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Med-QUEST Division 
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Provider Participation Agreement 

Between 
DHS Med-QUEST and Provider 

I/We, ______________________________ __, hereby 
apply to become a provider under the Hawaii State Medicaid Program and agree to the following terms 
and conditions if accepted: 

1. I/We agree to abide by the applicable provisions of the Hawaii State Medicaid Program set forth in
the Hawaii Administrative Rules, Title 17, Subtitle 12, and applicable provisions set forth in the
Code of Federal Regulations (C.F.R.) related to the Medical Assistance Program. Upon certification
by the Hawaii State Medicaid Program, I/We also agree to abide by the policies and procedures
contained in the Hawaii State Medicaid Manual. IfI/We are a provider for the 1915(c) waiver for
participants with Developmental Disabilities (DD) or Intellectual Disabilities (ID), I/We agree to
abide by the policies and procedures contained in the Medicaid Waiver Provider Standards Manual.

2. IfI/we are a provider for the QUEST 1115 Home and Community-Based Services (HCBS) waiver
for QUEST individuals at the nursing home level of care, I/we agree to abide by the provisions
specified in 42 C.F.R §441.301 and QUEST 1115 Medicaid Waiver.

3. If I/we are a provider for the 1915(c) Home and Community-Based Services Waiver for individuals
with Intellectual and/or Developmental Disabilities (I/DD), I/we agree to abide by the provisions
specified in 42 C.F.R §441.301, 1915(c) Medicaid Waiver, and policies/procedures contained in the
Waiver Standards Manual.

4. I/We agree to comply with Title VI of the Civil Rights Act of 1964 (P.L. 88-352), Section 504 of the
Rehabilitation Act of 1973 (P.L. 93-112), and the Age Discrimination Act of 1975 (P.L. 94-135),
and all the requirements issued pursuant to the respective title, section and/or act, as promulgated by
the regulations of the Department of Health and Human Services and hereby give assurance that
I/We will immediately take any measures necessary to enact this agreement, to the effect that no
person shall on the grounds of the applicable categories such as race, color, national origin, sex, age
or handicap, be excluded from participation in, or be denied the benefits of, or be otherwise
subjected to discrimination under any program and/or activity of the service provider that is funded
in its entirety or in part directly or indirectly by Federal Financial Assistance.

5. I/We agree to keep all such records necessary to disclose fully, upon request, the extent of care
and/or services provided by me/we to eligible Medicaid beneficiaries and to furnish the Hawaii State
Department of Human Services, the Secretary of Health and Human Services, or the Medicaid
Investigations Division, such information from those records regarding any payments that have been
claimed by me/we under the program as the Hawaii State Department of Human Services may, from
time to time, require as authorized by 42 C.F .R. §431.107(b )(2).

6. I/We agree to disclose full and complete information regarding ownership information as described
in 42 C.F.R. §455 Subpart B. This includes but is not limited to disclosure of information on
ownership and control ( 42 C.F.R. §455.104), information related to business transactions ( 42 C.F.R.
§455.105), and information on persons convicted of crimes ( 42 C.F .R. §455.106) upon execution of
this provider agreement during re-validation of the enrollment process, within thirty-five (35) days
of any change in ownership of the disclosing entity and at the request of the Hawaii State
Department of Human Services, the Secretary of Health and Human Services, or the Medicaid
Investigations Division in the Department of Attorney General.

7. I/We understand that the Hawaii State Medicaid Program may refuse to enter into or renew an
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Provider First Name and Last Name or DBA: __________________ _ 
Be sure to include this identification at the bottom of every page. 
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