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Provider Enrollment

New Individual Enrollment

“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 Enrollment




O Cuscls Fiarsd k @ External Links ~ W My Fa

B Enroliment Type ~

Sedect the Applcabie Enroliment Type

(&) IndraduabiSole Proprietar
(&) Régulas indhidual’Sole Progietor (Choose his 0pBon o Be 3 MESCaa IndmaualSole Propaeton, ydu mdy pariopate i he EHR-MIPP h
) EHR-MIPP Oniy Provider (Choose this oplion 1o paricipate only in EHR-LIFP.)
(O Managed Cane Hetwork Provder Only
¢y Managed Care Network Provider and EHR

) Group Practice (Corporaten, Pannership, LLC, &)
) Bulling Agent
O FacilitfiagencpOrganization (FAD-Hospital, Mursing Faciity, Vanous EnbBes)
() ContractonMCO
0y HIFAA-Exermpt incheoualSole Proprietor
(O Reguiar
() Home Help
Oy HIPAA-Exempt FacilitgAgencyOrganization (FAQ)
) Reguiar

OHUI‘I‘IE Help

@ Subea

e Select the appropriate Provider/Enroliment Type




& Print @ Help

( #  Basic Information)

A
EIN/TIN:
First Name: | Traing * Middle Initial:
Last Name: | Test
Suffix: E Gender: | ale B
SSN: | 100001288 = Provider Class: B
e 2 | & Applicant Type: Individual/Sole Proprietor ’ h
i Individual/Sole Proprietor
Contact Email Address: Rendering/Servicing Only
Email-1 | test@training.com |;‘
NPI: | 1000012884 =
Email-2
Email-3 il
Home Address A
Address Line 1: * Address Line 2:
(Enter Street Address or PO Box Only)
Address Line 3: City/Town: | OTHER B *
State/Province: | OTHER E * County: | OTHER B
Country: | UNITED STATES B ¥ Zip Code: © validate Address (

@ confim %e\

»

i

&)

e For Individual Sole Proprietor, enter either a SSN or EIN
e For Rendering/Servicing Only, enter a SSN ONLY

e For a Group enroliment enter EIN ONLY

e For FAO enrollment enter EIN ONLY




[ eemOMp ]
Application ID: 20140626600943 Name: Test, Training
#f  Basic Information
You have successfully completed the basic information on the Enroliment Application.

Your Application ID is: 20140626600943

Please make note of this Application ID. This is the number you will be required
to use to track the status of your enroliment 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.

é ¥ 0K

e After completing the basic information, select OK




((E;ﬁnrms ¢ Myinbox~

Q Quick Find E tiote Pad

@ Exteornal Links =

W My Favorites « & Print (7] Help

Application iD: 20140626600943

#  Enroll Provider - Individual

Step

Step 1: Provider Basc Information

Step 2. Add Locatons

Step X Add Specialies

Step 4: Associate Bling Provider

Step & Add Licenses and Cestifications
Step 6. Add Mode of Clam Submesaion

Step 7. Associals Bling Agen)

Step B Agd Provider Controling nleresOwnership Detals

Step 9 Add Taonpmy Detals

Siep 10 Associaie MO0 Plan

Step 11: BISERA Enrolment Form
Step 12; Compiede Ensoliment Checiis!

Step 13 Submit Enraliment Applcation for Approval

View Page: 1 (0] E

6 saveTeLs

Name: Test, Training

Business Process Wizard - Provider Enroliment (individual). Click on the Step # under the Step Column,

Required Start Date
Riequired paREZ014
Required
Required
Optinal
Dptional
Fequined
Crptional
Risquired
Requires
Orptional
Optianal
Required

Required

Viewing Page: 1

End Date
DE2E2014

Status
Compinte
ngcmpiete
Roompiete
noomgiets
noompiete
noomplete
L=
nComplats
hedmplete
ncompiste
ncompieta
neompisie

Roompiete

Step Remark

e

e All required steps will need to be completed and in numerical order when submitting a new

enrollment




Qanhps €  Mylbox- Provider~

Q. quick Find E Note Pad @ External Links ~

» Myinbox % Hew Enrollment 3 Individual Enroliment

Application ID: 20140626600943 Name: Test, Training

O cioze L+ WM Correspondence and Remittance Advice addresses, click on Location Type hyperfink.

: #  Locations List >

Doing Business As Location Type Location Details
AT AT AY

* My Favorites « = Print (7] Help

[ save Fiters ¥ My Filters ™

End Date
AT

e Select ADD to enter Primary Location information




Application ID: 20140626600943 Name: Test, Training

For all lecations, Correspondence address is required. For Primary Practice Location, Pay-To address is required. Enter Remittance Advice address only to receive a paper
Remittance Advice

B Add Provider Location ~
Location Type: | Primary Practice Location |
Doing Business As: End Date: -]
If a department or drawer number is required enter the information in line TWO.
(For example: DEPT 222 or DEPARTMENT 222, DRAWR 1111 er DRAWER 1111)
if an attention line is required, please enter the Iinformation in Line THREE.
{For example: ATTN: Billing Dept.)
Addrass Line 1: 2 Address Line 2:
(Enter Streal Address or PO Box Only)
Address Lime 3: CityTowme OTHER o |
State/Province: | OTHER " County:  OTHER ~
Country: | UNITEDSTATES ™' Zip Code: : © Vaidate Address h
Phone Humbar: * Extn Fax Humbar:
Email Address: Web Page:
Office Hours: » Communication Preference: | CHAMPS Natice »
Accepiing Hew Chenis: » Maximum Clents:
Offers OB-Gyn Sendces: bl Pediatric Services: »
Handicap Accessible: | Mo ¥ FOHC: M
A

Accopt B35(reported at EINTIH level): | Mo % Language{s) Spoken: | Arabec {For Mulbple Selection, use Cirl Key)

Chingse »

W 0K | @ cancsl

e Complete Address Line 1 and Zip Code fields then click Validate Address
The rest of the information will populate after validating
e Phone number is a required field




& Print @ Halp

Application ID: 20140626600043 Mame: Test Training

For all locations, Caorrespondence address is required. For Primary Practice Location, Pay-To address is required. Enter Remittance Advice address only to receive a paper
Remittance Advice
B Add Provider Location

Location Type: | Primary Practica Location

Doing Busingss As: End Dt [

It a department or drawer number is required enter the information in line TWO.
(For example: DEPT 222 or DEFARTMENT 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 validation successiul
Address Ling 1: | 320 5 WALNUT 5T Address Ling 2:
(Enter Street Address or PO Box Only)
Address Line 3: CityTown: | LANSING "
State/Province: | MICHIGAN i County: | INGHAM »
Country: | UNITED STATES = Tip Code: | 485323 -l 2014 S Vakdate Address
Phone Humber: | (555) 555-5555 *Eatnc || Fax Number
Email Addrass: Web Page:
Ofice Hours: b Commumication Preference: | CHAUMFS Notice b
Accepling New Clients: ! Maximum Chents:
Offers OB-Gyn Services: b Pediairic Senices: ¥
Handicap Accessible: | Mo ¥ FOMC: e
~
Accept 835(reported at EINTIN levelk | Mo ¥ Languageds) Spoken: | Aabic (For Multiple Selection, use Cirl Key)
Chinese M

ﬁ o 0K @ Casead

e Continue to complete all required asterisk * fields
e When Primary Practice Location information is complete, click OK to proceed




QL Quick Find E note Paa

) External Links

* My Favorites - = Pt 8 Beip

Apphication |0t 2014062550094 L Training
m [+] To sddmodly Pay To, Commespondence and Remittance Advice addresses, cick on Location Type L

E Locations List

Eiltat By - Qe
O Digineg Bursiness As Location Type L cation Details
= iv AW i
O Premary Pracice Lodalon ( 120 5 WALKUT 57, LANSRNG, MICHIGAN 4583
W Dete  View Page: 1 o] [ & saveTons Vigrasineg Page: 1

]

E Save Fillers 'fl.!yhllnrl -

End Datte

AT

120029

L < ¥ »

e Click on Primary Practice Location to add Pay To, Correspondence and Remittance

Advice Address (add only if a Paper RA is needed)




¥ Mhyinbox 3 B

Application ID: 20140626600943

m BSnw To add addronal addresses, Chok “Add Address’ butlon.

B  Location Details

Doing Business As:
Phone Number:

Web Page:
Accepting New Clents:

Ofters OB-Gyn Services:

Accept B35{reported at EINTIN
lervid):

End Data:

© Add Address h

B Address List

Address Type

a

A Y

D Locaton

B Deiete | View Page:

b
L i=]

L

12312098

CE ELEd

* Exin

Address

aw

320 5 WALNUT 5T, LANSNG, MICHIGAN 48533

@ saveTorLs

B tote Pad

Q Cusick Fina

Mame: Test, Training

Location Code: 01

Fax Number:

OfMice Hours:

Maximum Chenis:

Language{s)
Spoken: 'EITIENNN

For Myltipls Arabic
Chinezse »
Selection, use Cirl Chinese

Kyl

Viewing Page: 1

ﬂ Extermal Links «

b

7 My Fan B Print @ Hoip

Location Type: Primary Practice Location

Emad Address:
Communication
Preference: | CHAMPS Nolice v
HandsCap
Accessible; (MO ™
FOHC: w
A~
End Date
'S
T2r31/250




B Print @ Help

Application ID: 20141107534504 Name: Test, Training

#  Add Provider Location Address *

x h End Date:

Remittance Advice
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.)

Address Line 1: * Address Line 2:
(Enter Street Address or PO Box Cnly)
Address Line 3: City/Town: | OTHER B *

State/Province: | OTHER B* County: | QTHER B

Country: | UNITED STATES B * Zip Code: = € valicate Address h

é VoK | ® cancel

* From the drop-down menu, select Type of Address and enter all required fields and
select Validate Address
e Click “OK” to continue




Q, Qusick Find B Hote Pada @ Externad Lanka = My Favories = By Pramt D Help
Application I0: 20 1408626600943 Mame: Tast Training
m Bsae )@-mzsm click “Acd Address’ button,
B  Location Details ~
Doing Business As: || Location Code: 01 Location Type: Primary Practice Locaion
Phone Humber. | <z cee cocs |« By Fax Mumibér: Email Address:
- T Commurecabon
Wb Page: Office Hours: * | Preforence: | CHAMPS Notice s
’ . HarbCap
Accepting New Chents: v Maximum Clients: . e
Padiatnc v
Offers OB-Gyn Services: FQHC:
of ym b Services: _
Language{s)
Accept B35{reported at EINTIN Spokenc ~
praty; | Mo For Mutiple | Arabic
¥ Chingse M
Sebection, use Cirl
L]
End Date: | 127312099 =
n Add Addreds
H  Address List ~
Address Type Address End Date
I:I AW aT v
D Corfeapondends 320 S WALNUT ST, LANGSNG, MICHIGAN £893) 12012999
0 Locaton X205 WALNUT 57, LANSNG, MICHIGAM 485313 1202
0 Pay To 320 5 WALNUT ST, LANSNG, MICHIGAN 48513 prind e ]
il Deiste  View Page: 1 (o] [ & saveTonis Viewing Page: 1 o« < » »

* When all location addresses have been completed, click Save
e Click Close to continue




Q Ok Farnd l Wois Pad (“ Exiginal Links « * My Fareoriles = Q Poing 0 Help

Applcation I0: 20140625800543 Mame: Test, Trasning

B Enroll Provider - Individual -

Business Process VWizard - Provider Enroliment (indnidual). Chck on the Step ¥ under the Step Column,

Step Required Start Date End Date Status Step Remark
Siep 1: Provider Basic Information Required DEEZ014 DEDE20 14 Complete

Siep 2 Add Locations Feguires DARI1A DRIRZ0 14 Complete

Siep X Add Specalies h Recpured DROETO tomplets Plesse sdd requred specabes

Sep d im:r:ﬂ-hﬂ; Prrvudes Dbl Fogmplets

Siep 5 Add Licenses and Carlifications Ogtonal homplets

Saep 8 Add Wade af Clarm Substsion Rerrea Reomplets

Siap 7 Asacciste Biling Agent Optonal Incomplete

Samp B Add Prooder Controdng inter et T narahio Detais Rlwyursad PLOmgee

Step & Add Tamonomy Detads Rlegured Reomplets

Step 10 Associste UOO Pan Cpbonal reomplets

Siep 11 SISERA Enrclment Form Dpbonad ncomplets

Siep 11 Complete Enrolment Checiiet Rscpuread Reomlets

Step 13 Submk Enrolment Applcaton for Approval Requred ncomplets

View Pagee: | 1 @ E & SaveTeids Vidrwing Page: 1 o < > »

e Continue to Step 3 to add Specialties for Provider




CL Cusichk Fursd ‘ Kote Pad

ﬂ‘ External Links «

W My Favorites « ﬁ Primd 0 Help

Application ID; 20 140626600943 Hame: Test Training

[ o €
#C  speciaity/subspecialty List )

Filter B ~ Qe

Specialty'Subspecialty Prowider Type

a v av

O

B save Fitters | ¥ My Fitters ™

End Date

e Click Add to enter Specialty Information




|

Application ID: 20140626600943 Name: Test, Training
FY

i Add Specialty/Subspecialty

Location: | 01- B
Provider Type: | —SELECT— bt
Specialty: h
End Date: B
B Add Subspecialty »
Available Subspecialties Associated Subspecialties *
»
£«
0K | @ cancel

From the drop-down menu, select the Provider Type and Specialty




Application ID: 20140626600243 Name: Test, Training

B Add Specialty/Subspecialty

Location: | 01- e

Provider Type: | PHYSICIANS w (T

Specialty: | Family Medicine

(®) Board Cerlified
(") Mot Board Certified

End Date: | _i

i#  Add Subspecialty

Available Subspecialties Associated Subspecialties *

Genainc Medicne Adolescent Medicine
Sports Medicine

Mo Subspeciality '»_E h
el

é o 0K & cancal

e When Provider Type and Specialty have been chosen, the Available Subspecialties are
listed. Select and add by clicking >> from Available Subspecialties to Associated

Subspecialties
e  When completed, click OK to proceed




@ﬁmpﬁ < My Inbox = Admin = Provider= Claims - Reference = Member = TPL~ Rate Setting = PA= Contract/ic ~ »

Q Cnsick Find . Hote Pad @ Extermal Links wr My Favorites é Print 0 Help

Application ID; 20140826600943 Namae: Test, Training
0. [T CE— e
#  Specialty/Subspecialty List ~
Filter By » BOaGo B save Fitters | ¥ My Fitters ~
0 Specialty/Subspecialty Provider Type End Date
&Y arv v

e To designate a Primary Specialty, click Primary Specialty tab




Applicaton D 2014062650054 Mama: Test Training

0-... | —

#  Primary Specialty For Enroliment

m;nu abestabon of 3 primary Speciaity will be ulized by BDCH 1o identily and svaluabe youwr eligibility
Prima = | PHYSICIANSSF amily Medicine ™
Iy Specialty: | PHYSIC . i fof the Section 1202 of the ACA Primary Care Rafe Intrease fos the calendar years of 2013 and 2014

®EYes ONo *

Board Certified:
(f Boasd Certfied, please provide Board Cenification No. in License/Ceriicalion step )

~

QL Gusick Find B Mote Pad @ Externsl Linksw * My Favorions = B Pront 0 Hel

.

Start Date: 01012013 [ BE End Date: End Date: | 127312899 [ ]

From the drop-down menu, select the designated Primary Specialty and complete all
required Asterisk * fields

When completed, click Save

Click Close to continue




B Hote Pad @ External Links = ¥ My

AppBcation ID; 20140626500943

i Enroll Provider - Individual

Srep

Seep 17 Provoer Base: nformaton

Siep I Add Locations

Hep 3. A9 Specates

Siep & Associate B Provier h
Siep 5 Add Licenses snd Certficatons

Hep & Agg Wode of Clam Submagion

Step T Associsle Biling Agent

Slep B Add Provider Controdng inbenestCramershp Detals
Sep ¥ Sdd Taxoncmry Delals

Sep 10 Assocabe WED Pas

Hep 11: B)SERA Enrodmerd Form

S4ep 12 Compiete Envolment Creciin!

Sep 17 SubmE Drrelmend Aopicaton Bd Aproval

View Page: | |1 (o] E @ saceTeiLs

Marme: Tasl, Traming

Busingss Procéds Witard - Provider Enrolimant (Indnidual). Chck on the Step § under the Step Column

Required St Dater End Date Satun Step Remark
Regared DEIRI014 CRIEI014 Complese
Retpaied AR DRE2014 Camglets
Regured L il IR0 Cpmgiete
Dobonal ncomiete
Regaresd Incompilete Pease 333 regured LoenssTartfoston
Regured Incompiete
Ootional meompete
Reguresd Incosmprete
Regored Incosmplete
Optasnual Heomoete
Orptaciriad L=y Lo
Regures neamoietn
Regured noemoicte
Vieradng Page: 1 Lo < > »

e Continue to Step 4 - Associate Billing Provider




Applkcation 10 2014042850004

= o €——
oo Proveer o

Faler By »

llire] Provder NP
i ¥

O

QL Quick Tind

Mamse: Test, Training

@ Gio

Bullane]) Prosder Mame

No Records Found !

B viote Pad @ External Links = My Favorites = B Print @ Heip

Start Date End Date

av aiv

)

B fave Fiiters ¥ ity Fibters ™

Status

v

e |If provider is associated with a group practice, click Add to proceed




= Print & Help

Application ID: 20140626600943

i Associate Billing Provider

HPL

Start Date:

Hame: Test, Training

Enter NP of Billing Provider and click "Confirm Provider™.

Provider Name:

End Date:

'@ Confirm Provider Hanﬂel




@_—nmps £ My Inbox + Prowider « ¥

Q, Quick Find E Hote Pad @ External Links * Ly Favortes = = Pnng @ Help
ol Evvodmant
AppBcation Dy 20140626500043 Name: Tesh Traiming
m © 2aq h
Bl  Billing Provider List .
Filter By " @G@ E v Filkers vu!’h"'r-_'
Billing Provsder WP Btlineg Provider Namso Start Date [ Dt Siatus
I:I 4T av AT " aw
(] A QL2014 preakles ] Bpoioved
O
B Deiete | View Page:| 1 @ [ ] & seveToLs Viewing Page: 1 “« < > »

e |If provider is associated with another Billing Provider, follow the same steps to add
additional Billing Provider
* When finished, click Close to continue




Q, Quick Find

ki tote Pad

{:. External Links -

» Wyinbox 3 Mew Enrclment » Indhidual Encolment

Application ID: 20140626600943

i#  Enroll Provider - Individual

step

Slep 1: Provider Basic information

Slep 2 Add Locatons

Slep 3 Add Specialies

Siep 4 Associste Bling Provider

Sisp 5 Add Licenses and Certfications h
Slep 6 Add Wodes of Clam Submeasion

Step 7. Associate Biling Agent

Slep & A0 Provicer Controling inberest/Ownarahip Detads
Step & Add Taxonomy Detalks

Siep 10 Asscciate MCO Pan

Siep 11: BAERA Enrobment Foom

Step 12, Complete Enrolment Checidst

Step 13 Submt Enrolment Apphcation for Approval

View Page:| fi o] 17 & saveToxLs

Required
Abguied
Reguired
Requined
Optena
Regisined
Rsguired
Optonal
Regured
Reguired
Qpticnal
Optenal
Reguined

Reguired

Name: Test, Training

~

Business Process Wizard - Provider Enroliment (Indreidual). Click on the Step # under the Step Column,

Start Date End Date
DE262014 DEZE2014
Q8282014 DEE2014
082682014 E2E2014
08262014 05262014
Viewing Page: 1

Status
Camplete
Complete
Comgpiets
Complete
Incamgiete
neamplshe
Incomplete
Incompirte
Incomplete
Incomplete
Incamplets
ncomplete

Incompicte

Step Remark

Pisass add reguired Licenss/Cartification

e Continue to Step 5- Add Licenses and Certifications




Q, Quick Find

B note Pag @ External Links =

* My Favorites = & Print @ Help

Application ID: 20140626500043 Hame: Test, Training

License/Certification Li

Flifter By bt Qoo

License/Certification Type License/Certification & Location
av¥ AT av

a

Mo Records Found !

Valid Flag
e

Effective Date
AV

B save Fiters oty Fitters =

End Date
AT

e Click Add to enter License/Certifications




B Print @ Help

Application ID: 20141107534504 Name: Test, Training

Add License/Certification L]

Location: | B 5

License/Certification Type: | License/Certification #
Valid Flag: |Board Certificate
Drug Enforcement Agency
State Professional License
Effective Date: - End Date: ]

é @ Confirm License/Ceriification |  ## 0l ® Cancel

e From drop-down menu, select Type and complete all required fields
e Click Confirm License Certification




@ﬁhps < My Inbox +

» Myinbox » Mew Enrcliment » indivdual Enroliment

Application I0: 20140626600943

m [+ FT] h

i License/Certification List
Filter By byt

License/Certification Type

D Stale Professional License

i Delste  View Page: 1 (o] k

Provider -

License/Cartification &
AY

1011121374

(& SaveToxLs

Q, Guick Find

Hame: Test Training

Location

AT

01

Viewing Page: 1

B Note Pad

Valid Flag
'

Yes

@ External Links =

¥ My Favorites~ B Print @ Heip

B save Fitters ¥ My Filters ™
Effective Date End Date
av iv
WNA2008 DEE0Z015
L3 < > »

e To add another License/Certification, repeat the same process




= Print @ Help

Application ID: 20140626600943

i Add License/Certification

Location:

License/Certification Type:

Valid Flag:

Effective Date:

o4- |

Board Certificate

01/01/2008]

Name: Test, Training

| " License/Certification # | 01020304 ¥

Specialty/Subspecialty: | Family Medicine/Adolescent Medicine ¥

End Date: =]

é @ cConfirm License/Certification |+ ® cancel




Q Quick Find b tote Pad @ External Links

* My Favorites » é Prirmt 9 Help

Application ID: 20140626600943

m°hmh

f#f License/Certification List

Name: Tesi, Training

A

Filter By e ol B save Fitters ¥ My Fitters ™

0 License/Certification Type License/Certification # Lecation Valid Flag Effective Date End Date
AW AT AT AT AT AT
[] Stste ProfessionalLicense 1011121304 01- Yes 01012008 0802015
0 Boara Cernficate 01020304 01- Ves 010172008 12 2eEe
e Lia] 5 vaTo) ng Fage
i Deiste | View Page:| 1 (o] [ & SaveToXLS Viewing Page: 1 « < > »

e Click Close to continue with enrollment process




Q) Qusek Find E rnote Paa @ External Links = * My Fa & Primt @ Help

Application ID: 20140626600943 MName: Test, Training

#  Enroll Provider - Individual ~

Business Process Wirard - Provider Enrollment (Indnadual). Cck on the Step @ under the Step Columin.

Step Required Start Dater End Date Status Step Remark
Step 1: Prowider Basae information Reguired DERE014 oeReRM4 Compliete

Step 2 Add Locations Required DE2E204 DE2E2014 Complede

Step 3. Agd Specalbes Raguired L e DERE2014 Compleds

Step 4° Associate Biling Provider Optionai 05262004 DEZEZ014 Complieds

Step 5 Agd Liwenses and Certfations Reguired DTE2004 oe2eZ014 Compieda

Siap 5 Add Wode of Clam Submasion h Aeguired incomplets

Step 7: Associte Bling Agent Opticnal ncomgiste

Step & Add Provider Controling interest/Ownership Detalls Regured ncompiste

Step § Add Taxonomy Detale Roguired hcompiete

Step 10° Assccite UCO Pan Opticnal ncomplete

Step 11: BYSERA Enroliment Form Optional incompicte

Step 12 Coempiete Dnvodment Chechisl Regured neompltle

Step 13 Submit Enroliment Agpicaten for Approval Réguired ncompiste

View Page: 1 @ 1] (& SaveToxLs Viewing Page: 1 o < » »

e Continue to Step 6 - Add Mode of Claim Submission




= Print '@ Help

Application ID: 20140626600943 Name: Test, Training

EH @f Claim Submission DetaD A

You may check multiple Modes of Claim Submission.

Identify Claim Submission Details.

Mode of Claim Submission: [7] Electronic Batch I~ CORE [7] Billing Agent

Online Direct Data Entry (DDE) Paper Mot Applicable
O O [

e o# 0K | | @ Cancel

e Select all Modes of Claim Submission for your practice
e Click OK to proceed




Q) Quick Find K tote Pag @ External Links = * My Favorites = & Print 0 Heip
¥ Mynbox 3 Mew Enrolmeni 3 Individusl Enrcliment
Application ID: 20140626600042 Mame: Test Training
=3
#  Enroll Provider - Individual ~
Busingss Procass Wizard - Provider Enncliment (Indnddual). CHCK on the Step # under the Step Coalumin.
Step Redquired Start Date Endl Date Status Step Remark
Step 1- Provider Basic bicrmaton Reguired 0A2E2014 DEE2014 Compleds
Step &0 Add Locatens Reguired QE262014 DEEZ0N4 Compicte
Step 1 add Specates Requred 08282014 DE26T014 Compieln
Step 4 Associsle Bilng Provier Opiticnial OEE2014 DE2E2014 Compists
Step & Add Licenses and Certifications Requred /262014 DE2E2014 Compicie
Seep 6 A0d Mooe of Clam Submasion Required 0282014 DE2ET014 Compiste
Step 7: Asscciste Biling Agent h Required a2a2014 ncomplele Ploase asaociale roquired Biing Agont
Step & Add Provider Controling interestiwnership Detais Required noompiele
Step & Add Taxonomy Detals Regured Resrplete
Step 10; Associate WCD Pan Optonal HoOTgiels
Step 117 BYSERA Envolment Form Opbicnal Incomplets
Step 12 Complete Enroliment Checidst Required noprpieis
Step 13- Submi Enrolment Applcaton for Approval Required Incomrpiets
View Page: | 1 @ E @ saveTanns Viewing Page: 1 <« < > »

e Continue to Step 7- Associate Billing Agent




Q, Quick Find K tiote Pad @ External Links = * My Favorites = B Print @ Heip

» Wyinboo 3 Mew Enrolmant ) ndivcust Encolment
Application I0x 20140626500043 Name: Test, Training
o €—
H A
Filter By bt Q6o B save Filers ¥ by Fitters ™
O Bélling Agent ID Billing Agent Name 535 Authorization Start Date End Date
&’ i¥ av A¥ av

Mo Records Found !




= Print @ Help

Application ID: 20140626600943 Name: Test, Training

Associate Billing Agent ~

Click on the "Confirm/Search Billing Agent® button to search for a Billing Agent or confirm the Billing Agent entered.

Billing Agent ID: _ * Billing Agent Name:
Association Start Date: & " Association End Date: =
#  Authorized Transaction Responses -~
Transaction Response Authorized Start Date End Date

X12 835 - Healthcare Claim Status

é @ Confim/Search Biling Agent | |+ @ cancel

e Click Confirm/Search Billing Agent to search for a Billing Agent.




——

[CHAMPS < My Inbox ~ Provider - >

Q Quick Find K Note Pad @ External Links « % My Favorites = Print @ Help

» Myinbox » New Enrcliment > hdvidual Enroiment

ication ID: 20140626600943 Hame: Test Trainin
g
H  Billing Agent List A
Filter By = Oco B save Fitars T My Fitters ™
Bill nt I Bitli ent Hame B35 Authorization Start Date End Date
0 g g
AY AT AW AY AW
D 1200009 BLUE CROSS BLUE SHELD fes De2e20m4 1273172559
il Deiste | View Page:| 1 (o] k SaveToXLS Viewing Page: 1 « e || ¥ »

o After selecting Billing Agent, click Close to proceed




B Print @ Hel
» Myhbox » Mew Enrcliment )
Application ID: 20140626500943 HName: Tesl. Training
=3
#  Enroll Provider - Individual ~
Business Process Witard - Prowder Enroliment (Indnidual). Chck on the Step # under the Step Column.
Step Required Start Date End Date Status Stop Remark
Step 1: Provider Basic information Required 262014 DERAR014 Complete
Step 2 Add Locatons Required 02262014 DRE2014 Complete
Steg 1 Agd Specates Requred 282014 PEDAR014 Comalete
Step & Assocale Biing Provider Options! DE2E2014 DER2E2014 Complete
Step 5 Agd Licenses and Certifications Required S804 DR2E2014 Compiste
Step £ Add Mode of Claim Submassion Required 0262014 DERER014 Complete
Step T: Associate Biling Agent Required beER014 08282014 Compieste
Siep B A8 Provider Controling interest/Chwnarship Detals h Requred Prromgiete
Step 5 Add Taxonomy Delals Required ncomplste
Step 10 Associate MCO Pian Optional Foompinie
Shep 11: BISERA Enroliment Form Required nocmplete Piease complete ERA form
Step 12 Compiste Ennolment Checids! Required neomplele
Step 13 Submi Enrofiment Applcation for Approval Required ncomplele
View Page: 1 @ E 8 SaveTaxLs Viewing Page: 1 «® < > »

e Continue to Step 8 - Add Provider Controlling Interest/Ownership Details




S Print @ Help

Application ID: 20140626600943 Hame: Test, Training
~
Percentage Owned: . h
S5N: Agent EINTIN:
Board of Directors/Officers/Principles
; Corporate - Charitable 501[ci2 3 : )
Legal Entity Name: Corporate - Non Charitable Entity Business Name: :
Foreign, Nonresident Alien (Doing Business As)
First Name: |CSOvernment Last Name:
Holding Company
Individual
Suffix: DOB: =
Limited liability Company
Managing Employee
pm “u.nmr: Partnership Emﬂ“:
Sub-contractor
Start Date: " End Date: =]
Address Line 1: i Address Line 2:
(Enter Street Address or PO Box Only)
Address Line 3: CitylTown: | OTHER v |
State/Province: OTHER o | County: | OTHER b
Country: | UNITED STATES " Zip Code: - € vaidate Address é—
é o 0K @ cancel

Select the Owner Type and Percentage Owned by selected Owner
Complete all asterisk * fields and Validate Address
Click OK to continue




= Print @ Help

Application ID: 20140626600943
sontrelling Interest/'Ownership

Managing Employee

Name: Test, Training

3 é' — PErCEntage Owned:

||$ a general manager, business manager, adminisirator, director, or other indnidual thal exercises operational or managenial control over, or who direclly or
jindirectly conducts. the day-to-day operation of the institution, organization, or agency, either under contract or through some other arangement, whether or not the

;ln dividual is a W-2 employee
(As shown on the Income Tax Returm)

b
* Exin:
&
ess Line 1: x
(Enter Street Address or PO Box Only)
ess Line 3:
elProvince: | OTHER |

Country: | UNITED STATES o |

(Doing Business As)

Last Name:

DOB:

Email:

End Date:

Address Line 2:

City Town:

County:

Zip Code:

OTHER

OTHER

€ Validate Address (

o 0K W

e Managing Employee information must be completed
* Validate Address and click OK to proceed




—
@HRI'I'IPS <

Application 1D: 201406258500943

#  Owners List

© add
Filter By ¥

Owmner SSHEINTIN

D AT

0 100001022 h

100001022
O

=

Hi

Filter By bt

O

AT

¥ Mymbox » Wew Enrolment » Whdrdidual Enrofiment » General

W Delete | View Page: 1 ®

Other Owner SSWEINTIN

Provider=

Owner Information

AYW

TSt Traaing
Test Traning

SaveTaXLS

®co

Q, Quick Find B note Pad

Name: Test Training

Owmner Type
'

Indirvidunl
KManagng Employss

Viewing Page: 1

© &dd Other Owned Entity | List Ovwnership Interest in other Enfities reimbursible by Medicaid andior Medicare.

Other Dwmer Information

AT

Q External Links =

Start Date
AT

0E2672014

0E2672014

% My Favorites v & Print @ Help

B Save Filters

End Date
av¥

12312599
123172999

« < >

B Save Filters

Address
AT

TM)I Filters ™

Y“f Filters ™

e Click the Owner ID to continue the Ownership Details
e This process must be completed for all Owners listed




@m < My Inbox= Provider= ¥

K riotaFaa @ Exien

» Mymdon 3 New Envpiment 3 ndhidusi Enoiie 3 Geneal
plication 1D: 20040823000543 Hnmse: Test, Tran
ﬁ':
o- [CENS
B Modify Provider Controlling interestOwnership it
Cwmer Type: Indivdusl Fercentage Ovmed: | 100 -
E5N: A EINITIN
Legal Entity Hame: Entity Business Name-
[As show on the Income Tax Retan) Doty Busingss As)
First Mame: | Trieng - Lasi Name: | Tes: r
Suflix: hd Dog: B -
Phone Nusmber: * Exim Email:
Start Oute: | D2/282014 B - End Date: | 123%/2959 ]
Address Type: Home Address
Address Line 1: | 330 5 WALNUT 5T T Address Line 2
{Esibes Strest Address of PO Box Oaty)
Address Line 3 CieyiTown: | LANSING L
Stabte/Provines: | MICHIGAN | County; | INGHAM ™
Country: | UNITED STATES |- Zip Code: | 42533 -| 2014 6 valice Aodness
O h
H  Relationship -~
Fiiter By ~ B T IRE L
Cwnit Mame Modimsd Dute Opantiona Sistus
|
av av av av
[ TeTanng N OSTECOME TR0 5K A
View Page:| [o] 1 D saaToLE Viewing Page: 1 *® < > »
Bl Final Adverse Legal Actiona/Conviclions Disclosure ~
Creshon LT Final Asvercs Commants
LG L5000 IMpOHE
CI01 T K T AT LEGE ASDONG TGOS DECKEIT 10 THC 300 INes T8 CRRCCRINE Compinme ool

e Click Add to proceed




| = Print @ Help |

Application ID: 20140626600943

## Add Owner Relationship

Owner Name:

Relationship:

Name: Test, Training

{ _SELECT— vE h

| —SELECT—
Others W
1Test Training

¥ 0K

@ cancel

e Select the Owner Name from the drop-down menu




Application ID: 20140626600943 Name: Test, Training

#  Add Owner Relationship Lol

Owner Name: | TestTraining ¥

Relationship: | —SELECT—  |¥|| (G
Daughter
Daughter-In Law
Father

Father-in Law
Mother
Mother-In Law
Mone

Others

Sibling

Son

Son-In Law
Spouse

é « 0K ® cancel

e Select the Relationship from the drop-down menu
e Select OK to continue




Q) Gualede Finsd K Mote Pac @ External Links = B Print
5 M . o Err il ¥ ol £ 1l areid
Application ID: 201406288000843 Mase: Test, Training
o RS
-~
First Hame: | Training Last Hame:  Test
Suffix: - DOB: | 0771856 [ BE
Phone Number: | [555) 85855555 * Edn Email:
Start Date: | OS262014 - End Date: | 123172869 |
Address Type: Home Address
Address Line 4; 320 5 WALNUT T Address Line 2
(Enter Stréel AGdress of PO Bax Only)
Address Line 3 CityiTowr: | LANSING o
StaleiProvince: | MICHIGAN County: | INGHAM w
Country: | UNITED STATES Dip Code: | 45532 2014 € Vaicate Addrens
Qs | | Evacoeate
i Relationship -
Firtes By ™ Qoo B save Fitters ¥ My Filters ™
Owner Name Relaticnship Modied Date Operational Status
D a v av - aAv
] Teat Traneg higrs Q2014 10 3048 At
0 Test. Traiming oes DRSO 112048 ACtE
View Page: 1 o] 1 @ saveTanns Vidrwing Page: 1 « < > »
¥  Final Adverse Legal Actions/Convictions Disclosure -~
Quaibon Anvaer Final Adverse Comments
Legal Action Imposed @
Lok the ink Firal Adverse Legal &ctons/Convictons Duciosure” o resd and answer the ackeure h Nad Compited

e Click on the Final Adverse Legal/Action/Convictions Disclosure blue hyperlink




Apphcation iDc 20140626600843 Mame: Test, Training
B FINAL ADVERSE LEGAL ACTIONS/ICONVICTIONS -

This seclion captures information on final advarse legal actions, such as comeclions, exclusions, revocalions, and suspensions. All applicabde final adverse acions must be raportad, magardiess ol whether any records were
expunped of any appeals are pending

COMVICTIONS

1. Tha prendder, supplier, ar any ewner of e provider of Supplier was, within the 1ast 10 years preceding enrcliment of revalidaion of anroliment, comvcled of a Federal or State felony offense that CHS has detarmined bo ba
datrimeantal to the best interests of the program and i#s beneficiaries. Ofenses indude: Felony crimes against persons and other similar aimes for which the indhidual was convicted. including guilty pleas and
adjudicated pre-tnal diversions; fimancial crimes, such as exortion, embezzement, mcome 1ax evasion, insurance fraud and ofher siméar crimes for which the iIndridual was comdcted, including guilty pleas and
adjudicaled pre-tial diversions; any felony that placed the Medicald program of fis beneficianes al immedisle risk (such as a malpractice sull thal results in a comtction of criminal neglect or misconducty, and any felonies
inal would resull i 3 mandalony exclusion under Section 1123(a) of e Social Secunty A0

2 Any misdemeanor comdction, under Federal or Siale law, relaled 1o; (a) the delrery of an item or sendce under Medicaid or a S1ale health care program, or (b} the abuse or neglect of a patient in connedtion with the delvery
of & health care item of SErdce

3 Any misdemeanor comdction, under Federal or 51ale law, related to thef fraud, embezziement, breach of Bduciary duty, of ofher financial miscondud in connedtion with the delivery of a heafth care item or sendce

4. hny felany of misdemaanor Conviclion, under Federal or S1ade law, relaling 10 the inledenence with of obstrudlion of any irvesBgation into any criminal ofnse described in 42 CF R Saction 1001.909 or 1001.201.

5. Any felony or misdemeanor conviction, under Federal or Stale law, retating to the unlawiul manulacture, desinbution, prescripbion, or dispensing of 3 controlled subslance,

EXCLUSIONS, REVOCATIONS, of SUSPENSIONS

1. Any revocalion of suspension of a lieense 10 provide heallth care by any State Bcensing autharity. This indudes the surrender of such a license while a formal disciplinary proceeding was pending belore a S1ale licensing
autharty.

2. ANy FevaCaRon or SUSpengion of Jccrediation

3 Any suspension or exdusion from participation in, or any sanction imposed by, a Federal or S1ale health care program, or any debamment from participation in any Federal Executive Branch procurement ar non-
procurement program

4 Any current Medicaid payment suspension under any Medicaid enraliment

5 any Medicaid revocalion of any Medicasd provider billing nambar

FINAL ATWERSE LEGAL ACTIONCONVICTION ACTION HISTORY

1. Hawe you, under any cunment of former name of business idenlity, ever had a final adverse legal action listed above imposed against you® () Yes (O Ho hnnal]

éu’mﬁ & Cancel

e Click either Yes or No
e Click OK to continue




Wyinbom 5 hew Encplimes iyl Ervgliment 3 v

Apphcation B 201 40629800041
m Bises h

First Hame: | Training

St -
Phone Number: | (595 S5L.5488 " By
Stort Date: | 08240014 B -

Address Type: Homa addess

Address Ling 1: | 1205 WALNUT ST
{Enter Straet Address o PO Box Only)
Address Line X
StatePrownce: | MICHIGAN 1k
Country: | UNITED STATES ~1E

Oass | | [Eracsas

H Relavonship

F et By e O
_ e Hasmse Bolatarybup
11
— &Y av
— Teat Traneg L
—
E Tl Tranesg Lmra
View Pagec | 1 @ . E SaveTodls

B Final Adverse Legal Actions/Convictions Disclosure

e ton

Cici the ind “Finad Adverse Lagal ActonuCarrvictions Deciosure™ 19 resd i anwaef e dedingare

Ham: Test Traanang

Lk [pte

SRR 18 30 58

SRR 11 23 48

Viewang Page: 1

@ [ cternsl Lonks =

Lasd Mame:  Tes!
DOR:  OTA TR
[ rmanil:
End Date:s | 12010959
Address Ling &
ClyTown | LANTING
County; | THCHAM
Hip Code: | 43317 - 2014

Chper s phcanad Statuy

"
F¥a L8
&cing
L4
Anyerer Firad Adverse
Legal ACtioe Imposed
Cmpied e

o My o

€ vakcaie Address

n.
B tave Fitmers W iy Fitters ™
£ ¥ »
il
Cperuments




@n‘ps < Mymbox~ Browder = 5
QL Quick Find Pad @ External Links = @ Help
3 Myimbox > Mew Enrgment 3 indevicual Enrolmesnt
Applcaton I0; 20140526600943 Mame: Test Traning
#  Enroll Provider - Individual -
Business Process Wirard - Provider Enroliment (individuad), Click on the Step & under the Step Column.
Sep Required Start Date End Date Status Step Remark
Step 1. Provvicher Basec Informabon Reguared SEIEE014 DE2EE014 Compieds
Slep I Add Locatons Aeguired [t b D204 Complede
Step J- Add Specialties Required CER04 08252014 Compilete
Step 4. Associale Bling Provider Optional [ i L] bEDET014 Compilede
Step 5 Add Licenses and Cerbficatons Reguired DR bt e B Complede
Step & Ada Mode of Claim Submasion Reguared DE2R2014 DRS04 Complede
Siep 7. Assccabe Bling Agent Required QSR04 DEREI014 Complede
Step & Acd Provider Controling iderestOwnershg Detads Ripqrired [t B DERGE014 Compiede
Stap & Add Taxonomy Detads h Recuined InComoiets
Step 10: Associads WO Plan Optneal oty
Step 11 BYNERA Enrolment Fonm Regured ncomplete Pieass complets ERA form
Step 12. Complede Enroliment Checkia! Rgured InCnemgiehs
Step 13 Submi Enrolimend Apphcabion Tor &pproval Reguired ncomplets
View Page: | 1 o] 1 & saveTos Viewing Page: 1 “« < ¥ 0

e Continue to Step 9 - Add Taxonomy Details




@T-lnmps < Provider~

My Inbox =

Q, Quick Find

» Myinbox 5 New Enrpliment ) individual Enroliment

Application ID: 20140626600943

[y o.. €——

<=

Filter By v (0]

Name: Test, Training

Taxonomy Code Description

O

AT AT

K note Pad

Start Date

AT

@ External Links +

= Print

© Heip

* My Favorites =

E Save Filters Y My Filters ™

End Date

AT




Application ID: 20140626600943 Name: Test, Training

Add Taxonomy

Taxonomy Code: * 4 (Click here for Taxonomy List) h

Description:

Start Date: E -

Location: | 01- ¥ |"

End Date: '_ |I

@ Confirm Taxonomy | |« OK

®cancel

Click on arrow < for a listing of Taxonomy Codes




{= National Uniform Claim Committe - Code Lookup - Windows Internet Explo

—

LA, |§, nucc.org V| || X |E
File Edit WVew Favorites Tools Help
- - = »
5.7 Favorites {& National Uniform Claim Committe - Code Lookup & B ] ey - Page -~ Safety~ Toos~ @~
[ seamcn V' =
Search this site ...
National Uniform Claim Committee
Home  Announcements NUCC Structure  Cales 1500 Claim Form  Code Sets  Resources
T - B .
Open All — Clicking a [definition] link to
. . . . o the left displays code value
Code titles »:nth aH sign expand when you click on them. You can expand the entire list by definitions, when available, and
clicking the Dp&r‘ll All" link above. Expand the code list to view the more detailed codes. additional information about
Use your browser's find feature (Ctrl-F) after expansion to search for values. Taxonomy the selected code in this space.
codes are self-selected. Choose the code that best identifies you as a provider.
If vou are unable to find a
[# Individual or Groups (of Individuals) code to meet your _need:
@ Non-individual » Submit a Question
* More Information
o]

Done

& € mnternet ¥ -

H 100%




o

Application ID: 20140626600943 Name: Test, Training
Add Taxonomy »
Taxonomy Code: | 257a00000X * 4 (Click here for Taxonomy List)

Location: | 01- ¥ |*

Description: Family Medicine

Start Date; | 06/26/2014 = End Date:

& Confirm Taxonomy | | v OK Wn

e Select Taxonomy Code and Confirm Taxonomy
e Click OK to continue




My Inbox ~ Provider-

@ﬁws <

y Myinbox » New Enroiment 3 Individuasd Enrolment

Q Quick Find Hote Pad G External Li

Application ID: 20140626600043

B Taxonomy List

Hame: Test, Training

Filter By b Qoo
Taxonomy Code Description Stari Date
AW AY AT
8 207000000X Famiy Medicine 0672672014
8 Desste | View Page: | 1 @ E 65 SaveToXLS Viewing Page: 1

* My Favorites« Q Print B‘ Help

B save Filters
End Date
AT
1253120909
4 < >

¥y Filters ™




@:ﬁms < My Inbox ~ Provider« »

Q, Quick Find ki Hote Pad @ External Links » My Favorites = & Print Q Help

» Myinbox » New Enrolment 3 indhidual Enroliment

Application ID: 20140626600943 Hame: Test, Training
H!  Enroll Provider - Individual -

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

Step Required Start Date End Date Status Step Remark

Step 1: Provider Basic information Required DE/262014 08282014 Complete

Step 2= Add Locations Required D8/262014 DE/ZE2014 Complete

Step 3. Add Specialies Required 06/26/2014 08/262014 Complete

Step 4: Associate Billing Provider Optional 08/26/2014 08/26/2014 Complete

Step 5: Add Licenses and Cerifications Required DE/262014 06/26/2014 Complele

Step 6 Add Wede of Claim Submission Required DE/262014 DES2ER2014 Complete:

Step 7: Associale Billing Agent Required De262014 DE/2E2014 Compheie

Step & Add Provider Controling Interest’Ownership Details Required DE/26/2014 06/2672014 Complete

Step 9. Add Taxonomy Detais Required DE/26/2014 DE/26/2014 Complete

Step 10: Associate MCO Pian h Optional incompiete

Step 11: B3SERA Enroliment Form Required Incompiste Meaze complete ERA form
Step 12; Complate Enroliment Checkist Required Incomplete

Step 13: Submi Enroliment Application for Approval Required Incomplete

View Page: |1 ©co W SaveToXLS Viewing Page: 1 « < I

e Step 10 - Associate MCO Plan - Associate the Managed Care Organization(s) that you are
currently a participating provider
e This is an optional feature and not required for Medicaid enroliment




Q. Dbl Frscd i Biote Pad 9 External Links =

Application I0: 20140626600843 Mame: Test Training

o o €——

:

Filter By i Ose B save Fitters 'Y by Filiers =
Plan ID Flan Name Business Status Business Status Start Date Business Status End Dute Associstion Start Date Associstion End Dete
I:- AT av av v av av AT

e Select the Add button to continue




A Print @ Help

Application ID: 20140626600943 Name: Test, Training

¥  Associate MCO Plan

Click on the "Confirm/Search Plan’ button to search for a MCO Plan or confirm the Plan ID entered

Plan ID: b Plan Name:

Association Start Date; E - Association End Date:

é@ ConfirvSearch Plan | | @ Ccancel




Application ID: 20140626600943 Name: Test, Training
(IRl © Select h
e = )
#  MCO Plan Search List ~
Filter By 5 . ©co B save Filters T My Filters ¥
0O Plan ID Plan Name Business Status Business Status Start Date Business 5tatus End Date
AY AY AY AY AT
0 2738391 TOTAL HEALTH CARE AUTO Active 0710171199 1213172999
D 2956529 PHP FAMILY CARE Active 122119583 12/31/2999
] 3071436 PHP FAMILY CARE AUTO Active 09/01/1994 12/31/2999
D 3094539 BLUE CROSS COMPLETE Active 01/01/1995 1213172999
O] 3106021 BLUE CROSS COMPLETE AUTO Active 1212211994 12131/2999
D 26721 HEALTHPLUS PARTNERS INC Active 03/15/1995 12/31/2999
D 3133234 HEALTHPLUS PARTNERS INC AUTO Active 0510171985 12131/299%
D 3255980 CARESOURCE M Active 07/01/19%6 1213112999
D 3256010 CARESOURCE MI AUTO Active 07/01/19%6 12131/2999
1 3290857 HARBOR HEALTH PLAN INC Active 10/01/19%6 1213112959 W

e Select the MCO Plan by clicking on the box left of the Plan ID, and then Select at
top of the page when complete




= Print @ Help

Application ID: 20140626600942 Name: Test, Training

B  Associate MCO Plan ”»

Click on the "Confirm/Search Plan’ button to search for a MCO Plan or confirm the Plan ID entered

PlaniD: | 273533091 " Plan Name: TOTAL HEALTH CARE AUTO

Association Start Date: | 06/26/2014 — Ak Association End Date: | 12/31/2999 _ i

@ ConfrmSearch Plan | | # OK ‘L‘EHEEI—

e Select OK to complete process




-

[CHRMPS < My Inbox~

¥ Mylnbox » New Enrolimént 3 hdividus) Enrolment

Application |D: 20140626600943

= <—

Bl MCO Plan List

Filter By 5
Plan ID Plan Name:
O
av AY

o 2738391 TOTAL HEALTH CARE AUTO

i Deiete | View Page:| 1 o]

Provider=

Business Status

AT

Active

B0 saveTodls

Q Quick Find K tote Pad

Name: Test, Training

Q@6
Business Status Start Date Business Status End Date
AV AT
0TS 123172599

Viewing Page: 1

Association Start Date

0ar2e2014

& Print @ Help

B Save Filters T My Filters ™

Association End Date

AN

121312999

€ orev || 3 New |L90




@Eﬁ'\ps <

My Inbox

» Myinbox > Mew Enroiment » Individual Enroiment

Application ID: 20140626600943

#  Enroll Provider - Individual

Step

Step 1. Provider Basic information

Step 2; Add Locations

Step 3. Add Specialties

Step 4 Associate Biling Provider

Step 5: Add Licenses and Certifications

Step 6: Add Mode of Chaim Submission

Step T Associate Biing Agent

Step & Add Provider Controling Interest/Ownership Details
Step & Add Taxonomy Deiais

Step 10: Aszociate MCO Pian

Step 11: BISERA Enrolimént Form h
Step 12: Complete Enroliment Checkiist

Step 13 Submit Enroliment Application for Approval

View Page:| 1 (o] E

Provider

] SaveToXLS

Q, Guick Find

Name: Test, Training

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

Required Start Date
Required DEf2E/2014
Required DBr28/2014
Required DE2B/2014
Optional 06/26/2014
Required DEr26/2014
Required DE262014
Required DE2E/2014
Required 06/26/2014
Required 08262014
Optional DE26/2014
Required

Required

Required

Viewing Page: 1

B tote Pad

End Date:

06/26/2014
DE/26/2014
DE/26/2014
06/26/2014
06/26/2014
08262014
08/26/2014
DE/26/2014
DB/262014
0e2e2014

@ External Links « * My Favori

Status Step Remark
Complate
Complate
Complete
Compiete
Compiete
Complete
Comgplete
Complete
Complete
Complete
Incomglats Pleass complate ERA farm
Incomplete

ncomplete

B Print

Q Help

e Continue to Step 11 - 835/ERA Enrollment Form.




Appiscabon B 20140826800043

B o s o

B ENROLLMENT FORM

= PROVIDER INFORMATION

Provader Hame: Tesl Trning

Doing Business As Name [DEAK
Provider Address
Street 120 S WALNUT 5T
City: LANSING
Country Code: UNITED STATES

= PROVIDER IDENTWERS

Q Cuaick Find . P D External Lnks =

Hame: Test Training

State/Prosince: MICHIGAN
Tip CodaPostal Code: 48933

Provider Federal Tax dentificabion Numbssr (TIN) or Emgioyer idenbfkcation Humber (EIN): 100001022
Natonal Provider idenser (NP @ 1000010227

Dhed identified]s)

Anragrung Authonty:

Presader Liconsa Details

Provider Liconse Mo 1011121314

Provider Types FHTSIOANS
Provider Taxonomy Code:

= PROVIDER CONTACT INFORILATION

Pronsder Contact Mame

Contact: Tesi Training
Tebaphons Namiber: 5555555555
Emadl Address: lesiEaneng oom

= PROVIDER AGENT INFORMATION

Tracing Partner ID; 1200008

License Issuer; MI

Tihe: Managing Emploges
Tetaphone Mumber Extension:
Fan Mumbaer;

¥ My Ferortes =

& Print




@ﬁinps < My Inbox~ Providerv »

) § Q Quick Find ki Note Pad @ External Links~ % My Favorites¥ B Print @ Help

> Myinbox > Track Application 3 Individual Enroliment )

Application ID: 20141107534504 Name: Test, Training

@suomt  Bprint @ Help

Provider Agent Contact Name -
Provider Agent Contact Name: Title:
Telephone Number: Telephone Number Extension:
Email Address: Fax Number:

FEDERAL AGENCY INFORMATION (Not applicable at this time)

RETAIL PHARMACY INFORMATION (Not applicable at this time)

[=] ELECTRONIC REMITTANCE ADVICE INFORMATION

Preference for Aggregation of Remittance Data(e.g., Account Number Linkage to Provider Identifier)

C NPl @TAXID *

MI Medicaid enumerates by Tax ID only.
Method of Retrieval: v ‘ h

ELECTRONIC REMI gg’ggps GHOUSE INFORMATION (Not applicable at this time)
DEG

ELECTRONIC REMITTANCE ADVICE VENDOR INFORMATION (Not applicable at this time)

e Select Method of Retrieval from drop-down menu (DEG most common selection)




i By ——

Preference lor Aggregation of Remittance Data(e.g., Account Number Linkage to Provider identifier)

NPl @TAXID *
M Medicaid enumerates by Tax 1D only.

Method of Retrieval: | CiHAMPS R

[ ELECTROMIC REMITTANCE ADVICE CLEARINGHOUSE INFORMATION (Not applicable at this tinme)
[+ ELECTRONIC REMITTANCE ADVICE VENDOR INFORMATION (Mot applicable at this time)

=] SUBMISSION INFORMATION

Reason lor Submission
 Cancel Enroliment | Change Enroliment (&) New Enroliment *

Authorized Signature
Electronic Signature of Person Submitting Enroliment:

* Authorizalion Agreement-By selecting the checkbox above, | hereby agree that | have read and agree 1o the terms and conditions stated in the h

Authonzation Agréement below.

Authorization Agreement
By signing this request. | am authorizing the Michigan Depanment of Cemmunity Health 1o establish an 835/ERA account for the Tax ID listed above and

for 835/ERA fles 1o be ransmitted elecironically io e designated entity,

Writien Signature of Person Submiiting Enroliment:
Printed Name of Person Submitting Enroliment:
Printed Title of Person Submitting Enroliment:

Submission Date: 08262014
Requested ERA Effective Data:
{Once approve the next paycycle date.)

£

Complete the Electronic Signature of Person Submitting Enrollment and select
Submit




@Wﬁ € Myibox- Provider = »

@ External Links = * My Ea
3 Uynbox 3 New Enrcliment b indvidusl Envolment
Application ID: 20140826600043 Mame: Test, Tralning
=
i Enroll Provider - Individual -
Business Process Witard - Prowvder Enrolimént (iIndridual). Chck on tha Step 8 under the Step Column,

Step Required Start Date End Date Status Step Remark
Siep | Provider Base informaton Reguired DRG0 pERE014 Corpleie
Sep I Add Locations Required DAZERO14 R L] Comphits
Siep 3. Add Specales Reguired DEREI04 DEEIO4 Conngigshe
Hep 4 Assocate Bang Provoer Ortional DESES014 DE2RZ014 Compets
Hep 5. Add Lenses and Canifcaions Reguired DEIEE0 DEEEE0 4 Caarpiete
Slep & Agd lode of Ciaim Submasion Required DROER014 DRS04 Complete
Siep 7. Assocaie Billng Agend Requead DR2E2014 DEESA Cosmglastn
Sdep B Add Provider Controling terest Dranership Detals Rlequired DEQER014 D014 Complete
Slep & Ads Taxengsmy Delais Requred DEIEI0M DEEaL Complebe
Sieo 10, Associale MOO Pas Opbonal DERS014 e S B Complete
Step 11 BISEAA Envailiment Form Rogured DERE2014 E2AT014 Complebe
Siep 17 Compigte Enrolement Checkist h Required noomgiete
o 13 Subed Enrcdment Apphoaten 1o ADpravel Regqured Roomgiely

View Page: | i o] E & saeTaas Viewing Page; 1 “« < » »




@bi < Myinbox~ Provider >

Firndd K Hote Pad @ External Links - A Print (7] Help

» Myinbooe 3 New Enrolment » individual Enroliment » Provider Check List

Application ID: 20140626600943 Name: Test, Training

0:. L0

Provider Checklist A
Question Answer Comments
Do you need to request a Retro Enroliment Date? If Yes, enter the requesied Ratro Enroliment Date i the comment fisld Mot Completed ¥ [ h
Are you currently excheded from any State program? Mot Completed ¥
Are you currently excluded from any Faderal program? Mot Compleled ™ [l

Have you éver had a criminal or heakh-reated conviction? Mot Completed %

Have you sver had & udgment under any false claims act? Mot Completed ™
Have you ever had a program exclusion/debarment? Mot Completad ¥
Have you ever had a civil monetary penaky? Mot Completed ¥
Are you applying s a Private Duty Nurse (LPNRN) for private duty services? Mot Completed &
Do you have ownership inferest in olher entibes reimbursable by Medicaid and/or Medicare? if Yes, provide detals in “Add Provider Confroling hierestOwnership Detals™ siep Mot Completled [M
Do you accept new patients? Mot Completed ™
Have you had any malpractice settiement, judgment, or agreament? If yes, enter dollar amount(s) and date{s). Mot Completed ™
If you are a Hurse Practéioner, Physician Assistant or Nurse Midwife, a colaborative agresment = required. Please provide NP of servicing physician. i you dont have an agreement, please answer Mot Completad ™

yes and provide an explanation

Dental Hygenisi-Do vou have a collaborative agreement in place? If "Yes', with what NFI? Mot Completed ¥

Are you afflisted with a PA 181 program? If yes, please provide the NP1 of that program{s) in the comments Mot Complated
Would you be willing to participate in the BMP program which restricts beneficiaries fo a specific provider? Mot Compleled ¥
View Page: | 1 Q: & B saveToXLs Viewing Page: 1 o« < > »

e Complete all questions on Provider Checklist
e Click Save when complete and Close




@ﬁnps < Mymboxe

Provider

Q, Quick Find B tote Pad

@ External Links ~

* My Favorites = B Print

@ Help

» Myinbox » Wew Enroliment 3 Indgivicual Enroliment

Application ID: 20140626800843

f#if  Enroll Provider - Individual

Step

Step 1: Prowider Basic informaton

Siep - Add Locations

Step X Add Specialies

Slep 4: Associale Bling Provider

Step S Add Licenses and Certifications
Step & Add Mode of Claim Submission

Step T: Associate Bling Agent

Step & Add Provider Controling intereal’Ownership Detals

Step & Add Taxonomy Detals
Step 10: Associate MCO Plan
Step 11 B35ERA Enrolmeant Form

Step 12 Complets Enroiment Checidist

Step 13 Submit Encoliment Apphcation for Approval h

View Page: | |i (o] [

& SaveToxLS

Mame: Test Training

~

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

Required Start Date
Regquired DEE2014
Required DE/2R2014
Required DEEE2014
Oplional DE2E2014
Reguired DER2014
Required OE2G2014
Requred 0E2E2014
Regquired DE2R2014
Required DERE2014
Optional DEIEI2014
Aequred DE/ZE2014
Requrred E2e2014
Requred
Viewing Page: 1

End Date
08262014
0E/262014
DE262014
0E202014
DE2E2014
082612014
0E26/2014
DE262014
DER2E2014
DE2E2014
DE262014
052672014

Status Step Remark
Complate
Complate
Complete
Complete
Complate
Complete
Complete
Complate
Complete
Complete
Complete
Complate
ncomphete

€« < »

e Step 13- Submit Enrollment Application for Approval
e You must complete this step or application will not be submitted




QHnﬁ;ips < My Inbox = Provider =

Q, Quick Find B Note Pad @ External Lin & Print @ Help

% Mylnbox » Ne

Enroliment » Individual Enroliment 3 S

Application |D: 20140626600943
m > Next h

t: Final Submission

Name: Tes!, Training

-~
Application ID: 20140626600943 Enroliment Type: Individual/Sole Proprietor
The information submitted for enrollment shall be verified and reviewed by the State.
During this ime, any changes to the information shall not be accepted.
| agree that the information submitted as a part of the application is correct (Private and Confidential),

#  Application Document Checklist ~
Forms/Documents Special Instructions Source Required
AT

Av AT AW




@mﬁs < Ly nbox = Provider»

¥ Myinbox 3 New Ercolmest 3 ndsadusl Enrolment ) Sulbemi Enfolmend

Application ID; 2014062650004 Ham: Tesl Trairing

m D Sutmd Appicaion WTIWM and Conditions be sure to check the agreement box located at the end of the document.

. Proper Receipt and Venficalion for Transactions
Uipon proper receipt of any ANSI ASC X12M Standard Transaclion, the receldng pary shall promplly 2nd properdy transmit a funcional acknowledgement in retum, unless otherwise specfied The funcional and
interchange acdnowiedgements must be accepted and reviewed, when applicable, 1o confem ihe receipt of a Transachon. The ability 1o send or recéhe lunclional acmowledpements |5 applicable only 1o ANSI
ASC X12N Standard Transactons. Addtionally, MDCH onginated outbound Transscions mast be accepled and reviewed, when appropriate, bo obtain MDCH's response o speciic inbowund Transactions. The
admowledging party does nol aSest lo the accuracy of he data contained in the ransmizsion; rather, § only confirms receipt of the ransmission

5 Liabslity
MOCH shall not be responsitbie 1o the Trading Pamner nor anyone else 1or sny damages chused by o3, delay, rejection, of any misadventurs aflecting such electronic informabion in 3938on, MDCH shall be
excused kom performing any EDI sendce or funclion, in whola of in part. a8 a resull of an acl of God. war, chal dishurbance. court order, labor dispube, of othier cause beyond s reascnable conlrol, inchuding
shomapes of Buckiabons in slectrical power, heal light, of air condiioning MOCHS sole kabddy 1o T Trading Padtner of 1o any oher person o enlity in conneclicn with MODCH'S responsibies under his
Agreemend shall be 1o reprocess information supplied by the Tracing Fariner or duphcabe informason from a badkup suppbed by the Trading Parner upon MOCH s reques] which shad be The sole remedy against
MOCH for cladmied damage of injuny of any nature, MOCH shadl not be liable for any inditect, Spedal, of consequential damages ansing out of any access, ule, of any nekanos upen, Te EDI senaces MOCH
prosddes o e Trading Patner. MOCH assumes no nesponsibiny for claems prepanalion, niview, Infrmalion Sccuracy, pricng. adjudicaiion, payment, Sastimend, Jccounting, reconaliaon of any offer mather
reladed to the daima ransmilied for deltvery 10 other third pany payers. The Trading Paring aoreds 1o defend, indemnify, and held hasmiless MOCH, its Trading Pariners, oScers, agents, employees, a53ipns and
successors Bom and against any and all daims, loases, and actions, including all costs and reasonabie aflomdy fees, arang out of elictonic Transactions the Trading Padner submits to MDCH

8. Handard Transahons
Al Standasd Transachons, 28 defined by HIPAA, will be conducied by e parties using only code Sets. data elements, and ferrmats specilied by e Transaction Rules and insiucions in e MDCH Companicn
Guides. The partes Jgres Ml whan conduching Standard Transachons, My wall nol changse he delnilion. data condilon, or uss of 3 data slemaent of Segment in 3 standard. 3dd daty elemants of Segmants fo
hé madrmum delned data SeL use any code of data eberments thal are sher maked “not used” in e standard's iImplementation Specficaion or are nol in the slandards mplementaion Specilcalion(s), or
Change M Méeaning of ntent of M HIFAA SLINAAMES EMPIEMEMINon SpHCMCIbons

T.Tasting
Al rw' Trading Partners will cooparale with MOCH upon requast in bsting processes prior 15 Submisdion of producion data. Existing Trading Pastnars will cooperals wilh LIDCH upon neguist in lesing
procEsses for any changés in submission formal prior b submission of production files, MDCH will nolify B Trading Partner of the effecthve dabe for producion dats 386 sucoldsiul teshing

& Data and Metwork Secunty
Thie partes agree o use reascnable security measures lo proted the inlegnty of data ransmiBed under Bis Agreement and to profed this data from unauthonzed access. The Trading Parner shall comply weth
MOCH data and nelwork secunly requirements, which may changs from time lo time and 35 may be reguined by T HIPAA securily reguiations.

9. Automabc Amendment for Reguiatory Compliance
This Agreement will Julomatcally be amended lo comply with any final regulaion o amendment 10 5 fndl reguizdon 3dopled by Mé US. Depariment of Healh and Human Senices conCeming he subjed maber
of tis Agresment upon e elledive date of e inal reguiation of amendmaent

10, Mis colanaous

Prostgions 3 and 8 shall surdve lrmination of this Agreemanl

Thi Trading Partnes will nolily MOCH of any changes in Fading panned snformation suppled indiuding, but not limited 10, he name of e Sendce buntay, billeng senice, recpient of remitance file, Of provider code
atheast 30 calendar days priod to the efectve date of Such change

= WH. | certify that | have read and that | agree and accept the enrollment conditions in the Medical Assistance Provider

Enrollment & Trading Partner Agreement.

‘@




: 'E Your Application Number 20140626600943 has been successfully submitted for State review. Return to CHAMPS with this application number to track the status of your application.




CHAMPS < Myinbox~ Provider~ >

Q Quick Find K tote Pad @ External Links ~ % My Favorites 2 Print @ Help

> Myinbox » New Enrolment > individual Enroiment

Application 1D: 20140626600043 Name: Test, Training

#  Enroll Provider - Individual A

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

Step Required Start Date End Date Status Step Remark
Step 1. Provider Basic information Reguired De2ER2014 DE26/2014 Complete

Step 2: Add Locations Required oe2e2014 DE262014 Comgplete

Step 3 Add Specialties Required Oe262014 0a262014 Complete

Step 4. Assocaate Biling Provider Optional DE2682014 DB2E2014 Complete

Step S Add Licenses and Certifications Required 0872672014 0B/26/2014 Compiete

Step 6 Add Mode of Claim Submission Required QEr262014 062672014 Complete

Step 7: Assocate Biling Agent Required 062672014 06262014 Complste

Step 8: Add Provider Controling interestOwnership Details Reguired 0e262014 oEZe2014 Complete

Step & Add Taxonomy Detais Required 08262014 0E262014 Complete

Step 10: Associate MCO Flan Optional T L 0R262014 Complete

Step 11; 835ERA Enroliment Form Required 082672014 062672014 Compiete

Step 122 Compiete Enrcliment Checidist Required DE262014 062672014 Comgiete

Step 13: Submit Enrolimant Applcation for Approval Required 0E262014 06262014 Complete h
View Page: | 1 O kK SaveTaXLS Viewing Page: 1 <« < > et B

e The status now states all steps are complete
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