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DIVISION OF MEDICAL ASSISTANCE PROGRAMS
	Enrollment Reconciliation – No Discrepancies
Contractor shall complete this form and submit to OHA within 14 calendar days from the receipt of the OHA 834 Enrollment transaction file if there are no discrepancies found.


Contracted Plan Name:  
  DMAP Assigned Plan Number:  


Contract Number:  


For Month Ending Date:  

Contractor Medicaid Identification Number or National Provider Identifier:  ________________
I, the undersigned, hereby attest that I have authority to certify this information on behalf of the Contractor, as authorized by the Signature Authorization Form; and I the undersigned hereby certify based on best knowledge, information and belief that I have determined that the OHA 834 Enrollment transaction files and Contractor’s Health Information System have no discrepancies
Enrollment Transaction information submitted to OHA must be certified by one of the following per 42 CFR 438.604 and 42 CFR 438.606:

Chief Executive Officer (CEO),

Chief Financial Officer (CFO), or

A delegate who has authority as authorized by the Signature Authorization Form to sign for and reports directly to the CEO or CFO
Print Name of CEO/CFO or delegate

Print Title

Signature

Date

(If delegate, must match the Signature Authorization Form)
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