte [lCollier [IDesoto [Glades [JHendry [JLee [Sarasota

[IRegiong | [lindian River [IMartin [JOkeechobee [lPalmBeach [ISt.Lucie

[IRegion10 | [1Broward

[IRegion11 | [IMiami-Dade [IMonroe

[JStatewide
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Contract Request Form

SERVICE(S) ATTESTATION FORM

Please list any exclusions or limitations:

What population do you provide services for? [JAdult [lPediatric Ages

[1Adult Companion

[THome Accessibility Adaptation

[INutritional Assess & Risk Reduction

[LIAdult Day Care [ IHome Delivered Meals [IPersonal Care
[JAssisted Living Facility Services | [JHomemaker [IPersonal Emergency Response Sys
[ Assistive Care Services [IHospice [IPest Control

[IBehavior Management

[IMedication Administration

[IRespite Care —In ALF

[ICaregiver Training

[IMedication Management

[IRespite Care —In Home

[IDurable Medical Equipment

[INursing Facility Care (SNF)

[ITransportation (must be licensed)

LIPrivate Duty Nursing - LPN
(0-21 yrs: 2 — 24 hours per day)

[IPrivate Duty Nursing - RN
(0-21 yrs: 2 — 24 hours per day)

[IAttendant Nursing Care
(LTC only: 2 — 24 hours per day)

Uintermittent Nursing- LPN
(1— 2 hour visits per day)

Llintermittent Nursing- RN
(1 -2 hour visits per day)

[IRespiratory Therapy

[1Occupational Therapy

[IPhysical Therapy

[1Speech Therapy

[OMedical Social Worker

Please note: This is not a guarantee of a Contract. The information you provide is used by Sunshine
Health to evaluate the offering of a Contract and is not representative of an application or Legal

Agreement. Thank youl!

(Facility / Provider Name)
(Signature) (Date)
(Print Name) (Position/Title)
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