STATE OF TENNESSEE
DEPARTMENT OF INTELLECTUAL AND DEVELOPMENTAL DISABILITIES

Credentialing
Application
for
Vision Services

The waiver definition of Vision Services from the Arlington waiver is as follows:

Vision Services shall mean routine eye examinations and determination of refraction; standard or
special frames for eyeglasses; standard, bifocal, multifocal, or special lenses for eyeglasses;
contact lenses; and dispensing fees for ophthalmologists, optometrists, and opticians.

Vision Services are not intended to replace services available through the Medicaid State

Plan/TennCare program. All Vision Services for children enrolled in the waiver are provided
through the TennCare EPSDT program
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General Instructions

All guestions regarding services should be directed to:

Provider Enrollment Coordinator
Phone: (615) 532-6530
E-Mail: DIDDProvider.Application@tn.gov

Please return the original application.

Please follow the format of the application (form) and answer the questions in the order they are
asked. Attachments should be included at the end of the applicable section.

Once approved, the Department of Intellectual and Developmental Disabilities (DIDD) may enter
into a provider agreement with you or your business to provide services.

The applicant may be required to provide additional information or additional references at the
request of DIDD.

It is the policy of DIDD to prohibit discrimination on the basis of race, color, religion, national or
ethnic origin, sex, age, disability, or political affiliation, or in the admission or access to, or
treatment or employment in, its program, services or activities.

DIDD reserves the exclusive right to approve or deny an application.

Credentialing Application for Vision Services



STATE OF TENNESSEE
DEPARTMENT OF FINANCE AND ADMINISTRATION
DEPARTMENT OF INTELLECTUAL AND DEVELOPMENTAL DISABILITIES

Credentialing
Application
for
Vision Services

Please type or print all of the information requested on this application. Incomplete applications cannot
be accepted and will be returned for completion.

ORGANIZATIONAL INFORMATION

1. Name of Business

2. Name of Business in Tennessee (if different from #1 above)

3. Has any business owner, non-profit organization board member, or the executive director ever
provided services to persons with intellectual, developmental, or other types of disabilities or mental
illness in Tennessee using the name listed in the provider application or using a different name? If
yes, attach a statement specifying the person’s name(s) and providing details.

4. Mailing Address

City State Zip Code
5. Phone Number Fax Number
6. Business E-Mail Web Site Address
7. Organization Type Not-for-Profit organization For Profit organization
8. Type of Business Sole Proprietorship Limited Liability Corporation
Partnership Other:
Limited Partnership
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Optional

ooooao
TszZzmoe

Business Ownership: (Check One Only)

Government Owned
Race/Ethnic

Non-Minority Owned

Female Owned

Non-Profit

Background (Minority Owned)

Ownership Ethnicity: (Check One Only)

Asian
African American
Hispanic

Caucasian
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Other

Native American Indian

9. Which DIDD Tennessee region(s) do you propose to provide Vision Services?

Region:

Middle

East West

10. Check the Vision service (S) you are requesting to provide:

Check
service(s)

Provider Type

Licensure Requirement

Ophthalmologist

Must be licensed to practice in Tennessee (TCA Title 63
Chapter 6)

Optometrist

Must be licensed to practice in Tennessee (TDH Rule
1045-2)

Dispensing Optician

Must be licensed to practice in Tennessee (TDH Rule
0480-1)

Retail business that sells
eyeglasses, frames, or lenses

Must have a business license in Tennessee

11. Please provide at least three (3) letters of reference from individuals who may be contacted regarding
your professional services and skills. Provide at least one (1) who has known the applicant for at
least five (5) years.

12. Please include the following when returning this application:
o Copy of your license and any specialty certificates
o Copy of your Declarations Page or Evidence of Coverage page for your insurance.

13. Personal information: Please provide the information indicated in the tables below.

NAME OF OWNER(S)

DATE OF
BIRTH

SOCIAL SECURITY
NUMBER

TELEPHONE
NUMBER

Credentialing Application for Vision Services




NAME OF EXECUTIVE

(if applicable)

DATE OF SOCIAL SECURITY | TELEPHONE
__ DIRECTOR(s) BIRTH NUMBER NUMBER
(if currently identified)
NAME?SECES‘ARR'\[’)'AN ol DATE OF SOCIAL SECURITY | TELEPHONE
BIRTH NUMBER NUMBER

14. LICENSES - Held in Tennessee and /or other states.

For the Provider Types: Ophthalmologist, Optometrist, Dispensing Optician and Retail Business
Please list appropriate information in 14, 15, and 16 for all Employees and Subcontractors. Make copies
of this sheet if you have additional names

Name State License Expiration Social Security Date of
Number Date Number Birth
1.
2.
3.
4.
5.
6.
15. PROFESSIONAL INFORMATION
A. Have you ever been involved in a malpractice suit or claim? Yes No

(If YES, please provide an explanation on a separate sheet of paper and
include dates, nature of suit, amount of settlement, and the name and
address of the professional liability insurer involved.)

B. Do you have any experience with persons with intellectual disabilities or persons
with developmental disabilities? (Not a requirement.) ¥es| [No
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16. MALPRACTICE INSURANCE

In order to be approved by DIDD you are required to provide proof of professional liability
(malpractice) insurance. So that this requirement might be fulfilled, please complete the
Authorization Form included on page 3. This authorization permits your carrier/agent to provide
us with copies of future renewals; thereby eliminating the need for you to do so. Also, please
enclose a copy of the declaration page of your policy.

17. OFFICE INFORMATION

For the Provider Types: Ophthalmologist, Optometrist, Dispensing Optician and Retail Business
Please list appropriate information for all Employees and Subcontractors. Make copies of this sheet if

you have additional offices.

1. PRIMARY OFFICE

Name of Practice

Street Address

City State Zip
Telephone Number ()

Fax Number (_)

E-mail Address

2. PRIMARY OFFICE

Name of Practice

Street Address

City State Zip
Telephone Number (_ )

Fax Number (_)

E-mail Address

3. PRIMARY OFFICE

Name of Practice

Street Address

SECONDARY OFFICE

Name of Practice

Street Address

City State Zip
Telephone Number ()

Fax Number (_)

E-mail Address
SECONDARY OFFICE

Name of Practice

Street Address

City State Zip
Telephone Number (_)

Fax Number (_ )

E-mail Address

SECONDARY OFFICE

Name of Practice

Street Address
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City State
Telephone Number ()

Fax Number (_)

Zip City State
Telephone Number (_)

Fax Number (_)

E-mail Address

Zip

E-mail Address
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AUTHORIZATION FORM TO INSURANCE CARRIER/AGENT

I hereby authorize the below named insurance carrier/agent to provide a copy of the declaration page of
my current professional liability (malpractice) insurance to the State of Tennessee Department of
Intellectual and Developmental Disabilities (DIDD). The insurance carrier/agent is also to provide DIDD
with a copy of each yearly renewal of this policy and in the event of cancellation, a copy of the
cancellation notice.

Name of Insurance Carrier/Agent

Policy Number

Street Address

City State Zip Code

C )

Telephone Number

I certify that the information given in this application is correct and complete to the best of my
knowledge. | am aware that should investigation show any falsification, my organization will not be
considered as a potential provider of DIDD services. | hereby authorize DIDD to make all necessary
investigations concerning the applicant. | further authorize and request each former employer, educational
institution, or organization (including law enforcement agencies) to provide all information that may be
sought in connection with this application.

The individual or business will carry adequate and appropriate general liability, professional liability, and
workers compensation insurance for the protection of clients, staff, facilities, and the general public

Title:

Signature:

Business Name:
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AUTHORIZATION FOR RELEASE OF INFORMATION

I authorize the State Board to any health care facility, health maintenance organization or professional
organization with whom | have had employment, practice, association or privileges, to release
information to State of Tennessee Department of Intellectual and Developmental Disabilities
(DIDD).regarding my professional skills, any pending or final disciplinary action or malpractice action,
and any other information relevant to my character of professional competence. | authorize and request
my professional liability (malpractice) insurance carrier to release information to DIDD regarding any
claims or actions for damages pending or closed, whether or not a final disposition. Further, | authorize
such carrier to provide evidence of professional liability coverage to DIDD upon its request. | release
from liability: a) any person or entity who, in good faith and without malice, provides information to
DIDD for the purpose of evaluating this application; and b) DIDD for their acts performed in good faith
and without malice in connection with evaluating this application.

Title:

Signature:

Business Name:
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