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New Individual 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 Individual Provider Enrollment

Instructions

 Anyone becoming a new Home Help provider
e Create a MILogin user ID and password

e Gain access to CHAMPS

e Fill out the Provider Enroliment Application

e Track Your Application

***Have paper and a writing utensil nearby

***You must complete the application within 30 days of starting it

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




Register for MILogin and
CHAMPS

MILogin is a website that allows a user to enter one name
and password in order to access multiple applications.

CHAMPS is the Community Health Automated Medicaid
Processing System. Providers will enroll, update enrollment
Information, and report services performed in this system.




Open your web browser (e.g. Internet Explorer, Google Chrome, Mozilla
Firefox, etc.) and type https://milogintp.Michigan.gov  into the search bar.

@ SOM - Login

6 =l > https://milogintp.michigan.gov/eai/tplogin/authenticate?URL=/

MiLogin

Login to your account
—

* = Required Fields




Providers must register a MlLogin User ID before gaining access to the site.
Select the Create New Account button from the MILogin page.

MILogin

Login to your account

* = Required Fields

*User ID
“Password

Don't have an account? Create New Account

MiLogin Home Michigan.gov Home

Copyright 2015 State of Michigan




Fill in the required information, indicated by the star (*): First Name, Last
Name, Email Address, Work Phone Number, and Answer Verification
Question.

Click | agree to the terms & conditions box

Click Next.

MiLogin

Create your account - Step 1 of 3

* = Required Fields

“First Name < Middle Initial “Last Name < Suffix
*Email Address *Confirm Email Address e
“Work Phone Number < Mobile Number

*Verification Question: "doctoring” has how many letters? <

}

] | agree to the terms & conditions

liLogin Home Michigan.gov Home

Copyright 2015 State of Michigan




Enter a User ID and Password. (make sure to follow the guidelines in the

green box)
Select 4 Secret Questions and Answer them.
Click Create Account.

MiLogin

Create your account - Step 2 of 3

* = Required Fields

"User ID
User ID guideline:Enter your last name, first initial, and
any 4 numbers with no space between them. For
2 Example: John Smith and using 9999 as an example for
Password

the four digit number, you would enter smithjg999
[x] Password guidelines:
- Must be at least 8 characters in length
= Must include characters from 3 of the following
categories

2 * Upper case letlers (A-Z)

= Lower case letter (a-z)

* Numbers (0-9)

« Special characters (I5#,%@~"&"_-+=><)
- Should not be based on your User ID

“Confirm Password

Select four unique security questions. These questions will be used to restore access to your account in case you forget the

password
—Select Question— “Secret Question #1 “Secret Answer #1
What was your favorite place to visit as a child?
What was the last name of your third grade teacher? e—pe ! QuESTION- bt
What was the make of your first car?
In what city were you born in? “Secret Question #2 “Secret Answer #2
What was the name of the company of your first job? )
In what city did you and your spouse first meet? | Question- hd
What was your high school mascot?
What is your mothers maiden name? “Secret Question #3 “Secret Answer #3
What is your favorite team?
Where was the first concert you attended? e 1 QUESiON— v
I, “Secret Question #4 “Secret Answer #4
Sclect Question b

Create Account Back




You will receive a confirmation that your account has been successfully
created.
Click Login to your account

MiLogin

Create your account - Step 3 of 3

Your account has been successfully created

I Login to your account I

Copyright 2015 State of Michigan




Enter the User ID and Password you just created.
Click Login.

MILogin

Login to your account

* = Required Fields

| *User ID \

“Password

Don't have an account? Create New Account

MiLogin Home Michigan.gov Home

Copyright 2015 State of Michigan




Your Home Page will not show any applications.
Click Request Access.

G
Home Help Logout ff Migov

MiLogin

* Home Page Need Help?

Your password will expire in 365 days

Manage your account

) Request Access | 2 Update Profile

& Change Password rd Update Security Q&A

Access your applications

You do not have access to any application. You can request access by clicking on ‘Request Access' button above

Home Michigan.gov Home Policies

Copyright 2015 State of Michigan




Type CHAMPS in the Step 1: Search for an application box and click the
search button.

MiLogin

Request Access

Request access guidelines:

1. Search for an application with a keyword or select an agency to view its applications
2. Choose an application

3. Confirm your application and click 'Request Access' 1o proceed

Step 1. Search for an application
| CHAMPS |

OR

Step 1. Select an agency to view its applications

2nt of Center for Educationa Michigan State Police
Performance and

information

~TRAD
‘4 I'ID
DTMB, Center for Shared
Solutions

< Michigan gov

Michigan Gaming Contro All Departments
Board




Step 2: Choose an application - Showing search results for 'Champs'

CHAMPS e

CHAMPS - HealthBeat
CHAMPS - Siebel CRM
CHAMPS B2B

Step 3: Click on 'Request Access' button to proceed

No application selected yet.

A& Retumn to home page

MILogin Home Michigan.gov Home Policies Contact Us

Copyright 2015 State of Michigan

- Click on CHAMPS In ‘Step 2: Choose an application box'.




Step 2: Choose an application - Showing search results for 'CHAMPS'

CHAMPS
CHAMPS - HealthBeat
CHAMPS - Siebel CRM

CHAMPS B2B

Step 3: Application ready to be requested - Click on Request Access button to proceed

CHAMPS

(Community Health Automated Medicaid Processing System) is the Michigan Medicaid Management
Information System (MMIS). It supports Medicaid provider enroliment and maintenance, beneficiary healthcare
eligibility and enrollment, prior authorization, Home Help Electronic Service Verification (ESV), fee-for-service
payments and managed care enroliments, payments, and encounters.

Request Access ——

4 Return to home page

- Confirm ‘Step 3: Application ready to be requested’ says CHAMPS.
- Click ‘Request Access’ button.




e

Home Help Logout Ml.gov

MIiLogin

for Third Party

Request Access

* = Required Fields

Please confirm the name of the application to be requested before proceeding. By clicking on 'l Accept’ you agree to the Terms &
Conditions of this application.

IApp Name: CHAMPSI

Terms & Conditions

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 entrusied 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 disciose 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 destroyed 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 syslems. If such moniloring reveals possible evidence of unauthorized 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 compuler information systems
and clicking on the button below, | acknowiedge and agree to abide by all goveming privacy and security terms,
conditions, policies and restrictions for each authorized application.

Note: Click 'Cancel' to go back to your homepage.

M Return to home page

MILogin Home Michigan.gov Home Policies Contact Us

Copyright 2015 State of Michigan

- Confirm the ‘App Name’: says CHAMPS.
- Read the Terms & Conditions.
« Click ‘I Accept’ button.




Confirm your phone number.
Click the Provider/Other button.
Click Submit.

MiLogin

Request Access

* = Required Fields

This application requires following attributes:
“Email Address

Youremail@mail.com

*Work Phone Number

| 517-555-5555 |

*CHAMPS User Type

State User Only Qer.omer

4 Return to home p age




Your request to CHAMPS has been successfully submitted.
Click Return to home page.

MiLogin

Request Access

The request for your access has been successfully submitted.

You will see the updated list of application(s) on your home page once it is processed

Return to home page

AN




Applying as a New Individual
Provider

Follow these steps to complete the application to become a
new provider.

Be sure to contact your client’s Adult Services Worker once
the application is complete.

You will receive a notification approving or denying your
application as a home help provider. This notice will have
your Provider ID number on it- be sure to tell that number to
your client’s Adult Services Worker.




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.

il > https://milogintp.michigan.gov/eai/tplogin/authenticate?URL=/ o= SOM - Login

MiLogin

Login to your account

* = Required Fields

Copyright 2015 State of Michigan




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

MiLogin

] Home Page

Your password will expire in 365 days

Need Help?

Manage your account

] Request Access ) 3 Update Profile
= Change Password rd Update Security Q&A

Access your applications

» CHAMPS

N




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 unauthorized 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




ff_-““
@mns £ Providerv
1~ BitotePsd @ External Links» *My Favaritezy Bt @ Help

]

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

# | Provider Enrollment

New Enrollment

Track Application

)

Enroll As A New Provider

Track Exisfing Provider Application




Choose Atypical (non-medical) provider

Choose Individual (Driver, Home Help/Personal Care, Carpen ter, etc.).

Click the Submit button.

Jane Doe Quick Find Note Pad External Links v My Favorites »

: ¥ Mylnbox » Mew Enroliment

i | Enrollment Type
Select the Applicable Enrolilment Type
@) Individual/Sole Proprietor
© Regular Individual/5ole 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

FacilityfAgency/Organization {FAQO-Hospital, Nursing Facility, Various Entities)

&) @] ] (&)

Contractor/MCO

Atypical {non-medical} provider {fhoose this option #you do not have a N-PI}

&

B Individual {Driver, Home Help/Personal Care, Carpenter, etc.)

| prmi@endigiency (Child Care Institution, Home Help/Personal Care Agency, Transportation Company, etc.)

Submit

Print

Help

m




Enter the required information: First Name, Last Name, SSN, Date of
Birth, Email, Address, and Zip Code.
Click the Validate Address button.

Choose Atypical Individual/Sole Proprietor

Click Finish .

for Applicant Type.

B Print @ Help

Basic Information: Enter required fields and click Confirm button.

i  Basic Information

Please check this box if you are an individual business: Business

i | Home Address

A N |

nier otree ress or
e I

State/Province: | nryeR IZ| *

Country: | yNITED STATES [-]*

Page |D: digAddBasicinformationStep1{Provider)

Only)

Applicant Type: | Atypical Individual/Sole Proprietor |ZI| %

EIN/TIN: Legal Entity Name:
Contact Email Address;
e — ez ] |

Email-3:

sawesstinez [ ]

|
i © validate Address I

IZip Code: |'I

@ Confirm | Elew Screening Result ‘ «" Finish

| @ Cancel |




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

& Welcome to MMIS - Windows Internet Explorer = | B | S

B Print @ Help
Application ID: 20141203023112 Name: Doe, Jane

i# | Basic Information -

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

@pll’c&ﬁon IDisz 20141203023112

Please make note of this Application ID. This is the number you will be required
1o wse to track the status of your emrollment 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.

Page 1D digAddBasicinformationStep3(Provider)

Done 7/ Trusted sites | Protected Mode: Off 3 - ®100% -




Click on the Step 2: Add Locations link.

@nmps < Provider = »

4 Scott,Sarah Q Quick Find [ Note Pad @ External Links % MyFavorites~ /& Print © Help

» Wylnbox » New Enrollment ¥ Atypical Individual Enroliment

Application 1D: 20150709507689 Name: Scott, Sarzh

# | Enroll Provider - Atypical Individual -
Business Process Wizard - Provider Enrollment {Atypical Individual). 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 07/09/2015 Complete

Step 2 Add Locations Required 07/09/2015 07/09/2015 Complete

Step 3 Add Specialties Required 07/09/2015 07/09/2015 Complete

Step 4 Associate Billing Provider Optional Incomplete

Step 5 Add License/Cerification/Other Optional Complete

Step 6 Add Mode of Claim Submission/EDI Exchange Optional Incomplete

Step 7. Associate Billing Agent Optional Incomplete

Step 8 Add Provider Controlling Interest/Ownership Details Required Incomplete

Step 9 Add Taxonomy Details Optional Incomplete

Step 10: Associate MCO Plan Optional Incomplete

Step 11: 835/ERA Enroliment Form Optional Incomplete

Step 12: Complete Enroliment Ghecklist Required Incomplete

Step 13; Submit Enrollment Application for Approval Required Incomplete

View Page: | 1

]

®co PageCount:1 | (@ SaveToNLS Viewing Page: 1 Wrirt | € Frev | ¥ et | M Last




Click Add.
Enter the required information, indicated by an star (*): Address, Zip Code, and Phone
Number.
Click Validate Address (you cannot go any further without clicking this).
Click OK.
**NOTE: Location Type will always by Primary Practice Location.

**NOTE: Use your personal residential address for Primary Practice Location.
**NOTE: Entering the Zip Code will automatically update State, City/Town, and County

[/ ” y o [ = &1
» Provider Portal » New Enrolment » HIPAA-Exempt Individual Enroliment HAEE S AN ST

o,
Application ID: 20141203023112 TR T e e

0 Cinse oﬁdﬂ I oaddfmodifjr Pﬂj’ To,Correspondenceand R For all locations, Correspondence address Is required. For Primary Fractice Lecation, Pay-To address Is required. Enter Remittance Advice B
address only to receive a paper Remittance Advice

. ] Add Provider Location -
Locations List

Lccation Type: | Primary Przctice Location |Z|| -

| FiIterBy |E” | ‘ ‘ Doing Business As: | | End Date: _

If a department or drawer number is required enter the information in line TWC.
{For example: DEPT 222 or DEPARTMENT 222, DRAWR 1111 or DRAWER 1111)
Doing Business As If an attention line is required, please enter the information in Line THREE.

0 {For example: ATTN: Billing Dept.)
AT

m

Addreas Line 1:| |* Address Line2:| |

(Enter Street Address or PO Box Only)

Address Line 3:| | City/Town: *
| | | |
Country: o Tip Code: © validate Addrass |

E—
Phone Humber. | |* Getr: | Fax Humber. | |
Email Address: | | Vveb Page: | |

Office Hours: | |z|| Communication Preference: | CHAMPS Motice |Z| -
vox

Page 1D: digEnr AddLocation{Provider)

Done ‘j Trusted sites | Protectec Mode Off {‘& v ®100% ~ .




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

Application I0: 2014120302312 Hame: Do, Jane

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

Locations List A

re [ I [0a

! B Save Filters ‘ ‘ Y My Filters ™ ‘

Daing Business As Location Type Location Details End Date
o
a¥ AY Ly Ay
Primary Practice Location 320 SWALNUT ST, LANSING, MICHIGAN 48933 1203112909

i Delete ‘VEWP&QE:‘1 ‘ ©cc | BPae Count Important Note st (e ¥ ope W Last .

Make sure Accept

X B |70 a0d acan  lick Add Address’ button. 835(rep0rted at

e EIN/TIN level) is ]

Doing Business As: | ‘ 11 7] e 01 Location Type: Primary Practice Location
— C icati
e E— e | Bt [ s ]
Handicap Accessible:

M[Engiish 1N
Accept 835(reported at EINTIN level): Language(s) Spoken: |1t

abic =
{For Multiple Selection, use Cirl Key}
End Date: |12i312009 | |

Chinese ~

© Add Address
Address List -
Address Type Address End Date
i
AY AT AT
Location 320 5 WALNUT ST, LANSING, MICHIBAN 48933

124312999

|‘i Delete |View Page:| 1 ©®co | BEPage Count | Bd SaveToXLS Viewing Page: 1 rirst € Prev | ¥ Hext | 3 Last




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

**All mail from the Home Help program will be sent to the address entered here;
therefore, enter the address where you regularly receive 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 Hame: Doe, Jane

i | Add Provider Location Address W

Type of Address: | —SELECT— End Date: _

ocation Address: ¢

If a oepa ET1L OT urawe ber is required enter the infermation in line TWO.
(For example: DEPT 222 or DEPARTMENT 222, DRAWR 1111 or CRAWER 1111)
If an attenticn line is required, please enter the informaticn in Line THREE. (For example: ATTN: Billing Dept.)

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

Ente
; A Print @ Help
Address Line 3:

Application 1D: 20141203023112 Hame: Doe, Jane

| »

Page ID: digEnriLocationAddress{Provider) #i | Add Provider Location Address

Type of Address: | Correspondence |ZI x End Date: _

Location Addressl @ Copy This Location Addressl

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

Address Line 1: | 320 8 WALNUT 8T |* Address Line 2: | |

(Enter Street Address or PO Box Only)

Address Ling 3: | | City/Town: | LANSING =l o

Page ID: digEnrlLocationAddress{Provider)




Notice the Correspondence and Location now have addresses.
Click Add Address one more time to designate a Pay To address.
In the Type of Address drop down menu, select Pay To.

Select Copy This Location Address  next to Location Address.
Click OK.

Application ID: 20141203023112

Location Details

, click “Add Add " button.

Important Note:
Make sure Accept

Doing Business As: | |

Location Type: Primary Practice Location

P

Phone Number: |(999)999—9999 |*Extn ‘

835(reported at

Viewing Page: 1

rirst € Prev P Mext | I Last

% s
L — g TG
amdicap Accossibie EIN/TIN |€V€|) IS
Accept 835{reported at EIN/TIN level): 1] N 7 e e
- inese ~
End Date: | 12/31/2999 E
#  Address List A
Aaress End Date
AT AT
320 S WALNUT 5T, LANSING, MICHIGAN 43833 12/31/2889
320 S WALNUT 5T, LANSING, MICHIGAN 42933 12/31/2999

& Print @ Help
Application 1D: 20141203023112 Name: Doe, Jane
Add Provider Location Address

Type of Address: | Pay To |Z| *

Location Address: @ Copy This Location Address

If a department or drawer number is required enter the information in line TWO.
(For example: DEPT 222 or DEPARTMENT 222, DRAWR 1111 or DRAWER 1111)

If an attention line is required, please enter the information in Line THREE. (For example: ATTN: Billing Dept.)

m

Address Line 1: | 320 3 WALNUT 5T |* Address Line 2: |

(Enter Street Address or PO Box Only)

Address Line 3: | | CitylTown: | LANMSING

Page ID: digEnriLocationAddress{Provider)

[y .




Notice the Correspondence, Location, and Pay To columns all 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.

Application ID: 20141203023112 Name: Dog, Jang

I [« T B cave | T add additional addresses, click ‘Add Address' button,

Handicap Accessible: “ N O” .

i :“Lucatiun Details Important Note:
G i | | Make sure Accept
Pote et 055909 || ] 835(reported at
e EIN/TIN level) is

0

[ ]

Location Type: Primary Practice Location

Email Address: l:l

Communication
[ ——

Accept 835{reported at EINTIN level): No B

End Date: | 12/31/2999

Language{s) Spoken:

{For Multiple Selection, use Cirl Key)

English” |
Arabic [
Chingze ~

# | Address List

Address Type

m 320 5 WALNUT 5T, LANSING, MICHIGAN 43833

< Location 320 5 WALNUT 5T, LANSING, MICHIGAN 42833

320 5 WALKUT 5T, LANSING, MICHIGAN 489

| i Dekete |View Page:

End Date
LY

123172699
1203172559

1274172559

rist (€pev | ¥ oHedt W Last




Click on the Step 3: Add Specialties link
Click Add.

T
@nmps < Provider v >

Scoft,Sarah = Q, Quick Find Note Pad @ External Links ~ i Print © Help

» Mylnbox » New Enrollment » Atypical Individual Enroliment

Application 1D: 20150709507689 Name: Scott, Sarah
iZ | Enroll Provider - Atypical Individual ~
Business Process Wizard - Provider Enroliment {Atypical Individual). 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 07/09/2015 Complete
Step 2: Add Locations Required 07/08/2015 07/09/2015 Complete
Required 07/09/2015 07109/2015 Complete
Step 4: Associate Billing Provider Optional Incomplete
Step 5: Add License/Cetification/Other Optional Complete
Step 6: Add Mode of Claim Submission/EDI Exchange Optional Incomplete
Step 7: Associate Billing Agent Optional Incomplete
Step &: Add Provider Contralling InterestOwnership Details Required Incomplete
Step 9: Add Taxonomy Details Optional Incomplete
Step 10: Associate MCO Plan Optional Incomplete
Step 11; 835/ERA Enroliment Form Optional Incomplete
Step 12: Complete Enrollment Checklist Required Incomplete
Step 13, Submit Enrollment Application for Approval Required Incomplete
View Pal anpiication ID: 20141202023112 Name: Dog, Jane
0 Add
Specialty/Subspecialty List A
) . -
Filter By B B B save Filters || ¥ My Fiiters ~
Specialty/Subspecialty Pravider Type End Date
AY Ay Ay

No Records Found !




For both Provider Type and Specialty , choose Home Help Individual.
Click OK.

Application ID: 20141203023112 Name: Dog, Jane

Add Specialty/Subspecialty ~

Location: | 01-
Provider Typd i—SELECT— 'J*
Special |HOME HELR INDIVIDH
#  Add Subspecialty -
Subspecialties A iated Subspecialties *

B Print €@ Help
Application 1D: 2014120302312 Name: Doe, Jane

ff | Add Specialty/Subspecialty "~

Location: | 01- |Z| o
Provider Typd| | HOME HELP INDIVIDUAL [~
Page ID: digEnrAddSpecialt Special i —SELECT— ./ l*
—SELECT— [

End Datd |FEIEGINEEAE

i | Add Subspecialty ~

Subspecialties Associated Subspecialties *

BjiE

Page |D: digEnriAddSpecialli 3 —




Click Close.

Steps 4-7 are optional . As an individual home help provider not
associated with an agency, you do not need to complete these steps.

Application ID: 20141203023112 Name: Doe, Jane
Snecialtv/Subsnecialty List A
pr—
Q-Inmps L 4 Provider~ >
F

% Scott,Sarah Q, Quick Find [ Mote Pad @ External Links~ % My Favorites v A Print © Help

> Mylnbox » NewEnrollment ¥ Afypical Individual Enroliment

1  Application ID: 2015070950768 Name: Scott, Sarah
[
i Enroll Provider - Atypical Individual A
Business Process Wizard - Provider Enroliment {Atypical Individual). 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 07/09/2015 Complete
Step 2. Add Locations Required 07109/2015 07/09/2015 Complete
Step 3: Add Specialties Required 07/09/2015 07/09/2015 Complete
Step 4: Associate Billing Provider Optional Incomplete
Step 5. Add License/Certification/Other Optional Complete
Step 6 Add Mode of Claim Submission/EDI Exchange Optional Incomplete
Step 7: Associate Billing Agent Optional Incomplete
Step 8: Add Provider Contralling InterestiOwnership Details Required Incomplete
Step §: Add Taxonomy Details Optional Incomplete
Step 10: Associate MCO Plan Optional Incomplete
Step 11 835/ERA Enrollment Form Optional Incomplete
Step 12: Complete Enroliment Checklist Required Incomplete
Step 13; Submit Enraliment Application for Approval Required Incomplete

View Page:

®Go PageCount:1 | fd SaveToXLS Viewing Page: 1 «rist || €pPrev | | ¥ Mext » Last




Click on the Step 8: Add Provider Controlling Interest/Ownership

Detalls link.

Click on the Add button.

(Cliﬂmps < Provider~
S

A0

3> Mylnbox > Mew Enroliment ¥ Atypical Individual Enrallment

Application 1D: 2015070350765%

i | Enroll Provider - Atypical Individual

Step

Name: Scott, Sarah

~

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

Step
Step
Step

Step

Required Start Date End Date Status Step Remark
Step 1: Provider Basic [nformation Required 07/09/2015 071092015 Complete
Step 2: Add Locations Required 07i09/2015 07/09/2015 Complete
Step 3. Add Specialties Required 07/08/2015 07/09/2015 Complete
Step 4: Associate Billing Provider Optional Incomplete
Step 5: Add License/Certification/Other Optional Complete
Step 6: Add Mode of Claim Submission/EDI Exchange Optional Incomplete
Step 7: Associate Billing Agent Optional Incomplete
IStep 8: Add Provider Controlling Interest/Ownership Details I Required Incomplete
Step 9: Add Taxanomy Details Optional Incomplete
Application ID: 20141203023112 Name: Doe, Jane
~
Filter By E” ‘ ‘ | | B save Fitters | | Tmy Fiﬂersj
Owner SSHEINTIN Owner Information Owner Type Start Date End Date
-
av av av Ay av
222232322 Doe,Jane Individual 120302014 1243142889

| Filter By |Z” |

Other Owner EINTIN

av

dd Other Owned Entity | List Ownership Interest in other Entities reimbursible by Medicaid andfor Medicare.

Viewing Page: 1

Other Owner Information

av

No Records Found !

€ First || 4 Prev | P Next | 3 Last

[ B save Filters

| [Fuyeitera >

Address

av




Choose Managing Employee in the Owner Type drop down menu.
Enter the required information, indicated by the star(*): SSN, Address,
Percentage Owned, Start Date, and Zip Code.

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

**NOTE: Type the number zero (0) in the Percentage Owned box.
**NOTE: Start Date is always the date you are filling out the application.
**NOTE: Entering the Zip Code will automatically update State, City/Town, and County.

Application 1D: 2041203023112 HName: Doe, Jane
Provider Controlling InterestrfOwnership ~ =
O\.vnerTHDe-'l —SELECT— = E* @ PRCATIIaR CNIR: ﬁ
— —SELECT—
ssN: fagent EINITIN: | |

Board of Directors/Officers/Principles

Legal Entity Name: gg:gg;::: : gzﬂgﬁgﬁgﬁ[&cﬁ Entity Business Name: | |

Fareign, Monresident Alien {Daing Business As})

First Name: ||Sovernment Last Mame: | |
Holding Company
suti: |[PdMdusl DOB: | | |

Phone Number: |Managing Subill Email: | |

Sub-contractor End Date: | | = | =
Address Line 1: % I Address Line 2: | |

(I-Enter Street Address or P ox Only)

Address Line 3: | | CityMown: | OTHER |Z||*
State/Province: | OTHER -]~ County: | OTHER =]

Country: | UMNITED STATES |Z||* Zip Code: I| | © validate Address ol
| -

" 0K ® cancel




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

Application ID: 20141203023112

Name: Doe, Jane

#  Owners List

© add

| Fitery ]| | 0]
Owner SSH/EINTIN Owner Information
Lo AY

222923032 Doe,Jane

1] Doe Jane

| i Delete |‘-riew Paqe:| 1

| ©co Wras Count SaveToxL3

Owner Type Start Date
Ay
12032014
Individual 12032014
Viewing Page: 1

[B Save Filters | (T My Filters ¥ |

End Date
AY

123112509

1231126809

rist | € Prev ¥ oHed | P Last

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

| Filter By B‘ |

Other Owner EINTIN

AV

Other Owner Information
AY

No Records Found !

| B Save Filters | ‘ Tlﬂy Filters ™

Addresz
AY




Click Add.

Select your name under the Owner Name drop down menu.
Select Self in the Relationship drop down menu.

Click OK.

Application ID: 20141203023112

Medify Provider Centrolling Interest/Ownership
‘Owner Type: Managing Employee

SSN: | 222222222

Legal Entity Name:
{As shown on the Income Tax Return)

First Name: ‘ Jane

Phone Number: | (999) 233999 |- e |

Start Date: | 12/03/2014 i

Address Type: Home Address

Address Line 1: [ 320 5 WALNUT ST i

{Enter Street Address or PO Box Only)

State/Province: | MICHIGAN =
Country: |UNITEDSTATES  |7]|*

| <] Inactivate

2 | Relationship

Name: Doe, Jane

oo [i -

EINITIN: |

Entity Business Name:
(Doing Business As)

Last Hame: | Doe

pom: [ow0inese [ @ |-

Email:

End Date: | 12/3112099

|

CitylTown: | LANSING E|*
County: | INGHAM

[ER|

zipcode: [12333 |-[2014 | @ vaiaste ndaress

I

Owner Narm|

A Application [D: 2014120302312

Add Owner Relationship

Owmer Name: E|
Relationship: | Self []

Name: Doe, Jane

[ B save Filters | | ¥ My Filters ~

Page |D: digOwnerRelationship{Provider)

o OK @ cancel




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

——
[CHAMPS € MyWbox>  Provider~  TPL~

A PungChelzey v B Hote Pad @ External Links v ¥ My Favarites v

© > Provider Portal » Track Application > HIPAA-Exampt Individual Enroliment > General

Application ID: 20141203023112 Mame: Doe, Jane
Medity Provider Controlling Interest/‘Ownership a =
Owner Type: Managing Employee Percentage Owned: I:l*
SSH: :222222222 .* EIN(TIN: [

Legal Entity Name: . Entity Business Name: '
{As shown on the Income Tax Return) (Doing Business As)

First Name: |Jane

Last Name: | Doe

Suffix: DOB: | 01011860 *

Start Date: | 12/03/2014 E . End Date: | 12/31/2999 E

Address Type: Home Address

Address Line 1: | 320 8 WALNUT 8T ! Address Line 2: l:l

(Enter Street Address or PO Box Cnly)
CityTown: | LANSING =
StatefProvince: | MICHIGAN E N County: | INGHAM
Country: |UNITED STATES ]| Zip Code: ‘ 48933 || 2014 H © Valdate Address

m

|

Address Line 3:

<]

Owner Hame

AT

i | Relationship

Doe, - 7 i
|3| ‘ . oe.Jane | B save Fiters | ‘ T My Filters ™
View Page:| 1 [C

AY

None
©co || B Page Count SaveToXLS st || € Prev | ¥ Hext | 3 Last T

“Final Adverse Legal Actions/Convictions Disclosure”

‘ Filter By

—

‘Owner Hame

Modified Date ‘Operational Status

Dos Jane

Final Adverse Legal Actions/Convicticns Disclosure

Question Answer Final Adverse Comments

Legal Action Imposed
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.

Pri
Application ID: 20141203023112 Name: Doe, Jane
Provider ID: 4002642 Hame: Brown, Brittany

FINAL ADVERSE LEGAL ACTIONS/CONVICTIONS ~
This section capiures information on final adverse legal actions, such as conviclions, exclusions, revocations, and suspensions. All applicable final adverse aclions 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 enrollment, convicted of a Federal or State felony offense that CMS has determined to be defrimental 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 corwicted, 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-trial diversions; any felony that placed the Medicaid program or its beneficiaries atimmediate risk (such as a malpractice suitthat results in a conviction of criminal neglect or misconduct); and any felonies that would result
in a mandatary exclusion under Section 1128(a) of the Social Security Act

2 Any misdemeanor 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 senice

3.Any misdemeanar conviction, under Federal or State law, related to theft, raud, embezziement, breach of fiduciary duty, or other financial misconduct in connection with the delivery of a health care item or service.

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

5.Any felony or misdemeanor conviction, under Federal or State |aw, 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 paricipation in, or any sanction imposed by, a Federal or State health care program, or any debarment from participation 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. Have 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 ACTIONICONVICTION ACTION HISTORY

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

ge |D: digOwnerCheckList{Provider)




Repeat the previous steps for the Individual Owner Type:
Click on the Individual Owner Type SSN link (in blue).

Application ID; 20141203023112 Name; Doe, Jane

e

# | Owners List

© add
| Fiter By [ | [0 |
Owner SSNEINTIN Owner Information Owner Type Start Date
AV el a¥ Ay
233233972 Doe Jane Managing Employes 12403214

I 220232923 Doe Jane Individual 1203214

| Dete View

‘ Occ Biraos count SaveToXLS Viewing Page: 1

k.

Page:

‘ E Rave Filters ‘ |77 My Filters ™

End Date
AY

123172559

123172599

rist | € Prev || ¥ led | P Last

Dther Owned Entity | List Ownership Interest in other Entities reimbursible by Medicaid andior Medicare.

| Filter By

| | 0w

Other Owner EINTIN Other Owner Information

AV AT

No Records Found !

‘ B Save Filters ‘ | TMy Filterz ™

Address
e




Click Add.

Select your name under the Owner Name drop down menu.

Select Self in the Relationship drop down menu.

Click OK.

Application 1D: 20141203023112

Relationship

Modify Provider Controlling Interest/Ownership

‘Owmer Type: Individual

SSN: | 222222222

Legal Entity Name: *

Hame: Doe, Jane

{As shown on the Income Tax Return)

First Name: | Jane

Suffix:

Phone Number: | (999) 999-9999 = Bt l:l

StartDate: 12032014 | |*

Address Type: Home Address

Address Line 1: | 320 8 WALNUT ST i

{Enter Street Address or PO Box Only)

Address Line 3:

StatelProvince: | MICHIGAN E:
Country: | UNITED STATES ke

| Filter By E| |

I |[o |

Application [D: 2014120302312

Add Owner Relationship

Page |D: digOwnerRelationship{Provider)

i

Owmer Name: E|
Relationship: | Self []

EINITIN: |

Entity Business Name:
{Doing Business As)

Last Hame: | Doe

voe: [owoirese @ |+
End Date: [ 12612000 |i@ |

Address Line 2:

CityTown: | LANSING =
County: | INGHAM [-]

|

Zpcoe:[43033 | [2014 ][ vaaote aduress

Owner|
av B Print @ Help

Name: Doe, Jane

vox] [pewes]

~

| B save Filters | ‘ ¥ My Fiters ~ |




Your name will be added to the Owner Name column.

At the bottom of the page, click on the words “Final Adverse Legal

Actions/Convictions Disclosure”

——
[CHAMPS € MyWbox>  Provider~  TPL~

A PungChelzey v

B Note Pad @ External Links ~

© > Provider Portal » Track Application > HIPAA-Exampt Individual Enroliment > General

Application ID: 20141203023112

Medify Provider Controlling Interest’/Ownership

Mame: Doe, Jane

Owner Type: Percentage Owned:
EIN/TIN:

Legal Entity Name: .

Entity Business Name: '
{As shown on the Income Tax Return)

(Doing Business As)

& My Favorites

First Name: |Jane

Last Name: | Doe

Suffix:

oo [0 [=

Start Date: | 12/03/2014 E . End Date: | 12/31/2999 E

Address Type: Home Address

Address Line 1: | 320 8 WALNUT 8T ! Address Line 2: l:l

(Enter Street Address or PO Box Cnly)
CityTown: | LANSING =
StatefProvince: | MICHIGAN E N County: | INGHAM

Address Line 3:

|

Country: | UNTEDSTATEE  [=]" Zip Code: ‘ 48933 || 2014 H © Vaidate Address

Owner Hame

AT

i | Relationship

DoeJane

View Page:| 1 <

Relationship Modified Date
av x

Filter By [

‘Operational Status

None

B Page Count SaveToXLS

| B save Fitters | ‘ T My Fitters >

st || € Prev | ¥ Hext | 3 Last

m

“Final Adverse Legal Actions/Convictions Disclosure”

Final Adverse Legal Actions/Convicticns Disclosure

Question Answer Final Adverse

Legal Action Imposed

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

Comments




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.

Click Close to go to the Enroll Provider page (Not shown).

Application 1D: 20141203023112 Name: Doe, Jane
Provider ID: 4002642 Name: Brown, Brittany
FINAL ADVERSE LEGAL ACTIONS/CONVICTIONS -~
This section captures infarmation on final adverse legal actions, such as convictions, exclusions, revocations, 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, ar any owner of the provider or supplier was, within the last 10 years preceding enrollment or revalidation of enrollment, convicted of a Federal or State felony offense that CMS has determined to be defrimental to the bestinterests of the program and its beneficiaries
Dffenses include: Felony crimes against persons and other similar crimes for which the individual was convicted, including guilty pleas and adjudicated pre-trial diversions; financial crimes, such as extortion, embeziement, 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 atimmediate risk {such as a malpractice suit that results in a conviction of criminal neglect or misconducty, and any felonies that would result
in @ mandatory exclusion under Section 1128(a) of the Social Security Act

2. Any misdemeanor conviction, under Federal or State law, related to: {a) the delivery of an item or senvice 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 service.

3. Any misdemeanaor conviction, under Federal or State law, related to theft, 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 misdemeanor conviction, 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 misdemeanar 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, or any debarment from participation in any Federal Executive Branch procurement or non-procurement program
4. Any current Medicaid payment suspension under any Medicaid enroliment.

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

1. Have 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

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

Page ID: digOwnerCheckList{Provider)




Click on the Step 12: Complete Enrollment Checklist  link.

@n mpPSs < Provider v >

Scott,Sarah v Q Quick Find Note Pad @ External Links ¥ % My Favorites v Print © Help

> Mylnbox > MewEnroliment ) Atypical Individual Enrallment

Application ID: 20150703507683 Name: Scott, Sarah

#  Enroll Provider - Atypical Individual A

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

Step Required Start Date End Date Status Step Remark
Step 1: Provider Basic Information Reguired 07/09/2015 07/09/2015 Complete
Step 2 Add Locations Reguired 07/09/2015 07/09/2015 Complete
Step 3: Add Specialties Required 07i08/2015 07i109/2015 Complete
Step 4: Associate Billing Provider Optional Incomplete
Step 5 Add License/Certification/Other Optional Complete
Step 6. Add Mode of Claim Submission/ED| Exchange Optional Incomplete
Step 7: Associate Billing Agent Optional Incomplete
Step 8: Add Provider Contralling Interest/Ownership Details Required Incomplete
Step 9: Add Taxonomy Details Optional Incomplete
Step 10: Associate MCO Plan Optional Incomplete
Step 11: ES&I%ﬂrollmem Form Optional Incomplete
Step 12: Complete Enrollment Checklist Reguired Incomplete

Required Incomplete

View Page: ®co  PageCount:1 | saveToXLS Viewing Page: 1 «€rist | € Prev > et » Last




drop down menus of the Answer column.
Click Save.
Click Close.

Answer the Provider Checklist questions by choosing Yes or No in the

Application ID: 20141203023112 Hame: Doe, Jane

Provider Checklist

Question

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 cur 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.

Have you ever been removed or told that you cannot participate in a Federaly funded program? If yes, please tell us what program and why.

Have you ever had any criminal convictions? If yes, please tell us what for?

Are you a registered Limited Liabilty Corporation (LLC)? If yes, what is the name of the LLC?

Are you a Medicare certified home health agency?

| understand that my information wil 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
screening will be shared with necessary MDCH and MDHS staff, as well as any potential client.

| also acknowledge that | am required to update any changes in the enroliment within 10 days of that change

G 1] Page Count

Anszwer 4

pmments

‘ Mot Completed |Z” |

‘ Not CompletedEH

‘ Mot CompletedEH

‘ Mot Completed |Z” |

‘ Mot CompletedBH

‘ Mot CompletedEH

‘ Mot Completed |Z” |

‘ Mot CompletedBH

‘ Not CompletedEH

‘ Mot Completed |Z” |

rirst | € prav ¥ Hewt

¥ Last




Click on the Step 13: Submit Enrolliment Application for Approval link.
By clicking the Next button, you “agree that the information submitted as a part of
the application is correct (Private and Confidential)”.

———
Q’lﬂmps < Provider~ >

Scott,Sarah ~ Quick Find Note Pad External Links~ il Print © Help

> Wylnbox > New Enrcliment ¥ Atypical Individual Enrollment

Application 1D: 20150709507689% Name: Scott, Sarah

Oc

iz | Enroll Provider - Atypical Individual -~

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

Step Reguired Start Date End Date Status Step Remark
Step 1: Provider Basic Information Required 07/09/2015 07/09/2015 Complete
Step 2: Add Locations Required 071092015 07/09/2015 Complete
Step 3 Add Specialties Required 07/09/2015 07i09/2015 Complete
Step 4: Associate Billing Provider Optianal Incomplete
Step 5: Add License/Certification/Other Optional Complete
Step B: Add Mode of Claim Submission/ED| Exchange Optional Incomplete
Step 7: Associate Billing Agent Optional Incomplete
Step 8: Add Provider Contralling Interest'Ownership Details Required Incomplete
Step 9 Add Taxonomy Details Optianal Incamplete
Step 10: Associate WCO Plan Optianal Incomplete
Step 11: 835/ERA Enroliment Form Optional Incomplete
Required Incomplete
Required Incomplete
d saveToxLs Viewing Page: 1 &rirst | € Prev | | ¥ oblext | M Lact
Application ID: 20141203023112 Name: Doe, Jane
£ Final Submission -
Application ID: 20141203023112 Enrollment Type: HIPAA-Exempt Individual/Sole 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.

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

& Application Document Checklist fad

FormsiDocuments Special Instructi

= L | 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

I @ submit Appication | fifter 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 anindividual provider of Home Help services, | agree thatthe Medicaid beneficiary is considered the employer. | am not employed by the Michigan Department of Community Health (MDCH), the Depariment of Human Senvices (DHS), or the State of Michigan.
2.A5 a Home Help provider agency, | agree thatthe agency contract is with the Medicaid beneficiary. The agency cantract is not with the Michigan Department of Community Health (WDCH), the Department of Human Senvices or the State of Michigan.
3.1 agree that personal care senices will be provided for a Michigan Medicaid beneficiary, as authorized by the Michigan Depariment of Human Services (DHS) according to the DHS Adult Senvices Comprehensive Assessment

4.Under Section 3504 of the Internal Revenue Cade, | agree to accept the Michigan Depariment of Community (MDCH) as the acting agent of the beneficiary for the deduction of withholding of FICA taxes. | understand that federal, state and city taxes are notwithheld. | further
agree to accept payments issued by MDCH as payment in full and nat to zeek 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. | understand that accepting payment for senvices | 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 ifthe beneficiary; s Medicaid eligibiliy is inactive.
7.In order to receive payment | agree 1o keep and submitto MDCH, DHS or their dezignee, any and all records necessary to disclose the extent of senvices provided to the beneficiary.
8.Uponrequest, | agree to provide MDCH, DHS or their designee, any information regarding senvices or purchases for which payment was made
8.Upon request, | agree to provide MDCH, DHS ortheir designee, any business transaction information as specified by 42 CFR 455105,
10.| understand | will be subjectto a criminal histary screening and may not qualify to be 2 home help provider.
11.1 agree to cooperate with MDGH, DHS or their designee, regarding any audits, investigations or 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 stavs or discontinuation of senvices.

13.1 agree to compy with the privacy, security and confidentiality provisions of all applicable laws gaverning the use and disclosure of protected health information (PHI), including the privacy requlations adopted by the U 5. 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, Subparis A, C, and E).
14.| agree to comply with the provizions of 42 CFR 431.107 and Act No. 280 of the Public Acts of 1939, a3 amendad, which state the conditions and requirements under which participation in the Medical Assistance Frogram is allowed.

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




Click OK in the textbox that will pop up.
You will be sent back to the application main page.
Click Close .

This will return you to the CHAMPS home page.

Message from webpage [ﬁj

Your Application Murmber 2014120302312 has been successfully
/3%, subrmitted for State rev ew, Return to CHAMPS with this application
number to track the stztus of your application.

——,
@nmps < Provider~ >

Scoti,Sarah ~

Q, Quick Find | Note Pad @ External Links ~ My Favorites v 2 Print

> Mylnbox > MNew Enroliment ¥ Afypical Individual Enraliment

Application 1D: 2015070350768% Name: Scott, Sarah
Qc
£ | Enroll Provider - Atypical Individual ~
Business Process Wizard - Provider Enroll {Atypical Individual). Click on the Step # under the Step Column.
Step Required Start Date End Date Status Step Remark
Step 1: Provider Basic Information Required 07/08/2015 07/09/2015 Complete
Step 2: Add Locations Required 07/09/2015 07109/2015 Complete
Step 3: Add Specialties Required 07/08/2015 07/09/2015 Complete
Step 4: Associate Billing Provider Optional Incomplete
Step 5: Add License/Certification/Other Optional Complete
Step 6: Add Mode of Claim Submission/EDI Exchange Optional Incomplete
Step 7: Associate Billing Agent Optional Incomplete
Step 8: Add Provider Controlling Interest/Ownership O — _
Step 9: Add Taxonomy Details CHRmDS ‘ Provider+ ’

Step 10: Associate MCO Plan

Step 11: 835/ERA Enrollment Form

NotePad @ External Links v WMyFavortess B Print @ help

Step 12: Complete Enrollment Checklist

Step 13: Submit Enrollment Application for Approval

®co  Page Count:1

#  Provider Enroliment i

New Enroliment Enroll As A New Provider

Track Application Track Existing Provider Application




Tracking Your Application

How to Track 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 link (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.

T—
i
@mps $  Providerv b4

H Hote Pad @ External Linkz v * My Favorites ¥ é Print 0 Help

1~

]

#  Provider Enroliment

New Enroliment Enroll As A New Provider

Track Application Track Existing Provider Application

(xJOEW| @ submit

i | Track Existing Application

Please provide the Application ID to track your application.
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

Request Domain Access

Message from webpage : [é]

i Your application is currently In-Review by the MODCH Provider
_.l Enrollment Unit. ¥ ou cannot make any modifications to your
enrallment information at this time.




When Your Application Is
Approved

Once you have received your approval letter, you will be able to
enter CHAMPS to access and submit your electronic service log.
To learn how to record your services, see the ESV directions on the
Home Help website: www.Michigan.gov/homehelp.




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




