Thank you for your interest in joining Chiropractic Management Services (CMS). One of the
many benefits of becoming a CMS provider is acquiring access to multiple statewide networks
under one contract with CMS. Enclosed please find documents pertaining to CMS policies and
procedures.

Should you desire to pursue membership in the CMS Provider Network please forward to the
CMS Office the following listed information, as well as the CMS Provider Application for each
Doctor within your practice at your convenience.

Application fee of $200.00 per doctor

W-9 Form

Copies of your State Chiropractic License

Declaration page of Malpractice Insurance

Malpractice and Claims History

Letter of authorization for release of information

CPR Certification Card

Chiropractic College Diploma

Most recent CV

Three sets of complete patient notes for current patients, including health history,
exams, intake data, and radiology reports. (These will be shredded after the review)

¢ One 3 view Cervical Series x-ray and one 2 view Lumbar Series X-ray. These x-rays do
not have to be from the same patients that you are sending notes on. (The x-rays will be
returned to you after the review)

Upon receipt and validation of the above information, the monthly assembled CMS Credentialing
Committee will review all the applicant documents. The practice will further be contacted to arrange an
on-site visit subsequent to the approval of the application. The Credentialing Committee
recommendation and the on-site visit assessment will also need to be evaluated by the Executive Board
of CMS.

Should you have any questions, please feel free to call me at 262-513-9999.
Sing g
WMU N %ﬂé/

Dianna Badipour
Executive Director

CMS NEW PROVIDER LETTER 1 11/12/2013




CHIROPRACTOR

CLINIC

CHIROPRACTIC MANAGEMENT SERVICES INC
(CMS)

MEMBERSHIP APPLICATION




CHIROPRACTOR MUST HOLD A VALID CHIROPRACTIC LICENSE.
Please complefe Hiis application in Ifs enfirety. (Please lype or print).
INCOMPLETE OR APPLICATIONS “MISSING” INFORMATION WILL NOT BE PROCESSED.

DOCTOR / CLINIC INFORMATION

LAST NAME FIRST NAME M INITIAL
FORMER NAME DATE OF NAME CHANGE (IF APPLICABLE) GENDER
DATE OF BIRTH (MM/DD/YYYY) BIRTH CITY/STATE/COUNTRY SOCIAL SECURITY # (REQUIRED}

Home Street Address (required for appllcation to be consldered complete)

clty STATE ZIP COUNTY

( ) (This information will not be given out to any patients or prospective patients.)
PHONE NUMBER

BILLING TAX 1.D. NUMBER BUSINESS ENTITY

PRIMARY CLINIC NAME STREET ADDRESS

CITY STATE ZIP COUNTY

( ) ( ) ( )

PHONE NUMBER FAX NUMBER SERVICE & AFTER HOURS NUMBER
EMAIL ADDRESS:

BILLING ADDRESS FOR PRIMARY CLINIC (Box 33 on HCFA)
KR

ADD'L CLINIC NAME STREET ADDRESS

CITY STATE ZIP COUNTY

( ) ( ) ( )

PHONE NUMBER FAX NUMBER SERVICE & AFTER HOURS NUMBER

BILLING ADDRESS FOR ADDITIONAL CLINIC (Box 33 on HCFA)

NOTE: Please list any additional locations and billing addresses on a separate sheef of paper. Also make sure to
indicate if you utilize a billing service and their information.
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NATURE OF PRACTICE

SOLE PROPRIETORSHIP PROFESSIONAL CORPORATION PARTNERSHIP LLC

OFFICE SHARING ARRANGEMENT OTHER:

Please list below the nhames of any partners or associates at your location

NAME OF PARTNER/ASSOC. CLINIC NAME LICENSE #

CLINIC COMPLETE ADDRESS AND PHONE NUMBER

NAME OF PARTNER/ASSOC. CLINIC NAME LICENSE #

CLINIC COMPLETE ADDRESS AND PHONE NUMBER

NOTE: Please lisf any additional associates/pariners on a separafe sheet of paper {include License #).

Please list below the names of any covering colleagues not at your location

NAME OF COLLEAGUE CLINIC NAME & ADDRESS & PHONE # LICENSE #

NAME OF COLLEAGUE CLINIC NAME & ADDRESS & PHONE # LICENSE #

DO YOU ACCEPT ASSIGNMENT ON MEDICARE? YES NO INOTE: Copies of current State license, |

DO YOU ACCEPT MEDICAID? YES NO DEA Certificate (if applicable}, CPR
Certification & Chiropractic College

DO YOU ACCEPT NEW MEDICARE PATIENTS? YES NO Diploma must be attached to application.

DO YOU ACCEPT NEW MEDICAID PATIENTS? YES NO

MEDICARE PROVIDER #:
MEDICAID PROVIDER #:

DEA CERTIFICATE #: EXP. DATE:

NATIONAL PROVIDER IDENTIFICATION (NPI) NUMBER: Clinic NPl Number:

YEARS IN PRACTICE AT CURRENT LOCATION: TOTAL YEARS IN PRACTICE:
CERTIFICATIONS

DO YOU HOLD ANY OF THE FOLLOWING CERTIFICATICNS? IF YES, PLEASE PROVIDE EXPIRATION DATES.

BASIC LIFE SUPPORT (BLS) YES NC CERTIFICATION DATE (MM/DD/YYYY)
ADVANCED CARDIAG LIFE SUPPORT (ACLS) YES NO CERTIFICATION DATE (MM/DD/YYYY)
CPR-CARDIO PULMONARY RESUSCITATION YES NO CERTIFICATION DATE (MM/DD/YYYY)

PLEASE ATTACH COPIES OF CERTIFICATION/DOCUMENTATION {(CARDS/CERTIFICATES ETC...)
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EDUCATION / TRAINING / LICENSE(APPLICANT]

CHIROPRACTIC COLLEGE ADDRESS DEGREE START & FINISH DATES
(Month & Year)

DID YOU COMPLETE YOUR PROFESSIONAL EDUCATION AT THIS SCHOOL? YES NO

LICENSE # STATE: YEAR OBTAINED: EXP. DATE:

FOREIGN LANGUAGES SPOKEN:

UNDERGRADUATE EDUCATION (APPLICANT)

COLLEGE ADDRESS (REQUIRED} DEGREE START & FINISH DATES
(Month & Year)

DID YOU COMPLETE YOUR UNDERGRADUATE EDUCATION AT THIS SCHOOL? YES NO
{If no, please aitach a separate listing of other institutions, dates atfended and degrees obtained.)

FOREIGN LANGUAGES SPOKEN:

ADDITIONAL FORMAL TRAINING, such as Preceptorships, etc.:(APPLICANT)

INSTITUTIONFCLINIC NAME STREET ADDRESS
CITY STATE zZIP GOUNTY
{ )
PHONE NUMBER PROGRAM DIRECTOR/SUPERVISOR
SECONDARY SPECIALTY
DO YOU HAVE A SECONDARY SPECIALTY? YES NO

TYPE OF SECONDARY SPECIALTY?

WHERE DID YOU TRAIN OR BECOME CERTIFIED FOR THIS SECONDARY SPECIALTY?
(NAME OF INSTITUTION/ADDRESS/CITY/STATE/ZIP/COUNTRY)

ADDITIONAL SPECIALTY

DO YOU HAVE ANY ADDITIONAL SPECIALTIES? YES NO

TYPE OF ADDITIONAL SPECIALTY?

WHERE DID YOU TRAIN OR BECOME CERTIFIED FOR THIS ADDITIONAL SPECIALTY?
(NAME OF INSTITUTION/ADDRESSICITY/STATE/ZIPICOUNTRY)
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PROFESSIONAL REFERENCES (REQUIRED)

PLEASE PROVIDE THREE (3} PROFESSIONAL REFERENCES THAT ARE NOT COLLEAGUES IN YOUR CWN GROUP PRACTICE AND ARE

NOT RELATIVES.

NAME (LAST, FIRST, MIDDLE INITIAL}) PROVIDER TYPE

ADDRESS CITYy STATE & ZIP CODE
{ ) ( }

PHONE NUMBER FAX NUMBER COUNTRY

NAME (LAST, FIRST, MIDDLE INITIAL) PROVIDER TYPE

ADDRESS CITY STATE & ZIP CODE
( ) ( )

PHONE NUMBER FAX NUMBER COUNTRY

NAME (LAST, FIRST, MIDDLE INITIAL} PROVIDER TYPE

ADDRESS cITY STATE & ZiP CODE
( ) ( )

PHONE NUMBER FAX NUMBER COUNTRY

WORK HISTORY

PLEASE LIST ALL PREVIOUS LOCATIONS WITHIN THE LAST 10 YEARS (INCLUDE DATES AT EACH LOCATION):

PREVIOUS CLINIC NAME DATES TO & FROM
FULL CLINIC ADDRESS AND PHONE NUMBER
PREVIOUS CLINIC NAME DATES TO & FROM

FULL CLINIC ADDRESS AND PHONE NUMBER

PREVIOUS CLINIC NAME

DATES TO & FROM

FULL CLINIC ADDRESS AND PHONE NUMBER

NOTE: Use a separate sheef of paper for any additional locatlons.

PLEASE EXPLAIN ANY GAPS IN WORK HISTORY:
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GENERAL DESCRIPTION OF CLINIC /OFFICE OPERATIONS {PRIMARY PRACTICE}

OFFICE MANAGER(full name) CLAIMS PROCESSING/INSURANCE SUPERVISOR (full name)

EMPLOYEE/TITLE EMPLOYEE / TITLE

DESIGNATED PHONE NUMBER FOR BILLING/INSURANCE DEPT. (IF AVAILABLE):

OFFICE HOURS: MONDAY fo TUESDAY lo
WEDNESDAY to THURSDAY to
FRIDAY to SATURDAY to

PLEASE DESCRIBE EMERGENCY/AFTER HOURS PROCEDURES, LIMITATIONS & PHONE:

OFFICE STRUCTURE: OWN: LEASE: SIZEIN SQFT:
# OF EXAM ROOMS: # OF TREATMENT ROCMS: # OF CHAIRS IN WAITING ROOM:

AVERAGE PATIENT WAITING TIME FOR TREATMENT FROM TIME OF REQUEST: DAYS: HOURS:

NUMBER OF PATIENTS SEEN PER DAY: ESTABLISHED NEW AVERAGE PATIENT WAITING TIME IN LOBBY:

HOW MANY PATIENTS ARE TREATED PER CHIROPRACTIC HOUR?: WHAT RATIO BEST DESCRIBES YOUR PRACTICE?
1-2 3-5 6-8 9-12 12+

APPROXIMATELY WHAT PERCENT OF YOUR PATIENTS COMPLETE THEIR TREATMENT IN:
1-BVISITS % 6-10VISITS %  11-18 VISITS % 18+ VISITS: %
IS YOUR OFFICE LOCATION HANDICAP ACCESSIBLE? YES NO

DOES YOUR OFFICE HAVE ANY OF THE FOLLOWING COMMUNICATIONS AVAILABLE?

TELETYPEWRITER (TTY) FOR THE HEARING IMPAIRED: YES NO SIGN LANGUAGE: YES NO
DO YOU DISPLAY HIPAA POLICIES AND PROCEDURES IN YOUR WAITING ROOM AND TREATMENT ROOMS? YES NO
DO YOU CONSIDER YOUR OFFICE TC BE HIPAA COMPLIANT OVERALL? YES NO

INDICATE ALL TECHNIQUES USED IN YOUR PRACTICE:

MANUAL MANIPULATION: _ ACTIVATOR:__ GONSTEAD:____ TOFTNESS:____
SACRO OCCIPITAL TECHNIQUE: ___ ACTIVATOR/MANUAL MANIPULATION: _____

NON-FORCE DIRECTIONAL MANIPULATION. ____ SIDE-POSTURE UPPER CERVICAL: ____

OTHER:
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GENERAL DESCRIPTION OF CLINIC / OFFICE OPERATIONS - ADDITIONAL PRACTICE/LOCATION

(IF APPLICABLE})
OFFICE MANAGER(full name) CLAIMS PROCESSING/INSURANCE SUPERVISOR (full name)
EMPLOYEE / TITLE EMPLOYEE / TITLE

DESIGNATED PHONE NUMBER FOR BILLING/INSURANCE DEPT. (IF AVAILABLE):

OFFICE HOURS: MONDAY fo TUESDAY to
WEDNESDAY to THURSDAY to
FRIDAY to SATURDAY to

PLEASE DESCRIBE EMERGENCY/AFTER HOURS PROCEDURES, LIMITATIONS & PHONE:

OFFICE STRUCTURE: OWN: LEASE: SIZEIN SQFT:

# OF EXAM ROOMS: # OF TREATMENT ROOMS: # OF CHAIRS IN WAITING ROOM:

AVERAGE PATIENT WAITING TIME FOR TREATMENT FROM TIME OF REQUEST: DAYS: HOURS:
NUMBER OF PATIENTS SEEN PER DAY: ESTABLISHED NEW AVERAGE PATIENT WAITING TIME IN LOBBY:

HOW MANY PATIENTS ARE TREATED PER CHIROPRACTIC HOUR?: WHAT RATIO BEST DESCRIBES YOUR PRACTICE?
1-2 3-5 6-8 9-12 12+

APPROXIMATELY WHAT PERCENT OF YOUR PATIENTS COMPLETE THEIR TREATMENT IN:
T-8VISITS _____ % 6-10VISITS % 1118 VISITS % 18+ VISITS: Yo
IS YOUR OFFICE LOCATION HANDICAP ACCESSIBLE? YES NO

DOES YOUR QFFICE HAVE ANY OF THE FOLLOWING COMMUNICATIONS AVAILABLE?

TELETYPEWRITER (TTY)} FOR THE HEARING IMPAIRED: YES NO SIGN LANGUAGE: YES  NO

DO YOU DISPLAY HIPAA POLICIES AND PROCEDURES IN YOUR WAITING ROOM AND TREATMENT ROOMS? YES NO
DO YOU CONSIDER YOUR OFFICE TO BE HIPAA COMPLIANT OVERALL? YES NO

INDICATE ALL TECHNIQUES USED IN YOUR PRACTICE:

MANUAL MANIPULATION: __ ACTIVATOR: ___ GONSTEAD: ___ TOFTNESS: ___
SACRO OCCIPITAL TECHNIQUE: _ ACTIVATOR/MANUAL MANIPULATION: ___

NON-FORCE DIRECGTIONAL MANIPULATION: _ SIDE-POSTURE UPPER CERVICAL:

OTHER:
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PLEASE DESCRIBE ALL THERAPY PLEASE LIST ALL TREATMENT

EQUIPMENT USED IN YOUR OFFICE TABLES USED IN YOUR OFFICE

TYPE / BRAND AGE TYPE / BRAND AGE
TYPE / BRAND AGE TYPE f BRAND AGE
TYPE / BRAND AGE TYPE / BRAND AGE
TYPE / BRAND AGE TYPE / BRAND AGE
TYPE / BRAND AGE TYPE / BRAND AGE
TYPE / BRAND AGE TYPE / BRAND AGE
TYPE / BRAND AGE TYPE / BRAND AGE
TYPE / BRAND AGE TYPE / BRAND AGE

PLEASE DESCRIBE ALL DIAGNOSTIC EQUIPMENT USED IN YOUR OFFICE;

TYPE / BRAND POWER AGE
TYPE / BRAND POWER AGE
TYPE f BRAND POWER AGE
TYPE / BRAND POWER AGE
DO YOU PERFORM X-RAYS ON SITE? Yes_  No

If "NO' is checked, please indicate where you send patients for x-rays

NAME OTHERS QUALIFIED TO OPERATE X-RAY EQUIPMENT:

PLEASE LIST HMOs, PPO's, & IPA’s THAT YOU CURRENTLY BELONG TO:
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MALPRACTICE INSURANCE

MALPRACTICE CARRIER ADDRESS CITY STATE ZIP

*POLICY NUMBER *AMOUNT OF COVERAGE ORIGINAL START DATE OF POLICY EXP. DATE

* Copy of declaration page of malpractice insurance policy must be attached to application.
** Minimum coverage reguirement of $1,000,600/$3,000,000.

PLEASE LIST ALL PREVIOUS MALFRACTICE CARRIERS WHO HAVE PRCVIDED MALPRACTICE COVERAGE FOR YOU WITHIN THE LAST 10
YEARS (INCLUDE ADDRESS AND COVERAGE DURATION, ATTACH ADDITIONAL SHEET IF NECESSARY)

PREVIOUS MALPRACTICE CARRIER NAME & ADDRESS DATES TG AND FROM
PREVIOUS MALPRACTICE CARRIER NAME & ADDRESS DATES TO AND FROM
PREVIOUS MALPRACTICE CARRIER NAME & ADDRESS DATES TO AND FROM
PREVIOUS MALPRACTICE CARRIER NAME & ADDRESS l DATES TO AND FROM

PLEASE EXFLAIN ANY MALPRACTICE SUIT(S) YOU HAVE BEEN INVOLVED IN AND/OR PROVIDE ANY ATTACHMENT(S) INVOLVING THE
SUIT: (IF APPLICABLE)

BATE OF OCCURRENCE (MM/DD/YYYY): DATE CLAIM FILED (MM/DD/YYYY):
CLAIM SETTLEMENT DATE, IF APPLICABLE (MM/DD/YYYY): CLAIM STATUS: {IF PENDING PUT OPEN)
INSURANCE CARRIER NAME, ADDRESS: ( )

PHONE
POLICY NUMBER:
SETTLEMENT AMOUNT; RESCLUTION METHOD:

DESCRIPTION COF ALLEGATIONS:

WERE YOU THE PRIMARY DEFENDANT? YES NO  NUMBER OF CO-DEFENDANTS:

YOUR INVOLVEMENT IN THE CASE:

DESCRIPTION OF ALLEGED INJURY TO PATIENT:

DID THE ALLEGED INJURY RESULT IN DEATH? YES NO

TO THE BEST OF YOUR KNOWLEDGE,
IS THIS CASE INCLUDED IN THE FEDERATION OF THE CHIROPRACTIC LICENSING BOARD (FCLB)? YES NO
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The following questions must be completed in full. If your answer is yes to any of the following
questions, please provide us with a detailed, written explanation on a separate sheet of paper.

1.

10.

11.

12.

13.

14

15.

CMS MEMBERSHIP APPLICATION

Has vour chiropractic license ever been limited, suspended or revoked?

Have you ever been subject to disciplinary action by the Wisconsin Dept. of Regulation and Licensure or the
Chiropractic Examining Board, or any Professional Conduct Board, or have you ever been reprimanded, or fined by any
state or federal agency that disciplines physicians or other health professionals?

Have you ever been disciplined, excluded from, debarred, suspended, reprimanded, sanctioned, censured, disqualified
or otherwise restricted in regard to participation in the Medicare, Medicaid or other third parly payment programs?

Have you ever been convicted of, or plead guilly or ne contest to, a misdemeanor, or any ¢rime or municipal violation,
involving dishonesty, assauli or sexual misconduct or abuse, or abuse of controlled substances or alcohol, or are
charges pending against you for any such crimes by information, indictment or otherwise?

Have you ever been convicted of, plead guilty to, or plead no contest to any felony?

In the past ten years have you been convicled of, plead guilty to, or pled no contest to any misdemeanor (excluding
minor traffic violations) or been found liable or responsible for any civil offense that is reasonably related to your
qualifications, competence, functions, dufies as a medical professional, or for fraud, an act of violence, child abuse or
a sexual offense or sexual misconduct?

Were you ever placed on probation, disciplined, formally reprimanded, suspended or asked to resign during an internship,
residency, fellowship, preceptorship or other clinical education program? If you are currently in a training program, have
you been placed on probation, disciplined formally reprimanded, suspended or asked to resign?

Have you ever, while under investigation or to avoid an investigation, voluntarily withdrawn or prematurely terminated
your status as a student or employee in any internship, residency, fellowship, preceptorship, or other clinical education
program?

Have any of your board certifications or eligibilily ever been revoked?
Have you ever chosen not to re-cartily or voluntarily surrendered your board certification(s) while under investigation?

Are you currently the subject of an investigalion by any hospital, licensing authority, DEA or CDS authorizing entities,
education or training program, Medicare or Medicaid program, or any other private m, federal, state health program
or a defendant in any civil action that is reasonably related to your qualifications, competence, functions or dulies as
a medical professional for alleged fraud, an act of viclence, child abuse or a sexual offense or sexual misconduct?

Have you ever recelved sanctions from or are you currenily the subject of investigation by any regulatory agencies
(e.g., CLIA, OSHA, etc.)?

Have you ever had any professional liability insurance coverage voluntarily or involuntarily canceled, declined or
modified {J.e., reduced limits, restricted coverage), or has any renewal ever been refused or have you voluntarily
given up coverage?

Have you ever been involved in a malpractice litigation?

Have you ever had any judgments made against you in a professional liability case?

Yes__ No
Yes__. No
Yes_  No
Yes_  No
Yes_ No
Yes___ No
Yes_ No
Yes_  No
Yes_  No
Yes_  No
Yes_ _ No
Yes  No
Yes  No
Yes_  No
Yes_ No
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18,

17.

18.

19.

20,

1.

22.

23.

24.

25,

CMS MEMBERSHIP APPLICATION

Have you ever had any setlements made on your behalf in a professional liability case?

In the past 7 years, up to and including the present, have you had a history of chemical dependency or substance abuse
that might affect your ability to competently and safely perform the essential functions of a practitioner in your area of
practice?

Have your ever been denied membership in any professional organization or chiropractic network, or have you ever
had your membership in any such organizations revoked, suspended, or not renewed?

In the past 7 years, up to and including the present, have you had a history of any physical or mental health problems
that would interfere with your ability to provide high quality professional services?

If you have ever been employed as a chirepractor by a military service, an HMO or any other health care
organization, was your employment ever terminated by the employer?

Are you currently being investigated or have you ever been sanctioned, reprimanded , or cautioned by a military hospital,
facility, or agency or voluntarily terminated or resigned while under investigation or in exchange for no investigation by a
hospital or healthcare facility of any military agency?

Have you ever been convicled of, plead guiity to, plead no conlest to, sanctioned, reprimanded, restricted disciplined
or resigned in exchange for no investigation or adverse action within the last ten years for sexual harassment or other
illegal misconduct?

Have you ever been the object of an administrative,, civil, or criminal complaint or investigation regarding sexual
harassment or other illegal misconduct?

Have there ever been, or are there currently, any professional or work-related claims, seftlements or judgments against
you, you & your employer and/or other third party, even if not resulting in monetary damages, or have you received any
notice of “Intent to File” or a “request for mediation™?

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Will practicing to the fullest extent of your licensure, qualifications, and privileges, with or withoul reasonable accommodation,

in any way pose a risk of harm to your patients?

-10-

Yes

No

No

No,

No

No

No

No

No

No

No,
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By applying for membership to Chiropractic Management Services (CMS), | hereby give my consent for CMS to inspect all
records and decuments that may be material to a complete evaluation of my professional qualifications and competence,
including patient records, and information requested from others regarding my professional credentials and qualifications.
| also give my consent to CMS to contact professional certification boards, State Regulatory, and Licensing Departments
and professional liability insurance carriers, as appropriate.

| also release from all liability the representatives of CMS for their acts performed in good faith and without malice in
connection with evaluating my application, credentials, and qualifications.

| also release from all liability all individuals and organizations who provide information to the representative of CMS in
good faith and without malice concerning my professional competence, ethics, character and other qualifications in
evaluating my application,

| also understand that submission of this application is in no way an acceptance as a CMS Provider and in no way implies
or guarantees membership and privileges provided by CMS.

| understand and agree that the burden of producing adequate information in a timely manner and for resolving doubts is
my responsibility.

Punderstand and aqree that the application will not be processed until the application is deemed complete by
CMS. It is my responsibility fo provicde a “complete” application. Once the application is considered complete |
understand | wili receive written notification of whether my application has been approved or denied by the credentialing
committee.

| also understand that | have the right to obtain information about the status of my credentialing application at any time by
contacting the provider relations department at CMS. [ further understand that | have a right to review the information that
is submitted to support my credentialing application with the exclusion of references, recommendations or other peer-
review protected information. This request must be made in writing to the Provider Relations department and | will receive
written correspondence in response to my request within 30 days of my request. | have the right to correct any erroneous
information in writing within 30 days from the date of decision by the credentialing committee.

| fully understand and certify that all information inciuded in this application is complete, accurate, and true. | understand
and agree that any misrepresentation, misstatement, or omissions may constitute grounds for exclusion or expulsion from
the CMS Chiropractic Panel whether or not they are discovered before or after membership privileges or network
participation has been awarded to me, may lead to suspension or termination of that membership and/for participation in
the CMS network,

DATE SIGNATURE OF CHIROPRACTOR
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I also understand that this application will not be accepted as complete unless the attachments listed below are
included:

1}  Application Fee of $200.00

2) Acurrent copy of my Chiropractic License from the State of Wisconsin Board of Examiners.
{with expiration date on it)

3) A current copy of my DEA Certificate (if applicable).

4) A current copy of the declaration page of my malpractice insurance.

5) A copy of my Chiropractic College Diploma.

8) A copy of my current CPR Certification.

7} A copy of my curriculum vitae

8) A copy of Patient Office Notes (these will be destroyed after review)

9) A Set of Patient X-Rays

10} Banking Information

11} W-9 Form

12) Any attachments as deemed necessary.
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CHIROPRACTIC MANAGEMENT SERVICES, LLC (CMS)

REQUEST FOR CERTIFICATE OF INSURANCE and CLAIMS HISTORY INFORMATION
As a Certificate Holder

TO:

Name of Insurance Company

Address City State Zip
RE:

Name of Insured Policy Number

Office Address City State Zip

I, the above named insured, authorize and request the above nained insurance company to provide to CMS, at the address below,
a certificate of insurance verifying my professional liability insurance coverage and including my policy number, expiration date,

and coverage limits, as well as my medical malpractice claims history report for no less than the last (5) years. With this, I
authorize CMS to be listed as a certificate holder.

Signature of insured Date

CMS, LLC

19435 W. Capitol Drive
Suite 103

Brookfield, WI 53045
Fax: 2062-547-4472

Note: This letter must forwarded to CMS LLC and your Insurance carrier simultaneously
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{Rav, Decamber 2011)

Depariment of the Treasu
In!gan'r;] Revenue Servica Y

Request for Taxpayer
Identification Number and Certification

Give Form 1o the
requaster. Do not
send 10 the IRS.

Name {as shown on your lncoma lax relum)

Buslness name/disregarded enllty name, I differenl from above

Check appropriale box for federal tax classilication:
[ 1namduaiisats proprister [ G Corporation

[7] Other fsea insbrustionsy >

{1 scomporation  [[] Partnersiip [] Trustestale

[0 Umited liability cornpany. Enter tiwe 1ax classiflcation (G=G carporallon, S=8 corporalion, P=parlaership) >

[T exempt payee

Address (number, sireat, and apl. or sulle no)

Requester's name and addrass {oplonal)

Cily, slate, and ZIP coda

Print or type
See Specific Instructions on page 2.

List account number(s) here [optional)

Taxpayer ldentification Numbher (TIN)

Part 1 §

Enter your TIN In the appropriata box. The TIN provided must match thas name glven on the "Name" line
to avold backup withholding. For Individuals, 1hls Is your soclal securily number {SSN). However, for a

resident allen, sole proprielor, or dlaregarded enllly, see the Part I Inslruciions on page 3. For other - -
emtilles, Itis vour employer identileation number (EIN). i you do nol have a number, ses How fo got a

TIN on page 3. B

MNote, If the account Is In more than one name, see 1he chart on page 4 for guidelines on whose

number to enter.,

| Soclal socurity numboer

Employer identillcatlon number

Certliication

Under penaitles of perjury, | cortify that:

1. The number shown on thls form s my correct taxpayer Identilicallon number (or | am walling for & numbor 1o bo lssued lo me}, and

2. | am not subJect to backup wilhholding because: (a) | am exempl from backup withholdling, or {b} | have not been nolifled by lhe Internal Revenua
Service (IAS) that | am subject to backup withholding as a rosult of a falture to report all Interest or dividends, or {¢) the IRS has notifled me Lhat | am

no longer subject to backup withholding, and
3. |am a WL.8. ¢illzen or olher U.S. person (deflned below).

Oertlifoation instruotlons. You must cross out item 2 above If you have baen notifled by the IRS that you are currently sublect lo backup withholding
because you have falled to report all Interes and dividends on your lax relurn. For real eslate transacllons, ltem 2 does not apply. For morigage
Interest pald, acquisitlon or abandonment of secured propaily, cancellallon of debt, contribulions to an Individual retiremeant arrangement (RA), and
generally, payments other than Interest and dividends, you are nol required to siga the cerlilteation, but you must provide your correcl TIN. See the

Instructions on page 4.

Sign Signature of
Here U.S. person >

Date

General Instructions

Saelion raferences are to the Inlernal Revenus Gods unless olhenwlse
noted.

Purpose of Form

A person who Is required to file an Informatton return with 1he JRS must
obtaln your correct taxpayer ldentiflcation number (1iN) to report, for
oxamplo, Income pald to you, real sslale transactions, mortgage Interest
you pald, acqulsition or abandonmant of sesured properly, cancellation
of debt, or contribulions you made to an IRA.

Use Form W-9 only If you are a U.S, person (ncluding a resldent
allen), to provide your corract TIN to the person requesling It (the
requesler} and, when applicable, to:

1. Carilfy that the TIN you are glving Is correat [or you are waltlng for a
aumber o be [ssued), ’

2, Cenlily that you are not subjact to backup withholding, or

3. Clalm exemption from backup withholding If you are a U.S. exompt
payea, if applicable, you are also certifying that as a U.S. person, your
allocable share of any partnarship income from a U.S, trade or business
Is nol subject to the withholdlng tax on forelgn pariners' share of
alfaclively connected Income,

Note, |t a requester gives you a form cther than Form W-9 to request
your TIN, vou must use the requester’s form If It Is substantially similar
to this Form W-9,

Definition of a U.S. person. For lederal tax purposes, you are
consldered a U.S. person if you are:

+ An Individual who is a U.S. cltizen or U.S. residant alen,

¢ A partnershlp, corporallon, company, or agsoclallon created or
organized In the Unlted Stales or under the laws of the United Slales,

» An aslate {othsr than a forelgn aslate), or
*» A domeslio trust (as defined In Regulallons secllon 301.7701-7).

Speclal rules for parinerships, Partnerships that conduct a trade or
business In the Unlled Stales are generally required to pay a withholding’
tax on any forelgn partners’ share of Incorie from such business.
Further, In cerlaln cases where a Form W-9 has not been recelvad, a
partnarship Is required to presume that a pariner (3 a forelgn persen,

and pay the withholding tax. Therefare, il you are a U.S. person thatis a
pariner In a partnership conducling a trade or business In the United
States, provide Form W-9 to the parinership fo eatabligh your U,S.
slatus and avold withholding on your share of parinership Income.
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The person who glves Form W-3 to the parinership for purposes of
establishing its U.S. status and avolding withholdIng on ils allecable
share of net Incoma fram the partnership condueling a lrads or business
In the United States Is In 1he followlng cases:

* The U.,S. owner of a disregarded entily and not the enfily,

+ The .8, grantor or othar owner of a grantor trust and not the trust,
and .

* The U.S. trust {othar than a grantor trust) and not the beneliclaries of
the trust.

Forelgn person. If you are a forelgn person, do not use Form W-9.
Instead, use the appropriate Form W-8 {sea Publigation 515,
Withholding of Tax on Nonresldent Allens and Forelgn Enlilles),
Nonresldent allen who becomes a resldent allen. Generally, only a
nonresident alien Individual may use the terms of a lax trealy lo reduce
or eliminate U.S. tax on ¢ertaln lypes of Income. However, most tax
{realles conlaln a provislon kaown as a “saving clause.” Exceptlons
speciflad In the saving clause may permlt an exemption from tax to
continue for certaln types of Incame even afler the payes has otherwlse
become a U.S. resident alien for tax purposes.

Il you are a U.S. resldent allen who Is relylng on an exceplion
contalned In the saving clause of a lax frealy lo clalm an exsmption
from U.8, tax on certaln lypes of Income, you must attach a stalement
to Form W-9 that speciiies the followlng five ltems:

1. The trealy country. Genarally, 1hls must ba the same trealy under
which you cfalmed exemptlon from 1ax as a nonresident allen.

2. The treaty arllclo addressing the income.

8. The artlcle number {or locallon) In the tax Ireaty that contalns the
saving clause and Its exceplions.

4, The type and amaount of Income that quallfles for the exemption
from {ax,

6. Sulfictent facts to fuslify the exemptlon from lax under the terms of
the trealy arlicle.

Example. Artlcle 20 of the U.8.-Chlna Income tax trealy allows an
exemption from tex for scholarship Income recelved by a Chinese
student temporarily prasent In the United States. Under U.S. law, ihs
student will bacome a resident allen for tax ptwposes If his or her stay in
the Unlted States excesds § calendar years. Howaver, paragraph 2 of
tha first Protocol o the U.8.-Ghina treaty (dated April 30, 1984) allows
the provistons of Article 20 to conlinue to apply even efter the Ghiness
sludent bacomes a resldent allen of the Unlted Stales, A Chinese
student who qualifles for this excaption {under paragraph 2 of the flrst
protocol) and Is relying on this excepllon 1o clalm an exemption from tax
on his or her scholarship or fellowshlp Income woutd altach to Form
W-9 a statement that Includes the Informatlon described above to
support that exemption.

If you are a nonresldent allen or a forelgn enlily not subject to backup
withholdIng, giva the requester the appropriate complated Form W-8.
What Is hackup withholding? Persons making cerlaln paymenils to you
must under certain conditlons withheld and pay lo the IRS a percentage
of such payments. This {s called “backup wilhholding." Payments that
may be sublect to backup withholdlng [nclude Intorest, tax-exempt
Interast, dividends, broker and barter exchange transaclions, rents,
royalllas, nonemployas pay, and cartaln payments from fishing boat
operators, Real eslate transactlens are not sublect lo backup
withholding.

You will not be subjest to backup wilhholding on payments you
recolve if you glve the requester your correct TIN, make the proper
?ertlﬂeallons. and report all your taxable Intersst and dividends on your

ax return,

Payments you recalve will he subject to baokup
withholding If:
1. You do not furnlsh your TIN to the requester,

2. You do not certify your TIN when requirad {ses the Part }
Instnuctions on page 3 for delalls),

3. The IRS lells the requester Lhat you furnished an Incorrect TN,
4, The IRS Iells you Ihat you are subject to backup withholding

because you did not report all your Interest and dividends on your tax
ralurn {for reportabla [nteres! and dividends only), or

6. You do nol cerilfy to the requester {hat you are not subjact to
backup wilhholding under 4 above {for reportable Interest and dividand
accounts opened after 1983 only).

Gertain payees and payments are exemp! from backup withholding.
See the Instructions bolow and the separate Instructlons for the
Requester of Form W-9.

Also see Special rules for partnerships on page 1.

Updating Your Information

You must provide updated Information to any person {0 whom you
clalmed {o be an exempl payss if you areé no longer an exempt payao
and anticlpals recalving reportable payments In the future from this
person. For example, you may nead to provide updated Informeation it
you are a G corporation that elecls to he an 8 corporation, or if you no
longer are tax exempt. In additlon, you must furalsh a new Form W-9 If
the name or TIN changes for the account, for example, If the grantor of a
grantor {rust dies.

Peonalitles

Fallure to furnlsh TIN. [f you fall to fumish your correct TIN lo a
raquester, you ara subject 10 a penaily of $50 (or each such fallure
unless your fallure s due ta reasonable cause and not to willful negtact,

Civll penalty for false Iformatlon with respeot to withholding. If you
make a false stalemenl wilh no reasonable baslis thal results In no
backup wilhholding, you ara subjecl to a $500 panally.

Criminal penalty for falslfylng Informatlon. Wiliiully falsifying
ceartifficallons or afllirmations may sublect you to criminal penalties
In¢luding flnes and/or imprisonment.

Misuse of TiNs. Il the requester discloses or uses Tils In violallon of
federal law, the requester may he subject to civil and criminal panalllas.

Specific instructlons

Name

If you are an Individual, you must generally enter lha name shown on
your income tax return. However, If you have changed your iast name,
for Instance, due to marrlags without Informing the Soclal Security
Adminlstration of the nams change, enter your first nams, the last name
shown on your soclal securily card, and your now last name.

{f tha account Is In Jolnt names, fist first, and then cirels, the nams of
the pereon or entily whose number you enlered in Part [ of the form,

Sole proprletor, Enler your Indlvidual name as shown on your Incoms
tax return on the "Name" line. You may enter your business, lrade, or
*dolng buslness as (DBA)” name on {he “Business name/disregarded
enlity name” line,

Partnershlp, & Corporallon, or S Corporatlon. Enter the enlily's name
on the "Name” line and any buslhess, lrade, or "doing business as
{DBA) name" on the "Business name/disregarded enlity namea® line,

Disregarded entity. Enter the owner's name on the “Name" ling. The
nama of the entlty entered on the "Name" llno shovld never ba a
disregarded enilly. The name on the "Nama" lne must be the name
shown on the income 1ax return on which the Incoma will bo reporled.
For example, If a forelgn LLG that Is treated as a disregarded entily for
U.S. federal tax purposes has a domestic owner, the domestio owner's
nama Is requlred to be provided on the “Nams" line. If the direct owner
of the entity [s also a disregarded entlly, enler the first owner that Is not
disregarded for federa) tax purposes. Enter the distegarded enllty's
name on lhe “Businass name/disregarded entlty name" {ine. If the owner
of lhe disregarded entily Is a forelgn person, you must complete ail
appropriate Form W-B.

Note. Gheck the appropriate box for the federal tax classiflcation of the
person whose nama Is entered on the "Name" [ine {individuat/sole
proprietor, Partnership, C Corporation, 8 Gorporation, Trust/estate),

Limited Llabliity Company {L.LC}. If the person ldentlited on the
“Name" lins |s an LLG, check the "Limlted lfability company” box only
and enter tho appropriate code for the tax classlflcatlon In the space
provided. if you are an LLG that Is trealed as a parinership for federal
tax purposes, enter “P" for parinership. If you are an LL:G that has filed a
Form 8832 or a Form 2553 o be taxed as a corporallon, enter "G" for
G corporatlon or "S" for S corporation, If you are an LLG that Is
disregarded as en enilly separale from Its owner undar Regulatlon
section 301.7701-3 (excepl for smployment and excise tax), do not
check the 1.1.G box unless the owner of Lhe LLG {requirad to be
Identliied on the "Namae" line} is ancther LLG thal [s not disregarded for
federal tax purposes, i the LLG Ts disregarded as an entity separalo
from [ts owner, enter the appropilate tax classification of the cwner
Idenlified on the "Name" line. .
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Olher enthiles. Entor your business name as shown on requlred federal
tax documents on the "Name” fine. This name should match the name
shown on the charter or other legal document crealing the enitty, You
may enter any busingss, trade, or DBA name on the "Business namea/
disregarded entlty name" ilite.

Exempt Payee

If you are exempt from backup withholding, enter your namae as
describad above and chesk the appropriate box for your slatus, then
cheak the "Exempt payes” box In tha line following the “Business name/
disregarded enlily nams,” slgn and date the form.

Generally, Indlviduals {including sole proprietors) are not exempt from
backup withholdlng. Gorporatlons are exempt fram backup wiihholding
for certaln payments, such as Interest and dividends.

Nota, if you are exempt from backup wilhholding, you should stlll
complete 1his form to avold possible erroneous backup withholding.

The followlng payess are exempt from backup withholding:

1. An organlzatlon exempt from 1ax under secilon 501(a), any IRA, or a
cuslodlal account under seclion 403{)(7) If the account saltisfles the
requlrements of section 4¢3 ()(2},

2, The Unlted States or any of Its aganclas or inslrumentlallties,

3, A slate, 1he Dislrict of Columbls, a possession of the United States,
or any of Lhelr political subdlvistons or Instrumentalliles,

4. A forelgn government or any of [ls politleal subdivisions, agencles,
or Inslrumentallties, or

5. An infernatlonal organization or any ¢f lls agencles or
Instrumentatilles.

Otlher payees that may be exempt from backup withhalding Include:
8. A corporatlon,
7. A lorelan central bank of Issue,

8. A dealer In securillas or commedities required to reglster In the
United States, the Disldct of Golumbla, or a possassion of the United
States,

9. A futures commlsslon merchan! registered with the Commodily
Futures Trading Commisslon,

10, A roal astate investment trual,

11, An entily registered at all times during the tax year under the
Invesiment Company Act of 1940,

12, A common trust fund operated by a bank under secilon 584(a),

13, Aflnanclat Institulfon,

14, A middieman known In the Invesiment communlly as a nominee or
custodlan, or

15. A trust exempt from tax under secllon 684 or dascribed In secllon
4947,

The following chart shows types of payments lhat may be exempl
from baskup withholding. The chart applles to tha exempl payees iisted
above, 1 through 15,

THEN tha payment [s exempt
for...

IF the payment Isfor...

All exempl payees except
for 8

Interest and dividend payments

Exempt payses 1 through b and 7
through 19, Alse, C corpoeralions.

Brokear Iransactions

Barter exchange transactions and | Exempt payess 1 through &

patronage dividends

Payments over $600 requlred to be | Ganerally, exempt payees
reporlad and direct sales aver 1 through 72
$5,000 '

' See Form 1089-MISC, Miscellaneows Tncome, and lis Instructions.

2Howavsr, tha following paymants made to a corporation and reporlable on Form
1089-MISC are not exempt from backup withholdIng: madical and health caro
payments, atlorneys' [¢es, gross praceeds pald to an atlornoy, and payments for
services pald by a federal execulive agency.

Part 1. Taxpayer Identification Number (TIN)

Enter your TiN n the appropriate box. Il you are a resldent allen and

you do not hava and are not eliglble 1o get an SSN, your TiN is your IRS

Individual taxpayer identification number {TIN). Enter it In tha soclal

Ee?urlty numbsr box, If you do nol have an ITIN, 3s0 How to geta TIN
alow, :

If you are a sole proprietor and you have an EfN, you may enter elther
your SSN or EiN. However, the IRS prefers that you use your SSN.

If you are & single-rmember LLG that is dlsregarded as an enlily
soparate from [ts owner (see LimMted Liabllity Company (LLC) on page 2),
onter the owner's SSM (or EIN, If the owner has ons). Do not enter the
disregarded entily's EIN. If tha LLC Is classlifed as a corporatlon or
parlnershlp, enter the entity's EIN.

Note. See the charl on page 4 for further clarification of name and TIN
combinations.,

How to get a TIN, If you do not have a TIN, apply for ons Immadlately.
To apply for an 83N, get Form S8-5, Application for a Soclal Securlly
Card, from your {ocal Soclal Security Adminlsteation oftlce or gel this
farm onlfine at wwv.ssa.gov, You may also gel fils form by calling
1-800-772-1213. Use Form W-7, Application for IRS Individual Taxpayer
{dentification Numbsr, o apply for an ITIN, or Form 8S-4, Applicatlon for
Employer Identiflcation Number, la apply for an EIN. You can apply for
an EIN online by aceessing the IRS webslta at wvav. frs.govibusingsses
and clicking on Employer [dontificalion Number {EIN) under Staring a
Buslness. You can get Forms W-7 and SS-4 from the IRS by vislling
IRS.gov or by calling 1-800-TAX-FORM (i-800-820-3678).

If you are asked 1o complote Form W-9 but do not have a TIN, wdle
“Applied For” In the space for the TIN, glgn and data the form, and give
It ta lhe raquester, For Interest and dividend paymenls, and cerlaln
payments made with respect 1o readlly tradable instruments, generally
you will have 60 days lo get a TIN and glva It to the requester hefore you
are subjecl to backup withholding on paymente. The 60-day rule dass
not apply te olher lypes of paymenls. You will ba subject to backup
withhelding on &ll such payments untll you provide your TiN to the
requester.

Note. Entering "Applled For" means that you have already applled for a
TIN or thal you Intend Lo apply for one soon.

Cautlon; A disragarded domestic enlity that has a foreign owner mist
use the appropriate Form W-8.,

Part ll. Cerlification

To establish to the withholding agent that you are a U.S. person, ot
resideni atien, sign Form W-9. You imay be requested to slgn by the
withholding agent even If llem 1, below, and items 4 and 5 on page 4
Indicate otherwise.

For a Jolnt account, anly the person whass TIN Is shown In Part |
should slgn (whon requived). In the case of a disregarded entily, the
person ldentified on the "Name” Hine must sign. Exempt payess, ses
Exempt Payao on page 3.

Slgnatura requiremaiis. Complete the cerlilication as indicated In
Items 1 through 3, below, and items 4 and 6 on page 4,

1. Interest, dividend, and barter exc¢hange accounts opened
bofore 1984 and broker accounts conslderad aative during 1983,
You must give your correct TIN, but you do not have o sign the
carlificallon.

2. Interest, dividend, broker, and barler exchange accounts
opened after 1983 and broker accounts consldered Inactive during
1983, You must slgn the certiflcation or backup withholding vAll apply. If
you ara subject to backup withholding end you are merely providing
your correct TIN to the requester, you must cross out item 2 In the
cartiflcailon bafore slgning the fom.

3. Real eslate ransactons. You must sign the certiflcatton, You may
cross oul [lem 2 of the cerdiflcation.
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4. Olher payments. YYou must glya your correct TIN, but you do not
have to slgn the cerlificallon unlass you have been nollffed that you
hava previously alven an Incorrect TIN, “Other payments® include
payments made In lhe course of the requester's trade or business for
raruls, royaltles, goods (ather than bills for merchandise), medical and
heallh care seivices (ncluding payments to corporations), payimonts to
a nonemployéae for seivices, paymients to cerlaln flshing boat craw
merbers and fishermen, and gross proceads pald to atlomeys
(ncluding paymants to corporations).

6. Morlgage Interest pald by you, acqulistiion or abandonment of
secured property, cancellatlon of debt, quallitad tullion pragram
payments (under seotlon §29), IRA, Coverdell ESA, Arahar MSA or
HSA contrihullens or distribullons, and penalen distributions, You
rust give your correct TIN, but you do not have to slgn the cerlification,

What Name and Number To Give the Requester

For this bypo of acaount; Qlve nama and SSN of:

1. Indbvidual The Individual
2. Two or more individua’s (olnt The ac¢lual owner of the account or,
acgotink) 1t combined funds, Tho first

Individual on the ascounl '

3. Gustodlan account of a minor The minor?

{Uniform Gift to Minors Act)

4. & The usual ravocable savings
leust (grantor Is also trustee)
b, So-cealled trust accounl that ks

The granter-trusles '

The actual owner'

not a legal or valld trust under
state Jaw

b. Sole propretorship or disregarded | The owner*
antity owned by an Individual

6. Grantor trust filing under Optlonal The granlor*

Form 1099 Filing Melhod 1 (seo
Regulation seclion 1.671-4{b}2))A)

For this type of accounl GQlve name and EIN of:
7. Dlsregarded snlity nol owned byan | The owaer
Indeeldual

8. A valid trusl, estate, or panslon trusl | Legal entlly *

8. Corporallon or LLG elecling ‘The corporation
corporale slalus on Forn 8832 or
Foim 2653

10, Assoclallon, club, rellglous,
charilable, educational, or olher
tax-exempt organizatton

1. Perdnership or muitl-member LLG
12. A broker or raglatered nomines

13. Aseount with the Dapariment of
Agricullure In the name of a publlc
enlity (auch as & stats or local
governmenl, school distdet, or
prison) lhat recelvas egrisuliural
pragram payments

14, Grantor trust fillng vader the Form
1041 Flilng Method or the Optional
Form 1099 Fillng Mathod 2 (see
Regulation section 1.671-4{}2)E)

The organization

The parlnership
The broker or nomineo

Tha publio entity

The lrust

' s Mret and gircla the nams of tha persen whosa number yolt furnish, I ondy one pamsenone
Joint acoount has an S5N, thal person's pumber must be furrished.

#Clicto tho minor's nama and fumish tha minor's S3N,

Yot must show yolx Individual name end you may also enlter your buslness or "DBA” nama on
Lha *Buslness name/disregarded entity™ nanse Iine. You inay use etther your SSN or EIN (f you
hava ona), it Lhe IRS encourages you ta use your SSH.

“Uist first and circte the name of U trust, estato, o penston frust. [Do fiot humish the TINof tha
personal representative of trustes Uniess the legal enlity tsell s not desfgnaled Intha account
title:) Also 580 Speclal avies for partnersiips on pags 1,

"Hote, Qranter also misst provide a Form V-4 to Lustes of sl

Note. Ifna name s clrcled whan more than one name Is listed, the
number will be consldered to be that of the first name lsted.

Secure Your Tax Records from [dentlty Theft

Idenlity thelt occurs when someone uses your personal Informalion
such as your name, soclal secwily number (SSN), or other Identifying
Information, without your pernilsslon, to commlt fraud or other crimas.
An Identlly thief may use your SSN to get a Job or may fils & tax relurn
using your SSN to recelve a relund.

To reduce your risk:
* Protect your SSN,
» Ensure your employer Is protecting your 85N, and
* Bo careful when choosing a tax proparer.

IF your lex records are affected by identlly theft and you recslve a
notlce from the NS, respond right away to the name and phone number
printed on the IRS notice or (altar,

I your tax records are not currently affecled by identily theft but you
think you are al rlsk due to a lost or stolen purse or wallet, questionable
¢redil card aclivily or eredll raporl, conlact the IRS Idenllly Thelt Hotilne
at 1-300-908-4490 or submit Form 14039,

For moro Informallon, see Publicallon 4535, Idenlily Theft £ravenllon
and Victim Asslstance,

Viclims of Identity iheft who are expetiencing economlo harm or &
system problem, or are seeking help In resolving lax problams that have
not been resolved through normal channels, may be eligible for
Taxpayer Advocale Service (TAS) asslstance. You can reach TAS by
calling the TAS toll-fres case Intake ling at 1-877-777-4778 or TTY/TOD
1-800-829-4059.

Protect yourself from suspiclous emails or phishlng schemes.
Phishing Is the creatlon and use of email and wabsltes deslgned o
mimls legitimate busiess emalls and wabsites, The most common acl
Is sending an emall to a user falsely clalming 1o be an established
legltimate enlerprisa In an altempl to scam the user Into surrendarlng
piivate Information that will be used for identity theft.

The 1RS does not inTilate contacts with faxpayers vla emalls. Also, the
IRS does not request personal detalled Informalion throurgh emall or ask
laxpayars for the PIN numbers, passwords, or almllar secrsl access
Informatlen for thelr eredit card, banl, or other financlal accounts.

Ifyau recelve an unsollchied emall clalming to be from the RS,
forward thls message lo phishing@lrs.gov, You may also report misuse
of the IRS name, logo, or other IRS properly to the Treasury Inspector
Genaral for Tex Administration at 1-800-366-4484, You can forward
susplelous emalls to the Federal Trade Commisston al; spam@uce.gov
or contact tham al www. fi¢.goviidiheft or 1-877-IDTHEFT
(1-B77-438-4338).

Vislt IRS.gov to learmn mora about Identily theft and how to reduce
your risk.

Privacy Act Notlce

Saction 6109 of tho Inlernal Revenue Code requires you to provida your correst TIM to persc;ns (Including federal agancles) who aro required to hie informatlon returns with
tho IRS to report Inlerest, dividends, or ceraln olher income paid 1o you; mortgage Interest you pald; the acquisition or abandonment of secured proparly; the cancellation

of debl; or contributlons you made to an IFA, Archer MSA, or HSA. The
reporiing the abova Information, Routine uses of thls Information Ingl

of Columbla, and U.8. possesslons for usa In administerdng thalr Iaws. The Informalto

person colleciing th’s form useés the Infemation on the form to file Infornation refurns with the IRS,
ude giving It to the Department of Juslics for civil and criminal litgation and o ¢llles, slates, the Distrdct
n also may be disclosed 10 olher cotnlres under a lreaty, to faderal and state agencles

Lo onforce civll and criminal laws, or to federal law enforcemsnt and Inle!llgence agencles fo combal terrerlsm, You must provide your TIN whether or not your are required lo
file & {ax ralum, Under sectlon 3408, payers must generally wilhhold & parcentage of taxable Interest, dividend, and cedaln other payments to a payes who doas not glve a
TIN to the payer, Certain penalties may alse apply for providing falsa or fraudulent Information,




