CONFIDENTIAL/PROPRIETARY

ALLIED HEALTH PRACTITIONER APPLICATION

INLAND EMPIRE FOUN
This application is submitted to: i DATION FOR MEDICAL CARE

This form should be typed or legibly printed in black or biue ink. If more space is needed than provided on original, attach

additional sheets and reference the question being answered. Current copies of the following documents must be
submitted with this application:

State Professional License(s) Face Sheet of Professional Liability Certification

DEA Certificate (if applicable) Curriculum Vitae

Board Certification (if applicable}

IDENTIFYING INFORMATION

Last Name: First: Middle:
Is there any other name under which you have been known? Name (s):
Home Mailing Address: City:
State: ZIP:
Home Telephone Number: { } Home Fax Number: { )
Birth Date: Cilizenship:
Social Security # O Male 0 Female

PRACTICE INFORMATION

Practice Name (if applicable}):

Primary Office Mailing Address: City:

Stale: ZIP:
Telephone Number: ( ) Fax Number: { )
Office Manager/Administrator: Telephone Number: { }

Fax Number: { )

Name Affiliated with Tax ID Number: Federal Tax ID Number:
Secondary Office Mailing Address: City:

State: Z2iP:
Name Affiliated with Tax ID Number: Federal Tax ID Number:

m
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Medicare UPIN (if applicable)

Specialty:

Subspecialties:

Professional School: Mailing Address: Degree Received:
City: State: ZIP: Date of Graduation:
Professional School: Mailing Address: Degree Received:
City: State: ZIP: Date of Graduation:

POST GRADUATE TRAINING

Institution:

Mailing Address: City:

Stale: ZIP: Program Director:

Type of Training:

Specialty: From: To:

Institution: Program Director:

Mailing Address: City: State: ZIP;

Type of Training: Specialty: From: To:
(mmiyy) {mm/yy)

Did you successfully complete the program? 0 Yes O No (If "No,” please explain on separate sheet.)

Institution:

Mailing Address: City: State: ZIP:

Type of Training: Specialty: From: To:

Did you successfully complete the program? [J Yes L1 No (If "No," please explain on separate sheel.)
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California State Professional License Number: Expiration Date:

Drug Enforcement Administration (DEA) Registration Number-: Expiration Date:

Controlled Dangerous Substances Certificate (CDS) (if applicable): Expiration Date:

ALL OTHER STATE LICENSES

License Number:

Expiration Date:

State: License Number; Expiralion Date:

State: License Number; Expiration Date:

OTHER CERTIFICATIONS (E.G. FLUOROSCOPY, RADIOGRAPHY, ETC.)

Number; Expiration Date:

Type: Number: Expiration Date:

BOARD CERTIFICATION

Include certifications by board(s) which are duly organized and recognized :

Name of Issuing Board Certificate Number Date Certified/Recertified Expiration Date (if 2ny)

Have you applied for board certification other than those indicated above? Yes O No [J

If so, list board(s) and date(s):

if not certified, describe your intent for certification, if any, and date of eligibility for Certification on separate sheet.

CURRENT HOSPITAL AND OTHER INSTITUTIONAL AFFILIATIONS

Please list in reverse chronological order {with the current affiliation{s} first) all institutions where you have current affiliations
(A) and have had previous hospital privileges (8) during the past ten years. This includes hospitals, surgery cenlers,
institutions, corporations, military assignments, or government agencies. If more space is needed, atlach additional sheet(s).

M
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A. CURRENT AFFILIATIONS

Name, Cily, and State of Primary Admitting HospitalfInstitution (if applicable): Department;
Status (aclive, provisional, courtesy, temporary, etc.): Appaintment Date;
Name, Cily, and Stale of Secondary Admitting Hospitalfinstitution {if applicable): Department:
Status: Appoiniment Date:
Name, City, and State of Other Institutions: Department:
Status: Appointment Date:

B. PREVIOUS HOSPITAL AND OTHER INSTITUTION AFFILIATIONS

Name, City and State of Afffliation; Department:

From: To: Reason for Leaving;
{mmiyy) {mmiyy)

Name, City and State of Affiliation: Departmenl:

From: To: Reason for Leaving:
(mm/yy) (mmiyy)

Name, City and Stale of Affiliation: Department:

From: To: Reason for Leaving:
(mmiyy) (mmiyy)

SUPPLEMENTAL PEER REFERENCES

List three professional references, preferably from your specialty area, not including relatives, current partners or associates
in practice. If possible, include at least one member from the Professional Staff of each facility at which you have privileges.

NOTE: References must be from individuals who are directly familiar with your work, either via girect clinical observation or
through clese working relations,

Name of Reference: Title: Telephone Number: { )
Mailing Address: City: State:

Zip:
Name of Reference: Title: Telephone Numbaer: { )
Mailing Address: City: State:

Zip:

e e e e e
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Name of Reference: Title: Telephone Number: { )

Mailing Address: City: State:

Zip:

WORK HISTORY

Chronologically list all work history activities since completion of training (use exlra sheets if necessary). This information
must be complete. A curriculum vitae is pot sufficient. Please explain any gaps on a separale page.

Current Practice: Contact Name: Telephone Number: ( )

Fax Number: { }

Mailing Address: City: State: | ZIP: From: To:
{mmiyy} {mm/yy)

Name of Practice /Employer: Contact Name: Telephone Number: { }
Fax Number: ( )
Mailing Address: City: State: | ZIP; From: To:

(mmiyy) | (mmiyy)

Name of Practice /Employer: Conlact Name: Telephone Number: ( )

Fax Number: ( )

Mailing Address: City: State: | 2IP: From: To:
(mmiyy) | (mmiyy)

L e e ]
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ATTESTATION QUESTIONS

Please answer the following questions "yes" or "no.” If your answer to any of the following questions is "yes," please provide
full details on separate sheet

A. Has your professional license, Drug Enforcement Administration (DEA) registration or an applicable narcotic registration
in any jurisdiction ever been denied, limited, suspended, revoked, not renewed, or subject to probationary conditions, or have
you been fined or received a letter of reprimand—or is such action pending?

Yes (1 No O

B. Have you ever been suspended, fined, disciplined, or otherwise sanctioned, restricted or excluded for reasons relaling to
possible incompelence or improper professional conducl, by Medicare, Medicaid, or any public program—or is any such
action pending?

Yes O Ne O
C. Have you ever been denied, for possible incompetence or improper professional conduct, clinical privileges, membership,
contractual participation or employment by any medical arganizalion (e.g., hospital medical slaff, medical group, independent
practice association {IPA), heallh plan, health maintenance organization (HMO), preferred provider organization (PPO),
privale payer (including those thal contract with public programs), professional association, professional school faculty
position or other health delivery enlity or system) or have your clinical privileges, membership, participation or employment at
any such organization ever been suspended, restricted, revoked or not renewed - or is any such action pending?

Yes O No O
D. Have you ever surrendered clinical privileges, terminated contractual participation or employment, or resigned from any
medical organization (e.g., hospilal medical slaff, medical group, independent practice association (IPA), health plan, health
maintenance organization (HMO), preferred provider organization (PPQ), professional association, medical school faculty
position or other health delivery enlity or system) while under investigation for possible incompetence or improper
professional conducl or in return for such an investigation not being conducted or is any such action pending?

Yes O No O

E. Has your membership or fellowship in any local, county, state, regional, national, or international professional
organization ever been revoked, denied, limited, or not renewed—or is any such action pending?

Yes O No O
F.  Have you been denied certification / recertification, or has your eligibility stalus changed with respect to certification /
recertification by a specialty board?

Yes [ No OO

Are you able to perform all the services required by the applicable participating provider agreement, with or without reason-
able accommeodation, according to accepted standards of professional performance and without posing a direct threat to the
safety of palienis?

Yes O No O

Have you ever been convicted of a felony?
Yes O No O

If yes, please provide full details on a separate sheet.

m
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PROFESSIONAL LIABILITY

Insurance Carrier: Poticy Number:
Mailing Address: City: Slate: ZIP:
Per claim amount :$ Aggregale amount:$ Expiration Dale:

Have any judgments been made against you, or settlements been agreed to, in professional liability cases, or are there any
filed and served professional liability lawsuits against you pending?

YesO NoO

Has your professional liability insurance ever been lerminated or restricted, or modified (e.g. reduced limits, restricted
coverage, surcharged), or have you ever been denied professional liability insurance?
YesD NoO

If yes to any of the above, please provide details per the altached claims informalion sheel. Please explain any surcharges to
your professional liability coverage on a separate sheet.

Please list all of your professionat liability carriers for the past ten years:

Name of Carrier: Mailing Address: From: To:
(mmiyy) (mmiyy)
Policy # City: State: ZIP;
Name of Carrier: Mailing Address: From: To:
{mmiyy) (mmfyy)
Policy# Cily: State: ZIP:
Name of Carrier: Mailing Address: From: To:
(mmiyy) (mmiyy)
Policy# City: State: ZIP:
Name of Catrier: Mailing Address: From: To:
{mm/yy} (mm/yy)
Policy# City: State: ZIP:

e
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INFORMATION

RELEASE/ACKNOWLEDGEMENTS

| hereby consent to the disclosure, inspection and copying of information and dacuments relating to my credentials and qualifications ("peer
review information”) by and between "this Healthcare Organizalion” and other Healthcare Organizations {e.g., hospital medical staffs, medical
groups, independent praclice associations (IPAs}), health plans, health maintenance arganizations {HMOs}, preferred provider organizations
{PPOs}, other health delivery systems or entilies, medical societies, professional associalions, medical school faculty positions, training
programs, professional liability insurance companies {with respect lo certification of coverage and daims history}, licensing authorities, and
businesses and individuals acting as their agenis—collectively "Healthcare Organizations."} for the purpose of evalualing this application and
any recredentialing application regarding my professional training, experience, character, conduct and judgment, ethics, and ability to work
with others. In this regard, the utmost care shall be taken to safeguard the privacy of patients and the confidentiality of patient records, and to
protect peer review information from being further disclosed.

I am informed and acknowledge that federal and state laws provide immunity protections to certain individuals and entities for their acts
and/or communications in connection with evaluating the qualifications of healthcare providers. | hereby release all persons and entilies,
including this Healthcare Organization, engaged in quality assessmenl, peer review and credentialing on behalf of this Hezlthcare
Organization, and all persons and entilies providing peer review informalion o such represenlalives of this Healthcare Organization, from
any liability they might incur for their acts andfor communications in connection with evaluation of my qualificalions for paricipation in this
Heallhcare Organization, to the extent that those acts andfor communicalions are protected by stale or federal law.

I undersiand thal | shall be afforded such fair procedures with respect 1o my participation in this Healthcare Organization as may be required
by stale and federal law and regulation, including but not limited to, California Business and Professions Code Section 809 et seq. if
applicable.

I understand and agree lhat |, as an applicant, have the burden of producing adequale information for proper evaluation of my professional
compelence, character, ethics and other qualifications and for resolving any doubt about such gualificalions.

During such time as this application is being processed, | agree to update the application should there be any change in the informalion
provided.

I also agree to nofify this Healthcare Organization in writing, within five (5) days of receiving any written or oral notice of any adverse action,
including, without limitation, any filed and served malpractice suil or arbitration action; any adverse action by my professional licensing board
taken or pending, including but not limited to, any accusation filed, temporary restraining order or interim suspension order sought or
obtained, public Jetter or reprimand, public reproval, and any formal restriction, probation, suspension or revocation of licensure: any adverse
action laken by any Healthcare QOrganizalion, which has resulled in the filing of a Section 805 report with my professional licensing board, or a
report with the National Practitioner Data Bank; any revocation of DEA license; a conviction of any felony or a misdemeanor of moral
turpitude; any action against any cerlificalion under the Medicare or Medicaid programs; or any cancellation, non-renewal or malerial
reduction in medical liability insurance policy coverage.

{ hereby affirm that the information submitted in this application and any addenda therelo is true to the best of my knowledge and belief and is
furnished in goad faith. | undersiand that significant omissions or misrepresentations may result in denial of my application or termination of
my privileges, employment or allied health practitioner participalion agreement.

A pholocopy of this document shall be as effective as the original.

Print Name Here:

Signature: Date:
{Stamped Signature Is Not Acceptable)

m
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CONFIDENTIAL/PROPRIETARY

California Participating Physician Application
Addendum A
Health Plans and IPA’s/Medical Groups

L IDENTIFYING INFORMATION

Last Name: Middle:

Medical Group () [ IPALs) Alfiliatien:

Do you intend 1o serve as a peimary care provider? L] ves L) we
Do you intend to serve as a specialist? D Yoes I:] No (I ves. please List specialivis)}

Please check all that apply:
[ sole Practice D Single Specialty
O Group Practice Mulu specialty

[L. BILLING INFORMATION

Billing Company:

Street Address: Cuy:

State: FALS
Contact; Telephone Number: ¢ )
Name Affilisted with Tax [[) Number: Federal Tax 1> Number:

111, PRACTICE INFORMATION

Do you employ any allicd halth professionals (c.g. nurse practitioners, physician assistants, psyehologists, ete.)?
No

It so. please list:

Namc: Type of Provider: License Number:

I you arc o Physician Assistant Supervisor. please include State License Number;

Do you personally employ any physicians (do not include physicians that are employed by the medal group)? D\'cs
DNO

it so. please list;

Name: California Mcdical License Number:

|
I'he term “this Healthcare Organization” shall reter to the entity 1o which this Addendum is submitted as identified above.

California Participating Physician Apphcation Addendum A- 05/97 Page 1 of 3
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Please list any clinical services you perform that are not typically associated with your speciabty,

Please st any clinical services voudo nof perform that are typicatly associated with your speealty: i

15 vour practice limited o certain ages? D\'c.s DNu
If ves. specily limilatons:
Are you it Cenified Qualified Medica) Examiner (QME) of the State Industrial Medical Council? D‘l’cs
I:]Nn
Do vou participate in EDD (electronic data inteechangy? Lves
Na
If 50, which Newwork? _
Do yau use a practice management system/software: D\'cs DNn

I so, which one?

Whal type ol anesthesia de you provide in your group/olTice?
O Local Dchiunul DConscious Scdation Dﬂcncrnl DNunc Dﬂlhcr(plcasc specilv)y

Has your office received any of the following acereditations. eerifications or licensures?

O American Assaciation for Acereditation of Ambulaiory Surgery Facilities {AAAASF)

[ cCalifornia Department of Health Services Licensure

3 institute for Medical Qualin-Accreditation Association for Ambulatory Health Care (IMQAAAIIC)
O Medicare Certification

O The Medical Quality Commission (TMQC)

O oOther

V. OFFICE HOURS - Please indicate the hours your office is epen:

Monday Tucsday Wednesday Thursday Friday Saturday Sunday Hulidays

V. COVERAGE OF PRACTICE (List your answering service and covering physicians by name, Atiach additional
sheets it necessary)

Phone Number: | Fax Number: | }

Answering Service Company:

Mailing Address: City:

State: A LS
Covering Physician's Name: Telephone Number:  { }
Covering Physician's Name: Telephone Number: )
Covering Physician's Name: Telephone Number:  ( )
Covering Physician's Name: Telephone Number:  ( )

11 vou do not have hospital privileges, please provide written plan lor cantinuity ol care:

L]
b
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VL FOREIGN LANGUAGES SPOKEN

Flueatly by Physician; Fluently by Stall.

VI, LABORATORY SERVICES

It you provide direct laboratory serviees, please indicate the TIN wtilized and provide Clinical Laboratory Information Act (CLIA)
information. Antach a copyof vour CLIA centificate or waiver if vou have one.

Tax [D = Billing Name: Type ol Service Provided:
Do you have a CLIA ceaificate? Uves Cne
Do you have o CLTA waiver? D\'cs DN\\
Cerlificate Number; Certtficate Expiration Date:

VIII. PROFLESSIONAL ORGANIZATIONS

Please list country, state or national medical societies. or dher professional organizations or socicties of which vou are a member
or applicant,

Organization Name Applicant Member

O0O00god
aOo0ggo

I certify thar the infornation in 1his document and any attached documents is true and correet.

Print Name Here:

Physsctan Signature: Date:

{Sumpoed Signature Is Nol Acceplable)

Cahifornia Particapating Physician Apphcation Addendum A- 05797 Page 3 of 3
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CONFIDENTIAL/PROPRIETARY

California Participating Physician Application
Addendum B
Professional Liability Action Explanation
INLAND EMPIRE FOUNDATION FOR MEDICAL CARE

- ——-— __ herein, this Heshihcare organization

This Addendnm is submitted to:

Please complete this form for each pending. settled or therwize concluded prolessional liability lawsuil or arbitcation liled and served
against you, in which you were mamed a party in the past seven (7) years, whether the Jawsuit or arbitration is pending. settled or
atherwise concluded. and whether or not any payiment was made on vour hehalt by aaw insurer. company. hospital or other emity. Al
questiuns must be answered completely in order to aveid delay in expediling your application. 17 there is more than one professional
liability Jawsuit or asbiteation action. please photocapy this Addendum B prior 1o completing. and complete a separate form for each
lawsuit.

I IDENTIFYING INFORMATION

Last Names

Middle:

Street Address: City

City, County and State where lawsuits filed: Case Number, il known:

Date of alleged incident serving as basis for the Date Suit Sex of patient: | Age of patient:
Inwsuit/arbitration Filed:

L.ocation of Incident:

O Hospital O My office O  Other doctor’s effice O Surgery Center

O Other, (please specify)

Your relationship to Patient {Attending Physician, Surgeon. Assistant, Consullant, cte.):

Ablegation:

Ishwvas there an insurance company o other lability protection company or arganization providing coverage/defense of the
lawsuit or arbitration action? O  Yos O No

I yes, please provide company namie, contact person. phone number, location and carrier’s claim identification number of
insurance company, or other liability protection company or organization,

If you would like us to contact your attorney regarding any of the above, please provide attorney(s) name(s) and phone
number(s). Please fax this document 1o your attorney as this will serve as vour authorization:

Name Plione Numher { )

Name Phone Number ( )
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b Az used i thye infonation Release section of this Addencim. the tenm “this Healibeare Organization™ shall refer (o the entity 1o wiieh this Addendon iz
subminted as identitivd above

- WHAT IS THE STATUS OF THE LAWSUIT/ARBITRATION DESCRIBED ABOV
Lawsuit/arbitration still ongoing. unresolved.

Judgment rendered and puyment was made an my behalf.  Amount paid on my behalf:
Judgment rendered and 1 was found not liable.

Lawsuit/arbitration settled and payinent made on my behalll. Amount paid on iy behalf:
Lawsuit/arbitration scitled. no judgement rendered. no pavment made on my behalf,

{CHECK ONE

ooooo

Summarize the cireumstances giving rise o the action. 15the action involves patient care, provide o narrative. with adequate clinical
detail. including your description of your care and tecatment of the patient. [f'moere space is needed. attach additional sheers).
Include 1) condition and diagnosis al time of incident. 23 dates and description of treatment rendered. and 3y condition of patiem
subsequent to treatment, Please print.

SUMMARY

I certify that the information in this document and any attached documents is true and correct. | agree that “this
Healtheare Organization™, its representatives. and any individuals or entitics providing information to this Healtheare
Organization in good faith shall not e liable. to the fultest extent provided by kaw. for any act or oceasion related 1o the
cvaluation or verification contained in this docwment. which is part of the California Participating Physician Application.
In order tor participating healthcare organization to evaluate my application for participation in and’or my continued
participation in thosc organizations, | hercby give permission to release to this Healtheare Organization information
about my micdical malpractice insurance coverage and malpractice claims history. This autherization is expressiy
contingent upon my understanding that the information provided will be maintained in a contidential manner and will be
shared only in the coniext of legitimate credentialing and peer review activities. This authorization is valid unless and
until it is revoked by me in writing, 1 authorize the attorneys listed on Page 1 1o discuss any information regarding this
casc with “this Healthcare Organization,”

Pemnt Name:

Physician Signature: __ S Date:

{Stamped Signature Is Not Acceptable)

California Participating Physician Application Addendum B - 06/9% Page 2 of 2



CONFIDENTIAL/PROPRIETARY

California Participating Physician Application
Addendum C
Practitioner Rights

| 1L RIGHT OF REVIEW

As an applicant for credentialing/re-credentialing, you have the right to review information obtained by Inland

Foundation for Medical Care for the purpose of evaluating your credentialing or re-credentialing application. This includes
non-privileged information obtained from any outside source {e.g., Malpractice insnrance carriers, state licensing

National Practitioner Data Bank) but does not extend to review of information, references, or recommendations prof by
law from disclosure. You may request to review such nformation at any time by sending a written request via fax or letter to
the Credentialing Manager at 3993 Jurupa Ave., Riverside, CA 92506 fax number (951) 686-1363. The Credentialing
Mapager, or designee, will notify you within 72 hours of the date and time when such information will be available for
review at the Credentialing Department located in Riverside, California.

I RIGHT, UPON REQUEST, TO BE INFORMED OF STATUS OF
CREDENTIALING/RECREDENTIALING APPLICATION

You have the right to be informed, upon request, of the status of your credentialing and/or re-credentialing application. You
may request such information by sending a written request via fax or letter to the Credentialing Manager at the above cited
address/fax number. You will be notified in writing and within no more than fen (10) working days of receiving fax or
letter, by retum fax or letter, of the current status of your application with respect to outstanding information required to
complete the application process,

f i NOTIFICATION OF DISCREPANCY

|

Practitioners will be notified when information obtained by primary sources varies substantially from information prpvided
on the practitioner's application. Examples of information at substantial variance include reports of a practitioner's
malpractice claims history, actions taken against a practitioner's license/certification, suspension or termination of hgspital
privileges or board certification expiration when one or more of these examples have not been reported by the prac;tsll:ner on
his’her application. Sources will not be revealed if information obmed is not intended for verification of credentialing

elements or is protected from disclosure by law.

IV. CORRECTION OF ERRONEOUS INFORMATION

If a practitioner believes that erroneous information has been supplied to IPA by primary sources, the practitioner may
correct such information by submitting written notification to the Director of Medical Services. Practitioners must spbmit a
written notice (via fax or letter) along with a detailed explanation to the Director of Medical Services at 3993 Jurupp Ave.,
Riverside, CA 92506; fax number (951) 686-1363. Notification to Inland Empire Foundation for Medical Care must occur
within 48 hours of Inland Empire Foundation for Medical Care notification to the practitioner of a discrepancy as provided in
Section II or within 24 hours of a practitioner's review of his/her credential file as provided in Section I

Upon receipt of notification from the practitioner, Inland Empire Foundation for Medical Care will re-verify the pri

source information in dispute. If the primary source information has changed, correction will be made immediately z the
practitioner’s credential file. If, upon re-review, primary source information remains inconsistent with practitioner’s
notification, the Director of Medical Services will so notify the practitioner via fax or letter. The practitioner may
provide proof of correct:on by the primaty source body to Ixﬂand Empire Foundation for Medical Care via fax or 1

documentation s provided. If, after ten (10} working days, primary source information remains in dispute, the prac

will be subject to action under the Policies and Procedures of the Inland Empire Foundation for Medical Care, up to
administrative dendal/termination.
Print Name:
Signature: Date:
(Stamped Signature is rot acceptable)
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(Rev. December 2011)
Depariment of tho Treasury

Request for Taxpayer
Identification Number and Certification

Glve Form to the
requester. Do not

ot o Sonics send to the IRS.
Namo {as shown on your incomp tax eeturn}
Business name/disregarded entity namta, Il dilferent frorn above
Chech appropriate box for lederal tax classification:
{7 nawiduavscie proprietor L) CGorporation ] S Corporatian 7] Paetnership [ Trusvestate
] Exempt payee

] Other (see instructions) >

[:] Lirmted liabitity company. Enter the tax classificalion (C=C corporation, S=5 coiporation, 1*=parinershup) »

Addresa (number. sireel. and apl, or s18le no.}

Requaster’s nama and address (oplional)

City, state, and ZIP codo

Print or type
See Specific instructions on page 2.

Lisl account number(s) hora (oplional)

Taxpayer tdentification Number {TIN)

Enter your TIN In the appropriate box. The TIN pravided must match the name given on the "Namg” line
to avoid backup withholding. For Individuals, this Is your soclal securily number {SSN). However, fora

rosident alien, sole proprietor, or disregarded entity, see the Part | instructions on page 3. For other - -
enlities, it Is your employer identification number (EIN). If you do not have a numbrer, see How o get a

Tiv on page 3.

Note, i the account is in more than one name, see the chart on page 4 for guidelines on whose

number to enter.

[ Seciul sacurity aumber

Employer idontification number

Part il Centification

Under penaltiss of perjury, 1 cartify that:

1. The number shown on this form is ry comect taxpayer identification number (or | am wailing for a number to be issued to me). and

2. 1 am not subject to backup wilhholding because: {g) | am axempt from backup wilhholding, or {b) { have not been nolified by the Intemnal Revanug
Sarvice (IAS) thal | am subject 1o backup withholding as a result ol a fallure to report all Inlerost or dividends, or (c} the IRS has notifled me that 1 am

no longer subject to backup withholding, and

4. lam a U.S. citizen or other U.S. person (defincd below).

Certification Instructlons. You must crass out item 2 above if you have been notified by the IRS that you are currently subject to backup withholding
because you have falled to report all interest and dividends on your tax return. For real estate transections, item 2 does not apply. For morigage
intgrest paid, acquisition or abandonment of secured property, canceliation of debi, contributions to an individual retirement arrangement {{RA), and
generally, payments other than Interest and dividends, you are not required to sign the certification, but you must provide your corrgct TIN, See the

instructions on page 4.
Sign Signature ot
Here .S, porson > Date >

General Instructions

Seclion references are to the Internal Revenue Code unless otherwise
noted.

Purpose of Form

A person who Is required to tHe an information return with the IRS must
obtaln yowr corect taxpayer identitication number (TIN) to report, for
example, Income paid 1o you, real estala transactions, marigage interest
you paid, acquisition or abandonment of secured property, cancellation
of debt, or conlributlons you made to an IRA.

Use Form W-9 only if you are a U.S. person (ncluding a resident
alien), to provide your corract TIN to the person requasting it (the
requester) and, when applicable, to:

1. Certity that the TIN you are giving s comract {or you are waiting for a
number to be issued),

2. Certlty thal you are not subject to backup withhalding, or

3. Claim exemplion from backup withholding if you are a U.S. exempt
payee. If applicable, you are also centifying that as a U.S. person, your
allocable share of any partnership income from a U.8. rade or businass
Is not subject to the withhalding tax on foreign partners’ share of
effectively connected income.

Note. If a requester gives you a form other than Form W-9 to request
your TIN, you must use the requaster's form if it is substantially similar
to this Form W-9.

Definition of a U.S. persen, For fedaral tax purposes, you are
considered a U.S. parson H you are:

= An individual who is a U.S. citizen or U.S. resident alien,

+ A parinership. corparation, company, or association created or
organized In the United Stales or under the laws of the United States,

+ An estale (olher than a foreign estate), or
* A domeslic trust {as defined [n Regulations section 301.7701-7).

Special rules for partnerships. Parinerships that conduct a trade or
business in the United States are generally required to pay a wilhholding
lax on any foreign pariners’ share of income from such business.
Furlhgr, in cerdain cases where 2 Form W-9 has not been recelved, a
partnership is required to presume that a partner is a foreign person,
and pay the withholding tax. Therefore, if you are a U.S. person thatis a
partner in a partnerghip conducting a trade or business in the United
States, provide Form W-9 to the partnership to establish your U.S.
status and avold withholding on your share of partnership income.
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