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Provider Enrollment

Group Practice

“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 Group Practice Enrollment




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

User ID:

Password:

| |
é Login

Forgot Password?

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

Sty |

If you are a new user to Single Sign-On, click Register to
create your User 1D and Password.

Michiaan.qov Home | Help/FAQs | Contact Us




State of Michigan Single Sign Or

Application Portal

WELCOME

o

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 On_’ o

User 1D:

MMDCH Systems Use Notfification

The Michigan Departrment 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 infoermation on the systems
for which they hawve 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 ifformation provided by the Michigan Department of Community Health computer
information sysfems and clicking on the button below,. | acknowledge and agree to abide by all
governing privady and security terms, conditions, policies and restrictions for each authorized
application.

.-é".ﬂ L{H nwieﬂgefﬁgree ] I:janc:ei -




CHAMPS

Community Health Automated Medicaid Processing System

Select Domain

Select Profile

Select Favorite




@nmps ¢
2

> Prowder Portal
NPI:
< Latest updates

System Notification

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

My Inbox +

T
Provider

Name:

K Note Pad

Benefit Inquiry and Response (Core 270/271) Real-time transactions which will be down between 6:00am and
10:00am on Saturday January 10th. This outage will affect the CHAMPS system access for all functionality.

i My Reminders
Filter By -

Alert Type
AY

Alent Message

AY

®Go

Alen Date
AT

No Records Found !

Due Date

AY

E Save Fihers

@ External Links > * My Favorites ™

~ ##  Calendar

ooom 2 21 28 29
4+~ Today

-~

¥ My Filters ™

Read

2 Primt

© Help




@nmps < My Inbox~ Providerv >

Q, Quick Find . Note Pad @ External Links ¥ % My Favorites™ é Print 0 Help

> Mylnbox » New Enroliment

#  Enroliment Type A

Select the Applicable Enroliment Type

Indvidual/Sole Propnetor
Regular Indvidual/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.) h
. IB:I“II"IQ Agent
Facility/Agency/Organization (FAO-Hospital, Nursing Facilty, Various Entities)
, Contractor/MCO

HIPAA-Exempt Individual/Sole Proprietor
Regular

Home Help

HIPAA-Exempt Facility/Agency/Organization (FAQ)
Regular

Home Help

@ Submit

o Select appropriate Provider/Enroliment type




| = Print @ Help |
Basic Information: Enter required fields and click Confirm button.
i ( Basic Information
Legal Entity Name: (As shown on the Income Tax Return)
Entity Business Name: || * (Doing Business As)
NPI: *

N
EIN/TIN: *
Contact Email Address
Email-1 : |;|
Email-2 B
Email-3 Ll
é ® Confirm =] o ® Cancel
e Complete all required asterisk * fields
e Select “Confirm”, then select “Finish”




Ceon

Application ID: 20150326987537 Name: TEST,LLC

Basic Information

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

Your Application ID is: 20150326987537 h

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

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

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

* Make note of the application ID number
e Select “Ok” to proceed




——
@ﬂmps ¢ Mylnbox~ Providerv b
& Q Quick Find K Note Pad @ Extemal Links* % My Favorites = Print © Help
> Mylnbex > New Enroliment 3 Group Practice Enrollment
Application ID: 0150326987537 Name: TEST LLC
#  Enroll Provider - Group A
Business Process Wizard - Provider Enroliment (Group). Click on the Step # under the Step Column.
Step Required Start Date End Date Status Step Remark
Step 1: Prowider Basic Information Required 03/26/2015 03/26/2015 Complete
Step 2. Add Locations h Required Incomplete
Step 3 Add Specialties Required Incomplete
Step 4 Add Made of Claim Submission Required Incomplete
Step 5: Associate Billing Agant Optional Incomplete
Step 6. Add Prowder Controliing Interest/Qunership Details Required Incomplete
Step T Add Taxonomy Details Required Incomplete
Step 8; B35/ERA Enrallment Form Optional Incomplete
Step 9: Complete Enrollment Checkdist Required Incomplete
Step 10: Submit Enroliment Application for Approval Required Incomplete
View Page: 1 Oco | Bragc (d SaweTonLs Viewing Page: 1 « $ro || ¥tien | 9

e All required steps will need to be completed in numerical order when submitting a new
enroliment
e Continue with Step 2: Add Locations




@nmps ¢ Mylnboxv

1

) Myinbox ) New Encoliment ) Group Practice Enroliment

Application ID: 2015032687537

—
Providerv

Name; TEST [LC

Q QuickFind ~~ [§ Note Pad

m 0y 3semesiePerTo, Comespondence and Remittance Advice addresses, cick on Loeation Type hyperlink.

@ Locations List >

Fiter By bl

Doing Business As

v

Oc

Location Type

AY

No Records Found !

Location Details

AY

@ Extemal Links *

¥ Wy Favortes B Pt @ Help

B Sove Fiters Ty Fllers ™

End Date

iy

o Select “ADD” to enter Primary Location Information




= Print @ Help

Application ID: 20150326987537 Name: TEST,LLC

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

n 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.)

m

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

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

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

Country: | UNITED STATES E * Zip Code: - € validate Address h

Phone Number: * Extn: Fax Number:
Email Address: Web Page:
Office Hours: E Communication Preference: | CHAMPS Motice E -

' OK ® cCancel

e Complete address line 1 and zip code fields
e Select “Validate Address” and the remaining information will populate after validating
e Phone number is a required field




enow

Application ID: 20150326987537 Name: TEST LLC
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 fal
Remittance Advice
£ Add Provider Location g
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.)

m

Address validation successful
Address Line 1: | 320 S WALNUT 5T * Address Line 2:

(Enter Street Address or PO Box Only)

Address Line 3: City/Town: | LANSING E *
State/Province: | MICHIGAN D * County: | [NGHAM E
Country: | UNITED STATES D " Zip Code: | 48933 -| 2014 © Validate Address
Phone Mumber: | (555) 555-5555 * Extn: Fax Number:
Email Address: Web Page:
Office Hours: E Communication Preference: | CHAMPS Notice D

-

é V0K | | ® Cancel

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




@nmps ¢ Mylnboxv Providerv
1

Q QuickFind ~ [§ Note Pad

Application 1D: 2015032697537 Name: TESTLLC

@Md To addimodify Pay To, Correspondence and Remittance Advice addresses, click on Locatigh Type hyperlink.

i Locations List

Fiter By M 0c
Doing Business As Location Type Location Details
AY AY A7

Primary Practice Location h 320 S WALNUT ST, LANSING, MICHIGAN 48933

B 0ckte View Page: | 06 || Bry 9 SaeTolS Viewing Page: 1

@ Exemallinkss % My Favorites™ B Print @ Help

B Save Fiers Yy Fiters ¥

End Date

AY

123112999

R | € Per | lex | B

o Select the “Primary Practice Location” hyperlink to add Pay To, Correspondence, and
Remittance Advice Address (add only if a Paper RA is needed by mail)




My Inbox~

@nmps s ¢
§ 4

» Myinbox » New Encollment > Group Praclice Enroliment )

Application ID: 2015022698753

—
Providerw

m Bsae  To add additional addresses, click ‘Add Address' button.

#  Location Details

Doing Business As:

Phone Number: s 5c5.c505  * Exin

Web Page:

Handicap Accessible:

No

No |¥

Accept 835(reported at EIN/TIN level):

End Date: | 12/31/2999

o Add Address h

#  Address List

Address Type
AY

Location

1l Delete  View Page: | 1 ® . k

Address

AY

320 S WALNUT ST, LANSING, MICHIGAN 48333

d SaveToXLS

Q Quick Find [ Note Pad

Name: TEST,LLC

Location Code: 01

Fax Number:

Office Hours:

Language(s) Spoken: [Engish [P
(For Multiple Selection, use = Arabic

Chinese '™
CtriKey)

Viewing Page: 1

@ External Links ¥

% My Favorites™ A Print © Help

A
Location Type: Primary Practice Location
Email Address:
— Communication —
| Preference: = CHAMPS Notice =
A

End Date

AT

1273172999

Wrst | € b SLCTE




[ eow ]

Application ID: 20150326987537 Name: TEST,LLC

#  Add Provider Location Address ~

Type of Address: —SELECT— ‘b End Date:

Location Address: (Correspondence S5

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 D *

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

Country: | UNTED STATES D * Zip Code: - © validate Address h

é 0K | | ® cancel

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




@Q mPSs < My Inbox~ Providerw >

1 Q Quick Find K Note Pad @ External Links * My Favorites™ A Print (7] Help
» Myinbox 3 Envollment List » End App General ) Track Application ) Group Practice Enroliment » General
Application ID: 20150326987537 Name: TESTLLC
m Bsave Tow“es. click ‘Add Address’ button.
i Location Details C ==
Doing Business As: Location Code: 01 Location Type: Primary Practice Location
Phone Number: | (5q5) 555 5555 | * Extn Fax Number: Email Address:
; . —— Communication —
Weh Pags: OHfice tosre: (7] Preference: | CHAMPS Notice =]
Handicap Accessible: No |z
Accept 835(reported at EINITIN - Language(s) Spoken:
level): No |=| (For Multiple Selection, use m =
CiriKey) Arabic
= Chinese ~
End Date: | 12/31/2999 | &
© Add Address
#  Address List A
Address Type Address End Date
AT AY AT
Correspondence 320 S WALNUT ST, LANSING, MICHIGAN 48933 12/31/2999
Location 320 S WALNUT ST, LANSING, MICHIGAN 48933 12i31/2999
Pay To 320 S WALNUT ST, LANSING, MICHIGAN 48933 12/31/2999
@ Delete  View Page: | 1 © E i | B SaveToXLS Viewing Page: 1 « < t Al »

e When all location addresses have been added, select “Save” then “Close” to continue




—
@Hﬂmps < My Inbox~ Provider~ >
Q Quick Find | Note Pad @ Extemnal Links » % My Favorites ™ & Print (7] Help
> Mylnbox » Enrcliment List ) Enrl App General ) Track Apphcation ) Group Practice Enrollment
Application ID: 20150326987537 Name: TESTLLC
#  Enroll Provider - Group A
Business Process Wizard - Provider Enroliment (Group). Click on the Step # under the Step Column.
Step Required Start Date End Date Status Step Remark
Step 1: Prowder Basic Information Required 032672015 0372612015 Complete
Step 2 Add Locations Required 03/26/2015 03/27/2015 Complete
Step 3: Add Spaciallies h Required Incomplete
Step4: Add Mode of Claim Submission Required Incomplete
Step 5: Associate Billing Agent Optional Incomplete
Step 6: Add Provider Controlling InterestiCwmership Details Required Incomplete
Step 7 Add Taxonomy Details Required Incomplete
Step 8: 835/ERA Enrollment Form Optional Incomplete
Step 9: Complete Enroliment Checklist Required Incomplete
Step 10: Submit Enrollment Application for Approval Required Incomplete
View Page:| 1 @co WraoeCount | (B SawTolls Viewing Page: 1 Rrist || € Prev || e || B

e Continue to Step 3 to add Specialties for a provider




@hmps ¢ Myhboxv Providerv

Q Quick Find

I tote Pad

@ External Links ¥

My Favorites APt @ Help

) Wyinbox ) Envollment List ) Enf App General ) Track Application ) Group Practice Enrollment

Application [0 20150326987537 Name; TEST [LC

O €——

& SﬁlaltyISubspecialg ljﬁ >

=

Fiter By "l 06

SpecialtylSubspecialty Provider Type

AY i

No Records Found !

End Date

Ay

E SaveFillers Yy Fites ¥

e Select “Add” to enter Specialty Information




| eemoier |

Application ID: 20150326987537 Name: TEST,LLC

Add Specialty/Subspecialty ~

Lecation: | 01- B *

Provider Type: | —_SELECT--- B *h
Specialty: B *h

End Date: =

Add Subspecialty L]

Available Subspecialties Associated Subspecialties *

»

«

« 0K @ cancel

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




et |

Application ID: 20150326987537 Name: TEST,LLC

i Add Specialty/Subspecialty »

Location: | 01- B *
Provider Type: | GROUPS B :

Specialty: | Medical E| .
End Date: =

#  Add Subspecialty o

Available Subspecialties Associated Subspecialties *

No Subspecialty
»

«

é « 0K | | @ cancel

e Select “OK” to proceed




T
Providerv

@ﬁnrhps ¢ Mylnboxv

Q Quick Find

ki Note Pad

@ Extemal Links ¥

% My Favorites™

= Print

@ Help

> Mylnbox ) Track Application ) Group Practice Enroliment

Application ID: 20150326987537

i Enroll Provider - Group

Step
Step 1: Provider Basic Information
Step 2: Add Locations
Step 3. Add Speciallies
Step4: Add Mode of Claim Submission h
Step 5: Associate Billing Agent
Step 6: Add Provider Controlling Interest/Ownership Details
Step T: Add Taxanomy Details
Step 8: 835/ERA Enrofiment Form
tep 9: Complete Envoliment Checklist
Step 10: Submit Enrollment Application for Approval

View Page: 1 O ko SaveTolLS

Required
Required
Required
Required
Required
Opional
Required
Required
Optional
Required

Required

Name: TEST LLC

Start Date
03/26/2015
03/26/2015
032712015

A

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

End Date

03/26/2015
0312172015
03/27/2015

Viewing Page: 1

Status
Complete
Complete
Complete
Incomplete
Incomplete
Incomplete
Incomplete
Incomplete
Incomplete

Incomplete

Step Remark

e Continue to Step 4 - Add Mode of Claim Submission




o ]

Application ID: 20150326987537 Name: TEST,LLC

Eii@f Claim Submission @ »

You may check multiple Modes of Claim Submission.

Identify Claim Submission Details.

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

[] Online Direct Data Entry (DDE) [] Paper [ Not Applicable

é v oK ® Cancel
e Select all Modes of Claim Submission for your practice and select “OK” to proceed




—
@ﬂmps { My Inbox+ Provider» >
Q Quick Find | Note Pad @ External Links > * My Favorites> = Print (1] Help
> Myinbox ) Prowder List ) Enrollment List ) Enil App General ) Track Application ) Group Practice Enrollment
Application ID: 20150326987537 Name: TESTLLC
==
#  Enroll Provider - Group A
Business Process Wizard - Provider Enrollment (Group). Click on the Step # under the Step Column.
Step Required Start Date End Date Status Step Remark
Step 1: Provider Basic Information Required 03/26/2015 0372672015 Complete
Step 2: Add Locations Required 03/26/2015 0372712015 Complete
Step 3: Add Spacialties Required 0312772015 0312772015 Complete
Step 4: Add Mode of Claim Submission Required 0372712015 03/30/2015 Complete
Step 5: Associate Billing Agent @ Incomplete
Step 6: Add Prowder Controlling Interest/Ownership Details Required 0372712015 03/272015 Complete
Step T: Add Taxonomy Details Required 0372712015 032712015 Complete
Step 8: 835/ERA Enroliment Form Optional Incomplete
Step 9: Complete Enrollment Checklist Required 0372772015 03/27/2015 Complete
Step 10: Submit Enrollment Application for Approval Required 032112015 032172015 Incomplete
View Page: | Oco Erae o | B SavToXLs Viewing Page: 1 Krist € Pev || ¥exr || B

e |f you select “Billing Agent” within Step 4, both Add Mode of Claim Submission and Step 5 -
Associate Billing Agent are required




\, —
@ﬂmps ¢ MNylnboxv Providerv

QuickFind [ NotePad @ Extemal Links

% MyFavores APt @ Help

) Myinbox ) New Enrollment ) Group Practice Envollment

Application I0; 2015033042252 Name; TESTING INC, LLC

i 0y &
i Biling Agent List

Fiter By H 0c

Billing Agent 1D Billing Agent Name 82 Authorization Start Date

AV Ay AY AY

Ho Records Found !

B Sove Fiers T My Fiers ™

End Date

AY

e Select “Add” to enter your Billing Agent




o

Application ID: 20150330422525 Name: TESTING INC, LLC
#  Associate Billing Agent »
Click on the 'Confirm/Search Billing Agent' button to search for a Billing Agent or confirm the Billing Agent entered.
Billing Agent ID: * Billing Agent Name:
Association Start Date: E - Association End Date: £

#f  Authorized Transaction Responses A

Transaction Response Authorized Start Date End Date

X12 835 - Healthcare Claim Status (] ] =
@ Confirm/Search Billing Agent v @ Cancel

e Select “Confirm/Search Billing Agent” to choose your Billing Agent




= Print @ Help

Application ID: 20150326987537 Name: TEST,LLC
° Select h
i##  Billing Agent List ~
Filter By B Oco B save Filters |~ Y My Filters ™
Billing Agent ID Billing Agent Name Start Date End Date
O AY AY 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 0AKS NURSING CENTER 12/08/1999 12/31/2999
] 1200045 WEST HICKORY HAVEN 02/26/2000 12/31/2999
] 1200054 NORTHWOODS NURSING CENTER 06/04/1999 12/31/2999
[ 1200073 HOME HEALTH OUTREACH 02/19/2002 12/31/2999
] 1200082 WESTWOODS OF NILES 02/26/2000 12/31/2999
] 1200091 PROFESSIONAL MED TEAM AMB 06/22/2000 12/31/2999
] 1200107 ABRAMSON/BRAUMN/ERFOURTH 10/23/2000 12/31/2999
View Page: | 2 ©Go || lPage Count | (& SaveToXLS Viewing Page: 1 «Fist | € Prev | ¥ Next | I Last

e Choose your Billing Agent by clicking the box next to your choice, then “Select”




& Print @ Help

Application ID: 20150326987537 Name: TEST,LLC

Associate Billing Agent -

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

Billing Agent ID: * Billing Agent Name:
Association Start Date: B Association End Date: =
Authorized Transaction Responses A
Transaction Response Authorized Start Date End Date

X12 835 - Healthcare Claim Status 0o h

L
[}

é @ Confirm/Search Billing Agent | ## C ® Cancel

e Select the authorize box for the 835 Healthcare Claim Status and ensure a start and end
date and has been entered
e Select “Ok” to proceed




Provider~

@mps ¢  Myinboxv

Q Quick Find

[ Note Pad

@ External Links ¥

* My Favorites™

El Print

0 Help

» Mylnbox > New Enrollment » Group Practice Enrollment

Application ID: 20150330422525

#  Enroll Provider - Group

Step

Step 1: Prowder Basic Information

Step 2: Add Locations

Step 3: Add Specialties

Step 4: Add Mode of Claim Submission

Step 5: Associate Billing Agent

Step 6: Add Provider Controlling InterestiOwnership Details h
Step 7: Add Taxonomy Details

Step 8: 835/ERA Enrollment Form

Step & Complete Enrollment Checklist

Step 10: Submit Enrollment Application for Approval

View Page: | 1 @ 30 ‘ ﬁ SaveToXLS

Name: TESTING INC, LLC

Required
Required
Required
Required
Required
Required
Required
Required
Required
Required

Required

A

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

Start Date
03/3012015
03/30/2015
03/30/2015
03/3012015

0313012015

Viewing Page: 1

End Date

0373072015
037302015
03/30/2015
03/30/2015

03/30/2015

Status
Complete
Complete
Complete
Complete
Complete
Incomplete
Incomplete
Incomplete
Incomplete

Incomplete

Step Remark

Please complete ERA form

e Continue to Step 6 - Add Provider Controlling Interest/Ownership Details




@nmps 4 My Inbox~ Provider~

Q Quick Find i Note Pad

» Myinbox ) Track Application ) Group Practice Enrollment ) General

Application ID: 20150326987537 Name: TESTLLC

< @i Owners List >
© Add h

Fiter By E ok

Owner SSN/EINTIN Owner Information Owner Type

AV AY AY

No Records Found !

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

Other Owner EINTIN Other Owner Information

AV AY

No Records Found !

@ External Links >

Start Date

AY

* My Favorites™ A Print

B Save Filters

End Date

AY

E Save Filters

Address

AY

(7] Help

Y My Filters ™

Y My Filters ™

e Select “Add” to enter owners




2 Print @ Help

Application ID: 20150326987537 Name: TEST,LLC

: SELECT— i r"’ Percentage Owned: xh

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

Owner Type:

Legal Entity Name: '|Corporate - Non Charitable Entity Business Name:
({ Foreign, Nonresident Alien (Doing Business As)
Gowvernment
First Name: ||Holding Company Last Name:
Individual
Suffix: ||Limited liability Company DOB: &=
Managing_Emponee
Phone Number: Partnership Email:
Sub-contractor
Start Date: & End Date: =
Address Line 1: * Address Line 2:
(Enter Street Address or PO Box Only)
Address Line 3: City/Town: | OTHER EI *
State/Province: | OTHER B * County: | OTHER E|

Country: | UNITED STATES E * Zip Code: - € validate Address h

é ¥ oK | | @ Cancel

e Select the Owner Type and input Percentage Owned by selected Owner
e Complete all required asterisk * fields

e Select “Validate Address”

e Select “Ok” to proceed




B Print @ Help

Application ID: 20150326987537 Name: TEST,LLC

st/Ownership ~

Managing Employee E *‘_’h Percentage Owned: | o *

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: *
B DOB: & -
* Extn: Email:
& " End Date: =
* Address Line 2:

(Enter Street Address or PO Box Only)

City/Town: | OTHER E ”

OTHER B * County: | OTHER E

UNITED STATES | =] " Zip Code: - © Vslidate Adiress  ummmm—

4 mm | b

é & 0K | | ® Cancel

e Managing Employee information must be completed
e Select “Validate Address”
e Select “OK” to proceed




— ———
@nmps < My Inbox + Providerv >

Q, Quick Find ki MNote Pad @ External Links » * My Favorites™ B Print © Help

> Myinbox » Track Application ) Group Practice Enraliment ) General

Application ID: 20150326987537 Mame: TEST LLC

#  Owners List

N
© Add
| Filter By j | Q6o ] [ save Filters | ¥ My Filters ™
Owner SSN/EINTIN Owner Information Owner Type Start Date End Date
""" AV Av AY AY AY
il 222222222 h Test, Tester Indnidual 03/27/2015 12/31/2999
f o 1nm Test Tester Managing Employee 03/27/2015 12/31/2999
B Delete  View Page: 1 (08 B int | B SaveToXLS Viewing Page: 1 st || € Prey || ¥ Ne » La

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

Filter By t Qco B Save Filters ¥ My Filters ™

Other Owner EINTIN Other Owner Information Address

AV AY AY

No Records Found !

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




@Hn}nps <

My Inbox~

Provider~

3 Mylnbox » Track Application » Group Practice Enroliment ) General
i)

Application ID: 20150326987537

=]

© ag

Inactvate

i Relationship

Fitter By B

o Owner Name
AY

Address Line 1; | 320 S WALNUT 5T X

(Enter Street Address or PO Box Only)
Address Line 3:

State/Province:

MICHIGAN ['_

Country: |UNTEDSTATES |7,

@Go.

Relationship

AY

Name: TEST LLC

Modified Date

AY

No Records Found !

Q Quick Find

i Note Pad

Address Line 2:

CitylTown: | LANSING
County: | INGHAM

Zip Code: | 48933

Operational Status

AY

@ External Links ¥

-| 2014

Y My Favorites ¥

B
=

€ Validate Address

B Save Filters

= Print

Y My Filters ™

© Help

i

Select “Add”

to proceed




B Print @ Help

Application ID: 20150326967537 Name: TESTLLC

& Add Owner Relationship §

Owner Name: _SELECT— &
| SELECT— |

Others
Test Tester

Relationship:

VoK ®cCancel

e Select the Owner Name from the Drop-down Menu




= Print @ Help

Application ID: 20150326987537 Name: TEST LLC

i Add Owner Relationship A

Owner Name: | Test Tester B

Relationship: —SELECT-— h

Daughter
Daughter-in Law
Father
Father-In Law
Mother
Mother-In Law
Mone

Others
Sibling

Son

Son-In Law
Spouse

éVOK ® Cancel
e Select the Relationship from the Drop-down Menu and click “Ok” to proceed




T
>

@nmps < My Inbox~ Providerv
2 Q Quick Find . Note Pad @ External Links v % My Favorites ™ é Print
> Myinbox > Track Application ) Group Practice Enrollment 3 General
Application ID: 20150326987537 Name: TEST LLC
[ e =
Address Line 3: City/Town: | LANSING !__'J 5 =
— —
State/Province:  MICHIGAN ] County: | INGHAM I |
o |
Country: | UNITED STATES =" Zip Code: | 48933 - 2014 € Validate Address
© Add Inactvate
#f  Relationship ~
Filter By |T ©6o B save Filters Y My Filters ™
Owner Name Relationship Modified Date Operational Status
AT AT AT AY
Test Tester None 03/27/2015 13:46:19 Active
View Page: 1 (oJ8 E A SaveToXLS Viewing Page: 1 « < >N »
i  Final Adverse Legal Actions/Convictions Disclosure -~
Question Answer Final Adverse Comments
Legal Action Imposed @
Click the link “Final Adverse Legal Actions/Comactions Disclosure™ Iowmc!osure Not Completed

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




= Print @ Help

Application ID: 20150326987537 Name: TEST,LLC

A

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 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 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, or any debarment from
participation in any Federal Executive Branch procurement or non-procurement program.

4_Any current Medicaid payment suspension under any Medicaid enrollment.

m

5 Any Medicaid revocation of any Medicaid provider billing number.

FINAL ADVERSE LEGAL ACTION/CONVICTION ACTION HISTORY

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

Comments (optional):

©
é o Ok @ cancel

e Select either “Yes” or “No”
e Select “Ok” to proceed




My Inbox~ Provider~

@nmps <

Q, Quick Find

k Note Pad

» Myinbox » Track Application > Group Practice Enrollment 3 General

Application ID: 20150326987537

0-... JERP —

Address Line 3:

Name: TESTLLC

- li ®

F

State/Province:  MICHIGAN

Country: | UNITED STATES

© Add Inactivate

#i  Relationship

Filter By | 'I Oco
= Owner Name Relationship Modified Date
= AY AY Av
Test.Tester None 03/27/2015 13:43:12
View Page: | 1 ®Oco | Ee: 6 SaveToXLS Viewing Page: 1

#  Final Adverse Legal Actions/Convictions Disclosure

Question

Click the link “Final Adverse Legal Actions/Comictions Disclosure” to read and answer the disclosure.

@ External Links »

City/Town: | LANSING

County: | INGHAM

Zip Code: | 48933

% My Favorites ¥

-| 2014

Q Print

© Help

€ validate Address

-~
B Save Filters Y My Filters ™
Operational Status
AY
Active
L > »
~
Answer Final Adverse Comments
Legal Action Imposed @
Completed Mo '

-

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

e Select “Close” to proceed




CHAMPS ¢ Mylnbox~ Providerw >

Q Quick Find ki Note Pad @ External Links > % My Favorites™ = Print (7] Help

> Myinbox » Track Application > Group Practice Enrollment

Application ID: 20150326987537 Name: TEST LLC

i Enroll Provider - Group A

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

Step Required Start Date End Date Status Step Remark
Step 1: Prowider Basic Information Required 037262015 03/26/2015 Complete

Step 2 Add Locations Required 03/26/2015 03/27/2015 Complete

Step 3: Add Specialties Required 03/2712015 03/27/2015 Complete

Step 4: Add Mode of Claim Submission Required 03/27/2015 03/27/2015 Complete

Step 5: Associate Billing Agent Optional Incomplete

Step 6: Add Provider Controlling Interest/Ownership Details Required 03/27/2015 03/27/2015 Complete

Step 7: Add Taxonomy Details h Required Incomplete

Step 8: 835/ERA Enrollment Form Optional Incomplete

Step 9: Complete Enrollment Checklist Required Incomplete

Step 10: Submit Enrallment Application for Approval Required Incomplete

View Page: | 1 ©ce  Wrae Count | 69 SaveToXLS Viewing Page: 1 « € o [P Next | W

e Continue to Step 7 - Add Taxonomy Details




_ e
@nmps ¢ Mylnboxv Providerv

Q Quick Find

ﬁ Note Pad

@ Exiernal Links ¥

* My Favoritese A Pint @ Help

) Mylnbox ) Track Applcation ) Group Practice Envollment

Application ID: 2015032698753 Name: TEST LLC

0 cos: QN S

% Taxonomy List

Filter By ] 06
Taxonomy Code Description
I\ A

Ho Records Found !

Start Date

AY

B saveFiters Yy Filers”

End Date

AY

e Select “Add” to enter a taxonomy




| g

Application ID: 20150326987537 Name: TEST LLC
% Add Taxonomy A
Taxonomy Code: || *{ (Click here for Taxonomy List) Location: | 01. B .
Description:
Start Date: B End Date: =

@ Confirm Taxonomy | |« OK ® Cancel

e Select arrow < for a listing of Taxonomy Codes




| & National Uniform Claim
€| http:/fwww.nucc.org/index.php?option=com_wrapperBview=wrapper&ltemid=126
5l Favorites 55 €| Welcome to MMIS

— »»
|@NationalUniform Claim Committe—CodeLookup| ﬁ - v [] mm « Page~v Safety~ Tools~ l@v

-~

SEARCH

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 the

left displays code value
Code titles with a [# sign expand when you click on them. You can expand the entire list by definitions, when available, and

clicking the "Open All" link above. Expand the code list to view the more detailed codes. Use your additional information about the
browser's find feature (Ctrl-F) after expansion to search for values. Taxonomy codes are self- selected code in this space.
selected. Choose the code that best identifies you as a provider.

If you are unable to find a code

Individual or Groups (of Individuals) Eosrﬂzi:i:’c;u:):eei‘ii:on
BT R * More Information

e Internet | Protected Mode: On

e User will be directed to the National Uniform Claim Committee (NUCC) webpage to view
all taxonomy codes




= Print @ Help

Application ID: 20150326967537

Add Taxonomy

Taxonomy Code: | 137800000X

Description:

StartDate: 03277201 @

Name: TEST LLC
A
*{(Click here for Taxonomy List) Location: | g 1_B 5
' End Date: G
= @ Corfim Taxonomy | ¢ OK ® Cancel

Select Taxonomy Code, enter Start Date

Select “Confirm Taxonomy”
Select “OK” to proceed




@I;!_Rf_l;!ps < My Inbox~ Provider~ >

Q, Quick Find | Note Pad @ External Links ¥ % My Favorites ¥ = Print © Help

> Myinbox ) Track Application ) Enroliment List ) Enrl App General ) Track Application » Group Practice Enrollment

Application ID: 20150330422525 Name: TESTING INC, LLC

i Enroll Provider - Group ~

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

Step Required Start Date End Date Status Step Remark

Step 1: Provider Basic Information Required 03/30/2015 03/30/2015 Complete

Step 2: Add Locations Required 03/30/2015 03/30/2015 Complete

Step 3: Add Specialties Required 03/30/2015 03/30/2015 Complete

Step 4: Add Mode of Claim Submission Required 03/30/2015 03/30/2015 Complete

Step 5: Associate Billing Agent Required 03/30/2015 03/30/2015 Complete

Step 6: Add Prowider Controlling Interest/Ownership Details Required 03/30/2015 03/30/2015 Complete

Step 7. Add Taxonomy Details Required 03/30/2015 03/30/2015 Complate

Step 8: 835/ERA Enrollment Form h Required Incomplete Please complete ERA form
Step 9: Complete Enroliment Checklist Required Incomplete

Step 10: Submit Enroliment Application for Approval Required Incomplete

View Page: 1 O Brio Count | B SaveTols Viewing Page: 1 Krist || €7 > fewt || B

e Continue to Step 8 — 835/ERA Enrollment Form




@m}lps < My Inbox~ Provider~

Q, Quick Find B Note Pad @ External Links ~

> Myinbox » Track Application » Enroliment List > Enr App General > Track Application > Group Practice Enroliment >
Application ID: 20150330422525

m @ Submi @ Help

ERA ENROLLMENT FORM

Name: TESTING INC, LLC

[=] PROVIDER INFORMATION

Provider Name:
Doing Business As Name (DBA): TESTING INC, LLC

Provider Address

Street: 320 S WALNUT ST State/Province: MICHIGAN

City: LANSING Zip Code/Postal Code: 48933

Country Code: UNITED STATES

[=] PROVIDER IDENTIFIERS

Provider Federal Tax Identification Number (TIN) or Employer Identification Number (EIN) : 100021048

National Provider Identifier (NPI) : 1000210488

Other Identifier(s)

Assigning Authority: Trading Partner ID: 1200009

Provider License Details

Provider License No: License Issuer:

Dravidar Tuna: GROIIPS

% My Favorites ™

S Print

2] Help




QHQ}“PS < My Inbox~ Provider~

Q Quick Find I Note Pad @ External Links = % My Favorites ¥

> Mylnbox > Track Application > Enrollment List > Enrd App General > Track Application > Group Practice Enrollment >

Application ID: 20150330422525

m ® Submit Q Print 7] Help

 NH @ 1AXID

Name: TESTING INC, LLC

MI Medicaid enumerates by Tax ID only.

Method of Retrieval: |

—

GHOUSE INFORMATION (Not applicable at this time)

ELECTRONIC REMI| Cgﬁf S

DEG

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

[=] SUBMISSION INFORMATION

Reason for Submission

" Cancel Enroliment ¢ Change Enrollment @& New Enrollment *
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.

Autharizati A
g it

By signing this request, | am authorizing the Michigan Department of Community Health to establish an B35/ERA account for the Tax ID listed above and
for 835/ERA files to be transmitted electronically to the designated entity.

= Print

7] Help

i

Select Method of Retrieval from Drop-down Menu (DEG most common selection)




@ni;nps < My Inbox~ Provider+ >

Q, Quick Find H Note Pad @ External Links * My Favorites™ a Print 0 Help

> Mylnbox » Track Application » Enrollment List » Enrl App General » Track Application » Group Practice Enrollment

Application ID: 20150330422525 Name: TESTING INC, LLC

Y oso | oo

i NFl @ IAXID ~

MI Medicaid enumerates by Tax ID only.

Method of Retrieval: | cHANPS 3 :

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 Enrollment @ Mew Enrollment *

Authorized Signature

Electronic Signature of Person Submitting Enroliment:

m

Authorization Agreement below.

Authorization Agreement

By signing this request, | am authorizing the Michigan Department of Community Health to establish an 835/ERA account for the Tax ID listed above and
for 835/ERA files to be transmitted electronically to the designated entity.

e Complete the Electronic Signature of Person Submitting Enroliment
e Select “Submit” to proceed




I
{ My Inbox~ Provider~ >

Q, Quick Find K Note Pad @ External Links > % My Favorites™ 4 Print (7] Help

» Myinbox » Track Application » Group Practice Enroliment

Application ID: 20150326987537 Name: TEST,LLC

#  Enroll Provider - Group A

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

Step Required Start Date End Date Status Step Remark
Step 1: Provider Basic Information Required 03/26/2015 03/26/2015 Complete

Step 2: Add Locations Required 03/26/2015 03/27/2015 Complete

Step 3: Add Specialties Required 03/27/2015 03/27/2015 Complete

Step 4: Add Mode of Claim Submission Required 03/27/2015 03/27/2015 Complete

Step 5: Associate Billing Agent Optional Incomplete

Step 6: Add Provider Controlling Interast/Ownership Details Required 03/27/2015 03/27/2015 Complete

Step T Add Taxonomy Details Required 03/27/2015 03/27/2015 Complete

Step 8: 835/ERA Enroliment Form Optional Incomplete

Step 9: Complete Enroliment Checklist h Required Incomplete

Step 10: Submit Enroliment Application for Approval Required Incomplete

View Page: | 1 ®cs | Eraae il SaveToXLS Viewing Page: 1 W First || € Prev | (P New || 3 Las

e Continue to Step 9 — Complete Enrollment Checklist Question




My Inbox~ Provider=

@Hnmps <

» Myinbox » Track Application » Group Practice Enroliment » Prowder Check List

Q, Quick Find

Application ID: 20150326987537

masm h

Provider Checklist

Question

Name: TEST LLC

Do you need to request a Retro Enroliment Date? If Yes, enter the d Retro E

g Date in the c field

Are you currently excluded from any State program?

Are you currently excluded from any Federal program?

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

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

Have you ever had a program exclusion/debarment?

Have you ever had a civil monetary penalty?

Do you have ownership interest in other entities reimbursable by Medicaid and/or Medicare? If Yes. provide details in "Add Provider Controlling Interest/Ownership Details™ step.

Do you accept new patients?

Have you had any malpractice . judg; . Or ag|

7 If yes, enter dollar amount(s) and date(s)
Are you a PA 161 Program?
Do you contract with PA 161 program? If you contract with one of these programs, please provide the NPl in the comments

Would you be willing to participate in the BMP program which restricts beneficiaries to a specific provider?

View Page: 1 (o) B Paoe SaveTolLS Viewing Page: 1

G External Links ¥

Answer
Not Completed |;|

Not Completed IL|

Mot Completed
Not Completed E
Mot Completed |_;|
Mot Completed Ei
Mot Completed m
Not Completed B
Not Completed |;!
Not Completed Fi
Not Completed IZI
Mot Completed |;|
Mot Cum_pi_eted B

«

% My Favorites¥

Comments

Q Print

[+] Help

m

e Complete all questions on Provider Checklist and select “Save” once completed

e Select “Close” to proceed




@i-fnfhps -

> Mylnbox ) Track Application » Group Practice Enrofiment

Application ID: 20150326987537

Enroll Provider - Group

Step

Step 1: Prowder Basic Information

Step 2: Add Locations

Step 3. Add Specialties

Step 4 Add Mode of Claim Submission

Step 5: Associate Billing Agent

Step & Add Provider Controlling Interest/Ownership Details
Step 7: Add Taxonomy Details

Step 8: 835/ERA Enrollment Form

Step 9: Complete Enroliment Checklist

Provider~

Step 10: Submit Enrollment Application for Approval h

View Page: 1 ®co | Brsoecount | 6 SaveToXLs

Q, Quick Find

Name: TEST LLC

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

Required Start Date
Required 03/26/2015
Required 03/26/2015
Required 03/27/2015
Required 03/27/2015
Optional

Required 03/27/2015
Required 03/27/2015
Optional

Required 03/27/2015
Required

Viewing Page: 1

[ Note Pad @ External Links > % My Favorites™ 2 Print © Help

End Date

03/26/2015
03/27/2015
03/27/2015

03/27/2015

03/27/2015
03/27/2015

03/27/2015

~

Status Step Remark
Complete

Complete

Complete

Complete

incomplete

Complete

Complate

Incomplete

Complate

Incomplete

e Step 10 - Submit Enrollment Application for Approval. You must complete this step
or your application will not be submitted




@HE‘IE‘I’IPS < My Inbox~ Providerv >

Q, Quick Find I Note Pad @ External Links ¥ % My Favorites™ A Print

> Myinbox » Track Application » Group Practice Enroliment 3 Submit Enroliment

Application ID: 20150326987537 Name: TEST,LLC

m P Nest h

i Final Submission ~
Application ID: 20150326987537 Enroliment Type: Group Practice (Corporation, Partnership, LLC, etc.)
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.
| agree that the information submitted as a part of the application is correct (Private and Confidential).

i Application Document Checklist ~
Forms/Documents Special Instructions Source Required

AV AY AY AY

Mo Records Found !

e Select “Next” to read the Terms and Conditions




I
Provider~

< My Inbox~

@nmps

| Note Pad @ External Links ¥ B Print

© Help

Q Quick Find % My Favorites™

> Mylnbox > Track Application > Group Practice Enrollment > Submit Enroliment

Application ID: 20150326987537 Name: TEST,LLC

@ submit Application Ws and Conditions be sure to check the agreement box located at the end of the document.

AYITED W UTITI A, ST Y, Q11U G ISSS U 1, 13 11aUNY | 810 IS, VG113, GYTIILS, TIIFIVYTTS, G331 I SULLTIIUIS VI a1 Gyai i aiy ani an Lign |13, IVS3G3, a1 aLUviD, Il LI Y G LUSLS 81 | Sasul Iaus
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 Guides. The
parties agree that when conducting Standard Transactions, they will not change the definition, data condition, or use of a data element or segment in a standard, add data elements or segments to the maximum defined data set,
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 specification(s), or change the meaning or intent of the HIPAA standards
implementation specifications.
7.Testing.
All new Trading Partners will cooperate with MDCH upon request in testing processes prior to submission of production data. Existing Trading Partners will cooperate with MOCH upon request in testing processes for any
changes in submission format prior to submission of production files. MDCH will notify the Trading Partner of the effective date for production data after successful testing.
8. Data and Network Security.
The parties agree to use reasonable security measures to protect the integrity of data transmitted under this Agreement 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 time and as may be required by the HIPAA security regulations.
9. Automatic Amendment for Regulatory Compliance.
This Agreement will automatically be amended to comply with any final regulation or amendment to a final regulation adopted by the U.S. Department of Health and Human Services conceming the subject matter 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 Partner will notify MDCH of any changes in trading partner information supplied including, but not limited to, the name of the service bureau, billing service, recipient of remittance file, or provider code at least 30

calendar days prior to the effective date of such change.

[ ;Wis, | 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 and check the box at the bottom of the screen
e Select “Submit” at the top of the screen




@ﬂfﬁps 4 My Inbox~

Providerv

Q Quick Find

> Myinbox ) Track Application ) Enroliment List > Enrd App General ) Track Application ) Group Practice Enrollment

Application ID: 20150330422525

i Enroll Provider - Group

Step

Step 1. Provider Basic Information

Step 2 Add Locations

Step 3. Add Specialties

Step 4: Add Mode of Claim Submission

Step 5. Associate Billing Agent

Step 6 Add Provider Controlling Interest/Ownership Details
Step T: Add Taxonomy Details

Step 8. 835/ERA Enrollment Form

Step 9: Complete Enroliment Checklist

Step 10 Submit Enroliment Application for Approval

View Page: 1 ® ‘:1_*-._,-'.

fd SaveToxLs

Name: TESTING INC, LLC

| Note Pad

@ External Links * *

My Favorites¥  BIPrint @ Help

A

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

Required Start Date
Required 03/30/2015

Your Application Mumber 20150330422525 has been successfully
_-',..Iﬁ subrmitted for State review. Retum to CHAMPS with this application
number to track the status of your application.

Required 03/30/2015

Required 033072015

Required 03/30/2015

Viewing Page: 1

End Date

03/30/2015
03/30/2015
03/30/2015
03/30/2015
03730/2015
03/30/2015
0373012015
0373012015
0373012015

0373072015

Status

Complete
Complete
Complate
Complete
Complete
Complete
Complete
Complete
Complete

Complete

Step Remark

You have now submitted your application
Select “OK’ to return to the BPW page




QHnmps < My Inbox~ Providerv »

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

> Myinbox » Track Application > Enrollment List » Enrd App General ) Track Application > Group Practice Enrollment

Application ID: 20150330422525 Name: TESTING INC, LLC

i Enroll Provider - Group -~

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

Step Required Start Date End Date Status Step Remark
Step 1. Provider Basic Information Required 03/30/2015 03/30/2015 Complete

Step 2: Add Locations Required 033072015 0313072015 Complete

Step 3: Add Specialties Required 03/30/2015 03/30/2015 Complete

Step 4: Add Mode of Claim Submission Required 03/30/2015 03/30/2015 Complete

Step 5 Associate Billing Agent Required 03/30/2015 03/30/2015 Complete

Step 6: Add Provider Controlling Interest/Cwnership Details Required 03/30/2015 0313042015 Complete

Step 7: Add Taxonomy Details Required 03/30/2015 0313072015 Complete

Step & 835/ERA Enrollment Form Required 03/3072015 03/30/2015 Complete

Step 9 Complete Enrollment Checklist Required 033072015 03/30/2015 Complete

Step 10: Submit Enrollment Application for Approval Required 03/30/2015 03/30/2015 Complete h
View Page: | 1 Oc: Eraoecon | B SaeToNls Viewing Page: 1 K | € Py || ®ope »

e The status states that all steps have been completed




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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