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Provider Enrollment questions 

 
Call 

 
1-800-755-2604, 

First, select Option “1”, then Option “3” 

 
Or 
 

701- 328-4602 
 

Forms can be emailed to:  
 

DHSHCBS@ND.GOV 
or Faxed to: 701-328-4875 

    
 
 
 

All Enrollment Forms must be 
completed with a pen or typed, signed 
and sent to the following address: 
 
   Medical Services/HCBS Division 
   North Dakota Department of Human Services 
   600 E Boulevard Ave. Dept. 325 
   Bismarck ND 58505-0250 
 



INTRODUCTION 
 
Family Home Care (FHC) 

The purpose of Family Home Care is to assist individuals to remain with their family 
members and in their own communities. It provides an option for an individual who 
is experiencing functional impairments, which contribute to his/her inability to 
accomplish activities of daily living. 

 
 
The Home and Community-Based Services (HCBS) case manager meets with the 
potential FHC client to complete an assessment to determine if a client qualifies and 
what tasks need to be authorized.   

 
NOTE:  

 A Family Home Care application is filled out only if the potential 
FHC client is approved through the County Social Service agency. 
 

 “FHC” means the provision of room, board, supervisory care, and 
personal services to an eligible elderly or disabled person by the 
spouse or by one of the following relatives, or the current or 
former spouse of one of the following relatives: parent, 
grandparent, adult child, adult sibling, adult grandchild, adult 
niece, or adult nephew.  

 
Family Home Care is care provided by a spouse or family member who is enrolled as 
a Qualified Service Provider for FHC. The care may include help with Activities of 
Daily Living (ADL) such as bathing, dressing, transferring, toileting, assistance with 
eating, etc. and in some cases supervision is also provided. The care is provided in 
either the client’s home or the QSP’s home. QSP and client must be living together. 
  
 
This Handbook includes: 

The standards a Qualified Service Provider (QSP) must meet to provide Family 
Home Care (FHC). 
 
You will receive a separate packet that includes the forms. They must be 
completed for individuals enrolling as a QSP for FHC. 

 
If you are enrolling for Family Personal Care, this is not the correct handbook. 
You need the Qualified Service Provider Handbook for Individual Providers. 
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                                       BACKGROUND INFORMATION 
 
The North Dakota Department of Human Services (Department) funds and 
administers Home and Community-Based Services (HCBS) for individuals who are 
aged and disabled.  Family Home Care is one of these services. Other services 
include Adult Day Care, Adult Foster Care, Chore Service, Homemaker Service, 
Non-Medical Transportation, Personal Care Service, Respite Care, Residential, 
Transitional, and Supported Employment, Environmental Modification, and 
Specialized Equipment. 

 

 If interested in enrolling as a QSP for another service, contact the QSP 
enrollment administrator for extra forms or handbook. 701-328-4602. 

 
1. Definitions:  
 
Authorization to Provide Service (SFN 1699, 633, 404):   A state form sent to the 
QSP by the HCBS case manager, authorizing the QSP to provide services. This form 
lists the time frame in which the service can be provided, the maximum amount of 
service authorized per month, and lists the tasks the QSP is authorized to provide 
(brief descriptions are printed on back of the form). 
 
Case Management:   HCBS case management is a service that provides specialized 
assistance to aged and disabled individuals who desire and need help in selecting 
and/or obtaining resources and services. This includes coordinating the delivery of 
the services in order to assist functionally impaired individuals to remain in the 
community in the most cost effective manner.  
 
Competency Level: The skills and abilities required to do something well or to a 
required standard. 

 
Individual Provider: A self-employed person who has been approved by the 
Department as a QSP.  

 
Limited to Tasks: Limits and cautions placed on tasks provided by QSP. 
 
Provider Number: Number assigned to the enrolled QSP. 
 
Respite Care: Temporary relief to the individual’s 24-hour primary caregiver for a 
specified period of time. The goal is to provide the caregiver a break from the stress 
and demands of day-to-day care. 
 
Service: Work done by a provider for payment. 
  
SFN: State Form Number, located on the upper-left side of a form. 
 
Standard: A level of quality or excellence that is accepted as the norm for a specific 
task. 
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STEP 1: ENROLLMENT 
 
INSTRUCTIONS TO ENROLL AS A QUALIFIED SERVICE PROVIDER FOR 
FAMILY HOME CARE  
 
 
Complete and send the forms in your Family Home Care Forms Packet to 
HCBS Medical Services. (Instructions included in Forms Packet) 
 

 SFN 1604 Request to be a Qualified Service Provider for Family Home 
Care  
 

 SFN 433 Child Abuse and Neglect Background Inquiry 
 

 SFN 1168    Ownership/Controlling Interest and Conviction Information 
 

 SFN 615 Medicaid Program Provider Agreement 
 

 W–9 Request for Taxpayer Identification Number and Certification 
 

  
 
 

 
 

A COPY OF A FORM OF AN OFFICIAL IDENTITY DOCUMENT MUST BE SENT 
TO THE DEPARTMENT WITH YOUR APPLICATION FOR APPROVAL AS A QSP. 
For example: driver’s license, tribal ID card etc. 

 
 
 
 
 
 
 
 
 

 
 
 SEND THE COMPLETED FORMS TO: 
 
  North Dakota Department of Human Services 
  600 East Boulevard Ave. Dept 325 
  Bismarck, North Dakota 58505-0250 
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STANDARDS FOR FAMILY HOME CARE PROVIDERS 
  

 
Service 

                         
Standard 
 

 
Required Documentation or 
Competency Level 

 
1. FHC 

 
Have basic ability to read, write 
and verbally communicate 

Assurance checked indicating 
educational level or demonstrated 
ability. 
 

 
2. FHC 

 Not have been convicted  of 
an offense that has a direct 
bearing on the individual’s 
fitness to be a provider 

 
 Have not been abusive or 

neglectful to someone 
 
 
 
 

 Have not stolen from 
someone  

 Statement attesting to his/her 
status regarding conviction of a 
misdemeanor, felony, or 
probation. 

 
 Statement attesting to his/her 

status regarding having been 
physically, verbally, mentally, or 
sexual abusive, or neglectful of 
someone. 
 

   Statement attesting to his/her 
status regarding having stolen 
from someone. 
 

 
3. FHC 

 
Uphold confidentiality 

Agree to refrain from discussing 
any information pertaining to 
clients with anyone NOT directly 
associated with service delivery. 
Agree to NOT reveal client 
personal information except as 
necessary to comply with law and 
to deliver services. Assurance 
marked agreeing to maintain 
confidentiality. 
 

 
4. FHC 

 
 Not have an infectious or 

contagious disease  
 

 Be physically capable of 
performing the service 

 

 Statement about having or not 
having an infectious or contagious 
disease  

 Statement that provider has the 
physical ability to perform the 
authorized tasks/service 
 

 
5. FHC 

 
Client and provider mutually 
agree to the arrangement 

Client states to HCBS case 
management agency the selection of 
the caregiver and included in 
documentation completed by HCBS 
case manager.  
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6. FHC 

 
Eligible relative relationship 

 
Meets one of the relative relationships 
identified in N.D.C.C. 50-06.2-02(4) –
spouse or by one of the following 
relatives, or the current or former 
spouse of one of the following 
relatives, of the elderly or disabled 
person:  parent, grandparent, adult 
child, adult sibling, adult grandchild, 
adult niece, or adult nephew. 

 
7. FHC 

 
24-hour per day service 

 
The FHC provider is responsible for 
the 24-hour care of the FHC client.  If 
the client can be left alone for routine 
temporary periods of time without 
negative impact to the client’s welfare 
and safety, and the client agrees to be 
left alone, there must be a 
documented plan to assure the client’s 
welfare and safety.  
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STEP 2: AFTER QSP APPROVAL 
 
 As a Qualified Service Provider (QSP), you are not an employee of the North 

Dakota Department of Human Services.   
 

 You are a self-employed, independent contractor. QSP’s provide service and 
are paid for the authorized services that are delivered.  
 

 The Department does not withhold or pay any social security, federal or state 
income tax, unemployment insurance, or workers’ compensation insurance 
premiums from the payments you received as a QSP. Withholding and paying 
taxes on QSP payments is your responsibility as a self-employed individual. 
Information on the tax responsibilities of independent contractors can be found at 
www.IRS.gov.  

 
 You are also responsible to keep your Remittance Advice (RA) (the papers 

showing the payments you have received) and provide copies if income 
verification as needed for loans, housing enrollment etc. 

 
 A packet of information is sent to you by the North Dakota Department of Human 

Services Division. 
 

   Included in that packet is 
o your QSP provider number, 
o further need to know information,  
o rules about record keeping, and 
o billing instructions. 

 
 After the client is determined eligible for FHC, and has chosen their FHC QSP, 

and you are enrolled as the FHC QSP, the HCBS case manager will give you an 
Authorization to Provide Service Form (SFN 1699).  This form describes the tasks 
you must provide to receive payment. You can only bill for days of service for the 
dates on the SFN 1699. 

 
 You must complete the tasks marked on the authorization form. You cannot 

assign someone else to do them.   
 

 You must keep records of the services provided. The records must include: 
o  your name, 
o  the client’s name, 
o  the date of the service, 
o  the service code – 00001, and 
o  tasks performed.  
o  please document one month per sheet. 

 
 Refer to the sample documentation included with your information packet from 

the Department after enrollment is approved.  
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 You must have a current SFN 1699 Authorization to Provide Services in your 

possession for each client before providing services and to be eligible for payment 
by the North Dakota Department of Human Services. 

 
 Payment can be made only for the days the client is receiving care in his or her 

own residence.  
o You need to keep records if there is a break in service, such as a 

hospital stay.   
o You need to document when the client left the home and when the 

client returns home.  
o You cannot bill for the day the client is admitted to the hospital.  You 

can bill for the day the client returns home. 
o You also must write down the hours a respite care provider is with the 

client.  
o Payment may be claimed when cares are provided on the day of death 

if the client is receiving care at home. 
 

 Your payment from the Department will not include any client liability or cost 
sharing (some clients are responsible for a portion of their service costs).   

o The client is responsible to pay you directly for any client liability/cost 
sharing, and/or room and board (if the client lives in your home). 

 
 
 The North Dakota Department of Human Services can request a refund or 

process adjustments to take back payments made to a you, if you do not keep 
appropriate records, if you do not send service records upon request, if you do 
not provide the service, if you bill over the authorized amount, if you use the 
wrong billing codes, or if you otherwise make billing errors.          

                

 Per ND Admin Code 75-03-23-12 if you disagree with any action regarding 
provider reimbursement, you may submit a formal written request for review. 
Formal requests must be made in writing within 10 days of notification of the 
adjustment or request for refund. Notification may be contained in the remittance 
advice or may be included in a document sent to you by the Department. Within 
30 days of requesting a review, you shall provide to the Department all 
documents, written statements, exhibits, and other written information supporting 
your request for review. A provider may not request a formal review of the rate 
paid for each disputed item. The Department has 75 days from the date the 
Department received the notice of a request for review to make a decision. 
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Address Changes: 
 

 You must inform HCBS Medical Services within 14 days of any 
address changes by contacting the HCBS office.  

 
 
 
Please Note: 
 

1. If you have been found guilty of or pled no contest to an offense 
identified in ND Admin Code 75-03-23-07, your application may be 
taken to a Department team meeting to determine if you are 
sufficiently rehabilitated. 
 

2. According to ND Admin Code 75-03-23-07, the Department may not 
consider a claim that the individual has been sufficiently rehabilitated 
until any term of probation, parole, or other form of community 
corrections or imprisonment without subsequent charge or 
conviction has elapsed, or sufficient evidence is provided of 
completion of any relevant rehabilitation program. 

 
 
 
 
OIG Referrals: 
 
All individuals that provide care to public pay clients must meet the provider 
standards and agreements in ND Administrative Code 75-03-23 -07.  Please be 
aware, if an individual is terminated or denied enrollment as a QSP with the State 
Medicaid Agency because of professional competence, professional performance, 
financial integrity issues, or certain criminal convictions, federal law requires that the 
Department refers its final decision to exclude them from participating in the State 
Medicaid Program to the Office of the Inspector General (OIG).  
 
Once the OIG receives this referral, they make an independent decision based on 
their own criteria about whether or not the individual will be excluded from 
participation in any capacity in Medicare, Medicaid, and all Federal health care 
programs as defined in section 1128(b)(5) of the Social Security Act.  
 
If an excluded individual wishes to again participate in Medicare, Medicaid and all 
Federal health care programs, they must apply for reinstatement and receive 
authorized notice from OIG that reinstatement has been granted. 
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QSP Audits: 
 
A request may be made for a formal review (audit) of an individual QSP at any time. 
When you enrolled as a QSP, you agreed to participate in any audit requests and 
agreed to provide records and any other information requested by the Department. 
 
If errors are found, the Department is required to recoup all funds paid for services 
that were not delivered in accord with Department policies and procedures per NDAC 
75-03-23-10.   
 
Failure to comply with a request to send records, provider information, or to pay back 
funds paid in error, may lead to the termination of your QSP status and a referral to 
the OIG for possible exclusion in any capacity in Medicare, Medicaid, and all Federal 
health care programs as defined in section 1128(b)(5) of the Social Security Act.  
 
This does not impact your ability to receive public benefits. 
 
Report Medicaid Fraud and Other Fraud 
 
Anyone suspecting Medicaid fraud, waste, or abuse is encouraged to report it.  
Examples of Fraud can include: 

 Billing for services not performed 
 Billing duplicate times for one service 
 Billing outside the allowable limits 
 Billing without an authorization to provide the service 

 
To report suspected Medicaid Fraud, please call, 1-800-755-2604 and select 6 to 
speak with an attendant, or email: medicaidfraud@nd.gov 
 
To report other program fraud, call the Fraud Hotline at 1-800-472-2622 or email 
abrasmussen@nd.gov 
 
 
 
The Following Forms Are Attached For Review:  
 

1. Working Together for Home Fire Safety 

2. Exposing an Invisible Killer, Dangers of Carbon Monoxide 

3. Authorization to Provide Services SFN 1699 

  



 

 

 

STEP 3: QSP RENEWAL 
 

 
 
Renewal is required every two years to maintain enrollment as a QSP.   
 
A renewal notice and the required forms are usually sent from the HCBS office about 
six weeks prior to your QSP enrollment expiration date. 
 
Your client must still qualify for Family Home Care.  If you want to provide another 
HCBS service, please check with the HCBS office to determine if you can and what 
forms are needed.   
 
 
 
 
To renew your QSP enrollment, you must complete and send to Medical 
Services/HCBS the following newly completed forms and needed 
documentation.  
 

 SFN 1604 - Request to be a Qualified Service Provider for Family Home Care  
 

 SFN 433 - Child Abuse and Neglect Background Inquiry 
 

 SFN 1168 - Ownership/Controlling Interest and Conviction Information 
 

 W9 – Request for Taxpayer Identification Number and Certification 
 

 SFN 615 - Medicaid Program Provider Agreement 
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LINKS TO FORMS  
 
 
 SFN 1604  Request to be a Qualified Service Provider for Family Home Care 
      http://www.nd.gov/eforms/Doc/sfn01604.pdf 
 
 SFN 615  Medicaid Program Provider Agreement 
      http://www.nd.gov/eforms/Doc/sfn00615.pdf 
 
 W-9 Taxpayer Identification Number and Certification  

http://www.irs.gov/pub/irs-pdf/fw9.pdf 
 

 SFN 1168  Ownership/Controlling Interest and Conviction Information 
 http://www.nd.gov/eforms/Doc/sfn01168.pdf 

 
 SFN 433  Child  Abuse and Neglect Background Inquiry 

http://www.nd.gov/eforms/Doc/sfn00433.pdf 
 
 
You are responsible to review the following information sheets.  
 
 Home Fire Safety 
 Carbon Monoxide Fact Sheet 

 
 

 
Family Home Care Qualified Service Provider (QSP) Handbook link: 
www.nd.gov/dhs/info/pubs/docs/medicaid/qsp-handbook-family-home-care.pdf 
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1.   Authorization to Provide Services Form SFN 1699:  You must have this form before providing 
services. 
 

2.   Client/Member ID number: This is the client ID number that you put on the HCBS/DD Billing 
form when billing. 
       (Must include the ND with the numbers on the billing form)  
 

3.   Authorization Period/Six Month Review Authorization Period:  These are the days you can 
provide services.  You cannot bill or be paid for days that are not included in these periods.  
 

4.   Service: Only provide services that are marked.  Procedure Code: This is the code you use to bill 
on the HCBS/DD Billing form. Units/Dollar Amount: This is the amount of units you can provide 
and bill up to, if you actually provide the services within a month. DO NOT bill over the dollar or unit 
amounts.  If there is more than one provider listed on this form or marked as shared, the total amount 
provided by all the providers together cannot go over this amount. 
 

5.  Personal Care Services Tasks Authorized: As a QSP you are only authorized to provide the tasks 
marked.  The number of units written after each marked task is the most you may provide.  Document 
by listing tasks performed.  On the back of the form is a description of what is included in each task. If 
you have a question about whether or not you can 


