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New Agency Employee 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 Agency Employee

Enrollment Instructions

* Anyone becoming a new Home Help provider employed
by an agency.

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.

e Ml o https://milogintp.michigan.gov/eai/tplogin/authenticate?URL=/ &= SOM - Login

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

[ rovnyt v ir | lc r no
Forgot your User ID?

Don't have an account? Create New Account

Copynght 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 I agree to the terms & conditions box.

Click Next.

MiLogin

Create your account - Step 1 of 3

* = Required Fields

“First Name <G Middle Initial "Last Name <G Suffix
“‘Email Address m—— *Confirm Email Address
*Work Phone Number < Mobile Number

“Verification Question: "doctoring™ has how many letters? «—

}

[] | agree to the terms & conditions

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
Example: John Smith and using 9999 as an example for
“Password P 9 g

the four digit number, you would enter smithj9999
%] Password guidelines:
= Must be at least 8 characters in length
+ Must include characters from 3 of the following
categories

g = Upper case letters (A-Z)

= Lower case letter (a-z)

= Numbers (0-9)

» Special characters (15# %@~"8"_-+=><)
= 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? ey it QuEStION— v
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? e QuESION-- vl
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? epemmmnle 1t Question- b

Ny, “Secret Question #4 “Secret Answer #4

=>elect Question-- ~




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

Forgot yvour User ID?

Forgot your password?
Need Help?

Don't have an account? Create New Account

Copynght 2015 State of Michigan




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

.
Home Help Logout ff Migov

MiLogin

" Home Page
Your password will expire in 365 days

Manage your account

Access your applications

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

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
I CHAMPS I

OR

Step 1: Select an agency to view its applications

qi. l"IB .

DTMB, Center for Shared Michigan Department of
Solutions Natural Resources
[ 4 Michigan gov
Michwgan Gaming Control All Departments
Board




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




Confirm Step 3: Application ready to be requested says CHAMPS - 7?7?77,
Click Request Access.

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

CHAMPS - Initiative 1 - System Test

ls a test instance of the Michigan Medicaid Management Information System, CHAMPS. It is used for major
initiatives that require parallel testing and/or transaction business to business testing with Medicaid providers
and other trading partners.

Request Access

A Return to home page




Confirm the App Name: is CHAMPS - ??7?7?.
Read the Terms & Conditions.
Click | Accept.

MiLogin

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

App Name: CHAMPS - Initiative 1 - System Testl

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 cther than those required to perform authonzed 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 bution below, | acknowledge and agree to abide by all govemning privacy and security terms W
conditions, policies and restnctions for each authorized application

Cancel

o back to your homepage.

Note: Click 'Cancel’

A Return to home page




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 Qeraomer
Clear




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.

MiLogin

Login to your account

* = Required Fields




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

MiLogin

A Home Page

Your password will expire in 365 days

Need Help?

Manage your account

= Change Password P Update Security Q&A

Access your applications

« CHAMPS

AN




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

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

Terms & Conditions: CHAMPS - Initiative 1 - System Test

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

Acknowlecge/Agree




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

—
@nmns £ Provider~ ,
1+

BtotePsd @ Externallinksv My Favaritez v Bt @ Help

)

# | Provider Enrollment -

New Enrollment Enroll As A New Provider

Track Application Track Exisfing Provider Application




Choose Atypical (non-medical) provider
Choose Individual (Driver, Home Help/Personal Care, Carpenter, etc.).
Click the Submit button.

Jane Doe Quick Find Note Pad External Links v My Favorites v Print Help

: 3 Mylnbox » MNew Enrollment

#  Enroliment Type a -
Select the Applicable Enrollment Type

@ Individual/Sole Proprietor

@ Reqular Individual/Sele 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

m

Group Practice {Corporation, Partnership, LLC, etc.)

Facility/Agency/Organization {(FAO-Hospital, Nursing Facility, Various Entities)

@
@ Billing Agent
©
© Contracter/MCO

typical {non-medical} provider {Choose this option It you do not have a

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

_Agency {Child Care Institution, Home Help/Personal Care Agency, Transportation Company, etc.) -
=




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 for Applicant Type.

Click Finish.

A Print @ Help

Basic Information: Enter required fields and click Confirm button.

i#  Basic Information ~ -

Date of Birth: * | Applicant Type: ‘ Atypical Individual/Sole Propristor B| *

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

EIN/TIN: Legal Entity Name:

Contact Email Address:

i# | Home Address

Address Line 1: Address Line 2: I:I
nter siree T

CEEL 0;
messines [ ciyown: [ oriem [
State/Province: OTHER E * County: OTHER IZ|

Country: |ynmepsTaTEs  [-]* Lze cous: ]

r—
@ Confirm |E"-ﬂew Screening Result I | « Finish I | @ Cancel ‘

Page ID: digAddBasicinformationStep1{Provider)




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

Application ID: 20141203023112 Name: Doe, Jane

Basic Infermation

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

@ppll’cation IDis: 20141203023112

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

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

Page ID: dighddBasicinformationStep3(Provider)

@ Welcome to MMIS - Windows Internet Explorer = | B |

Done

W’ Trusted sites | Protected Mode: Off *“:‘5 ~ FHI0H -




***|f the following error displays instead of the application ID number,
please proceed to Appendix A at the end of this manual and follow the
Instructions listed.

@ Error: The (EIN/TIN) NPl or SSN/NPI combination already exists in the system. Please use
the maintenance function within the Provider Enrellment Main Menu to change your
information. If you have made an error, please make changes to update your current
information and resubmit.

I= Details Copy To Clipboard |

This error most often occurs if you were an individual provider (not
associated with an agency) at some point.




Click on the Step 2: Add Locations link.

——
@Rmps < Provider v ?

4 Scott,Sarah ~ Q Quick Find | Note Pad @ External Links~ % My Favorites~ Print © Help

> Mylnbox » NewEnrollment ¥ Afypical Individual Enrollment

Application ID: 2015070950768% Name: Scott, Sarah

# | 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 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/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 Details Required Incomplete

Step 9: 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 Enrollment Application for Approval Required Incomplete

View Page: ®co PageCount:1 | (& SaveToXLS Viewing Page: 1 «rFirst || €Prev | ¥ Mex || ¥ Last




Click Add.

: » Provider Portal » MNew Enroliment » HIPAA-Exempt Individual Enroliment

Application ID: 20141203023112 Hame: Doe, Jane

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

#f Locations List

Filter By [+] ®aco
Doing Business As Location Type
AT AT

No Records




Enter the required information, indicated by a 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

=
@ Welcome to MMIS - Windows Internet Explorer = | B |

e ]

Application ID: 20141203023112 Name: Doe, Jane

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

address only to receive a paper Remittance Advice

Add Provider Location ~

Location Type: | Primary Practice Location IE”*

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 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: = Address Ll'nez:| |

Enter Street Address or PO Box Onl

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

State/Province: | OTHER IZ|* County: | OTHER IZ|

Country: | UNTEDSTATES  [7]|* Ilip Code: | 11 © vaidate Address | I
I Phone Number: | |* Ix1r1: | Fax Number: | |
Email Address: | | Web Page: | |

Office Hours: | IZ” Communication Preference: | CHAMPS Notice |Z| -
vox

Page |0: digEnriAddLocation{Provider)

Cone JTrusted sites | Protected Mode: Off {‘& * &100% ~ __:




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

Application ID: 20141203023112 Name: Doe, Jane

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

#  Locations List A

‘ Fier By B‘ ‘ ‘ ‘ ‘ ‘ Oa ‘ ’_B Save Filters ‘ ‘ ¥ My Filters ™
Doing Buziness As Location Type Location Details End Date
Ay AY LY LY

Primary Practice Location 320 5 WALNUT 5T, LANSNG, MICHIGAN 48033 12/3172809

-
1l Dokt | View Page: Ooo | Wrase Count || (D SaveTodLS Viewing Page:1 et €Prev ¥ et W Last




Click Add Address.

Application ID: 20141203022112

To add

, click "Add Add ! button.

Name: Doe, Jane

‘ Location Details

Doing Business As: | ‘

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

Handicap Accessibl

Accept 835(reported at EIN/TIN level

End Date:

12/31/2999

Location Code:

Fax Number:

‘Office Hours:

Language(s) Spoken:
{For Multiple Selection, use Ctrl Kay}

01

Location Type: Primary Practice Location

Arabic

Chinese ~

E°

Preference: | SHAMPS Notice ]

‘ Address List ~
Address Type Address End Date
]
AW AT reg
Location 320 S WALNUT ST, LANSING, MICHIGAN 48933 1243112959
®czo | B Page Count aveToXLS Viewing Page: 1 € rirst € Prev | ¥ Mext | 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 1D: 2014120302312 Name: Doe, Jane
Add Provider Location Address PN
Type of Addres | Correspondence IE”* End Date: | =] ‘
Location Address) @ Copy This Location Address

m

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

Address Ll'ne1:| 320 SWALNUT ST = Address Line 2:‘ ‘ I

(Enter Street Address or PO Box Only)

Address Line 3: | ‘ City/Town: | LANSING IE”*

o] focams |

Page |D: digEnriLocationAddress{Provider)




Click Add Address one more time to designate a Pay To address.

Application ID: 20141203023112

To add additional addresses, click ‘Add Address’ button.

Name: Doe, Jane

Location Details

Doing Business As: | |

Phone Number: |(ggg)999-9999

e |

Handicap Accessible:

Accept 835{reported at EIN/TIN level):

End Date: | 12/31/2999

Location Type: Primary Practice Location

Ensipgiress: [ ]
Communication
E| Preference: | CHAMPS Notice [~

Location Code: 01

Office Hours: |

Language(s) Spoken: >

Arabic 21
(For Multiple Selection, use Ctrl Key) | Chingse -

© Add Address
Address List L]
Address Type Address End Date
AY e AT
Correspondence 320 5 WALNUT ST, LANSING, MICHIGAN 485833 123172599
Location 320 5 WALNUT ST, LANSING, MICHIGAN 48533 12431/2599
©co | BFags Count Viewing Page: 1 rirst | € Prev | ¥ Next W Last




In the Type of Address drop down menu, select Pay To.

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

= Print € Help

Application 1D: 20141203023112 Hame: Doe, Jane

Add Provider Location Address

Type of Address: | PayTo E

N End Date: | =] |
Location Address: @ Copy This Location Address

m

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: ‘ 220 3WALNUT 8T

Address Line 2: ‘ | ||

(Enter Street Address or PO Box Only)

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

-

vor

Page ID: digenrlLocationAddress{Provider)




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 to go back to

the main application page (Not shown) .
The Close button is on the top left corner.

Application ID: 20141203023112 Hame: Dog, Jane

I IR B cave | T add additional addresses, click ‘Add Address' button.

#  Location Details

Doing Business As: ‘ ‘ Location Code: 01 Location Type: Primary Practice Location

Phone Humber: ‘(ggg)ggg_gggg ‘*E}m: ‘ ‘ Fax Number: : Email Address: l:l
N h Communication
Web Page: |:| Office Hours: ‘ B‘ Preference: CHAMPS Notice B
Handicap Accessible:
Accept 835{reported at EINTIN level): . L;l‘l:.agels} i:)l;::
‘or Multiple ion, use

End Date: | 12/31/2999

.
Arabic (&
Chinese -

O Add Address

#  Address List

Address Type End Date
AvY
Correspondence 320 5 WALNUT 5T, LANSING, MICHIGAN 48033 12/31/2399
< Location 320 SWALNUT 5T, LANSING, MICHIGAN 480933 1213172399
123172539

Pay To 320 SWALNUT 5T, LANSING, MICHIGAN 485

|iDelete ‘ViewPage: Viewing Page: 1 €rist pre Pl B Last




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

——
@mps < Provider v >

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

» Mylnbox » New Enrollment » Atypical Individual Enroliment

Application 1D: 20150709507689 Name: Scott, Sarah

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
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 Controlling InterestOwnership Details Required Incomplete
Step 9: Add Taxenomy 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 Enroliment Application for Approval Required Incomplete m "
View Pal application ID: 2014120302312 Name: Doe, Jana
-
Specialty/Subspecialty List A
Filter By ﬂ B B saveFitters || Y My Fitters ™
B Specialty/Subspecialty Pravider Type End Date
AY Ay Ay

No Records Found !




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

= Print € Help

Application ID: 20141203023112 Name: Doe, Jane
Add Specialty/Subspecialty -~
Location: | 01- |Z| a
Provider Typdt | HOME HELP INDIVIDUAL (=]
Special —BELECT— E| 3
—3ELECT—

End Dat HOME HELP INDIVIDUAL

Add Subspecialty L

Available Subspecialties Associated Subspecialties *

EE

|¢OK | |@Cance| |

Page I0: digenriAddSpecialties(Provider)




Click on the Step 4: Associate Billing Provider link.

Click on the Add button.

| S
< Provider~

—
@Rmps

> Mylnbox > Mew Enrollment ¥ Atypical Individual Enroliment

Application 1D: 2015070850766%

Enroll Provider - Atypical Individual

Q Quick Find

Name: Scott, Sarah

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

A Print © Help

~

Step Required Start Date End Date Status Step Remark
Step 1: Provider Basic Information Required 07i08/2015 07/09/2015 Complete
Step 2: Add Locations Required 07/09/2015 07/09/2015 Complete
Step 3: Add Specialties Required 07/09/2015 071092015 Complete
IStep 4: Associate Billing Provider I Optional Incomplete
Step 5: Add LicenseiCertificationiOther 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 Interest/Ownership Details Required Incomplete
Step 9: Add Taxanomy Details Optional Incomplete
Step 10: Associate MCO Plan Optional Incomplete
Step 11: 835/ERA Enrollment Form Optional Incomplete
Step 12: Complete Enrollment Checklist Required Incomplete
Step 13: Submit Enroliment Application for Approval Required Incomplete
View Page: ®co PageCount:1 Viewing Page: 1 Fist || € Prev ¥ Mext » Last
Billing Provider List LJ
Filter By B And | Filter By B And Operational Status | Active EI Byseve riters | | Thy Fiﬂer&'_‘
Billing Provider NPUID Billing Provider Name Start Date End Date Satus {Operational Status Inactivation Date
AY AY AY AY iV nJ AY

No Records Found !




Select Type of ID.

Enter the CHAMPS ID number of the agency you will be working for.
Enter the start date that you will begin working for the agency.

Click on Confirm Provider.

Click OK.

#f  Associate Billing Provider

Enter HPI/Provider ID of Billing Provider and click "Confirm Provider™.

TYPe: | proyider ID #
ID: | 7a57997 * Provider Name:
startDate: | gof7/2015 |8 | # End Date: I:@

Page IIx digAssocBillingPrvdr{Provider)




Application ID: 20141203023112

Click Close to return to the main application page.

Steps 5-7 and 9-11 are optional. As a home help provider, you do not

need to complete these steps.

Name: Dog, Jane

Specialty/Subspecialty List

| Filter By E| | | |

H@GD|

[ S
Provider~

| =
Specialty/Subspecialty @nmps <
AY

A Scott,Sarah ~
HOME HELP INDIVIDUALIN®S
_ 11 > Myinbox > MewEnrollment ¥ Atypical Individual Enrollment

Application ID: 20150703507683

Enroll Provider - Atypical Individual

Step

Step 1: Provider Basic Information

Step 2. Add Locations

Step 3: Add Spedialiies

Step 4: Associate Billing Provider

Step 5 Add License/Certification/Other

Step 6. Add Mode of Claim Submission/EDI Exchange
Step 7. Associate Billing Agent

Step 8: Add Provider Confralling Interest/Ownership Details
Step 9: Add Taxonomy Details

Step 10: Associate MCO Plan

Step 11: 835/ERA Enrollment Form

Step 12: Complete Enroliment Checklist

Step 13: Submit Enroliment Application for Approval

V[ewPage: OGD Page Count:1

Name: Scott, Sarah

Business Process Wizard - Provider E

Required
Required
Required
Required
Optional
Optional
Optional
Optional
Required
Optional
Optional
Optional
Required
Required

Viewing Page: 1

Q Quick Find

Start Date

071092015

07/09/2015

07/09/2015

| Note Pad

R save Fitters | T MyFiters ~ |

@ External Links ¥ My Favorites ¥ Print © Help

~

End Date

07i08/2015

07108/2015

07108/2015

{Atypical Individual). Click on the Step # under the Step Column.
Status Step Remark
Complete
Complete
Complete
Incomplete
Complete
Incomplete
Incomplete
Incomplete
Incomplete
Incomplete
Incomplete
Incomplete

Incomplete

st | € Prev | ¥ Nedt | P Last




Click on the Step 8: Add Provider Controlling Interest/Ownership
Details link.
Click on the Add button.

=
@Rmps < Provider~ H

Q Quick Find i A Print © Help

> Mylnbox > Mew Enrollment ¥ Atypical Individual Enroliment

Application 1D: 2015070350768 Name: Scott, Sarah

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 07i08/2015 07/09/2015 Complete
Step 2: Add Locations Required 07/09/2015 07/09/2015 Complete
Step 3: Add Specialties Required 07/09/2015 071092015 Complete
Step 4: Associate Billing Provider Optional Incomplete
Step 5: Add LicenseiCertificationiOther Optional Complete
Step 6 Add Mode of Claim Submission/EDI Exchange Optional Incomplete
Step 7: Associate Billing Agent Optional Incomplete
I Step 8: Add Provider Contralling Interest/Ownership Details I Required Incomplete
Step 9: Add Taxanomy Details Optional Incomplete
PR — | -
Name: Doe, Jane
step!

Owners List

B save Filters | Zuy Fiters ™ |

Filter By |Z|| ‘ ‘ |

-
- Owner SSHEINTIN Owner Information Owner Type Start Date End Date
-
. AV AT AT AY AT
222322222 Doe,Jane Individual 12/03/2014 12/31/2899
‘ T Delate |View Page:| 1 ‘ @ o | WiPage Count SaveToXL5 Viewing Page: 1 «rist | € Prev | ¥ et 3 Last

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

o Other Owner EINTIN ‘Other Owner Information Address
av av

av

B save Filters 11 Tumy Filters ™ |

No Records Found !




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.

& Print @ Help

Application 1D: 20141203023112

Hame: Doe, Jane

Provider Controlling InterestfOwnership ~ =
Owner Type:8 _ o EcT— - E* @ I Percentage Owned: I:l* I
—SELECT—
SSN: Bagent EIN/TIN:
Board of Directors/Officers/Principles | |
Legal Entity Name: gg::gg::::: : ﬁzgrgiglﬁtsglgqg’ Entity Business Name:
Foreign, Monresident Alien {Doing Business As)
First Name: ||Sovernment Last Mame: | |
Holding Company
suffix; |[[ndvidual DOB: | | &
Phone Number: |Managing EpITEe Email: | |
L ] = i = =~
Start Date: [jlZHE-contractor End Date: | | & 1
Address Line 1: = Address Line 2:| |
fddress or PO Box Only)
Address Line 3: | | City/Town: | OTHER |Z||*
State/Province: | OTHER -] County: | OTHER =]
Country: | UNITED STATES |Z||* I Zip Code: I| & validate Address |_

+ OK




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

Application ID; 20141203023112 Name: Doe, Jane

QOwners List L

BH H HOGD | FB Bave Filters H 7l.|yFiIter!'
- Owner SSH/EINTIN Owner Information Owner Type Start Date End Date
— = — — —

| |
222227372 I Doe,Jane ‘ Managing Employes ’ 12032014 12/31/2300
1] 4 Doe Jane Individu 12032014 12/31/2500
Viewing Page: 1 @rist | € Prev ¥ oNedt W Last

i A
© Add Other Owned Entty | List Ownership Interest in other Entities reimbursible by Medicaid andior Medicare.
| Filter By IZH | ‘ |OGD | FB Save Filters | ‘ My Filters ™

Other Owner EINTIN Other Owner Information Addresz

AV v AY

No Records Found !




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 Name: Doe, Jane

Modify Provider Controlling Interest/Ownership

Owner Type: Managing Employee Percentage Owned: l:l*

SSN: | 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: poe: [ 01/01/1860
Phone Number: | (999) 233-999 |+ e | | Email |:|
StartDate: | 12032014 | @ |* End Date: | 12/3112999

Address Type: Home Address

Address Line 1: [ 320 3 WALNUT ST W Address Line 2; I:l

(Enter Street Address or PO Box Only)

Address Line 3: I:l CitylTown: | LANSING =
StatefProvince: | MICHIGAN =]+ County: | INGHAM

K1

Country: * ZpCode: [48932  |-[2012 | @ vemate Address

| bt Inactivate

B save Filters | | ¥ My Filters ™
L

Relaticnship
I A @rep
Owner Na; B
o Application ID: 2014120302312 Name: Doe, Jane
. Add Owner Relationship - E-
- w

Owmer Name: |ZI
Relationship: | Self [~]

® cancel

Page |D: digOwnerRelationship{Provider)




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”.

P N
([CHAMPS < My Inbox ~ Provider= TPL~ >

L PungChelsey v ki Note Pad @ External Links v ¥ My Favorites v 2 Print

> Provider Portal > Track Application » HIPAA-Exempt Individual Enroliment > Genaral

Application ID: 20141203023112 MName: Doe, Jane
([Brse. |
Modify Provider Controlling Interest/Ownership A
Owner Type: Managing Employee Percentage Owned: D*
SSH: | 222222222 = EINTIN:
Legal Entity Name: Entity Business Name:
{As shown on the Income Tax Return) {Doing Business As)

First Name: |Jane Last Name: ‘Dae

voe: [oworisen | |-
Phone Number: | (899) 993-9999 * BExn l:l Email:
Start Date: | 1210372014 EndDate: | 12312009 | |

Address Type: Home Address

Address Line 1: | 320 S WALNUT ST y Address Line 2: l:l

(Enter Street Address or PO Box Only)

Address Line 3: |:| CityiTown: | LANSING |z| -
StatetProvince: | MICHIGAN B County: | INGHAM [-]
Country: | UNITED STATES . ZipCode: [48933 |-[2014 ][ @ vaate aduress

|

m

Owner Name
| i
Relationship Ay »~
[Fiter By | Doslane | B " ¥ iy Fitors =
| B saveFilters | | 7 My Filters
Owner Name | | View Page:| 1 G Modified Date Operational Status
av x x
| View Page:| 1 ®co | KPage Count aveToXLS € rFirst | € Prev || ¥ Next || 3 Lest =

v "Final Adverse Legal Actions/Convictions Disclosure™ [

Final Adverse Legal Actions/Convictions Disclosure

Question Answer Final Adverse Comments

Legal Action Imposed

Click the link "Final Adverse Legal Actions/Convictions Disclosure” to read and answer the disclosure, Not Complated




Read the Final Adverse Legal Actions/Convictions statement.

Answer the question at the bottom by choosing Yes or No and comment if
necessary.
Click OK.

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

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

CONVICTIONS

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

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

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

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

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

EXCLUSIONS, REVOCATIONS, or SUSPENSIONS

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

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

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

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

FINAL ADVERSE LEGAL ACTION/CONVICTION ACTION HISTORY

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




Repeat the previous steps for the Individual Owner Type:

Click on the Individual Owner Type SSN link (in blue).

Application ID: 20141203023112

Name: Dog, Jane

b | Owners List A
I

© add

| Filter By E” | | | | |®Gu ‘ (E Save Filters ‘ | ¥ My Filters ™
Owner SSNEINTIN Owner Information Owner Type Start Date End Date
AV AY AT AT AT

233232222 Doe,Jane Managing Employes 120032014 12/31/2599

222222222 Doe Jane Indrvidual 1203214 123172899

|i Delete ".'iew Page:| 1 ‘ Oz Biracs count SaveToXLs Viewing Page: 1 First | € Prev || ¥ Next | B Last

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

|Fi|terEy BH HOGD |

Other Owner EINTIN

AV

Other Owner Information

AT

(B Save Filters ‘ | TMy Filterz ™

Address
AT

No Records Found !




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 Hame: Doe, Jane

Medify Provider Controlling Interest’Ownership

‘Owmer Type: Individual

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

First Name: | Jane

Suffix:

Phone Number: | (999) 999-9999 B Em-l:|
Start Date: 12032014 | @ |*

Address Type: Home Address

Address Line 1: | 320 3 WALNUT ST o

(Enter Street Address or PC Box Only)

Address Line 3:

State/Province: | MICHIGAM y
Country: | UNITED STATES y

A

Relationship

[Fierey | I |

Application ID: 2014120302312 Name: Doe, Jane

Add Owner Relationship

Owmer Name: |ZI
Relationship: | Self [~]

Page 1D: digOwnerRel: ship{Provider)

EINITIN:

Entity Business Name:
{Doing Business As)

Last Name: | Doe

DOB: | 010111960 *

Email:

End Date: [ 12312009 [ |

|

ot [oisme [
County: | INGHAM

ZipCode:[ 48933 |-[2014 || @vaitate Address

[<]

-~

B save Fitters || ¥ My Filters >
L

o] [peres




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”.

P N
([CHAMPS < My Inbox ~ Provider= TPL~ >

L PungChelsey v ki Note Pad @ External Links v ¥ My Favorites v 2 Print

> Provider Portal > Track Application » HIPAA-Exempt Individual Enroliment > Genaral

Application ID: 20141203023112 MName: Doe, Jane
([Brse. |
Modify Provider Controlling Interest/Ownership A
Owner Type: Percentage Owned:
SSH: | 222222222 = EINTIN:
Legal Entity Name: Entity Business Name:
{As shown on the Income Tax Return) {Doing Business As)

First Name: |Jane

Last Name: ‘ Doe

voe: [oworisen | |-
Phone Number: | (899) 999-9999 * BExn l:l Email: l:l

Start Date: | 1210372014 EndDate: | 12312009 | |

Address Type: Home Address

Address Line 1: | 320 S WALNUT ST y Address Line 2: l:l

(Enter Street Address or PO Box Only)

Address Line 3: |:| CityiTown: | LANSING |z| -
StatetProvince: | MICHIGAN B County: | INGHAM [-]
Country: | UNITED STATES . ZipCode: [48933 |-[2014 ][ @ vaate aduress

m

E Owner Name -
- b v |-
Relationshi| »~
L R Coe Jane = LI
‘ Filter By E| ‘ | | view Page: |1—‘ c VLB Save Filters my Filters ™
‘Owner Hame, Relationship Modified Date Operational Status
AT x. X
None | B
| B Page Count aveToXL5 rirst | € Prev | ¥ Next |3 Last -
| — . .. . i
| % "Final Adverse Legal Actions/Convictions Disclosure B
Final Adverse Legal Actions/Convictions Disclosure | B 4

Question Answer Final Adverse Comments

Legal Action Imposed

Click the link "Final Adverse Legal Actions/Convictions Disclosure” to read and answer the disclosure. Not 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.

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

elp
Application ID: 20141203023112 Name: Doe, Jane
Provider ID: 4002642 Hame: Brown, Brittany
FINAL ADVERSE LEGAL ACTIONS/CONVICTIONS »
This section captures information on final adverse legal actions, such as convictions, exclusions, re’ ions, and suspensions. All i final adverse actions must be reported, regardless of whether any records were expunged or any appeals are pending.

CONVICTIONS

1.The provider, supplier, or any owner of the provider or supplier was, within the last 10 years preceding enroliment or revalidation of enraliment, convicted of a Federal or State felony offense that CMS has determined to be detrimental to the bestinterests of the program and its beneficiaries
Offenses 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, 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 suit that results in a conviction of criminal neglect or miscanducty, 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 service.

3. Any misdemeanor 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 paricipation 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. Hawe you, under any current or former name or business identity, ever had a final adverse legal action listed above imposed against you?

L ADVERSE LEGAL ACTION/CONVICTION ACTION HISTORY

I. Have you, under any current or former name or business identity, ever had a final adverse legal action listed above imposed againstyou? © Yes (& Mo Comments (optional).

Page ID: digOwnerCheckList{Provider)




Click on the Step 12: Complete Enrollment Checklist link.

—
@ﬂmps < Provider = >

COf ran * uicK Fin jote Pa lernal Links ™ ¥ Favores ™ =y Prin lelp
A scott,Saran Q Quick Find i Note Pad @ External Link: & My Favorit A Print © Hel

> Mylnbox > MewEnroliment ¥ Atypical Individual Enrallment

Application ID: 2015070350768% Name: Scott, Sarah
B Enroll Provider - Atypical Individual -
Business Process Wizard - Provider Enroll t {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 07/08/2015 07/09/2015 Complete
Step 2: Add Locations Required 07/09/2015 07/09/2015 Complete
Step 3: Add Specialties Required 07i08/2015 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 Details Reguired Incomplete
Step 9. Add Taxonomy Details Optional Incomplete
Step 10: Associate MCO Plan Optional Incomplete
Step 11: 835/ERA Enrollment Form Optional Incomplete
Reguired Incomplete
A A Reguired Incomplete
View Page: ®Go  PageCount:1 - Viewing Page: 1 «rist | € Prev | ¥ Next 3 Last




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

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

Application ID: 20141203023112

i oce [EEEEN

Name: 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 our Provider Registry List so that you can be contacted for additional work?
Do you want your name removed from our Provider Registry?

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

Have you ever been removed or told that you cannot participate in a Federalty 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 Liability 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 enrolliment within 10 days of that change.

SaveToXLs
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Viewing Page: 1
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‘ Not CompletedEH
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Click on the Step 13: Submit Enrollment 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)”.

——
@Rmps < Provider ~ b4

Q Quick Find My Favorites ~

> Mylnbox > MWew Enrollment » Atypical Individual Enrollment

Application 1D: 20150709507689 Name: Scott, Sarah
i | 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 07i09r2015 Complete
Step 2: Add Locations Required 07/09/2015 07i09i2015 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/ED| Exchange Optional Incomplete
Step 7: Associate Billing Agent Optional Incomplete
Step 8: Add Provider Controlling InterestiOwnership Details Required Incomplete
Step 9 Add Taxonomy Details Optional Incomplete
Step 10: Associate MCO Plan Optional Incomplete
Step 11: 835/ERA Enrollment Form Optional Incomplete

Required Incomplete

Required Incomplete

Viewing Page: 1 € First | | € Prev. | ¥ Mexdt | I Last | %

Name: Doe, Jane

Final Submission A

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.
S—

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

Application Document Checklist o

FormsiDocuments Special Instructi

< s | agree that the information submitted as a part of the application is correct {Private and Confidentia

] |




Read the Terms and Conditions (Enrolilment 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

| © sumit Application }ﬂer reading the Terms and Conditions be sure to check the agreement box located at the end of the document.

i | Terms and Conditions (Enroliment Process)

1.As an individual provider of Home Help senvices, | agree thatthe Medicaid beneficiary is considered the employer. | am not emploved by the Michigan Department of Community Health (MDCH), the Department of Human Senvices {DHS), or the State of Michigan.
2.A5 a Home Help provider agency, | agree that the agency contract is with the Medicaid beneficiary. The agency contract is not with the Michigan Department of Community Health (MDCH), the Department of Human Services 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 Department of Human Services (DHS) according to the DHS Adult Services Comprehenaive Assessment

4.Under Section 3504 of the Internal Revenue Cade, | agree to accept the Michigan Department of Community (WDCH) as the acting agent ofthe 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 notto seek or accept additional payments from the beneficiary or any other source.

5.1 agree to return any payments received for Home Help senvices not provided. | understand that accepting payment for services | did not provide is fraudulent and could result in criminal charges.
6.1 understand that the Home Help program is funded by Medicaid and payments will nat be approved by the Department if the beneficiary; s Medicaid eligibility is inactive.
1.In order to receive payment, | agree o keep and submitto MDCH, DHS or their designee, any and all records necessary to disclose the extent of senvices provided to the beneficiary.
8.Upon request, | agree to provide MOCH, DHS or their designee, any information regarding sernvices or purchases for which payment was made.
8.Upon request, | agree to provide MDCH, DHS or their designee, any business transaction information as specified by 42 CFR 455 105.
10.1 understand | will be subjectto a criminal histary screening and may not qualify to be 2 home help provider.
11.1 agree to cooperate with MDCH, DHS or their desianee, regarding any audits, investigations or inquiries related to Home Help senvices provided.
12.1 agree to report any changes relative to the beneficiary including but not limited to hospitalizations, nursing home stays or discontinuation of senvices.

13.1 agree to comply with the privacy, security and confidentiality provisions of all applicable laws gaverning the use and disclosure of protected health information (PHI), including the privacy requlations adopted bythe U S. Department of Health and Human Services under the
Health Insurance Portability and Accountability Act of 1996 (HIPAA), and Public Acts 104-191 (45 CFR. parts 106 and 164, Subparts A, C, and E).
14,1 agree to comply with the provizions of 42 CFR 431.107 and Act No. 280 of the Public Acts of 1939, a3 amended, which state the conditions and requirements underwhich participation in the Medical Assistance Program is allowed.

y checking this, | acknowledge that | have read the terms and agreement and | agree to fully comply with all program requirementsl




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

Your Application Number 20141203023112 has been successfully
submitted for State review, Return to CHAMPS with this application
number to track the status of your application.

—_
@Amps < Provider~ >

Q, Quick Find i Note Pad “ My Favorites~ 2 Print

> Mylnbox > MNew Enrollment » Atypical Individual Enrallment

Application ID: 2015070350766% Name: Scott, Sarah

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 07/08/2015 07/09/2015 Complete

Step 2: Add Locations Required 07/08/2015 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/CerlificationsOther Optional Complete

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

Step 7: Associate Billing Agent Optional Incomplete LR
=

Step 8: Add Provider Controlling InteresvownersmpE ,f"_"‘\ _-

Step 9: Add Taxonomy Details @Rmps ( Provider+ ’

Step 10: Associate MCO Plan

H Hote Pad e External Links ly Favorites ¥ ﬁ Print 0 Help

Step 11: 835/ERA Enrollment Form

Step 12: Complete Enrollment Checklist
Step 13: Submit Enrollment Application for Approval

View Page: O Zo Page Count:ii

Provider Enroliment

New Enroliment Enroll As ANew 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.

—
K"—-“\ .
(CHAMRS € Provider~ H

H Hote Pad e External Links v * My Favorites ¥ ﬁ Print 0 Help

e

)

# Provider Enroliment

New Enroliment Enroll As ANew Provider

I Track Application I Track Existing Provider Application

(xJOEEW| @ submit

i | Track Existing Application

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

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

# | Request Domain access

Request Domain Access

| Message from webpage : [é] p

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




Appendix A

If you receive an error indicating your SSN already
exists in the system, you will need to complete the
following steps.

This error most often occurs if you were an individual provider (not
associated with an agency) at some point.




Sign into the State of Michigan Single Sign On by going to
http://sso.state.mi.us and entering your User ID and Password.
This will take you to the Single Sign On Application Portal.

"E Google - Windows Internet Explorer

o [ — s B
W Favorites {33 T Logon State of Michigan Single Sign On_
E Google = = =

INTERN

+You Search Images Maps Play YouTube MNews

Please Login or Sigh-Up to use Single Sign-On

‘ [ogn ———— |

User ID:

Password:

| |

Forgot Password?

If you have forgotten your password, click Need Password.
Single Sign-On system will email you a new temporary
password.

Need Password

Michigan.gov Home | Hel




Below is the display of the Application Portal.

Click on the CHAMPS hyperlink.

Read the MDCH Systems Use Notification on the next page and click
Acknowledge/Agree.

**NOTE: You will have to do this every time you access CHAMPS.

e A

State of Michigan Single Sign On )

User ID: doej1111

State of Michigan Single Sign__Ofl%

MDCH Systems Use Notification

Applic ation PO rtal The Michigan Department of Community Health's (MDCH) 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.

WELCOME Jane Doe,

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 MOCH. Logen 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 MOCH systems for commercial or

You are currently subscribed to the following applications: 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.

Your password will expire in 121 days.

| « CHAMPS |

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 for
prosecution.

Subscribe to Applications Add new Roles to Existing Subscription By accessing information provided by the Michigan Department of Community Health computer
A t Maint Sign Off information systems and clicking on the button below, | acknowledge and agree to abide by all
account Manienance =10 governing privacy and security terms, conditions, policies and restrictions for each authorized

& | application.

I | Acknowledge/Agres i| Cancel |
|




Below is the display of the CHAMPS home page for an existing provider.
Click on the Track Application hyperlink.

f'r_-“‘\
@nmns {  Providerv )
1 v H late Pad @ External Links *My Favaritez ¥ Q Print o Help
)
# | Provider Enrollment A
New Enrollment Enroll As A New Provider

I Track Application I Track Exisfing Provider Application




In the Request Domain Access section, click on the Home Help
Providers requesting access to their information hyperlink.

Kf-_-‘“ -
@mps < Provider~ >

K Hote Pad @ External Links ~ + My Favorites « A Print 7] Help

3 Track Application

Track Existing Application ~

Please provide the Application 1D to track your application.

‘ i# Request Domain access ’ ~
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.
i Home Help Providers requesting access to their Information I




Choose Individual.

Enter the required information indicated by the asterisk (*).
Check the box verifying that you have read and agree with the Terms and Conditions.

Click Submit.

Click OK on the text box that pops up.

**NOTE: The information you enter must be exactly the same as it was entered by the Adult Services Worker. If you
are unsure how your information was entered or you receive a message saying the information you provided did not

match what was in our system, please contact your Adult Services Worker, or call the Home Help Hotline for

assistance: 1-800-979-4662.

["—-‘k
@mps < Provider~

» Track Application » Reguest Domain Access

1
@ submit
]

Request Domain Access

Flease select to request CHAMPS domain access:

@ Individual

) Agency

Message from webpage

(S

Date of Birth (MM/DDIYYYY}: *

We found your information in our system and can give you access. To
access your information please log out and log back inte CHAMPS and

select your name in the Select Domain' box at that time,

oK

m

Terms & Conditions

In applying for Domain Access as a provider in the Medicaid Assistance Program {and programs for which the Michigan Department of Community Health (MDCH} is the fiscal intermediary), | represent and certify as follows:

1.1 am the applicant and/or the employer and certify that | have the authority to execute this on behalf of myself andfor the agency.

2. All of the information provided is true and accurate.

I By checking this, | certify that | have read and that | agree and accept the terms abovel




You are now enrolled to access Electronic Service Verification.
Click Logout to completely exit the system.

-
@HMPS < Provider~ N
1~

B hote Pad @ External Links My Favorites v A Print O hHelp

|
l ) Logout l |

Track Existing Application A

Please provide the Application ID to track your application.

Request Domain access ~

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.

Home Help Providers requesting access to their Information




Click on the CHAMPS hyperlink.

Read the MDCH Systems Use Notification on the next page and click

Acknowledge/Agree.

**NOTE: You will have to do this every time you access CHAMPS

State of Michigan Single Sign__Oﬁ__H

State of Michigan Single Sigr.l__Oq_hnjﬁ_ﬁ.ﬂ.J oo doet |

Application Portal

WELCOME Jane Doe,
Your password will expire in 121 days.

You are currently subscribed to the following applications:

« CHAMPS

Subscribe to Applications  Add new Roles to Existing Subscription
Account Maintenance Sign Off

MDCH Systems Use Notification

The Michigan Department of Community Health's (MDCH) 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 MOCH. Logen 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 MOCH 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
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 for
prosecution.

By accessing information provided by the Michigan Department of Community Health computer
information systems and clicking on the button below, | acknowledge and agree to abide by all
governing privacy and security terms, conditions, policies and restrictions for each authorized
application.

I | Acknowledge/Agres i| Cancel |
|




In the Select Profile box, click on Home Help Access
Click Go. This will take you to the CHAMPS home page

CHAMPS

Community Health Automated Medicaid Processing System

Jane Doe

| Select Profile

Select Profile




In the Provider tab, click Manage Provider Information.

@nmns < Mymbox~

> Provider Portal Mew Enroliment *
Track Application *
Provider ID: 4002964 Hame: Hemmingway, Ernest
< | Latest updates W EXTERNAL LINKS

Medicaid Code and Rate Reference

System Notification

Attention All Provid _ e, CHAMPS will be dowr

Saturday, October 1 Jctober 12, 2014. This ol
W ELECTRONIC SERVICE VERIFICATION (ESV

system access for al =

ESW List

ESW Member List

My Reminders

Filter By EH H ||@G“ |
Alert Type Alert Message
F AT

D BROADCAST MESSAGE Attention All Providers: Due to CHAMPS major release and system maintenance, the CHAMPS system will be down between 2:00 PN on Saturday, Dec
Sunday, December 14th 20114, This outage will affect CHAMPS system acc....

View Page: ®co | KPacecount || B SaveToXLs Viewing Page: 1




Click on the Step 1: Provider Basic Information link.

Verify your information on the pop-up screen and make changes as needed.
Click OK.

N Provider ID. Name:
Provider [D: —— ame

# | Provider Details ~
" |ndo Update
First Name: Middle Initial: L 3

| »

i# | ViewfUpdate Provider Data - §

Last Hame:

Step

I Step 1: Provider Bagic Information I

SSN:

Date of Birth: Applicant Type: Afypical IndividualiSole Proprietor

| Step2: Locations .
L Please check this box if you are ™ Business

[~ | Step 3. Speciaties an individual business:
[~ | Step 4 Associate Biling Provider EIN/TIN: Legal Entity Name: £
[~ | Step 5 License/Certification/Other e Contact Email Address:
| ' Email-1: ® Email-2: o
[~ | Step6: Mode of Claim Submission/EDH Exchal Business Status:  Active | | I | |
| Email-3: | - - Email-4: I | E|
[~ | Step 7: Associate Biling Agent Status:  In Review
| ) ) Email.5: J Email-6: | - | -
I_ Step & Provider Controling InterestOwners| Business Elig.Date Range: 05/M19/2015-12/31/2999 =
| Revalidation Period:
[~ | Step9: Associate MCO Plan
I | Step 10: Taxonomy Details # | Home Address Details »
[~ | Step 11: View Servicing Provider Details L
L |Address Line 1: l I Address Line 2: | |
[ | Step 12: B35/ERA Enroliment Form (Enter Street Address or PO Box Only)
I | Step 13: Complete Modification Checkiist Adaress Line 3: | | CityrTown: | OTHER [-]]*
[~ | Step 14: Submit Modification Request for Res | |
Stata/Provinras ———— ’T‘l £ Connte | ———— ’T‘l A

View Page: ® zo0  Page Col v ok | §® cancel

Page |D: digBasicinformationStep{Provider)




Click on the Step 2: Locations link.
Click on Primary Practice Location on the next page.

Provider ID: Name: .
# | View/Update Provider Data - Atypical Individual -~
Business Process Wizard - Provider Data Modification {Atypical Individual}.

Step Required Last Modification Date Last Review Date  Status Modification Status Step Remark

—

Required 0810/2015 052002015 Complete  Updated

Step 2: Locations Required 0520/215 0520/2015 Inzomplete

|- Step 3: Speciafties Required 05820/21M5 0520/201M5 Incomplete

[~ | Step 4: Associate Biling Provider Optional Incomplate

[~ | Step 5: License/Certification/Other Optional Incomplete

[~ | Step&: Mode of Claim Submission/EDI Exchange Required 0520/2015 0520/2015 Incomplete

|- Step 7. Associate Biling Agent Mot Required  05/20/2015 05/20/201 5 Incomplate L

[~ | step8: Provil  Provider ID; Name;

[~ | Step9: Asso ) . X X X X

| | To addimodify Pay To, Correspondence and Remittance Advice addresses, click on Location Type hyperlink

[~ | Step 10: Tax

I~ step1:viey | # | Locations List A

[~ | Step 12: 335

1 i i And Operational Status
[~ | Step 13: Con Filter By |E| Filter By E| o
| step 14: Subl Active B Bsave Fiters | | T My Fiters™
View Page: E . . - . . - e
Doing Business As Location Type Location Details Start Date  End Date Status Operational Status Inactivation Date
.l AY A Y AT AT AT A AY AY
=
Primary Practice Location 0SM920M5  1231/2650  Approved  Active
View Page: {4 saveToXLs Viewing Page: 1 CFirst | | € Prev | ¥ Hext | |3 Last




Click on the “approved” Correspondence link (in blue) to change the

address where you regularly receive mail.

**NOTE: Primary Pay To address cannot be changed at this time.

Provider ID.

Name:

| B save | |®\.«'iew History | To add additional addresses, click "Add Address” button.

=

Location Details

Doing Business As: |

|
Phone Number: I— J *Extn:l:l
|

Web Page: |

Handicap Accessible: | g [+]

Accept 835(reported at EINTIN

level}:

Start Date: | pgj19/2015

Location Code:

Fax Number: |

Office Hours: |

Language(s} Spoken:
{For Multiple Selection, use
Cirl Key)

01 Location Type:
| Email Address: |
|3| Communication
Preference:
ErEm -
Arabic =1
Chinese -

End Date: | q224/2000 =] Status:

Primary Practice Location

]

Approved

Address List

© Add Address

Filter By [~] H

®Go
Address Type Address
AY AY
Correspondence I

Location
Primary Pay To

View Page: (® o Page Count:1 (d SaveToXLS

N
Filter By E | ” And Operational Status | Active |Z|
|—ESE\re Fitters | | F My Fiters™ |
Start Date End Date Status Operational Status Inactivation Date
AY AY AY AY AY
054192015 12/31/2559 Approved Active
054192015 12/31/2589 Approved Active
054192015 12/31/2559 Approved Active
Viewing Page: 1 rirst | € Prev | ¥ Next | ¥ Last




Verify the address listed and update it if necessary.

To update, enter the Address Line 1 and Zip Code boxes.
Click Validate Address.

Click Save.

Click Close.

**NOTE: When changing the Correspondence option, be sure to enter the address
where you regularly receive mail, as all correspondences from the Home Help
program will be sent to the address entered there.

Provider ID: 4002964

i Manage Provider Location Address

Name: Hemmingway, Ernest

Type of Address: Correspondence Status: In Review

End Date: | 12/31/2009 =

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: ATTH: Billing Dept.}

| Address Line 1: | 320 3 WALNUT ST = I Address Line 2: | |

(Enter Street Address or PO Box Only)

Address Line 3: | | CityfTown: | LANSING -]

State/Province: | MICHIGAN [ County: | INGHAN [~]

Country: | UNITED STATES |Z||* | Zip Code: | 48933 I 2014 © Valdate Address I




Click on the “approved” Location link (in blue) to change the address to

your current location.

Provider ID. Name:

| B save | |®\.«'iew History | To add additional addresses, click "Add Address” button.

Location Details

Doing Business As: | Location Code: 01

Fax Number: |

Location Type: Primary Practice Location

Email Address: |

|
Phone Number: I— J *Extn:l:l
|

Web Page: | Office Hours: |

|3| Communication

Handicap Accessible: | g [+]

Accept 835(reported at EINTIN

level}: {For Multiple Selection, use
Cirl Key)

Start Date: | pgj19/2015

Language(s} Spoken: -
Arabic  (E]
Chinese -

End Date: | q3/34;2000 E

Preference:

Status: Approved

Address List

© Add Address

Filter By E | Filter By E |

And Operational Status | Active |Z|

®Go

Address Type Address End Date Status

Fat AY AY AY AY

054182015 12/31/2555

Correspondence

| Location
Primary Pay To

View Page: (® o Page Count:1 (d SaveToXLS

054182015 12/31/2555 Approved

054192015 123172555 Approved

Viewing Page: 1

Approved
P—

|_ESE‘-|'L‘. Fitters | | F My Fiters™ |

Operational Status Inactivation Date

AY AT

First | | € Prev | | ¥ Hext ¥ Last




Below is a display of the Location Address change page.
Verify the address listed and update it if necessary.

To update, enter the Address Line 1 and Zip Code boxes.
Click Validate Address.

Click Save.

Click Close.

**NOTE: When changing the Location option, be sure to enter the address where
you currently reside; your physical location.

Provider ID: 4002964 Name: Hemmingway, Ernest

i Manage Provider Location Address

Type of Address: Location Status: In Review

End Date: | 12/31/2009 =

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: ATTH: Billing Dept.}

Address Line 1: | 320 3 WALNUT ST = Address Line 2: | |

(Enter Street Address or PO Box Only)
Address Line 3: | | CityfTown: | LANSING -]

State/Province: | MICHIGAN [ County: | INGHAM [~]
Country: |UNTED STATES  [-])* Zip Code: | 48923 2014 Io\-'a.lidateAddress I




Click Save and Close on the Location Details page.
Click Close on the Locations List page.

Provider ID: 4002964 Name: Hemmingway, Ernest

Tdladd additional addresses, click "Add Address” button.

Location Details

Doing Business As: ‘ ‘

Phone Humbenr: ‘ (517} 555-5555

* Extn: ‘

Web Page: ‘ ‘

Handicap Accessible:
Accept 835 -

Na
{reported at EIN/TIN level}:

Start Date : | 12/08/2014 =]

© Add Address

Address List

| Fitter By [-]|

Provider ID: 4002964

| #  Locations List

| To addimodify Pay To, Correspondence and Remittance Advice addresses, click on Location Type hyperlink..

Name: He

Address Type Addrg
AY vy
Location 320 5| | Filter By |E|| ‘ | ‘ | And ‘ Filter By |E|| ‘
Correspondence 3208
Frimary Fay To 320 5_ Doing Business As Location Type Location Details
B AT A ¥ AT
View Page: ®ce [T Page Call
| Ii‘ Primary Practice Location 320 S WALNUT 5T, LANSING, MICHIGAN 48533
|

View Page: ® o || W Page Count | B SaveToXLS




Click on Step 3: Specialties link.
Click Close.

Provider ID: Name: .
# | View/Update Provider Data - Atypical Individual 6
Business Process VWizard - Provider Data Modification {Atypical Individual}.

Etep Required Last Modification Date Last Review Date  Status Modification Status Etep Remark

—

Step 1: Provider Basic Infarmation Required 08102015 052002015 Complete Updated

] Step 2: Locations Required 05200215 052002201 5 Incomplete

[~ | Step 3: Speciatties I Required 052002015 052002015 Incomplete

[~ | Step 4: Associate Biling Provider Optional Incomplete

[~ | Step 5: License/Certification/Other Optional Incomplete

[~ | Step 6: Mode of Claim Submission/EDI Exchange Required 052002015 052002015 Incomplete

[~ | Step 7: Associate Biling Agent Mot Required 05202015 052002015 Incomplete

I~ | Step & Provider Controliing Interest'Ownership Details Required 0520522015 0520522015 Incomplete

| step o: Ay —

| Provider ID. . Name:

[~ | Step10:]

[~ | Step 11:

[~ | Step12: 8
#  Specialty/Subspecialty List

I~ | Step13:4

| step 1418 Fiter By B And | Filter By B And Operational Status | Active B

Specialty/Subspecialty Start Date End Date Status Operational Status Inactivation Date Primary &
=
AY AY Ay AV AY AY iY

HOME HELP NCTVIDUALMo Subspeciaty 151920135 143112599 Approved Active No

View Page: o Page Count:1 | [ SaveToxls Viewing Page:1 {




Click on the Step 4: Associate Billing Provider link.

Click on the Add button.

| S
< Provider~

—
@Rmps

> Mylnbox > Mew Enrollment ¥ Atypical Individual Enroliment

Application 1D: 2015070850766%

Enroll Provider - Atypical Individual

Q Quick Find

Name: Scott, Sarah

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

A Print © Help

~

Step Required Start Date End Date Status Step Remark
Step 1: Provider Basic Information Required 07i08/2015 07/09/2015 Complete
Step 2: Add Locations Required 07/09/2015 07/09/2015 Complete
Step 3: Add Specialties Required 07/09/2015 071092015 Complete
IStep 4: Associate Billing Provider I Optional Incomplete
Step 5: Add LicenseiCertificationiOther 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 Interest/Ownership Details Required Incomplete
Step 9: Add Taxanomy Details Optional Incomplete
Step 10: Associate MCO Plan Optional Incomplete
Step 11: 835/ERA Enrollment Form Optional Incomplete
Step 12: Complete Enrollment Checklist Required Incomplete
Step 13: Submit Enroliment Application for Approval Required Incomplete
View Page: ®co PageCount:1 Viewing Page: 1 Fist || € Prev ¥ Mext » Last
Billing Provider List LJ
Filter By B And | Filter By B And Operational Status | Active EI Byseve riters | | Thy Fiﬂer&'_‘
Billing Provider NPUID Billing Provider Name Start Date End Date Satus {Operational Status Inactivation Date
AY AY AY AY iV nJ AY

No Records Found !




Select Type of ID.

Enter the seven-digit CHAMPS ID number of the agency you will be working for.
Enter the start date you will begin working for the agency.

Click on Confirm Provider.
Click OK.

#f  Associate Billing Provider

Enter HPI/Provider ID of Billing Provider and click "Confirm Provider™.

TYRE: | provider ID *
ID: | 7357997 *
startDate: | gg17/2015 |8 | *

Provider Name:

Page IIx digAssocBillingPrvdr{Provider)




Click on Step 6: Mode of Claim Submission/EDI Exchange link.
Click Online Direct Data Entry (DDE).

Provider ID:

¥\ Undo Update

View/Update Provider Data - Atypical Individual

Name: .

Business Process VWizard - Provider Data Modification {Atypical Individual}.

N

View Page: | 1 | () o PageCount:i |ESaveTnXLS

Viewing Page: 1

Etep Required Last Modification Date Last Review Date  Status Modification Status Etep Remark
=
Step 1: Provider Basic Infarmation Required 08102015 052002015 Complete Updated
Step 2: Locatiens Required 05200215 052002201 5 Incomplete
[~ | Step 3: Speciatties Required 052002015 052002015 Incomplete
[~ | Step 4: Associate Biling Provider Optional Incomplete
[~ | Step 5: License/Certification/Other Optional Incomplete
I [~ | Step 6: Mode of Claim Submission/EDI Exchange I Required 052002015 052002015 Incomplete
[~ | Step 7: Associate Biling Agent Mot Required 05202015 052002015 Incomplete
[~ | Step & Provider Controliing Interest'Ownership Details Reguired 052072015 05/20/2015 Incomplete |
[~ | Step % Associate MCO Plal Provider IL. Mame:
I™| Step 10: Taxonomy Details 0 ciose JE+FEE | & Approve | | @ Reject | | B Inactivate | Show ™
[~ | Step 11: View Servicing Pyl
|| #  Mode of Claim Submission List L
[~ | Step 12: B35/ERA. Enrolimey
[~ | Step 13: Complete Modifica Filter By T And | Filter By T
I~ | Step 14: Submit Modificatiol And Operational Status | Active ¥ || Do | B save Fiters | | T My Fiters™
View Page: g () Mode of Claim Sub. Method Start Date End Date Status Operational Status Inactivation Date
| AT AT AT AV AT AT
- ~—— :
O Online Direct Data Entry (DDE) DEMw201s 12/31/2565 Approved Active

€ First € Prav > Next 3 Last




Click Close.
Click Close.

ProviderID. . .__.__ Mame:
o T | @ figw History
m Mode of Claims Submission/EDI exchange A

Please select the submission methods from EDI Exchange and'or Other Claims Submission as applicable.

# EDl exchange h
Method [Description Applicable Transactions
~ |To upload/download HIPAA . e S—— .
_ |Electronic . 837P- Professional (FFS), 8371 -Institutional(FFS), 8370 -Dental(FFS),270/271 -Eligibility Ingquir/Response,
) transactions fram screens . ]
Batch 276,27 7-Claim Status Inquire/Response

(Maximum file upload size is 50MB)

To upload/download HIFAA

CORE
Batch transactions using CORE Batch 270/271 -Eligibility Inquin/Response, 276/277-Claim Status Inquire/Response
alc
Connectivity
CORE  [To upload/download HIPAA
Eeal transactione neinn CORE Boal Timol 270274 _Elinibilibe InanindBocnones 27T Claim Statie InmnicolBocnonoo Ll
Time Conngl proyider IL. Name:
'm] Billing  |Tosubl Eeyemes IQAdd | & spprove | | @ Rejact | | & Inactivate | Show ™
~ [Agent  |transad ) !
—|| #  Mode of Claim Submission List ~
#2  Other Claims SE Filter By v And Filter By v
Method And Operational Status | Active ¥ || @ co | Bsave Fiters || T My Fiters™
[J|Paper Claims . i vati
0 Mode of Claim Sub. Method Start Date End Date Status Operational Status Inactivation Date
¥I|Direct Data Entryi AY AT AT AT AT av
o O Online Direct Cata Entry (DDE) DEMS2D15 12031/2500 Approved Active
Status: Approved View Page: | 1 | () 5z PageCount:i | d saveToxLsS Viewing Page: 1 & First € Prav > Next ¥ Last




Click on the Step 8: Provider Controlling/Interest/Ownership Details link.

Provider ID:

¥\ Undo Update

YView/Update Provider Data - Atypical Individual

Step Required
Step 1: Provider Basic Infermation Required
Step 2: Locations Required
I~ | Step 3: Speciaties Required
[~ | Step 4: Associate Biling Provider Optional
[~ | Step 5: License/Certification/Other Optional
[~ | Step 6: Mode of Claim Submission/EDI Exchange Required

| ﬁﬁﬂ i ﬁﬂ;'iﬁ ﬁ '“ﬁﬂﬁpt Mot Required
[~ | Step 8: Provider Controliing Interest'Ownership Details IRequired
[~ | Step 9 Associate MCO Flan Optional
[~ | Step 10: Taxonomy Details Optional
[~ | Step 11: View Servicing Provider Details Optional
I~ | Step 12; B35/ERA Enroliment Form Optional
[~ | Step 13: Complete Modification Checklist Required
[~ | Step 14 Submit Modification Request for Review Required

View Page: (®zc Page Count:1 | [fd SaveToXLS

Last Modification Date

06102015
052002015

052002015

052002015

052002015

052002015

052002015

052002015

Hame: .

Business Process Wizard - Provider Data Modification {Atypical Individual}.

Last Review Date  3tatus

052052015 Complete
052002015 Incomplete
052002015 Incomplete
Incomplete
Incomplete
052002015 Incomplete
052002015 Incomplete
0520020 5 Incomplete
Incomplete
Incomplete
Incomplete
Incomplete
052002015 Incomplete
052002015 Incomplete

Viewing Page: 1

Modification Status

Updated

Step Remark

& First

€ Prev

> Hext

» Last

-




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

Application ID; 20141203023112 Name: Doe, Jane
i Owners List A
| Filter By B| | ‘ | | ‘ O6o | FB Save Fillers | ‘ My Filters ™
Owner SSH/EINTIN Owner Information Owner Type Start Date End Date
eyl e ] Ay AT AYT
| |
222227372 Doe,Jane Managing Employes I 12032014 12/31/2300
T s T ene T 12032014 12/31/2099

‘Jiew Page: ©co e Count aveToXLS Viewing Page: 1 rirst | € Prev ¥ oHedt | B Last

List Ownership Interestin offier Entities reimbursible by Medicaid andior Medicare.

|Fi|terEy B‘ | ‘ 0 |

FB Save Filters | ‘ Tlﬂy Filters ™

Other Owner EINTIN Other Owner Information Addresz

iV AV AV

No Records Found !




Verify the information at the top of the page and make changes if necessary.
At the bottom of the page, click on the words “Final Adverse Legal
Actions/Convictions Disclosure”.

@}T{DS < My Inbox~ Provider~ TPLw >

L PungChelsey v ki Note Pad @ External Links v ¥ My Favorites v 2 Print © Help

11 > Provider Portal > Track Application » HIPAA-Exempt Individual Enroliment > General

Application ID: 20141203023112 MName: Doe, Jane
[ Modify Provider Controlling Interest/‘Ownership A
Owner Type: Managing Employee Percentage Owned: | g =
ssw: | 222222222 |° EINTIN: | \
Legal Entity Name: -\ — :I Entity Business Name: ‘ — :I
{As shown on the Income Tax Return) {Doing Business As)

First Name: | Jane

Last Name: ‘ Doe

voe: [oworisen | |-
Phone Number: | (899) 993-9999 * BExn l:l Email: l:l
Start Date: | 1210372014 EndDate: | 12312009 | |

Address Type: Home Address

Address Line 1: | 320 S WALNUT ST y Address Line 2: l:l

(Enter Street Address or PO Box Only)

Address Line 3: |:| CityiTown: | LANSING |z| -
StateiProvince: | MICHIGAN B County: | INGHAM [-]
Country: | UNITED STATES . ZipCode: [48933 |-[2014 ][ @ vaate aduress

Relationship »~

Filter By |3| ‘ ‘ | EB Save Filters | | T My Filters ™

o Owner Name Relationship Modified Date Operational Status
-

o AY av x x

Dog Jane None

View Page:| 1 ®co | KPage Count ’m‘ 1 . . i . . rFirst | € Prev || ¥ Next || Lest | | T
% "Final Adverse Legal Actions/Convictions Disclosure™

Final Adverse Legal Actions/Convictions Disclosure [

Question Answer Final Adverse Comments

Legal Action Imposed

Click the link "Final Adverse Legal Actions/Convictions Disclosure” to read and answer the disclosure, Not Complated




Read the Final Adverse Legal Actions/Convictions statement.

Answer the question at the bottom by choosing Yes or No and comment if
necessary.
Click OK.

Application ID: 201412030234112 Hame: Doe, Jane

Provider ID: 4002642 Hame: Brown, Brittany

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

CONVICTIONS

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

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

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

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

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

EXCLUSIONS, REVOCATIONS, or SUSPENSIONS

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

2 Any revocalion or suspension of accreditation.

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

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

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

FINAL ADVERSE LEGAL ACTION/CONVICTION ACTION HISTORY

I 1. Have you, under any current or former name or business identity, ever had a final adverse legal aclion listed above imposed againstyou? @ Yes ¢ No  Comments {optional)
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Click Close.
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[: 20141203023112

Medify Provider Controlling Interest/Ownership
Owner Type: Managing Employee

SSN: | 222222222

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

First Name: | Jane

Phone Number: |(999)ggg-gggg * Ex1n'|

Start Date: | 12/03/2014 -
Address Type: Home Address

Address Line 1: | 320 3 WALNUT 3T =

(Enter Street Address or PO Box Only)

StatefProvince: | MICHIGAN E| 4
Country: |UNTED STATES  [=]|
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Repeat the previous steps for the Individual Owner Type:

Click on the Individual Owner Type SSN link (in blue).

Application ID: 20141203023112

Name: Dog, Jane

# | Owners List

»
© add
| Filter By E” | | | | |®Gu ‘ (E Save Filters ‘ | ¥ My Filters ™
Owner SSNEINTIN Owner Information Owner Type Start Date End Date
AV AY AT AT AT
233232222 Doe,Jane Managing Employes 120032014 12/31/2599
222222222 Doe Jane Indrvidual 1203214 123172899
|i Delete ".'iew Page:| 1 ‘ Oz Biracs count SaveToXLs Viewing Page: 1 First | € Prev || ¥ Next | B Last

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

|Fi|terEy BH HOGD |

Other Owner EINTIN

AV

Other Owner Information

AT

No Records Found !

(B Save Filters ‘ | TMy Filterz ™
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Verify the information at the top of the page and make changes if necessary.
At the bottom of the page, click on the words “Final Adverse Legal
Actions/Convictions Disclosure”.

@}T{DS < My Inbox~ Provider~ TPLw >

L PungChelsey v ki Note Pad @ External Links v ¥ My Favorites v 2 Print © Help

11 > Provider Portal > Track Application » HIPAA-Exempt Individual Enroliment > General

Application ID: 20141203023112 MName: Doe, Jane
[ Modify Provider Controlling Interest/‘Ownership A
Owner Type: Managing Employee Percentage Owned: | g =
ssw: | 222222222 |° EINTIN: | \
Legal Entity Name: -\ — :I Entity Business Name: ‘ — :I
{As shown on the Income Tax Return) {Doing Business As)

First Name: | Jane

Last Name: ‘ Doe

voe: [oworisen | |-
Phone Number: | (899) 993-9999 * BExn l:l Email: l:l
Start Date: | 1210372014 EndDate: | 12312009 | |

Address Type: Home Address

Address Line 1: | 320 S WALNUT ST y Address Line 2: l:l

(Enter Street Address or PO Box Only)

Address Line 3: |:| CityiTown: | LANSING |z| -
StateiProvince: | MICHIGAN B County: | INGHAM [-]
Country: | UNITED STATES . ZipCode: [48933 |-[2014 ][ @ vaate aduress
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Final Adverse Legal Actions/Convictions Disclosure [

Question Answer Final Adverse Comments

Legal Action Imposed

Click the link "Final Adverse Legal Actions/Convictions Disclosure” to read and answer the disclosure, Not Complated




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).

elp
Application ID: 20141203023112 Name: Doe, Jane
Provider ID: 4002642 Hame: Brown, Brittany
FINAL ADVERSE LEGAL ACTIONS/CONVICTIONS »
This section captures information on final adverse legal actions, such as convictions, exclusions, re’ ions, and suspensions. All i final adverse actions must be reported, regardless of whether any records were expunged or any appeals are pending.

CONVICTIONS

1.The provider, supplier, or any owner of the provider or supplier was, within the last 10 years preceding enroliment or revalidation of enraliment, convicted of a Federal or State felony offense that CMS has determined to be detrimental to the bestinterests of the program and its beneficiaries
Offenses 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, 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 suit that results in a conviction of criminal neglect or miscanducty, 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 service.

3. Any misdemeanor 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 paricipation 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. Hawe you, under any current or former name or business identity, ever had a final adverse legal action listed above imposed against you?

L ADVERSE LEGAL ACTION/CONVICTION ACTION HISTORY

I. Have you, under any current or former name or business identity, ever had a final adverse legal action listed above imposed againstyou? © Yes (& Mo Comments (optional).
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Click Close.
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Legal Entity Name:
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Click on the Step 13: Complete Enrollment Checklist link.

Provider ID:

¥\ Undo Update

YView/Update Provider Data - Atypical Individual

Step Required
Step 1: Provider Basic Infermation Required
Step 2: Locations Required
I~ | Step 3: Speciaties Required
[~ | Step 4: Associate Biling Provider Optional
[~ | Step 5: License/Certification/Other Optional
[~ | Step 6: Mode of Claim Submission/EDI Exchange Required
[~ | Step 7: Associate Biling Agent Mot Required
[~ | Step 8: Provider Controliing Interest'Ownership Details Required
[~ | Step 9 Associate MCO Flan Optional
[~ | Step 10: Taxonomy Details Optional
[~ | Step 11: View Servicing Provider Details Optional
I~ | Step 12; B35/ERA Enroliment Form Optional
[~ | Step 13: Complete Modification Checklist I Required
[~ | Step 14 Submit Modification Request for Review Required

Vi

iew Page: (®zc Page Count:1 | [fd SaveToXLS

Last Modification Date

06102015
052002015

052002015

052002015

052002015

052002015

052002015

052002015

Hame: .

Last Review Date

0572002015
052002015

052062015

052002015

052002015

052002015

052002015

052002015

-

Business Process Wizard - Provider Data Modification {Atypical Individual}.

Status

Complete
Incomplete

Incomplete
Incomplete
Incomplete
Incomplete
Incomplete
Incomplete
Incomplete
Incomplete
Incomplete
Incomplete
Incomplete

Incomplete

Viewing Page: 1

Modification Status Step Remark

Updated

& First

€ Prev
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» Last




Answer the all the questions on the Provider Checklist questions by

choosing Yes or No in the drop down menus of the Answer column.

Click Save.
Click Close.

Application ID: 20141203023112

i oce [EEEEN
:

Provider Checklist

Name: Doe, Jane

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 our Provider Registry List so that you can be contacted for additional work?
Do you want your name removed from our Provider Registry?

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

Have you ever been removed or told that you cannot participate in a Federalty 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 Liability 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 enrolliment within 10 days of that change.

SaveToXLs

@i 1] Page Count

Viewing Page: 1
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pmments

‘ Mot Completed |Z” |
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‘ Mot Completed |Z” |
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‘ Mot CompletedEH

‘ Mot Completed |Z” |
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Click on the Step 14: Submit Modification Request for Review link.
By clicking the Next button, you “agree that the information submitted as a part of
the application is correct (Private and Confidential)”.

Provider ID:

¥\ Undo Update

YView/Update Provider Data - Atypical Individual

Step Required
Step 1: Provider Basic Infermation Required
Step 2: Locations Required
I~ | Step 3: Speciaties Required
[~ | Step 4: Associate Biling Provider Optional
[~ | Step 5: License/Certification/Other Optional
[~ | Step 6: Mode of Claim Submission/EDI Exchange Required
[~ | Step 7: Associate Biling Agent Mot Required
[~ | Step 8: Provider Controliing Interest'Ownership Details Required
[~ | Step 9 Associate MCO Flan Optional
[~ | Step 10: Taxonomy Details Optional
[~ | Step 11: View Servicing Provider Details Optional
I~ | Step 12; B35/ERA Enroliment Form Optional
[~ | Step 13: Complete Modification Checklist Required
I|_ Step 14: Submit Modification Request for Review I Required

View Page: (®zc Page Count:1 | [fd SaveToXLS

Last Modification Date
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052002015

052002015
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Last Review Date
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Business Process Wizard - Provider Data Modification {Atypical Individual}.

Status

Complete
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Incomplete
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Incomplete

Incomplete

Viewing Page: 1
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By clicking the Next button, you “agree that the information submitted as a part of
the application is correct (Private and Confidential)”.

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.

C | agres that the information submitted as a part of the application is correct (Private and Confidential}, )

Application Document Checklist

N
— l | agree that the information submitted as a part of the application is correct {Private and Confidential}. F

FormsiDocuments Special Insf

AV AY AT A¥

No Records Found !




Read the Terms and Conditions (Enrolilment 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

| © sumit Application }ﬂer reading the Terms and Conditions be sure to check the agreement box located at the end of the document.

i | Terms and Conditions (Enroliment Process)

1.As an individual provider of Home Help senvices, | agree thatthe Medicaid beneficiary is considered the employer. | am not emploved by the Michigan Department of Community Health (MDCH), the Department of Human Senvices {DHS), or the State of Michigan.
2.A5 a Home Help provider agency, | agree that the agency contract is with the Medicaid beneficiary. The agency contract is not with the Michigan Department of Community Health (MDCH), the Department of Human Services 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 Department of Human Services (DHS) according to the DHS Adult Services Comprehenaive Assessment

4.Under Section 3504 of the Internal Revenue Cade, | agree to accept the Michigan Department of Community (WDCH) as the acting agent ofthe 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 notto seek or accept additional payments from the beneficiary or any other source.

5.1 agree to return any payments received for Home Help senvices not provided. | understand that accepting payment for services | did not provide is fraudulent and could result in criminal charges.
6.1 understand that the Home Help program is funded by Medicaid and payments will nat be approved by the Department if the beneficiary; s Medicaid eligibility is inactive.
1.In order to receive payment, | agree o keep and submitto MDCH, DHS or their designee, any and all records necessary to disclose the extent of senvices provided to the beneficiary.
8.Upon request, | agree to provide MOCH, DHS or their designee, any information regarding sernvices or purchases for which payment was made.
8.Upon request, | agree to provide MDCH, DHS or their designee, any business transaction information as specified by 42 CFR 455 105.
10.1 understand | will be subjectto a criminal histary screening and may not qualify to be 2 home help provider.
11.1 agree to cooperate with MDCH, DHS or their desianee, regarding any audits, investigations or inquiries related to Home Help senvices provided.
12.1 agree to report any changes relative to the beneficiary including but not limited to hospitalizations, nursing home stays or discontinuation of senvices.

13.1 agree to comply with the privacy, security and confidentiality provisions of all applicable laws gaverning the use and disclosure of protected health information (PHI), including the privacy requlations adopted bythe U S. Department of Health and Human Services under the
Health Insurance Portability and Accountability Act of 1996 (HIPAA), and Public Acts 104-191 (45 CFR. parts 106 and 164, Subparts A, C, and E).
14,1 agree to comply with the provizions of 42 CFR 431.107 and Act No. 280 of the Public Acts of 1939, a3 amended, which state the conditions and requirements underwhich participation in the Medical Assistance Program is allowed.

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




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



mailto:ProviderSupport@Michigan.gov
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	New Agency Employee �Enrollment Instructions
	Register for MILogin and CHAMPS
	Open your web browser (e.g. Internet Explorer, Google Chrome, Mozilla Firefox, etc.) and type https://milogintp.Michigan.gov into the search bar.
	Providers must register a MILogin User ID before gaining access to the site.�Select the Create New Account button from the MILogin page.
	Fill in the required information, indicated by the star (*): First Name, Last Name, Email Address, Work Phone Number, and Answer Verification Question. �Click I agree to the terms & conditions box.�Click Next.
	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. 
	You will receive a confirmation that your account has been successfully created.�Click Login to your account
	Enter the User ID and Password you just created.�Click Login.
	Your Home Page will not show any applications.�Click Request Access.
	Type CHAMPS in the Step 1: Search for an application box and click the search button.
	Click on CHAMPS - ????? From the Step 2: Choose an application box.
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	Confirm the App Name: is CHAMPS - ????.�Read the Terms & Conditions.�Click I Accept.
	Confirm your phone number.�Click the Provider/Other button.�Click Submit.
	Your request to CHAMPS has been successfully submitted.�Click Return to home page.
	Applying as a New Individual Provider
	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.
	You will be directed back to your MILogin home page.�From here, you can go into CHAMPS.
	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). 
	Below is the display of the CHAMPS homepage for a brand new provider.�Click on New Enrollment (in blue).
	Choose Atypical (non-medical) provider�Choose Individual (Driver, Home Help/Personal Care, Carpenter, etc.).�Click  the Submit button.�
	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 for Applicant Type.�Click Finish.�
	Write down the Application ID number for future reference.�Click OK.
	***If the following error displays instead of the application ID number, please proceed to Appendix A at the end of this manual and follow the instructions listed. 
	Click on the Step 2: Add Locations link.�
	Click Add.�
	Enter the required information, indicated by a star (*): Address, Zip Code, and Phone Number. �Click Validate Address (you cannot go any further without clicking this).�Click OK.�
	Click on the Primary Practice Location link (in blue).��
	Click Add Address.�
	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.
	�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.�
	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 to go back to the main application page (Not shown) . �The Close button is on the top left corner.�
	Click on the Step 3: Add Specialties link�Click Add.
	For both Provider Type  and Specialty, choose Home Help Individual.�Click OK.
	Click on the Step 4: Associate Billing Provider link.�Click on the Add button.�
	Select Type of ID.�Enter the CHAMPS ID number of the agency you will be working for. �Enter the start date that you will begin working for the agency.�Click on Confirm Provider. �Click OK.�
	Click Close to return to the main application page.��Steps 5-7 and 9-11 are optional. As a home help provider, you do not need to complete these steps.
	Click on the Step 8: Add Provider Controlling Interest/Ownership Details link.�Click on the Add button.�
	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.�
	Click on the Managing Employee SSN link (in blue).�
	Click Add.�Select your name under the Owner Name drop down menu.�Select Self in the Relationship  drop down menu.�Click OK.
	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”.�
	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.
	Repeat the previous steps for the Individual Owner Type:�Click on the Individual Owner Type SSN link (in blue).
	Click Add.�Select your name under the Owner Name drop down menu.�Select Self in the Relationship  drop down menu.�Click OK.
	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”.�
	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).
	Click on the Step 12: Complete Enrollment Checklist link.�
	Answer the Provider Checklist questions by choosing Yes or No in the drop down menus of the Answer column.�Click Save.�Click Close.
	Click on the Step 13: Submit Enrollment 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)”.
	Read the Terms and Conditions (Enrollment Process) statement.�Check the box at the bottom indicating you have read and agree to the terms.�Click Submit Application.
	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.�
	Tracking 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.�
	Appendix A
	Sign into the State of Michigan Single Sign On by going to http://sso.state.mi.us and entering your User ID and Password.�This will take you to the Single Sign On Application Portal.
	Below is the display of the Application Portal. �Click on the CHAMPS hyperlink.�Read the MDCH Systems Use Notification on the next page and click Acknowledge/Agree.
	Below is the display of the CHAMPS home page for an existing provider.�Click on the Track Application hyperlink. 
	In the Request Domain Access section, click on the Home Help Providers requesting access to their information hyperlink.
	Choose Individual.�Enter the required information indicated by the asterisk (*).�Check the box verifying that you have read and agree with the Terms and Conditions.�Click Submit.�Click OK on the text box that pops up.
	You are now enrolled to access Electronic Service Verification.�Click Logout to completely exit the system. 
	Click on the CHAMPS hyperlink.�Read the MDCH Systems Use Notification on the next page and click Acknowledge/Agree.
	In the Select Profile box, click on Home Help Access�Click Go. This will take you to the CHAMPS home page
	In the Provider tab, click Manage Provider Information.
	Click on the Step 1: Provider Basic Information link.�Verify your information on the pop-up screen and make changes as needed.�Click OK.
	Click on the Step 2: Locations link.�Click on Primary Practice Location on the next page. 
	Click on the “approved” Correspondence link (in blue) to change the address where you regularly receive mail.�
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	Click on the Step 4: Associate Billing Provider link.�Click on the Add button.�
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