
CHILDREN WITH SPECIAL HEALTH CARE NEEDS (CSHCN) SERVICES PROGRAM 
Family Support Services (FSS) Provider Enrollment Application and Agreement 

P.O. Box 149347, MC-1938      Austin TX 78714-9347 
Phone – (800) 252-8023   Fax – (512) 776-7238

Please check type of service(s) you will be providing:
Home Modifications * Respite Care Vehicle Lifts or Modifications

OtherHome InspectionsAdaptive Aids or special equipment

Provider Name (First and last name):

Provider Organization/Agency (if applicable): Employer’s Tax Identification # (EIN) or Social Security #:

Mailing Address:

Phone Number: E-mail:Fax Number:

Accounting Address (if different from mailing address):

Ownership Information (Please check appropriate box):
Individual (not owning a business) Sole Owner of Business

Partnership (If checked, please enter both partners’ names and Social Security Numbers (SSN). If one of the partners 
is a corporation, use the corporation’s Employer’s Tax Identification Number (EIN)).

Name: SSN/EIN:

SSN/EIN:Name:

Texas Corporation. . . . . . . . Texas Charter Number:

Professional Association . . . Texas Charter Number:

Professional Corporation . . . Texas Charter Number:

License Number (Home Inspectors must attach copy of current license):

*   Home Modification providers must complete this section: 
    Do you have GENERAL LIABILITY COVERAGE? Yes No

To the best of my knowledge, the information supplied on this document is accurate and complete and is hereby released 
to the CSHCN Services Program for the purpose of issuing a CSHCN Provider Number.

DateSignature, Title
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Notice about Your Right to Privacy 
Except in some cases, you have the right to ask for and know the information the State of Texas has about you. You can 
ask for it at any time. You can get it and make sure it is right. You have the right to ask the state agency to correct 
anything that is wrong. See http://www.dshs.state.tx.us for more information on Privacy Notification. (Reference: 
Government Code, Section 552.021, 552.023, 559.003 and 559.004)  

KEEP A COPY OF THIS DOCUMENT FOR YOUR RECORDS.

http://www.dshs.state.tx.us


CHILDREN WITH SPECIAL HEALTH CARE NEEDS (CSHCN) SERVICES PROGRAM 
Family Support Services (FSS) Provider Enrollment Application and Agreement

Legal Name of Provider:

Doing Business as (dba) Name, if applicable:

Address City, State Zip Code Telephone No., Fax No.

Hereinafter referred to as Provider, hereby enters into this Provider Agreement for provision of Family Support Services. 
The provider agrees, in accordance with the state laws, rules and regulations pertaining to DSHS, CSHCN Services 
Program, and as a condition for participation in this program, to the terms and conditions set forth below:

Rev. 12/2011 EF07-12827 Page 2 of 3

I. Provider agrees to:  
1. Comply with all applicable federal and state laws and regulations and policies and procedures as set forth in the 

CSHCN Services Program – Family Support Services Provider Manual and as amended, including, but not 
limited to Texas Administrative Code, Title 25 - Health Services, Part 1 – Department of State Health Services, 
Chapter 38 – Children with Special Health Care Needs Services Program. 

2. Accept that the CSHCN Services Program – Family Support Services Provider Manual, and all amendments to 
the Provider Manual, are incorporated into this Agreement by reference. Within thirty (30) days of receiving an 
amendment to the Provider Manual, Provider shall inform DSHS-CSHCN Services Program in writing, if it will not 
continue performance under this provider agreement in compliance with the amended standard(s) or guideline(s). 
CSHCN Services Program may terminate the provider agreement immediately or in accordance with the terms of 
this provider agreement.  

3. Ensure that those acting as agents of the Provider understand and follow CSHCN Services Program Family 
Support Services rules and the terms of this agreement. 

4. Provide only services that are prior authorized by the CSHCN Services Program.  
5. Accept CSHCN Services Program payment as payment in full. 
6. Provide services to eligible CSHCN Services Program Family Support Services clients in the same manner and 

to the same degree and with the same quality that these services are provided to the general public. 
7. Provide language assistance for clients with Limited English Proficiency to ensure they have equal access to 

services. 
8. Protect all client information by not discussing or providing information about clients except to authorized DSHS 

staff. 
9. Keep all necessary records and invoices to document services provided to a client, for full disclosure to the 

CSHCN Services Program or its designee for a period of five (5) years from the date of service, until the client’s 
21st birthday, or until all audit questions, appeal hearings, investigations, or court cases are resolved, whichever 
occurs last.  

10. Submit invoices to CSHCN Services Program Family Support Services for reimbursement as per requirements in 
the CSHCN Services Program Family Support Services Provider Manual.  It is understood that reimbursement 
and satisfaction of such invoices will be from state funds, any false invoices, statements, documents, or 
concealment of a material fact may subject the person(s) responsible to prosecution under applicable state law. 

11. Provide free copies of all records pertaining to the services for which invoices are submitted to CSHCN Services 
Program Family Support Services, when requested by the State.  

12. Reimburse to CSHCN Services Program Family Support Services any overpayment, duplicate payment, or 
erroneous payment to which the Provider is not entitled under CSHCN Services Program rules and policies. 

13. Reimburse the CSHCN Services Program Family Support Services, DSHS, and the federal government for all 
liability, suits, claims, losses, damages, judgments, and pay all costs, fees and damages if such costs, fees, and 
damages are caused by performance or nonperformance by Provider under this agreement. 

14. Ensure that qualified persons perform the authorized services.  
15. Certify that there exists no basis under 34 Texas Administrative Code §20.105 for action by the Comptroller of 

Public Accounts for debarment; i.e., exclusion of the Provider from contracting or subcontracting, to protect the 
interests of the state. If unable to make such a statement, Provider must attach an explanation. A false or 
misleading statement regarding Provider’s status will be treated as a serious breach of this agreement and may 
be grounds for termination at the option of the CSHCN Services Program. 

16. For building contractors (home modification providers) - maintain general liability insurance.  

Go to next page.



CHILDREN WITH SPECIAL HEALTH CARE NEEDS (CSHCN) SERVICES PROGRAM 
Family Support Services (FSS) Provider Enrollment Application and Agreement

WITH THESE SIGNATURES, EACH OF THE UNDERSIGNED ATTESTS THAT HE OR SHE HAS READ AND UNDERSTANDS THIS 
PROVIDER AGREEMENT, AND HEREBY AGREES TO UPHOLD THE CSHCN SERVICES PROGRAM RULES:

Provider’s Signature or Signature of Authorized Official

Provider:

Printed or Typed Name

Position/Title

Date:

SS# or Tax I.D. Number

Texas Department of State Health Services (DSHS):

CSHCN Services Program Provider Number:

Position/Title

Printed or Typed Name

Contract Effective Date:

Date:

Rev. 12/2011, EF07-12827 Page 3 of 3

II. Provider understands the following:  
1. All benefits are based on availability of program funds appropriated to DSHS for client services benefits by the 

legislature and DSHS is not obligated to the Provider beyond the funds available for allowable services. 
2. Payment will be made only for services as authorized and for no more than the prior authorized amount. 
3. If the CSHCN Services Program denies an invoice payment submitted by the Provider, the Program will give the 

Provider written notice of the denial, including the right of the Provider to request an administrative review of the 
denial within 30 days. If the Provider does not respond in writing within the 30-day time period, the Provider is 
presumed to have waived the administrative review as well as access to a fair hearing, and the CSHCN Services 
Program’s decision is final. If the Provider requests an administrative review in writing, the CSHCN Services 
Program will conduct a review of the circumstances on which the denial of the invoice was based and give the 
Provider written notice of the Program’s decision and the supporting reasons within ten days of the receipt of the 
request for administrative review. 

4. If the Provider is dissatisfied with the CSHCN Services Program’s decision and supporting reasons following the 
administrative review, the Provider may request a fair hearing in writing within 20 days of receipt of the 
administrative review decision notice. If the Provider fails to request a fair hearing within the 20-day period, 
Provider is presumed to have waived the request for a fair hearing, and the CSHCN Services Program may take 
final action. A fair hearing requested by a Provider shall be conducted in accordance with Texas Administrative 
Code, Title 25 - Health Services, Part 1 – Department of State Health Services, Chapter 1 – Texas Board of 
Health, Subchapter C, §§1.51 - 1.55. 

5. This agreement may be terminated by the Provider with thirty (30) calendar days written notice.  DSHS may 
terminate this agreement due to loss of certification status, loss/change of ownership, conviction of fraud, breach 
of this agreement, or loss of licensure. If funds become unavailable through lack of appropriations, budget cuts, 
transfer of funds between programs or agencies, amendment of the appropriations act, health and human 
services agency consolidations, or any other disruption of appropriations, this agreement may be terminated.  
Termination of this agreement shall not affect the records retention or access to records requirements under 
Paragraph I.9 above.  

The CSHCN Services Program will: 
- Give the Provider a copy of the CSHCN Services Program Family Support Services Provider Manual. 
- Post any amendments to the CSHCN Services Program Family Support Services Provider Manual on the 

CSHCN Services Program website http://www.dshs.state.tx.us/cshcn/ and notify the Provider in writing of these 
amendments. 

- Notify the Provider in writing of service authorization within 7 calendar days of approval. 
- Process payment for complete invoices within 30 calendar days of receipt of the invoice. 
- In the case of an incomplete or incorrectly billed claim, CSHCN Services Program Family Support Services will 

notify the Provider of the action needed to complete the payment process. 
- Provide a Remittance Advice statement with each invoice payment made to the Provider. 
- Provide a written explanation of a denied invoice payment to the Provider and client, including the right of the 

Provider to request an administrative review of the denial within 30 days. 

http://www.dshs.state.tx.us/cshcn/
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CHILDREN WITH SPECIAL HEALTH CARE NEEDS (CSHCN) SERVICES PROGRAMFamily Support Services (FSS) Provider Enrollment Application and AgreementP.O. Box 149347, MC-1938      Austin TX 78714-9347Phone – (800) 252-8023   Fax – (512) 776-7238
Please check type of service(s) you will be providing:
Ownership Information (Please check appropriate box):
*   Home Modification providers must complete this section: 
    Do you have GENERAL LIABILITY COVERAGE?
To the best of my knowledge, the information supplied on this document is accurate and complete and is hereby released to the CSHCN Services Program for the purpose of issuing a CSHCN Provider Number.
Signature, Title
Please sign the printed copy here. Include your title.
Rev. 12/2011
EF07-12827
Page 1 of 3
Notice about Your Right to PrivacyExcept in some cases, you have the right to ask for and know the information the State of Texas has about you. You can ask for it at any time. You can get it and make sure it is right. You have the right to ask the state agency to correct anything that is wrong. See http://www.dshs.state.tx.us for more information on Privacy Notification. (Reference: Government Code, Section 552.021, 552.023, 559.003 and 559.004) 
KEEP A COPY OF THIS DOCUMENT FOR YOUR RECORDS.
CHILDREN WITH SPECIAL HEALTH CARE NEEDS (CSHCN) SERVICES PROGRAMFamily Support Services (FSS) Provider Enrollment Application and Agreement
Hereinafter referred to as Provider, hereby enters into this Provider Agreement for provision of Family Support Services. The provider agrees, in accordance with the state laws, rules and regulations pertaining to DSHS, CSHCN Services Program, and as a condition for participation in this program, to the terms and conditions set forth below:
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I.         Provider agrees to: 
1.         Comply with all applicable federal and state laws and regulations and policies and procedures as set forth in the CSHCN Services Program – Family Support Services Provider Manual and as amended, including, but not limited to Texas Administrative Code, Title 25 - Health Services, Part 1 – Department of State Health Services, Chapter 38 – Children with Special Health Care Needs Services Program.
2.         Accept that the CSHCN Services Program – Family Support Services Provider Manual, and all amendments to the Provider Manual, are incorporated into this Agreement by reference. Within thirty (30) days of receiving an amendment to the Provider Manual, Provider shall inform DSHS-CSHCN Services Program in writing, if it will not continue performance under this provider agreement in compliance with the amended standard(s) or guideline(s). CSHCN Services Program may terminate the provider agreement immediately or in accordance with the terms of this provider agreement. 
3.         Ensure that those acting as agents of the Provider understand and follow CSHCN Services Program Family Support Services rules and the terms of this agreement.
4.         Provide only services that are prior authorized by the CSHCN Services Program. 
5.         Accept CSHCN Services Program payment as payment in full.
6.         Provide services to eligible CSHCN Services Program Family Support Services clients in the same manner and to the same degree and with the same quality that these services are provided to the general public.
7.         Provide language assistance for clients with Limited English Proficiency to ensure they have equal access to services.
8.         Protect all client information by not discussing or providing information about clients except to authorized DSHS staff.
9.         Keep all necessary records and invoices to document services provided to a client, for full disclosure to the CSHCN Services Program or its designee for a period of five (5) years from the date of service, until the client’s 21st birthday, or until all audit questions, appeal hearings, investigations, or court cases are resolved, whichever occurs last. 
10.         Submit invoices to CSHCN Services Program Family Support Services for reimbursement as per requirements in the CSHCN Services Program Family Support Services Provider Manual.  It is understood that reimbursement and satisfaction of such invoices will be from state funds, any false invoices, statements, documents, or concealment of a material fact may subject the person(s) responsible to prosecution under applicable state law.
11.         Provide free copies of all records pertaining to the services for which invoices are submitted to CSHCN Services Program Family Support Services, when requested by the State. 
12.         Reimburse to CSHCN Services Program Family Support Services any overpayment, duplicate payment, or erroneous payment to which the Provider is not entitled under CSHCN Services Program rules and policies.
13.         Reimburse the CSHCN Services Program Family Support Services, DSHS, and the federal government for all liability, suits, claims, losses, damages, judgments, and pay all costs, fees and damages if such costs, fees, and damages are caused by performance or nonperformance by Provider under this agreement.
14.         Ensure that qualified persons perform the authorized services. 
15.         Certify that there exists no basis under 34 Texas Administrative Code §20.105 for action by the Comptroller of Public Accounts for debarment; i.e., exclusion of the Provider from contracting or subcontracting, to protect the interests of the state. If unable to make such a statement, Provider must attach an explanation. A false or misleading statement regarding Provider’s status will be treated as a serious breach of this agreement and may be grounds for termination at the option of the CSHCN Services Program.
16.         For building contractors (home modification providers) - maintain general liability insurance. 
Go to next page.
CHILDREN WITH SPECIAL HEALTH CARE NEEDS (CSHCN) SERVICES PROGRAMFamily Support Services (FSS) Provider Enrollment Application and Agreement
WITH THESE SIGNATURES, EACH OF THE UNDERSIGNED ATTESTS THAT HE OR SHE HAS READ AND UNDERSTANDS THIS PROVIDER AGREEMENT, AND HEREBY AGREES TO UPHOLD THE CSHCN SERVICES PROGRAM RULES:
Provider’s Signature or Signature of Authorized Official
Provider or Authorized Official sign the printed copy here.
Provider:
Texas Department of State Health Services (DSHS):
Rev. 12/2011, EF07-12827
Page 3 of 3
II.         Provider understands the following: 
1.         All benefits are based on availability of program funds appropriated to DSHS for client services benefits by the legislature and DSHS is not obligated to the Provider beyond the funds available for allowable services.
2.         Payment will be made only for services as authorized and for no more than the prior authorized amount.
3.         If the CSHCN Services Program denies an invoice payment submitted by the Provider, the Program will give the Provider written notice of the denial, including the right of the Provider to request an administrative review of the denial within 30 days. If the Provider does not respond in writing within the 30-day time period, the Provider is presumed to have waived the administrative review as well as access to a fair hearing, and the CSHCN Services Program’s decision is final. If the Provider requests an administrative review in writing, the CSHCN Services Program will conduct a review of the circumstances on which the denial of the invoice was based and give the Provider written notice of the Program’s decision and the supporting reasons within ten days of the receipt of the request for administrative review.
4.         If the Provider is dissatisfied with the CSHCN Services Program’s decision and supporting reasons following the administrative review, the Provider may request a fair hearing in writing within 20 days of receipt of the administrative review decision notice. If the Provider fails to request a fair hearing within the 20-day period, Provider is presumed to have waived the request for a fair hearing, and the CSHCN Services Program may take final action. A fair hearing requested by a Provider shall be conducted in accordance with Texas Administrative Code, Title 25 - Health Services, Part 1 – Department of State Health Services, Chapter 1 – Texas Board of Health, Subchapter C, §§1.51 - 1.55.
5.         This agreement may be terminated by the Provider with thirty (30) calendar days written notice.  DSHS may terminate this agreement due to loss of certification status, loss/change of ownership, conviction of fraud, breach of this agreement, or loss of licensure. If funds become unavailable through lack of appropriations, budget cuts, transfer of funds between programs or agencies, amendment of the appropriations act, health and human services agency consolidations, or any other disruption of appropriations, this agreement may be terminated.  Termination of this agreement shall not affect the records retention or access to records requirements under Paragraph I.9 above. 
The CSHCN Services Program will:
-         Give the Provider a copy of the CSHCN Services Program Family Support Services Provider Manual.
-         Post any amendments to the CSHCN Services Program Family Support Services Provider Manual on the CSHCN Services Program website http://www.dshs.state.tx.us/cshcn/ and notify the Provider in writing of these amendments.
-         Notify the Provider in writing of service authorization within 7 calendar days of approval.
-         Process payment for complete invoices within 30 calendar days of receipt of the invoice.
-         In the case of an incomplete or incorrectly billed claim, CSHCN Services Program Family Support Services will notify the Provider of the action needed to complete the payment process.
-         Provide a Remittance Advice statement with each invoice payment made to the Provider.
-         Provide a written explanation of a denied invoice payment to the Provider and client, including the right of the Provider to request an administrative review of the denial within 30 days. 
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