
DATE: 

LEGISLATIVE SUMMARY SHEET 

Tracking No. flt/ I• &/ 

November 15, 2021 

TITLE OF RESOLUTION: AN ACTION RELATING TO HEALTH, EDUCATION AND 
HUMAN SERVICES, BUDGET AND FINANCE AND NAABIK'IY A TI' COMMITTEES 
AND THE NAVAJO NATION COUNCIL; APPROVING A LIMITED W AIYER OF 
SOVEREIGN IMMUNITY IN THE STA TE OF NEW MEXICO MEDICAL ASSISTANCE 
DIVISION PROVIDER PARTICIPATION AGREEMENT BETWEEN THE NAVAJO 
NATION DIVISION OF BEHAVIORAL AND MENTAL HEALTH SERVICES AND THE 
STATE OF NEW MEXICO 

PURPOSE: If approved, this resolution will approve a limited waiver of sovereign immunity 
expressed in the State of New Mexico Medical Assistance Division Provider Participation 
Agreement between the Navajo Nation Division of Behavioral and Mental Health Services and 
the State of New Mexico. The Provider Participation Agreements will allow the Navajo Nation 
Division of Behavioral and Mental Health Services seek reimbursements from the State of New 
Mexico for the services DBMHS provides. 

This written summary does not address recommended amendments as may be provided by the standing 
committees. The Office of Legislative Counsel requests each Council Delegate to review each proposed 
resolution in detail. 
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Health Education & Human Services C mmittee 
Thence 

Budget & Finance C mmittee 
Thence 

PROPOSED NAVAJO NATION COUNCIL RESOLUTION Naabik'iyati' C mmittee 

24th NAVAJO NATION COUNCIL-Third Year, 2021 

(Sponsor) 

TRACKING NO. 0 Zif I-2,/ 

AN ACTION 

Thence 
Navajo Natio Council 

RELATING TO HEALTH, EDUCATION AND HUMAN SERVICES, BUDGET 

AND FINANCE AND NAABIK'IY ATI' COMMITTEES AND THE NAVAJO 

NATION COUNCIL; APPROVING A LIMITED W AIYER OF SOVEREIGN 

IMMUNITY IN THE ST A TE OF NEW MEXICO MEDICAL ASSISTANCE 

DIVISION PROVIDER PARTICIPATION AGREEMENT BETWEEN THE 

NAVAJO NATION DIVISION OF BEHAVIORAL AND MENTAL HEAL TH 

SERVICES AND THE ST A TE OF NEW MEXICO 

BE IT ENACTED: 

SECTION ONE. AUTHORITIES 

A. The Health, Education and Human Services Committee is a standing committee of the 

Navajo Nation Council and has authority to review and recommend ~ontracts 

negotiated with state governments and Navajo health authorities subject to applicable 

laws of the Navajo Nation. 2 N.N.C. §§ 400(A) and 40l(B)(6)(b). 

B. The Budget and Finance Committee is a standing committee of the Navajo Nation 

Council and has authority to authorize to approve and accept contracts between the 

Navajo Nation and the State upon the recommendation of the standing committee 

which has oversight of the program that requested the contract. 2 N.N.C. §§ 300(A) 

and 30l(B)(l5). 
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C. The Naabik ' iyati' Committee is a standing committee of the Navajo Nation Council 

and reviews legislation which requires final action by the Navajo Nation Council. 2 

N .N.C. §§ 700(A) and 164(A)(9). 

D. The Navajo Nation Council is the governing body of the Navajo Nation, 2 N.N.C. 

§ 102(A). 

E. The Navajo Nation Code provides, " [c]ontracts shall not waive the sovereign immunity 

of the Navajo Nation or its entities unless approved by two-thirds (2/3) vote of the full 

membership of the Navajo Nation Council." 2 N.N.C. § 223(C). 

SECTION TWO. FINDINGS 

A. The Navajo Division of Behavioral and Mental Health Services (DBMHS) is a program 

under the Navajo Department of Health with the purpose of providing "a 

comprehensive, culturally-centered holistic approach for prevention, treatment, and 

aftercare of alcohol, controlled substance use disorder, and violent behavior through an 

integrated behavior and mental health system." Plan of Operation, Resolution 

HEHSCJA-01-18. 

B. In order for DBMHS to provide services, bill for services, such as outpatient and 

residential behavioral and mental health treatment services, and receive Medicaid 

reimbursement payments for those services from the State of New Mexico, the 

DBMHS must enter into a Provider Participation Agreement with the State of New 

Mexico Medical Assistance Division, as noted at Article XII of the Agreement attached 

as Exhibit A-1 through A-7. 

C. DBMHS completed the Participation Agreements for each of the sites it operates at the 

following locations: the Chinle Residential Treatment Center (see A-1), Fort Defiance 

Outpatient Treatment Center (see A-2), Gallup Outpatient Treatment Center (see A-3), 

Newlands Outpatient Treatment Center (see A-4), Red Mesa Outpatient Treatment 

Center (see A-5), Navajo Regional Behavioral Health Center for Adult and Adolescent 

Residential Treatment (see A-6 and A-7) . 
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D. Navajo Nation Department of Justice reviewed the State of New Mexico Provider 

Participation Agreements and provided a memo expressing concerns regarding an 

indirect waiver of sovereign immunity 

E. The Provider Participation Agreement requires DBMHS to consent: 

1. That the Agreement shall be governed by the laws of the State of New Mexico 

and all legal proceedings arising from unresolved disputes under the Agreement 

are subject to administrative and judicial review as provided for in Article XVI 

of the Agreement. 

2. To abide by Human Services Department and Medical Assistance Division 

Program Policy Manual. 

3. That the Navajo Nation shall indemnify the State of New Mexico as provided 

for in Article XVIII of the Agreement. 

SECTION THREE. APPROVING A LIMITED WAIVER OF SOVEREIGN 

IMMUNITY 

A. The Navajo Nation hereby approves a limited waiver of sovereign immunity for the 

Navajo Nation Division of Behavioral and Mental Health Services to enter into the 

Provider Participation Agreement with the State of New Mexico Medical Assistance 

Division attached as Exhibits A-1 through A-7. 

B. The Navajo Nation authorizes the President of the Navajo Nation to sign the Provider 

Participation Agreement on page 14 of the attached as Exhibits A-1 through A-7. 
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H UMA~ flV IC ES 
DEPART \1(NT 

STATE O F NEW MEXICO 
MEDICAL ASSISTANCE DIVISION 

PROVIDER PARTICIPATION AGREEMENT 

EXHIBIT 

A-\ 

THIS AGREEMENT IS FOR GROUPS, ORGANIZATIONS, OR INDIVIDUAL APPLICANTS TO W HOM 
Return completed application to: 

New Mexico Medicaid Proj ect 
PAYMENTS W ILL BE MADE. IF THE APPLICANT IS AN INDIVIDUAL APPLYING FO R A PROVIDER NUMBE R Conduent 
ONLY FOR IDENTIFYING SERVICES BILLED THR OUGH A GROUP PRACTICE OR OTHER ORGANIZATION P O Box 27460 
AND PAYM ENTS W ILL BE MADE TO THAT GROUP OR ORGANIZATION, THIS FORM SHOU LD NOT BE Albuquerque, NM 87125-7460 
USED. USE FORM MAD 312 INSTEAD. 
(1) NM Medicaid Number (if previously assigned) (2) National Provider Identifier (NPI) (3) Primary Taxonomy 

1427656065 Substance Abuse Rehabilitation Treatment, Adult 

(4) Applicant Name (for individuals - must match license name) 
First Name Middle Initial Last Name Professional Title (MD, DDS, etc) 

(5) Business Name (DBA) I (6) Federal Tax (Legal) Name 
Chinle Adult Residential Treatment The Navajo Nation 

(7) Physical Street Address where services are rendered (PO BOX NOT ACCEPTED) City State Zip Code County 

NAVAJO ROUTE 7, DUPLEX UNIT 2004 Chinle AZ 86503 Apache 

(8) Billing Office Address(MAY BE PO BOX) City State Zip Code 

PO Box 777 Chinle AZ 86503 

(9) Mailing Address for official correspondence (MAY BE PO BOX) City State Zip Code 

PO Box 709 Window Rock AZ 86515 
(10) Fax Number (11) Billing Office Phone (12) Location Phone (REQUIRED) 

(928)871-6456 (928)871-6235 (928)729-4012 
(13) Mailing Email Address (14) Billing Office Email Address (15) Location/ Provider Email Address 

mbrandser@navajo-nsn.gov mbrandser@navajo-nsn.gov Window Rock, Arizona 
(16) Business Type • Individual/ sole proprietor D Corporation [J Partnership/ Professional Association 

• Limited Liability Company D Non-corporate Business Entity/ Other Iii Government Entity or Public School 

(17) Provider Type (see (18) Provider (19) License Information (20) (REQUIRED) Individual Provider's 
attached list) Specialty (see Number State Expiration Date Social Security Number Date of Birth 

221 attached list) 

I 100 
(21) NM CRS (Tax & (22) Are NM CRS tax 

I 
(23) Select one: (24) Federal Tax (25) Are federal tax payments 

Revenue) Number (If payments current? If not, [J for profit Number/ FEIN (attach current? If not, attach an explanation. 
services are provided in attach an explanation. 

I 
Iii 

IRS letter) Iii YES 
NM) Ii! YES not-for-profit (attach 86-0092335 

• NO 
501(c)3) • NO 

(26) DEA Number (attach copy) 

I 
(27) CUA Number (attach copy) (28) NCPDP/NABP Number (pharmacies only) 

(29) IHS Certified or Tribal 638 Contracted Program? 

Iii YES • NO (If YES, attach copy of certification or contract) 

(30) Title XVIII Medicare Certified? (31) Fiscal Year End Month 

• YES Iii NO (If YES, attach copy of letter) December 
(32) JCAHO Certified? 

• YES Iii NO (If YES, attach copy of letter) 

(33) Other Certification? YES 0 NO Ii) (If YES, attach copy of letter) Certified by: 

(34) To be completed by physicians (provider type 301 or 302) only : (If Certif ied, attach copy of certificate; if Not Certified or if Eligible for 
Certifi cation, attach proof of residency completion/ t rain ing in your specialty area) 

• • • Board certified in the provider spec ialty listed in box 18? Certified Elig ible for certification Not certified 
(35) Identify individuals who will be prov iding services for which payments will be made to your group or organization : (Please attach separat e page if 
add itional space is needed) 

Individual 's Name, Title Prov. Specialty NM Medica id Prov. No. NPI 
Tvpe 

(36) If services have already been rendered to a NM Medicaid recipient, please enter Date of Service and attac h copy of claim: 

DOS : 

Page 1 
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1-1 UMAN lj1' SERV ICE 

0 (1',o..RT\\ l l'!l' 

STATE OF NEW MEXICO 
MEDICAL ASSISTANCE DIVISION 

PROVIDER PARTICIPATION AGREEMENT 

(37) To be completed by out-of-state providers only: 
Home State Medicaid Provider Number: 

Name of Entity/ Individual 
The Navajo Nation 

EIN / SSN NPI 
86-0092335 1427656065 

Question 1 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? If yes, give the name(s) of person(s) and description(s) of offense(s). Please 
use additional pages if necessary: 

Name Social 
Security 
Number 

Date of 
Birth 

APPLICANT INITIAL HERE ___ _ 
CERTIFYING THE INFORMATION 
ON THIS PAGE IS TRUE AND CORRECT 

Description 

MAD 335 revised March 2021 

YES a 
NO &I 
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(1 c r A ~ T \\ t I'- r 

STATE OF NEW MEXICO 
MEDICAL ASSISTANCE DIVISION 

PROVIDER PARTICIPATION AGREEMENT 

Name of Entity/ Individual EIN / SSN NPI 
1427656065 

A. 

The Navajo Nation 86-0092335 

3. Provide the name and address of each person (individual or corporation) with an ownership or control interest in the provider or in 
any subcontractor in which the provider has direct or indirect ownership of five percent or more. Please use additional pages if 
necessary: 

NAME ADDRESS SOCIAL SECURITY 
NUMBER (IF 

INDIVIDUAL) OR TAX ID 
IF NOT AN INDIVIDUAL 

DATE OF BIRTH 
(FOR INDIVIDUALS) 

The Navajo Nation PO Box 7440 

B. 

C. 

D. 

E. 

4 . 

Window Rock, Arizona 
86515 

Is any person named in question #3 related to another as spouse, parent, child, or sibling? If yes, give the name(s) 
of person(s) and relationship(s). Please use additional pages if necessary. NOTE: Designate relationship to each 
person listed in question #3 by using A., B., C., etc. 

NAME RELATIONSHIP 

APPLICANT INITIAL HERE 
CERTIFYING THE INFORMA_T_I_O_N __ 

YES 

NO 

ON THIS PAGE IS TRUE AND CORRECT MAD 335 revised March 2021 

a 
liil 
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DEi'/1.RT\ll:NT 

STATE OF NEW MEXICO 
MEDICAL ASSISTANCE DIVISION 

PROVIDER PARTICIPATION AGREEMENT 

Name of Entity/ Individual EIN / SSN 
86-0092335 The Navajo Nation 

5. Does any person (individual or corporation) named in question #3 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 Social Security Act?] (This includes participation in any federal, state, or jointly funded healthcare 
programs such as Medicaid; Med icare Part A; Medicare Part B ; Medicare Part C; Medicare Part D; CHAMPUS; and 
programs established under parts XIX, XX, and XXI of the Social Security Act.) If yes, give the name(s) , Medicaid 
provider identification number(s) and address(es) of the Medicaid provider or entity . Please use add itional pages if 
necessary : 

NAME ADDRESS 

APPLICANT INITIAL HERE ___ _ 
CERTIFYING THE INFORMATION 

NPI 
1427656065 

YES • 
NO Ii 

MEDICAID PROVIDER 
NUMBER 

Page 5 
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Name of Entity / Individual 

The Navajo Nation 
EIN / SSN 

STATE OF NEW MEXICO 
MEDICAL ASSISTANCE DIVISION 

PROVIDER PARTICIPATION AGREEMENT 

NPI 

86-0092335 1427656065 APPLICANT INITAL HERE 
CERTIFYING YOU HAVE READ AND 
UNDERSTAND THE INFORMATION ON 
THIS PAGE 

This AGREEMENT, between the State of New Mexico (STATE), herein referred to as "the STATE," the 
New Mexico Human Services Department (HSD), herein referred to as "the DEPARTMENT" and the 
applicant as provider, herein referred to as "the PROVIDER", specifies the terms and conditions for 
providing health care services to eligible recipients of Medicaid, other medical assistance programs, and 
other health care programs administered by the Department and other departments of the State of New 
Mexico for which the Department is authorized to make payment to the PROVIDER. Administration of 
health care programs including, but not limited to, service authorizations, billing instructions and 
payment, may be performed by the DEPARTMENT and its agents including other departments and 
agencies of the State of New Mexico and their contractors, as authorized by joint power of agreements, 
contracts, or other binding agreements, herein referred to as its "AUTHORIZED AGENTS". This 
AGREEMENT shall be effective when completed in full with all required documentation attached and 
when signed by the PROVIDER and the Human Services Department Medical Assistance Division 
(HSD/MAD) or its designees and shall remain in effect until terminated pursuant to the terms set forth 
below. 

ARTICLE 1 - OBLIGATIONS OF 
THE PROVIDER 

The PROVIDER shall. 
1.1 . Abide by all federal , state, and 
local laws, rules and regulations, 
including but not limited to, those laws, 
regulations, and rules applicable to 
providers of services under Title XIX 
(Medicaid) and Title XXI (SCHIP) of 
the Social Security Act and other health 
care programs administered by the 
DEPARTMENT and its AUTHORIZED 
AGENTS. 
1.2. Furnish services, bill for 
services, and receive payment for 
services only upon approval of this 
AGREEMENT by the HSD /MAD 
Director or his/her designees or its 
AUTHORJZED AGENTS. 
1.3 . Be responsible for the accuracy 
and validity of all claims for which 
reimbursement is sought by causing 
claims to be manually or electronically 
submitted to the DEPARTMENT or its 
AUTHORIZED AGENTS. 
1.4. Comply with all instructions, 
directives, billing, reimbursement, audit, 
recoupment, and withholding provisions 
made available by the DEPARTMENT 
and i1 s AUTHORIZED AGENTS. 
1.5. Obta in, maintain, and keep 
updated program rules and instructions 
on billing and utilization review and 
other pertinent material made available 

by the DEPARTMENT and its 
AUTHORJZED AGENTS. 

1.6. Not employ or enter into contract 
with excluded individuals or entities, as 
identified by the Health and Human 
Services Office oflnspector General's 
(HHS-OIG) List of Excluded 
Individuals/entities (LEIE), the Medicare 
Exclusion Database (MED), System for 
Award Management (SAM), Excluded 
Parties List System (EPLS) or a state' s 
Employee Abuse Registry (EAR) or 
equivalent. All findings of placement of 
an employee on EAR should be 
forwarded to a law enforcement agency 
for possible prosecution. The HHS-OIG 
website can be searched by the name of 
any individual or entity, and must be 
searched on a monthly basis in order to 
capture exclusions and reinstatements 
that have occurred since the last search. 
Any exclusion information discovered 
must be immediately reported to the 
DEPARMENT or its AUTHORJZED 
AGENTS. A provider must ensure that 
every healthcare practitioner or other 
employee providing a service is 
appropriately licensed, registered, back
ground checked, and/or certified at the 
time the service is provided , as required 
by state law or regulation for the service 
or activity that is provided and is valid in 
the munic ipa lity. All payments made to 
PROVIDERS for services or items 
obtained from excluded parties o r 
provided by insufficiently licensed, 
registered, back-ground checked, or 
certified individuals are overpayments 
subject to recoupment . These serv ices or 
items extend to all methods of 

MAD 335 revised March 2021 

reimbursement, whether payment results 
from itemized claims, cost reports, fee 
schedules, or a prospective payment 
system; payment for administrative and 
management services not directly related 
to patient care, but that are a necessary 
component of providing items and 
services to Medicaid recipients, when 
those payments are reported on a cost 
report or are otherwise payable by the 
Medicaid program; and payments to 
cover an excluded individual ' s salary, 
expenses, or fringe benefits, regardless 
of whether they provide direct patient 
care, when those payments are reported 
on a cost report or are otherwise payable 
by the Medicaid program. ln addition, 
civil monetary penalties may be imposed 
for noncompliance. 42 CFR 1003 
.102(a)(2) . The PROVIDER must also 
check New Mexico Courts 
(http://www.nmcourts.gov/) for records 
of any incidents involving any employee 
at the time of employment and annually 
thereafter. Documentation of the check 
must be maintained in the employee's 
personnel fo Ider. 
1.7. Comply with the disclosure 
requirements specified in 42 CFR, Part 
455 , Subpart 8 , including but not limited 
to disc losure upon req uest of in fo rmation 
regarding ownership and control, 
business transactions and person 
convicted of crimes. This includes 
information about ownership of any 
subcontractor and any significant 
business transactions between the 
provider and subcontractor and/or 

Page 6 
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HUMAN lj1 ERVI CES 

D l r A R. T \t L T 

Name of Entity / Individual 

The Navajo Nation 

provider and any wholly owned supplier. 
The provider agreement will be 
terminated if the PROVIDER fails to 
disclose ownership or control 
information as required by Federal law. 
1.8. Furnish and update complete 
information on the PROVIDER' s 
address, licensing, certification, board 
specialties, corporate names, and parties 
with direct or indirect ownership or 
controlling interest in the entity or in any 
subcontractor in which the entity has a 
direct or indirect ownership interest 
totaling five percent (5%) or more, and 
any relationship (spouse, parent, child, 
or sibling) of these persons to another; 
the name of any other entity in which a 
person with an ownership or controlling 
interest in the disclosing entity also has 
an ownership or controlling interest in ; 
and information on the conviction of 
delineated criminal or civil offenses by 
the PROVIDER or parties with direct or 
indirect ownership or controlling interest 
at least sixty (60) calendar days prior to 
the contemplated change or within ten 
( I 0) calendar days after the conviction. 
Any payment made on the basis of 
erroneous or outdated information is the 
responsibility of the PROVIDER and is 
subject to recoupment, criminal 
investigative costs, and/or civil penalties. 
1.9. Comply with all applicable 
federal, state, and local laws and 
regulations regarding-licensure, 
registration to pay applicable taxes, 
payment of applicable taxes, permit 
requirements, and employee tax filing 
requirements. 
I. 10. Assume sole responsibility for 
all applicable taxes, insurance, licensing, 
and other costs of doing business. 
1.11 . Verify that an individual is 
eligible for a specified health care 
program administered by the 
DEPARTMENT or its AUTHORJZED 
AGENTS . 
1.12. Verify the identity of the 
e li g ibl e recip ie nt o n :i ll o ccas ions prior 
to rendering services. 
1.13. Maintain the confidentiality of 
eligible recipient information and 
records in accordance with applicable 
state and federal laws, including 42 CFR 
431.305 , 8.100.100.13 and .14 NMAC, 

EIN/ SSN 

STATE OF NEW MEXICO 
MEDICAL ASSISTANCE DIVISION 

PROVIDER PARTICIPATION AGREEMENT 

NPI 

86-0092335 1427656065 

and regulations promulgated pursuant to 
the Health Insurance Portability and 
Accountability Act of 1996 (HIPAA), as 
amended. 
I. 14. Meet the Co ntinuing Care 
Obligations of the PROVIDER. In the 
event of termination of this 
AGREEMENT for any reason, the 
PROVIDER shall continue to provide or 
arrange services to eligible recipients, 
including any recipients who become 
eligible during the termination notice 
period , beginning on the effective date of 
termination and continuing until the 
termination or next renewal date of the 
recipient's eligibility, unless the 
DEPARTMENT arranges for the transfer 
of the eligible recipient to another 
Provider and provides written notice to 
the PROVIDER of such transfer prior to 
the termination or next renewal date of 
this AGREEMENT. 

Notwithstanding the foregoing, 
at the direction ofthe DEPARTMENT, 
the PROVIDER may continue to provide 
or arrange services to any eligible 
recipient who cannot be transferred 
within the time period specified above in 
accordance with the legal and 
contractual obligations to: (I) provide 
services under the applicable health care 
program; (2) provide notice of 
termination to eligible recipients ; and (3) 
ensure continuity of care for eligible 
recipients. 

(A) In the event that the 
PROVIDER terminates this 
AGREEMENT on the basis of the 
DEPARTMENT'S failure to make 
timely payments, the PROVIDER shall 
continue to arrange for services to those 
eligible recipients who are hospitalized 
on an inpatient basis or otherwise 
residents of a facility at the time the 
PROVIDER terminates this 
AGREEMENT until eligible recipients 
are discharged from the hospital or other 
facility. The PROVIDER may file a 
c la im w ith the DEPARTl\~ENT or its 
AUTHORIZED AGE TS for such 
services. 

(B) The DEPARTMENT or its 
AUTHORIZED AGENTS will pay the 
PROVIDER for services provided after 
the date of termination of this 

MAD 335 revised March 2021 

APPLICANT INITAL HERE 
CERTIFYING YOU HAVE READ AND 
UNDERSTAND THE INFORMATION ON 
THIS PAGE 

AGREEMENT at the current applicable 
reimbursement rate to eligible providers 
as of the dates of service when the 
services have been authorized by the 
DEPARTMENT or its AUTHORIZED 
AGENTS. 

(C) The PROVIDER agrees that 
the provisions of this section and the 
obligations of the PROVIDER herein 
shall survive termination, and shall be 
construed to be for the benefit of eligible 
recipients. 
1.15. Render covered services to 
eligible recipients in the same scope, 
quality, and manner as provided to the 
general public ; comply with all 
applicable federal and state civil rights 
laws ; and not discriminate on the basis 
of race, color, national origin, sex, 
gender, age, 
ethnicity, religion, sexual orientation, 
sexual preference, health status, 
disability, political belief, or source of 
payment as per 45 CFR 80 .3(a) and (b), 
45 CFR 84.52, and 42 CFR 447.20 or 
other state and federal laws, rules , and 
regulations. 
1. 16. Assume all responsibility for 
any and all claims submitted on behalfof 
the PROVTDER under the 
PROVIDER'S identification number. 
Submission of false or miscoded claims 
or fraudulent representation may subject 
the PROVIDER to termination, criminal 
investigations and charges, and other 
sanctions specified in the HSD/MAD 
Program Policy Manual, and federal and 
state law and regulations. 
1.17. Create, keep and maintain, and 
have readily retrievable, any and all 
original medical or business records as 
necessary to verify the treatment or care 
of any eligible recipient and to fully 
disclose the type and extent of all 
services, goods, and supplies provided to 
eligible recipients as set forth in 42 CFR 
43 I. I 07 for at least six ( 6) years from 
the date of creation or until ongoing 
:iudit s :i re settl ed. whichever is longer. 
The PROVIDER agrees that such 
records shall be made at or near the time 
at which the services, goods, and 
supplies are delivered or rendered. 
Services that have been billed to the 
DEPARTMENT or its AUTHORJZED 

Page 7 
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Name of Entity/ Individual 

The Navajo Nation 

AGENTS which are not substantiated in 
the PROVIDER'S record are subject to 
reco upment, sanction, and/or any o ther 
penalty prov ided for in this 
AGREEMENT . 
1. 18. Upon closure of office or 
facility, inform the DEPARTM ENT or 
its AUTHORIZED AGENTS where 
records perta ining to eligible recipients 
will be located . 
I. 19. Furnish immediately to the 
DEPARTMENT or its AUTHORIZED 
AGENTS, the U.S. Secretary of Health 
and Human Services, or the Medicaid 
Fraud Co ntrol Unit , at no cost, access to 
records in any format requested and any 
information regarding payments claimed 
by the PROVIDER for furnishing 
services to eligible recipients. 
1.20. Permit announced and 
unannounced inspection of facilities or 
the PROVIDER' S offices and other 
locations used in the provision of 
services for billing and to eligible 
recipients by the U.S . Secretary of 
Health and Human Services, the 
Medicaid Fraud Control Unit, and the 
DEPARTMENT and its AUTHORIZED 
AGENTS. Failure to comply with this 
provisio n constitutes a violation of 
federal and state law and may result in 
immediate withholding of any pending 
or future payments. If records are 
requested by mail , the PROVIDER shall 
furnish the records within two (2) to ten 
( I 0) business days of the receipt of the 
req uest or as provided in the request. 
1.2 1. Assist and cooperate in any 
review, inspection or audit conducted in 
co nformity with the terms of this 
AGREEMENT. 
1.22. Accept as payment in full , the 
amount paid by the DEPARTMENT or 
its AUTHORIZED AGENTS for 
services furnish ed to eligible recipients 
in accordance with the reimbursement 
structure in effect for the period during 
which services were provided as per the 
DEPART l\il E IT'S or its 
AUTHORIZED AGENTS 
re imbursement rules. No except ions to, 
or waiver of standard reimbursements 
will be permitted without the express 
written consent of the MAD Director or 
his/her designee. 

EIN/ SSN 

STATE OF NEW MEXICO 
MEDICAL ASSISTANCE DIVISION 

PROVIDER PARTICIPATION AGREEMENT 

NPI 

86-0092335 1427656065 

1.23. Electronic billing of clai ms is 
mandatory unless an exe mption has been 
allowed by the DEPARTME Tor its 
AUTHORIZED AGENTS . Exemptions 
will be g iven o n a case-by-case bas is 
with consideration being g iven to any 
barriers the PROVIDER may face in 
billing electronically, inc luding when 
volumes are so small that developing 
electronic submission capability is 
impractical. The requirement for 
electronic submission of claims does not 
apply to situations for which a paper 
attachment must accompany the claim 
form. 
1.24. Not collect payments from the 
eligible recipient or any financially 
responsible relative or personal 
representative of the eligible recipient 
for services furnished to the eligible 
recipient, except as specifically allowed 
by the DEPARTMENT or its 
AUTHORIZED AGENTS. The 
PROVIDER may not bill or collect 
payments from the eligible recipient or 
their personal representative for any 
claim denied by the DEPARTMENT or 
its AUTHORIZED AGENTS for 
administrative or billing errors on the 
part of the PROVIDER except as 
specifically allowed by the 
DEPARTMENT'S regulations . 
1.25. Seek payment from any other 
payer or insurer befo re seeking payment 
from the DEPARTMENT or its 
AUTHORIZED AGENTS in the event 
the eligible rec ipient is covered by an 
insurance policy or health plan including 
Medicare. Refu nd to the 
DEPARTMENT or its AUTHORIZED 
AGENTS the lesser of the payment 
received from the third party and the 
DEPARTMENT or its AUTHORIZED 
AGENTS. The PROVIDER shall not 
bill the DEPARTMENT or its 
AUTHORJZED AGENTS the difference 
between a "preferred patient care 
agreement" o r "discou nt" arrangement 
:md the PR OV IO F. R"S hi ll ed charge . 
1.26. Not refuse to furnish services to 
an elig ible recipient because ofa third 
party' s potential liability for payment for 
the services, except in instances in which 
an eligible recipient is seek ing services 
from a provider who does not participate 
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in the HMO or other plan network and 
would not be paid for services by the 
HMO o r other plan. 
1.27. Inform the DEPARTM ENT or 
its AUTHORIZED AGENTS 
immediately when an attorney o r other 
party requests information related to the 
services rendered to an e lig ible recipient 
that were paid by the DEPARTMENT or 
its AUTHORIZED AGENTS and upon 
receipt of any knowledge of pending or 
active legal proceedings involving 
eligible recipients. 
1.28 . When furnishing services to 
e lig ible recipients who sustained injury 
in an accident or another action that may 
be subject to a legal proceeding, agree to 
the following : 

(A) The hospital PROVIDER 
must either file a claim with the 
DEPARTMENT or its AUTHORIZED 
AGENTS within the time period 
specified in 8.302.14 NMAC of the date 
of hospital discharge or impose a 
hospital lien on the potential recovery 
from the liable third party. If the 
hospital PROVIDER elects to impose a 
lien, the PROVIDER is prohibited from 
filing a claim with the DEPARTMENT 
or its AUTHORJZED AGENTS for 
payment of any unpaid balance resulting 
from the third party recovery or from 
seeking payment from the eligible 
rec ipient or their personal representative . 

(B) The non-hospital 
PROVIDER must accept the payment 
made by the DEPARTMENT or its 
AUTHORIZED AGENTS as payment in 
full. The non-hospital PROVIDER may 
not seek additional payment for those 
services from the eligible rec ipient or 
their personal representative even if the 
eligible recipient or their personal 
representative subsequently received a 
monetary award or settlement from the 
liable party . 
1.29. When entering into contracts 
with the Medicaid managed care 
o rganizat ion ( lf COs) co nt rac ting ll'ith 
the DEPARTMENT for the provision of 
managed care services to the Medicaid 
population, agree to be paid by the MCO 
at any amount mutually-agreed between 
the provider or provider gro up and the 
MCOs. If the provider or provider group 
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and MCO are unable to agree to terms or 
fail to execute an agreement for any 
reason, the provider or provider group 
shall be obligated to accept the percent 
of the applicable reimbursement rate as 
stated in the MAD Program Policy 
Manual based on the provider type. The 
"applicable reimbursement rate" is 
defined as the rate paid by the 
DEPARTMENT to the PROVIDER 
participating in Medicaid or other 
medical assistance programs 
administered by the DEPARTMENT or 
its AUTHORJZED AGENTS and 
excludes disproportionate share hospital 
and medical education payments. 
1.30. When a Medicaid managed 
care organization (MCO) recoups 
payment from the provider because the 
DEPARTMENT retroactively disenrolls 
a recipient from the MCO, the 
PROVIDER agrees to bill the 
DEPARTMENT or its AUTHORIZED 
AGENTS and accept the applicable 
reimbursement rate as stated in the MAD 
program policy manual, according to the 
provider type . 
1.3 I. For those caregivers whose 
employment or contractual service with 
a care provider includes direct care or 
routine and unsupervised physical or 
financial access to any care recipient 
served by that provider, the caregiver 
and care provider must adhere to 
provisions in the Caregivers Criminal 
History Screening Act (CCHS). 
1.32. Understand and agree to meet 
the requirements concerning enrollment 
and screening, criminal background 
checks, fingerprinting, use of the 
National Provider Identifier, federal 
database checks, site visits, verification 
of provider licenses, and application fees 
as found at 42 CFR 455.400 - 455.470. 

1.33. To understand the appeal rights 
that are given to the PROVIDER as 
provided for in MAD 8.353.2, 
PR OV IDER HEA Ri IG_ MAD 8., 49 '.2 . 
APPEALS and GRIEVANCE 
PROCESS, MAD 8.350.2, 
RECONSIDERATION OF 
UTILIZATION REVIEW DECISIONS, 
MAD 8.350.3, ABSTRACT 
SUBMISSION FOR LEVEL OF CARE 
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DETERMINATIONS, MAD 8.350.4, 
RECONSIDERATION OF AUDIT 
SETTLEMENTS, MAD 8.351.2, 
SANCTIONS AND REM EDI ES, MAD 
8.352.2, RECIPIENT HEARINGS, 
MAD 8.353.2, PROVIDER 
HEARINGS, MAD 8.354.2, PASRR 
AND PATIENT STATUS HEARJNG 
POLICIES, or as amended or their 
successors, of the Medical Assistance 
Division Program Policy Manual. 
1.34. All work associated with the 
Agreements contained herein must be 
performed in the United States of 
America. 

ARTICLE II - OBLIGATION OF 
THE HUMAN SERVICES 
DEPARTMENT 

The DEPARTMENT shalt.-
2. I. Make available on the 
HSD/MAD website, other 
DEPARTMENT websites, or in hard 
copy format information necessary to 
participate in health care programs 
administered by the DEPARTMENT or 
its AUTHORIZED AGENTS, including 
program rules, billing instructions, and 
other pertinent materials. The 
PROVrDER must contact the 
DEPARTMENT or its AUTHORJZED 
AGENTS to request hard copies of any 
program rules, manuals, billing and 
utilization review instructions, and other 
pertinent materials. 
2.2 . Process payments in a manner 
delineated by federal guidelines either 
internally or through a designated fiscal 
agent contractor. Please refer to 
8.302.2.9 NMAC. 
2.3 Reimburse the PROVIDER for 
furnishing covered services or 
procedures to eligible recipients when all 
program rules have been followed by the 
PROVIDER. Reimbursement is based 
on the fee schedule, reimbursement rate, 
or reimbursement methodology in place 
nt the tim e service is fi.1rnished by the 
PROVIDER. No exception to, or waiver 
of, standard reimbursement will be 
permitted without the express written 
consent of the MAD Director or his/her 
designee. 

MAD 335 revised March 2021 

APPLICANT INITAL HERE 
CERTIFYING YOU HAVE READ AND 
UNDERSTAND THE INFORMATION ON 
THIS PAGE 

2.4. Conduct administrative 
investigations and administrative 
proceedings to ensure that the 
PROVIDER complies with the terms of 
this AGREEMENT and federal and state 
law, and regulations pertaining to the 
administration of the health care 
programs administered by the 
DEPARTMENT or its AUTHORIZED 
AGENTS, including the Medicaid 
Provider Act. 

ARTICLE Ill - PATIENT 
SELF-DETERMINATION ACT 

The nursing facility, 
intermediate care facility, hospital, home 
health agency, and hospice PROVIDER 
shall : 
3.1. Furnish written information to 
all adult eligible recipients or their 
personal representatives receiving 
medical care concerning their right to 
make decisions about medical care ; 
accept or refuse medical or surgical 
treatment; and formulate arrangements 
for a living will or durable power of 
attorney. 
3.2 Document in the eligible 
recipient's medical record whether 
he/she has executed an advance directive 
which complies with New Mexico law 
on advance directives . The provision of 
care shall not be based on whether the 
eligible recipient has executed an 
advance directive. 
3.3. Inform each adult eligible 
recipient or personal representative, 
orally and in writing, at the time of 
facility admission or initiation of 
treatment, of the eligible recipient's legal 
rights during his or her facility stay or 
course of treatment. 

ARTICLE IV - SUBMISSION OF 
COST REPORTS 

4.1. The PROVIDER, when 
delin eated by the DEPART\~E 1 IT , hnll 
furnish the DEPARTMENT or its 
AUTHORIZED AGENTS with such 
financial reports, audited or certified cost 
statements, and other substantiating data 
as necessary to establish a basis for 
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reimbursement or as required by 
regulation. 
4.2. Cost statements or other data 
are to be furnished no later than 150 (one 
hundred- fifty) calendar days following 
the closure of the PROVIDER'S fiscal 
accounting period. Failure to comply 
with this provision will result in 
suspension of payment until the required 
statements and other data are provided. 

ARTICLE V -
STATUS OF PROVIDER 

The PROVIDER, its agents, 
and employees are independent 
contractors who perform professional 
services for eligible recipients served 
through health care programs 
administered by the DEPARTMENT or 
its AUTHORJZED AGENTS are not 
employees of the DEPARTMENT or its 
AUTHORIZED AGENTS. The 
PROVIDER shall not purport to bind the 
DEPARTMENT nor the State of New 
Mexico to any obligation not expressly 
authorized herein unless the 
DEPARTMENT has given the 
PROVIDER express written permission 
to do so. 

ARTICLE VI - CHANGE 
IN OWNERSHIP 
6.1 . As soon as possible, but at least 
sixty (60) calendar days prior to a 
change in ownership or status, the 
PROVlDER must notify the 
DEPARTMENT or its AUTHORJZED 
AGENTS of the proposed change in 
ownership. Upon completion of the 
transfer of ownership, this initial 
AGREEMENT is terminated. The new 
owner must complete and receive 
approval ofa new AGREEMENT before 
submitting any claims to the 
DEPARTMENT or its AUTHORJZED 
AGENTS. Any payment made on the 
basis of erroneous or outdated 
information due to the lac k o f notice is 
the responsibility of the PROVIDER and 
is subject to recoupment. 
6.2 . The previous owner shall be 
responsible for any overpayments and is 
entitled to receive payments up to the 
date of ownership transfer, unless 
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otherwise specified in the contract for 
transfer of ownership . 
6.3. The new owner shall furnish to 
the DEPARTMENT or its 
AUTHORJZED AGENTS upon receipt 
of a written request , the contract or other 
applicable documents specifying the 
terms of the change in ownership and 
responsibilities delineated in this 
AGREEMENT. 
6.4. The DEPARTMENT and its 
AUTHORJZED AGENTS reserve the 
right to withhold all pending and other 
claims until the right to payments and/or 
recoupment is determined, unless the 
new owner agrees in writing to be liable 
for any recoupment or overpayment 
amounts . 
6.5. For the PROVIDER who is 
reimbursed on a cost basis and subject to 
cost settlements, the DEPARTMENT or 
its AUTHORJZED AGENTS shall 
impose a lien and/or penalty ofup to ten 
percent ( I 0%) of the purchase price 
against the previous owner until such 
time as the final cost settlement is 
completed and amounts owed, if 
applicable, are remitted to the 
DEPARTMENT, or its AUTHORJZED 
AGENTS. 

ARTICLE VII -TERMINATION OF 
PROVIDER AGREEMENT 

7. I. The PROVIDER status may be 
terminated without cause if the 
PROVIDER or the DEPARTMENT or 
its AUTHORJZED AGENTS give the 
other written notice of termination at 
least sixty (60) calendar days prior to the 
effective date of the termination. 
7.2. The DEPARTMENT or its 
AUTHORJZED AGENTS may 
terminate this AGREEMENT for cause, 
with thirty (30) calendar days notice if 
the PROVIDER, his or her agent, a 
managing employee, or any person 
having an ownership interest equal to 
fi ve pe rcent ('.'%) o r g reater in the hea lth 
care PROVIDER entity: 

(A) Misrepresents, by 
commission or omission, any 
information on the AGREEMENT 
enrollment form. 
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(B) Has previous or current 
exclusion, suspension, termination from, 
or the involuntary withdrawal from 
participation in a health care program 
administered by the DEPARTMENT, 
any other state's Medicaid program, 
Medicare , or any other public or private 
health insurance program. 

(C) Is convicted under federal 
or state law of a criminal offense relating 
to the delivery of the goods, services, or 
supplies, under a health care program 
administered by the DEPARTMENT, 
any other state's Medicaid Program, 
Medicare, or any other public or private 
health insurance program. 

(D) Is convicted under federal 
or state law of a criminal offense relating 
to the neglect or abuse of a patient in 
connection with the delivery of any 
goods, services, or supplies . 

(E) Is convicted under federal 
or state law of a criminal offense relating 
to the unlawful manufacture, 
distribution, prescription or dispensing 
of a controlled substance. 

(F) ls convicted under federal 
or state law of a criminal offense relating 
to fraud , theft , embezzlement, breach of 
fiduciary responsibility, or other 
financial 111 isconduct. 

(G) Is convicted under federal 
or state law of a criminal offense 
punishable by imprisonment of a year or 
more which involved moral turpitude or 
acts against the elderly, children, or 
infirm. 

(H) Is sanctioned pursuant to a 
violation of federal or state laws or rules 
relative to a health care program 
administered by the DEPARTMENT, 
any other state's Medicaid Program, 
Medicare, or any other public health 
insurance program. 

(I) ls convicted under federal or 
state law of a criminal offense in 
connection with the interference or 
obstruction of any 
in \'e st igat io ns int o any crim in n I offe nse 
listed in Paragraphs (C) through (H) of 
this subsection . 

(J) Violates licensing or 
ce1iification conditions or professional 
standards relating to the licensure or 
certification of the PROVIDER or the 
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required quality of goods, services, or 
supplies provided . 

(K) Fail s to pay recovery 
properly assessed or pursuant to an 
approved repayment schedule under a 
health care program administered by the 
DEPARTMENT or its AUTHORIZED 
AGENTS. 
7.3 . The PROVIDER' s status may 
be terminated immediately, without 
notice, in instances in which the health 
and safety of eligible recipients in 
institutions are deemed 
to be in immediate jeopardy; are subject 
to an immediate or serious threat; or 
when it has been demonstrated, on the 
basis of reliable evidence, that the 
PROVIDER has committed fraud, abuse, 
or other illegal or sanctionable action. 
For purposes of this provision, 
institutional providers include nursing 
facilities , intermediate care faci lities for 
the mentally retarded, all residential 
psychiatric treatment facilities, group 
homes, and other facility-based 
residential treatment programs. 
7.4. The DEPARTMENT or its 
AUTHORIZED AGENTS reserve the 
right to terminate this AGREEMENT for 
cause as summarized in this 
AGREEMENT and as delineated in 
Section MAD-8 .351 .2, SANCTIONS 
AND REMEDIES of the Medical 
Assistance Division Program Policy 
Manual, or as amended and/or its 
successor. 
7.5. Immediately upon termination 
for any reason, the PROVIDER shall: 

(A) Comply with all directives 
issued by the DEPARTMENT or its 
AUTHORIZED AGENTS; and 

(B ) Take such action as the 
DEPARTMENT or its AUTHORJZED 
AGENTS shall direct for the protection, 
preservation, retention or transfer of a ll 
prope1iy, included but not limited to all 
recipient records. 

ART ICLE V III - IM POSIT ION O F 
SANCTIONS FOR FRAUD OR 
MISCONDUCT 

8.1. If the PROVIDER obtains an 
excess payment or benefit willfully, by 
means of false statement, representation, 
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concea lment of any material fact , or 
other fraudulent scheme or devise with 
intent to defraud , criminal sentences and 
fines and/or civil monetary penalties 
shall be imposed pursuant to, but not 
limited to , the Medicaid Fraud Act, 
NMSA 1978, 30-44-1 et seq ., 42 USC 
I 320a-7b, and 42 C FR 455.23 . 
8.2 In addition to the above 
criminal and civil penalties, the 
DEPARTMENT or its AUTHORJZED 
AGENTS may impose monetary or non
monetary sanctions, including civil 
monetary penalties for PROVIDER 
misconduct or breach of any of the terms 
ofthis AGREEMENT. 
8.3 Upon written notice to the 
PROVIDER, the DEPARTMENT or its 
AUTHORIZED AGENTS may sanction 
non-performance under this 
AGREEMENT consistent with the 
DEPARTMENT's rules through one or 
more following actions : 

(A) Compensation Reduction. 
As a sanction, the DEPARTMENT or its 
AUTHORJZED AGENTS may recover 
past payments to the PROVIDER and/or 
reduce the compensation of the 
PROVIDER for past fai lure to fully and 
satisfactori ly perform, and for any 
ongoing failure to fully and satisfactorily 
perform this AGREEMENT's 
ob ligations. Imposition of such a 
penalty does not preclude the 
DEPARTMENT or its AUTHORJZED 
AGENTS from recouping or recovering 
payments as specifically provided in any 
other law, regulation or this 
AGREEMENT. 

(B) The amount of the 
compensation paid to the PROVIDER by 
the DEPARTMENT or its 
AUTHORJZED AGENTS for services 
that the PROVIDER did not fully and 
satisfactorily perform in accordance with 
the terms of this AGREEMENT. 
8.4. The DEPARTMENT or its 
AUTHORIZED AGENTS may recover 
funds by red uc ing futu re compens;it ion 
payable by the DEPARTMENT or its 
AUTHORIZED AG ENTS to the 
PROVIDER. 
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ARTICLE IX - EMPLOYEE 
EDUCATION CONCERNING 
FALSE CLAIMS 

9. 1. In accordance with Section 
I 902(a) of the Social Security Act, the 
PROVIDER must: 

(A) Establish written policies 
and rules for all employees, agents, or 
contractors, that provide detailed 
information regarding the New Mexico 
of Medicaid False Claims Act, NMSA 
1978, 27-14-1 , et seq .; and the Federal 
False C laims Act established under 
sections 3 729 through 3733 of title 31 , 
United States Code, administrative 
remedies for false claims and statement 
established under chapter 38 of title 31 , 
United States Code, including but not 
limited to, preventing and detecting 
fraud , waste, and abuse in Federal health 
care programs (as defined in section 
1128B(f) of the Social Security Act) ; 

(B) Include as part of such 
written policies, detailed provisions 
regarding the entity' s policies and 
procedures for detecting and preventing 
fraud , waste and abuse; and 

(C) Include in any employee 
handbook, a specific discussion of the 
laws described in subparagraph (A), the 
rights of employees to be protected as 
whist leblowers, and the PROVIDER's 
rules and procedures for detecting and 
preventing fraud, waste, and abuse. 
9.2 . The DEPARTMENT may, at its 
sole discretion, exempt the PROVIDER 
from the requirements set forth in 9.1 
herein ; however, the DEPARTMENT 
shall not exc lude the PROVIDER, if the 
PROVIDER receives at least 
$5 ,000,000 in annual payments from the 
DEPARTMENT. 
9.3 For the purposes of this Article, 
the following definitions apply: 

(A) An "emp loyee" includes 
any officer or emp loyee of the 
PROVIDER. 

(8) 1\ "contrnctor" o r "agent' ' 
includes any contractor, subcontractor, 
agent or other person which o r who, on 
behalfofthe PROVIDER, furnishes, or 
otherwise authorizes the furnishing of 
Medicaid or other health care program 
items or services, performs billing or 
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coding functions or is involved in 
monitoring of health care provided by 
the PROVIDER. 

ARTICLE X - REFUSAL TO 
EXECUTE AN AGREEMENT 

The DEPARTMENT will not 
execute an AGREEMENT with the 
PROVIDER if the PROVIDER, his/her 
agent, managing employee, or any 
person having an ownership interest 
equal to five percent (5%) or greater in 
the health care PROVIDER commits or 
has committed any of the violations 
listed in Article 7.2. of this 
AGREEMENT or other provisions 
delineated in Section 8.351.2 or as 
amended and/or its successor, 
REMEDIES AND SANCTIONS of the 
Medical Assistance Division Program 
Policy Manual, when such exclusions are 
mandatory under federal or state law. 

ARTICLE XI - RECIPIENT FUND 
ACCOUNT 

Nursing facilities, swing bed 
hospitals, and intermediate care facilities 
for the mentally retarded shall establish 
and maintain an acceptable system of 
accounting for eligible recipients' 
personal funds, in the manner prescribed 
by the DEPARTMENT or its 
AUTHORIZED AGENTS, in those 
cases in which eligible recipients entrust 
their personal funds to the facility . 

ARTICLE XII - PRECONDITION 
FOR PARTICIPATION 

The PROVIDER understands 
that signing this AGREEMENT is a 
precondition for participating in health 
care programs administered by the 
DEPARTMENT or its AUTHORJZED 
AGENTS. The PROVIDER understands 
that the provision of services, billing of 
services. and rece ipt o f payments fo r 
services cannot occur until this 
AGREEMENT is completed by the 
PROVIDER and approved for execution 
by the DEPARTMENT. 

ARTICLE XIII - INSURANCE 
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13.1 Duringthetermofthis 
AGREEMENT, the PROVIDER shall, at 
its sole cost and expense, carry 
comprehensive general liability 
insurance and professional liability 
insurance in amounts and containing 
such provisions from time to time 
deemed adequate by the 
DEPARTMENT or its AUTHORJZED 
AGENTS. Upon request , the 
PROVIDER will provide to the 
DEPARTMENT and its AUTHORIZED 
AGENTS certificates evidencing that the 
insurance required by this Section is in 
effect. The PROVIDER hereby 
authorizes the PROVIDER's insurance 
carrier to notify the DEPARTMENT and 
its AUTHORIZED AGENTS upon 
cancellation or termination of the 
PROVIDER's insurance coverage. The 
PROVIDER will notify the 
DEPARTMENT or its AUTHORIZED 
AGENTS promptly whenever an eligible 
recipient files a claim or notice of intent 
to commence action against the 
PROVIDER. The PROVIDER will 
notify the DEPARTMENT or its 
AUTHORJZED AGENTS not more than 
ten ( I 0) business days after the 
PROVIDER's receipt of notice of any 
reduction or cancellation of the 
insurance coverage required by this 
Section. 
13.2 The DEPARTMENT may, at its 
sole discretion, exempt the PROVIDER 
from the requirements of 13.1 for any 
reason, including but not limited to, the 
inability of the PROVIDER to procure 
such insurance. 

ARTICLE XIV - HEAL TH 
INSURANCE 

14.1 If the PROVIDER has, or 
grows to have, six (6) or more 
employees who work or who are 
expected to work, an average of at least 
twenty ('.~0) hours per week over a six 
(6) month period during the term of this 
AGREEMENT and by signing it, agree 
to comply with these provisions. 

(A) Have in place, and agree to 
maintain for the term of this 
AGREEMENT, health insurance for 
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those employees and offer that health 
insurance to those employees no later 
than July I, 2008, if the expected annual 
value in the aggregate of any and all 
contracts between the PROVIDER and 
the ST ATE exceeds one million 
($1 ,000,000) dollars ; or 

(B) Have in place, and agree to 
maintain for the term of this 
AGREEMENT, health insurance for 
those employees and offer that health 
insurance to those employees no later 
than July I , 2009, ifthe expected annual 
value in the aggregate of any and all 
contracts between the PROVIDER and 
the ST A TE exceeds five-hundred 
thousand ($500,000) dollars; or 

(C) Have in place and agree to 
maintain for the term of this 
AGREEMENT, health insurance for 
those employees and offer that health 
insurance to those employees no later 
than July I, 2010, if the expected annual 
value in the aggregate of any and all 
contracts between the PROVIDER and 
the ST A TE exceeds two-hundred and 
fifty thousand ($250,000) dollars 
14.2 The PROVIDER must agree to 
maintain a record of the number of 
employees who have: 

(A) accepted health insurance 
(B) declined health insurance 

due to other health insurance coverage 
already in place; or 

(C) declined health insurance 
for other reasons. 
These records are subject to review and 
audit by the ST ATE or its 
representative( s ). 
14.3 The PROVIDER must agree to 
advise all employees of the availability 
of STATE publicly financed health care 
coverage programs by providing each 
employee with, at a minimum, the 
following web site link (or its successor) 
for additional information 
http: //www.insurenewmexico .state.nm.u 
~ 

ARTICLE XV - NO WAIVERS 

No terms or provision of this 
AGREEMENT shall be deemed waived 
and no breach excused , unless such 
waiver or consent shall be in writing and 
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executed by the party claiming to have 
waived or consented. 

ARTICLE XVI - APPLICABLE LAW 

This AGREEMENT shall be governed 
by the laws of the State of New Mexico. 
All legal proceedings arising from 
unresolved disputes under this 
AGREEMENT are subject to 
administrative and judicial review as 
provided for in MAD 8.353.2, 
PROVIDER HEARING, MAD 8.349.2, 
APPEALS and GRlEV ANCE 
PROCESS, MAD 8.350.2, 
RECONSIDERATION OF 
UTILIZATION REVIEW DECISIONS, 
MAD 8.350.3, ABSTRACT 
SUBMISSION FOR LEVEL OF CARE 
DETERMINATIONS, MAD 8.350.4, 
RECONSIDERATION OF AUDIT 
SETTLEMENTS, MAD 8.351.2, 
SANCTIONS AND REMEDIES, MAD 
8.352.2, RECCPIENT HEARlNGS, 
MAD 8.353 .2, PROVIDER 
HEARINGS, MAD 8.354.2, PASRR 
AND PATIENT STATUS HEARING 
POLICIES, or as amended or their 
successors, of the Medical Assistance 
Division Program Policy Manual. 

ARTICLE XVII - ASSIGNMENT 

The PROVIDER shall not assign or 
transfer any obligation, duty, or other 
interest in this AGREEMENT, nor 
assign any claim for monies due under 
this AGREEMENT without 
authorization of the DEPARTMENT or 
its AUTHORIZED AGENTS. Any 
assignment or transfer which is not 
authorized by the DEPARTMENT or its 
AUTHORlZED AGENTS shall be void . 

ARTICLE XVIII -
INDEMNIFICATION 

The PR OVIDER , hnll indemni f:. '. 
defend, and ho ld harmless the STATE, 
the DEPARTMENT, its AUTHORIZED 
AGENTS , and employees from any and 
all actions, proceedings, claims, 
demands, costs, damages, and attorney's 
fees, from a ll liabilities or expenses of 

EIN/ SSN 

STATE OF NEW MEXICO 
MEDICAL ASSISTANCE DIVISION 

PROVIDER PARTICIPATION AGREEMENT 

NPI 

86-0092335 1427656065 

any kind from any sources accruing to 
or resulting from the PROVIDER or its 
employees in connection with the 
performance of this AGREEMENT and 
from all claims of any person or entity 
that may be directly or indirectly injured 
or damaged by the PROVIDER or its 
employees in the performance of this 
AGREEMENT. 

ARTICLE IXX - ENTIRE 
AGREEMENT 

This AGREEMENT incorporates all the 
agreements, covenants, and under
standings between the parties hereto 
concerning the subject matter contained 
in this AGREEMENT, and all such 
covenants, agreements, and under
standings have been merged into this 
AGREEMENT. No prior agreement, 
covenants, or understandings, either 
verbal or otherwise, of the parties or 
their agents shall be valid or enforceable 
unless contained in this AGREEMENT. 
This AGREEMENT shall not be altered , 
changed, revised, or amended except by 
written instrument executed by the 
parties in the same manner as in this 
AGREEMENT. Amendments shall 
contain an effective date . Any 
amendments to this AGREEMENT shall 
not be binding upon either party until 
approved in writing by the 
DEPARTMENT or its AUTHORIZED 
AGENTS. 
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Name of Entity/ Individual 
The Navajo Nation 

STATE OF NEW MEXICO 
MEDICAL ASSISTANCE DIVISION 

PROVIDER PARTICIPATION AGREEMENT 

I 
EIN / SSN 

86-0092335 

A) Have you ever had a license revoked , suspended or denied in any s tate? _YES 

B) Have you ever been convicted of any criminal offense? YES 

C) Have you or any ever been excluded or suspended from pa rticipation in 
T itle XVIII (Med ica re) , T itle XIX (Medicaid) or any other health care program? _ YES 

I NPI 

..x__NO 

X NO 

~ NO 

1427656065 

Initial ----
Initial ___ _ 

Initial ___ _ 

If YES to any of the above three questions, attach a brief statement of s ituatio n; date ; city , county and professional association or court 
which handled the matter; any precinct case identifica t ion , and th e adjudication or other resul t. 

New Mexico Medicaid project staff may need to contact you regarding the completion of this form. Please list contact person and 
telephone number. 

Whoever knowingly and willfully makes or causes to be made a false statement or representation of this statement, may be prosecuted under 
applicable federal or State laws. In addition, knowingly and willfully failing to fully and accurately disclose the information requested may result in 
denial of a request to participate or, where the entity already participates, a termination of its agreement or contract with the State agency. 

Original signature required. Please use blue ink only. 
INDIVIDUAL PROVIDER: 

I understand that payment of claims will be from federal and state funds and that any falsification or concealment of a material fact may be 
prosecuted under federal and state law. 

Printed Name of Individual Practitioner: ------------------------------------

Signature of Individual Practitioner: Date: __________ _ 

FACILITIES AND NON-PRACTITIONER ORGANIZATIONS: 

I understand that payment of claims will be from federal and state funds and that any falsification or concealment of a material fact may be 
prosecuted under federal and state law. 

Printed Name of Authorized Representative: --=J:...:o..,n'-'-a=th:.=a'"'n'-N:..:..,e,.,,z,.__ ___________________________ _ 

Title t Posit ion: _,N-=-=a'-"v-=a,._jo"'-'N"-=a'-"t'-'io""n'-'--'P-'-'re,:.:S=:id:.:e""n=-=t _______________________ _ 

Address: PO BOX 7440; Window Rock, AZ 86515 

Telephone Number: _,_(=-9=2=-8~}8:..:7....;1,_-..,_7=-0=-0=-0 _________________________ _ 

Signature of Authorized Representative: _______________________ Date:, _________ _ 

FOR STATE PURPOSES ONLY: 

HUMAN SERVICES DEPARTMENT APPROVAL 

n APPROVED n NOT APPROVED 
Reasons Not Approved: 

Dates of Agreement: From : 
Authorized Signature 11 Date 

I I 

MAD 335 revised March 2021 



STATE OF NEW MEXICO EXHIBIT 

l"'ErARTM(l'-f 

MEDICAL ASSISTANCE DIVISION °b 
PROVIDER PARTICIPATION AGREEMENT J A-?-

THI S AGR EEMENT IS FOR GROUPS, ORGANIZATIONS, OR INDIVIDUAL APPLICANTS TO WHOM 
Return completed appl ication to: 

New Mexico Medicaid Proj ect 
PAYMENTS WILL BE MADE. IF THE APPLICANT IS AN INDIVIDUAL APPLYING FOR A PROVIDER NUMBE R Conduent 
ONLY FOR IDEN TI FYING SERVICES BILLED THROUGH A GROUP PRACTICE OR OTHER ORGANIZATION P.O. Box 27460 
AND PAYMENTS WILL BE MADE TO THAT GROUP OR ORGANIZATION, THI S FORM SHOULD NOT BE Albuquerqu e. NM 87125-7460 
USED. USE FORM MAD 312 INSTEAD. 
(1) NM Medicaid Number (if previously assigned) (2) National Provider Identifier (NPI) (3) Primary Taxonomy 

1740400365 Community/Behavioral Health 

(4) Applicant Name (for individuals - must match license name) 
First Name Middle Initial Last Name Professional Title (MD, DDS, etc) 

(5) Business Name (DBA) I (6) Federal Tax (Legal) Name 
Fort Defiance Outpatient Treatment Center The Navajo Nation 

(7) Physical Street Address where services are rendered (PO BOX NOT ACCEPTED) City State Zip Code County 

.5 MILES SW OF THE FD FIELD HOUSE BLDG #6905 Fort Defiance AZ 86504 Apache 

(8) Billing Office Address(MAY BE PO BOX) City State Zip Code 

PO BOX 1490 Fort Defiance AZ 86504 

(9) Mailing Address for official correspondence (MAY BE PO BOX) City State Zip Code 

PO Box 709 Window Rock AZ 86515 
(10) Fax Number (11) Billing Office Phone (12) Location Phone (REQUIRED) 

(928)871-6456 (928)871-6235 (928)729-4012 
(13) Mailing Email Address (14) Billing Office Email Address (15) Location/ Provider Email Address 

mbrandser@navajo-nsn.gov mbrandser@navajo-nsn.gov Window Rock, Arizona 
(16) Business Type • Individual/ sole proprietor • Corporation D Partnersh ip/ Professional Association 

• Limited Liability Company D Non-corpor; te Business Entity / Other Iii Government Entity or Public School 

(17) Provider Type (see (18) Provider (19) License Information (20) (REQUIRED) Individual Provider's 
attached list) Specialty (see Number State Expiration Date Social Security Number Date of Birth 

221 attached list) 

I 100 
(21) NM CRS (Tax & (22) Are NM CRS tax 

I 
(23) Select one: (24) Federal Tax (25) Are federal tax payments 

Revenue) Number (If payments current? If not, D for profit Number/ FEIN (attach current? If not, attach an explanation. 
services are provided in attach an explanation. 

I 
lil 

IRS letter) Iii YES 
NM) ~ YES not-for -profit (attach 86-0092335 

• NO 
501(c)3) • NO 

(26) DEA Number (attach copy) 

I 
(27) CLIA Number (attach copy) (28) NCPDP/NABP Number (pharmacies only) 

(29) IHS Certified or Tribal 638 Contracted Program? 

Iii YES • NO (If YES, attach copy of certification or contract) 

(30) Title XVIII Medicare Certified? (31) Fiscal Year End Month 

• YES Iii NO (If YES, attach copy of letter) December 
(32) JCAHO Certified? 

• YES Iii NO (If YES, attach copy of letter) 

(33) Other Certification? YES 0 NO liJ (If YES, attach copy of letter) Certified by: 

(34) To be completed by physicians (provider type 301 or 302) only : (If Certified, attach copy of certificate; if Not Certified or if Eligible for 
Certification, attach proof of residency completion/ training in your specialty area) 

• • • Board certified in the provider specialty listed in box 18? Certified Eligible for certification Not certified 
(35) Identify indiv iduals who will be providing services for which payments will be made to your group or organization: (Please attach separate page if 
additional space is needed) 

Individual's Name, Title Prov. Specialty NM Medicaid Prov. No. NPI 
Type 

(36) If services have already been rendered to a NM Medicaid recipient, please enter Date of Service and attach copy of claim: 

DOS: 

Page 1 
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CERTIFYING THE INFORMATION 
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STATE OF NEW MEXICO 
MEDICAL ASSISTANCE DIVISION 

PROVIDER PARTICIPATION AGREEMENT 

(37) To be completed by out-of-state providers only: 
Home State Medicaid Provider Number: 

Name of Entity/ Individual 
The Navajo Nation 

EIN / SSN NPI 
86-0092335 1740400365 

Question 1 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? If yes, give the name(s) of person(s) and description(s) of offense(s). Please 
use additional pages if necessary: 

Name Social 
Security 
Number 

Date of 
Birth 

APPLICANT INITIAL HERE ___ _ 
CERTIFYING THE INFORMATION 

Description 

YES • 
NO Iii 

Page 2 
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STATE OF NEW MEXICO 
MEDICAL ASSISTANCE DIVISION 

PROVIDER PARTICIPATION AGREEMENT 

Name of Entity/ Individual EIN / SSN NPI 
1740400365 

A. 

The Navajo Nation 86-0092335 

3. Provide the name and address of each person (individual or corporation) with an ownership or control interest in the provider or in 
any subcontractor in which the provider has direct or indirect ownership of five percent or more. Please use additional pages if 
necessary: 

NAME ADDRESS SOCIAL SECURITY 
NUMBER (IF 

INDIVIDUAL) OR TAX ID 
IF NOT AN INDIVIDUAL 

DA TE OF BIRTH 
(FOR INDIVIDUALS) 

The Navajo Nation PO Box 7440 

B. 

C. 

D. 

E. 

4. 

Window Rock, Arizona 
86515 

Is any person named in question #3 related to another as spouse, parent, child, or sibling? If yes, give the name(s) 
of person(s) and relationship(s). Please use additional pages if necessary. NOTE: Designate relationship to each 
person listed in question #3 by using A., B., C., etc. 

NAME RELATIONSHIP 

APPLICANT INITIAL HERE ___ _ 
CERTIFYING THE INFORMATION 

YES 

NO 

ON THIS PAGE IS TRUE AND CORRECT MAD 335 revised March 2021 

a 
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Name of Entity/ Individual EIN / SSN 
The Navajo Nation 86-0092335 

5. Does any person (individual or corporation) named in question #3 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 Social Security Act?] (This includes participation in any federal, state, or jointly funded healthcare 
programs such as Medicaid; Medicare Part A; Medicare Part B ; Medicare Part C; Medicare Part D; CHAMPUS ; and 
programs established under parts XIX, XX, and XXI of the Social Security Act.) If yes, give the name(s) , Medicaid 
provider identification number(s) and address(es) of the Medicaid provider or entity . Please use additional pages if 
necessary: 

NAME ADDRESS 

APPLICANT INITIAL HERE 
CERTIFYING THE INFORMA_T_I_O_N __ 

NPI 
1740400365 

YES a 
NO a 

MEDICAID PROVIDER 
NUMBER 

Page 5 
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Name of Entity/ Individual 

The Navajo Nation 
EIN / SSN 

STATE OF NEW MEXICO 
MEDICAL ASSISTANCE DIVISION 

PROVIDER PARTICIPATION AGREEMENT 

NPI 

86-0092335 1740400365 APPLICANT INITAL HERE 
CERTIFYING YOU HAVE READ AND 
UNDERSTAND THE INFORMATION ON 
THIS PAGE 

This AGREEMENT, between the State of New Mexico (STATE), herein referred to as "the STATE," the 
New Mexico Human Services Department (HSD), herein referred to as "the DEPARTMENT" and the 
applicant as provider, herein referred to as "the PROVIDER", specifies the terms and conditions for 
providing health care services to eligible recipients of Medicaid, other medical assistance programs, and 
other health care programs administered by the Department and other departments of the State of New 
Mexico for which the Department is authorized to make payment to the PROVIDER. Administration of 
health care programs including, but not limited to, service authorizations, billing instructions and 
payment, may be performed by the DEPARTMENT and its agents including other departments and 
agencies of the State of New Mexico and their contractors, as authorized by joint power of agreements, 
contracts, or other binding agreements, herein referred to as its "AUTHORIZED AGENTS". This 
AGREEMENT shall be effective when completed in full with all required documentation attached and 
when signed by the PROVIDER and the Human Services Department Medical Assistance Division 
(HSD/MAD) or its designees and shall remain in effect until terminated pursuant to the terms set forth 
below. 

ARTICLE I -OBLIGATIONS OF 
THE PROVIDER 

The PROVIDER shall.· 
1.1 . Abide by all federal , state, and 
local laws, rules and regulations, 
including but not limited to , those laws, 
regulations, and rules applicable to 
providers of services under Title XIX 
(Medicaid) and Title XX! (SCHIP) of 
the Social Security Act and other health 
care programs administered by the 
DEPARTMENT and its AUTHORIZED 
AGENTS . 
1.2. Furnish services, bill for 
services, and receive payment for 
services only upon approval of this 
AGREEMENT by the HSD /MAD 
Director or his/her designees or its 
AUTHORIZED AGENTS. 
1. 3. Be responsible for the accuracy 
and va lidity of all claims for which 
reimbursement is sought by causing 
claims to be manually or electronically 
submitted to the DEPARTMENT or its 
AUTHORIZED AGENTS . 
1.4. Comply with all instructions, 
directives, billing, reimbursement, audit, 
recoupment, and withholding provisions 
made available by the DEPARTMENT 
and il s AUTHORI ZED AGE TS . 
1.5. Obtain, maintain , and keep 
updated program rules and instructions 
on billing and utilization review and 
other pertinent material made available 

by the DEPARTMENT and its 
AUTHORIZED AGENTS. 

1.6. Not employ or enter into contract 
with excluded individuals or entities, as 
identified by the Health and Human 
Services Office oflnspector General ' s 
(HHS-OIG) List of Excluded 
Individuals/entities (LEIE), the Medicare 
Exclusion Database (MED), System for 
Award Management (SAM), Excluded 
Parties List System (EPLS) or a state' s 
Employee Abuse Registry (EAR) or 
equivalent. All findings of placement of 
an employee on EAR should be 
forwarded to a law enforcement agency 
for possible prosecution. The HHS-OIG 
website can be searched by the name of 
any individual or entity, and must be 
searched on a monthly basis in order to 
capture exclusions and reinstatements 
that have occurred since the last search. 
Any exclusion information discovered 
must be immediately reported to the 
DEPARMENT or its AUTHORJZED 
AGENTS. A provider must ensure that 
every healthcare practitioner or other 
employee providing a service is 
appropriately licensed, registered, back
ground checked, and/or certified at the 
time the service is provided , as required 
by state law or regulation for the service 
or activity that is provided and is valid in 
the municipa lity. A II pay ments made to 
PROVIDERS for services or it ems 
obtained from excluded parties or 
provided by insufficiently licensed, 
registered, back-ground checked, or 
certified individuals are overpayments 
subject to recoupment. These services or 
items extend to all methods of 

MAD 335 revised March 2021 

reimbursement, whether payment results 
from itemized claims, cost reports , fee 
schedules, or a prospective payment 
system; payment for administrative and 
management services not directly related 
to patient care, but that are a necessary 
component of providing items and 
services to Medicaid recipients, when 
those payments are reported on a cost 
report or are otherwise payable by the 
Medicaid program; and payments to 
cover an excluded individual ' s salary, 
expenses, or fringe benefits, regardless 
of whether they provide direct patient 
care, when those payments are reported 
on a cost report or are otherwise payable 
by the Medicaid program. In addition, 
civil monetary penalties may be imposed 
for noncompliance. 42 CFR I 003 
. 102(a)(2). The PROVIDER must also 
check New Mexico Courts 
(http ://www.nmcourts.gov/) for records 
of any incidents involving any employee 
at the time of employment and annually 
thereafter. Documentation of the check 
must be maintained in the employee ' s 
personnel fo Ider. 
1.7. Comply with the disclosure 
requirements specified in 42 CFR, Part 
455 , Subpart B, including but not limited 
to disc losure upon request of info rmation 
regarding ownership and control, 
business transactions and person 
convicted of crimes. This includes 
information about ownership of any 
subcontractor and any significant 
business transactions between the 
provider and subcontractor and/or 

Page 6 
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Name of Entity/ Individual 

The Navajo Nation 

provider and any wholly owned supplier. 
The provider agreement will be 
terminated if the PROVIDER fails to 
disclose ownership or control 
information as required by Federal law. 
1.8. Furnish and update complete 
information o n the PROVIDER' s 
address, licens ing, certification, board 
specialties, corporate names, and parties 
with direct or indirect ownership or 
controlling interest in the entity or in any 
subcontractor in which the entity has a 
direct or indirect ownership interest 
totaling five percent (5%) or more, and 
any relationship (spouse, parent, child , 
or sibling) of these persons to another; 
the name of any other entity in which a 
person with an ownership or controlling 
interest in the disclosing entity also has 
an ownership or controlling interest in ; 
and information on the conviction of 
delineated criminal or civil offenses by 
the PROVIDER or parties with direct or 
indirect ownership or controlling interest 
at least sixty (60) calendar days prior to 
the contemplated change or within ten 
( I 0) calendar days after the conviction. 
Any payment made on the basis of 
erroneous or outdated information is the 
responsibility of the PROVIDER and is 
subject to recoupment, criminal 
investigative costs, and/or civil penalties . 
1.9. Comply with all applicable 
federal , state, and local laws and 
regulations regarding-licensure, 
registration to pay applicable taxes, 
payment of applicable taxes, permit 
requirements, and employee tax filing 
requirements. 
1. 10. Assume so le responsibility for 
all applicable taxes, insurance, licensing, 
and other costs of doing business. 
1. 11 . Verify that an individual is 
eligible for a specified health care 
program administered by the 
DEPARTMENT or its AUTHORJZED 
AGENTS. 
1.12 . Verify the identity of the 
e lig ible rec ipient 0 11 a ll occasio ns prior 
to rendering serv ices. 
1. 13. Maintain the confidentiality of 
eligible recipient information and 
records in accordance with applicable 
state and federal laws, including 42 CFR 
431.305, 8.100.100.13 and .14 NMAC, 

EIN ISSN 

STATE OF NEW MEXICO 
MEDICAL ASSISTANCE DIVISION 

PROVIDER PARTICIPATION AGREEMENT 

NPI 

86-0092335 1740400365 

and regulations promulgated pursuant to 
the Health Insurance Portability and 
Accountability Act of 1996 (HIPAA), as 
amended. 
I. 14. Meet the Continuing Care 
Obligations of the PROVIDER. In the 
event of termination of this 
AGREEMENT for any reason, the 
PROVIDER shall continue to provide or 
arrange services to eligible recipients, 
including any recipients who become 
eligible during the termination notice 
period , beginning on the effective date of 
termination and continuing until the 
termination or next renewal date of the 
recipient's eligibility, unless the 
DEPARTMENT arranges for the transfer 
of the eligible recipient to another 
Provider and provides written notice to 
the PROVIDER of such transfer prior to 
the termination or next renewal date of 
this AGREEMENT. 

Notwithstanding the foregoing, 
at the direction ofthe DEPARTMENT, 
the PROVIDER may continue to provide 
or arrange services to any eligible 
recipient who cannot be transferred 
within the time period specified above in 
accordance with the legal and 
contractual obligations to : (I) provide 
services under the applicable health care 
program; (2) provide notice of 
termination to eligible recipients; and (3) 
ensure continuity of care for eligible 
recipients. 

(A) In the event that the 
PROVIDER terminates this 
AGREEMENT on the basis of the 
DEPARTMENT'S failure to make 
timely payments, the PROVIDER shall 
continue to arrange for services to those 
eligible recipients who are hospitalized 
on an inpatient bas is or otherwise 
residents of a facility at the time the 
PROVIDER terminates this 
AGREEMENT until e ligible recipients 
are discharged from the hospital or other 
facility. The PROVIDER may file a 
c laim wi th the DEP:\RTVIENT or its 
AUTHORIZED AGE TS for such 
services. 

(8) The DEPARTMENT or its 
AUTHORIZED AGENTS will pay the 
PROVIDER for services provided after 
the date of termination of this 
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APPLICANT INITAL HERE 
CERTIFYING YOU HAVE READ AND 
UNDERSTAND THE INFORMATION ON 
THIS PAGE 

AGREEMENT at the current applicable 
re imbursement rate to eligible providers 
as of the dates of service when the 
services have been authorized by the 
DEPARTMENT or its AUTHORJZED 
AGENTS. 

(C) The PROVIDER agrees that 
the provis io ns of this section and the 
obligations of the PROVIDER herein 
shall survive termination, and shall be 
construed to be for the benefit of eligible 
recipients. 
1.15 . Render covered services to 
eligible recipients in the same scope, 
quality, and manner as provided to the 
general public; comply with all 
applicable federal and state civil rights 
laws; and not discriminate on the basis 
of race, color, national origin, sex, 
gender, age, 
ethnicity, religion, sexual orientation, 
sexual preference, health status, 
disability, political belief, or source of 
payment as per 45 CFR 80 .3(a) and (b), 
45 CFR 84.52, and 42 CFR 447 .20 or 
other state and federal laws, rules, and 
regulations. 
1. 16. Assume all responsibility for 
any and all claims submitted on behalfof 
the PROVIDER under the 
PROVIDER' S identification number. 
Submission of false or miscoded claims 
or fraudulent representation may subject 
the PROVIDER to termination, criminal 
investigations and charges, and other 
sanctions specified in the HSD/MAD 
Program Policy Manual, and federal and 
state law and regulations. 
1.17. Create, keep and maintain, and 
have readily retrievable, any and a ll 
o rigina l medical or bus iness records as 
necessary to verify the treatment or care 
of any eligible recipient and to fully 
disclose the type and extent of all 
services, goods, and supplies provided to 
e lig ible recipients as set forth in 42 CFR 
431 . 107 for at least six (6) years from 
the date of creation or until ongoing 
:1 11 dit s :i re ~ett led. wh icheve r is longer . 
The PROVIDER agrees that such 
reco rds shall be made at or near the time 
at which the services, goods, and 
supplies are delivered or rendered . 
Services that have been billed to the 
DEPARTMENT or its AUTHORIZED 
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Name of Entity/ Individual 

The Navajo Nation 

AGENTS which are not substantiated in 
the PROVIDER' S record are subject to 
recoupment, sanction, and/or any other 
penalty provided for in this 
AGREEMENT. 
1.18. Upon closure ofoffice or 
facility , inform the DEPARTMENT or 
its AUTHORJZED AGENTS where 
records pertaining to eligible recipients 
will be located . 
1. 19. Furnish immediately to the 
DEPARTMENT or its AUTHORIZED 
AGENTS, the U .S. Secretary of Health 
and Human Services, or the Medicaid 
Fraud Control Unit, at no cost, access to 
records in any format requested and any 
information regarding payments claimed 
by the PROVIDER for furnishing 
services to eligible recipients. 
1.20. Permit announced and 
unannounced inspection of facilities or 
the PROVIDER' S offices and other 
locations used in the provision of 
services for billing and to eligible 
recipients by the U.S. Secretary of 
Health and Human Services, the 
Medicaid Fraud Control Unit, and the 
DEPARTMENT and its AUTHORIZED 
AGENTS. Failure to comply with this 
provision constitutes a violation of 
federal and state law and may result in 
immediate withholding of any pending 
or future payments. Ifrecords are 
requested by mail , the PROVIDER shall 
furnish the records within two (2) to ten 
( I 0) business days of the receipt of the 
request or as provided in the request . 
1.21 . Assist and cooperate in any 
review, inspection or audit conducted in 
conformity with the terms of this 
AGREEMENT. 
1.22. Accept as payment in full , the 
amount paid by the DEPARTMENT or 
its AUTHORIZED AGENTS for 
services furnished to eligible recipients 
in accordance with the reimbursement 
structure in effect for the period during 
which services were provided as per the 
Df: P L\RTl'v!F.NT' S o r its 
AUTHORJZED AGENTS 
reimbursement rules. No exceptions to, 
or waiver of standard reimbursements 
will be permitted without the express 
written consent of the MAD Director or 
his/her designee. 

EIN/ SSN 

STATE OF NEW MEXICO 
MEDICAL ASSISTANCE DIVISION 

PROVIDER PARTICIPATION AGREEMENT 

NPI 

86-0092335 1740400365 

1.23. Electronic billing of claims is 
mandatory unless an exemption has been 
allowed by the DEPARTM E Tor its 
AUTHORIZED AGENTS. Exemptions 
will be given on a case-by-case basis 
with consideration being given to any 
barriers the PROVIDER may face in 
billing electronically, including when 
volumes are so small that developing 
electronic submission capability is 
impractical. The requirement for 
electronic submission of claims does not 
apply to situations for which a paper 
attachment must accompany the claim 
form. 
1.24. Not collect payments from the 
eligible recipient or any financially 
responsible relative or personal 
representative of the eligible recipient 
for services furnished to the eligible 
recipient , except as specifically allowed 
by the DEPARTMENT or its 
AUTHORJZED AGENTS . The 
PROVIDER may not bill or collect 
payments from the eligible recipient or 
their personal representative for any 
claim denied by the DEPARTMENT or 
its AUTHORJZED AGENTS for 
administrative or billing errors on the 
part of the PROVIDER except as 
specifically allowed by the 
DEPARTMENT'S regulations. 
1.25. Seek payment from any other 
payer or insurer before seeking payment 
from the DEPARTMENT or its 
AUTHORIZED AGENTS in the event 
the eligible recipient is covered by an 
insurance policy or health plan including 
Medicare. Refund to the 
DEPARTMENT or its AUTHORIZED 
AGENTS the lesser of the payment 
received from the third party and the 
DEPARTMENT or its AUTHORIZED 
AGENTS. The PROVIDER shall not 
bill the DEPARTMENT or its 
AUTHORJZED AGENTS the difference 
between a "preferred patient care 
agreement" or "discount" arrangement 
:i nd the PROV IDE R ·s bill ed charge. 
1.26. Not refi.1se to furnish services to 
an eligible recipient because of a third 
party's potential liability for payment for 
the services, except in instances in which 
an eligible recipient is seeking services 
from a provider who does not participate 
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in the HMO or other plan network and 
would not be paid for services by the 
HMO or other plan. 
1.27. Inform the DEPARTMENT or 
its AUTHORIZED AGENTS 
immediately when an attorney or other 
party requests information related to the 
services rendered to an eligible recipient 
that were paid by the DEPARTMENT or 
its AUTHORIZED AGENTS and upon 
receipt of any knowledge of pending or 
active legal proceedings involving 
eligible recipients. 
1.28. When furnishing services to 
eligible recipients who sustained injury 
in an accident or another action that may 
be subject to a legal proceeding, agree to 
the following: 

(A) The hospital PROVIDER 
must either file a claim with the 
DEPARTMENT or its AUTHORJZED 
AGENTS within the time period 
specified in 8.302.14 NMAC of the date 
of hospital discharge or impose a 
hospital lien on the potential recovery 
from the liable third party. If the 
hospital PROVIDER elects to impose a 
lien, the PROVIDER is prohibited from 
filing a claim with the DEPARTMENT 
or its AUTHORIZED AGENTS for 
payment of any unpaid balance resulting 
from the third party recovery or from 
seeking payment from the eligible 
recipient or their personal representative. 

(8) The non-hospital 
PROVIDER must accept the payment 
made by the DEPARTMENT or its 
AUTHORIZED AGENTS as payment in 
full. The non-hospital PROVIDER may 
not seek additional payment for those 
services from the eligible recipient or 
their personal representative even if the 
eligible recipient or their personal 
representative subsequently received a 
monetary award or settlement from the 
liable party. 
1.29. When entering into contracts 
with the Medicaid managed care 
o r;anizatio n (MCO,) co ntr::ict ing with 
the DEPARTMENT for the provision of 
managed care services to the Medicaid 
population, agree to be paid by the MCO 
at any amount mutually-agreed between 
the provider or provider group and the 
MCOs. If the provider or provider group 
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and MCO are unable to agree to terms or 
fail to execute an agreement for any 
reason, the provider or provider group 
shall be obligated to accept the percent 
of the applicable reimbursement rate as 
stated in the MAD Program Policy 
Manual based on the provider type. The 
"applicable reimbursement rate" is 
defined as the rate paid by the 
DEPARTMENT to the PROVIDER 
participating in Medicaid or other 
medical assistance programs 
administered by the DEPARTMENT or 
its AUTHORIZED AGENTS and 
excludes disproportionate share hospital 
and medical education payments. 
1.30. When a Medicaid managed 
care organization (MCO) recoups 
payment from the provider because the 
DEPARTMENT retroactively disenrolls 
a recipient from the MCO, the 
PROVIDER agrees to bill the 
DEPARTMENT or its AUTHOR1ZED 
AGENTS and accept the applicable 
reimbursement rate as stated in the MAD 
program policy manual, according to the 
provider type . 
1.3 I. For those caregivers whose 
employment or contractual service with 
a care provider includes direct care or 
routine and unsupervised physical or 
financial access to any care recipient 
served by that provider, the caregiver 
and care provider must adhere to 
provisions in the Caregivers Criminal 
History Screening Act (CCHS). 
1.32. Understand and agree to meet 
the requirements concerning enrollment 
and screening, criminal background 
checks, fingerprinting, use of the 
National Provider Identifier, federal 
database checks, site visits, verification 
of provider licenses, and application fees 
as found at 42 CFR 455.400 - 455.470 . 

1.33. To understand the appeal rights 
that are given to the PROVIDER as 
provided for in MAD 8.353.2, 
PR OV ID ER HEA RI NG. ~IJ AD 8.349.:2 . 
APPEALS and GR1EV ANCE 
PROCESS, MAD 8.350.2, 
RECONSIDERATION OF 
UTILIZATION REVIEW DECISIONS, 
MAD 8.350.3, ABSTRACT 
SUBMISSION FOR LEVEL OF CARE 
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DETERMINATIONS, MAD 8.350.4, 
RECONSIDERATION OF AUDIT 
SETTLEMENTS, MAD 8.351 .2, 
SANCTIONS AND REMEDI ES, MAD 
8.352.2, RECIPIENT HEARI NGS, 
MAD 8.353.2, PROVIDER 
HEARINGS, MAD 8.354.2, PASRR 
AND PATIENT STATUS HE ARING 
POLICIES, or as amended or their 
successors, of the Medical Assistance 
Division Program Policy Manual. 
1.34. All work associated with the 
Agreements contained herein must be 
performed in the United States of 
America. 

ARTICLE II - OBLIGATION OF 
THE HUMAN SERVICES 
DEPARTMENT 

The DEPA RT1\I/ENT shall. 
2. I. Make available on the 
HSD/MAD website, other 
DEPARTMENT websites, or in hard 
copy format information necessary to 
participate in health care programs 
administered by the DEPARTMENT or 
its AUTHOR1ZED AGENTS, including 
program rules, billing instructions, and 
other pertinent materials. The 
PROVIDER must contact the 
DEPARTMENT or its AUTHOR1ZED 
AGENTS to request hard copies of any 
program rules, manuals, billing and 
utilization review instructions, and other 
pertinent materials. 
2.2. Process payments in a manner 
delineated by federal guidelines either 
internally or through a designated fiscal 
agent contractor. Please refer to 
8.302.2 .9 NMAC. 
2.3 Reimburse the PROVIDER for 
furnishing covered services or 
procedures to eligible recipients when all 
program rules have been followed by the 
PROVIDER. Reimbursement is based 
on the fee schedule, reimbursement rate, 
or reimbursement methodology in place 
at the tim e service is furni shed bv the 
PROVIDER. No exception to, or waiver 
of, standard reimbursement will be 
permitted without the express written 
consent of the MAD Director or his/her 
designee. 
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2.4 . Conduct administrative 
investigations and administrative 
proceedings to ensure that the 
PROVIDER complies with the terms of 
this AGREEMENT and federal and state 
law, and regulations pertaining to the 
administration of the health care 
programs administered by the 
DEPARTMENT or its AUTHORIZED 
AGENTS, including the Medicaid 
Provider Act. 

ARTICLE Ill - PATIENT 
SELF-DETERMINATION ACT 

The nursing facility, 
intermediate care facility, hospital, home 
health agency, and hospice PROVIDER 
shall : 
3. 1. Furnish written information to 
all adult eligible recipients or their 
personal representatives receiving 
medical care concerning their right to 
make decisions about medical care ; 
accept or refuse medical or surgical 
treatment; and formulate arrangements 
for a living will or durable power of 
attorney. 
3.2 Document in the eligible 
recipient's medical record whether 
he/she has executed an advance directive 
which complies with New Mexico law 
on advance directives . The provision of 
care shall not be based on whether the 
eligible recipient has executed an 
advance directive. 
3.3. Inform each adult eligible 
recipient or personal representative, 
orally and in writing, at the time of 
facility admission or initiation of 
treatment, of the eligible recipient's legal 
rights during his or her facility stay or 
course of treatment. 

ARTICLE IV - SUBMISSION OF 
COST REPORTS 

4. 1. The PROVIDER, when 
de lin eated bv the DEPA RT:VIE IT sha ll 
furnish the DEPARTMENT or its 
AUTHOR1ZED AGENTS with such 
financial reports, audited or certified cost 
statements, and other substantiating data 
as necessary to establish a basis for 
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re imbursement or as required by 
regulation . 
4.2. Cost statements or other data 
are to be furnished no later than 150 (one 
hundred- fifty) calendar days following 
the closure of the PROVIDER'S fiscal 
accounting period. Failure to comply 
with this provision will result in 
suspension of payment until the required 
statements and other data are provided . 

ARTICLE V-
STATUS OF PROVIDER 

The PROVIDER, its agents, 
and employees are independent 
contractors who perform professional 
services for eligible recipients served 
through health care programs 
administered by the DEPARTMENT or 
its AUTHORIZED AGENTS are not 
employees of the DEPARTMENT or its 
AUTHORIZED AGENTS . The 
PROVIDER shall not purport to bind the 
DEPARTMENT nor the State of New 
Mexico to any obligation not expressly 
authorized herein unless the 
DEPARTMENT has given the 
PROVIDER express written permission 
to do so. 

ARTICLE VI - CHANGE 
IN OWNERSHIP 
6. I. As soon as possible, but at least 
sixty (60) calendar days prior to a 
change in ownership or status, the 
PROVIDER must notify the 
DEPARTMENT or its AUTHORIZED 
AGENTS of the proposed change in 
ownership. Upon completion of the 
transfer ofownership, this initial 
AGREEMENT is terminated . The new 
owner must complete and receive 
approval ofa new AGREEMENT before 
submitting any claims to the 
DEPARTMENT or its AUTHORIZED 
AGENTS. Any payment made on the 
basis of erroneous or outdated 
inrormatio n due to the lack of notice is 
the responsibility of the PROVIDER and 
is subject to recoupment. 
6.2. The previous owner shall be 
responsible for any overpayments and is 
entitled to receive payments up to the 
date of ownership transfer, unless 
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otherwise specified in the contract for 
transfer of ownership. 
6.3. The new owner sha ll furnish to 
the DEPARTM ENT o r its 
AUTHORIZED AGENTS upo n receipt 
of a written request , the co ntract or other 
applicable docume nts spec ify ing the 
terms of the change in ownership and 
responsibilities de lineated in thi s 
AGREEMENT. 
6.4. The DEPARTME NT and its 
AUTHORIZED AGENTS reserve the 
right to withhold all pending and other 
claims until the right to payments and/or 
recoupment is determined, unless the 
new owner agrees in writing to be liable 
for any recoupment or overpayment 
amounts. 
6.5. For the PROVIDER who is 
reimbursed on a cost bas is and subject to 
cost settlements, the DEPARTMENT or 
its AUTHORIZED AGENTS shall 
impose a lien and/or penalty of up to ten 
percent ( I 0%) of the purchase price 
against the previous owner until such 
time as the final cost settlement is 
completed and amounts owed, if 
applicable, are remitted to the 
DEPARTMENT, or its AUTHORIZED 
AGENTS. 

ARTICLE VII -TERMINATION OF 
PROVIDER AGREEMENT 

7.1 . The PROVIDER status may be 
terminated without cause if the 
PROVIDER or the DEPARTMENT or 
its AUTHORIZED AGENTS give the 
other written notice of termination at 
least sixty (60) calendar days prior to the 
effective date of the termination. 
7.2. The DEPARTMENT or its 
AUTHORIZED AGENTS may 
terminate this AGREEMENT for cause, 
with thirty (30) calendar days notice if 
the PROVLDER, his or her agent, a 
managing employee, or any person 
having an ownership interest equal to 
fi ve percent (5%) o r greater in the hea lth 
care PROVIDER entity: 

(A) Misrepresents, by 
commission or omission, any 
information on the AGREEMENT 
enrollment form. 
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(8) Has previo us or current 
exclusion, suspension, termination fi-om, 
or the involuntary withdrawal fi-om 
participation in a hea lth care program 
ad ministered by the DEPARTMENT, 
any other state's Medicaid prog ram, 
Medicare, or any other public or private 
hea lth insurance program. 

(C) ls convicted under federal 
or state law of a criminal offense relating 
to the delivery of the goods, services, or 
supplies, under a health care program 
administered by the DEPARTMENT, 
any other state's Medicaid Program, 
Medicare, or any other public or private 
health insurance program. 

( D) Is convicted under federal 
or state law of a criminal offense relating 
to the neglect or abuse of a patient in 
connection with the delivery of any 
goods, services, or supplies. 

(E) Is convicted under federal 
or state law of a criminal offense relating 
to the unlawfu I manufacture, 
distribution, prescription or dispensing 
of a controlled substance. 

(F) Is convicted under federal 
or state law of a criminal offense relating 
to fraud , theft , embezzlement, breach of 
fiduciary responsibility, or other 
financial misconduct. 

(G) Is convicted under federal 
or state law of a criminal offense 
punisha ble by imprisonment of a year or 
more which involved moral turpitude or 
acts against the elderly, children, or 
infirm. 

(H) ls sanctioned pursuant to a 
violation of federal or state laws or rules 
relative to a health care program 
ad ministered by the DEPARTM ENT, 
any other state's Medicaid Program, 
Medicare, or any other public health 
insurance program. 

(I) Is convicted under federal or 
state law of a criminal offense in 
connection with the interference o r 
obstruction of any 
in ves t igatio ns into :rn y cri min :i l ffcn ~c 
listed in Paragraphs (C) through (H) of 
this subsect ion . 

(J) Violates licensing or 
certification conditions or profess ional 
standards relating to the licensure or 
certification of the PROVIDER or the 
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required quality of goods, services , or 
supplies provided. 

(K) Fails to pay recovery 
properly assessed or pursuant to an 
approved repayment schedule under a 
health care program administered by the 
DEPARTMENT or its AUTHORIZED 
AGENTS . 
7.3. The PROVIDER's status may 
be terminated immediately, without 
notice, in instances in which the health 
and safety of eligible recipients in 
institutions are deemed 
to be in immediate jeopardy; are subject 
to an immediate or serious threat; or 
when it has been demonstrated, on the 
basis ofreliable evidence, that the 
PROVIDER has committed fraud , abuse, 
or other illegal or sanctionable action. 
For purposes of this provision, 
institutional providers include nursing 
facilities , intermediate care facilities for 
the mentally retarded, all residential 
psychiatric treatment facilities , group 
homes, and other facility-based 
residential treatment programs. 
7.4. The DEPARTMENT or its 
AUTHORIZED AGENTS reserve the 
right to terminate this AGREEMENT for 
cause as summarized in this 
AGREEMENT and as delineated in 
Section MAD-8.351.2, SANCTIONS 
AND REMEDIES of the Medical 
Assistance Division Program Policy 
Manual, or as amended and/or its 
successor. 
7.5. Immediately upon termination 
for any reason, the PROVIDER shall: 

(A) Comply with all directives 
issued by the DEPARTMENT or its 
AUTHORIZED AGENTS; and 

(B) Take such action as the 
DEPARTMENT or its AUTHORIZED 
AGENTS shall direct for the protection, 
preservation, retention or transfer of all 
property, included but not limited to all 
recipient records. 

ARTICLE VIII - IMPOSITI O N OF 
SANCTIONS FOR FRAUD OR 
MISCONDUCT 

8.1. If the PROVIDER obtains an 
excess payment or benefit willfully, by 
means of false statement, representation, 
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concealment of any material fact , or 
other fraudulent scheme or devise with 
intent to defraud , criminal sentences and 
fines and/or civil monetary penalties 
shall be imposed pursuant to, but not 
limited to , the Medicaid Fraud Act, 
NMSA 1978, 30-44-1 et seq ., 42 USC 
I 320a-7b, and 42 CFR 455.23. 
8.2 In addition to the above 
criminal and civil penalties, the 
DEPARTMENT or its AUTHORIZED 
AGENTS may impose monetary or non
monetary sanctions, including civil 
monetary penalties for PROVIDER 
misconduct or breach of any of the terms 
of this AGREEMENT. 
8.3 Upon written notice to the 
PROVIDER, the DEPARTMENT or its 
AUTHORIZED AGENTS may sanction 
non-performance under this 
AGREEMENT consistent with the 
DEPARTMENT's rules through one or 
more following actions: 

(A) Compensation Reduction. 
As a sanction, the DEPARTMENT or its 
AUTHORIZED AGENTS may recover 
past payments to the PROVIDER and/or 
reduce the compensation of the 
PROVIDER for past failure to fully and 
satisfactorily perform, and for any 
ongoing failure to fully and satisfactorily 
perform this AGREEMENT's 
obligations. Imposition of such a 
penalty does not preclude the 
DEPARTMENT or its AUTHORIZED 
AGENTS from recouping or recovering 
payments as specifically provided in any 
other law, regulation or this 
AGREEMENT. 

(B) The amount of the 
compensation paid to the PROVIDER by 
the DEPARTMENT or its 
AUTHORIZED AGENTS for services 
that the PROVIDER did not fully and 
satisfactorily perform in accordance with 
the terms of this AGREEMENT. 
8.4. The DEPARTMENT or its 
AUTHORIZED AGENTS may recover 
funds by red uc in g future co mpensation 
payable by the DEPARTMENT or its 
AUTHORIZED AGENTS to the 
PROVIDER. 
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ARTICLE IX- EMPLOYEE 
EDUCATION CONCERNING 
FALSE CLAIMS 

9. 1. In accordance with Section 
I 902(a) of the Social Security Act, the 
PROVIDER must : 

(A) Establish written policies 
and rules for all employees, agents, or 
contractors, that provide detailed 
information regarding the New Mexico 
of Medicaid False Claims Act, NMSA 
1978, 27-14-1 , et seq. ; and the Federal 
False Claims Act established under 
sections 3729 through 3733 of title 31 , 
United States Code, administrative 
remedies for false claims and statement 
established under chapter 38 of title 31, 
United States Code, including but not 
limited to, preventing and detecting 
fraud , waste, and abuse in Federal health 
care programs (as defined in section 
1128B(f) of the Social Security Act); 

(B) Include as part of such 
written policies, detailed provisions 
regarding the entity' s policies and 
procedures for detecting and preventing 
fraud , waste and abuse; and 

(C) [nclude in any employee 
handbook, a specific discussion of the 
laws described in subparagraph (A), the 
rights of employees to be protected as 
whistleblowers, and the PROVIDER' s 
rules and procedures for detecting and 
preventing fraud , waste, and abuse. 
9.2. The DEPARTMENT may, at its 
sole discretion, exempt the PROVIDER 
from the requirements set forth in 9 .1 
herein ; however, the DEPARTMENT 
shall not exclude the PROVIDER, if the 
PROVIDER receives at least 
$5 ,000,000 in annual payments from the 
DEPARTMENT. 
9.3 For the purposes of this Article, 
the following definitions apply: 

(A) An "employee" includes 
any officer or employee of the 
PROVIDER. 

(B ) .'\ "contracto r" o r '\1gent" 
includes any contractor, subcontractor, 
agent or other person which or who, on 
behalfofthe PROVIDER, furnishes , or 
otherwise authorizes the furnishing of 
Medicaid or other health care program 
items or services, performs billing or 
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coding functions or is involved in 
monitoring of health care provided by 
the PROVIDER. 

ARTICLE X - REFUSAL TO 
EXECUTE AN AGREEMENT 

The DEPARTMENT will not 
execute an AGREEMENT with the 
PROVIDER if the PROVIDER, his/her 
agent, managing employee, or any 
person having an ownership interest 
equal to five percent (5%) or greater in 
the health care PROVIDER commits or 
has committed any of the violations 
listed in Article 7.2 . of this 
AGREEMENT or other provisions 
delineated in Section 8.351.2 or as 
amended and/or its successor, 
REMEDIES AND SANCTIONS of the 
Medical Assistance Division Program 
Policy Manual, when such exclusions are 
mandatory under federal or state law. 

ARTICLE XI - RECIPIENT FUND 
ACCOUNT 

Nursing facilities, swing bed 
hospitals, and intermediate care facilities 
for the mentally retarded shall establish 
and maintain an acceptable system of 
accounting for eligible recipients' 
personal funds, in the manner prescribed 
by the DEPARTMENT or its 
AUTHORJZED AGENTS, in those 
cases in which eligible recipients entrust 
their personal funds to the facility . 

ARTICLE XII - PRECONDITION 
FOR PARTICIPATION 

The PROVIDER understands 
that signing this AGREEMENT is a 
precondition for participating in health 
care programs administered by the 
DEPARTMENT or its AUTHORJZED 
AGENTS. The PROVIDER understands 
that the provision of services, billing of 
serv ices. :ind rece ipt of payment s for 
services cannot occur until this 
AGREEMENT is completed by the 
PROVIDER and approved for execution 
by the DEPARTMENT. 

ARTICLE XIII - INSURANCE 
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13. I During the term of this 
AGREEMENT, the PROVIDER shall, at 
its sole cost and expense, carry 
comprehensive general liability 
insurance and profess ional liability 
insurance in amounts and containing 
such provisions from time to time 
deemed adequate by the 
DEPARTMENT or its AUTHORIZED 
AGENTS . Upon request , the 
PROVIDER will provide to the 
DEPARTMENT and its AUTHOR1ZED 
AGENTS certificates evidencing that the 
insurance required by this Section is in 
effect. The PROVIDER hereby 
authorizes the PROVIDER's insurance 
carrier to notify the DEPARTMENT and 
its AUTHORIZED AGENTS upon 
cancellation or termination of the 
PROVIDER's insurance coverage. The 
PROVIDER will notify the 
DEPARTMENT or its AUTHOR1ZED 
AGENTS promptly whenever an eligible 
recipient files a claim or notice of intent 
to commence action against the 
PROVIDER. The PROVIDER will 
notify the DEPARTMENT or its 
AUTHORIZED AGENTS not more than 
ten ( I 0) business days after the 
PROVIDER's receipt of notice of any 
reduction or cancellation of the 
insurance coverage required by this 
Section. 
13.2 The DEPARTMENT may, at its 
sole discretion, exempt the PROVlDER 
from the requirements of 13.1 for any 
reason, including but not limited to, the 
inability of the PROVIDER to procure 
such insurance. 

ARTICLE XIV - HEAL TH 
INSURANCE 

14.1 lfthe PROVIDER has, or 
grows to have, six (6) or more 
employees who work or who are 
expected to work, an average of at least 
twenty (20) hours per week ove r a s ix 
(6 ) month period during the term of this 
AGREEMENT and by signing it, agree 
to comply with these provisions. 

(A) Have in place, and agree to 
maintain for the term of this 
AGREEMENT, health insurance for 
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those employees and offer that health 
insurance to those employees no later 
than July I, 2008, if the expected annual 
value in the aggregate of any and all 
contracts between the PROVIDER and 
the ST ATE exceeds one million 
($1 ,000,000) dollars; or 

(B) Have in place, and agree to 
maintain for the term of this 
AGREEMENT, health insurance for 
those employees and offer that health 
insurance to those employees no later 
than July I, 2009, if the expected annual 
value in the aggregate of any and all 
contracts between the PROVIDER and 
the ST ATE exceeds five-hundred 
thousand ($500,000) dollars ; or 

(C) Have in place and agree to 
maintain for the term of this 
AGREEMENT, health insurance for 
those employees and offer that health 
insurance to those employees no later 
than July I , 2010, ifthe expected annual 
value in the aggregate of any and all 
contracts between the PROVIDER and 
the ST ATE exceeds two-hundred and 
fifty thousand ($250,000) dollars 
14.2 The PROVIDER must agree to 
maintain a record of the number of 
employees who have: 

(A) accepted health insurance 
(B) declined health insurance 

due to other health insurance coverage 
already in place; or 

(C) declined health insurance 
for other reasons. 
These records are subject to review and 
audit by the ST A TE or its 
representative( s ). 
14.3 The PROVIDER must agree to 
advise all employees of the availability 
of ST ATE publicly financed health care 
coverage programs by providing each 
employee with, at a minimum, the 
following web site link (or its successor) 
for additional information 
http ://www.insurenewmexico .state.nm.u 
§/_ 

ARTICLE XV - NO WAIVERS 

No terms or provision of this 
AGREEMENT shall be deemed waived 
and no breach excused, unless such 
waiver or consent shall be in writing and 
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executed by the party c la iming to have 
wa ived or consented. 

ARTI C LE XVI - APPLIC ABLE LAW 

This AGREEMENT shall be governed 
by the laws of the State o f New Mexico. 
All lega l proceedings aris ing fro m 
unreso lved disputes under this 
AGREEMENT are subject to 
admini strat ive and jud icia l rev iew as 
provided fo r in MAD 8.353.2, 
PROVLDER HEARJNG, MA D 8.349.2, 
APPEALS and GRJ EVANCE 
PROCESS, MAD 8.3 50.2, 
RECONS IDERATION OF 
UTILIZATION RE VIEW DECISIONS, 
MAD 8.350.3, ABSTRACT 
SUBM ISS ION FOR LEVE L O F CARE 
DET ERMIN AT IONS, MAD 8.350.4, 
RECONS IDERATION OF AU DIT 
SETTLEMENTS, MAD 8.35 1.2, 
SANCTIONS AND REMEDI ES, MAD 
8.352.2, REC[PIENT HEARINGS, 
MAD 8.353.2, PROVIDER 
HEARJNGS, MAD 8.354.2, PASRR 
AND PATIENT STATUS HEARJNG 
POLI CIES, or as amended or their 
successo rs, of the Medical Ass istance 
Divis ion Program Policy Manua l. 

ARTIC LE XVII - ASSIGNMENT 

The PROV IDER shall not ass ign or 
transfer any obligation, duty, or other 
interest in this AG REEMENT, nor 
ass ign any cla im fo r monies du e under 
th is AG REEMENT without 
authorization of the DEPARTMENT or 
its AU THORI ZED AGENTS. Any 
ass ignment or transfer which is not 
authorized by the DEPARTMENT or its 
AUTHORJZED AGENTS shall be vo id. 

ARTICLE XVIII -
INDEMNIFICATION 

The PR OV IDER sha ll indemni fy. 
defend, and ho ld harmless the STATE, 
the DEPARTMENT, its AUTHORI ZED 
AGENTS , and employees fro m any and 
all act ions, proceed ings, c la ims, 
demands, costs, damages, and attorney's 
fees, fro m all liabilities or expenses of 
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any kind from any sources accruing to 
or resulting fro m the PROV IDER or its 
employees in connection with the 
perfo rmance of this AG REEMENT and 
fro m a ll c la ims of any person or ent ity 
that may be directly or indi rectly injured 
or damaged by the PROV IDER or its 
employees in the perfo rmance of this 
AG REEMENT. 

A RTICLE IXX - ENTIRE 
AGREEMENT 

This AGREEMENT inco rporates all the 
agreements, covenants, and under
standings between the parties hereto 
concerning the subject matter contained 
in this AGREEMENT, and a ll such 
covenants, agreements, and under
standings have been merged into this 
AGRE EMENT. No prior agreement, 
covenants, or understandings, either 
verbal o r otherwise, of the parties or 
their agents sha ll be valid o r enfo rceable 
unless conta ined in this AG REE MENT. 
This AG REEMENT shall not be altered, 
changed, rev ised, or amended except by 
written instrument executed by the 
parties in the same manner as in this 
AG RE EMENT. Amendments sha ll 
contain an effective date. Any 
amendments to this AGREEMENT shall 
not be binding upon e ither party until 
approved in writing by the 
DEPARTMENT or its AUTHORJZED 
AGENTS. 
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Name of Entity / Individual 
The Navajo Nation 

STATE OF NEW MEXICO 
MEDICAL ASSISTANCE DIVISION 

PROVIDER PARTICIPATION AGREEMENT 

I 
EIN / SSN 

86-0092335 

A) Have you ever had a license revoked , suspended or denied in any state? _ YES 

B) Have you ever been convicted of any criminal offense? _YES 

C) Have you or any ever been excl uded or suspended from partic ipa t ion in 
T itle XVIII (Med icare) , T it le XIX (Medicaid ) o r any other hea lt h c are program? _ YES 

.JLNO 

~NO 

~NO 

I NPI 
1740400365 

Initial ___ _ 

Initial ___ _ 

Ini t ial ----
If YES to any of the above three q uestions, attach a brief statement of situation ; date ; city , county and professional association or court 
which handled the matter; any precinct case identification , and the adjud ication or other result. 

New Mexico Medicaid project staff may need to contact you regarding the completion of this form. Please list contact person and 
telephone number. 

Whoever knowingly and willfully makes or causes to be made a false statement or representation of this statement, may be prosecuted under 
applicable federal or State laws. In addition, knowingly and willfully failing to fully and accurately disclose the information requested may result in 
denial of a request to participate or, where the entity already participates, a termination of its agreement or contract with the State agency. 

Original signature required. Please use blue ink only. 
INDIVIDUAL PROVIDER: 

I understand that payment of claims will be from federal and state funds and that any falsification or concealment of a material fact may be 
prosecuted under federal and state law. 

Printed Name of Individual Practitioner:------------------------------------

Signature of Individual Practitioner: Date: __________ _ 

FACILITIES AND NON-PRACTITIONER ORGANIZATIONS: 

I understand that payment of claims will be from federal and state funds and that any falsification or concealment of a material fact may be 
prosecuted under federal and state law. 

Printed Name of Authorized Representative: ----'J""'o"-'-'n-=a"'t'"'h""'a""n~N'"'e""z"---------------- ---------------

Title t Position: ~N~a_v~a-jo~N~a~t_io~n~P_r_e~s~id~e~n~t _______________________ _ 

Address: PO BOX 7440: Window Rock, AZ 86515 

Telephone Number: _.(.:;9.=2.:8.,_,)8:..7,_1.,_-_.7....;:0:..::0:..::0'----------------------------

Signature of Authorized Representative: _______________________ Date: _________ _ 

FOR STATE PURPOSES ONLY: 

HUMAN SERVICES DEPARTMENT APPROVAL 

n APPROVED n NOT APPROVED 
Reasons Not Approved: 

Dates of Agreement: From: 
Authorized Signature II Uate 

I I 
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STATE OF NEW MEXICO 
MEDICAL ASSISTANCE DIVISION 

PROVIDER PARTICIPATION AGREEMENT 

EXHIBIT 

A-3 
THIS AGREEMENT IS FOR GROUPS, ORGANIZATIONS, OR INDIVIDUAL APPLICANTS TO W HOM 

Return completed application to: 
New Mexico Medicaid Project 

PAYMENTS WILL BE MADE. IF THE APPLICANT IS AN INDIVIDUAL APPLYING FOR A PROVIDER NUMBER Conduent 
ONLY FOR IDENTIFY ING SERVICES BILLED THROUGH A GROUP PRACTICE OR OTHER ORGANIZATION P.O. Box 27460 
AND PAYMENTS WILL BE MADE TO THAT GROUP OR ORGANIZATION , THIS FORM SHOULD NOT BE Albuquerque, NM 87125-7460 
USED. USE FORM MAD 312 INSTEAD. 
(1) NM Medicaid Number (if previously assigned) (2) National Provider Identifier (NPI) (3) Primary Taxonomy 

61735809 1588928788 Community/Behavioral Health 

(4) Applicant Name (for individuals - must match license name) 
First Name Middle Initial Last Name Professional Title (MD, DDS, etc) 

(5) Business Name (OBA) I (6) Federal Tax (Legal) Name 
Gallup Outpatient Treatment Center The Navajo Nation 

(7) Physical Street Address where services are rendered (PO BOX NOT ACCEPTED) City State Zip Code County 

300 West Nizhoni Blvd. Suite A Gallup NM 87301 McKinley 

(8) Billing Office Address(MAY BE PO BOX) City State Zip Code 

PO BOX 709 Window Rock AZ 86515 

(9) Mailing Address for official correspondence (MAY BE PO BOX) City State Zip Code 

PO Box 709 Window Rock AZ 86515 
(10) Fax Number (11) Billing Office Phone (12) Location Phone (REQUIRED) 

(928)871-6456 (928)871 -6235 (505)722-9470 
(13) Mailing Email Address (14) Billing Office Email Address (15) Location/ Provider Email Address 

mbrandser@navajo-nsn.gov mbrandser@navajo-nsn.gov Window Rock, Arizona 
(16) Business Type • Individual/ sole proprietor O Corporation • Partnership/ Professional Association 

• Limited Liability Company D Non-corpor2 te Business Entity / Other Iii Government Entity or Public School 

(17) Provider Type (see (18) Provider (19) License Information (20) (REQUIRED) Individual Provider's 
attached list) Specialty (see Number State Expiration Date Social Security Number Date of Birth 

221 attached list) 

I 100 
(21) NM CRS (Tax & (22) Are NM CRS tax I (23) Select one: (24) Federal Tax (25) Are federal tax payments 
Revenue) Number (If payments current? If not, n for profit Number/ FEIN (attach current? If not, attach an explanation. 
services are provided in attach an explanation. 

I iij not-for-profit (attach 
IRS letter) Iii YES 

NM) I!!! YES 86-0092335 

• NO I 501(c)3) • NO 

(26) DEA Number (attach copy) 

I 
(27) CLIA Number (attach copy) (28) NCPDP/NABP Number (pharmacies only) 

(29) IHS Certified or Tribal 638 Contracted Program? 

Iii YES • NO (If YES, attach copy of certification or contract) 

(30) Title XVIII Medicare Certified? (31) Fiscal Year End Month 

• YES Iii NO (If YES, attach copy of letter) December 
(32) JCAHO Certified? 

• YES Iii NO (If YES, attach copy of letter) 

(33) Other Certification ? YES 0 NO Ii] (If YES, attach copy of letter) Certified by : 

(34) To be completed by physic ians (provider type 301 or 302) only : (If Certified, attach copy of certificate; if Not Certified or if Eligible for 
Certification, attach proof of residency completion/ training in your specialty area) 

• • • Board certified in the provider specialty listed in box 18? Certified Eligible for certification Not certified 
(35) Ident ify individuals who will be providing services for which payments will be made to your group or organization : (Please attach separate page if 
additional space is needed) 

Individual's Name, Title Prov. Specialty NM Medicaid Prov. No. NPI 
Tvpe 

(36) If services have already been rendered to a NM Medicaid recipient, please enter Date of Service and attach copy of claim: 

DOS : 

Page 1 
APPLICANT INITIAL HERE ___ _ 
CERTIFYING THE INFORMATION 
ON THIS PAGE IS TRUE AND CORRECT MAD 335 revised March 2021 



~ -H UMAN ljl SE RV ICES 
DEPARTMlNT 

STATE OF NEW MEXICO 
MEDICAL ASSISTANCE DIVISION 

PROVIDER PARTICIPATION AGREEMENT 

(37) To be completed by out-of-state providers only: 
Home State Medicaid Provider Number: 

Name of Entity/ Individual EIN / SSN NPI 
The Navajo Nation 86-0092335 1588925788 

Question 1 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? If yes, give the name(s) of person(s) and description(s) of offense(s). Please 
use additional pages if necessary: 

Name Social 
Security 
Number 

Date of 
Birth 

APPLICANT INITIAL HERE ___ _ 
CERTIFYING THE INFORMATION 
ON THIS PAGE IS TRUE AND CORRECT 

Description 

MAD 335 revised March 2021 

YES a 
NO Iii 

Page 2 
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STATE OF NEW MEXICO 
MEDICAL ASSISTANCE DIVISION 

PROVIDER PARTICIPATION AGREEMENT 

Name of Entity/ Individual EIN ISSN NPI 
1588925788 

A. 

The Navajo Nation 86-0092335 

J. Provide the name and address of each person (individual or corporation) with an ownership or control interest in the provider or in 
any subcontractor in which the provider has direct or indirect ownership of five percent or more. Please use additional pages if 
necessary: 

NAME ADDRESS SOCIAL SECURITY 
NUMBER (IF 

INDIVIDUAL) OR TAX ID 
IF NOT AN INDIVIDUAL 

DATE OF BIRTH 
(FOR INDIVIDUALS) 

The Navajo Nation PO Box 7440 

B. 

C. 

D. 

E. 

4. 

Window Rock, Arizona 
86515 

Is any person named in question #3 related to another as spouse, parent, child , or sibling? If yes, give the name(s) 
of person(s) and relationship(s). Please use additional pages if necessary. NOTE: Designate relationship to each 
person listed in question #3 by using A ., B., C., etc. 

NAME RELATIONSHIP 

APPLICANT INITIAL HERE ___ _ 
CERTIFYING THE INFORMATION 

YES 

NO 

ON THIS PAGE IS TRUE AND CORRECT MAD 335 revised March 2021 

a 
Iii 
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PROVIDER PARTICIPATION AGREEMENT 
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Name of Entity / Individual EIN / SSN 
The Navajo Nation 86-0092335 

5. Does any person (individual or corporation) named in question #3 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 Social Security Act?] (This includes participation in any federal, state, or jointly funded healthcare 
programs such as Medicaid ; Medicare Part A ; Medicare Part B ; Medicare Part C; Medicare Part D; CHAMPUS ; and 
programs established under parts XIX, XX, and XXI of the Social Security Act.) If yes, give the name(s) , Medicaid 
provider identification number(s) and address(es) of the Medicaid provider or entity . Please use additional pages if 
necessary: 

NAME ADDRESS 

APPLICANT INITIAL HERE ___ _ 
CERTIFYING THE INFORMATION 

NPI 
1588925788 

YES a 
NO Ii 

MEDICAID PROVIDER 
NUMBER 

Page 5 
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Name of Entity/ Individual 

The Navajo Nation 
EIN / SSN 

STATE OF NEW MEXICO 
MEDICAL ASSISTANCE DIVISION 

PROVIDER PARTICIPATION AGREEMENT 

NPI 

86-0092335 1588925788 APPLICANT IN/TAL HERE 
CERTIFYING YOU HAVE READ AND 
UNDERSTAND THE INFORMATION ON 
THIS PAGE 

This AGREEMENT, between the State of New Mexico (ST ATE), herein referred to as "the ST ATE," the 
New Mexico Human Services Department (HSD), herein referred to as "the DEPARTMENT" and the 
applicant as provider, herein referred to as "the PROVIDER", specifies the terms and conditions for 
providing health care services to eligible recipients of Medicaid, other medical assistance programs, and 
other health care programs administered by the Department and other departments of the State of New 
Mexico for which the Department is authorized to make payment to the PROVIDER. Administration of 
health care programs including, but not limited to, service authorizations, billing instructions and 
payment, may be performed by the DEPARTMENT and its agents including other departments and 
agencies of the State of New Mexico and their contractors, as authorized by joint power of agreements, 
contracts, or other binding agreements, herein referred to as its "AUTHORIZED AGENTS". This 
AGREEMENT shall be effective when completed in full with all required documentation attached and 
when signed by the PROVIDER and the Human Services Department Medical Assistance Division 
(HSD/MAD) or its designees and shall remain in effect until terminated pursuant to the terms set forth 
below. 

ARTICLE I - OBLIGATIONS OF 
THE PROVIDER 

The PROVIDER shall. 
I . I. Abide by all federal , state, and 
local laws, rules and regulations, 
including but not limited to , those laws, 
regulations, and rules applicable to 
providers of services under Title XIX 
(Medicaid) and Title XXI (SCHIP) of 
the Social Security Act and other health 
care programs administered by the 
DEPARTMENT and its AUTHORIZED 
AGENTS . 
1.2. Furnish services, bill for 
services, and receive payment for 
services only upon approval of this 
AGREEMENT by the HSD /MAD 
Director or his/her designees or its 
AUTHORIZED AGENTS. 
1.3. Be responsible for the accuracy 
and validity of all claims for which 
reimbursement is sought by causing 
claims to be manually or electronically 
submitted to the DEPARTMENT or its 
AUTHORIZED AGENTS . 
1.4. Comply with all instructions, 
directives, billing, reimbursement, audit, 
recoupment, and withholding provisions 
made available by the DEPARTMENT 
and its AUTHORIZED AGENTS . 
1 . .5. Obtain, maintain , and keep 
updated program rules and instructions 
on billing and utilization review and 
other pertinent material made available 

by the DEPARTMENT and its 
AUTHORIZED AGENTS. 

1.6. Not employ or enter into contract 
with excluded individuals or entities, as 
identified by the Health and Human 
Services Office of Inspector General ' s 
(HJ-IS-OIG) List of Excluded 
Individuals/entities (LElE), the Medicare 
Exclusion Database (MED), System for 
Award Management (SAM), Excluded 
Parties List System (EPLS) or a state's 
Employee Abuse Registry (EAR) or 
equivalent. All findings of placement of 
an employee on EAR should be 
forwarded to a law enforcement agency 
for possible prosecution. The HJ-IS-OIG 
website can be searched by the name of 
any individual or entity, and must be 
searched on a monthly basis in order to 
capture exclusions and reinstatements 
that have occurred since the last search. 
Any exclusion information discovered 
must be immediately reported to the 
DEPARMENT or its AUTHORIZED 
AGENTS. A provider must ensure that 
every healthcare practitioner or other 
employee providing a service is 
appropriately licensed, registered , back
ground checked, and/or certified at the 
time the service is provided, as required 
by state law or regulation for the service 
or activity that is provided and is valid in 
the municipa lity. All payments made to 
PROVIDERS for services or items 
obtained from excluded paities or 
provided by insufficiently licensed, 
registered, back-ground checked, or 
certified individuals are overpayments 
subject to recoupment. These services or 
items extend to all methods of 

MAD 335 revised March 2021 

reimbursement, whether payment results 
from itemized claims, cost reports , fee 
schedules, or a prospective payment 
system; payment for administrative and 
management services not directly related 
to patient care, but that are a necessary 
component of providing items and 
services to Medicaid recipients, when 
those payments are reported on a cost 
report or are otherwise payable by the 
Medicaid program; and payments to 
cover an excluded individual's salary, 
expenses, or fringe benefits, regardless 
of whether they provide direct patient 
care, when those payments are reported 
on a cost report or are otherwise payable 
by the Medicaid program. In addition, 
civil monetary penalties may be imposed 
for noncompliance. 42 CFR I 003 
. I 02(a)(2). The PROVIDER must also 
check New Mexico Courts 
(http ://www.nmcourts.gov/) for records 
of any incidents involving any employee 
at the time of employment and annually 
thereafter. Documentation of the check 
must be maintained in the employee ' s 
personnel fo Ider. 
I. 7. Comply with the disclosure 
requirements specified in 42 CFR, Part 
455 , Subpart 8 , including but not limited 
to disc losure upon request o f information 
regarding ownership and control, 
business transactions and person 
convicted of crimes. This includes 
information about ownership of any 
subcontractor and any significant 
business transactions between the 
provider and subcontractor and/or 
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Name of Entity/ Individual 

The Navajo Nation 

provider and any wholly owned supplier. 
The provider agreement will be 
terminated if the PROVIDER fails to 
disclose ownership or control 
information as required by Federal law. 
1.8. Furnish and update complete 
information on the PROVIDER' s 
address, licensing, certification, board 
specialties, corporate names, and parties 
with direct or indirect ownership or 
controlling interest in the entity or in any 
subcontractor in which the entity has a 
direct or indirect ownership interest 
totaling five percent (5%) or more, and 
any relationship (spouse, parent, child , 
or sibling) of these persons to another; 
the name of any other entity in which a 
person with an ownership or controlling 
interest in the disclosing entity also has 
an ownership or controlling interest in ; 
and information on the conviction of 
delineated criminal or civil offenses by 
the PROVIDER or parties with direct or 
indirect ownership or controlling interest 
at least sixty (60) calendar days prior to 
the contemplated change or within ten 
( I 0) calendar days after the conviction. 
Any payment made on the basis of 
erroneous or outdated information is the 
responsibility of the PROVIDER and is 
subject to recoupment, criminal 
investigative costs, and/or civil penalties. 
1.9. Comply with all applicable 
federal , state, and local laws and 
regulations regarding-licensure, 
registration to pay applicable taxes, 
payment of applicable taxes, permit 
requirements, and employee tax filing 
requirements. 
I. 10. Assume sole responsibility for 
all applicable taxes, insurance, licensing, 
and other costs of doing business. 
1. 1 I. Verify that an individual is 
eligible for a specified health care 
program administered by the 
DEPARTMENT or its AUTHORJZED 
AGENTS. 
1.12. Verify the identity of the 
e ligi ble reci pi ent on all occ:1s io 11 , prior 
to rendering services. 
1. 13. Maintain the confidentiality of 
eligible recipient information and 
records in accordance with applicable 
state and federal laws, including 42 CFR 
431.305, 8. 100.100.13 and .14 NMAC, 

EIN / SSN 

STATE OF NEW MEXICO 
MEDICAL ASSISTANCE DIVISION 

PROVIDER PARTICIPATION AGREEMENT 

NPI 

86-0092335 1588925788 

and regulations promulgated pursuant to 
the Health Insurance Portability and 
Accountability Act of 1996 (HIPAA), as 
amended. 
1. 14. Meet the Continuing Care 
Obligations of the PROVIDER. In the 
event of termination of this 
AGREEMENT for any reason, the 
PROVIDER shall continue to provide or 
arrange services to eligible recipients, 
including any recipients who become 
eligible during the termination notice 
period, beginning on the effective date of 
termination and continuing until the 
termination or next renewal date of the 
recipient's eligibility, unless the 
DEPARTMENT arranges for the transfer 
of the eligible recipient to another 
Provider and provides written notice to 
the PROVIDER of such transfer prior to 
the termination or next renewal date of 
this AGREEMENT. 

Notwithstanding the foregoing, 
at the direction of the DEPARTMENT, 
the PROVIDER may continue to provide 
or arrange services to any eligible 
recipient who cannot be transferred 
within the time period specified above in 
accordance with the legal and 
contractual obligations to: (I) provide 
services under the applicable health care 
program; (2) provide notice of 
termination to eligible recipients; and (3) 
ensure continuity of care for eligible 
recipients. 

(A) In the event that the 
PROVIDER terminates this 
AGREEMENT on the basis of the 
DEPARTMENT'S failure to make 
timely payments, the PROVIDER shall 
continue to arrange for services to those 
eligible recipients who are hospitalized 
on an inpatient basis or otherwise 
residents ofa facility at the time the 
PROV! DER terminates this 
AGREEMENT until eligible recipients 
are discharged from the hospital or other 
facility. The PROVIDER may file a 
c la im w ith the DE PART'VIFNT or its 
AUTHORIZED AGENTS for such 
services . 

(B ) The DEPARTMENT or its 
AUTHORIZED AGENTS will pay the 
PROVIDER for services provided after 
the date of termination of this 
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APPLICANT INITAL HERE 
CERTIFYING YOU HAVE READ AND 
UNDERSTAND THE INFORMATION ON 
THIS PAGE 

AGREEMENT at the current applicable 
reimbursement rate to eligible providers 
as of the dates of service when the 
services have been authorized by the 
DEPARTMENT or its AUTHORIZED 
AGENTS. 

(C) The PROVIDER agrees that 
the provisions of this section and the 
obligations of the PROVIDER herein 
shall survive termination, and shall be 
construed to be for the benefit of eligible 
recipients . 
1.15. Render covered services to 
eligible recipients in the same scope, 
quality, and manner as provided to the 
general public ; comply with all 
applicable federal and state civil rights 
laws; and not discriminate on the basis 
of race, color, national origin, sex, 
gender, age, 
ethnicity, religion, sexual orientation, 
sexua l preference, health status, 
disability, political belief, or source of 
payment as per 45 CFR 80 .3(a) and (b}, 
45 CFR 84.52, and 42 CFR 447.20 or 
other state and federal laws, rules, and 
regulations. 
1. 16. Assume all responsibility for 
any and all claims submitted on behalfof 
the PROVIDER under the 
PROVIDER'S identification number. 
Submission of false or miscoded claims 
or fraudulent representation may subject 
the PROVIDER to termination, criminal 
investigations and charges, and other 
sanctions specified in the HSD/MAD 
Program Policy Manual, and federal and 
state law and regulations. 
1.17. Create, keep and maintain, and 
have readily retrievable, any and all 
original medical or business records as 
necessary to verify the treatment or care 
of any eligible recipient and to fully 
disclose the type and extent of all 
services, goods, and supplies provided to 
eligible recipients as set forth in 42 CFR 
431.107 for at least six (6) years from 
the date of creation or until ongoing 
a11 d i1 s arc set tl ed. whichever is longe r. 
The PROVIDER agrees that such 
records shall be made at or near the time 
at which the services, goods, and 
supplies are delivered or rendered . 
Services that have been billed to the 
DEPARTMENT or its AUTHORJZED 
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Name of Entity/ Individual 

The Navajo Nation 

AGENTS which are not substantiated in 
the PROVIDER'S record are subject to 
recoupment, sanction , and/or any other 
penalty provided for in this 
AGREEMENT. 
1.18. Upon closure of office or 
facility, inform the DEPARTMENT or 
its AUTHORIZED AGENTS where 
records pertaining to eligible recipients 
will be located . 
1.19. Furnish immediately to the 
DEPARTMENT or its AUTHORIZED 
AGENTS, the U.S . Secretary of Health 
and Human Services, or the Medicaid 
Fraud Control Unit, at no cost, access to 
records in any format requested and any 
information regarding payments claimed 
by the PROVIDER for furnishing 
services to eligible recipients. 
1.20. Permit announced and 
unannounced inspection of facilities or 
the PROVIDER' S offices and other 
locations used in the provision of 
services for billing and to eligible 
recipients by the U.S. Secretary of 
Health and Human Services, the 
Medicaid Fraud Control Unit , and the 
DEPARTMENT and its AUTHORIZED 
AGENTS. Failure to comply with this 
provision constitutes a violation of 
federal and state law and may result in 
immediate withholding of any pending 
or future payments. lfrecords are 
requested by mail , the PROVIDER shall 
furnish the records within two (2) to ten 
( I 0) business days of the receipt of the 
request or as provided in the request . 
1.21. Assist and cooperate in any 
review, inspection or audit conducted in 
conformity with the terms of this 
AGREEMENT. 
1.22. Accept as payment in full , the 
amount paid by the DEPARTMENT or 
its AUTHORIZED AGENTS for 
services furnished to eligible recipients 
in accordance with the reimbursement 
structure in effect for the period during 
which serv ices were provided as per the 
DF:P ART '\11ENT" S or its 
AUTHORIZED AGENTS 
re imbursement rules. No exceptions to, 
or waiver of standard reimbursements 
will be permitted without the express 
written consent of the MAD Director or 
his/her designee . 

EIN / SSN 

STATE OF NEW MEXICO 
MEDICAL ASSISTANCE DIVISION 

PROVIDER PARTICIPATION AGREEMENT 

NPI 

86-0092335 1588925788 

1.23 . Electronic billing of claims is 
mandatory unless an exemption has been 
allowed by the DEPARTMENT or its 
AUTHORIZED AGENTS. Exemptions 
will be g iven on a case-by-case basis 
with consideration being g iven to any 
barriers the PROVIDER may face in 
billing electronically, including when 
volumes are so small that develo ping 
electronic submission capability is 
impractical. The requirement for 
electronic submission of claims does not 
apply to situations for which a paper 
attachment must accompany the claim 
form. 
1.24. Not collect payments from the 
eligible recipient or any financially 
responsible relative or personal 
representative of the eligible recipient 
for services furnished to the eligible 
recipient, except as specifically allowed 
by the DEPARTMENT or its 
AUTHORIZED AGENTS. The 
PROVIDER may not bill or collect 
payments from the eligible recipient or 
their personal representative for any 
claim denied by the DEPARTMENT or 
its AUTHORIZED AGENTS for 
administrative or billing errors on the 
part of the PROVIDER except as 
specifically allowed by the 
DEPARTMENT'S regulations . 
1.25. Seek payment from any other 
payer or insurer before seeking payment 
from the DEPARTMENT or its 
AUTHORIZED AGENTS in the event 
the eligible recipient is covered by an 
insurance policy or health plan including 
Medicare. Refund to the 
DEPARTMENT or its AUTHORIZED 
AGENTS the lesser of the payment 
received from the third party and the 
DEPARTMENT or its AUTHORIZED 
AGENTS. The PROVIDER shall not 
bill the DEPARTMENT or its 
AUTHORIZED AGENTS the difference 
between a " preferred patient care 
agreement" o r "di sco unt" arrangement 
and the PR OV ID F. R ·s bill ed charge . 
1.26. Not refuse to furnish services to 
an eligible rec ipient because of a third 
party' s potential li ability for payment for 
the services, except in instances in which 
an eligible recipient is seeking services 
from a provider who does not pa11icipate 
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UNDERSTAND THE INFORMATION ON 
THIS PAGE 

in the HMO or other plan network and 
would not be paid for services by the 
HMO or other plan . 
1.27. Inform the DEPARTMENT or 
its AUTHORIZED AGENTS 
immediately when an attorney or other 
party requests information related to the 
services rendered to an eligible recipient 
that were paid by the DEPARTMENT or 
its AUTHORIZED AGENTS and upon 
receipt of any knowledge of pending or 
active legal proceedings involving 
eligible recipients. 
1.28. When furnishing services to 
eligible recipients who sustained injury 
in an accident or another action that may 
be subject to a legal proceeding, agree to 
the following: 

(A) The hospital PROVIDER 
must either file a claim with the 
DEPARTMENT or its AUTHORIZED 
AGENTS within the time period 
specified in 8.3 02.14 NMAC of the date 
of hospital discharge or impose a 
hospital lien on the potential recovery 
from the liable third party. If the 
hospital PROVIDER elects to impose a 
lien, the PROVIDER is prohibited from 
filing a claim with the DEPARTMENT 
or its AUTHORIZED AGENTS for 
payment of any unpa id balance resulting 
from the third party recovery or fro m 
seeking payment from the eligible 
recipient or their personal representative. 

(B) The non-hospital 
PROVIDER must accept the payment 
made by the DEPARTMENT or its 
AUTHORIZED AGENTS as payment in 
full . The non-hospital PROVIDER may 
not seek additional payment for those 
services from the eligible recipient or 
their personal representative even if the 
eligible recipient or the ir personal 
representative subsequently received a 
monetary award or settlement from the 
liable party. 
1.29. When entering into contracts 
with the Medicaid ma naged care 
o rg:rni zat io n (!\1W Os) co ntract ing wit h 
the DEPARTMENT for the provisio n of 
managed care services to the Medicaid 
population, agree to be pa id by the MCO 
at any amount mutually-agreed between 
the provider or provider group and the 
MCOs. If the provider or provider gro up 
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and MCO are unable to agree to terms or 
fail to execute an agreement for any 
reason, the provider or provider group 
shall be obligated to accept the percent 
of the applicable reimbursement rate as 
stated in the MAD Program Policy 
Manual based on the provider type . The 
"applicable reimbursement rate" is 
defined as the rate paid by the 
DEPARTMENT to the PROVIDER 
participating in Medicaid or other 
medical assistance programs 
administered by the DEPARTMENT or 
its AUTHORIZED AGENTS and 
excludes disproportionate share hospital 
and medical education payments. 
1.30. When a Medicaid managed 
care organization (MCO) recoups 
payment from the provider because the 
DEPARTMENT retroactively disenrolls 
a recipient from the MCO, the 
PROVIDER agrees to bill the 
DEPARTMENT or its AUTHORIZED 
AGENTS and accept the applicable 
reimbursement rate as stated in the MAD 
program policy manual, according to the 
provider type . 
1.3 I . For those caregivers whose 
employment or contractual service with 
a care provider includes direct care or 
routine and unsupervised physical or 
financial access to any care recipient 
served by that provider, the caregiver 
and care provider must adhere to 
provisions in the Caregivers Criminal 
History Screening Act (CCHS). 
1.32. Understand and agree to meet 
the requirements concerning enrollment 
and screening, criminal background 
checks, fingerprinting, use of the 
N at ional Provider Identifier, federal 
database checks, site visits, verification 
of provider licenses, and application fees 
as found at 42 CFR 455.400 - 455.470 . 

1.33. To understand the appeal rights 
that are given to the PROVIDER as 
provided for in MAD 8.353.2, 
PR OV IDER HE . RI NG . MAD 8. :Wl .2. 
APPEALS and GRIEVANCE 
PROCESS, MAD 8.350.2, 
RECONSIDERATION OF 
UTILIZATION REVIEW DECISIONS, 
MAD 8.350.3, ABSTRACT 
SUBMISSION FOR LEVEL OF CARE 
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DETERMINATIO S, MAD 8.350.4, 
RECONS ID ERAT ION OF AUDIT 
SETTLEMENTS, MAD 8.351.2, 
SANCTIONS AND REMEDIES, MAD 
8.352.2, RECIPIENT HEARINGS, 
MAD 8.353 .2, PROVIDER 
HEARINGS, MAD 8.354.2, PASRR 
AND PATI ENT STATUS HEARING 
POLICIES, or as amended or their 
successors, of the Medical Assistance 
Division Program Policy Manual. 
1.34. All work associated with the 
Agreements contained herein must be 
performed in the United States of 
America. 

ARTICLE II - OBLIGATION OF 
THE HUMAN SERVICES 
DEPARTMENT 

The DEPARTMENT shall.· 
2.1. Make available on the 
HSD/MAD website, other 
DEPARTMENT websites, or in hard 
copy format information necessary to 
participate in health care programs 
administered by the DEPARTMENT or 
its AUTHORIZED AGENTS, including 
program rules, billing instructions, and 
other pertinent materials. The 
PROVCDER must contact the 
DEPARTMENT or its AUTHORIZED 
AGENTS to request hard copies of any 
program rules , manuals, billing and 
utilization review instructions, and other 
pertinent materials. 
2.2 . Process payments in a manner 
delineated by federal guidelines either 
internally or through a designated fiscal 
agent contractor. Please refer to 
8.302.2.9 NMAC. 
2.3 Reimburse the PROVIDER for 
furnishing covered services or 
procedures to eligible recipients when all 
program rules have been followed by the 
PROVIDER. Reimbursement is based 
on the fee schedule, reimbursement rate, 
or reimbursement methodology in place 
at the t ime ~crvicc is furn ishcd by the 
PROVIDER. No exception to, or waiver 
of, standard reimbursement will be 
permitted without the express written 
consent of the MAD Director or his/ her 
designee. 
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2.4. Co nduct administrative 
investigations and administrative 
proceedings to ensure that the 
PROVIDER complies with the terms of 
this AGREEMENT and federal and state 
law, and regulations pertaining to the 
administration of the health care 
programs administered by the 
DEPARTMENT or its AUTHORIZED 
AGENTS , including the Medicaid 
Provider Act. 

ARTICLE Ill - PATIENT 
SELF-DETERMINATION ACT 

The nursing facility, 
intermediate care facility, hospital, home 
health agency, and hospice PROVIDER 
shall: 
3. 1. Furnish written information to 
all adult eligible recipients or their 
personal representatives receiving 
medical care concerning their right to 
make decisions about medical care ; 
accept or refuse medical or surgical 
treatment; and formulate arrangements 
for a living will or durable power of 
attorney. 
3.2 Document in the eligible 
recipient's medical record whether 
he/ she has executed an advance directive 
which complies with New Mexico law 
on advance directives. The provision of 
care shall not be based on whether the 
eligible recipient has executed an 
advance directive. 
3.3. Inform each adult eligible 
recipient or personal representative, 
orally and in writing, at the time of 
facility admission or initiation of 
treatment, of the eligible recipient's legal 
rights during his or her facility stay or 
course of treatment . 

ARTICLE IV - SUBMISSION OF 
COST REPORTS 

4. 1. The PROVIDER, when 
clc lin c::i tccl by the DE P.'\ RT \1fF NT ~h::tll 
furnish the DEPARTMENT or its 
AUTHORIZED AGENTS with such 
financial reports, audited or certified cost 
statements, and other substantiating data 
as necessary to establish a basis for 
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reimbursement or as required by 
regulation . 
4.2. Cost statements or other data 
are to be furnished no later than 150 (one 
hundred- fifty) calendar days following 
the closure of the PROVIDER' S fiscal 
accounting period. Failure to comply 
with this provision will result in 
suspension of payment until the required 
statements and other data are provided. 

ARTICLE V-
ST ATUS OF PROVIDER 

The PROVIDER, its agents, 
and employees are independent 
contractors who perform professional 
services for eligible recipients served 
through health care programs 
administered by the DEPARTMENT or 
its AUTHORIZED AGENTS are not 
employees of the DEPARTMENT or its 
AUTHORIZED AGENTS . The 
PROVIDER shall not purport to bind the 
DEPARTMENT nor the State of New 
Mexico to any obligation not expressly 
authorized herein unless the 
DEPARTMENT has given the 
PROVIDER express written permission 
to do so. 

ARTICLE VI - CHANGE 
IN OWNERSHIP 
6.1 . As soon as possible, but at least 
sixty (60) calendar days prior to a 
change in ownership or status, the 
PROVIDER must notify the 
DEPARTMENT or its AUTHORIZED 
AGENTS of the proposed change in 
ownership . Upon completion of the 
transfer of ownership, this initial 
AGREEMENT is terminated. The new 
owner must co mplete and receive 
approval ofa new AGREEMENT before 
submitting any claims to the 
DEPARTMENT or its AUTHORIZED 
AGENTS . Any payment made on the 
basis of erroneous o r outdated 
info rmat ion due to the lack o f not ice i~ 
the respo nsibility of the PROVIDER and 
is subject to recoupment . 
6.2. The previous owner shall be 
responsible for any overpayments and is 
entitled to receive payments up to the 
date of ownership transfer, unless 
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otherwise spec ified in the contract for 
trans fer of ownership . 
6.3. The new owner sha ll furnish to 
the DEPARTMENT or its 
AUTHORIZED AGENTS upon receipt 
of a written request, the contract or other 
applicable documents specifying the 
terms of the change in ownership and 
responsibilities deli neated in this 
AGREEMENT. 
6.4. The DEPARTMENT and its 
AUTHORIZED AGENTS reserve the 
right to withhold all pending and other 
claims until the right to payments and/or 
recoupment is determined, unless the 
new owner agrees in writing to be liable 
for any recoupment or overpayment 
amounts. 
6.5 . For the PROVIDER who is 
reimbursed on a cost basis and subject to 
cost settlements, the DEPARTMENT or 
its AUTHORIZED AGENTS shall 
impose a lien and/or penalty of up to ten 
percent (10%) ofthe purchase price 
against the previous owner until such 
time as the final cost settlement is 
completed and amounts owed, if 
applicable, are remitted to the 
DEPARTMENT, or its AUTHORIZED 
AGENTS. 

ARTICLE VII -TERMINATION OF 
PROVIDER AGREEMENT 

7.1. The PROVIDER status may be 
terminated without cause if the 
PROVIDER or the DEPARTMENT or 
its AUTHORIZED AGENTS give the 
other written notice of termination at 
least six1y (60) calendar days prior to the 
effective date of the termination. 
7.2. The DEPARTMENT or its 
AUTHORIZED AGENTS may 
terminate this AGREEMENT for cause, 
with thirty (30) calendar days notice if 
the PROVIDER, his or her agent, a 
managing employee, or any person 
having an ownership interest equal to 
fi ve pe rcent (:-%) or g reater in the hea lth 
care PROVIDER entity: 

(A) Misrepresents, by 
commission or omission, any 
informat ion on the AGREEMENT 
enrollment form . 
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(B) Has previous or current 
exclusio n, suspension, termination from, 
or the invo luntary withdrawal from 
part icipation in a health care program 
ad ministered by the DEPARTMENT, 
any other state's Medicaid program, 
Medicare, o r any other public or private 
hea lth insurance program. 

(C) Is convicted under federal 
o r state law of a criminal offense relating 
to the delivery of the goods, services, or 
supplies, under a health care program 
administered by the DEPARTMENT, 
any other state's Medicaid Program, 
Medicare, or any other public or private 
hea lth insurance program. 

(D) ls convicted under federal 
or state law of a criminal offense re lating 
to the neglect or abuse of a pat ient in 
connection with the delivery of any 
goods, services, or supplies. 

(E) Is convicted under federal 
or state law ofa criminal offense relating 
to the unlawful manufacture, 
distribution, prescription or dispensing 
of a controlled substance. 

(F) Is convicted under federal 
or state law of a criminal offense re lating 
to fraud , theft , embezzlement, breach of 
fiduciary responsibility, or other 
financial misconduct. 

(G) Is convicted under federal 
or state law of a criminal offense 
punishable by imprisonment of a year or 
more which involved moral turpitude or 
acts against the elderly, children, or 
infirm. 

(H) Is sanctioned pursuant to a 
violation of federal or state laws or rules 
relative to a health care program 
administered by the DEPARTMENT, 
any other state's Medicaid Program, 
Medicare, or any other public health 
insurance program. 

(I) Is convicted under federal or 
state law of a criminal offense in 
connection with the interference or 
obstruction of any 
investiga t io ns int o any cri mina l o ffense 
listed in Paragraphs (C) through (H) of 
this subsect ion. 

(J) Violates licensing or 
certification conditions or professio nal 
standards relating to the licensure or 
certification of the PROVIDER or the 
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required quality of goods , services, or 
supplies provided. 

(K) Fails to pay recovery 
properly assessed or pursuant to an 
approved repayment schedule under a 
health care program administered by the 
DEPARTMENT or its AUTHORIZED 
AGENTS. 
7.3. The PROVIDER's status may 
be terminated immediately, without 
notice, in instances in which the health 
and safety of eligible recipients in 
institutions are deemed 
to be in immediate jeopardy; are subject 
to an immediate or serious threat ; or 
when it has been demonstrated, on the 
basis of reliable evidence, that the 
PROVIDER has committed fraud , abuse, 
or other illegal or sanctionable action. 
For purposes of this provision, 
institutional providers include nursing 
facilities, intermediate care facilities for 
the mentally retarded , all residential 
psychiatric treatment facilities, group 
homes, and other facility-based 
residential treatment programs. 
7.4. The DEPARTMENT or its 
AUTHORIZED AGENTS reserve the 
right to terminate this AGREEMENT for 
cause as summarized in this 
AGREEMENT and as delineated in 
Section MAD-8 .351 .2, SANCTIONS 
AND REMEDIES of the Medical 
Assistance Division Program Policy 
Manual, or as amended and/or its 
successor. 
7.5. Immediately upon termination 
for any reason, the PROVIDER shall: 

(A) Comply with all directives 
issued by the DEPARTMENT or its 
AUTHORlZED AGENTS; and 

(B) Take such action as the 
DEPARTMENT or its AUTHORlZED 
AGENTS shall direct for the protection, 
preservation, retention or transfer of all 
property, included but not limited to all 
rec ipient record s. 

.\RTICLE VIII - IMPOSITION OF 
SANCTIONS FOR FRAUD OR 
MISCONDUCT 

8.1 . If the PROVIDER obtains an 
excess payment or benefit willfully, by 
means of false statement, representation, 
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concealment of any material fact , or 
other fraudulent scheme or devise with 
intent to defraud, criminal sentences and 
fines and/or civil monetary penalties 
shall be imposed pursuant to, but not 
limited to , the Medicaid Fraud Act, 
NMSA 1978, 30-44-1 et seq. , 42 USC 
1320a-7b, and 42 CFR 455 .23. 
8.2 In addition to the above 
criminal and civil penalties, the 
DEPARTMENT or its AUTHORJZED 
AGENTS may impose monetary or non
monetary sanctions, including civil 
monetary penalties for PROVIDER 
misconduct or breach of any of the terms 
ofthis AGREEMENT. 
8.3 Upon written notice to the 
PROVIDER, the DEPARTMENT or its 
AUTHORIZED AGENTS may sanction 
non-performance under this 
AGREEMENT consistent with the 
DEPARTMENT's rules through one or 
more following actions: 

(A) Compensation Reduction. 
As a sanction, the DEPARTMENT or its 
AUTHORIZED AGENTS may recover 
past payments to the PROVIDER and/or 
reduce the compensation of the 
PROVIDER for past failure to fully and 
satisfactorily perform, and for any 
ongoing failure to fully and satisfactorily 
perform this AGREEMENT's 
obligations. Imposition of such a 
penalty does not preclude the 
DEPARTMENT or its AUTHORlZED 
AGENTS from recouping or recovering 
payments as specifically provided in any 
other law, regulation or this 
AGREEMENT. 

(B) The amount of the 
compensation paid to the PROVIDER by 
the DEPARTMENT or its 
AUTHORlZED AGENTS for services 
that the PROVIDER did not fully and 
satisfactorily perform in accordance with 
the terms of this AGREEMENT. 
8.4. The DEPARTMENT or its 
AUTHORIZED AGENTS may recover 
fund s by redu cin g future compcnsnl io n 
payable by the DEPARTMENT or its 
AUTHORIZED AGENTS to the 
PROVIDER. 
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ARTICLE IX- EMPLOYEE 
EDUCATION CONCERNING 
FALSE CLAIMS 

9.1. In accordance with Section 
1902(a) of the Social Security Act, the 
PROVIDER must : 

(A) Establish written policies 
and rules for all employees, agents, or 
contractors, that provide detailed 
information regarding the New Mexico 
of Medicaid False Claims Act, NMSA 
1978, 27-14-1 , et seq.; and the Federal 
False Claims Act established under 
sections 3729 through 3733 oftitle 31 , 
United States Code, administrative 
remedies for false claims and statement 
established under chapter 38 of title 31 , 
United States Code, including but not 
limited to, preventing and detecting 
fraud , waste, and abuse in Federal health 
care programs (as defined in section 
I 128B(f) of the Social Security Act); 

(B) Include as part of such 
written policies, detailed provisions 
regarding the entity's policies and 
procedures for detecting and preventing 
fraud , waste and abuse; and 

(C) Include in any employee 
handbook, a specific discussion of the 
laws described in subparagraph (A), the 
rights of employees to be protected as 
whistleblowers, and the PROVIDER's 
rules and procedures for detecting and 
preventing fraud , waste, and abuse. 
9.2 . The DEPARTMENT may, at its 
so le discretion, exempt the PROVIDER 
from the requirements set forth in 9.1 
herein ; however, the DEPARTMENT 
shall not exclude the PROVIDER, if the 
PROVIDER receives at least 
$5,000,000 in annual payments from the 
DEPARTMENT. 
9.3 For the purposes of this Article, 
the following definitions apply: 

(A) An "employee" includes 
any officer or employee of the 
PROVIDER. 

( A ) /\ "contracto r'' o r "agc nt" 
includes any contractor, subcontractor, 
agent or other person which or who, on 
behalfofthe PROVIDER, furnishes, or 
otherwise authorizes the furni shing of 
Medicaid or other health care program 
items or services, performs billing or 

Page 11 



:Y1 -- -H U MA N Tif sERV IC ES 
DlrARTMlf-.T 

Name of Entity/ Individual 

The Navajo Nation 

coding functions or is involved in 
monitoring of health care provided by 
the PROVIDER. 

ARTICLE X - REFUSAL TO 
EXECUTE AN AGREEMENT 

The DEPARTMENT will not 
execute an AGREEMENT with the 
PROVIDER if the PROVIDER, his/her 
agent, managing employee, or any 
person having an ownership interest 
equal to five percent (5%) or greater in 
the health care PROVIDER commits or 
has committed any of the violations 
listed in Article 7.2. of this 
AGREEMENT or other provisions 
delineated in Section 8.351.2 or as 
amended and/or its successor, 
REMEDIES AND SANCTIONS of the 
Medical Assistance Division Program 
Policy Manual, when such exclusions are 
mandatory under federal or state law. 

ARTICLE XI - RECIPIENT FUND 
ACCOUNT 

Nursing facilities, swing bed 
hospitals, and intermediate care facilities 
for the mentally retarded shall establish 
and maintain an acceptable system of 
accounting for eligible recipients' 
personal funds , in the manner prescribed 
by the DEPARTMENT or its 
AUTHORIZED AGENTS, in those 
cases in which eligible recipients entrust 
their personal funds to the facility. 

ARTICLE XII - PRECONDITION 
FOR PARTICIPATION 

The PROVIDER understands 
that signing this AGREEMENT is a 
precondition for participating in health 
care programs administered by the 
DEPARTMENT or its AUTHORIZED 
AGENTS. The PROVIDER understands 
that the provision of services, billing of 
services. :rn d rece ipl o f pav ment s fo r 
services cannot occur until this 
AGREEMENT is completed by the 
PROVIDER and approved for execution 
by the DEPARTMENT. 

ARTICLE XIII - INSURANCE 
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13. I During the term of this 
AGREEMENT, the PROVIDER shall , at 
its so le cost and expense, carry 
comprehensive general liability 
insurance and professional liability 
insurance in amounts and containing 
such provisions from time to time 
deemed adequate by the 
DEPARTMENT or its AUTHORIZED 
AGENTS . Upon request , the 
PROVIDER will provide to the 
DEPARTMENT and its AUTHORIZED 
AGENTS certificates evidencing that the 
insurance required by this Section is in 
effect. The PROVIDER hereby 
authorizes the PROVIDER's insurance 
carrier to notify the DEPARTMENT and 
its AUTHORIZED AGENTS upon 
cancellation or termination of the 
PROVIDER's insurance coverage. The 
PROVIDER will notify the 
DEPARTMENT or its AUTHORIZED 
AGENTS promptly whenever an eligible 
recipient files a claim or notice of intent 
to commence action against the 
PROVIDER. The PROVIDER will 
notify the DEPARTMENT or its 
AUTHORIZED AGENTS not more than 
ten (I 0) business days after the 
PROVIDER's receipt of notice of any 
reduction or cancellation of the 
insurance coverage required by this 
Section. 
13.2 The DEPARTMENT may, at its 
sole discretion, exempt the PROVIDER 
from the requirements of 13 . 1 for any 
reason, including but not limited to, the 
inability of the PROVIDER to procure 
such insurance. 

ARTICLE XIV - HEAL TH 
INSURANCE 

14.1 ffthe PROVIDER has, or 
grows to have, six (6) or more 
employees who work or who are 
expected to work, an average of at least 
twenty (20) hou rs per week over a ~ix 
(6) month period during the term of this 
AGREEMENT and by signing it, agree 
to comply with these provisions. 

(A) Have in place, and agree to 
maintain for the term of this 
AGREEMENT, health insurance for 
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those employees and offer that health 
insurance to those employees no later 
than July I , 2008, if the expected annual 
value in the aggregate of any and all 
contracts between the PROVIDER and 
the STATE exceeds one million 
($1 ,000 ,000) dollars ; or 

(B) Have in place, and agree to 
maintain for the term of this 
AGREEMENT, health insurance for 
those employees and offer that health 
insurance to those employees no later 
than July I , 2009, if the expected annual 
value in the aggregate of any and all 
contracts between the PROVIDER and 
the ST ATE exceeds five-hundred 
thousand ($500,000) dollars ; or 

(C) Have in place and agree to 
maintain for the term of this 
AGREEMENT, health insurance for 
those employees and offer that health 
insurance to those employees no later 
than July I, 2010, ifthe expected annual 
value in the aggregate of any and all 
contracts between the PROVIDER and 
the STATE exceeds two-hundred and 
fifty thousand ($250,000) dollars 
14.2 The PROVIDER must agree to 
maintain a record of the number of 
employees who have: 

(A) accepted health insurance 
(B) declined health insurance 

due to other health insurance coverage 
already in place; or 

(C) declined health insurance 
for other reasons. 
These records are subject to review and 
audit by the ST ATE or its 
representative( s ). 
14.3 The PROVIDER must agree to 
advise all employees of the availability 
of STATE publicly financed health care 
coverage programs by providing each 
employee with, at a minimum, the 
following web site link (or its successor) 
for additional information 
http://www.insurenewmexico.state.nm.u 
§/_ 

ARTICLE XV - NO WAIVERS 

No terms or provision of this 
AGREEMENT shall be deemed waived 
and no breach excused , unless such 
waiver or consent shall be in writing and 
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executed by the party claiming to have 
waived or consented. 

ARTICLE XVI - APPLICABLE LAW 

This AGREEMENT shall be governed 
by the laws of the State of New Mexico . 
All legal proceedings arising from 
unresolved disputes under this 
AGREEMENT are subject to 
administrative and judicial review as 
provided for in MAD 8.353.2, 
PROVIDER HEARING, MAD 8.349.2, 
APPEALS and GRJEVANCE 
PROCESS, MAD 8.350.2, 
RECONSIDERATION OF 
UTILIZATION REVIEW DECISIONS, 
MAD 8.350.3, ABSTRACT 
SUBMISSION FOR LEVEL OF CARE 
DETERMINATIONS, MAD 8.350.4, 
RECONSIDERATION OF AUDIT 
SETTLEMENTS, MAD 8.351.2, 
SANCTIONS AND REMEDLES, MAD 
8.352.2, RECIPIENT HEARINGS, 
MAD 8.353.2, PROVIDER 
HEARINGS, MAD 8.354.2, PASRR 
AND PATIENT STATUS HEARING 
POLICIES, or as amended or their 
successors, of the Medical Assistance 
Division Program Policy Manual. 

ARTICLE XVII - ASSIGNMENT 

The PROVIDER shall not assign or 
transfer any obligation, duty, or other 
interest in this AGREEMENT, nor 
assign any claim for monies due under 
this AGREEMENT without 
authorization of the DEPARTMENT or 
its AUTHORIZED AGENTS. Any 
assignment or transfer which is not 
authorized by the DEPARTMENT or its 
AUTHORJZED AGENTS shall be void. 

ARTICLE XVIII -
INDEMNIFICATION 

The PROV ID ER shnll indemnify. 
defend, and hold harmless the STATE, 
the DEPARTMENT, its AUTHORIZED 
AGENTS , and employees from any and 
all actions, proceedings, claims, 
demands, costs, damages, and attorney's 
fees , from all liabilities or expenses of 
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any kind from any sources accruing to 
or resulting from the PROVIDER or its 
employees in connection with the 
performance of this AGREEMENT and 
from all claims of any person or entity 
that may be directly or indirectly injured 
or damaged by the PROVIDER or its 
employees in the performance of this 
AGREEMENT. 

ARTICLE IXX - ENTIRE 
AGREEMENT 

This AGREEMENT incorporates all the 
agreements, covenants, and under
standings between the parties hereto 
concerning the subject matter contained 
in this AGREEMENT, and all such 
covenants, agreements, and under
standings have been merged into this 
AGREEMENT. No prior agreement, 
covenants, or understandings, either 
verbal or otherwise, of the parties or 
their agents shall be valid or enforceable 
unless contained in this AGREEMENT. 
This AGREEMENT shall not be altered, 
changed, revised, or amended except by 
written instrument executed by the 
parties in the same manner as in this 
AGREEMENT. Amendments shall 
contain an effective date. Any 
amendments to this AGREEMENT shall 
not be binding upon either party until 
approved in writing by the 
DEPARTMENT or its AUTHORIZED 
AGENTS . 
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A) Have y ou ever had a license revoked , suspended or denied in any state? _ YES 

B) Have you ever been convicted of any crimina l offense? _YES 

C) Have you or any ever been excluded o r suspended from participation in 
T itle XVIII (Medicare) , Ti tle XIX (M edicaid) or any other heal th care program? YES 

l NPI 

.JLNO 

X NO 

l!_NO 

1588925788 

Initial. ___ _ 

Initial ----

In itial ___ _ 

If YES to any of the above three q uestio ns, attach a brief statemen t of s ituatio n; date ; c ity , c ounty and professional association o r court 
w hich hand led the m atter; any prec inc t case identification , and the adjudication or other resu lt. 

New Mexico Medicaid project staff may need to contact you regarding the completion of this form. Please list contact person and 
telephone number. 

Whoever knowingly and willfully makes or causes to be made a false statement or representation of this statement, may be prosecuted under 
applicable federal or State laws. In addition, knowingly and willfully failing to fully and accurately disclose the information requested may result in 
denial of a request to participate or, where the entity already participates, a termination of its agreement or contract with the State agency. 

Original signature required. Please use blue ink only. 
INDIVIDUAL PROVIDER: 

I understand that payment of cla ims will be from federal and state funds and that any falsifica tion or concealment of a material fact may be 
prosecuted under federal and state law. 

Printed Name of Individual Practitioner:------ ------------------ ------------

Signature of Individual Practitioner: Date: __________ _ 

FACILITIES AND NON-PRACTITIONER ORGANIZATIONS: 

I understand that payment of cla ims will be from federal and state funds and that any falsification or concealment of a mater ial fact may be 
prosecuted under federal and state law. 

Printed Name of Authorized Representative: ......:::Jc.:o~n:..:.=:a~t h"""'a""'n:...:...:N:..,e::.::z,__ ___________________________ _ 

Tit le , Position: _,_N-=-a""-=-v-=a~jo"'--'N..:.:::a_,_t1,.,· o""nc:....:.P-'r'-'e""'s""i"'d:..:e""n'-'-t"--------------------------

Address: PO BOX 7440; Window Rock, AZ 86515 

Telephone Number: _.(.:9.=2c::8+}8:.7,._1.,_-__,7_,0'-'0'-'0<---_________________________ _ 

Signature of Authorized Representative: _______________________ Date:. _________ _ 

FOR STATE PURPOSES ONLY: 

HUMAN SERVICES DEPARTMENT APPROVAL 

n APPROVED n NOT APPROVED 
Reasons Not Approved: 

Dates of Agreement: From : 
Authorized Signature II Date 

I I 
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STATE OF NEW MEXICO 
MEDICAL ASSISTANCE DIVISION 

PROVIDER PARTICIPATION AGREEMENT 

EXHIBIT 

A - Y 

TH IS AGREEMENT IS FOR GROUPS. ORGAN IZA TI ONS, OR INDIVIDUAL APP LICANTS TO W HOM 
Return completed application to: 

New Mexico Medicaid Project 
PAYMENTS W ILL BE MADE . IF THE APPLI CANT IS AN INDIVIDUAL APPLYING FOR A PROVIDER NUMBER Conduent 
ONLY FOR IDENTIFYING SERV ICES BILLED THROUGH A GROUP PRACTICE OR OTHER ORGANIZATION P.O. Box 27460 
AND PAYMENTS WILL BE MADE TO THAT GROUP OR ORGA NIZATION, THIS FORM SHOULD NOT BE Albuquerque. NM 87125-7460 
USED. USE FORM MAD 312 IN STEAD. 
(1) NM Medicaid Number (if previously assigned) (2) National Provider Identifier (NPI) (3) Primary Taxonomy 

1316129216 Community/Behavioral Health 

(4) Applicant Name (for individuals - must match license name) 
First Name Middle Initial Last Name Professional Title (MD, DDS, etc) 

(5) Business Name (DBA) I (6) Federal Tax (Legal) Name 
Newlands Outpatient Treatment Center The Navajo Nation 

(7) Physical Street Address where services are rendered (PO BOX NOT ACCEPTED) City State Zip Code County 

1/4 MILES SOUTH OF SANDERS HIGH SCHOOL, SHONDIIN St. Newland AZ 86512 Apache 

(8) Billing Office Address(MAY BE PO BOX) City State Zip Code 

PO BOX 1086 Newland AZ 86512 

(9) Mailing Address for official correspondence (MAY BE PO BOX) City State Zip Code 

PO Box 709 Window Rock AZ 86515 
(10) Fax Number (11) Billing Office Phone (12) Location Phone (REQUIRED) 

(928)871-6456 (928)871-6235 (928)688-3475 
(13) Mailing Email Address (14) Billing Office Email Address (15) Location/ Provider Email Address 

mbrandser@navajo-nsn.gov mbrandser@navajo-nsn.gov Window Rock, Arizona 
(16) Business Type • Individual/ sole proprietor D Corporation 0 Partnership/ Professional Association 

• Limited Liability Company D Non-corporate Business Entity / Other 6il Government Entity or Public School 

(17) Provider Type (see (18) Provider (19) License Information (20) (REQUIRED) Individual Provider's 
attached list) Specialty (see Number State Expiration Date Social Security Number Date of Birth 

221 attached list) 

I 100 
(21) NM CRS (Tax & (22) Are NM CRS tax 

I 
(23) Select one: (24) Federal Tax (25) Are federal tax payments 

Revenue) Number (If payments current? If not, • for profit Number/ FEIN (attach current? If not, attach an explanation. 
services are provided in attach an explanation. 

I 
Iii 

IRS letter) Iii YES 
NM) ~ YES not-for-profit (attach 86-0092335 

• NO 
501(c)3) • NO 

(26) DEA Number (attach copy) 

I 
(27) CUA Number (attach copy) (28) NCPDP/NABP Number (pharmacies only) 

(29) IHS Certified or Tribal 638 Contracted Program? 

Iii YES • NO (If YES, attach copy of certification or contract) 

(30) Title XVIII Medicare Certified? (31) Fiscal Year End Month 

• YES Ii NO (If YES, attach copy of letter) December 
(32) JCAHO Certified? 

• YES Iii NO (If YES, attach copy of letter) 

(33) Other Certification? YES 0 NO Ii] (If YES, attach copy of letter) Certified by: 

(34) To be completed by physicians (provider type 301 or 302) only : (If Certified, attach copy of certificate; if Not Certified or if Eligible for 
Certifi cation, attach proof of residency completion/ training in your specialty area) 

• • • Board certified in the provider specialty listed in box 18? Certified Elig ible for certification Not certified 
(35) Identify indiv iduals who will be providing services for which payments will be made to your group or organization: (Please attach separate page if 
additional space is needed) 

Individual's Name, Title Prov. Specialty NM Medicaid Prov. No. NPI 
Type 

(36) If services have already been rendered to a NM Medicaid recipient, please enter Date of Service and attach copy of claim: 

DOS : 

Page 1 
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CERTIFYING THE INFORMATION 
ON THIS PAGE IS TRUE AND CORRECT MAD 335 revised March 202 1 
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STATE OF NEW MEXICO 
MEDICAL ASSISTANCE DIVISION 

PROVIDER PARTICIPATION AGREEMENT 

(37) To be completed by out-of-state providers only: 
Home State Medicaid Provider Number: 

Name of Entity/ Individual 
The Navajo Nation 

EIN / SSN NPI 
86-0092335 1316129216 

Question 1 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? If yes, give the name(s) of person(s) and description(s) of offense(s). Please 
use additional pages if necessary: 

Name Social 
Security 
Number 

Date of 
Birth 

APPLICANT INITIAL HERE ___ _ 
CERTIFYING THE INFORMATION 
ON THIS PAGE IS TRUE AND CORRECT 

Description 

MAD 335 revised March 2021 

YES a 
NO Eil 

Page 2 
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PROVIDER PARTICIPATION AGREEMENT 

Name of Entity / Individual EIN / SSN NPI 
1316129216 

A. 

The Navajo Nation 86-0092335 

3. Provide the name and address of each person (individual or corporation) with an ownership or control interest in the provider or in 
any subcontractor in which the provider has direct or indirect ownership of five percent or more. Please use additional pages if 
necessary: 

NAME ADDRESS SOCIAL SECURITY 
NUMBER (IF 

INDIVIDUAL) OR TAX ID 
IF NOT AN INDIVIDUAL 

DATE OF BIRTH 
(FOR INDIVIDUALS) 

The Navajo Nation PO Box 7440 

B. 

C. 

D. 

E. 

4 . 

Window Rock, Arizona 
86515 

Is any person named in question #3 related to another as spouse, parent, child, or sibling? If yes , give the name(s) 
of person(s) and relationship(s). Please use additional pages if necessary. NOTE: Designate relationship to each 
person listed in question #3 by using A., B., C., etc. 

NAME RELATIONSHIP 

APPLICANT INITIAL HERE ___ _ 
CERTIFYING THE INFORMATION 

YES 

NO 

ON THIS PAGE IS TRUE AND CORRECT MAD 335 revised March 202 1 

a 
Iii 
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Name of Entity/ Individual EIN / SSN 
The Navajo Nation 86-0092335 

5. Does any person (individual or corporation) named in question #3 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 Social Security Act?] (This includes participation in any federal , state, or jointly funded healthcare 
programs such as Medicaid ; Medicare Part A ; Medicare Part B ; Medicare Part C; Medicare Part D; CHAMPUS ; and 
programs established under parts XIX, XX, and XXI of the Social Security Act.) If yes, give the name(s) , Medicaid 
prov ider identification number(s) and address(es) of the Medicaid provider or entity . Please use additional pages if 
necessary: 

NAME ADDRESS 

APPLICANT INITIAL HERE ___ _ 
CERTIFYING THE INFORMATION 

NPI 
1316129216 

YES a 
NO Ii 

MEDICAID PROVIDER 
NUMBER 

Page 5 
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Name of Entity/ Individual 

The Navajo Nation 
EIN / SSN 

STATE OF NEW MEXICO 
MEDICAL ASSISTANCE DIVISION 

PROVIDER PARTICIPATION AGREEMENT 

NPI 

86-0092335 1316129216 APPLICANT INITAL HERE 
CERTIFYING YOU HAVE READ AND 
UNDERSTAND THE INFORMATION ON 
THIS PAGE 

This AGREEMENT, between the State of New Mexico (ST A TE), herein referred to as "the ST ATE," the 
New Mexico Human Services Department (HSD), herein referred to as "the DEPARTMENT" and the 
applicant as provider, herein referred to as "the PROVIDER", specifies the terms and conditions for 
providing health care services to eligible recipients of Medicaid, other medical assistance programs, and 
other health care programs administered by the Department and other departments of the State of New 
Mexico for which the Department is authorized to make payment to the PROVIDER. Administration of 
health care programs including, but not limited to, service authorizations, billing instructions and 
payment, may be performed by the DEPARTMENT and its agents including other departments and 
agencies of the State of New Mexico and their contractors, as authorized by joint power of agreements, 
contracts, or other binding agreements, herein referred to as its "AUTHORIZED AGENTS". This 
AGREEMENT shall be effective when completed in full with all required documentation attached and 
when signed by the PROVIDER and the Human Services Department Medical Assistance Division 
(HSD/MAD) or its designees and shall remain in effect until terminated pursuant to the terms set forth 
below. 

ARTICLE I -OBLIGATIONS OF 
THE PROVIDER 

The PROVIDER shall. 
1. 1. Abide by all federal , state, and 
local laws, rules and regulations, 
including but not limited to , those laws, 
regulations, and rules applicable to 
providers of services under Title XIX 
(Medicaid) and Title XXI (SCHIP) of 
the Social Security Act and other health 
care programs administered by the 
DEPARTMENT and its AUTHORIZED 
AGENTS. 
1.2. Furnish services, bill for 
services, and receive payment for 
services only upon approval of this 
AGREEMENT by the HSD /MAD 
Director or his/her designees or its 
AUTHORJZED AGENTS. 
1.3. Be responsible for the accuracy 
and validity of all claims for which 
reimbursement is sought by causing 
claims to be manually or electronically 
submitted to the DEPARTMENT or its 
AUTHORJZED AGENTS. 
1.4. Comply with all instructions, 
directives, billing, reimbursement, audit, 
recoupment, and withholding provisions 
made available by the DEPARTMENT 
~nd it s AUTHOR IZED AGENTS . 
l .5. Obtain, mai ntain, and keep 
upd ated program rules and instructions 
on billing and utilization rev iew and 
other pertinent material made available 

by the DEPARTMENT and its 
AUTHORJZED AGENTS. 

1.6. Not employ or enter into contract 
with excluded individuals or entities, as 
identified by the Health and Human 
Services Office of Inspector General ' s 
(HHS-OIG) List of Excluded 
Individuals/entities (LEIE), the Medicare 
Exclusion Database (MED), System for 
Award Management (SAM), Excluded 
Parties List System (EPLS) or a state's 
Employee Abuse Registry (EAR) or 
equivalent. All findings of placement of 
an employee on EAR should be 
forwarded to a law enforcement agency 
for possible prosecution . The HHS-OIG 
website can be searched by the name of 
any individual or entity, and must be 
searched on a monthly basis in order to 
capture exclusions and reinstatements 
that have occurred since the last search. 
Any exclusion informat ion discovered 
must be immediately reported to the 
DEPARMENT or its AUTHORJZED 
AGENTS . A provider must ensure that 
every healthcare practitioner or other 
employee providing a service is 
appropriately licensed, registered, back
ground checked, and/or certified at the 
time the service is provided , as required 
by state law or regu lation for the service 
or act ivity that is provid ed and is valid in 
the munic ipa lity. All pa yments nrnd e to 
PROVIDERS for services or items 
obtained from exc luded parties o r 
provided by insufficiently licensed , 
registered, back-ground checked, or 
certified individuals are overpayments 
subject to recoupment. These services or 
items extend to all methods of 

MAD 335 revised March 2021 

reimbursement, whether payment results 
from itemized claims, cost reports, fee 
schedules, or a prospective payment 
system; payment for administrative and 
management services not directly related 
to patient care, but that are a necessary 
component of providing items and 
services to Medicaid recipients, when 
those payments are reported on a cost 
report or are otherwise payable by the 
Medicaid program; and payments to 
cover an excluded individual ' s salary, 
expenses, or fringe benefits, regardless 
of whether they provide direct patient 
care, when those payments are reported 
on a cost report or are otherwise payable 
by the Medicaid program. In addition , 
civil monetary penalties may be imposed 
for noncompliance. 42 CFR I 003 
.102(a)(2). The PROVIDER must also 
check New Mexico Co urts 
(http://www.nmcourts.gov/) for records 
of any incidents involving any employee 
at the time of employment and annually 
thereafter. Documentation of the check 
must be maintained in the employee ' s 
personnel folder. 
I. 7. Comply with the disc losure 
req uirements specified in 42 CFR, Part 
455 , Subpart B, including but not limited 
to disc losure upon request of informat ion 
regard ing ownership and control, 
bus iness transactions and person 
convicted of crimes . This inc ludes 
information about ownership of any 
subcontractor and any significant 
business transactions between the 
provider and subcontractor and/or 
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Name of Entity/ Individual 

The Navajo Nation 

provider and any wholly owned supplier. 
The provider agreement will be 
terminated if the PROVIDER fails to 
disclose ownership or control 
informat ion as required by Federal law. 
1.8. Furnish and update complete 
information on the PROVIDER 's 
address, lice ns ing, certification, board 
specialties, corporate names, and parties 
with direct or indirect ownership or 
controlling interest in the entity or in any 
subcontractor in which the entity has a 
direct or indirect ownership interest 
totaling five percent {5%) or more, and 
any relationship (spouse, parent, child, 
or sibling) of these persons to another; 
the name of any other entity in which a 
person with an ownership or controlling 
interest in the disclosing entity also has 
an ownership or controlling interest in ; 
and information on the conviction of 
delineated criminal or civil offenses by 
the PROVIDER or parties with direct or 
indirect ownership or controlling interest 
at least sixty ( 60) calendar days prior to 
the contemplated change or within ten 
( I 0) calendar days after the conviction. 
Any payment made on the basis of 
erroneous or outdated information is the 
responsibility of the PROVIDER and is 
subject to recoupment, criminal 
investigative costs, and/or civil penalties. 
1.9. Comply with all applicable 
federal, state, and local laws and 
regulations regarding-licensure, 
registration to pay applicable taxes, 
payment of applicable taxes, permit 
requirements, and employee tax filing 
requirements. 
I. I 0. Assume so le responsibility for 
a ll applicable taxes, insurance, licensing, 
and other costs of doing business. 
1. 11. Verify that an individual is 
e ligible for a specified health care 
program administered by the 
DEPARTMENT or its AUTHOR1ZED 
AGENTS. 
1. 12. Verify the identity of the 
e lig ib le rec ipi ent 0 11 :i ll occ:is io ns prior 
to rendering services. 
1. 13. Maintain the confidentiality of 
e ligible rec ipient information and 
records in accordance with applicable 
state and federal laws, including 42 CFR 
431 .305, 8.100 . 100.13 and .14 NMAC, 

EIN/ SSN 

STATE OF NEW MEXICO 
MEDICAL ASSISTANCE DIVISION 

PROVIDER PARTICIPATION AGREEMENT 

NPI 

86-0092335 1316129216 

and regulations promulgated pursuant to 
the Health Insurance Portability and 
Accountability Act of 1996 (HIPAA), as 
amended. 
1. 14. Meet the Continuing Care 
Obligations of the PROVIDER. In the 
event of terminatio n o f this 
AGREEMENT for any reaso n, the 
PROVIDER shall continue to provide or 
arrange services to eligible recipients, 
including any recipients who become 
eligible during the termination notice 
period, beginning on the effective date of 
termination and continuing until the 
termination or next renewal date of the 
recipient's eligibility, unless the 
DEPARTMENT arranges for the transfer 
of the eligible recipient to another 
Provider and provides written notice to 
the PROVIDER of such transfer prior to 
the termination or next renewal date of 
this AGREEMENT. 

Notwithstanding the foregoing, 
at the direction of the DEPARTMENT, 
the PROVIDER may continue to provide 
or arrange services to any eligible 
recipient who cannot be transferred 
within the time period specified above in 
accordance with the legal and 
contractual obligations to: (I) provide 
services under the applicable health care 
program; (2) provide notice of 
termination to eligible rec ipients; and (3) 
ensure continuity of care for eligible 
recipients. 

(A) In the event that the 
PROVIDER terminates this 
AGREEMENT on the basis of the 
DEPARTMENT'S failure to make 
timely payments, the PROVIDER shall 
continue to arrange for services to those 
eligible recipients who are hosp italized 
on an inpatient basis or otherwise 
residents of a facility at the time the 
PROVIDER terminates this 
AGREEMENT until eligible recipients 
are discharged from the hospita l or other 
facility . The PROVIDER may file a 
c laim w ith the DF: P_1\RT:VtF: IT or its 
AUTHORI ZED AGENTS for such 
services . 

(B) The DEPARTMENT or its 
AUTHORIZED AGENTS will pay the 
PROVIDER for serv ices provided after 
the date of termination of this 

MAD 335 revised March 2021 

APPLICANT INITAL HERE 
CERTIFYING YOU HAVE READ AND 
UNDERSTAND THE INFORMA T/ON ON 
THIS PAGE 

AGREEMENT at the current applicable 
re imbursement rate to eligible providers 
as of the dates of service when the 
services have been authorized by the 
DEPARTMENT or its AUTHORJZED 
AGENTS . 

(C) The PROVID ER agrees that 
the provisions of this section and the 
obligations of the PROVIDER herein 
shall survive termination, and shall be 
construed to be for the benefit of eligible 
recipients. 
1. 15. Render covered services to 
eligible recipients in the same scope, 
quality, and manner as provided to the 
general public ; comply with all 
applicable federal and state civil rights 
laws; and not discriminate on the basis 
of race, color, national origin, sex, 
gender, age, 
ethnicity, religion, sexual orientation, 
sexual preference, health status, 
disability, political belief, or source of 
payment as per 45 CFR 80.3(a) and (b), 
45 CFR 84.52, and 42 CFR 447.20 or 
other state and federal laws, rules, and 
regulations. 
1.16. Assume all responsibility for 
any and a ll claims submitted on behalf of 
the PROVIDER under the 
PROVIDER' S identification number. 
Submission of false or miscoded claims 
or fraudulent representation may subject 
the PROVIDER to termination, criminal 
investigations and charges, and other 
sanctions specified in the HSD/MAD 
Program Policy Manual, and federal and 
state law and regulations. 
1. 17. Create, keep and maintain, and 
have readily retrievable, any and all 
original medica l or business reco rds as 
necessary to verify the treatment or care 
of any eligible recipient and to fully 
disclose the type and extent of all 
services, goods, and supplies provided to 
eligible recipients as set forth in 42 CFR 
43 I . I 07 fo r at least six ( 6) years from 
the date of creation or until ongo ing 
:iudit s arc 5ettled. whichever i, longe r. 
The PROVIDER agrees that such 
reco rd s sha ll be made at or near the time 
at which the services, goods, and 
supplies are delivered or rendered. 
Services that have been billed to the 
DEPARTMENT or its AUTHOR1ZED 
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Name of Entity/ Individual 

The Navajo Nation 

AGENTS which are not substantiated in 
the PROVIDER'S record are subject to 
recoupment, sanction, and/or any other 
penalty provided for in this 
AGREEMENT. 
I. 18. Upon closure of office or 
facility, inform the DEPARTMENT or 
its AUTHORIZED AGENTS where 
records pertaining to eligible recipients 
will be located. 
1.19. Furnish immediately to the 
DEPARTMENT or its AUTHORIZED 
AGENTS, the U.S. Secretary of Health 
and Human Services, or the Medicaid 
Fraud Control Unit, at no cost, access to 
records in any format requested and any 
information regarding payments claimed 
by the PROVIDER for furnishing 
services to eligible recipients. 
1.20. Permit announced and 
unannounced inspection of facilities or 
the PROVIDER' S offices and other 
locations used in the provision of 
services for billing and to eligible 
recipients by the U.S. Secretary of 
Health and Human Services, the 
Medicaid Fraud Control Unit, and the 
DEPARTMENT and its AUTHORIZED 
AGENTS. Failure to comply with this 
provision constitutes a violation of 
federal and state law and may result in 
immediate withholding of any pending 
or future payments. If records are 
requested by mail, the PROVIDER shall 
furnish the records within two (2) to ten 
( I 0) business days of the receipt of the 
request or as provided in the request. 
1.2 I. Assist and cooperate in any 
review, inspection or audit conducted in 
conformity with the terms of this 
AGREEMENT. 
1.22. Accept as payment in full , the 
amount paid by the DEPARTMENT or 
its AUTHORIZED AGENTS for 
services furnished to eligible recipients 
in accordance with the reimbursement 
structure in effect for the period during 
which services were provided as per the 
DEP ·\R T'VIENT'S or its 
AUTHORIZED AGENTS 
reimbursement rules. No exceptions to, 
or waiver of standard reimbursements 
will be permitted without the express 
written consent of the MAD Director or 
his/her designee. 

EIN/ SSN 

STATE OF NEW MEXICO 
MEDICAL ASSISTANCE DIVISION 

PROVIDER PARTICIPATION AGREEMENT 

NPI 

86-0092335 1316129216 

1.23. Electronic billing of claims is 
mandatory unless an exemption has been 
allowed by the DEPARTM ENT or its 
AUTHORIZED AGENTS . Exemptions 
will be given on a case-by-case basis 
with consideration being given to any 
barriers the PROVIDER may face in 
billing electronically, including when 
volumes are so small that deve loping 
electronic submission capability is 
impractical. The requirement for 
electronic submission of claims does not 
apply to situations for which a paper 
attachment must accompany the claim 
form. 
1.24. Not collect payments from the 
eligible recipient or any financially 
responsible relative or personal 
representative of the eligible recipient 
for services furnished to the eligible 
recipient, except as specifically allowed 
by the DEPARTMENT or its 
AUTHORIZED AGENTS. The 
PROVIDER may not bill or collect 
payments from the eligible recipient or 
their personal representative for any 
claim denied by the DEPARTMENT or 
its AUTHORIZED AGENTS for 
administrative or billing errors on the 
part of the PROVIDER except as 
specifically allowed by the 
DEPARTMENT'S regulations . 
1.25 . Seek payment from any other 
payer or insurer before seeking payment 
from the DEPARTMENT or its 
AUTHORIZED AGENTS in the event 
the eligible recipient is covered by an 
insurance policy or health plan including 
Medicare. Refund to the 
DEPARTMENT or its AUTHORIZED 
AGENTS the lesser of the payment 
received from the third party and the 
DEPARTMENT or its AUTHORIZED 
AGENTS. The PROVIDER shall not 
bill the DEPARTMENT or its 
AUTHORIZED AGENTS the difference 
between a "preferred patient care 
agreement" or "disco unt" arrangement 
::met th e PROV!DER"S hil led charge. 
1.26. Not refuse to furnish services to 
an eligible recipient because of a third 
party's potential liability for payment for 
the services, except in instances in which 
an eligible recipient is seek ing services 
from a provider who does not participate 
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APPLICANT INITAL HERE 
CERTIFYING YOU HAVE READ AND 
UNDERSTAND THE /NFORMA T/ON ON 
THIS PAGE 

in the HMO or other plan network and 
would not be paid for services by the 
HMO or other plan. 
1.27. Inform the DEPARTMENT or 
its AUTHORIZED AGENTS 
immediately when an attorney or other 
party requests information related to the 
services rendered to an eligible recipient 
that were paid by the DEPARTM ENT or 
its AUTHORIZED AGENTS and upon 
rece ipt of any knowledge of pending or 
active legal proceedings involving 
eligible recipients. 
1.28. When furnishing services to 
eligible recipients who sustained injury 
in an accident or another action that may 
be subject to a legal proceeding, agree to 
the following: 

(A) The hospital PROVIDER 
must either file a claim with the 
DEPARTMENT or its AUTHORIZED 
AGENTS within the time period 
specified in 8.302.14 NMAC of the date 
of hospital discharge or impose a 
hospital lien on the potential recovery 
from the liable third party. If the 
hospital PROVIDER elects to impose a 
lien, the PROVIDER is prohibited from 
filing a cla im with the DEPARTMENT 
or its AUTHORIZED AGENTS for 
payment of any unpaid balance resulting 
from the third party recovery or from 
seeking payment from the eligible 
recipient or their personal representative. 

(B) The non-hospital 
PROVIDER must accept the payment 
made by the DEPARTMENT or its 
AUTHORIZED AGENTS as payment in 
full . The non-hospital PROVIDER may 
not seek additional payment for those 
services from the eligible recipient or 
their personal representative even if the 
e ligible recipient or their persona l 
representative subsequently rece ived a 
monetary award or settlement from the 
liable party. 
1.29. When entering into contracts 
with the Medicaid managed care 
orga ni za t io n ('Vl('O ~) co ntract ing wi th 
the DEPARTMENT for the provision of 
managed care services to the Medicaid 
population, agree to be paid by the MCO 
at any amount mutually-agreed between 
the provider or provider group and the 
MCOs. If the provider or provider gro up 
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Name of Entity/ Individual 

The Navajo Nation 

and MCO are unable to agree to terms or 
fail to execute an agreement for any 
reason, the provider or provider group 
shall be obligated to accept the percent 
of the applicable reimbursement rate as 
stated in the MAD Program Policy 
Manual based on the provider type. The 
"applicable reimbursement rate" is 
defined as the rate paid by the 
DEPARTMENT to the PROVIDER 
participating in Medicaid or other 
medical assistance programs 
administered by the DEPARTMENT or 
its AUTHOR1ZED AGENTS and 
excludes disproportionate share hospital 
and medical education payments. 
1.30. When a Medicaid managed 
care organization (MCO) recoups 
payment from the provider because the 
DEPARTMENT retroactively disenrolls 
a recipient from the MCO, the 
PROVIDER agrees to bill the 
DEPARTMENT or its AUTHOR1ZED 
AGENTS and accept the applicable 
reimbursement rate as stated in the MAD 
program policy manual, according to the 
provider type. 
1.31 . For those caregivers whose 
employment or contractual service with 
a care provider includes direct care or 
routine and unsupervised physical or 
financial access to any care recipient 
served by that provider, the caregiver 
and care provider must adhere to 
provisions in the Caregivers Criminal 
History Screening Act (CCHS). 
1.32. Understand and agree to meet 
the requirements concerning enrollment 
and screening, criminal background 
checks, fingerprinting, use of the 
National Provider Identifier, federal 
database checks, site visits, verification 
of provider licenses, and application fees 
as found at 42 CFR 455.400 - 455.470. 

1.33. To understand the appeal rights 
that are given to the PROVIDER as 
provided for in MAD 8.353.2, 
PROV IDER HF i\RI NG. M.i\D lU4CJ .2. 
APPEALS and GR1EVANCE 
PROCESS, MAD 8.350.2, 
RECONSIDERATION OF 
UTILIZATION REVIEW DECISIONS, 
MAD 8.350.3, ABSTRACT 
SUBMlSSJON FOR LEVEL OF CARE 
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DETERMIN ATIONS, MAD 8.350.4, 
RECONSIDERATION OF AUDIT 
SETTLEMENTS, MAD 8.351.2, 
SANCTIONS AND REMEDIES, MAD 
8.352.2, RECIPIENT HEARINGS, 
MAD 8.353 .2, PROVIDER 
HEARINGS, MAD 8.354.2, PASRR 
AND PATIENT STATUS HEARING 
POLICIES, or as amended or their 
successors, of the Medical Assistance 
Division Program Policy Manual. 
1.34. All work associated with the 
Agreements contained herein must be 
performed in the United States of 
America. 

ARTICLE II -OBLIGATION OF 
THE HUMAN SERVICES 
DEPARTMENT 

The DEPARTMENT shall. 
2. 1. Make available on the 
HSD/MAD website, other 
DEPARTMENT websites, or in hard 
copy format information necessary to 
participate in health care programs 
administered by the DEPARTMENT or 
its AUTHORIZED AGENTS, including 
program rules, billing instructions, and 
other pertinent materials. The 
PROVIDER must contact the 
DEPARTMENT or its AUTHORIZED 
AGENTS to request hard copies of any 
program rules, manuals, billing and 
utilization review instructions, and other 
pertinent materials. 
2.2 . Process payments in a manner 
delineated by federal guidelines either 
internally or through a designated fiscal 
agent contractor. Please refer to 
8.302.2.9 NMAC. 
? ,., __ ., Reimburse the PROVIDER for 
furnishing covered services or 
procedures to eligible recipients when all 
program rules have been followed by the 
PROVIDER. Reimbursement is based 
on the fee schedule, reimbursement rate, 
or reimbursement methodology in place 
at the time , erv iee is fi1rn is heel lw the 
PROVIDER. No exception to, or waiver 
of, standard reimbursement will be 
permitted without the express written 
consent of the MAD Director or his/her 
designee. 
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2.4. Conduct administrative 
investigations and administrative 
proceedings to ensure that the 
PROVIDER complies with the terms of 
this AGREEMENT and federal and state 
law, and regulations pertaining to the 
administration of the health care 
programs administered by the 
DEPARTMENT or its AUTHORIZED 
AGENTS, including the Medicaid 
Provider Act. 

ARTICLE Ill - PATIENT 
SELF-DETERMINATION ACT 

The nursing facility, 
intermediate care facility, hospital, home 
health agency, and hospice PROVIDER 
shall: 
3.1. Furnish written information to 
all adult eligible recipients or their 
personal representatives receiving 
medical care concerning their right to 
make decisions about medical care; 
accept or refuse medical or surgical 
treatment; and formulate arrangements 
for a living will or durable power of 
attorney. 
3.2 Document in the eligible 
recipient's medical record whether 
he/she has executed an advance directive 
which complies with New Mexico law 
on advance directives . The provision of 
care shall not be based on whether the 
eligible recipient has executed an 
advance directive. 
3.3 . [nform each adult eligible 
recipient or personal representative, 
orally and in writing, at the time of 
facility admission or initiation of 
treatment, of the eligible recipient's legal 
rights during his or her facility stay or 
course of treatment. 

ARTICLE IV - SUBMISSION OF 
COST REPORTS 

4. 1. The PROVIDER, when 
de line:i ted hy the DEP I\RPvlf. NT slrn ll 
furnish the DEPARTMENT or its 
AUTHORIZED AGENTS with such 
financial reports , audited or certified cost 
statements, and other substantiating data 
as necessary to establish a basis for 
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reimbursement or as required by 
regulation. 
4.2. Cost statements or other data 
are to be furnished no later than 150 ( one 
hundred- fifty) calendar days following 
the closure of the PROVIDER'S fiscal 
accounting period. Failure to comply 
with this provision will result in 
suspension of payment until the required 
statements and other data are provided. 

ARTICLE V -
STATUS OF PROVIDER 

The PROVIDER, its agents, 
and employees are independent 
contractors who perform professional 
services for eligible recipients served 
through health care programs 
administered by the DEPARTMENT or 
its AUTHORIZED AGENTS are not 
employees of the DEPARTMENT or its 
AUTHORIZED AGENTS . The 
PROVIDER shall not purport to bind the 
DEPARTMENT nor the State ofNew 
Mexico to any obligation not expressly 
authorized herein unless the 
DEPARTMENT has given the 
PROVIDER express written permission 
to do so. 

ARTICLE VI - CHANGE 
IN OWNERSHIP 
6. I. As soon as possible, but at least 
sixty (60) calendar days prior to a 
change in ownership or status, the 
PROVIDER must notify the 
DEPARTMENT or its AUTHORIZED 
AGENTS of the proposed change in 
ownership. Upon completion of the 
transfer of ownership, this initial 
AGREEMENT is terminated. The new 
owner must complete and receive 
approval ofa new AGREEMENT before 
submitting any claims to the 
DEPARTMENT or its AUTHORIZED 
AGENTS. Any payment made on the 
basis of erroneous or outdated 
in fo rm ri t io n du e 10 th e lack o r notice is 
the responsibility of the PROVIDER and 
is subject to recoupment. 
6.2. The previous owner shall be 
responsible for any overpayments and is 
entitled to receive payments up to the 
date of ownership transfer, unless 
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otherwise specified in the contract for 
trans fer of ownership. 
6.3. The new owner shall furnish to 
the DEPARTMENT or its 
AUTHORIZED AGENTS upon receipt 
of a written request, the contract or other 
applicable documents specifying the 
terms of the change in ownership and 
responsibilities delineated in this 
AGREEMENT. 
6.4. The DEPARTMENT and its 
AUTHORIZED AGENTS reserve the 
right to withhold all pending and other 
claims until the right to payments and/or 
recoupment is determined, unless the 
new owner agrees in writing to be liable 
for any recoupment or overpayment 
amounts. 
6.5. For the PROVIDER who is 
reimbursed on a cost basis and subject to 
cost settlements, the DEPARTMENT or 
its AUTHORIZED AGENTS shall 
impose a lien and/or penalty of up to ten 
percent ( I 0%) of the purchase price 
against the previous owner until such 
time as the final cost settlement is 
completed and amounts owed, if 
applicable, are remitted to the 
DEPARTMENT, or its AUTHORIZED 
AGENTS. 

ARTICLE VII -TERMINATION OF 
PROVIDER AGREEMENT 

7. I. The PROVIDER status may be 
terminated without cause if the 
PROVIDER or the DEPARTMENT or 
its AUTHORIZED AGENTS give the 
other written notice of termination at 
least sixty (60) calendar days prior to the 
effective date of the termination. 
7.2. The DEPARTMENT or its 
AUTHORIZED AGENTS may 
terminate this AGREEMENT for cause, 
with thirty (30) calendar days notice if 
the PROVIDER, his or her agent, a 
managing employee, or any person 
having an ownership interest equal to 
five percent ('.'i%) or greater in the health 
care PROVIDER entity: 

(A ) Misrepresents, by 
comm1ss1on or omission, any 
information on the AGREEMENT 
enrollment form. 
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( B) Has previous or current 
exclusion, suspension, termination from, 
or the involuntary withdrawal from 
participation in a health care program 
administered by the DEPARTMENT, 
any other state's Medicaid program, 
Medicare, or any other public or private 
health insurance program. 

(C) Is convicted under federal 
or state law of a criminal offense relating 
to the delivery of the goods, services, or 
supplies, under a health care program 
administered by the DEPARTMENT, 
any other state's Medicaid Program, 
Medicare, or any other public or private 
health insurance program. 

(D) Is convicted under federal 
or state law of a criminal offense relating 
to the neglect or abuse of a patient in 
connection with the delivery of any 
goods, services, or supplies. 

(E) Is convicted under federal 
or state law of a criminal offense relating 
to the unlawful manufacture, 
distribution, prescription or dispensing 
ofa controlled substance. 

(F) Is convicted under federal 
or state law of a criminal offense relating 
to fraud , theft , embezzlement, breach of 
fiduciary responsibility, or other 
financial misconduct. 

(G) Is convicted under federal 
or state law of a criminal offense 
punishable by imprisonment of a year or 
more which involved moral turpitude or 
acts against the elderly, children, or 
infirm. 

(H) Is sanctioned pursuant to a 
violation of federal or state laws or rules 
relative to a health care program 
administered by the DEPARTMENT, 
any other state's Medicaid Program, 
Medicare, or any other public health 
insurance program. 

(I) Is convicted under federal or 
state law of a criminal offense in 
connection with the interference or 
obstruction of any 
invcs tigri t i0 ns int o any cr imin al o ffense 
listed in Paragraphs (C) through (H) of 
this subsection . 

(J) Violates licensing or 
certification conditions or professional 
standards relating to the Iicensure or 
certification of the PROVIDER or the 
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required qua lity of goods, services, or 
supplies provided. 

(K) Fails to pay recovery 
properly assessed or pursuant to an 
approved repayment schedule under a 
health care program administered by the 
DEPARTMENT or its AUTHORIZED 
AGENTS. 
7.3. The PROVIDER's status may 
be terminated immediately, without 
notice, in instances in which the health 
and safety of eligible recipients in 
institutions are deemed 
to be in immediate jeopardy; are subject 
to an immediate or serious threat; or 
when it has been demonstrated, on the 
basis ofreliable evidence, that the 
PROVIDER has committed fraud, abuse, 
or other illegal or sanctionable action. 
For purposes of this provision, 
institutional providers include nursing 
facilities, intermediate care facilities for 
the mentally retarded , all residential 
psychiatric treatment facilities , group 
homes, and other facility-based 
res idential treatment programs. 
7.4. The DEPARTMENT or its 
AUTHORIZED AGENTS reserve the 
right to terminate this AGREEMENT for 
cause as summarized in this 
AGREEMENT and as delineated in 
Section MAD-8.351.2, SANCTIONS 
AND REMEDIES of the Medical 
Assistance Division Program Policy 
Manual, or as amended and/or its 
successor. 
7.5. Immediate ly upon termination 
for any reason, the PROVIDER shall: 

(A) Comply with all directives 
issued by the DEPARTMENT or its 
AUTHORIZED AGENTS; and 

(B) Take such action as the 
DEPARTMENT or its AUTHORJZED 
AGENTS shall direct for the protection, 
preservation, retention or transfer of all 
property, included but not limited to all 
recipient records. 

\RTI C LE VIII - IMPOSl"ION OF 
SANCTIONS FOR FRAUD OR 
MISCONDUCT 

8. 1. If the PROVIDER obtains an 
excess pay ment or benefit willfully, by 
means of false statement, representation, 
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concealment of any materia l fact , or 
other fraudulent scheme or devise with 
intent to defraud, criminal sentences and 
fines and/or civil monetary penalties 
sha ll be imposed pursuant to, but not 
limited to , the Medicaid Fraud Act, 
NMSA 1978, 30-44-1 et seq. , 42 USC 
l320a-7b, and 42 CFR 455.23. 
8.2 In addition to the above 
criminal and civil pena lties, the 
DEPARTMENT or its AUTHORIZED 
AGENTS may impose monetary or non
monetary sanctions, including civil 
monetary pena lties for PROVIDER 
misconduct or breach of any of the terms 
ofthis AGREEMENT. 
8.3 Upon written notice to the 
PROVIDER, the DEPARTMENT or its 
AUTHORIZED AGENTS may sanction 
non-performance under this 
AGREEMENT consistent with the 
DEPARTMENT's rules through one or 
more following actions: 

(A) Compensation Reduction. 
As a sanction, the DEPARTMENT or its 
AUTHORIZED AGENTS may recover 
past payments to the PROVIDER and/or 
reduce the compensation of the 
PROVIDER for past failure to fully and 
satisfactorily perform, and for any 
ongoing failure to full y and satisfactorily 
perform this AG REEMENT's 
obligations. Imposition of such a 
penalty does not preclude the 
DEPARTMENT or its AUTHORIZED 
AGENTS from recouping or recovering 
payments as specifically provided in any 
other law, regulation or this 
AGREEMENT. 

(B) The amount of the 
compensation paid to the PROVIDER by 
the DEPARTMENT or its 
AUTHORIZED AGENTS for services 
that the PROVIDER did not fully and 
satisfactorily perform in accordance with 
the terms of this AGREEMENT. 
8.4. The DEPARTMENT or its 
AUTHORIZED AGENTS may recover 
fu nds hy reducing fi11 11re co rnpen~at ion 
payable by the DEPARTMENT or its 
AUTHORIZED AGENTS to the 
PROVIDER. 

MAD 335 revised March 2021 

APPLICANT /NITAL HERE 
CERTIFYING YOU HAVE READ AND 
UNDERSTAND THE INFORMATION ON 
THIS PAGE 

ARTICLE IX - EMPLOYEE 
EDUCATION CONCERNING 
FALSE CLAIMS 

9. 1. In acco rdance with Section 
1902(a) of the Social Security Act, the 
PROVIDER must : 

(A) Establish written policies 
and rules for all employees, agents, or 
contractors, that provide detailed 
information regarding the New Mexico 
of Medicaid False Claims Act, NMSA 
1978, 27-14-1, et seq.; and the Federal 
False C laims Act established under 
sections 3 729 through 3733 of title 31, 
United States Code, administrative 
remedies for false claims and statement 
established under chapter 38 of title 31, 
United States Code, including but not 
limited to, preventing and detecting 
fraud , waste, and abuse in Federal hea lth 
care programs (as defined in section 
1128B(f) of the Socia l Security Act); 

(B) Include as part of such 
written policies, detailed provisions 
regarding the entity's policies and 
procedures for detecting and preventing 
fraud , waste and abuse; and 

(C) Include in any employee 
handbook, a specific discussion of the 
laws described in subparagraph (A), the 
rights of employees to be protected as 
whistleblowers, and the PROVIDER's 
rules and procedures for detecting and 
preventing fraud, waste, and abuse. 
9.2 . The DEPARTMENT may, at its 
so le discretion, exempt the PROVIDER 
from the requirements set forth in 9.1 
here in ; however, the DEPARTMENT 
shall not exclude the PROVIDER, if the 
PROVIDER receives at least 
$5 ,000,000 in annual payments from the 
DEPARTMENT. 
9.3 For the purposes of this Article, 
the following definitions apply: 

(A) An "employee" includes 
any officer or employee of the 
PROVIDER. 

( 11 ) .·\ "cn ntrac lor·· o r "ngcnt'· 
includes any contractor, subcontractor, 
agent or other person which o r who, on 
behalfofthe PROVIDER, furni shes, or 
otherwise authorizes the furni shing of 
Medicaid or other health care program 
items or services, performs billing or 
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coding functions o r is in vo lved in 
mo nito ring o f health care prov ided by 
the PROV IDER. 

ARTIC LE X - REFUSAL TO 
EXECUTE AN AGREEMENT 

The DEPARTMENT w ill not 
execute an AG REE MENT w ith the 
PROV IDER if the PROVIDER, his/her 
agent, manag ing employee, o r any 
person hav ing an ownership interest 
equal to fi ve percent (5%) or greater in 
the health care PROVIDER commit s o r 
has committed any of the vio lations 
listed in Article 7.2. of this 
AG REEMENT or other provis io ns 
de lineated in Section 8.35 1.2 o r as 
amended and/or its successor, 
REME DI ES AND SANCTIONS o f the 
Medica l Ass istance Divis io n Program 
Po licy Manual, when such exc lus io ns are 
mandatory under fed era l o r state law. 

ARTIC LE XI - RECIPIENT FUND 
ACCOUNT 

N ursing fac ilities, sw ing bed 
hospita ls, and intermediate care fac ilit ies 
fo r the menta lly retarded sha ll establish 
and mainta in an acceptable system of 
accounting fo r e lig ible rec ipients' 
personal fund s, in the manner prescribed 
by the DEPARTMENT or its 
AUTHO RI ZED AG ENTS, in those 
cases in which e lig ible recipients entrust 
the ir perso nal fund s to the fac ility. 

ARTICLE XII - PRECONDITION 
FOR PARTICIPATION 

The PROV IDER understands 
that s igning this AG RE EME NT is a 
preco ndition fo r partic ipating in hea lth 
care programs administered by the 
DEPARTMENT or its AUTHO RI ZED 
AG ENTS. The PROVID ER understands 
that the pro visio n of services, billing of 
serv ices. :i nd rece ipt o f pay ment s fo r 
serv ices cannot occur unt il this 
AG REEMENT is co mpleted by the 
PROV IDER and approved for execution 
by the DEPARTMENT. 

ARTIC L E XIII - INSURANCE 
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13. I During the term of this 
AG REEMENT, the PROV IDER sha ll , at 
its so le cost and expense, carry 
comprehensive genera l liabili ty 
insurance and profess io na l liability 
insurance in amo unts and conta ining 
such prov isio ns fro m time to time 
deemed adequate by the 
DEPARTMENT or its AUTHO RIZ ED 
AGENT S. Upon request, the 
PROVIDER w ill prov ide to the 
DEPARTMENT and its AUTHORJ ZED 
AGENTS certificates evidenc ing that the 
insurance required by this Section is in 
effect. The PROVIDER hereby 
authorizes the PROVIDER's insurance 
carrier to notify the DEPARTMENT and 
its AUTHORJZED AGENTS upo n 
cance llation o r termination o f the 
PROVIDER's insurance coverage. The 
PROVIDER w ill noti fy the 
DEPARTMENT or its AUTHORJZED 
AGENTS promptly whenever an e lig ible 
recipient fil es a cla im or not ice o f intent 
to commence actio n against the 
PROVIDER. The PROV IDER w ill 
noti fy the DEPARTMENT or its 
AU THORIZED AGENTS not more than 
ten ( I 0) business days after the 
PROVIDER's rece ipt o f notice of any 
reduction or cance llation of the 
insurance coverage required by this 
Section. 
13.2 The DEPARTMENT may, at its 
so le discretio n, exempt the PRO VID ER 
fro m the requirements of 13.1 fo r any 
reaso n, including but not limited to, the 
inability o f the PROV IDER to procure 
such insurance. 

ARTIC LE XIV - HEAL TH 
INSURANC E 

14. 1 If the PROVIDER has, or 
grows to have, s ix (6) o r more 
employees who work o r who are 
expected to work, an average of at least 
twent y (20) ho urs per wee k ver :i ~i:-. 
(6) mo nth period during the term of this 
AG REEMENT and by signing it, agree 
to comply w ith these provisio ns. 

(A) Have in place, and agree to 
mainta in fo r the term of this 
AGREE MENT, health insurance fo r 
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those employees and offer that hea lth 
insurance to those employees no later 
than Jul y I , 2008 , if the expected annua l 
va lue in the aggregate o f any and a ll 
contracts between the PROV IDER and 
the ST ATE exceeds o ne millio n 
($ 1,000,000) do llars; o r 

(B) Have in place, and agree to 
mainta in fo r the term of this 
AG REEMENT, hea lth insurance fo r 
those employees and offer that health 
insurance to those employees no later 
than Jul y I , 2009, if the expected annu al 
value in the aggregate o f any and a ll 
cont racts between the PROV IDER and 
the ST A TE exceeds five-hundred 
thousand ($500,000) do llars; o r 

(C) Have in place and agree to 
ma inta in fo r the term of this 
AGREEMENT, health insurance fo r 
those employees and offer that hea lth 
insurance to those employees no later 
than July I , 20 I 0, if the expected annu al 
va lue in the aggregate of any and a ll 
contracts between the PROV IDER and 
the ST A T E exceeds two-hundred and 
fifty thousand ($250,000) do llars 
14.2 The PROVIDER must agree to 
ma inta in a record of the number of 
employees w ho have: 

(A) accepted hea lth insurance 
(B) decl ined hea lth insura nce 

due to other hea lth insurance coverage 
a lready in place; or 

(C) declined hea lth insurance 
fo r other reasons. 
These records are subject to rev iew and 
audit by the ST ATE or its 
representative(s ). 
14.3 The PROVIDER must agree to 
advise a ll employees of the ava ilabil ity 
of STAT E publicly fin anced health care 
coverage programs by prov iding each 
employee w ith, at a minimum, the 
fo llowing we b site link (o r its successo r) 
fo r additiona l information 
http ://www. insurenewmexico . state. nm. u 
§!. 

ARTIC L E XV - NO W AIV ERS 

No terms or provision of this 
AG REEMENT sha ll be deemed waived 
and no breach excused, unless such 
waiver o r consent shall be in writing and 
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executed by the party c la iming to have 
waived or consented. 

A RTI C LE XV I - APPLICA BLE LAW 

This AG REEMENT shall be governed 
by the laws of the State of New Mex ico. 
All lega l proceed ings aris ing fro m 
unreso lved d isputes under this 
AG REEMENT are subject to 
administrat ive and judic ia l review as 
provided fo r in MAD 8.353.2, 
PROV IDER HEARING, MA D 8.349.2, 
APPEA LS and G RJ EV ANCE 
PROCESS, MAD 8.350.2, 
RECONS IDERATI ON OF 
UTILIZATION REV IEW DECISIONS, 
MAD 8.350.3, ABSTRACT 
SUBM ISS ION FOR LEVEL O F CARE 
DETERMINATIONS, MAD 8.350.4, 
RECONS IDERATION OF AU DIT 
SETTLEMENTS, MAD 8.35 1 .2, 
SANCTI ONS AND REMEDI ES, MAD 
8.352.2, REC LPI ENT HEARINGS, 
MAD 8.353.2, PROVIDER 
HEARINGS, MAD 8.354 .2, PAS RR 
AND PATIENT STAT US HEARING 
POLI CIES, or as amended or the ir 
successo rs, of the Medical Ass istance 
Divis io n Program Po licy Manua l. 

ARTI C LE XVII - ASSIGNMENT 

The PROVID ER sha ll not ass ign or 
transfer any ob ligation, duty, or other 
interest in this AGRE EMENT, nor 
ass ign any claim fo r monies due under 
this AGREEMENT without 
authorization of the DEPARTMENT or 
its AUTHORJ ZE D AGENTS. Any 
ass ig nment or transfer which is not 
authorized by the DEPARTMENT or its 
AUTHO RJ ZED AGENTS shall be vo id . 

A RTI C LE XVIII -
INDEMNIFI CATIO N 

The PROVID l: R sh:i ll indemnify. 
defend, and ho ld harmless the STATE, 
the DEPARTMENT, its AUTHORI ZED 
AGENTS , and employees fro m any and 
a ll act ions, proceedings, cla ims, 
demands, costs, damages, and attorney's 
fees, fro m a ll liabiliti es or expenses of 
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any kind fro m any sources accruing to 
or resulting fro m the PROV IDER or its 
employees in connect ion with the 
performa nce of thi s AG REEMENT and 
fro m a ll c la ims of any person or entity 
that may be direct ly or ind irect ly injured 
o r damaged by the PROV IDER or its 
employees in the performance of this 
AG REEMENT. 

A RTI C LE IXX - ENTIRE 
AGREEMENT 

This AG REEMENT inco rporates a ll the 
agreements, covenants, and under
standings between the parties hereto 
concerning the subject matter contained 
in this AG REEMENT, and a ll such 
covenants, agreements, and under
stand ings have been merged into this 
AG RE EMENT. No prio r agreement, 
covenants, or understand ings, e ither 
verbal or otherwise, of the parties or 
their agents sha ll be va lid or enfo rceable 
unless conta ined in this AG REEMENT. 
This AG REEMENT sha ll not be altered, 
changed, revised, or amended except by 
written instrument executed by the 
part ies in the same manner as in this 
AG RE EMENT. Amendments sha ll 
contain an effective date. Any 
amend me nts to this AGREEMENT shall 
not be binding upon either party unt il 
approved in writing by the 
DEPARTMENT or its AUTHORJZ ED 
AGENTS . 
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A) Have you ever had a license revoked , suspended or denied in any s tate ? _ YES 

B ) Have y ou ever been convicted of any crimin al offense? YES 

C) Have you or any ever been excluded or suspended from participation in 
T itle XVIII (Medicare) , T itle XIX (Medicaid) or any other health c are program? _ YES 

I NPI 

.JLNO 

~ NO 

)!NO 

1316129216 

Initial ___ _ 

Initial ----

Initial _ _ _ _ 

If YES t o any of t he above th ree q uestions, attach a brief s tatement of s ituation; date ; city , county and professional association or court 
which handled the matter; any precinct case identification , and the adjudication or other result. 

New Mexico Medicaid project staff may need to contact you regarding the completion of this form. Please list contact person and 
telephone number. 

Whoever knowingly and willfully makes or causes to be made a false statement or representation of this statement, may be prosecuted under 
applicable federal or State laws. In addition, knowingly and willfully failing to fully and accurately disclose the information requested may result in 
denial of a request to participate or, where the entity already participates, a termination of its agreement or contract with the State agency. 

Original signature required. Please use blue ink only. 
INDIVIDUAL PROVIDER: 

I understand that payment of claims will be from federal and state funds and that any falsification or concealment of a material fact may be 
prosecuted under federal and state law. 

Printed Name of Individual Practitioner: ------------------------------------

Signature of Individual Practitioner: Date: __________ _ 

FACILITIES AND NON-PRACTITIONER ORGANIZA TJONS : 

I understand that payment of claims will be from federal and state funds and that any falsification or concealment of a material fact may be 
prosecuted under federal and state law. 

Printed Name of Authorized Representative: __,,J:..::o...,ncea=th'-'-a"'-'-'n'--'N'-'-"e'-"z'--___________________________ _ 

Title/ Position: ....,N-=-=a..:.v-=a,.._jo=-=N~a"'t'"'io"-'n:..:....!P_r,_,e"-'s=id::..:e::cn,_,_,_t _______________________ _ 

Address: PO BOX 7440: Window Rock, AZ 86515 

Telephone Number: _,_C.:::.9=2.:::.8.lo-')8"-'7,_1.,_-...,7-=0:..::0:..::0,__ _________________________ _ 

Signature of Authorized Representative: _______________________ Date: _________ _ 

FOR STATE PURPOSES ONLY: 

HUMAN SERVICES DEPARTMENT APPROVAL 

n APPROVED n NOT APPROVED 
Reasons Not Approved: 

Dates of Agreement: From: 
Authorized Signature II Date 

I I 
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STATE OF NEW MEXICO 
MEDICAL ASSISTANCE DIVISION 

PROVIDER PARTICIPATION AGREEMENT 

EXHIBIT 

THIS AGREEMEN T IS FOR GROU PS, ORGAN IZATIONS, OR INDIVIDUAL APP LICANTS TO W HOM 
Return completed appl ication to: 

New Mexico Medicaid Project 
PAYMENTS W ILL BE MADE. IF THE APPLICANT IS AN INDIVIDUAL APPLY ING FO R A PROVIDER NUMBER Conduent 
ON LY FOR IDENTIFYING SERVICES BILLED THROUGH A GROUP PRACTICE OR OTHER ORGANIZATION P.O. Box 27460 
AND PAYMENTS W ILL BE MADE TO THAT GROUP OR ORGAN IZATION , THIS FORM SHOU LD NOT BE Albuquerque. NM 87125-7460 
USED. USE FORM MAD 312 INSTEAD. 
(1 ) NM Medicaid Number (if previous ly assigned) (2) National Provider Identifier (NPI) (3) Primary Taxonomy 

1316545940 Community/Behavioral Health 

(4) Applicant Name (for individuals - must match l icense name) 
First Name Middle Initial Last Name Professional Title (MD, DDS, etc) 

(5) Business Name (OBA) I (6) Federal Tax (Lega l) Name 
Red Mesa Outpatient Treatment Center The Navajo Nation 

(7) Physical Street Address where services are rendered (PO BOX NOT ACCEPTED) City State Zip Code County 

US HWY 160 & NAVAJO ROUTE 35 Red Mesa AZ 86514 Apache 

(8) Billing Office Address(MAY BE PO BOX) City State Zip Code 

PO BOX 1830 Shiprock NM 87420 

(9) Mailing Address for official correspondence (MAY BE PO BOX) City State Zip Code 

PO Box 709 Window Rock AZ 86515 
(10) Fax Number (11) Billing Office Phone (12) Location Phone (REQUIRED) 

(928)871-6456 (928)871-6235 (928)688-3475 
(13) Mailing Email Address (14) Billing Office Email Address (15) Location/ Provider Emai l Address 

mbrandser@navajo-nsn.gov mbrandser@navajo-nsn.gov Window Rock, Arizona 
(16) Bus iness Type • Individual/ sole proprietor 0 Corporation • Partnership/ Professional Association 

• Limited Liability Company D Non-corpor~ te Business Entity / Other Iii Government Entity or Public School 

(17) Provider Type (see (18) Provider (19) License Information (20) (REQUIRED) Individual Prov ider's 
attached list) Specialty (see Number State Expiration Date Social Security Number Date of Birth 

221 attached list) 

I 100 
(21) NM CRS (Tax & (22) Are NM CRS tax 

I 
(23) Select one: (24) Federal Tax (25) Are federal tax payments 

Revenue) Number (If payments current? If not, • for profit Number / FEIN (attach current? If not, attach an explanation. 
services are provided in attach an explanation. 

I 
Iii 

IRS letter) Iii YES 
NM) !i! YES not-for-profit (attach 86-0092335 

• NO 
501(c)3) • NO 

(26) DEA Number (attach copy) 

I 
(27) CLIA Number (attach copy) (28) NCPDP/NABP Number (pharmacies only) 

(29) IHS Certified or Tribal 638 Contracted Program? 

Iii YES • NO (If YES, attach copy of certification or contract) 

(30) Title XVIII Medicare Certified? (31) Fiscal Year End Month 

• YES Iii NO (If YES, attach copy of letter) December 
(32) JCAHO Certified? 

• YES Iii NO (If YES, attach copy of letter) 

(33) Other Certification? YES 0 NO Ii] (If YES, attach copy of letter) Certified by: 

(34) To be complet ed by phys ic ians (provider type 301 or 302) only : (If Certified, attach copy of certificate; if Not Certif ied or if Eligible for 

• 
Certification, attach proof of res idency c ompletion/ training in your specialty area) 

• • Board certified in the provider specialty listed in box 18? Certified Eligible for certification Not certified 
(35) Identify individuals who will be providing services for which payments will be made to your group or organ ization: (Please attach separate page if 
additional space is needed) 

Individual's Name, Title Prov. Specialty NM Medica id Prov. No. NPI 
Type 

(36) If services have already been rendered to a NM Medicaid recipient, please enter Date of Service and attach copy of claim: 

DOS : 

Page 1 
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CERTIFYING THE INFORMATION 
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STATE OF NEW MEXICO 
MEDICAL ASSISTANCE DIVISION 

PROVIDER PARTICIPATION AGREEMENT 

(37) To be completed by out-of-state providers only: 
Home State Medicaid Provider Number: 

Name of Entity/ Individual 
The Navajo Nation 

EIN / SSN NPI 
86-0092335 1316545940 

Question 1 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? If yes, give the name(s) of person(s) and description(s) of offense(s). Please 
use additional pages if necessary : 

Name Social 
Security 
Number 

Date of 
Birth 

APPLICANT INITIAL HERE ___ _ 
CERTIFYING THE INFORMATION 

Description 

YEs C 

NO Eil 

Page 2 
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STATE OF NEW MEXICO 
MEDICAL ASSISTANCE DIVISION 

PROVIDER PARTICIPATION AGREEMENT 

Name of Entity/ Individual EIN / SSN NPI 

A. 

The Navajo Nation 86-0092335 1316545940 

3. Provide the name and address of each person (individual or corporation) with an ownership or control interest in the provider or in 
any subcontractor in which the provider has direct or indirect ownership of five percent or more. Please use additional pages if 
necessary: 

NAME ADDRESS SOCIAL SECURITY 
NUMBER (IF 

INDIVIDUAL) OR TAX ID 
IF NOT AN INDIVIDUAL 

DATE OF BIRTH 
(FOR INDIVIDUALS) 

The Navajo Nation PO Box 7440 

B. 

C. 

D. 

E. 

4 . 

Window Rock, Arizona 
86515 

Is any person named in question #3 related to another as spouse, parent, child, or sibling? If yes, give the name(s) 
of person(s) and relationship(s) . Please use additional pages if necessary. NOTE: Designate relationship ta each 
person listed in question #3 by using A ., B., C., etc. 

NAME RELATIONSHIP 

APPLICANT INITIAL HERE 
CERTIFYING THE INFORMA_T_I_O_N __ 

YES 

NO 

ON THIS PAGE IS TRUE AND CORRECT MAD 335 revised March 2021 

a 
Eil 
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STATE OF NEW MEXICO 
MEDICAL ASSISTANCE DIVISION 

PROVIDER PARTICIPATION AGREEMENT 
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Name of Entity / Individual EIN / SSN 
The Navajo Nation 86-0092335 

5. Does any person (individual or corporation) named in question #3 have an ownersh ip or control interest in any 
other Medicaid provider or in [any entity that does not participate in Medicaid but is required to disclose certa in 
ownership and control information because of participation in any of the programs established under Title V, XVIII, 
or XX of the Social Security Act?] (This includes participation in any federal , state, or jointly funded healthcare 
programs such as Medicaid ; Medicare Part A; Medicare Part B ; Medicare Part C; Medicare Part D; CHAMPUS ; and 
programs established under parts XIX, XX, and XXI of the Social Security Act.) If yes, g ive the name(s) , Medicaid 
provider identification number(s) and address(es) of the Medicaid provider or entity . Please use additional pages if 
necessary : 

NAME ADDRESS 

I 

APPLICANT INITIAL HERE ___ _ 
CERTIFYING THE INFORMATION 

NPI 
1316545940 

YES a 
NO &I 

MEDICAID PROVIDER 
NUMBER 

I 

Page 5 
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Name of Entity / Ind ividual 

The Navajo Nation 
EIN / SSN 

STATE OF NEW MEXICO 
MEDICAL ASSISTANCE DIVISION 

PROVIDER PARTICIPATION AGREEMENT 

NPI 

86-0092335 1316545940 APPLICANT INITAL HERE 
CERTIFYING YOU HAVE READ AND 
UNDERSTAND THE INFORMATION ON 
THIS PAGE 

This AGREEMENT, between the State of New Mexico (STATE), herein referred to as "the ST ATE ," the 
New Mexico Human Services Department (HSD), herein referred to as "the DEPARTMENT" and the 
applicant as provider, herein referred to as "the PROVIDER", specifies the terms and conditions for 
providing health care services to eligible recipients of Medicaid, other medical assistance programs, and 
other health care programs administered by the Department and other departments of the State of New 
Mexico for which the Department is authorized to make payment to the PROVIDER. Administration of 
health care programs including, but not limited to, service authorizations, billing instructions and 
payment, may be performed by the DEPARTMENT and its agents including other departments and 
agencies of the State of New Mexico and their contractors, as authorized by joint power of agreements, 
contracts, or other binding agreements, herein referred to as its "AUTHORIZED AGENTS". This 
AGREEMENT shall be effective when completed in full with all required documentation attached and 
when signed by the PROVIDER and the Human Services Department Medical Assistance Division 
(HSD/MAD) or its designees and shall remain in effect until terminated pursuant to the terms set forth 
below. 

ARTICLE I - OBLIGATIONS OF 
THE PROV IDER 

The PRO VIDER shall. 
1.1. Abide by a ll federa l, state, and 
local laws, rules and regulatio ns, 
includ ing but not li mited to , those laws, 
regulations, and rules applicable to 
providers of services under Title XIX 
(Medicaid) and T itle XX I (SCHIP) of 
the Socia l Security Act and other health 
care programs administered by the 
DEPARTMENT and its AUTHORI ZED 
AGENTS . 
1. 2. Furnish services, bill fo r 
services, and rece ive payment fo r 
services only upon app rova l of this 
AGR EEMENT by the HSD /MAD 
Directo r or his/her des ignees o r its 
AUTHO RI ZED AGENTS . 
1.3 . Be responsible for the accuracy 
and validity of a ll claims fo r which 
re imbursement is sought by caus ing 
c laims to be manua lly or e lectronica ll y 
submitted to the DEPAR TMENT or its 
AUTHO RI ZED AGENTS. 
1.4. Comply with a ll instructions, 
directives, billing, re imbu rsement, aud it, 
reco upment, and w ithho lding prov isions 
made availab le by the DEPARTMENT 
and it s AUT HORI ZED AGENTS . 
1.5. Obtain, mai111a in, and keep 
updated program rules and instructio ns 
on billing and ut il izat ion rev iew and 
other pert inent materia l made availab le 
by the DEPARTMENT and its 
AUTH ORI ZED AGENTS. 

1.6. Not employ or enter into contract 
w ith exc luded individua ls or entities, as 
identified by the Health and Human 
Services Offi ce of Inspector General' s 
(HHS-OIG) List of Excluded 
Individua ls/entities (LEIE), the Medicare 
Exc lusio n Database (MED), System fo r 
Award Management (SAM), Excluded 
Parties List System (EPLS) or a state ' s 
Employee Abuse Reg istry (EAR) or 
equiva lent. All findin gs of placement of 
an employee on EAR should be 
fo rwarded to a law enforce ment agency 
fo r poss ible prosecution. The HHS-OIG 
website can be searched by the name of 
any individual or entity, and must be 
searched on a monthly bas is in order to 
capture exc lus io ns and reinstatements 
that have occurred since the last search. 
Any exc lusio n info rmation discovered 
must be immed iate ly reported to the 
DEPARMENT or its AUT HORI ZED 
AGENTS . A provider must ensure that 
every healthcare pract itioner or other 
employee prov id ing a serv ice is 
appro priate ly licensed, registered, back
gro und checked, and/or certified at the 
time the service is provided, as required 
by state law or regulat ion fo r the serv ice 
o r act ivity that is prov id ed and is valid in 
the munic ipa li ty. All payments made to 
PRO VIDERS fo r services o r items 
obtained fro m exc luded part ies o r 
prov ided by insufficie ntly licensed, 
registered, back-ground checked, o r 
certi fied individua ls are overpayments 
subject to reco upment. These services o r 
items extend to all methods of 

MAD 335 revised M arch 2021 

reimbursement, whether payment results 
fro m itemized cla ims, cost reports, fee 
schedules, o r a prospective payment 
system; payment for administrative and 
manage ment services not directly re lated 
to patient care, but that are a necessary 
component of prov id ing items and 
services to Medicaid rec ip ients, when 
those payments are reported on a cost 
report or are otherwise payable by the 
Medicaid program; and payments to 
cover an excluded indiv idua l' s sa lary, 
expenses, o r fr inge benefit s, regardless 
of whether they prov ide d irect pat ient 
care, when those payments are reported 
on a cost report or are otherwise payable 
by the Medica id program. In addition, 
c ivil mo netary penalties may be imposed 
fo r nonco mpliance. 42 CF R I 003 
. I 02(a)(2) . The PROV IDER must also 
check New Mex ico Co urts 
(http://www. nmco urts.gov/) fo r records 
of any inc idents invo lving any employee 
at the t ime of employment and annua lly 
thereafter. Documentatio n of the check 
must be mainta ined in the employee ' s 
perso nnel fo lder. 
1.7. Comply with the disclosure 
requirements spec ified in 42 CFR, Pait 
455 , Subpart 8 , inc luding but not limited 
to d isc losure upon requ est o f info rmat ion 
regard ing ownership and contro l, 
business transact ions and person 
convicted of crimes. Thi s inc ludes 
info rmation about ownership of any 
subcontractor and any sig nificant 
business transactions between the 
provider and subcontracto r and/or 

Page 6 
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Name of Entity / Individual 

The Navajo Nation 

prov ider and any w ho lly owned suppli er. 
The prov ider agreement will be 
terminated if the PROV IDER fa ils to 
disc lose ownership o r cont ro l 
info rmatio n as requ ired by Federal law. 
1.8. Furn ish and update complete 
in fo rmation o n the PROVIDER' s 
address, licens ing, certification, board 
specia lt ies, co rporate names, and parties 
w ith direct or indirect ownership o r 
contro lling interest in the entity o r in any 
subcontracto r in which the entity has a 
direct o r indirect ownership interest 
totaling five percent (5%) or more, and 
any re lationship (spo use, parent, child , 
or s ibling) o f these perso ns to another; 
the name of any other entity in which a 
person with an ownership o r contro lling 
interest in the disclos ing entity a lso has 
an ownership o r controlling interest in ; 
and in fo rmatio n o n the conviction of 
de lineated crimina l o r civil offe nses by 
the PROVID ER o r parties with direct or 
indirect ownership o r co ntro lling interest 
at least s ixty (60) calendar days prio r to 
the contemplated change o r w ithin ten 
( I 0) ca lendar days after the co nviction. 
Any payment made on the basis of 
erroneo us or outdated info rmation is the 
respons ibility o f the PROVIDER and is 
subj ect to recoupment, crimina l 
investigative costs, and/or civ il penalties . 
1.9. Comply with a ll applicable 
federal , state, and local laws and 
regulatio ns regarding-licensure, 
reg istration to pay applicable taxes, 
payment of applicable taxes, permit 
requirements, and employee tax filing 
requirements . 
1. 10. Assume so le responsibility fo r 
a ll applicable taxes, insurance, licensing, 
and o ther costs of do ing business. 
1.11. Veri fy that an indi vidua l is 
e lig ible fo r a spec ified health care 
program adm inistered by the 
DEPARTMENT or its AUTHO RJ ZED 
AGEN TS. 
1. 12. Veri fy the identity of the 
c li ~ihl c recipient 0 11 a ll occas io ns pr io r 
to rendering services. 
1. 13. Ma inta in the confident ia lity of 
e lig ible rec ipient in fo rmat ion and 
records in accordance with applicable 
state and federa l laws, including 42 CFR 
431.305, 8. 100.100. 13 and .14 NMAC, 

EIN / SSN 

STATE OF NEW MEXICO 
MEDICAL ASSISTANCE DIVISION 

PROVIDER PARTICIPATION AGREEMENT 

NPI 

86-0092335 1316545940 

and regulatio ns pro mulgated pursuant to 
the Health Insurance Portability and 
Acco untability Act of 1996 (HIPAA ), as 
amend ed. 
1.14. Meet the Continuing Care 
Obligations of the PROV IDER. In the 
event o f termination of this 
AG REEMENT for any reaso n, the 
PROVIDER shall continue to provide o r 
arrange services to elig ible rec ipients, 
including any rec ipients who become 
e lig ible dur ing the termination notice 
period, beg inning on the effective date of 
termination and continuing until the 
termination or next renewal date of the 
recip ient's e lig ibility, unless the 
DEPARTME T arranges fo r the transfer 
of the elig ible rec ipient to another 
Provider and provides written notice to 
the PROVIDER of such transfer prio r to 
the termination o r next renewal date o f 
this AG RE EMENT. 

Notwithstanding the fo rego ing, 
at the directio n of the DEPARTMENT, 
the PROVIDER may continue to prov ide 
o r arrange services to any elig ible 
recipient who cannot be transferred 
w ithin the time per iod spec ified above in 
accordance w ith the legal and 
contractual obligatio ns to : ( I) provide 
services under the appl icable health care 
program; (2) provide notice of 
termination to elig ible rec ipients; and (3) 
ensure continuity of care fo r elig ible 
recipients. 

(A) In the event that the 
PROVIDER terminates this 
AGREEMENT on the bas is of the 
DEPARTMENT'S fa ilure to make 
timely payments, the PROVIDER sha ll 
continue to arrange fo r serv ices to those 
e lig ible recipients who are hospitalized 
on an inpat ient bas is or otherwise 
res idents of a fac ility at the t ime the 
PROVIDER terminates thi s 
AGREEMENT until e lig ible rec ipients 
are di scharged from the hospita l o r other 
fac ility. The PROV IDER may fil e a 
c lai m with the DEP .'\RT1\11El\JT or it s 
AUT HO RJ ZE D AGENTS fo r such 
serv ices. 

(B) The DEPARTMENT or its 
AUTHO RJ ZED AGE TS will pay the 
PROVIDER fo r services prov ided a fter 
the date of terminat ion of this 

MAD 335 revised March 2021 

APPLICANT INITAL HERE 
CERTIFYING YOU HAVE READ AND 
UNDERSTAND THE INFORMA T/ON ON 
THIS PAGE 

AG REEMENT at the current applica ble 
re imbursement rate to e lig ible prov iders 
as of the dates of service when the 
services have been autho rized by the 
DEPART MENT or its AUTHO RI ZED 
AGENTS . 

(C) T he PROV ID ER agrees that 
the provis io ns of this sect ion and the 
obligations of the PROVIDER herein 
sha ll survive termination, and sha ll be 
construed to be fo r the benefit of e lig ible 
rec ipients. 
1.15. Render covered services to 
e lig ible rec ipients in the same scope, 
qua lity, and manner as provided to the 
general public; comply w ith a ll 
applicable federa l and state civil rig hts 
laws; and not discriminate on the bas is 
of race, co lo r, national o rig in, sex, 
gender, age, 
ethnic ity, re lig ion, sexual orientation, 
sexua l preference, health status, 
disability, po lit ica l be lief, o r so urce of 
payment as per 45 CFR 80 .3(a) and (b), 
45 CFR 84.52, and 42 CFR 447.20 o r 
other state and federal laws, rules, and 
regulations. 
1.16. Assume a ll responsibility fo r 
any and a ll cla ims submitted on behalf o f 
the PROVIDER under the 
PROVIDER' S identificat io n number. 
Submiss ion of fa lse o r miscoded cla ims 
o r fraudulent representation may subj ect 
the PROVIDER to termination, crimina l 
investigatio ns and charges, and other 
sanct ions spec ified in the HSD/MAD 
Program Po licy Manual, and federa l and 
state law and regulations. 
1.17. Create, keep and mainta in, and 
have readily retrievable, any and a ll 
orig ina l medica l or bus iness records as 
necessary to verify the treatment o r care 
of any e lig ible rec ipient and to full y 
disc lose the type and extent of a ll 
services, goods, and supplies prov ided to 
e ligible recipients as set fo rth in 42 CFR 
43 1. 107 fo r at least six (6) years fro m 
the date of creation o r until ongo ing 
a11dits arc ~e tt led. whicheve r is longer. 
The PROV IDER agrees that such 
records sha ll be made at or near the time 
at which the services, goods, and 
supplies are delivered or rendered. 
Services that have been billed to the 
DEPART MENT or its AUTHORI ZED 
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Name of Entity/ Individual 

The Navajo Nation 

AGENTS which are not substantiated in 
the PROVIDER ' S record are subject to 
reco upment, sanction, and/or any other 
penalty provided for in this 
AGREEMENT. 
I. 18. Upon closure of office or 
faci lity, inform the DEPARTMENT or 
its AUTHORJZED AGE TS where 
records pertaining to e ligib le recipients 
will be located . 
1.19. Furnish immediately to the 
DEPARTMENT or its AUTHORIZED 
AGENTS, the U .S. Secretary of Health 
and Human Services, or the Medicaid 
Fraud Contro l Unit , at no cost, access to 
records in any fo rmat requested and any 
information regarding payments claimed 
by the PROVIDER for furnishing 
services to eligib le recipients. 
1.20. Permit announced and 
unannounced inspection of faci lities or 
the PROVIDER' S offices and other 
locatio ns used in the provision of 
services for billing and to e ligible 
recipients by the U.S. Secretary of 
Health and Human Services, the 
Medicaid Fraud Control Unit, and the 
DEPARTMENT and its AUTHORIZED 
AGENTS. Failure to comply with this 
provision constitutes a vio lation of 
federal and state law and may result in 
immediate withho lding of any pending 
or future payments . ff records are 
requested by mail, the PROVIDER shall 
furnish the records within two (2) to ten 
( I 0) business days of the receipt of the 
request or as provided in the request . 
1.21 . Assist and cooperate in any 
review, inspection or audit conducted in 
conformity with the terms of this 
AGREEMENT. 
1.22. Accept as payment in full , the 
amount paid by the DEPARTMENT or 
its AUTHORJZED AGENTS for 
services furnished to e ligib le recipients 
in accordance with the reimbursement 
structure in effect for the period during 
which services were provided as per the 
Df: PART \II E T'S or its 
AUTHORIZED AGEN TS 
reimbursement rules. No exceptions to, 
or waiver of standard reimbursements 
wi ll be permitted without the express 
written consent of the MAD Director or 
his/ her designee. 

EIN/ SSN 

STATE OF NEW MEXICO 
MEDICAL ASSISTANCE DIVISION 

PROVIDER PARTICIPATION AGREEMENT 

NPI 

86-0092335 1316545940 

1.23. Electronic billing o f c laims is 
mandatory unless an exemption has been 
a llowed by the DEPARTM ENT or its 
AUTHOR IZED AGENTS. Exemptio ns 
wi ll be given on a case-by-case basis 
with consideration being g iven to any 
barriers the PROVIDER may face in 
billing e lectron ica lly, including w hen 
vo lumes are so small that developing 
e lectronic submissio n capabi lity is 
impractical. T he requirement for 
e lectro nic submiss ion of claims does not 
app ly to situations for which a paper 
attachment must accompany the c laim 
form. 
1.24. Not collect payments from the 
eligible recipient o r any financially 
responsible relative or personal 
representative of the e ligible recipient 
for services furnished to the e ligible 
recipient, except as specifically allowed 
by the DEPARTMENT or its 
AUTHORIZED AGENTS. The 
PROVIDER may not bill or co llect 
payments from the e ligib le recipient or 
their personal representative for any 
claim denied by the DEPARTMENT or 
its AUTHORIZED AGENTS for 
administrative or billing errors o n the 
part of the PROVIDER except as 
specifically allowed by the 
DEPARTMENT'S regulations. 
1.25. Seek payment from any other 
payer or insurer before seek ing payment 
from the DEPARTMENT or its 
AUTHORIZED AGENTS in the event 
the e lig ible recipient is covered by an 
insurance policy or health plan inc luding 
Medicare. Refund to the 
DEPARTMENT or its AUTHORIZED 
AGENTS the lesser of the payment 
received from the third party and the 
DEPARTMENT or its AUTHORIZED 
AGENTS. The PROVIDER shall not 
bill the DEPARTMENT or its 
AUTHORIZED AGENTS the difference 
between a " preferred patient care 
agreement" or "discount" arrangement 
anrl the PRO V IDE R' S hilled charge. 
1.26. Not refuse to furnish services to 
an e ligib le recipient because of a third 
party' s potential liability for payment for 
the services, except in instances in which 
an eligib le recipient is seeking services 
from a provider who does not participate 
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in the HMO or other plan network and 
wou ld not be paid for services by the 
HMO or other plan . 
I .27. In form the DEPARTMENT or 
its AUTHORIZED AGENTS 
immed iate ly when an attorney or other 
party requests information related to the 
services rendered to an el igible recipient 
that were paid by the DEPARTMENT or 
its AUTHORIZED AGENTS and upon 
receipt of any knowledge of pending or 
active legal proceedings involving 
e lig ible recipients. 
1.28 . When furnishing services to 
e ligible recipients w ho sustained injury 
in an accident or another actio n that may 
be subject to a lega l proceed ing, agree to 
the fo llowing: 

(A) The hospital PROVIDER 
must either file a claim with the 
DEPARTMENT or its AUTHORJZED 
AGENTS within the time period 
specified in 8.302.14 NMAC of the date 
of hospital discharge or impose a 
hospital lien on the potential recovery 
from the liab le third party. If the 
hospital PROVIDER e lects to impose a 
lien, the PROVIDER is prohibited from 
filing a c laim with the DEPARTMENT 
or its AUTHORJZED AGENTS for 
payment of any unpaid balance resu lting 
from the third party recovery or from 
seek ing payment from the e lig ible 
recipient or their personal representative. 

(B) T he non-hospital 
PROVIDER must accept the payment 
made by the DEPARTMENT or its 
AUTHORIZED AGENTS as payment in 
full. The non-hospital PROVIDER may 
not seek addit ional payment for those 
services from the eligib le recipient or 
their personal representative even if the 
e ligib le recipient or their personal 
representative subsequently received a 
monetary award or sett lement from the 
liab le party . 
1.29. When entering into contracts 
with the Medicaid managed care 
org:111iz:1 t i0 11 ('VI('()~) co nt r::icti ng wit h 

the DEP ARTMENT for the provision of 
managed care serv ices to the Medicaid 
population , agree to be paid by the MCO 
at any amount mutually-agreed between 
the provider or provider group and the 
MCOs. If the provider or provider group 
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and MCO are unable to agree to terms o r 
fa il to execute an agreement fo r any 
reaso n, the provider o r provider group 
sha ll be o bligated to accept the percent 
of the applicable re imbursement rate as 
stated in the MA D Program Po licy 
Manua l based on the prov ider type. The 
"applicable re imbursement rate" is 
de fin ed as the rate pa id by the 
DEPARTMENT to the PROVIDER 
partic ipating in Medicaid or other 
medical ass istance programs 
administered by the DEPARTME NT or 
its AUTHORJ ZED AG ENTS and 
excludes disproportionate share hospita l 
and medical education payments. 
1.30. When a Medicaid managed 
care organization (MCO) recoups 
payment fro m the provider because the 
DEPARTMENT retroactive ly disenro lls 
a rec ipient from the MCO, the 
PROVIDER agrees to bill the 
DEPARTMENT or its AUTHORIZED 
AG ENTS and accept the applicable 
re imbursement rate as stated in the MAD 
program po licy manual, according to the 
pro vider type. 
1.3 I. Fo r those caregivers w hose 
employment or contractua l serv ice w ith 
a care provider includes direct care o r 
ro utine and unsupervised phys ica l o r 
financ ia l access to any care recipient 
served by that provider, the careg iver 
and care prov ider must adhere to 
provis io ns in the Caregivers Criminal 
History Screening Act (CCHS) . 
1. 32. Understand and agree to meet 
the requirements concerning enro llment 
and screening, criminal background 
checks, fingerprinting, use of the 
Nationa l Prov ider Identifier, federal 
database checks, s ite vis its, verification 
of provider licenses, and application fees 
as fo und at 42 CFR 455.400 - 455.470. 

1.33 . To understand the appeal rights 
that are g iven to the PROVIDER as 
pro vided fo r in MAD 8.353.2, 
PROV IDFR HEA RING. M /\ D 8140.'.!. 
AP PEALS and G RI EVANCE 
PROCESS, MAD 8.350.2, 
RECONSID ERATION OF 
UTILI ZATION REVIEW DEC ISIONS, 
MAD 8.350.3, ABSTRACT 
SUBMIS SION FOR LEVEL OF CARE 
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DETE RMINAT ION S, MAD 8.350.4, 
RECONS ID ERAT ION OF AU DIT 
SETTLEMENTS, MAD 8.35 1.2, 
SANCTI ONS AN D REME DI ES, MAD 
8.352.2, RECIPI ENT HEARI NGS, 
MAD 8.353 .2, PROV ID ER 
HEA RI NGS, MA D 8.354.2, PAS RR 
AND PATI ENT STAT US HEA RI NG 
POLI C IES, o r as amended o r the ir 
successo rs, o f the Medi ca l Ass istance 
Divisio n Program Po licy Manua l. 
1.34. A ll wo rk assoc iated with the 
Agreements co nta ined herein must be 
perfo rmed in the United States o f 
Ameri ca. 

ARTICLE II - OBLIG ATION OF 
THE HUMAN SERVICES 
DEPARTMENT 

The DEPARTMENT shall. 
2.1 . Make ava il able o n the 
HSD/MA D webs ite, other 
DEPARTMENT websites, or in hard 
copy fo rmat information necessary to 
participate in hea lth care programs 
administered by the DEPARTMENT or 
its AUTHORJ ZED AGENTS, including 
program rules, billing instructions, and 
other pertinent materia ls. The 
PROVfD ER must contact the 
DEPARTMENT or its AUTHORJZED 
AGENT S to request hard copies o f any 
program rules, manuals, billing and 
utilization review instructions, and other 
pert inent mater ials. 
2.2 . Process payments in a manner 
de lineated by federa l guide lines e ither 
interna lly or thro ugh a des ignated fi scal 
agent contractor. Please refer to 
8.302.2.9 NMAC. 
2.3 Re imburse the PROV IDER fo r 
furni shing covered services o r 
procedures to eligible rec ipients when all 
program rules have been fo llowed by the 
PROVIDER . Reimbursement is based 
on the fee sc hedul e, reimbursement rate, 
o r re imbursement methodo logy in place 
at the t imc service is fi1 rn ishcrl bv the 
PROV ID ER. No exception to, o r waiver 
of, standard re imbursement will be 
permitted without the express written 
co nsent of the MAD Directo r o r his/her 
designee. 
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2.4. Co nduct admini strative 
investigations and administrative 
proceedings to ensure that the 
PROVID ER co mplies w ith the terms o f 
this AGREEMENT and federa l and state 
law, and regulations perta ining to the 
administration of the health care 
programs admin istered by the 
DEPARTMENT or its AUTHORI ZE D 
AGENTS, including the Medicaid 
Prov ider Act. 

ARTICLE Ill - PATIENT 
SELF-DETERMINATION ACT 

The nurs ing fac ility, 
intermediate care fac ility, hospita l, ho me 
hea lth age ncy, and hospice PROVID ER 
shall : 
3.1. Furnish written in fo rmation to 
all adult e lig ible rec ipients o r their 
perso na l represe ntatives receiv ing 
medical care concerning the ir right to 
make dec isions a bout medical care ; 
accept o r refuse medica l o r surg ical 
treatment; and fo rmulate arrangements 
fo r a liv ing w ill o r durable power of 
atto rney. 
3.2 Document in the e lig ible 
rec ipient's medical reco rd whether 
he/she has executed an advance directive 
which co mplies with New Mexico law 
o n advance directives . The prov isio n of 
care sha ll not be based on whether the 
e lig ible rec ipient has executed an 
advance directive. 
3.3. Info rm each adult elig ible 
recipient o r persona l representative, 
o rally and in writing , at the time of 
fac ility admiss ion or initiation of 
treatment, of the e lig ible rec ipient's legal 
rights during his o r her fac ility stay or 
co urse of treatment. 

ARTIC LE IV - SUBMISSION OF 
COST REPORTS 

4. 1. The PROVID ER, when 
dc linc:i tccl by the DF: P \RT\11: T slw ll 
furni sh the DEPARTMENT or its 
AUTHO RJ ZED AGEN TS w ith such 
fin anc ia l reports, audited or ce11ified cost 
statements, and other substantiat ing data 
as necessary to establish a bas is fo r 
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reimbursement o r as required by 
regu lat ion. 
4.2. Cost statements or other data 
are to be furnished no later than 150 (one 
hundred- fifty) calendar days following 
the closure of the PROVIDER' S fiscal 
accounting period . Failure to comply 
with this provision will result in 
suspension of payment until the required 
statements and other data are provided . 

ARTICLE V-
ST ATUS OF PROVIDER 

The PROVIDER, its agents, 
and employees are independent 
contractors who perform professional 
services for eligible recipients served 
through health care programs 
administered by the DEPARTMENT or 
its AUTHORIZED AGENTS are not 
employees of the DEPARTMENT or its 
AUTHORIZED AGENTS . The 
PROVIDER shall not purport to bind the 
DEPARTMENT nor the State of New 
Mexico to any obligation not expressly 
authorized herein unless the 
DEPARTMENT has given the 
PROVIDER express written permission 
to do so . 

ARTICLE VI - CHANGE 
IN OWNERSHIP 
6. I. As soon as possible, but at least 
sixty (60) calendar days prior to a 
change in ownership or status, the 
PROVIDER must notify the 
DEPARTMENT or its AUTHORIZED 
AGENTS of the proposed change in 
ownership . Upon completion of the 
transfer of ownership, this initial 
AGREEMENT is terminated . The new 
owner must complete and receive 
approval ofa new AGREEMENT before 
submitting any claims to the 
DEPARTMENT or its AUTHORIZED 
AGENTS . Any payment made on the 
basis of erroneous or outdated 
in fo rmat io n due to the kick o f no tice is 
the responsibility of the PROVIDER and 
is subject to recoupment. 
6.2. The previous owner shall be 
responsible for any overpayments and is 
entitled to receive payments up to the 
date of ownership transfer, unless 
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otherwise spec i tied in the contract for 
transfer of ownership . 
6.3. The new owner shall furnish to 
the DEPARTMENT or its 
AUTHORIZED AGENTS upon receipt 
of a written request, the contract or other 
applicable documents spec ifying the 
terms of the change in ownership and 
responsibilities delineated in this 
AGREEMENT. 
6.4. The DEPARTMENT and its 
AUTHORIZED AGENTS reserve the 
right to withho Id all pending and other 
claims until the right to payments and/or 
recoupment is determined, unless the 
new owner agrees in writing to be liable 
for any recoupment or overpayment 
amounts. 
6.5. For the PROVIDER who is 
reimbursed on a cost basis and subject to 
cost settlements, the DEPARTMENT or 
its AUTHORIZED AGENTS shall 
impose a lien and/or penalty of up to ten 
percent ( I 0%) of the purchase price 
against the previous owner until such 
time as the final cost settlement is 
completed and amounts owed, if 
applicable, are remitted to the 
DEPARTMENT, or its AUTHORIZED 
AGENTS. 

ARTICLE VII -TERMINATION OF 
PROVIDER AGREEMENT 

7. 1. The PROVIDER status may be 
terminated without cause if the 
PROVrDER or the DEPARTMENT or 
its AUTHORIZED AGENTS give the 
other written notice of termination at 
least sixty (60) calendar days prior to the 
effective date of the termination. 
7.2. The DEPARTMENT or its 
AUTHORIZED AGENTS may 
terminate this AGREEMENT for cause, 
with thirty (30) calendar days notice if 
the PROVIDER, his or her agent, a 
managing employee, or any person 
having an ownership interest equal to 
fi ve percent ( .'i%) or ~reatcr in the hea lth 
care PROVIDER entity: 

(A) Misrepresents, by 
commission or omission, any 
information on the AGREEMENT 
enrollment form. 
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(B ) Has previous or current 
exclusion, suspension, termination from, 
or the involuntary withdrawal from 
participation in a health care program 
administered by the DEPARTMENT, 
any other state's Medicaid program, 
Medicare, or any other public or private 
health insurance program. 

(C) Is convicted under federal 
or state law of a criminal offense relating 
to the delivery of the goods, services, or 
supplies, under a health care program 
administered by the DEPARTMENT, 
any other state's Medicaid Program, 
Medicare, or any other public or private 
health insurance program. 

(D) l.s convicted under federal 
or state law of a criminal offense relating 
to the neglect or abuse of a patient in 
connection with the delivery of any 
goods, services, or supplies. 

(E) Is convicted under federal 
or state law ofa criminal offense relating 
to the unlawful manufacture, 
distribution, prescription or dispensing 
of a controlled substance . 

(F) Is convicted under federal 
or state law of a criminal offense relating 
to fraud , theft , embezzlement, breach of 
fiduciary responsibility, or other 
financial misconduct. 

(G) Is convicted under federal 
or state law of a criminal offense 
punishable by imprisonment of a year or 
more which involved moral turpitude or 
acts against the elderly, children , or 
infirm. 

(H) Is sanctioned pursuant to a 
violation of federal or state laws or rules 
relative to a health care program 
administered by the DEPARTMENT, 
any other state's Medicaid Program, 
Medicare, or any other public health 
insurance program. 

(I) Is convicted under federal or 
state law of a criminal offense in 
connection with the interference or 
obstruction of any 
inves t igat io ns int o anv cr imi na l o ffense 
listed in Paragraphs (C) through (H) of 
this subsection . 

(J) Violates licensing or 
certification conditions or professional 
standards relating to the licensure or 
certification of the PROVIDER or the 

Page 10 



H U M A~~RVIC ES 
DtrART \\ l!',f 

Name of Ent ity/ Individual 

The Navajo Nation 

required quality o f goods, services, or 
supplies prov ided. 

(K) Fails to pay recovery 
pro perly assessed or pursuant to an 
approved repayment schedule under a 
health care program adm inistered by the 
DEPARTMENT or its AUTH ORI ZED 
AGENTS. 
7.3. The PROVIDER's status may 
be terminated immediately, without 
notice, in instances in which the health 
and safety of elig ible recipients in 
institutions are deemed 
to be in immediate jeo pardy; are subject 
to an immediate or serious threat; or 
when it has been demonstrated, on the 
bas is ofre liable evidence, that the 
PROV IDER has committed fraud, abuse, 
or other illegal o r sanctionable action. 
For purposes of this prov isio n, 
institutio nal prov iders include nursing 
facilities, intermediate care fac ilities fo r 
the menta lly retarded , all residentia l 
psychiatric treatment facilities, gro up 
homes, and other fac ility-based 
res idential treatment programs. 
7.4. The DEPARTMENT or its 
AUTHO RI ZED AGENTS reserve the 
right to terminate this AG REEMENT fo r 
cause as summarized in this 
AG REEME NT and as delineated in 
Section MAD-8 .351.2, SANCTIONS 
AND REMEDI ES of the Medical 
Ass istance Divis ion Program Policy 
Manual, or as amended and/or its 
successor. 
7.5. Immediate ly upon terminat io n 
fo r any reason, the PROVID ER shall : 

(A) Comply with a ll directives 
issued by the DEPARTMENT or its 
AUTHO RI ZED AGENTS; and 

(B) Take such action as the 
DEPARTMENT or its AUTHORI ZED 
AG ENTS shall direct for the protection, 
preservation, retention or transfer of all 
property, inc luded but not limited to a ll 
recipient records. 

\RT ICLE V111 - I M POSIT ION O F 
SANCTIONS FOR FRAU D OR 
MISCONDUCT 

8. 1. If the PROV IDER obta ins an 
excess payment or benefit w ill fully, by 
means of fa lse statement, representation, 
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concealment of any material fac t, o r 
other fraudulent scheme or dev ise with 
intent to defraud, crimina l sentences and 
fin es and/or civil mo netary penalties 
shall be imposed pu rsuant to, but not 
limited to, the Medicaid Fraud Act, 
NMSA 1978, 30-44- 1 et seq., 42 USC 
1320a-7b, and 42 CFR 455.23. 
8.2 In addit ion to the above 
crimina l and c ivil penalties, the 
DEPARTMENT or its AUTHORI ZED 
AGENTS may impose mo netary or non
mo netary sanctions, including c iv il 
mo netary penalties fo r PRO VID ER 
misconduct or breach of any of the terms 
of this AGREEMEN T. 
8.3 Upon written notice to the 
PROVIDER, the DEPARTMENT or its 
AUTHORJZED AGENTS may sanction 
non-perfo rmance under this 
AGREEMENT cons istent with the 
DEPARTMENT's rules thro ugh one or 
more fo llowing act io ns: 

(A) Compensat io n Reductio n. 
As a sanction, the DEPARTMENT or its 
AUTHO RJ ZED AGENTS may recover 
past payments to the PROV IDER and/or 
reduce the compensation of the 
PROVIDER fo r past fa ilure to fully and 
satisfactorily perfo rm, and fo r any 
o ngo ing fa ilu re to fully and satisfactorily 
perform thi s AGREEMENT's 
o bligations. Impos it io n o f such a 
penalty does not preclude the 
DEPARTMENT or its AUTHO RJ ZE D 
AGENTS fro m reco uping or recovering 
payments as spec ifica lly provided in any 
other law, regulation or this 
AGREEMENT. 

(B) The amount of the 
compensation pa id to the PROV IDER by 
the DEPARTMENT or its 
AUTHO RJ ZED AGENTS for services 
that the PROVIDER did not full y and 
satisfactorily perfo rm in acco rdance with 
the terms of this AGREE ME NT. 
8.4. The DEPARTMENT or its 
AUTHO RJ ZE D AGENTS may recover 
funds hy red11 c ing fut·urc co 111pc 11 snt ion 
payable by the DEPARTMENT or its 
AUTHO RI ZE D AGENTS to the 
PROVIDER. 
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ARTIC LE IX - EMPLOYEE 
EDUCATION CONC ERNI NG 
FALSE C LAIMS 

9. 1. In acco rdance w ith Sect ion 
1902(a) of the Soc ia l Security Act, the 
PROV IDER must: 

(A) Establish written po lic ies 
and rules fo r all employees, agents, o r 
contractors, that provide detailed 
in fo rmation regarding the New Mexico 
of Medicaid False C la ims Act, NMSA 
1978 , 27-14-1 , et seq.; and the Federa l 
False C la ims Act established under 
sections 3729 through 3733 of title 3 1, 
United States Code, administrative 
remedies fo r fa lse cla ims and statement 
established under chapter 38 of tit le 3 1, 
United States Code, including but not 
lim ited to, preventing and detecting 
fraud, waste, and abuse in Federa l health 
care programs (as defined in sectio n 
11 28B(t) of the Soc ia l Security Act); 

(B) Include as part of such 
written po lic ies, detailed provisions 
regarding the entity' s po lic ies and 
procedures fo r detecting and preventing 
fraud, waste and abuse; and 

(C) Include in any employee 
handbook, a spec ific discuss ion of the 
laws described in subparagraph (A), the 
rights of employees to be protected as 
whistleblowers, and the PROVIDER's 
rules and procedures fo r detecting and 
preventing fraud, waste, and abuse. 
9.2 . The DEPARTMENT may, at its 
so le discretion, exempt the PROV LDER 
fro m the requirements set fo rth in 9. 1 
here in ; however, the DEPARTMENT 
sha ll not exc lude the PROV IDER, if the 
PROV IDER receives at least 
$5,000,000 in annual payments fro m the 
DEPARTMENT. 
9.3 Fo r the purposes of thi s Art ic le, 
the fo llow ing definitions apply: 

(A) An "employee" inc ludes 
any officer or employee of the 
PROVIDER. 

( 8 1 ;\ "co nt rnctor'· o r "ngent"' 
inc ludes any contractor, subcontracto r, 
agent or other person which or who, on 
behalfofthe PROVIDER, furni shes, or 
otherwise authorizes the furnishing of 
Medicaid or other hea lth care program 
items o r services, perfo rms billing or 
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coding fun ctions o r is invo lved in 
mo nitoring of hea lth care prov ided by 
the PROVID ER. 

ARTIC LE X - REFUSAL TO 
EXECUTE AN AGREEMENT 

The DEPARTMENT w ill no t 
execute an AGREEMENT w ith the 
PROVIDER if the PROVIDER, his/her 
agent, manag ing employee, o r any 
person having an ownership interest 
equa l to five percent (5%) o r greater in 
the hea lth care PROVIDER commits o r 
has committed any o f the vio lations 
listed in Art ic le 7.2. of this 
AGREEMENT o r other provisio ns 
de lineated in Section 8.35 1.2 o r as 
amended and/o r its successo r, 
REME DI ES AND SANCTIONS of the 
Medical Ass istance Division Program 
Po licy Manua l, when such exc lusio ns are 
mandatory under federal o r state law . 

ARTICLE XI - RECIPIENT FUND 
ACCO UNT 

Nurs ing facilities, swing bed 
hosp ita ls, and intermediate care fac ilities 
fo r the mentally retarded sha ll establish 
and mainta in an acceptable system of 
acco unt ing fo r e lig ible rec ipients' 
perso na l fund s, in the manner prescribed 
by the DEPARTMENT or its 
AUTHORJ ZED AG ENTS, in those 
cases in which e lig ible rec ipients entru st 
the ir perso na l fund s to the fac ility. 

ARTIC LE XII - PRECONDITION 
FOR PARTIC IPATION 

The PROVIDER understands 
that signing this AGREEMENT is a 
precondition fo r participating in health 
care programs administered by the 
DEPARTMENT or its AUTHORIZED 
AGENTS. The PROVID ER understands 
that the pro vis io n of services, billing of 
ser 1ice,. :md rece ipt o f payments fo r 
serv ices cannot occur until this 
AG REE MENT is co mpleted by the 
PROV ID ER and approved fo r execution 
by the DEPARTMENT . 

ARTIC LE XIII - INSURANC E 
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13. 1 During the term of this 
AG REEMENT, the PROV ID ER sha ll , at 
its so le cost and expense, carry 
comprehens ive genera l liability 
insurance and professio na l liability 
insurance in amounts and containing 
such prov is io ns from time to time 
deemed adequate by the 
DEPARTMENT or its AUTHORIZED 
AGENTS. Upon request, the 
PROVIDER will prov id e to the 
DEPARTMENT and its AUTHOR1ZED 
AGENTS certificates evidencing that the 
insurance required by this Section is in 
effect. The PROVIDER hereby 
autho rizes the PROVID ER's insurance 
carrier to noti fy the DEPARTMENT and 
its AUTHORIZED AG ENTS upo n 
cance llation o r term ination o f the 
PROVIDER's insurance coverage. The 
PROVID ER w ill noti fy the 
DEPARTMENT o r its AUTHORIZED 
AGENTS pro mptly whenever an e lig ible 
rec ipient fil es a cla im or notice of intent 
to commence action aga inst the 
PROVIDER. The PROV IDER w ill 
noti fy the DEPARTMENT or its 
AUTHORJ ZED AGENTS not more than 
ten ( I 0) business days after the 
PROVlDER's receipt o f not ice o f any 
reductio n o r cance llation of the 
insurance coverage required by this 
Section. 
13.2 The DEPAR TMENT may, at its 
so le discretion, exempt the PROVID ER 
fro m the requirements of 13. 1 fo r any 
reaso n, including but not limited to, the 
inability o f the PROVID ER to procure 
such insurance . 

ARTIC LE XIV - HEAL TH 
INSURANC E 

14. 1 If the PROV ID ER has, or 
grows to have, six (6) or more 
employees who work o r who are 
expected to work, an average of at least 
twent y C O) ha m s per week over :i s i:--; 
(6) mo nth period during the te rm of this 
AG RE EMENT and by signing it , agree 
to comply w ith these provisio ns. 

(A) Have in place, and agree to 
mainta in fo r the term of this 
AGREEMENT, hea lth insurance fo r 
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those emp loyees and offer that hea lth 
insurance to those employees no later 
than Jul y I, 2008 , if the expected annu a l 
va lue in the aggregate of any and a ll 
co nt racts between the PROV ID ER and 
the STAT E exceeds o ne millio n 
($ 1,000,000) do llars; o r 

(B) Have in place, and agree to 
mainta in fo r the term of this 
AGREEME NT, health insurance fo r 
those employees and offer that health 
insurance to those employees no later 
than July I , 2009, if the expected annu a l 
value in the aggregate of any and a ll 
co ntracts between the PROVIDER and 
the STAT E exceeds fi ve-hundred 
thousand ($500,000) do llars; o r 

(C) Have in place and agree to 
mainta in fo r the term o f this 
AGREEMENT, hea lth insurance fo r 
those employees and offer that health 
in surance to those employees no later 
than July I , 2010, ifthe expected annu a l 
value in the aggregate of any and a ll 
co nt racts between the PROVIDER and 
the STATE exceeds two-hundred and 
fi fty thousand ($250,000) do llars 
14.2 The PROVID ER must agree to 
ma inta in a record of the number of 
employees w ho have: 

(A) accepted hea lth insurance 
(B) dec lined hea lth insurance 

due to other health insurance coverage 
a lready in place; or 

(C) declined health in surance 
fo r other reasons. 
These records are subj ect to rev iew and 
aud it by the ST A TE or its 
representative( s). 
14.3 The PROVID ER must agree to 
advise all employees of the availability 
of STAT E publicly fin anced health care 
coverage programs by prov iding each 
employee with, at a minimum, the 
fo llowing web site link (or its successo r) 
fo r additiona l in fo rmation 
http ://www. insurenew mexico .state. nm.u 

~ 

ARTIC L E XV - NO W AIVERS 

No terms or provision of this 
AG REEMENT sha ll be deemed waived 
and no breach excused, unless such 
waiver o r consent shall be in writing and 
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Name of Entity/ Individual 

The Navajo Nation 

executed by the party c laim ing to have 
waived or consented. 

ARTICLE XVI - APPLICABLE LAW 

This AGREEMENT shall be governed 
by the laws of the State of New Mexico. 
All legal proceedings aris ing from 
unresolved disputes under this 
AGREEMENT are subject to 
ad ministrative and judicia l review as 
provided for in MAD 8.353 .2, 
PROVIDER HEARING, MAD 8.349.2, 
APPEALS and GRIEVANCE 
PROCESS, MAD 8.350.2, 
RECONSIDERATION OF 
UTILI ZATION REVIEW DECISIONS, 
MAD 8.350.3, ABSTRACT 
SUBMISSION FOR LEVEL OF CARE 
DETERMINATIONS, MAD 8.350.4, 
RECONSIDERATION OF AUDIT 
SETTLEMENTS, MAD 8.35 1.2, 
SANCTIONS AND REMEDIES, MAD 
8.352.2, RECIPIENT HEARJNGS, 
MAD 8.353 .2, PROVIDER 
HEARINGS, MAD 8.354.2, PASRR 
AND PATIENT STATUS HEARJNG 
POLICIES, or as amended or their 
successors, of the Medical Ass istance 
Division Program Policy Manual. 

A RTI CLE XVII - ASSIGNMENT 

The PROVIDER shall not assign or 
transfer any ob ligation, duty, or other 
interest in this AGREEMENT, nor 
assign any claim for monies due under 
this AGREEMENT without 
authorization of the DEPARTMENT or 
its AUTHORIZED AGENTS. Any 
assignment or transfer which is not 
authorized by the DEPARTMENT or its 
AUTHORIZED AGENTS sha ll be void. 

ARTICLE XV III -
INDEMNIFI CATION 

The PROV!DF:R ~hall indemnify. 
defend, and hold harmless the STATE, 
the DEPARTMENT, its AUTHORI ZED 
AGENTS , and emp loyees from any and 
a ll actio ns, proceedings, c laims, 
demands, costs, damages, and attorney's 
fees , from a ll liabilities or expenses of 

EIN/ SSN 

STATE OF NEW MEXICO 
MEDICAL ASSISTANCE DIVISION 

PROVIDER PARTICIPATION AGREEMENT 

NPI 

86-0092335 1316545940 

any kind from any sources accru ing to 
or resulting from the PROVIDER or its 
emp loyees in connection with the 
performance of this AGREEMENT and 
from all c la ims of any person or entity 
that may be directly or ind irectly injured 
or damaged by the PROVIDER or its 
employees in the performance of this 
AGREEMENT. 

ARTICLE IXX - ENTIRE 
AGREEMENT 

This AGREEMENT incorporates all the 
agreements, covenants, and under
standings between the parties hereto 
concerning the subject matter conta ined 
in this AGREEMENT, and a ll such 
covenants, agreements, and under
standings have been merged into this 
AGREEMENT. No prior agreeme nt, 
covenants, or understandings, e ither 
verbal or otherwise, of the parties or 
their agents sha ll be va lid or enfo rceable 
unless conta ined in th is AGREEMENT. 
This AGREEMENT sha ll not be a ltered, 
changed, revised, or ame nd ed except by 
written instrument executed by the 
parties in the same manner as in this 
AGREEMENT. Amendments sha ll 
contain an effective date. Any 
amendments to this AGREEMENT sha ll 
not be binding upon either party until 
approved in writing by the 
DEPARTMENT or its AUTHORJZED 
AGENTS . 

MAD 335 revised March 2021 
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CERTIFYING YOU HAVE READ AND 
UNDERSTAND THE INFORMA T/ON ON 
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Name of Entity / Indiv idual 
The Navajo Nation 

STATE OF NEW MEXICO 
MEDICAL ASSISTANCE DIVISION 

PROVIDER PARTICIPATION AGREEMENT 

I 
EIN / SSN 

86-0092335 

A) Have you ever had a license revoked, suspended or denied in any s tate? _ YES 

B) Have you ever been convicted of any criminal offense? _YES 

C) Have you or any ever been excluded or suspended from participation in 
T itle XVIII (Medicare) , T itle XIX (Medicaid) or any other health care program? _YES 

I NPI 

..x_NO 

X NO 

~NO 

1316545940 

Initial ----
Initial ___ _ 

Initial ___ _ 

If YES to any of the above three questions , attach a brief statement of situation; date; city , county and professional association or court 
which handled the matter; any precinct case identification, and the adjudication or other result. 

New Mexico Medicaid project staff may need to contact you regarding the completion of this form. Please list contact person and 
telephone number. 

Whoever knowingly and willfully makes or causes to be made a false statement or representation of this statement, may be prosecuted under 
applicable federal or State laws. In addition, knowingly and willfully failing to fully and accurately disclose the information requested may result in 
denial of a request to participate or, where the entity already participates, a term ination of its agreement or contract with the State agency . 

Original s ignature required. Please use blue ink only. 
INDIVIDUAL PROVIDER: 

I understand that payment of claims will be from federal and state funds and that any falsification or concealment of a materia l fact may be 
prosecuted under federal and state law. 

Printed Name of Individual Practitioner : ------------------------------------

Signature of Individual Practit ioner: Date: _______ ___ _ 

FACILITIES AND NON-PRACTITIONER ORGANIZA TIONS: 

I understand that payment of claims w ill be from federal and state funds and that any falsifi cat ion or concealment of a material fact may be 
prosecuted under federa l and state law. 

Printed Name of Authorized Representat ive: __,,J:..:o""n:..:.a=th:..:..=a-'-'n'-N'-'-"e:..:z'---- - - ----- ------- ------------

Title t Position: ~N~a~v~a""j=o_N~a=t""io=-n'-'-'P""""'"'re=-s~id=-e=-cn~t ___ ____________________ _ 

Address: PO BOX 7440: Window Rock, AZ 86515 

Telephone Number: _.(-=-9=2-=-8.,)8""'7'""'1'---=-7-=-0-=-0-=-0 _________________________ _ 

Signature of Authorized Representative: _______________________ Date: _________ _ 

FOR STATE PURPOSES ONLY: 

HUMAN SERVICES DEPARTMENT APPROVAL 

n APPROVED n NOT APPROVED 
Reasons Not Approved: 

Dates of Agreement: From: 
Authorized Signature II Uate 

I I 
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STATE OF NEW MEXICO 
MEDICAL ASSISTANCE DIVISION 

PROVIDER PARTICIPATION AGREEMENT 

EXHIBIT 

THI S AGR EEMENT IS FOR GROUPS, ORGANIZATIONS, OR INDIVIDUAL APPLICANTS TO W HOM 
Return completed application to: 

New Mexico Medicaid Project 
PAYMENTS W ILL BE MADE. IF THE APPLICANT IS AN INDIVIDUAL APPLYING FOR A PROVIDER NUMBER Conduent 
ONLY FOR IDENTIFYING SERVICES BILLED THROUGH A GROUP PRACTICE OR OTHER ORGAN IZATION P.O. Box 27460 
AND PAYMEN TS WILL BE MADE TO THAT GROUP OR ORGANIZATION , THIS FORM SHOU LD NOT BE Albuquerque, NM 87125-7460 
USED. USE FORM MAD 312 INSTEAD. 
(1) NM Medicaid Number (if previously assigned) (2) National Provider Identifier (NPI) (3) Primary Taxonomy 

1366040818 Substance Abuse Rehabilitation Treatment, Adult 

(4) Applicant Name (for individuals - must match license name) 
First Name Middle Initial Last Name Profess ional Title (MD, DDS, etc) 

(5) Business Name (OBA) I (6) Federal Tax (Legal) Name 
NRBHC Adult Residential Treatment The Navajo Nation 

(7) Physical Street Address where services are rendered (PO BOX NOT ACCEPTED) City State Zip Code County 

PINON & COTTONWOOD DR BUILDING #2301 Shiprock NM 87420 San Juan 

(8) Billing Office Address(MAY BE PO BOX) City State Zip Code 

PO Box 1830 Shiprock NM 87420 

(9) Mailing Address for official correspondence (MAY BE PO BOX) City State Zip Code 

PO Box 709 Window Rock AZ 86515 
(10) Fax Number (11) Billing Office Phone (12) Location Phone (REQUIRED) 

(928)871-6456 (928)871-6235 (505)368-1438 
(13) Mailing Email Address (14) Billing Office Email Address (15) Location/ Provider Email Address 

mbrandser@navajo-nsn.gov mbrandser@navajo-nsn.gov Window Rock, Arizona 
(16) Business Type • Individual/ sole proprietor • Corporation • Partnership / Professional Association 

• Limited Liability Company D Non-corpor.te Business Entity/ Other Iii Government Entity or Public School 

(17) Provider Type (see (18) Provider (19) License Information (20) (REQUIRED) Individual Provider's 
attached list) Specialty (see Number State Expiration Date Social Security Number Date of Birth 

221 attached list) 

I 100 
(21) NM CRS (Tax & (22) Are NM CRS tax 

I 
(23) Select one: (24) Federal Tax (25) Are federal tax payments 

Revenue) Number (If payments current? If not, • for profit Number/ FEIN (attach current? If not, attach an explanation. 
services are provided in attach an explanation. 

I 
Iii 

IRS letter) Iii YES 
NM) !i! YES not-for-profit (attach 86-0092335 

• NO 
501(c)3) • NO 

(26) DEA Number (attach copy) 

I 
(27) CLIA Number (attach copy) (28) NCPDP/NABP Number (pharmacies only) 

(29) IHS Certified or Tribal 638 Contracted Program? 

Iii YES • NO (If YES, attach copy of certification or contract) 

(30) Title XVIII Medicare Certified? (31) Fiscal Year End Month 

• YES Iii NO (If YES, attach copy of letter) December 
(32) JCAHO Certified? 

• YES Iii NO (If YES, attach copy of letter) 

(33) Other Certification? YES liJ NO • (If YES, attach copy of letter) Certified by: CARF 
(34) To be completed by physicians (provider type 301 or 302) only : (If Certified, attach copy of certificate; if Not Certified or if Eligible for 

Certification, attach proof of residency completion/ training in your specialty area) 

• • • Board certified in the provider specialty listed in box 18? Certified Elig ible for certification Not certified 
(35) Identify individuals who will be providing services for which payments will be made to your group or organization: (Please attach separate page if 
add itional space is needed) 

Individual's Name, Title Prov. Specialty NM Medicaid Prov. No. NPI 
Type 

(36) If services have already been rendered to a NM Medicaid recipient, please enter Date of Service and attach copy of claim: 

DOS: 

Page 1 
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STATE OF NEW MEXICO 
MEDICAL ASSISTANCE DIVISION 

PROVIDER PARTICIPATION AGREEMENT 

(37) To be completed by out-of-state providers only: 
Home State Medicaid Provider Number: 

Name of Entity / Individual 
The Navajo Nation 

EIN / SSN NPI 
86-0092335 1366040818 

Question 1 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? If yes, give the name(s) of person(s) and description(s) of offense(s). Please 
use additional pages if necessary : 

Name Social 
Security 
Number 

Date of 
Birth 

APPLICANT INITIAL HERE 
CERTIFYING THE INFORMA_T_I_O_N __ 

Description 

YES a 
NO Eil 

Page 2 
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STATE OF NEW MEXICO 
MEDICAL ASSISTANCE DIVISION 

PROVIDER PARTICIPATION AGREEMENT 

Name of Entity/ Individual EIN ISSN NPI 

A. 

The Navajo Nation 86-0092335 1366040818 

3. Provide the name and address of each person (ind ividual or corporation) with an ownership or control interest in the provider or in 
any subcontractor in which the provider has direct or indirect ownership of five percent or more. Please use additional pages if 
necessary: 

NAME ADDRESS SOCIAL SECURITY 
NUMBER (IF 

INDIVIDUAL) OR TAX ID 
IF NOT AN INDIVIDUAL 

DATE OF BIRTH 
(FOR INDIVIDUALS) 

The Navajo Nation PO Box 7440 

B. 

C. 

D. 

E. 

4 . 

Window Rock, Arizona 
86515 

Is any person named in question #3 related to another as spouse, parent, chi ld, or sibl ing? If yes, give the nam e(s) 
of person(s) and relationship(s). Please use additional pages if necessary . NOTE: Designate relationship to each 
person listed in question #3 by using A., B. , C., etc. 

NAME RELATIONSHIP 

APPLICANT INITIAL HERE ___ _ 
CERTIFYING THE INFORMATION 

YES 

NO 

ON THIS PAGE IS TRUE AND CORRECT MAD 335 revised March 2021 
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Name of Entity / Individual EIN / SSN 
The Navajo Nation 86-0092335 

5. Does any person (individual or corporation) named in question #3 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 Social Security Act?] (This includes participation in any federal , state , or jointly funded healthcare 
programs such as Medicaid ; Medicare Part A; Medicare Part B; Medicare Part C; Medicare Part D; CHAMPUS ; and 
programs established under parts XIX, XX, and XXI of the Social Security Act.) If yes, give the name(s) , Medicaid 
provider identification number(s) and address(es) of the Medicaid provider or entity. Please use additional pages if 
necessary : 

NAME ADDRESS 

APPLICANT INITIAL HERE 
CERTIFYING THE INFORMA,...,T=-1-0_N __ 

NPI 
1366040818 

YES a 
NO 61 

MEDICAID PROVIDER 
NUMBER 

I 

Page 5 
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Name of Entity / Individual 

The Navajo Nation 
EIN / SSN 

STATE OF NEW MEXICO 
MEDICAL ASSISTANCE DIVISION 

PROVIDER PARTICIPATION AGREEMENT 

NPI 

86-0092335 1366040818 APPLICANT INITAL HERE 
CERTIFYING YOU HAVE READ AND 
UNDERSTAND THE INFORMATION ON 
THIS PAGE 

This AG REEMENT, between the State of New Mexico (STATE), herein referred to as "the STATE," the 
New Mexico Human Services Department (HSD), herein referred to as "the DEPARTMENT" and the 
applicant as provider, herein referred to as "the PROVIDER", specifies the terms and conditions for 
providing health care services to eligible recipients of Medicaid, other medical assistance programs, and 
other health care programs administered by the Department and other departments of the State of New 
Mexico for which the Department is authorized to make payment to the PROVIDER. Administration of 
health care programs including, but not limited to, service authorizations, billing instructions and 
payment, may be performed by the DEPARTMENT and its agents including other departments and 
agencies of the State of New Mexico and their contractors, as authorized by joint power of agreements, 
contracts, or other binding agreements, herein referred to as its "AUTHORIZED AGENTS". This 
AGREEMENT shall be effective when completed in full with all required documentation attached and 
when signed by the PROVIDER and the Human Services Department Medical Assistance Division 
(HSD/MAD) or its designees and shall remain in effect until terminated pursuant to the terms set forth 
below. 

ARTICLE I - OBLIGATIONS OF 
THE PROVIDER 

The PROVIDER shall. 
I . I. Abide by a l I federal, state, and 
local laws, rules and regulat io ns, 
including but not limited to , those laws, 
regulations, and rules applicable to 
prov iders of services under T itle XIX 
(Medica id) and T itle XX I (SCHIP) of 
the Soc ia l Security Act and other health 
care programs ad ministered by the 
DEPARTMENT and its AUTHORIZED 
AGENTS. 
1.2. Furn is h services, bill for 
services, and rece ive payment fo r 
services only upon approval of this 
AGREEMENT by the HSD /MAD 
Director or his/her des ignees or its 
AU THO RJ ZED AGENTS . 
1.3. Be responsible for the accuracy 
and va lidity of a ll cla ims fo r which 
re imbursement is so ught by causing 
cla ims to be manua ll y o r electro nica ll y 
submitted to the DEPARTMENT or its 
AUTHO RJ ZED AGENTS . 
1.4. Comply w ith a ll in struct ions, 
di rectives, billing, re imbursement, audit, 
reco upment, and withho ld ing prov is ions 
made availab le by the DEPARTMENT 
and it s AUT HOR IZED AG ENTS. 
1.5. Obta in, mainta in, and keep 
updated program rules and instructions 
on billing and ut ilizat ion rev iew and 
other pertinent material made avai lable 

by the DEPARTMENT and its 
AUTHORJZED AGENTS. 

1.6. Not employ or enter into contract 
w ith excluded ind iv idua ls o r entities, as 
identified by the Health and Human 
Services Offi ce of Inspector General' s 
(HHS-OIG) List of Excluded 
Individu a ls/entities (LEIE), the Medicare 
Exclusio n Database (ME D), System fo r 
Award Management (SAM), Excluded 
Parties List System (EPLS) o r a state' s 
Employee Abuse Reg istry (EAR) o r 
equiva lent. All findin gs of place ment of 
an employee on EAR sho uld be 
fo rwarded to a law enfo rcement agency 
fo r poss ible prosecut ion. The HH S-OIG 
website can be searched by the name of 
any individua l o r entity, and must be 
searched on a mo nthly bas is in order to 
capture exc lusions and reinstatements 
that have occurred since the last search. 
Any exclusio n info rmat ion discovered 
must be immediate ly reported to the 
DEPARMENTor its AUTHORI ZED 
AGENTS. A prov ider must ensure that 
every healthcare practitioner or other 
employee prov iding a serv ice is 
appropriate ly licensed, reg istered, back
ground checked, and/or cert ified at the 
time the service is prov ided, as requi red 
by state law or regulatio n fo r the serv ice 
o r act ivity that is provided and is valid in 
the mun ic ipa lity. All pay ments made to 
PROVIDERS fo r services o r items 
obtained fro m exc luded part ies o r 
prov ided by insuffi ciently licensed, 
registered , back-gro und checked , or 
certified indiv idua ls are overpayments 
subject to recoupment . These services o r 
items extend to all methods of 

MAD 335 revised M arch 2021 

re imbursement, whether payment results 
fro m itemized cla ims, cost reports, fee 
schedules, o r a prospect ive payment 
system; payment fo r administrative and 
management services no t directly re lated 
to patient care, but that are a necessary 
component of prov id ing items and 
services to Medicaid rec ipients, when 
those payments are reported on a cost 
report o r are otherwise payable by the 
Medicaid program; and pay ments to 
cover an exc luded ind iv idua l' s salary, 
expenses, o r fr inge benefits, regardless 
o f whether they prov ide direct patient 
care, when those payments are reported 
on a cost repo rt o r are otherw ise payable 
by the Medica id program. In addition, 
civil mo netary pena lties may be imposed 
fo r no ncompliance. 42 CFR I 003 
. 102(a)(2). The PROV IDER must also 
check New Mex ico Co urts 
(http ://www.nmco urts.gov/) for records 
of any inc idents invo lving any employee 
at the time of employment and annually 
thereafter. Documentat ion of the check 
must be mainta ined in the employee ' s 
perso nnel fo lder. 
1.7. Comply with the disc losure 
requirements spec ified in 42 CFR, Pa11 
455 , Subpart 8 , including but not limited 
to d isc losure upon request o f info rmat ion 
regard ing ownership and contro l, 
bus iness transact ions and person 
convicted of crim es. This inc ludes 
info rmat ion about ownership of any 
subcontractor and any signi fica nt 
business transactions between the 
provider and subcontractor and/or 
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Name of Entity/ Individual 

The Navajo Nation 

provider and any wholly owned supplier. 
The provider agreement will be 
terminated if the PROVIDER fails to 
disclose ownership or control 
information as required by Federal law. 
1.8. Furnish and update complete 
information on the PROVIDER' s 
address, licensing, certification, board 
specialties, corporate names, and parties 
with direct or indirect ownership or 
controlling interest in the entity or in any 
subcontractor in which the entity has a 
direct or indirect ownership interest 
totaling five percent (5%) or more, and 
any relationship (spouse, parent, child, 
or s ibling) of these persons to another; 
the name of any other entity in which a 
person with an ownership or controlling 
interest in the disclosing entity also has 
an ownership or controlling interest in ; 
and information on the conviction of 
delineated criminal or civil offenses by 
the PROVIDER or parties with direct or 
indirect ownership or controlling interest 
at least sixty (60) calendar days prior to 
the contemplated change or within ten 
( I 0) calendar days after the conviction. 
Any payment made on the basis of 
erroneous or outdated information is the 
responsibility of the PROVIDER and is 
subject to recoupment, criminal 
invest igative costs, and/or civil penalties. 
1.9. Comply with all applicable 
federal , state, and local laws and 
regulations regarding-licensure, 
registration to pay applicable taxes, 
payment of applicable taxes, permit 
requirements, and employee tax filing 
requirements. 
1. 10. Assume sole responsibility for 
all applicable taxes, insurance, licens ing, 
and other costs of doing business. 
1.11. Verify that an individual is 
eligible for a specified health care 
program administered by the 
DEPARTME NT or its AUTHORJZED 
AGENTS. 
1.12. Verify the identity of the 
e li g ible rec ip ient 0 11 nil occ:is ions pr im 
to rendering services. 
I. 13. Maintain the confidentiality of 
eligible rec ipient information and 
records in accordance with applicable 
state and federal laws, including 42 CFR 
431.305 , 8.100.100.13 and .14 NMAC, 

EIN/ SSN 

STATE OF NEW MEXICO 
MEDICAL ASSISTANCE DIVISION 

PROVIDER PARTICIPATION AGREEMENT 

NPI 

86-0092335 1366040818 

and regulations promulgated pursuant to 
the Health Insurance Portability and 
Accountability Act of 1996 (HI PAA), as 
amended . 
I. 14. Meet the Continuing Care 
Obligations of the PROVIDER. In the 
event of terminatio n of this 
AGREEMENT fo r any reaso n, the 
PROVIDER shall continue to provide or 
arrange services to eligible recipients, 
including any rec ipients who become 
eligible during the termination notice 
period, beginning on the effective date of 
termination and continuing until the 
termination or next renewal date of the 
recipient's eligibility, unless the 
DEPARTMENT arranges for the transfer 
of the eligible recipient to another 
Provider and provides written notice to 
the PROVIDER of such transfer prior to 
the termination or next renewal date of 
this AGREEMENT. 

Notwithstanding the foregoing, 
at the direction of the DEPARTMENT, 
the PROVIDER may continue to provide 
or arrange services to any eligible 
recipient who cannot be transferred 
within the time period specified above in 
accordance with the legal and 
contractual obligations to: (I) provide 
services under the applicable health care 
program; (2) provide not ice o f 
termination to eligible recipients ; and (3) 
ensure continuity of care for eligible 
recipients. 

(A) In the event that the 
PROVIDER terminates this 
AGREEMENT on the bas is of the 
DEPARTMENT'S failure to make 
timely payments, the PROVIDER shall 
continue to arrange for services to those 
eligible recipients who are hospitalized 
on an inpatient basis or otherwise 
residents of a facility at the time the 
PROVIDER terminates this 
AGREEMENT until eligible recipients 
are discharged from the hospital or other 
facility. The PROVIDER may file a 
c la im w ith the DF P -\R T\ tfF 1T or its 
AUTHORJZED AGENTS for such 
serv ices. 

(B) The DEPARTMENT or its 
AUTHORJZED AGENTS will pay the 
PROVIDER for services provided after 
the date of termination of this 
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APPLICANT INITAL HERE 
CERTIFYING YOU HAVE READ AND 
UNDERSTAND THE INFORMATION ON 
THIS PAGE 

AGREEMENT at the current applicable 
reimbursement rate to eligible providers 
as of the dates of service when the 
services have been authorized by the 
DEPA RTMENT or its AUTHORIZED 
AGENTS . 

(C) The PROVIDER agrees that 
the prov isions of this section and the 
ob ligations of the PROVIDER here in 
shall survive termination, and shall be 
construed to be for the benefit of e lig ible 
rec ipients. 
1.15. Render covered services to 
e ligible recipients in the same scope, 
quality, and manner as provided to the 
general public ; comply with all 
applicable federal and state civil rights 
laws; and not discriminate on the bas is 
of race, color, national origin, sex, 
gender, age, 
ethnicity, religion, sexual orientation, 
sexual preference, health status, 
disab ility, political belief, or source of 
payment as per 45 CFR 80 .3(a) and (b ), 
45 CFR 84.52, and 42 CFR 447.20 or 
other state and federal laws, rules, and 
regulations . 
1. 16. Assume all responsibility for 
any and all cla ims submitted on behalfof 
the PROVIDER under the 
PROV! DER' S identification number. 
Submission of false or miscoded c laims 
or fraudulent representation may subject 
the PROVIDER to termination, criminal 
investigations and charges, and other 
sanctions specified in the HSD/MAD 
Program Policy Manual, and federal and 
state law and regulations. 
1. 17. Create, keep and maintain, and 
have readily retrievable, any and a ll 
original medica l or bus iness records as 
necessary to verify the treatment or care 
of any e ligible recipient and to ti.illy 
disclose the type and extent of all 
services, goods, and supplies provided to 
eligible recipients as set forth in 42 CFR 
43 I. I 07 for at least six ( 6) years from 
the date of creation or until ongo ing 
nudit s nrc , ctt lcd. whi cheve r is longe r. 
The PROVIDER agrees that such 
records sha ll be made at or near the time 
at which the services, goods, and 
supplies are delivered o r rendered. 
Services that have been billed to the 
DEPARTMENT or its AUTHORJZED 
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AGENTS which are not substantiated in 
the PROVIDER' S record are subject to 
recoupment, sanction, and/or any other 
penalty provided for in this 
AGREEMENT. 
1.18. Upon closure of office or 
facility, inform the DEPARTMENT or 
its AUTHORIZED AGENTS where 
records pertaining to eligible recipients 
will be located. 
1.19. Furnish immediately to the 
DEPARTMENT or its AUTHORIZED 
AGENTS, the U.S. Secretary of Health 
and Human Services, or the Medicaid 
Fraud Control Unit, at no cost, access to 
records in any format requested and any 
information regarding payments claimed 
by the PROVIDER for furnishing 
services to eligible recipients. 
1.20. Permit announced and 
unannounced inspection of facilities or 
the PROVIDER'S offices and other 
locations used in the provision of 
services for billing and to eligible 
recipients by the U.S. Secretary of 
Health and Human Services, the 
Medicaid Fraud Control Unit, and the 
DEPARTMENT and its AUTHORIZED 
AGENTS. Failure to comply with this 
provision constitutes a violation of 
federal and state law and may result in 
immediate withholding of any pending 
or future payments . If records are 
requested by mail , the PROVIDER shall 
furnish the records within two (2) to ten 
( 10) business days of the receipt of the 
request or as provided in the request. 
1.21. Assist and cooperate in any 
review, inspection or audit conducted in 
conformity with the terms of this 
AGREEMENT. 
1.22. Accept as payment in full , the 
amount paid by the DEPARTMENT or 
its AUTHORIZED AGENTS for 
services furnished to eligible recipients 
in accordance with the reimbursement 
structure in effect for the period during 
which services were provided as per the 
DEP \RT~!JE 1r s or its 
AUTHORIZED AGENTS 
reimbursement rules. No exceptions to, 
or waiver of standard reimbursements 
will be permitted without the express 
written consent of the MAD Director or 
his/her designee. 

EIN / SSN 

STATE OF NEW MEXICO 
MEDICAL ASSISTANCE DIVISION 

PROVIDER PARTICIPATION AGREEMENT 

NPI 

86-0092335 1366040818 

1.23. Electronic billing of claims is 
mandatory unless an exemption has been 
allowed by the DEPARTMENT or its 
AUTHORIZED AGENTS . Exemptions 
will be given on a case-by-case basis 
with consideration being given to any 
barriers the PROVIDER may face in 
billing electronically, including when 
volumes are so small that developing 
electronic submission capability is 
impractical. The requirement for 
electronic submission of claims does not 
apply to situations for which a paper 
attachment must accompany the claim 
form. 
1.24. Not collect payments from the 
eligible recipient or any financially 
responsible relative or personal 
representative of the eligible recipient 
for services furnished to the eligible 
recipient, except as specifically allowed 
by the DEPARTMENT or its 
AUTHORIZED AGENTS. The 
PROVIDER may not bill or collect 
payments from the eligible recipient or 
their personal representative for any 
claim denied by the DEPARTMENT or 
its AUTHORIZED AGENTS for 
administrative or billing errors on the 
part of the PROVIDER except as 
specifically allowed by the 
DEPARTMENT'S regulations. 
1.25. Seek payment from any other 
payer or insurer before seeking payment 
from the DEPARTMENT or its 
AUTHORIZED AGENTS in the event 
the eligible recipient is covered by an 
insurance policy or health plan including 
Medicare. Refund to the 
DEPARTMENT or its AUTHORIZED 
AGENTS the lesser of the payment 
received from the third party and the 
DEPARTMENT or its AUTHORIZED 
AGENTS. The PROVIDER shall not 
bill the DEPARTMENT or its 
AUTHORIZED AGENTS the difference 
between a "preferred patient care 
agreement" or "discount" arrangement 
and the PRnVID ER" S bi ll ed ch:i rgc . 
1.26. Not refuse to furnish services to 
an eligible recipient because ofa third 
party' s potential liability for payment for 
the services, except in instances in which 
an eligible recipient is seeking services 
from a provider who does not paiticipate 

MAD 335 revised March 2021 

APPLICANT INITAL HERE 
CERTIFYING YOU HAVE READ AND 
UNDERSTAND THE INFORMA T/ON ON 
THIS PAGE 

in the HMO or other plan network and 
would not be paid for services by the 
HMO or other plan. 
1.27. Inform the DEPARTMENT or 
its AUTHORIZED AGENTS 
immediately when an attorney or other 
party requests information related to the 
services rendered to an eligible recipient 
that were paid by the DEPARTMENT or 
its AUTHORIZED AGENTS and upon 
receipt of any knowledge of pending or 
active legal proceedings involving 
eligible recipients. 
1.28. When furnishing services to 
eligible recipients who sustained injury 
in an accident or another action that may 
be subject to a legal proceeding, agree to 
the following : 

(A) The hospital PROVIDER 
must either file a claim with the 
DEPARTMENT or its AUTHORIZED 
AGENTS within the time period 
specified in 8.302. 14 NMAC of the date 
of hospital discharge or impose a 
hospital lien on the potential recovery 
from the liable third party. lfthe 
hospital PROVIDER elects to impose a 
lien, the PROVIDER is prohibited from 
filing a claim with the DEPARTMENT 
or its AUTHORIZED AGENTS for 
payment of any unpaid balance resulting 
from the third party recovery or from 
seeking payment from the eligible 
recipient or their personal representative. 

(8) The non-hospital 
PROVIDER must accept the payment 
made by the DEPARTMENT or its 
AUTHORIZED AGENTS as payment in 
full. The non-hospital PROVIDER may 
not seek additional payment for those 
services from the eligible recipient or 
their personal representative even if the 
eligible recipient or their personal 
representative subsequently received a 
monetary award or settlement from the 
liable party. 
1.29. When entering into contracts 
with the Medicaid managed care 
orga11 izatio 11 (~1!CO~) co ntr:1ct i11 g wi th 
the DEPARTMENT for the provision of 
managed care services to the Medicaid 
population, agree to be paid by the MCO 
at any amount mutually-agreed between 
the provider or provider group and the 
MCOs. lfthe provider or provider group 
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and MCO are unable to agree to terms or 
fail to execute an agreement for any 
reason, the provider o r provider group 
sha ll be ob ligated to accept the percent 
of the applicable reimbursement rate as 
stated in the MAD Program Policy 
Manual based on the provider type. The 
"appl icab le reimbursement rate" is 
defined as the rate paid by the 
DEPARTMENT to the PROVIDER 
participating in Medicaid or other 
medical assistance programs 
adm inistered by the DEPARTMENT or 
its AUTHORIZED AGENTS and 
exc ludes disproportionate share hosp ita l 
and medical ed ucation payments. 
1.30. When a Medicaid managed 
care organization (MCO) recoups 
payment from the provider because the 
DEPARTMENT retroactively disenrolls 
a recipient from the MCO, the 
PROVIDER agrees to bill the 
DEPARTMENT or its AUTHORIZED 
AGENTS and accept the applicable 
reimbursement rate as stated in the MAD 
program policy manual, according to the 
provider type. 
1.3 I. For those caregivers whose 
emp loyment or contractual service with 
a care provider includes direct care or 
routine and unsupervised physical or 
financial access to any care recipient 
served by that provider, the caregiver 
and care provider must adhere to 
provisions in the Caregivers Criminal 
History Screening Act (CCHS). 
1.32. Understand and agree to meet 
the requirements concerning enrollment 
and screening, criminal background 
checks, fingerprinting, use of the 
Natio na l Provider Identifier, federa l 
database checks, site visits, verification 
of provider licenses, and app licat ion fees 
as found at 42 CFR 455.400 - 455.470. 

1.33. To understand the appea l rights 
that are given to the PROVIDER as 
provided for in MAD 8.353.2, 
PRO VIDER HF. .\RI NG. ~'1 AD :U49.'.! . 
APPEALS and GRJEV ANCE 
PROCESS, MAD 8.350.2, 
RECONSIDERATION OF 
UTILIZATION REVIEW DECISIONS, 
MAD 8.350.3, ABSTRACT 
SUBMlSSION FOR LEVEL OF CARE 
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DETERMINATIONS, MAD 8.350.4, 
RECO SIDERATION OF AUDIT 
SETTLEMENTS, MAD 8.351.2, 
SANCTIONS AND REMEDIES, MAD 
8.352.2, RECIPIENT HEARINGS, 
MAD 8.353 .2, PROVIDER 
HEARJNGS, MAD 8.354.2, PASRR 
AND PATIENT STATUS HEARING 
POLICIES, or as amended or their 
successors, of the Medical Assistance 
Division Program Policy Manual. 
1.34. All work associated with the 
Agreements contained herein must be 
performed in the United States of 
America. 

ARTICLE II - OBLIGATION OF 
THE HUM AN SERVICES 
DEPARTMENT 

The DEPARTMENT shall. 
2. 1. Make available on the 
HSD/MAD website, other 
DEPARTMENT websites, or in hard 
copy format information necessary to 
participate in hea lth care programs 
administered by the DEPARTMENT or 
its AUTHORJZED AGENTS, including 
program rules, billing instructions, and 
other pertinent materials. The 
PROVIDER must contact the 
DEPARTMENT or its AUTHORJZED 
AGENTS to request hard copies of any 
program rules, manuals, billing and 
utilization review instructions, and other 
pertinent materials . 
2.2. Process payments in a manner 
delineated by federal guide lines eit her 
internally or through a designated fiscal 
agent contractor. Please refer to 
8.302.2.9 NMAC. 
2.3 Reimburse the PROVIDER for 
furnishing covered services or 
procedures to eligible recipients when all 
program rules have been fo llowed by the 
PROVIDER. Reimbursement is based 
on the fee schedule, reimbursement rate, 
or reimbursement methodology in place 
at the t i111 e ~er ,ice is fi.irn ished hy the 
PROVIDER. No exception to, or waiver 
of, standard reimbursement wi ll be 
permitted without the express written 
consent of the MAD Director or his/her 
designee. 
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2.4. Conduct administrative 
investigations and administrat ive 
proceedings to ensure that the 
PROVIDER complies with the terms of 
this AGREEMENT and federal and state 
law, and regulations pertaining to the 
administratio n of the hea lth care 
programs admi nistered by the 
DEPARTMENT or its AUT HORIZED 
AGENTS, including the Medicaid 
Provider Act. 

ARTICLE Ill - PATIENT 
SELF-DETERMINATION ACT 

The nursing fac ility, 
intermediate care facility, hospital, home 
health agency, and hosp ice PROVIDER 
sha ll : 
3. 1. Furnish written information to 
a ll adult e ligib le recipients o r their 
personal representatives receiving 
medical care concern ing the ir right to 
make decisio ns about medical care ; 
accept or refuse medical or surgical 
treatment; and fo rmulate arrangements 
for a liv ing will or durable power of 
attorney. 
3.2 Document in the e ligib le 
recipient's med ica l record whether 
he/she has executed an advance directive 
which complies with New Mexico law 
on advance directives. The provision of 
care shall not be based on whether the 
e ligib le recip ient has executed an 
advance directive. 
3.3. Inform each adult e ligib le 
recipient or personal representative, 
orally and in writing, at the time of 
faci lity admissio n or initiation of 
treatment, of the eligib le recipient's lega l 
rights during his or her facil ity stay or 
course of treatment. 

ARTICLE IV - SUBMISSION OF 
COST REPORTS 

4 . 1. The PROVIDER, when 
dc linc:it ed by the DF: P \RTt\.ffl\lT ~Ii .i ll 
furnish the DEPARTMENT or its 
AUTHORIZED AGENTS with such 
financial repo11s, audited or certified cost 
statements, and other substantiating data 
as necessary to establish a basis for 
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reimbursement or as required by 
regulation. 
4.2. Cost statements or other data 
are to be furnished no later than 150 (one 
hundred- fifty) calendar days following 
the closure of the PROVIDER' S fi scal 
accounting period. Failure to comply 
with this provision will result in 
suspension of payment until the required 
statements and other data are provided. 

ARTICLE V-
STATUS OF PROVIDER 

The PROVIDER, its agents, 
and employees are independent 
contractors who perform professional 
services for eligible recipients served 
through health care programs 
administered by the DEPARTMENT or 
its AUTHORIZED AGENTS are not 
employees of the DEPARTMENT or its 
AUTHORIZED AGENTS. The 
PROVIDER shall not purport to bind the 
DEPARTMENT nor the State of New 
Mexico to any obligation not expressly 
authorized herein unless the 
DEPARTMENT has given the 
PROVIDER express written permission 
to do so. 

ARTICLE VI - CHANGE 
IN OWNERSHIP 
6. I. As soon as possible, but at least 
sixty (60) calendar days prior to a 
change in ownership or status, the 
PROVIDER must notify the 
DEPARTMENT or its AUTHORJZED 
AGENTS of the proposed change in 
ownership . Upon completion of the 
transfer ofownership, this initial 
AGREEMENT is terminated. The new 
owner must complete and receive 
approval ofa new AGREEMENT before 
submitting any claims to the 
DEPARTMENT or its AUTHORJZED 
AGENTS. Any payment made on the 
basis of erroneous or outdated 
in fo r111 at i0 n d11e to the lac k o fn 0tice is 
the responsib ility of the PROVIDER and 
is subject to recoupment. 
6.2. The previous owner shall be 
responsible for any overpayments and is 
entitled to receive payments up to the 
date of ownership transfer, unless 
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otherwise spec ified in the contract for 
trans fer of ownership . 
6.3. The new owner shall furnish to 
the DEPARTMENT or its 
AUTHORIZED AGENTS upon receipt 
of a written request, the contract or other 
applicable documents spec ify ing the 
terms of the change in ownership and 
responsibilities delineated in this 
AGREEMENT. 
6.4. The DEPARTMENT and its 
AUTHORIZED AGENTS reserve the 
right to withhold all pending and other 
claims until the right to payments and/or 
recoupment is determined, unless the 
new owner agrees in writing to be liable 
for any recoupment or overpayment 
amounts. 
6.5. For the PROVIDER who is 
reimbursed on a cost basis and subject to 
cost settlements, the DEPARTMENT or 
its AUTHORJZED AGENTS shall 
impose a lien and/or penalty ofup to ten 
percent ( I 0%) of the purchase price 
against the previous owner until such 
time as the final cost settlement is 
completed and amounts owed, if 
applicable, are remitted to the 
DEPARTME T, or its AUTHORJZED 
AGENTS . 

ARTICLE VII -TERMINATION OF 
PROVIDER AGREEMENT 

7.1. The PROVIDER status may be 
terminated without cause if the 
PROVIDER or the DEPARTMENT or 
its AUTHORJZED AGENTS give the 
other written notice of termination at 
least sixty (60) calendar days prior to the 
effective date of the termination. 
7.2. The DEPARTMENT or its 
AUTHORJZED AGENTS may 
terminate this AGREEMENT for cause, 
with thirty (30) calendar days notice if 
the PROVIDER, his or her agent, a 
managing employee, or any person 
having a n ownership interest equal to 
fi 'e percent (5°t,, ) nr ;rc:1tc r in the hc::i lth 
care PROVIDER entity: 

(A) Misrepresents, by 
commission or omission , any 
information o n the AGREEMENT 
enrollment form. 
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(B) Has previo us o r current 
exclusion, suspension, termination from , 
o r the involuntary withdrawal from 
participatio n in a health care program 
administered by the DEPARTMENT, 
any other state's Medicaid program, 
Medicare, or any other public or private 
hea lth insurance program. 

(C) Is convicted under federal 
or state law ofa criminal offense relating 
to the delivery of the goods, services, or 
supplies, under a health care program 
administered by the DEPARTMENT, 
any other state's Medicaid Program, 
Medicare, or any other public or private 
health insurance program. 

(D) Is convicted under federal 
or state law of a criminal offense relating 
to the neglect or abuse of a patient in 
connection with the delivery of any 
goods, services, or supplies. 

(E) Is convicted under federal 
or state law ofa criminal offense relating 
to the unlawful manufacture, 
distribution, prescription or dispensing 
of a controlled substance. 

(F) Is convicted under federal 
or state law ofa criminal offense relating 
to fraud , theft, embezzlement, breach of 
fiduciary responsibility, or other 
financial misconduct. 

(G) ls convicted under federal 
or state law of a criminal offense 
punishable by imprisonment of a year or 
more which involved moral turpitude or 
acts against the elderly, children, or 
infirm. 

(H) Is sanctioned pursuant to a 
violation of federal or state laws or rules 
re lative to a health care program 
administered by the DEPARTMENT, 
any other state's Medicaid Program, 
Medicare, or any other public health 
insurance program. 

(I) ls convicted under federal or 
state law ofa criminal offense in 
connection with the interference or 
obstruction of any 
in I sti;a tio 11 s into ::i ny cr imi nnl ffcn, c 
listed in Paragraphs (C) through (H) of 
this subsect ion . 

(J) Violates lice nsing or 
certification conditions o r profess ional 
standards relating to the licensure or 
certification of the PROVIDER or the 
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required quality of goods , services, or 
supplies provided . 

(K) Fails to pay recovery 
properly assessed or pursuant to an 
approved repayment schedule under a 
health care program administered by the 
DEPARTME Tor its AUTHORJZED 
AGENTS. 
7.3 . The PROVIDER' s status may 
be terminated immediately, without 
notice, in instances in which the health 
and safety of eligible recipients in 
institutions are deemed 
to be in immediate jeopardy; are subject 
to an immediate or serious threat ; or 
when it has been demonstrated, on the 
basis of reliable evidence, that the 
PROVIDER has committed fraud , abuse, 
or other illegal or sanctionable action. 
For purposes of this provision, 
institutional providers include nursing 
facilities, intermediate care facilities for 
the mentally retarded, all residential 
psychiatric treatment facilities, group 
homes, and other facility-based 
residential treatment programs. 
7.4. The DEPARTMENT or its 
AUTHORJZED AGENTS reserve the 
right to terminate this AGREEMENT for 
cause as summarized in this 
AGREEMENT and as delineated in 
Section MAD-8.351.2, SANCTIONS 
AND REMEDIES of the Medical 
Assistance Division Program Policy 
Manual, or as amended and/or its 
successor. 
7.5. Immediately upon termination 
for any reason, the PROVIDER shall : 

(A) Comply with all directives 
issued by the DEPARTMENT or its 
AUTHORIZED AGENTS; and 

(B) Take such action as the 
DEPARTMENT or its AUTHORJZED 
AGENTS shall direct for the protection, 
preservation, retention or transfer of all 
property, included but not limited to all 
recipient records. 

\RTICLE V III - IMPO~ITIO ' OF 
SANCTIONS FOR FRAUD OR 
MISCONDUCT 

8.1. If the PROVIDER obtains an 
excess payment or benefit willfully, by 
means of false statement, representation, 
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concealment of any material fact , or 
other fraudulent scheme or devise with 
intent to defraud , criminal sentences and 
fines and/or civil monetary penalties 
shall be imposed pursuant to , but not 
limited to , the Medicaid Fraud Act, 
NMSA 1978, 30-44-1 et seq. , 42 USC 
l 320a-7b, and 42 CFR 455 .23 . 
8.2 In addition to the above 
criminal and civil penalties, the 
DEPARTMENT or its AUTHORIZED 
AGENTS may impose monetary or non
monetary sanctions, including civil 
monetary penalties for PROVIDER 
misconduct or breach of any of the terms 
of this AGREEMENT. 
8.3 Upon written notice to the 
PROVIDER, the DEPARTMENT or its 
AUTHORJZED AGENTS may sanction 
non-performance under this 
AGREEMENT consistent with the 
DEPARTMENT's rules through one or 
more following actions: 

(A) Compensation Reduction. 
As a sanction, the DEPARTMENT or its 
AUTHORJZED AGENTS may recover 
past payments to the PROVIDER and/or 
reduce the compensation of the 
PROVIDER for past failure to fully and 
satisfactorily perform, and for any 
ongoing failure to full y and satisfactorily 
perform this AGREEMENT's 
obligations. Impositio n of such a 
penalty does not preclude the 
DEPARTMENT or its AUTHORJZED 
AGENTS from recouping or recovering 
payments as specifically provided in any 
other law, regulation or this 
AGREEMENT. 

(B) The amount of the 
compensation paid to the PROVIDER by 
the DEPARTMENT or its 
AUTHORIZED AGENTS for services 
that the PROVIDER did not fully and 
satisfactorily perform in accordance with 
the terms of this AGREEMENT. 
8.4. The DEPARTMENT or its 
AUTHORJZED AGENTS may recover 
fund s hy red uc ing future co 111 pe ns:1 t i0n 
payab le by the DEPARTMENT or its 
AUTHORJ ZED AGE TS to the 
PROVIDER. 
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ARTICLE IX- EMPLOYEE 
EDUCATION CONCERNING 
FALSE CLAIMS 

9. 1. In accordance with Section 
I 902(a) of the Social Security Act, the 
PROVIDER must : 

(A) Establish written po lic ies 
and rules for all employees, agents, or 
contractors, that provide detailed 
information regarding the New Mexico 
of Medicaid False Claims Act, NMSA 
1978 , 27-14-1, et seq. ; and the Federal 
False Claims Act established under 
sections 3 729 through 3733 of title 31 , 
United States Code, administrative 
remedies for false claims and statement 
established under chapter 38 of title 31 , 
United States Code, including but not 
limited to, preventing and detecting 
fraud , waste, and abuse in Federal health 
care programs (as defined in section 
1128B(t) of the Social Security Act); 

(B) Include as part of such 
written policies, detailed provisio ns 
regarding the entity ' s policies and 
procedures for detecting and preventing 
fraud , waste and abuse; and 

(C) Include in any employee 
handbook, a specific discussion of the 
laws described in subparagraph (A), the 
rights of employees to be protected as 
whistleblowers, and the PROVIDER' s 
rules and procedures for detecting and 
preventing fraud , waste, and abuse . 
9.2 . The DEPARTMENT may, at its 
sole discretion, exempt the PROVIDER 
from the requirements set forth in 9.1 
herein; however, the DEPARTMENT 
shall not exclude the PROVIDER, if the 
PROVIDER receives at least 
$5 ,000 ,000 in annual payments from the 
DEPARTMENT. 
9.3 For the purposes of this A11icle, 
the following definitions apply: 

(A) An "employee" includes 
any officer or employee of the 
PROVIDER. 

(B) i\ "co nt r:icto r· ' o r " ;:igcnc· 

inc ludes any contractor, subcontracto r, 
agent or other person which or who, on 
behalfof the PROVIDER, furni shes, or 
otherwise authorizes the furni shing of 
Medica id or other health care program 
items or services, performs billing or 
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coding functions o r is invo lved in 
mo nitoring of hea lth care prov ided by 
the PROV ID ER. 

ARTICLE X - REFUSAL TO 
EXECUTE AN AGREEMENT 

The DEPARTMENT w ill not 
execute an AGREEMENT w ith the 
PROVIDER if the PROVIDER, his/her 
agent, manag ing employee, o r any 
person having an ownership interest 
equa l to five percent (5%) o r greater in 
the health care PROVIDER co mmits o r 
has committed any of the v io lations 
listed in Artic le 7.2. o f this 
AG REEMENT or other provis io ns 
de lineated in Section 8.351 .2 o r as 
amended and/o r its successo r, 
REMEDIES AND SANCTIONS of the 
Medical Ass istance Divis ion Program 
Po licy Manua l, when such exclusio ns are 
mandatory under federal or state law. 

ARTICLE XI - RECIPIENT FUND 
ACCOUNT 

Nurs ing fac ilities, swing bed 
hospita ls, and intermediate care fac ilities 
fo r the mentally retarded sha ll establish 
and mainta in an acceptable system of 
acco unting for e lig ible rec ipients' 
personal fund s, in the manner prescribed 
by the DEPARTMENT or its 
AUTHORIZED AGEN TS, in those 
cases in which e lig ible rec ipients entrust 
the ir perso na l fund s to the facility. 

ARTICLE XII - PRECONDITION 
FOR PARTICIPATION 

The PROVIDER understands 
that signing this AG REEMENT is a 
precondition fo r participat ing in hea lth 
care programs admini stered by the 
DEPARTMENT or its AUTHO RIZED 
AGENTS. The PROVID ER understands 
that the provision of serv ices, billing of 
, crv ices. and rcccip l o f paymen ts for 
services cannot occur until this 
AG REEMENT is co mpleted by the 
PROVIDER and approved fo r execution 
by the DEPAR TMENT . 

ARTICLE XIII - INSURANC E 
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13. 1 During the term of this 
AG REEMENT, the PROV ID ER sha ll , at 
its so le cost and expense, carry 
co mprehens ive general liability 
insurance and profess io na l liability 
insurance in amounts and co ntaining 
such prov is io ns from time to time 
deemed adequate by the 
DEPARTMENT or its AUTHORJZED 
AG ENTS . Upon request, the 
PROVIDER w ill provide to the 
DEPARTMENT and its AUT HORIZED 
AG ENTS certi fi cates evidenc ing that the 
insurance required by this Section is in 
effect. The PROVIDER here by 
autho rizes the PRO VID ER's insurance 
carrier to notify the DEPARTMENT and 
its AUTHORJZED AGENTS upon 
cancellation o r termination of the 
PRO VID ER's insurance coverage. The 
PROVIDER w ill notify the 
DEPARTMENT or its AUTHO RJZED 
AG ENTS pro mpt ly whenever an elig ible 
rec ipient fil es a cla im or not ice of intent 
to commence action against the 
PROVLDER. The PROVIDER wi ll 
noti fy the DEPARTMENT or its 
AUTHORJ ZE D AG ENTS not more than 
ten ( I 0) bus iness days after the 
PROVLD ER's receipt o f notice o f any 
reduction o r cance llation of the 
in surance coverage requi red by thi s 
Section. 
13.2 The DEPARTMENT may, at its 
so le discretion, exempt the PROV ID ER 
fro m the requi rements o f 13. 1 fo r any 
reason, inc luding but not limited to , the 
inability of the PROV ID ER to procure 
such insurance. 

ARTICLE XIV - HEAL TH 
INSURANC E 

14 . 1 lf the PROVID ER has, or 
grows to have, six (6) o r more 
employees who work o r who are 
expected to work, an average of at least 
l\\'ent y ( ~0) hour, per \\"Ce k o \'c r a , i, 
(6) mo nth period during the te rm of thi s 
AG REEMENT and by signing it, agree 
to comply w ith these prov is io ns. 

(A) Have in place, and agree to 
mainta in fo r the term of this 
AGREEMENT, health insurance fo r 
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those employees and offer that health 
insurance to those employees no later 
than Jul y I, 2008 , if the expected annu a l 
value in the aggregate of any and a ll 
co ntracts between the PROVID ER and 
the STAT E exceeds o ne millio n 
($ 1,000 ,000) do llars; or 

(8) Have in place, and ag ree to 
mainta in fo r the term o f this 
AGREEMENT, health insurance for 
those employees and o ffer that health 
insurance to those employees no later 
than July I , 2009, if the expected annu a l 
value in the aggregate o f any and a ll 
contracts between the PROV ID ER and 
the ST ATE exceeds five- hundred 
thousand ($500,000) do llars; o r 

(C) Have in place and agree to 
mainta in fo r the term of this 
AGREEMENT, health insurance fo r 
those employees and offer that health 
insurance to those employees no later 
than July I, 2010, ifthe expected annu a l 
value in the aggregate o f any and all 
co nt racts between the PROV ID ER and 
the ST AT E exceeds two-hundred and 
fifty tho usand ($250,000) do llars 
14.2 The PROVIDER must agree to 
mainta in a record of the number of 
employees who have: 

(A) accepted hea lth insurance 
(B) declined health insurance 

due to other health insurance coverage 
a lready in place ; or 

(C) declined health insurance 
for other reasons. 
These records are subject to rev iew and 
audit by the ST A TE o r its 
representative(s ). 
14.3 The PROVIDER must agree to 
advise a ll employees of the ava ilability 
o f STAT E public ly financed health care 
coverage programs by provid ing each 
employee w ith, at a minimum, the 
fo llowing we b site link (o r its successo r) 
for additiona l in fo rmation 
http://www.insurenewmexico.state.nm.u 
g 

ARTIC L E XV - NO W A IVERS 

No terms o r provision of this 
AG REEMENT sha ll be deemed waived 
and no breach excused, unless such 
waiver o r consent shall be in writing and 
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Name of Entity/ Individual 

The Navajo Nation 

executed by the party claiming to have 
waived or consented . 

ARTICLE XVI - APPLICABLE LAW 

This AGREEMENT shall be governed 
by the laws of the State of New Mexico. 
All legal proceedings arising from 
unresolved disputes under this 
AGREEMENT are subject to 
administrative and judicial review as 
provided for in MAD 8.353.2, 
PROVIDER HEARING, MAD 8.349.2, 
APPEALS and GRIEVANCE 
PROCESS, MAD 8.350.2, 
RECONS IDERATION OF 
UTILIZATION REVIEW DECISIONS, 
MAD 8.350.3, ABSTRACT 
SUBMISSION FOR LEVEL OF CARE 
DETERMlNA TIONS, MAD 8.350.4, 
RECONS IDERATION OF AUDIT 
SETTLEMENTS, MAD 8.351 .2, 
SANCTIONS AND REMEDIES, MAD 
8.352.2, REC[PIENT HEARJNGS, 
MAD 8.353.2, PROVIDER 
HEARJNGS, MAD 8.354.2, PASRR 
AND PATIENT STATUS HEARING 
POLI C IES, or as amended or their 
successors, of the Medical Assistance 
Division Program Policy Manual. 

ARTICLE XVII - ASSIGNMENT 

The PROVIDER shall not assign or 
transfer any obligation, duty, or other 
interest in this AGREEMENT, nor 
assign any claim for monies due under 
this AGREEMENT without 
authorizat ion of the DEPARTMENT or 
its AUTHORIZED AGENTS . Any 
assignment or transfer which is not 
authorized by the DEPARTMENT or its 
AUTHORIZED AGENTS shall be void. 

ARTICLE XVIII -
INDEMNIFICATION 

The PROVIDER ~ha ll ind emnify. 
defend, and hold harmless the STATE, 
the DEPARTMENT, its AUTHORIZED 
AGENTS , and employees from any and 
a ll actions, proceedings, claims, 
demands, costs, damages, and attorney's 
fees, from all liabilities or expenses of 

EIN/ SSN 

STATE OF NEW MEXICO 
MEDICAL ASSISTANCE DIVISION 

PROVIDER PARTICIPATION AGREEMENT 

NPI 

86-0092335 1366040818 

any kind from any so urces accruing to 
or resulting from the PROVIDER or its 
employees in connection with the 
performance of this AGREEMENT and 
from all claims of any person or entity 
that may be directly or indirectly injured 
or damaged by the PROVIDER or its 
employees in the performance of this 
AGREEMENT. 

ARTICLE IXX - ENTIRE 
AGREEMENT 

This AGREEMENT incorporates all the 
agreements, covenants, and under
standings between the parties hereto 
concerning the subject matter contained 
in this AGREEMENT, and all such 
covenants, agreements, and under
standings have been merged into this 
AGREEMENT. No prior agreement, 
covenants, or understandings, either 
verbal or otherwise, of the parties or 
their agents shall be valid or enforceable 
unless contained in this AGREEMENT. 
This AGREEME T shall not be altered , 
changed, revised, or amended except by 
written instrument executed by the 
parties in the same manner as in this 
AGREEMENT. Amendments shall 
contain an effective date. Any 
amendments to this AGREEMENT shall 
not be binding upon either party until 
approved in writing by the 
DEPARTMENT or its AUTHORIZED 
AGENTS. 
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Name of Entity / Individual 
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STATE OF NEW MEXICO 
MEDICAL ASSISTANCE DIVISION 

PROVIDER PARTICIPATION AGREEMENT 

I 
EIN/SSN 

86-0092335 

A) Have y ou ever had a li cense revoked , suspended or den ied in any s ta te? _ YES 

B) Have you ever been conv icted of any crimina l offens e? YES 

C) Have y o u o r any ever been ex cluded or s uspended from part icipation in 
T itle XVIII (Medicare) , T itle XIX (Medicaid) or any other health care program? _YES 

I NPI 

..!_NO 

_!_NO 

~ NO 

1366040818 

In itia l _ __ _ 

Initia l ----

Initial ----

If YE S to any of the above three ques t ions, attac h a b rief s tatement of situatio n ; date; c ity, county and profess io nal association or court 
wh ich handled the matter; any prec inct case identification, and the adj ud icat ion or other result. 

New Mexico Medicaid project staff may need to contact you regarding the completion of this form. Please list contact person and 
telephone number. 

Whoever knowingly and willfully makes or causes to be made a false statement or representation of this statement, may be prosecuted under 
applicable federal or State laws. In addition, knowingly and willfully failing to fully and accurately disclose the information requested may result in 
denial of a request to participate or, where the entity already participates, a termination of its agreement or contract with the State agency. 

Original signature required. Please use blue ink only. 
INDIVIDUAL PROVIDER: 

I understand that payment of cla ims will be from federal and state funds and that any falsification or concealment of a material fa ct may be 
prosecuted under federal and state law. 

Printed Name of Individual Practitioner:--------------------------------- ---

Signature of Individual Practitioner: Date: __________ _ 

FACILITIES AND NON-PRACTITIONER ORGANIZATIONS: 

I understand that payment of claims will be from federal and state funds and that any fals ification or concealment of a material fact may be 
prosecuted under federal and state law. 

Printed Name of Authorized Representative: ~Jc..co=-n~a"'t '"'h=a"-n'-'-'N'--'e..,z,.__ _________________________ __ _ 

Title I Position: -'N-"-=a"'v""a.jo=---'N~a'""t'"'io=-nc.:....:P_r~e=-s=-:.:id::.;e:..n:..:.:..t ____________________ ___ _ 

Address: PO BOX 7440: Window Rock, AZ 86515 

Telephone Number: __.(-=-9=2-=-8,.,)8:..:7-'1,_-..,_7.:.0.:.0.:.0 _________________________ _ 

Signature of Authorized Representative: _______________________ Date:. _________ _ 

FOR STATE PURPOSES ONLY: 

HUMAN SERVICES DEPARTMENT APPROVAL 

n APPROVED n NOT APPROVED 
Reasons Not Approved: 

Dates of Agreement: From: 
Authorized Signature II Date 

I I 
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THIS AGR EEMENT IS FOR GROUPS, ORGANIZATIONS, OR INDIVIDUAL APPLICANTS TO WHOM 
Return completed appl ication to: 

New Mexico Med icaid Project 
PAYMENTS WILL BE MADE. IF THE APPLICANT IS AN INDIVIDUAL APPLY ING FOR A PROVI DER NUMBER Conduent 
ONLY FOR IDENTIFYING SERVICES BILLED THROUGH A GROUP PRACTICE OR OTHER ORGANIZATION P.O. Box 27460 
AND PAYMENTS W ILL BE MADE TO THAT GROUP OR ORGANIZATION, THI S FORM SHOULD NOT BE Albuquerqu e, NM 87125-7460 
USED. USE FORM MAD 312 IN STEAD. 
(1) NM Medicaid Number {if previously assigned) (2) National Provider Identifier {NPI) (3) Primary Taxonomy 

1073711693 Substance Abuse Rehabilitation Treatment, Child 

(4) Applicant Name {for individuals - must match license name) 
First Name Middle Initial Last Name Professional Title {MD, DDS, etc) 

(5) Business Name (OBA) I (6) Federal Tax {Legal) Name 
NRBHC Adolescent Residential Treatment The Navajo Nation 

(7) Physical Street Address where services are rendered (PO BOX NOT ACCEPTED) City State Zip Code County 

PINON & COTTONWOOD DR BUILDING #2301 Shiprock NM 87420 San Juan 

(8) Billing Office Address(MAY BE PO BOX) City State Zip Code 

PO Box 1830 Shiprock NM 87420 

(9) Mailing Address for official correspondence {MAY BE PO BOX) City State Zip Code 

PO Box 709 Window Rock AZ 86515 
(10) Fax Number (11) Billing Office Phone (12) Location Phone {REQUIRED) 

(928)871-6456 (928)871-6235 (505)368-1438 
(13) Mailing Email Address (14) Billing Office Email Address (15) Location/ Provider Email Address 

mbrandser@navajo-nsn.gov mbrandser@navajo-nsn.gov Window Rock, Arizona 
(16) Business Type • Individual/ sole proprietor • Corporation • Partnership/ Professional Association 

• Limited Liability Company D Non-corporate Business Entity/ Other Iii Government Entity or Public School 

(17) Provider Type {see (18) Provider (19) License Information (20) {REQUIRED) Individual Provider's 
attached list) Specialty {see Number State Expiration Date Social Security Number Date of Birth 

221 attached list) 

I 100 
(21) NM CRS (Tax & (22) Are NM CRS tax 

I 
(23) Select one: (24) Federal Tax (25) Are federal tax payments 

Revenue) Number {If payments current? If not, D for profit Number/ FEIN {attach current? If not, attach an explanation. 
services are provided in attach an explanation. 

I 
lil 

IRS letter) Ix! YES 
NM) Ii! YES not-for-profit (attach 86-0092335 

• NO 
501{c)3) • NO 

(26) DEA Number (attach copy) I (27) CLIA Number (attach copy) (28) NCPDP/NABP Number {pharmacies only) 

(29) IHS Certified or Tribal 638 Contracted Program? 

!xi YES • NO {If YES, attach copy of certification or contract) 

(30) Title XVIII Medicare Certified? (31) Fiscal Year End Month 

• YES (ii NO {If YES, attach copy of letter) December 
(32) JCAHO Certified? 

• YES !xi NO {If YES, attach copy of letter) 

(33) Other Certification? YES Ii) NO • {If YES, attach copy of letter) Certified by: CARF 
(34) To be completed by physicians (provider type 301 or 302) only : (If Certified, attach copy of certificate; if Not Certified or if Eligible for 

Certification, attach proof of residency completion/ training in your specialty area) 

• • • Board certified in the provider specialty listed in box 18? Certified Eligible for certification Not certified 
(35) Identify individuals who will be providing services for which payments will be made to your group or organization: (Please attach separate page if 
additional space is needed) 

Individual's Name, Title Prov. Specialty NM Medicaid Prov. No. NPI 
Type 

(36) If services have already been rendered to a NM Medicaid recipient, please enter Date of Service and attach copy of claim: 

DOS: 

Page 1 
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CERTIFYING THE INFORMATION 
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STATE OF NEW MEXICO 
MEDICAL ASSISTANCE DIVISION 

PROVIDER PARTICIPATION AGREEMENT 

(37) To be completed by out-of-state providers only: 
Home State Medicaid Provider Number: 

Name of Entity/ Ind ividual 
The Navajo Nation 

EIN / SSN NPI 
86-0092335 1073711693 

Question 1 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? If yes, give the name(s) of person(s) and description(s) of offense(s). Please 
use additional pages if necessary : 

Name Social 
Security 
Number 

Date of 
Birth 

APPLICANT INITIAL HERE ___ _ 
CERTIFYING THE INFORMATION 

Description 

YES a 
NO Eil 

Page 2 
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PROVIDER PARTICIPATION AGREEMENT 

Name of Entity/ Individual EIN / SSN 
86-0092335 

NPI 
1073711693 

A. 

The Navajo Nation 

3. Provide the name and address of each person (individual or corporation) with an ownership or control interest in the provider or in 
any subcontractor in which the provider has direct or indirect ownership of five percent or more. Please use additional pages if 
necessary: 

NAME ADDRESS SOCIAL SECURITY 
NUMBER (IF 

INDIVIDUAL) OR TAX ID 
IF NOT AN INDIVIDUAL 

DATE OF BIRTH 
(FOR INDIVIDUALS) 

The Navajo Nation PO Box 7440 

B. 

C. 

D. 

E. 

4 . 

Window Rock, Arizona 
86515 

Is any person named in question #3 related to another as spouse, parent, child , or sibling? If yes, give the name(s) 
of person(s) and relationship(s) . Please use additional pages if necessary. NOTE: Designate relationship to each 
person listed in question #3 by using A., B., C., etc. 

NAME RELATIONSHIP 

APPLICANT INITIAL HERE ___ _ 
CERTIFYING THE INFORMATION 

YES 

NO 

ON THIS PAGE IS TRUE AND CORRECT MAD 335 revised March 202 1 

a 
Eil 
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Name of Entity / Individual EIN / SSN 
The Navajo Nation 86-0092335 

5. Does any person (individual or corporation) named in question #3 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 Social Security Act?] (This includes participation in any federal, state, or jointly funded healthcare 
programs such as Medicaid; Medicare Part A ; Medicare Part B ; Medicare Part C; Medicare Part D ; CHAMPUS ; and 
programs established under parts XIX, XX, and XXI of the Social Security Act.) If yes, give the name(s) , Medicaid 
provider identification number(s) and address(es) of the Medicaid provider or entity. Please use additional pages if 
necessary: 

NAME ADDRESS 

APPLICANT INITIAL HERE ___ _ 
CERTIFYING THE INFORMATION 

NPI 
1073711693 

YES a 
NO 61 

MEDICAID PROVIDER 
NUMBER 

Page 5 
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Name of Entity I Individual 

The Navajo Nation 
EIN ISSN 

STATE OF NEW MEXICO 
MEDICAL ASSISTANCE DIVISION 

PROVIDER PARTICIPATION AGREEMENT 

NPI 

86-0092335 1073711693 APPLICANT INITAL HERE 
CERTIFYING YOU HAVE READ AND 
UNDERSTAND THE INFORMATION ON 
THIS PAGE 

This AGREEMENT, between the State of New Mexico (ST ATE), herein referred to as "the ST ATE," the 
New Mexico Human Services Department (HSD), herein referred to as "the DEPARTMENT" and the 
applicant as provider, herein referred to as "the PROVIDER", specifies the terms and conditions for 
providing health care services to eligible recipients of Medicaid, other medical assistance programs, and 
other health care programs administered by the Department and other departments of the State of New 
Mexico for which the Department is authorized to make payment to the PROVIDER. Administration of 
health care programs including, but not limited to, service authorizations, billing instructions and 
payment, may be performed by the DEPARTMENT and its agents including other departments and 
agencies of the State of New Mexico and their contractors, as authorized by joint power of agreements, 
contracts, or other binding agreements, herein referred to as its "AUTHORIZED AGENTS". This 
AGREEMENT shall be effective when completed in full with all required documentation attached and 
when signed by the PROVIDER and the Human Services Department Medical Assistance Division 
(HSD/MAD) or its designees and shall remain in effect until terminated pursuant to the terms set forth 
below. 

ARTICLE I - OBLIGATIONS OF 
THE PROVIDER 

The PROVIDER shall. 
1.1 . Abide by a ll federa l, state, and 
loca l laws, rules and regulatio ns, 
including but not limited to , those laws, 
regulat ions, and rules applicable to 
prov iders of services under Title XIX 
(Medicaid) and Title XX I (SCHIP) o f 
the Socia l Security Act and other hea lth 
care programs administered by the 
DEPARTMENT and its AUTHO RI ZED 
AGEN TS. 
1.2. Furnish services, bill fo r 
services, and rece ive payment fo r 
services only upon approval o f this 
AGREEMENT by the HSD /MAD 
Directo r o r his/her des ignees o r its 
AUTHORJZED AGENTS. 
1.3. Be respons ible fo r the accuracy 
and va lidity of a ll cla ims fo r which 
re imbursement is so ught by causing 
c laims to be manua lly o r electronically 
submitted to the DEPARTMENT or its 
AUTHORI ZED AG ENTS. 
1.4. Comply with a ll in struct ions, 
directi ves, billing, re imbursement, audit, 
reco upment, and w ithho lding provis io ns 
made available by the DEPARTMENT 
and it s AUT HORI ZED AGENTS. 
1.5. Obtai n, mainta in, and keep 
updated program rules and instructions 
on billing and ut ilization rev iew and 
other pertinent materia l made available 

by the DEPARTM ENT and its 
AUTHORI ZED AGENTS. 

1.6. Not employ or enter into contract 
w ith excluded individua ls o r entities, as 
identified by the Hea lth and Human 
Services Offi ce of Inspecto r Genera l's 
(HHS-O IG) List of Exc luded 
Individuals/entities (LEIE), the Medicare 
Exc lus io n Database (MED), System for 
Award Manage ment (SAM), Exc luded 
Part ies List System (EPLS) or a state 's 
Employee Abuse Reg istry (EAR) o r 
equiva lent . All findings of placement o f 
an employee on EAR sho uld be 
fo rwarded to a law enfo rcement agency 
fo r poss ible prosecution. The HH S-OIG 
website can be searched by the name of 
any individua l o r entity, and must be 
searched on a monthl y basis in o rder to 
capture exclusio ns and reinstatements 
that have occurred since the last search. 
Any exc lusio n informat io n discovered 
must be immediate ly reported to the 
DEPARMENT or its AUTHORI ZE D 
AG ENTS. A provider must ensure that 
every healthcare practitio ner o r other 
employee providing a service is 
appropriate ly licensed, reg istered, back
gro und checked, and/or cert ified at the 
time the service is prov ided, as required 
by state law or regulat ion fo r the service 
o r activity that is prov ided and is va lid in 
the mun ici pality. All payments made to 
PROV IDERS fo r services or items 
obta ined fro m exc luded parties o r 
provided by insuffic iently licensed, 
registered, back-ground checked, o r 
certified individua ls are overpayments 
subject to reco upment . These services or 
items extend to all methods of 

MAD 335 revised Ma rch 2021 

re imbursement, whether payment results 
fro m itemized cla ims, cost reports, fee 
schedules, o r a prospective payment 
system; payment for administrative and 
management services no t directly re lated 
to patient care, but that are a necessary 
component of providing items and 
services to Medicaid rec ipients, when 
those payments are reported on a cost 
report or are otherwise payable by the 
Medicaid program; and payments to 
cover an excluded indiv idua l' s salary, 
expenses, o r fr inge benefit s, regardless 
of whether they provide direct pat ient 
care, when those payments are reported 
on a cost report o r are otherwise payable 
by the Medica id program. In addition, 
c ivil mo netary pena lties may be imposed 
fo r noncompliance. 42 CFR I 003 
. I 02(a)(2). The PROVIDER must a lso 
check New Mexico Courts 
(http ://www.nmcourts.gov/) for reco rds 
of any inc idents invo lving any employee 
at the time of employment and annua lly 
thereafter. Documentat io n of the check 
must be mainta ined in the employee ' s 
perso nnel fo lder. 
1.7. Comply w ith the disc losure 
requirements spec ified in 42 CFR, Part 
455 , Subpa1t B, including but not limited 
to disc losu re upon req uest o f in formatio n 
regard ing ownership and co nt ro l, 
bus iness transact ions and person 
convicted of crimes. Thi s inc ludes 
in fo rmation about ownership of any 
subcontracto r and any signi ficant 
business transactions between the 
provider and subcontractor and/or 
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Name of Entity / Individual 

The Navajo Nation 

provider and any wholly owned supplier. 
The provider agreement will be 
terminated if the PROVIDER fails to 
disclose ownership or control 
information as required by Federal law. 
1.8. Furnish and update complete 
information on the PROVIDER' s 
address, licensing, certification, board 
specialties, corporate names, and parties 
with direct or indirect ownership or 
controlling interest in the entity or in any 
subcontractor in which the entity has a 
direct or indirect ownership interest 
totaling five percent (5%) or more, and 
any relationship (spouse, parent, child, 
or sibling) of these persons to another; 
the name of any other entity in which a 
person with an ownership or controlling 
interest in the disclosing entity also has 
an ownership or controlling interest in ; 
and information on the conviction of 
delineated criminal or civil offenses by 
the PROVIDER or parties with direct or 
indirect ownership or controlling interest 
at least sixty (60) calendar days prior to 
the contemplated change or within ten 
( I 0) calendar days after the conviction. 
Any payment made on the basis of 
erroneous or outdated information is the 
responsibility of the PROVIDER and is 
subject to recoupment, criminal 
investigative costs, and/or civil penalties. 
1.9. Comply with all applicable 
federal, state, and local laws and 
regulations regarding-licensure, 
registration to pay applicable taxes, 
payment of applicable taxes, permit 
requirements, and employee tax filing 
requirements. 
1.10. Assume so le responsibility for 
all applicable taxes, insurance, licensing, 
and other costs of doing business. 
I. I I. Verify that an individual is 
eligible for a specified health care 
program administered by the 
DEPARTMENT or its AUTHOR.IZED 
AGENTS. 
1.12. Verify the identity of the 
e ligi ble rec ipi ent on :i ll occa. io ns prior 
to rendering services. 
1. 13. Maintain the confidentiality of 
eligible recipient information and 
records in accordance with applicable 
state and federal laws, including 42 CFR 
431.305 , 8.100. 100. 13 and .14 NMAC, 

EIN/ SSN 

STATE OF NEW MEXICO 
MEDICAL ASSISTANCE DIVISION 

PROVIDER PARTICIPATION AGREEMENT 

NPI 

86-0092335 1073711693 

and regulations promulgated pursuant to 
the Health Insurance Portability and 
Accou ntability Act of 1996 (HIPAA), as 
amended. 
I. 14. Meet the Continuing Care 
Obligations of the PROVIDER. In the 
event of terminat ion of this 
AGREEMENT for any reason, the 
PROVIDER shall continue to provide or 
arrange services to eligible recipients, 
including any recipients who become 
eligible during the termination notice 
period, beginning on the effective date of 
termination and continuing until the 
termination or next renewal date of the 
recipient's eligibility, unless the 
DEPARTMENT arranges for the transfer 
of the eligible recipient to another 
Provider and provides written notice to 
the PROVIDER of such transfer prior to 
the termination or next renewal date of 
this AGREEMENT. 

Notwithstanding the foregoing, 
at the direction of the DEPARTMENT, 
the PROVIDER may continue to provide 
or arrange services to any eligible 
recipient who cannot be transferred 
within the time period specified above in 
accordance with the legal and 
contractual obligations to : (I) provide 
services under the applicable health care 
program; (2) provide notice of 
termination to eligible recipients; and (3) 
ensure continuity of care for eligible 
recipients . 

(A) In the event that the 
PROVIDER terminates this 
AGREEMENT on the basis of the 
DEPARTMENT'S failure to make 
timely payments, the PROVIDER shall 
continue to arrange for services to those 
eligible recipients who are hospitalized 
on an inpatient basis or otherwise 
residents of a facility at the time the 
PROVIDER terminates this 
AGREEMENT until eligible recipients 
are discharged from the hospital o r other 
facility . The PROVIDER may file a 
c la im wi1h the DF P t\ RT''vlF '\J T or it s 
AUTHORIZED AGENTS for such 
services. 

(B) The DEPARTMENT or its 
AUTHORIZED AGENTS will pay the 
PROVIDER for services provided after 
the date of termination of this 

MAD 335 revised March 2021 

APPLICANT INITAL HERE 
CERTIFYING YOU HAVE READ AND 
UNDERSTAND THE INFORMATION ON 
THIS PAGE 

AGREEMENT at the current applicable 
reimbursement rate to eligible providers 
as of the dates of service when the 
services have been autho rized by the 
DEPARTM ENT or its AUTHORIZED 
AGENTS. 

(C) The PROVIDER agrees that 
the provisions of this section and the 
obligations of the PROVIDER herein 
shall survive termination, and shall be 
construed to be for the benefit of eligible 
recipients. 
1.15. Render covered services to 
eligible recipients in the same scope, 
quality, and manner as provided to the 
general public ; comply with all 
applicable federal and state civil rights 
laws; and not discriminate on the basis 
of race, color, national origin, sex, 
gender, age, 
ethnicity, religion, sexual orientation, 
sexual pre ference, health status, 
disability, political belief, or source of 
payment as per 45 CFR 80.3(a) and (b), 
45 CFR 84.52, and 42 CFR 447.20 or 
other state and federal laws, rules, and 
regulations. 
1.16. Assume all responsibility for 
any and all claims submitted on behalf of 
the PROVIDER under the 
PROVIDER' S identification number. 
Submission of false or miscoded claims 
or fraudulent representation may subject 
the PROVIDER to termination, criminal 
investigations and charges, and other 
sanctions specified in the HSD/MAD 
Program Policy Manual, and federal and 
state law and regulations . 
1.17. Create, keep and maintain, and 
have readily retrievable, any and all 
original medical or business records as 
necessary to verify the treatment or care 
of any eligible recipient and to fully 
disc lose the type and extent of all 
services, goods, and supplies provided to 
eligible recipients as set forth in 42 CFR 
431 .107 for at least s ix (6) years from 
the date of creation or until ongo ing 
audits arc ~ct tl cd . whic hever is longer 
The PROVIDER agrees that such 
records sha ll be made at or near the time 
at which the services, goods, and 
supplies are delivered or rendered. 
Services that have been billed to the 
DEPARTMENT or its AUTHORJZED 

Page 7 



_J!l_ 

H U MA- lj(~RV ICE 
l' ( r AR r Ml' T 

Name of Entity/ Individual 

The Navajo Nation 

AGENTS which are not substantiated in 
the PROVIDER' S record are subject to 
recoupment, sanction, and/or any other 
penalty provided for in this 
AGREEMENT. 
1.18. Upo n closure of office or 
facility, inform the DEPARTMENT or 
its AUTHORIZED AGE TS where 
records pertaining to eligible rec ipients 
will be located . 
1. 19. Furnish immediately to the 
DEPARTMENT or its AUTHORIZED 
AGENTS, the U.S. Secretary of Health 
and Human Services, or the Medicaid 
Fraud Control Unit, at no cost, access to 
records in any format requested and any 
information regarding payments claimed 
by the PROVIDER for furnishing 
services to eligible recipients. 
1.20. Permit announced and 
una nnounced inspection of facilities or 
the PROVIDER' S offices and other 
locations used in the provision of 
services for billing and to eligible 
recipients by the U.S. Secretary of 
Health and Human Services, the 
Medicaid Fraud Control Unit, and the 
DEPARTMENT and its AUTHORIZED 
AGENTS . Failure to comply with this 
provision constitutes a violation of 
federal and state law and may result in 
immediate withholding of any pending 
or future payments. Ifrecords are 
requested by mail, the PROVIDER shall 
furnish the records within two (2) to ten 
( I 0) business days of the receipt of the 
request or as provided in the request. 
1.21 . Assist and cooperate in any 
review, inspection or audit conducted in 
conformity with the terms of this 
AGREEMENT. 
1.22. Accept as payment in full , the 
amount paid by the DEPARTMENT or 
its AUTHORJZED AGENTS for 
services furnished to eligible recipients 
in accordance with the reimbursement 
st ructure in effect for the period during 
which services were provided as per the 
f)f:Pi\RT 1VIEN T'S or it , 
AUTHORIZED AGENTS 
reimbursement rules. No exceptio ns to, 
or waiver of standard reimbursements 
will be permitted without the express 
written consent of the MAD Director or 
his/her designee. 
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1.23 . Electronic billing o f c la ims is 
mandato ry unless an exe mption has been 
allowed by the D EPARTM ENT o r its 
AUTHORIZED AGENTS . Exemptions 
will be given o n a case-by-case basis 
w ith consideration being g ive n to any 
barriers the PROVIDER may face in 
billing electronically, including w hen 
volumes are so small that developing 
electronic submission capability is 
impractical. The requirement for 
electronic submission of claims does not 
apply to situations for which a paper 
attachment must accompany the claim 
form . 
1.24. Not collect payments from the 
eligible recipient or any financially 
responsible relative or personal 
representative of the eligible recipient 
for services furni shed to the eligible 
recipient , except as specifically allowed 
by the DEPARTMENT or its 
AUTHORIZED AGENTS. The 
PROVIDER may not bill or collect 
payments from the eligible recipient or 
their personal representative for any 
claim denied by the DEPARTMENT or 
its AUTHORJZED AGENTS for 
administrative or billing errors on the 
part of the PROVIDER except as 
specifically allowed by the 
DEPARTMENT'S regulations . 
1.25. Seek payment from any other 
payer or insurer before seeking payment 
from the DEPARTMENT or its 
AUTHORJZED AGENTS in the event 
the eligible recipient is covered by an 
insurance policy or health plan including 
Medicare. Refund to the 
DEPARTMENT or its AUTHORJZED 
AGENTS the lesser of the payment 
received from the third party and the 
DEPARTMENT or its AUTHORJZED 
AGENTS . The PROVIDER shall not 
bill the DEPARTMENT or its 
AUTHORIZED AGENTS the difference 
between a "preferred patient care 
agreement" or "disco unt" arrangement 
~nct the PR O lf)f:R ' <=i hi ll ed clrnr!;;e . 

1.26. Not refuse to furnish services to 
an eligible recipient because ofa third 
party's potential liab ility for payment for 
the services, except in instances in which 
an eligible recipient is seeking services 
from a provider who does not participate 
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in the HMO or other plan netwo rk and 
would not be paid for services by the 
HMO or other plan. 
1.2 7. Inform the DEPA RTM ENT o r 
its AUTHORIZED AGENTS 
immediate ly when an attorney or o ther 
party requests informatio n re lated to the 
servic es rendered to an e lig ible recipient 
that were paid by the DEPARTMENT or 
its AUTHORIZED AGENTS and upon 
rece ipt of any knowledge of pending or 
active legal proceedings involving 
eligible recipients. 
1.28. When furnishing services to 
eligible recipients who sustained injury 
in an accident or another action that may 
be subject to a legal proceeding, agree to 
the following : 

(A) The hospital PROVIDER 
must either file a claim with the 
DEPARTMENT or its AUTHORJZED 
AGENTS within the time period 
specified in 8.302.14 NMAC of the date 
of hospital discharge or impose a 
hospital lien on the potential recovery 
from the liable third party. If the 
hospital PROVIDER elects to impose a 
lien, the PROVIDER is prohibited from 
filing a claim with the DEPARTMENT 
or its AUTHORIZED AGENTS for 
payment of any unpaid balance resulting 
from the third party recovery or from 
seeking payment from the eligible 
recipient or their personal representative. 

(8) The no n-hospital 
PROVIDER must accept the payment 
made by the DEPARTMENT or its 
AUTHORJZED AGENTS as payment in 
full . The non-hospital PROVIDER may 
not seek additional payment for those 
services from the eligible recipient or 
their personal representative even if the 
eligible recipient or their perso na l 
representative subsequently received a 
monetary award or settlement from the 
liable party. 
1.29. When entering into contracts 
with the Medicaid managed care 
or~:rni n 1t io 11 ( l\~C-0~) contr;ictin ~ w ith 
the DEPARTMENT for the provis io n of 
managed care services to the Medicaid 
population, agree to be paid by the MCO 
at any amount mutually-agreed between 
the provider or provider group and the 
MCOs. If the provider or provider group 
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and MCO are unable to agree to terms or 
fail to execute an agreement for any 
reason, the provider or provider group 
shall be obligated to accept the percent 
of the applicable reimbursement rate as 
stated in the MAD Program Policy 
Manual based on the provider type. The 
"applicable reimbursement rate" is 
defined as the rate paid by the 
DEPARTMENT to the PROVIDER 
participating in Medicaid or other 
medical assistance programs 
administered by the DEPARTMENT or 
its AUTHORIZED AGENTS and 
excludes disproportionate share hospital 
and medical education payments. 
1.30. When a Medicaid managed 
care organization (MCO) recoups 
payment from the provider because the 
DEPARTMENT retroactively disenrolls 
a recipient from the MCO, the 
PROVIDER agrees to bill the 
DEPARTMENT or its AUTHORJZED 
AGENTS and accept the applicable 
reimbursement rate as stated in the MAD 
program policy manual, according to the 
provider type. 
1.3 I. For those caregivers whose 
employment or contractual service with 
a care provider includes direct care or 
routine and unsupervised physical or 
financial access to any care recipient 
served by that provider, the caregiver 
and care provider must adhere to 
provisions in the Caregivers Criminal 
History Screening Act (CCHS). 
1.32. Understand and agree to meet 
the requirements concerning enrollment 
and screening, criminal background 
checks, fingerprinting, use of the 
National Provider Identifier, federal 
database checks, site visits, verification 
of provider licenses, and application fees 
as found at 42 CFR 455.400 - 455.470. 

1.33 . To understand the appeal rights 
that are given to the PROVIDER as 
provided for in MAD 8.353 .2, 
PR OV IDE R HF:/\ RI I(;_ l\'1 :\ D 1U4CJ .2. 
APPEALS and GRJEV ANC E 
PROCESS, MAD 8.350.2, 
RECONSIDERATION OF 
UTILIZATION REVIEW DECISIONS, 
MAD 8.350.3 , ABSTRACT 
SUBMJSSION FOR LEVEL OF CARE 
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DETERMINATIONS, MAD 8.350.4, 
RECONSIDERATION OF AUDIT 
SETTLEMENTS, MAD 8.351.2, 
SANCTIONS AND REMEDIES , MAD 
8.352.2 , RECIPIENT HEARINGS, 
MAD 8.353.2, PROVIDER 
HEARINGS, MA D 8.354.2 , PASRR 
AND PATIENT STATUS HEARING 
POLICIES, or as amended or their 
successors, of the Medical Assistance 
Division Program Policy Manual. 
1.34. All work associated with the 
Agreements contained herein must be 
performed in the United States of 
America. 

ARTICLE II - OBLIGATION OF 
THE HUMAN SERVICES 
DEPARTMENT 

The DEPARTMENT shall.· 
2.1. Make available on the 
HSD/MAD website, other 
DEPARTMENT websites, or in hard 
copy format information necessary to 
participate in health care programs 
administered by the DEPARTMENT or 
its AUTHORJZED AGENTS, including 
program rules, billing instructions, and 
other pertinent materials. The 
PROVIDER must contact the 
DEPARTMENT or its AUTHORlZED 
AGENTS to request hard copies of any 
program rules, manuals, billing and 
utilization review instructions, and other 
pertinent materials . 
2.2. Process payments in a manner 
delineated by federal guidelines either 
internally or through a designated fiscal 
agent contractor. Please refer to 
8.302.2.9 NMAC. 
2.3 Reimburse the PROVIDER for 
furnishing covered services or 
procedures to eligible recipients when all 
program rules have been followed by the 
PROVIDER. Reimbursement is based 
on the fee schedule, reimbursement rate, 
or reimbursement methodology in place 
::i t the time , er ' ice is furni shed by the 
PROVIDER. No exception to, or waiver 
of, standard reimbursement will be 
permitted without the ex press written 
consent of the MAD Director or his/her 
designee. 
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2.4 . Conduct administrative 
investigations and administrative 
proceedings to ensure that the 
PROVIDER complies with the terms of 
this AGRE EMENT and federal and state 
law, and regulations pertaining to the 
administration of the health care 
programs administered by the 
DEPARTMENT or its AUTHORJZED 
AGENTS, including the Medicaid 
Provider Act. 

ARTICLE Ill - PATIENT 
SELF-DETERMINATION ACT 

The nursing facility, 
intermediate care facility, hospital , home 
health agency, and hospice PROVIDER 
shall: 
3.1. Furnish written information to 
all adult eligible recipients or their 
personal representatives receiving 
medical care concerning their right to 
make decisions about medical care ; 
accept or refuse medical or surgical 
treatment; and formulate arrangements 
for a living will or durable power of 
attorney. 
3.2 Document in the eligible 
recipient's medical record whether 
he/she has executed an advance directive 
which complies with New Mexico law 
on advance directives. The provision of 
care shall not be based on whether the 
eligible recipient has executed an 
advance directive. 
.J . .J . [nform each adult eligible 
recipient or personal representative, 
orally and in writing, at the time of 
facility admission or initiation of 
treatment, of the eligible recipient's legal 
rights during his or her facility stay or 
course of treatment. 

ARTICLE lV - SUBMISSION OF 
COST REPORTS 

4. 1. The PROVIDER, when 
delinrn ted by the DE P.\ RT\ '1F: : T , ha ll 
furnish the DEPARTMENT or its 
AUTHORIZED AGENTS with such 
financial reports , audited or certified cost 
statements, and other substantiating data 
as necessary to establish a basis for 
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reimbursement or as required by 
regulation. 
4.2. Cost statements or other data 
are to be furnished no later than 150 (one 
hundred- fifty) calendar days following 
the closure of the PROVIDER' S fi scal 
accounting period. Failure to comply 
with this provision will result in 
suspension of payment until the required 
statements and other data are provided. 

ARTICLE V -
STATUS OF PROVIDER 

The PROVIDER, its agents, 
and employees are independent 
contractors who perform professional 
services for eligible recipients served 
through health care programs 
administered by the DEPARTMENT or 
its AUTHORIZED AGENTS are not 
employees of the DEPARTMENT or its 
AUTHORIZED AGENTS . The 
PROVIDER shall not purport to bind the 
DEPARTMENT nor the State ofNew 
Mexico to any obligation not expressly 
authorized herein unless the 
DEPARTMENT has given the 
PROVIDER express written permission 
to do so. 

ARTICLE VI - CHANGE 
IN OWNERSHIP 
6. 1. As soon as possible, but at least 
sixty (60) calendar days prior to a 
change in ownership or status, the 
PROVIDER must notify the 
DEPARTMENT or its AUTHORIZED 
AGENTS of the proposed change in 
ownership. Upon completion of the 
transfer of ownership, this initial 
AGREEMENT is terminated. The new 
owner must complete and receive 
approval ofa new AGREEMENT before 
submitting any claims to the 
DEPARTMENT or its AUTHORIZED 
AGENTS. Any payment made on the 
basis of erroneous or outdated 
infornrntio n du e t0 the hick o f notice is 
the respons ibility of the PROVIDER and 
is subj ect to recoupment. 
6.2. The prev ious owner shall be 
respo nsible for any overpayments and is 
entitled to receive payments up to the 
date of ownership transfer, unless 
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otherwise spec ified in the contract for 
transfer of ownership. 
6.3. The new owner shall furnish to 
the DEPARTMENT or its 
AUTHORIZED AGENTS upon receipt 
of a written request, the contract or other 
applicable documents specify ing the 
terms of the change in ownership and 
responsibilities delineated in this 
AGREEMENT. 
6.4. The DEPARTMENT and its 
AUTHORIZED AGENTS reserve the 
right to withhold all pending and other 
claims until the right to payments and/or 
recoupment is determined, unless the 
new owner agrees in writing to be liable 
for any recoupment or overpayment 
amounts. 
6.5. For the PROVIDER who is 
reimbursed on a cost basis and subject to 
cost settlements, the DEPARTMENT or 
its AUTHORIZED AGENTS shall 
impose a lien and/or penalty of up to ten 
percent ( I 0%) of the purchase price 
against the previous owner until such 
time as the final cost settlement is 
completed and amounts owed, if 
applicable, are remitted to the 
DEPARTMENT, or its AUTHORIZED 
AGENTS. 

ARTICLE VII -TERMINATION OF 
PROVIDER AGREEMENT 

7.1. The PROVIDER status may be 
terminated without cause if the 
PROVlDER or the DEPARTMENT or 
its AUTHORIZED AGENTS give the 
other written notice of termination at 
least sixty (60) calendar days prior to the 
effective date of the termination. 
7.2 . The DEPARTMENT or its 
AUTHORIZED AGENTS may 
terminate this AGREEMENT for cause, 
with thirty (30) calendar days notice if 
the PROVIDER, his or her agent, a 
managing employee, or any person 
having an ownership interest equal to 
fi ve perce nt ( 5°~) r g re:iler in the hen II h 
care PROVIDER entity: 

(A) Misrepresents, by 
commission or omission, any 
information on the AGREEMENT 
enrollment form. 
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(8 ) Has previous or current 
exclusion, suspension, termination from, 
o r the invo luntary withdrawal from 
participation in a hea lth care program 
administered by the DEPARTMENT, 
any other state's Medicaid program, 
Medicare, or any other public or private 
health insurance program. 

(C) Is convicted under federal 
or state law of a criminal offense relating 
to the delivery of the goods, services, or 
supplies, under a health care program 
administered by the DEPARTMENT, 
any other state's Medicaid Program, 
Medicare, or any other public or private 
health insurance program. 

(D) ls convicted under federal 
or state law of a criminal offense relating 
to the neglect or abuse of a patient in 
connection with the delivery of any 
goods, services, or supplies. 

(E) ls convicted under federal 
or state law of a criminal offense relating 
to the unlawful manufacture, 
distribution, prescription or dispensing 
of a controlled substance. 

(F) Is convicted under federal 
or state law of a criminal offense re lating 
to fraud , theft, embezzlement, breach of 
fiduciary responsibility, or other 
financial misconduct. 

(G) ls convicted under federal 
o r state law of a criminal offense 
punishable by imprisonment of a year or 
more which involved moral turpitude or 
acts against the elderly, children, or 
infirm. 

(H) Is sanctioned pursuant to a 
violation of federal or state laws or rules 
re lative to a health care program 
administered by the DEPARTMENT, 
any other state's Medicaid Program, 
Medicare, or any other public health 
insurance program. 

(I) Is convicted under federal or 
state law of a criminal offense in 
connection with the interference or 
obstruction of any 
in vestigatio ns into :m_' cri min a l o ffense 
listed in Paragraphs (C) through (H) of 
this subsect ion. 

(J) Violates licensing o r 
certification conditions or professional 
standards re lat ing to the licensure or 
certification of the PROVIDER or the 
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required quality of goods, services, or 
supplies provided. 

(K) Fails to pay recovery 
properly assessed or pursuant to an 
approved repayment schedule under a 
health care program administered by the 
DEPARTMENT or its AUTHORJZED 
AGENTS. 
7.3. The PROVIDER' s status may 
be terminated immediately, without 
notice, in instances in which the health 
and safety of eligible recipients in 
institutions are deemed 
to be in immediate jeopardy; are subject 
to an immediate or serious threat; or 
when it has been demonstrated, on the 
basis of reliable evidence, that the 
PROVIDER has committed fraud , abuse, 
or other illegal or sanctionable action. 
For purposes of this provision, 
institutional providers include nursing 
facilities, intermediate care facilities for 
the mentally retarded, all residential 
psychiatric treatment facilities , group 
homes, and other facility-based 
residential treatment programs. 
7.4. The DEPARTMENT or its 
AUTHORIZED AGENTS reserve the 
right to terminate this AGREEMENT for 
cause as summarized in this 
AGREEMENT and as delineated in 
Section MAD-8.351.2, SANCTIONS 
AND REMEDIES of the Medical 
Assistance Division Program Policy 
Manual, or as amended and/or its 
successor. 
7.5. Immediately upon termination 
for any reason, the PROVIDER shall: 

(A) Comply with all directives 
issued by the DEPARTMENT or its 
AUTHORIZED AGENTS; and 

(8) Take such action as the 
DEPARTMENT or its AUTHORJZED 
AGENTS shall direct for the protection, 
preservation, retention or transfer of all 
property, included but not limited to all 
recipient records. 

\ RTIC' L E V II I - I M POS IT ION O F 
SANCTIONS FOR FRAUD OR 
MISCONDUCT 

8. 1. If the PROVIDER obtains an 
excess payment or benefit willfi.illy, by 
means of false statement, representation, 

EIN / SSN 

STATE OF NEW MEXICO 
MEDICAL ASSISTANCE DIVISION 

PROVIDER PARTICIPATION AGREEMENT 

NPI 

86-0092335 1073711693 

concealment of any material fact , or 
other fraudulent scheme or devise with 
intent to defraud, criminal sentences and 
fines and/or civil monetary penalties 
shall be imposed pursuant to , but not 
limited to , the Medicaid Fraud Act, 
NMSA 1978, 30-44-1 et seq. , 42 USC 
1320a-7b, and 42 C FR 455 .23 . 
8.2 In addition to the above 
criminal and civil penalties, the 
DEPARTMENT or its AUTHORJZED 
AGENTS may impose monetary or non
monetary sanctions, including civil 
monetary penalties for PROVIDER 
misconduct or breach of any of the terms 
ofthis AGREEMENT. 
8.3 Upon written notice to the 
PROVIDER, the DEPARTMENT or its 
AUTHORIZED AGENTS may sanction 
non-performance under this 
AGREEMENT consistent with the 
DEPARTMENT's rules through one or 
more following actions : 

(A) Compensation Reduction. 
As a sanction, the DEPARTMENT or its 
AUTHORIZED AGENTS may recover 
past payments to the PROVIDER and/or 
reduce the compensation of the 
PROVIDER for past failure to fully and 
satisfactorily perform, and for any 
ongoing failure to fully and satisfactorily 
perform this AGREEMENT's 
obligations. Imposition of such a 
penalty does not preclude the 
DEPARTMENT or its AUTHORIZED 
AGENTS from recouping or recovering 
payments as specifically provided in any 
other law, regulation or this 
AGREEMENT. 

(8) The amount of the 
compensation paid to the PROVIDER by 
the DEPARTMENT or its 
AUTHORIZED AGENTS for services 
that the PROVIDER did not fully and 
satisfactorily perform in accordance with 
the terms of this AGREEMENT. 
8.4. The DEPARTMENT or its 
AUTHORIZED AGENTS may recover 
funds by reducin g futu re co 111 pcns:1t io n 
payable by the DEPARTMENT or its 
AUTHORIZED AGENTS to the 
PROVIDER. 
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ARTICLE IX- EMPLOYEE 
EDUCATION CONCERNING 
FALSE CLAIMS 

9. I. In accordance with Section 
l 902(a) of the Social Security Act, the 
PROVIDER must: 

(A) Establish written policies 
and rules for all employees, agents, or 
contractors, that provide detailed 
information regarding the New Mexico 
of Medicaid False Claims Act, NMSA 
1978 , 27-14-1 , et seq .; and the Federal 
False Claims Act established under 
sections 3 729 through 3733 of title 31 , 
United States Code, administrative 
remedies for false claims and statement 
established under chapter 38 of title 31 , 
United States Code, including but not 
limited to , preventing and detecting 
fraud , waste, and abuse in Federal health 
care programs (as defined in section 
l 1288(f) of the Social Security Act) ; 

(8) Include as part of such 
written policies, detailed provisions 
regarding the entity's policies and 
procedures for detecting and preventing 
fraud , waste and abuse; and 

(C) Include in any employee 
handbook, a specific discussion of the 
laws described in subparagraph (A), the 
rights of employees to be protected as 
whistleblowers, and the PROVIDER' s 
rules and procedures for detecting and 
preventing fraud , waste, and abuse. 
9.2. The DEPARTMENT may, at its 
sole discretion, exempt the PROVIDER 
from the requirements set forth in 9.1 
herein ; however, the DEPARTMENT 
shall not exclude the PROVIDER, if the 
PROVIDER receives at least 
$5 ,000,000 in annual payments from the 
DEPARTMENT. 
9.3 For the purposes of this Article, 
the following definitions apply: 

(A) An "employee" includes 
any officer or employee of the 
PROVIDER. 

(13 ) I\ ·'co ntr;i ct0r" rn· "agen t" 

includes any contractor, subcontractor, 
agent or other person which or who, on 
behalfofthe PROVIDER, furnishes , or 
otherwise authorizes the fi.irnishing of 
Medicaid or other health care program 
items or services, performs billing or 
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coding functions or is involved in 
monitoring of health care provided by 
the PROVIDER. 

ARTICLE X - REFUSAL TO 
EXECUTE AN AGREEMENT 

The DEPARTMENT will not 
execute an AGREEMENT with the 
PROVIDER if the PROVIDER, his/her 
agent, managing employee, or any 
person having an ownership interest 
equal to five percent (5%) or greater in 
the health care PROVIDER commits or 
has committed any of the violations 
listed in Article 7.2. ofthis 
AGREEMENT or other provisions 
delineated in Section 8.351 .2 or as 
amended and/or its successor, 
REMEDIES AND SANCTIONS of the 
Medical Assistance Division Program 
Policy Manual , when such exclusions are 
mandatory under federal or state law. 

ARTICLE XI - RECIPIENT FUND 
ACCOUNT 

Nursing facilities, swing bed 
hospitals, and intermediate care facilities 
for the mentally retarded shall establish 
and maintain an acceptable system of 
accounting for eligible recipients' 
personal fund s, in the manner prescribed 
by the DEPARTMENT or its 
AUTHORIZED AGENTS, in those 
cases in which eligible recipients entrust 
their personal funds to the facility. 

ARTICLE XII - PRECONDITION 
FOR PARTICIPATION 

The PROVIDER understands 
that signing this AGREEMENT is a 
precondition for participating in health 
care programs administered by the 
DEPARTMENT or its AUTHORJZED 
AGENTS. The PROVIDER understands 
that the provision of services, billing of 
serv ices. :i nd rece ipt o f pa~'ment s fo r 
serv ices cannot occur until this 
AGREEMENT is co mpleted by the 
PROVIDER and approved for execution 
by the DEPARTMENT. 

ARTICLE XIII - INSURANCE 
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13.1 During the term of this 
AGREEMENT, the PROVIDER shall , at 
its so le cost and expense, carry 
comprehensive general liability 
insurance and professional liability 
in surance in amounts and containing 
such provis io ns from time to time 
deemed adequate by the 
DEPARTMENT or its AUTHORIZED 
AGENTS. Upon request , the 
PROVIDER will provide to the 
DEPARTMENT and its AUTHORIZED 
AGENTS certificates evidencing that the 
insurance required by this Section is in 
effect. The PROVIDER hereby 
authorizes the PROVIDER's insurance 
carrier to notify the DEPARTMENT and 
its AUTHORIZED AGENTS upon 
cancellation or termination of the 
PROVIDER's insurance coverage. The 
PROVIDER will notify the 
DEPARTMENT or its AUTHORIZED 
AGENTS promptly whenever an eligible 
recipient files a cla im or notice of intent 
to commence action against the 
PROVIDER. The PROVIDER will 
notify the DEPARTMENT or its 
AUTHORJZED AGENTS not more than 
ten ( I 0) business days after the 
PROVlDER's receipt of notice of any 
reduction or cancellation of the 
insurance coverage required by this 
Section. 
13 .2 The DEPARTMENT may, at its 
sole discretion, exempt the PROVIDER 
from the requirements of 13. 1 for any 
reason, including but not limited to, the 
inability of the PROVIDER to procure 
such insurance. 

ARTICLE XIV - HEAL TH 
INSURANCE 

14.1 If the PROVIDER has, or 
grows to have, six (6) or more 
employees who work or who are 
expected to work, an average of at least 
twenty ('.! 0 ) ho ur, per wee k nver n s i" 
(6) mo nth period during the term of this 
AGREEMENT and by s igning it , agree 
to comply with these provisions . 

(A) Have in place, and agree to 
maintain for the term of this 
AGREEMENT, health insurance for 
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UNDERSTAND THE INFORMATION ON 
THIS PAGE 

those employees and offer that health 
insurance to those employees no later 
than July I , 2008, if the expected annual 
value in the aggregate of any and all 
contracts between the PROVIDER and 
the ST ATE exceeds one million 
($1,000,000) do llars; o r 

(B) Have in place, and agree to 
maintain for the term of this 
AGREEMENT, health insurance for 
those employees and offer that health 
insurance to those employees no later 
than July I , 2009, if the expected annual 
value in the aggregate of any and all 
contracts between the PROVIDER and 
the ST ATE exceeds five-hundred 
thousand ($500,000) dollars; or 

(C) Have in place and agree to 
maintain for the term of this 
AGREEMENT, health insurance for 
those employees and offer that health 
insurance to those employees no later 
than July I , 20 I 0, if the expected annual 
value in the aggregate of any and all 
contracts between the PROVIDER and 
the ST A TE exceeds two-hundred and 
fifty thousand ($250,000) dollars 
14 .2 The PROVIDER must agree to 
maintain a record of the number of 
employees who have: 

(A) accepted hea lth insurance 
(B) declined health insurance 

due to other health insurance coverage 
already in place; or 

(C) declined health insurance 
for other reasons. 
These records are subject to review and 
audit by the ST A TE or its 
representative(s ). 
14.3 The PROVIDER must agree to 
advise all employees of the availability 
of ST A TE publicly financed hea lth care 
coverage programs by providing each 
employee with, at a minimum, the 
following web site link ( or its successor) 
for additional information 
http ://www.insurenewmexico.state. nm.u 
g 

ARTICLE XV - NO WAIVERS 

No terms or provision of this 
AGREEMENT shall be deemed waived 
and no breach excused, unless such 
waiver or consent shall be in writing and 
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H UMA 
l, l r A R r ,\ t l r,. T 

Name of Entity/ Individual 

The Navajo Nation 

executed by the party claiming to have 
waived or consented. 

ARTICLE XVI - APPLICABLE LAW 

This AGREEMENT shall be governed 
by the laws of the State of New Mexico. 
All legal proceed ings arising from 
unresolved disputes under this 
AGREEMENT are subject to 
administrative and judicial review as 
provided for in MAD 8.353.2, 
PROVIDER HEARING, MAD 8.349.2, 
APPEALS and GRIEVANCE 
PROCESS, MAD 8.350.2, 
RECONSIDERATION OF 
UTILIZATION REVIEW DECISIONS, 
MAD 8.350.3, ABSTRACT 
SUBMISSION FOR LEVEL OF CARE 
DETERMINATIONS, MAD 8.350.4, 
RECONSIDERATION OF AUDIT 
SETTLEMENTS, MAD 8.351.2, 
SANCTIONS AND REMEDIES, MAD 
8.352.2, RECIPIENT HEARINGS, 
MAD 8.353.2, PROVIDER 
H.EARJNGS, MAD 8.354.2, PASRR 
AND PATIENT STATUS HEARING 
POLI CIES, or as amended or their 
successors, of the Medical Assistance 
Division Program Policy Manual. 

ARTICLE XVII - ASSIGNMENT 

The PROVIDER shall not assign or 
transfer any obligation, duty, or other 
interest in this AGREEMENT, nor 
assign any claim for monies due under 
this AGREEMENT without 
authorization of the DEPARTMENT or 
its AUTHORJZED AGENTS. Any 
assignment or transfer which is not 
authorized by the DEPARTMENT or its 
AUTHORIZED AGENTS shall be void . 

ARTICLE XVIII -
INDEMNIFICATION 

The PROVIDE R sha ll indcmni f~,. 
defend , and ho ld harmless the STATE, 
the DEPARTMENT, its AUTI-IOR.IZED 
AGENTS , and employees from any and 
all actions, proceedings, claims, 
demands, costs, damages, and attorney's 
fees, from all liabilities or expenses of 

EIN / SSN 

STATE OF NEW MEXICO 
MEDICAL ASSISTANCE DIVISION 

PROVIDER PARTICIPATION AGREEMENT 

NPI 

86-0092335 1073711693 

any kind fro m any sources accruing to 
or resulting from the PROVIDER or its 
employees in connection with the 
performance of this AGREEMENT and 
from all claims of any person or entity 
that may be direct ly or indirectly injured 
or damaged by the PROVIDER or its 
employees in the performance of this 
AGREEMENT. 

ARTICLE IXX- ENTIRE 
AGREEMENT 

This AGREEMENT incorporates all the 
agreements, covenants, and under
standings between the parties hereto 
concerning the subject matter contained 
in this AGREEMENT, and all such 
covenants, agreements, and under
standings have been merged into this 
AGREEMENT. No prior agreement, 
covenants, or understandings, either 
verbal or otherwise, of the parties or 
their agents shall be valid or enforceable 
unless contained in this AGREEMENT. 
This AGREEMENT shall not be altered, 
changed, revised, or amended except by 
written instrument executed by the 
parties in the same manner as in this 
AGREEMENT. Am_endments shall 
contain an effective date. Any 
amendments to this AGREEMENT shall 
not be binding upon either party until 
approved in writing by the 
DEPARTMENT or its AUTHORIZED 
AGENTS . 
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Name of Entity/ Individual 
The Navajo Nation 

STATE OF NEW MEXICO 
MEDICAL ASSISTANCE DIVISION 

PROVIDER PARTICIPATION AGREEMENT 

I 
EIN / SSN 

86-0092335 

A ) Have you ever had a l icense revoked , s us pended or denied in any s tate? _YES 

B) Have you ever been convicted of any criminal offense? _YES 

C) Have you or any ever been excluded or suspended from participa tion in 
Title XVIII (Me d icare) , T itle XIX (M ed ic aid) or any o ther hea lt h care pro g ram? _ YES 

l NPI 

.JLNO 

_!_NO 

~ NO 

1073711693 

In it ia l ___ _ 

Initial ----

Ini tia l. _ __ _ 

If YES to any of t he above three q ues ti ons, attach a brief statement o f s ituation; date; c ity, county and profess ional asso c iation or court 
w hich hand led the matter ; any precin ct case identifica tion, and the adjud ication o r o t her result. 

New Mexico Medicaid project staff may need to contact you regarding the completion of this form. Please list contact person and 
telephone number. 

Whoever knowingly and willfully makes or causes to be made a false statement or representation of this statement, may be prosecuted under 
applicable federal or State laws. In addition, knowingly and willfully failing to fully and accurately disclose the information requested may result in 
denial of a request to participate or, where the entity already participates, a termination of its agreement or contract with the State agency. 

Original signature required. Please use blue ink only. 
INDIVIDUAL PROVIDER: 

I understand that payment of claims will be from federal and state funds and that any falsification or concealment of a material fact may be 
prosecuted under federal and state law. 

Printed Name of Individual Practitioner: ------------------------------------

Signature of Individual Practitioner: Date: __________ _ 

FACILITIES AND NON-PRACTITIONER ORGANIZA T/ONS : 

I understand that payment of claims will be from federal and state funds and that any falsification or concealment of a material fact may be 
prosecuted under federal and state law. 

Printed Name of Authorized Representative: -=J~o~n~a~th~a~n'-'-'N'-=e'-=z=------------------------------

Title t Position: ~N~a~v=a"'"jo~N~ac:.t ,._,io'°'n~P"""'r~e'°'s""i'-=d"-'e~n'"'"t=---------------------------

Address: PO BOX 7440; Window Rock, AZ 86515 

Telephone Number: _.(-=-9=2-=-8~)8~7~1~-~7=0=0=0 _________________________ _ 

Signature of Authorized Representative: _______________________ Date: _________ _ 

FOR STATE PURPOSES ONLY: 

HUMAN SERVICES DEPARTMENT APPROVAL 

n APPROVED n NOT APPROVED 
Reasons Not Approved: 

Dates of Agreement: From: 
Authorized Signature 11 Date 

I I 
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qffice o/Legislative Counsel 
Telephone. (928) 871- 7166 
Fax fl (928) 87 1-7576 

I !onorable Seth Damon 
Speaker 

2-1'" Navaj o Nation Council 

MEMORANDUM 

TO: 

FROM: 

DATE: 

RE: 

Honorable Daniel Tso 
2th Navajo Nation Council Delegate 

GL-Z__u ~ 
Chad Abeyta, Attorney 
Office of Legislative Counsel 

November 15, 2021 

AN ACTION RELATING TO HEAL TH, EDUCATION AND HUMAN 
SERVICES, BUDGET AND FINANCE AND NAABIK'IY A Tl' 
COMMITTEES AND THE NAVAJO NATION COUNCIL; 
APPROVING A LIMITED W AIYER OF SOVEREIGN IMMUNITY IN 
THE ST ATE OF NEW MEXICO MEDICAL ASSISTANCE DIVISION 
PROVIDER PARTICIPATION AGREEMENT BETWEEN THE 
NAVAJO NATION DIVISION OF BEHAVIORAL AND MENTAL 
HEAL TH SERVICES AND THE ST A TE OF NEW MEXICO 

Per your request, the Office of Legislative Counsel has prepared the above-reference proposed 
legislation and associated legislative summary sheet. Based on existing law, the legislation as 

drafted is legally sufficient. However, as with all legislation, the proposed resolution is subject 
to review by the courts in the event of a challenge. 

The Office of Legislative Counsel recommends the appropriate standing committee(s) reviews 

based on the standing committees powers outlined in 2 N.N.C. §§ 301 , 401 , 501 , 601 , and 701. 

Neve11heless, "the Speaker of the Navajo Nation Council shall introduce [the proposed 
resolution] into the legislative process by assigning it to the respective oversight committee(s) of 
the Navajo Nation Council having authority over the matters for proper consideration. 2 N.N.C. 
§ 164(A)(5). 

Please review the proposed legislation to ensure it is drafted to your satisfaction. If you approve, 

please sign as "Primary Sponsor" and submit it to the Office of Legislative Services where the 

proposed legislation will be given a tracking number and referred to the Office of the Speaker. 
If the proposed legislation is unacceptable to you, please contact me at the Office of Legislative 
Counsel and advise me of any revisions requested. 

Ojjice oj 'f,egis/a11 ve Counsel I Jhe Leg is/a11ve !Jrnnc/1 I l' osl CJ.Dice /Jox 3390 I Windm ,, Ruck. Ar i=una I 865 15 

21-355-1 
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SPONSOR:  Honorable Daniel E. Tso 

 

TITLE: An Action Relating to Health, Education and Human Services, Budget 

and Finance and Naabik’íyáti’ Committees and the Navajo Nation Council; 

Approving a Limited Waiver of Sovereign Immunity in the State of New Mexico 

Medical Assistance Division Provider Participation Agreement Between the 

Navajo Nation Division of Behavioral and Mental Health Services and the State 

of New Mexico 
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Digital Comments received:  
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Comments Opposing 
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Comments/Recommendations 
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  Legislative Tracking Secretary  

    Office of Legislative Services   

  

____________________ ______  
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HEAL TH, EDUCATION AND HUMAN SERVICES COMMITTEE 
24TH NAVAJO NATION COUNCIL 

THIRD YEAR 2021 

COMMITTEE REPORT 

Mr. Speaker, 

The HEAL TH, EDUCATION AND HUMAN SERVICES COMMITTEE to whom has 
been assigned: 

Legislation #0241-21: An Action Relating to Health, Education and Human Services, 
Budget and Finance and Naabik'fyati' Committees and the Navajo Nation Council; 
Approving a Limited Waiver of Sovereign Immunity in the State of New Mexico Medical 
Assistance Division Provider Participation Agreement Between the Navajo Nation 
Division of Behavioral and Mental Health Services and the State of New Mexico 

Sponsor: Delegate Daniel E. Tso 

Has had it under consideration and reports the same with the recommendation that it DO 
PASS with no amendments 

And thence is referred to the Budget and Finance Committee. 

Date: November 24, 2021 

Main Motion: 

Respectfully submitted, 

rl R. Slater, ice-Chairman 
Health, Education and Human Services Committee 
24th Navajo Nation Council 

Motion: Honorable Charlaine Tso 
Second: Honorable Edison J. Wauneka 
Vote: 5-0-0 



HEAL.TH, EDUCATION AND HUMAN SERVICES COMMITTEE 
Regular Meeting 

November 24, 2021 

Legislation #0241-21: An Action Relating to Health , Education and Human Services, 
Budget and Finance and Naabik'iyati' Committees and the Navajo Nation Council; 
Approving a Limited Waiver of Sovereign Immunity in the State of New Mexico Medical 
Assistance Division Provider Participation Agreement Between the Navajo Nation 
Division of Behavioral and Mental Health Services and the State of New Mexico 

Sponsor: Delegate Daniel E. Tso 

VOTE TALLY SHEET: 

Main Motion: 
Motion: Honorable Charlaine Tso 
Second: Honorable Edison J. Wauneka 

Yea: 

Nay: 
Not Voting : 
Excused: 
Absent: 
Vote: 

Paul Begay, Jr.; Pernell Halona; Charlaine Tso; Daniel E. Tso; Edison J. 
Wauneka 
None 
Carl R. Slater (Presiding Vice-Chairman) 

5-0-0 

ater, Vice-C airman 
Healt , Education and Human Services Committee 
24th Navajo Nation Council 

Angelita enally, Legislative Ad or 
Health, Education and Human ices Committee 
Office of Legislative Services 






