



PROVIDER CHECK LIST

Instructions:  Checklist must be completed and submitted with a signed Provider Contract.

Provider Name/Initials: ____________________________________/_________
Team Assignment: _________________________________________________

Discipline ________________    Type of Business: (LLC, Sole proprietor)____________
I acknowledge the following:

_____ I am in receipt of my vendor / sub-recipient determination 
_____ I have signed the  E-Verify Affidavit
_____ I have reviewed the COQZE DOH standard contract and attachments
_____ I have reviewed the relevant Medicaid Rules 
_____ I have reviewed the Policy Handbook and Operations Guide at cms-kids.com 
_____ I have completed the Workers Compensation form
_____  If any person providing services under this contract is or has ever been employed 

by the Florida Department of Health I have attached a list of their names.
I estimate to work approximately _____ hours per week for early steps.
Signature: ________________________________________________________

Print Name and Title: _______________________________________________

DATE: __________________________________________________________
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