
 
RE:  RURAL HEALTH CLINICS 
 
This packet of information is in response to your request for information regarding Medicare 
approval as a Rural Health Clinic (RHC) or information regarding a Change of Ownership 
(CHOW).  This Office is responsible for assisting the Centers for Medicare and Medicaid Services 
(CMS), formally known as HCFA, in performing the certification functions for those suppliers 
wishing to participate in the Medicare program.  Approval for participation in the Medicare 
Program is prerequisite to qualifying to participate in the State Medicaid program. 
 
CRITERIA FOR ELIGIBILITY: To be approved as a supplier of rural health clinic services, a 
clinic must be located in an area designated by the Bureau of the Census as non-urbanized and by 
the Secretary of Health and Human Services as a shortage area, where a shortage of personal health 
services or primary medical care manpower exists.  Under the law, the clinic must employ a 
physician’s assistant, a nurse practitioner, or a nurse mid-wife; must make arrangements with a 
physician for medical direction, guidance, and supervision; and must make arrangements with a 
Medicare certified hospital for referral and admission of patients by the clinic.  Regulations of the 
Department of Health and Human Services specify the minimal health and safety standards rural 
health clinics must meet to qualify for reimbursement under this law. 
 
In those instances where a central organization supplies rural health services at more than one clinic 
site, each site is considered a separate clinic and the location of the clinic site determines its 
location eligibility (i.e. rural shortage area) rather than the location of the central organization.  A 
separate “Request to Establish Eligibility”, is required for each clinic site and each site will be 
required to obtain a Medicare provider number. 
 
COMPLETING THE FORMS: Enclosed you will find the Conditions of Coverage governing 
Rural Health Clinics and other HCFA forms that must be completed if you desire to be approved as 
a Medicare supplier of RHC services.  Complete and return the forms with original signatures 
signed in blue ink.  Please note that TWO signed originals of the HCFA 1561, Health Insurance 
Benefit (HIB) Agreement are required.  Instructions for completing the HIB are as follows: 

• On the first and third line of the HIB form, enter the entrepreneurial name of the facility.  If a trade 
name is used, follow the entrepreneurial name by the d/b/a (trade name).  Ordinarily, the 
entrepreneurial name is the same as the legal name used on all official IRS correspondence 
concerning payroll withholding taxes, such as the W-3 or 941 forms.  For example, Health Services, 
Inc., owner of Tifton RHC, would enter on the agreement: “Health Services, Inc. d/b/a Tifton 
RHC.”  A partnership of several persons would complete the agreement to read: “Robert Johnson, 
Louis Miller, and Paul Allen, ptr., d/b/a Tifton RHC.”  A sole proprietorship would complete the 
agreement to read: “John Smith d/b/a Tifton RHC.” 
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• It is imperative that the PERSON WHO SIGNS the agreement is AUTHORIZED BY THE LEGAL 
OWNERS to sign and enter into this supplier agreement with CMS.  Original signature, title, and 
date of signature are required following the words “accepted for the provider of services by.” 
 
As of November 1, 2001, your carrier will supply all HCFA 855 provider/supplier enrollment forms 
to you.  Please contact your carrier for the 855 Form and for answers to questions related to 
completion of the 855 forms.  The carrier for RHCs is Riverbend Government Benefits 
Administration (423) 763-3823 and the CMS web site is www.hcfa.gov/medicare/enrollment.  
The carrier will notify this Office of its recommendation for approval or denial for enrollment or 
change of ownership (CHOW) within 30 calendar days of receipt of the completed 855 application.  
Once this Office is notified that the initial Medicare enrollment or CHOW has been approved and 
all other required forms have been submitted, the Medicare survey process will be initiated or the 
CHOW will be processed. 
 
THE MEDICARE SURVEY PROCESS: You must be supplying services, (i.e., have patients) 
before this Office can survey or recommend certification to CMS; therefore, please indicate on the 
enclosed “Request for Medicare Survey Form”, the date you anticipate being fully operational and 
ready for a survey.  Please indicate the days and hours of operation.  If the date you anticipate being 
fully operational changes, please notify this Office immediately.  By CMS policy, all certification 
surveys must be unannounced.  The Health Care Section will conduct the unannounced federal 
survey after our Office receives your notice in writing that you are fully operational and ready for 
the Medicare survey, all the required HCFA forms are complete, and the carrier has approved your 
provider enrollment (855 form).  Our surveyors will inspect your facility, conduct interviews, 
review documents, and undertake other procedures necessary to evaluate the extent to which your 
facility meets the Conditions of Coverage for RHCs. 
 
If your agency is found to be in full compliance (no deficiencies) with the Medicare Conditions of 
Coverage, then this Office will recommend to CMS that your facility be certified for participation 
in the Medicare program effective the date of the survey. 
 
If condition level deficiencies are identified during the course of the survey, this Office will 
recommend to CMS that your application to participate in the Medicare program be denied.  If 
CMS accepts this recommendation, CMS will send a notice giving the reasons for denial and 
inform you of your right to appeal. 
 
If deficiencies below the “condition level” are identified during the course of the survey, you will 
be given an opportunity to submit an acceptable plan of correction.  This Office will recommend to 
CMS that your rural health clinic be certified effective the date you submit an acceptable plan of 
correction. 
 
LABORATORY SERVICES: If you anticipate that your facility will be performing any clinical 
laboratory testing or specimen collection, you need to contact the Diagnostic Services Unit at (404) 
657-5450.  This Unit will assist you in determining whether there are additional federal and state 
laboratory requirements that your facility will have to meet. 
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ISSUANCE OF PROVIDER NUMBER: After CMS determines that all requirements for 
participation in the Medicare program are met, the Health Insurance Benefit Agreement (HIB) will 
be signed by CMS, who will return one copy of the approval agreement to you along with your 
assigned SUPPLIER NUMBER for participation in the Medicare program.  You cannot claim 
supplier reimbursement for services furnished to Medicare patients prior to approval from 
CMS. 
 
PROVIDER BASED STATUS: Determination of provider-based status is a function of your 
carrier. If you wish to seek provider-based status as outlined at 42 CFR 413.65, please contact your 
carrier. 
 
CHANGES IN OWNERSHIP, ETC.: If operation of the clinic is later transferred to another 
owner, ownership group, or to a lessee, the Medicare agreement (provider number) will be assigned 
automatically to the successor, unless a specific request for a new provider number is made to CMS 
in writing.  However you are required to notify this Office as CMS’s representative, so that this 
Office can supply you with a CHANGE OF OWNERSHIP PACKET.  The CHOW packet 
consists of all the forms that are required in an “initial” packet with the exception of the Conditions 
of Coverage. 
 
Again, your rural health clinic cannot claim reimbursement for services rendered to Medicare 
patients prior to CMS approval.  Once you have received CMS approval and received the supplier 
number, you should contact Medicaid and provide them with a copy of the letter indicating that you 
have been approved to be a Medicare supplier of RHC services.  The Medicaid office should then 
supply your facility with appropriate papers needed to apply to be Medicaid approved. 
 
Should you have any questions concerning this information or completion of enclosed forms, (with 
the exception of the HCFA 855 form); please do not hesitate to call our Office at (404) 657-5411. 
 
 
Enclosures 
  Medicare Conditions of Coverage 
  Request for Medicare Survey memo 
  HCFA 29- Request for Certification 
  HCFA 1561A Health Insurance Benefit Agreement (2 signed originals) 
  HHS 690 – Title VI form (1) 
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STATE OF GEORGIA   ) 
                                         ) AFFIDAVIT RE: PERSONAL IDENTIFICATION 
COUNTY OF________  )     FOR LICENSURE/REGISTRATION 
 
PERSONALLY APPEARED before the undersigned officer, duly authorized to 
 
administer oaths, came the undersigned, who after having been duly sworn, states under  
 
oath, the following: 
 

1. That my name is ___________________________ and that I am who I say I am; 
 

2. That my address is__________________________________________________; 
 

3. That I have presented sufficient personal identification to the notary that is true  
 

and accurate; 
 
4. That I am legally in the United States of America; 

 
5. That I am applying to the Georgia Department of Community Health, Healthcare 

 
      Facility Regulation Division, to operate a business activity that is subject to  
 
      regulation by the Department of Community Health; and that this affidavit is a  
 
      material part of the application; and 
 

6. That if the Department subsequently determines  that the material information  
 
      contained in this affidavit is false, I will in violation of licensing/registration  
 
      requirements, which may result in revocation of my license or registration. 
 
     Sworn to and subscribed before me ) 
     This _________ day of ______,___.) 
                                                               ) 
                                                               ) 
                                                               )____________________________ 
      ____________________________ )                      Affiant 
     NOTARY PUBLIC                          ) 
     STATE OF GEORGIA                    ) 
 
     My commission expires:__________. 



 
 

Documents That Establish Identity 
 

For individuals 18 years of age or older: 
 

 Driver’s license or ID card issued by a state or outlying  
possession of United States provided it contains a 
photograph or information such as name, date of birth, sex,  
height, eye color, and address 

 
 ID card issued by federal, state, or local government  

Agencies or entities provided it contains a photograph or  
Information such as name, date of birth, sex, height, eye  
color, and address (including U.S. Citizen ID Card [INS  
Form I-197] and ID Card for use of Resident Citizen in the  
U.S. [INS Form I-179]) 

      
 School identification card with a photograph 

       
 Voter’s registration card 

 
 United States Military card of draft record 

 
 Military dependent’s identification card 

 
 United States Coast Guard Merchant Mariner Card 

 
 Native American tribal document 

 
 Driver’s license issued by a Canadian government authority 

 
 
Source:http://uscis.gov//graphics/lawregs/handbook/hand _emp.pdf  US Handbook for Employers, page 23 
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