Enfity: LICENMSING BOARD (ROCKVILLE, MD)} | User: boardadmin Sign Out

REPORT INPUT FORM thi DataBank

GOVERNMENT ADMINISTRATIVE: Initial Report

Hide Public Burden Statement
OMB # 0915-0126 expiration date 05/31/16

Public Burden Statement: An agency may not conduct or sponsor, and a person is not reguired to respond to, a
collection of information unless it displays a currently valid OMB control number. The OMB control number for this
project is 0915-0126. Public reporting burden for this collection of information is estimated to average 45 minutes fo
complete the forms, including the time for reviewing instructions, searching existing data sources, and completing and
reviewing the collection of information. Send comments regarding this burden estimate or any other aspect of this
collection of information, including suggestions for reducing this burden, to HRSA Reports Clearance Officer, 5600
Fishers Lane, Room 10-29, Rockville, Maryland, 20857

1. Subject Information

PRACTITIONER INFORMATION Help 7 )

Please provide as much information as possible to make your report easier for other registered organizations to
find. Your report may help inform decisions about practitioners under consideration for actions such as
employment, licensing or privileging.

We have pre-populated the practitioner information from the most recent report. Please review all
pre-populated information for accuracy.

Personal Information

Practitioner Mame

Last Name First Name Middle Name Suffix (Jr, 1)
MANN ANITTA

Add another name used




Entity: LICENSING BOARD (ROCKVILLE, MO} | User: boardadmin Sign Out

REPORT INPUT FORM :;--DataBank

Gender

i Male @ Female © Unknown

Birth Date

01 /01 /1982

Is Subject Deceased?

@ Mo O Unknown O Yes

—Home AddressifAddress of Record

Street Address: 5600 FISHERS LN

Address Line 2

City: ROCKVILLE

State: MD Maryland [=]
ZIP Code: 20852 -1750 o
Country:

(if U.5., leave blank)




Entity: LICEMSING BOARD (ROCEVILLE, MD} | User: boardadmin Sign Out

REPORT INPUT FORM -#--fDataBank

—Work Information

[1Check here if the practitioner's work information is the same as your organization.

Organization
Name: LICENSING BOARD
Type: CHOOSE OME FROM LIST =]

Click _wHelp 2 J for information on filling out non-U.5. and military addresses.

Address

Street Address: 123 CEDAR LAME
Address Line 2

City: ROCKVILLE

State: MD Marytand [=]
ZIP Code: 20857 -0001 i
Country:

(if U5, leave blank)

— Social Security Numbers (SSN)

FEEEAA Edit
Add another SSMN




Entity: LICENSING BOARD (ROCKVILLE, MDY} | UWser: boardadmin Sign Ouf

REPORT INPUT FORM -'#--DataBank

—Individual Taxpayer ldentification Numbers (ITIN)

Add another ITIN

—Federal Employer ldentification Numbers (FEIN)

Add another FEIN

— National Provider ldentifiers (NPI)

Add another NPI

— Drug Enforcement Administration (DEA) Numbers

AMI11111111
Add another DEA Number

—Unique Physician Identification Numbers (UPIN)

Add another UPIN




Entity: LICEMSING BOARD (ROCKVILLE. MD} | User: boardadmin

REPORT INPUT FORM

Sign Out

1k

~DataBa

*n

Select an Occupation or Field of Licensure
Enter a keyword or phrase to find matching occcupations. (Example: "counselor”)

()

Search |

Recently Used
Podiatrist
Physician
Physician (MD)
Physician Resident (MD)
Osteopathic Physician (DO)
Osteopathic Physician Resident (DO)
Murse - Advanced, Registered, Vocational or Practical
Registered Nurse
Murse Anesthetist
Nurse Midwife
Murse Practitioner
Licensed Practical or Vocational Nurse
Clinical Murse Specialist

Other Murse Occupation - Not Classified, Specify
Don't see what you're looking for?

MName of
AffiliatadlAccnriatad




Entity: LICEMSING BOARD (ROCENMILLE, MDY}y | UWser: boardadmin Sign Cout

REPORT INPUT FORM “"-=DE1tElBE11‘1k

—QOccupation And State Licensure Information

Add information for at least one state license.

License 1
Other Mame for Occupation
Occupation/Field of Licensure {Optional)
Podiatrist
State License Mumber
MD Maryland [*] sLA6 [] Unlicensed / No license number for

this occupation

Add occupationfield of licensure

—Professional Schools Attended
The form will suggest schools as you type. Please choose the matching school or enter the complete

school name.
Year of
School Name: Graduation (YY)
|LJr~«JI‘-.fERSIT".'r OF THE FDD‘I1 2005

Add another Professional School




Entity: LICENSING BOARD (ROCEVILLE, MD} | User: boardadmin Sign Ceut

REPORT INPUT FORM “"“DﬂﬁlBﬂl’lk

—Health Care Entities With Which the Subject is Affiliated or Associated
Inclusion of an affiliated/associated health care entity in this report does not imply complicity in the
reported action. Click Help 7 i for information on filling out non-U.5. and military addresses.

Mame of
Affiliated/Associated FOOTCAREINC|
Health Care Enfity:

Address

Street Address:

Address Line 2:

City:

State: CHOOSE OMNE FROM LIST [=]
ZIP Code: 1 _,.-"

Country:
(if U.5., leave blank)

Haow is the subject of this report related to the affiliated entity?
The subject is 8 |CHOOSE OME FROM LIST (]

Add another Affiliate

[[] Check this box if you wish to add/update this subject in your subject database for Help 7
use in future gueries and’or reports. Duplicate enfries in your subject database may
result in duplicate queries. You will be notified of potential duplicate entries prior to
completing this subject eniry.

|: Continue to Action Information — I Store as a Draft - :]




Enttty: LICEREING BOARD (ROCHVILLE, MO} | Ussr: bosssdmin Elgn Dt

REPORT INFUT FORM DﬂtﬂB El]'ll‘{

GOVERNMENT ADMINISTRATIVE: Initial Report

Showy Public Burden Statement

1. Subject Information 2. Action Information

ADVERSE ACTION INFORMATION Help 7

—Adverse Action Classification Codes
F'E.EISE select the u:.atﬂ;u::qr rEIatE:I to the action(s) you are rE|:-:|rIing'

heallh Care program, mt:ludlng State nurse aide registry findings

(inclodes, Dt ks not limiied fo, Emineton or suspension of carificebon agreement or conbrect Tor pariicipation In & Federal o
Efmbe hmsith care program, koss of ar fght bo apoly for or meney ceffScabon agreement or comirect, any negehse acion o
Tinding that iz moiziicly svalabie relsted io cerfificsiion sgeesrent or oontrect, =bc)

Gelect up to five adverse action classification codes from one of the action categories and dick
Continue.

Mote: Any existing sefections can be changed.

O Termination of Medicare or Other Federal Health Care Program Participation {1510)

O “oluntary Termination of Medicare or Other Federal Health Care Program Participation After
Motification of Investigation or Discaplinary Action (1512)

O Monrenewval of Medicars or Cther Federal Health Care Program Participation Agreement for
Cause (1513)

O “olurtary Termination of Medicaid or Other Siate Health Care Program Participation After
Motification of Investigation or Discaplinary Action (1517)

O Monrenewsal of Medicaid or Cther State Health Care Program Participation Agresment for
Cause (1513)

O Denial of Initisl Application {152

O Civil Money Penalty Imposad by a Federal or State Health Care Program (1531)

O Adrninistrative Fine'Maonetary Pensity Imposed by 3 Federal or State Health Care Program
{1533)

O Termination of Medicaid or Other Siate Health Care Program Participation {15517

O Employment Cisgualification Based on Finding in State Murse Aide Registry [1255)

O Negative Finding or Listing in 3 State Health Care Practitioner Registry {1556)

O Action Imposed by Medicaid or Other State Health Care Program - Mot Classified, Specify
{1578)

O Cther Action Imposed by Medicare or Other Federal Health Care Program - Mot Classfied,
Specify (1388)

0O Other Certification Action - Mot Classified, Specify {1598)

o+ Other adjudicated action or decision
{m formal or cifclel finel aciion which Indudes. dus proc=ss =nd ks nelsted {0 hesith cane delvery or papment, Including =

personnekreiaied schions such a5 suspension withoot pay, reducion o pay, neduchan In grads dor cause, i=mineton or obher
compannieE scion. Thic cpecifically sxcludsc clinical privilagss and pans membership acionc.)




Entity: LICENSING BOARD (ROCKWILLE, MO) | UWear: boardadmin 2lgn Ot

REPORT INPUT FORM thi DﬂtﬂB dall

GOVERNMENT ADMINISTRATIVE: Initial Report

Show Public Burden Statement

1. Subject Information 2. Action Information

ADVERSE ACTION INFORMATION Help 7

—Adwverse Action Classification Codes

FPlease select the category relaied fo the action{s) you are reporiing:

il Actions related to certification agreements or contracts for participation in a Federal or State
health care program, including 5tate nurse aide registry findings

(ncludes, bul l= not Imied io. termination or susgenslon of cerffization agreement or caniract for particlpation in 3 Fedaral ar
8ta%e health care program., loss of o fght to apply far of renew certification agreemsant or conract, any negative action ar
findimg that k= publicly avallablz relafad bo cerficalion agreemsani or contract, atc.)

@ Other adjudicated action or decision

"""" (a Tormal ar ofcial Anal acfion which Includes Sue process and I8 relatad to healh care dellvery or payment, Including 3
parsonnisl-r2izled aclons swch a8 susgension wihowt pay, raduction In pay, raduction In grads far causs, 1eminason or ather
comparabie action. This specifically excludes clinlcal privilages and pansl memberehip acflons.)

Select up to five adwerse action classificetion codes from one of the action categories and click
Continue.

Mote: Any existing selections can be changed.

[0 Contract Termination (1521)

O Administrative Fine/Monetary Penalty (1536)

[ Civil Money Penalty (1538

O Disqualification of Clinical Investigator From Receiving Investigational Products (1552
[ Personnel Action - Employee Termination (1581)

O Personnel Action - Employee Suspension {1563)

O Personnel Action - Mot Classified, Specify (1588)

O Other Adjudicated Action or Decision - Mot Classified. Specify (1588)




Entity: LICEMSING BOARD (ROCKWILLE, MO) | Ueer: koardzdmin 2lgn Quf

REPORT INPUT FORM "DﬂtﬂB EiIlk

—Basis for Action

Select a Basis for Action
Enter a keyword or phrase to find matching bases. (Example: "failura")

Search |

Mon-Compliance With Reguirements
Clinical Privileges Restricted, Suspended or Revoked by Another Hospital or Health Care
Facility
Debarment From Federsl or State Program
Diefault on Hesalth Education Loan or Scholarship Obligations

Employing or Contracting With Individuals or Entities Excluded From a Federal or State
Health Care Program

==

Exclusion or Suspension From a Federal or State Healih Care Program

Failure to Maintain Adequate or Accurate Records

Failure to Maintain Records or Provide Medical, Financial or Other Required |nformation
Failure to Perform Contractual Obligations

Failure to Repay Owverpayment

License Rewocation, Suspension or Other Disciplinary Action Taken by a Federal, State or
Local Licensing Authority

Practicing With an Expired License

Prartinimm Whrdt o | irancas
Dion't see what vou're looking for?

2 Wes, with conditions (reguires a Revision to Action Report when status changes)
 No




Entity: LICENSING BOARD (ROCKVILLE, MD} | User: boardadmin Sign Ot

REPORT INPUT FORM ~'j-'='DEltElBal‘11(

Choose a basis for action that best describes the reason for the action.

—Basis for Action 1

Basis for Action
Clinical Privileges Resiricted, Suspended or Revoked by Another Hospital or Health Care Facility

Add basis for action

— Adverse Action Information

Hame of Agency or Program that Took
the Adverze Action Specified in This ABCD
Report:

Date action was taken:
12/ 03/ 2014

Date action became effective:
12703/ 2014

Length of Action:
@ Permanent
 Indefinite/Unzspecified
i Specific Pericd
Iz Reinstatement Automatic at Completion of Adverse Action Period?
¥ Yes
%es, with conditions {requires a Revision to Acficn Report when status changes)
" MNo
Total Amount of Monetary Penalty,
Assessment and/or Resfitution or fine: 5|

(Format NNNMNN.NN) Mote: If no amount, leave this field blank.




Entity: LICENSING BOARD (ROCKVILLE, MO} | User: boardadmin Sign Oust

REPORT INPUT FORM -'j-'='DEltElBal‘1](

Iz the Action on Appeal?
o Yes
Mo
Z Unknown
Date of Appeal: | 12 7 03 /2014 |

Description of Subject's Actis) or Omission{z} or Other Reazons for Actionis) Taken

and Description of Action(s) Taken by Reporfing Entity

Mote: Do not reference any personal identification information {e.g., names) of anyone other than
the subject of this report. The description must include sufficient zpecificity to enable a
knowledgeable reviewer to determine clearly the circumstances of the actionis) or surrender. Refer
to Eepording, Submitling a Factually-Sufficient Marrative, for detailed informafion.

Provided bad foot care |

There are 3977 characters remaining for the description.

Spell Cheok




Entity: LICENSING BOARD (ROCKVILLE, MD) | User: boardadmin Sign Qut

REPORT INPUT FORM f"!:‘DataB ank

Entity Internal Report Reference

This optional field allows your entity to include an internal file number or other reference information to
help you identify this report in your files. This information is not used by the Data Bank, but it will be
provided on copies of the report sent to queriers.

Entity Internal Report

Reference:

(e.g., claim number)

Customer Use

This optional field may be used by the submitter to identify this transaction. This information is
returned without modification and only appears on the response returned to your organization.
Customer Use:

- T4 ™,
| Continue to Certification - | Store as aDraft - |
p. A A




Sign Out

~Databan

Entity: LICENSING BOARD (ROCKVILLE, MD) | User: boardadmin

REPORT INPUT FORM

GOVERNMENT ADMINISTRATIVE: Initial Report

Show Public Burden Statement

1. Subject Information H 2. Action Information 3. Certification

—Certification
| certify that | am authorized to submit this transaction and that all information is true and correct to

the best of my knowledge.
Authorized Submitter's Name:  JANET DOE

Authorized Submitter's Title: BOARD OFFICIAL

Authorized Submitter's Phone. 5555555555 Ext
Date: 12/03/72014

[ Submit to Data Bank -.j[ Store as a Draft -.j

Return to Options




wDataBank

P.O. Box 10832
Chantilly, VA 20153-0832

http://www.npdb.hrsa.gov

DCN: 5950000090960767
Process Date: 12/ 03/ 2014
Page: 1 of 3

MANN, ANl TTA

For authorized use by:

LI CENSI NG BOARD

MANN, ANITTA
LICENSING BOARD

GOVERNMENT ADMINISTRATIVE ACTION

Initial Action

- TERMINATION OF MEDICARE OR OTHER FEDERAL
HEALTH CARE PROGRAM PARTICIPATION

- CIVIL MONEY PENALTY IMPOSED BY A FEDERAL OR
STATE HEALTH CARE PROGRAM

Date of Action: 12/03/2014

Basis for Initial Action

- CLINICAL PRIVILEGES RESTRICTED, SUSPENDED OR
REVOKED BY ANOTHER HOSPITAL OR HEALTH CARE
FACILITY

A.REPORTING Entity Name: LI CENSI NG BOARD
ENTITY Address: 123 CEDAR LANE
City, State, Zip: ROCKVI LLE, MD 20857- 0001
Country:
Name or Office: JANET DCE
Title or Department: BOARD OFFI Cl AL
Telephone: (555) 555-5555
Entity Internal Report Reference:
Type of Report: | NI TI AL
B.SUBJECT Subject Name: MANN, AN TTA
IDENTIFICATION Other Name(s) Used:
INFORMATION Gender: FEMALE
(INDIVIDUAL) Date of Birth: 01/ 01/ 1982

Organization Name:

Work Address:

City, State, ZIP:

Organization Type:

Home Address:

City, State, ZIP:

Deceased:

Federal Employer Identification Numbers (FEIN):
Social Security Numbers (SSN):

Individual Taxpayer Identification Numbers (ITIN):
National Provider Identifiers (NPI):

Professional School(s) & Year(s) of Graduation:
Occupation/Field of Licensure (Code):

State License Number, State of Licensure:

Drug Enforcement Administration (DEA) Numbers:
Unique Physician Identification Numbers (UPIN):
Name(s) of Health Care Entity (Entities) With Which Subject Is
Affiliated or Associated (Inclusion Does Not Imply Complicity in
the Reported Action.):

Business Address of Affiliate:

City, State, ZIP:

Nature of Relationship(s):

LI CENSI NG BOARD

123 CEDAR LANE

ROCKVI LLE, MD 20857- 0001

CHI ROPRACTI C GROUP/ PRACTI CE (361)
5600 FI SHERS LN

ROCKVI LLE, MD 20852-1750

NO

*kk_kk_ 1111
UNI VERSI TY OF THE FOOT (2006)
PODI ATRI ST

SL56, MD
AML11111111

FOOTCAREI NC

CONFIDENTIAL DOCUMENT - FOR AUTHORIZED USE ONLY



DCN: 5950000090960767
the DataB ank Process Date: 12/ 03/ 2014
Page: 2 of 3

P.O. Box 10832 MANN, ANl TTA
Chantilly, VA 20153-0832 For authorized use by:

LI CENSI NG BOARD

http://www.npdb.hrsa.gov

C.INFORMATION Type of Adverse Action: GOVERNVENT ADM NI STRATI VE
REPORTED Basis for Action: CLI NI CAL PRI VI LEGES RESTRI CTED, SUSPENDED OR REVOKED BY
ANOTHER HOSPI TAL OR HEALTH CARE FACILITY (A8)
Name of Agency or Program
That Took the Adverse Action
Specified in This Report: ABCD
Adverse Action
Classification Code(s): TERM NATI ON OF MEDI CARE OR OTHER FEDERAL HEALTH CARE
PROGRAM PARTI Cl PATI ON (1510)
ClVIL MONEY PENALTY | MPOSED BY A FEDERAL OR STATE HEALTH
CARE PROGRAM (1531)
Date Action Was Taken: 12/03/2014
Date Action Became Effective: 12/ 03/ 2014
Length of Action: PERMANENT
Total Amount of Monetary Penalty,
Assessment and/or Restitution: $ 1. 00
Is Subject Automatically Reinstated After
Adverse Action Period Is Completed?: YES
Description of Subject's Act(s) or Omission(s) or Other

Reasons for Action(s) Taken and Description of Action(s) Taken

Subject identified in Section B has appealed the reported adverse action.
Date of Appeal: 12/03/2014

D. SUBJECT P e . . , . s .
STATEMENT If the subject identified in Section B of this report has submitted a statement, it appears in this section.
E. REPORT STATUS Unless a box below is checked, the subject of this report identified in Section B has not contested this report.

[ ] This report has been disputed by the subject identified in Section B.

|:| At the request of the subject identified in Section B, this report is being reviewed by the Secretary of the
U.S. Department of Health and Human Services to determine its accuracy and/or whether it complies with
reporting requirements. No decision has been reached.

|:| At the request of the subject identified in Section B, this report was reviewed by the Secretary of the U.S.
Department of Health and Human Services and a decision was reached. The subject has requested that
the Secretary reconsider the original decision.

|:| At the request of the subject identified in Section B, this report was reviewed by
the Secretary of the U.S. Department of Health and Human Services. The Secretary’s decision
is shown below:

Date of Original Submission: 12/ 03/ 2014
Date of Most Recent Change: 12/ 03/ 2014

CONFIDENTIAL DOCUMENT - FOR AUTHORIZED USE ONLY




DCN: 5950000090960767
the DataB ank Process Date: 12/ 03/ 2014
Page: 3 of 3

P.O. Box 10832 MANN, ANl TTA
Chantilly, VA 20153-0832 For authorized use by:

LI CENSI NG BOARD
http://www.npdb.hrsa.gov

This report is maintained under the provisions of: Section 1921

The information contained in this report is maintained by the National Practitioner Data Bank for restricted use under the
provisions of Section 1921 of the Social Security Act, and 45 CFR Part 60. All information is confidential and may be used only for
the purpose for which it was disclosed. Disclosure or use of confidential information for other purposes is a violation of federal law.
For additional information or clarification, contact the reporting entity identified in Section A.

END OF REPORT

CONFIDENTIAL DOCUMENT - FOR AUTHORIZED USE ONLY



Entity: LICENSING BOARD (ROCKVILLE, MD) | User: boardadmin Sign Out

REPORT INPUT FORM -'-"wDataBank

GOVERNMENT ADMINISTRATIVE: Initial Report

Hide Public Burden Statement
OMB # 0915-0126 expiration date 05/31/16

Public Burden Statement. An agency may not conduct or sponsor, and a person is not required to respond to, a
collection of information unless it displays a currently valid OMB control number. The OMB control number for this
project is 0915-0126. Public reporting burden for this collection of information is estimated to average 45 minutes to
complete the forms, including the time for reviewing instructions, searching existing data sources, and completing and
reviewing the collection of information. Send comments regarding this burden estimate or any other aspect of this
collection of information, including suggestions for reducing this burden, to HRSA Reports Clearance Officer, 5600
Fishers Lane, Room 10-29, Rockville, Maryland, 20657.

1. Subject Information

SUBJECT INFORMATION Help 7

We have pre-populated the practitioner information from the most recent report. Please review all
pre-populated information for accuracy.

Organization Information
Organization Name

FOOTCAREINC.

Add another name used




Entity: LICENSING EQARD (ROCKVILLE, MD) | User: boardadmin

REPORT INPUT FORM

Sign Out

*Databan

Address

Street Address:
Address Line 2:
City:

State:

ZIP Code:

Country:
(if U.5., leave blank)

Type
Organization Type:

111111111
Add another FEIM

2600 FISHERS LN

ROCKVILLE
MD Maryland

20852 -1750 v

361 Chiropractic Group/Practice

—Federal Employer Identification Numbers (FEIN)

[=]

Click _ Help ? | for information on filling out non-U.S. and military addresses.




Entity: LICENSING BOARD (ROCKVILLE, MD) | User: poardadmin

REPORT INPUT FORM

Sign Out

Social Security Numbers (SSN)

Add another 55N

Individual Taxpayer Identification Numbers {ITIN)

Add another ITIN

Drug Enforcement Administration (DEA) Numbers

Add another DEA Number

Clinical Laboratory Improvement Act (CLIA) Numbers

Add another CLIA Number

Federal Food and Drug Administration (FDA) Numbers

Add another FDA Mumber




Entity: LICEMSING BCOARD (ROCEWILLE, MD) | User: boardadmin Sign Out

REPORT INPUT FORM f-'-e-DataB_an

National Provider Identifiers (NPI)

Add another NP

Medicare Provider/Supplier Numbers

Add another Medicare Provider/Supplier Number

Organization State Licensure Information

(If no State License, check the "No License' box. )

State License SLA9 OR [F1 No License
Mumber:
State of Licensure: Mo Maryland [=]

Add another License

Principal Officers and Owners

Last Name First Name Middle Name  Suffix Title
MANN ANITTA

Add another Principal Officer or Owner




Entity: LICENSING BOARD (ROCKVILLE, MD} | User: boardadmin Sign Out

REPORT INPUT FORM -r'--rDataB_ank

—Health Care Entities With Which the Subject is Affiliated or Associated

Inclusion of an affiliated/associated health care entity in this report does not imply complicity in the
reported action. Click Help 2 ) for information on filling out non-U.5. and military addresses.

Mame of
Affiliated/Associated FOOTCAREINC?
Health Care Entity:

Address
Street Address:
Address Line 2:
City:
State: CHOCSE OME FROM LIST [=]
ZIP Code: - 7

Country:
(if US., leave blank)

How is the subject of this report related to the affiliated entity?

The subject is a | Subsidiary [=]
Add ancther Affiliate

[[] Check this box if you wish to add/update this subject in your subject database for Help 7
use in future queries and/or reports. Duplicate entries in your subject database may
result in duplicate queries. You will be nofified of potential duplicate entries prior to
completing this subject entry.

|: Continue to Action Information - J[ Store as a Draft - ]




Entity: LICENSING BOARD (ROCKVILLE, MDY} | User: boardzdmin Sign Out

REPORT INPUT FORM -'-"='DEltElBaﬂk

GOVERNMENT ADMINISTRATIVE: Initial Report

Show Public Burden Statement

1. Subject Information 2. Action Information

ADVERSE ACTION INFORMATION Help 7

— Adverse Action Classification Codes

Please select the category related to the action{z) you are reporting:

health care program, including 5tate nurse aide registry findings

(includes, but is not Bmited fo, termination or suspensicn of certification agreement or contract for participation in a Federal or
State health care program, loss of or right to apply for or renew certification agreement or coniract, any negative action or
finding that is publicly awzilable related to certification agreement or contracs, ete.)

Select up to five adverse aclion classification codes from one of the action categories and click
Continue.

Mote: Any existing selections can be changed.

[ Directed Plan of Correction (3202)

O On-Site Monitoring (3203)

[ Directed In-Service Training (3205)

O Appointment of Temporary Management (3208)

[[ Restrictions on Admissions or Services (3207)

[ Closure of Facility (3210)

[ Transfer of Residents to Other Facilities Without Closure of the Facility (3212)

[ Civil Money Penalty Imposed by a Federal or State Health Care Program (3231)

[ Administrative Fine/Monetary Penalty Imposed by a Federal or State Health Care Program
[3234)

[ Termination of Medicare or Other Federal Health Care Program Participation (3510)

1 woluntary Termination of Medicare or Other Federal Health Care Program Parlicipation Afier
Motification of Investigation or Disciplinary Action {3512)




Entity: LICEMSING BOARD (ROCKEWMILLE, MO} | User: boardzadmin Sign Out

REPORT INPUT FORM --i-=-DataBank

[ Voluntary Termination of Medicaid or Other State Health Care Program Participation After
Motification of Investigation or Disciplinary Action {3517)

[ Monrenewal of Medicaid or Other State Health Care Program Participation Agreement for
Cause (3513)
O Denial of Initial Application {3525)
[ Marketing Activities Suspended or Restricted (3540)
[ Beneficiary Enrollment Suspended (3542)
[ Termination of Medicaid or Other State Health Care Program Participation (3551)
[ Other Action Imposed by Medicaid or Other State Health Care Program - Mot Classified,
specify (3573)
O Cther Action Imposed by Medicare or Other Federal Health Care Program - Not Classified,
Specify (3593)
O Other Certification Action - Mot Classified, Specify (3599}
i Other adjudicated action or decision
(& formal or official final action which includes due process and is related to health care delvery or payment, including a

personnel-related actions such as suspension without pay, reduction in pay, reduction in grade for cause, termination or other
comparable action. This specifically excludes clinical privileges and panel membership actions.)




Entity: LICEMSING BOARD (ROCHEMILLE, MD) | User: bosrdzdmin Sign Ot

REPORT INPUT FORM -'-‘=='DE_'EEIBHI‘1](

GOVERNMENT ADMINISTRATIVE: Initial Report

show Public Burden Statement

1. Subject Information 2. Action Information

ADVERSE ACTION INFORMATION Help 7

— Adverse Action Classification Codes

Please zelect the category related to the action{s) you are reporting:

i Actions related to certification agreements or contracts for participation in a Federal or State

health care program, including State nurse aide registry findings

(includes, but is not Emited to, terminaticn or suspension of certification agreement or contract for participation in a Federal ar
State health care program, loss of or right to =pply for or renew certification agreemsant or confract, any negative action or
finding that is publicly awzilable related to cerification agresmenit or contracs, etc.)

dg i0ther adjudicated action or decision

(a formal or official final action which includes dus process and is related to health care defiveny or payment, including a
personnel-related actions such as suspension without pay, reduction in pay, reduction in grade for cause, termination or other
comparable action. This specifically excludes clinical privileges and panel membership actions.)

Select up to four adverse action classification codes from one of the action categories and click
Continue.

Note: Any existing selections can be changed.

O Contract Termination (3521)

O Administrative Fine/Monetary Penalty (3538)

O Civil Money Penalty (3539)

O Other Adjudicated Action or Decision - Mot Classified, Specify (3588)




Entity: LICEMSING BOARD (ROCKMILLE, MO} | User: boardsdmin ign Chut

Sign
REPORT INPUT FORM +w[ataBa k

iChoose a basis for action that best describes the reason for the action.

Select a Basis for Action
Enter a keyword or phrase to find matching bases. (Example: "failure™)

Search |

L3

MNon-Compliance With Requirements
Debarment From Federal or State Program

m

Employing or Contracting VWith Individuals or Enfities Excluded From a Federal or Siate
Health Care Program

Excluzion or Suspension From a Federal or State Health Care Program

Failure to Comply With Health and Safety Requirements

Failure to Comply With the Composition of Enroliment Reguirements

Failure fo Maintain Adequate or Accurate Records

Failure to Maintain EquipmentMizsing or Inadequate Equipment

Failure to Maintain Records or Provide Medical, Financial or Other Required Information
Failure to Obtain a Surety Bond

Failure to Perform Contractual Obligations

Failure to Repay Overpayment

Failure to Take Comective Action

Financial Insolvency .
Don't see what vou're looking for?

Yes
i Mo
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Sign Ourt

REPORT INPUT FORM -'"-'"DﬂtﬂBal‘ll(

Choosze a basis for action that best describas the reason for the action.

—Basis for Action 1

Basis for Action
Debarment From Federal or State Program

Add basis for action

— Adverse Action Information

Hame of Agency or Program that Took
the Adverse Action Specified in This
Report:

Date action was taken:
| MM/ DD 1y |

Date action became effective:
| MM/ DD vy |

Iz Reinstatement Autoratic at Completion of Adverse Action Period?
i Yes
. es, with conditions {requires a Revision to Action Report when status changes)
Mo
Total Amount of Monetary Penalty,
Assessment and/or Restitution or fine: g
(Format NNNNMN.NN) Mote: If no amount, leave this field blank.
Iz the Action on Appeal?
o Yes
Mo
“Unknown
Date of Appeal: 12 [ 03 ! 2014
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REPORT INPUT FORM ! D ﬂtﬂB El]”lk

Cescription of Subject's Act(s) or Omission(s) or Cther Ressons for Action{s) Taken

and Description of Action(s) Taken by Reporting Entity

Note: Do nof reference any personal idendificstion information {e.g., names) of anyone other than
the subject of this report. The description must mclude sufficient specificity to enable &
knowiedgeable reviewer to determine clearly the circumstances of the action{s) or surrender. Refer
io Reporting, Submitting a Factually-Sufficient Mamative, for detsiled information.

Provided bad foot care |

There are 3977 characters remaining for the description.

Spail Cheack

— Emntity Intermal Report Reference

This optional field allows your entity io include an internal file number or other referencs information to
help you identify this report in your files. This information is not us=d by the Data Bank, but it will be
prowided on copies of the report s=nt o queriers.

Entity Imternal Report

Referanoe:

{2.g., claim number)

— Customer Use

This optional field may be used by the submitier to identify this transaction. This informaton is
returmed withowt modification and only appears on the response retumed to yowr organization.

iCusiomer Use:

|: Contines {0 Cartifioation -I Eors Bc & Draft -u:|
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Entity: LICENSING BOARD (ROCKVILLE, MDY | Wser: boardadmin

REPORT INPUT FORM

GOVERNMENT ADMINISTRATIVE: Initial Report

Show Public Burden Statement

1. Subject Information H 2. Action Information 3. Cerification

— Certification
| certify that | am authorized to submit this transaction and that all information is true and correct to
the best of my knowledge.

Authorized Submitier's Name: JAMET DOE

Authorized Submitier's Title: ECARD OFFICIAL

Authorized Submitier's Phone: g5ggggsgogs Ext.
Date: 12/03/2014

[ Submit to Data Bank - ][ &tore asz a Draft :]




wDataBank

P.O. Box 10832
Chantilly, VA 20153-0832

http://www.npdb.hrsa.gov

DCN: 5950000090960768
Process Date: 12/ 03/ 2014
Page: 1 of 2
FOOTCAREI NC.

For authorized use by:

LI CENSI NG BOARD

FOOTCAREINC.
LICENSING BOARD

GOVERNMENT ADMINISTRATIVE ACTION

Initial Action
- CONTRACT TERMINATION

Date of Action: 12/03/2014

Basis for Initial Action
- DEBARMENT FROM FEDERAL OR STATE PROGRAM

A.REPORTING

Entity Name:
ENTITY

Address:

City, State, Zip:

Country:

Name or Office:

Title or Department:

Telephone:

Entity Internal Report Reference:
Type of Report:

LI CENSI NG BOARD
123 CEDAR LANE
ROCKVI LLE, MD 20857- 0001

JANET DOE
BOARD OFFI CI AL
(555) 555- 5555

I NI TI AL

B. SUBJECT
IDENTIFICATION
INFORMATION
(ORGANIZATION)

Organization Name:

Other Organization Name(s) Used:
Business Address:

City, State, ZIP:

Organization Type:

Names and Titles of Principal Officers and Owners (POO):
Federal Employer Identification Numbers (FEIN):

Social Security Numbers (SSN):

Individual Taxpayer Identification Numbers (ITIN):

State License Number, State of Licensure:

Drug Enforcement Administration (DEA) Numbers:

Clinical Laboratory Act (CLIA) Numbers:

Food and Drug Administration (FDA) Numbers:

National Provider Identifiers (NPI):

Medicare Provider/Supplier Numbers:

Name(s) of Health Care Entity (Entities) With Which Subject Is
Affiliated or Associated (Inclusion Does Not Imply Complicity in
the Reported Action.):
Business Address of Affiliate:
City, State, ZIP:

Nature of Relationship(s):

FOOTCAREI NC.

5600 FI SHERS LN

ROCKVI LLE, MD 20852-1750

CHI ROPRACTI C GROUP/ PRACTI CE (361)

MANN, ANI TTA
111111111

SL89, MD

FOOTCAREI NC2

SUBJECT | S SUBSI DI ARY OF AFFI LI ATE OR ASSCCI ATE (600)

Type of Adverse Action:

Basis for Action:

Name of Agency or Program
That Took the Adverse Action
Specified in This Report:
Adverse Action

Classification Code(s):

Date Action Was Taken:

Date Action Became Effective:
Length of Action:

C.INFORMATION
REPORTED

GOVERNMVENT ADM NI STRATI VE
DEBARMVENT FROM FEDERAL OR STATE PROGRAM ( 82)

ABCD

CONTRACT TERM NATI ON (3521)
12/ 03/ 2014
12/ 03/ 2014
| NDEFI NI TE

CONFIDENTIAL DOCUMENT - FOR AUTHORIZED USE ONLY



DCN: 5950000090960768
the DataB ank Process Date: 12/ 03/ 2014
Page: 2 of 2

P.O. Box 10832 FOOTCAREI NC.
Chantilly, VA 20153-0832 For authorized use by:

LI CENSI NG BOARD

http://www.npdb.hrsa.gov

Total Amount of Monetary Penalty,
Assessment and/or Restitution:
Is Subject Automatically Reinstated After
Adverse Action Period Is Completed?: YES
Description of Subject's Act(s) or Omission(s) or Other
Reasons for Action(s) Taken and Description of Action(s) Taken

by Reporting Entity: PROVI DED BAD FOOT CARE.
Subject identified in Section B has appealed the reported adverse action.

Date of Appeal: 12/03/2014

= 2$E#EI\C/ZIENT If the subject identified in Section B of this report has submitted a statement, it appears in this section.
E. REPORT STATUS Unless a box below is checked, the subject of this report identified in Section B has not contested this report.

|:| This report has been disputed by the subject identified in Section B.

|:| At the request of the subject identified in Section B, this report is being reviewed by the Secretary of the
U.S. Department of Health and Human Services to determine its accuracy and/or whether it complies with
reporting requirements. No decision has been reached.

|:| At the request of the subject identified in Section B, this report was reviewed by the Secretary of the U.S.
Department of Health and Human Services and a decision was reached. The subject has requested that
the Secretary reconsider the original decision.

|:| At the request of the subject identified in Section B, this report was reviewed by
the Secretary of the U.S. Department of Health and Human Services. The Secretary’s decision
is shown below:

Date of Original Submission: 12/ 03/ 2014
Date of Most Recent Change: 12/ 03/ 2014

This report is maintained under the provisions of: Section 1921

The information contained in this report is maintained by the National Practitioner Data Bank for restricted use under the
provisions of Section 1921 of the Social Security Act, and 45 CFR Part 60. All information is confidential and may be used only for
the purpose for which it was disclosed. Disclosure or use of confidential information for other purposes is a violation of federal law.
For additional information or clarification, contact the reporting entity identified in Section A.

END OF REPORT

CONFIDENTIAL DOCUMENT - FOR AUTHORIZED USE ONLY
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