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]	Foster Provider Disclosure Statement 
of Ownership and Control

Per 42 CFR 455.400-455.470, each Provider must disclose: 
(This applies to providers who are operating as a business)
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· Full Legal Name
· Title (for example Provider, Co-Provider, Resident Manager, owner, etc.) 
· Date of Birth (DOB) 
· Social Security Number (SSN), Tax Identification Number (TIN), or Employer Identification Number (EIN) as applicable
· Entity Type, (AFH, CFH) 
· Address (Note: For Corporate addresses you must include the primary business address, and PO Box, and every other business location)
	
	
	



· Percentage of Ownership or Ownership interest. 
The provider has an obligation once application is approved, and the Provider Enrollment Agreement is signed, to notify ODDS if any changes are made to any disclosure information. If the provider has changes in any of their disclosures from the original submission, the new list of disclosures in its entirety must be submitted to ODDS within 35 days to dd.licensingfoster@odhs.oregon.gov
For these disclosures, the Office of Developmental Disability Services (ODDS) requires providers to complete this form in its entirety. 
This form will not be accepted if missing information such as EIN/TIN or DOB. Failure to furnish complete and accurate information will result in a denial of the application and in cases of renewal, will result in termination of Provider Enrollment Agreement.
	Section I. Disclosing Entity Information

	[bookmark: Text1]Business Name (as listed with the Secretary of State):      

	[bookmark: Text2]Doing Business As (DBA):     

	[bookmark: Text3]Tax ID Number (TIN or EIN):     

	Please check the box that best describes reason for disclosure: 
☐New enrollment
☐Renewal




	Section II. Disclosure Instructions


Please report the following information:
Owner or owner interest (5 percent or more):
List the name and address of any person (individual or corporation) with an ownership or control interest in the disclosing entity. For individuals, include DOB and SSN; for corporations, include EIN.
Managing employee:
List the name, address, DOB and SSN of any managing employee of the disclosing entity.
Board Member or Officer:
List the name, address, DOB and SSN of any board member or office of the disclosing entity. 
Other interest:
List any other disclosing entity, fiscal agent, or managed care entity in which the owner of the disclosing entity, or any individual/entity with an interest, has ownership or control. "Other interest" includes: 
· An individual who owns 5 or more of any mortgage, deed of trust, note, or similar obligation secured by the entity or its assets.
· An officer or director of the entity, if the entity is organized as a corporation; or
· Partner in the entity, if the entity is organized as a partnership.
Sanctions, exclusions or convictions:
Indicate whether the individual or entity reported on this form has experienced any of the following:
· Sanction or exclusion from participation in Medicare or any state health care programs.
· Conviction for a criminal offense or assessed civil penalties related to any program under Medicare, Medicaid, or Title XX services since the inception of those programs, or as described in sections 1128(a) and 1128(b) (1), (2) or (3) of the Social Security Act.
Please Note: 
In section III, Individual Disclosures, please use each page for a single disclosure. If you have multiple individuals that need disclosures, please copy the blank page as needed. The parameters for who needs a disclosure are in Section II, Disclosure Information
In section IV, Business Disclosures, please use each page for each business that has   ownership or control interest. Please also copy the page, as needed, for all disclosures.
	[bookmark: _Hlk102379907]Section III. Individual Disclosures

	[bookmark: _Hlk140688146]Disclosure Type. Check all that apply:
☐Owner or owner interest (5% or more)
☐Managing Employee
☐Board Member or Officer
☐Other Interest
	Action: 
☐Add
☐Remove
☐Update

	[bookmark: Text4]Legal Personal Name:      
	[bookmark: Text5]Title:      

	Percentage ownership: XX%

	[bookmark: Text6]Street Address      
	[bookmark: Text8]City/State/Zip      

	[bookmark: Text7]Phone Number      
	[bookmark: Text9]County      

	Social Security Number (SSN):       
	Date of Birth:      

	☐Yes 
☐No
	Does this person have ownership or control interest in any other entity or other provider number as an ODHS Provider? ODHS Provider: (e.g., Personal Support Worker, Provider Agency, Foster Home Provider, Home Care Worker)? 

	If yes, please list ALL provider names and numbers (attach separate sheet if necessary):                                            

	Name of Business 
	Provider number

	     
	     

	     
	     

	     
	     

	☐Yes 
☐No
	Has this person ever been convicted of a criminal offense or been suspended or debarred from participation related to that person’s involvement in any program under Medicare, Medicaid or the Title XIX service program since the inception of those programs in the United States or its territories?




	Additional Individual Disclosures, make copies as necessary

	Disclosure Type. Check all that apply:
☐Owner or owner interest (5% or more)
☐Managing Employee
☐Board Member or Officer
☐Other Interest
	Action: 
☐Add
☐Remove
☐Update

	Legal Personal Name:      
	Title:      

	Percentage ownership: XX%

	Street Address      
	City/State/Zip      

	Phone Number      
	County      

	Social Security Number (SSN):       
	Date of Birth:      

	☐Yes 
☐No
	Does this person have ownership or control interest in any other entity or other provider number as an ODHS Provider? ODHS Provider: (e.g., Personal Support Worker, Provider Agency, Foster Home Provider, Home Care Worker)? 

	If yes, please list ALL provider names and numbers (attach separate sheet if necessary):                                            

	Name of Business 
	Provider number

	     
	     

	     
	     

	     
	     

	☐Yes 
☐No
	Has this person ever been convicted of a criminal offense or been suspended or debarred from participation related to that person’s involvement in any program under Medicare, Medicaid or the Title XIX service program since the inception of those programs in the United States or its territories?




	Section IV. Business Disclosure

	Disclosure Type. Check all that apply:
☐Owner or owner interest (5% or more)
☐Other Interest
	Action: 
☐Add
☐Remove
☐Update

	Business Name:      
	DBA (if applicable):      

	Street Address      
	City/State/Zip      

	Phone Number      
	County      

	TIN/EIN:      

	☐Yes 
☐No
	Does this business have ownership or control interest in any other entity or other provider number as an ODHS Provider (e.g., Residential Living Facility, Assisted Living Facility, In-Home Agency etc.)?

	If yes, please list ALL provider names and numbers (attach separate sheet if necessary):                                            

	Name of Business 
	Provider number

	     
	     

	     
	     



	Additional Business Disclosure (if applicable)

	Disclosure Type. Check all that apply:
☐Owner or owner interest (5% or more)
☐Other Interest

	Action: 
☐Add
☐Remove
☐Update

	Business Name:      
	DBA (if applicable):      

	Street Address      
	City/State/Zip      

	Phone Number      
	County      

	TIN/EIN:      

	☐Yes 
☐No
	Does this business have ownership or control interest in any other entity or other provider number as an ODHS Provider (e.g., Residential Living Facility, Assisted Living Facility, In-Home Agency etc.)?

	If yes, please list ALL provider names and numbers (attach separate sheet if necessary):                                            

	Name of Business 
	Provider number

	     
	     

	     
	     




	Section V. Disclosing Entity’s Attestation, Signature and Date


I certify that the information on this form, and any attached statement that I have provided, has been reviewed and signed by me, and is true, accurate, and complete, to the best of my knowledge. I understand that by knowingly providing false information on this form or in connection with any claim for payment from the State of Oregon, which may include federal funds, I may be liable for a false claim under the Oregon False Claims Act (ORS 180.750 to 180.785) and the federal False Claims Act (31 USC 3279 to 3733). I agree to inform OHA or its designee, in writing, within 30 days of any changes or if additional information becomes available.
	Print Name                                                                   Title (Provider):      

	Signature:                                                                     Date:      


[bookmark: _Hlk213441316][bookmark: _Hlk213438218]
You can get this document in other languages, large print, braille or a format you prefer free of charge. Contact the Office of Developmental Disabilities Services at dd.licensingfoster@odhs.oregon.gov or 503-373-2052. We accept all relay calls.
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