NH Medicaid Group Provider Enroliment Instructions
Completing the Group Enrollment Application

www.nhmmis.nh.gov

> Click on “Enrollment” under Quick Links

» Familiarize yourself with Tips, Notes, & Important Information at the end of the instruction pages to assist in the Enrollment (Pages 33-36)

» Additional assistance is located in the blue “Help” hyperlink at the top of each page
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@ New Hampshire MMIS Health Enterprise Portal

Welcome Provider Registration

Welcome to the Conduent
Government Solutions Health
Enterprise Portal. This system
supports all of your State
Medicaid and Decision Support
ineeds.

For providers to obtain a user name and password to use the Health Enterprise
portal, they must be a current provider for Medicaid. For trading partners to
obtain a username and password, they must be a current Trading Partner with a
trading partner ID. To begin the registration process, they must have their
enrollment form ready.

£ Register

INH MMIS has established a

i e window from 12:01
IA.M. to 12:00 P.M. every Sunday
to apply scheduled system
upgrades. During the
maintenance window, the system
may not be accessible.

Documents and Forms
€ Find a Health Care Provider

© Department of Health and Human

Services
© Report Fraud & Abuse
€ 1CD10 Resources
€ Provider Revalidation

Apr 2, 2018

Skip Navigation | Contact Uearch

Log into the system based
upon your role:
© providers

© Members

o Internal Users

| ©2018 Conduent, Inc. All rights reserved. Conduent and Conduent Agile Star are trademarks of Conduent, Inc. and/or its
| subsidiaries in the United States and/or other countries.
Privacy Policy | Site Map | Terms of Use | Browser Requirements | Accessibility Compliance

NH Medicaid Page 1 of 36

May 2018


http://www.nhmmis.nh.gov/

Click on “Group Provider Enrollment” link

» Prepare all documentation needed for this application by referring to the Required Enrollment Documents to Upload with Application
TIP: The “Required Enrollment Documents to Upload with Application” can be found under the “Documents and Forms” quick Link on the
NHMMIS home page
NOTE: Providers are to use the “Signature Page” upload to submit all required and supporting documents
NOTE: Below page is also where you can check on the status of the application. Enter the Application Tracking Number (ATN) and select
submit
NOTE: To return to a partially completed application, you can go back to it (Recall) by entering the ATN and FEIN and select submit

Dec 15, 2017

Skip MNavigation | Contact Us | Help | Search

Provider Enrollment Print |[Help - O

* Required Field

-{ Become a Provider I -| Application Status

If vou would like to become a Provider for the New Hampshire Title XIX Program, you can do so by To check the status of your New Hampshire Title XIX Program Provider or Trading Partner Application,
completing an application on line, or completing a paper application that can be downloaded here ar use your Application Tracking # and click the SUBMIT button.

sent to you through the Mail. If you are applying with a Federal Employer Identification Number
(FEIN), please complete and submit the Group Provider Enrollment Application. If you have any *Application Tracking rI:I @
guestions regarding the application process, please contact ACS Provider Enrollment at (603)
223-4774 or (866) 291-1674 during business office hours from Monday to Friday, 8 am - 5 pm EST.

FAQ ~| Recall Provider Application |

Instructions To recall an application that you have partially completed, enter your Application Tracking Number, and

. e SSN f FEIN and click the SUBMIT button.
Group Provider Enrollment h‘)

Individua ment *Application Tracking r:
Download a PDF Provider Enrollment Package

Request a Provider Enrollment Package in the Mail /
| -

*{ Become a Trading Partner |

If you would like to become a Trading Partner (EDI) to exchange business information electronically |
with the New Hampshire Title XIX Program, yvou can do so by completing an application on line. If you ‘I Recall Trading Partner Application |
hawve any guestions regarding the application process, please contact ACS Provider Enrollment at
(603) 223-4774 or (866) 291-1674 during business office hours from Monday to Friday, 8am -5pm

To recall an application that you have partially completed, enter your Application Tracking Number and
SSN f FEIN and click the SUBMIT button.

EST.
FAQ *Application Tracking #
Instructions
Trading Partner Enrallment SEELNAEL
Download a PDF Trading Partner Enrcllment Package pr—
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» Please read the following information and then click “Continue”

NOTE: Fingerprint-based Criminal Background Check (FCBC) Notification is based on the risk level of the provider type, and the provider will be notified, if
required, by DHHS, State of NH

Dec 15, 2017

Skip Navigation | Contact Us | Help | Search

oranesim

Group Provider Enrollment Instructions
* Reguired Field

t | Help -

Application Links |
} Instructions -I Group Provider Enrollment I

#+ This application is for a corporation, a partnership, or another group-type business entity or sole proprietorship with a Federal Employer ID Number (FEIN). A FEIN is
required for a group application. If you only have an 55N you cannot enroll as a group provider, you must enroll as an individual provider. Individual providers must
complete the Individual Provider Enrollment Application.

# Providers with more than one provider type must complete a separate Enrollment Application for each provider type.

*IGmup Application Instructions I

« After completing Section I - "Identifying Information”, click the SAVE button at the bottom of the page. The system will return an Application Tracking Number that can be
used to recall a partially completed application. Retain this tracking number for future access to the application.

» After completing each page of your application, first click the SAVE button at the bottom of the page, then click the CONTINUE button to continue through the application

process and follow the steps to validate your application.

Data fields marked with an asterisk (*]) are required for application processing.

For all date fields, use the date format (mm/dd/yyyy) unless othervise indicated.

Medical Supplier (Durable Meadical Equipment, Prosthetics, Orthotics Supplier - DMEPOS) providers with multiple service locations must complete an Additional Sarvice

Location section and will be issued a unique NH Madicaid provider ID for each location. All other group provider types with multiple service locations may choose to

complete an Additional Service Location section, which will result in 2 unique NH Medicaid provider ID being assigned for 2ach location.

Signature pages must be printed, signed and mailed in order to complete the MMIS electronic Application. Copied or stamped signatures are unacceptable.

Supplemental documentation may also be required to be submitted as outlined on the Document Requirements Checklist accessible at the end of the MMIS electronic

submission process.

Partially completed applications that are saved but not yet submitted may be retrieaved by using the Application Tracking Number (ATN) to recall the application.

~| Fingerprint-based Criminal Background Check (FCBC) Notification I

The Affordable Care Act (Section 6401), under 42 CFR 455.434, identifies certain Medicaid provider and supplier applicants who's owners are required to submit to criminal
background checks. Only owners with a 5% direct or indirect ownership interest that are designated as "high risk" providers per 42 CFR 455.450 are subject to a criminal
background chack review. High risk providers are providers that deliver Home Health Services, Durable Medical Equipment services, those providers/owners that have been
sanctioned within the last 10 years, or those providers with an existing State Medicaid Plan qualifying overpayment. For more information on fingerprinting and frequently
askad guestions please go to the Department of Health B Human Services website at http/'vww.dhhs.nh.gov/ oiifpi. htm.

‘Continue>>| Cancel
S
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Identifying Information — Section 1
Enter the Legal group name
Enter the Tax ID — NOTE: You will need to provide proof of the Tax ID as a part of required supporting documentation
Enter the “Doing Business As” name if appropriate
4-6 Answer Yes or No
Answer Yes or No — NOTE: If the group is tax exempt, include a copy of the IRS-issued exemption notification as a part of required
supporting documentation. If a non-profit, please include all board members in the Ownership section #7, pages 22-26
8. Review your answers, when correct select “Save” first, then “Continue” — Your Application Tracking Number will be displayed in the upper
left corner of the web page. NOTE: It is very important to write this number down.

NPhwWDNPR

Dec 15, 2017
New Hampshire MMIS Health Enterprise Portal Skip Navigation | Contact Us | Help | Search

Demographic Print |Help = O

* Required Field

Application Links r Identifying Information- Section 1
Application Tracking Number - L |

. *Group Name *Federal Employer Identification # (FEIN)
* Instructions
} Identifying Information I 1 I

® Licensure / Certification

A . Doing Business As (DBA] Name
¢ Provider Identifier Number
* Service Location / Billing E
Information - -
& Group Affiliation < #| Have you used a different DBA Name? () Yes () No >' 4

* Electronic Claims Submission
* Ovmership Important: Submit/Attach a copy of a walid form of FEIN verification. Acceptable forms: IRS Forms-554, IRS LTR-147C, or a notarized statement.

* Exclusions / Sanctions
& Signature Page

Note: The applicant's FEIN will be linkad to 2 NH Title XIX Provider Number. All claims paid to the NH Title XI¥ Provider Number will be reported as income under the FEIN to
the IRS. This FEIN must be for the Group Provider whose information is provided on this application. If the FEIN changes, the applicant must re-apply for a NH Title XIxX
Provider Mumber.

Help

Group Name ?) 1= this application due to a change of ownership? © ves © no 5
The name you enter will be displayed
on the Public Provider Finder,

correspondence and IRS reporting.

| CurrentfPrevious NH Title XIX Provider #

FEIN < ] *Were you previcusly enrolled as a Title XI¥ Medicaid provider in NH? © ves © no 6
Enter as 9 digits with or without
dashes. | Non-Profit Organization Tax Exempt Status
X < ¥ ) Is the business listed under tax-exempt status? @ Yes © No 7
Answer each of the guestions. 8
Additional information will be required h )
if response is Yes. Continue>> | Save ) teset

Click the Save button at the bottom
of the page to validate the page
content and save the information.
Click the Continue button to move to
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5.

Select “Provider Type” from the drop-down
Medical billing groups do not require licenses
Medical billing groups do not require a specialty
Medical billing groups do require the Taxonomy code(s) - Add the taxonomy by selecting the “Add Taxonomy” button and entering requested

Licensure/Certification — Section 2

information — see page 6: 4 — Taxonomy Expanded Breakout View
TIP - The taxonomy information can be found with the NPl information on the NPI Registry website: https://npiregistry.cms.hhs.gov/registry/

Review your answers, when correct select “Save” first, then “Continue”

Licensure / Certification Print |Help _ 0O

* Regquired Field

Application Links
Application Tracking Number -

# Instructions

" Identifying Information
Licensure / Certification
* Provider Identifier Number
* Service Location / Billing Information
* Group Affiliation
* Electrenic Claims Submissicn
+ Cwnership
# Exclusions / Sanctions
# Signature Page

~|P|'ovi|lelType

*Provider Type

Help

Provider Type
Select a Provider Type from the available
list.

Licensure /Certification, Specialty &
Taxonomy:

To add Licensure, Certification, Specialty
and/er Taxenomy infermation, click the
appropriate "&dd' button. Enter the required
information, and Save the form. Click
anywhere on an existing row to update or
delete the row.

Taxonomy
Select the appropriate taxenomy applicable
to the provider type.

Date

Enter as MM/DD/YYYY, MM-DO-YYYY or
MMDOYY¥YY or click the Calendar icon to
choose a date. End or Expiration Date
should be greater than Begin or Effective
Date.

Click the Sawe butten at the bottom of the
page to validate the page content and save
the information,

Click the Continue button to meve to the

next step, If you choese to Exit Application,

please save and note the Tracking Mumber
or print this page so you can make updates
to this application at another time.

For additional Enrollment Help, click the
Help link en the blue bar at the top of this
form.

| Lonoee s cotction-section

Licensure and Certification List

Certification # %

State %

2

—
———

Expiration Date %

Effective Date %

(E=1

eligibility.

Specialty List

Mote: Enter information for all the specialties for which you are board certified or eligible. A specialty requires completion of the appropriate residency program and beard certification or

3
[Add speciaity J))

Mo Data

Taxonomy =

Begin Date 2

4
{ Expanded Below ) —p> D

End Date =

Mo Data

5

Exit Application

NH Medicaid
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Section 2: 4 - Taxonomy Expanded Breakout View

4. Medical billing groups do require the Taxonomy code(s) - Add the taxonomy by selecting the “Add Taxonomy” button and entering requested

information
TIP - The taxonomy information can be found with the NPl information on the NPI Registry website: https://npiregistry.cms.hhs.gov/registry/

4A. Enter the Taxononomy code

4B. Enter the Begin date which is also the NPl enumeration date
4C. Enter the End Date of 12/31/9999

4D. Review your input, when correct select “Save”

[rmconom

Add_ Taxonomy »

F Y - F F
Taxonomy - Begin Date u End Date u
284300000X 08/23/2007 12/31/9999
1-10f1

4D
@ava DE'EtE| Reset | Cancel

Edit Taxonomy

*Begin Date *End Date

*Taxonom
284300000% | 4A 08232007 |E 4B 12/31/9999 4AC
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Provider Identifier Number — Section 3

Add the NPl information by selecting the “Add NPI” button and entering the NPl Number — select the section level save
TIP - The NPl information can be found on the NPI Registry website: https://npiregistry.cms.hhs.gov/registry/
Add the DEA License information by selecting the “Add DEA Number” button and entering requested information - end date will be 12/31/9999

Answer questions presented with a selection of “Yes” or “No” —if yes, you will need to select the appropriate States from the drop-downs presented — see

page 8: 3 — State Selection Expanded Breakout View
Select the “Add Medicare” button and enter requested information as appropriate, then select the “Save” in the section — see page 9: 4 —
Medicare Numbers Expanded Breakout View

Select the “Add History” button and enter requested information as appropriate, then select the “Save” in the section — see page 10: 5 — Other

Medicare Numbers Expanded Breakout View
Review your answers, when correct select “Save” first, then 7. “Continue”

Aopplication Links

| Provider Identifier Number- Section 3

Application Tracking Number -

= Instructions
Identifying Infermaticon
Licensure / Certification
ider Identifier Number
s Service Location / Billing Infarmatian
« Group Affiliation
« Electronic Claims Submission
= Cwnership
# Exclusions / Sanctions
« Signature Page

Help

MPI, DEA, NCPDP, Medicare and/or Other

Medicare

Teo add NPI, DEA, NCPDP, Medicare and/or
Other Madicare infermation, click the
appropriate 'Add’' button. Enter the required
information, and Save the form. Click anywhere
on an existing row te update or delete the row.

NPT
Enter as 10 digits,

DEA

‘A DEA number is required for anyone who
prescribes or dispenses controlled
substances.

C

Medicare

Select at least ene 'Part’ for each Medicare
entry.

Other Medicare

Enter the required infermatien for former
Medicare Carriers/Intermediaries.

NCPDP
Enter as 7 digits.

Click the Save button at the botrom of the
page to validate the page content and save the
information.

Click the Continue button to mowve to the next
step. If you choose to Exit Application, please
save and note the Tracking Number or print
this page so you can make updates to this
application at another time.

For additional Enrollment Help. click the Help

National Provider Tdentifier (NPT) 1

Mo Data

National Council for Prescription Drug Programs (NCPDP)

Mo Data

Medicaid Program Information

2 TAre you currently enrolled as a Medicaid provider in another State?
@) Ves @ No

+Hawve you revalidated with another state Medicaid program within the last 5 ¥Years?

- Medicare Crossowver Payment- Section 3

Enter the current Medicare Number assigned to your Group practice. Do not include numbers assigned to Individual Providers,

[ Medicare Numbers |

—
e —
Medicare # + Parts >

Mo Data

link on the blue bar at the top of this form.

[ other Madicare Numbers |

For historical purposes, plesse list any former Medicars Provider=(s) and Carrier/Int=rmediary Name(s).

Carrier/ Intermediary Name =

Mo Data

2

e —
{Add DEA Mumber]
—_—  —

{Continue>>) Aeset (Save | Exit Application|
—— —

NH Medicaid
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3A.
3B.
3C.

3D.
3E.
3F.
3G.

*Have you revalidated with another state Medicaid program within the last 5 Years?

*Please identify the state. ;_I

*Have you paid the application fee?

Section 3: 3 — State Selection Expanded Breakout View

Answer questions presented with a selection of “Yes” or “No” — if yes, you will need to select the appropriate States from the drop-down

If answered Yes, the following State Table selection will appear, select the appropriate State from the drop-down

Select the arrow pointing to the right to add to the selected States — if you wish to remove a State from selection, highlight the State and select

the arrow pointing to the left to remove it

The enrolled State(s) will present in the “Selected” area
If answered Yes, please go to 3F

Select the correct State name from the drop-down
Answer Yes or No

Other State Medicaid Program Information

‘? *Are you currently enrolled as a Medicaid provider in another State?

= oy
® yezs () Mo

*Please select all states other than MH in which you are currently enrolled as a Medicaid provider.

Available Selected =Please select all states other than MH in which you are currently t‘
S Available Selected
Kentucky
Louisiana ~ Kentucky Massachusetls
Maine Louisiana ~
faryland i =
Marylae
M!chlgan Minnesota
Minnesota Mississippi
Mississippi (W] Missouri v
Missouri Monlana

P Ty
®) ves L) No

Ty
(]

Ty
) Yes \_J) No

NH Medicaid Page 8 of 36
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Section 3: 4 — Medicare Numbers Expanded Breakout View

4. Select the “Add Medicare” button
NOTE: If you have more than one Medicare number, repeat the steps

4A. Enter the Medicare number

4B. Select all applicable Medicare Parts

4C. Review your input, when correct select “Save”

— | Medicare Numbers

Medicare # =

Mo Data

4

e ————
. Add Medicare

4C

Add Medicare &

< Save | SReset | Cancel

*Medicare £

4B

Ll an O pata O parte O partc O pPartpD

*Please check all applicable Medicare Parts that pertain to Medicare crossover claims that you may submit.

NH Medicaid

Page 9 of 36

May 2018



Section 3: 5 - Other Medicare Numbers Expanded Breakout View

5. Select the “Add History” button

NOTE: If you have more than one former Medicare Provider number and Carrier/Intermediary Name, repeat the steps

5A. Enter Medicare number

5B. Select the appropriate carrier from the drop-downs presented
5C. Select all applicable Medicare Parts

5D. Review your input, when correct select “Save”

— | Other Medicare Numbers

For histoncal purposes, please list any former Medicare Provider£(s) and Carrier/Intermediary Name(s).

‘ Add History

J

SC

*Please check all applicable Medicare Parts that pertain to Medicare crossover claims that you may submit.
O an O parta O parte [ patc O partD

Medicare # = Carrier/Intermediary Name
Mo Data
Add History ( Save | )Reset | Cancel
*Medicare £ ‘ *Carrier/Intermediary Name ‘
D

NH Medicaid Page 10 of 36
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Service Location / Billing Information — Section 4 (1 of 3)

1. 1-5 Enter the primary Service Location physical address

NOTE: Pg 1 of the Provider Participation Agreement (PPA) must reflect the same Service Address as the application

6. Add Service Location phone numbers — see page 14: 6 — Phone Numbers Expanded Breakout View
NOTE: The Service Location phone number is required (Billing and Mailing Locations also require this information)
7. Select the Validate Address button to ensure the address meets postal standards — see page 15: 7 — Validate Address

NOTE: When validating the address, if it is needed to be as you entered — select override

8. Enter the Service Location Contact information — see page 16: 8 — Location Contact Person(s) Expanded Breakout View
NOTE: The Service Location Contact is required (Billing and Mailing Locations also require this information)
9. 9-12 Select the appropriate answers to questions presented

Service

* Required Field

Application Links
Application Tracking Mumber -

« Instructions
v Identifying Information
¥ Licensure / Certification
*" Provider Identifier Number

} Service Location / Billing Information
* Group Affiliation

s Electrenic Claims Submission

» Cwnership

» Exclusions / Sanctions

+ Signature Page

Help

Service Location
Enter the physical address of your primary
service location. You may enter additional
service locations upon completing the
remainder of the information and prior to
submitting the application. The Service
Il;ocatlon Address may not be a post office
ox,

Validate
This will provide suggestions based on an

official US postal address, you also have the
aption to override these suggestions.

Phone, FAX & Contact

To add Phone, FAX or Contact information,
click the appropriate "Add’ button, Enter the
required information and Sawve the form. Click
anywhere on an existing row to updats or
delete the row.

Servica
Select the appropriate Gender and Age Range
served, If a Language other than English is

spoken, select the language from the list, then

click the - to select. If English is not spokel
click the <- to remowve it. Ifthe language is
awvailable, please enter it as Other Languagy
This infermation will be used for the Public
Provider Finder. Answer all required questidns
by selecting wes or no, additional informati
may be required if answerad Yes.

Bed Data

Click the plus sign and enter appropriate
information if you are a Hospital, Nursing
Facility, or any other Institutional Facility,

NH Medicaid

t

-. Service Location Information- Section 4 1

*Primary Physical Address (B.0. Box not accepted)
| 1 I

ildi jte = i
[ 2 |

* City T oiate

l 3 | L2

*Zig

=11 5 |

County

p——
g validate Address |y
———

Location Contact Person(s)

*Age Range Served:
Elan

[ o-5 vears
[ 13-17 Years
[[] 22-59 vears

@) Male

(@) Female () Both

12

| *1Is this location wheelchair accessible?

(ST
2 *Is this location TDD/TTY Equipped for receiving calls for hearing impaired?

@) ves

) ves ) No
‘2 *Doas this location provide emergency services after standard business hours
D ves © o
2| *Areyou a pharmacy or do you provide pharmacy services?

@) Yes @ No

Page 11 of 36

[[l&-12 vears
[F]18-21 Years
[ s0+ vear

Mo Data

Mo Data

*Languages Supported:
Awvailable: Selected:
~ | E [English -
Albanian m
American Sign Language —
Arabic
Bangla = pL

Other Language:

2| *Is this location TDD/TTY Equipped for receiving calls for hearing impaired?

® ves O

Mo

=TDO/TTY Phone #

If yes, enter
phone numbers

i

F) =Does this location provde emergency sennces. after standard business hours

Mo

ntact Phone &

If yes, enter
phone numbers

‘ ‘Contact Person
——

Frint |Help _ 0O

May 2018
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Service Location / Billing Information — Section 4 (2 of 3)

Click the plus sign and enter appropriate
information if you are a Hespital, Nursing
Facility, or any other Institutional Facility.

CLIA

To enter CLIA information click on the
plus sign. Click the appropriate Add
button and then enter the required
information, and Save the form. Click
anywhere on an existing row to update or
delete the row.

Effective /Expiration

Enter as MM/DD/YYYY, MM-DD-YYYY or
MMDODYYYY or click the Calendar icon to
choose a date. End or Expiration Date
should be greater than Begin or Effective
Date.

Mailing Address

Enter the address that you prefer to
receive correspondence. If the Mailing
Address is identical to the Service
Location Address entered above, answer
Yes. Otherwise, answer No to enter 2
different address.

Electronic Funds

If you plan to use EFT and have the
banking information available, answer
Yes and enter the required information
now. If you do not have the information
available now, answer Mo to continue the
enrollment application. ¥You may update
the information at a later time.

Billing Address
Enter the address that you prefer to

NH Medicaid

10. Medical billing groups do not enter Bed Data

11. If the Medical billing group has CLIA certificates, select the blue hyperlink —see page 17: 11 - Clinical Laboratory Improvement Amendments (CLIA)

12. If the Mailing address is the same as the Service Location Address then select yes and continue to 13, if not follow instructions provided under
Service Location address

13. 13 - 14 Follow instructions provided under the Service Location Phone #'s (6) and Service Location Contact (8)
NOTE: The Billing and Mailing Location phone number and Location Contact are required

15. Answer Yes or No; if Yes EFT Application displays in a new window pop up — see page 18: 15 — Electronic Funds Transfer (EFT) Application Breakout View
NOTE: The Electronic Funds Transfer Agreement form and a voided check or Bank letter is also needed and must be submitted as a part of
required supporting documentation

Bed Data

C# Bedpata » 10

H

A S

Improvemeant Amendmeants (CLIA

Clinical Laborato

If this application is for @ hospital, independent laboratory, or physicians office that performs non-waivered laboratory services, a current CLIA Certificate is required. Please list all
CLIA certificates, and related effective dates, that pertain to the requested dates of enrollment. Applicants vill need to include photocopies of all certificates listed below with this
application.

~| Mailing Address

*Is this mailing address the same as service location?

( ) =

No Data

Location Contact Person(s)

I W i Contact Pereond

oA
Email ¥

No Data

<| Electronic Funds Transfer (EFT) Payments I

? *Do you wish to participate in Electronic Funds Transfer Payments?
You can enroll later by using the EFT Enrollment in; u; t;e prcwi;er portal home page after you have your login credentials.

Page 12 of 36
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Service Location / Billing Information — Section 4 (3 of 3)

16. 16 and 16a - Answer Yes or No and if necessary follow the Service Location information instructions for entering addresses
17. 17 and 18 Follow the Service Location information instructions for entering Phone Numbers and Contact Person(s)
19. Answer Yes or No; if Yes Answer 19a
NOTE: The Billing Agent Agreement must be signed if using a third party billing agent to submit your claims
20. Select either Web Portal or (electronic) 835, but NEVER either 820 option
21. Review your answers, when correct select “Save” first, then 22. “Continue”

— = Billing Address

Note: The Bllllng Address is the location to which mailed payments will be sent.

*Is -- og 2ddress the Wﬂnﬂﬁ
*1s thic billigg address the same as the mailing address?
Qves Ond 16a ) (

Phone # 3

) Add Numbers

i1-1of1

Location Contact Person(s) ( ) Add Contact Person

Cane Candy BE5-251-1674¢ 231 BEE-446-3318:
1-10f1

*Diges a third party billing agent submit yvour claims?
1o (Ve Bx D

The Billing Agent Agreement must be signed
*Does this Billing 2gent have access to make inguiries on your behalf?

@ == O > 19a

Supervisor candy.cane@pita.com

| = Remittance Advice |

20

oadable to japerj@ (szo) [ E|E|:> emittance Advice Report (820

Prowiders are able to download and print paper RAs from the secure Provider Message Center on the MH MMIS Health
Access section at the end of the application process to obtain 2 password and wser id for secure access to the Portal.
MNote:¥You must register for web access to access RAs through the Health Enterprise system.

uested Delivery Media for Remittance Advices(RAs)

[1 Electronic (B35) web Poral - Provider Message Center {Dow

l. Enralling Prowiders must complete the information in the Register for Web

wou can enroll later by using the ERA Enrollment link off the provider pertal home page after you have your legin credentials. 22 21

4 Continue=>  Resel l Save Exit Application

NH Medicaid Page 13 of 36 May 2018



Section 4: 6 — Phone Numbers Expanded Breakout View

6. Add Service Location phone numbers

6A. Enter current service location phone number
6B. Enter current service location fax number

6C. Review your input, when correct select “Save”

Add Numbers

No Data

Add Numbers Save

eset | Cancel

*Phone # Fax #

5662911674 8664463315

NH Medicaid

Page 14 of 36

May 2018



7.

Section 4: 7 — Validate Address

Select “Validate Address” button once you have entered Service Location Address information

7A. Select either the standardized address if accurate or override the verification if the address is required to be as entered

7

_| Service Location Information- Section 4 |

B. Review your input, when correct select “Submit”

*Primary Physical Address (P.O. Box not accepted) Add Numbers

|2 Pillsbury St |

Phone # +

Building, Suite £, etc
[suite 200 | 866-291-1674¢ % 866-446-3318( %

*City *State *Zip 1-1of1
|Concord | | New Hamp v| [03301 || |

County
Mermmack

Validate Address

Suggested Address

elect from the list of valid suggestions then click 'Submit’, or click 'Cancel’ to return to make additional changes.
ddresses are checked for proper postal format. Select one of the standardized addresses for efficient delivery.

Pillsbury St,Ste 200,Concord, NH,03301,/3549,Merrimack County

Owvernde venfication warning, and accept address as entered.

=
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Section 4: 8 — Location Contact Person(s) Expanded Breakout View

8. Enter the Service Location Contact information
8A. Required

8B. Required

8C. Optional

8D. Required

8E. Optional

8F. Strongly suggest including

8G. Required

8H. Required — Select from drop-down

8l. Review your input, when correct select “Save”

' Add Contact Perso
Location Contact Person(s) 8 ~ ontact Person

-

First Name «

Last Name 5 Email >

8l
Add Contact Person CSaw_:)Reset | Cancel
*Last Mame *First Name Middle Imitial
| @A | | @8 [ cc
*Phone # Ext. Fax #
| | &0 — | | o
Email *Position
| 2c | (< 3
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Section 4: 11 - Clinical Laboratory Improvement Amendments (CLIA)

11. Select the blue Clinical Laboratory Improvement Amendments (CLIA) link

11A. Select Add CLIA

11B. Enter the CLIA Certificate number
11C. Enter the Effective Date
11D. Enter the Expiration Date

11E. Select the “Save”

NOTE: Repeat steps 11A thru 11E as many times as necessary to add additional certificates

CLIA

To enter CLIA information
click on the plus sign. Click
the appropriate Add button

information, and Save the
form. Click anywhere on an
existing row to update or
delete the row.

Effective /Expiration
Enter as MM/DD Y, MM-
DD-YYY or MMDDYYYY or
click the Calendar icon to
choose a date. End or
Expiration Date should be
greater than Begin or
Effective Date.

Mailing Address
Enter the add_ress that you

NH Medicaid

and then enter the required

~=Clinical L aboratory Improvement Amendments (CLTAT~ 1
‘-h-__ __—#.'
If this application is for @ hospital, independent |laboratory, or physicians office that performs non-waivered laboratory
services, a current CLIA Certificate is required. Please list all CLIA certificates, and related effective dates, that pertain to
the requested dates of enrcllment. Applicants will need to include photocopies of all certificates listed below with this
application.

11A B —
q Adacua )
o ——
CLIA # = Effective Date = Expiration Date =
11E
Add CLIA # CSB\I‘E_&) Reset | Cancel
11B 11C 11D
*CLIA # *Effective Date *Expiration Date

Page 17 of 36
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Section 4: 15 - Electronic Funds Transfer (EFT) Application Breakout View

a. 1,2,4-7,9-11, 13 input the appropriate information
b. 3,8, 12, 14-16 select the appropriate information from the drop-downs as presented
NOTE: The email address identified in the billing address contact panel will be used to send EFT notifications

EFT Enrollment

* Required Field

For Instructions related to EFT Enrollment click here

1. Provider Information
*provider Name Deing Business As {DBA) Name

Provider Address

*Street 1 *City 9 *State/Province *Zip Code/Postal Code 4

|2 Fillsbury st |concord | New Hampshir 33013548 |

2. Provider Identifiers Informaticn

*Provider Federal Tax Identification Number{TIN) or Employer Identification Number{EIN) National Provider Identifier{NPI)

Provider License Number License Issuer Provider Type Provider Taxonomy Cade

3. Provider Contact Information

*provider Contact Name Title *Telephone Number Telephone Number Extension
Email Address Fax Number

4, Financial Institution Informaticn
*Financizl Institution Name
The Man Financials

*Ctreet 6 *City 7 *State/Province 8 *Zip Code/Postal Code 9
|1 Main St | Janywhere | New Hampshir€ ~ J03045 ]
*Financial Institution Telephone Numbar 10 *Finandal Institution Routing Number 11

800-252-2525 1231231233
*Type of Account at Fipancial Institution 42 *Provider's Account Number with Financial Institution 13
Checking Accouni(v]) 1231231233

*Account Number Linkage to Provider Identifier 14
| Provider Tax |dentific aticn Number(TIl*

5. Submission Information 15
*Reason For Submission

[ Mew Enroliment(]
* Authorized Signature 16
| Written Signature of Person Submitting En mllmen@

17

{ Sove e | Cance
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Group Affiliation(s) — Section 5

1. Select Add Affiliation button

1A. Add Individual Provider ID number OR if the provider is “To Be Enrolled”, enter their ATN or the words "New Enrollment”
1B. Add Provider Name whether they are an existing NH Medicaid Provider or “To Be Enrolled”

1C. Enter Affiliation Date whether they are an existing NH Medicaid Provider or “To Be Enrolled”

1D. Review your input, when correct select section “Save”

2. Review your answers, when correct select “Save” first

3. Then select “Continue”

NOTE: Repeat steps 1-1D until all Individual Providers associated with the Group practice have been added

Group Affilistion Print |Help _ 0O

* Required Field

Application Links - Affiliation- Section 5
Application Tracking Mumber - 70059 L |
Instructions:
= Instructions List all active NH Title XIX Individual Providers, and related infarmation, who perfarm services on behalf of the Group at the location identified in Section 4. This information will be cross referenced to
" Identifying Infarmation Affiliations identified by Individual Providers te ensure consistency,

« Licensure / Certification

¥ Provider Identifier Number - e E
" - P - s Information Regarding Affiliations and Claims Processing:
> iﬁ:i#&ﬁ:iﬁ:’ Bilinalinirmstion In order for Group Providers te receive payment for services performed by individual practitioners on behalf of the Group, performing providers must be enrolled in the NH Title XIX program as Individual

» Providers and affiliated with the Group Providers in the NH Medicaid Management Information System [(MMIS),
¥ Electrenic Claims Submission

* Ownership Group applicants are responsible for identifying in this Section 5 all Individual Providers whe perform services on behalf of the group practice at the location identified in Section 4,

* Exclusions / Sanctions

= Signature Page The performing practitionars must enroll separately as NH Title XIX Individual Providers, likewise identifying the Group Providers with which they are affiliated. Individual Providers and Group Providers will
be affiliated in the system for claims processing purposes.

Help
when the Group Provider submits a walid claim for services performed by an affiliated Individual Provider, payment will be made to the Group.

Affiliation

To add Affiliation information, click the If the Group Provider has not identified an affiliated Individual Provider, claims submitted by the Group Provider for services performed by the individual practitioner will be denied,

appropriate 'Add' butten, Enter the required
information, and Save the farm, Click anywhere
on an existing row to update or delete the row,

Effective Date NH Title XIX Provider # > Name of Individual Practitioner = Effective Date of Affiliation =
Enter as MM/DD/YYYY, MM-DD-¥YYY or
MMDDYYYY or click the Calendaricon to Mo Data
choose a date, :

Click the Save button at the bottom of the page g .
to validate the page content and save the Add Affiliation Save J Reset | Cance
infarmatian, e

Click the Continue butten to move to the nest * itle X1 iger = *Mame of Individual Practitioner FEffective Date of Affilistion
step, If you choose to Exit Application, please : I 'EI

save and note the Tracking Number or print
this page so you can make updates to this Lt 3 2
application at ancther time.

p———— )
{Con ue:v:]REctSauehdlAppliraﬁnn
Far additional Enrallment Help, click the Help — —

link on the blue bar at the tep of this form.
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Electronic Claims Submission — Section 6

1. Read the Electronic Claims Submission agreement

2. Select to submit claims through the NH MMIS Portal — no additional information needed

3. Select one or more of these options for electronic claims submission - complete information presented upon selection — see page 21: 3 —
Electronic Claims Expanded Breakout View

4. Review your answers, when correct select “Save” first

5. Then select “Continue”

Jan 3, 2018

@ New Hampshire MMIS Health Enterprise Portal Skip Mavigation | Contact Us | Help | Search

Electronic Transaction Submission Print |Help - O

* Required Field

Application Links | Electronic Claims Submission- Section &
Application Tracking Number - 63855 : - 1

Providers who choose to submit electronic claims-related transactions must be aware that payment of claims will be from Federzal and State funds, and that any falsification or concealment

of material fact may be prosecuted under Federal and State laws. Furthermore, providers must understand and agree to do the following:

\"Identif',ring Information # Safsguard the NH Title XIX Program against abuse in the use of electronic transaction submission.

%’ Licensure / Cartification ® Caorrectly enter the claims data, menitor the data, and certify that the data entered is correct.

# Assure that the transmission of transaction data is restricted to authorized personnel to prevent erronecus payments by the Department’s fiscal agent, which might result from
carelessness or fraud.

® Instructions

“ provider Identifier Number

ervice Location / Billing Information ® Have on file the applicable documentation to substantiate any transactions submitte: 2 itle rogram.
\,5 ice L tion / Billi Inf ti Hi file th licable d tati to bstantiats t il bmitted to the NH Title XIX P
“"Group Affiliation # Allow the Dapartmeant or any of its designe=s and representatives of the Attorney General to review and copy all records, including source documents and data related to information
F Electronic Claims Submission antered through slectronic transaction submission.
& Ouwnership # Abide by all Federal and State statutes, rules, regulations, and manuals governing the MH Title XI¥ Program.
: Il : # Sign and adhere to all conditions of the NH Title XI¥ Provider Participation Agreement, and be officially enrolled in the NH Title XIX Program to participate in electronic transaction
# Exclusions / Sanctions
e Signature Page submission.
Help Indicate which of the following will be used to submit transactions electronically:
. i issi [0 fizw Hampshire MW Health Enterprise System Web Portal 2

Select one or more of the submission
methods. Additional information will be
raquired if selaction includes

Vendor Software or Billing
Agent/Clearinghouse,

Vendor Software

Billing Agent/Clearinghouse

Click the Save button at the bottom of the All
page to validats the page content and save
the information. | 5 4
Click the Continue button to move to the

next step. If you choose to Exit
Application, please save and note the
Tracking Number er print this page so you
can make updates to this application at
ancther time.

» Reset ' Save )  Exit Application

For additional Enrollment Help, click the
Help link on the blue bar at the top of this
form.
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Enter the requested information for Vendor Software Selection
Enter the requested information for Billing Agent/Clearinghouse Selection
Select the appropriate transactions required for either Vendor Software Selection or Billing Agent/Clearinghouse Selection
NOTE: If selecting 835 Remittance Advice, please indicate "835 Electronic Remittance Advice" in Section 4 Service Location / Billing Information

Indicate which of the following will be used to submit transactions electronically:
1] e Hampshire MMIS Health Enterprise System Web Poria

] wendor Software

*Software Vendor Name

*Software Name *=Wersion

[=] Billing Agent/Clearinghouse

*Agent/Clearinghouse Mame:

*Contact First Hame: *Contact Last Mame: *=Contact Phone #

*Strest Address:

Strect Address2:

T *Siate: *Zip Code B Extension:

*please check transactions that you submit and/or receive:
Submit Receive

B35 Remittance Advice *

B37P Professional Claim 271 Eligibility Response

27D Dental Claim 77 Claim Inguiry Response

78 Service Authorization Response

270 Eligibility Request
275 Claims Inquiry Request 220 Premium Payment [Applies to Qualified Health Plans)
278 Service Authorization Request 8224 Mamber Enrollment

B34 Confirmation{EL)
* If selecting 825 Remittance Advice, pleasea indicate "825 Electronic Remittance Advice" in Section 4 Service Location /' Billing information undar Remittance Advice [RA) Regquested Delivery Media for
Ramittance Adwvice [RAs).
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Ownership/Controlling Interest (Question 1 of 5) — Section 7

NOTE: Information will be checked against CMS PECOS Medicare and other National Databases — please ensure the information is consistent

1. If there is more than one (1) owner, with 5% or more ownership, you will be required to enter each owner’s information
NOTE: Tax Exempt Providers [501(c)(3)] are required to input their Board of Directors (BOD) information under question 2 below
2. Select Add Ownership for both profit and non-profit providers

3. Select Individual Owner or Group Owner — Individual Owner is displayed here. If ownership is a Group, the FEIN and Business Name would
be required versus the individual’s First/Last Name and SSN — Complete all data fields as appropriate
4, If unsure of type of ownership, default to Direct Ownership

b

Answer as appropriate

6. Review your answers, when correct select “Save”

Application Links

Application Tracking Number - 69855
* Instructions
‘fldentifying Information
+Licensure / Certification
~ Provider Identifier Number
~" Service Location J Billing Information
"-Grnup Affiliation

+ Electronic Claims Submission
P Ownership

* Exclusions / Sanctions

# Signature Page

_| Ownership- Section 7 |

m DBA Mame & Effective Date of Ownership 5

Mo Data

NH Title XIX Provider ID =

"‘_"_: *1.How many owners of this applicant have a 5% or more direct or indirect ownership interest in the group? 1
2
_—
- Add Ownershi|
OwnerShlp ‘l "‘_p"

Help

Direct Ownership

An individual or entity with possession of
equity in the capital, the stock or the
profits of the disclosing entity.

Indirect Ownership

Many organizations that directly own a
provider are themselves wholly or partly
owned by other organizations {or even
individuals). This is often the result of
the use of holding companies and
parent/ subsidiary relationships. Such
organizations and individuals are
considered to be "indirect” owners of
the provider.

Controlling Interest

Person with an ownership or control
interest means a persen or corporation
that-

(a) Has an ownership interest totaling 5
percent or more in a disclosing entity;
{b) Has an indirect ownership interest
equal to 5 percent or more in a
disclosing entity;

{c) Has a combination of direct and
indirect ownership interests equal to 5
percent or more in a disclosing entity;
{d) Owns an interest of 5 percent or
more in any mortgage, deed of trust,
note, or other obligation secured by the
disclosing entity if that interest equals
at least 5 percent of the value of the
property or assets of the disclosing

NH Medicaid

Please enter ownership information for each owner included in the number abowve

6

Add Ownership Information

Reset | Cancel

“Is the

®) Individual

Individual or Group?

3

) Group

*Last Name *First Name MI

*Date of Birth *Address

Title Doing Business As (DBA) Name

D ]

*Effective Date of Ownership *End Date of Ownership

*City NH Title XIX Provider ID

<- ype of Ownership?
L ¢

) Direct Ownership () Indirect Ownershi

=Relationship
Child
5 { :

Parent
Sibling
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7.

8.

9.
10./11.
12.

Ownership (Question 2 of 5) — Section 7

NOTE: Tax Exempt Providers [501(c)(3)] must fill in all their Board of Directors (BOD) members and Executive Officers in question 2

Enter in all board members and executive officers who have a controlling interest in the corporation or partnership
Select “Add Controlling Interest” button, required information will start to display
Complete all data fields as appropriate

Answer questions as presented, if unsure of type of ownership, default to Direct Ownership
Review your answers, when correct select “Save”

NOTE: Repeat steps 8-12 until all owners have been entered

&n individual or entity with possession of
equity in the capital, the stock or the
profits of the disclosing entity.

Indirect Ownership

Many organizations that directly own a
provider are themselves wholly or partly
owned by other organizations (or even
individuals). This is often the result of
the use of holding companies and
parent/ subsidiary relatisnships. Such
organizations and individuals are
considered to be "indirect™ owners of
the provider.

Controlling Interest

Person with an ownership or control
interest means a person or corporation
that-

(a) Has an ownership interest totaling 5
percent or more in a disclosing entity;
(b) Has an indirect ownership interest
equal to 5 percent or more in a
disclosing entity;

(c) Has a combination of direct and
indirect ownership interests equal to 5
percent or more in a disclosing entity;
(d) Owns an interest of 5 percent or
more in any mortgage, deed of trust,
note, or other obligation secured by the
disclosing entity if that interest equals
at least 5 percent of the value of the
property or assets of the disclosing
entity;

(e) Is an officer or director of a
disclosing entity that is organized as a
corpeoration; or

(f) Is a partner in a disclosing entity
that is organized as a partnership..,

NH Medicaid

"‘_)': 2.Please list all board members and executive officers that have a controlling interest in the corporation or partnership. T

__._
Add Conlmllmg Interest

Controlling Interest

m DBA Name ¥ Effective Date of Controlling Interest » NH Title XIX Provider ID ¥

No Data

12
Add Controlling Interest Information 9 ( Sav%ﬂeset | Cancel
*Last Name *First Name Middle Initia Title Doing Business As (DBA) Name
<D |
*Effective Date of Controlling Interest *End Date of Controlling Interest *Date of Birth *Address

I | |

*Zip Code *S5N
I |

D I | | |
'm Ownership?

—~ ) 10
) Indirect Owners

*Does this person have a familial relationship with another owner or person with controlling interest?

*Relationship 11

*City *State NH Title XIX Provider ID

() Direct Ownershi
M IrECt p

(31 *2 Nia anv of the nwners listed in anestinn 21 haue 5% ar mare awnerchindrantrollinn interest in 3 <uheantractar tn this neouider? (8 Sohenntractar iz an individual anence ar
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13.
14.
15.
16.
17.

Ownership (Question 3 of 5) — Section 7

Select the appropriate answer — if yes required information will start to display

Select the Add Owner/subcontractor button to enter all subcontractor owner information
Complete all data fields as appropriate

Select the appropriate answer

Review your answers, when correct select “Save”

NOTE: Repeat step 14-17 until all Owner/Subcontractor information has been entered

Subcontractor

An individual, agency, or organization to
which a disclosing entity (i.e., the health
plan) has contracted or delegated some
of its management functions or
responsibilities of providing Medicaid-
covered services to its patients.

Managing Director

A general manager, business manager,
administrator, director, or other
individual who exercises operational or
managerial control over, or who directly
or indirectly conducts the day-to-day
operation of, an institution, organization,
or agency.

Click the Save button at the bottom of
the page to validate the page content
and save the information.

Click the Continue button to move to
the next step. If you choose to Exit
Application, please save and note the
Tracking Mumber or print this page so
you can make updates to this application
at another time.

For additional Enrellment Help, click the
Help link on the blue bar at the top of
this form.

NH Medicaid

'?)‘ *3.Do any of the owners listed in question £1 have 5% or more ownership/contrelling interest in a subcontractor to this provider? (A Subcontractor is an individual, agency, or
~ organization to which a disclosing entity (i.e., the health plan) has contracted or delegated some of its management functions or responsibilities of providing Medicaid-covered
services to its patients.)

e o>

14

e ——————
| Add Owner/Subcontractor
——————

Owner Last Name = Owner First Name = Relationship = Subcontractor Legal Name ¥

No Data

17
Add Owner and Subcontractor 15 (Save ) Reset | Cancel
*Owner Last Name *Qwner First Name Middle Initial
*Subcontractor Legal Name *Effective Date *End Date
*Address *City *State
| | | v
*=Zip
*Does this person have a familial relationship with another owner or person with controlling interest?
=Relationshiv [
Child
16 Other
Parent
Sibling
Spouse
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Ownership (Question 4 of 5) — Section 7

18. If the answer to question 4a or 4b is yes, select the Add Subcontractor Owner button and required information will start to display

19. Complete all data fields as appropriate

20. Review your answers, when correct select “Save”
NOTE: Repeat step 18-20 until all significant business transactions have been listed/entered

{e) Is an officer or director of a
disclosing entity that is organized as a
corperation; or

(f) Is a partner in a disclosing entity
that is organized as a partnership.,

Subcontractor

An individual, agency, or organization to
which a disclosing entity (i.e., the health
plan) has contracted or delegated seme
of its management functions or
responsibilities of providing Medicaid-
covered services to its patients,

Subcontractor Owner

Owner Last Name ¥

?’ Aa.Ildentify the ownership of subcontractor with whom the provider has had business transactions totaling more than $25,000 during the past 12 months

4Ab.List the significant business transactions between the provider and any wholly owned supplier, or between the provider and any subcontractor, during the 5-year period
ending on the date of the request

Owner First Name

Mo Data

18

Add Subcontractor Owner
e —

Subcontractor Legal Name =

Managing Director

20

A general manager, business manager,
administrator, director, or other

Add Subcontractor Owner

19

Gave | Reset |Cance|

individual who exercises operational or
managerial control over, or who directly *0Owner Last Name

*QOwner First Name

Middle Initial

or indirectly conducts the day-to-day I

operation of, an institution, organization,
or agency.

Click the Sawve button at the bottom of
the page to validate the page content

Subcontractor Legal Name

| 1

IA_

and save the information.
Click the Continue button to move to =nddress

=City

the next step. If you choose to Exit
Application, please save and note the I

Tracking Number or print this page so
you can make updates to this application
at another time.

*List the significant business transactions from 4b

For additional Enrollment Help, click the I

Help link on the blue bar at the top of
this form.

*State *Zip

NH Medicaid
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21.

22.
23.
24.
25.

26.

Ownership (Question 5 of 5) — Section 7

NOTE: All applicants are required to enter at least one managing/directing employee

Select Add Employee button

Complete all data fields as appropriate

Answer Yes or No — If answer is Yes, additional data fields will be presented
Complete all data fields as appropriate

NOTE: Add their NH Medicaid Provider ID for the employee, if applicable

Review your answers, when correct select “Save”

NOTE: Repeat step 22-26 until all Managing/Directing have been entered
27. Review your answers, when correct select “Save” first, then 28. “Continue”

Subcontractor

An individual, agency, or organization to
which a disclosing entity (i.e., the health
plan) has contracted or delegated some
of its management functions or
responsibilities of providing Medicaid-
covered services to its patients,

Managing Director

& general manager, business manager,
administrator, director, or other
individual who exercises operational or
managerial control over, or who directly
or indirectly conducts the day-to-day
operation of, an institution, organization,
OF agency.

Click the Sawve button at the bottom of
the page to validate the page content
and save the information.

Click the Continue button to move to
the next step. If you choose to Exit
Application, please save and note the
Tracking Number or print this page so
vou can make updates to this application
at another time.

For additional Enrollment Help, click the
Help link on the blue bar at the top of
this form.

| Managing /Directing

If there is more than one (1) managing/directing employee, you will be required to enter each employee’s information

(2| *s.wWhat is the total number of managing/directing employees for the group? 21

[ E—

Employee

MNo Data

22

—- Add Employee > )

FPlease enter employee information for each employee included in the number entered

26

& Save JReset | Cancel

NH Medicaid

*Date of Birth

Add Employee 23

=Last Name “First Name Middle Initial Title

] [ ] | <D

=55M *Address *Ciily *State *Zip

[ | - | ]
? 6.Has the managing/directing employee ever had a Title XIX provider number in this or any other state?

»

*Business Name Effective Date End Date SSM/FEIN

25 | |= —1@

Current Title XIX Provider # State Prior Title XIX Provider #

28
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Exclusion/Sanction — Section 7

Answer all questions — if you answer Yes on any question, additional data fields will be presented that must be completed

NOTE: Any Exclusion/Sanction question answered with “Yes” will require a copy of the original adverse action or a dated signed statement from the
provider which must be submitted with the application

Review your answers, when correct select “Save” first, then select “Continue”

Application Links Exclusion / Sanction- Section 7
Application Tracking Number - 69855

2| *1.Has any person whao has ownership of, or a controlling interest in, the provider's practice or business entity, or who is an agent, managing employes, contract employee, subcontractor, or

4 o . employee of the provider's practice or business entity, ever been convicted of a criminal offense related to New Hampshire's Medical Assistance Programs, the Medicaid program in ancther state or
~ Identifying Information territory, the Medicare program, or any other federally funded health or social service program?

’
“ Licensure / Certification

# Instructions

*/ Brovider Identifier Number
v Service Location / Billing Information

o~ P PR

¥ Group Affiliation 2| *¥2.Have you or any member of your immediate family ever baen convicted, assessed, debarred, or excluded from the Medicaid, Medicare, or Title XVIII, Title XIX, Title XX Sccial Security program
' Elactronic Claims Submission or any other federal program due to fraud, obstruction of an investigation, or a controlled substance violation?

'-’Cl';.lnersh'p
P Exclusions / Sanctions
#» Signature Page

Help 2| *3.Do you, under any name or business identity, have any cutstanding overpayments with any state or federal program?

ExclusionfSanction

Answer all of the questions. Additional
informiation will be required if your response
is Yes.

2| *4.Have you ever plead guilty, no contest or been sentenced for any felony crime and/or had a criminal fine or restitution order assessed or do you have a felony charge pending under Federal or

State law?
Mame, Chain & Federal Program

To add Name, Chain and/or Federal Program
information, click the appropriate "Add'
butten. Enter the reguired information, and
Save the form. Click anywhere on an existing *5.Have you or any of your employess, contract employees, or any persen or entity with ownership of your businass, ever been sanctioned by the Office of Inspector General (0IG), Medicare,
row to update or delete the row. Medicaid, or the Social Security Act, including a state Medicaid program.

)

Date of Occurrence
Enter as MM/DD/YYYY, MM-DD-YYYY or
MMDDYYYY or click the Calendar icon to

B 2| *6.Have you or any of your employees, contract employees, or any person, or entity with ownership of your business, ever been denied malpractice insurance or ever veluntarily or inveluntarily

agread to any limitations, restrictions, or conditions to your license, certification, or permit including any formal or informal Professional Board Disciplinary Action(s)?

Click the Sawve button at the bottom of the
page to validate the page content and save
the information,

Click the Continue button to move to the 2| *7.Have you or any of your employess, contract employees, or any person or entity with ownership of your business, aver had any Program Exclusions from any federzlly funded program?
next step. If you chooss to Exit Application,
pleasa save and note the Tracking Mumber or
print this page so you can make updates to
this application at ancther time.

2| #¥8.Have you or any of your employess, contract employees. or any persons or entity with ownership of your business, been involved in any civil litigation whereby a judgment or settlement was

tered into, Civil M t; B, leyi{s) id?
For additional Enrollment Help, click the Help SILEel i, o @ ol ey (Rl 5 e

link on the blue bar at the top of this form.

2| *9.0o you or any of your employees, contract employess, or any person or entity with ownership of your business have any Judgment{s) or Pending Actions under the False Claims Act?

2 *10.Have you, under any name or business identity, ever had payment suspended by any state or federzal program?

b Resed
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Signature Page / Upload Documentation

1. Select “Print” button. Owner, CEO, General Partner or identified Managing/Directing Employee of Group Provider must sign the signature page
2. Once the document is signed, scan or take a picture of it and save it as one file on your desktop — see page 29: 2 - Upload

Signature/Documentation Instructions Breakout View

Note: Add all the other required documentation needed to support your answers and application to your saved file

3. Ensure your file has been uploaded and named, when ready select “Save” first, then select “Continue”

Signature
* Required Field

Application Links
Application Tracking Number - £9959
® Instructions
+ Identifying Information
* Licensure / Certification
' Provider Identifier Number
' Service Location / Bi ling Information
+ Group Affiliation
# Electronic Claims Submission
* Ownership

® Exclusions / Sanctiens
} Signature Page

Print |Help - O

Signature

Legzl Name as it appears on WS : Pain Injury Therapy Association Doing Business as (DBA) Name : PITA

Former DBA Name : Federal Employer Identification Number {FEIN) : 159159159

1. I have read the contents of this application and the informatien contained hersin is true, accurate, and complete, If I become aware that any information in this application is net true, correct, or complete, I
agree to notify the New Hampshire (NH) Department of Health and Human Services {DHHS) Title XIX fiscal 2gent of thiz fact immediately.

2. T autherize the NH DHHS Title XIX fiscal agent to verify the information centzined herein. I agree to notify the NH DHHS Title XIX fiscal agent of any changes to infermation in this form.

3. I understand that any omission, misrepresentation or falsification of any information contzined in this application er contzined in any cemmunication supplying information te NH Title XIX Program fiscal agent to
complete or clarify this application may be punishable by criminal, civil or other administrative actions.

4, T understand that payment of all claims will be from federal and state funds, and that any falsification, or concealment of 2 material fact, may be prosecuted under federal and state laws.

5. I will not knowingly present er cause to be presented a false or fraudulent claim for payment by the NH Title XIX fiscal agent and will not submit claims with deliberate ignerance or reckless disregard of their
truth or falsity.

Signature of the Officer or CEQ or General Partner of Group Provider

Title

Date Signed

@

Upload Signature Page

Instructions:
Prowiders must print,sign and upload the Application Signature page. Only originzl signatures will be accepted. Copied and stamped signatures are not acceptable.

e
‘ Upload Document .
Upload only joeg,pmopdfTormat file.
Mote: Only cne file allowed to upload. If you attach the file incorrectly, please detach the existing attachment and attach the new file.

_

No Datz Available,

4 3 |
—
o Continue>> || Save | Reset [
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Signature Page: 2 - Upload Signature/Documentation Instructions Breakout View

Print: Press the Print button

Press the “Upload Document” button
Select Browse and navigate to the saved file on your computer

Click on “Save” within the panel/section

LooNOUA~WNPE

10. Select “Continue”

Ensure your file has been uploaded and named, when ready select “Save”

& Choase File to Upload

===

O\'\J | . =« Docs... » Pain Injury Therapy Assoc NH Medicaid Enrol...

- | +3 | | Search Pain Injury Therapy As... B |

-

Organize « Mew folder d==

=

< Favorites t MName Date modified
B Desktop =1 ATM 63999 - Pain Injury Therapy Assoc - Documentation ) 3/2/2018 8:58 PIV|
& Downloads
=l Recent Places &

4l Libraries 4
@ Documents
J" Music
[E=] Pictures
B Videos

8 Computer
&, Windows (C:)
5 Helpdesk Reques = < |

[ |

m @
Type

Adobe Acr

3

EIERELLE 69099 - Pain Injury Therapy Assoc - Documentationjid [All Files (*.7

7

[ Cipen

) |

Cancel ]

Have the appropriate individual sign the Signature Page as well as any other required documents as applicable
Scan all the documents and save as a one new file on your computer

Once you have located the file, double click on it and the file will be added to the File box
Fill in Description — NOTE: Recommend naming file/description as “ATN 12345 — (group name) — Documentation

mpshire MMIS Heal... >

true, accurate, and complete. If I become aware that any information in this application is not true, correct, or complete, I
DHHS) Title XIX fiscal agent of this fact immediately.

herein. I agree te notify the NH DHHS Title XIX fiscal agent of any changes to information in this form.

n contzined in this application or contained in any communicatien supplying information to NH Title XIX Program fiscal agent to
nistrative actions.

at any falsification, or concealment of a material fact, may be prosecuted under federal and state laws.

r payment by the NH Title XIX fiscal agent and will not submit claims with deliberate ignerance or reckless disregard of their

1

&

2
4

e —
(] Upload Document
N
Uplead only Jeempmmpdtrormat fils.

ignatures will be accepted. Copied and stamped signatures are accepiable.

ich the existing attachment and attach the new file.

Mo Data Available.

8
Add Attachment ( Savelyeset | Cancel |
—
- 5
File
Note:Maximum allowed size limit is 10MB
*Deccription 7
10 2

4 Continue>> T Save l Reset Exit Application
— e e
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Submit Application / Register for Web Access— Step 1

1. Always select Yes
2. Complete all data fields as appropriate
NOTE: Email Address is Required!
3. Review your responses, when correct select “save”

4. Select the VValidate Application button
NOTE: Once you select the Validate Application button, any missing required information as well as incorrect information (ex: SSN is 9

digits however only 8 were entered) will be noted at the top of the page so that it can be corrected

Provider Enrollment - Submit Application Step 1 Print |Help - O

* Required Field

w Register for Web Access
Application Tracking Number - 69855
Providers and Trading Partners who are enrolled in the NH Title XI¥ Program must register to establish a user id and password for access to the secure NH MMIS Provider Portal,

* Instructions . - . . - s . . A . S .
P o n . The Provider Portal offers secure web-based features such as electronic claims submission and related information management, downloadable Remittance Advices, electronic Member eligibility verification, and
Identifying Information —
v Licenzura [ Certification Providers must identify an individual employee as the Portal Organization Administrator, The Provider Organization Administrator is the person responsible for setting up and maintzining users for the Provider
¢ Provider Identifier Number Organization. The Organization Administrator will also be responsible for resetting user passwords. Please enter a User ID of your cheice and the following infermation.
' i - P - ) . . - . 5 - . N . c . - . . . . — - y
¥ Service Location / Billing Information Users ID=s permit web access te a single service location. Providers with multiple service locations must register for 2 unique ID for each service location using the "Add Ancother Service Location” functienzlity on the
* Group Affiliation next page.
* Electronic Claims Submission 1

' Qunership
® Exclusions [ Sanctions

=
* Signature Page an

*Organization Descrip
F Submit Application

*First Name

Email Address

Validate Application

Click the VALIDATE APPLICATION button below te check your application for errors. If errors are feund, you will be led through the applicatien and instructed to correct each error. If there is no errer fougd, yeu will
be directed to the next page before final submit.

e ——
Validate Application

. Save ||

If you have any questions, please contact Conduent at (603) 223-47?46" or (866) 291-1674¢ 5.
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Submit Application / Add Another Service Location / Edits / & Submit Confirm — Step 2

1. 1-2 Read the page for Add “Another Service Location” and “Edit Service Location”
NOTE: Additional service locations will result in each service location having a unique Medicaid ID

3. If no additional service locations are required, Select Save

4. If you want to Edit the application, select the “Edit Application” button
TIP: This is your last chance to edit any of your answers or correct your entries — you can select the section you wish to check by clicking
on it in the left side Application Links

5. Once you are ready, select the “Confirm Submit” button - The Submit Complete page will display

Provider Enrollment - Submit Application Step 2 Print [Help - O
* Required Field

Application Links 1 . .
Application Tracking Number - 69855 Add Another Service Location
. - ® Medical Supplier (Durable Medical Equipment, Prosthetics, Orthotics Supplier - DMEPOS) providers with multiple service locations must add another service location and will be issued 2 unique NH Medicaid
nstructions h .
i provider ID for each location.
v Identifying Information # All other group provider types with multiple service locations may choose to add another service location, which will result in 2 unigue NH Medicaid provider ID being assigned for each location,

 Licensure / Certification # To add znother service location, dick on the "Add Another Service Location' button below.

+* provider Identifier Number 2 Edit Service Location

i éemhe #’I‘:ET en / Billing Information If after validation you need to edit information related to your additional locations, click the 'Edit Service Location' button to see all locations entered, and select the location you want to edit,
& Group Affiliation

# Electronic Claims Submissien Edit Application

' Gwnership

® Exclusions / Sanctions
® Signature Page

F Submit Application

If you need to edit your application click the "Edit Application' button to make the necessary changes,

Submit Confirmation

‘When you finish making changes and/or adding service locations, please submit the application. Click the 'Confirm Submit' butten below to submit your web-based application to ACS. A confirmation message screen

will be displayed on the next page. After submitting, you can no lenger make any changes to your application.
Add Another Service Location Edit Service Location [

If you have any questions, pleass contact Conduent at (603) 223-4??4( ! ar (B65) 291-16}‘1';".

£2018 Conduent, Inc. All rights reserved. Conduent and Conduent Agile Star are trademarks of Conduent, Inc. and/or its subsidiaries in the United States and/or other countries.
Privacy Policy | Site Map | Terms of Use | Browser Requirements | Accessibility Comipliznce
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Submit Complete Page

1. Note the Application Tracking Number
2. Select the Print application so that you can maintain a copy for your records
NOTE: Once you leave this page, you do not have another option to print out the application
3. Select Exit Application button
NOTE: It is not necessary to print the additional documents as you have already submitted them during the Signature/Document Upload
Process
TIP: The Provider Relations Call Center is available to you toll free @ 1-866-291-1674 from 8:00 am to 5:00 pm; Mon-Fri

Submit Complate Print | Help - O
* Required Field

Thank you for submitting your application en-line. In order to fully process your application the required documents listed below must be mailed into ACS. Once all documents have been received and your application reviewed you will be notified via mail with the application
decision, Please print this page and send it in with any additional required enrollment documents sent to ACS,

‘ou may check the status of your application at 2ny time, through the Application Status function lecated on the main Enrollment heme page or by contacting Provider Enrollment Services st the number listed below, and providing your Application Tracking Number.

I Application Tracking Number I

1

Application Tracking Number:G9855

Please make a record of this Application Tracking Number. Use this number when inguiring about the status of the application.

Print, Sign, and Send in your application

The PRINT APPLICATION button may be used to print a copy of the application. This capy is for your records enly and should not be sent to ACS.

All providers must print and sign the Provider Enrollment Signature Page and Title XIX Participation Agreement. Additionzl documents may be required depending on your Provider Type and business situation. Documents must be completed,signed,and sent to ACS at the
address below. Only eriginal signatures will be accepted. Copied or stamiped signaturss are not acceptable.Print the Document Requirements Checklist to identify the supplemental information by provider type and business model that iz nesded to finalize your application.
Mazil all Provider Enrcllment documentation to:

ACS

PO BOX 2059

Concord, NH 03301 - 2059

Note:Include the Application Tracking Number indicated above on all documents that are mailed to ACS in reference to your application.

Print Required Documents

1. Provider Enrollment Signature Page
2. Title XI¥ Provider Participation Agreement
3. Document Reguirements Checklist

Once zll required decuments have been printed, click the EXIT APPLICATION button to return ta the Title XIX Provider Enrollmant home page.

Fingerprint-based Criminal Background Check (FCBC) Notification

The Affordable Care Act [Section 6401}, under 42 CFR 455.434, identifies certzin Medicaid provider and supplier applicants whio's owners are required to submit to criminal background checks. Only awners with a 5% direct or indirect ownership interest that are designated
as "high risk" providers per 42 CFR 455,450 are subject to a criminal background check review. High risk providers are providers that deliver Home Health Services, Durable Medical Equipment services, those providers/owners that have been sanctioned within the last 10
years, or those providers with an existing State Medicaid Plan qualifying overpayment. For more information on fingerprinting and frequently asked questions please go to the Department of Health & Human Services website at http://'www. dhhs.nh.gov/oiifpi.htm. 3

Provider Relations Call Center 2
If you have any questions, please contact Conduent at (603) 223-47741 or (866) 291-16744 . phoj‘_e numbers

Exit Application )
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Tips, Notes, & Important Information
Provider Relations Call Center — 1-866-291-4366

General Information:

INFO: Providers who will be billing with their FEIN, will need to complete a Group Application

NOTE: Fingerprint-based Criminal Background Check (FCBC) Notification will be based on the risk level of the provider type, and the provider will be notified if
required

TIP: The “Required Enrollment Documents to Upload with Application” can be found under the “Documents and Forms” quick Link on the NHMMIS
home page

NOTE: Providers are to use the “Signature Page” upload to submit all required and supporting documents for this enroliment

NOTE: The Application Tracking Number will display in red at the top of the page. It is very important to write this number down

NOTE: The Application can be saved prior to submitting - Should you need to step away from the application, you can go back to it (Recall) by
entering the ATN and FEIN in the Recall Section and select submit

NOTE: You can also check on the status of the application, enter the Application Tracking Number (ATN) and select submit

INFO: If at any time you need to go back to a section, go to the “Application Links” box to the left of the application and click on the appropriate
section’s blue hyperlink title

INFO: ALWAYS include the appropriate valid email address when an email address is requested —whether or not it is indicated as “* required”
INFO: The group is the billing entity for the individual Rendering/Non-Billing provider(s) affiliated to the group

TIP: The Provider Relations Call Center is available to you toll free @ 1-866-291-1674 from 8:00 am to 5:00 pm; Mon-Fri

Application Sections:

Section 1 - Identifying Information:

NOTE: The Application Tracking Number will be displayed in the upper left corner of the web page. It is very important to write this number down
NOTE: You will need to provide proof of the Tax ID as a part of required supporting documentation

NOTE: If the group is tax exempt, include a copy of the IRS issued exemption notification as a part of required supporting documentation

NOTE: The Service Location phone number is required (Billing and Mailing Locations also require this information)

NOTE: The Service Location Contact is required (Billing and Mailing Locations also require this information)

NOTE: The email address identified in the billing address contact panel will be used to send EFT notifications
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Section 2 - Licensure/Certification:
TIP - The taxonomy information can be found with the NPl information on the NPI Registry website: https://npiregistry.cms.hhs.gov/registry/
INFO: Use the default date of 12/31/9999 where there is not a current end date indicated/applicable

Section 3 - Provider Identifier Number:

TIP: The taxonomy information can be found with the NPl information on the NPI Registry website: https://npiregistry.cms.hhs.gov/registry/
INFO: Use the default date of 12/31/9999 where there is not a current end date indicated/applicable

NOTE: If you have more than one Medicare number, include them on the application

NOTE: If you have more than one former Medicare Provider number and Carrier/Intermediary Name, include them on the application

INFO: Never select either of the 820 options for Remittance Advice - NEVER

Section 4 — Service Location/Billing Information:

NOTE: Pg 1 of the Provider Participation Agreement (PPA) must reflect the same Service Address as the application

NOTE: The Service Location phone number is required (Billing and Mailing Locations also require this information)

NOTE: When validating the address, if it is needed to be as you entered — select override

NOTE: The Service Location Contact is required (Billing and Mailing Locations also require this information)

NOTE: The Billing and Mailing Location phone number and Location Contact are required

NOTE: The Electronic Funds Transfer Agreement form and a voided check or Bank letter is also needed and as such should be submitted as a part
of required supporting documentation

NOTE: The email address identified in the billing address contact panel will be used to send EFT notifications

NOTE: The Billing Agent Agreement must be signed if using a third party billing agent to submit your claims

Section 5 — Group Affiliation:
NOTE: Include all Individual Providers associated with the Group practice and repeat the steps as many times as necessary

Section 6 — Electronic Claims Submission:

NOTE: The email address identified in the billing address contact panel will be used to send EFT notifications

NOTE: If selecting 835 Remittance Advice, please indicate "835 Electronic Remittance Advice" in Section 4 Service Location / Billing Information
INFO: Never select 820 options for Receive Transactions — NEVER
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Section 7 — Ownership Questions & Exclusion/Sanction:

NOTE: Information will be checked against CMS PECOS Medicare and other National Data Bases — please ensure the information is consistent
NOTE: Tax Exempt Providers [501(c)(3)] must fill in all the Board of Directors (BOD) members and Executive Officers in question 2

NOTE: Any Exclusion/Sanction question answered with “Yes” will require a copy of the original adverse action or a dated signed statement from the
provider which must be submitted with the application

NOTE: Add all required documentation needed to support your answers and application to your saved file

NOTE: All applicants are required to enter at least one managing/directing employee

NOTE: Add the NH Medicaid Provider ID for any managing/directing employee, if applicable

Signature Page — Upload Documentation:

NOTE: Recommend naming saved file/description as “ATN XXXXX — (group name) — Documentation
INFO: Refer to Upload Signature Instructions for Enrollment Application for additional instructions if needed
INFO: The document file must be saved as a .pdf

Submit Application - Step 1:

Register for Web Access:

NOTE: Email Address is Required!

NOTE: Once you select the Validate Application button, any missing required information as well as incorrect information (ie: SSN is 9 digits
however only 8 were entered) will be noted at the top of the page so that it can be corrected

INFO: If at any time you need to go back to a section, go to the “Application Links” box to the left of the application and click on the appropriate
section’s blue hyperlink title

Submit Application — Step 2:
Add Another Service Location / Edits / & Submit Confirm:
NOTE: Additional service locations will result in each service location to have a unique Medicaid ID

TIP: This is your last chance to edit any of your answers or correct your entries — you can select the section you wish to check by clicking on it in the
left side Application Links
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Submit complete Page:

NOTE: Once you leave this page, you do not have another option to print out the application

NOTE: It is not necessary to print the additional documents as you have already submitted them during the Signature/Document Upload Process
TIP: The Provider Relations Call Center is available to you toll free @ 1-866-291-1674 from 8:00 am to 5:00 pm; Mon-Fri

Documentation:
NOTE: Providers are to use the “Signature Page” upload to submit all required and supporting documents for this enroliment
INFO: Refer to the “Required Enrollment Documents to Upload with Application” for specific documentation requirements
TIP - The taxonomy information can be found with the NPI information on the NPI Registry website: https://npiregistry.cms.hhs.gov/registry/
NOTE: You will need to provide proof of the Tax ID as a part of required supporting documentation
NOTE: If the group is tax exempt, include a copy of the IRS issued exemption notification as a part of required supporting documentation
NOTE: Pg 1 of the Provider Participation Agreement (PPA) must reflect the same Service Address as the application
NOTE: The Electronic Funds Transfer Agreement form and a voided check or Bank letter is also needed and as such should be submitted as a part of
required supporting documentation
NOTE: Any Exclusion/Sanction question answered with Yes will require supporting documentation to be submitted with the application, add all
required documentation needed to support your answers and application to your saved file
INFO: Providers electronically upload the file of all required documents with the Group Application Signature Page. The documents required for a
group application are as follows:
» Provider Participation Agreement (PPA) signed and dated
» Signature Page signed and dated
» W-9 with Tax ID/FEIN - signed
» IRS Tax ID/FEIN verification — ex: correspondence with IRS seal
» NPI Verification Page
If applicable, the following are also required:
» Electronic Funds Transfer Forms
o EFT Agreement Form
o EFT Application Form
o Bank Letter or copy of voided check
Billing Agent Agreement Form
Trading Partner Agreement Signature Page
CLIA Certificate
Additional Documents Supporting the YES answers to Exclusion/Sanctions

YVYVYVY
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