Health Plan®® A Mountain Valley
of San Joaquin @ Health Plan

MODEL OF CARE (MOC)
TRAINING ACKNOWLEDGEMENT & ATTESTATION

Health Plan of San Joaquin/Mountain Valley Health Plan Advantage (HMO D-SNP), as a licensed plan for
Centers for Medicare & Medicaid Services (CMS), is required to ensure that all network providers and
applicable personnel complete annual training on the Special Needs Plan (SNP) Model of Care.

This requirement applies to network providers providing health care services to Dual Eligible Special
Needs Plan (D-SNP) members or who administer D-SNP health care benefits. The provider training
material is updated annually to reflect any changes to the program’s regulatory requirements.

Training may be completed using the MOC materials available on our website or by completing an
equivalent MOC training and providing proof of completion. After completing the training, network
providers must attest on behalf of themselves and any applicable personnel who completed the training
by completing the attestation below.

Health Plan of San Joaquin/Mountain Valley Health Plan provided training on the information above, as
well as on resources available through Health Plan's website.

Name of Contracted Entity/Practice Name: Practice Address:

Practice TIN#: Practice NPI#:

[ am the only provider at my practice

Training - Option 1: || Provided by HPS]/MVHP Training Date:

Training - Option 2: || Provided by Training Date:

I attest to having received the annually required Model of Care (MOC) Training and resources for
the Medi-Cal/Medicaid program. Please sign and date below.

Date Email Phone Number

Please send this completed form to HPS]/MVHP at providernetworks.verification@hpsj.com or fax 1-209-933-3700.
This training is required for all network providers. Please list all network providers who also completed the training.

You can upload a roster of your providers with NPIs, names and titles that completed the training in lieu of completing the
attestation below.



Health Plan® A Mountain Valley
of San Joaquin @ Health Plan

MODEL OF CARE (MOC)
TRAINING ACKNOWLEDGEMENT & ATTESTATION

Additional Providers and Employee Names Below:

Provider and Employee Name (Last Name, First Provider Individual NPI#
Name):
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