
     PROGRAM PROVIDER AGREEMENT 
     MISSISSIPPI DIVISION OF MEDICAID 

 
 

I, the undersigned participating physician/provider, agree to carry out the key components of a thorough 
COOL KIDS screening. 
 

The screening must, at a minimum, include 
A comprehensive health and developmental history 
Assessment of both physical and mental health development 
A comprehensive unclothed physical exam 
Appropriate immunizations according to age and health history** 
Laboratory tests (including blood lead level assessment appropriate for age and risk factor) 
Health education (including anticipatory guidance), and 
Treatment and/or referral, if indicated. 

 

The Provider agrees as follows: 
 

To perform appropriate components of the screening described above in accordance with          
exemplary age-specified COOL KIDS screening procedures 

To bill for screening services only after services have been provided in accordance with the current 
COOL KIDS medical periodicity schedule 

To permit name to be listed as a full screening provider with the COOL KIDS program and consent 
to inclusion on provider list made available to DOM Regional Office staff for selection by eligible 
beneficiaries. 

 
In addition, I understand that the performance of these services must be documented, as all medical re-
cords pertaining to the COOL KIDS program are subject to audit by federal and state agency representa-
tives.  Also, I agree to follow up on all referred cases and to document whether or not the initial referral 
visit was kept by the beneficiary. 
 
 
_____________________________________________    _______________________________________ 
Provider’s Printed Name      DOM Provider Number 
(Indicate name of enrollee) 
 
 
_____________________________________________   _______________________________________ 
Physical Street Address      Telephone Number 
(Indicate address applicable to site where screenings will be provided) 
 
 
______________________________________________   _______________________________________ 
City, State, and Zip Code      CLIA Number 
 
 
______________________________________________    _______________________________________ 
Provider’s Signature (Original signature of the enrollee is required)  Group Affiliation for Screening Purposes 
         Group DOM Provider Number 
 

**Mississippi Division of Medicaid does not enroll providers in the VFC Program.                                                        
To enroll in the VFC program, please contact Mississippi Department of Health Immunization at 1-601-576-7400. 

  
  
  
  

Cool Kids Cool Kids   

Mississippi Mississippi   
Cool Kids Can...Cool Kids Can... 

Bee Cool!Bee Cool!  
Bee Strong!
Bee Strong!  Bee Healthy!

Bee Healthy!  
Bee Safe!Bee Safe!  
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