Consultative Medical Examinations Application
A. Contractor Information

1. Incorporated Agency Name: 
2. Street Address: 
    City, State, Zip Code: 
    County: 




Federal Employer Identification Number:
    Payment address (if different):  
    City, State, Zip Code: 
3. Agency Contact: 



      
Title 
    Phone #: 





Fax 
    E-mail Address: 
    Mailing Address:  
    Preferred Method of Contact:

4. Organization Description (background and purpose):

Please attach an organizational chart.
5. Is your organization a minority based agency (at least 51% African American, Hispanic, Asian, Native American, Women, etc.? □ No   □ Yes – Specify:

6. Non-Discrimination/Sectarian Organization Compliance Justification

                                                                                                                            Yes              No

	a. According to your Certificate of Incorporation, are your organization’s purposes sectarian?  (For example, are you a corporation organized under the religious corporation law or a corporation that has a corporate purpose to serve a particular religious group or promoting the doctrine of a particular religion in general?
	
	

	b. Are any of the proposed services sectarian in nature?
	
	

	c. Does your organization have as its goal the furthering of any sectarian organization?     
	
	

	d. Are the services being provided by sectarian staff?
	
	

	e. Are services being delivered in a building owned by a sectarian organization?

	
	

	    If no, proceed to next line (f.)  If yes, are services educational in nature?

	
	

	f. Will the proposed services be provided on the basis of race, religion, color or national origin?

	
	

	g. If the contract is with a sectarian organization, is the amount and comprehensiveness of the surveillance necessary to insure the contract does not foster or inhibit religion greater than the contract necessary to administer a similar contract with a non-sectarian agency?

	
	


7. Qualifications/Past Experience:
8. Services to be Offered Through this Contract – note any subcontracting:
9. District(s) prepared to Serve (attach additional sheet if necessary):
10.  Service Location(s) – indicate if services differ at locations (attach additional sheet if necessary):
11.  Fill out last column of Consultative Examination Fee Schedule where the provider rates are more favorable then the DDD Statewide Fees and submit with application.  

B. Key Personnel Profile 

1. Attach a completed Consultant Enrollment Form and photocopy of a current NYS Registration Certificate for each physician and/or licensed psychologist performing examinations or evaluations under this contract.
2. Attach a summary staffing sheet for all medical staff performing examinations/evaluations with physician/psychiatrist/psychologist names, medical license number, medical specialty, whether board certified or eligible, examination type to be performed and any languages spoken other than English.
3. List of Authorized Signatories. 

List all individuals who are authorized to sign this contract and related documents on behalf of the organization.  Should any individual be added or removed from the list, inform OTDA in writing immediately.
	Name _______________________________Title_______________________________

                             (Printed)

Signature_______________________________________________________________

Restrictions_____________________________________________________________



	Name _______________________________Title_______________________________

                             (Printed)

Signature_______________________________________________________________

Restrictions_____________________________________________________________



	Name _______________________________Title_______________________________

                             (Printed)

Signature_______________________________________________________________

Restrictions_____________________________________________________________




The individuals listed above are authorized to sign on behalf of the Contractor in all matters regarding the agreement with the NYS Office of Temporary and Disability Assistance except where restrictions are shown.

________________________________________________________________________________

      (Signature of Official Authorized to Sign for Applicant)             (Printed Name)                                                       (Date)
