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New Agency Provider

Enrollment Instructions

“Working to protect, preserve and promote the health and safety of the people
of Michigan by listening, communicating and educating our providers, in order
to effectively resolve issues and enable providers to find solutions within our
industry. We are committed to establishing customer trust and value by
providing a quality experience the first time, every time.”

-Provider Relations




New Provider Enrollment Instructions

e Anyone becoming a new Home Help agency provider
e Fill out the 8 Step Provider Enrollment Application
e Track Your Application

**Have paper and a writing utensil nearby
“**You must complete the application within 30 days of beginning

Call the Provider Support Helpline if you need assistance:
1-800-979-4662




Sign into MILogin by going to https://milogintp.Michigan.gov and
entering your User ID and Password.
This will take you to the MILogin Application Portal.

MiLogin

Login to your account

* = Required Fields




You will be directed back to your MiILogin home page.
From here, you can go into CHAMPS.

MiLogin

A Home Page

Your password will expire in 365 days

Need Help?

Manage your account

= Change Password P Update Security Q&A

Access your applications

« CHAMPS

AN




You will need to click Acknowledge/Agree to accept the Terms & Conditions
to get into CHAMPS.

From there, you can access the Electronic Service Verification (See ESV
Instructions or ESV Quick Reference Guide).

Terms & Conditions: CHAMPS - Initiative 1 - System Test

The Michigan Department of Health and Human Services (MDHHS) computer
information systems (systems) are the property of the State Of Michigan and
subject to state and federal laws, rules and regulations. The systems are
intended for use only by authorized persons and only for official state business
Systems users are prohibited from using any assigned or entrusted access
control mechanisms for any purposes other than those required to perform
authorized data exchange with MDHHS. Logon IDs and passwords are never
to be shared Systems users must not disclose any confidential, restricted or
sensitive data to unauthorized persons. Systems users will only access
information on the systems for which they have authorization. Systems users
will not use MDHHS systems for commercial or partisan political purposes
Following industry standards, systems users must securely maintain any
information downloaded, printed, or removed in any format from the systems
When no longer needed, this information must be de stored in an appropriate
manner specific to the format type. All users of the systems give their
expressed consent to the monitoring of their activities on the systems. If such
monitoring reveals possible evidence of unauthonzed or criminal activity, the
evidence may be provided to administrative or law enforcement officials for
disciplinary action and /or prosecution. By accessing information provided by
the Michigan Department of Health and Human Services computer information
systems and clicking on the button below, | acknowledge and agree to abide by
all governing privacy and security terms, conditions, policies and regtrictions for
each authorized application

Acknowlecge/Agree




Below is the display of the CHAMPS homepage for a brand new provider.
Click on New Enrollment (in blue).

—
@nmns £ Provider~ ,
1+

BtotePsd @ Externallinksv My Favaritez v Bt @ Help

)

# | Provider Enrollment -

New Enrollment Enroll As A New Provider

Track Application Track Exisfing Provider Application




Choose Atypical (noon-medical) provider.
Choose Agency (Child Care Institution, Home Help/Personal Care...)
Click the Submit button.

Scott,Sarah ~ Quick Find Note Pad External Links~ My Favorites > Print ]

Ly WMyinbox 3 New Enroliment ¥ ESV MemberList > New Enroliment

# | Enrollment Type A
Select the Applicable Enrollment Type
@ Individual/5Sole Proprietor
@ Reqular Individual/Sole Proprietor {Choose this option to be a Medicaid Individual/Sole Proprietor, you may participate in the EHR-MIPP.)
@ EHR-MIPP Only Provider {Choose this option to participate only in EHR-MIPP.)
@ Managed Care Network Provider Only
@ Managed Care Network Provider and EHR
@ Group Practice (Corporation, Partnership, LLC, etc.)
@ Billing Agent
@ Facility’Agency/Organization {FAOQ-Hospital, Nursing Facility, Various Entities)

@ Contractor/MCO

I @ Atypical {non-medical) provider {Choose this option if you do not have a NPI) I

m

@) Individual (Driver, Home Help/Personal Care, Carpenter, etc.)

@ Agen

|

Child Care Institution, Home Help/Personal Care Agency, Transportation Company, etc.




Enter the required information, indicated by the asterisk (*).
Click Confirm to verify the EIN/TIN.
Click Finish.

-
@ Woelcome to MMIS - Windows Internet Explorer = | B |5
B Print € Help
Basic Information(Home Help) ~

Legal Entity Name: {Ac =h eturn)
I Entity Business Name: | o ning Hands Chore Services * (Doing Business As) i I EINITIN: | 10021052 ! I

Contact Email Address:

Email-1 | | é

Email-2 | |

HPI:

Email-3 | |

Please note that all providers are subject to a criminal background screening that could affect your ability to be paid through the Home Help program.

@ confirm

Page |D: digAddBasicinformationStep1{Providar)

‘;E Done -gf Trusted sites | Protected Mode: Off fa - ®I100% ~ L




Write down the Application ID number for future reference.
Click OK.

***NOTE: Be sure to complete and submit your application within 30 days or
your application will be deleted.

& Welcome to MMIS - Windows Internet Explorer = B |
® Print @ Help
Application 1D: 2015052388967 3 Name: Helping Hands Chore Services
Basic Infarmaticn ~

You have successfully completed the basic information on the Enrollment Application.

@pll’c&tl’on D is: 2015052BQQQD

Please make note of this Application ID. This is the number you will be required
to use to track the status of your enrollment application. Without this number,
you will not be able to access your application and your information will be deleted.

Please make sure to complete your application and submit it for State Review within 30
calendar days OR your application will be deleted.

o 0K

Page |D: digAddBasicinformationStep3{Frovider)

Done +f Trusted sites | Protected Mode: Off d3 v ®|I100% - L




Notice the Status for Step 1: Provider Basic Information is designated

Complete.

Click on the Step 2: Add Locations hyperlink.

Application 1D: 20150709665544

Name: Helping Hands Chore Senices

i Enroll Provider - Atypical Agency

)

Step

Step 1: Provider Basic Information

Step 2 Add Locations I

Step 3: Add Specialties
Step 4 Add License/Certification/Other
Step 5: Add Made of Claim Submission/ED| Exchange

Step 6: Associate Billing Agent

Step 7: Add Provider Contralling InterestOwnership Details

Step 8: Add Taxonomy Details

Step §: Associate WCO Plan

Step 10 83%ERA Enroliment Form
Step 11: Complete Enrollment Checklist

Step 12 Submit Enrollmant Application far Approval

View Page: ®co PageCount:1 @SaveTo)(LS

Requirad
Required
Required
Required
Optional
Required
Optianal
Required
Optional
Optianal
Optional
Required

Required

Business Process Wizard - Provi

Start Date

07092015

07092015

Viewing Page: 1

End Date

070912015

Incomplete
Incomplete
Incomplete
Incomplete
Incomplate
Incomplete

Incomplete

Incomplate

Incomplete
Incomplete

Incomplete

Step Remark

nt {Atypical Agency). Click on the Step # under the Step Column.

Please addivalidate Lacation.

®rist | Py | ¥ Ned

» Last




Click Add.

% Provider Portal » MNew Enrcllment % HIPAA-Exempt Individual Enrellment

Application ID: 20141203023112 Name: Doe, Jane

@ To add/modify Pay To, Correspondence and Remittance Advice addresses, click on Location Type hyperlink.

i# | Locations List

Filter By

E ‘@Gu|

Doing Business As Location Type

AT AT

No Records




Enter the required information, indicated by an asterisk (*).
Click Validate Address (you cannot go any further without clicking this).

**NOTE: Location Type will always by Primary Practice Location.
**NOTE: Entering the Zip Code will automatically update State, City/Town, and County

& Print @ Help

Application ID: 2015052899967 3 HName: Helping Hands Chore Services

For all locations, Correspondence address is required. For Primary Practice Location, Pay-To address is required. Enter Remittance Advice

address cnly to receive a paper Remittance Advice
Add Provider Location -~
Location Type: | Primary Practice Location El p
Doing Business As: End Date: _
If a department cr drawer number is required enter the infermation in line TWO.
(Fer example: DEPT 222 cr DEPARTMENT 222, DRAWR 1111 er DRAWER 1111)
If an attention line is required, please enter the information in Line THREE.
(For example: ATTN: Billing Dept.]
St s validation successful
I Address Ll'ne1:| 320 SWALMUT ST |* Address Line 2: | |
[Efer Sireel Addrs niyy
Address Line 3: | | CityTown: | LANSING -1
State/Province: | MICHIGAN -1~ County: | INGHAM =1
Country: | UNITED STATES B ZipCode: | apazs || 2014 I]| © Validate Address. | I
Phone HNumber: | (517} 373-2076 Extn: | Fax Number: | | |
Email Address: VWeb Page: | |
Oifice Hours: | E” Communication Preference: | CHAMPS Motice E”

easibier Mo ]
Accessible: Ma El
Accept 835 English =
{reported at Language{s} Spoken: | Arabic [E]| (For Multiple Selection, use Ctrl Key)

EINITIN level}: Chinese -

v o

Page |D: digEnriAddL ocation{Provider)




Scroll to the bottom of the previous screen.
Enter the Fiscal Year End Date relevant to your agency.

Indicate the Distinct Part Unit.
Click OK.

Facility Details

LT AT 5. | |_|| T OITIITTOTITCA T FTETETETICE, | LHAARFS NUNLE |_||
Accessible: Mo E 1
Accept 835 Englishi 8
{reported at Language(s) Spoken: Ara_biu: [E1| (For Multiple Selection, use Cirl Key)
EIN/TIN level): Chinese ~

State Facility [D: ‘

Licensed Medicaid Bed(s): ‘

Licensed Medicaid/Medicare Bed({s): ‘

{Dual Certified)

Swing Bed(sk ‘

Licensed LTC Unit{s): ‘

= {ln00 Lo Cacel

Distinct Part Unit: i Mane

Psych
Skilled Mursing

Page |0: digEnriAddLocation{Provider)

m

Fiscal Year End Date: ‘ 12131 &
{mmidd)

Licensed Medicare Bed(s):

Ventilator Dependent Unit{s}): ‘ ‘

Acute Care Bed(s): ‘ ‘

Temporarily Hon Available: ‘ ‘

oo Joun




Click on the Primary Practice Location hyperlink (in blue).
Click Add Address.

Application ID: 20141203023112 Name: Doe, Jane

To addimodify Pay To, Correspondence and Remittance Advice addresses, click on Lecation Type hyperiink.

& |ocations List
|

‘ Fiter &y BH H H@eu |

’_B Save Filters ‘ ‘ Y My Filters ™

-
1 Delete |View Page: ©co | Wrae Count | f SaveToXLs Viewing Page:1

Doing Buziness As Location Type Location Details End Date
Ay AY LY LY
Primary Practice Location 320 5 WALNUT 5T, LANSNG, MICHIGAN 48033 12/3172809

rist | €Prev | ¥ lext | B Last

Application ID: 20141203022112

[ocos: I ,clck 'Add Address’ bution.

Name: Doe, Jane

i ‘ Location Details

Doing Business As: | ‘

Location Code: 01

e E—

Phone Number: |(999)999—9999 |*E}dn: ‘

Location Type: Primary Practice Location

‘Office Hours: |

- N
E” Preference: | CHAMPS Notice E

Handicap Accessible:
M| English -
Accept 835(reported at EINTIN level): Language(s} Spoken:

Arabic =
End Date: [12312009 | |

{For Multiple Selection, use Ctrl Kay}

Chinese ~

|
© Add Address I

E= ‘ Address List

Wl Delete | View Pagez ©®czo || K Page Count SaveToXLS

Viewing Page: 1

~
Address Type Address End Date

]

AW AT reg

Location 320 S WALNUT ST, LANSING, MICHIGAN 48933 1243112959

€ First | € Prev | P Mext | I Last




In the Type of Address drop down menu, select Correspondence.

**All correspondences from the Home Help program will be sent to the address

entered here; therefore, enter the address where your agency regularly receives mail.

If that address is the same as the one entered previously, simply select Copy This

Location Address next to the Location Address.

Click OK.

B Print @ Help

Application ID: 20141203023112

i | Add Provider Location Address

Name: Dog, Jane

Page |D: digEnriLocationAddress{Provider)

Address Line 1:| |’t Address Line 2: | |

Address Line 3:

OED ETTL O Urawe ber is required enter the infoermation in line TWO.
[Fnr Example DEPT 222 or DEPARTMENT 222, DRAWR 1111 or DRAWER 1111])
If an attention line is required, please enter the informaticn in Line THREE. (For example: ATTN: Billing Dept.)

Ente
( B Print @ Help

Application ID: 20141203023112 Name: Doe, Jane

i | Add Provider Location Address

Type of Address: | Corespanden [~]- End Date: _
Location Addre: SLprTh s Location Addressf

If a department or drawer number is required enter the informaticon in line TWO.
(For example: DEPT 222 or DEPARTMENT 222, DRAWR 1111 or CRAWER 1111)
If an attention line is required, please enter the informaticn in Line THREE. (For example: ATTN: Billing Dept.)

Address Line 1:| 320 SWALNUT 8T |* Address Line2:| |

(Enter Street Address or PO Box Only)

Address Line 3: | | CityTown: | LANSING -

Page |D: digEnriLocationAddress

| »




Notice the Correspondence and Location rows have addresses.

Click Save.
Click Close on the next two screens to go back to the list of steps (Not shown).

The Close button is on the top left corner.

My Inbox Provider~

—

@nmps <
2 Scott,Sarah ~

: » Mylnbox » MNew Enrcllment ¥ Afypical Agency Enrollment % General

Application 1D: 20150709666544

© Close

r U No T~

End Date: | 12/31/2593 ]

| To add additional addresses, click "Add Address” button.

Page ID: pgEnrolimentlocationGeneral{Provider)

Q, Quick Find

Name: Helping Hands Chore Services

Accept 835{reported at EIN/TIN level): Language{s) Spoken: -
Arabic
{For Multiple Selection, use CtriKey} |Chinese ™

Environment: UAT {Server: wtw301.85 - Build: R8_5.4.1)

ki Hote Pad

@ External Links v Y My Favorites v

A Print

© Help

i | Facility Details Y .
State Facility 1D: |:| Fiscal Year End Date: | 42/31 E Licensed Medicaid Bed | |
{mmidd) {s):
Licensed Medicare Bed{s): | | Licensed Medicaid/Medicare | Ventilator Dependent |
Bed(s): Unit{s}:
{Dual Certified)
Swing Bed|s): | | Acute Care Bed{s): | | Licensed LTC Unit{s): | |
{Long Term Care})
Temporarily Non Available: | | Distinct Part Unit: | None IZH * L
fif  Address List ~
© Add Address
Address Type Address End Date
Fa¥ 4 av iv
Caorrespondence §i933 12/31/2999
Location AN 43833 12/31/2999
Viewing Page: 1 CFist | € Prev | ¥ Met | W Last

Server Time: 07/09/2015 02:40:11 EDT




Click on Step 3: Add Specialties hyperlink

Click Add.

Application 1D: 20150709666544

Name: Helping Hands Chore Senices

i Enroll Provider - Atypical Agency

A

Business Process Wizard - Provider Enrollment {Atypical Agency). Click on the Step # under the Step Column.

Step Required Start Date End Date Status Step Remark
Step 1: Provider Basic Information Required 071092015 071092015 Complete
Step 2 Add Locations Required 0710912015 . 0710912015 Complate
ep 3. Add Specialties Required Incomplete
Step 4: Add License/Cerfification/Other Optional Incomplete
Step 5. Add Mode of Claim Submission/EDI Exchange Required Incomplete
Step B: Associate Billing Agent Optional Incomplete
Step 7: Add Provider Controlling Interest/Ownership Details Required Incomplete
Step 8: Add Taxonomy Details Optional Incomplete
Step 9: Associate MCO Plan Optional Incomplete
Step 10: 835/ERA Enroliment Form IOptmﬂa\ ‘Incomp\ete
Step 11 Ll
Application ID: 2014120302312 Name: Doe, Jane
Step 12
View Pi
#  Spaecialty/Subspecialty List A
Fiter By B ‘ :oﬂ B save iters | ¥ My Fitters ¥
Specialty/Subspecialty Provider Type End Date
D AN AY AY

No Records Found !




Choose 01- for Location.
For both Provider Type and Specialty, choose Home Help Individual.
Click OK.

= Print € Help

Application ID: 2015052399967 3 Name: Helping Hands Chore Senices

Add Specialty/Subspecialty ~

Add Subspecialty ﬁ

*

Location: | 01- [+]

Provider Type: | HOME HELP FAQ EI
Specialty: | HOME HELP FAD |E| W

End Date: ]

Available Subspecialties Associated Subspecialties *

Mo Subspecialty

EH

|JUK ‘I@Cﬁncel |

Page |D0: digenrlAddSpecialties{Provider)




Click Close.

Notice Steps 1-3 are complete. Step 4 is optional.
Click Step 5: Add Mode of Claim Submission hyperlink.

Application ID: 20141203023112

© Chose

Name: Dog, Jane

H | Specialty/Subspecialty List

| Filter By E” | | | ‘ ‘ Ba | [B Save Filters | | T My Filters ™
Specialty’Subspecialty Provider Type End Date
AY

HOME HELR INDIVIDUALMNG Subspe  Application ID: 2015070966654

‘ i Delete ‘View Page:| 1

oo

Name: Helping Hands Chore Senices

#  Enroll Provider - Atypical Agency

L]

Business Process Wizard - Provider Enroliment {Atypical Agency). Click on the Step # under the Step Column.

View Page: ®co PageCount:1 | & SaveTos

Viewing Page: 1

K First

Step Required Start Date End Date Status Step Remark
-Stepﬂ: Provider Basic Information Required 071082015 071082015 Complete o
Step 2: Add Locations Required 071082015 Incomplete Please addivalidate Location
Step 3: Add Specialties Required Incomplete

Step 4: Add License/Certification/Other Optional Incomplete

Steﬂ 5: Add Mode of Claim Submission/EDI Exchange I Required Incomplete

Step 6: Associate Billing Agent Optional Incomplete

Step 7: Add Provider Controlling InterestiOwnership Details Required Incomplete

Step 8: Add Taxonomy Details Optional Incomplete

Step 9: Associate MCO Plan Optional Incomplete

Step 10: 835[ERA Enroliment Form Optional Incomplete

Step 11: Complete Enrollment Checklist Required Incomplete

Step 12 Submit Enroliment Application for Approval Required Incomplete

€ prey

¥ Nt

» Last




The box next to Online Direct Data Entry (DDE) should already be
selected for you.
Click OK.

2 FPrint @ Help

Application ID: 20141203023112 Name: Doe, Jane

Mode of Claim Submission Details ~
You may check multiple Modes of Claim Submission.

Identify Claim Submission Details.

Mode of Claim Submission: [~ Electronic Batch [~ CORE ™ Billing Agent

nline Direct Data Entry (DDE) [~ Paper [~ Mot Applicable

vor

Page ID: digBillingDetails{Provider)




Step 6 is optional, so complete it only if you will have a Billing Agent.

Click Step 7: Add Provider Controlling Interest/Ownership Details

hyperlink.

Application 1D: 20150709665544

Name: Helping Hands Chore Senices

i Enroll Provider - Atypical Agency

Step

| Step 1: Provider Basic Information

Step 2 Add Locations

Step 3: Add Specialties

Step 4 Add License/Certification/Other

Step 5: Add Made of Claim Submission/ED| Exchange

Step 6: Associate Billing Agent

Step 7: Add Provider Controlling Interest/Owners hip Details

Step 8: Add Taxonomy Details

Step §: Associate WCO Plan

Step 10 83%ERA Enroliment Form
Step 11: Complete Enrollment Checklist

Step 12 Submit Enrollmant Application far Approval

View Page: ®co PageCount:1 @SaveTo)(LS

Requirad
Required
Required
Required
Optional
Required
Optianal
Required
Optional
Optianal
Optional
Required

Required

)

Business Process Wizard - Provider Enrollment (Atypical Agency). Click on the Step # under the Step Column.

Start Date End Date

07108/2015 07109/2015
0710972015 07/09/2015
0710912015 07109/2015
0710912015 07109/2015

Viewing Page: 1

Status
Complate
Complete
Complete
Incomplete
Complete
Incomplate
Incomplete
Incomplete
Incomplate
Incomplete
Incomplete

Incomplete

Step Remark

rirst

€ Prey

¥ tent

» Last




Click on the Add button to add a Managing Employee owner.

Application ID: 2014120302312

Name: Doe, Jane

£ | Owners List L)
m

| Filter By Iz” | | | | | Ga | FB Save Filters | | Y My Filters ¥

Owner SSN/EINTIN Owner Information Owner Type Start Date End Date

=

AV av av av AY

prasrasrid Doe,Jane Individual 1203214 12131/2559

‘ il Delete |View Page:| 1 Viewing Page: 1 Fist | € Prev | ¥ lNet B Last

List Ownership Interest in other Entities reimbursible by Medicaid andior Medicare.

| Filter By IZ” ‘ | ‘OGD ‘

Other Owner EINTIN Other Owner Information

AV AY

FB Save Filters | | b My Filters ™

Address

AY

No Records Found!




Choose Managing Employee in the Owner Type drop down menu.
Enter the required information, indicated by the asterisk (*).
Click Validate Address button (you cannot go any further without this).

Click OK.

**NOTE: Enter the percentage of the agency owned by the Managing Employee.

**NOTE: Entering the Zip Code will automatically update State, City/Town, and County.

& Print @ Help

Application 1D: 20141203023112

Hame: Doe, Jane

Provider Controlling InterestfOwnership ~ =
Owner Type:8 _ o EcT— - E*@ I Percentage Owned: I:l* I
—SELECT—
SSN: ||agent EIN/TIN:
Board of Directors/Officers/Principles | |
Legal Entity Name: gg::gg::::: : gzgrgﬂﬁt:glng Entity Business Name:
Foreign, Monresident Alien {Doing Business As)
First Name: ||Sovernment Last Mame: | |
Holding Company
suffix; |[[ndvidual DOB: | | &
Phone Number: |Managing EpITEe Email: | |
End Date: | | = I
Address Line 2: | |
Address Line 3: | | City/Town: | OTHER |Z||*
State/Province: | OTHER -] County: | OTHER =]
Country: | UNITED STATES |Z||* I Zip Code: I| & validate Address |_
v oK || @ cancel




Click on the Add button to add a Board of Director, Officer, or Principle Owner.

Application ID: 20141203023112 Name: Doe, Jane

| Owners List

A
| Filter By |ZI| | | ‘ | |0Gu | |—B Save Filters ‘ ‘ ¥ My Filters ™
Owner SSN/EINTIN Owner Information Owner Type Start Date End Date
=
AV av AY AT Ay
222222222 Doe,Jane Individual 120032014 1213112559
| il Delete |View Page:| 1 ‘ ® 3o Kiracecount | [ SaveToXLS

Viewing Page: 1

T 1l
rirst | € Prev | ¥ Hext | 9 Last |

~
dd Other Owned Entity | List Ownership Interest in other Entities reimbursible by Medicaid andior Medicare.
[ Fier 3y = |[®6 | [ B save Fitters | | ¥ wy Fitters
Other Owner EINTIN Other Owner Information Address
AV AY '
Ho Records Found !




Choose Board of Directors/Officers/Principles in the Owner Type drop

down menu.

Enter the required information, indicated by the asterisk (*).
Click Validate Address button (you cannot go any further without this).

Click OK.

**NOTE: Enter the percentage of the agency owned by the BoD/Officers/Principles.
**NOTE: Entering the Zip Code will automatically update State, City/Town, and County

& Print @ Help

Application 1D: 20141203023112

Hame: Doe, Jane

Provider Controlling Interest/fOwnership

| »

Owner Type:  SELECT—
—SELECT—

@

S5N:

Board of Directars/Officers/Principles
Legal Entity Name: || 1h0r0t0 - Non Charitable
Fareign, Maonresident Alien
Government

|

I Percentage Owned: I:l* I

EIN/TIN:

Entity Business Name: | |
(Doing Business As)

| |
-

Country: | UMITED STATES

First Name: : Last Name: | |
Holding Company
. [[individual . | | = |
—— [Limited liability Company LE
Managing Employee —
Phone Number: Parinership - Email: | | 1
Start Date: [[SU0-contractor____ End Date: | & | 1
Address Line 1: = Address Line 2:| |
fddress or PO Box Only)
Address Line 3: | | City/Town: | OTHER |Z||*
State/Province: | OTHER -] County: | OTHER =]

I Zip Code: I | & validate Address |_

" 0K ® cancel




Click on the Add button to add either an Individual or Corporate Owner.

Application ID: 20141203023112 Name: Doe, Jane

| Owners List

A

| Filter By |ZI| | | ‘ | |0GD | | B save Filters ‘ ‘ ¥ My Filters ™
Owner SSN/EINTIN Owner Information Owner Type Start Date End Date

=

AV av AY AT Ay

222222222 Doe,Jane Individual 120032014 1213112559

|iDe\ele |View Page: | 1 ‘ ©co | Biresoscount | B SaveToXLs Viewing Page: 1 rirst | € Prev | ¥ Next | 3 Last

~
dd Other Owned Entity | List Ownership Interest in other Entities reimbursible by Medicaid andior Medicare.
[ Fier 3y = |[®6 | | BY seve Fitters | | ¥ my Fiters =
Other Owner EINTIN Other Owner Information Address
AV AY '
Ho Records Found !




Choose either a Corporate option OR Individual option in the Owner Type
drop down menu.
Enter the required information, indicated by the asterisk (*).

Click Validate Address button (you cannot go any further without this).
Click OK.

**NOTE: Enter the percentage of the agency owned by the Corporate/Individual Owner.
**NOTE: Entering the Zip Code will automatically update State, City/Town, and County

& Print @ Help

Application 1D: 20141203023112 Hame: Doe, Jane

Provider Controlling Interest/Ownership o
—smsor- Je - [emeemT T
—SELECT—
SSN: ||agent EIN/TIN:
Corporate - Charitable 501[c]3

Carporate - Maon Charitable Entity Business Name:

| »

Legal Entity Name:
(Doing Business As)
First Name: Last Hame: | |
Suffix: DOB: | |§ |
Managi e | |
Phone Number: Partnership Email: 1
Start Date: [[SU0-contractor____ End Date: | & | 1

Address Line 2: | |

Address Line 3: | | City/Town: | OTHER |Z||*

State/Province: | OTHER -] County: | OTHER =]

Country: | UMITED STATES |Z||* I Zip Code: I| © validate Address |_

" 0K ® cancel




Click on the Managing Employee SSN hyperlink (in blue).

Application [D: 20150528893673

Name: Helping Hands Chare Senvices

i ‘ Owners List
|

‘ Fitter By B‘ ‘ ‘ ‘ ‘ ‘OGD ‘ (B Save Filters ‘ ‘ ¥ iy Fitters ™ ‘
Owner SSHENTIN Owner Information Owmner Type Start Date End Date

iV av a¥ AY a¥
123456789 Preston,Bil Managing Employes 0B/04/2015 123112399

123456739 Prestan,Bil Board of Directors/Officers/Principles 06/04/215 123112859

123456789 Preston Bil Indpvidual 060472015 123112599

T Dekete |View Page: ©co | Brase Ccount | B SaveToxLs

Viewing Page: 1

Wrist | € orev | ¥ lext | W Last




Click Add.

Select Your Name under the Owner Name drop down menu.
Select None under the Relationship drop down menu.
Click OK.

Application ID: 20150523399673

= Vigw Screening Rezult

| ©2dd (N & nactivata

Page ID: pgEnrimntMan

Name: Helping Hands Chore Senvices

SANC | 1£asU0d oY LEINITING

Entity Business Hame:

Legal Entity Name:
(Doing Business As)

(As shown on the Income Tax Return)

First Hame: ‘ Bill o Last Hame: ‘ Preston
Suffix: DOB: | 01/01/1960 *
Phone Number: ‘(5‘17} 3732076 * Extn: ‘ ‘ Email: ‘ ‘

Start Date: | 0512812015 * End Date: | 12/31/2999

Address Type: Home Address

Z Address Line 2:| ‘

Address Line 1: ‘ 320 3 WALNUT 8T

(Enter Street Address or PO Box Only)

*

Address Line 3: ‘ ‘ City/Town: ‘ LANSING E|

m

B Print @ Help

Application 1D: 20150528939673 Name: Helping Hands Chore Services

i | Modify Owner Relationship

Owner Name: | PrestonBill |ZI

‘ Relationship: | None E|

Page ID: digOwnerRelationship{Provider)

=

02/2015 10:26:29 EDT




Your name will be added to the Owner Name column.
At the bottom of the page, click on the “Final Adverse Legal
Actions/Convictions Disclosure” hyperlink.
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Read the Final Adverse Legal Actions/Convictions statement.

Answer the question at the bottom by choosing yes or no and comment if
necessary.
Click OK.

Application ID: 20141203023112 Name: Doe, Jane
Provider ID: 4002642 Name: Brown, Brittany
#i | FINAL ADVERSE LEGAL ACTIONS/CONVICTIONS »

This section captures information on final adverse legal actions, such as convictions, exclusions, revocations, and suspensions. All applicable final adverse actions must be reported, regardless of whether any records were expunged or any appeals are pending

CONVICTIONS

1.The provider, supplier, or any owner of the provider or supplier was, within the last 10 years preceding enroliment or revalidation of enraliment, convicted of a Federal or State felony offense that CMS has determined to be detrimental to the best interests ofthe program and its beneficiaries.
Offenses include: Felony crimes against persons and ather similar crimes for which the individual was convicted, including guilty pleas and adjudicated pre-frial diversions; financial crimes, such as extortion, embezzlement, income tax evasion, insurance fraud and other similar crimes for which
the individual was convicted, including guilty pleas and adjudicated pre-trial diversions; any felony that placed the Medicaid program or its beneficiaries at immediate risk (such as a malpractice suit that results in a conviction of criminal neglect or misconduct); and any felonies that would result
in a mandatory exclusion under Section 1123(a) of the Social Security Act.

2. Any misdemeanor conviction, under Federal or State |aw, related to: (a) the delivery of an item or service under Medicaid or a State health care program, or (b} the abuse or neglect of a patient in connaction with the delivery of a health care item or service.

3. Any misdemeanaor conviction, under Federal or State |aw, related fo thefl, fraud, embezzlement, breach of fiduciary duty, or other financial misconduct in connection with the delivery of a health care item or service.

4. Any felony or misdemeanor cornwviction, under Federal or State law, relating to the interference with or obstruction of any investigation into any criminal offense described in 42 C.F.R. Section 1001.101 or 1001.201.

5. Any felony or misdemeanor conviction, under Federal or State law, relating to the unlawful manufacture, distribution, prescription, or dispensing of a controlled substance.

EXCLUSIONS, REVOCATIONS, or SUSPENSIONS

1.Any revocation or suspension of a license to provide health care by any State licensing authority. This includes the surrender of such a license while a formal disciplinary proceeding was pending before a State licensing authority
2. Any revocation or suspension of accreditation

3.Any suspension or exclusion from participation in, or any sanction imposed by, a Federal or State health care program, er any debarment from participation in any Federal Executive Branch procurement or non-procurement program.
4. Any current payment suspension under any enraliment.

5. Any Medicaid revocation of any Medicaid provider billing number.

1. Hawve you, under any current or former name or business identity, ever had a final adverse legal action listed above imposed against you?

FINAL ADVERSE LEGAL ACTION/CONVICTION ACTION HISTORY

I 1. Have you, under any current of former name or business identity, ever had a final adverse legal action |isted above imposed againstyou? @ Yes @ No  Comments (optional)




Click Close to go back to the Owner’s List screen.
Click on the BoD/Officers/Principles SSN hyperlink (in blue).

Application 1D: 20150528999673

B

Elvisw Screening Result
|

BIN | 1£o%UU ey

Name: Helping Hands Chore Services

EINJIING
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Entity Business Name:

{As shown on the Income Tax Return)
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Phone Number: | (517)373-2078

Start Date: | 05/28/2015

{Doing Business Az)

Last Name: | Prestan

* Extn: | | Email: |

End Date: | 12/31/2099

Address Type: Home Address

Address Line 1: | 320 SWALNUT 8T
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(Enter Street Address or PO Box Cnly)

m
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Click Add.

Select Your Name under the Owner Name drop down menu.
Select None under the Relationship drop down menu.
Click OK.

Application ID: 20150523399673

= Vigw Screening Rezult

| ©2dd (N & nactivata

Page ID: pgEnrimntMan

Name: Helping Hands Chore Senvices

SANC | 1£asU0d oY LEINITING

Entity Business Hame:

Legal Entity Name:
(Doing Business As)

(As shown on the Income Tax Return)

First Hame: ‘ Bill o Last Hame: ‘ Preston
Suffix: DOB: | 01/01/1960 *
Phone Number: ‘(5‘17} 3732076 * Extn: ‘ ‘ Email: ‘ ‘

Start Date: | 0512812015 * End Date: | 12/31/2999

Address Type: Home Address

Z Address Line 2:| ‘

Address Line 1: ‘ 320 3 WALNUT 8T

(Enter Street Address or PO Box Only)

*

Address Line 3: ‘ ‘ City/Town: ‘ LANSING E|

m
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i | Modify Owner Relationship
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‘ Relationship: | None E|
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Your name will be added to the Owner Name column.
At the bottom of the page, click on the “Final Adverse Legal
Actions/Convictions Disclosure” hyperlink.

Application ID: 20150528999673 Name: Helping Hands Chare Services
= Vigw Screening Result
Address Line 1: ‘ 320 8 WALNUT 8T ‘* Address Line 2: ‘ ‘ "
(Enter Street Address or PO Box Only)
Address Line 3:‘ ‘ CityTown: ‘LANSING B‘*
State/Province: | MICHIGAN [ County: | INGHAN ]
Country: ‘ UNITED STATES B| 5 Zip Code: ‘ 43933 H 2014 H © validate Address
Relationship A
‘ Filter By B‘ ‘ ’—B Save Filters ‘ ’_T My Filters ™ ‘
Bill Preston
Owner Name Modified Date Operational Status
:
AY = Ay Ay

Bill Preston None (1542842015 16:37.09 Active
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[ EH Final Adverse Legal Actions/Convictions Disclosure

Answer Final Adverse Comments

Question

Legal Action Imposed

Click the lifl "Final Adverse Legal Actions/Convictions Disclosure” to read and answer the disclosure. Mot Completed




Read the Final Adverse Legal Actions/Convictions statement.
Answer the question at the bottom by choosing yes or no and comment if

necessary.
Click OK.

Application ID: 20150528899673 Name: Helping Hands Chare Senvices

#i | FINAL ADVERSE LEGAL ACTIONS/CONVICTIONS

This section captures information on final adverse legal actions, such as convictions, exclusions, revocations, and suspensions. All applicable final adverse actions must be reported, regardless of whether any records were expunged or any appeals are pending

CONVICTIONS

1.The provider, supplier, or any owner of the provider or supplier was, within the last 10 years preceding enroliment or revalidation of enraliment, convicted of a Federal or State felony offense that CMS has determined to be detrimental to the best interests ofthe program and its beneficiaries.
Offenses include: Felony crimes against persons and ather similar crimes for which the individual was convicted, including guilty pleas and adjudicated pre-frial diversions; financial crimes, such as extortion, embezzlement, income tax evasion, insurance fraud and other similar crimes for which
the individual was convicted, including guilty pleas and adjudicated pre-trial diversions; any felony that placed the Medicaid program or its beneficiaries at immediate risk (such as a malpractice suit that results in a conviction of criminal neglect or misconduct); and any felonies that would result
in a mandatory exclusion under Section 1123(a) of the Social Security Act.

2. Any misdemeanor conviction, under Federal or State |aw, related to: (a) the delivery of an item or service under Medicaid or a State health care program, or (b} the abuse or neglect of a patient in connaction with the delivery of a health care item or service.

3. Any misdemeanaor conviction, under Federal or State |aw, related fo thefl, fraud, embezzlement, breach of fiduciary duty, or other financial misconduct in connection with the delivery of a health care item or service.

4. Any felony or misdemeanor cornwviction, under Federal or State law, relating to the interference with or obstruction of any investigation into any criminal offense described in 42 C.F.R. Section 1001.101 or 1001.201.

5. Any felony or misdemeanor conviction, under Federal or State law, relating to the unlawful manufacture, distribution, prescription, or dispensing of a controlled substance.

EXCLUSIONS, REVOCATIONS, or SUSPENSIONS

1.Any revocation or suspension of a license to provide health care by any State licensing authority. This includes the surrender of such a license while a formal disciplinary proceeding was pending before a State licensing authority
2. Any revocation or suspension of accreditation
3.Any suspension or exclusion from participation in, or any sanction impased by, a Federal or State health care program, or any debarment from participation in any Federal Executive Branch procurement or non-procurement program.

4. Any current payment suspension under any enraliment.

5. Any Medicaid revocation of any Medicaid provider billing number.

1. Hawve you, under any current or former name or business identity, ever had a final adverse legal action listed above imposed against you?

FINAL ADVERSE LEGAL ACTION/CONVICTION ACTION HISTORY

I 1. Have you, under any current of former name or business identity, ever had a final adverse legal action |isted above imposed againstyou? @ Yes @ No  Comments (optional)




Click Close to go back to the Owner’s List screen.
Click on the Individual/Corporate SSN hyperlink (in blue).
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Click Add.

Select Your Name under the Owner Name drop down menu.
Select None under the Relationship drop down menu.
Click OK.

Application ID: 20150523399673
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Page ID: pgEnrimntMan
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Legal Entity Name:
(Doing Business As)

(As shown on the Income Tax Return)

First Hame: ‘ Bill o Last Hame: ‘ Preston
Suffix: DOB: | 01/01/1960 *
Phone Number: ‘(5‘17} 3732076 * Extn: ‘ ‘ Email: ‘ ‘

Start Date: | 0512812015 * End Date: | 12/31/2999

Address Type: Home Address

Z Address Line 2:| ‘

Address Line 1: ‘ 320 3 WALNUT 8T

(Enter Street Address or PO Box Only)

*

Address Line 3: ‘ ‘ City/Town: ‘ LANSING E|
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Your name will be added to the Owner Name column.
At the bottom of the page, click on the “Final Adverse Legal
Actions/Convictions Disclosure” hyperlink.

Application ID: 20150528999673 Name: Helping Hands Chare Services
= Vigw Screening Result
Address Line 1: ‘ 320 WALNUT 8T ‘* Address Line 2: ‘ |
(Enter Street Address or PO Box Only)
Address Line 3:‘ ‘ CityTown: ‘LANSING B‘*
State/Province: | MICHIGAN i County: | INGHAN ]
Country: ‘ UNITED STATES B| ¥ ZipCode: ‘ 43933 H 2014 H © vaidate Address
-
Relationship A
‘ Filter By B‘ I: ’—E Save Filters ‘ ‘ ¥ My Filters ™
Bill Preston
Owner Name Modified Date Operational Status
r
AY — = AY AY
Bill Preston None (15/28/2015 16:37.00 Active
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Click the link "Final Adverse Legal Actions/Convictions Disclosure” to read and answer the disclosure. Mot Completed




Read the Final Adverse Legal Actions/Convictions statement.

Answer the question at the bottom by choosing yes or no and comment if
necessary.

Click OK.

Application ID: 20150523999673 Name: Helping Hands Chore Services

H | FINAL ADVERSE LEGAL ACTIONS/CONVICTIONS -
This section captures information on final adverse legal actions, such as convictions, exclusions, rew 15, and suspensions. All i final adverse actions must be reported, regardiess of whether any records were expunged or any appeals are pending

CONVICTIONS

1.The provider, supplier, or any owner of the provider or supplier was, within the last 10 years preceding enroliment or revalidation of enroliment, convicted of a Federal or State felony offense that CMS has determined to be detrimental to the best interests of the program and its beneficiaries.
Offenses include: Felony crimes against persons and other similar crimes for which the individual was conwicted, including guilty pleas and adjudicated pre-trial diversions; financial crimes, such as extortion, embezzlement, income tax evasion, insurance fraud and other similar crimes for which
the individual was convicted, including guilty pleas and adjudicated pre-frial diversions; any felony that placed the Medicaid program or its beneficiaries atimmediate risk (such as a malpractice suit that results in a conviction of criminal neglect or misconduct); and any felonies that would result
in a mandatory exclusion under Section 1128(a) of the Social Security Act

2 Any misdemeanaor conviction, under Federal or State law, related to: (a) the delivery of an item or service under Medicaid or a State health care program, or (b) the abuse or neglect of a patient in connection with the delivery of a health care item or senvice

3.Any misdemeanor conviction, under Federal or State law, related to thefl, fraud, embezzlement, breach of fiduciary duty, or other financial misconduct in connection with the delivery of a health care item or senvice

4. Any felony or misdemeanaor conviction, under Federal or State |aw, relating to the interference with or obstruction of any investigation into any criminal offiense described in 42 C.F.R. Section 1001.101 or 1001.201.

5. Any felony or misdemneanor conviction, under Federal or State law, relating to the unlawful manufacture, distribution, prescription, or dispensing of a controlled substance.

EXCLUSIONS, REVOCATIONS, or SUSPENSIONS

1. Any revocation or suspension of a license to provide health care by any State licensing authority. This includes the surrender of such a license while a formal disciplinary proceeding was pending before a State licensing authority.

2 Any revocalion or suspension of accreditation.

3. Any suspension or exclusion from paricipation in, or any sanction imposed by, a Federal or State health care program, or any debarment from parlicipation in any Federal Executive Branch procurement or non-procurement program.
A Any current Medicaid payment suspension under any Medicaid enroliment.

5. Any Medicaid revocation of any Medicaid provider billing number.

1. Hawe you, under any current or former name or business identity, ever had a final adwverse legal action listed above imposed against you?

FINAL ADVERSE LEGAL ACTION/CONVICTION ACTION HISTORY

I 1. Have you, under any current or former name or business identity, ever had a final adverse legal aclion listed above imposed againstyou? @ Yes ¢ No  Comments {optional)

ge |0: digOwnerCheck




Click Save.
Click Close.
Click Close.
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Steps 8-10 are optional. Only complete if necessary.

Click on the Step 11: Complete Enroliment Checklist hyperlink.

Application ID: 2015070666544

Name: Helping Hands Chore Semices

# | Enroll Provider - Atypical Agency

A

Business Process Wizard - Provider Enrollment {Atypical Agency}. Click on the Step # under the Step Column,

Step Required Start Date End Date Status Step Remark
Step 1; Provider Basic Information Required 07I09/2015 071092015 Complete
Step 2 Add Locations Required 07I09/2015 (70912015 Complete
Step 3: Add Specialties Required 07/09/2015 . 0710812015 Complete
Step 4 Add License/Cerlification/Other Optional Incomplete
Step 5: Add Mode of Claim 3ubmission/EDI Exchange Required 07092015 . 07/08/2015 Complete
Step 6: Associate Billing Agent QOptional Incomplete
Step 7. Add Provider Controlling InterestiOwnership Details Required 07/09/2015 . 07109/2015 Complete
Step &: Add Taxonomy Details Optional Incomplate
Step 9; Associate MCO Plan Optional Incomplete
Step 10: 835/ERA Enrallment Form Optional Incomplate
IStepﬁ:CompIme Enraliment Checklist I Required Incomplate
Step 12 Submit Enrollment Application for Approval Required Incomplete
View Page: | 1 ®co Page Comnt:1 Viewing Page: 1 Wrist | €Prev | ¥ et W Last




Answer the Provider Checklist questions by choosing Yes or No in the drop down menus of
the Answer column.

Click Save.

Click Close.

Application ID: 20150528999673 Name: Helping Hands Chore Services
oo F2N

Provider Checklist »

Question Answer C@mments

Are you interested in working for other Home Help clients? (If you say no this will not affect your current work.)

If you are interested in working for other clients do you authorize us to put your contact information on our Provider Registry List so that you can be contacted for additional work?

Do you want your name removed from our Provider Registry?

Have you ever been removed or told that you cannot participate in a State funded program? If yes, please tell us what program and why. | No E| ‘ |
Have you ever been removed or told that you cannot participate in a Federally funded program? If yes, please tell us what program and why. | No E| ‘ |
Have you ever had any criminal convictions? If yes, please tell us what for? | No E| ‘ |
Are you providing services as a Business? If yes, what is the name of the business. | No E| ‘ |
Do you perform services as an agency with 2 or more employees? | Yes E| ‘ |
What county do you plan to work in? | No E| ‘ |
What is the name of the Adult Services Worker you are working with? m m' ‘ |
Are you a Medicare certified home health agency? | Yes E| ‘ |
| understand that my information will be used to conduct a review of my criminal history | may have and the results of that review could possibly make me ineligible to work as a provider in the Home Help program. | also understand that the results of my criminal history | Yes E| ‘ |

screening wil be shared with necessary MDCH and MOHS staff, as well as any potential clisnt.

| also acknowledge that | am required to update any changes in the enrolment within 10 days of that change. | Yes E| ‘ |

View Page: (o= Pags Count
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Click on the Step 12: Submit Enroliment Application for Approval hyperlink.
By clicking the Next button, you “agree that the information submitted as a part of the
application is correct (Private and Confidential)”.

Application 1D: 2015070966654 Name: Helping Hands Chore Senvices
# | Enroll Provider - Atypical Agency A
Business Process Wizard - Provider Enrollment {Atypical Agency). Click on the Step # under the Step Column.
Step Required Start Date End Date Status Step Remark
.Step 1. Provider Basic Information Required 07/09/2015 0710912015 Complete
Step 2. Add Locations Required 0710912015 07/0872015 Complete
Step 3 Add Specialties Required 07/09/2015 07/09/2015 Complete
Step 4. Add License/Certification/Other Optional Incomplete
Step 5 Add Made of Claim Submigsion/EDI Exchange Required 07/08/2015 07/09/2015 Complete
Step 6: Associate Billing Agent Optional Incomplete
Step 7: Add Provider Controlling InterestOwnership Details Required 07/09/2015 07/09/2015 Complete
Step 8 Add Taxonomy Details Optional Incomplete
Step 9: Associate MCO Plan Optional Incomplete
Step 10: 835/ERA Enrollment Farm Optional Incomplete
Step 11: Complete Enrallment Checklist Required 0710912015 07108/2015 Complete
I Step 12: Submit Enrollment Application for Approval I Required Incomplete
View Pages | * I —— Vinwina Dann: 4 L ax I INK LA sl
Application ID: 2015052399967 3 Name: Helping Hands Chore Services
O Ciose ml
Final Submission L]
Application ID: 20141203023112 Enrollment Type: HIPAA-Exempt IndividualiSole Proprietor

The information submitted for enroliment shall be verified and reviewed by the State.
During this time, any changes to the information shall not be accepted.

< 1agree that the information submitted as a part of the application is correct (Private and Confidential). N

Application Document Checklist q ) -‘

3
Forms/Documents Special Instructi

av o J | agree that the information submitted as a part of the application is correct (Private and Confidential}.




Read the Terms and Conditions (Enroliment Process) statement.
Check the box at the bottom indicating you have read and agree to the terms.
Click Submit Application.

Application ID: 20141203023112 Name: Doe, Jane

After reading the Terms and Conditions be sure to check the agreement box located at the end of the document.

Terms and Conditions (Enrollment Process)
1.As an individual provider of Home Help semvices, | agree thatthe Medicaid beneficiary is considerad the employer. | am nat employed by the Michigan Department of Community Health (MDCH), the Department of Human Services (DHS), or the State of Michigan
2.As a Home Help provider agency, | agree that the agency cantract iz with the Medicaid beneficiary. The agency contract is not with the Michigan Department of Community Health (MDCH), the Department of Human Senvices or the State of Michigan.
3.1 agree that perzonal care services will be provided for a Michigan Medicaid beneficiary, as authorized by the Michigan Depariment of Human Services (DHS) according to the DHS Adult Services Comprehenzive Assessment.

4. Under Section 3504 of the Internal Revenue Code, | agree to acceptthe Michigan Department of Community (MDCH) as the acting agent of the beneficiary for the deduction of withhaolding of FICA tases. | understand that federal, state and city taxes are not withheld. | further
agree to accept paymeants issued by MDCH as payment in full and not to seek or accept additional payments from the beneficiary or any other source.
5.1 agree to return any payments received for Home Help services not provided. | undersiand that accepting payment for services | did not provide is fraudulent and could resultin criminal charges.

6.1 understand that the Home Help program is funded by Medicaid and payments will not be approved by the Department if the beneficiary; s Medicaid eligibility is inactive.
7.In order to receive payment, | agree to keep and submitto MDCH, DHS or their designee, any and all records necessary to disclose the extent of services provided to the beneficiary
B.Uponrequest, | agree to provide MDCH, DHS or their designee, any information regarding senices or purchases for which payment waz made
9.Upaon request, | agree to provide MDCH, DHS or their designee, any business transaction information as specified by 42 CFR 455.105.
10.1 understand | will be subject to a criminal histary screening and may not qualify to ba a home help provider.
11.1 agree to cooperate with MDCH, DHS or their designee, regarding any audits, investigations ar inquiries related to Home Help senices provided.
12.1 agree to report any changes relative to the beneficiary including but not limited to hospitalizations, nursing home stays or discontinuation of senvices.

13.1 agree to comply with the privacy, security and confidentiality provisions of all applicable laws governing the use and disclosure of protected health information (PHI), including the privacy requlations adopted by the U.S. Department of Health and Human Services under the
Health Insurance Portability and Accountability Act of 1996 (HIPAA), and Public Acts 104-191 (45 CFR parts 106 and 164, Subparts A, C, and E).
14, agree to comply with the provisions of 42 CFR 431.107 and Act No. 280 of the Public Acts of 1839, a5 amended, which state the conditions and requirements under which participation in the Wedical Assistance Program is allowed.

I wIBy checking this, | acknowledge that | have read the terms and agreement and | agree to fully comply with all program requirements. I




Click OK in the textbox that will pop up.

You will be sent back to the Enroll Provider page.
Click Close.

This will return you to the CHAMPS home page.

0
Message from webpage [ﬁj
1 Your Application Nurnber 20141203023112 has been successfully
-_.S subimitted for State review, Return to CHAMPS with this application
number to track the status of your application. 2
Name: Helping Hands Chore Senvices
I 0K 1
N
-
Business Process Wizard - Provider Enrollment {Atypical Agency). Click on the Step # under the Step Column.
Step Required Start Date End Date Status Step Remark
Step 1: Provider Basic Information Required 07/09/2015 071092015 Complete
Step 2: Add Lacations Required 07/08/2015 07/09/2015 Complete
Step 3 Add Specialiies Required 0710912015 07/09/2015 Complete
Step 4: Add License/Certification/Other Optignal Incomplete
Step 5: Add Mode of Claim Submission/EDI Exchange Required 07/09/2015 07/09/2015 Complete
Step 6: Associate Billing Agent Optional Incomplete
Step 7: Add Provider Controlling Interest/Ownership Details Required 07/09/2015 07109/2015 Complete
Step 8: Add Taxenomy Details Optignal Incomplete
Step 9: Associate MCO Plan Optional Incomplete
Step 10: 835/ERA Enroliment Farm Optional Incomplete
Step 11: Complete Enrollment Checklist Required 07/09/2015 0710912015 Complete
Step 12: Submit Enroliment Application for Approval Required 07/08/2015 07/08/2015 Complete
View Page: ®co PageCount:1 | (& SaveToXLS Viewing Page: 1 rirst | € Prev ¥ Ned W Last
L]
/f—_-“\ .
(CHAMPS ¢ Providerv N

H Hote Pad e External Links * My Favorites ¥ ﬁ Print

# Provider Enroliment o

New Enroliment Enroll As ANew Provider

Track Application Track Existing Provider Application




Tracking Your Application

How to Verify the Status of Your Application




If you would like to check the status of your application, you can do so from the CHAMPS
homepage:
On the home page, click the Track Application hyperlink (in blue).

Enter your Application ID number. Click Submit.
A text box will pop up with a statement about the status of your application. Click OK.
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i | Track Existing Application

Please provide the Application ID to track your application.
I Application ID: y I

Click the below link if you are an Existing Home Help Individual or Agency accessing CHAMPS system for the first time. provide the Application ID to track your application.

# | Request Domain access
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| Message from webpage : [é] p

Your application is currently In-Review by the MDCH Provider
& Enrollrment Unit. ¥ou cannot make any modifications to your
enrollment information at this time,




Provider Resources

Home Help Provider Support Hotline:
1-800-979-4662

Home Help Provider Support Email:
ProviderSupport@ Michigan.gov

Home Help Provider FAQ document: Go to
Michigan.gov/homehelp and click on the Home Help
Freguently Asked Questions (FAQSs) link under the
Additional Home Help Resources heading
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