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Medicaid Provider Enroliment
Group Provider Enroliment

Group Provider Introduction

Procedure

Access ND MMIS Web Portal:
https://mmis.nd.oov/portals/wps/portal/Provider Enrollment

/.8 North Dakota MMIS Web Portal '
s

Skip Navigation | Contact Us | Help | Search

Provider Enrollment Print | Help - O
* Required Field

| Become a Provider —| Application Status

Enrall to become a Provider by completing the appropriate online entry forms, An individual
provider submitting claims to the State of North Dakota will be reported as income under your
SSN to the IRS, A group provider submitting claims to the State of North Daketa will be reported
as income under the groups' Employer Identification Number (EIN) to the IRS.If you need S i e Submit
assistance, please contact Provider Enrollment at (800) 755-2604 during business office hours e e A -

from Monday to Friday 8 am -5:00pm CST.
£20 —| Recall Provider Application

Instructions

Ta check the status of your North Dakota Provider or Trading Partner Application, use your
Application Tracking # and click the SUBMIT button.

Group Provider Enrollment | | To recall an application that you have partially completed, enter your Application Tracking Number,

and 55N / EIN and click the SUBMIT button.
Individual Provider Enrollment

Download a POF Provider Enrollment Package *Application Tracking £
Request a Provider Enrollment Package in the Mail

*SEN/EIN
| Become a Trading Partner

1f you would like to become a Trading Partner (EDI) to exchange business information

electronically with North Dakota, you can do so by completing an application on line. If you have
any questions regarding the application process, please contact Provider Enrollment at (800) 755- ) O |
2604 during business office haurs from Manday to Friday, 8am -Spm CST. — Recall Trading Partner Application |

4 To recall an application that you have partially completed, enter your Application Tracking Number
Instructions | | and SSN / EIN and click the SUBMIT button.

Trading Partner Enrallment

*Application Tracking

*SSN/EIN
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Feb 1, 2013
Skip Navigation | Contact Us | Help | Search

* Required Field

| Become a Provider - ication Status.

Enrall to become a Provider by completing the appropriate online entry To check the status of your North Dakota Provider or Trading Partner
forms. An individual provider submitting claims to the State of North Dakota | | Application, use your Application Tracking # and click the SUBMIT button.
will be reported as income under your SSN to the IRS. A group provider
submitting claims to the State of North Dakota will be reported as income = 4
under the groups’ Employer Identification Number (EIN) to the IRS.If you pEAllE s ez sy ¢
need assistance, please contact Provider Enrallment at (800) 755-2604 during

business office hours from Monday to Friday 8 am -5:00pm CST.
faq| | Recall Provider

To recall an application that you have partially completed, enter your
Group Provider Enrollment | [JApplication Tracking Number, and SSN / EIN and click the SUBMIT button.

I

*Application Tracking #
Download a PDF Provider Enraliment Package

Request a Provider Enrollment Package in the Mail
*SSN/EIN

| Become a Trading Partner | submit |

If you would like to become a Trading Partner (EDD) to exchange business
information electronically with North Dakota, you can do so by completing an
application on line. If you have any questions regarding the
process, please contact Provider Enrollment at (800) 755-2604 during
business office hours frem Monday to Friday, 8am -5pm CST.

Recall Trading Partner Application

To recall an application that you have partially completed, enter your

Faq | | Asplication Tracking Number and SSN / EIN and click the SUBMIT button.
Instructions *Application Tracking #
Trading Partner Enrollment

*SSN/EIN

Step Action

Click the Group Provider Enrollment link.

|Group Provider Enroliment

POos3hXX-ewF3cfQuMLAZOL AyNjCORVIFcDATNGABBBIETSQH O v

Feb 1,2013
Skip Navigation | Contact Us | Help | Search

{.# North Dakota MMIS Web Portal
o)

ome

Instructions

* Required Field

Links p -
» Instructions Group Provider Enrollment [nstru:tions!

& Agreement

If you are applying for both an individual provider number and a group provider number, you must complete a separate
application for each number.

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

Complete all areas of the application, unless otherwise indicated.

After completing each page of your sppiication, dlick the *Cortinue" button to proceed through the application process.
If additional information is necessary to complete the please attach the 5 the

cover page that will be provided at the end of the application.

This application is for a group practice or facility. Please enroll using your Employer Identification Number (EIN). If you are
enrolling with  Social Security Number (SSNJ, then you must complete the Individual Enrollment Application.

Continue>> | Cancel

©2013 Affiliated Computer Services, Inc. All Rights Reserved.
Privacy Policy | Site Map | Terms of Use | Browser Requirements |

ps://mmis.nd.gov/portalsfwps/portal/!ut/p/c5/hY5ID gmqQCaXL.. |
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Step

Action

It is yery important to read all on-screen instructions and notes.

Step

Action

Click the Continue button.

‘ Continue>>

QCaXLXQgkUFGgQ1BH 54PS2blyBIFNXL -[IAO) L~ @cX B ate

Feb 1, 2013 -

*,"f}: North Dakota MMIS Web Portal Skip Navigation | Contact Us | Help | Search

Home

Provider Enrollment Print | Help = O

* Required Field

Application Links Please ACCEPT or DECLINE this participation agreement.
® Instructions

» Agreement Provider Acl |

& 1attest that the following information is true and correct to the best of my knowledge. Providing false information may
be the basis for the North Dakota Department of Human Services refusing or reveking any provider agresments.

Accept | Decline
©2013 Affilisted Computer Services, Inc. All Rights Reserved.
Privacy Policy | Site Map | Terms of Use | Browser Req |
ps://mmis.nd.gov/portalsfwps/portal/!ut/p/c5/hY5ID gmamHHZ... | )

Step

Action

Click the Accept button.
This will take you to the first section of the Enrollment Application.

‘ Accept

Step

Action

The next section will take you through how to complete the Identifying Information

page.
End of Procedure.
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Identifying Information - Group

Procedure

/h¥5) Do) AEEXPwgmqGhmXLXQukUFGgQOhKgbCtCAC O ~ @ & X

Demographic

* Required Field

Links | Group Information |
= Application Tracking

Instructions
Identifying
Information

Licensure / Certification
Provider Identifier
Numbers

Service Location / Billing
Information

*Group Organization Name

e ve

(2) Have you ever used a different Doing Business As (DBA) Name?

*Years Doing Business Under this name

© ves O no

Group Affiliation

& Electronic T

Submission | Tax Reporting Information |
« Ownership
o Authorized Reps .
* Exclusions / Sanatians ?) Legal Name =EIN
« Qualified Service

Providers

*Begin Date *End Date

Help

Group Name

The name with
the EIN you enter must

_| current/Previous ND Provider # |

match the legal name you
have given on your IRS
form wa.

EIN:
Enter as 9 digits with or
without dashes.

Previous ND Provider #

Date:

MM/DD/YYYY or click the

Calendar icon to choose a
date. End Date should be

Please enter your current and/or previous ND provider numbers.

greater than Begin Date.

_‘ Non Profit Organization Tax Exempt Status !

Current/Previous ND
Provider

To enter your Current
and/or Previous ND Provider
#, click the 'Add Previous
ND Provider #' button. Enter
the required information and
Save the form. Click

Is this business listed under tax exempt status?

© ves © no

anywhere on an existing row
to undate or delete the row.

Saus

Rasat

Evit

I

Action

1. Enter the enrolling group’s provider name into the Group Organization Name

field.

Action

2. Enter number of years into the Years Doing Business Under this name field.

Action

3. Click the Yes or No option to the question ‘Have you ever used a different Doing

Business As Name’.
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f1ut/p/c5/hY5IDolA QukUFGHQOhKgbTICAG O ~ @ & X | & North Dakota MMIS .. %

Demographic Print | Help - O

* Required Field

Links | Group Information |
« Application Tracking
Number -
Instructions . - .
Identifying Group Organization Name “vears Doing Business Under this name
Information Group Name 17
Licensure / Certification
Provider Identifier
Numbers
Service Location / Billing
Information
Group Affiliation
Electronic T i

Submission (— Tax Reporting Information | \
ownership

e ve

(2) Have you ever used a different Doing Business As (DBA) Name? © Yes ® No

.
 Authorized Reps .
 Exclusions / Sanctions ?) Legal Name =EIN
* Qualified Service
Providers =
*Begin Date *End Date
Help

Group Name
The name with

the EIN you enter must _| current/previous ND Provider # |
match the legal name you

have given on your IRS
form wa.

Please enter your current and/or previous ND provider numbers.

EIN: . N . Add Previous HD Provider #
Enter as 9 digits with or Previous ND Provider #
without dashes.
ND Provider #27 L4

Date;
MM/DD/YYYY or click the
Calendar icon to choose a
date. End Date should be
greater than Begin Date.

_‘ Non Profit Organization Tax Exempt Status !

Current/Previous ND
Provider #;

To enter your Current
and/or Previous ND Provider | | Is this business listed under tax exempt status?
#, dlick the 'Add Previous .

ND Provider 2 button. Enter| | & Yes © No

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

Step

Action

Enter the desired information into the Legal Name field.
Name must match the group's W-9 as reported to the IRS.

Step

Action

Enter the group’s Employer Identification Number into the EIN field.

Step

Action

Enter the desired information into the Begin Date field. Enter the date the EIN
was registered.

Step

Action

Enter the desired information into the End Date ficld. Enter 12/31/9999.
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P, QukUFGgQOhKghCH

{2 North Daketa MMIS.

Demographic Print | Help - O

* Required Field

Links | Group Information |
= Application Tracking i
Number -
o Instructions )
} Identifying *Group Organization Name *Years Doing Business Under this name
Information Group Name 17

Licensure / Certification
Provider Identifier
Numbers

Service Location / Billing
Information

Group Affiliation
Electronic Transaction

Submission | Tax Reporting Information
Cwnership

(?) Have you ever used a different Doing Business As (DBA) Name?

O ves

.
« Authorized Reps .
. Exc\us_mns/ S_anctmns 'L Legal Name *EIN
® Qualified Service Group Name 123456789 |
Providers E
*Begin Date *End Date
01/01/2000 @ 12312013 )
Help

Group Name
The name with

the EIN you enter must _| current/Previous ND Provider # |
match the legal name you

have given on your IRS
form wa.

Please enter your current and/or previous ND provider numbers.

EIN:
Enter as 9 digits with or Previous ND Provider #

without dashes.
L

Date;
MM/DD/YYYY or click the
Calendar icon to choose a
date. End Date should be
greater than Begin Date.

_‘ Non Profit Organization Tax Exempt Status !

Current/Pr
Provider #
To enter your Current
and/or Previous ND Provider| | Is this business listed under tax exempt status?
#, dlick the 'Add Previous .
ND Provider ' button. Enter | | =) Yes ©) No
the required information and
Save the form. Click

ous ND

ps://mmis.nd.gov/ portals/wps/portal/lut/p/ c5/hYTLDOIWEEW_x5-VKQIUZ... |

Saus | Rasat | Evit Annlicatinn

Action

By selecting any "TADD" options, this will open additional fields that will need to be
filled in.

Action

Click the Add Previous ND Provider # button.

Page 6
Revised 1/11/2024



nd.gov/portals

Demographic

* Required Field

-VKQUZYUGILSCIKBhOAJEHKsCEa 3 O ~ & & X | @ North Dakota MMIS.

Print | Help - O

Information

Licensure / Certification
Provider Identifier
Numbers

Service Location / Billing
Information

Group Affiliation

e ve

Electronic Transaction
Submission
Ownership
Authorized Reps
Exclusions / Sanctions
qQualified Service
Froviders

Help

Group Name
The name with

Links | Group Information |
e Application Tracking
Number -
Instructions
Identifying *Group Organization Name *Years Doing Business Under this name

Group Name 7

(2) Have you ever used a different Doing Business As (DBA) Name? © Yes ® No

— Tax Reporting Information

(?) Legal Name =EIN
Group Name 123456789
*Begin Date *End Date
01/01/2000 @ 12312013 M@

the EIN you enter must
match the legal name you
have given on your IRS
form wa.

EIN:
Enter as 9 digits with or
without dashes.

Date;

MM/DD/YYYY or click the

Calendar icon to choose a
date. End Date should be

greater than Begin Date.

Current/Previous ND
Provider #:

To enter your Current
and/or Previous ND Provider
#, click the 'Add Previous
ND Provider #' button. Enter

_| current/previous ND Provider # |

Please enter your current and/or previous ND provider numbers.

a - Add Previous HD Provider #
Previous ND Provider #
ND Provider #27

Add Previous ND Provider # Save | Reset | Cancel

*ND Provider #

the required information and
Save the form. Click
anywhere on an existing row
to undate or delete the r

‘ Non Profit Organization Tax Exempt Status !

:

I

Step

Action

10.

Previous ND Provider ID # field set is now displayed.

Step

Action

11.

Enter the enrolling group’s Medicaid provider number into the ND Provider # field.
*This is your ND Medicaid group number and must be the one associated with
the specific location and provider type of the provider being enrolled. Enter
only one Medicaid number in this field. If the group has more than one
Medicaid number, then a separate application for each provider number is

required.

Step

Action

12.

It is very important to always click Save within each additional information

window pane.

Step

Action

13.

Click the Save link.

Save
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J/mmis.nd.gov/portals/wps/ portal/lut/p/c5/hYSI Do) AEEXPwgmaQMYIQge ToZVIoTeEOAUIOCEEAS O ~ @ € X | @ North Dakota MMIS .. %

Submission | Tax Reporting Information
Ownership

« Authorized Reps B
& Exclusions / Sanctions ?) Legal Name *EIN
* Qualified Servics Group Name 123456789
Providers
*Begin Date *End Date
01/01/2000 @ 12312013 M@
Help
Group Name
The name with

helE o ntesgn Ao | current/Previous ND Provider # |
match the legal name you

have given on your IRS
form We.

i System successfully saved the Information.

EIN:
Enter as 9 digits with or
without dashes.

Please enter your current and/or previous ND provider numbers.

Previous ND Provider #

Date:

MM/DD/YYYY or click the N
Calendar icon to choose a

date. End Date should be 001000015
greater than Begin Date.

1-10f1
Current/Previous ND
Provider #:
To enter your Current 4
and/or Previous ND Provider ,‘ Non Profit Organization Tax Exempt Status |}
2, click the 'Add Previous I 5
ND Provider #' button. Enter
the required information and
Save the form. Click Is this business listed under tax exempt status?
anywhere on an existing row| | = L&
to update or delete the row. o Yes Mo

Click the Save button at the
bottom of the page to
validate the page content Continue>> | Save | Reset | Exit Application
and save the information.
Click the Continue button
to move onto the next step,
If you choose to Exit
Application, please note
and save the Tracking
Number or print this page so
you can make updates to
the application at another
time.

If you have any guestions, -

Step

Action

14.

Click the Yes or No option for Tax Exempt Status.

Step

Action

15.

Itis also Very Important to click SAVE after completing each section.

Step

Action

16.

Click the Save button.
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@ hitps://mmis.nd.gov/portals/wps/ portal/lut/p/c5/hV5IDel AEEXPwgmaQCaXLbQVpVFksGFDIDRAZFGQD. O ~ @ € X | & North Dakota MMIS .. %

* Required Field

Application .

The Provider Enrollment Details have been saved successfully. Please note your Application Tracking number FEEIE for future access to the Enrollment

e Application Tracking
Number - 124010
& Instructions

+/ Identifying Information

e Licensure / Certification

* Provider Identifier
Numbers

® Service Location / Billing
Information

& Group Affiliation

* Electronic Transaction
Submission

« Ownership

* Authorized Reps

& Exclusions / Sanctiens

/7

*Group Organization Name

Group Name 7

(?) Have you ever used a different Doing Business As (DBA) Name?

*Years Doing Business Under this name

D Yes @ No

| Tax Reporting Information

e Qualified Service (?) Legal Name “EIN
Froviders Group Name 123456769
*Begin Date *End Date
Help 01/01/2000 @ 12312013 M@
Group Name
The name with

the EIN you enter must
match the legal name you
have given on your IRS
form W3,

EIN:
Enter as 9 digits with or
without dashes.

Date:

MM/DD/YYYY or click the

Calendar icon to choose a
date. End Date should be
greater than Begin Date.

| Current/Previous ND Provider #

Please enter your current and/or previous ND provider numbers.

Previous ND Provider #

001000015

Add Previous ND Provider #

ND Provider #27

1-10f1

Current/ i ND
Provider #:

To enter your Current
and/or Previous ND Provider
#, click the 'Add Previous
ND Provider #' button. Enter
the required information and
Save the form. Click

,‘ Non Profit Organization Tax Exempt Status. !

Is this business listed under tax exempt status?
&

I

Step

Action

17.

Take note of your Application Tracking Number (ATN) after saving. This
ATN will be required on all documentation submitted and/or inquiries to the

Department.

Step

Action

18.

Click the Continue button.

[ conme- |

Step

Action

19.

Clicking the continue button will take you to the next section of the application.

Step

Action

20.

The next section will take you through how to complete the Licensure / Certification

page.

End of Procedure.
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Licensure/Certification - Group

Procedure

Provider Type: Reference this link for a list of acceptable provider type, specialty, and
taxonomy codes. https://www.hhs.nd.gov/sites/www/files/documents/DHS%20Legacy/

mmis-group-provider-code-taxonomy.pdf

ETPwgFMN_IfjABIGBEBTYEBQIGQVCAPS( O ~ @ & X North Dakata MMIS.

Dec 27, 2012

Skip Navigation | Contact Us | Help | Search

Print | Help

* Required Field

Links
e Application Tracking
Number - 124010
® Instructions

| Provider Type ! N

*Provider Type

/ Tdentifying Information
Licensure /. -
Certification "agencies

Pr der Identifi
P T =y \_|Ambulatory Health Care Facilities
asic Lare

Numbers

Service Location / Billing

Information Behav Health & Social Svc Prov
Chiropractic Providers

Dental Providers

I

Group Affiliation
Electronic Transaction

Submission
+ Ownership Developmental Disabilities
& Authorized Reps Dietary & Nutritional Service Providers
O GRS Emergency Medical Senvice Providers -
Eye and Vision Senvice Providers
"{Hospital
Bl Hospital Units = il
Provider Type r|Indian Health Senices

Select a Provider Type from
the available list.

Laboratories

Managed Care Organizations

Nursing & Custodial Care Fac

Nursing Senvice Providers

Nursing Service Related Providers

Other Service Providers

Pharmacy

Phys Assts and Advanced Nursing Provs

. r which you are board certified or eligible. A specialty requires completion of
Licensure/Certification, fertification or eligibility.
Specialty & Taxonomy:
To add Licensure,
Certification, Specialty
and/or Taxenomy
information, click the
appropriate 'Add' button.
Enter the required
information, and Save the
form. Click anywhere on an
existing row to update or
delete the row.

Add Specialty

Date~™ End Dates™

ication # ¥ | State ¥ | Board name ¥ Beg

Podiatric Medicine & Surgery Senice
Qualified Service Provider

~ |Residential Treatment Facility

Resp, Devl, Rehab and Restore Srvc Prov
Taxonomy Respite Care Facility

B I = ’VSEeech_ Language and Hearing Svc Prov_ ~ ‘

Step

Action

Click the Provider Type drop down and select the appropriate list item.
Required.

Page 10
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http://www.nd.gov/dhs/info/pubs/docs/medicaid/mmis-group-provider-code-taxonomy.pdf
https://www.hhs.nd.gov/sites/www/files/documents/DHS%20Legacy/mmis-group-provider-code-taxonomy.pdf

il

5 |

Licensure / Certification

* Required Fiald

B/c5/hYSID

[
ZQgcTalRRYEOIUyAyLAGETI O ~ @ & X | & North Dakota MMIS.. X

Print | Help = O

A
e Applicati
Number - 124010
e Instructions

+/ 1dentifying Information
Licensure / Certification
Provider [dentifier
Numbers

Service Location / Eilling
Information

Group Affiliation
Electronic Transaction
Submission

Ovmership

Authorized Reps
Exclusions / Sanctions
qQualified Service
Providars

ceee

e vee |

*Provider Type
Physicians -

Help

Provider Type
Select a Provider Type from
the available list.

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

ok

Licensure and Certification List

License Number+™ | Certification Numbers™ | Stated™ Effective Dates™  |Exy

-/Cert Agency™

Board Certified Specialty List

Note: Enter information for all the specialties for which you are board certified or eligible. A specialty requires completion of the
=ppropriste residency program and board certification or eligibility.

Add Specialty

Begin Date*™ |End Dates™

State T | Board name ¥

Enter as 10 !
characters,

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

Click the Save button at the

Taxonomy Code

Begin Date &

Taxonomy + End Date %

is.ndl

gmqQCaxC... |

P ps/p

m

Action

Click the Add Licensure / Certification button.

Licensure ! Certification II

*List all license and certifications in this section.

Page 11
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portal/ut/p/c5/hY5ID: gmqQCaXCBlIpFuZhw0hDgQind]A4P O ~ & & X | & North Dakota MMIS .. %
L I

e Application Tracking
Number - 124010

® Instructions *Provider Type
+/ 1dentifying Information Physicians -
P Licensure / Certification
o Provider Identifier
Humbers
e Service Location / Billing e d Certification - Section 2

Information
e Group Affiliation
e Electronic Transaction
Submission
© Ovmership
e Authorized Reps Licensure and Certification List
e Exclusions / Sanctions

* Qualified Servi
e St License Number™ | Certification Numbers~ | State<™ |Lic/Cert Agency*~ | Effective Date<™ | Expiration Datea™

Help

Provider Type /
Salect = Provider Type from
the available list.

Licensure/Certification,
Spedialty & Taxonomy:

Te add Licensure,
Certification, Spedialty and/ar
Taxenomy information, click
the appropriate 'Add' button.
Enter the required
information, and Save the *Provider Type *License Number *Licensing Agency

form. Click anywhere on an -
existing row to update or
delete the row.

#54 Licensure and certification Save | Resat | Cang"

*Add all licenses and certificates. For each instance, indicate if you are entering a license or a certificstion.
Are you adding License or Certification information?

m

@ Licanse ©) Certification

*Effective Date *Expiration Date State

Taxonomy = [0 NothDakota =
Enter as 10 digits/alphas

characters.

pate
Enter 35 MM/DD/TYYY, MM-

e Dy M | Board Certified Specialty List | 4
click the Callendar icon to

choose a date. End or
Expiration Date should b
greater than Bagin or
Effactive Date.

Click the Sawve button at the

validate the page content

and save the information.
Click the Continue button to
move onto the naxt stap. If
you chaose to Exit
Application, pleasa sava and

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

Step

Action

Click the License or Certification option. License is required. Groups/facilities
that do not hold licensure must enter a license for one of the affiliated
individual providers.

Step

Action

Enter the desired information into the License Number field. If the license has not
been assigned a number, enter ‘00000°.

Step

Action

Click the Appropriate Licensing Agency list item.

Step

Action

Enter the desired information into the Effective Date field.

Step

Action

Enter the desired information into the Expiration Date field.

Step

Action

Click the Save button.

e

Step

Action

Repeat steps 2 - 8 to add additional Licensure / Certifications.
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Specialty: Reference this link for a list of acceptable provider type, specialty, and
taxonomy codes. https://www.hhs.nd.gov/sites/www/files/documents/DHS %
20Legacy/mmis-group-provider-code-taxonomy.pdf

Print | Help - O

* Required Field

Application Links | Provider Type |

+ Application Tracking
Number - 124010 I

o Instructions *Provider Typs

* Identifying Information Physicians -
} Licensure / Certification
* Provider Identifier
. on / Billing e - sfication - Section 2 |
.
. n
. ! System successfully saved the Information. i
o Au :
* Ex / Sanctions R Add Licensure | Certification
¢ Qualified Service Licensure and Certification List
License Number™ | Certification Numbers™ |Stated™ Lic/Cert Agency*™ | Effective Date* |Expiration Dates™

Hel

P Lu45339990 North Dakota State Board of Wursing  01/01/2012 12/31/2015 =
Provider Type
Select a Provider Type from c North Dakota State Board of Wursing  01/01/2012 12/31/2015

the available list.
1-20f2
Licensure /Certification,
Specialty & Taxonomy:

on, Spacialty and/or| | Board Certified Specialty List |

Note: Enter information for all the specialties for which you are board certified or eligible. A specialty requires completion of the
=ppropriate residency program and board certification or eligibility.

Specialty List

State & Board name ¥ Begin Date™ | End Dat:

Specialty ¥ Provider Type + Certification # *

|

Taxonomy Code

Click the Save button at the

ps//mmis.nd.gov/portals/wps/portal/lut/p/c5/hYSID gmqQCaxD... | il

Step Action

10. Click the Add Specialty button.

Add Specialty

*A specialty type is required for all enrollments

Page 13
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http://www.nd.gov/dhs/info/pubs/docs/medicaid/mmis-group-provider-code-taxonomy.pdf
https://www.hhs.nd.gov/sites/www/files/documents/DHS%20Legacy/mmis-group-provider-code-taxonomy.pdf

lut/p/c5/hY5ID: 9mgQCaXDbSVCMgBbQgRNRAZEGKK) O ~ & €& X | @ North Dakota MMIS .. %

| Board Certified Specialty List

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

haa speci
Specialty List

/Add specialty save | Reset | Cance|

*spacialty “Provider Type *Begin Dats *End Date
General Practice ~ | Physicia L i)

*State *Certification # *Board name
North Dakota - -

| v

Taxonomy Code

i

Exit Application

Help

Provider Tvpe
Select a Provider Type from
the available list.

Licensure/Certification,
Spedialty & Taxonomy:

Te add Licensure,
Certification, Specialty and/er
Taxenom clic] s

Step

Action

11.

Click the Appropriate Specialty list item.

Step

Action

12.

Enter the desired information into the Begin Date field.

Step

Action

13.

Enter the desired information into the End Date field. Enter 12/31/9999.

Step

Action

14.

Enter the desired information into the Certification # field. If the certification was
not assigned a number, enter ‘00000°.

Step

Action

15.

Click the Appropriate Board Name list item.

Step Action
16. Click the Save link.

Page 14
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Taxonomy: Reference this link for a list of acceptable provider type, specialty, and
taxonomy codes. https://www.hhs.nd.gov/sites/www/files/documents/DHS %
20Legacy/mmis-group-provider-code-taxonomy.pdf

LH45335930

Horth Dakots State Board of Nursing  01/01/2012 12/31/2015

Help

Horth Dakots State Board of Nursing  01/01/2012 12/31/2015

Brovider Type
Select = Provider Type from
the available list.

1-20f2

| Board Certified Speciatty List |

Note: Enter information for all the specialties for which you are board certified or eligible. A specialty requires completion of the

Enler the required appropriate residency program and board certification or eligibility.

information, and Save the
form. Click anywhere on an

existing row to update or _
delete the row. Specialty List phct Spectatiy)
Enter as 10 digits/alphas

= General Practice Bh North Dakots AmBd Family Madicine 01/01/2012  12/31/2015
Enler as MM/DD/YYYY, MM- 1-1of1

=YYV or MMDDYYYY or
chck the Calendar icon to

choose = date. End or \
Expiration Date should be . Taxomomy

greater than Begin or
Effective Date.

Click the Save button at the ||| | TaXxonomy Code
bottom of the page to
validate the page content
and save the information.
Click the Continue button to
mova onto the next step. 1f
you choose to Exit
Application, plaass save and
nota the Tracking Number or
Brint this page 56 you can
make updates to this |Add Taxonomy Codes. Save | Reset | Cancd)
application at another time.

I

*Taxonomy (10 digits/alphas) ~ *Begin Date End Date

For additional Enrallment | @ i

Help, click the Help link on

the blua bar at the top of

this form. -

Confinue>> | Save | Reset | Exit Application

©2012 Affiliated Computer Services, Inc. All Rights Reserved. -
Privacy Policy | Site Map | Terms of Use | Brovser I c @

Step

Action

17.

Click the Add Taxonomy button.
Add Taxonomy |

*A Taxonomy code is required for all providers except Atypical
providers (QSP's, Transportation, and Developmental Disabilities).

Step

Action

18.

Enter the desired information into the Taxonomy (10 digits/alphas) field.

Step

Action

19.

Enter the desired information into the Begin Date field. Enter 10/01/2013.

Step

Action

20.

Enter the desired information into the End Date ficld. Enter 12/31/9999.

Page 15
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http://www.nd.gov/dhs/info/pubs/docs/medicaid/mmis-group-provider-code-taxonomy.pdf
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Step

Action

21.

Click the Save link.

KXBRKgioNC]

portal/lut/p/cS/hY {2 North Dakota MMIS .. %

e Authorized Reps

e Exclusions / Sanctions

o Qualified Service
Providers

Help
Brovider Type
Select = Provider Type from

the available list.

Add Licensure | Certification
Licensure and Certification List

License Numbers™ | Certification Numbers¥ |States¥ Lic/Cert Agency~~ Effective Date™ |Expiration Dates”
LN45339990 North Dakota Stste Bosrd of Nursing  01/01/2012 12/31/2015

= North Dakota Stste Bosrd of Nursing  01/01/2012 12/31/2015
1-20f2

Specialty & Taxonomy:
To add Licensure,
Certification, Specialty and/or
Taxenomy information, click
the zppropriate 'Add’ button.
Enter the required
information, and Save the
farm. Click anywhere on an
existing row to update or
delete the row.

Taxonomy
Enter as 10 digits/alphas
characters.

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

choose = date. End or
Expiration Date should be
greater than Begin or
Effective Date.

Click the Save button at the
bottom of the paga to
validate the page content
and save the information.
Click the Continue buttan to
move onto the next step. If
you choose to Exit
Application, please save and
nota the Tracking Number or
print this page 5o you can
make updates to this
application at another time.

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

| Board Certified Speciatty List |

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

Specialty List

Board name ¥

Begin Date*~ |End Date*™

Provider Type % | Certification # ¥ | State %

Specialty ¥

General Practice h (= North Dakota AmBd Family Medicine 01/01/2012  12/31/2015

1-1of1

| System successfully saved the Information. ]

Taxonomy Code

e = i 5

ND12345678 01/01/2012 12/31/2015

1-1of1

I/1ut/p/c5/hV5ID 9maQCaXD... Jrputer Services, Tnc. Al Rights Reserved.

e | Brovser | C:

!

Step

Action

22.

lick the Save button.

Step

Action

23.

Click the Continue button.

Step

Action

24.

The next section will take you through how to complete the Provider Identifier

Numbers page.
End of Procedure.
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Provider Identifier Numbers - Group

Procedure

gmqQCaXzZAmkUVZBTaEQAUIQyLE) O ~ @ € X | 2 North Dakota MMIS

( National Provider Identification (NPT)

e Application Tracking
Number - 124010
o Instructions

Drug Enforcement Agency (DEA)
+/ 1dentifying Information
o Licansure / Certification
Provider Identifier
Num

Service Locatien / Eilling
Information

Group Affiliation
Electronic Transaction
Submission

Ovmership

Authorized Reps
Exclusions / Sanctions
Qualified Service *npr
Providers I

Add NPT Save | Reset | Cancel |

Help

NPL, DEA, Medicare, and
Medicare History
To add NPI, DEA, Medicare

NCPDP

Add HCPDP

I

NCPDP

approprizte 'Add’ buttan.
Enter the required
information and Save the
form. Click anywhere on an
existing row to update or
delete the row.

7| *Are you or have you ever been enrolled as = Medicaid Provider in another State?

== © yes @
Enter as 10 digits. © vas @ no

DEA
Enter as 2 alphas folloved by
7 numeric digits.

| Coordination of Benefits Agreement (COBA) - Section 2 1

NCPDP
Enter as 7 digits. < of Benefits (COBA) clzims, prior to NPT assignments, vill not be paid unless a Medicare

number is supplied. A Medicare number may only be placad on one provider il (group or individual). COBA claims will pay to
the pravider number to which the Medicare number is linked.

Medicare

Select at least one Program

(s (i o, Medicare may have issued a Medicare provider number for each facility where you provide services. Numbers assigned to you on
behalf of an affiliated group should be listed in the Medicars section titled "Madicare Numbers" below.

Medicare History

Enter the requirzd

information for former

Medicara

Carriers/Intermediaries.

Note: For help in determining if your Medicare number is your individual number or is affiliated vith a group, please contact your
Medicare intermediary.

Medicare Numbers.

Date
MM/DD/YYYY, or click the
Calendar icon to choose a
date. End Date should be

reater than Bagin or
e i, Medicare #=~

End Date~™ -

Medicare Program*~ Begin Date*™

Action

Click the Add NPI button.

*Required for all providers except Atypical (QSP, Transportation,
Lodging, and Meals) providers.

Action

Enter the enrolling group’s NPI information into the NPI field. Enter only one
NPI. If the group has more than one NPIL, then a separate application for each
NPI is necessary.

Action

Click the Save link.
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B/c5/hY5IDRJQEETPAg CjzsCOIQyAyLAGGTY, O ~ @ €& X

e Application Tracking
Number - 124010
Instructions

ying Information

® Licensure / Certific:

b Provider Identifier
Numbers

e Service Location / Billing
Information

o Group Affiliation

® Electrenic Transaction
Submission

o Ormership

® Authorized Reps

® Exclusions / Sanctions

o Qualified Service
Providers

Help

NPL, DEA, Medicare, and
Medicare History

To add NPI, DEA, Madicare
and/or Medicare History
information, click the
approprizte 'Add’ buttan.
Enter the required
information and Save the
form. Click anywhere on an
existing row to update or
delete the row.

NPI
Enter as 10 digits.

DEA

Enter as 2 alphas followed by
7 numeric digits.

NCPDP
Entar =5 7 digits.
Medicare

Select at least one Program
for each Medicare entry.

Medicare History
Enter the requirzd
information for former
Medicare
Carriers/Intermediaries.

Date
MM/DD/YYYY, o dlick the
Calendar icon to choose a
date. End Date should be
graater than Begin or

oot

Drug Enforcement Agency (DEA)

National Provider Identification (NPT)

I [

16492813651

1-10f1

,ncpnp

NCPDP

Add HCPDP

\Add NCPDP save | Reset | Cancel
*NCPDP
~\ S

() *Are you or have you ever been enrolled as a Medicaid Provider in another State?

| Coordination of Benefits Agreement (COBA) - Section 3 1

c of Benefits (COBA) claims, prior to NPT assignments, vill not be paid unless 2 Medicare
number is supplied, A Medicare number may only be placad on ane pravider file (group or individual). COBA claims vill pay to
the provider number to which the Medicare number is linked.

Medicare may have issued a Medicare provider number for each facility where you provide services. Numbers assigned to you on
behalf of an affiliated group should be listed in the Medicars section titled "Madicare Numbers" below.

Note: For help in determining if your Medicare number is your individual number or is affiliated vith a group, please contact your
Medicare intermediary.

Medicare Numbers.

Action

Click the Add NCPDP button. NCPDP pertains to pharmacy providers only. If

this does not apply, skip this section.

Add HCPDP

Action

Enter the desired information into the NCPDP # field.

Action

Click the Save button.
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- —
= pl—
Lyl @ i=.nd.gov/p. ps/ portal/lut/p/c5/hY5ID: QIZ2ydDBKKCMQmBIcQpEhpgOE O ~ @ € X | @ North Dakota MMIS .. % ft Kk

o Application Tracking
Number - 124010

® Instructions National Provider Identification (NPT) Drug Enforcement Agency (DEA) ‘

+/ 1dentifying Information

o Licensure / Certification

b Provider Identifier

rs
Service Location / Billing
Infarmation

Group Affiliation
Electronic Transaction 1649281361
Submission

Ovmership 1-10f1

Autharized Reps J
Exclusions / Sanctions
Qualified Ser
Praviders

NCPDP

Help

| System successfully saved the Information. |

NPL, DEA, Medicare, and
Medicare History NCPDP | Acanceor |
Te add NPI, DEA, Madicara

and/or Medicare History
information, click the

I

approprizte 'Add’ buttan. 1000013
Enter the required
information and Save the 1-10f1

form. Click anywhere on an
existing row to update or

delete the row. (7) *Are you ar have you ever been enralled as = Madicaid Pravider in anather State?
= © ves @ no

Enter as 10 digits.

DEA — v |

Enter a< 2 alphas followed by | | Coordination of Benefits Agreement (COBA) - Section 2 |

7 numeric digits.

c of Benefits (COBA) claims, prior to NPI assignments, vill not be paid unless a Medicare
number is supplied. A Medicare number may only be placad on one provider il (group or individual). COBA claims will pay to

NCPDP
By g rn T m e i (e e P = (T,

Medicare
Select at least one Program
for each Medicare entry.

Medicare may have issued a Medicare provider number for each facility where you provide services. Numbers assigned to you on
behalf of an affiliated group should be listed in the Medicars section titled "Madicare Numbers" below.

Note: For help in determining if your Medicare number is your individual number or is affiliated vith a group, please contact your

care t
Medicare History Ctren ey

Enter the requirzd
information for former

Medicara. Medicare Numbers.
Carriers/

Date
MM/DD/YYYY, o dlick the
Calendar icon to choose a
date. End Date should be
graater than Begin or

ve Dt

Step Action

7. Click the Add DEA button (if applicable). DEA is required for all groups that
have been issued a DEA. Enrolling groups that do not hold licensure must
submit the DEA of one of the individual affiliates.

ation Tracking
Number - 124010

® Instructions National Provider Identification (NPI) Drug Enforcement Agency (DEA)

*/ 1dentifying Information

o Licensure / Certification

b Provider Identifier

Numbers Add DEA
o Servica Location / Billing NPL DEA
o Group Affiliation
® Electrenic Transaction 1649281361
Submission
+ Grmarship 1-10f1
® Authorized Reps
® Exclusions / Sanctions
o Qualified Service
Providers LEE
Help [ Srmimm =l oo (o e e 8
NPI, DEA, Medicare, and
I
To add NPI, DEA, Medicars
andfor Medicars History
information, click the |
appropriate 'Add’ butten. 1000013 -
Enter the required
information and Save the 1-10of1
form. Click anywhere an an
existing row to update or -
delete the row. 2| *Are you or have you ever been enrclled as a Medicaid Provider in another State?
. O ves
Enter as 10 digits.
DEA = —
Enter as 2 alphas followed by — Coordination of Benefits Agreement (COBA) - Section 2 |
7 numeric digits.
NCPDP Ci of Benefits. (COBA) claims, prior to NPI assignments, will not be paid unless a Medicare
D number is supplisd. A Madicars numbsr may enly b placed on ane provider file (group or individual). COBA daims vill pay to
2 the provider numbsr to which the Medicare number is linkad.

Medicare
Select at least one Program
for each Medicare entry.

Medicare may have issued a Medicare provider number for each facility where you provide services. Numbers assigned te you on
behalf of an affiliated group should be listed in the Medicare section titled "Madicare Humbers" below:.

Note: For help in determining if your Medicare number is your individual number or is affiliated vith a group, please contact your

HMedicare History
Pedicars u-n Ctren ey

Enter the requirzd
information for former

Medicara. Medicare Numbers.
Carriers/

Date

MM/DD/YYYY, or click the
Calendar icon to choose a
date. End Date should be
graater than Begin or

ve Dt

m Begin Date*™ nd Date~™
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Step

Action

Click the Yes or No option for ever being enrolled in Medicaid in another state.
If Yes, select the appropriate State.

P lut/p/c5/hYSID: gmamHHJFEIAVGBBYEQIUOAZEGKGTr O ~ @ © X | & North Dakota MMIS .. %

nter =5 10 digits. =

Ent:
| Coordination of Benefits Agreement (COBA) - Section 3 1

DEA

Enter as 2 alphas folloved by

7 numeric digits. c of Benefits (COBA) claims, prior to NPT assignments, vill not be paid unless 2 Medicare

number is supplied, A Medicare number may only be placad on ane provider file (group or individual). COBA claims vill pay to
NCPDD the provider number to which the Medicare number is linked.
Enter as 7 digits.
Medicare may have issued a Medicare provider number for each facility vhere you provide services. Numbers assigned to you on
behalf of an affiliated group should be listed in the Medicars section titled "Madicare Numbers" below.
Select at least one Program
(s (i Motz R el T e e e e e R your
maffftare intermediary.

| Medicare Numbers

R T |

\Add Medicare # Save | Reset | Cancel
*Medicare #
*Begin Date *End Date

print this page s you can = g

make updates to this
application at another time. *Please check all applicable Medicare Parts that pertain to Medicare crossover daims that you

may submit,

1f you have any questions, ~

please contact Provider Al [ Medicare Program A [ Medicare Program 8 [E] Medicare Program C
Enrcllment at (800) 755-

2604.

| Medicare History

I

For historical purposes, please list any Medicare Provider#(s) and Carrier/Intermediary #(s)

Step

Action

Click the Add Medicare button.

Step

Action

10.

Enter the group’s Medicare information into the Medicare # field.

Step

Action

11.

Enter the desired information into the Begin Date field.

Step

Action

12.

Enter the desired information into the End Date field. Enter 12/31/9999.

Step

Action

13.

Click the appropriate Medicare Programs.

Step

Action

14.

Click the Save button.

Sawve
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ut/p/c5/hY5ID: gmgQCaXTEFD|

Me may ha ed
behalf of an affiliated gr

Note: For help in determining if your Medicare number is your individual number or is affilisted vith = group, please contact your
Medicare intermediary.

| Medicare Numbers

e
MM/DD/YYYY, or click the

date. End Date should be
greater than Begin or 000565 e 01/01/2012 12/31/2015
Effective Date.

1-10f1

Click the Save button at the
bottom of the page to
validate the page content _ ﬁ‘r History | —
and save the i ! \

r#(s) and Carrier/Intermediary #(s)
Application, please save and
note the Tracking Number or
print this page so you can

Click the Continue butten to
move onto the next step. If
For historical purposes, plessa list sny Medicare
application at another time.

you choose to Exit

If you have any questions,
please contact Provider [Add Histo
Enroliment at (800) 755- i

Save | Reset | Cancel

*Medicare # *Carrier/Intermediary Name  *Begin Date *End Date

B iz} |

I

*Please check all applicable Madicare Parts that pertain to Medicare crossover daims that you may submit.
@ Al [ Medicare Program A [ Medicare Program 8[| Medicare Program ¢ [[] Medicare Program D /
A S S

Exit Application

©2012 Affilisted Computer 5
Privacy Policy | Site Map | Terms of Use | &

Inc. All Rights Reserved. -
L C =

Step

Action

15.

Click the Add History button. Complete this section if the group had a
Medicare number in the past that is no longer in use. This section is for
informational purposes only.

Add History

Step

Action

16.

Enter Medicare History information.

Step

Action

17.

Click the Save button.

Sawe

Step

Action

18.

Click the Continue button.
Continues>

Step

Action

19.

The next section will take you through how to complete the Service Location /
Billing Information page.
End of Procedure.
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Service Location / Billing Information - Group

Procedure

* Required Fiald

gmgkNFICY0mAgLKIBuCogaywYRASI O + @ & X

2 North Dakota MMIS

Print | Help = O

Application Links
e Application Tracking
Number - 124010
e Instructions

+/ 1dentifying Information
o Licensure / Certification
 Provider Identifiar
Numbers

Service Location / Billing
Information

Group Affiliation
El=ctronic Transaction
Submission

Ovmership

Authorized Reps
Exclusions / Sanctions
Qualified Sarvice.
Providers

sese co ¥

Help

#” Service Location o - Section 4 N\
RSl Add Service Location Phone Numbers
Phone #47 Fax #47
Building, Suits =, =tc [Phones-> ____________|rax=" |
*city “state *zip
North Dakota -

*County
e

| fdd servioe locstion sontastperson ___|

‘Add service location contact

Service Location Contact Person(s) service EICORR SR P s o)

Last Name*™

First Name~

MI“” |Phone~™

Ext.*” |Fax*~ | Cell Phone*~ Email*~ | Position*™

Valida!
This vill provide suggestions.
based on an official US.
postal address, you also
have the option to override
these suggestions.

Phone, FAX and Contact
Te add Phene, FAX and/er
Contact information, dick the

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

Service

Select the appropriate
Gender and Age Range(s)

| service- section 2

D Mmale €

*Age Range Served
© Both 0 an

[ o-5 vears
[ 13-17 vears

[ 22-59 Years

*Langusges Supported:

Available: Selectad:
~ B [English
[ 6-12 vears Albanian (=
D Arabic =
18-21 Years | gangia
[] 60+ vears Bosnian

Other Language

| Service Area |

*Please define your servi

©) Counties Served ()

ce area by Counties s=

Distance From Location

(9) *Is this location wheelchaic

rved, or by distance from your location.

I

Step

Action

Enter the desired information into the Physical Address field. PO Boxes are not

accepted.

Step

Action

Enter the desired information into the City field.

Step

Action

Enter the desired information into the Zip field.

Step

Action

Click the County list and select the appropriate County.

Step

Action

Click the Validate Address button.

‘ Validate Address
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1ut/p/c5/hYTLDOIWEEW_hS-VAUFWWUODIS2KCIZBsUHRICFQer O ~ @ €& X

e Application Tracking
Number - 124010
e Instructions

+/ 1dentifying Information
® Licensure / Certification

 provider Identifier
u

P Service Location /
Information
Group Affiliation
Electronic Transaction
Submission

vmersh
Autharized Reps
Exclusions / Sanctions
Qualified Service
Praviders

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 Location Address
may not be = post office
box.

Validate
This vill provide suggestions.
based on an official US.
postal address, you also
have the option to override

*Physical Address
100 Main Street

L T
Add Service Location Phone Numbers

I Fax #47

Building, Suite #, atc

*City *State *Zip
Bismarck North Dakota = 58501
*County

Burleigh -

Suggested Address
lect from the list of valid suggestions then click 'Submit', or click 'Cancs

) 100 E Main Ave, Bismarck,ND,58501,3846,Burleigh County

© override verification warning, and accept address as entered.

Add service location contact person

Cell Phones™

n Contact Person(s)
irst Name~ MI~T

Service Local

Last Name+™ Phones™ | Ext.AY | FaxA™

these

Phone, FAX and Contact

Te add Phene, FAX and/er
Contact infarmation, click the
appropriate 'Add’ buttan.
Enter the required
information and Save the
form. Click anywhere on an
existing row to update or
delete the row.

Service
Select the appropriate
Gender and Age Range(s)
served. If 3 Language cther
than English is spoken.
select the language from the
list, then dlick the -> to
select. If English is not

| service- Section 4

*Gender Served:

*Age Range Served: *Languages Supported:

> Male © Female © Both [ al Avallables Selactad:
~ [ |Engiish
O o-svears [ 612 vears Albanian el
Arabic
D 1517 vears [ 1021 vess | s
Bosnian -

[ 22-59 Years [ 60+ vears
Other Language

I

Action

Click the appropriate address option.

Action

Click the Submit button.

Submit
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B/c5/hY5ID gmgABIcYjfBRLpIFtgQ

Dec 27, 2012

Skip Navigation | Contact Us | Help | Search

Service Print | H

* Required Fiald

Application Links 7‘ Service Location on - Section 4 1
Tracking
- 124010

+/ 1dentifying Information 100 E Main we

. i Phao v Fax #47

+ Provider Identifier
S Numbers

Service Location f Biling | | oy =state *zip |Add Location Numbers Save | Reset | Ganeel
Group Affiliation Bismarck North Dakota = 58501 46
Electronic Transaction
Submission *County |
Ovmershiz
Authorized Reps Burleigh - J
Exclusions / Sanctions
Qualified Servics
Froviders

Help ‘Add service location contact
Service Location Contact Person(s) service T ooiact peron

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. | service- Section 4
The Service Location Address.

may not be a post office

.

*Phone = Fax #

.

ceee

box. *Gender Served: *Age Range Servad: *Languages Supported:
P B Available: Selectad

Validate Al

This vill provide suggestions e H English

based on an official US [ o-svears ) 6-12 vears Albanian =

postal addrass, you alse Arabic [« ]

have the option to override [ 13-17 vears [] 18-21 vears Bangla

these suggestions. Basnian 3
s AR ety [ 22-59 Years [ 60+ vears

To add Phone, FAX and/or Ciedanygagel
Contact information, click the
appropriate 'Add’ button.

Enter the required =

Step Action

8. Click the Add Service Location Phone Numbers button.

Step Action

9. Enter the desired information into the Phone # field.

Step Action

10. Enter the desired information into the Fax # field.

Step Action

11. Click the Save link.
Sauq
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P lut/p.

qQCaX2CAmD2zwlYQnCAyLAGGT O ~ @ € X | & North Dakota MMIS.. %

* Application Tracking
Number - 124010

* Instructions

* 1dentifying Information

sure / Certification
r [dentifier

P Service Location / Billing
Information

o Group Affiliation

o Electronic Transaction
Submission

o Ovmarship

o Authorized Reps

o Exclusions / Sanctions

o Qualified Service
Praviders

Help

Service Location
Enter the physical address of
your primary service location.
You may enter additional
service locations upon

*Physical Address
100 E Main Ave

Building, Suite #, etc

*City *State *zip
Bismarck North Dakota

*County

Burleigh -

Validate Address.

Service Location Contact Person(s)

~ 58501

Add Service Location Phone Numbers

201-355-5555

701-555-5555

1-1of1

3846

Add service location contact person

|Add Service Location Contact Person(s)

Save | Reset | Cancel

*Last Name

*Phone Ext.

*First Name

Email *Position

MI

Fax Call Phone

=ppropriate
e d Age Range(s)
served. If s Langusgs cther
than English is spoken.
select the language from the
list, then click the -> to
select. If English is not

| service-Section 4 |

*Gender Served:
© Male © Female © Both [ all

[ 05 Years

[ 13-17 Years [ 18-21 Years

*Age Range Served:

[ &-12 Yaars

[ 22-59 Years [] 60+ Years

*Languages Supperted:

Available Selectad
- [E][Engiish

Albanian =

Arabic =

Bangla

Bosnian -

Other Languzge:

I

Step

Action

12.

Click the Add service location contact person button. Contact person and email

address are required.

TTT————

Step

Action

13.

Enter the desired information into the Last Name field.

Step

Action

14.

Enter the desired information into the First Name field.

Step

Action

15.

Enter the desired information into the Phone field.

Step

Action

16.

Click the Appropriate Position list item.

Step

Action

17.

Click the Save link.

Sawve
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e Application Tracking

Number - 124010 . .
e Instructions Physical Address Add Service Location Phone Numbers

*/ 1dentifying Information 100 E Main we 3
", Building, Suite =, =tc
Provider Identifier 701-355-5355 701-555-53555
¥ ServicsLocation/ Biling | | 1y, “stote ozp 1-1of1
® Group Affiliation Bismarck North Dakota ~ 58501 3846 3
o Elactronic Transaction
Submission *County
o Gvmership
o Authorized Reps Burleigh -

Exclusions / Sanctions
Qualified Servica

Providers ]
=5 | System Successfully saved the Information, :
Service Location N Add service location contact person
Enter the physical address of Service Location Contact Person(s)

e e ||

service locations upon
completing the remainder of
the information and prior to
submitting the application.
The Service Location Address
may not be = post office
box.

Validate ﬂ Service- Section
This vill provide suggestions.

based on an official US.
postal address, you also
have the option to override
these suggestions.

Tom 701-555-5555 Provider Enrollment Office

1-1of1

/

*Gender Served: “Age Range Served: *Languages Supported:
Available: Selectad
0 an

- [E][Engiish

s AR ety O o-5vears [ 6-12 vears Albanian

To add Phene, FAX and/er &l B Arabic H
Contact informatien, dick the 13-17 Years HEREE e Bangla

appropriate 'Add' button. Bosnian -
Enter the required [ 22-55 vears [ 60+ Years

information and Save the B e

form. Click anywhere on an
existing row to update or
delete the row.

Service | Service Area |

Select the appropriate
Gender and Age Range(s)
served. If 3 Language cther
than English is spoken.
select the language from the
list, then click the -> to
select. If English is not (7) *Is this location whaslchair 2

*Please define your service area by Counties served, or by distance from your location.

) Counties Served

Distance From Location

ssible? i

Step Action

18. Click the Appropriate Gender Served option.

Step Action

19. Click the Appropriate Age Range Served option.

Step Action

20. Click the Appropriate Languages list item.
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P lut/p/e5/hY5IDs

= Morth Dakota MMIS

based on an official US
postal address, you alse
have the option to ovarride
these suggestions.

Phone, FAX and Contact
To add Phene, FAX and/er
Contact information, dlick the
appropriate 'Add’ buttan.
Enter the required
information and Save the
form. Click anywhere on an
existing row to update or
delete the row.

Service
Select the appropriate
Gender and Age Range(s)
served. If 3 Language cther
than English is spoken,
select the language from the
list, then click the -> to
select. 1f English is not
spoken, dlick the - to
remove it. If the language is
not available, please enter it
as Other Language. This
information vill be used for
the Public Provider Finder.
Ansver all required questions
by selacting yes or no,
additional information may
be required if answerad Yes.

Hours of Operation
To add Hours of Operation,
click the 'Add Haurs of
Operation’ button. Enter the
required information and
Save the farm. Click
anywhera on an existing row
to update or delate tha row:.

Interpretive Services
Available

To add Interpretive Services
Available, click the 'Add
Interpretive Service' button.
Enter the required
information and Save the
form. Click anywhere on an
existing row to update or
delete the row.

Special Needs
To add the Special Needs
that your location is
equipped to serve, dick the
check boxes.

© Male © Female @ goth

Available: Selectad
- [E][engiish
0-5 Years 6-12 Years Albanian =
Bangla =
13-17 Years [¥] 18-21 Years Bosnian
P T 60+ Years Cambodian/Campuchean =

Other Language

N

*Please define you

) Counties Served

0 Yes O No

0 ves O No

D ves O no

O ves O no
7) TAre you a 340b Provider?

D Yes @ no

Distance From Location

7) *Is this location wheelchair ac
) *Is this location TDD/TTY Equipped?
?) *Does this location provide after-hours services?

?) *Are you a pharmacy or do you provide pharmacy services?

7) *Do you vish to be excluded from public provider searches?
&Vg © no

ares by Counties served, or by distance from your In:atm)

ble?

rvices Available

Hours Of Operation |

I

Step

Action

21.

Click the Counties Served or Distance From Location option.

Step

Action

22.

Click the Appropriate Counties or Distance From list item.

Step

Action

23.

Click the Yes or No option for questions 1 - 6. Note: The question that
references 340b providers applies to pharmacy providers only. If it does not
pertain to this enrollment, select the ‘No’ radio button.
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dd Operation,
click the 'Add Hours of
Operation’ button. Enter the
required information and
Save the form. Click
anywhere on an existing row
to update or delete the row.

Interpretive Services
Available

To add Interpretive Services
Available, click the 'Add
Interpretive Service' button.
Enter the required
information and Save the
form. Click anywhere on an
existing row to update or
delete the row.

Special Needs.

To add the Special Neads
that your location is
equipped to serve, dick the
appropriate check boxes.

LA

To enter CLIA information,
click on the plus sign. Click
the 'Add CLIA' button. Enter
the requirad information and
Save the form. Click
anywhere on an existing row
te update or delete the row.

ate
MM/DD/YYYY, MM-DD-YYYY
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 address that you
prefer to receive
correspandence. If the
Mailing Address i identical tol
the Service Location Address:
entared above, answer Yes.
Othervise, ansver No to
entar a different address.

Electronic Funds Transfer
(eFN)

If you plan to use EFT and
have the banking
information available, answer
Yes and enter the required
information now, 1f you do.

‘?J- *Are you a 340b Provider?

) Yes @ no

[9) *Do you vish to be excluded from public provider searches?

Day of Week +

ive Services Available

\

Add Interprefive Services Available

Special Needs

[ mental Health
[C] substance Abuse Disabilities
[0 pevelopment Disabilities

m i Disruptive

(] Impaired
[T Hrviatps pisabilities

[ physical Handicapped Disabilities

[ other Disabilities

O sexually i i J

[T] Blindyvisuslly 1mpaired Disabilities /

| Faciity

Facility Data

lity Tvpe

Begin Date % nd Date %

Step

Action

24.

Special Needs section is optional. This is for informational purposes only.

25.

Hours of Operation and Interpretive Services are optional. This is for
informational purposes only.
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T

or MMDDYYYY or click the .
Calendar icon to choose a

data. End or Expiration Date = BT [ sexually

should be greater than Begin

ST e d [V Sthsr pisabilities [7] Blind/Visually Impaired Disabilities

Mailing Address
Enter the address that you

prefer to receive | Facility
correspondence. If the

Mailing Address i identical tol
the Service Location Address:
entared above, answer Yes. Facility Data
Othervise, ansver No to

enter a different address.

Electronic Funds Transfer
El

Add Facility Data

If you plan to use EFT and

Facility Type ~ Begin Date ¥

’, Bed Capacity Data ‘

Clinical Laborat (CI.lAIl

F‘

*Is this mailing address the same as service lacation?

enter a differe

© ves O no
Remittance Advice

Blease select method(s) of
delivery.

Other Details Add Mailing Location Number
o would Mailing Location Phone Numbers | Ada wailing Location Humbers |

IF you viould like to include
your suspended claims on
select an option from the - ______________________________________________________________________________|
Print Suspense drop-down. If
you would lika to sort your
Remittance Advice in an il i

arder other than the defauft Marling Location Contact Per=on(=)
of Members Last Name,
select an option from the RA

Pitss/mmis . govportls/wps/portaut/p/ S VSIDGIAEEXPAgmAQCaXb.. =

Step Action

26. Click the Add Facility Data button. Applicable to institutional enrolling entities.

[ d Facitty Data__

Step Action

27. Click the Appropriate Facility list item.

Step Action

28. Enter the desired information into the Begin Date field.

Step Action

29. Enter the desired information into the End Date field. Enter 12/31/9999.

Step Action

30. Click the Save link.

Page 29
Revised 1/11/2024



ut/p/c5/h¥TLDOIWEEW_hS-VQUXqspSKiaXyUgEbQUSNRISFqel> O v @ € X | @ North Dakota MMIS .. %

| Facility Data

NRS-Nursing Facility 01/01/2012 12/31/2015

1-1ef1
may update
at a later \

= Bed Capacity Data ’

gilling Address
Enter the address that you

prefer to receive payments. Add Bed Capacity Data

If the Billing Address is

identical to the Service - - - - a —

above answer Yes, if the
Billing Address i identical to
the Mailing Address, ansver
Yes. Othervise, answer No to

anter a different address. =
Add Bed Capacity Data Save | Reset | Gancel L

Remittance Advice -

Please select method(s) of *Bad Type =# of Bads *Begin Date *End Date

delivery. Basic Care -

Other Details J L3

If you vould like to include

your suspended claims on
your Remittance Advice, = |
select an option from the ’,‘ Clinical Laborat: (cua) |

Print Suspense drop-dovi. If
you would like to sort your
Remittance Advice in an
order other than the default

of Members Last Name, | Mailing Address
select an option from the RA

Sort Ind drop-down. Select
an option from the Bullatin
Meadia drop-down to indicats © ves O wo
how you would like to receive

your bulletins.

*1s this mailing address the same as service location?

Click the Save button at the

alidate the pane content Mailing Location Phone Numbers -

Step

Action

31.

Click the Bed Capacity Data link. Applicable to institutional enrolling entities.
[# Bed Capacity Datg

Step

Action

32.

Click the Add Bed Capacity Data button.

Add Bed Capacity Data

Step

Action

33.

Click the Appropriate Bed Type list item.

Step

Action

34.

Enter the desired information into the # of Beds field.

Step

Action

35.

Enter the desired information into the Begin Date field.

Step

Action

36.

Enter the desired information into the End Date field. Enter 12/31/9999.

Step

Action

37.

Click the Save button.

Sawve)
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Other Details (f‘ (= Clinical Laborate (cunl} \

If you would like to induds
your suspandad claims on
your Remittance Advice,
select an option from the
Print Suspense drop-down. If
you would lika to sort your
ardar ather than the default ERES B

of Members Last Name,
selact an option from the RA
Sort Ind P . Select
=n option from the Bullatin Add CLIA # Save | Reset | Cancel
Madia drop-down to indicate
how you vould like to racaive
your bullstins.

*CLA® *Begin Date *End Date

Click the Save button at the = &
bottom of the page to
validate the page content

and save the /|
Click the Continue button to
move onto the next step. If — Mailing Address
you chooss to Exit
:;';Tﬂ:";',';ﬂ:ﬁj;ﬁf;f *Is this mailing address the same =s service location?

\

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

© Yes O no

If you have any questions,

please contact Provider ‘Add Mailing Location Numbers
Enroliment at (800) 755- Mailing Location Phone Numbers

2604

Phone Number=~ Fax Number*~

m

Mailing Location Contact Person(s)

- N Add Mailing Location Contact Person
Mailing Location Contact Person(s)

‘Elenmnit Funds Transfer (EFT) Pay 1

’7'7 Do you vish to participate in Electronic Funds Transfer Payments?

O Yes © No 4

Step

Action

38.

Click the Clinical Laboratory Improvement Amendments (CLIA) link.
Required for all enrolling entities that have an onsite laboratory.

Step

Action

39.

Click the Add CLIA button.

Add CLIA

Step

Action

40.

Enter the CLIA certification number into the CLIA # field.

Step

Action

41.

Enter the begin date of the current certificate into the Begin Date field.

Step

Action

42.

Enter the expiration date of the current certificate into the End Date field.

Step

Action

43.

Click the Save link.

Saw
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Other Details
If you wiould like to include

select an option from the
Print Suspense drop-dovn. If
you would like to sort your
Remittance Advice in an
order other than the default
of Members Last Name,
select an option from the RA
Sort Ind drop-down. Select
an option from the Eulletin
Madia drop-dovn to indicate

o you vould like to receive
your bulletins.

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

If you have any questions,

please contact Provider

Enroliment at (800) 755-
4.

| & Clinical Laborat: (Cunll

i System succassfully saved the Information. i

R——— End Date*™
3spi0ssie; 01/01/2012 12/31/2015
1-1ef1

Mailing Address |

*Is this m

g address the same as service location?

Add Mailing Location Humbers.

Mailing Location Phone Numbers

Phone Numbera™

Mailing Location Contact Person(s)

. . Add Mailing Location Contact Person
Mailing Location Contact Person(s)

Last Name*™ First Name*~ Phone*~ =

~ Fax*~ | Emai

N _

| Electronic Funds Transfer (EFT) |

() *Do you wish to participate in Electronic Funds Transfer Payments?

Yes ©) no

!

Step Action

44. Click the Yes or No Mailing Address option.
If No, Enter Mailing Address information.

45. Contact person and email address is required.
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© Yes © no

*Bank Name

*Bank Address

Address

*City *State zip
*Bank Routing Transit *Bank Account + *Account Type
2 What is this? -
What is
this?
\ *Bank Phone # *Account Holder Name Payes Provider's J
Nam

—| = Billing Address

Note:The billing address is aquivalent to your Pay To address where your checks vill be mailed.

*1s this billing 2ddress the same as the servica location?

© ves O no

Billing Location Phone Numbers
Phone Number*™ Fax Number*™

Add Billing Location Contact Person

Billing Location Contact Person(s)

ps/p lut/p/c5/hYS. omaQCaXsCMmQMsCEEUBKWEAU O ~ @ & X | & North Dakota MMIS .. % ™ A & o
Zrnenmm Funds Transfer (EFT) Pay 1 N\,
( (2] *Do you vish to participate in Electronic Funds Transfer Payments? \

Step Action

46. Click the Yes or No EFT option.

If Yes, complete the Bank Information.

Step Action

47. Enter the desired information into the Bank Name field.
Step Action

48. Enter the desired information into the Bank Address field.
Step Action

49. Enter the desired information into the City field.
Step Action

50. Click the Appropriate State list item.
Step Action

S1. Enter the desired information into the Zip field.
Step Action

52. Enter the desired information into the Bank Routing Transit # field.
Step Action

53. Enter the desired information into the Bank Account # field.
Step Action

54. Click the Appropriate Account Type list item.
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Step

Action

55.

Enter the desired information into the Bank Phone # field.

Step

Action

56.

Enter the desired information into the Account Holder Name field.

Step

Action

57.

Enter the desired information into the Payee Provider's Name field.

ps/p hY gmgQCaXSCMmQjMjsCEEXUBKWEAU O ~ i@ € X | /3 North Dakota MMIS .. %

Bank

*Bank Address
100 Main Street

*City *State *Zip
Bismarck MorthDakota  ~ 58501
*Bank Routing Transit *Bank Account # *Account Type
& 100000 whatis this»  CHECKING ACCT +
201378130 whatis
this?
*Bank Phone # *Account Holder Name *Payee Provider's
701-555-6555 Group om
Group

& )

Note:The billing address is aguivalent to your Pay To address where your checks vill be mailed.
*1s this billing 2ddress the same as the servica location?

D ves O Ho

Billing Location Phone Numbers
Phone Number*™ Fax Number*™

Billing Location Contact Person(s)

oot et Mo il ot Phone Harmber=~ —|Exterson~ | Fax~~ postion™ | emai~

m

Step

Action

58.

Click the Yes or No Billing Address option.
If No, complete Billing Address fields.

Step

Action

59.

Contact person and email address are required.
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| = Billing Address

Nota:The billing address is equivalent to your Pay To address where your checks vill be mailed.
*Is this billing address the same as the service location?

© ves O o

Add Billing Locaion Phone ummbers
g e o T
Phone Numbers™ Fax Numbers™

Add Billing Locaion Contact Person

Billing Location Contact Person(s)

Last Name*™ |First Name*~ | Middle Initial~ | Phone Number®~  |Extension®~ |Fax*~ |Position*~ |Email*~

*Requested Delivery Media for Remittance Advices(RAs)

@ Electronic (835) © web Portal Inbox & Paper

Note: The provider can only choose ane RA option. Your paper RA vill be sent to the billing address listed.

| Other Details |

Print Suspense RA Sort Ind Bulletin Media

I

Exit Application

©2012 Affilisted Computer Services, Inc. Al Rights Reserved. -
Privacy Policy | Site Map | Terms of Use | Brovser | c

Step

Action

60.

Click the Appropriate RA option.
e Electronic 835 — Receive a HIPAA X12 transaction
e Web Portal Inbox — Receive in the ND MMIS inbox
e Paper — Mailed to the billing address listed in the enrollment application

Step

Action

61.

Click the Save button.

Sawve

Step

Action

62.

Click the Continue button.

Continue>>

1

Step

Action

63.

The next section will take you through how to complete the Group Affiliation page
End of Procedure.
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Group Affiliation - Group

Procedure

8 ps/p hYSID: QKBhiQ1BIEDMwAZOnAKRYUEgct O ~ @ € X | & North Dakata MMIS

= Required Fiald

& Instructions

+ 1dentifying Infarmation

o Licensure / Gertification

o Provider [dentifier
Humbers

o Servies Location / Billing
Information

¥ Group Affiliation

¢ Elactronic Transaction
Submission

¢ Ovmarshi

Authorized Reps

Exclusions / Sanctions

¢ Qualified Servica
Providars

Help

Grou
To 24 Group Affilistion
information, click the 'Add
Group' button. Enter the
required information and
Save the form. Click
anywhere on an existing row
to update or delete the row.

MM/DD/YY¥YY, or click the
Calendar icon to choose
date. End or Expiration Date
should be greater than Begin
or Effective Date.

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 onto 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.

Links —| Affili
o Application Tracking
ber - 124010
Instructions

List all active ND Medicaid Individual providers, and related information, Whu perform services on behalf of the Group at the
location identified in Section 4. This vill be cross identified by Individual Providers to
ensure consistency.

Regarding i d Claims i

In order for Group providers to receive payment for services performed by individual practitioners on behalf ot the Group,
performing providers must be enrolled in the ND Medicaid program as Individual Providers and affiliated vith the Group
Providers in the ND Medicaid Management Information System (MMIS]

Group applicants are respensible for identifying in this Section 5 all Individual Providers who perform services on behalf of the
group practice at the location identified in Section 4.

Th =25 ND Madicaid Individual Providers, likevise identifying the Group Providers.
with 'Mw:h they are ffiliated. Indwmua\ umwders and Group Providers will be affiliated in the system for dlaims processing
purpos:

When the Group Provider submits a valid claim for services performed by an affiliated Individual Provider, payment vill be
made to the Group.

If the Group Provider has not identified an affiliated Individual Provider, claims submittad by the Group Provider for services
performed by the individual practitionar vill be danie:

North Dakota Name of Indivi

Confinue=> | Reset | Save | ExitApplication

|/lut/p/ c5/hV5)Do)QEET ]

ps://mmis.nd.gov/portals/wps/p

I

Step

Action

Affiliate all active indivi provi

group.

*Use the current individual ND Medicaid number as the provider number.

*Multiple Individual Providers can be added.

idual providers who perform services on behalf of this
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Applical
e Application Tracking
Number - 124010
o Instructions

+ 1dentifying Inf

P Group Affiliation

® Electronic Transaction
Submission

o Ovmership

® Authorized Reps

o Exclusions / Sanctions

o Qualified Service
Providers

Help

Croup Affiliation
To add Group Affiliation
information, click the 'Add
Group' button. Enter the
required information and
Save the form. Click
anyrhere on an existing row
te update or delete the row.

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

Click the Save button at the
bottom of the page to
validate the page content
and save the informatian.
Click the Continue buttan to
move onto the next step. If
you choose to Exit
Application, please save and
note the Tracking Number or

application at another time.

If you have any questions,
please contact Provider

Enroliment at (800) 755-
2604

Affiliation- Section 5

Instructions

List all active ND Medicaid lndlvldual providers, and relatzd information, v.hn  perform services on behalf of the Group ot the
lacation identified in Section 4. Thi vill be cross identified by Individual Providers ta
ensure consistency.

d Claims ing
In order for Group providers to receive payment for services performed by individual practitioners on behalf ot the Group,

performing providers must be enrolled in the ND Medicaid program as Individual Providers and affiliated vith the Group
Providers in the ND Medicaid Management Information System (MMIS).

Group applicants are responsible for (dentifying In this Section 3 ail Individual Providars vho perform servicas on behalf of the
group practice at the location identified in Sectior

The must enroll = ND Medicaid Individual Providers, likevise identifying the Group Providers.
with which they are affiiated. Tndividusl Providers and Group Providers il be affiliated I the systerm for daims proéessing
purposes.

When the Group Provider submits a valid claim for services performed by an affilisted Individual Provider, payment vill be
made to the Group.

If the Group Provider has not identified an affiliated Individual Provider, claims submitted by the Group Provider for services
- -
[ res |

North Dakota Provider #aw

Add Affiliation Save | Reset | Cancel

*Horth Dakota Provider # *Name of Individual Practitioner *Effective Date of Affiliation

\_

Confinue=> | Reset | Save | Exit Application

©2012 Affilisted Computer 5
|_Site Map | Terms of Use | &

Inc. All Rights Reserved.
| c

Privacy Polic,

I

Step

Action

Click the Add Affiliation button.

Add Affi

iati

Step

Action

Enter the desired information into the North Dakota Provider # field. Enter the
individual’s current ND Medicaid provider number. This number is seven

digits long.

Step

Action

Enter the desired information into the Name of Individual Practitioner field.

Step

Action

Enter the desired information into the Effective Date of Affiliation ficld. Enter the

effective date of the individual’s affiliation to the group.

Step

Action

Click the Save link.

Saw

Step

Action

Repeat steps 2 — 6 until all Individual Practitioners are added.

Step

Action

Click the Save button.

‘ Sawve
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Step

Action

Click the Continue button.

Continue>>

Step

Action

10.

The next section will take you through how to complete the Electronic Transaction

Submission page.
End of Procedure.

Electronic Transaction Submission - Group

Procedure

.Y
& https

P ps/p hY5)DeJ AEEXPwgFMFGkEMIED QyCmwiwSEQGYwEAS O ~ @ & X | & North Dakota MMIS
Home Program }| Member }| Provider }| Documentation }| Directories b

Electronic Transaction Submission

= Required Field

Print | Help - O

Application Links
o Application Tracking
Number - 124010

o Instructions

+ Identifying Information
* Licensure / Certification
+ Brovider [dentifier
Numbers
o Service Location / Eilling
Information
Group Affiliation
Electronic Transaction
Submission
Ovmarship
Authorized Reps
Exclusions / Sanctions
Qualified Service
Providers

[ ————)

Providers, who choose to submit claims electranically, must be avare that payment of caims will be from faderal and state
funds and that any falsification or concealment of matarial fact may be prosecuted under Federal and State lavs. Further,
providers must understand and agres to do the following:
o Safeguard against abuse in the use of electronic claims submission.
o Correctly enter the claims data, monitor the data, and cartify that the data enterad is corract.
Assure that the transmission of claims data is restricted to authorized personnel to prevent erroneous paymants which
rmight result from carelessness or fraud.
Have on fila the spplicable o =ny claims submitted
Allow the agency or any of its designees and reprasentatives to review and copy all records, including source documants
and data relatad to information enterad through slectronic claims submission.
Abide by all Federal and State statutes, rules, regulations, and manuals govarning North Dakota programs.
Sign and adhers to all conditions of the Provider Agreement and be officially enrolled in the program to participate in
o !

.

ce oo

Indicate which of the following will be used to submit fransactions electronically:

Help

Select one of the submission
methods. Additional
information vill be required if
the selection is Vendor
Software or Billing

Agent/Cl

[ North Dakota Enterprise Web Portal

[Ivandor Softuara

[ eilling Agent/Clearinghouse

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

If you have any questions,
please contact Provider
Enrcllment at (800) 755-

.

Conti Reset | Save | ExitApplication

©2012 Affiliated Computer Services, Inc. All Rights Reserved.
privacy Policy | Site Map | Terms of Use | Browser I c
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Step

Action

In this section, you will need to choose 1 of 3 options to submit electronic
transactions.

ND MMIS Web Portal — for those that will be entering Medicaid claims
directly into the ND MMIS web portal. Pharmacy providers should
always select this option.

Vendor Software — for those that have their own software that creates a
batch file and are sent directly to the State to process. PC ACE, for
example, would be considered vendor software. A provider selecting this
option would be acting as their own Trading Partner.

Billing Agent/Clearinghouse — for those that use a third party to submit
their claims on behalf of the group. The third party is the Trading Partner.

Electronic Transaction Submission Print | Help - O

= Required Field

QyCmnIwSEQGYWEAS O ~ @ & X

ies b

(2 North Dakota MMIS .

e Exclusions / Sanctions
o Qualified Service
Praviders

Section 6|

[ ‘

Providers, who choose to submit claims electronically, must be avare that payment of claims vill be from federal and state
funds and that any falsification or concealment of material fact may be prosecuted under Federal and State lavs. Further,
providers must understand and agree to do the folloving:
Safeguard against abuse in the use of electronic claims submission.
Correctly enter the claims data, monitor the data, and certify that the data entered is correct.
Assure that the transmission of claims data is restricted to authorized personnel to pravent eroneous payments which
might result from carelessness or fraud.
Have on file the applicable documentation to substantiate any claims submitted.
Allow the ageney or any of its designees and reprasentatives to review and copy 2ll records, including source documents
and data related to information entered through electronic daims submission.
, rules, regulations, and manuals governing Horth Daketa programs.
rovider Agreement and be officizlly enralled in the program to participate in

.

.
.
.
.
.
v

Help

[ North Dakota Enterprise W

[Ivandor Softuara

I

Click the Save bu

Confinue>> | Reset | Save

Exit Application

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

If you have any questions,
please contact Provider
Enrcllment at (800) 755-
2604,

©2012 Affiliated Computer Services, Inc. All Rights Reserved.

Privacy Policy | Site Map | Terms of Uss | Brovser

-

Step

Action

If using ND MMIS Web Portal, claims can be entered directly into the ND

MMIS Web Portal.

Step

Action

If submission is through a Vendor Software (X12 Transaction), the Group will
be acting as their own Trading Partner.
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Step

Action

If submission is through a Billing Agent/Clearinghouse, the
Agent/Clearinghouse will have to enroll as a trading partner through ND
MMIS. Those trading partners are required to enroll and identify your group in
their affiliations. Trading Partners were notified of this requirement in a separate
communication.

Note: If you use more than one billing agent/clearinghouse, only one can be
entered. Once the State is closer to full implementation of the system and you
receive your new provider information from the Department, you will need to work
with the Department’s trading partner enrollment specialist to have the additional
billing agents/clearinghouses added.

DoJAEEXPwgFMFCJkEmIET QyCrmwiwSEQGYwWEAS O ~ @ € X | & North Dakata MMIS

Electronic Transaction Submission Print | Help - O

= Required Field M

Application Links

e Application Tracking
Number - 124010
o Instructions

*/ 1dentifying Information

® Licensure / Certification

o Provider Identifiar
Numbers

o Service Location / Billing
Information

o Group Affiliation
Electronic Transaction
Submission

o Gvmership

® Authorized Reps

o Exclusions / Sanctions

o Qualified Service
Providers

Help

Select one of the submission

must be svare that payment of claims uill be from federal and state
| fact may be prosecuted under Federal and State lavs. Further,

ronecus payments which

s submittad

all records, including source documents

Indicate which of the following will be used to submit transactions electronically:
[Dnorth Dakota Enterprise Web Portal

[Clvendor Software

methods. Additional
information will be required if
the selection is Vendor
Software or Billing

Agent/Cl

I

[ eilling Agent/clazringhouse

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

Confinuer> | Reset | Save | ExitApplication

move onto 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.

If you have any questions,
please contact Provider
Enroliment at (800) 755~
2604

©2012 Affilisted Computer Services, Inc. All Rights Reserved. -
Privacy Policy | Site Msp | Tarms of Use | Brovser 1 c hd

Step

Action

For the purpose of this training, we will select Vendor Software.

Step

Action

Click the Vendor Software option.
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Electronic Transaction Submission

* Required Fiald

B/c5/hYSID

Number - 124010
o Instructions

+/ 1dentifying Information

® Licensure / Certification

o Provider Identifiar
Numbers

o Service Location / Billing
Information

+ Group Affilistion

» ronic Transaction

Submission

Ovmership

Authorized Raps

Exclusions / Sanctions

qQualified Service

Providers

Help

Select one of the submission
methods. Additional

the selection is Vendor
Software or Billing
Agent/Clearinghouse.

Click the Save button at th:
bottom of the page to
wvalidate the page content
and save the information.
Click the Continue button
move onto the next step. I
you choose to Exit
Application, please save afld
nota the Tracking Number
print this page so you can
make updates to this
application at anather time|

If you have any questions,
please contact Provider
Enroliment at (800) 755-

information will be required if ,

[ Enctromc sectonc

funds =nd that any falsification or concealment of material fact may be prosecuted under Federal and State lavs. Further,
providers must understand and agree to do the folloving:

® Safeguard against abuse in the use of electronic claims submission

® Correctly enter the claims data, monitor the data, and certify that the data entered is corect

might result from carelessness or fraud.
Have on file the applicable to

.

any claims submitted.

and data related to information entered through elactronic daims submission.

Abide by all Federal and State statutes, rules, regulations, and manuals geverning Horth Daketa programs.

Sign and adhere to Il conditions of the Provider Agreement and be officially enrolled in the program to participate in
electronic claims submission.

Indicate which of the following will be used to submit transactions electronically:

Dnorth Dakota Enterprise Web Portal

ndor Software

P i

*Softuare Name *version #

*Protocol

[ gilling agent/Clearinghouse

*Please check transactions that you submit and/or receive:

Providers, who choose to submit claims electronically, must be aware that payment of daims vill be from federal and state

# Assure that the transmission of claims data is restricted to authorized personnel to prevent emonecus payments which

Allow the agency or any of its designees and representatives to raview and copy all records, including source documents

Submit
[F] 270 (sligibility tnquiry)
[C] 271 (TPL Coverage Response)

[0 275 (claim 1nquiry)

Receive
[E] 270 (TPL Coverage Inquiry)
[£] 271 (Eligibility Tnquiry Response)

[C] 277 claim 1nquiry Response

[C] 278 sarvice authorization Request [] 278 Service Authorization Response

m

Action

Enter the desired information into the Software Vendor Name field.

Action

Enter the desired information into the Software Name field.

Action

Enter the desired information into the Version # field.

Action

Click the Protocol list item and select the appropriate list item. If none of the
options apply to this enrollment, choose any option. This does not affect
enrollment and is informational only.
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Step

Action

11.

Click the Appropriate Submit and Receive options.

Submit options:

270 — Contacting the health insurer about the eligibility and benefits of a patient.
271 - N/A

276 — Contacting the health insurer about the status of a claim.

278 — Sending or receiving referrals or authorizations.

835 - N/A

873D — Submitting dental claims to the health insurer.

8731 — Submitting Institutional claims to the health insurer.

837P — Submitting Professional claims to the health insurer.

Receive options:

270 — N/A

271 — Receiving information from the health insurer about the eligibility and
benefits of a patient.

277 — Receiving information about the status of a claim from the health insurer.
278 — Sending or receiving referrals or authorizations.

820 —N/A

834 —N/A

835 — Receiving payment and/or remittance information from the health insurer for
claims.

8371 - N/A

837P — N/A

Step

Action

12.

Click the Save button.

Step

Action

13.

Click the Continue button.
Continue=:=

Step

Action

14.

The next section will take you through how to complete the Ownership page.
End of Procedure.
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Ownership - Group

Procedure

PBSglBHAKRIcageHpb O ~ @ & X | & North Dakota MMIS

* Required Fiald

Print | Help = O

Application Links
o Application Tracking
Number - 124010

. ip- Section 7 |

.

+ 1dentifying Infarmation

o Licensure / Gertification

* Provider [dentifier
Numbers

o Servies Location / Billing

() *1. How many owmars of this applicant have 3 5% or more ownership intarest in the group?

* Group Affiliation

* Electronic Transaction
Submission

P Ownership

® Authorized Reps

® Exclusions / Sanctions

o Qualified Service
Providers

Help

Ansver all of the
questions. Additional
information vill be
required if your
response is Yes

Managing/ Directing,
Subcontractor, and
Relative:

To =dd Ovmership,
Managing/Directing,
Subcontractor, and/or
RelativeEmployes
and/or Relative
information, dick the
appropriate 'Add’
button, Enter the
required information,
and Save the form.
Click anywhere on an
existing row to update
or delete the row.

Date:
MM/DD/YYYY or click the|
Calendar icon to choose
a date. End or

Expiration Date should
be greater than Begin

Ownership

Name # | Doing Business As (DBA) Name # Effective Date of Ownership % Current ND Provider # %

Please enter ovnership information for each ovner included in the number 2bove

() 2. Are any of the persons with an avnarship or controlling interest in the provider's company related to one another as

=pouse, parent, child, sibling or household member?

(7] 73. What is the total number of managing/directing employees for the group?

Please enter employee information for each employee included in the number entered.
0

Date of Birth 5

Employee

Last Name 2 First Name & M 2 Title 3

[9) *5- Do any of the members of your immediate family (spouse, parent, child, sibling or housshold member) hava
ovmership of 5% or greater in a subcontractor to your business or practica? (A subcontractor is an individual, agency, or
+o which an appl o has. d of providing medical care to its patients.)

© Yes O No

I

Step

Action

Enter the desired information into the Owner field. This section is required for all
enrolling entities excep? non-profit organizations and non-corporation

government owned entities.
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ut/p/c5/hVTLDKNQFEW xRecQ706vOWGpmhxKSYOEHGMRAIX O ~ @ € X | @ North Dakota MMIS .. %

* Instructions
* 1dentifying Information
o Licensure / Certification 7| *1. How many ovmers of this applicant have a 5% or mare awnership interest in the group?
o Provider [dentifier

Numbers 2

e Service Location / Billing

Information

® Group Affiliation _ Add Ownership
e Electronic Transaction Qumership

Submission
Ownership m Doing Business As (DBA) Name & Effective Date of Ownership ¥ Current ND Provider # %

Authorized Reps
Exclusions / Sanctions

Qualified Servics lmmes T mrmm e e e e e R e mre sl

ceew

Help
Save | Reset | Cancel

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

*Business Name _ *Doing Business As (DBA) Name  *EIN *Effective Date of Ovnership  Current ND Provider #

Ownership,

Managing/Directing

Subcontractor, and

Relatives

To add Ownership,

Managing/Directing, ?

Subcontractar, and/ar

RelstiveEmployee

and/or Relative

information, click the

sppropriats Add'
utton, Enter the

I

g interest in the provider's company related to one another as

¥ of the persons vith an ovmership
rent, child, sibling or household mer

required information, 2) *3. What is the total number of managing/directing employees for the group?
and Save the form.
cl

Please enter employee information for each employee included in the number antered.

0

Employee

5. Do any of the members of your immediate family (spouse. parent, child, sibling or househald member) have
ovnership of 5% or greater in a subcontractor to your business or practice? (A subcontractor is an individual, agency, or
to which an app P has contracted i of providing medical care to its patients.)

@ ves O no =

Step

Action

Click the Add Ownership button.

| Add Ownership

Step

Action

Click the Individual or Group option.

Step

Action

Enter the desired information into the Business Name field.

Step

Action

Enter the desired information into the Doing Business As (DBA) Name field.

Step

Action

Enter the desired information into the EIN field.

Step

Action

Enter the desired information into the Effective Date of Ownership field.

Step

Action

Enter the desired information into the Current ND Provider # field.

Step

Action

Click the Save button.

Save

Step

Action

10.

Repeat steps 2 - 9 until all owners that have at least 5% ownership are

added. The number in question 1 above should match how many are added.
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« 3 BT TR

Ownership

* Requirad Field

Print | Help -

=
Loy

f® ok

* Application Tracking
Number - 124010

o Instructions

* 1dentifying Information
® Licensure / Certification
® Provider Identifier

* Service Location / Billing
Information

o Group Affiliation

® Electrenic Transaction
Submission

) Ownership

o Authorized Reps

+ Exclusions / Sanctions

* Qualified Szrvice
Providers

Help

Answer all of the
questions. Additional
informatian will be
required if your
rasponse is Yes

Ownership,
Managing/ Directing,

. o7

(2] *1. How many ovmers of this applicant have a 5% or more ovmership interest in the group?

2

| System Successfully saved the Information. i

‘Ownership

Effective Date of Ownership Current ND Provider # ¥

:ess As (DBA) Name +

Group 17 01/01/2000 1450419

1-1of1

Please enter ovnership information for each ovner included in the number 2bove

(2] *2. Are any of the persons vith an ovmership or controlling interest in the provider's company related to ene aneother as
spouse, parent, child, sibling or household member?

© ves © no

and
Relative:

To add Ownership,
Managing/Directing,

information, click the
2ppropriate 'Add
buttan. Entar the.
requirad infarmation,
and Save the form.
Click anywhere on an
existing row to update
or delete the row.

Date:
MM/DD/YYYY or click the,
Calendar icon to choose
= date. End or
Expiration Date should
be greater than Begin

7] *3. What is the total number of managing/directing employees for the group?

Please enter employee information for each employee included in the number entered.

0

Date of Birth 5

Employee

First Name & M 2 Title 3

—

(7] *5- Do any of the members of your immediate family (spouse, parent, child, sibling or housshold member) hava
ovmership of 3% or grester In 2 subcontractor to your business or practice? (4 subcontractor s an individual, agency. or
> which an app o has. of providing medical care to its patients.)

m

Step

Action

11.

Click the Yes or No option on question # 2.

peCHEEWERME D+ @ € X ) 5 North Dakots MMIS .,

8. Additiensl

raspanss is Yar
Dunershin,
HMensning Dicecting,
subentrater, and
T add Cwnarship,

Managing/ Dirscting,
riracter, andior

or dalate the row,

Late

MM/BO/OY or slick the

Calundar iran ta chonee

& dnte. nd or

Expiration Cate should
m Bagin

e [Hactive Data,

Click the Save button al
ha botmorm of m- page
to validate
il i

this snalicstian st
mnather time.

fneslimank s Thoo
133-2604.

2, Are any of the parscns with an ownership o controlling interast in the providers campany related to one snothar ax
SDiusa: CRANL S, Sibhg of hiusaold mambat

O ves @ o

[12] =3 What is the total number of managing/directing employees for the greup?
Blassa anter amployes infarmation for sach amployes incdudad in the number sntered.

ot child, 2ibling or heusshold member) have

63 23 02 any of the mamben of your immad
- of § T (A submonlrector ety . OF

o :r-ah- in & subcantracte

:

w family (spous
o your busines

indivi
praviding medical cara to it mn )

2 van ) we

©2012 AMiliated Computer Service:
Erivacy Bolicy | Site Mag | Terms of Use | Qeowy
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| b
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Step

Action

12. Enter the desired information into the Number of Managing/Directing employee's
field. This section is required for all enrolling entities. This section must
include the signer of the W9, signer(s) of all State forms, all managing
employees, and all board members.

s/partal/iut/p/c5/hY5IDol AEEXPwgmg QLaXxDCOmDDILVSEEL EBKWEAM: O ~ @ & X | @ North Dakots MMIS ..
Employee \
e e

Step Action

13. Click the Add Employee button.
Step Action

14. Enter the desired information into the Last Name field.
Step Action

15. Enter the desired information into the First Name field.
Step Action

16. Enter the desired information into the Date of Birth field.
Step Action

17. Enter the desired information into the SSN field.
Step Action

18. Enter the desired information into the State/Country of Birth field.
Step Action

19. Click the Yes or No option on question 4.
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Step

Action

20.

Click the Save link.
SElva

Step

Action

21.

Repeat steps 13 - 20 for each Managing/Directing employee.

gmgmHHJ0GENDMCGOIWCESGRILBDE O ~ @ € X | 2 North Dakota MMIS .. %

Ansveer all of the
questions. Additional
information vill be
required if your
response is Yes

2. Are any of the persons with an ovmership or controlling interest in the provider's company related to one another as
spouse, parent, child, sibling or household member?

(=

@) Yes @ No
‘Ownership,

e arship 2) *3. What is the total number of managing/diracting employeas for the group?
Managing/Diracting, Please enter employee information for each employes induded in the number entered.
Subcontractor, and/or

RelativeEmployae 2

=and/or Relative
information, click the
=ppropriate 'Add’ | System successfully saved the Information.
button. Enter the 2

required information,
2nd Save the form. Employee

Click anyvhere on an
Mary

existing row to update
Smih i 2005250

Add Employee

12/01/1960

or delete the row.

Date:
MM/DD/YYYY or click the
Calendar icon to choose
s date. End or
Expiration Date should 1-20f2
be greater than Begin
ar Effective Date.

2) *5. Do any of the members of your immediate family (spouse, parent, child, sibling or household member) have
Click the Save button at ~' ovmership of 5% or greater in a subcontractor to your business or practice? (A subcontractor is an individual, agency, or

the bottom of the page to which an appl o has of providing medical care to its patients.) Y
to validate the page

content and save the © ves © No

information. B -

Click the Continue
button to move onto
the next step. If you
choose to Exit
Application, please
'save and note the
Tracking Humber or
print this page =0 you
can make updates to
this application at
another time.

Confinue>> | Reset | Save | Exit Application

If you have any

Enroliment at (800)
755-2604.

©2012 Affilisted Computer Services, Inc. Al Rights Reserved. -
Privacy Policy | Site Map | Terms of Use | Brovser | c

Step

Action

22.

Click the Yes or No option on question 5.

Step

Action

23.

Click the Save button.

‘ Sawe

Step

Action

24.

Click the Continue button.

Step

Action

25.

The next section will take you through how to complete the Authorized Reps page.
End of Procedure.
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Authorized Reps - Group

Procedure

Begin Dats : = End Date o : :
P
Step Action
1. Click the Add Authorized Representatives button. Required. The Authorized
Representative is an individual who can act/speak on behalf of the enrolling
entity. This individual is the signer of State Form Number (SFN) 1168.
Step Action
2. Enter the desired information into the Last Name field.
Step Action
3. Enter the desired information into the First Name field.
Step Action
4. Click the Appropriate Position list item.
Step Action
5. Click the Save button.
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QBIcEmggETDI {2 North Dakota MMIS ... %

Print | Help = O

Authorized Reps

= Required Fiald

Application Links . ; .
* Application Tracking
Number - 124010
® Instructions i B

Licensure / Certification Add Authorized Representatives

Provider Identifier
Numbers N -
Service Location / Billing First Name 2 Middle Initial Suffix Begin Date 3 End Date *
Infarmation d 3

Group Affiliation =

Electrenic Transaction
Submission
Ovmership
Authorized Re
Exclusions / Sanctions
Qualified Serviea
Praviders

seve e o ee

arrr— ™

Help

Authorized Representatives:
To enter Authorized

Last Name First Name middle Initial  Title
click the 'Add Authorized -
Reprasentative’ button. Enter
the required information and
Save the form. Click

anywhere on an existing row
to update or delate the row. k

Save | Reset | Exit Application

te:
Enter a5 MM/DD/YYYY or dlick
the Calendar icon to choase

a dats. End Dats should be

greater than Begin Date.

If you have sy guestions,

Action

Enter Pharmacist in Charge if applicable. Required for all pharmacy
providers.

Action

Click the Save button.

‘ Sawe

Action

Click the Continue button.

Action

The next section will take you through how to complete the Exclusions / Sanctions

page.
End of Procedure.
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Exclusions / Sanctions - Group

Procedure

Exclusions / Sanctions

* Required Fiald

Application Links
o Application Tracking

Number - 124010
I e A ’ 7 TLAre any of the named owners related to owners of the subcontractor as spouse, parent child, sibling or household \
2

P = member?
1dentifying Informatian
o Licensure / Gertification
o Provider [dentifier
Humbers
o Servies Location / Billing
Information
* Group Affiliation 7) *2.1s the group chain affiliated?
¢ Electronic Transaction -
Submission © ves O 1o
o Ovnarship
& Authorized Reps
P Exclusions / Sanctions 2| *3.Is the group operated by a management company or leased in whole or part by another organization?
* Qualified Service - -
Providers ~) yes L Ne L4

D Yes © 1o

I

Help

(=

*4.Are there any individuals or organizations having a direct or indirect ovmership or controlling interest of 5% or more in
the group that have been convicted of = ciminal offense related to of such indivi or ion in any
of the programs established by Medicars, Madicaid, and State Health Insurance Programs?

Answer all of the questions.
Additional information vill be -
required if your response is © ves © no
Yes.

Name and Federal Program
oleadiN=relard]redal 7| *5.Are thera any directors, officers, agents, or managing employ=es of the group that have ever been convictad of a

= criminal offense related to their involvamant in such programs established by Medicare, Medicaid, and State Health

Program information, click
Insurance Program?

the =ppropriate 'Add’ button.
Enter the required - .
information, and Save the D Yes O no
form. Click anywhere on an
existing row to update or
delete the row.
2 *6.Has any family or household member or any person who has ownership or controlling interest in the group, ever been
=/ convicted, assessed, or excluded from State or Federal programs due to fraud, obstruction of an investigation or a
controlled substance violation?

Date
MM/DD/YYYY or dick the
Calendar icon to choose a
date

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 onto the next step. If
you choose to Exit
Application, please save and
note the Tracking Number or

2 *7.Does the applicant under any name or business identity, have any outstanding overpayments with any state or federal ’

~ program?

Action

In this section, if Yes is answered for any question, more information will be
required.

Action

Click the Yes or No option on questions 1 - 20.
If Yes, complete the additional information.

Action

Click the Save button.

Action

Click the Continue button.

B

Action

The next section will take you through how to complete the Qualified Service
Providers page.
End of Procedure.
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Qualified Service Providers - Group

Procedure

Qualified Service Providers

Application Links
* Application Tracking
Number - 124010

® Instructions

v

¥l lical Provider (meals, lodging,

QIZ22QxliCzwIYQHAKRIZGAcnpt O ~ @ © X

2 North Dakota MMIS ... %

Print | Help = O

* Licensure / Certification
o Provider [dentifier

M= (it s [z e = e s

*/ Servica Location / Eilling You must list at least one recipient to enroll as = provider.
Information

o Group Affiliation

® Electrenic Transaction
Submission

* Ovmarship

® Authorized Reps

Medicaid Eligible Recipients

*/ Exclusions / Sanctions
) Qualified Service

proof of insurance.

Providers All Transportation Providers: You are required to submit with your application a copy of your current valid driver's license and

Non-Medical Provider:

To enter Medicaid eligible
hitps://mmis.nd.gov/portals/wps/portal/iut/p/ 5/hV5ID. gmqQCaxL.. |

Confinue>> | Save | Reset | Exit Application

Step Action

1. If not enrolling as a Non-Medical Provider, this section can be skipped.
If you did not select Qualified Service Provider as a Provider Type or one of the

following Specialties:

1) Lodging

2) Provide Meals
3) Private Vehicle
4) QSP

This Section can be skipped.
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Dec 27, 2012 .
) North Dakota MMIS Web Portal Skip Navigation | Contact Us | Help | Search B
=

Qualified Service Providers Print [ Help - O

Application Links
* Application Tracking
Number - 124010

® Instructions

v v  Mon-Hedical Provider (meals, lodging, ion) | N\

* Licensure / Certification

o Provider [dentifier =
Ui List your Medicaid eligible recipients.

¥ szrvice Location / illing You must list at l=ast one recipient to enroll as a provider,
Information

* Group Affiliation G e BB FESEE
o Medicaid Eligible Recipient
C Cia Tanession Medicaid Eligible Recipients
Submission
+ Gumearship Medicaid 1D % Last Name First Name % L S
o Authorized Reps
*/ Exclusions / Sanctions
¥ Qualified Service
i Add Specialty Save | Resat| Cancel

Fmedicaid D Slastlame =FirstName M1 Suffix
Help -

“Does the recipient reside in the same household?

© ves © o

you

need to remove a county [“15 the racipient 3 Fostar Child or Adult?

from the Selacted list, select

the county then dick <- to & ves © Ne

el What i your relationship to the person you are providing
lservices?

Provider Global
Endorsements:
Select an from All T Providers: You are requirad to submit vith your application a copy of your current valid driver's licens= and
the list then dlick -> to \uf of insurance.

Agency Qualified Service \

select. If you need to
remove an endersement
from the Selected list, select
the endorsement then click
<- to remave it

Exit Application

hitps://mmis.nd.gov/ portals/wps/portal/lut/p/c5/hVTLDOIWEEW_x5-YQRHa:... | i

Step Action

2. Click the Add Medicaid Eligible Recipients button.

Add Medicaid Eligible Recipie

Step Action

3. Enter Medicaid Eligible Recipients information.

Step Action

4, Click the Save button.
Sawve

Step Action

5. Click the Continue button.

[ oo

Step Action

6. The next section will take you through how to complete the Submit Application

page.
End of Procedure.
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Submit Application - Group

Procedure

==
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* Required Fiald

Print | Help = O

Application Links
Tral

 Identifying Information

*/ Licensure / Certification

’

* Provider Identifier
Numbers

¥ Sarvice Location / Billing
Informat

¥ Group Affiliation

v

Electronic Transaction
Submission
 Ownership

o Authorized Reps

Providers
P Submit Application

Provider Agreement

Before your
proceed to validate the application.

Medicaid and Basic Care Assistance Programs Provider Agresmant
Medicaid Program Provider Agreement

Pharmacy Agreemant/Medical Assistance Pragram

PCCM Agreement

EDI Trading Partner Agraement

=pplication is validated, plesse resd the Provider Agreement, then diclf either the "Yes" or "No" button before you

Register for Web Access

Would you like to register for Web access? If you are enrolling for multiple service locations, please provide a different User 1D
for each service location. Please note that if you only register for web accass for one service location, you may only access data
for that one location.

Registering for web access allovs you to submit claims electronically and creates an online message center where you can
receive letters and remittance advices.

@ ves © no

*0rg. n Name *0rg ion  *User 1D

Prefix *Last Name *First Name MI Suffix
*Phone # Ext Email Address

Validate Application

Click the Validate Application button below to check your application for errors.If errors are found, you vill be led through the
application and instructed to corract each error. If there is ne error, you vill be directed to the Submit Application Step Twe -

Review Application page before the final zpplication submission.
Save Validate Application

If you have any guestions, please contact Provider Enrollment at (800) 755-2604.

Microsoft Office ™

o

7 10 da

=
10:42 AM

Step

Action

Read each of the Provider Agreements that pertains to this enrollment.
e Medicaid and Basic Care Assistance Programs Provider Agreement —

Required for all Basic Care providers.

e Medicaid Program Provider Agreement - Required for all providers.
e Pharmacy Agreement/Medical Assistance Program — Required for all

pharmacy providers.

e PCCM Agreement — No longer required. The PCCM program ended

effective 12/31/2023.

e EDI Trading Partner Agreement — Required for all providers who
selected Vendor Software in the Electronic Transaction Submission section
of the application. This provider will be acting as their own trading partner.
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Print | Help = O

Provider Agreement

Before your application is validated, plessa read the Provider Agreement, then click sither the "Yes" or "No" button befora you

proceed to validate the application.

 Identifying Information Medicaid and Basic Care Assistance Programs Provider Agreemant

Medicaid Program Provider Agraement

Pharmacy Agreement/Medical Assistance Program

PCCM Agreement

Humbers EDI Trading Partner Agreement

¥ Service Location / Billing
Information

¥ Group Affiliation

v

*/ Licensure / Certification

~ provider Identifier

Register for Web Access

Electronic Transaction

Submission Would you like to register for Web access? If you are enrolling for multiple service locations, please provide a different User 1D

for each servic location, Please note that if you only register for web access for one service location, you may only access data
for that ane location.

 Ownership
o Authorized Reps

Registering for web access allovs you to submit daims electronically and creates an online message center where you can

@ ves © no

= Name * Description _ *User 1D

Prafix *Last Name *First Name M1 Suffix
*Phone # Ext Email Address

Validate Application

etbalidot dmeebuion belou o coecl " I I P T he
application and instructed to corract each error. If there is ne error, you vill be directed to the Submit Application Step Two -

Review Application page before the final zpplication submission.
Save Validate Application

If you have any guestions, please contact Provider Enrollment at (800) 755-2604.

Microsoft Office ™

EERECEN -, v - ¢ -« oo

Step

Action

Registering for Web Access is required for groups and allows providers full
access to the ND MMIS web portal and all of the features in the new system.
The Organizational Administrator listed in this section will be responsible for
maintaining all user IDs and login accounts to access the Web Portal for the
enrolling entity.

Step

Action

Enter the desired information into the Organization Name field.

Step

Action

Enter the desired information into the Organization Description field.

Step

Action

Enter the desired information into the User ID field. The USER ID must consist
of the first initial of the first name followed by the entire last name of the
Organizational Administrator. No spaces or punctuation are allowed. The
USER ID can contain between 6-16 characters, no spaces, no special
characters, and is case sensitive. Example: The USER ID for Organizational
Administrator, Jack Anderson, would be ‘janderson’.

Step

Action

Enter the desired information into the Last Name field.

Step

Action

Enter the desired information into the First Name field.

Step

Action

Enter the desired information into the Phone # field.
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Step Action

9. Click the Save button.

B/c5/hY5ID ZOAQTAWUUEKOLL b8UMCD) Vpd O - @ ¢ x IR ke

(& North Dakota MIMIS Web P... %
File Edit View Favorites Tools Help

¥ Identifying Information Medicaid and Basic Care Assistance Programs Provider Agreement -
Medicaid Program Providar Agrasment
5 Pharmacy Agraemant/Medical Assistance Program
+ provider Identifier PCCM Agresment

Humbers. EDI Trading Partnar Agrasment

 Licensure / Gertification

,
~service Location / Billing
Information

e Group Affiliation Register for Web Access
 Electronic Transaction

Submission Would you like to register for Web aceass? If you are enrolling for multiple service locations, please provide a different User D
 Ovmarship for each service locatian, Please nate that if you only register for veb access for one service location, you may only access data
® Authorized Reps for that one location.

Registering for web access allovs you to submit daims ically and crezj " e vhere you can
receive letters and remittance advices.

 Exclusions / Sanctions
v Qualified Service 3

Providers @ ves ® no
P Submit Application

*Organization Hame *User 1D

Group group JASMITH
The submitted User ID
slraady exists. Please
enter another User 1D,
or select one of the
JASMITH, JACSMITH,
JACKSMITH
Prefix *Last Name *First Name M1 Suffix
- SMITH JACK - |
*Phone # Ext Email Address

701-555-5555

Validate Application

Click the Validate Application button below to check your application for errars.If erors are found, you vill be led through the
application and instructed to correct 2ach error. If there is no eror, you vill be directed to the Submit Application Step Two -

Review Application page befora the final application submission.

If you have any questions, please contact Provider Enrollment at (800) 755-2604.

== .90 portals/wps/portal it p/CSRVSID Jmputer Services, Inc. All Rights Reserved.

e 1043 AM

Step Action

10. If the User ID already exists, the system will prompt you to enter a different ID.
The system will recommend a different user name.

Step Action

11. Click the Validate Application button.

| Validate Application
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File Edit View Favorites Tools Help

Provi

r Enrollment - Subs

* Required Fiald

Application Step 2

Application Links

o Application Tracking
Humber - 124010

o Instructions

 Identifying Information

 Licensure / Cert

+/ Provider Idantifier

ation

" Sarvice Location / Billing
Information

¥ Group Affiliation

 Electronic Transaction
Submission

~ Ownership

o Authorized Reps

¥ Exclusions / Sanctions

¥ Qualified Service
Providers

P Submit Application

Add Ancther Service Location

If you render services at any locations other than the service address enterad, dick the 'Add Ancther Service Location' butten to
enter an additional location and the location-specific information. You may use this button to enter all locations where you render
services.

Edit Service Location

If after validation you ne=d to edit information related to your additional locations, dlick the 'Edit Service Location’ butten to see
all locations entered, and select the location you vant to edit.

Edit Application
If you need to adit your application click the 'Edit Application’ button to make the necessary changes.

Electronic

ignature

[+1 have read and agree to all terms and conditions stated in the Provider Agreement.

1 have read and agree to all terms and conditions stated in the PCCM Agreement.

[E1+1 have read and agree to all terms and conditions stated in tha Trading Partner Agreement.

Requested Claim Submission Effective Date

Submission Effective Date

\_Reauested G
=

Submit Confirmation

When you finish making changes and/or adding service locations, plesse submit the application. Click the 'Confirm Submit'
button below to submit your to Provider A message screen vill be displayed on the
next page. After submitting, you can no longer make =ny changes to your application.

Edit Service Location Edit Ap; save

Confirm Submi

e 1043 AM

Step

Action

12.

Click the Electronic Signature options.

===

- b Y
<« Il @ nttps: nd.gov/ ps/portal/!ut/p/c5/hY5IDoJAEEX opFFAXgORUQYEKZGQwOIBbgCh-evXvSLQQYEXTFVz2Ks-q5oll © ~ @ & X [ i dik o3
T

(& North Dakota MMIS Web P... %

File Edit View Favorites Tools Help

Provi

r Enrollment - Subs

* Required Fiald

Application Links
o Application Tracking
Humber - 124010
o Instructions
 Identifying Information
 Licensure / Cert

+/ Provider Ident

+/ service Location / Billing
Information

¥ Group Affiliation

 Electronic Transaction
Submission

 Ownership

o Authorized Reps

¥ Exclusions / Sanctions

¥ Qualified Service
Broviders

P Submit Application

Add Ancther Service Location

If you render services at any locations other than the service address enterad, dick the 'Add Ancther Service Location' butten to
enter an additional location and the location-specific information. You may use this button to enter all locations where you render
services.

Edit Service Location

If after validation you need to edit information related to your additional locations, dlick the 'Edit Service Location' button to see
all locations entered, and select the location you vant to edit.

Edit Application
If you need to adit your application click the 'Edit Application’ button to make the necessary changes.

Electronic Signature

1 have read and agree to all terms and conditions stated in the Provider Agreement.

1 have read and agree to all terms 2nd condi

ons stated in the PCCM Agreement.

I ceaod saallh o ns stated in the Trading Partner Agresment.

Requested Claim Submission Effective Date

Requested Claim Submission Effective Date

Submit Confirmation

When you finish making changes and/or adding service locations, plesse submit the application. Click the 'Confirm Submit'
button below to submit your to Provider A message screen vill be displayed on the
next page. After submitting, you can no longer make =ny changes to your application.

Add Another Service Location Edit Service Location

save

If you have any guestions, please contact Provider Enrollment at (800) 755-2604.

©2013 Affiliated Computer Services, Inc. All Rights Reserved.
Brivacy Bolicy | Site Map Er g Accessibilit

Microsoft Office e 10
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Step

Action

13.

field.

#1ut/p/c5/hY5IDolA gmgGplcAolopl JQYEKZGQWOIBbgCh-evXvSLQQYEXTFY22Ks-q50ll O ~ @ ¢ X [ 30 ik o3

3 Nosth Dakota MMIS Web P... > [l

File Edit View Favorites Tools Help

Provider Enrollment - Submit Application Step 2 Print | Help - O

* Requirad Field

Application Links

® Application Tracking Add Ancther Service Location
Humber - 124010
o Instructions If you render services st any locations other than the service address enterad, dick the 'Add Another Service Location' button to
 Idantifying Information entr an additional location and the location-specific information. You may use this button to enter all locations whare you render
services.

 Licensure / Gertification
“va\dgr Identifier Edit Service Location
Itz If after validation you ne=d to =dit informatien related to your additienal locations, dick the 'Edit Service Location' butten to see

 Service Location / Billing all locations entered, and select the location you vant to edit.
Information
 Group Affiliation Edit Application
Electronic Transaction If you need to adit your application click the 'Edit Application’ button to make the necessary changes.
Submission
 Oumership Electronic Signature
o Authorized Reps
 Exclusions / Sanctions [¥]#1 have read and agree to all terms and conditions stated in the Provider Agreement.
s -
guahf‘ed ESiice [#]#1 have read and agree to all terms and conditions stated in the PCCM Agreement.
rovidars

P Submit Application

I

[¥]#1 have read and agree to all terms and conditions stated in the Trading Partner Agreement.

Requested Claim Submission Effective Date

Requested Claim Submission Effactive Date
01152013 [

Submit

When youl
button belfhwr
next pagel Aft

= and/or adding =

ease submit the appli
A

you can no longer mal o your application.

irm Submit!
isplayed on the

Confirm Submit

. jmputer Services, Inc. Al Rights Resarved.

Brovser Requirements | Accessibility Compliance

Microsoft Office ™ o r ) e 10:43AM F

Step

Action

14.

Review the application for accuracy and completeness before submitting the
application.

Step

Action

15.

Add Another Type and Add Another Service Location should never be used.
(These features are in the process of being disabled.) If the enrolling group has
more than one provider type, then a separate application is required for each
provider type. If the enrolling group has multiple locations, then a separate
application is required for each location.

Step

Action

16.

If you click the Confirm Submit option, you will not be able to make any
further edits to the application.

Step

Action

17.

Click the Confirm Submit button if you have no edits or updates to make to the
application.

Confirm Submit
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Provider Enrollment - Submit Complete Print | Help - O
= Requirad Field i
Thank you for - applicati

ation scon. Click PRINT APPLICATION button to print = completed copy of your
=pplication for

o DHS. Once you have printed all the above, click EXIT APPLICATION button to
exit the =py

and ret
| Application Tracking Number

Application Tracking Number :124010

Your Application Tracking Number is: 124010 Please record your Application Tracking Number. Use this number vhen inquiring about your application status.

NOTE: Providers should also urite this Application Tracking Number on sl documents that are mailed to the Medicaid Program.

| print and Review

tion button may be used to print a copy of the application. This copy is for your records only and should not be sent to DHS. The application vill
to you on the por after ittal.

to
provider type tha ded to finalize your =|

m

Note: Include the spplication tracking ted sbove on all documents that are mailed to DHS in

North Dakota Department of Human Services
Provider Enrollment

600 E Boulevard Avenue Dept 325

Bismacclk

Print Required Documents

1. Document Requirements Checklist

the Exit button to return to the ND Provider

N\

Print Application Exit Application

If you have any questions, please call DHS at (800) 755-2604.

.nd.gov/p: fwps/portal/!ut/p/c5/hY5ID bmputer Services, Inc. All Rights Reserved.
ey v e © Erovser Reguirements | Accassibility Compliance i
Microsoft Office

Step Action

18. Click Document Requirements Checklist to determine what Documents need to be
sent to the Department of Human Services.

**The above screen should be printed and mailed with the required documents to
ensure there is a reference to the Application Tracking Number (ATN).

Step Action

19. Click the Print Application button if you would like to keep a copy for your own
records. Do not submit a printed application with your required documents.

Print Applica
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File Edit Gote Favorites Help

License #: LHA5739990

Licensing Agency: State Bowd of Hursing
Effactive Date: 01012012

Expirstion, Dats: 12312015

Centffiestion #: CHB8988 589 Certify
Efective Date: 01012012
Stite: Hork Dikota.

+ Qute Boardof Hasing
Expirition, Date: 12312015

Speciilty: General Practice BeghDate: 01012012 End Date: 127312015
Centffiestion #: CHB8988 589 Boird Hame: AmBd F State: North Dikota.
Madiche

Taemay: HD 12345678 BeghDate: 0101012 B Date: 127312015

HPI 1649281361
HCPDR:1000013

e you or have ora be e previsusly enrolled a2 4 Biedic ald proviler B nother Stite?: No

Microsoft Office > " e 10

Step

Action

20.

Print a copy of the application for your own records
copy with the required documents.

<« e ps: nd.gov/p ps/partal/lut/p/c5/hY5ID: JUWBDilgByLAg. 5q5f_UICASF_NzbOamqC O ~ @ & X [l 38 it e
& Nosth Dakota MMIS Web P... [l

File Edit View Favorites Tools Help
noiic PO 7 Be

ubmit Complete

Print | Help

= Required Field

Thank you for submitting your application on-line. You should receive email confirmation soon. Click PRINT APPLICATION button to print a completed copy of your
application for your recards. This copy is for you

ords only and not to be sent into DHS. Once you have printed all the above, dlick EXIT APPLICATION butten to
exit the application form and return to the Medicaid Provider Enrallment home page.
| Application Tracking Number

Application Tracking Number 1124010

Your Application Tracking Number is: 124010 Please record your Application Tracking Number. Use this number when inquiring about your application status.

NOTE: Providers should also urite this Application Tracking Number on all documents that are mailed to the Medicaid Program

| print and Review

The Print Application button may be used to print a copy of the application. This copy is for your records only and should not be sent to DHS. The application will
remain available to you on the portal for 20 days after submittal.

Additional decuments may be required to be sent in as n your provider type. Print the Decument Requirements.
Checklist to identify the supplemental information by provider type that & neaded to Hnalles your application. Mall al sdditional enrollmant documentation tor

Note: Include the application tracking number indicated above on all documents that are mailed to DHS in reference to your application.

North Dakota Department of Human Services
Provider Enrollment

600 E Boulevard Avenue Dept 225

Bismarck ND 58505-0250

Print Required Documents

1. Document Requirements Checklist

Once the required document has been printed, click the Exit Application button to return to the ND Provider

Exit Application

If you have any guestions, please call DHS at (800) 755-2604.

psi//mmis.nd,gov/ portals/wps/ portal/iutdpf SShYSIC 9maNBLIR,. Jrputer Services, Tnc. A Rights Reserved. b
oo erpeprrrridf U: ments | Accessibility Compliance

Microsoft Office | EJN

e 10

Step

Action

21.

Click the Exit Application button.
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Provider

fiment - Submit Complete

nt | Help

* Required Field

o your records only and not to be sent into DHS. Once you have printed all the above, dick EXIT APPLICATION button to
exit the application form and return to the Medicaid Provider Enrallment home page.

| Application Tracking Number

Application Tracking Number :124010

Thank you for submitting your application on-line. You should receive email confirmation soon. Click PRINT APPLICATION button to print a completed copy of your
application for your records. This copy i

Your Application Tracking Number is: 124010 Please record your Application Tracking Humber. Use this number when inquiring about your application status.
NOTE: Providers should also write this

Message from webpage ==
EE

Are you sure you want to exit? Please ensure you printed this page and
all required documents.

The Print Application button may be usel
remain available to you en the portal for

gent to DHS. The application wi

Additional documents may be required
Chedldist to identify the supplemental i

—
North Dakota Department of Human Services
Provider Enroliment
600 E Boulevard Avenue Dept 325
Bismarck ND 58505-0250

1= Document Requirements.
&

o

ication.

Print Required Documents

1. Document Requirements Checklist

Once the required document has been printed, click the Exit Application button to return to the ND Provider Enrcllment Homepage

Print Application Exit Application

If you have any questions, plesse call DHS at (800) 755-2604.

2013 Affiliated Computer Services, Inc. All Rights Reserved
f

Microsaft Office *

Step Action

22. Click the OK button.
K

Step Action

23.
End of Procedure.
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