ENTITY REGISTRATION DataBank

Organization Eligibality Organization Establish Primt Final Steps
Information Chuestonnaine Certifications. Administrator Regisiration
Account
Complete this form with information about your organization and click Continue. Help 7

OME # 0915-0126 expiration date 05/31/16

Public Burden Statement: An agency may not conduct or sponsor, and a person is not required to respond to, a
collection of information unless it displays a currently valid OMB control number. The OMB control number for this
project is 0915-0126. Public reporting burden for this collection of information is estimated to average 1 hour to
complete this form, including the time for reviewing instructions, searching existing data sources, and completing
and reviewing the collection of information. Send comments regarding this burden estimate or any other aspect of
this collection of information, including suggestions for reducing this burden, to HRSA Reports Clearance Officer,
5600 Fishers Lane, Room 10-29, Rockville, Maryland, 20857

Entity |dentification Information

Mame of Entity: Foot Care Board

+ Additional Name

Department or Office to Which Mail

Should be Addressed:

Street Address: 5600 Fishers Lane

Address Line 2

City: Rockville

State: MD Maryland [=]
Zip: 20857 - v
Country:

(if U.5., leave blank)
Department Fax Number:
Taxpayer Identification Number (TIN):

Mational Crime Information Center

Originating Agency Identifier (ORI):

(For law enforcement only)

Ownership of the Entity: State Government Agency [=]

To select this ownership, you must be a public sector organization that is a component of, authorized by
and under the direct authiority of a State government. Receiving funding from a State Agency is not
sufficient to select this ownership. If you are funded by, but not a component of a State government, select
another category that more accurately describes your organization's ownership.




Existing Registration
Is your organization already registered with the Data Bank?  © Yes @ No Sk _7)

Has your organization been in operation for at least 1 year? 7 Yes i@ Mo

As part of the registration process, the Data Bank must verify your organization's name and address. In
order to complete this registration, you will be required to provide the following documentation:

= A copy of your organization's license to conduct business in your state, OR
* Your organization’s articles of incorporation.

Please note: The document provided must confirm the name and address listed on your
registration.

() smmas i oo v
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Eligibility/ Statutory Authaority

» You have indicated that your organization s 8 State Government Agency.

Final Si=ps

Help 7

Change

—What best describes your organization?

T your organization meets more than one of the following descriptions, select the most
appropriate description, but ensure that you comply with all requirements associated
with Dt Sank eligibility.

. Hospital
M=
i Other Health Care Entity*
(Exampies nchade, HOS, FPOs, MCOs, Surgicel Ceniers, Mursing Facliiiss, Communky Heaks
Centers, Hospice=s, Ambulsicory Facibes, =ic.)
Moz

i | State Licensing or Certification Authority Responsible for Licensing or

Certifying Health Care Practitioners, Entities, Providers, or Suppliers
[ []

i State Law or Fraud Enforcement Agency (including but not limited to
state law enforcement agencies and state Medicaid Fraud Control Units)

Moz

i Medical Malpractice Payer

Mon=

i State Agency Administering or Supervising the Administration of a State
Health Care Program (if no other option applies)

Mo

i" Mone COf These

[ Resources
Deetermine Elgibility
Descripbions

* hMust provide health care services directly or indirectly and follow a formal pesr review process io further quality

health care.

ot i
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Eligibility/Statutory Authority Help 7
* You have indicated that vour organization is a State Government Agency. Change
« Your previous answer indicates that your organization is a State Authority Responsible for Change
Licensing or Certifying Health Care Practitioners, Entities, Providers or Suppliers.
Which of the following also describes your organization? r‘_Bi1 Resources
= Board of Medical/Dental Examiners Determine Eligibility
{Includes Composite Boards for physicians or dentists and other healkh care practitioners.)

Descriptions

More..

{a iOther State Practitioner Licensing Board

Mo,

i State Authority Responsible for Licensing or Certifying Health Care

Entities, Providers or Suppliers
Mare..

{’0 Contact Us Return to Previous Page Feturn to Data Bank Home Page
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Eligibility/ Statutory Authority Help 7
* You have indicated that your organization is a State Government Agency. Change
* Your previous answer indicates that your organization is a State Authority Responsible for Change

Licensing or Certifying Health Care Practitioners. Entities, Providers or Suppliers.
= Your previous answer indicates that your organization is a Other State Practitioner Licensing Board. Change

RESULTS: Statutory Authority and Requirements

Based on your answers, your organization is eligible to register with the Data Bank under the following statutory
authority functions. Centain agencies and organizations may qualify under more than one function per statute. Your
organization must comply with all regulatory requirements associated with Data Bank eligibility, including, but not
limited to the associated querying and reporting requirements listed below.

Statutory Authority Function Cuerying Reporting
Title IV Ei;t;i:gfm oner Licensing Board Ciher than Medical/Dents Optionsi Mo Requiremant

State Licensing or Certification Authority Responsible for Licensing or
Cerifying Health Care Practitoners, Entities, Providers, or Suppliers
State Licensing or Certification Authority Responsible for Licensing or
Cerifying Health Care Practitioners, Entities, Providers, or Suppliers

Section 1821 Oiptional Mandatory

Section 1123E Ciptional Mo Requirement

Do the Statutory Authority selections accurately describe your organization?

{‘tj Contact Lis Return to Previous Page Return to Dats Bank Home Page=
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— Entity Primary and Additional Functions

Choose a primary function that best describes the health care related function or service your Help 2
organization performs. You can select one primary function and up to two additional functions. e . 5
If an appropriate description does not appear on the list, select "Other” and describe the

function.

Category: Licensing Agences [=]
Primary Function: 3

Add additional function

(c) Condact Us Return to Previous Page Retwrn to Data Bank Home Page
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7
—Query Option
Based on your selections you are eligible by law to query the Data Bank, if you choose. Help 7 J

v Allow users to query

(0 Contact Us Return to Previous Page
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Point Of Contact For Reports

A report point of contact is applicable only if the entfity is eligible under law to submit Help 7 )
reports. You may designate an individual or office to be the point of contact to be included on

all reporiz submitted by your organization to the NPDEB. If your enfity does not designate a

point of contact, the submitier of each individual report will be listed as the point of contact for that report.

Mame or Office: Anitta Mann
Title or Department: Title
Telephone 3013013011| Ext:

Certifying Official

The certifying official is the individual selected and empowered by an entity to certify the Help 7
legitimacy of registration for paricipation in the NFDE.

By completing this registration, the certifying official is agreeing to the following:

* The entity being registered qualifies under law as specified in the ELIGIBILITY/STATUTORY
AUTHORITY section and is eligible to perform the requested querying and/or reporting functions.

* The entity may be subject to sanctions under Federal statute for failure to report final adverse actions
as required in the statutes and regulations, or for the use of information obtained from the NPDE other
fhan the purposes for which it was provided.

* He or she is authorized to submit this registration information to the NFDE and that the information
provided is true, comect, and complete.

* He or she will notify the NFDE immediately if he or she becomes aware that any information in this form
is not true, correct, or complete.

» Any omission, misrepresentation, or falsification of any information contained in this form or contained
in any communication supplying information to the NPFDE to complete or clarify this form may be
punishable by criminal, civil, or other administrative actions including fines, penalties, and/or
imprisonment under Federal law.

Mote: The name entered below must match the name on the certifying official's Government-issued D or the
registration will be rejected.

First Name Midgle initial  Last Name
Name of Cerifying COfficial: Anitta Mann
Title of Cerifying Ofiicial: Title
Telephone: 3013013011 Ext
E-mail Address: anittamann@email.gov
Confirm E-mail Address: anittamann@email.gov|

Employee 1D:

(t) Contact Us Return to Previous Page Return to Data Bank Home Page
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Mext, create an administrator account for your organization. The adminizsirator is the individual that manages your users’
accounts, your organization's registration, your payment methods, and your agent relationships. If an entity has only one
person who uses the QRS the enfity may choose to use the administrator account as its regular user account.

After your regisiration has been approved. you may create additional accounts with administrator privileges if desired.

Iz the administrator the same person as the cerdifying official?  Yes % Mo

—Administrator Information

The name entered below must match the name on the administrator's Government-issued |D. Help 7 )

First Name AfOgie Initial Last Name
Mame: Jon Mann
Title: Title
Telephone: 303013011 Ext.
E-mail Address: |jnnmann@2mail_gnu
Confirm E-mail Address: |jnnmann@5mail_gnu

Employee 1D:

—Administrator &ccount Information

Choose a user | and password for your account.

UseriD: amann [ Password Requirements
Mew Password ;.  sssssssss Paszwords must have:
Confirm Password : wesssssss 23 Between 8 and 14 characters

3 At least one number
22 At least one lower case letier
3 At least one upper case letter
& At least 1 of these characiers:
l@&#F &*()-_=+[1{}]::..=5=7
£ At least § different characters
& Mo repeated characiers, such as "saza’
&3 Mew and Confirmn Passwords must match

Fasswords must not be:
= Similar to a word in the dictionary
= Similar to your user |D
= & simple seguence, such as
'‘abod1234'
» Dne of your last 24 passwords




—Administrator Account Challenge Questions Setup

You must provide responses to all of the challenge questions that you select. Answers must be at Help
l2ast three characters long. ‘—?J

1. CQuestion: [In what city did you meet your spouselsignificant other? [=]
Answer. Toronto

2. Quiestion: | In what city or town did your mother and father meet? E|
Anzwer. Baltimore

3. Quiestion: | Wnat was the lzst name of your third grade teacher? [=]
Answer  Smith

4. Question: | In what city were you mamied? [=]
Answer. Toronto

B. Question: | In what city does your nearest sibling lve? (=]

Answer.  Boston|

— Notification Preferences
The Data Bank will send e-mail notifications for certain events. Select the notifications you wish

io receive. M

il Data Bank Notices (Monthly Summaries and Report Updates)
[0 Responses Available (Query or Report)

¥ Data Bank E-newsletters View the latest issue

[ Administrative Events

(.r.‘i Contact Us Return to Previous Page Return to Dats Bank Home Page
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Your challenge questions could not be saved at this time. All other registration details have been saved.

In order for the Data Bank to successfully process your registration, you must complete the following steps:

1. Print your Reqgistration document. You may wish to print an additional copy for your records.

2. Once you have finished printing your copies, press Continue.
(P




Organization Ellgibdiiey organizaticn [Entabillzh Flnal 3tepa

Imformation annalre catione Admilndatrator I'-:ayatmﬂuﬂ
Account
{ { { { /

Mow that you hawve printed your registration documents, plesse do the following:

1.

!‘\-.'l

The certifying official and administrator must sign their registration documents in the presence of a
Motary Public as described in the printed instructions.

The certifying official and administrator must read the Summary of Terms in their respective section of the
reqgistration documents. (Mesd another copy of your regisiration documents?)

. Im addition to the registrafion documenis, the cerlifying official must provide proof-of-affiliation with the

organization being registerad.
Proof-af-affiliation may be:
A. A photocopy of the work badge issued by the certifying official's organization, OR

B. The signed letier from a duly authorized representative in the cerifying official's organization attesting to
their affiliation with the organization being registered.

The administrator must provide must provide proof-of-affiliation with the organization being registered.
Proof-of-affiliation may be:
A A photocopy of the work badge issued by the administrator's ornganization, OR

E. The signed letier from a duly authonzed representative in the adminisiretor's organization attesting to their
affiliation with the organization being registered.

. "Mou must provide proof-of-organization documentation. Proof-of-organization may be:

A A copy of your onganization's license to conduct business in your state, OR
B. Your organization's articles of incorporation.

Plzase mote: The documents provided will need to confirm the mame and address listed on your
registration.

. Mail all required documents to the address specified in the printed instructions.

Mote: Faxed or scanned copies will not be accapted.

. The Data Bank will send you an e-mail once your registration is approved.

(c} somact UE Raturn to Data Bank Homes: Pags:




wDataBank

P.O. Box 10832
Chantilly, VA 20153-0832

http://www.npdb.hrsa.gov

Entity Registration Instructions

1. Make note of the DBID and User ID below. After your registration has been successfully processed you will use these
values in addition to your password to log in to the Integrated Querying and Reporting Service (IQRS).

Data Bank Identification Number: 429700000107580 User ID: jonmannl58
2. Sign the Entity Registration document.

3. Make sure you have read the Summary of Terms section of the NPDB Certifying Official and Data Bank Administrator
Registration document.

4. Do not sign the document yourself yet; a Notary Public must witness your signature as described below.

5. Take the NPDB Certifying Official and Data Bank Administrator Registration document and the credentials listed below to
a person certified by a State or Federal Government as being authorized to confirm identities (such as Notary Public),
that uses a stamp, seal, or other mechanism to authenticate their identity confirmation.

Credentials to Present to the Notary Public:

You must present a valid State or Federal government-issued photo ID. Forms of acceptable ID are as follows: A state-
issued photo ID (with a serial number) such as a driver's license, Passport from country of citizenship, federal, state or
local government agency (must have name, date of birth, gender, height, eye color and address), US military ID,
Certificate of U.S. Citizenship, Certificate of Naturalization, permanent or unexpired temporary resident card, Native
American tribal document, or Canadian driver's license.

6. Sign and date the registration document in the presence of the Notary Public who will complete his/her section of the
document.

7. The following 4 items must be mailed to the Data Bank for processing (faxed/scanned copies will not be accepted):
A. The signed Entity Registration document.
B. The original notarized NPDB Certifying Official and Data Bank Administrator Registration document.

C. Proof-of-affiliation with your health care organization for which you are certifying to the NPDB. You must provide one
of the following:

(1) A photocopy of the work badge issued by your organization. The badge must contain a photograph and the
name of the organization for which you work.

(2) Proof-of-Affiliation document signed by a duly authorized representative for your organization attesting to your
affiliation with the health care organization for which you are certifying.

D. A photocopy of your organization's license to conduct business in your state OR articles of incorporation.

8. Mail the document(s) to one of the following addresses:

Regular Mail: Overnight Mail:

The Data Bank The Data Bank

P.O. Box 10832 4094 Majestic Lane, PMB-332
Chantilly, VA 20153-0832 Fairfax, VA 22033

9. The Data Bank will process the registration documents and if the registration is approved, you shall receive confirmation
via e-mail with instructions on how to proceed.



Registration Checklist

Signatures on all documents must be original (Photocopied, stamped, or computer-generated signatures are not
accepted)

All of the 4 documents listed must be sent to the Data Bank before your registration can be processed.

O

O

O

O

Entity Registration document
« Signed and dated by the Certifying Official
« Current and accurate organization identification information

Organizational Documentation
« Copy of your organization's license to conduct business in your state OR articles of incorporation

NPDB Certifying Official and Data Bank Administrator Registration
» Must be notarized with a stamp or seal on the document
« Government-issued ID fields must be completed

Proof of Organizational Affiliation documents with a copy of a work badge OR a letter signed by a duly authorized
representative of your organization

If a work badge is used, it must contain:
« Name of the individual

* Photo of the individual

« Name of the organization

If a letter is used, it must be signed by a duly authorized representative of your organization who can attest to your
employment (for example, a member of your human resources department or another manager or official in your
organization)

The Certifying Official and Data Bank Administrator may not sign their own Proof-of-affiliation letter for the account

Mail the document(s) to one of the following addresses:

Regular Mail: Overnight Mail:
The Data Bank The Data Bank
P.O. Box 10832 4094 Majestic Lane, PMB-332

Chantilly, VA 20153-0832 Fairfax, VA 22033
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Entity Registration

A. ENTITY IDENTIFICATION INFORMATION

Name of Entity: FOOT CARE BOARD

Street Address: 5600 FISHERS LN

City, State, Zip: ROCKVILLE, MD 20852-1750

Taxpayer ldentification Number: 123456789

Ownership of the Entity: State Government Agency

Primary Function of the Entity: Health Care Practitioner Licensing Board or Authority

B. ELIGIBILITY/STATUTORY AUTHORITY

Function/Service: State Practitioner Licensing Board Other than
Medical/Dental Examiners

Querying: Optional Reporting: No Requirement

NPDB - Title IV

Function/Service: State Licensing or Certification Authority Responsible for
Licensing or Certifying Health Care Practitioners, Entities,
Providers, or Suppliers

Querying: Optional Reporting: Mandatory

NPDB - Section 1921

Function/Service: State Licensing or Certification Authority Responsible for
Licensing or Certifying Health Care Practitioners, Entities,
Providers, or Suppliers

NPDB - Section 1128E

Querying: Optional Reporting: No Requirement
Query Preference: NPDB Only
C. POINT OF CONTACT FOR REPORTS
Name or Office: ANITTA MANN
Title or Department: TITLE
Telephone: (301) 301-3011
D. CERTIFYING OFFICIAL/ENTITY ADMINISTRATOR
Name: JON MANN
Title: TITLE
Telephone: (301) 301-3011
Email Address: jonmann@email.gov

Certification Date: 12/09/2014
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| read and understand my responsibilities under:
* Title IV of Public Law 99-660, the Health Care Quality Improvement Act, as amended;
* Public Law 100-93, Section 5[b] of the Medicare and Medicaid Patient and Program Protection Act of 1987, [Section 1921 of the Social
Security Act]; and
* Section 221[a], Public Law 104-191, the Health Insurance Portability and Accountability Act of 1996, more commonly referred to as
Section 1128E of the Social Security Act.
| certify that the entity identified above qualifies under law as specified in the ELIGIBILITY/STATUTORY AUTHORITY section and is eligible to
perform the querying and/or reporting functions. | understand that the entity may be subject to sanctions under Federal statute for failure to
report final adverse actions as required in the statutes and regulations or for the use of information obtained from the NPDB other than the
purposes for which it was provided. | further certify that | am authorized to submit this registration information to the NPDB and that the
information provided is true, correct, and complete. If | become aware that any information in this form is not true, correct, or complete, | agree
to notify the NPDB of this fact immediately. | understand that any omission, misrepresentation, or falsification of any information contained in
this form or contained in any communication supplying information to the NPDB to complete or clarify this form may be punishable by criminal,
civil, or other administrative actions including fines, penalties, and/or imprisonment under Federal law.

Signature of Certifying Official Signature Date (MM-DD-YYYY)
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NPDB Certifying Official and Data Bank Administrator Registration

Section 1 - Registrant Instructions: The Certifying Official/Data Bank Administrator (Registrant) must read the terms below, complete the
appropriate fields, provide a government-issued ID and either provide a work badge or proof-of-affiliation letter on company letterhead before
signing and dating the document in front of the Notary Public.

Summary of Terms: | (the "Registrant”), as the Certifying Official of the health care organization identified in this document, certify that the organization
qualifies under law as specified in the ELIGIBILITY/ STATUTORY AUTHORITY section of the Entity/Agent Registration document and is eligible to
perform querying and/or reporting functions. | understand that the Entity/Authorized Agent may be subject to sanctions under Federal statute for failure
to report final adverse actions as required in the statutes and regulations or for the use of information obtained from the NPDB other than for the
purposes for which it was provided. | am also registering as a Data Bank Administrator for an Entity or Authorized Agent registered or registering with
the NPDB. As a Data Bank Administrator, | am responsible for overseeing the use of the NPDB online services at my organization, identity proofing
applicants who request a user account, establishing and revoking individual user accounts, and maintaining my organization's registration with the
NPDB. By signing below, | acknowledge my acceptance of the Summary of Terms in which | agree to provide complete and accurate responses to
requests for information during the registration process. | further certify that | am authorized to submit this registration information to the NPDB and that
the information provided is true, correct, and complete. If | become aware that any information on this document is not true, correct, or complete, | agree
to notify the NPDB of this fact immediately. | understand that any omission, misrepresentation, or falsification of any information contained in this
document or contained in any communication supplying information to the NPDB to complete or clarify this document may be punishable by criminal,
civil, or administrative actions including fines, penalties, and/or imprisonment under Federal law.

Name (First Name, Middle Initial, Last Name): Title:

JON MANN TITLE
Email: Employee ID:
jonmann@email .gov

Employer/Organization:

FOOT CARE BOARD

Business Address:

5600 FISHERS LN
ROCKVILLE, MD 20852-1750
Telephone:

(301) 301-3011

Applicant’s Signature and Date*:

Registrant use only

(*Sign and date in the presence of the Notary Public)

Note: Use an ink pen to cross out any mistake, write in the correct information and initial it.

Section 2 - Notary Public Instructions: The Notary Public must record the information below for the Applicant’s government-issued photo
ID for the purpose of identity proofing.

Government-issued ID (Photo, Name, Serial Number, Expiration Date, Address, and Date of Birth Required)
Exact Name Listed on ID

Serial Number Date of Birth

Identification Type Issuing Authority

Date of Issuance Expiration Date

Notary Public:
| hereby certify that on this day of ,20___,inthe city of

and in the county of , personally appeared

. . ) . Notary Public seal here
before me the signer and subject of the above form, who signed or attested the same in my presence,

=
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My Commission Expires In:

Street Address of Branch or Office:

Name of Organization Employing Notary:
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