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� UNM I HO\PITAL"

THIS ENTIRE PACKET MUST 8£ CO�lPLETED 1, RU E INh'. 

Check one: D Hospital Employee D UNM Employee 

Please return completed forms to: 

Ann: Sandra LaSalle 

400 Tijeras Ave NW #450
Albuquerque, NM 87102
Phone: (505) 272-0148

1. Provider Name: -----------------------------­

Provider Legal / Birth Name:

2. Title: Male D Female D Supervisor: 

3. Start Date (Privilege Date): Department -------------

4. 

5. 

Dept. Phone#: _______ Fax#: ________ Pager#: 

Date of Birth:------- Birth State: ------- Birth Country: 

6. Social Security#: ------------------------------

7. 

8. 

9. 

10. 

DEA#:------------ DEA Expiration Date: --------------

(BOP) Controlled Substance#:------------- Expiration Date: _____ _

Prof. License#: _____________ Temporary D Permanent D

Original Issue Date: ______________ Expiration Date:

11. Certification Board:

12. 

13. 

Certification#: ____________ Certification Date:-------------

Medical/Prof. School:------------- Graduation Date: ---------

14. Medicare PTAN #: ----------------------------­

New Mexico Medicaid #:

15. Home Address:

16. Email Address:

Cell Phone#: 

Home Phone #: 

Provider Signature: ----------------- Date: 

Provider Billing/Dictation Number: ------------- Date: 

Assigned by UNM Hospital (Sandra LaSalle) 

11-09-16



















City/Town 

Albuquerque 

State 

NM 

SECTION 5: CONTACT PERSON INFORMATION (Optional) 

If questions arise during the processing of this reassignment, the designated MAC will contact the individual 

indicated below. If a contact person is not furnished, the MAC will contact the individual practitioner is Section 3. 
First Name Middle Initial Last Name Jr., Sr .. M.D., etc. 

Sandra A LaSalle 
Contact Person Address Line 1 (Street Name And Number) 

400 Tijeras Ave. NW 

Contact Person Address Line 2 (Suite, Room, Apt. #, etc.)

Suite 450

ZIP Code +4 

Telephone Number 

(505) 272-0148 

Fax Number (if applicable) 

(505) 272-9991

87102 

Email Address (if applicable) 

slasalle@salud.unm.edu 

Relationship or Affiliation to Individual or Organization/Group (Spouse, Secretary, Attorney, Billing Agent, etc.) 

Delegated Official 

NOTE: The Contact Person listed in this section will only be authorized to discuss issues concerning this 
reassignment. The designated MAC will not discuss any other Medicare issues about the organization/group or 
individual practitioner beyond this reassignment application with the above Contact Person. 

SECTION 6: CERTIFICATION STATEMENTS AND SIGNATURES 

Title XVIII of the Social Security Act prohibits payment for services provided by an individual practitioner to be 
paid to another individual or organization/group unless the individual practitioner who provided the services 
specifically authorizes another individual or organization/group to receive said payments in accordance with 
42 CFR § 424.73 and 42 CFR § 424.80. All individual practitioners who allow another individual or organization/ 
group to receive payment for their services must sign the Reassignment of Medicare Benefits Statement below. 
By signing this Reassignment of Medicare Benefits Statement, you are authorizing the organization/group or 
individual identified in Section 2 to receive Medicare payments on your behalf. 

The signature(s) below authorize the reassignment of benefits, or the termination of a reassignment of benefits, 
between the individual practitioner shown in Section 3 and the organization/group shown in Section 2. 

The employment of, or contract between, the individual practitioner and organization/group or individual must 
be in compliance with CMS regulations and applicable Medicare program safeguard standards described in 
42 CFR § 424.80. 

These signatures also serve as an attestation and acknowledgment to the compliance with all laws and regulations 
pertaining to the reassignment of Medicare benefits. 

A. Individual Practitioner Certification Statement and Signature
Under penalty of perjury, I, the undersigned, certify that the above information is true, accurate and complete.
I understand that any misrepresentation or concealment of any information requested in this application may
subject me to liability under civil and criminal laws.

Individual Practitioner First Name (Print) Middle Initial Last Name (Print) 

Individual Practitioner Signature (First, Middle, Last Name, Jr., Sr., MD., etc.) 

Jr., Sr., M.D., etc. 

Date Signed (mm/dd/yyyy) 

B. Delegated or Authorized Official of Organization/Group Certification Statement and Signature
Under penalty of perjury, I, the undersigned, certify that the above information is true, accurate and complete.
I understand that any misrepresentation or concealment of any information requested in this application may
subject me and/or the organization/group to liability under civil and criminal laws.

Delegated or Authorized Official's First Name (Print) Middle Initial Last Name (Print) 

Delegated or Authorized Official's Signature (First, Middle, Last Name, Jr., Sr., MD., etc.) 

Jr .. Sr., M.D., etc. 

Date Signed (mmldd/yyyy) 

All signatures must be original and signed in blue ink. Applications with signatures deemed not original or not dated will not be processed. 
Stamped, faxed or copied signatures will not be accepted. 

CMS-855R (04/16) 
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