KAPER-1 (12/05)

Kentucky Application
for
Provider Evaluation
and
Re-evaluation

December 2005

Form KAPER-1 (12/05)

Page 1 of 71



Office of Insurance
Kentucky Application for Provider Evaluation and Re-evaluation - 2005

Introduction. Development of a uniform application form and guidelines for the
evaluation and re-evaluation of health care providers, including psychologists, was
mandated under KRS 304.17A-545 (5). In response to the requirement, the Kentucky
Office of Insurance developed the form Kentucky Application for Provider Evaluation
and Re-evaluation in December 2005 (Form KAPER-1 (12/05)). Form KAPER-1
(12/05) consists of two (2) parts, Part A and Part B.

The form KAPER-1 (12/05), Part A was adopted with consent from the Council for
Affordable Quality Health care form entitled “Provider Application.” All health insurers
offering managed care plans in Kentucky are required to use Part A for the evaluation
(credentialing) and re-evaluation (recredentialing) of health care providers, who will be
on their lists of participating providers.

The form KAPER-1 (12/05), Part B was developed in collaboration with health care
providers, insurers and the Kentucky Cabinet for Health and Family Services. This part is
for use by Kentucky hospitals and health care facilities and consists of two (2) sections.
Form KAPER-1 (12/05), Part B, Section 1 is for initial evaluation (credentialing) of a
physician or allied health professional and form KAPER-1 (12/05), Part B, Section 2 is
for re-evaluation (recredentialing) of a physician or allied health professional.

The form KAPER-1 (12/05) may be accessed on the Office’s Web site
(http://doi.ppr.ky.gov/kentucky/) or obtained directly from the Kentucky Office of
Insurance, Division of Health Insurance Policy and Managed Care, P. O. Box 517,
Frankfort, KY 40602-0517. Reproduction of the form without any changes is allowed.
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Commonwealth of Kentucky

Instructions — Form KAPER-1 (12/05), Part A

A. Uniform Application for Evaluation (Credentialing) Form. Following is form
KAPER-1(12/05), Part A, which was adopted with consent of the Council for Affordable
Quality Healthcare pursuant to KRS 304.17A-545(5).

Effective January 1, 2006, a complete form KAPER-1 (12/05), Part A, with required
attachments, as specified in item C of this instruction, must be accepted by an insurer

offefing a managed care plan in Kentucky for the évaluation (credentialing) and
re-evaluation (recredentialing) of a health care provider who will be on the insurer’s
list of participating providers. “Health care provider” is defined in Section 1(4) of

806 KAR 17:480. The form KAPER-1 (12/05), Part A, which must be accepted by the insurer

in an electronic or handwritten format, is available on the Web site of the Office of Insurance
http://doi.ppr.ky.gov/kentucky/ or at a location designated by the health insurer.

Prior to completing form KAPER-1 (12/05), it is advised that a provider contact the
insurer for information regarding electronic or handwritten submission of the form with
-required attachments, as specified in item C of this instruction, and cover letter, if
applicable.

B. Cover Letter. If a complete form KAPER-1 (12/05), Part A is submitted to an
insurer, a cover letter signed and dated by the health care provider requesting
consideration of evaluation or revaluation may be required by the insurer.

C. Required Attachments. Unless otherwise specified in this instruction, one (1)
photocopy of each of the following eight (8) supporting documents shall be on 8 %" X
11" paper, labeled, and attached to the complete form KAPER-1 (12/05), Part A in the
following order.

1. Drug enforcement agency (DEA) registration certificate;

2. State controlled dangerous substance (CDS) certificate, if applicable;

3. W-9 of each tax identification number;

4. Workers compensation certificate of coverage;

5. Current professional liability insurance policy face sheet (showing expiration
dates, limits and health care provider’s name);

6. Signed and dated authorization, attestation and release form;

7. Supplemental forms, if any, in page number order; and

8. Additional pages, if indicated (e.g. lists, etc.)
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Provider Application
-

: CAQH AUTOMATICALLY APPLIES MIXED-CASE FORMATTING,
coRRECTNUMBERS |A|BIC| 111123 e S F e  COMMON ABBREVIATIONS, AND 2IP CODE MATCHING. PLEASE
: MAKE CORRECTIONS ONLINE OR CALL THE HELP DESK.
Instructions Tips to avoid processing delays

Read all instructions
carefully prior to
submitting your

1. Complete only this application and its su’)plemental forms. Do not use another provider's application.
2. Use a blue or black ink ball-point pen only. Do not use a pencil or a felt-tip pen.

3. Print legibly and inside the boxes provided based upon the examples given above.

4. Do not enter more than 1 character per box. If necessary, write outside the provided spaces.

application. 5. Complete all sections that are applicable to you. ) )
6. Some fields use “codes” to help you easily report information (e.g., schools, languages). Code lists are found on pages 36 - 43.
"NOTE: Fields with asterisks () indicate that a response is required. All other fields will be considered not applicable if left blank.
SECTION 1 Personal Information and Professional IDs
. Code list is found on page 36, Enter the DO YOU PRACTICE EXCLUSIVELY WITHIN THE INPATIENT SETTING?
Provider Type associated 3-digit code in the space YES NO  (E.G.. PATHOLOGISTS, ANESTHESIOLOGISTS, ER PHYSICIANS, NURSE
provided.* PRACTITIONER, RADIOLOGISTS, PHYSICIAN ASSISTANT, ETC.)
Name
Do not use nicknames
or initials, unless they LAST NAME* SUFFIX (JR, 1Il)
are part of your legal
name.
FIRST NAME MIDDLE NAME
HAVE YOU EVER USED ANOTHER NAME?* YES NO IF YES, PLEASE LIST ALL OTHER NAMES USED AND THEIR DATES OF USE BELOW.

OTHER LAST NAME SUFFIX (JR, 1)
OTHER FIRST NAME OTHER MIDDLE NAME
DATE STARTED USING OTHER NAME DATE STOPPED USING OTHER NAME
General
Information GENDER* MALE FEMALE DATE OF BIRTH*
Only enter a Foreign
National Identification
Number if you do not
have a SSN. Do not
enter National Provider CITYOF BIRTH STATE OF COUNTRY OF
Identification (NP1) BIRTH BIRTH
Number here.
SSN*
Code lists are found on
pages 36-43. Enter the FOREIGN NATIONAL IDENTIFICATION NUMBER (FNIN) FNIN COUNTRY OF ISSUE
associated 3-digit code
in the space provided. ENTER ALL NON-ENGLISH
LANGUAGES YOU SPEAK
LANGUAGE CODE LANGUAGE CODE LANGUAGE CODE LANGUAGE CODE LANGUAGE CODE
Home Address
NUMBER STREET APT NUMBER
cry STATE ZIP CODE
TELEPHONE
NOTE: CAQH will use
this method for E-MAIL
application follow-up.
FAX PREFERRED METHOD OF CONTACT* E-MAIL FAX

L
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* REQUIRED RESPONSE. NO RESPONSE MAY CAUSE PROCESSING DELAYS AND REQUIRE FOLLOW-UP.
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