Nebraska Provider Screening and
Enrollment

Group Enrollment and Revalidations

Note: If the group does not have a username and password, see the appropriate Account Creation
Instructions.

The steps below will guide you through Creating, Revalidating, or Updating an application for Groups,
and adding Group Members. When the Group is due to Revalidate ALL Group Members must also be
Confirmed or Removed to complete the Revalidation.

See Individual Providers Associated with Your Group to Add and Confirm Group Members.

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.

Group 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 Group Provider to Medicaid select “Add New Provider Location.”

Complete and confirm all Required Fields.
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> All information will be specific to this location. (Provider Type, Specialty,
Taxonomy, Name, EIN, Type 2 NPI, Zip and Zip Extension)
> New Groups need to pay close attention to the Requested Effective Date.

Provider Management Home

Cuestions?
Contact MAXIMUS Provider Customer Service at 1-344-274-5002

My Providers

- b Profi

o providers found,

My Growg Member Profiles
Effectrve Cate
o group mamber proflles found

Create & Group Member Profile 1 you are o will be part of 8 Group Prachice.
Add Group Member Prafile

—— T
Locatipn |Relidation Dus ly, joned tser

Other Providers with same TaxlD

Salect a provider o begin managing its registration

Category* | Group/instifution Vv

Provider Type* |

Specialty* [

Taxonomy* |

Name of Business Entity* | |

Buginess Name 3 It 3ppears on your IRS Assignment letier
TaxIDType* Oy Ossn
Tax ID* 123456789
NPIif applicable) [

Requested Effective Date* [4/20/2016

=
Zip Code Extension* [ ]

Click Save. This will take you to the application.

Viewing the Provider Enrollment

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

On the Bottom left side of the application, you will see a list of all the pages you need to complete
blue bullet point will change to a green checkmark when it is completed.
[ T
(=

Hems
My Proly
Brpwider Ed &

Trgining Bggoyrnces

= Provider Fis

s Clagge Wi
Sak & Clagefetong 28 8 Clagsificationy
\i_’-::::e_:n:r.c".

BB rersiciar Dir

Binoredual Providens

& Ongr e

B sgreemanis

|dentification Page
ena

Identification

1
DBA NPI Tax ID Provider Type

Phone Number EmailAddress

Primary Contact Name

Name Description Flle Name Page Name Ussmame
No uploaded documenis found.
Browse..
Name [
Description
Upload file

Complete the Provider Information section by selecting Edit. The following box will open:
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Name of Business Entity* [Group Name

Business Mame as if appears on your IR S assignment letter.
DBA | |

Tax ID* 1234567E9 o
NPl 1934565588 e

MPI Start Date [/20/201% |

NPl End Date | |

Provider Type* | Anesthesiologist (ANES) W | i

Requested Effactive Date* [B/20/2018 | vunat I this7
Revalidation Date Mot S=t Vet

Enrollment Status Mot St Vet

Complete all required fields and ensure all the information is correct and select Save.

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™ [lane Doe

The Primary Contact is the main person responsible for the
information submitted to Nebraska MLTC.

Title® [Credentialist
Street Address™ [1234 W Main Street

City* Lincoln

State” [Nebraska  v|
Zip® 8522
Ext Zip* [1234
Phone Number® [402) 555-5555

Phone Extension |
Fax Number [ ) -

Email Address™ [provider@test.com

[Save ] Concl |

Complete all required fields and select Save.

On the Identification page you will not be required to upload any documents.

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

The Specialties and Taxonomies are listed in this section and cannot be changed. You may add a
secondary Specialty by clicking Add.

New Locations can change the Specialties and Taxonomies prior to be active. See the Business/Provider
Location Provider-Management Home Resource if a Key Provider Identifier is incorrect. Once active the
Primary Specialty and Taxonomy cannot be changed.

Some Groups may also be required to indicate if this is a teaching hospital or Add or Edit the Number of
Certified Beds.

If applicable, in the Miscellaneous section select Add or Edit to enter or confirm the Medicare
Enrollment information and Other State Medicaid Enrollment Information.

Licenses & Classifications [ Save | Previous | Next |

Provider Type: Hospitals (HOSF)

Specialties and Taxonomies

Primary Specia Primary Taxonomy
Hospitals (Defined By Department Of Social Services) 282E00000X

|No additional records found

Number of Certified Beds

[No beds found

Miscellaneous

|No Medicare Enrollment found

[Wo Other State Medicaid Number found

On the Licenses & Classifications page you will not be required to upload any documents.

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

. Practice Locations
——

Tr & Trpning B .-

Comas Lig

= Provider File

@1 semiticaraon

W Practize Laspang
B Services

& Dwwnas Infoerration
@ Sybatiie Wi Form
@ ACH Ashorzaiion

& cgeemoms

Choose File | Mo fie chosen

Practice Locations (43127)

 save ] Previous | Next)
F

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* [Lincoln
State® | Mebraska T
County® | Lancaster =

Zip* o

Ext Zip o

Phone Mumbser
Fax Numkber El
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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* [Jane Dos

Address® [1233 W Man Strest
Adddress Line 2 |
Address Line 3 |

City* [Lirecsln
State’ [Nebraska
Zip* 8ol

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

Same as Practice Location
Address* [1234 W Main Street

Address Line 2 [
Address Line 3 |

City* [Lincoln

State* [Nebrasks

Zip* 58801
Zip Ext* [7470

Phone Number* [402) 555-5555

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

Page 7 of 17



https://mltcfindprovider-dhhs.nebraska.gov/

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).

Provider Directory Information

Provider Directory Information

Responses to the questions below wil be included in the public Medicaid provider directory on the DHHS website, as required by the
Centers for Medicare and Mediceid Services (CMS). Providers are responsible for ensuring the accuraey 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

Office Phene Number[_ )~ ]
Provider Directory Questionnaire

Language Availability in office { Check all that Apply) @
ENGLISH
SFANISH
VIETMAMESE
ARABIC
FRENCH
AMERICAN SIGN LANGUAGE

Accepting New Patients (@)

Provider Wegsite @

Individual Providers Associated with Your Group Page

When a Group is due to Revalidate (within 180 days) ALL Group Members must also be Confirmed or

Removed to complete the Revalidation.

Individual Providers Associated with Your Group

S EEE

Individual Providers Associated with Your Group
In the table below, please enter or confirm each individusl provider that is sssociated with your group.

Tax ID NPt StartDate EndDste Speclaity License AmMuation Status
**°4565 1254889090 42002016 Member Proflle not Found

Partial or Full search using Name and/or NPI. When both fields sre used to search, the gnd will be filtered by both Name and NF/.

Name |

Tax ID [

NPI [

Search Associated Providers | Clear Search Filter
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ADD New Group Member
Click Add to add group members to this group. The following box will open:

First Name* | Last Name* |

] L —
Start Date* [§/20/2016 What Is this?

Provider Type* | v|

Enter the Group Member’s information. The Tax ID MUST be the Group Member’s SSN. Pay close
attention to the start date listed.

If you request a retro start date, a document must be uploaded on the Individual Provider’s page explain
why this is being requested.

Note: Affiliated providers cannot be active twice with overlapping dates at this location. You must
end/remove the original affiliation and start the new affiliation for the next day.

Click Save.

Confirm or Remove Existing Group Member
Confirm by selecting Edit. Complete all required fields and answer all questions. Click Confirm
Association.

If the provider needs to be removed from the group, enter an End Date and End Association.

Other Affiliation Status definitions are available at the bottom of the Individual Providers Page.

Individual Providers Associated with Your Group [ Save | Previous | Next |

In the table below, please enter or confirm each indvidual provider that is associated wit yo

License Affikation Status

General Practice Active (Conversion)

General Practice Active (Conversion)
Active (Conversion)

Confirm Group Member

General Practice

General Practice
Genersl Practice Active (Conversion)

General Practice Active (Conversion)
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First Name™ [DONALD Last Name™ RICE

NP1 [ ] Tox 10 — ]
Start Date” pinat z s EndDate [ ]

Only enter the End Date when the individusl provider has left your group. otherwise, leave blank.
Affiliation Status Confirm Group Member

Provider* [DONALD RICE - Physicians (MD) V|
Primary Specialty” 01 - General Practice v
Specialty-2 [ ]
Specialty-3 [~
License for this Location™ [ /]

Has there ever been disciplinary action against this provider's license by a licensing board in any state?

No (UYes
If YES' a comment s required

Has the provider ever been sanctioned by Medicare, Nebraska Medicaid, or any state health program?

No (UYes
If YES' a comment is required

Is this individual identified on the SAM website as debarred, suspended, proposed for debarment, excludg

For large groups, use the search option to locate the group member. Enter information into at least one
field and click “Search Associated Providers.”

Partial or Full search using Name and/or NPI. When both fields are used to search, the grid will be filtered by both Name and NP
Name | |

TaxID | |

NPI | |

Search Associated Providers | Clear Search Filter

You are required to upload a letter with an explanation for EACH provider this is requesting a retro start
date over 180 days in the past.
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Uploaded Documents

[N uploaded documents found.

Mo file selected.

Narne|

Upload file

Ownership and Controlling Interest and Conviction
Disclosure Page

Expand the “Owner Information” section by clicking on the small white plus as needed.

Ownership/Controlling Interest and Conviction Disclosure [ save ] Previous | Next |

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

Comgletion of this form is reguired as mandated by the Centers for Medicare and Medicaid Services. Department of Health and
Human Services and applicable regulations as found at 42 CFR 455.100 through 42. CFR 455.108. Disclosure must be made at the
time of ar ing with the D . at the time of survey. or within 35 days of a writien request from the
Department. It is the provider's responsibility to ensure all information is accurate and to report any changes as required
by law by completing a new Ownership and Disclosure form.

+ Definitions.

|No owner information found. \ ]
¥

List the name, address, Federal Tax Identification Number (FTIN) (for corporations) or Social Securify Number (SSM) and Date of
Birth (DB (for persons) with an ownership or control interest in the disclosing entity or in any subcontractor in which the disclosing
entity has direct or indirect ownership of 5% or more. If you are an Individual Billing Provider enrolling with an SSMN, please list
wyourself.

|
i

- Managing Employee
|Nu managing employee information found. |
=
List any person(s) who holds a position of i ployee within the di ing entity. If you are an Individual Billing Provider
enrolling with an SSN, please st yourself.

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

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?

Cives O Mo

Does any persen have cwnership of contral 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,

LiYes Mo
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Complete the Ownership Information by selecting Add or Edit.

[Mo owner infarmation found

List the name, address, Federal Tax |dentification Mumber (FTIM) (for corporations) or Social Security Mumber (S5M) and Date of
Birth (D08 (for persons) with an ownership or control interest in the disclosing entity including any person who holds & position of
managing employes within the disclosing entity.

Type
|F‘ersnn

List the name. address, Federal Tax ldentification Mumber (FTIN) (for corporations) or Secial Security Number (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 employes within the disclosing entity

Provider

Crwmer Type* [Parson

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.
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Substitute W9 Page

Groups will complete a Substitute W9 Form.

Substitute W9 Form [ Save | Previous | Next |

Information from the Identification page displayed below.
Corrections to ths information must be made in the Organizsbonindtvidusl ientifcaton and Pamsary Gondsc? sechions of the
Menlifizaton page.

Legal Business Name Fharmacy Nama

“Fiease visk hitp: Maww s 0oy o cOtain 3 copy of the WS wih Ingtrections

Tax Classification

Select the most appropriate category below:

1. individualiSele Proprietor or LLC
® 2, Carporation

(213, & Corporation

() 4. Partnership

05, TrustEstate

8. Limitad Liability Compaoratian

(07, Limited Liability § Corporation

(8. Limited Liability Partnership
(9. State, County or City {Government Entity)

Profit Status
Select the most appropriate category below:

01 - 501{CH3) Mon-Prafit

® 02 - Far Profie, Clasely Held
103 - For Profie, Publicly Traded
(04 = Othar

(288 - 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. Medicaid
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 [ Save ] Previous | Next |

READ INSTRUCTIONS BEFORE COMPLETING

Electronic Fund Transfer (EFT) enroliment is required for a provider to enroll with Nebraska 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 necessary.

Nebraska Medicaid transmits the EFT via the MACHA, standard CCD + format.

It is 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 ransaction set and aids in reas: ] and advices.

To assist in fraud mitigation, US Bank performs account validation on new and updated ACH information to ensure itis
legitimate and active. Please be aware that this validation process may take itional ime ing in a delay in

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

Fleaze enter your banking information below.

Account Type
Checking

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

* He or she is authorized io complete and submit this Enrollment Fon
* The information provided is accurate and true. /

1 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

Traging Partner 0 [ ]

Financial Institution Name* |
sreetr [ ]
cy [ ]

State®
Zip CodeiPostal Code [ |
Zip Code Extension |:|
Financial Institution Phone Number® El
Finaneial Institution Extensicn :l
Financial Institution Routing Number® |:|

Confirm Financial Institution Routing Number® |:|
Account Number* [ |
Confirm Account Number* [ |
Account Type* O Checking O Savings
ccount Type Entity

Mame as it Appeal Account® | |

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.
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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 Particij the agrees to adhere to all Terms of Agreement listed and is aware that the
applicant may be denied entry fo orleammahed from the program if any conditions are violated.

Click here to view the participation
agreement.

| agree to the Terms of Ag ttin the F

By checking ‘| accept' | certify that | have read the O ip Di Ack led on behalf of myself or the entity that |
represent and by this certification agree to bind myself or said entity by these provisions.

| attest | can legally bind this Provider Enfity, and that all the information provided
in the O ip secon of this ication is true and to the best of my
knowledge.

Click here to view the ownership di:
ackn ement.

[) | understand that it is the provider's ibdity to screen all iders, and sub
exclusion status on the Nebraska Medicaid Exclusion Provider List through the DHHS Nebraska Medicaid website.
Link to Exclusion Provider List

e Employee

Mo employee of the Department and its ions, and D . except clinical . may serve as
wnder Medicaid or as paid consultants to enrolled prmndlr! without the express written approval of the Medicaid Director.

[2) 1 am not 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.
1 will not accept employment with the State of Mebraska unless | have first ended this provider agreement.

Answer all the questions on the Agreements page.
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Is the provider an entty identified an the System for Award Management (SAM) website as debarmed, suspendsd, proposed for
‘excluded or disqualifisd under the Sammen rule, or athenwise deciarsd insligible from recenving Federal
contracts, certain subcontracts, and certsin Federsl assistance and benefits?

® No U Yes
If "YES' a comment is required.

)

Is the provider, any facility, employes or contractor providing senvices under this Agreemant identfiied on the OIG list of Excluded
Indviduals/Entities wabsite a5 excludad from recaiving paymant by & Faderal heatth care program?

® No U Yes
If, "YES & comment is required,

| )

Has thare avar baen disciplinary action agsinst this provider license by & licansing bosrd in any state?

® No O Yes
If "YES' a comment is required.

| E

Has the provider ever been sanctioned or tarminsted by Medicare, Nebrsska Madicsid, or sny state hesith program as defined in 42
U.S.C. § 132087

® No O Yes

If, "YES' & comment is required

g

In compliance with Title 8 U.S.C. § 1324a, has employment eligibilty been verified for all employees of this provider OR for individual
providers, do you sttest thet you are in the United Stated legally and eligible to work per Pub.L. no. 104-183 (1287)7

® No “ Yes
If "MO' & comment is required.

I save ]

Please enter the characters in the image above: [KLZkR

Enter password: [rrsreees ]
The password raquasted IS your user lagin password.

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:

“our application is complete and
has been saved. Please take time
to review your application prior to
submiszion. ou will be able to
generate your completed application
in POF formn prior to submitting your
application.

Once 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.

[Actions:

—

[_ Generate PDF
=

_‘_,-'
Agreements [ Save | Previous |

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

Click here to view the entire agreement. W11 agres to the terms and conditions in the Participation 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.

Submission Confirmation

You have suctessfully submitted your registration o Nebraska Madicaid.
Please allow atleast 10 days for processing before attempting to submit any changes.

Rastuirn 1o Home Page
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