Group Appeal - Hospice Fact Sheet

(Complete One Sheet for Each Distinct Provider Number)

	Corporate name, dba, state of incorporation, and address:  



	Entity Type (for profit, not for profit):  


	Medicare Provider Number/Provider Location/Date of Medicare Cert.:

Current Patient Census (this provider number):



	Medicare Fiscal Intermediary:


	Summary of Cap History (last 5 Medicare fiscal years, ending 10/31), include demand date, amount (repay, surplus), current status (repaid, payment plan, term/monthly amount):

2008:   (if received)
2007:   

2006:   

2005:   
2004:   
Are you current on each outstanding repayment demand (if not, explain):  



	Are you involved in or are you planning any bankruptcy proceeding (if so, describe):  



	Identity of Owners (5% Interests or more):


	Designated Authorized Representative:
Name/Title:   
Work and Cell Phone Numbers: 
E-mail Address:  



Date: ____________ 


I certify that the foregoing information is correct.






_______________________________________






    (Designated Authorized Representative)
