Submit on your agency’s letterhead


ATTESTATION LETTER
TO:  

Enter Applicable LME Name
FROM:  
Enter Provider Name
Enter Address
Enter Business Status (i.e. Inc., LLC, PLLC & profit or non profit)
Enter National Accreditation Status
Licensure Status, if applicable
Federal ID #
NPI #
Medicaid #
TYPE OF RE-ENDORSEMENT (check all applicable boxes):  

 FORMCHECKBOX 
 Business      FORMCHECKBOX 
 Site/Service(s)

Enter Site(s)/Service(s)
Enter Site(s)/Service(s)
Has this agency experienced any dissolutions, revocations, and/or revenue suspension in the last three (3) years?  FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO
If yes, please explain:        (include supporting documentation evidencing that the action has been dissolved)

 FORMCHECKBOX 
  Submit National Accreditation Certificate 

 FORMCHECKBOX 
  Submit current insurance certificate
 FORMCHECKBOX 
  Submit current license certificate, if applicable

 FORMCHECKBOX 
  Submit evidence of good standing with US and NC Department of Revenue

I pledge to comply with the DMH/DD/SAS and DMA rules and regulations, the Endorsement Policy and Procedure, and the Standard Agreement requirements.

Signature





Date

Print Name

Failure to comply with submission of the necessary documentation and provider enrollment documentation shall be reasonable cause for administrative action and withdrawal of endorsement.  
