north dakota

department of
human services

ND Medicaid Provider Enrollment

Add an Additional Service Location

North Dakota Department of Human Services




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

Table of Contents

Medicaid Provider ENFOIMENT........ooooeeeeeeeee ettt et e et e e e e e e e e s 1
Add an additional SEMVICE LOCATION .......veviiiiiiii ettt ettt e et e e e s st e e s sbe e e e seraeesssrbeeeeans 1

Page ii



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

Medicaid Provider Enrolilment
Add an additional Service Location
Procedure

At this point, you should be familiar with filling out the application and all the screens from
the Individual or Group Application Instructions

Step Action

1. After the application is validated there is an option to add additional service

locations.
How to Validate is covered in the Submit Application section

Step Action

2. It is important to note that each service location will need to assign an
Organization Administrator

gmgQCaXDY2QCCijwlYQUQORIYFABPS2blyBIf

(& North Dakota MIMIS Wel
File Edit View Favorites Tools Help

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

* Required Field
The Provider Enrollment Details have been saved successfully. Please note your Application Tracking number 124029 for future access to the Enrollment
Application .

Application Links
Application Tracking
Number - 124029
New Provider Type

+/ Identifying Information
+ Licensure / Certification

+ Provider Identifier
Numbers

+ 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’ butten 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

[Z11 have read and agree to all terms and conditions stated in the Provider Agreement.
=1 have read and agree to all terms and conditions stated in the PCCM Agreement.
[ have read and agree to all terms and conditions stated in the Trading Partner Agresment.

Claim issi ive Date

Requested Claim Submission Effective Date

01302013 3@

Submit Confirmation

When you finish making changes and/or adding service locations, please submit the application. Click the 'Confirm Submit
button below te submit your web-based to Provider . message sereen 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 l Edit Service Location
o sopion | ST e

s.nd.gov/portals/wps/portal/lut/p/c5/hY5)DoJA {jf... prtact Provider Enrollment at (800) 755-2604. i

. -
Microsoft Office L # "0 W BA5AM

Step Action

3. Click the Add Another Service Location button.

Add Another Service Location
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Group Affiliation

To add Group Affiliation
information, click the *Add
Group' button. Enter the
required information and
Sawve the form. Clich
anywhere on an existing row|
to update or delete the row.

Date

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

Click the Save button at the
bottom of the page to
validate the page content
and save the information.
Click the Continue button
to move onto the next step,
If you choose to Exit
Application, please save
and note the Tracking
Number or print this page so
you can make updates to
this application at another
time.

If you have any questions,
please contact Provider

Is Help
New Service Location = -
+ 1dentifying Information
* Licensure / Certification =gfie of Birth
* Provider Identifier
Numbers
© Exwie le=iam iy Gender *Can information about date of birth and gender be available to clients?
* Group Affiliation =
@ Mmale Female @ Yes No
Help
*SSN

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 #

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

Add Previous Provi

Previous ND Provider IDs

ND Provider ID #=+

Previous Names

ve you used any previous names in the past five years?
Nges @ No

Enrollment at (800) 755-

T — —

Continue>> | Reset | Save | Cancel Exit Application

e

I

Action

For each additional service location, it is required to complete these sections.

Action

Fields that are locked cannot be edited

Action

Complete the Identifying Information Section

Action

Click the Save button.

Action

Click the Continue>> button.
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(& North Dakota MIMIS Web P... %
File Edit View Favorites Tools Help

Licensure / Certification Print | Help - O

* Required Field

Links | Provider Type |
‘Application Tracking i
Number - 124029

New Service Location “Provider Type
+ 1dentifying Information e
+ Licensure / Certification

+ Provider Identifier — \
Mumbers ification - |
« Service Location Billing ﬂ":e"s“"“ ey Sectionfl), \
+ Group Affiliation ‘
Note: Enter information pertaining to your current licensure and/or certification.
Help The license must be for the state in which services are rendered.

Provider Type
Select a Provider Type from
the available list.

Licensure and Certification List

License #-¥ | Lic/Cert Agency~™ Cert #4~ | StateA™ Effective Date™ | Expiration DateA™
Licensure/Certification
i & T LN45339990 Other North Dakota ~ 12/25/2005 12/24/2015
To add
Licensure/Certification, 1-10f1

Specialty and/or Taxonomy
information, click the
appropriate 'Add’ button.
Enter the required
informaticn and Save the
form. Click anywhere on an 7:&‘3” ce List

existing row to update or ]

delete the row.

fEaxonomy Note: Enter information for all the specialties for which you are board certified or eligible. A specialty requires completion of
Enter as 10 digit/alpha the appropriate residency program and board certification or eligibility-
characters.

Specialty List
pate
E”gf’ﬁf%%%ww'uﬁ"”' \ Specialty~~ | Provider Type~~ |Certification #-~ State=~ | Board Name~~ Begin Date~ |End Date~~ ‘
e lCalondagiconi Basic Care  Basic Care CnBsgsasss North Daketa AmBd Family Medicine 12/25/2005  12/24/2015

choose a date. End or

Expiration Date should be l\ii j

greater than Begin or
Effactive Date.

Microsoft Office

Step Action

9. Complete the Licensure / Certification Section

Step Action

10. Click the Save button.

Step Action

11. Click the Continue>> button.
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(& North Dakota MIMIS Web P... %
File Edit View Favorites Tools Help

=]

* Required Field

Number- Section 3 1

Provider Identifier Numbers Print | Help -
Links
‘Application Tracking

pfider dent
Number - 124029

New Service Location ’/ National Provider Identification (NPI) Drug Enforcement Agency (DEA) #

+ 1dentifying Information
+ Licensure / Certification

+ Provider Identifier il HP DEA &
Numbers
* Service Location Billing
+ Group Affliation CE L=
1649281361
Help 3
1-1of1 3

NP1, DEA, Medicare, and
Hedicare History (2] *Are you or have you been previously enrolled as a Medicaid Provider in another state?
To add NPI, DEA, Medicare ol

and/or Medicare History
information, click the
appropriate 'Add button. *“Other Medicaid State
Enter the required ntana

informaticn and Save the .
form. Click anywhere on an
existing row to update or |
delete the row. | Coordination of Benefits Agreement (COBA) - Section 3 |

Yes | No

Important: ination of Benefits Ag (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
to the provider number to which the Medicare number is linked.

NPT
Enter as 10 digits.

DEA

e Ad el Medicare may have issued a Medicare provider number for each facility where vou provide services, Numbers assigned to
Y o vou on behalf of an affiliated group should be listed in the Medicare section titied "Medicare Numbers™ below.

Medicare

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

Select at least one Program | | /o edicare intermediary.

for each Medicare entry.

Medicare History Medicare
Enter the required
information for former

Medicare
Carrier/Intermediaries

Add Madicars

Step Action

12. Complete the Provider Identifier Numbers section

Step Action

13. Click the Save button.
Save

Step Action

14, Click the Continue>> button.
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(& North Dakota MIMIS Web P... *

File Edit View Favorites Tools Help

Service

* Required Field

>~

Links
Application Tracking
Number - 124029
New Service Location

fService Location Information- Section 4!

*Physical Address (P.0. Box not accepted)

Add Service Location Phone Numbers

Phone #4~

I

+ 1dentifying Information
Fax #+7

+ Licensure / Certification

Building, Suite #, etc
+ Provider Identifier

Numbers |
» gﬁrl\:‘.;e Location *city o _—
 Group Affiliation North Dakota =
*County
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 be "/

a post office box.

Add Service Location Contact Person

Cell~~

Service Location Contact Person

MI-~  |Phone~~ Fax~~ Email~~

—

Service- Section 4

*Gender Served:

Validate

This will provide suggestions
based on an official US
postal address, you also

*Age Range Served: *Languages Supported:

have the option to override D Available: Selected:
these suggsstions. all
. English
Phone. EAX and|Contact [J o-5vears [ 6-12 Years Albanian =
To add Phone, FAX and/or American Sign Language
Contact information, click [ 1317 vears [ 18-21 Years Avrabic 9 9129
the appropriate 'Add’ button. |
Enter the required [[) 22-59 Years [ 60+ Years Bangla

informaticn and Save the
form. Click anywhere on an
existing row to update or
delete the row.

Other Language:

Step Action

15. Complete the Service Location Billing section

ok

QBleNnQHEWZIFHpDSFADYUok/HBEWzeuwPr5q5f_UsBBpC_

B/c5/hYSID

& North Dakota MIMIS Web P... %

File Edit View Favorites Tools Help
Enter the physical address of o

your primary service
Add Service Location Contact Person

Iocation. You may enter
v |Emaits

additional service locations
upon completing the
remainder of the information
and prior to submitting the
application. The Service
Location Address may not be
a post office box.

Service Location Contact Person
Last Name~™ st Name~~

Phone~™

MIA™

information and Save the
form. Click anywhere on an
existing row to update or
delete the row.

Service

Select the appropriate
Gender and Age Range(s)
served. If a Language other
than English is spaken,
select the language from the
list, then click the > to
select. If English is not
spoken, diick the < to
remove it. If the language is
not available, please enter it
as Other Language. This
information will be used for
the Public Provider Finder.
Answer all require

questions by selecting yes or|
no, additional information
may be required if answered
Yes.

Counties Served

*Distance From Location No Limit

ves 0 No

) *Is this location TDD/TTY Equipped?

Yes © No

es ) No

Distance From Location

| *Is this location Wheelchair accessible?

| *Does this location provide after-hours services?

validate e
This will provide suggestions
based on an official US
postal address, you also * *Age Range Served: *Languages Supported:
have the option to override Availabios Selected:
these suggestions. J Male O English
nghs|
Phone, FAX and Contact | Female [l osvears [ 612 vears Albanian = Wil
To add Phone, FAX and/or " American Sign Language
Contact information, click Botti [0 13-17 years [ 18-21 Years Arabic o g
the appropriate 'Add’ button.
Enter the required [[) 22-59 Years [ 60+ Years Bangla s

Other Language:

| *Please define your service area by Counties served, or by distance from your location.

you wish to be excluded from public provider searches?
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Step

Action

16.

Complete Service- Section 4

gFMFTMu26aDRKAZBTYE4xCIDAMEBESVEEYVWVI
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dlick the Calendar icon to
choose a date. End or
Expiration Date should be
greater than Begin or
Effective Date.

Mailing Address

Enter the address that you
prefer to receive
correspondence. If the
Mailing Address is identical
to the Service Location
Address entered above,
answer Yes. Otherwise,
answer No to enter a
different address.

Electronic Funds

If you plan to use EFT and
have the banking
information available,
answer Yes and enter the
required information now. If
you do not have the
information available now,
answer No to continue the
enroliment application. You
may update the information
at a later time.

B ddress
Enter the address that you
prefer to receive payments.
If the Billing Address is
identical to the Service
Location Address entered
above answer Yes, if the
Silling Address is identical to
the Mailing Address, answer
Yes. Otherwise, answer No
to enter a different address.

Remittance Advice

File Edit View Favorites Tools Help
5 Update or delets the Fow. T e DISEO T BTG VIEUETY IMPETrEa OIS0 | i
Date
Enter as MM/DD/YYYY, MM-
DD-YY'YY ar MMDDYYYY or ical Laboratory Imprs (CLIA) I

Mailing Location Phone Numbers

+vPhone Fax #47

Service Location Contact Person(s)

Mailing Location Contact Person

Add Mailing Location Contact Person

Add Mailing Location Numbers

Electronic Funds Transfer (EFT) Pay! |

2] *Do you wish to participate in Electronic Funds Transfer Payments?

Billing Address

Microsoft Office

Step

Action

17.

Complete Mailing Address
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(& North Dakota MIMIS Web P... %
File Edit View Favorites Tools Help

Expiration Date should be A
greater than Begin or
Effective Date. (v (e

Mailing Address

Enter the address that you || *Is this mailing address the same as service location?
prefer to receive

correspondence. If the
Mailing Address is identical
to the Service Location

e e Oobere! [ oo weemnomes |
o . Add Mailing Location Numbers.

CIErer W, @iy Mailing Location Phone Numbers

answer No o enter a

Tran

different address.
TIransfer (EFT)
If you plan to use EFT and Service Location Contact Person(s)
have the banking
information available,
answer Yes and enter the

g . Add Mai Location Contact Person
reaured informton now. ||| yiling 1 ocation Contact Person
information available now, Last Name=™~ First Name=~ MI~~ Phone~™ Ext.~™
answer No to continue the
enrollment application. You
may update the information T
at a later time.

=~ Email~~

Billing Address

Enter the address that you
prefer to receive payments.
If the Billing Address is ( )
identical to the Service
Location Address entered
above answer Yes, if the
Billing Address is identical to b
the Mailing Address, answer
‘Yes. Otherwise, answer No
to enter 2 different address,

‘ Electronic Funds Transfer (EFT) Payi |

I

B *“Do you wish to participate in Electronic Funds Transfer Payments?

Billing Address

i dvice
To enter Remittance Advice
information, click on the plus| | Note:The billing address is equivalent to your Pay To address where your checks will be mailed.
sian. *Is this billing address the same as the service location?

Please select a method of

delivery.

Other Det:

Microsoft Office

Step Action

18. Complete EFT Payments

{XZDhilbelYdSNCIsUJFImePplsstLUS68e 1GQADEXztWinKg-ftllVekn O ~ @ & X [ Sk it e

File Edit View Favorites Tools Help

Billing Address is identical to VET T ‘ -
the Mailing Address, answer

Yes. Otherwise, answer No

to enter a different address. | | flling Address | N

e
To enter Remittance Advice
information, click on the plus| | Mpte:The billing address is equivalent to your Pay To address where your checks will be mailed.
sign. s this billing address the same as the service location?

Please select a method of

delivery.

Other Det
If you would like to include
your suspended claims on
your Remittance Advice,
select an option from the
Print Suspense drop-down.
If you would like to sort your
Remittance Advice in an
order other than the default
of Members Last Name,
select an option from the RA
Sort Ind drop-down. Select
an option from the Bulletin
Media drop-down to indicate
how you would like to
receive your bulletins.

Add Location Numbes
illing Location Phone Numbers ing Location Humbers

- *Phone #

Add Billing Location Contact Person

illing Location Contact Person(s)

L 3st Name=~ First Name~™~ Middle Initials~ Phone~™ Ext.~¥ Fax*™ Position*™ Email~~
Click the Save button at the
bottom of the page to
validate the page content
and save the information.
Click the Continue button ta| [ i Lo i
move onto the next step. If

you choose to Exit
Application, please save
and note the Tracking *Requested Delivery Media for Remittance Advices(RAs)
Number or print this page so
you can make updates to
this application at another
time.

I

Electronic (835) © Web Portal Inbox © Paper

1 you have any questions, | | Note: The provider can only chaose ane RA aption. Your paper RA will be sent to the billing address listed.

please contact Provider

Enrollment at (800) 755- I
S Other Details

Microsoft Office [ A N

Step Action

19. Complete Billing Address
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& North Dakota MMIS Web P... %

File Edit View Favorites Tools Help
, click on the plus || Note:The billing address is equivalent to your Pay [o address where your checks will be mailed.
*1s this billing address the same as the service |ocation?

sin.
Please select a method of
delivery.

Other Det:

If you would like to include
your suspended claims on
your Remittance Advice,
select an option from the
Print Suspense drop-down. Bil

Add Location Numbers

ng Location Phone Numbers
If you would like to sort your

ot st than e 4
arder other than the default Ehoac B

of Members Last Name,
select an option from the RA
Sort Ind drop-down. Select
an option from the Bulletin
Media drop-down to indicate

- . Add Billing Location Contact Persan
Billing Location Contact Person(s)
how you would like to

receive your bulletins. Last Name*~ Initial*~ Phone*~ |Ext.~~ |Fax*~ |Position*~

Click the Save button at the
bottom of the page to

validate the page content ( \
and save the information.
Click the Continue button ol | i Advice
move onto the next step. If

you choose to Exit
Application, please save
and note the Tracking *Requested Delivery Media for Remittance Advices(RAs)

Number or print this page so -
T Er e eSS Electronic (835) © Web Portal Inbox © Paper

this application at another
imer \_ J

Note: The provider can only choose one RA option. Your paper RA will be sent to the billing address listed. E

If you have any questions,
please contact Provider

Enrollment at (800) 755- |
o | Other Details

o Print Suspense: Choose one of the following options if you would like to include your suspended claims on your Remittance
Advice

o RA Sort Indicator: How would you like your Remittance Advice sorted? If none is chosen, the RA will default to the
Members last name

o Bulletin Media : How would you like to receive your bulletins?

Print Suspense RA Sort Ind Bulletin Media

»

Microsoft Office

Step Action

20. Complete Remittance Advice

Step Action

21. Click the Save button.
Save

Step Action

22. Click the Continue>> button.

Continue>>
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(& North Dakota MIMIS Web P... %
File Edit View Favorites Tools Help

* Provider Identifier
Numbers

+ service Location silling

payment will be issued to you and you will be responsible for reporting this as income for IRS purposes -

+ Group Affiliation

Help

North Dakota P umber~~

| ame of Group Practice~™

Group Affiliation
To add Group Affiliation
information, click the "Add

Effective Date~~ |Pa

Group' button. Enter the. Aid Group

Save | Reset | Cancell

required information and
Save the form. Click
anywhere on an existing row
to update or delete the row.

Name of Group Practice  *North Dakota Provider Number

*Effective Date

Participating PCP

]

Date
Enter as MM/DD/YYYY, MM-

Continue>>

DD-YYYY or MMDDYYYY or

Reset | Save | Cancel Exit Application

click the Calendar icon to
choose a date. End or
Expiration Date should be
greater than Begin or
Effective Date.

Click the Save button at the
bottom of the page to
validate the page content
and save the information.
Click the Continue button
to move onto the next step.
If you choose to Exit
Application, please save
and note the Tracking
Number or print this page so
you can make updates to
this application at another
time.

If you have any questions,

please contact Provider

Enrollment at (800) 755-
04.

I

Browser Requirements.
Microsoft Office

Terms of Use.

©2013 Affiliated Computer Services, Inc. All Rights Reserved.
i lit:

Step

Action

23.

Complete the Affiliation section

Individual applications need to add associated groups
Group Applications need to associate individuals

Step

Action

24.

Click the Save button.

Step

Action

25.

Click the Continue>> button.
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(& North Dakota MIMIS Web P... *

File Edit View Favorites Tools
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Help
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Submit Application Step 1 Print | Help = O

* Required Field

Application ks

Application Tracking

Mumber - 124028

New Service Location
+ Tdentifying Information
+ Licensure / Certification
+ Provider Identifier

Numbers

+ Service Location Billing
* Group Affiliation

Provider Agreement

Before your application is validated, please read the Provider Agreement, then click sither the "Yes" or "No” button before
you proceed to validate the application.

Medicaid and Basic Care Assistance Programs Provider Agresment
Medicaid Program Provider Agreement

Pharmacy Agreement/Medical Assistance Program

PCCM Agreement

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 Or dministrator. The Provider
Organization Administrator is the person responsible for setting up and maintaining users for the Provider Organization. The
Organization Administrator will also be responsible for resetting user passwords.

Registering for web access allows vou to submit claims electronically and creates an online message center where vou can

*Organization Name *Organization Description *User ID

Prefix *#Last Name *First Name Suffix

*Phone # Email Address

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.

Microsoft Office

Step

Action

26.

Complete the Register for Web Access section

Step

Action

27.

A unique User ID is required for each Service Location

Step

Action

28.

Click the Save button.

Step

Action

29.

Click the Validate Application button.
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(& North Dakota MIMIS Web P... *
File Edit View Favorites Tools Help

A

Application Tracking Add Another Service Location

Number - 124029

Mew Service Location | If you render services at any locations other than the service address entered, dick the ‘Add Ancther Service Location' button E

v to enter an additional location and the lacation-spedific information. You may use this button to enter all locations where you
Identifying Information rander somvices

+ Licensure / Certification

* Provider Identifier Edit Service Location

Nughese If after validation you need to edit information related to your additional locations, click the 'Edit Service Location’ butten to

+ Service Location Billing see all locations entered, and select the location you want to edit.
+ Group Affiliation

Edit icati

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.

[71#1 have read and agree to all terms and conditions stated in the PCCM Agreement.

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

I

Claim i Date

Requested Claim Submission Effective Date
01302019 3

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 to Provider Enrollment. A confirmation message screen will be displayed on
the next page. After submitting, you can no longer make any changes to your application.

Add Another Service Location Edit Service Location
Edit Application Confirm Submit

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

{pfc5/hV5ID: }

Microsoft Office

Step

Action

30.

Click the Save button.
Save

Step

Action

31.

At this point you can Add, Edit, or Confirm Submit to complete the application

Step

Action

32.

End of Procedure.
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