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Medicaid Provider Enrollment

Add an additional Provider Type

Procedure

At this point, you should be familiar with filling out the application and all the screens from
the Individual or Group Application Instructions
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File Edit View Favorites Tools Help
TOETOTY TG TMFOTTIato
+ Licensure / Certification Medicaid and Basic Care Assistance Programs Provider Agreement
v Medicaid Program Provider Agreement
Provider Identifier Pharmacy Agreement/Medical Assistance Program
Numbers PCCM Agreement
+ Service Location Billing EDI Trading Partner Agreement

+ Group Affiliation

+ Electronic Transaction Register for Web Access

Js“bm'ss'ﬂ” would you like to register for Web access? If you are enrolling for multiple service locations, please provide a different User
Ownership ID for each service location. Please note that if you only register for web access for one service location, you may only

 Exclusion / Sanction access data for that one location.

+ Qualified Service Please enter a User ID of your choice and the following information for the Organization Administrator. The Provider i
Broviders Organization Administrator is the person responsible for setting up and maintaining users for the Provider Organization. The

} Submit Application Organization Administrator will also be responsible for resetting user passwords.

Registering for web access allows you to submit claims electronically and creates an online message center where you can
receive letters and remittance advices.

@ ves © no

*Qrganization Name *Qrganization Description *User [D
B Clinic Walk In ALSMITH
Prefix *Last Name *First Name ML Suffix
M SMITH ALEX hd
*Phone # Ext Email Address

I

701-555-5555

Validate Application

Click the Validate Application button below te check your application for errors.If errors are found, you will be led through the
application and instructed to correct each error. If there is no error, you will be directed to the Submit Application Step Two -

Review Application page before the final application submission.
Validate Application

nrollment at (800) 755-2604.

If you have any questions, please contact Provide

Step Action

1. After the Validate Application step, you will have the opportunity to add
another Provider Type
Click the Validate Application button.

Page 1



Training Guide
Medicaid Provider Enrollment
N.D. Department of Human Services

[ o= 3
- — (===
L ¥l © https: /mmicnd.gov/p ps/partal/lut/p/c5/hY5ID: g JUegNIUGByLAG) 5q5f_UsBBRpC3! L-acx e
T

(& North Dakota MMIS Web P... %

File Edit View Favorites Toels Help

Provider Enrollment - Submit Application Step 2 Print | Help - O =

* Required Field

Please un-check the PCCM Agreement box.

Al tion Links

Application Tracking Add Another Service Location i
Number - 124029 . X ,

New Provider Type I you render services at any locations other than the service address entered, click the 'Add Anather Service Location’ button

to enter an additional location and the location-specific information. You may use this button to enter all locations where you

N X
1dentifying Information ronder sorvices.

e Licensure / Certification
+ Provider Identifier Edit Service Location
Mumbers
D —— If after validation you need to edit information related to your additional locations, click the 'Edit Service Location' button to
ervice Location Billing see all locations entered, and select the |ocation you want to edit.

Edit Application
If you need to edit your application click the 'Edit Application’ button to make the necessary changes.

Electronic Signature

*I have read and agree to all terms and conditions stated in the Provider Agreement.

iCJ#1 have read and agree to all terms and conditions stated in the PCCM Agreement.

i

I have read and agree to all terms and conditions stated in the Trading Partner Agreement.

Claim Date

Requested Claim Submission Effective Date

‘Submit Confirmation

When you finish making changes and/or adding service locations, please submit the application. Click the 'Confirm Submit’
button below to submit A message sereen will be displayed on

the next page. After sulimitting, you can no longer malle any changes to your application.
Edit Service Location
Edit Ap n Confirm Submit

If you have any questions, please contact Provider Enrollment at (800) 755-2604.

Add Another Service Location

1
ps: nd.gov/p: ps/portal/lut/p/c5/hY5) 06...}

Action

Click the Add Another Type button.

Add Another Type

File Edit View Favorites Tools Help

Feb 6, 2013 -

Skip Navigation | Contact Us | Help | Search

e

* Required Field

ication Links N _‘ ifyi i —5=ctiun1!
Application Tracking
Number - 124028

5 - - L
New Provider Type Last Name First Name ML Suffix Title E
1dentifying Information J n -Jonhn

Licensure / Certification EEmaa I

Provider Identifier o197

Numbers EELAEIE

Service Location Billing *Gender *Can information about date of birth and gender be available to clients?

Help Male  Female @ Yes ' No
Name
The name associated with *S5N
the SSN you enter must 5
match the legal name you m
have given on your IRS
form We. Note:Your SSN will be linked to your ND Provider number. Al claims paid to your ND Provider number will be submitted as
income under your SSN to the IRS. If you plan te bill using your Employer Identification Number (EIN), the greup through
Date of Birth wham you plan to bill must complete a separate application and list you as an affilisted member, which links you to their
MM/DD/YYYY or click the EIN.
Calendar icon to choose a
ate.
| Current/Previous ND Provider #
SSN
Enter as 9 digits with or B
without dashes 7] Please enter your current and/or previous ND Provider numbers.

us ND
Provider # : Previous ND Provider IDs
To enter your Current
and/or Pravious ND Provider
#, click the 'Add Previous

ND Provider #' button. Enter
the required information and
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Action

For the new Provider Type, it is required to complete these sections

Action

Most of the information is populated from what was previously entered and
cannot be changed if fields are locked

(& North Dakota MMIS Wb P.

File

Edit View Favorites Tools

Help

New Provider Type

+ 1dentifying Information
& Licensure / Certification

+ Provider Identifier
Numbers

+ Service Location Billing

Help

Name

The name associated with
the SSN you enter must
match the legal name you
have given on your IRS
form wa

Date of Birth
MM/DD/YYYY or click the
Calendar icon to choose a

SSN
Enter as 9 digits with or
without dashes

Current/P:
Provider  :

To enter your Current
and/or Pravious ND Provider
#, click the 'Add Previous
ND Provider #' button. Enter
the required information and
Save the form. Click
anywhere on an existing row|
to update or delete the row

ious ND

Previous Names:
Answer the guestion.
Additional information will be|

— = =
*Las| e *First Name MI Suffix Title

ate of Birth

*Gender *Can information about date of birth and gender be available to clients?

© Male ' Female @ Yes  No

*3sN

Note:Your SSN will be linked to your ND Provider number. All claims paid to your ND Provider number will be submitted as
income under your SSN to the IRS. If you plan to bill using your Employer Identification Number (EIN), the group through
whom you plan to bill must complete a separate application and list you as an affiliated member, which links you to their
EIN.

|| Current/Previous ND Provider #

() Please enter your current and/or previous ND Provider numbers.

Previous ND Provider IDs

Previous Names

ave you used any previous names in the past five years?

required if your response is

Yes. N -
Click the Save button at the Confinue>> | Reset | Save | Exit Application
bottom of the page ts

d

I

Action

Complete the Identifying Information section

Action

Click the Continue>> button.
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Print | Help - O

* Required Field

Application Links
Application Tracking
Number - 124029
New Provider Type
+/ Identifying Information
b Licensure /
Certification
+ Provider Identifier
Mumbers
+ Service Location Billing

Help

Provider Type
Select a Provider Type from
the available list.

Licensure/Certification
Specialty & Taxonomy:
To add
Licensure/Certification,
Specialty and/or Taxonomy
information, click the
appropriate 'Add’ button.
Enter the required
information and Save the
form. Click anywhere on an
existing row to update or
delete the row.

Provider Type

| ppffider Type

[

|| Licensure and Certification - Section 2 1

Licensure and Certification List

Note: Enter information pertaining to your current licensure and/or certification.
The license must be for the state in which services are rendered.

Cert #4~  |State~~

Effective Date~™

2
Enter as 10 ol
characters.

Date

Enter as MM/DD/YYYY, MM-
DD-YYYY, MMDDYYYY or
click the Calendar icon to
choose a date. En
Expiration Date should be
greater than Begin or
Effective Date.

Specialty*~

|| Board Certified Specialty List

Note: Enter information for all the specialties for which you are board certified or eligible. A specialty requires completion of
the appropriate residency program and board certification or eligibility.

Provider Type*™

Certification #-~

State*~ |Board Name=*~

Begin Date*~ | End Date*~

Microsoft Office

Action

Add the additional Provider Type and Licensure / Certifications

Action

After all information is completed in Licensure / Certification section
Click the Save button.

Action

Click the Continue>> button.
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* Required Field

Links | Provider Identifier Number- Section 3 1

Application Tracking
Number - 124029

New Provider Type National Provider Identi

+/ Identifying Information

ion (NPT) Drug Enforcement Agency (DEA) #

+/ Licensure / Certification

* Provider Identifier Add HP)

Numbers
v
Service Location Billing DEA Numbers™
Help 1649281361
NPI, DEA, Medicare, and 1-10f1 ]

Medicare History
Te add NPI, DEA, Medicare

| *Are you or have you been previously enrolled as a Medicaid Provider in another state?
and/or Medicare History

information, click the @ ves () No
appropriate "Add’ button.

Enter the required “Other Medicaid State
information and Save the n a

form. Click anywhere on an
existing row to update or

delete the row. 1
Coordination of Benefits Agreement (COBA) - Section 3|

NPT
Enter as 10 digits.

Important: Coordination of Benefits Agreement (COBA) claims, prior to NPI assignments, will not be paid unless a Medicare
number is supplied. A Medicare number may only be placed on one provider file (group or individual). COBA daims will pay

DEA to the provider number to which the Medicare number is linked.

Enter as 2 alphas followed

B eac gie: CeiFers sy o s = et o s i (o 2 Pty i sms v e 2 S iess, [ sss el i

Medicare you on behalf of an affiliated group should be listed in the Medicare section titled "Medicare Numbers™ below.

Select at least one Program

For each Medicare entry. Note: For help determining if your Medicare number is your individual number or is affiliated with a group, please contact

your Medicare intermediary.
Medicare History
Enter the required
information for former
Medicare
Carrier/Intermediaries

Step Action

10. Complete the COBA section if applicable

Step Action

11. Click the Save button.
Save

Step Action

12. Click the Continue>> button.

Continue>>
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Service

* Required Field

Tools

B/c5/hYSID:

Help

Print | Help - O

_g—

N\

Links
‘Application Tracking
Number - 124029
New Provider Type
+/ Identifying Information
*/ Licensure / Certification
* Provider Identifier
Mumbers
+ Service Location Billing

Help

Service Location

Enter the physical address of
your primary service
location. You may enter
additional service locations
upon completing the
remainder of the information
and prior to submitting the
application. The Service
Location Address may not bef
a post office box.

Validate
This will provide suggestions
based on an official US
postal address, you also
have the option to override
these suggestions.

Phone, FAX and Contact
To add Phane, FAX and/or
Contact information, click
the appropriate 'Add’ button.
Enter the required
informaticn and Save the
form. Click anywhere on an
existing row to update or
delete the row.

ice Location Information- Section 4!

(Physu:al Address (P.O. Box not accepted)
100 W Main Ave

Building, Suite #, etc

*City =State *Zip
Bismarck North Dakota ~ ~ 58501 3851
*County

Burleigh  ~

Validate Address.

Service Location Contact Person

First Name™ MIA™

Phone~™

Add Service Location Phone Numbers

I

Fax #47

Add Service Location Contact Person

Email~™

Cell~™

Fax~™

Ext.A™

| Service- Section 4

*Age Range Served:

Al

*Gender Served:

© Male
© Female 0-5 Years 6-12 Years
© Both 13-17 Years [¥] 18-21 Years

22-58 Years Y] 60+ Years

*Languages Supported:

Available: Selected:

English
Albanian =
American Sign Language ||
Arabic
Bangla -

Other Language:

Microsoft Office

Step

Action

13.

Complete the Service Location Billing section

Step

Action

14.

Click the Save button.

Step

Action

15.

Click the Continue>> button.

Continue>>
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T
+ Licensura / Certification Medicaid and Basic Care Assistance Programs Provider Agreement
Medicaid Program Provider Agresment

+ Provider Identifier Pharmacy Agreement/Medical Assistance Program

Numbers PCCM Agreement
+ Service Location Billing EDI Trading Partner Agreement
Register for Web Access

Would you like to register for Web access? If you are enrolling for multiple service locations, please provide a different User
1D for each service location. Please note that if you only register for web access for one service location, you may only
access data for that one location.

Please enter a User ID of your choice and the following information for the Organization Administrator. The Provider
Organization Administrator is the person responsible for setting up and maintaining users for the Provider Organization. The
org i i will also be for resetting user passwords.

Registering for web access allows you to submit claims electronically and creates an online message center where you can
receive letters and remittance advices.

*Organization Name *Organization Description *User ID
B Clinic Walk In ALSMITH
Prefix *Last Name *First Name ML Suffix
M SMITH ALEX -
*Phone # Ext Email Address

701-555-5555

Validate Application

Click the Validate Application button below to check your application for errors.If errors are found, you will be led through the
application and instructed to correct each error. If there is no error, you will be directed to the Submit Application Step Two -
Review Application page before the final application submission.

If you have any questions, please contact Provider

emputer Services, Inc. All Rights Reserved. ]
Erowser Requirements | Accessibility Compliance i

»
Microsoft Office

Step Action

16. Click the Validate Application button. This will check the application for errors.
Validate Application
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File Edit View Favorites Tools

* Required Field

Help

Print | Help - O

Application Links
Application Tracking
Number - 124029
New Provider Type
+/ Identifying Information
+ Licensure / Certification
+ Provider Identifier
Mumbers
+ Service Location Billing

Add Another Service Location

If you render services at any locations other than the service address entered, dlick the 'Add Another Service Location' button
to enter an additional location and the location-specific infarmation. You may use this button to enter all locations where you
render services.

Edit Service Location

If after validation you need to edit information related to your additional locations, dlick the ‘Edit Service Location’ button to
see all locations entered, and select the location you want to edit.

Edit Application

If you need to edit your application click the 'Edit Application’ button to make the necessary changes.
Electronic Signature

[Z1=1 have read and agree to all terms and conditions stated in the Provider Agreement.

[T=1 have read and agree to all terms and conditions stated in the PCCM Agreement.

[7]=1 have read and agree to all terms and conditions stated in the Trading Partner Agresment.

Claim issi ive Date|

Requested Claim Submission Effective Date

Submit Confirmation

When you finish making changes and/or adding service locations, please submit the application. Click the 'Confirm Submit
button below to submit your web-based ion to Provider 3 message screen will be displayed on
the next page. After submitting, you can no longer make any changes to your application.

Add Another Type Add Another Service Location Edit Service Location
Edit Application m Confirm Submit

If you have any questions, please contact Provider Enrollment at (800) 755-2604,

»

Microsoft Office

Step

Action

17.

Enter the desired information into the Requested Claim Submission Effective Date

field.

Step

Action

18.

At this point you can edit, add, or Confirm Submit
Click the Save button.

Step

Action

19.

End of Procedure.
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