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C A R ES Step 1 Step 2 Step 3 Step 4 Confirmation

Eligibili Billing TIN Werify P it Aftestati
PROVIDER RELIEF FUND Igibility fing TIN(s) eriy Paymen estations

Step 1 Eligibility

The US Department of Health and Human Services (HHS) has announced $175 billion in relief funds to hospitals and other healthcare providers on the
front lines of the coronavirus response as part of the Coronavirus Aid, Relief, and Economic Security (CARES) Act and the Paycheck Protection Program
and Health Care Enhancement Act. This funding, along with additional relief funding outside of the CARES Act”, supports healthcare-related expenses or
lost revenue attributable to COVID-19 and ensures uninsured Americans can get treatment for COV'™ 19. This site is open to all providers that have
received a Provider Relief Fund payment and/or other COVID-19 response payments, such as t** xural Health Clinic (RHC) COVID-19 Testing and
Mitigation Program, regardless of network affiliation or payer contract. HHS is contracting wi** . =dHealth Group to facilitate delivery of the funds.

HHS plans to make publicly available the names of payment recipients and the amounts receive.  or all providers "o either attest to receipt of a payment and acceptance of
the Terms and Conditions or who retain payments for more than 80 days and are deemed 27 .ve accepted the Ten. and Conditions. By accepting funds, the recipient
consents to HHS publicly disclosing the payments that recipient has received from the Provi 1 Relief Fad and/or oti. COVID-19 response payments.

AN Eligibility
You must sign an attestation confirming recel, of© Jwu. cand gree to the Terms and Conditions within 90 days of

Automated Clearing House r .ciice. "0 day.  1check pa, 2ntissuance. Should you choose to reject the funds, you
must also complete the 2 Liation to inc. »te thi. This Payment Portal will guide you through the attestation process to

accept or reject the funds.

Do you or your organization n. 't one or’ Jre of the following criteria?

o Billing entity that received Mec = iee-for-service (FFS) payments from the Centers for Medicare and Medicaid Services (CMS) in 2019
o Rural acute care general hospitul, Critical Access Hospital (CAH), Rural Health Clinic (RHC), or Community Health Center located in a rural

area
o Rural Health Clinic (RHC) that has a Centers for Medicare and Medicaid Services (CMS) Certification Number (CCN) and is listed in either in
the CMS Provider of Service file or the CMS Survey & Certification's Quality, Certification and Certification and Oversight Reports (QCOR)*
o Indian Health Service (IHS), Tribal or Urban Indian Health program
o Skilled Nursing Facility (SNF)

@ Yes
O No

*This website / portal is primarily used to administer attestation and payment of relief funds from the CARES Act, the Paycheck Protection Program and Health

Care Enhancement Act, and the American Rescue Package. It is also used to administer attestation and payment of relief funds from other HHS programs.
These programs may have separate Terms and Conditions. For additional information, please visit hihs_gov/providerrelief or call the provider support line at

(866) 569-3522; for TTY dial 711. Hm
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@] Privacy Act Statement

The following statement serves to inform you of the purpose for collecting persor | information required by the covid19.linkhealth.com
website and how it will be used.

AUTHORITY: 31 U.5.C. 3512, 3711, 3716, 3721, 1321; note E.O. 13520
PURPOSE: To collect information to determine eligibility for Provider R. ef Fund paymei : and process payment to you.

ROUTINE USES: The information collected is used by HHS t¢© ~termine « jibility for payments from the Public Health and Social Services Fund,
maintain an accounting of payments, and process payments fi m = Fund. “xamples of other permissible uses include, but are not limited to, a
contractor (and/or to its subcontractor) who has been engaged 2 per. ™ sel ces on an automated data processing (ADP) system used in
processing financial transactions, to appropriate I== <. rceme t a7 .C. when relevant to an investigation, to the Treasury Department, and to
auditing organizations conducting financial or ¢._aplianc  audits . complete list of routine uses may be found at

hitps://www federalregister gov/idocuments/20155 /034 45.27S O/privacy-act-of-1974-system-of-records-notice

DISCLOSURE: Voluntary. If you ¢ 0se not to. rovie. wour information, absence of the requested information may result in administration delays
or the inability to process payments 2 you unde the C .RES Act.
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O '
A
CA R ES Step 1 Step 2 Step 3 Step 4 Confirmation
Eligibility Billing TIN(s) Verify Payment Aftestations

PROV'DER RELIEF FUND Information

(<) Step 2 Billing TIN(s)

Ez3) Billing Tax ID Number(s)

Please enter the Taxpayer |dentification Number (TIMY‘=ither Er loyer
entity you entered in the previous step. You mav.s .eru,_ 0207 I= 2iong
digits entered to be accepted.

atifice an Number or Social Security Number) connected to the billing
3 they are attached to the same billing entity. TINs must have all 9

Billing TIN(s)
998877665

Type, or copy/paste TIN(s) here. Multiple TINs should
be separated by commas.
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PRF and ARPA-R attestation portal: Attest ACH Payment

O ra Ia
- L
C A R ES Step 1 Step 2 Step 3 Step 4 Confirmation

PROVIDER RELIEF FUND Eligibility Billing TIN(s) Verify Payment Attestations

Information

@ Step 3 Verify Payment Information

Verify Payment Information

Relief fund payments are made to your billing entity,  _county  Optun _nk with "HHSPAYMENT" as the payment description. Please confirm the

account number and payment(s) you received forea TIN. 1" .ou have ot yet received payment, please call the toll-free CARES Provider Relief
line at (866) 569-3522.

Automated Clearing House(ACH) Deposit

Billing

TIN(s) Last Six Digits of Deposit Acc .« Number Relief Fund Payment ]Bﬁ‘move
877665 l l l l ﬁ'
REE Continue ‘

.
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Step 1 Step 2 Step 3 Step 4 Confirmation

ibil lirg TIN ify Pay! A i
PHDVIDEH HEL'EF FU ND Eligibility Billing TIN(s) vﬁgrﬁcrmﬁg{gﬁnt ttestations

(<) Step 4 Attestations

Attestations

Please review the information below and complete the attes*ation proce or each eligible Billing TIN.

Automated Clearing House{ACH) Deposit

Billing TIN:

*r8TT665

Last Six Digits of Account Mumber teliel Fu Payment
975301 s xX

Review and Accept
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CARES

PROVIDER RELIEF FUND

@ Attestation and Payment Confirmation

(% Payment Terms Attestation

Please attest to and accept the Terms & Conditions below for each TIN you he =2 er’” .ad. The
current TIN is shown in the box to the right. Once you complete the” =t TIN yoL. il be asked to Current Request
attest to each TIN in the list.
Billing TIN
877665
|:| | acknowledge receipt of $100.10 from the Pu. - Hea!  and S ial Services Emergency

Fund ("Relief Fund"), and accept th~ =& Cu ©aons. .. U eceived a payment from
funds appropriated in the Relie” uand under ivisic B of Public Law 116-127 and retain that
payment for at least 90 days witiut contacti. HHS sgarding remittance of those funds, Relief Fund Payment
you are deemed to have acceptea e followi' J Terms & Conditions. This is not an $100.10

exhaustive list and you must comply" ‘th .y other relevant statutes and regulations, as

applicable. Your commitment to full coripliance with all Terms and Conditions is material to

the Secretary’'s decision to disburse these funds to you. Non-compliance with any Term or

Condition is grounds for the Secretary to recoup some or all of the payment made from the

Relief Fund. These Terms and Conditions apply directly to the recipient of payment from the

Relief Fund. In general, the requirements that apply to the recipient, also apply to sub-

recipients and contractors under grants, unless an exception is specified.

Last Six Digits of Account Number
975301
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By receiving and accepting Relief Fund payment, you attest that in accordance with the
"Coronavirus Aid, Relief, and Economic Security Act” or the "CARES Act", you are eligible for
this payment. You acknowledge that you may be asked to submit to the review process
established by the U.S Department of Health and Human Services, including its contractor
(collectively, "HHS"), to determine your eligibility for this payment. Additionally, upon request
by HHS, you will provide any and all informaticn related to the disposition or use of the funds
received under the Relief Fund for auditing and/cr reporting purposes. | attest that | have the
legal authority to act on behalf of the provider group that has received payment under the
Relief Fund. For Electronic Funds Transfer f ACH Payments, HHS or its contractor may make
adjustments to the payment whenever a correction or change is required. For example, if
there is an error, you agree that HHS may correct the error immediately 27 without notice.
Such errors may include, but are not limited to, reversing an improps dit, and correcting
calculation and input errors. The right to make adjustments are.ri . subje  to any limitations
or time constraints, except as required by law.

By providing your email and phone number, you a that HHS \  'ts contracter may send you
communications or call you regarding Relief Fund | wn.. * You un  rstand that you need to give us
the most up to date contact information

Contact Infor>“ion
Please complets e informc »n ber : All fields are required unless otherwise indicated.

First Name*

. l

Middle Name (optional)

|

Last Name*

|

Email Address®

|

Phone Number*

|

**All data displayed here is sample data for example purposes only.**

HRSA
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Rendering/Service Address

Address 1°

123 Sample 5t

Address 2 (optional)

City*

Columbia

State*

Maryland

Zip Code*

21044

Billing Address

Address 1*

**All data displayed here is sample data for example purposes only.**

234 Sample St

Address 2 (optional)

ity

Colur_nia

State*

Maryland

Zip Code~

21033

| have read and agree to the Op. m ay Enrollment Agreement Terms and Conditions.

™

raCAPTCHA

Privacy - Tarms

\/ I'm not a robot

| Accept Payment | Reject Payment
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C A R ES Step 1 Step 2 Step 3 Step 4 Confirmation

PROV'DER RELIEF FUND Eligibility Billing TIN(s) Verify Payment Aftestations

Information

Confirmation

Thank you. Your Information has been received for the TIN(s) below. You will rec .2 a confirmav. 1 email with reference number(s). You may print this
page for your records.

$=3 Print

Automated Clearing House(ACH) Dep it

[ k. =rence Nv ber: HHS-43532343937

Billing TIN:
**2BTT665

Last Six Digits of Account Number Relief Fund Payment

975301 $100.10

| acknowledge deposit from the Public Health and Social Services
Emergency Fund ("Relief Fund").
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PRF and ARPA-R attestation portal: Attest CHK Payment

O O O
A A
CA R Es Step 1 Step 2 step 3 Step 4 Confirmation

PROV'DER RELIEF FUND Eligibility Billing TIN{s" Verify Payment Attestations

Information

(<) Step 3 Verify Payment Information

Verify Payment Information

Relief fund payments are made® _ your. ‘ng e ‘v accoun. . Optum Bank with "HHSPAYMENT" as the payment description. Please confirm the

account number and payme s) yourece. d for ach TIN. If you have not yet received payment, please call the toll-free CARES Provider Relief
line at (866) 569-3522.

Paper Check Deposit

Billing . Remove
TIN(s) Check Number @ Relief Fund Payment TIN
877665 l l l l o
g SERVIC 2
S , Continue ‘
e Health Resources & Services Administration

UnitedHealth Group Confidential and Proprietary Information, exempt from disclosure under the Freedom of Information Act. See 5 U.S.C §551(b)(4).
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Step 4 Confirmation
PROVIDER RELIEF FUND Eligibility Billing TIN(s) Verify Payment Aftestations

Information

(<] Step 4 Attestations

Attestations

Please review the information below and complete th . “=station ocess for each eligible Billing TIN.

Paper Check Deposit

Billing TIN:

***877665

Check Number ~elief Fund Payment
0000001013 $100.10

Review and Accept
s SERVIC, -
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(<] Attestation and Payment Confirmation

@ Payment Terms Attestation

Please attest to and accept the Terms & Conditions below for each TIN you have entered. The current TIN is

shown in the box to the right. Once you complete the first TIN you will be asked to attest to each TIN in the list. Current Request
Billing TIN
D I acknowledge receipt of $100.10 from the Public Health and Social § .ice. “mergency Fund ("Relief =<0 77665

Fund"), and accept the Terms & Conditions. If you received a p2° .ent from fu. s appropriated in the

Relief Fund under Division B of Public Law 116-127 and ret’  that payment for . ‘east 90 days without Check Number

contacting HHS regarding remittance of those funds, you are’ =m0 have acce =d the following 0000001013
Terms & Conditions. This is not an exhaustive list  you must. mply with any other relevant statutes Relief Fund Payment
and regulations, as applicable. Your commitment | fuimpliance vith all Terms and Conditions is $100.10

material to the Secretary’s decision to ~“shurse the 2 fund:  wou. | .n-compliance with any Term or
Condition is grounds for the Secm aryto. coup sc 7 . all of .2 payment made from the Relief Fund.
These Terms and Conditions app directl .o the re  dient of payment from the Relief Fund. In general,
the requirements that =~ " *athei = ont, a. =np , to sub-recipients and contractors under grants,
unless an excep* . Is specil.

D By receiving and a  =pting Relic  ~und payment, you attest that in accordance with the "Coronavirus Aid,
Relief, and Economic “ecurity< _t" or the "CARES Act”, you are eligible for this payment. You
acknowledge that you . ¢ = asked to submit to the review process established by the U S Department of
Health and Human Services, including its contractor (collectively, "HHS"), to determine your eligibility for
this payment. Additionally, upon request by HHS, you will provide any and all information related to the
disposition or use of the funds received under the Relief Fund for auditing and/cr reporting purposes. |
attest that | have the legal authority to act on behalf of the provider group that has received payment under
the Relief Fund. For Electronic Funds Transfer / ACH Payments, HHS or its contractor may make
adjustments to the payment whenever a correction or change is required. For example, if there is an error,
you agree that HHS may correct the error immediately and without notice. Such errors may include, but
are not limited to, reversing an improper credit, and correcting calculation and input errors. The right to
make adjustments are not subject to any limitations or time constraints, except as required by law.
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By providing your email and phone number, you agree that HHS or its contractor may send you communications
or call you regarding Relief Fund payment. You understand that you need to give us the most up to date contact

information.

Contact Information
Please complete the information below. All fields are required unless otherwis  dicated.

First Name*

Middle Name (optional)

Last Name*

Email Address*®

Phone Number*
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Rendering/Service Address Billing Address
Address 1° Address 1°

123 Sample St ‘ 123 Sample 5t
Address 2 (optional) Address 2 (optional)
City* City*

f

Sample l sample
State* State*

Maryland v | Maryland v
Zip Code* Zip Code*

20000 ‘ 20000

™
\/ I'm not a robot
e

| Accept Payment | Reject Payment
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Confirmation

Thank you. Your Information has been received for the TIN(s) below. You will receive a confirmation email with reference number(s). You may print this
page for your records.

#=3 Print

Paper Check Deposit

{ Reference Number: HHS-38690793815 J

Billing TIN:

**+8TT665

Check Number Relief Fund Payment
0000001013 $100.10

| acknowledge deposit from the Public Health an Social Se ces
Emergency Fund ("Relief Fund").

Funds Accepted

.
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CARES [ s

PROVIDER RELIEF FUND

Welcome to the Provider Relief Fund
Application and Attestation Pe-cal

This portal allows providers to apply for and attCst to re ief fund
payments made for healthcare-related expens »s«< lost I wvenue
attributable to COVID-19.

Qverview Set Up One Healthe: 3 ID Vhat' >u Need Resources and Support

The Department of Health and Human Services (HHS) has announced $175 billion in relief funds, including to hospitals and other healthcare providers on
the front lines of the coronavirus response as part of the Coronavirus Aid, Relief, and Economic Security (CARES) Act and the Paycheck Protection
Program and Health Care Enhancement Act. This funding, along with additional relief funding outside of the CARES Act, supporis healthcare-related
expenses or lost revenue attributable to COVID-19 and ensures uninsured Americans can get treatment for COVID-19. This site is open to all providers
who want to apply for a Provider Relief Fund payment, regardless of network afiiliation or payer contract. HHS is contracting with UnitedHealth Group to
facilitate delivery of the funds.

HHS plans to make publicly available the names of payment recipients and the amounts received, for all providers who attest to receipt of a payment and
acceptance of the Terms and Conditions or who retain payments for more than 90 days and are deemed to have accepted the Terms and Conditions. By
accepting funds, the recipient consents to the Department of Health and Human Servicas publicly disclosing the payments that recipient has received

from the Relief Fund. HRSA

Health Resources & Services Administration
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Overview Set Up One Healthcare ID What You Need Resources and Support

The Department of Health and Human Services has contracted with UnitedHealth Group to administrator Provider Relief Fund payments. Therefore,
some steps in the process involve existing UnitedHealth Group tools. Specifically, you'll need to set up an One Healthcare ID in order to access the portal.
The process will not involve credentialing or contracting with UnitedHealth Group, and the information you submit will be used to administer the Provider
Relief Fund payment.

Set up One Healthcare ID

Create One Healthcare ID

002 el KD e 1 e pet ool s 1o o v e o O o S ouira i
el i e g in b 3 Lineregrareed o keavkans

Alrwdy bares <rea HusBhours 107 S0 e

You will need to create an One Healthcare ID to access the por u, ‘art regis ation here to begin. Profile Infarmation

A ane

1. If you do not have an One Healthcare ID

2. If you have an One H~_.~cal (0 a.. ~ady

Sign In Information

e sl s

You can access the portal at the top _ight of the " sbpa. to sign in or sign in with One Healthcare
ID here.

Greak Qe Heabd o I
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Overview Set Up One Healthcars ID What You Need Resources and Support

What You Need

1. Validate Taxpayer ldentification Number (TIN)

This should be the organization TIN ("Filing TIN") you will use in applying for r=" _f funds.. 2 Organization TIN files a tax return but may not
bill Medicare or Medicaid directly. The Organization TIN may have one or’ .ure subsidiaries hat do not file tax returns (disregarded or
consolidated entities). The Organization TIN should complete an applicatior »w.'" ung all of thy subsidiary TINs in the applicable field within
the application form. TIN Validation can take 1-2 business days | |, ncess.

Important! Only one person can serve as the proe~ ~admini trate . = TIN. This administrator accepts responsibility to act on behalf
of their organization and must agree to make the? «@ame a ilable.  Jthers within their organization. This person may reassign or transfer
their administrator role to a new individual in their o ani= ~ =with n One Healthcare ID at any time by calling (866) 569-3522: for TTY
dial 711. New administrator processin® _anta. 1-2 L siness aw, 5 to complete.

2. Confirm Revenue ana Tax in ormation
You will need to provide specific revenue 17 .« information through the portal once TIN Validation is complete.

3. Receive and Attest to Payment

Within 90 days of receiving this payment, you must sign an attestation confirming receipt of the funds and agreeing to the Terms and
Conditions of payment. Should you choose to reject the funds, you must also complete the attestation o indicate this. The CARES Act
Provider Relief Fund Payment Attestation Portal will guide you through the attestation process to accept or reject the funds. Not returning
the payment within 90 days of receipt will be viewed as acceptance of the Terms and Conditions.
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Overview Set Up One Healthcars ID What You Need Resources and Support

Training Resources
CARES ACT Provider Relief Fund Payment Portal User Guide

Please visit hitps://hhs_gov/providerrelief for additional information regarding this program.

Customer Support

Qur service staff members are available to provide real-time technical support, 7= wvell as service . d payment support. Hours of operation are 8 am. to
10 p.m. Central Time, Monday through Friday.

Provider Support Line: (666) 569-3522; for TTY dial 711.
We're Listening

We are committed to making the CARES Provider Relic “rogral  as sin_ e and accessible as possible. We are also monitoring your inquiries and
working hard to answer your questions. Let us know how <'r== "= an we’'ll update our resources based on your input.

Submit Feedback [

Important Information Support Accessibility
CARES Act Provider Relief Fund & Contact Us Accessibility Statement
Feedback &

© 2021 UnitedHealth Group, Inc. All rights reservad.
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CARES

PROVIDER RELIEF FUND

Welcome

Welcome to the CARES Act Provider Relief Fund Payment Attestation Portal. This portal allows eligible providers to attest to relief fund payments made
for healthcare-related expenses or lost revenue attributabl o COVID-18

Ei. il Address (required)"

Sign Up for Updates -
A We'll contact you with updates and requests for additional information. < aur s .ail ] Sign Up ‘
address will only be used for CARES Act and the Paycheck Pestection F_ sram J |

and Health Care Enhancement Act.

New to this site?
To get started, please add an Organization Taxg® ver Identi. atior Number (TIN). You will be guided through each step.

Add Organization TIN *Required Fields

Frovider Organization Name (as displayed in the first field on W-9 for this TIN)® TIN Type*

Organization TIN* @ @

Add Organization TIN

Health Resources & Services Administration

Select,.. v ‘

@ SERVIC,
L ey

~F HEALT,
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%
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CARES

PROVIDER RELIEF FUND

(<) Program Administrator Attestation

Program Administrator Attestation for Organization TIN xxxxx .95

Please check all boxes and choose “l Accept” to complete the progr. * admi~" trator atte. tion.

| attest that | am submitting on my own behalf and | am i - ~vider assc  ated with this Organization TIN; or | have the authority to submit a
request on behalf of the provider group(s) associated wit. his ©  =nizatior. 'N.

| certify that all information provided as< . tofti. oroces: 4 s accu. .e and complete, to the best of my knowledge.
I understand that any person who know. ly 2 ntent ) defraud the Government or the Company, files information containing
materially false informat™ o e ralsfe e purpose  ausleading the company commits a fraudulent insurance act.

| understand that only e person ma  s;ubmiv. ‘ormation on behalf of an Organization TIN. | understand that my name and email will be
shared if duplicate infor. tion is rece :d for the same Organization TIN. If | am no longer able to submit information on behalf of the
provider group associateG. th this< ganization TIN, then | will withdraw my name and a different person will be added in my place.

\/ I'm not a robot

reCAPTCHA

Privacy - Terms
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CARES

PROVIDER RELIEF FUND

(<) Tax Validation

Tax Validation *Required Fields

Provider Organization Name (as displayed in the first field on W-9 for this TIN)*

Demo Inc.

Federal Tax Classification®

l Select .. \;I

Exempt Payee Code @

O 1 - An organization exer- > tax ur. _ections Ma) any IRA, O 7 - A futures commission merchant registered with the Commodity
or a custodial acce cunder sec. 1405 (7) if the account Futures Trading Commission

satisfies the requir. 2ents of sectic 401(f), O 8 - Areal estate investment trust

O SO e, LS Az st O 9 - An entity registered at all times during the tax year under the

O 3 - Astate, the District o olup” 4 a U.S commonwealth or investment Company Act of 1940
possession, or any of theil _utical subdivisions, agencies, or

O 10 - A common trust fund operated by a bank under section 58(a)
instrumentalities

O 11- Afinancial institution
O 4 - A foreign government or any of its political subdivisions,

agencies, or instrumentalities

O 5 - A corporation

O 12 - A middleman known in the investment community as a nominee
or custodian

O 13 - A trust exempt from tax under section 564 or described in

O 6 - A dealer in securities or commodities required to register in the section 4947
United States, the District of Columbia, or a U.S commonwealth or
possession
an SERVIC;, -
e Health Resources & Services Administration

UnitedHealth Group Confidential and Proprietary Information, exempt from disclosure under the Freedom of Information Act. See 5 U.S.C §551(b)(4).




(R EALTy,
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w2 SERVICy:,
A e

Exempt from FATCA Reporting Code @

O A - An organization exempt from tax under section 501(a) or any
individual retirement plan as defined in section 7701(a)(37)

O B - The United States or any of its agencies or instrumentalities

O C - A state, the District of Columbia, a U.S commonwealth or
possession, or any of their political subdivisions, agencies, or
instrumentalities

O D - A foreign government or any of its political subdivisions,
agencies, or instrumentalities

O E - A corporation that is a member of the same expa. '=d affili .ed
group as a corporation described in Requl=* " =ectior ' +1Z-1,
(1)01)

O F - Adealer in securities, commodities «erivative © ancial
instruments {including notional principal c. fracts< Ltures, forwards
and options) that is registered as such undei .2 laws of the united
states or any state

**All data displayed here is sample data for example purposes only.**

O G - Areal estate investment trust

O H - A regqulated investm~ "t company as defined in section 851 or
any entity registem  at all times during the tax year under the
investment-a.pany. 't of 1940

O [-A" mmon trust fund & defined in section 584(a)
<) J-Aba uefined in section 581
') K " broke

D Atrus. exempt from tax under section 664 or described in section
4947(a)(1)

Q M - A tax exempt trust under a section 403(b) plan or section 457(g)
plan

HRSA

Health Resources & Services Administration

UnitedHealth Group Confidential and Proprietary Information, exempt from disclosure under the Freedom of Information Act. See 5 U.S.C §551(b)(4).




**All data displayed here is sample data for example purposes only.**

(<) Addresses

Organization TIN Address *Required Fields

Street Line 1°

| |

Street Line 2

| |

city*

| |

State*

l Select. . v ‘

ZIP Code*

| |

Billing Company *Required Fields

Do you use a billing company for this TIN?

O Yes
@No

Gt STV Cancel Continue

U Health Resources & Services Administration

.

.opll-\ﬂ_n,“

P

UnitedHealth Group Confidential and Proprietary Information, exempt from disclosure under the Freedom of Information Act. See 5 U.S.C §551(b)(4).




**All data displayed here is sample data for example purposes only.**

Billing Company *Required Fields

Do you use a billing company for this TIN?

@Yes
O No

Billing Company Name*

Street Line 1*

Street Line 2

| l

City*

| |

State/Province®

| Select. . v

ZIP/Postal Code*

| |

o SERVIC Cancel Continue

a,.{h_m Health Resources & Services Administration

.

Lo HEALY,
(s o

P

UnitedHealth Group Confidential and Proprietary Information, exempt from disclosure under the Freedom of Information Act. See 5 U.S.C §551(b)(4).




(<) Practice Detail

Practice Information

Primary Servicing Location

Street Line 17

Street Line 2

City*

State™

Select. .

ZIP Code”

Phone Number*

Extension

]

S SERVICy,
A e,

(R EALTy,
.

P

Submitter Inform-" _.

Submitts" e

Smitter Nai,

F_a* 2 Alurt

Submitter Email Address®

l laluru@optumservetech com

Submitter Phone Number

Extension

]

**All data displayed here is sample data for example purposes only.**

*Required Fields

HRSA

Health Resources & Services Administration

UnitedHealth Group Confidential and Proprietary Information, exempt from disclosure under the Freedom of Information Act. See 5 U.S.C §551(b)(4).




**All data displayed here is sample data for example purposes only.**

Group/Individual Information *Required Fields

Applicant/Provider Type*

Select... v

Registration Type* List of all Subsidiary TIN(s) Associated with this Entity®

@ Group
(O Individual

7"\ °
\ \

Group NPI Effective Date

Rows per pageh10 1-1 0f 1 o

150 mar copys, aste TIM(s) and select the TIN Type for each TIM. If your organization does not have
subs ey TING please re-enter your organization TIN and select TIN Type.
~nere aret TIN(S) with invalid TIN/TIN Type. Please update before proceeding to the
Applicable Department of Health, or National License confirmation page.
Number or Certification Number= @ Medicaid 1D(s) o

|

If you or any of the subsidiary entities have a state Medicaid ID,
please enter the 2-digit state abbreviation followed by yvour
Medicaid |D. If you have multiple Medicaid IDs, please enter all of
them in a comma separated list (Example: AZ-1234567, MD-
123456789).

.

Lo HEALY,
(s o

P

NSy Cancel Continue

U Health Resources & Services Administration

UnitedHealth Group Confidential and Proprietary Information, exempt from disclosure under the Freedom of Information Act. See 5 U.S.C §551(b)(4).




**All data displayed here is sample data for example purposes only.**

Group/Individual Information *Required Fields

Applicant/Provider Type*

Select .

Registration Type* List of all Subsidiary TIN(s) Associated with this Entity*

O Group

Rows peraf <l N0 = 1-1 0f 1 a
(@ ndvidual
Date of Birth* ‘ Select  w | ®

Individual NP @
T Ut iy maste TIN(s) and select the TIN Type for each TIN. If your organization does not have

susidiary TINS, please re-enter your organization TIN and select TIN Type.

There are 1 TIN(s) with invalid TIN/TIN Type. Please update before proceeding to the
ronfirmation page.

Social Security Number

XOXOK-XK-XKXK

Medicaid ID(s) @

Applicable Department of Health, or National Lic. se

Number or Certification Number* L]

If you or any of the subsidiary entities have a state Medicaid ID,
please enter the 2-digit state abbreviation followed by your
Medicaid ID. If you have multiple Medicaid |Ds, please enter all of
them in a comma separated list (Example: AZ-1234567, MD-
123456789).

.

S, Cancel Continue

Health Resources & Services Administration

Lo HEALY,
(s o

P

UnitedHealth Group Confidential and Proprietary Information, exempt from disclosure under the Freedom of Information Act. See 5 U.S.C §551(b)(4).




**All data displayed here is sample data for example purposes only.**

Confirmation

Demo Care Professionals Inc.

Demo Care Professionals Inc 1234 _mple 5t
Au da, MD 21048

Individual'sole proprietor or single-member LLC : .
123 Sam, ) 5t
solumbia, T 21044
(222) 222-2222

;D-ahﬂl.!u. TH-I5I4344484
Demo Xarﬁe AL
;l'r:-llllﬂ.r 5“‘;'&!! -. Dental Service Providers
abc123@gmail.cc Group

2323322

oR0w201%9

W SERVICE

A

(R EALTy,
.

P

HRSA

Health Resources & Services Administration

UnitedHealth Group Confidential and Proprietary Information, exempt from disclosure under the Freedom of Information Act. See 5 U.S.C §551(b)(4).




**All data displayed here is sample data for example purposes only.**

CARES

PROVIDER RELIEF FUND

Organization TIN Dashboard

Please see status details and complete any actions required below.

234567890

Organization Tax ID Number:xxxxx7890®, Provider Name:Demo Care ™\ ofess ‘nals Inc.

Action Required For This TIN: O k‘ a

None

Not Available Yet Validate TIN wenus  d Tax . armation Attest to Payment and Terms
Revenue and Tax Information -

Processing oot Avanable Yet Not Available Yet
Attest to Payment and Terms
You wi e able to confirm revenue and Once payment has been issued, you
ini~vmation once TIN Validation is will be able to attest to fund distribution.

Remave TIM From List: complete.

Remove TIN
Add Another Organization TIN *Required Fields
Organization TIN® [ Rod Provider Organization Name (as displayed in the first field on W-9 for this TIN)* TIN Type*

l l [ l l Select... v l

Add Organization TIN

S SERVICy,
A e,

(R EALTy,
.

P

HRSA

Health Resources & Services Administration

UnitedHealth Group Confidential and Proprietary Information, exempt from disclosure under the Freedom of Information Act. See 5 U.S.C §551(b)(4).




**All data displayed here is sample data for example purposes only.**

CARES

PROVIDER RELIEF FUND

Organization TIN Dashboard

Please see status details and complete any actions required below.

Organization Tax ID Number:xxxxx7890®@, Provider Name:Demo Car \-rofes ‘onals Inc.

Action Required For This TIN: o . a
a N\

Revenue and Tax Information

Valicate TIN Reve. ~and Ta nformation Attest to Payment and Terms
Not Available Yet Complete Avai. Zie Now Not Available Yet
Attest to Payment and Terms
Get Started © Once payment has been issued, you

Ve e e T will be able to attest to fund distribution.
Update TIN Validation: from DocuSign when you complete your
Revenue and Tax Information
Update TIN submission. The “Get Started” message
above will be updated when your
submission is processed and payment
determination is made.

Add Another Organization TIN “Required Fields

Organization TIN* @ @ Provider Organization Name (as displayed in the first field on W-9 for this TIN)* TIN Type*
l l l l l Select.. v l

.

S, Add Organization TIN

Health Resources & Services Administration

Lo HEALY,
(s o

P

UnitedHealth Group Confidential and Proprietary Information, exempt from disclosure under the Freedom of Information Act. See 5 U.S.C §551(b)(4).




**All data displayed here is sample data for example purposes only.**

Please enter the access code to view the document

Daniel Bietz
Department of Health and Human Services

An email containing a validation code has been sent to the address you specified. To proceed, please
open the email and enter the code in the box below. Keep this browser window open while you get

your email. )
W SY,RVICES .

WY &
Access Code «%&‘ Sy

I NEVER RECEIVED AN ACCESS CODE ¥
Show Text &=
4
=
| =

3 w

[#]

Signing validation code: 47bcc58d

Subsequent Process owned by DocuSign

Copy and enter the validation code above into the access page to finish the HRSA
Provider Relief Fund application.

At any point before completing your submission, you may return to the application by
clicking on the Resume Signing button in this email.

(e SERVICE ,
2 s
— HRSA

Health Resources & Services Administration

K3

oF ALy,
f

P

UnitedHealth Group Confidential and Proprietary Information, exempt from disclosure under the Freedom of Information Act. See 5 U.S.C §551(b)(4).




**All data displayed here is sample data for example purposes only.**

Please review the documents below. m OTHER ACTIONS v

START

Reference ID P4-63443005198

CARES Act Provider Relief Fund

Tax ID Number; 888828888

Name as shown on your
income tax return: Demo Care Professionals Inc =ase ignore

Federal Tax Classification: Individual/sole proprigtor or sing. es LLC

Business Name (if different):
Street 1; 123 Sample .

Stre.
City:

ple State: MD Zip: 21044

= | o

Registra.. Type:

“L{Group oo na

(1) Contact Pe. 1 Name. |

(2) Contact P on Tite: [ |

v ~ontar” _rson Phone
Number: |

(4) Contact Person Email: | |

{5) Applicant/Provider Type: | Other

Process owned by DocuSign

Fields 6 - 8 hava been intenfionally remaoved

(9) CMS Certification
Number (CCN), if applicable: |

REVENUES

« SERVIC:,
an E oy .
(O)Reverwes: [ ]
Powared by W @ Change Language - English (US) ¥ Terms Of Use & Privacy ¥ Copyright © 2021 DocuSign Inc. | V25 Hm

Health Resources & Services Administration

K3

HEAL
aoF Ty

UnitedHealth Group Confidential and Proprietary Information, exempt from disclosure under the Freedom of Information Act. See 5 U.S.C §551(b)(4).




**All data displayed here is sample data for example purposes only.**

m OTHER ACTIONS v

Please review the documents below.

REVENUES
START (10) Revenues: D
(1) Fiscal Year of Revenues:
(12) Revenue from Patient Care: _SI:I_

13. OPERATING REVENUES FROM PATIENT CARE

(13.4)2021 Q1 (Jan1-Mar31y: [ | (132201907 i - Mar31): [ |
(133)2020Q3 (July 1 -Sept30) [ | (13.8° .4Q3 (July 1~ ot30): [

c
(oT]
s (135)2020Q4 (Oct 1-Dec 31y | |« 56)2019Q4 (Oct1-D 31): |
-
s
D Phase 4 Pertal - Revenue Application Data Collection Foll - DRAF I 10f3
>
O
DocuSign Envelope ID: BA2TFL =254-4E16-E /-90DADDBE 36
©
Q 14.7° SEXPL  _S5FROM. T'E.4TCARE
C
% 44)2021Q1(Ja ~Mare . [ | (14.2)2019Q1 (Jan 1 —Mar 31):
Iy (12202003 (Ju -Sept30: [ | (14.4)2019.Q3 (July 1 - Sept 30):
7)) (145 120044 «1-Dec3t: [ | (14.6)2019 Q4 (Oct 1 - Dec 31): |
(]
O
(@) SUPPORTING DOCUMENTS
| -
o (15) Upload Revenues (16) Upload
Worksheet (if required) ‘ Federal Tax Form: é
(17) Upload supporting optianal (18) Upload supporting
documents for 2019 documents for 2020 Q3-Q4,
Q1,Q3,Q4 operating 2021 Q1 operaling revenues
revenues and expenses and expenses from patient
from patient care: ‘ care: l’
(8 SERVICE . @ @
f RURAL PROVIDERS
:i Powared by m @ Change Language - English (US) ¥ Terms Of Use & Privacy ¥ GCopyright © 2021 DocuSign Inc. | V2R Hm
%
U, ) o
%, Health Resources & Services Administration

UnitedHealth Group Confidential and Proprietary Information, exempt from disclosure under the Freedom of Information Act. See 5 U.S.C §551(b)(4).




**All data displayed here is sample data for example purposes only.**

Please review the documents below. m OTHER ACTIONS v

(74 (/4
(17) Upload supporting Optional (18) Upload supporting
documents for 2019 documents for 2020 Q3-Q4,
=l Q1,Q3,04 operating 2021 Q1 operaling revenues
revenues and expenses and expenses from patient
care:

from patient care:

¥y 1
% 2
RURAL PROVIDERS

(19) If you are a rural provider or parent entity applying on behalf of a rural subsidiary or
are a provider that treats rural beneficiaries and would like to be considered for an O Yes O No
additional rural payment select "Yes', otherwise select ‘No'.

Figlds 20 - 32 have been intes" \neily removes

BANKING INFORMATION
(34 A Routing
(33) Bank Name: | | Number: [ |
(35) Account Holder Name: | . | (v ccount Number: |

Terms and Con{ ons
If a payment is issued, & cipients stagree to.  distribution’s Terms and Conditions within 90 days.

. awledgy 4 understo, Wgh Phase 4 Terms and Conditions. ¢

Bycl »g'Submit’  Recipient understands that non-compliance with any Term or Condition and all applicable
statute:  drer Lons may result in administrative, civil, and/er criminal action being taken and certifies that, you are
a bonafio . representative of the entities represented herein and that all of the information you are submitting to a
Federal Government System, under penalty and perjury of law, is true, correct, and accurate.

Process owned by DocuSign

ra
2
o

Phase 4 Portal - Revenue Application Data Collection Form - DRAFT.doex

Powered by Dmm @ Chenge Langusge - English US) ¥ Terms Of Use & Privecy ¥ Gopyright © 2021 DocuSign Inc. | V2R Hm

Health Resources & Services Administration

s SERVIcy:,
A e
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UnitedHealth Group Confidential and Proprietary Information, exempt from disclosure under the Freedom of Information Act. See 5 U.S.C §551(b)(4).




**All data displayed here is sample data for example purposes only.**

CARES

PROVIDER RELIEF FUND

Organization TIN Dashboard

Please see status details and complete any actions required below.

Organization Tax ID Number:xxxxx7890®@, Provider Name:Demo Car \-rofes ‘onals Inc.

Action Required For This TIN: o . a
a N\

Revenue and Tax Information

Valicate TIN Reve. ~and Ta nformation Attest to Payment and Terms
Not Available Yet Complete Avai. Zie Now Not Available Yet
Attest to Payment and Terms
Get Started © Once payment has been issued, you

Ve e e T will be able to attest to fund distribution.
Update TIN Validation: from DocuSign when you complete your
Revenue and Tax Information
Update TIN submission. The “Get Started” message
above will be updated when your
submission is processed and payment
determination is made.

Add Another Organization TIN “Required Fields

Organization TIN* @ @ Provider Organization Name (as displayed in the first field on W-9 for this TIN)* TIN Type*
l l l l l Select.. v l

.

S, Add Organization TIN

Health Resources & Services Administration

Lo HEALY,
(s o

P

UnitedHealth Group Confidential and Proprietary Information, exempt from disclosure under the Freedom of Information Act. See 5 U.S.C §551(b)(4).




**All data displayed here is sample data for example purposes only.**

CARES PRF Portal 2.0: Attest to Payments and Terms - Accept Payments

CARES

PROVIDER RELIEF FUND

Organization TIN Dashboard

Please see status details and complete any actions required below.

Organization Tax ID Number:xxxxx7890®, Provider N-me:Den <are Professionals Inc.

Action Required For This TIM: o o 0

Attest to Payment and Terms
Validate TIN Revenue and Tax Information Attest to Payment and Terms

~mple Complete 0 of 1 Payments Attested

Get Started
You are required to confirm and attest to

payment once a relief payment has
been deposited in your account.

Add Another Organization TIN *Required Fields

Organization TIN® @ @ Provider Organization Name (as displayed in the first field on W-9 for this TIN)* TIN Type*
l l [ l [ Select... »

Add Organization TIN
o SERVICE, .

;e

.

HRSA

Health Resources & Services Administration

.opll-\ﬂ_n,“

P

UnitedHealth Group Confidential and Proprietary Information, exempt from disclosure under the Freedom of Information Act. See 5 U.S.C §551(b)(4).




**All data displayed here is sample data for example purposes only.**

CARES

PROVIDER RELIEF FUND

Q) Attest to Payment and Terms

Attestation of Payment

*Required Fields

Automated payments are sent via Optum Bank wit== .. = GOV" 1 the La, =nt description. All relief payments are made to provider billing

organizations based on their Taxpayer Identifica. n Num z2rs (Tl ). please confirm the account number and payment you received for this TIN.

This form should only be filled out=".ce you he = rec ved the deposit in your account

Last Six Digits of Bank Account Numb._: Relief Fund Payment Amount*

| /|

‘ Cancel ‘ ‘ Continue ‘

w2 SERVICy:,
A e

Tt

Health Resources & Services Administration

(R EALTy,
.

P

UnitedHealth Group Confidential and Proprietary Information, exempt from disclosure under the Freedom of Information Act. See 5 U.S.C §551(b)(4).



**All data displayed here is sample data for example purposes only.**

CARES

PROVIDER RELIEF FUND

.y Attest to Payment and Terms

Attestation of Payment

| scknomviadge recept of $200000 from ihe Publc Health and Socsal Seraa@i"Emengancy RO (Reled Fund™), and sccopt the Terms and

Conditions. I you receive a payment from funds approprabed in the Redal = und yoder Devisa B of Public Law 116-127 and retain thal payment
aance o thoseliunds, you ane deemead i have accepled the

for at bzast §0 days of payment issuance withoul contacting HHS regarding =g
follcraing Tenms & Condbons. This s not an exhausinee kst an Qe must coll by with any ofher relevant siafules and regulabons, as apphcabie

o comramabment o full compleances with all Terms and Conditd s 20patenal 15 he Secredany's dacisen 1o disburse these funds b you Non

comphance with any Tenm or Condebeon is grounds fasihe Sacnd iy o8 Saup =i e or all of the paymeant made from the Rebed Fund These

Terms and Condiions agply directy i the recin@in of | ywment | aadthe HeON Fund. In general, the reguinements Sal apply to the recipssnt

also apply b0 sub-recipients and contracions Uil J@r gran | unlest e exceplion s specilied

By réstirnving and acoisplinng Rabel Fuadiami] palalies Al | accoidance with e "Corondvinis Akd, Relied, and Econceme’ Secuny St of
i "CARES ACT, you dene aligebl 0 ek p0) el 10w ackrove g hal you may Be askid o submil 80 B firviiew Drocoss astabisshed by hea
LS Depanmeand of Haakh andCheman Senatss nciiling is contracior (collettvaty. THHE®), 1o dedarming your aligibdity for this panement
Addibcnatly, wpon requesst by HED wou will prp ede any and all informabon redated o the disposihion or use of tha funds recemed under the
Ratied Fund for auding and’or repl Bng puepd s, | atest that | have tha legal authoeity 10 act on behall of the provider group that has recehed

st Funds Transfes | ACH Paymeants, HHS or ils conbracior may make adpistiments. io the panyment

paymend undar the Relel Fund. For
whenever B COMmechon of change s el Wed. For example, i thera is BN erod, you agres thal HHS may cormect the edror imimecaledy and

wathout noboe. Such erods. may incluade, but ane nod limied 10, feversing an improper credil, and oodreching calculabon and inpat ermars. The mght
1o make adusiments ang nod sulbect 10 ary Fmilalons oF me consiraimts, excepl &9 régqumned by b

I hase réad and agred 1o the Opbum Pay Ennolbmsent Agreseman] Terms and Condibons

1 Reject Payment ; | Bccept Payment
(R SERVIC

C Health Resources & Services Administration

o LTy, .
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UnitedHealth Group Confidential and Proprietary Information, exempt from disclosure under the Freedom of Information Act. See 5 U.S.C §551(b)(4).




**All data displayed here is sample data for example purposes only.**

CARES

PROVIDER RELIEF FUND

Organization TIN Dashboard

Please see status details and complete any actions required below.

Organization Tax ID Number:xxxxx7890® , Provider Name:Den- Care F »fessionals Inc.

o © L~

Validate TIN Re ~ue a. ! Tax Information Attest to Payment and Terms
Complete Complete Complete
1 of 1 Payments Attested

Funds Accepted

Reference Number: P4-EBB40651465

Accepted
Add Another Organization TIN *Required Fields
Organization TIN© @ @ Provider Organization Name (as displayed in the first field on W-8 for this TIN)" TIN Type*

| | | [Sokct_~

Add Organization TIN

S SERVICy,
A e,

.

HRSA

Health Resources & Services Administration

.opll-\ﬂ_n,“
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UnitedHealth Group Confidential and Proprietary Information, exempt from disclosure under the Freedom of Information Act. See 5 U.S.C §551(b)(4).




**All data displayed here is sample data for example purposes only.**

CARES PRF Portal 2.0: Attest to Payments and Terms - Reject Payments

CARES

PROVIDER RELIEF FUND

Organization TIN Dashboard

Please see status details and complete any actions required below.

Organization Tax ID Number:xxxxx7890® , Provider Nan :. mo C. ‘e Professionals Inc.

Action Required For This TIN: o o n

Attest to Payment and Terms

Valid=* F .venue and Tax Information Attest to Payment and Terms
omplete Complete 0 of 1 Payments Attested
Get Started

You are required to confirm and attest to
payment once a relief payment has
been deposited in your account.

Add Another Organization TIN “Required Fields

Crganization TIN® i Roj Provider Organization Name (as displayed in the first field on W-8 for this TIN)* TIN Type*
[ l [ l l Select... w

( SERVIC Add Organization TIN

.

HRSA

Health Resources & Services Administration

.opll-\ﬂ_n,“

P

UnitedHealth Group Confidential and Proprietary Information, exempt from disclosure under the Freedom of Information Act. See 5 U.S.C §551(b)(4).




**All data displayed here is sample data for example purposes only.**

*Required Fields

) Attest to Payment and Terms

ad on th r T & e ldedtification Numbers (TINs). Please confirm the check number and

Attestation of Payment

All relief payments are made to provider organizations*

payment you received for this TIN.
This form should only be filled out oo < you have =ceiv. 1 the paper check in the mail
Relief Fund Payment Amount*

‘

HRSA

Check Number*
Health Resources & Services Administration

‘ Cancel

‘ ‘ Continue

UnitedHealth Group Confidential and Proprietary Information, exempt from disclosure under the Freedom of Information Act. See 5 U.S.C §551(b)(4).
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**All data displayed here is sample data for example purposes only.**

© Attest to Payment and Terms

Attestation of Payment

| acknowledge receipt of § XX.XX from the Public Health and Social Services Emes .ic “und ("Relief Fund"), and accept the Terms and
Conditions. If you receive a payment from funds appropriated in the Relief Fur< .nder Divis 1 B of Public Law 116-127 and retain that payment
for at least 90 days of payment issuance without contacting HHS regardirn® emittance of thos. unds, you are deemed to have accepted the
following Terms & Cenditions. This is not an exhaustive list and you must cc olve Jiany other . ‘'svant statutes and regulations, as applicable.
Your commitment to full compliance with all Terms and Conditic' = material . the Secretary’'s decision to disburse these funds to you. Non-
compliance with any Term or Condition is grounds for the Secre. ry «. ~coup su e or all of the payment made from the Relief Fund. These
Terms and Conditions apply directly to the recipient="=aymenti mthe  “=f Fu u. In general, the requirements that apply to the recipient,
also apply to sub-recipients and contractors ur i grant. unless. — _xceptior 1s specified.

By receiving and accepting Relief Fund paymen. ou *hat ir ccordance with the "Coronavirus Aid, Relief, and Economic Security Act” or
the "CARES Act”, you are eligible< . inis o ment. au acknow. .dge that you may be asked to submit to the review process established by the
U.S Department of Health and' uman Servic. . inclt. g its contractor (collectively, "HHS"}, to determine your eligibility for this payment.
Additionally, upon request by HR wyou will prc. de any and all information related to the disposition or use of the funds received under the
Relief Fund for auditing and/or repc. ng purp’ .es. | attest that | have the legal authority to act on behalf of the provider group that has received
payment under the Relief Fund. For £ = ic Funds Transfer / ACH Payments, HHS or its contractor may make adjustments to the payment
whenever a correction or change is required. For example, if there is an error, you agree that HHS may correct the error immediately and
without netice. Such errors may include, but are not limited to, reversing an improper credit, and correcting calculation and input errors. The right
to make adjustments are not subject to any limitations or time constraints, except as required by law.

| Reject Payment ‘ | Accept Payment

Health Resources & Services Administration

(R EALTy,
.

P

UnitedHealth Group Confidential and Proprietary Information, exempt from disclosure under the Freedom of Information Act. See 5 U.S.C §551(b)(4).




**All data displayed here is sample data for example purposes only.**

Rejected Payments Important Information x)

How do | return a direct deposit payment?
To return the money must contact your financial institution and ask them to refuse the received Automated
Clearinghouse (ACH) credit by initiating ACH return using the ACH returp«tude of “R23 - Credit Entry Refused
by Receiver”.

- You are not required to call back to confirm that the fun® . nave beer. eceived by OptumBank.

If payment was received via paper check:

Mail a refund check for the full amount payable#>."Unite iHes (2. Greap” to the address below via United States
FPostal Service (USPS); mailing services su. 1 as | :dEx| nd UPS cannot be used with this PO box. List the
check number from the original Proy 20 Relie ©una .2« in the memo.

UnitedHealth Group

Attention: Provider Relief Fund
PO Box 31376

Salt Lake City, UT 84131-0376

What is the required timeframe to return the money?
Within 15 calendar days of rejecting this payment.

Ly
A ¥t
;\\ -/
&
Thirper

Health Resources & Services Administration

UnitedHealth Group Confidential and Proprietary Information, exempt from disclosure under the Freedom of Information Act. See 5 U.S.C §551(b)(4).




**All data displayed here is sample data for example purposes only.**

Rejected Payments Important Information X

UnitedHealth Group -
Attention: Provider Relief Fund

PO Box 31376

Salt Lake City, UT 84131-0376

What is the required timeframe to return the money?
Within 15 calendar days of rejecting this payment.

Can | return the money a different way . how  w- .. cewed?
No, you must return the money using the :ame nethe 1 the money was sent to you.

Can | return a portion of the roney?
Mo, you must return the full amo. at rece ed.

Contact us
For additional information, please contact our provider support line at (866) 569 3522; for TTY Dial 711.

Health Resources & Services Administration

UnitedHealth Group Confidential and Proprietary Information, exempt from disclosure under the Freedom of Information Act. See 5 U.S.C §551(b)(4).




**All data displayed here is sample data for example purposes only.**

CARES

PROVIDER RELIEF FUND

Organization TIN Dashboard

Please see status details and complete any actions required below.

Organization Tax ID Number:xxxxx7890®, Provider Name:Der . Care Prol. ssionals Inc.

o 9 &

Validate TIN P+ -n. ~nd Tax Information Attest to Payment and Terms
Complete Complete Complete
1 of 1 Payments Attested
Rejected - 1

Reference Number: P4-68249651465
Rejected

How to return funds

Add Another Organization TIN “Required Fields

Organization TIN- @ © Provider Organization Name (as displayed in the first field on W-8 for this TIN)* TIN Type*
l l l l l Select. . w

S SERViCE, Add Organization TIN

.

HRSA

Health Resources & Services Administration

.opll-\ﬂ_n,“

P

UnitedHealth Group Confidential and Proprietary Information, exempt from disclosure under the Freedom of Information Act. See 5 U.S.C §551(b)(4).




**All data displayed here is sample data for example purposes only.**

A

Multiple Payments
IHide Details ' Woxx3455 @ Demo Care Inc.
Action Required For This TIN: o o n
Rev~ .Je and Tax Information Attest to Payment and Terms
1 of 2 Payments Attested
Get Started

Attest to Payment and Terms
Validate TIN
Complete
You are required to confirm and attest to

Complete
payment once a relief payment has
been deposited in your account.

@

XOXA3455 Lemo Care Inc.
Attest to Payment and Terms

Revenue and Tax Information
Complete
2 of 2 Payments Attested

Validate TIN
Complete
Funds Accepted

Complete
Reference Number: P4-33581565481
Accepted
1

IHide Details I

w2 SERVIC
s iy

UnitedHealth Group Confidential and Proprietary Information, exempt from disclosure under the Freedom of Information Act. See 5 U.S.C §551(b)(4).
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Discussion

Questions

w

&

UnitedHealth Group Confidential and Proprietary Information, exempt from disclosure under the Freedom of Information Act. See 5 U.S.C 8551(b)(4).
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