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

Medicaid Provider Enrollment
Individual Provider Enrollment

Individual Provider Introduction
Procedure

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

ey Mar 2o, 2U14
L
,‘19‘:«9 North Dakota MMIS Web Portal Skip Navigation | Contact Uz | Help | Search

Provider Enrollment Print | Help - O
* Required Field

| Become a Provider —| Application Status

Enrall to become a Provider by completing the apprapriate onling entry forms. An individual Ta check the status of your North Dakota Provider or Trading Partner Application, use your
provider submitting claims to the State of North Dakota will be reported as income under your

Application Tracking # and click the SUBMIT button.
S5N to the IRS. A group provider submitting claims to the State of North Dakota will be reported
as i_ﬂcume under the groups' Employer Identification Number (EIN) to the IRS.If you need *Anplication Tracking
assistance, please contact Provider Enrollment at (800) 755-2604 during business office hours

from Monday to Friday 8 am -5:00pm CST.
FAQ Recall Provider Application

Instructions

Group Provider Enrollment | | To recall an application that you have partially completed, enter your Application Tracking Number,

L and SSN / EIN and click the SUBMIT button.
Individual Provider Enrollment

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

*SSN/EIN
| 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 application process, please contact Provider Enrollment at (800) 755-

2604 during business office hours from Monday to Friday, 8am -5pm CST. —| Recall Trading Partner Application 1

20 To recall an application that you have partially completed, enter your Application Tracking Number
Instructions | | and 55N / EIN and click the SUBMIT button.

Trading Partner Enrollment

*Application Tracking #

*SSN/EIN
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Skip Navigation | Contact Us | Help | Search

| Become a Provider

ication Status

Enroll to become a Provider by completing the appropriate 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 Dakota will be reported as income
under the groups’ Employer Identification Number (EIN) to the IRS.If you
need assistance, please contact Provider Enrallment at (800) 755-2604 during
business office hours from Monday to Friday 8 am -5:00pm CST.

FAQ

Instructions

Individual Provider Enroliment

Download a

Request a Provider Enrollment Package in the Mail

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

*Application Tracking #

Recall Provider Application

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

| 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 regardin:

Recall Trading Partner Application

g the
process, please contact Provider Enrollment at (800) 755- Zn during
business office hours fram Monday to Friday, 8am -5pm CS

FAQ
Instructions

Trading Partner Enrollment

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

Action

[[ndividual Provider Enrollment

Click the Individual Provider Enrollment link.

Home

* Required Field

Instructions nt | Help

WF3cFQuMLAZOLAYN]CORIFCDATNGAGBBIETSQH: O ~ @ & X [ 38 ‘di o §

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

Links

b Instructions
e Agreement

| Individual Provider Enrollment Instructions |

« If you are applying for both an individual
application for each number.

provider number and a group provider number, you must complete a separate

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 application, dlick the "Continue” button to continue the application process, and follow
the steps to validate your application.

If additional information is required to complete the
cover page that will be provided at the end of the application.

Individual Provider Applications must be signed by the Individual applying for the Provider Number.

please attach the to the

This application is for enrolling as an individual or sole proprietorship. Please enroll using your Secial Security Number
(SSN). If you are enrolling with an Employer Identification Number (EIN), then you must complete the Group Enrollment
Application.

©2013 Affiliated Computer Services, Inc. All Rights Reserved.
Privacy Policy | Site Map | Terms of Use | Browser Requirements |

[ https://mmis.nd gov/portals/wps/p /p/c5/hV5ID:

gmqQCaXD... |

Step

Action

Click the Continue>> button.
It is very important to read all on-screen instructions and notes
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* Required

Sv68YVWDI_9fHfChj

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

Print | Help - O

o Instructions
) Agreement

Application Links

Please ACCEPT or DECLINE this participation agreement.

« 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

’, Provider Acl |

©2013 Affiliated Computer Services, Inc. All Rights Reserved.
Privacy Policy | Site Map | Terms of Use | Browser Requirements |

p:

P

/lut/p/cS/hVTLCo)QFEW x584x7<OR3... |

Step

Action

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

=

Step

Action

page.
End of Procedure.

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

Procedure

hYTLCoJQFEW xS84R_PVOK4XhbzmO3UIQhZKPiARSey O + @ € X

Identifying Information

= Required Field

Section 1 1

Application Links
« Application Tracking
Number - =Last Name =First Name  MI Suffix Title
Instructions EEE—
Identifying M M
Information =
o Licensure / Date of Birth
Certification
o Provider Identifier
Numbers
* Service Location
Biling

ve

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

© male © Female © ves @ No

« Group Affiliation

* Electronic
Transaction
Submission

« Ownership

« Exclusion / Sanction

s Qualified Service
Providers

I

=SSN

Note:Your SSN will be linked to your ND Provider number. All claims paid to your ND Provider number will be

submitted as income under your SSN to the IRS. If you plan to bill using your Employer Identification Number

EIN), the group through whom you plan to bill must complete a separate application and list you as an
liated member, which links you to their EIN.

Help

Name

The name associated
with the SSN you enter
must match the legal -

name you have given on ?) Please enter your current and/or previous ND Provider numbers.
your IRS form W9.
- . Add Previous Provider ID
Previous ND Provider IDs
ND Provider ID #2171

,‘ Current/Previous ND Provider # !

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

SSN
Enter as 9 digits with or
without dashes

— i Names

Current/Previous ND
Provider # -

To enter your Current
and/or Previous ND

Have you used any previous names in the past five years?
© © No

Provider £, click the 'Add ' oYes o
Previous ND Provider #'
hutton. Enter the

Step

Action

Enter the desired information into the Last Name field.

Step

Action

Enter the desired information into the First Name field.

Step

Action

Enter the desired information into the Date of Birth field.

Step

Action

Click the Male or Female option.

Step

Action

Click the Yes or No option for the question "Can information about date of birth and
gender be available to clients".

Step

Action

Enter the desired information into the SSN field.
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Identifying Information

= Required Field

Links 7‘ ifyi ion- Section 1 |
 Application Tracking
Number - *Last Name FirstName MI  Suffix Title B
+ Instructions
b Identifying smith Tim - -
Information N
o e Date of Birth
Certification 12/15/1960 [
s Provider Identifier
NEhet =Gender =Can information about date of birth and gender be available to clients?
« Service Lacation
Billing ©® male O Female @ ves O No
+ Group Affiliation
« Electronic
Transaction orEr =
Submission ——
Ownership 505-55-5555|

Exclusion / Sanction
Qualified Service

Note:Your SSN will be linked to your ND Provider number. All claims paid to your ND Provider number will be

Providers submitted as income under your SSN to the IRS. If you plan to bill using your Employer Identification Number
(EIN), the group through whom you plan to bill must complete a separate application and list you as an
Help affiliated member, which links you to their EIN.
Name
The name associated | Current/Previous ND Provider # !

with the SSN you enter
t match the legal -
name you have givan on | | () Please enter your current and/or previous ND Provider numbers.

your IRS form W9.

Add Previous Provider ID

Date of Birth Previous ND Provider IDs
MM/DD/YYYY or click the
Calendar icon to choose
a date.

ND Provider ID #=i~1

SSN
Enter as 9 digits with or
without dashes

Current/Previous ND r Names |
Provider # :
To enter your Current Have you used any previous names in the past five years?
and/or Previous ND -
Provider #, dick the 'Add - Yes . No
psi//mmis.ne.gov/portals/wps/portal/lut/p/c5/hV5ID gFMFci4RJ... | i

Eaie of Birth Pravioss MO Provider 105 m
BT of chck the

Calmnda i fo thoae

5 Wk Prowider BD @

b
Drder an & ks with o
wihoul dmbury

| Pravicas MO

Ta dnla pour CLiment
iS4 Provsiaag MO
Petrids’ &. dhch e Add
Privdud WD Prorvide’ @
Ercllinfs. D Thi

Ml Piwhears MO Privided (s Savn | Rsat | Canoll

Step Action

7. Click the Add Previous Provider ID button.
By selecting any ""ADD"" options, additional fields open that need to be completed.

Add Previous Provider ID

Step Action

8. Enter the desired information into the ND Provider ID # field
This is current/previous ND Medicaid numbers. Enter only one Medicaid
number.

Step Action

9. It is Very Important to always click Save within each additional information
window pane

Step Action

10. Click the Save link.
Sawv
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N.D. Department of Human Services

portal/ut/p/c5/hY5ID: yIMCGYBADKWFEHE O ~ @ € %

| System successfully saved the Information.

Date of Birth
MM/DD/YYYY or click the
Calendar icon to choose
3 date.

Previous ND Provider IDs

ND Provider ID #2%
SSN

Enter as 9 digits with or
without dashes

Cui t/Previous ND
Provider # -

To enter your Current
and/or Previous ND - ious Names |
Provider #, click the 'Add
Previous ND Provider #'
button. Enter the Have you used any previous names in the past five years?
required information and ® [s)

Save the form. Click - Yes - Mo

anywhere on an existing | \_
row to update or delete
the row

Continue>> | Rese Exit Application
Previous Names:
Answer the question.
Additional information will
be required if your
response is Yes.

Click the Save button at
the bottom of the page
to validate the page
content and save the
information. Click the
Continue button to move
onto to the next step. If
you choose to Exit
Application, please save
and note the Tracking
Number or print this page
S0 you can make updates
to this application at
another time.

If you have any

questions, please contact
Provider Enrollment at L
(800) 755-2604.

Step Action

11. Click the Previous Names Yes or No option.

Step Action

12. Click the Save button.
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B/c5/hY5ID gmgmHHZ0BIMhFYmBTVEACIDALC O ~ @ & X

Identifving Information

= Required Field

fhe Provider Enroliment Details have been saved successfully. Please note your Application Tracking number 124004 for future access to the
Fnrollment Application .

M _‘ Idenll'ning Information- Section 1 ‘ T
"Application Tracking
Number -124004 = =
 Instructions Last Name First Name MI Suffix Title
,/Idemfymg Smith Tim
Information =Date of Birth
s Licensure /
Certification 12/15/1960 [:EI
o Provider Identifier
Numbers *Gender *Can information about date of birth and gender be available to clients?
o Service Location
Billing Female Yes '~ No =
« Group Affiliation
s Electronic
Transaction *S5N
Submission 505555555
+ Ownership
« Exclusion / Sanction
* Qualified Service Note:Your SSN will be linked to your ND Provider number. All claims paid to your ND Provider number will be
Providers submitted as income under your SSN to the IRS. If you plan to bill using your Employer Identification Number
(EIN), the group through whom you plan to bill must complete a separate application and list you as an
Help affiliated member, which links you te their EIN.
Name N - b
The name associated — Current/ ND Provider # !
with the S5N you enter
must match the legal 7 Please enter your current and/or previous ND Provider numbers.
name you have given on
your IRS form W9.
Date of Birth Previous ND Provider IDs
MM/DD/YYYY or click the
Calendar icon to choose ND Provider ID #=
a date.
000012345
SSN
Enter as 9 digits with or 1-10f1
without dashes
Current/ ND
Provider # : Names |
To enter your Current
and/or Previous ND -

Step Action

13. After selecting SAVE, the application tracking number (ATN) will be displayed
at the top of the page. It is important to write this number down and keep it
for future reference. The ATN is required when submitting any documentation
and/or inquiries to the Department.

{HZ0B1MhFYmBTVE4xCIDAUC O v @ & X (2 North Dakota MMIS ... %

o Licensure /

Certification
s Provider Identifier
Numbers *Can information about date of birth and gender be available to clients?
* Service Location @
Billing Yes ' No
« Group Affiliation
« Electronic
Transaction =SSN
Submission 505555555
« Ownership
« Exclusion / Sanction
¢ Qualified Service Note:Your SSN will be linked to your ND Provider number. All claims paid to yeur ND Provider number will be T
Providers submitted as income under your SSN to the IRS. If you plan to bill using your Employer Identification Number
(EIN), the group through whom you plan to bill must complete a separate application and list you as an
Help affilizted member, which links you to their EIN.
#::‘:ame assodated | Current/ ious ND Provider # !
with the SSN you enter
must match the legal 2 Please enter your current and/or previous ND Provider numbers.

name you have given on
your IRS form Wo.

Previous ND Provider IDs

Date of Birth
MM/DD/YYYY or click the
Calendar icon to choose ND Provider ID #=7
a date.
000012345

SSN
Enter as 9 digits with or 1-10f1
without dashes

- Names |

To enter your Current

and/or Previous ND .
Provider #, click the 'Add Have you used any previous names in the past five years?

Previous ND Provider #'
button. Enter the
required information and
Save the form. Click
anywhere on an existing
row to update or delete
the row

uer> | Reset |Save || Exit Application

Previous Names:
nd.gov/ portals/wps/portal/iut/p/ c5/hY51C gmaNILjo... |
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Step

Action

14.

Click the Continue>> button.

[ conmers

gmgNI7LjopC1DhHeyNCBpQIQMTp3ON O ~ & X

p ps/p lut/p/c5/hY5)

Licensure / Certification

= Required Field

{2 North Dakota MMIS ... %

Print | Help - O

Links 7‘ Provider Type |

 Application Tracking
Number -124004
=Provider Type
+/ Identifying
Information

7
Certification
* Provider Identifier

7‘ Licensure and Certif ion - Section 2 1

Numbers
* Service Location

Bill
+ Group Affiiation Note: Enter information pertaining to your current licensure and/or certification.

s Electronic The license must be for the state in which services are rendered.

Submission Licensure and Certification List
o Ownership
« Exclusion / Sanction

Transaction Add Licensure | Certification

B T 1 ccne #-~_|Lic/Cert Avency~~_Cert #-- _ State=__Effective Date~~_ Expiration Date=~_|
Providers

Help

Provider Type

Select a Provider Type
from the available list.

| Board Certified falty List

Licensure/Certification,
Specialty & Taxonomy:

Licensure/Certification,
Spedialty and/or
Taxonomy information,
dick the appropriate "Add"
button. Enter the
required information and
Save the form. Click
anywhere on an existing
row to update or delete

Specialty List

Specialty=~ | Provider Type~~ | Certification #-~ |State~~ |Board Name*~

To add 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 Specialty

Begin Date~~ |End Date~™

the row.

Enter as 10 digit/alpha
characters.

.
Taxonomy "':

Add Taxonomy

I

Step

Action

15.

Clicking continue will bring you to the next section to be completed.

Step

Action

16.

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

page.
End of Procedure.
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Licensure/Certification

Procedure

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

s.nd.gov/portals/wps/portallut/p/c5/hY5IDolA gTIEFCGBSHCEW: O + & X | @ North Dakota MMIS .. %
".#- _ North Dakota MMIS Web Portal .

Dec 11, 2012

Skip Navigation | Contact Us | Help | Search

Licensure / Certification Print | Help - O

= Required Field

I

Application Links —| Provider Type 1
« Application Tracking
Number -124004 -
o Instructions Provider Type
+ Identifying t]
Information
b Licensure /

C

o Provider Identifier — | Licensure and Certi fon - Section 2 |
Numbers |

Service Location

Biling

Group Affiliation

Electronic The license must be for the state in which services are rendered.

Submission Licensure and Certification List

Ownership

Exdusion / Sanction

Qualified Service

Providers

Note: Enter information pertaining to your current licensure andjor certification.

License #4~ |Lic/Cert Agency~™ | Cert #4~ |State~v |Effective Dates™ | Expiration Dates™

Help

Provider Type
Select 3 Provider Type

from the available list. | Board certified N List

Licensure/Certification,
Specialty & Taxonomy:

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

Specialty and/or Add Specialty
Taxonomy information, Specialty List

dick the appropriate "Add"

button. Enter the " Specialty*™ |Provider Type*~ | Certification #~ |State~~ |Board Name~~ |Begin Date~™ |End Date~™ -

Step Action

1. Click the Provider Type list.

Step Action

2. Select the Appropriate provider type.

Page 9
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Licensure / Certification

= Required Field

gmgQCaXyBy DSGIBILDGhDILZuX] O = & X | & North Dakota MMIS

Print | Help -

+/ Identifying
Information

P Licensure /
Certification

* Provider Identifier
Numbers

s Service Location
Billing

« Group Affiliation

s Electronic
Transaction
Submission

« Ownership

« Exdusion / Sanction

+ Qualified Service
Providers

Help

Provider Type
Select a Provider Type
from the available list.

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

Taxonomy

Links | Provider Type |
 Application Tracking
Number -124004 -
« Instructions Provider Type
Physicians -

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

Licensure and Certification List

I License #-~ |Lic/Cert Agency~~ | Cert #+~ |State~~ |Effective Date~= | Expiration Datea~

\

ﬁ.l‘censnre and Certi ion - Section 2 1 \

) -

| 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
ey Es

Specialty=~ | Provider Type~~ | Certification #-~ |State~~ |Board Name~~ |Begin Date~~ |End Date~~

=

Enter as 10 digit/alpha

ps: nd.gov/p ps/p

/p/c5/hY5ID: gmgQCaxC... |

1

Action

Section 2 — License is required.

Action

Click the Add Licensure / Certification button.

| Add Licensure | Certification

-
-
L S @ hitps://mmis.nd.gov/portals/wps/ portal/lut/p/c5/hY5IDe)AEEKPwgmqQCaXCAQTal TRhgl p4xCIDFGCwul O ~ €& X

 Application Tracking
Number -124004
« Instructions

+ Identifying
Information
Licensure /
Certification
Provider Identifier
Numbers

Service Location
Billing

Group Affiliation
Electronic
Transaction
Submission
Ownership
Exdusion / Sanction
Qualified Service
Providers

« e s 0w

Help

Provider Type
Select a Provider Type
from the available list.

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

Taxonomy
Enter as 10 digit/alpha
characters.

Date
Enter as MM/DD/YYYY,

MM-DD-YYYY, MMDDYYYY
or click the Calendar icon
to choose a date. End or

=Provider Type
Physicians -

| Licensure and C - Section 2 1

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

Licensure and Certification List

License #-~ |Lic/Cert Agency~~ | Cert #+~ |State~~ |Effective Date~= | Expiration Datea~

Save | Reset | Cancel

Pum Licensure and Certification

Add all licenses and certificates. For each instance findicate if you are entering a license or a certification.
*Are you adding License or Certification informatiof?

Certification

License

| Board Certified Li

Note: Enter information for all the spedialties for which you are board certified or eligible. A spedialty requires

completion of the appropriate residency program and board certification or eligibility.
: . Add Special
SpETEES

Specialty=™ Provider Type*” Certification #4¥ State*™ Board Name~~ Begin Date~™ End Date~™

[Famonomy |

{2 North Dakota MMIS ™ % 1

m
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Step

Action

Click the License or Certification option.

ps://mmis.nd.gov/portals/wps/ portal/1ut/p/c5/hYSI Do) AEEXPwgmqQCaXCAQTalTRhgl p4xCIDFGCwult O + & X | @ North Dakota MMIS .. %
T

=

Add all licenses and certificates. For each instance, indicate if you are entering a license or a certification.
*Are you adding License or Certification information?

@ License ' Certification

~
=provider Type *License # =Licensing Agency
*Effective Date “Expiration Date *State
) [3] North Dakota ~
\. J

| Board Certified i List

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

Provider Type~™ | Certification #+~  State*~ Board Name*~ |Begin Date~~ |End Date~~

T
Add Taxonomy
Begin Date~~ End Date~~

Continue>> | Reset || Save|| Exit Application

I

Step

Action

Enter the desired information into the License # field. If the license does not have

an assig

ned number, enter ‘00000°’.

Step

Action

Click the Licensing Agency list.

Step

Action

Click the Appropriate Licensing Agency list item.

Step

Action

Enter the Effective Date.

Step

Action

10.

Enter the Expiration Date.

Step

Action

11.

Click the Save button.

Save

Step

Action

12.

If the provider has multiple License/Certifications, repeat steps 4 -11.
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s {Lut/p/c5/hY5IDoJ AEEXPwgmgmiNsIUzCRRhmI2RATziAYLAIRPr21G1c O ~ & X | @ North Dakota MMIS .. %
.

T Dppncuaow e
« Application Tracking
Number -124004 -
« Instructions Provider Type
+ Identifying Physicians -
Information
Licensure /
Certification
Provider Identifier — | Licensure and Certi fon - Section 2 |
Numbers I =

-

Service Location
Biling
Group Affiliation

Eleciioni Note: Enter information pertaining to your current licensure and/or certification.

Jisgsscton The license must be for the state in which services are rendered.
Add Licensure | Certification

Submission
License #+~ Lic/Cert Agency~~ Cert #4¥ State*™ Effective Date~~ | Expiration Date~™ I

Ownership
LN45339990 State Board of Medical Examiners North Dakota 12/01/2009 12/31/2014

| System successfully saved the Information.

Exclusion / Sanction
Qualified Service
Providers

I

Help

Provider Type p=daid
Select 3 Provider Type
from the available list. . J

Licensure/Certification,
ity BT

To add | Board certified specialty List |
Licensure/Certification,

Spedialty and/or

Il?in:hnemgx;;ﬁggg:;l:%dd' Note: Enter information for all the specialties for which you are board certified or eligible. A specialty requires

Do pnbreen completion of the appropriate residency program and board certification or eligibilty. i
required information and . . Add Specialty

Save the form. Click ey L=t

Snywhere on an existing

;ﬁ:fnﬂwuﬂdatﬂ or delete Specialty~~ | Provider Type~~ |certification #-~ |State~~ Board Name=~~ | Begin Date~~ |End Date~~
Taxonomy

Enter as 10 digit/alpha
characters.

[Taxonou |
Date
Enter as MM/DD/YYYY,

MM-DD-YYYY, MMDDYYYY
licl th land Add Taxonomy

psi//mmis.nd.gov/portals/wps/portal/lut/p/c5/hY5ID: gmgQKHbY... | i

Specialty: Reference this site for the list of acceptable individual provider type,
specialty, and taxonomy codes:
http://www.nd.gov/dhs/info/pubs/docs/medicaid/mmis-individual-provider-code-

taxonomy.pdf

Step Action

13. Click the Add Specialty button.
*A specialty type is required for all enrollments.
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S
&« PGl & nitps://mmis.nd.gov/portals/wps/ portal/ut/p/c5/hY5IDeIAEEXPwgmqQKHBIVMWKWSKFNgQEtRAZFgQFES O ~ G X
Specialty & Taxonomy:

To add
Licensure/Certification,
Spedialty and/or Note: Enter information for all the specialties for which you are board certified or eligible. A spedialty requires
Taxonomy information, completion of the appropriate residency program and board certification or eligibility.

dlick the appropriate ‘Add" | i spaciany) |
button. Enter the Specialty List peciaity
required information and
Save the form. Click
anywhere on an existing
row to update or delete
the row.

2 North Dakota MMIS ... %

Provider Type~ | Certification #~~ |State*~ |Board Name*~ |Begin Date~ |End Date~~

Taxonomy ld Specialty Save | Reset | Cancel
Enter as 10 digit/alpha - -
characters. giee Spedialty Provider Type

Date

Enter as MM/DD/YYYY, - . -
MM—DD—VW‘(,/MMDDYVW Begin Date End Date State

or click the Calendar icon Lic]| (=] North Dakota ~ ~
to choose a date. End or
Expiration Date should be

greater than Begin or *Certification # *Board Name |l
Effective Date. hd
Click the Save button at \‘

the bottom of the page
to validate the page

content and save the —| T
information.

Click the Continue button
to move onto the next Sl
step. If you choose to
Exit Application, please

save and note the

this page so you can

make updates to this

application at another
time.

I

| Continue>> | Reset |Save| ExitAppiication |
1f you have any
questions, please contact
Provider Enrollment at
(800) 755-2604.

©2012 Affiliated Computer Services, Inc. All Rights Reserved.
Dri Dali 1 _Sita Man | Tarm. if 11 L _Br r Ban i 1 ihili A

Step Action

14. Click the Specialty list.

Step Action

15. Select the Appropriate Specialty list item.

Step Action

16. Enter the Begin Date.

Step Action

17. Enter the End Date.
Enter 12/31/9999.

Step Action

18. Enter the desired information into the Certification # field.
If the certification does not have an assigned number, enter ‘00000°.

Step Action

19. Click the Board Name list.

Step Action

20. Select the Appropriate Board name list item.

Step Action

21. Click the Save link.
Sawv
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Taxonomy: Reference this site for the list of acceptable individual provider type,
specialty, and taxonomy codes:
http://www.nd.gov/dhs/info/pubs/docs/medicaid/mmis-individual-provider-code-

taxonomy.pdf

partal/lut/p/c5/hY5) Do) AEEXPwgmawAFctiRil3KP GwMiholD4IgcnpbNGT, O ~ & X {2 North Dakota MMIS ... %

Specialty & Taxonomy: -
To add

Licensure/Certification,

Specialty and/or | System successfully saved the Information.

Z,?c’;"ph"e'";’;;:g;’gztfadd. (o E =7 157 o TR T (e (10 STEesl FEs o L R T e S T GTiTTER A Hle e Srmes 3 e

button. Enter the completion of the appropriate residency program and board certification or eligibility.
required information and . . Add Specialty
Save the form. Click Syl =t

anywhere on an existing
row to update or delete

Specialty~~ | Provider Type |Certification #=|giate~~ Board Name=~~ Begin Date® | gnd pate~~

the row.

Taxonomy Internal Physicians CN88988589 North AmBd Internal 12/01/2009 12/31/2014
Enter as 10 digit/alpha Medicine Dakota Medicine

characters.

1-10f1

Date

Enter as MM/DD/YYYY,
MM-DD-YYYY, MMDDYYYY
or click the Calendaricon | _ | T,

to choose a date. End or

Expiration Date should be
greater than Begin or

Effective Date. Add Taxonomy B

Click the Save button at
the bottom of the page - B -
to validate the page [ 2xonois /ot o0k D12 R 1 Do)
content and save the
information.

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

1f you have any
questions, please contact
Provider Enrollment at
(800) 755-2604.

[ https://mmis.nd.gov/portals/wps/portal/ut/p/c5/hYILDOIWEEW_hS-YAQXgst... iputer Services, Inc. All Rights Reserved.
leals o, |

Step Action

22. Click the Add Taxonomy button.
Add Taxonomy

*A Taxonomy code is required for all providers except Atypical
providers (QSP's, Transportation, and Developmental Disabilities).
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VAQXqstIGjbbIQwQ2BKMS]DWSCRG-30 2 ~ & X | & North Dakota MMIS

Licensure/Certification,
Specialty and/or Note: Enter information for all the spedialties for which you are board certified or eligible. A specialty requires
Taxonomy information, completion of the appropriate residency program and board certification or eligibility.

dick the appropriate "Add"
button. Enter the Specialty List

required information and
o o A e e 805

Save the form. Click

anywhere on an existing
row to update or delete
the row. Internal Physicians CNB8985589 North AmEBd Internal 12/01/2008  12/31/2014
Taxonom: Medicine Dakota Medicine

Enter as 10 digit/alpha

characters. 1-10f1

Date

Enter as MM/DD/YYYY, -
MM-DD-YYYY, MMDDYYYY =

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

Effective Date. i

Click the Save button at Begin Date~~ End Date~~

the bottom of the page
to validate the page
content and save the

information. fadd T

Save | Reset | Cancel

Click the Continue button
to move onto the next
Sepdiiyouidiocsetto *Taxonomy (10 digits/alphas) ~Begin Date End Date

please
save and note the (] |
Tracking Number or print
this page so you can
make updates to this

I

lication at anoth
fppcation St another Continue>> | Reset | Save | Exit Application

1f you have any
questions, please contact
Provider Enrollment at
(800) 755-2604.

©2012 Affiliated Computer Services, Inc. All Rights Reserved. ]

Privacy Policy | Site Map | Terms of Use | Browser Requirements | Accessibility Compliance -

Step Action

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

Step Action

24. Enter the Begin Date.

Step Action

25. Enter the End Date. Enter 12/31/9999.

Step Action

26. Click the Save link.
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{2 North Dakota MMIS ... %

E—————

Licensure/Certification,
Spedialty and/or
Taxonomy information,
click the appropriate ‘Add’
button. Enter the
required information and
Save the form. Click
anywhere on an existing
row to update or delete
the row.

Specialty List

Physicians

Taxonomy

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

Provider Type | Certification #* | gipraa~

CNE8g988589 North
Dakota

Add Specialty

Begin Date® | gng pates~

Board Name=~™

AmBd Internal
Medicine

12/01/2009  12/31/2014

Enter as 10 digit/alpha
characters.

Date
Enter as MM/DD/YVYY,

MM-DD-YYYY, MMDDYYYY
or click the Calendar icon
to choose a date. End or

Expiration Date should be| |} System successfully saved the Inf

formation.

greater than Begin or
Effective Date.

Click the Save button at
the bottom of the page
to validate the page
content and save the
information.

Taxonomy~~

1234567890

Begin Date~~
12/01/2009

Add Taxonemy E

End Date~~™
12/31/2014

Click the Continue button
to move onto the next
step. If you choose to

1-10f1

Exit Application, please
save and note the
Tracking Number or print
this page so you can
make updates to this
application at another
time.

1f you have any
questions, please contact
Provider Enrollment at
(800) 755-2604.

Continue>>  Reset Exit Application

m

= T wps/portal/lut/p/S/hYSID,

Coiz Mputer Services, Inc. Al Rights Reserved. 4
gmaace ]nuse\ Browser Requirements | Accessibility Compliance e

Step

Action

27.

Click the Save button.

Step

Action

28.

Click the Continue>> button.

Step

Action

29.

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

Procedure

KUeVUxEOkdIPQZK-frec {2 North Dakota MMIS

Provider Identifier Numbers

Print | Help - O

= Required Field

. -

*Are you or have you been previously enrolled as a Medicaid Provider in another state?

Links | Provider Identifier Number- Section 3 !
» Application Tracking 1
« Instructions National Provider Identification (NPT) Drug Enforcement Agency (DEA) #
+ Identifying

Information

Add DEA #

Certification O

Provider Identifier

Harber [ (7Y

Service Location eSS

Group Affiliation

Electronic

Transaction ?

Ownership

Exclusion / Sanction

Qualified Service

Number -124004
¥ Licensure /
Billing
Submission © Yes @ No
Providers | Ce ination of Benefits (COBA) - Section 3 1

Help Important:Coordination of Benefits Agreement (COBA) claims, prior to NPI assignments, will not be paid unless 2
3 Medicare number is supplied. A Medicare number may only be placed on one provider file (group or individual).

NPL DEA, Medicare. and COBA dlaims will pay to the provider number to which the Medicare number is linked. L4
Medicare History

To add NPI, DEA, Medicare may have issued a Medicare provider number for each facility where you provide services. Numbers
Medicare and/or Medicare | | assigned to you on behalf of an affiliated group should be listed in the Medicare section titled "Medicare

History information, click Numbers” below.

the appropriate 'Add’

button. Enter the Note: For help determining if your Medicare number is your individual number or is affiliated with a group, please
required information and | | contact your Medicare intermediary.

Save the form. Click

anywhere on an existing
row to update or delete Medicare

the row.
NPT .
Enter as 10 digits. T
DEA Number~~ Date*~ End Date~™
Enter as 2 alphas
followed by 7 numeric
digits.
psi//i .nd.gov/p fwps/p [t/ p/c5/hY7LDoIwEEW_hQ8wMyjYu... } L

Step Action

1. Click the Add NPI button.

*Required for all providers except Atypical (QSP, Transportation,
Meals, and Lodging) providers.
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Provider Identifier Numbers

= Required Field

Links

| Provider Identifier Number- Section 3 !

 Application Tracking
Number -124004
* Instructions
+/ Identifying
Information
¥ Licensure /
Certification
Provider Ides
Numl
Service Location
Billing
Group Affiliation
Electronic
Transaction
Submission
Ownership
Exdusion / Sanction
Qualified Service
Providers

-

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

Add DEA #
[ (7Y

ld NPI Save | Reset | Canc

*NPI

Help

NPI, DEA, Medicare, and
Medicare History

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

NPT

Enter as 10 digits.
DEA

Enter as 2 alphas
followed by 7 numeric

digits.
Med

2| Are you or have you been previously enrolled as a Medicaid Provider in another state?

ination of Benefits (CDBA)-SectionSl

Important:Coordination of Benefits Agreement (COBA) claims, prior to NP1 assignments, will not be paid unless a
Medicare number is supplied. A Medicare number may only be placed on one provider file (group or individual).
COBA claims will pay to the provider number to which the Medicare number is linked.

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

Note: For help determining if your Medicare number is your individual number or is affiiated with a group, please
contact vour Medicare intermediary.

[Medtcars Nunbers |

Add Medicare

Action

Enter the individual provider’s NPI information into the NP1 field.

Action

Click the Save link.

SEWEI

Provider Identifier Numbers

= Regquired Field

Print | Help -

Links
¢ Application Tracking
Number -124004

* Instructions

+/ Identifying
Information

¥ Licensure /

Certification

Provider Identifier

Numbers

Service Location

Billing

Group Affiliation

Electronic

Transaction

Submission

Ownership

Exdusion / Sanction

Quazlified Service

Providers

« o w

Help

NP1, DEA, Medicare, and
Medicare History

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

NPI
Enter as 10 digits.

DEA

Enter as 2 alphas
followed by 7 numeric
digits.

— Provider i b Section 3 !

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

i System successfully saved the Information. Add DEA #

DEA Number~~

1649281361

1-10f1

2| “Are you or have you been previously enrolled as a Medicaid Provider in another state?

Yes @ No

of Benefits (COBA) - Section 3 1

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

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

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

Add Medicare

ps: nd.gov/p ps/p
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Step Action

4, Click the Add DEA # button. Required for individuals with a DEA.

Add DEA #

North Dakota MMIS

Provider Identifier Numbers Print | Help - O

= Required Field

Links | Provider Identifier Number- Section 3 !
» Application Tracking 1
Number -124004
« Instructions National Provider Identification (NPT) Drug Enforcement Agency (DEA) #
+/ Identifying

Information

"L\censuref Add NPI Add DEA #

Certification

¥ Provider Identifier
Rumbers e
* Service Location
Billing 1649281361
« Group Affiliation E
s Electronic 1-10f1 \Add DEA # Save | Reset |Cancel
Transaction
Submission
o Ownership *DEA Number

Exdusion / Sanction
Qualified Service
Providers

2| “Are you or have you been previously enrolled as a Metiea d Proviaer I Snother state?

2 Yes @ No
NPL _DEA, Medicare, and L4
Medicare History
To add NPI, DEA,
Medicare and/or Medicare | | Coordination of Benefits (coBA) - Section 3|
History 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.

Help

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

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

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

DEA
Enter as 2 alphas i
followed by 7 numeric ”

NPT
Enter as 10 digits.

digits.

Add Medicare -

Medicare

Step Action

5. Enter the individual provider’s DEA information into the DEA Number field.

Step Action

6. Click the Save button.

Save
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EEXPwgmqQCaXQLeYSCOTCGWIUTQQGRYE O ~ @ & X Morth Dakots MMIS

Print | Help -

Links

. Provider Identi Number- Section 3 1

« Application Tracking
Number -124004
« Instructions
+/Identifying
Information
+/ Licensure /
Certification
Provider Identifier
Numbers
Service Location
Billing
Group Affiliation
Electronic
Transaction
Submission
Ownership
Exclusion / Sanction
Qualified Service
Providers

Help

NPL, DEA, Medicare, and
Medicare History

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

NPI
Enter as 10 digits.

DEA

Enter as 2 alphas
followed by 7 numeric
digits.

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

! System successfully saved the Information. :

Add DEA #
1649281361 DEA Number’

e DE1234567
1-lofl

2 | “Are you or have you been previously enrolled as a Medicaid Provider in another state?

*Other Medicaid otate

7‘1‘ ination of Benefits

(COBA) - Section 3 }

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

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

Note: For help determining if your Medicare number is your individual number or is affiliated with 2 group, please
contact your Medicare intermediary.

Medicare Numbers.

Action

Click the Yes or No option.

Action

If YES, select the Other Medicaid State from the list.
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p/c5/hY5) Do) AEEXPwgmgQKBx2 QzBRGAIVugNWTGEIGFBUL O ~ & & X {2 North Dakota MMIS

| Coordination of Benefits (cOBA) - Section 3 |

To add NPI, DEA,
Medicare and/or Medicare| | important:Ceordination of Benefits Agreement (COBA) claims, prior to NPT assignments, will not be paid unless a

History information, click Medicare number is supplied. A Medicare number may only be placed on one provider file (group or individual).
the appropriate 'Add COBA claims will pay to the provider number to which the Medicare number is linked.

button. Enter the

required information and Medicare may have issued a Medicare provider number for each facility where you provide services. Numbers
Save the form. Click assigned to you on behalf of an affiliated group should be listed in the Medicare section titled "Medicare
anywhere on an existing Nembe bW

row to update or delete

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

contact your Medicare intermediary.

NPT
Enter as 10 digits.

e anbers|
DEA

Enter as 2 alphas

followed by 7 numeric . -
digits. Add Medicare

Medicare

Select at least one
Program for each
Medicare entry.

\Add Medicare # Save | Reset |Cancel
Medicare History
Enter the required
information for former
Medicare Medicare Number “Begin Date “End Date L
Carrier/Intermediaries @ = i
Date
Enter as MM/DD/YYYY, *Please check all that apply:
MM-DD-YYYY or MMDDYYYY
or diick the Calendar icon B a1 [ wmedicare Program A [ Medicare ProgramB [l Medicare Program ¢~ [ Medicare
to choose a date. End or Program D
Expiration Date should be £

greater than Begin or
Effective Date. Medicare History |

Click the Sawve button at L5

the bottom of the page For historical purposes, please list any Medicare Provider#(s) and Carrier/Intermediary #(s)
to validate the page

content and save the 'Add Histor
information. Ciick the e
jcontianelbutton RonE Carrier/Intermediary Name<” | Medicare Program~” | Begin Date™ |End Datea™
you choose to Exit

Application, please save e

Step

Action

Click the Add Medicare button.

Add Medicare

Step

Action

10.

Enter the individual provider’s Medicare information into the Medicare Number
field.

Step

Action

11.

Enter the Begin Date.

Step

Action

12.

Enter the End Date. Enter 12/31/9999.

Step

Action

13.

Check all Medicare Programs that apply.

Step

Action

14.

Click the Save button.
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flut/p/c5/hYSIDaJA gmqQIZ2ydBBEVoZET NEAINNT O ~ @ & X | & North Dakota MMIS ... %
7 7
Add Medicare
Medicare Number~™ Medicare Program~™ Begin Date~™ End Date~™
123456789 AB,D 12/01/2012 12/31/2014
1-10f1
_ icare History | N
\
or historical purposes, please list any Medicare Provider#(s) and Carrier/Intermediary #(s)
| Add History T
Medicare #4~ | Carrier/Intermediary Name~~ Medicare Program*™ | Begin Date*~  End Date*~
Pdd History Save | Reset | Cancel
*Medicare # *Carrier/Intermediary *Begin Date *End Date L4
Name B i)

“Please check all that apply:

E [ Medicare Program [ Medicare Program [ Medicare Program [ Medicare Program ‘
N, A B

. c D J
|| e sgore e .
Step Action
15. Click the Add History button. Complete this section if you have been assigned a

Medicare number in the past that is no longer in use. This section is for
informational use only.

Add History

Step Action

16. Enter the individual provider’s Medicare information into the Medicare # field.
Step Action

17. Click the Carrier/Intermediary Name list.
Step Action

18. Enter the Begin Date.

Step Action

19. Enter the End Date.
Step Action

20. Check all Medicare Programs that apply.
Step Action

21.

Click the Save button. | save |

Step Action

22. -
Click the Continue>> button.
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Step Action

23.
End of Procedure.

The next section goes through how to complete the Service Location Billing section.

Service Location Billing

Procedure

1ut/p/c5/hY5IDoJAEEXPwgmgQCaXLXQuSrcCgsCGkDGEWhQIRI 2 ~ & € X

P
#/Service Location Section 4

~

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

Building, Suite #, et

*City

=County

A\,

=State =Zip
North Dakota -

Validate Address

Service Location Contact Person

Last Name~ First Name=~ MI*~ | Phone~¥

Add Service Location Contact Person

Bt e cai e

—

© Male
© Female

© Both

| Service- Section 4

*Gender Served: *Age Range Served:

1 an
[T o-5vears [Tl 6-12 vears
[0 13-17 vears [ 18-21 Years

[T 22-58 Years [Tl 60+ Years

© counties Served ' Distance From Location

*Languages Supported:

Available:

Selected:

Other Language:

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

P English
Albanian (=
American Sign Language g
Arabic
Bangla S

Step

Action

field.

Enter the desired information into the Physical Address (P.O. Box 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.
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lut/p/c5/hY5ID: gmgQIF2CUOHE

0CED O ~ @ © X | = North Dakota MMIS .. %

Submission
o Ownership
« Exdusion / Sanction
+ Qualified Service
Providers

Service Location

Section 4 I

*Physical Address (P.0. Box not accepted)
100 Main Street

Building, Suite #, etc

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

Bygeigh hd

Add Service Location Phone Numbers. Il
Phone #-~ Fax #-~

| validate Address

Alternate Address

[Cancel’ to return to make additional changes.

|lzddresses.
© 100 W Main Ave, Bismarck,ND,58501,3851,Burleigh County

@ override verification warning, and accept address as entered.

[Select from the list of valid suggestions then click *Submit’, or click

linvalid Service Location Address. Please select one of the Alternative

\

Service Location Contact Person
First Name~~ MI~~

Phone~~

Last Name~~

Add Service Location Contact Person

Ext.~~ Fax*~ Cell~~ Email~~

|_ Service- Section 4

Step

Action

Click the Validate Address button.

Validate Address

Step

Action

Click on the Appropriate address.

Step

Action

Click the Submit button.

Page 24



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

lut/p/c5/hY5ID hAshiAyLAgRT1 O ~ @ & X | /2 North Dakota MMIS .. %

*Physical Address (P.0. Box not accepted) Add Service Location Phone Numbers
100 W Main Ave

Building, Suite #, etc

=City =State *Zip IAdd Service Location Phone Numbers
Bismarck North Dakota - 58501 3851 Save | Reset | Cancel
=County *Phone # Fax #
Burleigh -
Validate Address

Add Service Location Contact Pe
S —

Last Name*™ First Name~™ MI~~ Phone~™ Ext.A™ Fax*~ Cell~™ Email~~

| Service- Section 4

*Gender Served: *Age Range Served: *Languages Supported:
O Male [ an Available: Selected:
. - English
© Female [ o-5vears [l 6-12 vears Albanian (=1
American Sign Language g
© Both [ 13-17 vears [] 18-21 vears Arabic
Bangla 52

[0 22-59 Years [ 60+ Years
Other Language:

(=)

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

© counties Served ' Distance From Location

*Is this location Wheelchair accessible?

(=)

A (G

Action

Click the Add Service Location Phone Numbers button.

Action

Enter the desired information into the Phone # field.

Action

Click the Save link.
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*physical Address (P.0. Box not accepted)
100 W Main Ave

Building, Suite #, etc

=City =State =Zip
Bismarck North Dakota - 58501
*County

Burleigh -

[ v aaress_|

Add Service Location Phone Numbers

3851

701-555-5555 ‘

1-10of1

pervice Location Contact Person

Last Name*™ First Name*™

Add Service Location Contact Person \ |

Add Service Location Contact Person

Save | Reset | Canc

=Last Name =First Name Middle Initial
=Phone Ext Fax Cell Phone
Email *position
\‘ ,}
- -
—| Service- Section 4 [
*Gender Served: *Age Range Served: *Languages Supported:
© Male B an Available: Selected:
. A English
© Female [ o-5vears [Tl 6-12 Years Albanian == .

Step Action
11. Click the Add Service Location Contact Person button. Contact person and
email address is required.
Step Action
12. Enter the desired information into the Last Name field.
Step Action
13. Enter the desired information into the First Name field.
Step Action
14. Enter the desired information into the Phone field.
Step Action
15. Click the Position list and select the Appropriate list item.
Step Action
16. Click the Save link.
Sav
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1-10of1

o

=Gender Served: *Age Range Served:

J

O Male O an
Female [ o-5vears [ 6-12 vears
© Both [0 13-17 years [l 18-21 vears

[0 22-59 Years [ 60+ vears

=Languages Supported:
Available: Selected: L4

- English

Albanian [
American Sign Language
Arabic

Bangla e

Other Language:

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

© Counties Served  Distance From Location

2| ~Is this location Wheelchair accessible?

! Yes
2| ~Is this location TDD/TTY Equipped?

© ves O No

*Does this location provide after-hours services?

© yes O nNo
*Do you wish to be excluded from public provider searches?

© Yes @ nNo
‘2| =Are you a 340b Provider?

Hours Of O
r

Step

Action

17.

Click the Appropriate Gender option.

Step

Action

18.

Click the Appropriate Age Range and Language options.

Smith Ken 701-555-5555

1-10of1

*Languages Supported:

*Gender Served: *Age Range Served:
i Available: Selected:

O Male 1 an
English
Female 0-5 Years 6-12 Years Albanian
American Sign Language =
13-17 Years 18-21 Years Arabic
Bangla ad

22.59 Years [¥] 60+ Years
Other Language:

Please define your service area by Counties served, or by distance from your location.
") Counties Served O Distance From Location

2 =Is this location Wheelchair accessible?
© ves O No

2| *Is this location TDD/TTY Equipped?

© Yes O No
2| ~Does this location provide after-hours services?

© ves O No
'?) =Do you wish to be excluded from public provider searches?

O Yes @ No

‘2| =Are you a 340b Provider? j

I
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Step Action

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

Step Action

20. Click the Distance From Location or choose the Counties Served list.

Step Action

21. Click Yes or No on questions 1-6. Note: The question pertaining to 340b
provider is for pharmacy providers only. Select the ‘“No’ radio button.

Step Action

22. Hours of Operation, Interpretive Services, and Special Needs sections optional
for individual enrollment applications.

& hitps:/, .nd.gov/p: ps/p lut/p/c5/hYSID: q pFFGgQOhwOEMAIQ4S O ~ @ © X | 2 North Dakota MMIS .. % 1
© ves @ No
#ours ofo fon | i i il '\
Add Hours of Operation Add Interpretive Services Available

Day of Week W Interpretive Services Available :

Special Needs R
[ Mental Health Disabilities [ DeafHearing Impaired Disabilities
[T} substance Abuse Disabilities ] HIv/AIDS Disabilities
[J pevelopment Disabilities []' physical Handicapped Disabilities
[J Behaviorally Disruptive Disabilities [l sexually Aggressive Disabilities
\D Other Disabilities [7] BlindyVisually Impaired Disabilities
NG -
[# Clinical L {CLIA) I

-

“Is this mailing address the same as service location?

© Yes O No

- . Add Mailing Location Numbers
Mailing Location Phone Numbers.

Page 28



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

& hitps//mmis.nd.gov/p ps/portal/lut/p/c5/hY5ID Q0hwQEIOHS © ~ @ & X | @ North Dakota MMIS .. % °

© Yes @ No

Hours Of O {0
Add Hours of Operation Add Interpretive Services Available

Day of Week = Open T Close & Interpretive Services Available =

"

Special Needs
[*] Mental Health Disabilities ["] peaf/Hearing Impaired Disabilities
[*] substance Abuse Disabilities [T] HIv/AIDS Disabilities
[T} pevelopment Disabilities ] physical Handicapped Disabilities
[T} Behaviorally Disruptive Disabilities ] sexually Aggressive Disabilities
iOther Disabilities [7] glind/visually Impaired Disabilities

‘ # Clinical L Y (cL1A) !

| Mailing Address

“Is this mailing address the same as service location?

© ves © No

Add Mailing Location Numbers

oS Il d.gov portals/wps/ portal/lutp/S/HVSID a } |

Step Action

23. CLIA section does not apply to individual enrollment applications.
Skip this section.
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& C X | 2 North Dakota MMIS .. %

_‘ (= Clinical L (CLia) !

+ System successfully saved the information

CLIA #+¥ Begin Date~™ End Date~™
3501055181 12/01/2012 12/31/2012
1-1of1

Add CLIA

(" Mailing Address

“Is this mailing address the same as service location?
O Yes O No

Mailing Location Phone Numbers

Service Location Contact Person(s)

Mailing Location Contact Person

Last Name~™ First Name~~ MI~™

Phone~™

Add Mailing Location Numbers

A¥Phone Fax #4¥

Add Mailing Location Contact Person

Ext.a™

I

Fax~~ Email~™

’,‘ Electronic Funds Transfer (EFT) Pay I

=r, b+, e Tt

Step

Action

24,

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

Step

Action

25.

Contact person and email address is required.
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==

nd.gov/portals/ups,/portal/ut/p/c5/hYTLDOIWEEW_hS-YQRkua2kwkVbLSZBDSFCEcGCoPT O + i & X | @ orth Dakota s .. x [l 3 <]

Electronic Funds Transfer (EFT) Payments

ﬁ; you wish to participate in Electronic Funds Transfer Payments?
® ves O No

*Bank Name

*Bank Address
Address

=City =State =Zip

*Bank Routing Transit Number  *Bank Account Number *Account Type ‘
What is this? What is this? T o

J

*Bank Phone # *Account Holder Name *Payee Provider's Name

= Billing Address

Note:The billing address is equivalent to your Pay To address where your checks will be mailed.
*1s this billing address the same as the service location?

O ves © No

Add Billing Location Numbe:
Billing Location Phane Numbers

Step Action

26. Click the Yes or No option for Electronic Funds Transfer Payments. This should
only be completed if the individual will be submitting Medicaid claims as an
Independent provider billing under the Social Security Number (SSN). If the
individual is a rendering provider only, this section should be left blank. Do
not enter the group EFT information on an individual application. Select ‘No’
if the individual will not be billing independently.

Step Action

27. If Yes, Enter the desired information into the Bank Name field.

Step Action

28. Enter the desired information into the Bank Address field.

Step Action

29. Enter the desired information into the City field.

Step Action

30. Click the State list.

Step Action

31. Enter the desired information into the Zip field.

Step Action

32. Enter the desired information into the Bank Routing Transit Number field.

Step Action

33. Enter the desired information into the Bank Account Number field.
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Step

Action

34.

Click the Account Type list.

Step

Action

35.

Enter the desired information into the Bank Phone # field.

Step

Action

36.

Enter the desired information into the Account Holder Name field.

Step

Action

37.

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

2 hitp: ® ps/p /c5/hYTLDIWEEW_hS-VQilkuakowkVbLSZBDSFCBcGCoPT O v i & X | B North Dakota MMS ... % o
*Bank Routing Transit Number *Bank Account Number *Account Type "
291378130 what is this? 000000000  what s this? CHECKING ACCT ~
*Bank Phone # *Account Holder Name *Payee Provider's Name
701-555-5355 Smith Smith

ﬂ (= Billing Address | \\
Note:The billing address is equivalent to your Pay To address where your checks will be mailed.
“Is this billing address the same as the service location?
© ves O No
Billing Location Phone Numbers ] Add Billing Location Numbers ‘:
T — L
. . Add Billing Location Contact Person
Billing Location Contact Person(s)
Last Name=~__|First Name=~_|Middle Initial~~__ Phone=~_|Ext.~~_|Fax~~_|Position-~_|Email-~_
—l &8 i Advice
*Requested Delivery Media for Remittance Advices(RAs)
O Electronic (835) © web Portal Inbox © Paper
Note: The provider can only choose one RA option. Your paper RA will be sent to the billing address listed. 8

38.

Click the Yes or No option for Billing Address.
If No, Complete the new billing address information.

Step

Action

39.

Contact person and email address is required.
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gmqQIZ2iQ1103M04YQUQORYUFQOL O ~ & & X | @ North Dakota MMIS .. %

{ hY'5)
. . Add Billing Location Numbers "
Billing Location Phone Numbers

. . Add Billing Location Contact Person
Billing Location Contact Person(s)
Lost Nome+™ — Fist Name~~  Middle niial~"_ Phone<~  Ext~" _Faxt~ _positior="_ Emil*~ _

2 i Advice |

=Requested Delivery Media for Remittance Advices(RAs)

O Electronic (835) © Web Portal Inbox © Paper

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

| Other Details | b

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

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

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

Print Suspense RA Sort Ind Bulletin Media

m

Continue>> | Reset | Save Exit Application

Help

Service Location
Enter the physical
address of your primary 8

Step Action

40. Click the Appropriate RA option. If the individual provider is a rendering
provider only, select “Web Portal Inbox’. The RA option will be driven by the
billing provider/group/entity.
If the individual is a billing entity under the SSN, then the desired RA should
be selected.

e Electronic 835 — Receive a HIPAA X12 transaction

e Web Portal Inbox — Received in the ND MMIS inbox

e Paper — Mailed to the billing address listed

Step Action

4]. Click the Save button.

Step Action

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

Page 33



Group Affiliation

Procedure

Group Affiliation

= Required Field

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

Print | Help - O

+ Identifying
Information

e Licensure /
Certification

* Provider Identifier
Numbers

s Service Location

Billing

Group Affiliation

Electronic

Transaction

Submission

o Ownership

« Exdusion / Sanction

+ Qualified Service
Providers

.w

Help

Group Affiliation
To add Group Affiliation

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

Date
Enter as MM/DD,

or click the Calendar icon

greater than Begin or
Effective Date.

Click the Sawve button at
tha hatt,  th,

information, click the 'Add

MM-DD-YYYY or MMDDYYYY

to choose a date. End or
Expiration Date should be

Links — Group Section 5 |
 Application Tracking
Number -124004
« Instructions Tnstructions:

List all active North Dakota Medicaid program groups to which you are linked. Important: when performing 2
service for a group to which you are linked, the group must bill the service under its North Dakota Medicaid
group provider number or payment will be issued to you and you will be responsible for reporting this as income

for IRS purposes .

Name of Group Practice~~ |North Dakota Provider Number~~ | Effective Date~~

Participatng pue—-

Add Group

Continue>>

hitps;//mmis.nd.gov/portals/wps/portal/lut p/c5/hY5IDoJ AEEXPwgmqQCaXb... |

Reset | Save |

Exit Application

m

Step

Action

If the enrolling individual is affiliated to a group or multiple groups, they must
be listed in this section to ensure proper payment. This section is required for

all rendering providers.

*Use the current ND Medicaid group number as the provider number.

*Multiple Groups can be added.

Step

Action

Click the Add Group button.

Add Group
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gmqQBIcQjeBRLQVUWBDSFQCKWFBC O ~ @ & X | @ North Dakota MMIS .. %

« Provider Identifier -
Numbers

* Service Location
Billing

Group Affiliation Add Group

Electronic

Transaction

Soubm\ssr\‘on Name of Group Practice~™ |North Dakota Provider Number~~ |Effective Date*~ |Participating PCP~~

+ Ownership

« Exdusion / Sanction

.w

o Qualified Service

~
Providers @d Group Save | Reset | Cancel
Help *Name of Group Practice *North Dakota Provider *Effective Date Participating
| Number 1210/2012 PCP
Group Affiliation 1450419 o
To add Group Affiliation Nam_e of Group Practice is
information, click the 'Add required.

Group' button. Enter the
required information and - - —
Save the form. Click Continue>> | Reset | save | Exit Application
anywhere on an existing

row to update or delete
the row.

Date

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

I

Click the Save button at
the bottom of the page
to validate the page
content and save the
information.

Click the Continue button
to move onto the next
step. If you choose to
Exit Application, please
save and note the
Tracking Number or print -
this page so you can
make updates to this

application at another
time.

Step Action

3. Enter the desired information into the Name of Group Practice field.

Step Action

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

Step Action

5. Enter the Effective Date. Enter the effective date of the affiliation.

Step Action

6. Check the Participating PCP box to indicate the provider is a PCP at this location.

Step Action

7. Click the Save link.
SEwa

Step Action

8. Click the Save button.
| save |

Step Action

9. Click the Continue>> button.
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Step

Action

10.

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

Electronic Transaction Submission

Procedure

In this section, you will need to choose 1 of the 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. Rendering providers billing under a group should select
‘North Dakota Web Portal’. This is the most common scenario.

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.

*Do not enter the group billing information in this section on an individual application.

*If the individual is the billing entity submitting claims using the SSN and billing through
vendor software or a billing agent/clearinghouse, then the appropriate option should be
selected.

Electronic Transaction Submission

Print | Help - O

= Regquired Field

lication Links ic T i ission- Section 6
 Application Tracking
Number -124004

Providers who choase to submit claims, must be aware that payment of daims will be from federal and state
* Instructions

, funds and that any falsification or concealment of material fact may be prosecuted under Federal and State laws.
“ 1dentifying Further, Providers must understand and agree to do the following:
Information s Safeguard against abuse in the use of electronic claims submission

o Licensure / « Correctly enter the claims data, monitor the data, and certify that the data entered is correct
Certification o Assure that the transmission of claims data is restricted to authorized personnel to prevent erroneous

«+ Provider Identifier payments which might result from carelessness or fraud
Numbers » Have on file the applicable documentation to substantiate any claims submitted

s Service Location  Allow the agency or any of its designees and representatives to review and copy all records, including
Billing source documents and data related to information entered through electronic claims submission

« Group Affiliation « Abide by all Federal and State statutes, rules, regulations, and manuals governing North Dakota programs
Electrenic  Sign and adhere to all conditions of the Provider Agreement and be officially enrolled in the program to
Transaction participate in electronic claims submission
Submission

s Ownership . N - . . N .

s Exclusion / Sanction Indicate which of the following will be used to submit transactions electronically:

+ Qualified Service
Providers [D North Dakota Health Enterprise Portal ] L

Help [ vendor software

Electronic Transaction O gilling Agent/Clearinghouse

Submission

Select one of the
submission methods.
Additional information will
be required if the = = 5
selection is Vendor Continue>> | Reset || Save || _Exit Application
Software or Billing
Agent/Clearinghouse.

Click the Save button at
the bottom of the page L4
to validate the page
content and save the
information.

Click the Continue button
to move onto the next
step. If you choose to
Exit Application, please
save and note the
Tracking Number or print -
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Step

Action

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

Step

Action

Click the ND MMIS Web Portal option. Select this option if the individual is a
rendering provider billing under a group.

Step

Action

Click the Save button.
| save |

rtal/lut/p/c5/hYSI Do) AEEXPwgmqQCaXDUI ABRSQCUNIHAKRIZEGE O ~ @ € X | & North Dakota MMIS .. %

@ by all Fed ate statutes, rules, regulations, and manuals governing North Dakota programs i
+ Electronic  Sign and adhere to all conditions of the Provider Agreement and be officially enrolled in the program to
Transaction participate in electronic claims submission
Submission
+ Ownership

e S R . .
+ Exdusion / Sanction Indi
S O eyl North Dakota Health Enterprise Portal
Vendor Software
Help

*Software Vendor Name

Electronic Transaction
Submission

Select one of the
submission methods.
Additional information wil
be required if the
selection is Vendor
Software or Biling “protocol
Agent/Clearinghouse. -

=Software Name *Version #

Click the Save button at
the bottom of the page
to validate the page
content and save the
information.

Click the Continue buttory Submit Receive
to move onto the next B B N
step. If you choose to 270 (Eligibility Inquiry)
Exit Application, please
save and note the
Tracking Number or print
this page so you can
make updates to this
application at another

[ gilling Agent/Clearinghouse

=Please check transactions that you submit and/or receive:

O 270 (TPL Coverage Inquiry)

O 271 (TPL Coverage Response) O 271 (Eligibility Inquiry Response).

[0 276 (claim Inquiry) [ 277 claim Inquiry Response

[0 278 service Authorization Request [T 278 Service Authorization Resporfe

e
time.
[ 834 [F1 820 (Premium Payment)
If you have any
questions, please contac} O 835 [ 824 (Exception Reporting)
Provider Enrollment at
(800) 755-2604. [ 835 TPL 71 834 (Managed Care Enrollment)
[0 837D Dental Claim [0 &35 Remittance Advice T
8371 Institutional Claim O 835 ™PL
[0 837P Professional Claim T 837
= =1 s

Step

Action

If submission is through a Vendor Software (X12 Transaction), the Provider
will be acting as their own Trading Partner.

Step

Action

Click the Vendor Software option.

Step

Action

Enter the desired information into the Software Vendor Name field.
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Step

Action

Enter the desired information into the Software Name field.

Step

Action

Enter the desired information into the Version # field.

Step

Action

Click the Protocol list and select the Appropriate list item.

Step

Action

10.

Click the Appropriate Submit and Receive options.

Step

Action

11.

Click the Save button.
| save |

@ hitps://mmis.nd.gov/portals/wps/ portal/\ut/p/c5/h5|Do) AEEXPwgmeQKBIGYAYhJbBRpoNIXERIVFIcLpk O ~ @ €& X | & North Dakota MMIS ..
UDMISSIon
+ Ownership
« Exdusion / Sanction
o Qualified Service
Providers

Vendor Software
Help
Electronic Transaction Billing Agent/Clearinghouse
Submission =Agent/Clearinghouse Name

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

[T North Dakota Health Enterprise Portal

Select one of the
submission methods. I
Additional information wil
be required if the
selection is Vendor
Software or Billing
Agent/Clearinghouse.

*Contact First Name: *Contact Last Name: *Contact Phone #

*Street Address

Click the Save button at
the bottom of the page
to validate the page
content and save the
information.

Click the Continue butto
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 Submit Receive
time.

Street Address2:

*City: *State *Zip Code:
North Dako' ~

I

=Please check transactions that you submit and/or receive:

O 270 (Eligibility Inquiry) O 270 (TPL Coverage Inquiry)
If you have any
questions, please conta
Provider Enrollment at

(800) 755-2604.

O 271 (TPL Coverage Response) O 271 (Eligibility Inquiry Response)

[ 277 clzim Inquiry Respanse

[ 278 service Authorization Request [ 278 Service Autharization Response
[ 834 [F1 820 (Premium Payment)
835 [ g24 (Exception Reporting)

[ 835 TPL 1834 (Managed Care Enroliment)

[0 276 (claim Inquiry)

[0 837D Dental Claim [ &35 Remittance Advice

Step

Action

12.

If submission is through a Billing Agent/Clearinghouse, the
Agent/Clearinghouse will have to enroll as a trading partner through ND
MMIS Web Portal.

Step

Action

13.

Click the Billing Agent/Clearinghouse option.

Page 38



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

Step Action

14. Enter the desired information into the Agent/Clearinghouse Name field.

Step Action

15. Enter the desired information into the Contact First Name: field.

Step Action

16. Enter the desired information into the Contact Last Name: field.

Step Action

17. Enter the desired information into the Contact Phone # field.

Step Action

18. Enter the desired information into the Street Address field.
Step Action

19. Enter the desired information into the City: field.

Step Action

20. Enter the desired information into the Zip Code: field.
Step Action

21. Click the Appropriate Submit and Receive options.
Step Action

22. Click the Save button.

Step Action

23. Click the Continue>> button.
| Continue=>=

Step Action

24. The next section will take you through how to complete the Ownership page.
End of Procedure.
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/portal/!ut/p/c5/hY5LDoJ AEETPwgmbQZBxOcAEExkU-Qizlc!

AokEER O

= Required Field

Training Guide
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&cx

Section 7 1

Number -124004
* Instructions
+ Identifying
Information
Licensure /
Certification
Provider Identifier
Numbers 3
Service Location -
Billing
Group Affiliation
Electronic
Transaction
Submission
Ownership ?
Exdusion / Sanction L8
Qualified Service

ication Links {
 Application Tracking (

Dakota Medicaid services?

O ves O no

Medicaid services?

O Yes U No

oo w

N
2] *1. Have you ever had ownership in any organization that has billd or is currently billing Medicare or North \ v
2. Have you ever managed or directed any organization that has billed or is currently billing Medicare or ND

*3. Do vou have an ownership interest of 5% or greater in a subcontractor for your business or practice? (A
subcontractor is an individual, agency, or organization to which an applicant/Provider contracts or delegates
some of its management functions or responsibilities of providing medical care to its patients.)

/)f

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

Ownership, Managing/Di

Subcontractor and Relative
To add Ownership, Managing/Directing,
uhcantractor and/ar Relative

Providers )
~ Yes U No
2| *4. Do any of the members of your immediate family (spouse, parent, child, sibling) have ownership of 5% or
\ ~ areater in a subcontractor to your business or practice?
\ Yes O No
Continue>> Exit Application
Help

Action

Click the Yes or No option for questions 1 — 4.
If Yes, complete the additional fields.
If No, continue to next section.
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e}l & nitps://mmis.nd.gov/portals/wps/portal/ut/p/c5/hY5IDoJAEEXPwgmMaQCaXSHCWkWSIUMBDIANDZFgQ O ~ @ & X | @ North Dakota pmis .. [N 3B S <

2| ~1. Have you ever had ownership in any organization that has billed or is currently biling Medicare or North ps
~ Dakota Medicaid services?

© Yes O No

/ Add Ownership
Current ND Provider #=~ Effective Date~~  End Date~~ |State~™

\Add Ownership Information Save | Reset | Cancel
*Organization’s Legal Business Name “Effective Date *End Date
=Address =City =State *Zip

North Dakota -

I

*EIN Number

“Please enter your NPI and/or Medicaid numbers. Indicate Medicare or Medicaid by checking a box below.

=NPI # O Medicare O Medicaid /

2| 2. Have you ever managed or directed any organization that has billed or is currently billing Medicare or ND
' Medicaid services?

O ves © No

2| *3.Do you have an ownership interest of 5% or greater in a subcontractor for your business or practice? (A
= subcontractor is an individual, agency, or organization to which an applicant/Provider contracts or delegates some
of its management functions or responsibilities of providing medical care to its patients.)

© yes O No

Step Action

2. If Yes, Enter the information into the Organization's Legal Business Name field.

Step Action

3. Enter the Effective Date and End Date.

Step Action

4, Enter the desired information into the Address field.

Step Action

5. Enter the desired information into the City field.

Step Action

6. Enter the desired information into the Zip field.

Step Action

7. Enter the desired information into the EIN Number field.

Step Action

8. Enter the desired information into the NP1 # field.

Step Action

9. Click the Appropriate Medicare or Medicaid option.

Step Action

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

Step Action

11. Click the Save link.
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(el & httos://mmis.nd.gov/portals/wps/ portal/ut/p/c5/hY7bCal QE -Y0bzleDgKQh7La-qLCKYoeQIEDg v O ~ @ © X | & North Dakota MMIS ... %

2 1 H DEC’t i 2| 1. Have you ever had ownership in any organization that has billed or is currently billing Medicare or North -
+ Instructions = Dakota Medicaid services?
+ Identifying _
Information ©@ ves U No
« Licensure /
Certification
« Provider Identifier : .
Numbers 1 System successfully saved the Information. 8
e Service Location
Billing Add Ownership i
« Group Affiliation
+ Electronic Current ND Provider #4¥ Effective Date™ | End Dates™ | States™
Transaction
Submission Organization 1 1450419 12/01/2012 12/31/2012 North Dakota
P Ownership
e Exclusion / Sanction -lof1 ‘\
+ Qualified Service ‘
Providers
2| *2. Have you ever managed or directed any organization that has billed or is currently billing Medicare or ND
~ Medicaid services?
© ves U No =
2| *3. Do you have an ownership interest of 5% or greater in a subcontractor for your business or practice? (A
= subcontractor is an individual, agency, or organization to which an applicant/Provider contracts or delegates
some of its management functions or responsibilities of providing medical care to its patients.)
© Yes © No
2| 4. Do any of the members of your immediate family (spouse, parent, child, sibling) have ownership of 5% or ‘ B
~ greater in a subcontractor to your business or practice?
-
T
Continue>> | Reset |Save || Exit Application
Help
Answer all of the questions. Additional
information will be required if your
response is Yes.

Step Action

12. Repeat the steps for questions 2 — 4.
Answering Yes to these questions will require additional information to be
completed.

Step Action

13. Click the Save button.

[save

Step Action

14. Click the Continue>> button.

[CComimes>

Step Action

15. The next section will take you through how to complete the Exclusion / Sanction
page.
End of Procedure.
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Exclusion/Sanction

Procedure

0O~ @& & X | @ North Dakota MMIS ...

Exclusion [ Sanction Print | Help = O =

= Required Field

Links 7‘ usion/ fon- Section 7 | N
! ; J
 Application Tracking
Number -124004

*1.Have you or any member of your immediate family ever nE} onvicted, assessed or excluded from the
* Instructions

Medicare, Medicaid, State Health Insurance Program or any othefifederal or state program due to fraud,

+ Identifying obstruction of an investigation or a controlled substance violatiorf?
Information B

e Licensure / © ves © No 3
Certification

* Provider Identifier
Numbers 5

- B e 2| *2.Do you, under any name or business identity, have any outstinding overpayments with any state or
Billin ~ federal program?

« Group Affiliation -

« Electronic ~ yes L No
Transaction

o ST 2 *B.Have you ever been convicted of a felony under Federal or Stfte Law?

P Exclusion / Sanction &

o Qualified Service @ 3l LD
Providers

el If you have ever had any of the following adverse legal actions imosed or are pending by any federal or

P state agency or program, check the appropriate box and indicate tffe date when the adverse legal action

Exclusion/Sanction jwas imposed. Important: Attach copy of adverse legal action notififation(s).
Answer all of the
questions. Additional

information will be 72| 4. Administrative Sanction(s)?
required if your response -
is Yes. © Yes © No

Name and Federal
Program

To add Name and/or
Federal Program
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.

2| *5. Professional Board Disciplinary Action(s)?

@ ves © no

2| “6. Program Exclusions?

D ves © No

Action

If YES is answered for any question in this section, you will be required to
provide additional information.

Action

Click the Yes or No option for questions 1 - 15.
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VqfKoSEQNGmmYhwrdEKITKKYEK) O ~ & & X | @ North Dakota MMIS

Exclusion / Sanction Print | Help - O

= Required Field

Links ,‘ i ion- Section 71
 Application Tracking
Number -124004 1.Have you or any member of your immediate family ever been convicted, assessed or excluded from the
o TEGEEs ~' Medicare, Medicaid, State Health Insurance Program or any other federal or state program due to fraud,
v 1dentifying obstruction of an investigation or a controlled substance violation?
Information i -
e Licensure / @ ves © No
Certification
« Provider Identifier
Numbers

T onon | | s ome
- Group Afiatn Losthome=_rirstome i~ suffix___ Relatonship=~

s Electronic
Transaction
Submission

N g}:@?ﬁ;f‘:‘:“’j Sanction \Add Family/Household Member Information Save | Reset | Cancel

* Qualfied Service = ast Name =First Name MI Suffix =Relationship
Providers ‘

Help \ /

Exclusion/Sanction 7 *2.Do you, under any name or business identity, have any outstanding overpayments with any state or

Answer all of the — federal program?

questions. Additional -

information will be © yves © No

required if your response

is Yes.

2| *3.Have you ever been convicted of a felony under Federal or State Law?
Name and Federal T .
Program © ves © No
To add Name and/or
Federal Program

information, click the If you have ever had any of the following adverse legal actions imposed or are pending by any federal or
appropriate 'Add’ button. | | state agency or program, check the appropriate box and indicate the date when the adverse legal action
Enter the required was imposed. Important: Attach copy of adverse legal action notification(s).

information, and Save the
form. Click anywhere on

an existing row to update
or delete the row. 72| “4. Administrative Sanction(s)?

Date of Occurrence O ves © No
Enter as MM/DD/YYYY,
MM-DD-YYYY or MMDDYYYY

I

Action

If Yes, complete the additional information.

Action

If No is selected, no further information is needed.

Action

Click the Save button.

Action

Click the Continue>> button.

Action

The next section will take you through how to complete the Qualified Service

Providers page.
End of Procedure.
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Qualified Service Providers

Procedure

+/1dentifying | Non-Medical Provider (meals, lodging, ion) |

Information

» Licensure /
Certification

s Provider Identifier
Numbers

e Service Location

Billing " Add Medicaid Flgile Recipients
« Group Affiliation Medicaid Eligible Recipients | Add Medicaid Eigible Recipients |

« Electronic
Transaction
Submission

« Ownership

" Exclusion / Sanction

Qualified Service 7

Providers ' 'Add Medicaid Eligible Recipients Save | Reset | Cancel \

*Medicaid ID “Last Name _ ~First Name _ MI Suffix ‘

List your Medicaid eligible recipients.
You must list at least one recipient to enroll as a provider.

-

Help

I

Individual Qualified “Does the recipient reside in the same
Service Provider: household?

Select a county from the .

list where service will be o fes = Ne

provided then click -> to *=1s the recipient 3 Foster Child or Adult?
select. If you need to =

remove a county from the © ves © No

Selected list, select the
county then click < to
remove it.

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

Individual Qualified = - = 0
Service Provider Global All Transportation Providers: You are required to submit with vour application a copy of your current valid driver's ‘

Ngnse and proof of insurance. )y

Select an endorsement
from the list then click -> = Continue>> | Reset | Save —

to select. If you need to Continue>> Reset | Save Exit Application
remove an endersement
from the Selected list,
select the endorsement
then click <- to remove it.

Qualified Service
Provider Questionnaire:
In the section that
applies to you, answer
the guestions and initial
the items to indicate your
understanding and
agreement. Additional e

Step

Action

If not enrolling as a Non-Medical Provider (QSP, Transportation, Meals, and
Lodging providers), 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.

Step

Action

Click the Add Medicaid Eligible Recipients button.

Add Medicaid Eligible Recipients

Step

Action

Enter the desired information into the Medicaid ID field.

Step

Action

Enter the desired information into the Last Name field.
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Step Action
5. Enter the desired information into the First Name field.
Step Action
6. Click the Yes or No option.
Step Action
7. Click the Yes or No option.
Step Action
8. Click the What is your relationship to the person you are providing service list.
Step Action
9. Click the Appropriate list item.
Step Action
10. Click the Save button.
Step Action
11. (I%e Save button.
Step Action
12. Click the Continue>> button.
Continue>>
Step Action
13. The next section will take you through how to complete the Submit Application

page.
End of Procedure.
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Submit Application

Procedure

{2 North Dakota MMIS ...

| I Agreement
 Application Tracking
Number -124004 Before your application is validated, please read the Provider Agreelnent, then click either the "Yes” ar "No”
« Instructions button before you proceed to validate the application.
 Identifying
Information Medicaid and Basic Care Assistance Programs Provider Agreement

Medicaid Program Provider Agreement

v
beenaeel] Pharmacy Agreement/Medical Assistance Program

Certification

+ Provider Identifier PCCM Agreement
Numbers EDI Trading Partner Agreement

+ Service Location - L
Biling Register for Web Access

« Group Affiliation

et would you like to register for Web access? If you are enrolling for multiple service locations, please provide a

different User ID for each service location. Please note that if you only register for web access for one service

Transaction

Siibimizsion location, you may only access data for that one location.
& Ownership Please enter a User ID of your choice and the following information for the Organization Administrator. The
+ Exclusion / Sanction Provider Organization Administrator is the person responsible for setting up and maintaining users for the
 Qualified Service Provider Organization. The Organization Administrator will also be responsible for resetting user passwords.

Providers Registering for web access allows you te submit daims electronically and creates an online message center

where you can receive letters and remittance advices.

@ ves © No

=0Organization Name =0Organization Description =User ID
Prefix *Last Name *First Name MI Suffix
*Phone # Ext Email Address

Validate Application

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

Application Step Two - Review Application page before the final application submission.
Validate Application

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

Step

Action

Read each of the Provider Agreements that pertains to this enrollment.
e Medicaid Program Provider Agreement is required for all providers.
e PCCM Agreement is required for all Primary Care Physician type
providers.

Page 47



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

==X
& hitps://mmis.nd.gov/portals/wps/portal/lut/p/c5/hY5)DoJA $6A380AQw4Kge O ~ @ & X | 2 North Dakota MMIS .. % ™ a ok
| Links ider Agreement i
» Application Tracking
Number -124004 Before your application is validated, please read the Provider Agreement, then click either the "Yes" or "No™
¢ Instructions button befere you proceed to validate the application.
 Identifying
Information Medicaid and Basic Care Assistance Programs Provider Agreement
e — Medicaid Program Provider Agreement
Certification Pharmacy Agreement/Medical Assistance Program

PCCM Agreement

SR iovidenlbattey EDI Trading Partner Agreement

Numbers
+ Service Location

Billing Register for Web Access
« Group Affiliation
+ Electronic would you like to register for Web access? If you are enrolling for multiple service locations, please provide a
Transaction different User ID for each service location. Please note that if you only register for web access for one service
Siibimizsion location, you may only access data for that one location.
& Ownership Please enter a User ID of your choice and the following information for the Organization Administrator. The
+ Exclusion / Sanction Provider Organization Administrator is the person responsible for setting up and maintaining users for the
V Qualfied Service Provider Organization. The Organization Administrator will also be responsible for resetting user passwords.
Providers Registering for web access allows you to submit claims electronically and creates an online message center
haraoucan recaive lotrare oo i
@ ves © No
=0Organization Name =0Organization Description =User ID
Prefix *Last Name *First Name MI Suffix

*Phone # Email Address

Ext

alidate Application
Click the Validate Application button below to check your application for errors.If errors are found, you will be led

through the application and instructed to correct each error. If there is no error, you will be directed to the Submit
Application Step Two - Review Application page before the final application submission.

[som [t i |

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

Step Action

2. Registering for Web Access is not recommended for individual rendering
providers billing under a group. Individual providers billing independently may
choose to register for web access.

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.

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.

Step Action

9. Click the Save button.

[save

Page 48



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

Submit Application Step 1

= Required Field

p/c5/hY5LDoJAEET! 3jPSQITMZ GBIKgDGEJC DU

Links

The submitted User ID already exists. Please enter another User ID, or select one of the following suggestions: TOSMITH, TOMSMITH

 Application Tracking
Number -124004

* Instructions

+ Identifying
Information

Licensure /
Certification

» Provider Identifier
Numbers

+/ Service Location
Biling

« Group Affiliation

s Electronic
Transaction
Submission

+ Ownership

« Exdusion / Sanction

V qualified Service
Providers

Agreement

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

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

Pharmacy Agreement/Medical Assistance Program

PCCM Agreement

EDI Trading Partner Agreement

Register for Web Access

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

Please enter a User ID of your choice and the following information for the Organization Administrator. The
Provider Organization Administrator is the person responsible for setting up and maintaining users for the
Provider Organization. The Organization Administrator will also be responsible for resetting user passwords.
Registering for web access allows you to submit claims electronically and creates an online message center
where you can receive letters and remittance advices.

Y Yes © No

=Organization Name =Organization Description =User ID
Smith Clinic Clinic |

The submitted User 1D
already exists. Please
enter another User ID, or
select one of the following
suggestions: TOSMITH,

I

TOMSMITH
Prefix *Last Name *First Name 11 Suffix
- SMITH TOM hd
*Phone Ext Email Address

701-555-5555

Step

Action

10.

If the User ID already exists, you will be prompted to enter a different User ID.

B/c5/hYSID

gmgQCaXbYOYAC2TCGwIcQpEhgUR O ~ & & X | & North Dakota MM ..

Links

« Application Tracking
Number -124004

s Instructions

 Identifying
Information

+Licensure /
Certification

*/ Provider Identifier
Numbers

+ Service Location

Billing

Group Affiliation

Electronic

Transaction

Submission

Ownership

Exdusion / Sanction

 Qualified Service

Agreement

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

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

Pharmacy Agreement/Medical Assistance Program

PCCM Agreement

EDI Trading Partner Agreement

Register for Web Access

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

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

Providers Registering for web access allows you to submit daims electronically and creates an online message center
where you can receive letters and remittance advices.
@ ves © No
=0Organization Name =0Organization Description =User ID
Smith Clinic Clinic TOMSMITH
Prefix *Last Name *First Name MI Suffix
A SMITH TOM -
*Phone # Ext Email Address
701-555-5555
Validate Application
Click the Validate Application button below to check your application for errors.If errors are found, vou will be led
through the application and instructed to correct each error. If there is no error, you willhe dicact: fhe Submit
Application Step Two - Review Application page before the final 1 submissifff.
Validate Application
If you have any questions, please contact Provider 000 2604
psi//mmis.nd.gov/portals/wps/portal/lut/p/cS/hY5ED glmUBB<V.. |

I

Page 49




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

Step

Action

11.

Click the Validate Application button. This will check the application for errors.
Validate Application

PO~ @CX

gImUBBCVtpUDUBQ {2 North Dakota MMIS ...

Provider Enroliment - Submit Application Step 2 Print | Help - O

= Regquired Field

Application Links
Application Tracking Add Another Service Location

Number -124004
Instructions

1f you render services at any locations other than the service address entered, click the 'Add Another Service
Location' button to enter an additional location and the location-specific information. You may use this button to

’
" Identifying enter all locations where you render services. L
Information
+Licensure / Edit Service Location
Certification
v If after validation you need to edit information related to your additional locations, click the 'Edit Service Location’
Provider Identifier
button to see all locations entered, and select the location you want to edit.
Numbers
 Service Location Edit Application
Biling
« Group Affiliation 1f you need to edit your application click the 'Edit Application’ button to make the necessary changes.
* Electronic
Transaction Electronic Signature
Submission

+ Ownership

Exclusion / Sanction

v Qualified Service
Providers

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

=I have read and agree to all terms and conditions stated in the PCCM Agreement.

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

I

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 'Confirm

Submit' button below to submit your web-based application to Provider Enrollment. A confirmation message screen
will be displayed on the next page. After submitting, you can no longer make any changes to your application.

‘Add Another Type ‘Add Another Service Location Edit Service Location
Edit Application E Confirm Submit

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

©2012 Affiliated Computer Services, Inc. All Rights Reserved. ]

Privacy Policy | Site Map | Terms of Use | Browser Reguirements | Accessibility Compliance s

Step

Action

12.

Click the required Electronic Signature options.

Step

Action

13.

Enter the Requested Claim Submission Effective Date.

Step

Action

14.

Click the Save button.
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Print | Help - O
= Required Field
[The Provider Enrollment Details have been saved successfully. Please note your Application Tracking number 124004 for future access to the
Enrollment Application .
Application Links
« Application Tracking Add Another Service Location
Number -124004 K X X . i
« Instructions If you render services at any locations other than the service address entered, click the 'Add Another Service
s Location’ button to enter an additional location and the location-specific information. You may use this button to
entifying entter all locations where you render services.
Information
+Licensure / Edit Service Location
Certification
 Provider Identifier 1f after validation you need to edit information related to your additional locations, click the 'Edit Service Location’
b button to see all locations entered, and select the location you want to edit.
’
b geHWe Location Edit Application
illing
« Group Affiliation 1f you need to edit your application click the 'Edit Application’ button to make the necessary changes.
* Electronic
Transaction Electronic Signature
Submission
(o] hi
S S e “I have read and agree to all terms and conditions stated in the Provider Agreement.
’
A gzﬂg:fﬁsarwce I have read and agree to all terms and conditions stated in the PCCM Agreement.
“I have read and agree to all terms and conditions stated in the Trading Partner Agreement.
d Claim issi ffective Date
Requested Claim Submission Effective Date
12/01/2012 [
Submit Confirmation
When you finish making changes andfor adding service locations, please submit the application. Click the 'Confirm
Submit’ button below to submit your web-based application to Provider Enrollment. A confirmation message screen
will be displayed on the next page. After submitting, you can no longer make any changes to your application.
Add Another Type Add Another Service Location Edit Service Location
Edit Application m Confirm Submit
1f you have any questions, please contact Provider Enrollment at (800) 755-2604. Ly
ps://mmis.nd.gov/portals/wps/portal/!ut/p/c5/hYTLDOIWEEW xS~ YAV2XS... | A

Step Action

15. Review the application for accuracy and completeness before submitting the
application.

Step Action

16. Add Another Type and Add Another Service Location should never be used on
an individual application. If the individual has more than one provider type,
then a separate application is required. If the individual practices at multiple
locations, then use the group affiliations page to associate all locations.

Step Action

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

Step Action

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

Confirm Submit
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B/c5/hYTLDOIWEEW xS-VAV2XSCsm2igCCNOQImg0Ciwdkés O ~ @ € X | @ North Dakota MMIS .. %
Provider Enrollment - Submit Complete

Print| Help - O
= Required Field

Thank you for submitting your application on-line. In order to fully process your application the required documents listed below must be mailed
into DHS. Once all documents have been received and vour application reviewed you will be notified via mail with the application decision.

You may check the status of your application at any time, through the Application Status function located on the main Enrollment home page or by
contacting Provider Enrollment Services at the number listed below, and providing your Application Tracking Number.

| Application Tracking Number

Application Tracking Number :124004
TradingPartner Application Tracking Number: 124005

Please make a record of this Application Tracking Number. Use this number when inquiring about the status of the application.

| 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 30 days after submittal.

Additional documents may be required to be sent in as attachments to your application depending on your provider type. Print the Document

Requirements Checklist to identify the supplemental information by provider type that is needed to finalize your application. Mail all additional
enroliment documentation to:

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 Enroliment

600 E Boulevard Avenue Dept 325

Bismarck ND 58505-0250

Print Required Documents
1. Document Requirements Checklist

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

Print Application Exit Application

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

ps: nd.gov/p

fwps/portal/lut/p/c5/hYID gmgmHHZ... |

Step

Action

19.

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

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

Step

Action

20.

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.
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Horth Dakots Department of HumanS ervicss

Tndividnal Provider Exollment Application.

Subitied em: December 11, 2012
Application Trackirg Mumber: 124004

Tralirg Partner Application Tracking Hunher, 124005

Last Hame: T mith

First Hame: Tom ML
Suffis: Date of Bisthe 12/15/1960

Genler: Make Caninformation sboat date of birth and gerderbe availible to clients? Yes

SSH: 505555555

Cument and/jox previous HD Frovider mmbers: 000012343

Have you used any previous names in fhe past five year?: No
Last Hame Faast Hame,

Provider Type: Physiziars

Step Action

21. Print a copy of the application for your own records.

Do not submit a printed
copy with the required documents.

= Required Field

Thank you for submitting your application on-line. In order to fully process your application the required documents listed below must be mailed
into DHS. Once all documents have been received and your application reviewed you will be notified via mail with the application decision.

You may check the status of your application at any time, through the Application Status function located on the main Enrollment home page or by
contacting Provider Enrollment Services at the number listed below, and providing your Application Tracking Number.

| Application Tracking Number

Application Tracking Number :124004
TradingPartner Application Tracking Number:124005

Please make a record of this Application Tracking Number. Use this number when inquiring about the status of the application.

—| 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 30 days after submittal.

Additional documents may be required to be sent in as attachments to your application depending on your provider type. Print the Document
Requirements Checklist to identify the supplemental information by provider type that is needed to finalize your application. Mail all additional
enrollment documentation to:

Note: Include the application tracking number indicated abave 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. Document Requirements Checklist

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

Exit Application

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

[ psi//) d.gov/p fwps/portal/lut/p/c5/hV5ID: meuter Services, Inc. All Rights Reserved.
= lse | Browser Requirements |
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Step

Action

22.

Click the Exit Application button.
Exit Application

@ o= /Immisnd

{HZAmItCCOWlaggAFIWBAUT O ~ @ € X

= Reguired Field

Thank you for submitting your application on-line. In order to fully process your application the reguired documents listed below must be mailed
into DHS. Once all documents have been received and your application reviewed you will be notified via mail with the application decision.

You may check the status of your application at any time, through the Application Status function located on the main Enrollment home page or by
contacting Provider Enroliment Services at the number listed below, and providing your Application Tracking Number.

| Application Tracking Number

Application Tracking Number :124004
TradingPartner Application Tracking Number:124005

Please make a record of this Application Tracking Number. Use this number when inquiring about the status of the application.

| Print and Review

.
The Print Application button may b§ Message from webpage | i =)
The application will remain availa -

should not be sent to DHS.

Additional documents may be reg
Requirements Checklist to identify
enroliment documentation to:

Are you sure you want to exit? Please ensure you have printed this page r type. Print the Document
and all required documents. plication. Mail all additional

Note: Include the application tra

North Dakota [

Provider
600 E Boulevard Avenue Dept 325
Bismarck ND 58505-0250

e to your application.

Print Required Documents

1. Document Requirements Checklist

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

Print Application

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

©2012 Affiliated Computer Services, Inc. All Rights Reserved.
Privacy Policv | Site Mao | Terms of Use | Browser Reauirements | Accessibility Comoliance

I

Step

Action

23.

Click the OK button.
0K

Step

Action

24,

End of Procedure.
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