Point of Contact (POC) Agreement

For CMS’ Retroactive Processing Contractor, Reed & Associates, CPAs

All Organizations must complete this Point of Contact (POC) Agreement to designate appropriate individuals, whom may receive Protected Health Information (PHI).  When updates are necessary, this form should be re-submitted to the Retroactive Processing Contractor (RPC) immediately.

In order for us to accept or process any retroactive requests, a valid POC Agreement must be executed by a Medicare Advantage Organization, PACE Plans, PDP Sponsor and/or Cost Plan.  To fully execute this agreement, a point of contact must be designated for each of the 5 roles below.  The form must be signed by an Officer or Senior Manager of the organization.  

Please return this agreement to our office by mail, e-mail or fax:

Reed & Associates, CPAs – CMS RPC
E-mail:  
clientservices@reedassociates.org
Attn:  Client Services

13330 California Street, Suite 200
Phone:
402.315.3660

Omaha, NE 68154
Fax:
402.315.3700


All communication from the RPC to Organizations (including Acknowledgement Emails, Final Disposition Reports (FDR’s) and Probe Study Reports) will be e-mailed via secure, encrypted software approved by CMS/OIS.  The communication you receive from the RPC via email will be encrypted with the unique Pass Phrase you provide below.  Further, when submitting encrypted packages via FedEx to the RPC, you must also use the unique Pass Phrase you provide below.  There will be no exceptions to this, so you must keep the RPC informed of any changes by submitting an updated form whenever a Pass Phrase change is needed.

Your Pass Phrase must meet the following requirements:

· Must be at least 8 characters long 

· Must begin with an alpha character (letter)

· Must contain at least 6 alpha characters

· Must contain at least 2 numerical digits

· May contain the following special characters:  @,  #,  !,  &

· Must not include obvious information about your organization (i.e. company name)

· Passwords are case-sensitive

Brief Reason For Request:

	     


Organization Information:
	Parent Organization Name:
	     

	Contract Name(s):
	     

	Contract Number(s):
	     

	Street Address:
	     

	City, State, Zip Code:
	     

	Contact Name & Phone # for POC Agreement:
	     


NOTES:  

· Include all contacts for your organization below.  The information provided below will override all contacts currently in our system.  

· You must designate at least one point of contact for each of the 5 roles listed below.
Contact #1

	Point of Contact Name:
	     

	E-mail Address:
	     

	Phone Number:
	     

	Pass Phrase:
	     


Check the applicable role(s) for Contact #1:

 FORMCHECKBOX 
 Retroactive Payment Validation Adjustments for SCCs, Medicaids, and ESRDs

 FORMCHECKBOX 
 Retroactive LIS Deeming Updates

 FORMCHECKBOX 
 Retroactive Enrollments/Disenrollments/PBP & Segment Changes

 FORMCHECKBOX 
 Probe Study Requests/Reports for Retroactive Payment Validation Adjustments

 FORMCHECKBOX 
 Probe Study Requests/Reports for Retroactive LIS Deeming Updates

 FORMCHECKBOX 
 Senior Officer Contact Person (Monthly Attestation Contact Person)

Contact #2

	Point of Contact Name:
	     

	E-mail Address:
	     

	Phone Number:
	     

	Pass Phrase:
	     


Check the applicable role(s) for Contact #2:

 FORMCHECKBOX 
 Retroactive Payment Validation Adjustments for SCCs, Medicaids, and ESRDs

 FORMCHECKBOX 
 Retroactive LIS Deeming Updates

 FORMCHECKBOX 
 Retroactive Enrollments/Disenrollments/PBP & Segment Changes

 FORMCHECKBOX 
 Probe Study Requests/Reports for Retroactive Payment Validation Adjustments

 FORMCHECKBOX 
 Probe Study Requests/Reports for Retroactive LIS Deeming Updates

 FORMCHECKBOX 
 Senior Officer Contact Person (Monthly Attestation Contact Person)

Contact #3

	Point of Contact Name:
	     

	E-mail Address:
	     

	Phone Number:
	     

	Pass Phrase:
	     


Check the applicable role(s) for Contact #3:

 FORMCHECKBOX 
 Retroactive Payment Validation Adjustments for SCCs, Medicaids, and ESRDs

 FORMCHECKBOX 
 Retroactive LIS Deeming Updates

 FORMCHECKBOX 
 Retroactive Enrollments/Disenrollments/PBP & Segment Changes

 FORMCHECKBOX 
 Probe Study Requests/Reports for Retroactive Payment Validation Adjustments

 FORMCHECKBOX 
 Probe Study Requests/Reports for Retroactive LIS Deeming Updates

 FORMCHECKBOX 
 Senior Officer Contact Person (Monthly Attestation Contact Person)

Contact #4

	Point of Contact Name:
	     

	E-mail Address:
	     

	Phone Number:
	     

	Pass Phrase:
	     


Check the applicable role(s) for Contact #4:

 FORMCHECKBOX 
 Retroactive Payment Validation Adjustments for SCCs, Medicaids, and ESRDs

 FORMCHECKBOX 
 Retroactive LIS Deeming Updates

 FORMCHECKBOX 
 Retroactive Enrollments/Disenrollments/PBP & Segment Changes

 FORMCHECKBOX 
 Probe Study Requests/Reports for Retroactive Payment Validation Adjustments

 FORMCHECKBOX 
 Probe Study Requests/Reports for Retroactive LIS Deeming Updates

 FORMCHECKBOX 
 Senior Officer Contact Person (Monthly Attestation Contact Person)

Contact #5

	Point of Contact Name:
	     

	E-mail Address:
	     

	Phone Number:
	     

	Pass Phrase:
	     


Check the applicable role(s) for Contact #5:

 FORMCHECKBOX 
 Retroactive Payment Validation Adjustments for SCCs, Medicaids, and ESRDs

 FORMCHECKBOX 
 Retroactive LIS Deeming Updates

 FORMCHECKBOX 
 Retroactive Enrollments/Disenrollments/PBP & Segment Changes

 FORMCHECKBOX 
 Probe Study Requests/Reports for Retroactive Payment Validation Adjustments

 FORMCHECKBOX 
 Probe Study Requests/Reports for Retroactive LIS Deeming Updates

 FORMCHECKBOX 
 Senior Officer Contact Person (Monthly Attestation Contact Person)

Third Party Vendor/Contractor (optional):

If you wish to assign any of the above responsibilities to a Third Party Vendor or Private Contractor, please complete the section below and initial here:       *  

*
By initialing here you are authorizing us to disclose PHI to the entity below for purposes strictly 
related to the work performed on behalf of CMS and related to retroactive services.  

	Contractor Name:
	     

	E-mail Address:
	     

	Phone Number:
	     

	Pass Phrase:
	     


Check the applicable role(s) for the TPV/Contractor:
 FORMCHECKBOX 
 Retroactive Payment Validation Adjustments for SCCs, Medicaids, and ESRDs

 FORMCHECKBOX 
 Retroactive LIS Deeming Updates

 FORMCHECKBOX 
 Retroactive Enrollments/Disenrollments/PBP & Segment Changes

 FORMCHECKBOX 
 Probe Study Requests/Reports for Retroactive Payment Validation Adjustments

 FORMCHECKBOX 
 Probe Study Requests/Reports for Retroactive LIS Deeming Updates

By signing this document, you agree to allow Reed & Associates, the CMS RPC, to disclose PHI to those contact persons listed above.  When changes are necessary, a new form will be completed and submitted to the RPC immediately.

	Printed Name of Signing Officer
	
	Title of Signing Officer
	

	Officer’s Signature


	
	Date Signed
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