Nebraska Provider Screening and
Enrollment

Individual/Solo Practice Enrollment and Revalidations

Note: If the Individual Provider’s Tax ID does not have a username and password, see the appropriate
Account Creation Instructions.

This will be completed at the_
Provider Data Management Site (PDMS) for Nebraska Medicaid Provider Screening and Enrollment.

The steps below will guide you through filling out or updating an application for an Individual or Solo
Practice.

NOTE: Individual/Solo providers may use an EIN or SSN and must supply a Type 1 NPI. If an EIN is used,
an Individual Provider must also supply their Legal Business Name.
If a Type 2 NPI is needed, you must enroll as a GROUP and have your Type 1 NPI listed under your Group

Member Affiliation. See the Group Provider Ed and Training Resources.

All applications must be submitted for review when completed or when a change is made.

Symbols to watch for:

A pencil symbol represents the option to EDIT information. Click on the symbol to
open the box and allow edits.

The asterisk symbol represents when a field is REQUIRED.

The circle with a question mark symbol represents that there is HELP TEXT when you
hover over the symbol.

The plus mark symbol represents the option to ADD information. Click on the symbol
to open the box and add information.

The ex or cross mark symbol represents the option to DELETE information. Click on the
symbol to remove the information.
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https://www.nebraskamedicaidproviderenrollment.com/

Individual New Enrollment

Avoid creating new enrollments. Always update existing enrollments instead of creating a New Provider
Location what possible. See the Provider Management Home Screen Instructions for assistance.

If this is a new Individual Provider to Medicaid select “Add New Provider Location.”

Complete and confirm all Required Fields.

It is possible for a Solo Provider to also be a group member of a separate group. This provider will
have a Solo Provider Location and a Group Member Profile.

> All information will be specific to this Provider. (Provider Type, Specialty, Taxonomy,

Name, SSN, Type 1 NPI, Zip and Zip Extension)
> New Solo Providers need to pay close attention to the Requested Effective Date.

Provider Management Home

date bly Profil Sona?
dedate sl ErEfls Contsct MAXIMU S Provider Customer Service at 1-344-374-5002

My Providers
Provider Type NP1 [Medicaid ID [Spec

My Group Member Profiles

o group member profilss found

m]

Dt Prowiders with same TaxiD

Typa =] L ode
1234887550 besoooooa:

I:r:nr-nﬂo"r Medicaid [Lsonomy | oogpnon

Create & Group Member Prohile of you sre or will Be part of 8 Group Prachice.

Add Group Member Profile

Resalidation s

Salect a provider to begin managing its registration
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~ Decignaiee 3 required fiskd

Category*
Provider Type* | Doctor Of Dental Surgery - Dentist (DDS)
Specialty* |General Fractica
Taxonomy* | Genersl Practice (1223G0001X)

First Name* flane |

Middle Initial [ ]
Last Name* EE

Tax ID Type*

(OEIN ®S5N
Tax ID* 123456789
NPI(if applicable) [{234567855 |

Requested Effective Date* [4/20/2016 | what Is this?

Gender* ® Female (Male O Unknown
Date of Birth* [p5/25/1380 |

Zip Code*

Zip Code Extension* [103 %

Click Save. This will take you to the application.

Viewing the Provider Enrollment

If you want to return to the home page at any time, you need to re-enter this application or Edit a Key
Provider Identifier, see the Business/Provider Location Provider-Management Home Resource.

On the Bottom left side of the application, you will see a list of all the pages you need to complete. Each
blue bullet point will change to a green check mark when it is completed.

Homs
My Profile

Prowiger Ed & Trgining Besources

A Clasgheytion
perded & ClasRhulDng GiLicergas B Classifcations

BPractics Locasons GiPracics Locacons

® Prpyader Derpgiony Indoemation S Proider

@ indreidugl Proeidery Singredual Providers

& Cwengr indprrgdion & Crwner Hiorraton
P Subathse W Ferm B S atiss WD Farem

B ACH Autherzation Bal

B ageemens ®Agreemeny
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Identification Page

Identification [ save | Next ]

Effective
Date

DBA NPI Tax ID Provider Type

P ry Contact Informatio

Primary Contact Name Title Phone Number EmailAddress
e
3
Name Description Flle Name Page Name Usemame
No uploaded found.

Browse...

Name | ]

Description
Upload file

Complete the Provider Information section by selecting Edit. The following box will open:

Citizenship Status ()} 30, 3 Citizen of the United States

O am a qualified alien under the Federal Immigration and
Nationality Act, my immigration status and alien number are
as follows:

Immigration Status
Alien Number 1
Upload a copy of your USCIS (Immigration) form
me [ ]
First Name*
Middle Initiat [ ]
LastName*foe |
Tax ID* 123456789
NPI 1234567855
NPI Start Date
NPIEndDate [ ]
Gender* @ rFamale O Male O Unknown
Date of Birth*
DateofDeath [ |

Provider Type* |Doctor Of Dentsl Surgery - Dentist (DI Vv (7]

Requested Effective Date* [4/20/2016 VMt I this?

Revalidation Date Not Set Yet
Enroliment Status Mot Set Yet

Complete all required fields and ensure all the information is correct and select Save.
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Your Citizen Status will determine if an Immigration Status and Alien Number are required. It is
recommended that documentation is uploaded to help expedite immigration status screening. Useful

information includes Alien Number, SEVIS Identifier, I-94 Number, Passport Number,

Naturalization/Citizen Number, Card Number (Green Card, Receipt Number, Permanent Resident

Number), or Visa number.

See the Business/Provider Location Provider-Management Home Resource if a Key Provider

Identifier is incorrect.

Primary Contact Information on the Identification page, select Add or Edit. The following box will open:

Provider

Name* [Jane Doe

The Primary Contact is the main person responsiole for the
information submitted to Mebraska MLTC.

Title™ [Credentialist

Street Address® 1234 W Main Street

City* Lincoln

State™ [Nebraska

Zip® [pB522

Ext Zip* [1234

Phone Number® [402) 555-5555

Phone Extension |

Fax Number [__) -

Email Address® provider@test.com

Complete all required fields and select Save. Name should include First and Last.

On the Identification page you will not be required to upload any documents unless a new solo provider

requested a retro effective date.

Click Next to proceed to the next page.
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License and Clasifications Page

Licenses & Classifications

Provider Type: Anesthesiologist (AMNES)(15)

Specialties and Taxonomies

Primary Specialiy Primary Taxonomy Taxomomy Hame
Anesthesiology(05) 207L00000X Anesthesiclogy

You must bill using the Primary Taxonomy. Other Taxonomies are used for information only.

MNo sdditional records found

License State Issue Date Expirafion Date
Anesthesiologist anM/2028

|Nc| Medicare Enroliment found

|J‘.'c| Other Stafe Medicaid Number found

The Specialties and Taxonomies are listed.

» You may add a secondary Specialty by clicking Add.

> New Locations can change the Specialties and Taxonomies. See the Business/Provider
Location Provider-Management Home Resource if a Key Provider Identifier is incorrect.

Solo Providers must enter or update license information. Select the Add or Edit button to enter and

confirm the license if required on this page.

If applicable, in the Miscellaneous section select Add or Edit to enter or confirm the Medicare

Enrollment information and Other State Medicaid Enrollment Information.

On the Licenses & Classifications page you will only be required to upload a document if you have an out

of state license.

Click Next to proceed to the next page.
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Practice Locations Page

2 Fractice Locations Savi.] Previous | Next |
Tr. & Tenining B o

Comac Uis

= Provider File

@1 semitizpran

B Practisg Loos s

Adciress 1 Address 2

Chaoge Fie | Mo fle chosen

Practice Locations (43127) [ save | Previous | Mext
r

Provider Physical Address, Bill/Payment Contact Information and Correspondence Information are
required sections that need to be completed.

Provider Physical
The physical address CANNOT be a PO BOX and should be where the services are physically being
provided.

Click the edit symbol. The following box will open:

Physical Street® [1234 W Main Strest

Address Line 2|

Address Line 3|
City* |Lincaln
State® | Mebraska

County* | Lancaster =
Zip* o
Ext Zip® o
Phaone Mumber®
Fax Number IEl
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Complete All required fields, confirm all information is correct, and select Save.

See the Business/Provider Location Provider-Management Home Resource if a Key Provider
Identifier is incorrect.

Billing/Payment Contact Information
Click the Add or Edit. The following box will open:

Same as Practice Location
Pay To | Check Payable To Mame® [lane Cos
Address® [1233 W Main Street
Address Line 2 |
Address Line 3 |

City* i_;n::ﬂr
State® [Nebraska
Zip* [58801

Zip Ext* [F470

Complete all required fields, confirm all information is correct, and select Save.

Correspondence Information
Click the Add or Edit. The following box will open:

Same as Practice Location &
Address* |'_234 W Main Strest
Address Line 2 |
Address Line 3 |
City* [Lincoln

State* |he:'95(9
Zip* [58801
Zip Ext* [7470
Phone Mumber® [[402) 555-5555

[ save | Cancel |

Complete All required fields, confirm all information is correct, and select Save.
You will not be required to upload any documents on the Practice Locations page.

Select Next to proceed to the next page.

Provider Directory Information Page

The Provider Screening and Enrollment system now collects Provider Directory information. Responses
to the questions will be included on the public Medicaid Provider Directory on the DHHS website, as
required by the Centers for Medicare and Medicaid Services (CMS). Questions are optional, but
providers are responsible for ensuring the accuracy of their information and for updating it regularly in
the Provider Data Management System (PDMS).
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https://mltcfindprovider-dhhs.nebraska.gov/

Provider Directory Information [ Previous | Hext |

Provider Directory Information

Responses to the questions below will be included in the public Medicaid provider directory on the DHHS website, as required by the
Centers for Madicare and Medicaid Sarvices {CME). Providers are responsible for ensuring the sccuracy of their information and for
updating it regularly in the Provider Data Management System (PDMS).

Provider Name

DBA

Specialty Type Name|
Service Address
City, State Zip

s Ba—

Language Availability in office { Check all that Apply) @

ENGLISH

SPANISH

VIETNAMESE

ARABIC

FRENCH

AMERICAN SIGN LANGUAGE

Accepting New Patients ig)

Provider Website i

Ownership and Controlling Interest and Conviction Disclosure Page

Expand the “Owner Information” section by clicking on the small white plus.
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Ownership/Controlling Interest and Conviction Disclosure | save ] Previous ] Next ]

Click on the section header to expand or collapse the panel.

Completion of this form is required as mandated by the Centers for i and icaid Services. Dy of Health and

Human Services and applicable regulations as found at 42 CFR 455.100 through 42. CFR 455.106. Disclosure must be made at the

time of or ing with the Dy . at the time of survey, or within 35 days of a written request from the

Department. It is the provider's ibility to ensure all inf ion is and to report any changes as required
law by g a new Ov Di

and form,

™o owner information found \ |
F

List the name, address, Federal Tax ldentification Number (FTIN) (for conporations) or Social Security Number (SSN) and Date of
Birth (OB (for persons) with an ownership or control interest in the disclosing entity orin any in which the d
entity has direct or indirect ownership of 5% or more. If you are an Individual Billing Provider enrolling with an SSN, please list
yourseff.

Managing Employee

o managingemployee momas |
R

List any persen(s) who holds a position of i yee within the di ing entity. If you are an Individual Billing Provider

enrolling with an SSN, please list yourself.

Are any of the above mentioned persons related to one another as a spouse, parent, child, or sibling™
Oves O o

Dioes any person, business, ization or i with an ip or control interest have an ownership or controlling
interest of 5% or more in any other Mebraska Medicaid Provider?

Cves O

Does any person have ownership or control interest in the disclosing entity(provider), or is an agent or employee of the

disclosing entity (provider) who has ever been convicted of a criminal offense related to that person’s involvement in any
program under Medicare, Medicaid, Waivers, CHIP or the Title XX services since the inception of these programs,
L¥es ' No

Complete the Ownership Information by selecting Add or Edit. You can edit existing information or
delete it using the RED X.

[Mo owner information founal |

-

List the name, address, Federal Tax |dentification Mumber (FTIN) (for corporations) or Social Securty Mumber (S5N) and Date of
Birth {DC26) (for persons) with an ownership or control interest in the disclosing entity including any person who holds a position of
maneging employes within the disclosing entity.

- Dwner Information

List the name, address, Federal Tax Identification Mumber (FTIN) (for corporations) or Social Security Mumber (SSN) and Date of
Birth (DOB) (for persons) with an ownership or control interest in the disclosing entity incheding any person who holds a position of
managing employee within the disclosing entity.

Page 10 of 16




Provider

Chamer Type® | Person
Mame of Individual or [
Crganization® LE"E Do=
Birth Date* [05/29/1980
§5N* (123455678
Percentage of Chmership* |'_CICI

Title |
Address* |'_234 W Main Strest
Suite/Dept’Floor |
City* |Linzoln

State® [ Mebrasks
Zip® [sE522
Ext Zip |

Make all necessary changes and select Save.
It is common to have multiple owners and managing employees.
Listing at least one Managing Employee is required
Complete the Additional Addresses section if necessary.
Complete the Questions section and click Next.
Note: If only one owner is listed, the first question will be answered “No.”

You will not be required to upload any documents on the Ownership and Controlling Interest page.

Substitute W9 Page

Solo Providers are required to complete a Substitute W9 Form.
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Substitute W3 Form

| save | Previous | Next ]

Information from the ldentification page displayed below.
Identificabon page.

Legal Business Name Pharmacy Name

“Figake ik hip Maww W5 0o 10 oOtRIN 3 Copy of the WH Wi Insinctions

Cormections fo this infommation must be made in the Organzatonndhidus! Rentificaton and Prmary Contsc? sections of the

Tax Classification
Select the most appropriate category below:

O 1. IndividualiSole Proprietor or LLG

® 2. Corporation

(3. § Corparatinn

(4. Parmership

O 5, TrustEstate

8. Limited Liability Carmaraton

O7. Limitad Liabity S Corparation

O 8. Limited Liability Parinership

O 9. State, County or City (Government Entity)

Profit Status
Select the most appropriate category below:

Q101 - 501{CH3) Non-Prafit
®)02 - Fer Profit, Closely Held
()03 - For Profit, Publicly Traded
04 - Other

98 - Unknown

Select the appropriate Tax Classification and Profit Status.

Click Next.

You will not be required to upload any documents on the Substitute W9 page.

ACH Authorization Page

Only select the Check Box in the Direct Deposit section if you bank is outside the United State. The State
will not provide any payment to any financial institution or entity located outside the United States.

To assist in fraud mitigation, US Bank performs account validation on new and updated ACH information
to ensure it is legitimate and active. Please be aware that this validation process may take additional

time, resulting in a delay in payments.
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ACH Authorization EED

READ INSTRUCTIONS BEFORE COMFPLETING

* Electronic Fund Transfer (EFT) enroliment is required for a provider to enroll with Mebraska Medicaid.

» Medicaid providers must submit this form to receive payment via EFT (Electronic Fund Transfer). It is also the responsibility of
the Medicaid provider to ensure this information is updated, as necessany.

* Mebraska Medicaid transmits the EFT via the NACHA standard CCD + format.

= Itis the responsibility of the Provider to contact their financial institution to request the receipt of all data contained within the
ACH information field (including the RTN Reassociation Trace Number) of the CCD + Addenda Record. This Trace Number
uniquely identifies the iransaction sei and aids in reassocialing paymenis and remittance advices.

* To assistin fraud mitigation, US Bank performs account validation on new and updated ACH information to ensure it is
legitimate and active. Please be aware that this validation process may take additional time resulting in 3 delay in payments.

[ Check here i the bank is outside of the United States. Per 1002(a)(80) of the Social Security Act, the Siate shall not provide any
payment to any financial institution or entity located outside the United States.

Flegze enfer your banking information below

Account Type
Checking

Account Humber

By selecting the confirmation box below, the submitting individual is attesting and acknowledging on behalf of the Nebraska Medicaid
Provider listed above that:

* He or she is authorized 1o complete and submit this Enrcliment For
s The information provided is aceurate and true. /

| confirm the information provided is true and accurate.

Click Add or Edit to enter your checking or saving information for deposits. Complete all required fields

and click Save.

Provider

Teaging Partner0 [ ]

Finanecial Institution Name* |

Zip CodeiPostal Code [ |
Zip Code Extension |:|
Financial Institution Phone Number® IE'
Finaneial Institution Extensicn |:|
Financial Institution Routing Number® |:|
Confirm Financial Institution Routing Number® I:l
Account Number® | |
Confirm Account Number® | |
Account Type® ) Checking ) Savings

cocount Type Entity* |1 - Individual T
Mame as it Appeal Account® | |
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Check the “I confirm the Information provided is true and accurate” and click Next.

You will not be required to upload any documents on the ACH Authorization page.

Agreements Page

Click on each “Click here to view the entire agreement.” A separate tab will show on your web browser
that contains each agreement.

Place a checkmark in the “l agree’ or “I attest” box.

Note: The check box is only accessible after clicking the web link.

Agreements | save | Previous

By signing the Provider Participation Agreement, the applicant agrees to adhere to all Terms of Agreement listed and is aware that the
applicant may be denied eniry io or ieminated from the program if any conditions are violated.

Click here to view the participation

agreement. | agree to the Terms of Agreement in the Participation Agreement.

By checking 'l accept | ceriify thai | have read the Ownership Disclosure Acknowledgement on behalf of myself or the endity that |
represent and by this certification agree to bind myself or said entity by these provisions.

| attest | can legally bind this Provider Entity, and that all the information provided
in the Ownership secfion of this application is true and accurate to the best of my
knowiedge.

Nebraska Medicaid Excluded Provider

1 understand that it is the provider's responsibiity to screen all employees, providers, contractors and sub-contractors for Medicaid
exclusion status on the Mebraska Medicaid Exclusion Provider List through the DHHS Nebraska Medicaid website.
Link to Nebraska Exclusion Provider List

Click here to view the ownership disclosure
ackn ement.

State Employee Acknowledgement

Mo employee of the Department and is subdivisions, and Depariment contractors, except clinical consultants, may serve as providers
under Medicaid or as paid consultants to enrolled providers without the express written approval of the Medicaid Director.

[ 1 am net currently employed with the State of Nebraska, and | understand that as a provider of this service | am ineligible for state
employment, due to potential overtime Eability.
L 1 will not sccept employment with the State of Mebraska unless | hawve first ended this provider agreement.

Answer all questions on the Agreements page.
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|z the provider an entity identified on the System for Awsard Management (SAM) website as debarred, suspended, proposed for

excluded or under the common rule, or declared ineligible from receiving Federal
contracts, certsin subcontracts. and certain Federsl assistance and benefits?

® Mo U Yes
If YES & comment is required.

)

= the provider, any facility, employee or contractor providing services under this Agreement identified on the OIG list of Excluded
Individuals/Entities website a5 excluded from receiving payment by & Federal health care program?

® No U es
If, "YES & comment is required.

Has there ever been disciplinary action agsinst this provider license by a licensing board in any state?
® No U es
If YES & comment is required.

)

Has the provider ever been i i by Medicars, Nebraska Medicaid, or any state hesith program as defined in 42
U.S.C. § 132087

)

® No U es
If, "YES & comment is required.

e

In compliance with Title 8 U.5.C. § 1324a, has employment eligibiity been verified for all employees of this provider OR for individusl
providers, do you attest that you are in the United Ststed legslly and eligible to work per Pub.L. no. 104-183 (18877

® No Ues
If "NO' & comment is required.

Please enter the characters in the image above: [KL3kR m
Enter password: [rrreeeeer ]
The pazzward raquasted b your user login passwand.

In the Signature section, enter the characters in the image (if applicable)
Note: characters are not case sensitive.

Enter the password and click Save.

This message will be displayed when the application is successfully saved:
P
—

“four application is complete and
haz besn ssved. Please taks time
to review your application prior to
submission. “ou will be sble to
generste your completed application
in POF form prior to submitting your
application.

Onoe your review is complete, you

must click 'Submit for Review’ at

the top of the Agreements page
to submit your application.

Click OK.
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Submit for Review

Click “Generate a PDF” if you wish to save or print a PDF of the application.

You MUST hit “Submit for Review” to successfully complete the application process.

ﬂ&ctions:

Submit for Review

(

Agreements

[ Save | Previous

By signing the Provider Paricipation Agreement, the applicant agrees fo adhere to all the conditions listed and is awars that the
applicant may be denied entry to or terminated from the program if any conditions are vialated.

Click here fo view the entire agreement.

&1 agree to the terms and condifions in the Paricipation Agreement.

When finished the following screen will be displayed: Changes to your registration are not permitted
while the enrollment is being reviewed. New Enrollments and Revalidations are not completed until
fully processed. This will result in a Welcome Email and a new Revalidation Date. Watch for email

communication.

rovider Ed & Trpining Resourmes
2t

Submission Confirmation

Rturn e Home Page

You have successiully submitted your regisiration o Nebrazka Madicaid.
Flaase allow at keast 10 days for processing before attempting to submit any changes.
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