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Instructions for filling out forms
Accepted signature types include: 

• Handwritten
• PDF
• Stamp
• DocuSign

We do not accept typed signatures or partial documents. 
You must attach and send all pages of the required documents. For example: the core provider agreement (CPA) is 

three pages long, but a signature is only required on the last page. You must send all 3 pages of this document for it to 
be accepted.

The individual completing one of the mentioned forms must be an authorized individual listed on the domain or 
application as a contact, owner, board of director, or managing employee. To add an authorized individual, see step 5: 
Ownership and managing/controlling interest details of the application.

All forms must be signed and dated within 60 days prior to the application/revalidation submission date.  If a signature 
is required after the date of submission of the application or revalidation, the signature must reflect the date that it is 
signed.

W9 form instructions
Download W9 form. Only the signed page is required.

• Line 1 (Name) must match the ProviderOne field titled “Provider name (Organization name)” in the basic 
information screen.

• Line 2 (optional) Business Name disregard if same as Line 1.

• Line 3 (Federal tax classification) must match W9 entity type in ProviderOne. Update this information in step 1 
(Basic information) in ProviderOne to match the W9 form.

• Line 4 (Exemptions) is optional. Provider enrollment is not required to verify information entered in this section.

• Lines 5 and 6 (Address) are required and must match federal tax details on domain or application. Update this 
information in steps 9-10 (Federal tax details) in ProviderOne to match the W9 form. 

• Line 7 (List account numbers) is optional. Provider enrollment is not required to verify information entered in 
this section.

• Part I (Taxpayer Identification Number (TIN)) is required. Only the TIN on the domain/application should be 
listed on the W9. If provider entered two TINs, a corrected W9 form must be requested from the provider.

• Part II is required and must be signed and dated within 60 days prior to the application/revalidation submission 
date or anytime after it has been submitted (preferably today’s date).

Contact
If you have questions about the form, contact provider enrollment.

• Email: providerenrollment@hca.wa.gov
• Phone: 1-800-562-3022 ext. 16137 

 ◦ Open Tuesdays and Thursdays from 7:30 a.m. to 4:30 p.m.
• Fax: 360-725-1259

https://www.irs.gov/pub/irs-pdf/fw9.pdf
mailto:providerenrollment%40hca.wa.gov?subject=
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Core Provider Agreement
The Health Care Authority (HCA) administers medical assistance and medical care programs for eligible clients. HCA 
provides medical assistance or medical care to certain eligible clients by enrolling eligible providers of medical services.

HCA reimburses enrolled eligible providers for covered medical services, equipment, and supplies they provide to 
eligible clients. To be eligible for enrollment, a provider must:

a. Agree to and sign this Core Provider Agreement (“Agreement”);

b. Complete and sign a Medicaid Provider Disclosure Statement;

c. Complete an online enrollment application

d. Complete and sign a Debarment Statement;

e. Be an eligible provider and meet the conditions contained in WAC 182-502-0010;

f. Meet all the applicable state and/or federal licensure requirements to assure HCA of his/her qualifications to 
perform services under this Agreement. This includes maintaining professional licensure in good standing 
without any stipulation in the provider’s license. 

This Agreement will be effective and a provider will be considered a participating provider once the provider completes 
the above requirements and signs this Agreement, and HCA issues a provider number.

As a participating provider in the medical assistance and medical care programs, hereafter known as Provider, the 
Provider agrees to the following:

1. Governing Law and Venue. This Agreement shall be governed by the laws of the state of Washington. The 
jurisdiction for all lawsuits in which the Provider alleges a breach of this Agreement shall be exclusively in the 
Superior Court for the state of Washington. Venue for any such lawsuits shall be in the Superior Court for Thurston 
County, Washington. 
 The medical assistance and medical care programs are authorized and governed by Title XIX of the Social 
Security Act, Title XXI of the Social Security Act, Chapter IV of Title 42 of the Code of Federal Regulations (CFR), 
Chapter 74.09 of the Revised Code of Washington (RCW), and Titles 182 and 388 of the Washington Administrative 
Code (WAC). The Provider is subject to and shall comply with all federal and state laws, rules, and regulations and all 
program policy provisions, including Pre-2012 Numbered Memoranda, Provider Notices, Medicaid Provider Guides, 
and other associated written HCA issuances in effect at the time the service is rendered, which are incorporated into 
this Agreement by this reference.

2. License. The Provider shall be licensed, certified, or registered as required by state and/or federal law. The Provider 
will notify HCA within seven (7) calendar days of learning of any adverse action initiated against the license, 
certification, or registration of the Provider or any of its officers, agents, or employees.

3. Professional liability coverage. By signing this agreement the provider organization or individual certifies that the 
organization or individual currently has and will maintain the professional liability insurance coverage so long as the 
organization or individual provider is providing services to Apple Health clients.

4. Billing and Payment. The Provider agrees:

a. To submit claims for services rendered to eligible clients, as identified by HCA, in accordance with rules and 
Medicaid Provider Guides in effect at the time the service is rendered. 

b. To accept as sole and complete remuneration the amount paid in accordance with the reimbursement rate for 
services covered under the program, except where payment by the client is authorized by applicable rule. In no 
event shall HCA be responsible, either directly or indirectly, to any subcontractor or any other party that may 
provide services.

c. To be held to all the terms of this Agreement even though a third party may be involved in billing claims to 
HCA. It is a breach of this Agreement to discount client accounts (factor) to a third party biller or to pay a third 
party biller a percentage of the amount collected.
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5. Disclosure. At the time the provider enters into this Agreement, or renews this Agreement, or at any time upon 
request by HCA or the federal Department of Health and Human Services, the Provider agrees to submit full and 
complete disclosure of the following:

a. Ownership and control information as required by 42 CFR § 455.104;

b. Information related to business transactions as required by 42 CFR § 455.105;

c. Information on persons convicted of crimes as required by 42 CFR § 455.106; and

d. Any denial, termination, or lack of professional liability coverage, or any change in professional liability 
coverage, including restrictions, modifications, or discontinuing coverage. 

At any time during the course of this Agreement, the Provider agrees to notify HCA of any material and/or substan-
tial changes in information contained on the Medicaid Provider Disclosure Statement given to the HCA by the Pro-
vider. This notification must be made in writing within thirty (30) calendar days of the event triggering the reporting 
obligation. Material and/or substantial changes include, but are not limited to changes in:

e. Ownership;

f. Licensure;

g. Federal tax identification number;

h. Additions, deletions, or replacements in group membership; and

i. Any change in address or telephone number.

6. False Claims Act Education. If the Provider receives annual Medicaid payments of $5 million or more, the Provider 
must comply with the requirements of 42 USC § 1396a(a)(68).

7. National Provider Identifier (NPI). The Provider must provide its NPI to HCA (if eligible for an NPI) and include its 
NPI on all claims submitted.

8. Inspection; Maintenance of Records. For six (6)-years from the date of services, or longer if required specifically by 
law, the Provider shall:

a. Keep complete and accurate medical and fiscal records that fully justify and disclose the extent of the services 
or items furnished and claims submitted to HCA.

b. Make available upon request appropriate documentation, including client records, supporting material, and 
any information regarding payments claimed by the Provider, for review by the professional staff within HCA or 
the U.S. Department of Health and Human Services. The Provider understands that failure to submit or failure 
to retain adequate documentation for services billed to HCA may result in recovery of payments for medical 
services not adequately documented, and may result in the termination or suspension of the Provider from 
participation in the medical assistance and medical care programs.

9. Audit or Investigation. Audits or investigations may be conducted to determine compliance with the rules and 
regulations of the program. If an audit or investigation is initiated, the Provider shall retain all original records and 
supportive materials until the audit is completed and all issues are resolved, even if the period of retention extends 
beyond the required 6-year period

10. Disputes. Any party may initiate a dispute concerning this Agreement under the dispute resolution processes in 
Titles 182 and 388 WAC applicable to the specific subject matter of the dispute

Neither party may dispute a termination of this Agreement for convenience or for loss of funding under Section 10 
Termination. 

11. Termination. HCA shall deny or terminate this Agreement for cause according to applicable WAC. Either HCA or the 
Provider may terminate this agreement for convenience at any time upon 30 calendar days’ written notification to 
the other. In the event that funding from state, federal, or other sources is withdrawn, reduced, or limited in any way, 
HCA may terminate this Agreement. If this Agreement is terminated for any reason, HCA shall pay only for services 
authorized and provided through the date of termination.
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12. Advance Directives. Hospitals, nursing facilities, providers of home health care and personal care services, 
hospices and HMOs must comply with the advance directive requirements as required by 42 CFR 489, Subpart I and 
42 CFR 417.436.

13. Provider Not Employee Or Agent. The Provider or its directors, officers, partners, employees and agents are not
employees or agents of HCA.

14. Assignment. The Provider may not assign this Agreement, or any rights or obligations contained in this Agreement,
to a third party without the written consent of HCA.

15. Confidentiality. The Provider may use personal information and other information gained by reason of this
Agreement only for the purpose of this Agreement. The Provider shall not disclose, transfer, or sell any such 
information to any party, except as provided by law.

16. Indemnification and Hold Harmless. The Provider shall be responsible for and shall indemnify and hold HCA
harmless from all liability resulting from the acts or omissions of the Provider or any subcontractor.

17. Severability. The provisions of the Agreement are severable. If any provision of the Agreement is held invalid by 
any court, that invalidity shall not affect the other provisions of this Agreement and the invalid provision shall be 
considered modified to conform to existing law.

18. Certification. This is to certify that the information provided in support of this Agreement is true and accurate 
and I completely understand that any falsification or concealment of a material fact may be prosecuted under 
federal and state laws. Willful misstatement of any material fact in the enrollment application may result in criminal
prosecution. I acknowledge that this is being signed under the penalties of perjury and understand that HCA 
is relying on the accuracy of the information I have presented. I agree to abide by the terms of this Agreement 
including all applicable federal and state statutes, rules, and policies.

19. Electronic Signatures. Provider and HCA agree that each may treat executed faxes, scanned images, or
photocopies as original documents. 

20. Signature Block.  If Provider is a legal entity other than a person, identify the organization in the first line of the
signature block. The person signing this Core Provider Agreement on behalf of the Provider warrants that he/she 
has legal authority to bind Provider.

Enrolling Provider Legal Entity Name Enrolling Provider NPI

Signature Of Provider or Owner/Manager Date

Name of individual completing this form Title 

For additional information on Provider Enrollment go to: 
http://hca.wa.gov/billers-providers/apple-health-medicaid-providers/enrollprovider

Contact Information
If you have questions about the form, contact provider enrollment.

• Email: providerenrollment@hca.wa.gov

• Phone: 1-800-562-3022 ext. 16137
Open Tuesdays and Thursdays from 7:30 a.m. to 4:30 p.m.

• Fax: 360-725-1259

• Mail, send to: Provider Enrollment PO Box 45562 Olympia, WA 98504-5562

mailto:providerenrollment%40hca.wa.gov?subject=
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