PIHP/Provider Name: ____________________________           Reporting Unit ID:  ______
DE-CERTIFICATION OF UTILIZATION INFORMATION RELATING TO PAYMENT UNDER THE MEDICAID PROGRAM

CERTIFICATION

Pursuant to the contract(s) between Greater Columbia Behavioral Health and the Prepaid Inpatient Health Plan (PIHP) identified above, the PIHP certifies that it is a qualified provider enrolled with and authorized to participate in the Washington State Medical Assistance Program as a PIHP.  The PIHP acknowledges that Federal regulations 42 CFR 438.604 & 438.606  (et. al.) require that utilization data submitted must be certified by a Chief Financial Officer, Chief Executive Officer, or a person who reports directly to,  is employed by the PIHP and who is authorized in writing to sign for the Chief Financial Officer or Chief Executive Officer.  The PIHP also acknowledges that, per the Greater Columbia Behavioral Health contract, the certification requirement extends to non-Medicaid funded utilization data.

The PIHP makes the following de-certification to Greater Columbia Behavioral Health:
The PIHP has reported mental health utilization data to Greater Columbia Behavioral Health contained in the batch(es) identified below. Some of the data within the batch(es) are incorrect, and cannot be corrected (cleared) through resubmission.  The PIHP has reviewed the utilization data reported on this date and I attest that based on best knowledge, information, and belief as of the date indicated below, all information identified below as submitted to Greater Columbia Behavioral Health requires a resubmission or does not require a resubmission for the following reason(s):
Identification of the specific transactions in error within the batch(s) identified below must be provided to Greater Columbia Behavioral Health for applicable Greater Columbia Behavioral Health error resolution actions and tracking.  
NO MATERIAL FACT HAS BEEN OMITTED FROM THIS FORM.  I ACKNOWLEDGE THAT THE INFORMATION DESCRIBED ABOVE MAY DIRECTLY AFFECT THE CALCULATION OF PAYMENTS TO THE PIHP.  I UNDERSTAND THAT I MAY BE PROSECUTED UNDER APPLICABLE FEDERAL AND STATE LAWS FOR ANY FALSE CLAIMS, STATEMENTS, OR DOCUMENTS, OR CONCEALMENT OF A MATERIAL FACT.
__________________________________________, ___ ________________   Date: ______________                                              

Signature




      
Title
__________________ ________________                                        

Print Full Name
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