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PRA Disclosure Statement
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB control number. The valid OMB control number for this information collection is 0938-1314 (Expiration date: XX/XX/XXXX). The time required to complete this information collection is estimated to average 0.25 hours per response, including the time to review instructions, search existing data resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. ****CMS Disclosure**** Please do not send applications, claims, payments, medical records or any documents containing sensitive information to the PRA Reports Clearance Office. Please note that any correspondence not pertaining to the information collection burden approved under the associated OMB control number listed on this form will not be reviewed, forwarded, or retained. If you have questions or concerns regarding where to submit your documents, please contact QPP at qpp@cms.hhs.gov. 
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Group, Individual, or Virtual Group Application

‘ Virtual Group.

>k Virtual Group ID





image6.png
Section 1: Submitter/Third Party Intermediary Information

' More information

Provide the information below for the person working on behalf of the clinicians.

All return correspondence will be sent to the contact listed in section 1 (Fields marked with * are required.)

>k Submitter/Third Party Intermediary First Name >k Submitter/Third Party Intermediary Last Name

Company or Organization Name

>k Submitter/Third Party Intermediary Email (Thi

is how we will communicate with you.)

>k Submitter/Third Party Intermediary Business Telephone Number (Include Area Code)

Extension

>k Submitter/Third Party Intermediary Relationship

--None - v

* I certify that | am authorized by the clinician or group identified above to submit this application on behalf of

the clinician or group
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'SECTION 2: HARDSHIP EXCEPTION CIRCUMSTANCES AND REQUEST FOR QUALITY PAYMENT PROGRAM HARDSHIP EXCEPTION

' More information

Review the information below and indicate the hardship exception reason which makes the promoting interoperability (PI) measures not applicable or available to your practice

Section 2.1 - Insufficient Internet Connectivity

' More information

In order to be approved for this hardship exception, the clinician(s) must attest to practicing in an area without
sufficient internet access or facing insurmountable barriers to obtaining infrastructure (e.g. lack of broadband).

On behalf of the clinician(s) listed in this application, | am requesting this hardship exception and attest that the
ian(s) was(were) located in an area without sufficient Internet access to comply with the promoting
interoperability (P1) performance category objectives requiring internet connectivity, and faced insurmountable
barriers to obtaining such internet connectivity.

|| 2.1nsufficient Internet Connectivity
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Section 2.2 Extreme and Uncontrollable Circumstances
W More information
In order to be approved for hardship exception, the clinician(s) must attest to facing Extreme and
Uncontrollable Circumstances as listed below that prevented the clinician(s) from meeting the requirements of

the promoting interoperability (PI) performance category.
Section 2.2.a Disaster

On behalf of the clinician(s) listed in this application, | am requesting this hardship exception and attest that the
clinician(s) faced extreme and uncontrollable circumstances in the form a natural disaster in which the EHR

system was damaged or destroyed.

Period of time the EHR system was unavailable (MM/DD/YYYY) to (MM/DD/YYYY).

|| 22abisaster
Start Date
| @
End Date
@
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2.2.b Practice or Hospital Closure

W More information

On behalf of the clinician(s) listed in this application, | am requesting this hardship exception and attest
that the clinician(s) faced extreme and uncontrollable circumstances in the form of a practice or hospital
closure.

Period of time the EHR system was unavailable (MM/DD/YYYY) to (MM/DD/YYYY)

| 22.b Practice or Hospital Closure

Start Date

End Date
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2.2.c Severe Financial Distress (Bankruptcy or Debt Restructuring)
W More information
On behalf of the clinician(s) listed in this application, | am requesting this hardship exception and attest

that the clinician(s) faced extreme and uncontrollable circumstances in the form of severe financial distress
resulting in bankruptcy or restructuring of debt.

Period of time the EHR system was unavailable (MM/DD/YYYY) to (MM/DD/YYYY)

| 2.2.cSevere Financial Distress (Bankruptcy or Debt Restructuring)

Start Date

\ @

End Date

\ @
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2.2.d Vendor Issues

‘W More information

On behalf of the clinician(s) listed in this application, | am requesting this hardship exception
and attest that the clinician(s) faced extreme and uncontrollable circumstances in the form of
vendor issues.

Period of time the EHR system was unavailable (MM/DD/YYYY) to (MM/DD/YYYY)

:] 2.2.d Vendor Issues

Start Date

End Date

EHR Certification ID
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Section 2.3 Lack of Control over the Availability of CEHRT

W More information

In order to be approved for this hardship application, the eligible clinician (s) must attest to a lack of
control over the availability of CEHRT in 1 or more practice locations where more than 50 percent of the
patient encounters occurred.

|| Lackof Control over CEHRT Availability

Section 2.4 - EHR Decertification
W More information

In order to be approved for this hardship exception, the clinician(s) must attest to experiencing issues with the

certification of the EHR product such as decertification.

On behalf of the clinician(s) listed in this application, | am requesting this hardship exception and attest that the

clinician(s) was(were) faced with EHR decertification issues.
|| 2.4EHR Decertification
Start Date

\ i

If your product was decertified, you must provide the Certification number
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Section 2.5 Small Practice

W More information

In order to be approved for this hardship exception, the cli
practice.

ician(s) must attest to participating in a small

On behalf of the clinician(s) listed in this application, | am requesting this hardship exception and attest that the
clinician(s) was(were) participating in a small practice.

| smallPractice
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< Hardship Exception Application
Quality Payment Program Application for Program Year 2019 for Payment Year 2021

t AMIPSs-eligible clinician or group may submit a Quality Payment Program Hardship Exception Application, citing one of the following specified
reasons for review and approval:
«  Mips-eligible clinicians in small practices
« Mips-eligible clinicians using decertified EHR technology
* Insufficient Internet connectivity
¢ Extreme and uncontrollable circumstances
* Lack of control over the availability of CEHRT
* Vendor Issues
* Practice or hospital closure
* Severe financial distress

Quality Paymen

PROGRAM

Group, Individual, or Virtual Group Application

- None - v
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Group, Individual, or Virtual Group Application

Individual

>k Clinician NP1

>k Clinician First Name

>k Clinician Last Name

>k Group Practice Name

--None -- v





