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Group Provider Enrollment

Group Provider Introduction
Procedure

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

ent

Access ND MMIS Web Portal:
https://mmis.nd.gov/portals/wps/portal/ProviderEnrollment

»
i

/& North Dakota MMIS Web Portal
“_«9

L

mar £o, Zuls

Skip Navigation | Contact Uz | Help | Search

* Required Field

Provider Enrollment Print | Help - O

— | Become a Provider

Enrall to become a Provider by completing the apprapriate onling entry forms. An individual
provider submitting claims to the State of North Dakota will be reported as income under your
S5N to the IRS. A group provider submitting claims to the State of North Dakota will be reported
as income under the groups' Employer Identification Number (EIN) to the IRS.If you need

assistance, please contact Provider Enrollment at (800) 755-2604 during business office hours
from Monday to Friday 8 am -5:00pm CST.

Request a Provider Enrallment Package in the Mail

FAQ Recall Provider Application

Instructions
Group Provider Enrollment
Individual Provider Enrollment

Download a PDF Provider Enrollment Package

—| Application Status

Ta check the status of your North Dakota Provider or Trading Partner Application, use your
Application Tracking # and click the SUBMIT button.

*Application Tracking #

To recall an application that you have partially completed, enter your Application Tracking Number,
and SSN / EIN and click the SUBMIT button.

*Application Tracking #
|

| Become a Trading Partner

*SSN/EIN

If you would like to become a Trading Partner (EDI) to exchange business information
electronically with North Dakota, you can do so by completing an application on line. If you have
any questions regarding the application process, please contact Provider Enrollment at (800) 755-
2604 during business office hours from Monday to Friday, 8am -5pm CST.

FAQ
Instructions

Trading Partner Enrollment

—| Recall Trading Partner Application 1

To recall an application that you have partially completed, enter your Application Tracking Number
and SSN / EIN and click the SUBMIT button.

*Application Tracking #

*SSN/EIN
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Feb 1,2013
Skip Navigation | Contact Us | Help | Search

Iment

* Required Field

| Become a Provider - ication Status.

Enroll to become a Provider by completing the apprapriate online entry
forms. An individual provider submitting claims to the State of North Dakota
will be reported as income under your SSN to the IRS. A group provider
submitting claims to the State of North Dakata will be reported s income T S
under the groups’ Employer Identification Number (EIN) to the IRS.If you pRlicaten fracking =
need assistance, please contact Provider Enrollment at (300) 755-2604 during

business office hours from Monday to Friday 8 am -5:00pm CST.
faq | [| Recall Provider Application

To recall an application that you have partially completed, enter your
Group Provider Enrollment | JApplication Tracking Number, and SSN / EIN and click the SUBMIT button.

To check the status of your North Dakota Provider or Trading Partner
Application, use your Application Tracking # and click the SUBMIT button.

*Application Tracking #
Download a PDF Provider Enrollment Package
Request a Provider Enrollment Package in the Mail e

| Become a Trading Partner

If you would like to become a Trading Partner (EDI) to exchange business
information electronically with North Dakota, you can do so by completing an - —
application on line. If you have any questions regarding the | Recall Trading Partner Application
process, please contact Provider Enrollment at (800) 755- 2 during
business office hours fram Monday to Friday, 8am -5pm CS

To recall an application that you have partially completed, enter your
£aq | | Aplication Tracking Number and SSN / EIN and dlick the SUBMIT button.

Instructions

Trading Partner Enrollment

*application Tracking #

*SSN/EIN

Step Action

1. Click the Group Provider Enrollment link.

[Group Provider Enrollment]

/c5/04_SBEKBLLI PO0s3hXX-cwF3cf QwMLAZILAYNCORFcDATNGAGBBIETSQH O ~ i & X [l B it o

Feb 1,2013
Skip Navigation | Contact Us | Help | Search

(.# North Dakota MMIS Web Portal
i o)

ome

Instructions

* Required Field

Links p

} Instructions Group Provider Enrollment Instructions |
* Agreement I \

If you are applying for both an individual provider number and a group provider number, you must complete a separate
application for each number.

For all date fields, use the date format (mm/dd/yyyy) unless otherwise indicated.

Complete all areas of the application, unless otherwise indicated.

After completing each page of your sppiication, dlick the *Cortinue" button to proceed through the application process.
If additional information is necessary to complete the please attach the 5 the

cover page that will be provided at the end of the application.

This application is for a group practice or facility. Please enroll using your Employer Identification Number (EIN). If you are
enrolling with  Social Security Number (SSNJ, then you must complete the Individual Enrollment Application.

Continue>> | Cancel

©2013 Affiliated Computer Services, Inc. All Rights Reserved.
privacy Policy | Site Map | Terms of Use | Browser Req | c
ps://mmis.nd.gov/portals/wps/portal/ut/p/c5/hY5ID gmgQCaXL... | )|
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Step

Action

It is very important to read all on-screen instructions and notes.

Step

Action

Click the Continue button.

[ Conmen |

QCaXLXQgkUFGgQ1 BHAKRIVRg4PS2blyBSfNXL -IACWipiqRFWXVSEN O ~ & © X [N 3B it o]

Feb 1, 2013 -
Skip Navigation | Contact Us | Help | Search

Print | Help - O

= Required

Application Links Please ACCEPT or DECLINE this participation agreement.
Instructions

.
} Agreement Provider Ac |

« 1 attest that the following information is true and correct to the best of my knowledge. Providing false information may
be the basis for the North Dakota Department of Human Services refusing or revoking any provider agreements.

Accept | Decline
©2013 Affilisted Computer Services, Inc. All Rights Reserved.
Privacy Policy | Site Map | Terms of Use | Browser Req |
ps://mmis.nd.gov/portalsfwps/portal/!ut/p/c5/hY5ID gmamHHZ... | )

Step

Action

Click the Accept button.
This will take you to the first section of the Enrollment Application.

=

Step

Action

The next section will take you through how to complete the Identifying Information

page.
End of Procedure.
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Identifying Information - Group

Procedure

Demographic

* Required Field

/lut/p/c5/hY5)DoJA

Links

* Application Tracking
Number

Instructions
Identifying
Information
Licensure / Certification

e v

Provider Identifier
Numbers

Service Location / Billing
Information

Group Affiliation
Electronic Transaction
Submission

ownership

Authorized Reps
Exdlusions / Sanctions
qQualified Service
Providers

Help

Group Name
The name. with

*Group Organization Name *Years Doing Business Under this name

(?) Have you ever used a different Doing Business As (DBA) Name? & .. &) yo

qﬁroup Information 1 N

| Tax Reporting Information |

(?) Legal Name =EIN

*Begin Date *End Date

the EIN you enter must
match the legal name you
have given on your IRS
form W3,

EIN:
Enter as 9 digits with or
without dashes.

Date:

MM/DD/YYYY ar dlick the

Calendar icon to choose a
date. End Date should be
areater than Begin Date.

Current/Previous ND

| Current/Previous ND Provider #

Please enter your current and/or previous ND provider numbers.

: - [ sarrosons rorrovsers
Previous ND Provider #
ND Provider #27

,‘ Non Profit Organization Tax Exempt Status!

Provider #:

To enter your Current
and/or Previous ND Provider
#, click the 'Add Previous
ND Provider #' button. Enter
the required information and
Sawve the form. Clich

to update or delete the row,

anywhere on an existing row|

Is this business listed under tax exempt status?

© ves © No

i

Step

Action

Enter the enrolling group’s provider name into the Group Organization Name

field.

Step

Action

Enter number of years into the Years Doing Business Under this name field.

Step

Action

Click the Yes or No option to the question ‘Have you ever used a different Doing

Business As Name’.
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Print | Help - O

* Required Field

ion Links — Group Information 1
« Application Tracking
ber -

Instructions

Identifying *Group Organization Name =Years Doing Business Under this name

Information Group Name 17

e Licensure / Certification

« Provider Identifier
Numbers

e Service Location / Billing
Information

& Group Affiliation

e Electronic Transaction

Submission ( Tax Reporting Information | \
& Ownership

® Authorized Reps

e

() Have you ever used a different Doing Business As (DBA) Name? - 5
2 2 (DBA) © Yes @ No

 Exclusions / Sanctians (?) Legal Name =EIN
« Qualified Service
Providers E
*Begin Date *End Date
Help

Group Name
The name. with

helE o ntesgn oo | current/Previous ND Provider # |
match the legal name you

have given on your IRS
form We.

Please enter your current and/or previous ND provider numbers.

Enter as 9 digits with or Previous ND Provider #
without dashes.
ND Provider #2

ate:
MM/DD/YYYY ar dlick the
Calendar icon to choose a
date. End Date should be
areater than Begin Date.

,‘ Non Profit Organization Tax Exempt Status!

Current/Previous ND
Provider #:

To enter your Current
and/or Previous ND Provider
2, click the 'Add Previous
ND Provider #' button. Enter &) yes L No
the required information and
Save the form. Click
anywhere on an existing row|
to update or delete the row.

Is this business listed under tax exempt status?

Step

Action

Enter the desired information into the Legal Name field.
Name must match the group's W-9 as reported to the IRS.

Step

Action

Enter the group’s Employer Identification Number into the EIN field.

Step

Action

Enter the desired information into the Begin Date field. Enter the date the EIN
was registered.

Step

Action

Enter the desired information into the End Date field. Enter 12/31/9999.
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& https://mmis. s/wps/portal/lut/p/c5/hYSIDOJAEEXP: QuilFGgQOKgbTICAG O ~ i & X | & North Dakota MMIS

Demographic Print | Help - O

* Required Field

Links — Group Information 1
Application Tracking
ber -

Instructions
Identifying *Group Organization Name *Years Doing Business Under this name
Information Group Name 1w

Licensure / Certification
Frovider Identifier
e Billng | | () Have vou ever used a different Doing Business As (DBA) Name? ¢ v @ o
Information ) )
Group Affiliation
Electrenic Transaction

Submission | Tax Reporting Information
Ownership

e v

.

« Authorized Reps .

. Exc\us_mns/ S_anctmns z Legal Name *EIN

* Qualified Service Group Name 123456789 |

Providers E

*Begin Date *End Date
01/01/2000 A 123112013 =

Help

Group Name

The name with

elE o entesgn Ao | current/Previous ND Provider # |
match the legal name you

have given on your IRS
form We.

Please enter your current and/or previous ND provider numbers.
EIN:

= , . [ oo orcvaers |
Enter as 9 digits with or Previous ND Provider #
without dashes.

|

Date:

MM/DD/YYYY ar dlick the

Calendar icon to choose a
date. End Date should be
greater than Begin Date.

OOy N ,‘ Non Profit Organization Tax Exempt Status !
Provider #:

To enter your Current
and/or Previous ND Provider | | Is this business listed under tax exempt status?
2, click the 'Add Previous -~

ND Provider #' button. Enter L) yes L No

the required information and
Save the form. Click
ps://mmis.nd.gov/portals/wps/portal/!ut/p/c5/hY7LDOIWEEW_x5-YKQrUZ... |

Continuess | Save | Basat | Exit Annlieation

Action

By selecting any ""ADD"" options, this will open additional fields that will need to be
filled in.

Action

Click the Add Previous ND Provider # button.
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Print | Help - O

* Required Field

ion Links — Group Information 1
« Application Tracking
ber -

Instructions

Identifying *Group Organization Name =Years Doing Business Under this name

Information Group Name 17

e Licensure / Certification

« Provider Identifier
Numbers

e Service Location / Billing
Information

& Group Affiliation

e Electronic Transaction

Submission | Tax Reporting Information
& Ownership

® Authorized Reps

e

() Have you ever used a different Doing Business As (DBA) Name? -
2) 2 (oBA) © Yes @ No

 Exclusions / Sanctians (?) Legal Name =EIN
* Qualified Service Group Name 123456789 .
Providers E
*Begin Date *End Date
01/01/2000 @ 12312013 M@

Help

Group Name
The name d with

helE o ntesgn oo | current/Previous ND Provider # |
match the legal name you

have given on your IRS
form Wa.

Please enter your current and/or previous ND provider numbers.

Enter as 9 digits with or Previous ND Provider #
without dashes.
ND Provider #2 L

ate:
MM/DD/YYYY or dlick the
Calendar icon to choose a
date. End Date should be
greater than Begin Date. AAdd Previous ND Provider # Save | Reset | Cancel

Current/Previous ND
Provider #:

To enter your Current ‘
and/or Previous ND Provider
#, click the 'Add Previous
ND Provider #' button. Enter
the required and 1
Save the form. Click ‘ Non Profit Organization Tax Exempt Slatllsl
anywhers on an existing row (

to undate or delete the row,

*ND Provider #

Step Action

10. Previous ND Provider ID # field set is now displayed.

Step Action

11. Enter the enrolling group’s Medicaid provider number into the ND Provider # field.
*This is your ND Medicaid group number and must be the one associated with
the specific location and provider type of the provider being enrolled. Enter
only one Medicaid number in this field. If the group has more than one
Medicaid number, then a separate application for each provider number is
required.

Step Action

12. It is very important to always click Save within each additional information
window pane.

Step Action

13. Click the Save link.

Sawve
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N.D. Department of Human Services

@ https://mmis.nd.gov/portals/wps/ portal/lut/p/c5/hY5IDoJA gmgQMYIQgeToZVIoTeEOAUOCEEAS O ~ @ & X | @ North Dakota MMIS .. %
* Electronic Transaction

Submission | Tax Reporting Information
Ownership

.
& Authorized Reps )
e Exclusions / Sanctions ?) Legal Name *EIN
* Qualified Service Group Name 123456789
Providers
*Begin Date *End Date
01/01/2000 B 12312013 =
Help
Group Name
The name with

the EIN you enter must _| Current/Previous ND Provider #
match the legal name you

have given on your IRS i
form Wa.

1 System successfully saved the Information.

N s digits with or Please enter your current and/or previous ND provider numbers.

without dashes. Add Previous ND Provider #

Previous ND Provider #
Date:

MM/DD/YYYY or dlick the ND Provider #271
Calendar icon to chaose a
date. £nd Date should be 001000015
greater than Begin Date.
1-10f1
Current/Previous ND
Provider #:
To enter your Current 7 N\
and/or previous ND provider | (| Non Profit Organization Tax Exempt Status | |
%, click the 'Add Previous E
ND Provider #' buttan. Enter
the required information and
Save the form. Slick Is this business listed under tax exempt status?
anywhere an an axisting row( || = o
to update or delete the row. o fes o

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

If you have any questions, &

Step Action

14. Click the Yes or No option for Tax Exempt Status.

Step Action

15. Itis also Very Important to click SAVE after completing each section.

Step Action

16. Click the Save button.
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Demographic

* Required Field

Print | Help - O

Application .

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

* Application Tracking
Number - 124010
« Instructions

*/ Identifying Infarmation

* Licensure / Certification

& Provider Identifier
MNumbers

* Service Location / Billing
Information

o Group Affiliation

* Electronic Transaction
Submission

* Ownership

» Authorized Reps

o Exclusions / Sanctions

e Qualified Service ?) Legal Name ZEIN
Froviders Group Name 123456789
*Begin Date *End Date
Help 01/01/2000 @ 121312013 3]
Group Name
The name with

*Group Organization Name
Group Name 17

*Years Doing Business Under this name

(2] Have you ever used a different Doing Business As (DBA) Name? -
2) 2 (oBA) © Yes @ No

| Tax Reporting Information

the EIN you enter must
match the legal name you
have given on your IRS
form We.

EIN:
Enter as 9 digits with or
without dashes.

Date:

MM/DD/YYYY or click the

Calendar icon to choose a
date. End Date should be
greater than Begin Date.

| Current/Previous ND Provider #

Please enter your current and/or previous ND provider numbers.

: - [ sarrososs rorrovsers
Previous ND Provider #
ND Provider #2

001000015

1-10of1

Ccurrent/ ious ND
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

_‘ Non Profit Organization Tax Exempt Status !

Is this business listed under tax exempt status?

@ n

I

Step

Action

17.

Take note of your Application Tracking Number (ATN) after saving. This
ATN will be required on all documentation submitted and/or inquiries to the

Department.

Step

Action

18.

Click the Continue button.

[ conmen

Step

Action

19.

Clicking the continue button will take you to the next section of the application.

Step

Action

20.

The next section will take you through how to complete the Licensure / Certification

page.

End of Procedure.
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Licensure/Certification - Group
Procedure

Provider Type: Reference this link for a list of acceptable provider type, specialty, and
taxonomy codes. http://www.nd.gov/dhs/info/pubs/docs/medicaid/mmis-group-provider-
code-taxonomy.pdf

Dec 27, 2012

Skip Navigation | Contact Us | Help | Search

Home

Print | Help - O

* Required Field

Links | Provider Type! N\

« Application Tracking

Number - 124010 .

« Instructions Provider Type

*/ Identifying Information

Licensure / -
Certification H

« Provider Identifier Agencies

Numbers \_Amhu\a{o Health Care Facilities
Service Location / Billing 'B_B-n—asuc are

I

]nforma;\fu‘n Behav Health & Social Svc Prov
 Group Affiliation i i
Bkt Tencton | | |Chitoprctic Poiders
Submission ental Providers
« Ownership Developmental Disabilities
& Autherized Reps Dietary & Nutritional Service Providers
* Exclusions / Sanctions Disability Determination Services *¥ State~~ Lic/Cert Agency~~ Effective Date™ Ex|
« Qualified Service

Emergency Medical Senice Providers

Provids
reviers Eye and Vision Service Providers
L|Hospital
Helj L =
o Hospital Units £
Provider Type [{Indian Health Semvices
Select a Provider Type from Laboratories

the available list. Managed Care Organizations

i r which you are board certified or eligible. A specialty requires completion of
Licensure/Certification, Nursing & Custodial Care Fac Lertification or eligibility.
Specialty & Taxonomy: Nursing Service Providers
To add Licensure, Nursing Service Related Providers
Certification, Specialty Other Senvice Providers
and/or Taxanomy o Addipeciily
information, click the armacy
appropriate 'Add’ butten. Phys Assts and Advanced Nursing Provs | FERFRE e R e e e A o e
Enter the required e
information, and Save the Podiatric Medicine & Surgery Senice
form. Click anywhere on an Qualified Service Provider

existing row to update or

i s i "|Residential Treatment Facility
Resp, Devl, Rehab and Restore Srvic Prov
Taxonomy Respite Care Facility
BT s T dakEs Speech, Language and Hearing Svc Prov = -

Step Action

1. Click the Provider Type drop down and select the appropriate list item.
Required.
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]

, . —
< & E =nd.gov/p ps/portal/lut/p/c5/hY5ID: 9mamGHZQgcTalRRYEOIUyAyL AgET) O ~ @ & X | & North Dakota MMIS .. % ft & o

Licensure / Certification Print | Help = O

* Requirad Field

Application Links
* Application Tracking
Number - 124010
* Instructions

/ Identifying Infarmation

Licensure / Certification

o Provider [dantifiar
Numbers

* Service Location / Billing
Information

* Group Affiliation

* Electronic Transaction

Submission

Ovmership

Authorized Raps

Exclusions / Sanctions

* Qualified Sarvice
Providers

Help

Provider Type
Select a Provider Type from
the available list.

Licensure/Certification
Specialty & Taxonomy:

To add Licensure,
Certification, Specialty and/or
Taxanomy 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.

Enter as 10 digits/alpl

_[ Provider Type |

*Provider Type
Physicians -

Licensure and Certification List

License Number+™ | Certification Numbers™

StateA™ | Lic/Cert AgencyA™ | Effective DateA™ |Expiration DateA™

| Board Certified Specialty

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.

Begin Date*™ | End Date™

Specialty List

Specialty *

Frmimiis 2 State & | Boardname &

characters.
Enter as MM/DD/YYYY, MM-

choose = date. End or
Expiration Date should be
greater than Begin or
Effective Date.

Click the Save button at the

[ axonomy |

Taxonomy Code

Begin Date & End Date ¥

d

2 ps/p!

Action

Click the Add Licensure / Certification button.

*List all license and certifications in this section.
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gmqQCaXCBlIpFuZhw0hDgQindIA4P O ~ & & X | @& North Dakota MMIS .. %

*provider Type
Physicians -

| Li d Certification - Section 2 |

Licensure and Certification List

Help

ey 'ﬁd Licensure and Certification Save | Reset | Cancel\

Select 3 Provider Type from ’
the available list.

5
2
Fl

&
S

m

*Expiration Date State
[  nNomnDakota =

Date

Enter as MM/DD/YYYY, MM- » - -
DD-YYYY or MMDDYYYY or | Board certified Specialty List | }
f

click the Calendar icon to
cho v

Note: Enter i
appropri

mation for all the specialties for which you are board certified or eligible. A spacialty requires completion of the
ency program and board certification or eligibility.

Specialty List

you o Exit
Application, please save and
Tracking Numb,

Step Action
3. Click the License or Certification option. License is required. Groups/facilities
that do not hold licensure must enter a license for one of the affiliated
individual providers.
Step Action
4. Enter the desired information into the License Number field. If the license has not
been assigned a number, enter *‘00000°.
Step Action
5. Click the Appropriate Licensing Agency list item.
Step Action
6. Enter the desired information into the Effective Date field.
Step Action
7. Enter the desired information into the Expiration Date field.
Step Action
8. Click the Save button.
Step Action
9. Repeat steps 2 - 8 to add additional Licensure / Certifications.
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Specialty: Reference this link for a list of acceptable provider type, specialty, and
taxonomy codes. http://www.nd.gov/dhs/info/pubs/docs/medicaid/mmis-group-

provider-code-taxonomy.pdf

2 North Dakota MMIS ... %

-
&« el © hitps nd.gov/p ps/portal/lut/p/c5/hV5ID gmqQCaXSHoWEZpS3EDIFIgMCETASY O - @ & X

Licensure / Certification Print | Help - O

* Required Field

Application Links [

+ Application Tracking
Number - 124010

® Instructions *Provider Type

* Identifying Information Physicians -

b Licensure / Certification

* Provider Identifier
numbers

* Service Location / Billing T e T
Information |

* Group Affiliation

o Elactronic Transaction
Submission

¢* Ownership | System successfully saved the Information. |

+ Authonizad Reps :

o Exclusions / Sanctions I Certificatio

* Qualified Service Licensure and Certification List e -
Sroviders

License Number=~ | Certification Number~ | State*™ Lic/Cert Agency~™ Effective Date*™ |Expiration Date*™

Help

Li45339990 North Dakota Stats Board of Nursing  01/01/2012 12/31/2015

Provider Type
Select a Provider Type from c North Dakota State Board of Wursing  01/01/2012 12/31/2015

the available list.

Licensure/Certification
Specialty & Taxonomy:
To 2dd Licensure,
Certification, Specialty and/or| | Board certified Specialty List
Taxonomy click J
the appropriate ‘Add’ button.
Enter the require
information, and Save the Note: Enter information for all the specialties for which you are board cartified or eligible. A specialty requires complation of the
form. Click anywhere on an 2ppropriate residency program and board cartification or eligibility.

existing row to update or
delet the row.

1-20f2

Taxenemy Specialty List
Enter as 10 digits/alphas

characters. Specialty ¥ | ProviderType ¥ | Certification # % Boardname ¥ | Begin Date*” | End Dated™ L
Date

Enter as MM/DD/YYYY, MM-
DD-Y¥YY or MMDDYYYY or
choose a date. End or

Expiration Date should be ™

greater than Begin or

Effective Date.

Taxonomy Code

Click the Save button at the

ps://mmis.nd.gov/ portals/wps/portal/lut/p/c5/hYSID gmgQCaXxD... | i

Step Action

10. Click the Add Specialty button.

Add Specialty

*A specialty type is required for all enroliments
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9mgQCaXDbSVCMgBbQgRNRAZEGKK) O ~ & & X | @ North Dakota MMIS .. %

| 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.

Add Special
U
R T e P L g
|Add Specialty Save | Resst | Cancel
*Spacialty *Begin Date *End Date

General Practice ~|Pn L i)
*State *Certification # *Board name

Noh Daksta - -

>

| I

Taxonomy Code

I

Exit Application

Help

Provider Type
Select a Provider Type from
the available list.

Step Action
11. Click the Appropriate Specialty list item.
Step Action
12. Enter the desired information into the Begin Date field.
Step Action
13. Enter the desired information into the End Date field. Enter 12/31/9999.
Step Action
14. Enter the desired information into the Certification # field. If the certification was
not assigned a number, enter ‘00000°.
Step Action
15. Click the Appropriate Board Name list item.
Step Action
16. Click the Save link.
Bve ]
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Taxonomy: Reference this link for a list of acceptable provider type, specialty, and
taxonomy codes. http://www.nd.gov/dhs/info/pubs/docs/medicaid/mmis-group-
provider-code-taxonomy.pdf

g QCXDEthF nwwwwrmpvﬂc‘,x {2 North Dakota MMIS .. %

— — e

Li#5335930 North Dakots State Board of Nursing  01/01/2012 12/31/2015

North Dakots State Board of Nursi

ng 01/01/2012 12/31/2015

1-20f2

P | Board Certified Spe(ialtvl'stl
Note: Enter information for al the speciaties for vhich you are board certified or elgible. A specialty requires completion of the
approprista residoncy pragram and besrd cortifcation or ligibity.
Add Special
Sroslip

Provider Type & | Cortification & & mm 1

ral Practics [SIEEEEERED) North Dakota AmEd Family Medicine 01/01/2012  12/31/2015

Eni
characters.

1-1of1

Taxono my Code

Step Action

17. Click the Add Taxonomy button.
*A Taxonomy code is required for all providers except Atypical
providers (QSP's, Transportation, and Developmental Disabilities).

Step Action

18. Enter the desired information into the Taxonomy (10 digits/alphas) field.

Step Action

19. Enter the desired information into the Begin Date field. Enter 10/01/2013.

Step Action

20. Enter the desired information into the End Date field. Enter 12/31/9999.
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Step

Action

21.

Click the Save link.

portal/lut/p/cS/hY KABRKgioNC {2 North Dakota MMIS .. %

T T
o Authorized Reps
o Exclusions / Sanctions

* Qualified Service

Praviders

Help

Provider Type

Select a Provider Type from
the available list.

B I Add Licensure { Certification
Licensure and Certification List

License Number+™ | Certification Numbers™ |States™ Lic/Cert Agency~™ Effective Date4™ |Expiration Date<™
Li45323950 North Dakota State Board of Nursing  01/01/2012 12/31/2015

Cuggsssses North Dakots State Board of Nursing  01/01/2012 12/31/2015
1-20f2

Specialty & Taxonomy:

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

Taxonemy
Enter as 10 digits/alphas
characters,

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
ective Date.

Click the Save button at the
bottom of the page to
validate the page content
and save the informatian.
Click the Continue button to
move onto the next step. If
you choosa to Exit
Application, plesse save and
note the Tracking Number or
print this page so you can
make updates to this

| 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.

Begin Dates” |End Dates™

Specialty List

ProviderType & | Certification # + | state $ | Boardname &

General Practice Eh = North Dakots AmBd Family Medicine 01/01/2012  12/31/2015

1-1of1

| Taxonomy

| System succassfully saved the Information.

Taxonomy Code

End Date ¥

Taxonomy ¥

01/01/2012 12/31/2015

I

application at another tima. 1-10f1
For additional Enrollment
Help, click the Help link on Cont Save | Reset | ExitAj
the blue bar at the top of
this form.
psi//mmis.nd.gov/partals/wps/p /p/5/hY5ID GmqQCeAD,.. [puter Services, Inc. All Righis Reserved. !
Use | Browser | ility Co e

Step

Action

22.

Click the Save button.

—

Step

Action

23.

Click the Continue button.

Con

T |

Step

Action

24.

The next section will take you through how to complete the Provider Identifier
Numbers page.

End of Procedure.
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Provider Identifier Numbers - Group

Procedure

ut/p/c5/hY5ID: gmqQCaXZAmKUVZETREOAUIQyLEO O ~ @ & X

o Instructions National Provider Identification (NPT) Drug Enforcement Agency (DEA)
 Identifying Infarmation
Licensure / Certification

Provider Identifier
— —
— [ rooner | N

Servica Location / Billing

Group Affiliation
Electronic Transaction
Submission

D e Indd np1 Save | Reset | Cancelf
Exclusions / Sanctions
Qualified Servies *NRL
Providers ‘

Help

NPI, DEA, Medicare, and NCPDP
Medicare History

To add NPI, DEA, Medicare
and/or Medicare History

information, click the
approprizts 'Add' button. NCPDP

nformagion o 3
information and Save the NCPDP &2

form. Click anywhere on an

existing row to updst or
delate the row.

2] =Are you or have you ever been enrolled as 2 Medicaid Provider in another State?

= ® @
Enter as 10 digits. O ves @ no

DEA
Enter as 2 alphas folloved by
7 numeric digits. | Coordination of Benefits Agreement (COBA) - Section 3 1

nceop

Entar o= 7 digits. c of Benefits (COBA) claims, prior to NPT assignments, vill not be paid unless 2 Medicare
number is supplied, A Medicare number may only be placad on ane pravider file (group or individual). COBA claims vill pay to

e, the provider number to which the Medicare number is linked. m

Select at least one Program

o emch Madica, Madicara may have issued a Medicare provider numbar for each facility vhars you provida servicas. Numbers assignad to you on

behalf of an affiliated group should be listed in the Medicare section titled "Madicare Humbers" below.

ing if your Medicare number is your individual number or is affilisted vith = group, please contact your

or click the

be

Medicare Program*~ Begin Dates™ End Dates™ -

Step Action

1. Click the Add NPI button.

[ s |
*Required for all providers except Atypical (QSP, Transportation,
Lodging, and Meals) providers.

Step Action

2. Enter the enrolling group’s NPI information into the NP1 field. Enter only one
NPI. If the group has more than one NPI, then a separate application for each
NPI is necessary.

Step Action

3. Click the Save link.
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B/c5/hY5IDoJQEETPAg

CjzsCGlQyAyLAgGTu, O ~ @ € X | & North Dakota MMIS

e Application Tracking
Number - 124010
® Instructions

 Identifying Infarmation

* Licansure / Certification

b Provider Identifier
Numbers

* Service Location / Billing

Information

Group Affiliation

El=ctronic Transaction

Submission

Ovmership

Authorized Reps

Exclusions / Sanctions

Qualified S=rvice.

Providers

..

ceee

Help

NPI, DEA, Medicare, and
Medicare History

To add NPI, DEA, Medicare
and/or Medicare History
information, click the.
appropriats 'Add' button.
Enter the required
information and Save the
form. Click anywhere on an
existing row to update or
delete the row.

nPL
Enter 5 10 digits.

DEA
Enter as 2 alphas folloved by
7 numeric digits.

Entar =5 7 digits.

Medicare
Select at least one Program
for each Medicare entry.

Medicare History
Enter the required
information for former
Medicare
Carriers/Intermediaries.

MM/DD/YYYY, or click the
Calendar icon to chooss a
date. End Date should be
greater than Bagin or

Dt

National Provider Identification (NPT) Drug Enforcement Agency (DEA)

[aane nad DER

T Eml ..

were
1649281361

1-10f1

fncunu

/Add NCPDP Save | Reset | Cancel

*NCPDR &

\. )

) *Are you or have you ever been enrolled s a Medicaid Provider in another State?

D Yes ® no

| Coordination of Benefits Agreement (COBA) - Section 3 1

c of Banefits (CoBA) claims, prior to HPI assignments, will not be paid unlass a Medicare
number is supplied. A Medicara number may only be placad on one provider fila (group or individual). COBA claims will pay to
the provider number to which the Medicare number is linked.

Medicare may have issued = Medicare provider number for each facility where you provide services. Numbers sssigned to you on
behalf of an affiliated group should be listed in the Medicare section titled "Medicare Numbers" below.

Note: For help in determining if your Medicare number is your individual number or is affilisted vith = group, please contact your
Medicare intermediary.

Add Medicare

I

Action

Click the Add NCPDP button. NCPDP pertains to pharmacy providers only. If

this does not apply, skip this section.

Action

Enter the desired information into the NCPDP # field.

Action

Click the Save button.
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lut/p/e5/hY5IDs

Number - 124010
* Instructions National Provider Identification (NPT) Drug Enforcement Agency (DEA) \
+ Identifying Information
Licansure / Certification
Provider Identifier

Numbers
Service Location / Billing

Group Affliation

Electronic Tranzaction 1648281381
Submission

Ovmarship a-ncen

Authorized Raps )
Exclusions / Sanctions

qQualified Service
Providars

ve

.

..

ceee

NCPDP

Help

| System successfully saved the Information. |

NPL, DEA, Medicare, and
Medicare Histos NCPDP | Acanceor |
To add NPI, DEA, Madicara

and/or Medicare History
information, click the.

appropriate 'Add' button. 1000013
Enter the required
information and Save the 1-10f1

form. Click anywhere on an
existing row to update or L
delete the row. ?

“Are you or have you ever been enrolled as a Medicaid Pravider in another State?

nPL
Enter =5 10 digits.

DEA
Enter as 2 alphas folloved by
7 numeric digits.

| Coordination of Benefits Agreement (COBA) - Section 3 1

c of Benefits (COBA) claims, prior to NPT assignments, vill not be paid unless 2 Medicare
number is supplied, A Medicare number may only be placad on ane provider file (group or individual). COBA claims vill pay to
the provider number to which the Medicare number is linked.

nceop
Entar =5 7 digits.

?‘fﬁl ¢ ome B Madicara may have issued a Medicare provider number for each facility whare you provide services. Numbers assigned to you on b |
elect at least one Program behalf of an affiliated group should be listed in the Medicare section titled "Medicare Numbers" below:.

for each Medicare entry.
Note: For help in determining if your Medicare number is your individual number or is affilisted vith = group, please contact your

ek kst (e it

Enter the required

information for former
Madicara Medicare Numbers.

Carriers/

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

date. End Date should be
greater than Bagin or

End Date~™

Action

Click the Add DEA button (if applicable). DEA is required for all groups that
have been issued a DEA. Enrolling groups that do not hold licensure must
submit the DEA of one of the individual affiliates.

QIZ2ydDBKKCMQmElcQpEhpgOE O ~ @ € X | 2 North Dakota MMIS

.

..

Number - 124010
Licensure / Certification

Service Location / Billing

Submission

Exclusions / Sanctions

® Instructions National Provider Identification (NPI) Drug Enforcement Agency (DEA)
P Provider Identifier

Group Affiliation

Ovmership 1-10f1

Qualified Sarvice

e
s Application Tracking
 Identifying Information
== oen e
Elactronic Transaction 1645281361
Authorized Raps
Providers

ceee

NCPDP

! System successfully saved the Information. i

NP, DEA, Medicare, and

Medicare History A NCEEY,
NCPDP

To add NPI, DEA, Medicare

and/or Medicare History
information, click the

Help

I

appropriate 'Add’ button. 1000013
Enter the required
information and Save the 1-10f1

form. Click anywhers on an
existing row to updata or L
delste the row. ?)

*Are you or have you ever been enrolled as = Medicaid Provider in another State?

NPT
Enter as 10 digits.

DEA
Enter as 2 alphas followed by
7 numeric digits.

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

c of Benefits (COBA) claims, prior to NPI assignments, will not be paid unless = Medicare
number is supplied. A Medicare number may only be placed on one provider file (group or in ual). COBA claims will pay te
the provider number to which the Medicare number is linked.

NCPDP
Enter as 7 digits.

e e ot ome Brogrem | | Medicare may have issusd a Medicars provider number for each facility where you pravide services. lumbers assianed to you on
ESlscCerimn = one o) behalf of an affiliated group should b listad in the Medicare section titled "Madicara Humbars” balav.

T Note: For help in determining if your Medicare number is yeur individual number or is affiliated vith = group, please contact your
et i Medicare intermediary.
Enter the required

information for former
Medicare Medicare Numbers.
Carriers/ i

Date

MM/DD/YYYY, or click the

Calendar icon to choose a

date. End Date should be
greater than Begin or

|| Effoctive Dat
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Step

Action

Click the Yes or No option for ever being enrolled in Medicaid in another state.
If Yes, select the appropriate State.

q QBEVEOILOAZEQKGTr O ~ @ € X | /2 North Dakota MMIS ... %

r as 10 digits.
| Coordination of Benefits Agreement (COBA) - Section 3. 1
Enter == 2 alphas followed by
7 numeric digits. prior to BT assignments, vill not be paid unless a Medicare
one provider file (group or individual). COBA daims vill pay to
N

mbers assigned to you on

Save | Reset | Cancel

*Begin Date *End Date

*Please check all applicable Madicara Parts that pertain to Medicare crossover claims that you
mit.

I

n
s E
a another time.
may
any questions, \
22 ct Provider Al [E medicare Pragram A [[] Medicare Program 8 [ Medicare Program ©
Enroliment at (800) 755-

| Medicare History

For historical purposes, please list any Medicare Providers(s) and Carrier/Intarmediary #(s)

2604,

Step

Action

Click the Add Medicare button.

Step

Action

10.

Enter the group’s Medicare information into the Medicare # field.

Step

Action

11.

Enter the desired information into the Begin Date field.

Step

Action

12.

Enter the desired information into the End Date field. Enter 12/31/9999.

Step

Action

13.

Click the appropriate Medicare Programs.

Step

Action

14.

Click the Save button.

Sawve
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B/e5/hYSID gmgQCaXTEFD gl FgQC| O ~ @ © X | 2 North Dakota MMIS

Enter as 2 alphas folloved by

B A dT c of Banfits (COBA) claims, prior to NPT assignments, vill not be paid unless a Medicars
number is supplied. A Medicare number may only be placed on one provider fila (group or individual). COBA daims will pay to

NCPDP. the pravider number ta which the Medicare number is linked.

Enter as 7 digits.

Medicare may have issued a Medicare provider number for each facility where you provide services. Numbers assigned te you on

Medicare behalf of an affiliated group should be listed in the Medicare section titled "Madicare Humbers" below:.
Select at least one Program
for sach Medicare antry. Note: For help in determining if your Medicare number is your individual number or is affiliated vith 2 group, please contact your

Medicara intermediary.
Medicare History
Enter the required [ e ———
information for farmer

Medicara

Carriers/ Intermediaries.

oa
"
MM/DD/YYYY, or click the - po = p

date. End Date should be
greater than Begin or 100058 AcC 01/01/2012 12/31/2015
Effective Date.

1-10f1
Click the Save button at the
bottom of the page to
validate the page content _ re Mistory | =
and save the informatian.

Click the Continue button to
move onto the next step. I . . »

you choose to Exit For histerical purposes, please list any Medicare Provider#(s) and Carier/Intermediary #(s)

Application, please save and

note the Tracking Number or ‘Add History

print this page 5o you can

application at another time.

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

\Add History Save | Reset | Cancel

*Medicare # *Carrier/Intermediary Name  *Begin Date *End Date

B iz} |

I

*Please check all applicable Medicare Parts that pertain to Medicare crossover claims that you may submit.

@ Al [ medicare Program & [0 Medicare Program 8 [0 Medicare Program ¢ [ Medicare Program © /

Reset | Save | ExitApplication

©2012 Affiliatad Computer Services, Inc. All Rights Reserved. |
Privacy Policy | Site Map | Terms of Use | Brovser I ility Compli b

Step Action

15. Click the Add History button. Complete this section if the group had a
Medicare number in the past that is no longer in use. This section is for
informational purposes only.

Step Action

16. Enter Medicare History information.

Step Action

17. Click the Save button.

Step Action

18. Click the Continue button.

Step Action

19. The next section will take you through how to complete the Service Location /
Billing Information page.
End of Procedure.
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Service Location / Billing Information - Group

Procedure

* Required Field

5 —Se:ﬁun‘ll N\

Application Links 7”7 service Location
+ Application Tracking

Number - 124010
o Instructions

e

 Identifying Infarmation

* Licansure / Certification

v Provider Identifier
Numbers

) service Location / Billing
Information

* Group Affiliation

* Electronic Transaction
Submission

* Ovmership

o Authorized Reps -

o Exclusions / Sanctions

Praviders \
N

Service Location Contact Person(s) B n contact person

Service Location
Enter the physical address of

Building, Suite #, etc

*City *State *zip
North Dakota -

*County

your primary servica location.
“You may enter 2dditional
service locations upon
completing the remainder of
the information and prior to
submitting the application.
The Service Location Address.

| service- Section 4
may not be a post office

box. *Gender Served:

*Age Range Served: *Languzges Supported:
El an Available: Selected

English

Validate O male O Female O Bath
This vill provide suggestions.
based on an official US
postal address, you alse

Albanian =

Arabic <]

Bangla
Bosnian 5

[ o-svears ) 6-12 vears

have the option to override [ 13-17 vears [] 18-21 vears

these suggestions.

- 50+ Years
Phone, FAX and Contact [ 22-59 vears [

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

Other Language:

_| service Area |

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

() Counties Served () Distance From Location
Select the appropriate
Gender and Age Ranga(s) (3) *1= this location wheelchair hd

Step

Action

Enter the desired information into the Physical Address field. PO Boxes are not
accepted.

Step

Action

Enter the desired information into the City field.

Step

Action

Enter the desired information into the Zip field.

Step

Action

Click the County list and select the appropriate County.

Step

Action

Click the Validate Address button.

Validate Address
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ps/ partal/lut/p/c5/hYTLDoWEEW_hS-VAUFWWU0DIS2KCIZBSUHRICFQer O ~ @ €& X | /& North Dakota MMIS .. X% #ft &k I

Number - 124010

 Identifying Infarmation
* Licansure / Certification
* Provider Identifier

-

Service Location /
Information
Group Affiliation
Electronic Transaction
Submission

..

o
Authorized Reps
Exclusions / Sanctions
Qualified Serviea
Praviders

ceee

Help

Service Location
Enter the physical address of
your primary servica location.
“You may enter 2dditional

the information and prior to
submitting the application.
The Service Location Address.
may not be a post office

ox.

Validate

This vill provide suggestions
based on an official US
postal address, you alse
have the option to override

*Physical Address
100 Main Street

Add Service Location Phone Numbers
Phone #=7 Fax #4%

Building, Suite #, etc

*city =State *zip
Bismarck Norih Dakota ~ ~ 58501
*County

Burleigh -

lect from the list of valid suggestions then click 'Submit', or click 'Cancel'
0 return to make additional changes.
[invalid Service Location Address. Plesse select one of the Alternative
ddresses.

) 100 E Main Ave, Bismarck,ND,58501,3846,Burleigh County

© Override verification warning, and accept address as entered.

:

Add service location contact person

Service Local

n Contact Person(s)
rst Namea™ | MIAT | Phone~ |Ext.a¥ |Faxa™

Last Namea™

ese

Phone, FAX and Contact

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

Service
Select the appropriate
Gender and Age Ranga(s)
served. If a Language other
than English is spoken,

select. If English is not

| service- Section 4

*Gender Served: *Age Range Served: *Languages Supported:

B al Available: Selected:

© male © Female O Both
- H English
[ o-svesrs [ 612 Vears Albanian (=
Arabic =
[ 13-17 vears [ 18-21 Years Bangla
Bosnian >

[ 22-55 vears [ 60+ Years
Other Language:

Service Area |

Action

Click the appropriate address option.

Action

Click the Submit button.

Submit
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portal/ut/p/c5/hY5ID: gmgABICYjfBRLpIFtgQ

{2 North Dakota MMIS ... %

. North Dakota MMIS Web Portal

Home

Service

* Required Field

Dec 27, 2012 -

Skip Navigation | Contact Us | Help | Search

Print | Help - O

Application Links
* Application Tracking
Number - 124010
* Instructions

 Identifying Infarmation

* Licansure / Certification

* Provider Identifier
Numbers

) service Location / Billing
Information

* Group Affiliation

Electronic Transaction

Submission

Ovmership

Authorized Reps.

Exclusions / Sanctions

Qualified Service

Providers

.

ceee

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

o,

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

Phone, FAX and Contact
To add Phone, FAX and/or
Contact information, click the
approprizts 'Add' button.

nter the required

_‘ Service Location - Section 4 1
100 E Main Ave
Phone #% Fax #4%
Building, Suite #, etc ______ |
*City *State *zip [add Location Numbers Save | Resat | Cancel
Bismarck North Dakota v 58501 45 Lo E—
*County [
Burleigh -

Service Location Contact Person(s)

Last Name™ First NameA™ MIAT | Phones™ | Ext.~™

Add service location contact person

Fax* | Cell Phone*™ Email*™ | Position~™

| service- Section 4

*Gender Served: *Age Range Servd:

© wmale © Female © Both [ all
[ o-svears [ 612 Years
[ 13-17 vears [ 18-21 Years

[ 22-55 vears [ 60+ Years

*Languages Supported:

Available: Selected:
+ [ | English
Albanian =
Arabic <
Bangla
Bosnian -

Other Language:

Action

Click the Add Service Location Phone Numbers button.

Action

Enter the desired information into the Phone # field.

Action

Enter the desired information into the Fax # field.

Step

Action

11.

Click the Save link.
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P lut/p/c5/hYSID

e Application Tracking
Number - 124010
* Instructions

+ 1dentifying Infarmation

* Licansure / Certification

* Provider Identifier
Numbers

) service Location / Billing

Information

Group Affiliation

Electronic Transaction

Submission

Ovmership

Authorized Reps

Exclusions / Sanctions

Qualified Servie

Praviders

Help

Service Location
Enter the physical address of
your primary servica location.
“You may enter 2dditional
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

ox.

Validate

This vill provide suggestions
based on an official US
postal address, you alse

have the option to ovarride

*Physical Address
100 E Main Ave

Building, Suite #, etc

*City *State
Bismarck Morth Dakota
*County

Burleigh -

Validate Address.

Service Location Contact Person(s)

=zip
~ 58501 3846

Add service location contact person

\Add Service Location Contact Person(s)

Save | Reset | Cancal

*Last Name

*Phene

Email

*First Name

*Position

mI

Fax Cell Bhone

I

these suggestions. -

Phone, FAX and Contact
To add Phene, FAX and/er

Contact i click the
appropriata 'Add' button.
Enter the required
information and Save the
form. Click anywhere on an

*Age Range Served: *Languages Supported:

existing row to updats or Available: Selected:
delete the row. Both 8 a

~ B [English
Service [ o-s vears [ 6-12 Years Albanian (= [~
Select the appropriate Arabic
Gender and Age Ranga(s) [ 1317 vears [ 1821 Years | Bangia
sarved. If 3 Language other 5

osnian -

than English is spoken, I 22-59 vears [ 60+ Yaars

select the language from the
list, then click the -> to Other Language:
select. If English is not =

Step Action

12. Click the Add service location contact person button. Contact person and email
address are required.

[ Add service location contact person ____

Step Action

13. Enter the desired information into the Last Name field.

Step Action

14. Enter the desired information into the First Name field.

Step Action

15. Enter the desired information into the Phone field.

Step Action

16. Click the Appropriate Position list item.

Step Action

17. Click the Save link.

Sawve
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B/c5/hYSID

* Application Tracking
Number - 124010

O Srareroe *Physical Address
 Identifying Infarmation 100 E Main Ave
* Licansure / Certification

oo Building, Suite #, etc
"’“"'dE’sIdE"W‘E' 701-555-5555 701-555-5555

Y service Location f Billing | | ooy “State *zip 1-10f1
Group Affilistion Bismarck North Dakota ~ 58501 3846

Electronic Transaction
Submission *County
Ovmarship
Authorized Reps Burleigh -
Exclusions / Sanctions
Qualified Servics
Providers

. e
m

..

=5 | System Successfully saved the Information, :

Service Location ) Add service location contact person
Enter the physical address of | | Service Location Contact Person(s)
your primary service location. | | Ext.A | Fax*” |Cell Phone~™ |Email*™ |Position™™
You may enter additional
ek elatiorsiinen Smith Tom 701-555-5555 Provider Enrollment Office
completing the remainder of
the information and prior to
submitting the application.
The Service Location Address
may not be 2 post office

ox.

yaiate e=—u

This vill provide suggestions
based on an official US
postal address, you alse
have the option to override
these suggestions.

1-1of1

/

*Gender Served: *Age Range Servad: *Languagas Supported:

B Available: Salectad:
+ [ | English
[ o-5vears [ 6-12 Years Albanian “m

Arabic
[ 13-17 Years [ 18-21 Years Bangla

Phone, FAX and Contact

To add Phane, FAX and/or
ormation, dlick the
appropriate 'Add’ button. Bosnian =
Enter the requirsd [ 22-59 vears [] &0+ vears

information snd Ssve the e ——

form. Click anywhere on an
existing row to update or \

delete the row.

servce W

Select the appropriate
Gender and Age Ranga(s)
served. If a Language other
than English is spoken,
select the language from the
list, then click the -> to ;
select. If English is not ?) *1s this location wheelchair accessible? JN

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

Counties Served ) Distance From Location

Step Action

18. Click the Appropriate Gender Served option.

Step Action

19. Click the Appropriate Age Range Served option.

Step Action

20. Click the Appropriate Languages list item.
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portal1ut/p/c5/hYSID gmgQCaX2HQgkWSIUMEDUNFAZFgC O ~ @ & X | & North Dakota MMS .
based on an official US © Male O Female @ Bath al iy = q
postal address, you also B [Engisn
have the option to override o g
o e e 0-5 Years 6-12 Years Albanian (= B2

Bangla

Phone, FAX and Contact 13-17 Years [/] 18-21 Years Bosnian
To add Phane, FAX and/er <
Contact infarmation, click the 22-59 Years ] 60+ Years Cambodian/Campuchean
appropriate 'Add’ button. —

Enter the required
information and Save the
form. Click anywhere on an

existing row to update or ] N
delete the row. Service Area

Service X X

Selact the appropriate *Plaase define your service area by Counties served, or by distance from your location.
Sendedandl SlRac Bl ©) Counties Served O Distance From Location

served. If a Language other
than English is spoken,
select the language from the
list, then click the -> to -
select. 1f English is not © ves O No
=pokan, dick the <- to

remove it. If the langusge is
not available, please enter it
as Other Language. This. © ves © no

I

*Is this location wheelchair accessible?

(=

) *Is this location TOD/TTY Equipped?

(=

the Public Provider Finder. *Does this location provide after-hours services?
Ansver all required guestions - _
by selecting yes or no, @ ves O no
additional information may.

be required if snswered Yes.

(=

*Are you a pharmacy or do you provide pharmacy services?

(=

Hours of Operation © ves O No

To add Hours of Oparation,

click the "Add Hours of 2) *Are you a 340b Provider?
Operation’ button. Entar the L

required information and © Vo= @ No

Save the form. Clid
anywhera on an existing rov 7) *Do you vish to be excluded from public provider searches?
to update or dalete the rom. ~ -
() Yas @ nNo
Interpretive Services ‘
Available . . - »
To add Interprative Services \m rvices Available
dd

Available, click the 'A
Interpretive Service' button.
Enter the required

information and Save the Add Hours of Operation Add Interprefive Services Available

form, Click anywhere on an
Interpretive Services Available

existing row to update or
delete the row.

Special Needs

To add the Special Needs

that your location is

equipped to serve, dick the
iate chec!

Step Action

21. Click the Counties Served or Distance From Location option.

Step Action

22. Click the Appropriate Counties or Distance From list item.

Step Action

23. Click the Yes or No option for questions 1 - 6. Note: The question that
references 340b providers applies to pharmacy providers only. If it does not
pertain to this enrollment, select the ‘No’ radio button.
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cERS o
click the 'Add Hours of
Operation’ butten. Enter the
required information and
Save the form. Click
anywhere on an existing row
te update or delete the row.

Interpretive Services
Available

To add Interpretive Services
Available, dick the 'Add
Interpretive Service' button.
Enter the required
information and Save the
form. Click anywhere on an
existing row to update or
delete the row.

Special Needs

To add the Special Needs
that your location is
equipped to serve, dick the
appropriate check boxes.

=57
To enter CLIA information,
click on the plus sign. Click
the 'Add CLIA' button, Enter
the required information and
Save the form. Click
anywhere on an existing row
to update or delate the row.

Date
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 Data.

Mailing Address

Enter the address that you
prefer to recaive
correspondance. If the
Mailing Addrass is identical to
the Service Location Address.
entered above, answer Yes.
Othervise, answer No to
enter a different address.

Electronic Funds Transfer

El
1f you plan to use EFT and
have the banking
information available, answer
Yes and enter the required
information now. If you do

) Yas @ no

Do you vish to be excuded from public provider searches?

rvices Available

Day of Week

Add Hours of Oper

Open +

Close =

Special Needs

] Mantal Heslth
[ substance abuse pisabilities

[7] pevelopment Disabilities.

(=] 5 Tl
[ Hrviaps pisabilities

[7] Physical Handicapped Disabilities

Add Interpretive Services Available

Interpretive Services Available :

\

i

(] Disruptive [7] seseuslly
ther Disabilities [] Blind/visually Impaired Disabilities /

| Faciity

Facility Data

Begin Date 3

End Date &

Step

Action

24,

Special Needs section is optional. This is for informational purposes only.

25.

Hours of Operation and Interpretive Services are optional. This is for

informational purposes only.
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J2BTl g FgQDp7 O ~ @& C X | 2 North Dakots MMIS .. *
T

(] T [ sexually

(VI Bthisr pisabilitias [7] Blind/visuzlly 1mpaired Disabilities

| Facility
Facility Data |

’, Bed Capacity Data

‘ Clinical Laborat: (cunll

(

*Is this mailing address the same as service location?

© ves O no

delivary.

T
Mailing Location Phone Numbers

Details
wiould like to include

Mailing Location Contact Person(s)

of .
https://mmis.nd.gov/portals/wps/portal/!ut/p/c5/hY5IDoJ AEEXPAgmqQCaXb... Lé(s) i

Step Action

26. Click the Add Facility Data button. Applicable to institutional enrolling entities.

[ Add Facit Data__

Step Action

217. Click the Appropriate Facility list item.

Step Action

28. Enter the desired information into the Begin Date field.

Step Action

29. Enter the desired information into the End Date field. Enter 12/31/9999.

Step Action

30. Click the Save link.
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| Facility
of

— Facility Data
‘Add Facility Data
N T T T
NRS-Nursing Facilil 01/01/2012 12/31/2015

Add Bed Capacity Data Save | Reset | Cancel

*Bed Type =4 of Beds *Begin Date *End Date
Basic Care -

) |
(\ Cinkal b ] |

Step Action

31. Click the Bed Capacity Data link. Applicable to institutional enrolling entities.

[ Bed Capacity Datd

Step Action

32. Click the Add Bed Capacity Data button.

Step Action

33. Click the Appropriate Bed Type list item.

Step Action

34. Enter the desired information into the # of Beds field.

Step Action

35. Enter the desired information into the Begin Date field.
Step Action

36. Enter the desired information into the End Date field. Enter 12/31/9999.
Step Action

37. Click the Save button.
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! hys)
f‘ (= Clinical Laborats (cuml “
clin 2=~ T T
Add CLTA # Save | Reset | Cancel
bulletins.
yaurBulstins =LA 2 *Begin Date *End Date
Click the Save buttan at the =) =)
bottom of the page to
validate the page content ‘
| Mailing Address |
*Is this mailing address the same as service location?
D ves O we
any questions,
EooEnes e ) . Add Mailing Location Numbers
Enrollment st (800) 755~ Mailing Location Phone Numbers -
Mailing Location Contact Person(s) s
- . Add Mailing Location Contact Person
Mailing Location Contact Person(s)
‘ Electronic Funds Transfer (EFT) |
’7‘? Do you vish to participate in Electronic Funds Transfer Payments?
© Yes O No e

Step Action

38. Click the Clinical Laboratory Improvement Amendments (CLIA) link.
Required for all enrolling entities that have an onsite laboratory.

Step Action

39. Click the Add CLIA button.

Add CLIA

Step Action

40. Enter the CLIA certification number into the CLIA # field.

Step Action

41. Enter the begin date of the current certificate into the Begin Date field.
Step Action

42. Enter the expiration date of the current certificate into the End Date field.

Step Action

43. Click the Save link.
Eava
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Other Details

IF you would like to include
your suspended claims on
your Remittance Advice,
select an option from the
Print Suspense drop-dovin. 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 Bullatin
Media drop-dovn to indicate
how you would like to receive
your bulletins.

Click the Save button at the
bottom of the page to
validate the page content
and save the informatian.
Click the Continue button to
move onto the next step. If
you choosa to Exit
Application, plesse 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-

—| = Clinical Laborat (CI.lAIl

| System successfully saved the Information.

Add CLIA

CLIA #-7 Begin Date*™ End Date*™
35D1055181 01/01/2012 12/31/2015
1-1of1

ﬁ"iiﬁng Address |

g address the same as service location?

T
T e e T

Phone Number™~ Fax Number™~

Mailing Location Contact Person(s)

—
Mailing Location Contact Person(s)

Last Name*™ First Name*~ Middle Initial*™ Phone*~ Ext.~™ Fax*~ | Email*™

,‘ Electronic Funds Transfer (EFT) Pay 1

() *Do you vish to participate in Electronic Funds Transfer Payments?

@ Yes © No

-2 g Address |

N N

I

Step

Action

44,

Click the Yes or No Mailing Address option.
If No, Enter Mailing Address information.

45.

Contact person and email address is required.
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s/wps/portal/lut/p/c5/hY5/DoJA gmgQCaXSCMmQIMSCEBUBIWEAY O ~ @ & X | @ North Dakots Mis .. < [l 3 dEe]

o
Electronic Funds Transfer (EFT) Payments
(9] *Do you vish to participats in Electronic Funds Transfer Payments?

© ves O no

*Bank Name

*Bank Address

Address

*city *State *zip

*Bank Routing Transit *Bank Account # *Account Type

< What is this? M
What is

this?

Qk Phane # *Account Holder Name *Payee Provider's /
Name

=l pilling Address

Nota:The billing address is equivalent to your Pay To address where your checks vill be mailed.
*Is this billing address the same as the service location?

D vas O wa

- . ‘Add Billing Location Phone Numbers
Billing Location Phone Numbers
I
Billing Location Contact Person(s)

Step Action

46. Click the Yes or No EFT option.
If Yes, complete the Bank Information.

Step Action

47, Enter the desired information into the Bank Name field.

Step Action

48, Enter the desired information into the Bank Address field.

Step Action

49. Enter the desired information into the City field.

Step Action

50. Click the Appropriate State list item.

Step Action

51. Enter the desired information into the Zip field.

Step Action

52. Enter the desired information into the Bank Routing Transit # field.

Step Action

53. Enter the desired information into the Bank Account # field.

Step Action

54. Click the Appropriate Account Type list item.
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Step Action

55. Enter the desired information into the Bank Phone # field.

Step Action

56. Enter the desired information into the Account Holder Name field.

Step Action

57. Enter the desired information into the Payee Provider’'s Name field.

ps/p hY gmqQCaXSCMmQjMjsCEEXUBKWEAU O ~ @ € X | & North Dakota MMES ...

Bank

*Bank Address
100 Main Street

Address

*City *Zip
Bismarck NorthDakota  ~ 58501
*Bank Routing Transit *Bank Account Acc y
2 100000 Whatis this?  CHECKING ACCT ~
291378130 what is
this?
*Bank Phone # *Account Holder Name *Payee Provider's
701-555-6555 Group om

Group

— p

Add Billing Location Phone Numbers

Billing Location Phone Numbers

Add Billing Location Contact Person

Billing Location Contact Person(s)

Step Action

58. Click the Yes or No Billing Address option.
If No, complete Billing Address fields.

Step Action

59. Contact person and email address are required.
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| = Billing Address

Note:The billing address is equivalent to your Pay To address where your checks vill be mailed.

*Is th

lling address the same as tha servica location?

- . Add Billing Location Phone Numbers
Billing Location Phone Numbers.
Phone Numbers™ Fax Number®™

Add Billing Location Contact Person

Billing Location Contact Person(s)

*Requested Delivery Media for Remittance Advicas(RAs)

© Electronic (825) © web Portal Inbox © paper

Nota: The providar can only choose ane RA option. Your paper RA uill ba sent to the billing address listed.  J

| Other Details |

Print Suspense RA Sort Ind Bulletin Media

I

Exit Application

©2012 Affiliatad Computer Services, Inc. All Rights Reserved. “n
Privacy Policy | Site Map | Terms of Use | Brovser I ility Compli e

Step Action

60. Click the Appropriate RA option.

e Electronic 835 — Receive a HIPAA X12 transaction

e Web Portal Inbox — Receive in the ND MMIS inbox

e Paper — Mailed to the billing address listed in the enroliment application

Step Action

61. Click the Save button.
Sawve

Step Action

62. Click the Continue button.

[ o

Step Action

63. The next section will take you through how to complete the Group Affiliation page
End of Procedure.
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Group Affiliation - Group

Procedure

= Required Field

QKBhiQ1BIEDMwAZ0nAKRYUEget O = @ € X | (2 North Dakota MMIS

Print | Help —

Application Links
e Application Tracking
Number - 124010
e Instructions

+ 1dentifying Information

® Licensure / Certification

* Provider [dentifier
Numbers

* Sarvics Location / Billing
Information

P Group Affiliation

o Electronic Transaction
Submission

o Ormership

o Authorized Reps

o Exclusions / Sanctions

o Qualified Service
Providers

Help

Croup Affiliation
To add Group Affiliation
information, click the 'Add
Group' button. Enter the
required informatien and
Save the form. Click
anywhere on an existing row
te update or delete the row.

Date
MM/DD/YYYY, 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 paga to
validate the page content
and save the information.
Click the Continue buttan 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.

- Sections |

Instructions

List all activa ND Medicaid Individual providers, and related information, who perform servicas on behalf of the Group at the
location identified in Section 4. This vill be cross to AFfil identified by Individual Providers to
ensure consistency.

Regarding i d Claims i
In order for Group providers to raceive payment for services performed by individual practitioners on behalf ot the Group,
performing providers must be enrolled in the ND Medicaid program as Individual Providers and affiliated vith the Group
Providers in the ND Medicaid Management Information Systam (MMIS).

Group applicants are respansible for identifying in this Section 5 all Individual Providers who perform services on behalf of the
group practice at the lacation identified in Section 4.

The must enroll 25 ND Medicaid Individual Providers, likevise identifying the Group Providers
vith which they are affilisted. Individual Providers and Group Providers vill be affiliated in the systam for claims processing
purposes.

When the Group Provider submits = valid claim for services performed by an affilisted Individual Provider, payment il be
made to the Group.

If the Group Provider has not identified an affiliated Individual Provider, claims submitted by the Group Provider for services
performed by the individual practitioner vill be denied.

Confinue>> | Reset | Save | Exit Application

hitps;//mmis.nd.gov/portals/wps/portal/lut/p/c5/hY5)D0) QEETPwgmbmXGl... |

Step

Action

Affiliate all active individual providers who perform services on behalf of this

group.
*Use the current individual ND Medicaid number as the provider number.
*Multiple Individual Providers can be added.
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ion, who perform services on behalf of the Group at the
ntified by Individual Providers to

In order for Group providers to receive payment for services performed by individual practitioners on behalf ot the Group,
performing providers must be enrolled in the ND Medicaid program as Individual Providers and affiliated vith the Group
Providers in the ND Medicaid Management Information System (MMIS).

Group applicants are respo:
aroup practice at the locati

entifying in this Section 5 all Individual Providers who perform services on behalf of the
Section 4.

The m i1 as ND Medicaid Individual Providers, likewise identifying the Group Providers
vith which they are affiliated. Individual Providers and Group Providers vill be affiliated in the system for claims processing
purposes.

When the Group Provider submits a valid claim for services performed by an affilisted Individual Provider, payment vill be
made to the Group.

- If the Group Provider has not identified an affiliated Individual Provider, claims submitted by the Group Provider for services
n "
.
North Dakota Provider #aw Name of Individual Practitioneraw Effective Date of Affiliationav

I

Add Affiliation Save | Reset | Cancel

*#Horth Dakots Provider = *Name of Individual Practitioner *Effactive Date of Affiliation

"\ e —

©2012 Affiliatad Computer Sarvices, Inc. All Rights Reserved. B
Privacy Policy | Site Map | Terms of Use | Brovser I ility Compli b

Step

Action

Click the Add Affiliation button.

Add Affiliation

Step

Action

Enter the desired information into the North Dakota Provider # field. Enter the
individual’s current ND Medicaid provider number. This number is nine digits
and must include the leading zeros. Example: 000012345.

Step

Action

Enter the desired information into the Name of Individual Practitioner field.

Step

Action

Enter the desired information into the Effective Date of Affiliation field. Enter the
effective date of the individual’s affiliation to the group.

Step

Action

Click the Save link.
Cave]

Step

Action

Repeat steps 2 — 6 until all Individual Practitioners are added.

Step

Action

Click the Save button.
Sawve
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Action

Click the Continue button.

Continuwe>>

Step

Action

10.

The next section will take you through how to complete the Electronic Transaction
Submission page.
End of Procedure.

Electronic Transaction Submission - Group

Procedure

hY5) Do) AEEXPwgFMFcjkEmIED QyCrwlwSEQGYwEAS: O ~ @ C X

Home Program } || Member » || Provider F|| Documentation b | Directories ¢

= Required Fiald

Application Links 7‘ Electronic i ission- Section 61
o Appl
. A Providers, who choose to submit claims slactronically, must be awars that payment of claims vill ba from fadaral and state
‘,Inslru:tluns funds and that any falsification or concaalment of matarial fact may be prosecuted under Federal and State lavs. Further,
dentifying Infarmation providers must undarstand and agres to do the following:
o Licensure / Certification + Safeguard agsinst sbuse in the use of slactronic claims submission
o Brovider Identifier ® Corractly entar the claims data, monitor the data, and cartify that the dats entered is corract.
Numbers ® Assure that the transmission of claims data is restrictad to authorized personnel to prevent erronsous payments vhich
o Service Location / Eilling might result from carelessness or fraud.
Information & Have on fils the applicable. to any claims submitted
o Group Affiliation * Allow the agency or any of its designees and representatives to review and copy all racords, including source documents
» Electronic Transaction and data related to information enterad through elactronic claims submission.
Submission o Abide by all Federal and Stat statutes, rules, regulations, and manuals governing North Daketa programs.
+ Ovmership * Sign and adhere to all conditions of the Provider Agreement and be officially enralled in the program to participate in
o Authorized Reps e s
* Exclusions / Sanctions
* Qualified Service \
Provider Indicate which of the following will e used to submit fransactions electronically:
Help Dnorth Dakota Enterprise Web Portal
Select on of the submission || | L Vender Softuars
methods. Additional E
information will be required if
s pationil el [0 eilling Agent/Clearinghouse
Softvare or Billing

Agent/Cl \

Click the Save button at the Continue: Reset | Save | Exit Appli
bottom of the page to

wvalidate 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
Enroliment at (800) 755~

©2012 Affilisted Computer Services, Inc. Al Rights Reserved. -
Privacy Policy | Site Map | Terms of Use | Brovser | c d
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Step

Action

In this section, you will need to choose 1 of 3 options to submit electronic
transactions.

ND MMIS Web Portal - for those that will be entering Medicaid claims
directly into the ND MMIS web portal. Pharmacy providers should
always select this option.

Vendor Software — for those that have their own software that creates a
batch file and are sent directly to the State to process. PC ACE, for
example, would be considered vendor software. A provider selecting this
option would be acting as their own Trading Partner.

Billing Agent/Clearinghouse — for those that use a third party to submit
their claims on behalf of the group. The third party is the Trading Partner.

Print | Help - O

| Electronic

funds and that any falsi
providers must undersr
Safeguard

ning North Dakota programs.
2t and e officially anralied in the program ta participate in

Indicate which of the following will be used td submit transactions electronically:

[ElNorth Dakota Enterprise
[Ivandor Softuara

=]

Web Portal

I

Confinue=> | Reset | Save

Exit Application

©2012 Aflizted Computer Sanvces, Tnc. Al Rghts Reserved. -
privacy poliey | Site Map | Tarms of Use | sroumer I c

Step

Action

If using ND MMIS Web Portal, claims can be entered directly into the ND
MMIS Web Portal.

Step

Action

If submission is through a Vendor Software (X12 Transaction), the Group will
be acting as their own Trading Partner.
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Step Action
4. If submission is through a Billing Agent/Clearinghouse, the
Agent/Clearinghouse will have to enroll as a trading partner through ND
MMIS. Those trading partners are required to enroll and identify your group in
their affiliations. Trading Partners were notified of this requirement in a separate
communication.
Note: If you use more than one billing agent/clearinghouse, only one can be
entered. Once the State is closer to full implementation of the system and you
receive your new provider information from the Department, you will need to work
with the Department’s trading partner enrollment specialist to have the additional
billing agents/clearinghouses added.
B o e
[Dvendor Softvare L
O eilling Agent/Clearinghouse |
[Ccomsem> || Reset | Sava ||, ExtApphcaion:
Step Action
5. For the purpose of this training, we will select Vendor Software.
Step Action
6. Click the Vendor Software option.
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{2 North Dakota MMIS

Program b | Member b | Provider }|| Documentation b | Directories b -
Electronic Transaction Submission Print | Help - O —
* Required Field
Application Links _‘ Electronic Section 51
* Application Tracking
mber - 124010 X §
O Somtoe Providers, who choese to submit claims electronically, must be aware that payment of claims vill be from federal and state
v funds and that any falsification or concealment of material fact may be presecuted under Federal and State lans, Further,
1dentifying Information providers must understand and agree to do the folloving:
* Licansure / Certification o Safeguard against sbuse in the use of electronic claims submission.
* Provider Identifiar ® Correctly enter the claims data, monitor the data, and certify that the data entered is correct.
Numbers ® Assure that the transmission of claims data is restricted to authorized personnel to prevent erronecus payments which
* Servica Location / Billing might result from carelessness or fraud,
Information ® Have on file the applicable ion to any claims submitted.
o Group Affilistion o Allow the agency or any of its designees and representatives to review and copy all records, induding source documents
» ronic Transaction and data related to information entered through electronic daims submission.
Submission o Abide by all Federal and State statutes, rules, regulations, and manuals governing Horth Daketa programs.
¢ Ovmership * Sign and adhere to all conditions of the Provider Agresmant and be officially enralled in the program to participate in
* Authorized Reps electronic claims submission. E
o Exclusions / Sanctions
* Qualified Servica
Providers Indicate which of the following will be used to submit transactions electronically:
Help [ north Dakots Entarprise web Portal
Select one of the submission vendor saftuare
methods. Additional
information will be required if | SeTeRaTE e ——
the selzction is Vendor Y
Softvare or Billing
Agent/Clearinghouse.
3 d *Softuara Nama *Varsion #
Click the Save button at th
bottom of the page to .
validate the page content Pratocal
and save the information. - g
Click the Continue buttan &
move onto the next step. 1
:“.,“.,FQ;’EZi,‘;.Z:;‘E veve ok [eilling Agent/Clearinghouse
nota the Tracking Number
print this page =0 you can *Please check transactions that you submit and/or receive:
make updates to this
application at another time Submit R
If you have sny questions, O 270 (enigibility tnquiry) [ 270 (TPL Coveraga Inquiry)
plesse contact Provider
Enrollment at (800) 755~ [0 271 (7L Coverage Response) [ 271 (Eligibility Inquiry Response)
[ 276 (Claim Tnquiry) [ 277 claim Inquiry Response
[l 278 service Authorization Request [] 278 Service Authorization Responss o=

Action

Enter the desired information into the Software Vendor Name field.

Action

Enter the desired information into the Software Name field.

Action

Enter the desired information into the Version # field.

Action

Click the Protocol list item and select the appropriate list item. If none of the
options apply to this enrollment, choose any option. This does not affect
enrollment and is informational only.
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Step

Action

11.

Click the Appropriate Submit and Receive options.

Submit options:

270 — Contacting the health insurer about the eligibility and benefits of a patient.
271 - N/A

276 — Contacting the health insurer about the status of a claim.

278 — Sending or receiving referrals or authorizations.

835 - N/A

873D — Submitting dental claims to the health insurer.

8731 — Submitting Institutional claims to the health insurer.

837P — Submitting Professional claims to the health insurer.

Receive options:

270 — N/A

271 — Receiving information from the health insurer about the eligibility and
benefits of a patient.

277 — Receiving information about the status of a claim from the health insurer.
278 — Sending or receiving referrals or authorizations.

820 - N/A

834 - N/A

835 — Receiving payment and/or remittance information from the health insurer for
claims.

8371 - N/A

837P — N/A

Step

Action

12.

Click the Save button.

Step

Action

13.

Click the Continue button.
Continue=>

Step

Action

14.

The next section will take you through how to complete the Ownership page.
End of Procedure.
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Ownership - Group

Procedure

{2 North Dakota MMIS

ut/p/c5/hY5ID: JBIcttBBEFpBSg1BHAKRIcagcHph O ~ @ €& X

Print | Help = O

* Required Field

Aplication Links . op Secton 7 |

e Application Tracking
Number - 124010

+ 1dentifying Information
® Licensure / Certification (B *1. How many ovmers of this applicant have a 5% or more ovmership interest in the group?
o Provider [dentifier —

Numbers |
* Sarvics Location / Billing

+ Group Affiliation

s Electronic Transaction
Submission

P Ownership

o Authorized Reps

e Exclusions / Sanctions

© Gl S e =iz myrem e e e e @ et o e mEe 2lras

roviders

Ownership

ness As (DBA) Name &

I

Help
| Answer all of the [B *3. Are any of the persons with an ovmership or controlling interest in the provider's company related to one ancther as
e spouse, parent, child, sibling or household member?

information will be
required if your
response is Yes

© ves O no

‘Ownership,
su—'ﬂ—'l-:::m::“g:f‘::& (7) =3. What is the total number of managing/diracting employzes far the group?
Relativer Please enter employee information for each employee included in the number entered.
To 2dd Ounership,
Managing/Directing, 0

Subcantractor, and/ar R
RelativeEmployee

and/or Relative
information, dlick the Employee

appropriate 'Add’
buttan, Entar the.
required infarmatian,
and Save the form.
Click anywhere on an
existing row to update
or delete the row.

Last Name o First Name o MI 5 Title Date of Birth +

() =5. Do any of the membars of your immadiate family (spouse, parent, child, sibling r housshold member) have
owmership of 5% or greater in a subcontractor to your business or practice? (A subcontractor is an individual, agency, or

Date:
MM/DD/YYTY or click the| to which an appl o has. d of providing madical care to its patients.]
Calendar icon to choose

a date. End or D ves O no

Expiration Date should
be greater than Begin

Step Action

1. Enter the desired information into the Owner field. This section is required for all
enrolling entities except non-profit organizations and non-corporation
government owned entities.
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2) =1. How many ovmers of this applicant have 2 5% or mare ownership interest in the group?

2

\

Please enter ovnership information for each owner includad in the number sbove

Save | Resst | Cancel

*Business Name _ *Doing Business As (DBA) Name  *EIN *Effactive Date of Ownership Current ND Provider

B /

I

any of lhe persons vith an evnership or controlling interest in the provider's company related to one ancther as
sibling er household member?

2) 2. What is the total num

Please enter employes inl

ging/directing employees for the group?

r each employee induded in the number entered.

0

Date:

MM/DD/YYYY or click the
Ca o choose Employee T

a

e Begin
or Effective Date.

Click the Save button at
the bottom of the page
pag

to 2) 3. Do any of the members of your mmediate family (spouse, parent, chilg sibling or housshold member) have
<o ovmership of 5% or greater in 3 subcontractor to your busin practica? (A subcontractor is an individual, ageney, or

inl +o which an appl o has. B i e e G i

Cli

butt ) ves O no -

Step

Action

Click the Add Ownership button.

Add Ownership

Step

Action

Click the Individual or Group option.

Step

Action

Enter the desired information into the Business Name field.

Step

Action

Enter the desired information into the Doing Business As (DBA) Name field.

Step

Action

Enter the desired information into the EIN field.

Step

Action

Enter the desired information into the Effective Date of Ownership field.

Step

Action

Enter the desired information into the Current ND Provider # field.

Step

Action

Click the Save button.

Save

Step

Action

10.

Repeat steps 2 - 9 until all owners that have at least 5% ownership are

added. The number in question 1 above should match how many are added.
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* Required Field

Print | Help -

Application Links
+ Application Tracking
Number - 124010

o Instructions

* 1dentifying Information

® Licensure / Certification

* Provider Identifiar
Numbers

* Service Location / Billing
Information

* Group Affiliation

* Electronic Transaction
Submission

& Exclusions / Sanctions
¢ Qualified Servica
Providers

Help

Answer all of the
questions. Additional
information will be
required if your
response is Yes

‘Ownership,
Managing/ Directing,

(B *1. How many ovmers of this applicant have a 5% or more ownership interest in the group?

2

i System Successfully saved the Information. i

Ownership

Doing Business As (DBA) Name ¥ Current ND Provider # ¥

Effective Date of Ownership ¥

Name ¥

Group 17 01/01/2000 1450419

1-1of1

Blease enter ownership information for each owner included in the number abave

(2] *2. Are any of the persons vith an ovmership or controlling interest in the provider's company related to ene aneother as
spouse, parent, child, sibling or household member?

© Yes C

and
Relative:

To =dd Ovmership,
Managing/Directing,
Subcontractor, and/or
RelativeEmployee
and/or Relative
information, click the
=ppropriate 'Add!
button. Enter the
required information,
2nd Save the form.
Click anywhere on an
existing row to update
or delete the row.

Date:
MM/DD/YYYY or click the|
Calendar icon to choose
a date. End or
Expiration Date should
be greater than Begin

(2] *3. What is the total number of managing/diracting employeas for the group?
Please enter employee information for each employee included in the number entered.

o
| s envree
Employee
Last Name o First Name o MI 5 Title o s

(2) *5. Do any of the members of your immediate family (spouse, parent, child, sibling or household member) have
ovmership of 5% or greater in = subcontractor to your business or practice? (A subcontractor is an individual, agency, or
h

to which an appl B s of providing medical care to its patients.)

Step

Action

11.

Click the Yes or No option on question # 2.

peCHEEWERML D+ @ € X ) 5 North Dakots MMIS ., =

Answar all of the
questions. Additional

Mansging/Dirscting,

ater than Aegin
or Effactiva Date.

Click the Save button al
the battom of the page
L validate the page
cantent and save the
Infarmstian,

Click the Continus

button 19 move onio

this snalicatian st
athar b

o you have sny
auasiions. ol
cantact Prov
Encalimant st (B50)
733-2604.

infarmation wil be 7| "2 Are any of tha pers: ‘an awnarship or cantrolling interest in the provider's campany related to one ancther as
required if your T Apouse, parent. <hlk‘l ‘leu of household membar
raspenss is Tei
) ves B we
Qunecshin,
Subsenirecter, and
d S, ] 73, What is the total number of maneging/directing amployvess for the groupT

wnter amployes information for

ch employes incdudad in the number sntered.

)7

e
5 contracted of providing medical care to its patants.}

©2012 AHiliated Computer Service:
Erivace Policy | Site Mag | Terms of e | Qeowy

Inz. All Rights Reserved.
| b

Compliance
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Step Action
12. Enter the desired information into the Number of Managing/Directing employee's
field. This section is required for all enrolling entities. This section must
include the signer of the W9, signer(s) of all State forms, all managing
employees, and all board members.
(& https//mmis.nd.gov/portals/uwps/portal/\ut/p/c5/hY5IDoIAEEXPwomAQCaXDCOMDDILVSEELEBKWEAM: O + @ & X | & North Dakota MMIS .. = [l s 38 ¢ =3
S T O ST
add Empioven e
T R R M O PR B S T
Step Action
13. Click the Add Employee button.
Step Action
14. Enter the desired information into the Last Name field.
Step Action
15. Enter the desired information into the First Name field.
Step Action
16. Enter the desired information into the Date of Birth field.
Step Action
17. Enter the desired information into the SSN field.
Step Action
18. Enter the desired information into the State/Country of Birth field.
Step Action
19. Click the Yes or No option on question 4.
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Step

Action

20.

Click the Save link.
Sawvel

Step

Action

21.

Repeat steps 13 - 20 for each Managing/Directing employee.

p/c5/hY5ID: IDMCGOIwWCESGRILBOS

{2 North Dakota MMIS

Ansveer all of the
questions. Additional
information vill be
required if your
response is Yes

2. Are any of the persons with an ovmership or controlling interest in the provider's company related to one another as
spouse, parent, child, sibling or household member?

(=

© Yes @ no
‘Ownership,
Managing / Directing,
Subcontractor, and
Relative:

To add Ownership,
Mznaging/Directing,
Subcantractor, and/ar
RelativeEmployae 2
and/or Relative

infermation, click the
appropriate "Add'
button. Enter the
required information,
and Save the form. Employee

*3. What is the total number of managing/directing employees for the group?

[

Please enter employee information for each employee included in the number antered.

| System succassfully saved the Information.

Click anywhere on an ~ a ip A
existing row to update First Name - Title & Date of Birth + o
ar delete the row.
" 12/01/1960
Date: = /o1/
MM/DD/YYYY or click the N
Calendar icon to choose o 24040525

a date. End or
Expiration Date should 1-20f2
be greater than Begin
or EFfactive Date.

7] *5. Do any of the members of your immediate family (spouse, parent, child, sibling ar household member) have

— ownership of 5% or greater in & subcontractor to your business or practice? (A subcontractor is an individual, agency, or

organization to which an applicant/provider has contracted responsibilities of providing medical care to its patients.) J

Click the Save button at
the bottom of the page
o validat the page
content and save the
information.

Click the Continue
buttan to move onto
the next step. If you
choose to Exit
Application, pleasa
save and note the
Tracking Humber or
print this page =0 you

I

Confinue>> | Reset | Save | Exit Application

can make updates to
this application at
another time.

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

2012 Affiliatad Computer Services, Inc. All Rights Reserved. “n
Privacy Policy | Site Map | Terms of Use | Brovser I ility Compli

Step

Action

22.

Click the Yes or No option on question 5.

Step

Action

23.

Click the Save button.

Step

Action

24.

Click the Continue button.

Step

Action

25.

The next section will take you through how to complete the Authorized Reps page.
End of Procedure.
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Authorized Reps - Group

Procedure

p/c5/hYTLDOIWEEW xS-VAVHgskLFxFIFQaEbg iCyCORQOD: O ~ @ € X | @ North Dakota MMIS .. %

( Add Authorized Representatives

Add Authorized Representatives Save | Reset | Cancel

Begin Date End Date

&

*Last Name *First Name Middle Initial Title Suffix

- ist In Charge |

Last Name First Name Middle Initial  Title

>> | save | Reset | ExitApplication

Step Action
1. Click the Add Authorized Representatives button. Required. The Authorized
Representative is an individual who can act/speak on behalf of the enrolling
entity. This individual is the signer of State Form Number (SFN) 1168.
[ Add Auhorusd Reprosematives___
Step Action
2. Enter the desired information into the Last Name field.
Step Action
3. Enter the desired information into the First Name field.
Step Action
4, Click the Appropriate Position list item.
Step Action
5. Click the Save button.
Save
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qQBIcEmggETD!

= Requirad Field

Application Links i : .
* Appl Tracking
.

First Name 3 Middle Initial ; Suffix = Begin Date 3!

o

Help

First Name Middle Initial  Title

I

Save | Reset | Exit Application

Step Action

6. Enter Pharmacist in Charge if applicable. Required for all pharmacy
providers.
Step Action
7. Click the Save button.
Sawve

Step Action

8. Click the Continue button.

[ cotrue

Step Action

9. The next section will take you through how to complete the Exclusions / Sanctions
page.
End of Procedure.
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Exclusions / Sanctions - Group

Procedure

Exclusions / Sanctions

* Required Field

Application Links

o Apglication Tracking
Nomber - 124010

o Instructions

+ 1dentifying Information

& Licansure / Certification

* Provider [dentifier
Numbars

* Service Location / Billing
Information

memb:

. jusion [ Sanction- Section 7 \\
*1.Are any of the named owners related to owners of the subcontractor as spouse, parent, child, sibling or household \
=2

I

& Group Affiliation 2) *2.Is the group chain affilisted?
& Electronic Transaction =0
Submission O Yes © no

& Ovmership
& Authorized Reps

P Exclusions / Sanctions 2) *3.Is the group operated by 2 management company or leased in whale or part by ancther organization?
o Qualified Servica R

Providers O ves © no B
Help

7) =4.Are there any individuals or organizations having a direct or indirect ovmership or controlling interest of 5% or more in
= the group that have been convicted of a criminal offense related to of suc or in any
of the programs established by Medicare, Medicaid, and State Health Insurance Programs?

Answer all of the guestions.
Additional information will be
required if your response is
Yes.

Name and Federal Program
To add Name and Federal 7] *5.Are there any directors, officers, agents, or managing employees of the group that have ever been convicted of a

criminal offense related to their involvement in such programs established by Medicare, Medicaid, and State Health

Program information, click
Insurance Program?

the appropriate 'Add’ button.
Enter the required -
information, and Save the &) ves U No
form, Click anywhere on an
existing row to update or
delete the row.

2| *6.Has any family or household member or any person who has owmership or controlling interast in the group, ever been
! convicted, assessed, or excluded from State or Feders| programs due to fraud, obstruction of an investigation or a

Date
(CIERAR CrEEas controlled substance violation?

Calendar icon to choose a

Click the Save button at the
bottom of the page to

validate the page content

and save the information.

Click the Continue button to

2] *7.Does the applicant under any name or business identity, hava any outstanding overpayments uith any state or fadaral ’
=) program>

move onto the next step. If e

you choose to Exit

Application, plessa save and

not= the Tracking Number or L

Action

In this section, if Yes is answered for any question, more information will be
required.

Action

Click the Yes or No option on questions 1 - 20.
If Yes, complete the additional information.

Action

Click the Save button.

Action

Click the Continue button.

| Continue>>

Action

The next section will take you through how to complete the Qualified Service
Providers page.
End of Procedure.
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Print | Help = O

List your Medicaid eligible recipients.
You must list at least on

Medicaid Eligible Recipients

proof of insurance.

nt to enroll as a provider.

All Transportation Providers: You are required to submit with your application =

copy of your current valid driver's license and

I

psi//i . gov/portals/wps/portal/ut/p/c5/hY5ID gmqQCaxL... |

Exit Application

Step Action

1. If not enrolling as a Non-Medical Provider, this section can be skipped.
If you did not select Qualified Service Provider as a Provider Type or one of the

following Specialties:

1) Lodging

2) Provide Meals
3) Private Vehicle
4) QSP

This Section can be skipped.
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P lut/p/e5/hY5IDs

Ry Dec 27, 2012 -

{.®- " North Dakota MMIS Web Portal Skip Navigation | ContactUs | Help | Ssarch | |

i) EfEese e %..«adnlpmvmu (meals, lodging, o) | N\
* Licansure / Gertification
o Provider [dentifier

Qs [t g [miresrd] iafisis nzmm =wies

¥ szrvice Location / illing You must list at l=ast one recipient to enroll as a provider,
Information

- s Medicaid Eligible Recipients

I

Add Specialty Ssve | Reset| Cancel

*Medicaid ID FLastName ~First Name  MI Suffix
Help -

Agency Qualified Service .
Ay Onhiia] Zar/ k) [“Does the racipiant reside in the same household?

Selact 2 county from tha list
where service vill be provided
then dick > to select. If you

need to remove a county [+15 the recipient a Foster Child or Adult?
from the Selected list, select

the county then dick <- to & ves © Ne

remove it.

What is your relationship to the person you are providing
services?

Provider Global
Endorsements:

Agency Qualified Service \

Select an from I Providars: You are required to submit vith your apglication a copy of your current valid driver's license and
the list then click -> to %F of insurance.

select, 1f you need to S —
remove 2n endersement
from the Selacted list, selact oo | em|Een || e
the endorsement then click
<~ to remave it.

psi//mmis.nd.gov/portals/wps/portal/lut/p/c5/hY7LDoIWEEW x5-YQRHgs... |

Action

Click the Add Medicaid Eligible Recipients button.

Add Medicaid Eligible Recipients

Action

Enter Medicaid Eligible Recipients information.

Action

Click the Save button.

Sawve

Step

Action

Click the Continue button.

=

Step

Action

The next section will take you through how to complete the Submit Application

page.
End of Procedure.
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gmgAIF22TQdTASUUWEDSBWCMIOIBISV68YYWDI_SFfCnIQ6cqpepRilXdis O ~ @ ¢ X [ S ka3

File Edit View Favorites Tools Help

Print | Help - O

d, plea:

<e read the Provider Agraement, then dlic]

Register for Web Access

uld you like to rag

wo
£

f

2

"

.....

Provid:
b Submit

roviders

s
Application

Applicati
structed
-

If you have any questions.

I

arrors.If erars are found, you vill be led through the
vill be directad to the Submit Application Step Two -

Validate Application

2se contact Provider Enrollment at (800) 755-2604.

, ple

»
Microsoft Office

™
10:42 AM

i [e] O NSl N

Action

Read each of the Provider Agreements that pertains to this enrollment.
Medicaid and Basic Care Assistance Programs Provider Agreement —

Medicaid Program Provider Agreement - Required for all providers.
Pharmacy Agreement/Medical Assistance Program — Required for all

PCCM Agreement — Required for all individual Primary Care Physician

[}
Required for all Basic Care providers.
[ ]
[ ]
pharmacy providers.
[ ]
providers. This does not pertain to a group enroliment.
[}

EDI Trading Partner Agreement — Required for all providers who
selected Vendor Software in the Electronic Transaction Submission section
of the application. This provider will be acting as their own trading partner.
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/1ut/p/c5/hY5IDoJA gmgAIF22TQdTASUUWEDSBWCMIOIBISV68YYWDI_SFfCnIQ6cqpepRilXdis O ~ @ ¢ X [ S ka3

File Edit View Favorites Toels Help

Print | Help - O

. plea

s= read the Provider Agreement, then dlick either the "Yes" or "No" butten befere you

ograms Provider Agraement

EDI Trading Partner Agresment

Register for Web Access

ter for Web access? If you are enrolling for m = different User [D
B ote that if you only register for web acc » == data

access allovs you to submit claims electronically and creates an online message center where you can

I

refix *Last Name *First Name M1 Suffix

#Phona = Ext Email Address

Validate Application

thaalaos ston balote chocl L i P T -
application and instructed to correct =ach arror. If there is no eror, you vill be directed to the Submit Application Step Two -
e he final .

Review Application page before t I application submission
Validate Application

liment at (800) 755-2604. -

If you have any questions, please contact Provi

- ™
Microsoft Office “ W O YT e 1042AM

Step Action

2. Registering for Web Access is required for groups and allows providers full
access to the ND MMIS web portal and all of the features in the new system.
The Organizational Administrator listed in this section will be responsible for
maintaining all user I1Ds and login accounts to access the Web Portal for the
enrolling entity.

Step Action

3. Enter the desired information into the Organization Name field.

Step Action

4, Enter the desired information into the Organization Description field.

Step Action

5. Enter the desired information into the User ID field. The USER ID must consist
of the first initial of the first name followed by the entire last name of the
Organizational Administrator. No spaces or punctuation are allowed. The
USER ID can contain between 6-16 characters, no spaces, no special
characters, and is case sensitive. Example: The USER ID for Organizational
Administrator, Jack Anderson, would be ‘janderson’.

Step Action

6. Enter the desired information into the Last Name field.

Step Action

7. Enter the desired information into the First Name field.

Step Action

8. Enter the desired information into the Phone # field.
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Step Action

9. Click the Save button.

gmgmGHZDAQTAWUUekOILy AyRAkINN 5BEUMOD) V2pd O~ @ G X [ IS el

File Edit View Favorites Toels Help

¥ Identifying Information Medicaid and Basic Care Assistance Programs Provider Agreement
Py P — Medicaid Program Provider Agreement
o PBharmacy Agreement/Medical Assistance Program
 rovider 1dentifier PCCM Agreement
Humbers. EDI Trading Partner Agreement
*/ service Location / Billing
Information

 Group Affiliation Register for Web Access

+/ Electronic Transaction
Submission Would you like to register for Web access? If you are enrolling for multiple service locations, plesse provide a different User ID

v Ovmership for each service location. Please note that if you only register for web access for one service location, you may only access data

o Authorized Reps for that one location.

Registering for web access allows you ta submit daims and erez; y fer vhers you can

receive letters and remittance advices. (

 Exclusions / Sanctions
v Qualified Sarvice )

Providers @ ves © no
P Submit Application

*Organization Name *User 1D
Group group JASMITH
The submitted User ID
=slresdy exists. Please
enter another User 1D,
or select one of the
JASMITH, JACSMITH,
JACKSMITH
Prefix *Last Name *First Name M1 Suffix
- SMITH JACK - |
*Phone # Ext Email Address

701-555-5665

Validate Application

Click the Validate Application button below to check your application for errars.If erors are found, you vill be led through the
application and instructed to correct 2ach error. If there is no eror, you vill be directed to the Submit Application Step Two -

Review Application page befora the final application submission.
=

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

httpsy/mmis.nd.gov/ portals/wps/portal/ Ut/ p/cS/hY5ID jmputer Services, Inc. All Rights Reserve
S o == | Bro:

Step Action

10. If the User ID already exists, the system will prompt you to enter a different ID.
The system will recommend a different user name.

Step Action

11. Click the VValidate Application button.

| Validate Application
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(& North Dakota MIMIS Web P... %

B/e5/hYSID JQyEKZGQWOI3bgCh-evXv3LQQYBXTFVz2Ks-q50ll O ~ & & X [E IS gt o]

File Edit View Favorites Toels Help

Provider Enrollment - Sub

* Requirad Field

Application Step 2

A al Links
® Application Tracking
Humber - 124010

o Instructions

¥ Identifying Information

 Licensure / Gertification

* provider Identifier
Humbers.

" Sarvice Location / Billing
Information

¥ Group Affiliation

 Electronic Transaction
Submission

 Quinership

+ Authorized Reps

 Exclusions / Sanctions

+/ Qualified Sarvice
Providers

F Submit Application

Add Ancther Service Location

If you render services at any locations cther than the service address entered, dlick the 'Add Anather Service Location’ button

it an adational lacation and the location-shAcifc Informations You may ues this button to antar all lstations whare you rander
services.

Edit Service Location

lf Eﬂ:er wvalidation you need te edit information related to Jyour additional locations, dick the 'Edit Service Location’ button to se=
entered, and select the location you vant to

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

Electronic Signature

[0 1 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 Agresment.

[0 *1 have read and agree to all terms and condi

ons stated in the Trading Partner Agreement.

Requested Claim Submission Effective Date

\_Reauested Cl

Submission Effactive Date

Submit Confirmation

When you finish making changes and/or adding service locations, plesse submit the application. Click the 'Confirm Submit'
button below to submit your to Provider essage screen vill be displayed on the
next page. After submitting, you can ne longer make any changes to your application.

Edit Service Local

Edit Ap;

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

2013 Afflated Computer sevices, Inc. All Nights Reserved:

Compliance
»

Microsoft Office 0 10

Step

Action

12.

Click the Electronic Signature options.

File Edit View Favorites Tools

Help

JQYEKZGQWOIBbgCh-evXvSLQQYEXTFYZKs-g5ell O ~ @ & X [ Ik it e

* Required Field

Provider Enrollment - Submit Application Step 2

Print | Help = O

Application Links
v

o Instructions
 Identifying Information
 Licensure / Certification
+/ Provider Ident
mbers.

¥ Sarvice Location / Billing
Information

V Group Affiliation

*/ Electranic Transaction
Submission

v Ovmership

& Authorized Reps

 Exclusions / Sanctions

v Qualified Sarvice
Providers

» Submit Application

Add Ancther Service Location

If you render services at any locations other than the service address enterad, dick the 'Add Ancther Service Location' butten to
enter an additional location and the location-specific information. 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 selact the location you vant to edit.

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

Electronic Signature

1 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.

I ceaod saallh o ns stated in the Trading Partner Agresment.

Requested Claim Submission Effective Date

Requested Claim Submission Effective Date

Submit Confirmation

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

Edit Service Location Edit Apy

n | Save

Confirm Submit

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

©2013 Affiliated Computer Services, Inc. All Rights Reserved
o Erovser Re Accessi

Microsoft Office # 40 de  10:43AM

m
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Step Action

13. Enter the desired information into the Requested Claim Submission Effective Date
field.

I/!ut/p/c5/hY5)DoJA

File Edit View Favorites Toels Help

* Ap Tracking Add Ancther Service Location
Hus
. If you render services at any locations other than the service address entered, dick the 'Add Another Service Location’ button to
enter an additional location and the location-specific information. You may use this button to enter all locations where you render

s
 Identifying Information services,
v )

Cartification
Edit Service Location

If after validation you nee
ns

ation related to your additional locations, dick the 'Edit Servica Location' button to see
all locatio 3

d to edit informati

entered, and select the lacation you vant to edit.

Edit Application

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

[¥]#1 have read and agree to all terms and conditions stated in the Provider Agreement.

[ *1 have read and agree to all terms and cond

s stated in the PCCM Agreement it

m

[¥]#1 have read and agrea ta il terms and conditions stated in the Trading Partner Agreement.

Regquested Claim Submission Effective Date

Reguested Claim Submission Effective Date
01M5R2013 1

Submit

When youli o i 2 e appli Click the "Confirm Submit’

button bel g screen vill be displayed on the
ext pagell Af

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

is.nd.gov/portals/wps/portal/lut/ p/c5/hV5IDoJ AEEXP; Jur... pmputer Services, Inc. All Rights Reserved. L4
£ = ey b Use Reg

uirements | Accessibility Compliance

»
T @ Microsoft Office - [ENHNNCII - v - & "D 4 1043AM

Step Action

14, Review the application for accuracy and completeness before submitting the
application.

Step Action

15. Add Another Type and Add Another Service Location should never be used.
(These features are in the process of being disabled.) If the enrolling group has
more than one provider type, then a separate application is required for each
provider type. If the enrolling group has multiple locations, then a separate
application is required for each location.

Step Action

16. If you click the Confirm Submit option, you will not be able to make any
further edits to the application.

Step Action

17. Click the Confirm Submit button if you have no edits or updates to make to the
application.

Confirm Submit
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lut/p/c5/hY5IDy 0CkMDphd24 17-SOEBMI011Y9gPu O ~ @ & X [ 3 dited

for submitting your application on-line. You should receive email confirmation soon. Click PRINT APPLICATION button to print a completed copy of your

application for your records. This copy is for your records enly and not to be sent into DHS. Once you have printed all the above, dick EXIT APPLICATION button to
exit the application form and return to the Medicaid Provider Enrallment home page.

| Application Tracking Number

Application Tracking Number 1124010

Your Application Tracking Number is: 124010 Please record your Application Tracking Number. Use this number when inquiring about your application status.

NOTE: Providers should also urite this Application Tracking Number on all documents that are mailed to the Medicaid Program

| print and Review

The Print Application button may be used to print a copy of the application. This copy is for your records only and should not be sent to DHS. The application will
remain available to you on the portal for 20 days after submittal.

Additional documents may be required to be sent in =: n your provider type. Print the Decument Requirements.
Checklist to identify the supplemental information by provider type that & neaded to Hnalles your application. Mall al sdditional enrollmant documentation tor

Note: Include the application tracking number indicated above on all documents that are mailed to DHS in reference to your application.

North Dakota Department of Human Services
Provider Enrollment

600 E Boulevard Avenue Dept 225

Bismacclk

Print Required Documents

1. Document Requirements Checklist

the Exit ion button to return to the ND Provider

n )

Print Application Exit Application

If you have any guestions, please call DHS at (800) 755-2604.

fwps/p /p/ cS/VSID bmputar Services, Inc. All Rights Reserved.
ey o Brovser Requirements | Accessibility Compliance 2

Microsoft Office ™ i . YT e 10:44 AM

Step

Action

18.

Click Document Requirements Checklist to determine what Documents need to be
sent to the Department of Human Services.

**The above screen should be printed and mailed with the required documents to
ensure there is a reference to the Application Tracking Number (ATN).

Step

Action

19.

Click the Print Application button if you would like to keep a copy for your own
records. Do not submit a printed application with your required documents.

Print Applical
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File Edit Gote Favorites Help

Licase #: LH43320000 Licensing hgency: Sute Bowd of Hursing
Effective Due: 010142012 Expiraion Dats: 12312015
State: Horh Dakiota

Cortification #: CHB8988 589
Eifactive Data: 11012012
State

Cartifying Agency: Qats Bowrdof Fureing
Expiration, Dats: 12312015

Speciy; General Practice BeginDate: 0L012012

End Dute: 127312013
Coruification #; CHE8099 530

Board Hume: dmEd Fenily  Sure: Homth Dikota
Mediche

Tummmemy : HD 12345678 BeginDate: 0101012 End Data: 12310015

HPI 1640281361
HCPDP:1000013

e you or heve o De e previeusly nrolled as 3 Bledic id provider in snother Suet: Ho

Microsoft Office > U e 10:44 AM

Step

Action

20.

Print a copy of the application for your own records. Do not submit a printed
copy with the required documents.

File Edit View Favorites Tools Help
rogram 1| MEMDEr | Frovieer r | ocumentat

ubmit Complete Print | Help
= Required Fiald

Thank you for submitting your application on-line. You should receive email confirmation soon. Click PRINT APPLICATION button to print a completed copy of your
2pplication for your records. This copy is for your records only and not to be sent into DHS. Once you have printed all the above, click EXIT APPLICATION button to
exit the application form and return to the Medicaid Provider Enrollmant home page.

| Application Tracking Number

Application Tracking Number :124010

Your Application Tracking Number is: 124010 Please record your Application Tracking Number. Use this number vhen inquiring about your application status,

NOTE: Providers should also write this Application Tracking Number on all documents that are mailed to the Medicaid Program.

| Print and Review

The Print Application button may be used to print a copy of the application. This copy is for your records anly and should not be sent to DHS. The application will
remain available to you on the portal for 30 days after submittal.

Additional documents may be required to be sent i

on your provider type. Print the Document Requirements.
Cherldist o 1dentify the aupplementa) Information by provider e that i netsied to fmalice yaur applhcation. Mail sl sddiaonal enrollment documentation o

I

Note: Include the application tracking number indicated above on all documents that are mailed to DHS in reference to your application.

North Dakota Department of Human Services
Provider Enrollment

600 E Boulevard Avenue Dept 325

Bismarck ND 58505-0250

Print Required Documents

1. Decument Requirements Checklist

Onee the required document has been printed, dlick the Exit Application button to raturn to the ND Provider

Exit Application

If you have any guestions, please call DHS at (800) 755-2604.

hitps:// ndl.gov/ portals/wps/ portal/iut/p/c5/hV5ICoNAEEXPAgmaNILIR .. fmputer Services, Inc. Al Rights Reserved-
ey —r—remrrr =rrme-sf Use | Brovser R s:

Microsoft Office

Step

Action

21.

Click the Exit Application button.
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JUWEDilqByLAg)H

5 UICASF_NzbOamqC O ~ @ & X IR IS ik e

e — - — Rl

Provider

fiment - Submit Complete
= Required Field

nt | Help

Thank you for submitting your application on-line. You should receive email confirmation soon. Click PRINT APPLICATION button to print a completed copy of your

2pplication for your records. This copy is for your records only and not to be sent into DHS. Once you have printed all the above, click EXIT APPLICATION button to
exit the application form and return to the Madicaid Provider Enrollmant homa page.

| Application Tracking Number

Application Tracking Number :124010

Your Application Tracking Number is: 124010 Please racord your Application Tracking Number. Use this number vhen inquiring about your application status.
NOTE: Providers should also writ= this Ap)

Message from webpage ==
I

Are you sure you want to exit? Please ensure you printed this page and
all required documents.

The Print Application button may be use
remain available to you on the portal fof

2ent to DHS. The application will
Additional documents may be required

e Document Requirements
Cheeklist to identify the supplemental i

t
Note: Include the application tracking n Ok Cancel

| plication.

—
North Dakota Department of Human Services
Provider Enrollment
600 E Boulevard Avenue Dept 325
Bismarck ND 58505-0250

Print Required Documents

1. Decument Requirements Checklist

Onee the required document has been printed, click the Exit Application button to return to the ND Provider Enrollment Homepage

If you have any guestions, please call DHS at (800) 755-2604.

©2013 Affilisted Computer Services, Inc. All Rights Res=rved

Microsoft Office

Step Action

22. Click the OK button.

Step Action

23.
End of Procedure
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