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Provider Enrolilment
New FAO Enrollment

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

-Provider Relations




New FAO Enrollment




State of Michigan Single Sign (

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

fogn | [Signlp |

User ID: If you are a new user to Single Sign-On, click Register to

ﬁ‘ ‘ create your User ID and Password.

Password:

—3 \

Forgot Password?

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

Michigan.gov Home | Help/FAQs | Contact Us




State of Michigan Single Sign Or

Application Portal

WELCOME

]

Your password will expire in 12 days.

You are currently subscribed to the following applications:

+ CHAMPS €

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




State of Michigan Single Sign O

User ID: Sign OFff

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 MDCH. 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 infermation on the systems
for which they have authorization. Systems users will not use MDCH 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 infprmation provided by the Michigan Department of Community Health computer
information systgms 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.

.-‘é‘q.C i{n CIW|E."d-g E.I".-E'ug ree ] ijﬂCEi




CHAMPS

Community Health Automated Medicaid Processing System

Select Domain

Select Profile

Select Favorite




—— T
@nmps < My Inbox~ Provider~ »
b §

E Note Pad @ Extermnal Links ¥ %* My Favorites™ e Print Q Help

NPI: Name:
C  Latest updates A #  Calendar A
System Notification % 14.48 AM 2o
Attention All Providers: Due to system maintenance activities, the CHAMPS system will be down between 6:00 AM :
Saturday, January 10th through 9:00 PM Sunday, January 11th, 2015 with the exception of Health Care Eligibility m
Benefit Inquiry and Response (Core 270/271) Real-time transactions which will be down between 6:00am and

Mo Tu We Th Fr Sa Su
1 2 3 4

5 ] 7 8 9 10 1"

12 13 14 15 16 17 18

19 20 21 22 23 24 25

10:00am on Saturday January 10th. This outage will affect the CHAMPS system access for all functionality.

ooOm % 27 28 29 30 3
- Today -
# My Reminders A
Fiter By = ®Go B save Filters ¥ My Filters ™
Alent Type Alert Message Alert Date Due Date Read
AT AY AT AY AY

No Records Found !




— T
QHnmPS < My Inbox~ Provider~ »

Q Quick Find B Note Pad @ External Links ¥ % My Favorites™ 2 Print © Help

» Mylnbox » New Enroliment

#  Enroliment Type ~

Select the Applicable Enroliment Type

Individual/Sole Proprietor
= Regular Individual’Sole Proprietor (Choose this option to be a Medicaid Individual/Sole Proprietor, you may participate in the EHR-MIPP.)

EHR-MIPP Only Provider {Choose this option to participate only in EHR-MIPP.)
) Managed Care Network Provider Only
* Managed Care Network Provider and EHR

Group Practice (Corporation, Partnership, LLC, etc.)
» Billing Agent
@ Facilty/Agency/Organization (FAO-Hospital, Nursing Facility, Various Entities) h
Contractor/MCO

= HIPAA-Exempt Individual/Sole Proprietor
Regular

) Home Help

. HIPAA-Exempt Facility/Agency/Organization (FAO)
= Regular

= Home Help

@ Submit

e Select Facility/Agency/Organization (FAO) Provider/Enrollment type




B Print @ Help
Basic Information: Enter required fields and click Confirm button.
EE@E Infnrm@
Legal Entity Name: (As shown on the Income Tax Return)
Entity Business Name: * (Doing Business As)
NPL: *

)
EINITIN: *

Contact Email Address

Email-1 : Iél
Email-2
Email-3
é @ confirm | | =} View Screening Re v ® cancel
Page ID: digAddBasicinformationStep1(Provider)
e Enter all required information

e Select “Confirm” and “Finish”




o

Application ID: 20150325343944 Name: TEST FAO

Basic Information

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

Your Application ID is: 201503253439“?

Please make note of this Application ID. This is the number you will be required
to use to track the status of your enrollment application. Without this number,

you will not be able to access your application and your information will be deleted.

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

é « 0K

» Take note of the Application Id Number




e
@Hmps ¢ Mylnbox~ Provider+ »
Q Quick Find K Note Pad @ External Links ™ % My Favorites™ & Print Q Help
> Mylnbox 3 New Enrollment > FAQ Enrollment
Application ID: 20150325343944 Name: TEST FAQ
00
#  Enroll Provider - FAQ A
Business Process Wizard - Provider Enrollment (FAQ). Click on the Step # under the Step Column.
Step Required Start Date End Date Status Step Remark
Step 1: Prowder Basic Information Required 0372572015 0312512015 Complete
Step 2: Add Locations Required Incomplete h
Step 3: Add Specialties Required Incomplete
Step 4: Add License/Certification/Other Optional Incomplete
Step 5: Add Mode of Claim Submission Required Incomplete
Step 6: Associate Billing Agent Optional Incomplete
Step 7: Add Provider Controlling Interest/Gvmership Details Required Incomplete
Step 8: Add Taxenomy Details Required Incomplete
Step 9: 835/ERA Enrollment Form Optional Incomplete
Step 10: Complete Enroliment Checkist Required Incomplete
Step 11: Submit Enrollment Application for Approval Required Incomplete
View Page: 1 ©co | BrageCont | 69 SaveToXLS Viewing Page: 1 Wrist | $rev | ¥ e | B

 When submitting a new enrollment, all required steps will need to be completed
and in numerical order




Providerv

@nmps ¢ yhbory

QOuickFind ﬁHo[ePad @Ememall'mks'

l!l il

0 Help

¥ My Favortes ¥

) Mylnbox ) New Enolment ) FAQ Envollment

Application [0: 2015032534304 Name: TEST FAQ

ose JLRES mmm Correspondence and Remittance Advice addresses, click on Location Type hyperlink.

@ Locations LD

Fifer By " ' Oa
Doing Business As Location Type Location Details
Y AvY AY

No Records Found !

B SoveFiters Yl Fiters ¥

End Date

AY

o Select “ADD” to enter Primary Location information




= Print @ Help

Application ID: 20150325343944 Name: TEST FAO
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
i#  Add Provider Location -~
Location Type: | Primary Practice Location E *
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.)
Address Line 1: * Address Line 2:
(Enter Street Address or PO Box Only) |
Address Line 3: City/Town: | OTHER E *
State/Province: | OTHER E| " County: | OTHER B
Country: | UNITED STATES EI * Zip Code: = € validate Address
Phone Number: * Extn: Fax Number:
Email Address: Web Page:
Office Hours: E Communication Preference: | CHANMPS Motice E -
' OK ® cancel

e Complete Address Line 1 and Zip Code fields then select “Validate address”
e The remaining information will populate after validating
* Phone number is a required field




Application ID: 20140826500043

Remittance Advice
= Add Provider Location
Location Type:

Doing Business As:

Pivorse Number:

Email Address:

CHfic Hours:
Accepting Mew Clients: e

Offers DB-Gyn Services:

Handicap Accessible: | Mo o

Accept 835(reported at EINTIN level): | Mo b

Address Line 1;

Address Line 3:

State/Province:

Mame: Tast Training

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

Prifmarny Practice Location o |~
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.)

Adkiress validaion Successul
320 S WALNUT ST - Address Line 20
(Enfer Streel Address or PO Box Dnly)

CityTown: | LANSING "
MICHIGAMN o - County:  INGHAM Bt
o | Fip Code: | 48533 - 2014 & Vakdate Address
o= | Fax Humber:
Web Page:
S Communécation Preference: | CTHaMPS MNo e

Maximum Chents:

bt Pediatric Services: o

FOHC: i

Language{s} Spoken: | Arabic (For Multiple Selecion, use Ctrl Key)
Chinese

é o O B Canced

e Continue to complete all required Asterisk * fields
 When Primary Practice Location information is complete, select “OK” to proceed




@ﬁmps ¢  Mylnboxv Providerv )

QQuickFind | NotePad @ Extemal Links ™ * My Favorites 2 Print OHeIp

3 Myinbax ) New Envoliment ) FAQ Envollment

Application ID: 2015032534944 Name: TEST FAQ

0 Aau@dity Pay To, Correspondence and Remittance Advice addresses, click on Location Type hyp@

i Locations List A
Fiter By & 06 B Save Fiters Yy Fiters ¥
~ Doing Business As Location Type Location Details End Date
Y Av Av Ay

Prmary Practice Location h 320 5 WALNUT ST, LANSING, MICHIGAN 45933 1213112999
B 0cte View Page: | O Braeon 6 SaeTols Viewing Page: 1 ®rist QP | ¥ Not | W Las

e Select Primary Practice Location to add Pay To, Correspondence and
Remittance Advice Address (add only if a Paper RA is needed)




@RI’_T!PS < My Inbox~ Providerv

> Mylnbex > Mew Enrcllment > FAO Enrollment > General

Q, Quick Find | Note Pad @ External Links v % My Favorites™

Application ID: 20150325343944 Name: TEST FAO

m B Save To add additional addresses, click ‘Add Address’ button.
Language(s) Spoken: English P

Accept 835({reported at EIN/TIN :
level): No E (For Multiple Selection, use Ara_blc
CtriKey) Chinese
End Date: | 12/31/2999 &

i Facility Details

Fiscal Year End Date: | 12/31 X
State Facility ID: Licensed Medicaid Bed(s):
L (mmidd)
Licensed Medicaid/Medicare Bed
Licensed Medicare Bed(s): (s): Ventilator Dependent Unit(s):
(Dual Certified)
Licensed LTC Unit(s):
Swing Bed(s): Acute Care Bed(s):
(Long Term Care)
Temporarily Non Available: Distinct Part Unit: | None |;| ;!
© Add Address h
#  Address List
) Address Type Address End Date
= AY AY AY
Lecation 320 S WALNUT ST, LANSING, MICHIGAN 48933 12/31/2999
B Delete | View Page: 1 (0] B Page Count SaveToXLS Viewing Page: 1 & Fist || € Pre

é Print

© Help

4

e Select the “Add Address” button




B Print @ Help

Application ID: 20141107534504 Name: Test, Training

Add Provider Location Address ~

Type of Address: | __SELECT--- End Date:

Location Address:

| Correspondence
Pay To
Remittance Advice

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

Address Line 1: * Address Line 2:
(Enter Street Address or PO Box Only)

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

State/Province: | OTHER IZI‘ County: | OTHER Izl

Country: | UNITED STATES B * Zip Code: - © validate Address h

é v oK | | @ cancel

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




Qunmps < My Inbox~ Providerv

Q, Quick Find ‘ Mote Pad @ External Links v % My Favorites™ é Print

> Myinbox > Mew Enroliment » FAO Enroliment > General

Application ID: 20150325343044 Name: TEST FAC
Bsae To MSses. click ‘Add Address’ button.
End Date: | 12/31/2899 =

i Facility Details

Fiscal Year End Date:  12/31 o

State Facility ID: Licensed Medicaid Bed(s):
(mmidd)

Licensed MedicaidiMedicare Bed

Licensed Medicare Bed(s): (s): Ventilator Dependent Unit(s):
{Dual Certified)
Licensed LTC Unit(s):
Swing Bed|s): Acute Care Bed(s):
{Long Term Care)
Temporarily Non Available: Distinct Part Unit:  None |_'_ *
0 Add Addrass
i  Address List ~
B Address Type Address End Date
AV AT AY
El Cormrespondence 320 S WALNUT ST, LANSING, MICHIGAN 48933 12/31/2999
Location 320°'S WALNUT ST, LANSING, MICHIGAN 48933 12131/2999
Pay To 320 S WALNUT ST, LANSING, MICHIGAN 48933 12/31/2999
1l Delete  View Page: 1 ® E 1 SaveToXLS Viewing Page: 1 « € Prev || ¥ e || B

e When all location addresses have been completed, select “Save”
e Select “Close” to proceed




@nmps £ My Inbox v Provider~ ’

Q Quick Find L Note Pad @ External Links ¥ * My Favorites ¥ Q Print 7] Help

> Myinbox ) Mew Enroliment » FAQ Enroliment

Application ID: 20150325343944 Name: TEST FAQ
00|
#  Enroll Provider - FAO A
Business Process Wizard - Provider Enrollment (FAQ). Click on the Step # under the Step Column.
Step Required Start Date End Date Status Step Remark
Step 1: Prowder Basic Information Required 03/25/2015 0312512015 Complete
Step 2 Add Locations Required 03252015 03/25/2015 Complete
Step 3: Add Spacialties h Required Incomplete
Step 4: Add License/Centification/Other Optional Incomplete
Step 5: Add Mode of Claim Submission Required Incomplete
Step 6: Associate Billing Agent Optional Incomplete
Step T- Add Provider Controlling Interest/Ownership Details Required Incomplete
Step 8: Add Taxonomy Details Required Incomplete
Step 3: B35/ERA Enrollment Form Optional Incomplete
Step 10: Complete Enroliment Checklist Required Incomplate
Step 11: Submit Enrollment Application for Approval Required Incomplete
View Page: .1 ©co | BPage Coun SaveTolLS Viewing Page: 1 ®rirst || € Prev | ¥ Next | B

e Continue to Step 3 to add Specialties for Provider




@nmps ¢ Mylnboxv Providerv

QuickFind | NotePad @ Extemnal Links ™

% My Favorites ¥ i Prin OHeIp

) Mylnbox ) New Envolment ) FAQ Enrollment

Application ID: 2015032543044 Name: TEST FAO
[ o <—
@Ity!&ubspeclalty s
| Fiter By 1] 06
Specialtyl Subspecialty Provider Type
AY AY
No Records Found

End Date

LY

B Save Fiters Yy Fiers ™

e Select “Add” to enter Specialty Information




B Print @ Help

Application ID: 20150325343944 Name: TEST FAO
Add Specialty/Subspecialty -
Location: | 01- B *
Provider Type: | __SELECT--- E ®
Specialty: B *
End Date: =
Add Subspecialty -~
Available Subspecialties Associated Subspecialties *
»
«
« 0K ® cancel

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




B Print @ Help

Application ID: 20150325343944 Name: TEST FAQ

Add Specialty/Subspecialty ~

Location: | 01- EI =
Provider Type: | SUPPLIERS E :

Specialty: | Medical Supply Company EI )
End Date: =

Add Subspecialty ~

Available Subspecialties Associated Subspecialties *

DIS Contract Mo Subspeciality

With Licensed Pharmacy
With Orthotics Personnel » h
With Registered Pharmacist

With Respiratory Therapist «

é 0K | | ® cancel

 When Provider Type and Specialty have been chosen, the available
subspecialties will be listed

e Select and add by clicking >> from Available Subspecialties to Associated
Subspecialties

 When completed, select “OK” to proceed




QI-IQmPS 4 My Inbox Providerv »

Q Quick Find [ Note Pad @ External Links ¥ % My Favorites™ i Print 1] Help

> Mylnbox > New Enroliment » FAQ Enrollment

Application ID: 20150325343944 Name: TEST FAO

#  Enroll Provider - FAO A

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

Step Required Start Date End Date Status Step Remark

Step 1: Provider Basic Information Required 0372572015 03/25/2015 Complete

Step 2: Add Locations Required 0312572015 03/25/2015 Complete

Step 3. Add Specialties Required 03/25/2015 03/25/2015 Complete

Step 4: Add License/Certification/Other h Required Incomplete Please add required License/Cerification
Step 5: Add Mode of Claim Submission Required Incomplete

Step 6: Associate Billing Agent Optignal Incomplate

Step 7: Add Provider Controlling Interest/Ownership Details Required Incomplete

Step 8 Add Taxonomy Details Required Incomplete

Step 9: 835/ERA Enrollment Form Optional Incomplete

Step 10: Complete Enrollment Checklist Required Incomplete

Step 11 Submit Enrollment Application for Approval Required Incomplete

View Page: | 1 Qoo WraeCont | 6 SaveToXs Viewing Page: 1 K irst || €7 Ak

e Continue to Step 4 - Add Licenses and Certifications




@hmns ¢ Mylnboxv Providerv )

Q[Jui::kFind Iﬂole Pad @Erlemai Links¥ % My Favorites™ QPﬁni BHeIp

) Myinbox ) New Enrollment ) FAQ Envollment

Application I0; 2015032534304 Name: TEST FAQ
M 0 €
% LicenselCertfication/Other List A
IFlIier By I I@Gﬂ B Save Filers My Fiers ™
License/Cert.Other Type License/Cert/Other # Location Valid Flag Effective Date End Date
iv "\ Y iv AY I\
No Records Found !

e Select “Add” to enter License/Certifications




& Print @ Help

Application ID: 20150325343944 Name: TEST FAO

Add License/Certification/Other -

Location: 01-5 *

License/Certification/Other Type: *  LicenselCertification/Other #: *
Valid Flag:
Effective Date: & " End Date: =

é @ Confirm License/Certification/Other | | «# 0 ® Cancel

* From the drop-down menu, select type and complete all required fields
e Select “Confirm License/Certification/Other” once completed




@ﬂmps {  Mylnboxv Providerv )

QQuickFind [ NotePad @ FExtemalliksy % MyFavoritesy S Print @ Help

y Mylnbox 3 New Envolment  FAQ Enrollment

Application ID: 2015032634304 Name: TEST FAO
0 4 —

i License/Certification/Other List A
Fiter By ] 0c B Save Fiers iy Fiers ¥
~ License/Cert/Other Type License/Cert, Other # Location Valid Flag Effective Date End Date

AY I\ LY AT AY I\

O Medicare Cerication N2 01 Yes 01/01/2015 123112999

B Deite View Page: 1 Oce Braeton @ SaeTols Viewing Page: 1 STEIE S AT

* To add another License/Certification repeat the same process
e If you are finished adding licenses, select “close”




@ﬁhps < Mylnbox~ Provider ’
Q Quick Find | Note Pad @ External Links ¥ % My Favorites ™ = Print (7] Help
> Myinbox » Mew Enroliment ) FAQ Enrollment
Application ID: 20150325343944 Name: TEST FAO
3
#  Enroll Provider - FAO A
Business Process Wizard - Provider Enrollment (FAQ). Click on the Step # under the Step Column.
Step Required Start Date End Date Status Step Remark
Step 1: Prowider Basic Information Required 03/25/2015 03/26/2015 Complete
Step 2: Add Locations Required 03/25/2015 03/25/2015 Complete
Step 3. Add Specialties Required 0372572015 037252015 Complete
Step 4: Add License/Cerification/Other Required 03/25/2015 03/25/2015 Complete
Step 5. Add Mode of Claim Submission h Required Incomplete
Step 6: Associate Billing Agent Optional Incomplete
Step 7: Add Provider Controlling Interest/Ownership Details Required Incomplete
Step 8: Add Taxonomy Details Required Incomplete
Step 9: 835/ERA Enrollment Form Optional Incomplete
Step 10: Complete Enrollment Checklist Required Incomplete
Step 11: Submit Enrollment Application for Approval Required Incomplete
View Page: 1 ©co Wraoe ot | B SaveToxLS Viewing Page: 1 st || € Py | P flext || Last

e Continue to Step 5 - Add Mode of Claim Submission




B Print @ Help

Application ID: 20150325343944 Name: TEST FAO

Gode of Claim Submission Details »

You may check multiple Modes of Claim Submission.

Identify Claim Submission Details.

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

[0 Online Direct Data Entry (DDE) [l Paper [™ Not Applicable

é 0K | ®cancel

e Check all Modes of Claim Submission for your practice
e Select “OK” to proceed




QH—RmPS L4 My Inbox v Providerv »

Q, Quick Find | tote Pad @ Extemal Links » * My Favorites ¥ = Print © Help

» Myinbox > New Enroliment ) FAO Enrollment

Application ID: 20150325343944 Name: TEST FAQ

0':|i|5,-_a

#  Enroll Provider - FAO A

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

Step Required Start Date End Date Status Step Remark

Step 1: Prowder Basic Information Required 03/25/2015 03/25/2015 Complete

Step 2 Add Locations Required 03/25/2015 03/25/2015 Complete

Step 3: Add Specialties Required 03/25/2015 03/25/2015 Complete

Step 4: Add LicensefCentification/Other Required 03/25/2015 03/25/2015 Complete

Step 5: Add Mode of Claim Submission Required 03/25/2015 03/25/2015 Complete

Step 6 Assaciate Billing Agent h Required 03/25/2015 Incomplete Please associate required Billing Agent
Step T Add Prowder Contralling Interest/Cwmership Details Required Incomplete

Step 8: Add Taxonomy Details Required Incomplete

Step 9: 835/ERA Enrollment Form Optional Incomplete

Step 10: Complete Enrollment Checklist Required Incomplete

Step 11: Submit Enroliment Application for Approval Required Incomplete

View Page:.1 . ©cs  Wreo Count | 6 SaveTons Viewing Page: 1 € First || € Freu || @ Next ([

e Continue to Step 6 - Associate Billing Agent




@nﬁps ¢ Myhbox Providerv

QauickFind | NotePad @ Extemal Links™

* MyFavores A Pint @ Help

) Mylnbox ) New Envollment ) FAQ Envollment

Application 1D: 2015032534304 Name: TEST FAQ

i 0y €

i Billing Agent List

Fiter By B 06

Billing Agent 0 Billing Agent Name 835 Authorization Start Date
AY AY AY iv
No Records Found !

B Save Fiters Yy Fiters ™

End Date

Ay

o Select “Add” to enter Billing Agents




B Print @ Help

Application 1D: 20150325343844 Name: TEST FAO

i Associate Billing Agent o

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

Billing Agent ID: * Billing Agent Name:
Association Start Date: & Association End Date: =
i Authorized Transaction Responses A
Transaction Response Authorized Start Date End Date
X12 835 - Healthcare Claim Status ] [ ]

é @ Confirm/Search Biling Agent | | ## 0 ® Cancel

» Select the “Confirm/Search Billing Agent” button to search for a Billing Agent




B Print @ Help

Application ID: 20150325343944 Name: TEST FAOQ
O Close © Select h
i  Billing Agent List -~
Filter By B Oceo B save Filters | ¥ My Filters ™
Billing Agent ID Billing Agent Name Start Date End Date
a ATV AT AY AY
1200009 BLUE CROSS BLUE SHIELD 01/01/1984 12/31/2999
1200018 BLUE CROSS & BLUE SHIELD 01/01/1984 12/31/2999
1200027 CLAIMS PROCESSING SERVICE 04/30/1998 12/31/2999
1200036 GRAMND OAKS NURSING CENTER 12/08/1999 12/31/2999
| 1200045 WEST HICKORY HAVEN 0272572000 12/31/2999
] 1200054 NORTHWOODS NURSING CENTER 06/04/1999 12/31/2999
] 1200073 HOME HEALTH CUTREACH 021972002 12/31/2999
] 1200082 WESTWOODS OF NILES 0272572000 12/31/2999
[ 1200091 PROFESSIONAL MED TEAM AMB 06/22/2000 12/31/2999
[ 1200107 ABRAMSOMN/BRAUN/ERFOURTH 1042372000 12/31/2999
View Page: | 2 ®Gco [ Page Count || fd SaveToXLS Viewing Page: 1 rirst | € Prev | ¥ Next |3 Last

* Check the box next to the Billing Agent you want to select
* Note: There is more than one page of Billing Agents




| ewotr |

Associate Billing Agent A

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

Billing Agent ID: | 12p0009 * Billing Agent Name: BLUE CROSS BLUE SHIELD
Association Start Date: | 03/25/2015 & Association End Date: | 12/31/2999 =]
#  Authorized Transaction Responses A

Transaction Response Authorized Start Date End Date

A12 835 - Healthcare Claim Status

® Confirm/Search Billing Agent | | #f OK ® cancel

e Select “OK” upon completion of required fields




@hmps ¢ Mylnboxv Providerv

Q Quick Find

B tote Pad

@ Extemal Links ¥ My Favorites™ APt @ Help

) Mylnbox ) New Enrollment ) FAC Envollment
Application ID; 2050325343944
(B e—

#  Biling Agent List

Fiter By |

Billing Agent 1D Billing Agent Name
C Ay AY

1200009 BLUE CROSS BLUE SHEELD
i Delete  View Page: 1 Oco Bt B SaeTols

06

Name: TEST FAQ

835 Authorization

AY

Yes

Viewing Page: 1

B SaveFiters ¥y Fiters”

Start Date End Date
AY AY
0312512015 1273112999
& | €Per | ¥ er | WL

o After selecting Billing Agent, select “Close” to proceed




@nmps ¢  Mylnbox~ Providerv >

Q Quick Find K NotePad @ Extemnal Links¥ % MyFavorites¥ @ Print @ Help

> Mylnbox > New Enroliment ) FAO Enrollment

Application ID: 20150325343944 Name: TEST FAQ

#  Enroll Provider - FAO A

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

Step Required Start Date End Date Status Step Remark

Step 1; Prowder Basic Information Required 03/25/2015 03/25/2015 Complete

Step 2: Add Locations Required 03/25/2015 03/25/2015 Complete

Step 3: Add Specialties Required 03/25/2015 03/25/2015 Complete

Step 4: Add License/Certification/Qther Required 0372572015 0372512015 Complete

Step 5: Add Mode of Claim Submission Required 03/25/2015 03/25/2015 Complete

Step 6: Associate Billing Agent Required 03/25/2015 03/25/2015 Complete

Step 7: Add Prowder Controlling Interest/Ownership Details h Required 03/25/2015 Incomplete Please enter required Controlling Interest/Ownership.
Step 8: Add Taxonomy Details Required Incomplete

Step 9: 835/ERA Enraliment Form Required Incomplete Please complete ERA form

Step 10: Complete Enrollment Checklist Required Incomplete

Step 11: Submit Enroliment Application for Approval Required Incomplete

ViBWPEQEIE Oco  Brao o | B SaveToxls Viewing Page: 1 Wrpst || € prey || ¥ Nesa | O Last

e Continue to Step 7 - Add Provider Controlling Interest/Ownership Details




Providerw

Q Print 0 Help

Qn_ﬁmps L4 My Inbox~

Q Quick Find B NotePad @ ExtemalLinks¥ % My Favorites™

> Mylnbox » New Enroliment » FAO Enrollment » General

Application ID: 20150325343944 Name: TEST FAO

< i#t Owners List >
o Add b
B Save Filters Y My Filters ™

Filter By B Oco ]
- Owner SSN/EINITIN Owner Information Owner Type Start Date End Date
B \y AY AY AY AY
No Records Found !
8 A
© Add Other Owned Entity ~ List Ownership Interest in other Entities reimbursible by Medicaid and/or Medicare.
Fitter By | Z | @ Go [ saveFilters Y My Filters ™
r Other Owner EINTIN Other Owner Information Address
- AV AvY Av

No Records Found !

Select “Add” to enter owner information




= Print @ Help

Application ID: 20150325343544 Name: TEST FAO
SELX-LE

— _
Owner Type: - SELECT— i x‘:’ Percentage Owned: rh

SSN: |Agent EIN/TIN:
Board of Directors/Officers/Principles
Caorporate - Charitable 501[c]3

Legal Entity Name: |Corporate - Non Charitable Entity Business Name:
({ Foreign, Nonresident Alien (Doing Business As)
Government
First Name: | Holding Company Last Name:
Individual
Suffix: ||Limited liability Company DOB: &
Managing Employee
Phone Number: Partnership Email:
Sub-contractor
Start Date: E - End Date: = i
Address Line 1: * Address Line 2:
(Enter Street Address or PO Box Only)
Address Line 3: CityiTown: | OTHER EI *
State/Province: | OTHER E * County: | OTHER EI
Country: | UNITED STATES E * Zip Code: = € validate Address —

-

q « 0K | | ® Cancel

o Select the Owner Type and Percentage Owned by selected Owner
e Complete all asterisk * fields and select “Validate Address”
e Select “Ok” to proceed




= Print @ Help

Application ID: 20150325343944 Name: TEST FAO

»

rest/Ownership ~ [l

Managing Employee E ‘ﬂh Percentage Owned: x

Is a general manager, business manager, administrator, director, or other individual that exercises operational or managerial control over, or who directly or indirectly conducts, the day-to-day

operation of the institution, organization, or agency, either under contract or through some other arrangement, whether or not the individual is a W-2 employee.

Entity Business Name:

(As shown on the Income Tax Return) (Doing Business As)
* Last Name: *
| DOB: B -
* Extn: Email: =
=@ |- End Date: =]
* Address Line 2:

(Enter Street Address or PO Box Only)

City/Town: | OTHER E ®

OTHER E : County: | OTHER E

UNITED STATES |T| * Zip Code: - € validate Address h hd

4 | 1 | 3

é v 0K | | ® cancel

e Managing Employee information must be completed
e All Asterisk (*) fields must be completed
* Enter Address Line 1 and Zip Code and select “Validate Address”

Select “Ok” to proceed




@nfnps ¢

My Inbox~

Provider~

Q, Quick Find

ki Note Pad @ External Links =

% My Favorites

a Print

© Help

> Myinbax

Application ID: 20150325343944

#  Owners List

© Add

Filter By E

Owner SSN/EINTIN

AV

> Mew Enrollment > FAO Enrollment »

222222222 h

123456789
nnm

W Delete View Page: | 1

General

®co

Owner Information

AY
Testing, Tester
Testing Owner

Tester Testing

d SaveToXLS

Name: TEST FAOD

Owner Type

AY
Board of Directors/Officers/Principles
Corporate - Non Charitable

Managing Employee

Viewing Page: 1

© Add Other Owned Entity | List Ownership Interest in other Entities reimbursible by Medicaid and/or Medicare.

Filter By 'T|

Other Owner EINITIN

AV

®co

Other Owner Information

AY

No Records Found !

Start Date

AY

01/01/1995

01/01/1990

01/01/1995

B saveFilters ¥ My Filters ™

End Date

AY
12/31/2999
12/31/2999

12/31/2999

L ST »

E Save Filters ?My Filters ¥

Address

AY

o After entering all owner types, Select the Owner ID hyperlink to continue the
Ownership Detalls
* Please note this process must be completed for all Owners listed




@nﬁlps L4 My Inbox~

) Mylnbox ) New Enroliment > FAQ Enroliment ) General

Application ID: 20150325343944

Address Line 1:

Address Line 3:
State/Province:

Country:

O add

B inactivate

e

=l Relationship

lter By B

- Owner Name

AY

Providerv

320 S WALNUT ST i

(Enter Street Address or PO Box Only)

MICHIGAN | X

UNITED STATES H :

_@Go

Relationship

AT

Name: TEST FAQ

Modified Date

AT

No Records Found !

Q Quick Find

i Note Pad @ External Links ¥ * My Favorites ¥ Q Print
Address Line 2:
City/Town: | LANSING "
County: | INGHAM |—-
Zip Code: | 48933 - 2014 © Validate Address
[ save Filters ¥ My Filters ™

Operational Status

AT

© Help

i

o Select “Add” to enter relationship information




= Print @ Help

Application ID: 2015032534394 Name: TEST FAQ

i Add Owner Relationship

Owner Name: _SELECT-™

Others ]
Tester Testing
Testing Owner

Relationship:

VoK ®Cancel

e Select the Owner Name from the drop-down menu




o,

Application ID: 20150325343944 Name: TEST FAQ

i Add Owner Relationship g

Owner Name: | _SEIECT— B

Relationship: é---SELECT--- v <_

Daughter
Daughter-In Law
Father

Father-in Law —_— YOk O Cancel
Mother
e Select the Relationship from the drop-down menu
e Select “OK’ to continue




@l—n}hps < My Inbox = Providel

re

Bprint @ Help

» Myinbox > Track > FAD Enrolment > Genaral

Application ID: 20150325343944

U
Phone Number:

Start Date:

Address Type:

Address Line 1:

Address Line 3:
State/Province:

Country:

©add Inactivate

B Relationship

Filter By |Z|

Owner Name
AV
| Tester. Testing

] [Testing Owner

(444) -6789

0101995 M

Home Address

320 S WALNUT ST

(Enter Street Address or PO Box Only)

MICHIGAN

UNITED STATES

Relationship
AY

Nane

None

View Page: 1 @ k- SaveToXLS
#  Final Adverse Legal Actions/Convictions Discl e
Guestion

Chick the fink “Final Adverse Legal Actions/Convic!

ns Disclosure” to read and answer the disclosure, h

Name: TEST FAQ

Modified Date
AY

0372672015 07:50:34

03/26/2015 07.50:51

Viewing Page: 1

o UL 130y -
Email:
End Date: | 12/31/2999 B

Address Line 2:

CityiTown: | LANSING

County: | INGHAM ]|

Zip Code: | 48233 -| 2014 € vaidate Address

-~
B save Fitters | ¥ My Filters ™
Operational Status
AY
Acthve
Active
« < Hd »
N
Answer Final Adverse Comments

Legal Action Imposed

ot Completed

e Select the “Final Adverse Legal/Action/Convictions Disclosure” hyperlink




B Print @ Help

Application ID: 20150325343944 Name: TEST FAO

appeals are pending.

CONVICTIONS

_The provider, supplier, or any owner of the provider or supplier was, within the last 10 years preceding enrollment or revalidation of enrollment, convicted of a Federal or State felony offense that CMS has determined to be 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 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 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 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
itern 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 service.
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 1001101 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, or any debarment from participation in any Federal Executive Branch procurement or non-procurement program.
4 Any current Medicaid payment suspension under any Medicaid enroliment.

5_Any Medicaid revocation of any Medicaid provider billing number.

FINAL ADVERSE LEGAL ACTION/CONVICTION ACTION HISTORY

1. Have you, under any current or former name or business identity, ever had a final adverse legal action listed above imposed against you? © Yes © Noww}:

é v 0K @® Cancel

m

@

e After reading the information, check either “Yes” or “No”
e Select “OK” to continue




< My Inbox~ Provider-

ote Pad @ External Links ~ % My Favorites»

¥ Wyhnbox » Track App ent 3 General

Application ID: 20150325343544 Hame: TEST FAQ

m Bsave h

DUINX :. DAL | Wi i Y -
Phone Number; | (111) 222-3456 * Exdn: Email;
Start Date: | 01/01/1995 B End Date: | 12/31/2999 a

Address Type: Home Address

Address Line 1: | 320 8 WALNUT T = Address Line 2:
(Enter Street Address or PO Box Only)
Address Line 3: CityTown: | LANSING [=] -
State/Province: | MICHIGAN =l County: | INGHAN =l
Country: UNITEDSTATES [z ZipCode: | 48933 [-| 2014 © Vaidate Address
O add | | B inactivate
#  Relationship ~
Filter By H ©co B save Filters ¥ My Filters ¥
= Owner Name Relationship Modified Date Operational Status
~ AT AT AY AY
) Testing Owner None 032672015 07:54:03 Active
T TestingTester MNone 032672015 07-54:10 Active
View Page:| 1 ®cs | EFece Count | 6 SaveToXLs Viewing Page: 1 Qs || € ey || D> »
#  Final Adverse Legal Actions/Convictions Disclosure A
Question Answer Final Adverse Comments
Legal Action Imposed
Chck the fink "Final Adverse Lagal Actions/Canvictions Disclosure” to read and answer the disclosure. Completed No

e After you have completed the relationship and adverse action question, select
“Save” and “Close”




== I
@Hnmps {  Mylnbox~ Provider Y
Q Quick Find Bitoterad @ External Links» % My Favorites Apint @ Help
y Myhbox ) Track Appbcaton 3 FAQ Enoliment
Application I0: 2015032534394 Name: TEST FAD
& Enroll Provider - FAO A
Business Process Wizard - Provider Enrollment (FAQ). Click on the Step # under the Step Column,
Step Required Start Date End Date Status Step Remark
Step 1: Provider Basic Information Required 0372572015 03sans Complete
Step 2: Add Locatons Requred 03252015 032502015 Complete
Step 3. Add Speciaties Requred 03252015 03252015 Complate
Step 4: Add Licensa/Certification/Other Requred 3252015 azsans Complete
Step 5 Add ltode of Claim Submission Requred 0325205 D3257H5 Complete
Step & Associate Bling Agen! Required 03/2572015 D3/2572015 Complete
Step 7: Add Provider Conirofing inierestOwnership Detals Required 032572015 03262015 Complete
Step 8, Add Taxonomy Delsls h Required incomplete
Step 9. B3SERA Envoliment Form Required Incomplete Please compléts ERA form.
Step 10: Complete Envoliment Checkist Requrred hcomplete
Step 11: Submit Enroliment Appication for Approval Requred Incomplete
View Page: 1 O Broeloud B SaeTols Viewing Page: 1 €rrsl | €re || ¥ Nl | B

e Continue to Step 8 - Add Taxonomy Details




Proider=

@Hfﬂﬂi ¢ lylnboxv

Qouckfid  §ootePsd  Qbemallinksr X MyFaoitess Pt @ e

s T L b Lo AN Ea »
) yhbas ) Track Apohcabon ) FAQ Enfolmea

Application 0 2014032541044 Name; TEST FAD
i Tavonomy List
. [
i ﬂ 0u Bowerters Ty
Taxonomy Code Description Start Date End ate
iv if 17 il
Nl Recards Found !

e Select “Add” to enter a taxonomy




B Print @ Help

Application ID: 0150325343944 Name: TEST FAQ
#  Add Taxonomy "
Taxonomy Code: | *{ (Click here for Taxonomy List) Location: | ( 1_B X
Description:
Start Date: g End Date: =i
© Confim Taxonomy ¢ OK ® Cancel

e Select arrow < for a listing of available Taxonomy Codes




{2 National Uniform Claim Committe - Code Lookup - Windows Internet Explorer ’._ 'E E|
T - B s 4] %) s B
Fle Edit View Favorites Tools Help

n = = b4
7.¢ Favorites /& National Uniform Claim Committe - Code Lookup & B | =y - Page~ Safety - Tools - '@"
| search V| .
Search this site ...
National Uniform Claim Committee
Home Announcements NUCC Structure Calendar 1500 Claim Form Code Sets Resources
Open All —! Clicking a [definition] link to
) ) i i o the left displays code value
Code titles \«:\Iflth a sign expand when you click on them. You can expand the entire list by definitions, when available, and
clicking the Dpenl All" link above. Expand the code list to view the more detailed codes. additional information about
Use your browser's find feature (Ctrl-F) after expansion to search for values. Taxenomy the selected code in this space.
codes are self-selected. Choose the code that best identifies you as a provider.
If you are unable to find a
[ Individual or Groups (of Individuals) code to meet your need:
[ Non-individual * Submit a Question
* More Information
b
foone & € mnternet h v W10% -

e User will be directed to the National Uniform Claim Committee (NUCC) webpage

to view all taxonomy codes




B Print @ Help

Application ID: 20150325343944 Name: TEST FAQ
i Add Taxonomy ‘"
Taxonomy Code: 4 (Cl |
y 332800000 { (Click here for Taxonomy List) Location: | § 1_B ;

Description: Durable Medical Equipment & Medical Supplies

Start Date: | 03/25/2015 B End Date: l

—> @ Corfim Taxonomy | ¢ OK ® Cancel

e Enter Taxonomy Code and select “Confirm Taxonomy”
e Select “OK” to proceed




e
@Hnmps < Mylnboxv Provider» )
QouvickFind Wi wotePad  @ExternalLinks® Kk MyFavorites® B Print @ Help

¥ Myinbox 3 Track Applcation 3 FAQ Enrolment
Application I0: 2015032534304 Name: TEST FAQ

# Enroll Provider - FAO A

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

Step Required Start Date End Date Status Step Remark

Step 1: Provider Basic information Required (3252015 D3f2srms Complete

Step 2 Agd Locabions Required (3252015 032572015 Complete

Step 3, Add Specigtisz Required 0325205 32572015 Complele

Step 4 Add License/Ceriification/Other Required 032572015 02572015 Compleie

Step 5 Add Mode of Claim Submission Required Q3252015 03252015 Complele

Step 6: Associate Biling Agent Required 03252015 03252015 Complte

Step 7: Add Provider Conlroling InterestOwnership Detals Required 03252015 03282015 Complete

Step & Add Taxonomy Detais Reguired 03262018 3262015 Complete

Step 8. B3/ERA Enrolment Form h Required Incomplele Please complete ERA form

Step 10: Compiete Enrolment Checkist Required complete

Step 11, Submé Enroliment Application for Approval Required lncomplete

View Page: | 1 @ Wrow ot | [ SaveTolls Viewing Page: 1 st Aoy | ¥lled | 9 Las

e Continue to Step 9 - 835/ERA Enrollment Form




TcHAMPS < Myinbox~ Provider~

Q, Quick Find B Hote Pad @ External Links ~ * My

% Mylnbox » Track Application 3 FAQ Enrofiment 3

Application ID: 20150325343944

m @submit || Brprint | @ Help

® ERA ENROLLMENT FORM > W

[=] PROVIDER INFORMATION

Name: TEST FAD

Provider Name:
Doing Business As Name (DBA): TEST FAO

1l

Provider Address
Street: 320 S WALNUT ST
City: LANSING
Country Code: UNITED STATES

State/Province: MICHIGAN
Zip Code/Postal Code: 48933

[=] PROVIDER IDENTIFIERS

Provider Federal Tax identification Number (TIN) or Employer Identification Number (EIN): 100021052
National Provider Identifier (NPI): 1000210520

Other Identifier(s)
Assigning Authority: Trading Partner ID: 1200009

Provider License Details

Provider License No: License Issuer:
Provider Type: SUPPLIERS

Provider Taxonomy Code:

[=] PROVIDER CONTACT INFORMATION

Provider Contact Name

Contact: TesterTesling

Title: Managing Employee
Telephone Number: 1112223456

Telephone Number Extension:

Tonil Addcnnns bnrfanmbnet cam [ ey




@nfhns < My Inbox ~ Providerv

> Mylnbox » Track Application > FAO Enroiment

Application ID: 20150325343944 Name: TEST FAD

© Submit | | BaPrint | | @ Help

Ml Medicaid enumerates by Tax ID only.

Method of Retrieval: [

CHAMPS
CORE
DEG

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

[#] ELECTRONIC REMI OUSE INFORMATION (Not applicable at this time)

(=] SUBMISSION INFORMATION

Reason for Submission
¢ Cancel Enroliment ¢ Change Enroliment @ New Enroliment *
Authorized Signature
Electronic Signature of Person Submitting Enroliment:
["] * Authorization Agreement-By selecting the checkbox above, | hereby agree that | have read and agree to the terms and conditions stated in the

Authorization Agreement below.

Authorization Agreement
By signing this request, | am authorizing the Michigan Departs of C ity Health to ish an 835/ERA account for the Tax ID listed above and
for 835/ERA files to be transmitted electronically to the designated entity.

Written Signature of Person Submitting Enroliment:
Printed Name of Person Submitting Enroliment:

Printed Title of Person Submitting Enroliment:

Submission Date: 03/26/2015

Requested ERA Effective Date:
(Once approve the next paycycle date.)

Q, Quick Find B Note Pad @ External Links = * B

e Select Method of Retrieval from the drop-down
selection)

menu (DEG most common




@RI'—I.\DS < My Inbox = Provider

Q, Quick Find K Note Pad @ External Li * My Favorites v B Print © Help

» Myinbox » Track Apphcation » FAOD Enroliment >

Application ID: 20150325343944

N osiom it

MI Medicaid enumerates by Tax ID only.

Name: TEST FAD

Method of Retrieval: | CHAMPS E| )

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

[=] SUBMISSION INFORMATION

Reason for Submission
" Cancel Enrollment ¢ Change Enroliment @ New Enroliment *

Authorized Signature

Electronic Signature of Person Submitting Enroliment:

Authorization Agreement-By selecting the checkbox above, | hereby agree that | have read and agree to the terms and conditions stated in the h
Authorization Agreement below.

Authorization Agreement

By signing this request, 1 am izing the Michigan Department of C ity Health to ish an 835/ERA account for the Tax ID listed above and
for 835/ERA files to be fransmitted electronically to the designated entity.
Written Signature of Person Submitting Enroliment:
Printed Name of Person Submitting Enroliment:
Printed Title of Person Submitting Enroliment:
Submission Date: 02/26/2015

Requested ERA Effective Date:
(Once approve the next paycycle date.)

o Complete the Electronic Signature of Person Submitting Enroliment, then select
“Submit”




@Rfﬁﬂs {  Myhbox~ Provider ]
QuickFind [ HotePad @ ExternalLinks» % My Favorites » Bt @ Help

) Myhnbox ) Track Application ) FAQ Enrolment

Application 1D 2015032534394 Name: TEST FAQ

(=3

#  Enroll Provider - FAQ A

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

Step Required Start Date End Date Status Step Remark

Step 1: Provider Basic nformation Required 03252015 03ZE2M8 Complete

Step Z Add Locations Required 03282015 0NZERMS Complete

Step % Add Specialies Required 03252015 pazERms Complete

Step 4 Add License/Certification/Other Required 03252015 lazeR0s Complete

Step 5 Add Mode of Cisim Submission Required 03252015 03252015 Complete

Step 6: Associate Bilng Agent Required (3252015 3252018 Complete

Step 7. Add Provider Coniroling Interesti0wnership Detais Required (3252015 13262015 Complete

Step & Add Taxonomy Detals Required 03262015 3282015 Complete

Step 3 B3SERA Enroliment Form Required 032672015 032672015 Complete

Step 10: Compiete Enroliment Checklst h Required Incomplete

Step 11: Submd Enrolment Apphcaton for Approval Required Incomplete

View Page:| 1 0 ko 8 SaveToNs Viewing Page: 1 Wit |[Cmer || Nert [(9

e Continue to Step 10 — Complete Enrollment Checklist Question




@Eﬂips < Mylnbox~ Provider v

Q uick Find

B Hote Pad

@ External Links v * My Favorites v

& Print

Q Help

x ) Track Application ) FAO Enrofiment 3 Provider Check List

Application 10: 2015032534304 Name: TEST FAD

Provider Checklist

Question

Do you need to request a Refro Enroliment Date? If Yes, enier the requested Retro Enrolment Date in the comment field.

Are you currently excluded from any State program?

Are you currently excluded from any Fedsral program?

Have you ever had a criminal or health-related conviction?

Have you ever had a judgment under any false claims act?

Have you ever had 8 program exclusion/debarment?

Have you ever had a civil monelary penalty?

Do you have ownership interest in other enfities reimbursable by Medicaid andlor Medicare? If Yes, provide detalls in "Add Provider Confroling Interest/Ownership Detalls” step
Do you accept new patients?

Have you had any malpractice settiement, judgment, or agreement? if yes, enler dofiar amount(s) and date(s).

Do you need elighily data (via HPAA 270271 Real Time andlor Batch transaction) for DOS older than 1 year to complete a Medicare DSH audi? Selecting Yes acknowledges that any 270 - elgibilfy inquiry you submét with a DOS older than 1 year will only be used Medicare Not Completed E|

DSH validation and for services retated to inpatient Hospial

View Page:| 1 O K {d SaveToXLS Viewing Page: 1

Answer

-
Net Completed ||

Y

Not Completed

v

Not Campleled
Not Completed L'J
Not Completed [_'J
Not Completed E
ot Compleled E
Not Compleled B
Not Completed E|

ot Completed B

fomments

e €

il b

e Complete all questions on Provider Checklist
e Select “Save” when completed
e Select “Close”




@ﬂmps {  Myhboxv Provider» b
QoauickFind W NotePad @ ExternalLinks» % My Favoriles Bt @ Help

¥ Mylnbox 3 Track Applcation 3 FAQ Enralment

Application I0: 2015032534394 Name: TEST FAQ

# Enroll Provider - FAQ A

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

Step Required Start Date End Date Status Step Remark

Step 1. Provider Basic Information Required 03252ms 32572015 Complele

Step 2. Add Locations Required 037252015 3252015 Complele

Step 3 Add Specialies Required (3252015 325215 Complete

Step 4 Add License/Certification/Other Required (325205 3252015 Complete

Step 5 Add Wode of Claim Submesion Required Qazsens 0137252015 Complele

Step & Associte Bilng Agent Requrred D3sRms DaR5R015 Complete

Step T: Add Provider Coniroling interestOwnership Defals Required 0352015 03262015 Complete

Sten & Add Taxonamy Detais Required 03282015 03262015 Complets

Step §: B3SERA Enroliment Form Requred 03282015 0302612015 Complete

Step 10: Complete Enroliment Checkist Required 03282015 0372672015 Complate

Step 11: Submi Enrolment Appécation for Approval h Required lncomplete

View Page: 1 Qo Bt @ SaveTodis Viewing Page: 1 Kerst | Koy | ted | B Lis

e Step 11 - Submit Enroliment Application for Approval. You must complete this
step to finalize your application submission




@nrhws < Hyhboxe Provider

Qouickfind W NotePad @ External Links ¥ % My Favarites ¥

& Print

0 telp

) Mylnbox  Track Appication  FAC Enroliment 3. Submt Enrolment
Application ID: 2015032534394

) <—

#  Final Submission

Application I: 20150325343044

i Application Document Checklist

Forms/Documents

AV

Name: TEST FAQ

Enrollment Type: FacilitylAgency/Organization (FAO-Hospital, Nursing Facility, Various Enfities)

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.

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

Special Ingtructions Source Required

iv iY Av

llo Records Found !

o Select “Next” to go to the Terms and Conditions page




@rﬁr—'s < My Inbox ~ Provider =

3 Myinbox 3 Track Application » FAO Enroliment > Submit Enroliment

Application ID: 20150325343944 Name: TEST FAD

m @ Submit Appication ~ After reading the Terms and Conditions be sure to check the agreement box located at the end of the document.

WL U1 U TR QAT DAY RS PUTIS I T G Ryl L
roper Receipt and Verification for Transactions.

Upon proper receipt of any ANSI ASC X 12N Standard Transaction, the recening party shall promptly and propery transmit a funclional acknowledgement in retum, unless i pecified. The funclional and interchange acknowledgements must be accepled and
reviewed, when applicable, to confirm the receipt of a Transaction. The ability to send or receive functional acknowledgements is applicable only to ANSI ASC X12N Standard Transactions. Additionally, MDCH originated outbound Transactions must be accepted and
reviewed, when appropriate, to obltain MDCH's response to specific inbound Transactions. The acknowledging party does not attest to the accuracy of the data contained in the transmission; rather, it only confirms receipt of the transmission.
Liability.
MDCH shall not be responsible to the Trading Partner nor anyone else for any damages caused by loss, delay, rejection, or any misadventure affecting such electronic information. In addition, MDCH shall be excused from performing any EDI senice or function, in whole or
in part, as a result of an act of God, war, civil disturbance, court order, labor dispute, or other cause beyond its reasonabie control, including shortages or fluctuations in elecinical power, heat, light, or air conditioning. MDCH's sole liability to the Trading Pariner or to any other
person or entity in connection with MDCH's responsibilities under this Agreement shall be to reprocess information supplied by the Trading Partner or duplicate information from a backup supplied by the Trading Partner upon MDCH's request which shall be the sole
remedy against MDCH for claimed damage or injury of any nature. MDCH shall not be liable for any indirec, special, or consequential damages arising out of any access, use, of any reliance upon, the EDI services MDCH provides to the Trading Partner. MDCH assumes
no ibility for claims p tion, review, inf accuracy, pricing, adjudication, payment, adjustment, accounting, reconciliation or any other matter related to the claims transmitted for delivery to other third party payers. The Trading Pariner agrees to defend,
indemnify, and hold harmiess MOCH, its Trading Pariners, officers, agents, employees, assigns and successors from and against any and all daims, losses, and actions, including all costs and reasonable attorney fees, arising out of electronic Transactions the Trading
Partner submits to MDCH.

6. Standard Transactions.
All Standard Transactions, as defined by HIPAA, will be conducted by the parties using only code sets, data elements, and formats specified by the Transaction Rules and instructions in the MDCH Companion Guldes. The parties agree that when condudling Standard
Transactions, they will not change the definition, data condition. or use of a data element or segment in a standard, add data or to the i defined data sel, use any code or data elements that are either marked “not used” in the standard's
implementation specification or are not in the standard's implementation spedification(s), or change the meaning or intent of the HIPAA standards implementation specifications:

7.Testing.
All new Trading Partners will cooperate with MDCH upon requestin testing p prior to of p clion data. Existing Trading Partners will cooperate with MDCH upon requestin testing processes for any changes in submission format prior to submission
of production files. MD'CH will notify the Trading Pariner of the effective date for production data afier successful testing.

8.Data and Metwork Security.

The parlies agree to use reasonable security measures to protect the integrity of data i under this Ag it and to protect this data from unauthorized access. The Trading Partner shall comply with MDCH data and network security requirements, which may
change from time to ime and as may be required by the HIPAA security reguiations

9, i 1ent for Regulatory Compliance.
This Ag twill ically be ded to comply with any final regulation or to a final regulation adopled by the U.S. Department of Health and Human Senvices concerning the subject matler of this Agreement upon the effective date of the final

regulation or amendment.
10. Miscellaneous.
Provisions 3 and 8 shall survive termination of this Agreement.

The Trading Pariner will notify MOCH of any changes in trading partner information supplied including, but not limited to, the name of the senvice bureau, billing senice, recipient of remittance file, or provider code at least 30 calendar days prior to the effective date of such
change.

[7] By checking this, | certify that | have read and that | agree and accept the enroliment conditions in the Medical Assistance Provider Enroliment & Trading Partner Agreement.

e Read through the Terms and Conditions
e Check the box at the bottom of the screen
e Select “Submit Application” at the top of the screen




QE’I:IEI'i'IPS < Mylnbox» Providerv }

QauickFind B MotePad @ Externallinksv % MyFavorites  BiPrint @ Help

3 Mynbox 3 Track Appication ) FAQD Encoliment

Application ID: 2015032534304 Name; TEST FAD
00
#  Enroll Provider - FAO $
Business Process Wizard - Provider Enroliment (FAQ). Click on the Step # under the Step Column,
Step Required Start Date End Date Status Step Remark
Step 1: Provider Basic information Requred 0325205 25205 Compiete
Step 2 Add Locations Required (32s2ms 03252ms Complete
Step 3. Add Specialties Required 0372572015 0372572015 Complete
Step 4. Add License/Certification/Other Required 03572018 D3neR0s Complete
Step 5, Add Mode of Claim Submission Required 03252013 032672015 Compiete
Step € Assocale Biling Agent ( Message from webpage — ﬂ“ 03252015 Compiste
Step 7: Add Provider Controling InterestiOwnarship Datais 03260015 Complste
Sep 8. Add Taxonomy Delals ¢ Your Application Number 2015032543044 has been successfully b Conplete

LB submitted for State review. Retum to CHAMPS with this application

Step §: SIVERA Enrolment Form S RS Complste
: number to frack the status of your application. "
Step 10: Compiete Enroliment Checkist VRS Complete
Step 11 Submit Enroliment Applcation for Approval 3262015 Complete

View Page: | 1 O B ton | @ saveToxts eI S ST R

L

e Select “OK” and you will return to the BPW page




QH_QFHPS < My Inbox~ Provider~ »

Q Quick Find I Note Pad @ External Links > * My Favorites ™ E! Print 9 Help

> Mylnbox ) Track Application » FAO Enrollment

Application ID: 20150325343944 Name: TEST FAQ

L)

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

Step Required Start Date End Date Status Step Remark
Step 1: Provider Basic Information Required 03/25/2015 03/2512015 Complete

Step 2: Add Locations Required 03/25/2015 03/25/2015 Complete

Step 3: Add Specialties Required 03/25/2015 03/25/2015 Complete

Step 4: Add License/Certification/Other Required 03/25/2015 03/26/2015 Complete

Step 5: Add Mode of Claim Submission Required 03/25/2015 03/26/2015 Complete

Step & Associate Billing Agent Required 03/25/2015 03/25/2015 Complete

Step T Add Provider Controlling Interest/Ownership Details Required 03/25/2015 03/26/2015 Complete

Step §: Add Taxonomy Details Required 03/26/2015 03/26/2015 Complete

Step 9: 835/ERA Envollment Form Required 037262015 0372672015 Complete

Step 10: Complete Enroliment Checklist Required 03/26/2015 03126/2015 Complete

Step 11: Submit Enroliment Application for Approval Required 03/26/2015 03/26/2015 Complete

View Page: 1 Q¢ Ere ot | B SaeTorts Viewing Page: 1 € First || € Pray || ¥ flext ||

e The status now states “Complete” on all steps and has been submitted to MDCH
for review and approval




Provider Resources

e Medicaid Provider Training

e One on One trainings requests
e Association requests
e Current trainings available

e Michigan Medicaid List Serve

E-mail notification alerts relative to the Michigan Medicaid
Program, Medicaid policy, billing issues, training
opportunities, etc.

e Provider Enroliment

e ProviderEnrollment@michigan.qov
e 1-800-292-2550

Thank you for participating in the Michigan Medicaid
Program.



http://www.michigan.gov/mdch/0,1607,7-132-2945_5100-127606--,00.html
http://www.michigan.gov/documents/LISTSERV_127789_7.pdf
http://www.michigan.gov/mdch/0,1607,7-132-2945_42542_42543_42546-104293--,00.html
mailto:ProviderEnrollment@michigan.gov
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