CHANGE TO DMEPOS ACCREDITATION 877.776.2200 phone

410.581.6228 fax

(CHOW, CHOL &/OR ADDING PRODUCT CODES) fa@bocusa.org

bocusa.org

Board of Certification/Accreditation

*indicates required field

Complete this for changes in location, ownership and/or adding product codes.
APPLI CAT I O N Any change in accreditation requires a new, unannounced Site survey.

For ownership and location changes, please use the current facility information below. You will be
asked to provide the new location and/or owner information on page 2 of this application.

Facility Name* Doing Business As (DBA)
Street Address* Suite Number
City* State* Zip Code* Country*
Business Email* Secondary Email
Facility Phone Number* Mobile Number* Fax Number
CMS Provider # (PTAN) National Provider Identifier # (NPI) Employer Identification # (EIN)
. . If yes, what is your current expiration date?
Is your facility currently accredited?* I:I Yes l:, No

For every day, please indicate AM/PM and if the facility closes for lunch.

Closed Open Time Close Time Closed for Lunch Start Time End Time
Monday D D
Tuesday D D
Wednesday D D
Thursday D D
Friday D D
Saturday D D
Sunday D D

Please attach a separate page if more practitioners; ensure they meet product requirements.

Practitioner Full Name Credential Type

Practitioner Full Name Credential Type

Please print full names for all owners who have 5% or more ownership. Please include additional owners on an

attached document.

Owner(s)* Compliance Officer(s)* Corporate Officer(s)

Please select and check the change(s) you would like to make below and on the following page.

D Change of Location D Change of Ownership D Adding New Product Codes

If yes, Third Party Consultant Name* Third Party Consultant Email

Do you work with a consultant?* D Yes D No

Did you work with a BOC representative regarding this change?* D Yes D No Name:
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Must be reported to BOC 60 days prior to move. With this change, CMS requires that

your accreditation renewal cycle becomes annual.

If your facility relocates, it is your responsibility to submit this Change Application along with all required documentation and applicable fees BEFORE the change is made.
Under the new CMS regulations, a site resurvey is required for all location changes to verify compliance at the new address. Please inform BOC 60 days prior to the
change of location and the date the facility will be operational. A BOC surveyor will conduct an unannounced, on-site review before any update can be finalized. Once
100% of CMS quality standards & deadlines have been met, BOC will issue a new annual accreditation date per CY 2026 HH Final Rule.

Address of Location Moving FROM NEW Address of Location Moving TO

Date No Longer Operational

Date New Location Operational

Facility Name* Facility Name*

Street Address* Suite Number |Street Address* [not only a PO Box] Suite Number

City* State* Zip Code* City* State* Zip Code*

Please provide the following information for your NEW location.

Facility Phone Number* Mobile Number* Fax Number

CMS Provider # (PTAN) National Provider Identifier # (NPI) Employer Identification # (EIN)

Did Your Business Email Change?* D Yes D No | NOTE: Please ensure that the Posted Business Hours that you listed on the previous page accurately
If Yes, provide new email address here. reflect your NEW the hours of operation.

Required documentation: Please scan and email the following information with this application

» Copy of the new location’s lease agreement Key Compliance Notes:

» Updated liability insurance certificate showing the new address. * Location must be = 200 sq. ft., publicly

» Updated surety bond rider (if address change affects bond) accessible, staffed, and operational.

+ Updated state license (if state and/or local licensing is address-specific) + CMS may also conduct unannounced site visits.

Must be reported to BOC 60 days prior to ownership change. With this change, CMS requires

that your accreditation renewal cycle becomes annual.

Complete this Change Application for ownership changes of 5% or more. Any CHOW must be reported to BOC at least 60 days prior to the effective
date of the transaction. Early notification is required to allow sufficient time for review, documentation collection, and scheduling of the unannounced
required resurvey. Under the new CMS regulation, all ownership changes require a resurvey and adherence to all related deadlines before any
accreditation updates can be approved or reflected in BOC or CMS records. CMS 36-Month Rule: In addition, CMS applies a 36-month rule to
ownership changes, which may trigger additional CMS review or enrollment restrictions depending on the timing and nature of the transaction. https://
www.cms.gov/files/document/cy-2026-hh-pps.pdf

Required documentation: Please scan and email the following information with this application

» A copy of the fully executed Purchase Agreement for the newly acquired facility.
« Proof of effective date of ownership change/sale closing date.

» Updated ownership disclosures.

» Updated information for management personnel.

* Proof of facility’s original inception date.

» Photo ID of new owner.

| AddingProductCategories

To add new DMEPOS product categories, you must submit this application for the Addition of Product Categories and provide any required
supporting documentation. All product category additions now require a new survey per CMS, regardless of category type. Additional survey or
administrative fees may apply.

Required documentation: Please scan and email the following information with this application

» What are the new products? Print the attached DMEPOS Product Category Checklist and select ALL new products you are adding.
» Copy of all required state licenses related to the new product categories (if applicable).

» Copy of professional licenses for credentialed staff if required.

Key Compliance Notes

» Updated policies and procedures, if required for specific categories (e.g.,respiratory, rehab tech) will be reviewed on site.
» You must have documentation supporting updated staff qualifications and training documentation for specialized items.
» Ensure you have current and accurate product inventory and/or vendor agreements
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https://www.bocusa.org/wp-content/uploads/DMEPOS_Product_Category_List.pdf

In signing this affidavit, I attest, upon personal knowledge, that all information reported in this application, including any and all accompanying
documentation, is complete, accurate and true, to the best of my knowledge. I understand that falsification of information may result in a
denial or revocation of accreditation. I agree to notify BOC in writing of all changes to ownership, corporate structure, location, or provision of
services/equipment. In submitting this application, I understand that I am granting permission to BOC and its authorized representatives to
inspect my facility during normal business hours and without prior notification. Please check each ATTESTATION and sign below.

PATIENT FILES ATTESTATION:* I understand that our facility must have five(5) complete patient files, that meet CMS requirements,
available at the time of the Site Survey. If a files are not available, a second in-person, on-site survey will be required once the facility confirms
the files are complete and ready. Your facility will be required to pay an additional fee of $2,000 to cover the cost of a second on-site survey.

OWNER ATTESTATION:* [ attest that an owner, manager, or authorized facility representative with the authority and ability to provide
documentation, records, items, and access requested by the BOC surveyor will be present at the facility at the time of the unannounced site
survey. I understand and agree that if such an individual is not available or is unable to provide the information or materials requested by the
surveyor, my facility will be required to pay an additional fee of $2,000 to cover the cost of a second onsite survey.

Print Owner/Corporate Officer Name Signature Owner/Corporate Officer Date

Fees are subject to change and reflect CMS 1-Year Accreditation Cycle

DMEPOS Accreditation Change: $ 2,000

TOTAL FEE: $

Check Payment
DVisa D MasterCard D Discover DAmerican Express D Check Enclosed Check Number:

Credit Card Number Security Code Expiration Date
Billing Address

City State Zip Code

Name as it appears on card Cardholder Signature Date

The issuer of the card identified on this form is authorized to pay the amount shown as Payment Amount upon proper presentation. I agree to pay such
Payment Amount (together with any other charges due thereon) subject to and in accordance with the Agreement governing the use of such card. Make
Check or Money Order payable to BOC. If your check is returned for any reason, you must submit a bank draft, money order, or credit card payment
with an additional fee of $35.00 to cover the returned check processing fee. Applications from outside of the contiguous United States will be subject to
a surcharge for additional travel expenses. BOC does not offer refunds or accept post-dated checks.

An additional Site Survey fee of $2,000 may be compulsory under specific circumstances. Under these circumstances the facilities will be notified prior to
the survey taking place.

Notwithstanding anything to the contrary contained herein, to the maximum extent permitted by applicable law, except in the instance of willful
misconduct or gross negligence of BOC (or any of its employees, agents, or contractors (“Related Parties”)), the maximum aggregate liability of BOC
arising out of or in connection with this Accreditation Application (including any inspection or audit of Applicant’s facility) shall not exceed the aggregate
amount paid or payable by Applicant to BOC for the Application fee and all services, including any inspection or audit, giving rise to such liability, as of
the date of the events or circumstances giving rise to such liability.

All BOC fees are earned upon performance of the site survey and are non-refundable once the survey has occurred. Fees are paid solely for the provision

of accreditation services, including the conduct of the site survey, and do not guarantee, influence, or otherwise affect the survey findings, accreditation
status, or final accreditation decision.

Submit this application and any additional documentation by email, fax, or mail.

fa@bocusa.org 410.581.6228 Board of Certification/Accreditation
Attention: Accreditation Department
10461 Mill Run Circle, Suite 1250
Owings Mills, Maryland 21117
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10461 Mill Run Circle, Suite 1250 » Owings Mills, MD 21117

phone 877.776.2200 « local 410.581.6222 -« fax 410.581.6228  online www.bocusa.org

DMEPOS Product Category Checklist

Organized by DMEPOS Quality Standards Appendices

Section | — General DME & Medical Equipment (Non-Appendix Specific)

o Automatic External Defibrillators (AEDs) and/or
Supplies - DM01

o Blood Glucose Monitors and/or Supplies (Mail
Order) - DM06

o Blood Glucose Monitors and/or Supplies
(Non-Mail Order) - DM05

o Cognitive Behavioral Therapy Devices - DM27

o Commodes/Urinals/Bedpans - DM02

o Continuous Passive Motion (CPM) Devices -
DMO03

o Contracture Treatment Devices: Dynamic Splint
- DM04

o External Electrical Stimulation Devices (Not

Otherwise Classified) - DM30

External Infusion Pumps - DM12

External Infusion Pump Supplies - DM24

Gastric Suction Pumps - DMO07

Heat & Cold Applications - DMO08

Hospital Beds: Electric - DM09

Hospital Beds: Manual - DM10

Implanted Infusion Pumps and/or Supplies -

DM14

o Infrared Heating Pad Systems and/or Supplies -
DM11

OO o o o o o

o Insulin Infusion Pumps - DM13
o Insulin Infusion Pump Supplies - DM25
o Negative Pressure Wound Therapy Pumps

and/or Supplies - DM15
Neuromuscular Electrical Stimulators (NMES)
and/or Supplies - DM16

o Osteogenesis Stimulators - DM17
o Penile Pumps - OR04
o Pneumatic Compression Devices and/or Supplies

- DM18

o Rehabilitative Therapy Devices - DM28
o Speech Generating Devices - DM19
o Support Surfaces: Pressure Reducing

Beds/Mattress/Overlays/Pads — New - DM20
Support Surfaces: Pressure Reducing
Beds/Mattress/Overlays/Pads — Used - DM26

o Surgical Dressings - S01
o Traction Equipment - DM21
o Transcutaneous Electrical Nerve Stimulators

u]

u]

(TENS) and/or Supplies - DM22
Ultraviolet Light Devices and/or Supplies - DM23
Urinary Suction Pumps - DM29

Appendix A — Respiratory Equipment, Supplies & Services

[0 Continuous Positive Airway Pressure (CPAP)
Devices and/or Supplies - R01

O High Frequency Chest Wall Oscillation
(HFCWO) Devices and/or Supplies - R02

0 Intermittent Positive Pressure Breathing (IPPB)
Devices - R04

O Intrapulmonary Percussive Ventilation Devices -
RO5

O Mechanical In-Exsufflation Devices - R06

DMEPOS Product Category List p.1
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O O 0O o o o o

Multi-Function Respiratory Devices (Excluding
Ventilators) - R13

Nebulizer Equipment and/or Supplies - RO7
Oxygen - RO8A

Oxygen Equipment and/or Supplies - R08
Respiratory Assist Devices - R09

Respiratory Suction Pumps - R10
Tracheostomy Supplies - PD08

Ventilators: All Types — Not CPAP or RAD - R12
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Appendix B — Manual Wheelchairs, Power Mobility Devices & Seating

o Canes and/or Crutches - M01 O Wheelchairs - Complex Rehabilitative Power

o Patient Lifts - M02 Wheelchairs - M09

o Power Operated Vehicles (Scooters) - M03 O Wheelchairs - Complex Rehabilitative Power

o Seat Lift Mechanisms - M04 Wheelchairs Related Accessories - MO9A

o Walkers - M05 0 Wheelchairs - Standard Manual — M06

o Wheelchair Seating/Cushions - M10 0 Wheelchairs - Standard Manual Related

o Wheelchairs - Complex Rehabilitative Manual Accessories and Repairs - MO6A
Wheelchairs - M08 0 Wheelchairs - Standard Power - M07

o Wheelchairs - Complex Rehabilitative Manual O Wheelchairs - Standard Power Related
Wheelchairs Related Accessories - MOSA Accessories and Repairs - MO7A

Appendix C — Orthotics, Prosthetics, Therapeutic Shoes, Supplies & Related Services

o Breast Prostheses & Accessories - PD01 o Orthoses: Off-the-Shelf - OR03
o Diabetic Shoes/Inserts - S02 o Ostomy Supplies - PD06
o Diabetic Shoes/Inserts — Custom - S03 o Parenteral Equipment and/or Supplies - PE06
o Enteral Equipment and/or Supplies - PE04 o Parenteral Nutrients - PE05
o Enteral Nutrients - PE03 o Prosthetic Lenses: Conventional Contact Lense
o Facial Prostheses - PD03 - PD12
o Limb Prostheses - PR01 o Prosthetic Lenses: Conventional Eyeglasses -
o Lymphedema Compression Treatment ltems - PD11
S04 o Prosthetic Lenses: Conventional Cataract
o Neurostimulators and/or Supplies - PD04 Lenses - PD13
o QOcular Prostheses - PD05 o Somatic Prostheses - PD07
o Orthoses: Custom Fabricated - OR01 o Urological Supplies - PD09
o Orthoses: Prefabricated (custom fitted) - OR02 o Voice Prosthetics - PD10
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