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1 A maodification is submitted in CHAMPS when enrollment
iInformation needs to be updated or changed.

1 Before submitting a modification, all steps with a status of
required must show as complete. A modification will not be able
to be submitted with incomplete steps.

Modification

1 Billing Agents wishing to elect another person to have Domain
Administrator rights are required to submit:
1 Electronic Signature Agreement Cover SheRlHHS 5405
1 Include the CHAMPSdigit Provider ID (instead of NPI)

1 Other field: Indicate you need Domain Admin access for the billing
agent enrollment

1 Electronic Signature AgreemenDCH1401
1 Include the CHAMPS-digit Provider ID (instead of NPI)

Overview

M&DHHS
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https://www.michigan.gov/mdhhs/doing-business/providers/providers/medicaid/policyforms/medicaid-provider-forms-and-other-resources
https://www.michigan.gov/mdhhs/doing-business/providers/providers/medicaid/policyforms/medicaid-provider-forms-and-other-resources

Step 1: Provider Basic Information

Bllllng Agent Step 2: Mode of Claim

Submission/EDI Exchange

m . Step 3: Provider Controlling
O I I Ca I O n Interest/Ownership Details
Step 5: Complete Modification
Checklist
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Request for Review
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Help Contact Us

B MiLogin for Business

Welcome to
o MiLogin
Michigan's one-stop for Business
login solution for
business __—

Password

https://MiLoqgintp.Michigan.

MilLogin connects you to all State of Michigan business services through one single user

ID. Whether you want to renew your business license or request an inspection, you can

use your MiLogin for Business user 1D to log in to Michigan government services.
Log In

| Create an Account |

Copyright 2023 State of Michigan Policies



https://milogintp.michigan.gov/
https://milogintp.michigan.gov/

B MiLOgin fOI’ BuSineSS Home Discover Online Services Help Contact Us ~

Welcome: .

Access your requested online services and search for more.

Michigan Department of Health & Human Services (MDHHS) Discover Online Services

M&DHHS MilLogin is used to secure many online

CHAMPS services at the State of Michigan. We

are here to ensure your identity is safe

and protected.

Find Services »

Copyright 2023 State of Michigan Policies



Home Discover Online Services Help Contact Us v

Register foMiLogin
and CHAMPS

Review the terms and MRDHHS

Al TAEOEIT O AT A
agree to the Terms &
#1 1 AEOET 1 068

CHAMPS

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

payments, and encounters.

Please accept the Terms and Conditions to continue:

Click Launch service.

Terms & Conditions

The Michigan Department of Health & Human Services (MDHHS) computer information system (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. Systermns users are prohibited from
using any assigned or entrusted access control mechanisms for any purposes other than those required to perform
authorized data exchange with MDHHS. Logon IDs and passwords are never to be shared. Systems users must not
disclose any confidential, restricted or sensitive data to unauthorized persons. Systems users will only access
information on the systems for which they have authorization. Systems users will not use MDHHS systems for
commercial or partisan political purposes. Following industry standards, systems users must securely maintain any

| agree to the Terms & Conditions

unch service

M&DHHS
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Register foMiLogin
and CHAMPS

Select the Billing Agent

Provider ID from the Domain c

Select the Billing Agent

Access from the Select Community Health Automated Medicaid Processing System
Profile dropdown.

CI|Ck GO. —[Select Domain

Please Note: If there are no
Domain or Profile options to —b[Select Profile
select from reference

[Select Favorite

>> Adding
Users/Assigning Profiles.

M&DHHS

Michigan Department or Health & Huma


https://www.michigan.gov/-/media/Project/Websites/mdhhs/Folder1/Folder8/Domain_Administrator_PE.pdf?rev=1ac9d6a7c8b94b279986e5405e213838
https://www.michigan.gov/-/media/Project/Websites/mdhhs/Folder1/Folder8/Domain_Administrator_PE.pdf?rev=1ac9d6a7c8b94b279986e5405e213838

My Inbox~ Provider~

G <
B i | I i n g Ag e nt _ il PROVIDER ENROLLMENT
¢} > Provider Portal New Enroliment *

-

Modification *

& Print © Help

@ External Links ~ % My Favorites ~

i Note Pad

My Remin Wl MANAGE PROVIDER ~ Calendar ~
o o Manage Provider Information “
ClICk the PrOVIde Tab- ‘ Filter By F | B Save Filters /| TMyFiIlels'l 5 13.30 i?F;DruaryQOZ:l
S | . uesday

Alert Type Alert Message Alert Date Due Date Read Tickler Modified Date 2024 February

Select the Manage Provider o w av & & & Mo | T | We | | Fr| s | S

No Records Found ! 1 2

Information. B N O

19 20 21 22 23

26 28 29
-

Today -
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Billing Agent
Modification

10

Billing Agent enroliment
steps are listed, this page is
also referred to as the
Business Process Wizard.

Note: some steps are
required versus optional.

Click any of the step
hyperlinks to make updates
to the information within the
step.

Before submitting the
modification for State review
all required steps with a
status of Incomplete will
need to be completed.

@PS < My Inbox~

» Last Login: 27 FEB, 2024 11:09 AM |§ Note Pad @ External Links ~ % My Favorites ~ = Print © Help

#} » Provider Portal » Submitter Modification BPW

Provider ID:

(o=l ™\ Undo Update

—
Provider~ >

COMPLETE MODIFICATION CHECKLIST ONLY NEEDS TO BE COMPLETED WHEN ADDING NEW INFORMATION OR UPDATING ANY STEP IN THE MODIFICATION

#  View/Update Provider Data - Billing Agent -~
Business Process Wizard - Provider Data Modification (Billing Agent).

0O Step Required Last Modification Date Last Review Date Status Modification Status Step Remark

() Step 1: Provider Basic Information Required 05/11/2021 05/12/2021 Complete

[[) Step 2: Mode of Claim Submission/EDI Exchange Required 04/21/2021 051212021 Complete

(] Step 3: Provider Controlling Interest/Ownership Details Required 01/17/2018 01/17/2018 Complete

() Step 4: Upload Documents Optional 01/17/2018 01172018 Complete

) Step 5: Complete Modification Checklist Required 05/11/2021 05/12/2021 Incomplete

[[) Step 6: View Associated Providers Details Optional 01/17/2018 01117/2018 Complete

[[J Step 7: Submit Medification Request for Review Required 05/11/2021 05M12/2021 Complete

View Page: D ®co | | lPage Count Viewing Page: 1 Fist € Prev| | P Nedt |3 Last

M&DHHS
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Make updates to Claim
Submission Type, Contact
Information, and Billing

Ste p 1 Agent Address detalils
P : d B i After completing this
rOVI er aSI step, if no other updates

_ are needed continue to
: I

Information s

andStep 7. Submit

Modification Request for
Review

: M&DHHS



@PS < My Inbox~ Provider~ >

7 FEB, 2024 11:09 AM i Note Pad @ External Links % My Favorites v

Step 1. Provider Basic
Information

ﬂ % Provider Pertal 3 Submitter Modification BPW

Provider ID: Name:

ndo Update
C | I C k O n Ste p 1 L] I rOVI d e r COMPLETE MODIFICATION CHECKLIST ONLY NEEDS TO BE COMPLETED WHEN ADDING NEW INFORMATION OR UPDATING ANY STEP IN THE MODIFICATION

BaSIC |nf0rmat|0n to update % View/Update Provider Data - Billing Agent ~

Business Process Wizard - Provider Data Modification (Billing Agent).

th e C I ai m S u b m i S Si O n Ty p e ] [] Step Required Last Modification Date Last Review Date Status Modification Status Step Remark

C t t I f t' d () Step 1: Provider Basic Information Required 05/11/2021 05122021 Complete

O n aC n O m a I O n an O Step 20 Mode of Claim Submission/EDI Exchange Required 04/21/2021 05122021 Complete

Ad d ress d et al I S. [ Step 3: Provider Controling InterestOvwnership Details Required 01/17/2018 011712018 Complete
() Step 4: Upload Documents Optional 01/17/2016 01172018 Complete
(] Step 5: Complete Medification Checklist Required 05/11/2021 05/12/2021 Incomplete
) Step 6: View Associated Providers Details Optional 011172018 0117/2018 Complete
() Step 7: Submit Medification Request for Review Required 05/11/2021 05122021 Complete

Viewing Page: 1 Fist | € Prev P Next | 9 Last

View Page: D ®Go

12
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Step 1. Provider Basic
Information

13

Make updates to information
as needed. Required
information is indicated with
an asterisk (*).
Note: If the billing agent
address needs to be
updated, do not change the
end date of the current listed
address. Make updates to
the address that is currently

listed, and click validate
address.

Once changes have been
made, click Ok.

x
F

OOO0n00n

oooooo

Proviger ID:

E:: ] Provider Details

Entity Business Name:

Business Elig Date Range:

MName:

Business Status:  Aciive
Approved

DB/04/2014-12/31/2999

] * (Doing Business As)

Indicate Claim Submission Type: [ |Dental [_Instiutional MProfessional ™ (Must select at least one claim type)

#  Support Contact
First Name:
Last Name:
Phone Number:

Fax Number:
-] Technical Contact

First Name:
Last Name:
Phone Number:

Fax Number:

- Billing Agent Address Details

End Date: 12i3V2999 -

Address Line 1: |

Address Line 3:
State/Province:
Country:

Entity Fax Number:
Entity Email Address:

( )=
( ) *
[ ]*Eum:[

1 same as Support Gontact
=

*

* Extn:

Middie Initial: [

Contact Email Address:

|

Email-a: | |

Email-1:

Emails: | 1

emanz: [ |

Email4: |

Emaite: |

Middile Initial:

Centact Email Address:

Email-1: =

Email-3:

Email-5:

If a department or ber is

ired enter the infx

tion in line TWO.

(For example: DEPT 222 or DEPARTMENT 222, DRAWR 1111 or DRAWER 1111}

If an attention line is required,
=
(Enter Street Address or PO Box Only)

( &=

[_uNlTED STATES ] -

( |
( =

enter the infor

Address Line 2

City/ Town:
County.

Zip Code:

Entity Fhone Number:

Email-2:
Email-4:

Email-8:

in Line THREE. (For example: ATTN: Billing Dept.)

3 ]

e [
-

o ) -
-

.
J
] =
] ~
— oo -~
|
]
“-
=3
|| @ validate Address |
“ *

M&DHHS

Michigan Department or Health & Human Services




Step 1. Provider Basic
Information

14

Step 1 will show a
modification status of
Updated as changes were
made within the step.

After completing Step 1, if no
other updates are needed
continue to

and

@Pﬁ < My Inbox Providerv

: 27 FEB, 2024 11:09 AM

¢} > Provider Portal » Submitter Modification BPW

Provider ID:

Undo Update

COMPLETE MODIFICATION CHECKLIST ONLY NEEDS TO BE COMPLETED WHEN ADDING NEW INFORMATION OR UPDATING ANY STEP IN THE MODIFICATION

£ View/Update Provider Data - Billing Agent

[ Step
() Step 1: Provider Basic Information

() Step 2: Mode of Claim Submission/EDI Exchange

() Step 3: Provider Controlling Interest/Ownership Details
(] Step 4: Upload Decuments

[[) Step 5: Complete Modification Checklist

[[) Step 6: View Associated Providers Details

[ Step 7. Submit Modification Request for Review

View Page: D ®co I Page Count (5 Save to Excel

Required
Required
Required
Required
Optional

Required
Optional

Required

Last Modification Date

02/27/2024

04/21/2021

0117/2018

01117/2018

0511172021

01/17/2018

0212772024

Name:

Last Review Date
05/12/2021
05/12/2021
01172018
01172018
05/12/2021
01/17/2018
051272021

Viewing Page: 1

Status
Complete
Complete
Complete
Complete
Incomplete
Complete

Incomplete

i Note Pad @ External Links ~ % My Favorites ~ ¥ Print © Help

~

Business Process Wizard - Provider Data Modification (Billing Agent).

Medification Status Step Remark

Updated —

Modification Request has not been Submitted.

¢First (€ Prev ¥ Next |3 Last

M&DHHS
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15

Step 2: Mode
of Claim
Submissioth
EDIEXxchange

Make updates to the
method or connection
In how files are
submitted to CHAMPS.

After completing this
step, if no other updates
are needed continue to
Step 5: Complete
Modification Checklist
andStep 7. Submit
Modification Request
for Review

M&DHHS



Step 2: Mode of Claim
Submission/EDI
Exchange

Click on Step 2: Mode of
Claim Submission/EDI
Exchange

Allows billing agents to add
or end date modes or
methods of submitting
electronic files to Michigan
Medicaid.

16

# » Provier Portal 3 Submitter Modification BPW

Provider ID:

m'nunooupuae

#  Viewl/Update Provider Data - Billing Agent ~

< My Inbox~ Provider~ >

% My Favorites = & Print © Help

ki Note Pad

» Last Login: 27 FEB, 2024 11:09 AM @ External Links ~

Name:

COMPLETE MODIFICATION CHECKLIST ONLY NEEDS TO BE COMPLETED WHEN ADDING NEW INFORMATION OR UPDATING ANY STEP IN THE MODIFICATION

Business Process Wizard - Provider Data Modification (Billing Agent).

[ Step 3 Last Date Last Review Date Status Modification Status Step Remark
Step 1: Provider Basic Information Required 02027/2024 05122021 Complete Updated

() Step 2: Mode of Claim Submission/EDI Exchange Required 0dr21/2021 051272021 Complete

() Step 3: Proviger Controlling Interest/Cwnership Details Required MN72018 01172018 Complete

() Step 4: Upload Documents Optional 0117/2018 01172018 Complete

([ Step 5: Complete Modification Checklist Required 051172021 0522021 Incomplete

[[) Step 6: View Associated Providers Detalls Optional 011772018 011712018 Complete

() Step 7: Submit Modification Request for Review Required 0212772024 051212021 Incomplete Modification Request has not been Submitted.

View Page: | 1 | @60 WPaecomt |@savetoxcel Viewing Page: 1 «Fist | [€Pev | |3 nea | |3 Las

M&DHHS
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- - ms Inbox~ Provider~
Step 2: Mode of Claim il :
Submission/EDI > Pt Pt > ot acaton W
Exchange o |
i Mode of Claim Submission List -~
The mode(s) of claim =T = A3 er oy o Anc operstion saws scie ] (@ 0o
submission will be displayed. Bt (T
. Mode of Claim Sub. Method Start Date End Date Status Operational Status Inactivation Date
Previous modes are also O e _ PN N—"r -
||Sted but havmn end date [] Electronic Batch, CORE Real Time, CORE Batch, Data Exchange Gateway (DEG) 097272019 12/31/2999 Approved Active
ViewPage: 1 | OGo Page Count Viewing Page: 1 Fist € Prev ¥ Nedt | 3 Last

as they are no longer

applicable.

To add or remove a mode of
claim submission click on the
mode of submissions
hyperlink.

17
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@s < My Inbox~ Providerv » A

Step 2: Mode of Claim lld
SmeiSSion/EDI #1  Provider Portal 5 Submitter Modification BPW

Provider ID: Name:

Exchange oo IR -

@ Mode of Claims Submission/EDI exchange A

To remove a mode(s) of claim
submission click the check
box next to the method of i EDI exchange -

Applicable Transactions

Please select the submission methods from EDI Exchange andior Other Claims Submission as applicable.

submission. -
: lectronic Batch :': "Pm:f:m ":::'lwm‘;“msmmm 837P- ional (FFS), 8371 i FS), 837D -Dental(FFS), 2701271 -Eligibility, Inquiry/Response, 276/277-Claim Status Inquire/Response
Multiple methods can be LD 10 PSR RIS
d ated at O n Ce Ch eCk Or RE Batch ;o . - 0ad HIPAA transa using CORE Baich 270/271 -Eligibility Inquiry/Response, 276/277-Claim Status Inguire/Response, 835 Health Care Claim Payment/Advice

u p ) onnectivity d 5
RE Real Time : 270/271 -Eligibility Inquiry/Response, 276/277-Claim Status Inquire/Response

uncheck applicable e T

m eth Od S. ta E To ive HIPAA TI ions via Data E 837P- F (FF ), 8371 -Insti F ).837D -Dental(FFS/Encounter), 270/271 -Eligibility Inquiry/Response, 276/277-Claim

(DEG)  |Gateway (DEG) using SFTP/SSLFTP/HTTPS Status Inquire/Response, 278/278- Prior Authori Req ponse, 835- Heal Claim payment Advice NCPDP Post Adjudication

Status: Approved

To add a mode(s) of
submission click the check
box next to the currently
unchecked method of
submission.

Click Save.
Click Close.

18
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Step 2: Mode of Claim
Submission/EDI
Exchange

19

Notice there are now two
rows for Mode of Claim
Submission, one that is
approved and one that is in
review.

Click Close to return to the
Business Process Wizard
steps.

Provider~

Gores <

Last Login: 03 MAR, 2020 08:15 AM

My Inbox~

# > Provider Portal > Submitter Modification BPW

Provider ID:

#  Mode of Claim Submission List

Filter By
Mode of Claim Sub. Method
I:I AY

[] Etectronic Batch, CORE Batch, Data Exchange Gateway (DEG)
O Electronic Batch, Data Exchange Gateway (DEG)
[] Electronic Batch,CORE Real Time,CORE Batch, Data Exchange Gateway (DEG)

ViewPage: [1 | ©Co  MPageCount | @SaveToxls |

And  Fier By

Start Date
av
03/03/72020
06/04/72014
09/2772019
Viewing Page: 1

End Date
AY

12/31/2999
09/26/2019
12/31/2999

i Note Pad

Status.
AV

In Review
T

Approved

# My Favorites = Print © Help

@ External Links ~

And Operational Status  active '@Go‘
BysaveFilters ¥ My Filters™

Operational Status. Inactivation Date
av AY

Active

Active

Active

Fist € Prev ¥ Next » Last

M&DHHS
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Step 2: Mode of Claim
Submission/EDI
Exchange

20

Step 2 will show a
modification status of
Updated as changes were
made within the step.

Once updates are complete
continue to
and

@Ps < My Inbox ~ Provider~

5 MAR, 2024 09:10 AM

#1 > Provider Portal 3 Submitter Modification BPW

Provider ID:

Undo Update

COMPLETE MODIFICATION CHECKLIST ONLY NEEDS TO BE COMPLETED WHEN ADDING NEW INFORMATION OR UPDATING ANY STEP IN THE MODIFICATION

i View/Update Provider Data - Billing Agent

a Step Required
[C) Step 1: Provider Basic Information Required
[C) Step 2: Mode of Claim Submissien/EDI Exchange Required
[C) Step 3: Provider Controlling Interest/Cwnership Details Required
[ Step 4: Upload Documents Qptional

D Step 5: Complete Modification Checklist Required
O Step 6: View Associated Providers Details Optional

() Step 7: Submit Medification Request for Review Required

View Page:

05 Memecom

Last Modification Date
02/27/2024
03/05/2024
0117/2018
01/17/2018
05/11/2021
01M17/2018
03/05/2024

Name:

Last Review Date
05/12/2021
05/12/2021
01/17/2018
01/17/2018
05/12/2021
01/17/2018
05/12/2021

Viewing Page: 1

Status
Complete
Complete
Complete
Complete
Incomplete
Complete

Incomplete

Note Pad External Links ~ * My Favorites v Print © Help

A~

Business Process Wizard - Provider Data Modification (Billing Agent).

Modification Status Step Remark

Updated

Updated —

Modification Request has not been Submitted.

€Fist | € Prev | ¥ Next | 3 Last

M&DHHS
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Step 3: Provider

Controlling
Interest/
Ownership
Detalls

Make updates to ownershi
iInformation, click on Step 3:
Provider Controlling _
Interest/Ownership Detalls.

For complete instructions on
Lhe Ownership steglick
nere.

After completing this step, if
no other updates are needed
continue toSte% S
Complete Modification _
ChecklistandStep 7: Submit

Modification Request for
Review

M&DHHS


https://www.michigan.gov/mdhhs/-/media/Project/Websites/mdhhs/Medicaid-Provider-Assets/Provider-Enrollment-Assets/PE_ownership_step.pdf?rev=649efe3093aa48fd8584171a7b5553e7&hash=BD990EAAC4D4387435FA47A21764FAD1
https://www.michigan.gov/mdhhs/-/media/Project/Websites/mdhhs/Medicaid-Provider-Assets/Provider-Enrollment-Assets/PE_ownership_step.pdf?rev=649efe3093aa48fd8584171a7b5553e7&hash=BD990EAAC4D4387435FA47A21764FAD1

Step 3: Provider
Controlling Interest/
Ownership Detalls

Click on Step 3: Provider
Controlling
Interest/Ownership Details

Within this step updates can
be made to the current
owner(s) information,

adding or end dating existing
owner(s), or adding or end
dating relationships between
existing owner(s).

22

My Inbox~ Provider~

Gooos <

¥ Last Login: 05 MAR, 2024 05:10 AM

# > Provider Portal 3 Submitter Modification BPW

Provider ID:

m " Undo Update

#  ViewlUpdate Provider Data - Billing Agent

COMPLETE MODIFICATION CHECKLIST ONLY NEEDS TO BE COMPLETED WHEN ADDING NEW INFORMATION OR UPDATING ANY STEP IN THE MODIFICATION

[ step
[0 Step 1: Provider Basic Information
2~ Mode of Claim SubmissionEDI
) Step 3: Provider Controfing Interest/Cwnership Details
() Step 4: Upload Documents
) Step 5: Complete Modification Checklist
[0 Step 62 View Associated Providers Detalls
() Step 7: Submit Modification Request for Review

Vlchagn:ll ©co  WPageCount | (& Save to Excel

Last

Required
Required
Required

Required

Required

0202712024
03/05/2024
01172018
011772018
05112021
072018
030572024

Last Review Date
05112/2021
05M2r2021
0117/2018
01N7/2018
051212021
0172018
051212021
Viewing Page: 1

Updated
Updated

S Print © Help

k Mote Pad

@ External Links ~ % My Favorites =

~

Business Process Wizard - Provider Data Modification (Billing Agent).

Step Remark

Modification Request has not been Submitted.

WFrst €Prev > Next | ¥ Last

M&DHHS

Michigan Department or Health & Human Services




@ﬁ < My Inbox = Provider >
Note Pac L xtoTna inks y Favo 3 *rint

Last Login: 03 MAR, 2020 01:09 PM

A - > Provider Portal > Submitter Modification BPVY
Step 3: Provider — —
C lling | t/ e pr—n
ontrolling Interes R pep— = —
. . Import Owner o
Ownership Detalls S e [
Provider B e Adverse Action 1@ home address, date of birth, and Soclal y . IS req from and other (e.g.. owners, P . agents, etc.).
o TION
. . Provider (inciudii nscal ents and care are req o mne on and control auri enroliment, revalaaton and within 35 aays aner chat In ownersnip:
The Current Owner(s) W|I| be d|Sp|ayed ;::’n;ﬂ:n:“:ii":wﬁofcw pe::nmrmm;o'a" |mw:::u or control interest. The address for corporate: entities mr:gu include, as primary Bﬂvmme . and P.O. Box address.
For complete instructions on the e e ) 00 L P e et o o s o s
OWnerShlp Step X control interest of any subcontractor in which the disclosing entity has a five percent or more Interest is related to another person with ownership or control interest as a spouse, parent, child or sibling.
- g - The name of any other fiscal agent or manage care entity in which an owner has an ownership or control interest in an entity that is by andfor
Review all owners, if no updates - The name, adaress, date of bith and Social of any managing employse.
nq[ed todbte ([?]ade, click Close to be —
returned to the . — o pes
- ‘ Lh::mbae;l,:;s::oﬂeﬂﬂer t:..pelsm lrlzmeouneowm;sl:lpt;m below is selected:
Corporate - Charitable 501[c]2 Sub-contractor Foreign, Nonresident Alien
To edit owner information, select the e rem e e e e
owner SSN hyperlink. = =
To add a new owner, edit relationship — = e =l Ao st v (o 1) (6]
information, or complete the Adverse =
Action, select the option from the Ovner SSEINTIN  Ovner Ommec Tvme Adicess  [SrtDme |EndDa |Sws |OpersionsiStsus /inactivadonDate |AdverseAcion |Percentage owned |Retaionsbip Statue
Actions dropdown. — = e = R T———— - = ~ S—— -
: : - [ — 20
Note: if any owner information is - - Individual 100012019 10012999 Approved  Active o 25 Complatod
updated the Adverse Action will = — e Tomyaces [1091as [heorored et - - e
need to be completed. ‘j‘m—mf, | (D) (REet (@oeros | o Ciewing age: == = e
Continue to the next slide for further :MMMEW] oot Gomoramin intorest 1 otter i o o =
instructions on how to edit current I - . .
owner information. e o = e —
Other Owner EINMTIN Other Owner Information Address Status Operational Status Inactivation Date
D AT AT — AT — AT AT AT ga

M&DHHS

Michigan Department or Health & Human Services
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https://www.michigan.gov/mdhhs/-/media/Project/Websites/mdhhs/Medicaid-Provider-Assets/Provider-Enrollment-Assets/PE_ownership_step.pdf?rev=649efe3093aa48fd8584171a7b5553e7&hash=BD990EAAC4D4387435FA47A21764FAD1

ki Note Pad @ External Links ~ % My Favorites = = Print

Step 3: Provider
Controlling Interest/
Ownership Detalls

# Manage Provider Controlling Interest/Ownership

Make any necessary updates. i rem— "
Ensure all fields marked with Loge iy e (] * T
an asterisk (*) are complete. e TR (oon B
( ) 5 p - Owner NPI: [:]
If the address information is st s B
updated the Validate S
Address will need to be s roa. 0

clicked before Save. rnona e () * e[ ] g ——
. startDate: 10012019 | = EndDate: | 10022999 |
Click Save.

Address Type: Business Address

Click Close. Aacrecs Line 1 (T ]+ sgrossimez [

(Enter Street Address or PO Box Only)

— oo =-
State/Province: ‘ County: |
Country: | UNITED STATES = Zip Code: * . [0 Validate Address ]

Status:  Approved

<

M&DHHS

Michigan Department or Health & Human Services
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@?ﬂs < Mymnbox~  Provider~ >
=t Login: 03 MAR, 2020 01:09 P oto Pad @ Extornal Links - T ST -

Step 3: Provider

. > Provider Portal 3> Submitter Modification BPW
Controlling Interest/ e  —
Ownership Detalls o T——— &
Provider Enroliment Information, including home address, date of birth, and Social Secunty Number, is required from and other (&.g.. OWNers, mManaging employees, agents, eic.).
Notice there are now two %&%&EE%MM’“"W:;wmr:mmwmmmmmmmmmmmwrmmomm,,
= Date of birth and Social Security Number (in the case of an individual).
rows for the selected owner, e o o o o e e St o o et o ot P it S s e (e S v
. = The name of any other fiscal agent or manage care entity in which an owner has an ownership or control interest in an entity that is by andier 3
one that is approved and one T S e S
that iS in reVieW' m;ﬁ:;;ﬁz;?:ﬁ;mr:@%mx&m&%wmmum
Corporate - Charitable 501[c}3 Sub-contractor Foreign, Nonresident Alien
m;ﬂ !:lm Cnarnable Holing Gompany Limited Liabity Company
The Adverse Action for that —_ I
owner(s) will need to be
e oy and | riner oy And operational stz | acive [v] (@60 |
Completed. (Owmer SSWEINTIN __ [Ownar information |[Owner Typa Addross StartDate  End Date  Status Operational Status  Inactivation Date  Adverse Action ——————— l
For complete instructions on S —— S e ‘ e =
the Ownership step S— — e i i i [ae™ ke - = e
D | Board of Directors/Officers/Principles Active Na 25 Completed
View Page: | 1 ] ®@ce B Page Count | @ SaveToXts | Viewing Page: 1 €€ First < Prov > Mot 3 Last
0 :M Other Owmed Entity | List O in other by and/or °
Click Close to return to the e - =T = e ]
- - Emnmn ¥ My Filters™
Business Process Wizard P S e — operstonet s _———
- AT 23 27 i .
steps. e

25

M&DHHS

Michigan Department or Health & Human Services


https://www.michigan.gov/mdhhs/-/media/Project/Websites/mdhhs/Medicaid-Provider-Assets/Provider-Enrollment-Assets/PE_ownership_step.pdf?rev=649efe3093aa48fd8584171a7b5553e7&hash=BD990EAAC4D4387435FA47A21764FAD1
https://www.michigan.gov/mdhhs/-/media/Project/Websites/mdhhs/Medicaid-Provider-Assets/Provider-Enrollment-Assets/PE_ownership_step.pdf?rev=649efe3093aa48fd8584171a7b5553e7&hash=BD990EAAC4D4387435FA47A21764FAD1

Step 3: Provider
Controlling Interest/
Ownership Detalls

26

Step 3 will show a
modification status of
Updated as changes were
made within the step.

Once updates are complete
continueto
and

@Pﬁ < My Inbox~ Provider~

05 MAR, 2024 09:10 AM

#1 > Provider Portal 3 Submitter Modification BPW

Provider ID:

COMPLETE MODIFICATION CHECKLIST ONLY NEEDS TO BE COMPLETED WHEN ADDING NEW INFORMATION OR UPDATING ANY STEP IN THE MODIFICATION

i View/Update Provider Data - Billing Agent

] step
() Step 1: Provider Basic Information

() Step 2: Mode of Claim Submission/EDI Exchange

(C) Step 3: Provider Controlling Interest/Ownership Details
(O] Step 4: Upload Documents

() Step 5: Complete Modification Checklist

[[) Step 6: View Associated Providers Details

() Step 7: Submit Medification Request for Review

View Page: D ®co I Page Count

Required
Required
Required
Required
Optional

Required
Optional

Required

Last Modification Date

02/27/2024

03/05/2024

03/05/2024

01/17/2018

05/11/2021

01/17/2018

03/05/2024

Last Review Date
05/12/2021
05/12/2021
01/17/2018
01/17/2018
05/12/2021
01/17/2018
05/12/2021

Viewing Page: 1

Status
Complete
Complete
Complete
Complete
Incomplete
Complete

Incomplete

Note Pad @ External

~

Business Process Wizard - Provider Data Modification (Billing Agent).
Modification Status Step Remark
Updated

Updated

Updated —

Modification Request has not been Submitted.

&« Fist € Prev | ¥ Nexi 3 Last

M&DHHS

Michigan Department or Health & Human Services




Step 5: Complete
Modification Checklist

& Required steps to
complete a modification

Step VA SmeIt lft)r:‘dl’;\tljite)w.it to the State
Modification Request
for Review

M&DHHS



@m < My Inbox = Provider~ ?

» Last Login: 05 MAR, 2024 09:10 AM I Note Pad @ External Links ~ % My Favorites = = Print © Heip

Click on Step 5: Complete e

Modification Checklist

I e
C | I C k Ste p 5 : C O l I I p I ete COMPLETE MODIFICATION CHECKLIST ONLY NEEDS TO BE COMPLETED WHEN ADDING NEW INFORMATION OR UPDATING ANY STEP IN THE MODIFICATION

M df . Ch kI i View/Update Provider Data - Billing Agent -
O I ICatI O n eC ISt Business Process Wizard - Provider Data Modification (Billing Agent).
) Step .| Last Date Last Review Date Status Modification Status Step Remark
() Step 1: Provider Basic Information Required 02272024 0sH220 Complete Updated
] Step 2 Mode of Claim Submission/EDI Exchange Required 030572024 0522021 Complete Updated

(] Step 3: Frovider Controlling Interest/Ownership Detaits Required 031052024 011712018 Complete Updated

[ Step 4: Upload Documents Cptional 011712018 MATI2018 Complete
s e o e
[) Step &: View Associated Providers Detalts Optional 0111712018 011772018 Comgplete
7] Step 7: Submit Modification Request for Review Required 03052024 05122021 Incompiete Modification Request has nol been Submitted.
View Page: l‘l‘—] ®@co  WPageCount | @ Save to Excel | Viewing Page: 1 €First € Prev ¥ Next 3 Last

M&DHHS

Michigan Department or Health & Human Services
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@s < My Inbox~ Provider~ >

Last Login: 03 MAR, 2020 01:09 PM

Click on Step 5: Complete
Modification Checklist

% > Provider Portal > Submitter Modification BPW > Provider Check List

Provider ID: Name:

Review each question and B | Baragn Provioer hese! .
select Yes or No from the w e s
Would you be wiling to submit HIPAA-comp for new p f]
dropdown Do you wish to end date your enrollment or association? If yes, what date and to which NPI association? Not Completed [:]
> Will you be submitting HIPAA 270271 Eligibility (Inquiry/Response) transactions? Not Completed
Enter comments if necessary T Vewing Page. =

or required.
Click Save.
Click Close.

M&DHHS

Michigan Department or Health & Human Services
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Step 7. Submit
Modification Request for
Review

Step 5 will show a Modification
Status of Updated as changes
were made within this step.

Ensure all information has
been reviewed for each of the
required steps and make sure
any updates have been
completed. If you choose not
to complete the optional steps
you can still submit your
modification.

Click on Step 7: Submit
Modification Request for
Review

30

Provider~

Grres <

My Inbox ~

» Last Login: 05 MAR, 2024 09:10 AM

ﬂ- » Provider Portal » Submitter Modification BPW

Provider ID:

™\ Undo Update

COMPLETE MODIFICATION CHECKLIST ONLY NEEDS TO BE COMPLETED WHEN ADDING NEW INFORMATION OR UPDATING ANY STEP IN THE MODIFICATION

Name:

Ik Note Pad @ External Links v % My Favorites ~ = Print © Help

£ View/Update Provider Data - Billing Agent

~

Business Process Wizard - Provider Data Modification (Billing Agent).

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

D Step 1: Provider Basic Information Required 02/27/2024 05/12/2021 Complete Updated

(] Step 2: Mode of Claim Submission/EDI Exchange Required 03/05/2024 05/12/2021 Complete Updated

(] Step 2: Provider Controlling Interest/Ownership Details Required 03/05/2024 01/17/2018 Complete Updated

(] Step 4: Upload Documents Optional 01/17/2018 01/17/2018 Complete

[7) Step 5: Complete Modification Checklist Required 03/05/2024 05/12/2021 Complete Updated —

(] Step 6: View Associated Providers Details Qptional 01/17/2018 01/17/2018 Complete

O Step 7: Submit Medification Request for Review Required 03/05/2024 05/12/2021 Incomplete Modification Request has not been Submitted.

- J
View Page: | 1 ©co  WPage Count | g Save to Excel

Viewing Page: 1

«rFist | | € Prev | | ¥ Next |3 Last

M&DHHS
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@S < My Inbox~ Provider~ >

Last Login: 03 MAR, 2020 01:09 PM i Note Pad @ External Links « % My Favorites « ¥ Print

Modification Request for | ===
REVIEN

Step 7. Submit

Provider ID: Name:

#  Final Submission ~

Final Submission: Click Next. ' provider : e

The Information submitted 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)

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

No Records Found !

M&DHHS

Michigan Department or Health & Human Services
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= Print

Step 7. Submit
Modification Request for | —
Review o T

# 5 Provider Portal > Submitter Modification BPW

Final Submission LIPS
Scro | | d own th e p ag eto #  Billing Agent Enrollment & Trading Partner Agreement - Conditions -
reV|eW the Bllllng Agent ::nm for asap or trading partner in the Medical Assistance Program (and programs for which the Michigan Department Of Health and Human Services (MDHHS) is the fiscal intermediary), | represent and certify as

1. The applicant, and the employer (if applicable), cerlify that the undersigned has/have the authority to execute this Agreement.

Enrollment & Trading Partner e
- 2. Enroliment in the Medical Assistance Program does not guaraniee participation in MDHHS managed care programs nor does it replace or negate the contract process between a managed care entity and its providers or subcontractors.
Agreement‘condltlons. 3. All information furnished on this Medical Assistance Provider Enroliment & Trading Partner Agreement form is true and complete.

4.The providers and fiscal agents of ownership and control information agree to provide proper disclosure of provider's owneds and other persons criminal related to Medicare, Medicaid or Title XX involvement, [42 CFR 455.100]

5. The applicant and the employer agree to provide proper disclosure of any criminal convictions related to Medicare (Titie XVII), Medicaid (Title X1X), and other Stale Health Care Programs (Title v, Title XX, and Title XXI) involvement since the
inception of Medicare, Medicaid, or Title XX programs. [42 CFR 455.106 and 42 U.S.C. § 1320a-7]

6. Before billing for any medical services | render, | will read the Medicaid Provider Manual from the Michigan Department Of Health and Human Services (MDHHS). | also agree to comply with 1) the terms and conditions of participation noted in
the manual, and 2) MDHHS's policies and procedures for the Medical Assistance Program contained in the manual, p and other program notifications.

7.1 agree to comply with the provisions of 42 CFR 455.104, 42 CFR 455.105, 42 CFR 431.107 and Act No. 280 of the Public Acts of 1939, as amended, which state the conditions and requirements under which participation in the Medical
Assistance Program is allowed.

8.1 agree that, upon request and at a reasonable time and place, | will allow authorized state or federal government agents to inspect, copy, andlor take any records | maintain pertaining to the delivery of goods and services 1o, or on behalf of, a
Medical Assistance Program beneficiary. These records also include any service contract(s) | have with any billing agent/service or service bureau, billing consultant, or other healthcare provider.

9.1 agree to include a clause in any contract | enter into which allows authorized state or federal government agents access to the subcontractors accounting records and other documents needed to verify the nature and extent of costs and
services furnished under the contract.

10 am not currently suspended, terminated, or excluded from the Medical Assistance Program by any state or by the U_S. Depariment of Health and Human Services.
11.1 agree to comply with all policies and procedures of the Medical Assistance Program when billing for services rendered. | also agree that disputed claims, including overpayments, may be adjudicated in administrative proceedings convened

under Act No. 280 of the Public Acts of 1939, as amended, or in a court of competent jurisdiction. | further agree to reimburse the Medical Assistance Program for all payments, and | acknowledge that the Medicaid Audit System, which uses
random sampling, is a reliable and p method for ining such overpayments.
12.1 agree to comply with the privacy and confidentiality provisions of any apf laws g g the use and disclosure of protected health information, including the privacy regulations adopted by the U.S. Department of Health and Human

Services under the Health Insurance Portability and Accountability Act of 1996 (HIPAA, Public Law 104-191)and Health Information Technology for Economic and Clinical Health (HITECH Act, Public Law 111-5), and 45 CFR Parts 160 and 164,
Subparts AD, and E. | also agree to comply with the HIPAA security regulations, as applicable, for electronic protected health information by the compliance date, which is currently April 21, 2005 (45 CFR Parts 160 and 164, Subparts A and C).
If | am an electronic biller, | will also abide by the Trading Partner Provision Section of this Agreement, and the HIPAA regulations regarding electronic transactions and code sets, as applicable (45 CFR Parts 160 and 162).

13- This Agreement shall be governed by the laws of the State of Michigan and applicable federal law including, but not limited to, the Health Insurance Portability and Accountability Act of 1996 (HIPAA).

32
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Step 7. Submit
Modification Request for

EVE C—

Read through the entire list
of Billing Agent Enroliment &
Trading Partner Agreement
Conditions.

Check the box at the end to
agree to the Terms and
Conditions.

#1 EAE 03 0AI EO

- T AELXZEAAOQEIT 1 6

Once submitted to the State
for review, changes cannot
be made to the information.

M&DHHS
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