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e Resuming an Application
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* The Business Process Wizard (BPW)

* Completing the Application using BPW
* Reviewing Submitted Application
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* Questions & Answers



rms IMPACT

* IMPACT is a multi-agency effort to replace lllinois’ 30-year-old Medicaid
Management Information System (MMIS) with a web-based system that meets
federal requirements, is more convenient for providers and increases efficiency by
automating and expediting state agency processes.

* Key Terms:

— Facility, Agency, Organization (FAO): An entity that provides health care services
such as, hospitals, nursing facilities and laboratories. A type 2 NPl and licensing
is required.

— Revalidation: An FAO provider who was enrolled in the MMIS system and whose
information was transferred to IMPACT.

— Billing Agent: Submits Medicaid HIPAA compliant transactions or exchanges EPHI
with Medicaid providers or other authorized parties. Also known as Clearing
House, Software Vendor or Value Added Network (VAN).

— MCO Plan: Health care plans that provide health care through a provider

network. Sister Agencies will also be listed as an MCO. A sister agency is also
known as a State Agency or a Waiver provider.
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Manage your account

) Request Application Access j 3 Update Profile
ra Update Security Q&A

= Change Password

Access your applications

* After completing the sign-on, click on IMPACT.

it Provider Enroliment

Mew Enraliment Enrall As A New Provider

Track Application Track Existing Provider Application

* In regards to completing an application, there are two options: New
Enrollment or Resuming an application.
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im  Provider Enrollment

Mew Enraliment Enrall As A New Provider

Track Application Track Existing Provider Application

* To resume (or revalidate) an application, click on Track Application.
* The application number was either mailed out on a yellow card (revalidation)
or sent to the listed email address (In-process application).

m @ submit >

Track Existing Application

Please provide the Application 1D to track your application.
— Application 1D: *

* Enter the Application ID for the application you want to access.
* After entering the ID number, click Submit.
* This process will then go directly to the Business Process Wizard (BPW).

shortcuttoStep: |1 (23 allslell7lslloll 10 || 12 || 12 Al
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il Provider Enroliment

Enfol As ANew Provider

Track Application Track Existing Provider Application

* If completing a new application, click on New Enrollment.

Select thhe Applicable Enrolimnment Ty e
o Individual/ Sole Proprietor
o Regular Individualf Sole Proprietor or Rendering/Servicing Prowider
v EHR-MIPF Onily Prowvider (CThoose this option to participate omnly im EHR-MIFPP_.)
o Managed Care Metwwork Prowider Omily

o Managed Care Metwwork Prowider amnd EHR

o GSGroup Pracrice (Corporation. Partmership. LLLOC, etc.)

o Eillimg Aagent

{;‘; Facilitw/Aagency/ Organization (FACO-Hospital, Mursing Facility ., Warious Entities)
O Contractor/TVIC O

Y O

f;
|
\

Ty pical (mnomn-medical) prowvider (Choose this optiormn if ywouwu do Mmoot hawe a NMPIL)

o Individual (Driver, Home Help/Personal Care., Carpenter, etc._)

-

Avgency (Child Care Institution, Horme Help/Persomnal Care Aagency. [ ransportatiomn
Company. Local Education Auagency etc.)

* Use the radio buttons to select your enrollment type, then click on Submit
in the lower left corner.

shortcuttoStep: |1 (23 allslell7lslloll 10 || 12 || 12 ﬁ ;
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Please complete all fields. At a minimum, all fields with an * are required.

Basic Information: Enter required fields and click Confirm button.

Basic Information

Legal Entity Name:
Entity Business Name:

Organization/Business Type:

NPI:

TEST - Data (As shown on the Income Tax Return)

snderson Waiver Services | ¥ (Doing Business As)

Other Agencies ~~ | ¥

Contact Email Address:

Email-1:

Email-3:

Email-&:

son@waiverservices com | *

Ea)
[LLC (Disregarded Entity)
EIN/TIN: 100021032 *
Email-2: &
Email-4:
Email-6: o

Please note that all providers are subject to a criminal background screening that could affect your ability to be paid through the Home Help program.

( & confirm )? wview Screening Result Finish & cancel
—_—

* After all the information has been entered click Confirm.
* Click Finish in the bottom right corner to complete this step.

N’

Shortcut to Step: | 1

11
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Application ID: 20191007736159 Name: Anderson Waiver Services ° Application ID: Systematica”y generated .

* Name: should reflect name from Basic Information.
Basic Information A

* The system will generate an application ID after the

You have successfully completed the basic information on the Enroliment

Application. successful completion of the Basic Information
screen; the application number is a 14-digit
@lication ID is: 201910077@ ’ PP 8

number that has the following components:

Please make note of this Application ID. This is the number you will be

— The system date in yyyymmdd format

required

to use to track the status of your enrollment application. Without this — A 6-digit system generated random number

number, .

you will not be able to access your application and your information will be — Exam ple. 20191007736159

Ln * Application IDs are valid for 30 calendar days;

Please make sure to complete your application and submit it for State applications must be Completed and Su bmitted to
R ie] the state for review during this 30 day period or the

calendar days OR your application will be deleted.

application will be DELETED.

* The application ID will be used to access the
application before submission to the state for
review and will be used to track the status of your

submitted application until it is marked approved.
* After documenting the ID number, click OK.

shortcuttoStep: |1 (23 allslell7lslloll 10 || 12 || 12 Al
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The BPW serves as the “Control Center” of the application.

+H Enroll Provider - Atypical Agency -~

Business Process Wizard - Provider Enroliment (Atypical Agency). Click on the Step # under the Step Column.

Step Required Start Date End Date Status Step Remark
Step 1: Provider Basic Information < Required 10/07/2019 10/07/2019 Comp@
Step 2: Add Locations Requircy Incomplete
Step 3: Add Specialties Required Incomplete
Step 4: Associate Billing Provider/Other Associations Optional Incomplete
Step 5 Add Additional Information Optional Complete
Step 6 Add License/Certification/Other Optional Incomplete
Step 7. Add Mode of Claim Submission/EDI Exchange Required Incomplete
Step 8: Associate Billing Agent Optional Incomplete
Step 9: Add Provider Controlling Interest/Cwnership Details Required Incomplete
Step 10: Add Taxonomy Details Optional Incomplete
Step 11: Associate MCO Plan Optional Incomplete
Step 12: 835/ERA Enrollment Form Optional Incomplete
Step 13 Complete Enroliment Checklist Required Incomplete
Step 14: Submit Enrollment Application for Approval Required Incomplete
View Page: | 1 ® Go I Page Count SaveToXLS Viewing Page: 1 €< First <€ Prev ¥ Next » Last

* Required: Steps listed as Optional may change to Required based upon previous steps.

* Dates: Entered by the system; Start Date is the date each step is opened, the End Date
is the date each step is completed.

* Status: When a step is completed the Status will be updated to Complete; answering
some checklist questions may change a prior step’s status back to Incomplete.

* Remarks: Remarks are systematically generated throughout the enrollment process.

shortcuttoStep: |1 (23 allslell7lslloll 10 || 12 || 12 R
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* Once you have documented your Application ID, you have completed
Step 1: Provider Basic Information. The system will place the current date in
the End Date field and will place Complete in the corresponding Status field.

* Steps 1, 2 and 3 must be completed in sequential order before attempting
any of the later steps.

* Click on Step 2: Add Locations to continue completing your application.

Enroll Provider - Atypical Agency ~

Business Process Wizard - Provider Enrollment {Atypical Agency). Click on the Step # under the Step Column.

Step Required S Engd Date Status Step Remark
Step 1: Provider Basic Information Required 10/07/2019 10707 2019 Co@
Step 2: Add Locations — TRl berETID e
Step 3: Add Specialties Required Incomplete
Step 4: Associate Billing Provider/Other Associations Optional Incomplete
Step 5 Add Additional Information Optional Complete
Step 6: Add License/Certification/Other Optional Incomplete
Step 7: Add Mode of Claim Submission/EDI Exchange Required Incomplete
Step &: Associate Billing Agent Optional Incomplete
Step 9: Add Provider Controlling Interest/Cwnership Details Required Incomplete
Step 10: Add Taxonomy Details Optional Incomplete
Step 11: Associate MCO Plan Optional Incomplete
Step 12: 83%/ERA Enrollment Form Optional Incomplete
Step 13. Complete Enroliment Checklist Required Incomplete
Step 14: Submit Enrollment Application for Approval Required Incomplete
View Page: | 1 ® Go I Page Count SaveToXLS Viewing Page: 1 €€ First € Prev > Next » Last

shortcuttoStep: |1 (23 allslell7lslloll 10 || 12 || 12 Al
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Application ID: 20191001183382 Name: FAO Enroliment

© Close o add/modify Pay To and Correspondence addresses, click on Location Type hyperlink.

iii  Locations List o
Filter By W ® co B v
Doing Business As Location Type Location Details End Date
[(] AY LAY AY AY

No Records Found !

* Click Add to input the Primary Practice Location address details.

shortcuttoStep: |1 (23 allslell7lslloll 10 || 12 || 12 Al
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Please complete all fields. At a minimum, all fields with an * are required.

i i A
Add Provider Location Please enter the hours your office is open for each day. If you are closed on a given day select "Closed" in the "Open At" drop down.
Location Type: | Primary Practice Location V¥ Day: Open At: AP Close At: AwPi Day: Open At ANPM Close At: ANIPM
Doing Business As: End Date: 8 Sunday: 2LE S . vi¥oome o Thursday ML ‘ ML S .
M, M, M, PV,
If a department or drawer number is required enter the information
in line TWO. (For example: DEPT 222 or DEPARTMENT 222, Monday: vE o MC vE D Friday: viE o me MR
DRAWR 1111 or DRAWER 1111) If an attention line is required, P, M, MM, P,
please enter the information in Line THREE. (For example: ATTN: — NIETE v (e Satwday: Vit e vk e
Billing Dept.) ¥ ¥ * *
M, M, M, M,
Wednesday: viE ol viE Al
Address Line 1: ¥ Address Line 2: g g
M, M,
(Enter Street Address or PO Box Only)
Address Line 3: City/Town:  OTHER M Handicap Accessible: N0 Languagefs) Spoken: |[ZL(EN *
Arabic
. Chinese
State/Province: | CTHER v County: | OTHER v

(For Mutiple Selection, use Ctrl Key)

Accept §35(reported at EINTIN level); (N0 v/

Country: |UNITEDSTATES v ¥ Zip Code: Ll
© Validate Address
i Facility Details A
Phone Number: * Extn Fax Number:
State Facility ID: Fiscal Year End Date: J
Email Address: Web Page: mmidd)
Communication  Email v (

Preference: @ () Cancel

* Enter the street address and zip code, then click Validate Address.
* When all information has been entered, click OK at the lower right corner.

shortcuttoStep: |1 [ 23 allsUell 7l 8l oll 10 || 11 || 12 ﬁ
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© Add | To add/medify Pay To and Correspondence addresses, click on Location Type hyperlink.

Locations List »
Filter By v ®Go [\ Save Filters ¥ My Filters™
Doing Business As Location Type Location Details End Date
[] AV AV AY AY
D Anderson Waiver Services @W Practice LO@ 607 E Adams St, Springfield, ILLINOIS 62701 12/31/2999
il Delete = View Page: | 1 ® Go i Page Count | (& saveToxLs Viewing Page: 1 € First € Prev > Nex » Last

* Click on the Primary Practice Location hyperlink to add each address for this
location.

* The Primary Practice Location address requires a Correspondence and a Pay
To address.

shortcuttoStep: |1 (23 allslell7lslloll 10 || 12 || 12 Al
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Location Details b
Doing Business As: Anderson Waiver Services Location Code: 1 Location Primary Practice
Type: Location
Phone NMumber: (217) 782-5565 * Extn: Fax NMumber: Email anderson@walverpro:
Address:
Web Page: Communication | Email e
Preference:

Please enter the hours your office is open for each day. If you are closed on a given day select "Closed™ in the "Open At"” drop down._

- Open At: AMNMIPM CTlose At: ANMIPM - Open AL: AMIPM Close At: AnSP M
Day: Day:
Sunday: Close ~- | * A - ~ | *® anm Thursday: 0800 ~ | * i 0600 ~ | * Ada -
Pra Pr E =3 -
Monday: 08:00 ~ | * A | - 06:00 ~ | * an | Friday: 08:00 ~ | * [ A [ 06:00 ~ | *= AM |
PM S [P P -
Tuesday: 0200 ~ | * [ Ana | - 06:00 ~~ | * An Saturday: Close ~~ | * AR T | % A
Ph m - P Pra
Wednesday: | 08:00 ~ | * A | - 06:00 ~ | * An |
PM 3 -

N save To add additional addresses. click "Add Address” button.

Handicap Accessible: MNo ~
Accept 835(reported at Yes e Language(s) English -
EIN/TIN level): Spoken: Arabic
(For Mu Itlple Selection, Chinese s
Carl ey
End Date: 12/31/2999 =
Facility Details -~
State Facility 1D: Fiscal Year End 1231 -
Date:
(i dd)
B
Address End Date
- S
S507 E Adams St, Springfield, ILLINOIS 62701 12/31/2999
W Delete WView Page: 1 @ Go B Page count Save ToXLS WViewing Page: 1 <€ First <€ Prev > rext »» Last |

* Click on Add Address to input the additional addresses for the
Primary Practice Location.

ShortcuttoStep: |1 {213 456789l 10 || 11 || 12
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B | Add Provider Location Address 2

Type of Address: IZ| h End Date: _
%dmss: (_) Copy This Location Address )

If a department or drawer number is required enter the information in line TWO.{For example: DEPT 222 or DEPARTMENT 222, DRAWR 1111
or DRAWER 1111} If an attention line is required, please enter the information in Line THREE. {For example: ATTN: Billing Dept.}

Address validation successful

e I maressmez [ |

(Enter Street Address or PO Box Only)
Addressime3: | | CityrTown: )
el I— com

Country: * Zip Code: - @ Validate Address

) =

* Choose type of address from the drop down menu.

* |f the address you are entering is the same as the Location Address, then click
the radio icon next to Copy This Location Address.

* If the address is not the same, enter the street address and zip code then click
on Validate address.

* When all the information has been entered, click OK.

* Repeat these steps for each additional address type.

shortcuttoStep: |1 (23 allslell7lslloll 10 || 12 || 12 Al
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e - BSave add additional addresses, click "Add Address’ button.
Location Details -~
Doing Business As: Anderson Waiver Services Location Code: 1 Location Primary Practice
Type: Location
Phone Number: (217) 782-5565 * Extn: Fax Number: Email | anderson@waiverpro
Address:
Web Page: Communication | Email ~
Preference:
Please enter the hours your office is open for each day. If you are closed on a given day select "Closed”™ in the "Open At" drop down.
Day: Open At: AM/PM Close At: AMPM Day: Open At: ANIPM Close At: AM/PM
Sunday: Close ~ | * A ~ | % AaM T Thursday: 0800 ~ | * m = . 0600 ~ | * AM 2
PM PM PM Q-
Monday: 08:00 ~ | * B3, 06:00 ~ | * Am ~ Friday: 08.00 ~ | * B 06:00 ~ | * AM <
P S & - Py S -
Tuesday: 08:00 ~ | * [Ana Rl 06:00 ~ | * AM Saturday: Close ~ | * AM T ~ | * AM
P B - PM PM
Wednesday: | 08:00 ~ | % m ) - 06:00 ~~ | Al -
P -
H Address List Lol
© Add Address
Address Type Address End Date
]av AY AT
| Correspondence 607 E Adams St, Springfield, ILLINOIS 62701 12/31/2999
|:| Location 807 E Adams St, Springfield, ILLINOIS 62701 12/31/2999
1 Pay To 607 E Adams St, Springfield, ILLINOIS 62701 12/31/2999
il Delete | View Page: | 1 ® Go SaveToXLS Viewing Page: 1 €< First € Prev > Next » Last
~—

 After all addresses have been entered click on Save and the Close.

ShortcuttoStep: |1 {213 456789l 10 || 11 || 12 17
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Fgr{@mmn:u:iifg.ir Pay To and Correspondence addresses, click on Location Type hyperlink.

Locations List Lo
Filter By v ®Go [ Save Filters ¥ My Filters™
Doing Business As Location Type Location Details End Date
D AY i\ AY AY
|:| Anderson Waiver Services Primary Practice Location 607 E Adams St, Springfield, ILLINOIS 62701 12/31/2999
i' Delete | View Page: | 1 0 co M Page Count @ SaveToXLs Viewing Page: 1 £ First € Prev ? Next » Last

* To list an Other Servicing Location address, click on Add and enter the address
information for that location.

* For Other Servicing Location, in addition to the location address itself, a
Correspondence address is also required.

* Once all location addresses have been entered, click on Close.

shortcuttoStep: |1 (23 allslell7lslloll 10 || 12 || 12 Al .
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*You have completed Step 2: Add Locations. The system will place the current
date in the End Date field and will place Complete in the corresponding
Status field.

* Click on Step 3: Add Specialties to continue your application.

Application ID: 20191007736159 MName: Anderson Waiver Services
= Enroll Provider - Atypical Agency -~

Business Process Wizard - Provider Enroliment (Atypical Agency). Click on the Step # under the Step Column.

Step Required Start Date End Date Status Step Remark
Step 1: Provider Basic Information Required 10/07/2019 10/07/2019 Complete
Step 2: Add Locations (Required 10/07/2019 10/07/2019 Com@
Step 3: Add Specialties — Required Incomplete
Step 4: Associate Billing Provider/Other Associations Optional Incomplete
Step 5. Add Additional Information Optional Complete
Step 6: Add License/Certification/Other COptional Incomplete
Step 7. Add Mode of Claim Submission/EDI Exchange Required Incomplete
Step & Associate Billing Agent Optional Incomplete
Step 9: Add Provider Controlling Interest'‘Ownership Details Required Incomplete
Step 10: Add Taxonomy Details Cptional Incomplete
Step 11: Associate MCO Plan Optional Incomplete
Step 12: 835/ERA Enrollment Form Required Incomplete Please complete ERA form.
Step 13 Complete Enrollment Checklist Required Incomplete
Step 14: Submit Enroliment Application for Approval Required Incomplete
View Page: | 1 ® Go I Page Count SaveToXLsS Viewing Page: 1 << First € Prev > Next ¥ Last

ShortcuttoStep: |1 {2 I3 {4567 8]9]| 10 || 11 || 12 ﬁ 19
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Specialty/Subspecialty List Lo
Filter By IZI 0 co B save Fiters | T My Fitters™
Specialty/Subspecialty Provider Type End Date
Av AY AT

No Records Found !

* Click on the Add button in the upper left corner.

shortcuttoStep: |1 (23 allslell7lslloll 10 || 12 || 12 Al
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Application ID: 20191007736159 Name: Anderson Waiver Services
2 Add Specialty/Subspecialty -~

Location: | 01-Anderson Waiver v | ¥

Specialty: Case Management - AA s * <<
End Date: =
i  Add Subspecialty -
Available Subspecialties Associated Subspecialties *

Individual Service Coordination ™ -
No Subspecialty
Training for Unpaid Caregiver »

<«

« 0K | ® cancel

* Select your Provider Type from the drop down.
* Select your Specialty from the drop down.

ShortcuttoStep: |1 {2 I3 {4567 8]9]| 10 || 11 || 12 ﬁ 21




"IMPACT

* Once the Provider Type and the Specialty are selected, the Subspecialties will
populate at the bottom of the screen in the Available Subspecialties box.

* The Provider must choose at least one Available Subspecialty (or No
Subspecialty) if multiple selections are available.

* If only one choice is available, the system will preselect that selection.

* Once all desired selections are moved to the Associated Subspecialties box,
click OK in the bottom right corner

Application 1ID: 20191007 736159 Mame: Anderson Waiver Services
LH] Add Specialty/Subspecialty - CliCk On the
Location: O1-Anderson YWaiver ™~ | * Subspecialties
Provider Type: SOCLAL SERWVICES - A8 | .
Specialty: Case Management - A | W then CIICk On the
End Date: = double arrows
e Add Subspecialty -~ to move the
Available Subspecialties Associated Subspecialties *= Subspecialties
MNo Subspecialty 7 Individual Service Coordination :
}) ITraining for Unpaid Caregiver Over to the
<« Associated
Subspecialties
box.

@ e

shortcuttoStep: |1 (23 allslell7lslloll 10 || 12 || 12 Al
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(w Yol © Add

Specialty/Subspecialty List »
Filter By ' ®Go [ save Fitters ¥ My Filters™
Specialty/Subspecialty Provider Type End Date
D AY AY AY
] Case Management - AA/Individual Service Coordination SOCIAL SERVICES - AA 12/31/2999
[] Case Management - AA/Training for Unpaid Caregiver SOCIAL SERVICES - AA 12/31/2999
Ml Delete | View Page: | 1 ®co  KPagecount | (8 SaveToXLs Viewing Page: 1 € First € Prev > Nex » Last

* If you have another Specialty to enter click the Add button in the top left
corner and repeat the steps as needed.

* When all the Specialty information has been entered, click on Close to return
to the BPW.

shortcuttoStep: |1 (23 allslell7lslloll 10 || 12 || 12 Al .
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* You have completed Step 3: Add Specialties. The system will place the current
date in the End Date field and will place Complete in the corresponding

Status field.

* Click on Step 4: Associate Billing Provider/Other Associations to continue

your application.

Application ID: 20191007736159

L Enroll Provider - Atypical Agency

Name: Anderson Waiver Services

o~

Business Process Wizard - Provider Enroliment (Atypical Agency). Click on the Step # under the Step Column.

Step

Step 1: Provider Basic Information

Step 2: Add Locations

Step 3. Add Specialties

Step 4: Associate Billing Provider/Other Associations —
Step 5. Add Additional Information

Step 6. Add License/Certification/Other

Step 7. Add Mode of Claim Submission/EDI Exchange
Step 8: Associate Billing Agent

Step 9. Add Provider Controlling Interest/Ownership Details
Step 10: Add Taxonomy Details

Step 11: Associate MCO Plan

Step 12: 835/ERA Enrollment Form

Step 13: Complete Enroliment Checklist

Step 14: Submit Enrollment Application for Approval

View Page: | 1 ® Go I Page Count SaveToXLS

Step Remark

Please complete ERA form.

Required Start Date End Date Status
Required 10/07/2019 10/07/2019 Complete
Required 10/07/2019 10/07/2019 Complete
@ir&d 10/07/2019 10/07/2019 Complete )

Optional Incomplete
Optional Complete
Optional Complete
Required Incomplete
Optional Incomplete
Required Incomplete
Optional Incomplete
Optional Complete
Required Incomplete
Required Incomplete
Required Incomplete

Viewing Page: 1

€€ First

Shortcutto Step: |1 (|2 ||3 |14 ||5

10

11

12

<

Prew

» Last
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Noted: This Step is Optional for this Enrollment Type.

Application ID: 20191007736159

[xTolo © Add

Billing Provider/Other Associations List

Filter By A4
NPl/Provider ID Provider Name
[]AY AY

Name: Anderson Waiver Services

® co

Enroliment Type Start Date
AY AY

Mo Records Found !

* Click Add to input a Associated Billing Provider.

Shortcut toStep: |1 || 2 || 3

A
[\ save Filters  F My Filters™
End Date Status
AY AY
12 25
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Application ID: 20191007736159 Name: Anderson Waiver Services

Associate Billing Provider/Other Associations

Enter NPI/Provider ID of Billing Provider/Other Associations and click "Confirm Provider.”

Type: | E
1D: = Provider Name:
Enroliment Type:
Applicant Type:
Start Date: = End Date: =

GConﬁrm Provider D Cancel

* Complete the Billing Provider information then click Confirm Provider and
verify that the Billing Provider Name is correct.
* Click OK to return to the billing agent list.

ShortcuttoStep: |1 {2 I3 {4567 8]9]| 10 || 11 || 12 26
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* You have completed Step 4: Associate Billing Providers/Other Associations.
The system will place the current date in the End Date field and will place

<’/~f\,ﬁ\, T —m
JVIPACT

Complete in the corresponding Status field.
* Click on Step 5: Add License/Certification/Other to continue your application.

=i Enroll Provider - Atypical Agency

-~

Business Process Wizard - Provider Enroliment (Atypical Agency). Click on the Step # under the Step Column.

Step

Step 1: Provider Basic Information

Step 2: Add Locations

Step 3: Add Specialties

Step 4: Associate Billing Provider/Other Associations
Step 5- Add Additional Information G ——
Step 6: Add License/Certification/Other

Step 7. Add Mode of Claim Submission/EDI Exchange

Step 8: Associate Billing Agent

Step 9. Add Provider Controlling Interest/fOwnership Details

Step 10: Add Taxonomy Details

Step 11: Associate MCO Plan

Step 12: 835/ERA Enrollment Form

Step 13: Complete Enroliment Checklist

Step 14: Submit Enroliment Application for Approval

View Page: | 1 ® Go I Page Count SaveToXLS

Required Start Date End Date Status
Required 10/07/2019 10/07/2019 Complete
Required 107072019 10/07/2019 Complete
Required 10/07/2019 10/07/2019 Complete
(Ofotional 104072019 10/07/2019 Completb
Optional Complete
Optional Complete
Required Incomplete
Optional Incomplete
Required Incomplete
Optional Incomplete
Cptional Complete
Required Incomplete
Required Incomplete
Required Incomplete
Viewing Page: 1 &L First

Shortcutto Step: |1 (|2 ||3 |14 ||5

10

11

12

Step Remark

Please complete ERA Tfonm.

€ Prev

Mext

» Last
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Application ID: 20191007736159

Contact List

© Add
Filter By v

Contact Type

DA'

Identifier List

© Add
Filter By v

Identifier Type

DA'

Bed Information
© Add
Filter By v

Bed Type
I:‘ AY

a t | on <>/N\/——\ Minois Medicaid Program Advaneed Coud Technalog
IMPACT

Noted: This Step is Optional for this Enrollment Type.

®co

First Name Last Name

AY AV

®Go

Identifier Value
AY

®co

Bed(s)/Unit(s)
AY

Name: Anderson Waiver Services

Address Location Name Start Date
AY AY AY

No Records Found !

Location Name Start Date
AY AY

No Records Found !

Location Name Start Date
AY AV

No Records Found !

By Save Filters

End Date
AY

BSave Filters

End Date
AY

B Save Filters

End Date
AV

Y My Filters™

T My Filters™

Y My Filters™

e This step is currently OPTIONAL but may become a required element when IMPACT is
fully operational.

ShortcuttoStep: |1/ 2|3

6117|819} 10 || 11 || 12

&
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* You have completed Step 5: Add Additional Information. The system will place
the current date in the End Date field and will place Complete in the
corresponding Status field.

* Click on Step 6: Add License/Certification/Other to continue your application.

Application ID: 20191007 736159 MNMame: Anderson Waiver Services

] Enroll Provider - Atypical Agency -~

Business Process Wizard - Provider Enrollment (Atypical Agency). Click on the Step # under the Step Column.

Step Required Start Date End Date Status Step Remark
Step 1: Provider Basic Information Required 10/0772019 1000772019 Complete

Step 2: Add Locations Required 10/07/2019 10072019 Complete

Step 3 Add Specialties Required 10/07/2019 10072019 Complete

Step 4: Associate Billing Provider/Other Associations Optional 10/07 2019 100072019 Complete

Step S0 Add Additional Information < LIptional 10/07/2019 10072019 cComplele=>

Step 6: Add License/Certification/Other 4_ Optional Complete

Step 7: Add Mode of Claim Submission/EDI Exchange Required Incomplete

Step &: Associate Billing Agent Optional Incompilete

Step 9: Add Provider Controlling Interest/COwnership Details Required Incomplete

Step 10: Add Taxonomy Details Optional Incomplete

Step 11: Associate MCO Plan Optional Complete

Step 12: 835/ERA Enroliment Form Required Incompilete Please complete ERA form.
Step 13 Complete Enrollment Checklist Required Incomplete

Step 14 Submit Enrollment Application for Approval Required Incomplete

View Page: | 1 ® So EF Viewing Page: 1 €< First € Prev > MNext » Last
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Noted: This Step is Optional for this Enrollment Type.

D Cio O ~ad )

£ | License/Certification/Other List -~
Filter By IZI oo |VESE‘-I'E Fiters | I_T My Fitters™
Licensel/Cert/Other Type License/Cert./Other # Location Valid Flag Effective Date End Date
=
AY Fat AT AT AY AT

No Records Found !

* Click on the Add button to begin adding Licenses and Certifications.

shortcuttoStep: |1 (23 allslell7lslloll 10 || 12 || 12 Al
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#  Add License/Certification/Other A
Location: | 9. T} *

License!Certification/Other \w| % LicenselCertification/Other #: ¥

=

Type:

Valid Flag:

Effective Date: | x End Date:

@irm L:censeftemﬂcancn."OtherD Cancel

* Click the drop down menu next to License/Certification Type to select your
License/Certification, then enter the License/Certification Number and
Effective Date in the appropriate fields. Leave the End Date field blank.

* After all information is entered, click on Confirm License/Certification.

* Clicking this button will result in the License/Certification being validated and
update the Valid Flag to Yes if it is verified to be authentic.

« Click Ok.
shortcuttoStep: |1 (23 Hallslell7lslloll 10 || 12 || 12 Al
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License/Certification/Other List ~
Filter By E And | Filter By E And Operational Status
Active |Z| ®co LESave Fiters | |_T My Fitters™
. Licensei/Cert./Other Type License/Cert/Other # Location Valid Flag Effective Date End Date Status Operational Status Inactivation Date
—
L] AY AY AY AY AY AY AV AT AY
STATE PROFESSIONAL LICENSE 123456738 01-MFI Default Base Location Yes 06162015 0731207 AFPPROVED Active

View Page: (o Page Count:1 | (6 SaveToXLS Viewing Page: 1  First | | € Prev | | ¥ Mext » Last

* If any additional Licenses/Certifications, click on the Add button in the top
left corner and repeat the steps.

* Click Close once all Licenses/Certifications have been entered to return to
the BPW.
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* You have completed Step 6: Add Licenses/Certifications/Other. The system
will place the current date in the End Date field and will place Complete in
the corresponding Status field.

* Click on Step 7: Add Mode of Claim Submissionto continue your application.

s Enroll Provider - Atypical Agency -~

Business Process Wizard - Provider Enroliment (Atypical Agency). Click on the Step # under the Step Column.

Step Required Start Date End Date Status Step Remark
Step 1: Provider Basic Information Required 10/07F/2019 1070772019 Complete
Step 2: Add Locations Required 10/07F/2019 1070772019 Complete
Step 3: Add Specialties Required 10/07/2019 1070772019 Complete
Step 4: Associate Billing Provider/Other Associations Optional 1/0F/2019 107072019 Complete
Step 5 Add Additional Information Optional 10/07F/2019 10/O7F/ 2019 Complete
Step 6: Add License/Certification/Other < Optional 10/07/2019  10/07/2019 Complete >
Step 7. Add Mode of Claim Submission/EDI Exchange h Required Incomplete
Step 8: Associate Billing Agent Optional Incomplete
Step 9: Add Provider Controlling Interest'/Cwnership Details Required Incomplete
Step 10: Add Taxonomy Details Optional Incomplete
Step 11: Associate MCO Plan Optional Complete
Step 12: 835/ERA Enrollment Form Required Incomplete  Please complete ERA form.
Step 13: Complete Enrollment Checklist Required Incomplete
Step 14: Submit Enroliment Application for Approval Required Incomplete
View Page: | 1 ® co I Page Count Viewing Page: 1 €€ First € Prev P MNext » Last
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A New Enrollment will need to complete the necessary external application at
http://www.myhfs.illinois.gov/ unless using a Billing Agent or submitting Paper Claims.

Mode dClaims Submission/EDI exchange Y

Please select the submission methods from EDI Exchange and/or Other Claims Submission as applicable.

EDI exchange o
Method Description Applicable Transactions
; To upload/download HIPAA transactions _ — M— ’
ﬁ Electronic ) —mad 837P- Professional (FF3), 8371 -Institutional (FFS), 837D -Dental(FFS),270/271 -Eligibility InquiryResponse, 276/277-
from screens (Maximum file upload size is - i
Batch 50ME) Claim Status Inquire/Response
vl

- - To upload/download HIPAA transactions S— . . i
CORE Batch - 270/1271 -Eligibility InquirgRespaonse, 276/277-Claim Status Inquire/Response
using CORE Batch Connectivity

— CORE Real Touploadidownload HIPAAtransactions S— . . i
- ) - -— 270/1271 -Eligibility InquirgRespaonse, 276/277-Claim Status Inquire/Response
Time using CORE Real Time Connectivity

i . . 837¥P- Professional (FFS/Encounter), 8371 -Institutional{FFS/Encounter), 837D -Dental(FFS/Encounter), 270/271 -
— To submit'receive HIPAA transactions ot ) ) ) ) e -
Billing Agent = Eligibility Inquing/Response, 276/277-Claim Status Inquire/Response, 278/278- Prior Authorization Reguest/Response,
through billing agent - -
835- Healthcare Claim payment Advice

Other Claims Submissicn ~
Method Description
@ Paper Claims To submit FFS paper claims

[Cl:birect Data Entry(DDE) To submit FFS claims via online screens

@

v Ok Cancel

« Select any of the six options to indicate how you wish to process claims~”
* Must select at least one option or claims will not be processed.
* After claim submission types have been selected click OK.
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* You have completed Step 7: Add Mode of Claim Submission The system will
place the current date in the End Date field and will place Complete in the
corresponding Status field.

* Click on Step 8: Associate Billing Agent to continue your application.

=== Enroll Provider - Atypical Agency ~

Business Process Wizard - Provider Enroliment (Atypical Agency). Click on the Step # under the Step Column.

Step Required Start Date End Date Status Step Remark
Step 1: Provider Basic Information Required 10/07 2019 10007/ 2019 Complete
Step 2: Add Locations Required 10/07/2019 10007/ 2019 Complete
Step 3 Add Specialties Required 10/07 2019 10007/ 2019 Complete
Step 4. Associate Billing Provider/Other Associations Optional 10/07F2019 10007 2019 Complete
Step 5. Add Additional Information Optional 10/07/2019 10007 2019 Complete
Step 6: Add License/Certification/Other Optional 10/07 /2019 10707/ 2019 Complete
Step 7: Add Mode of Claim Submission/EDI Exchange Quirﬂ 10/07F/2019 100772019 CompleD
Step 8. Associate Billing Agent — Optional Incomplete
Step 9. Add Provider Controlling Interest/Ownership Details Required Incomplete
Step 10. Add Taxonomy Details Optional Incomplete
Step 11: Associate MCO Plan Optional Complete
Step 12: 835/ERA Enrocliment Form Required Incompilete Please complete ERA form.
Step 13 Complete Enrollment Checklist Required Incomplete
Step 14 Submit Enrollment Application for Approval Required Incomplete
View Page: | 1 ® Go I Page Count Viewing Page: 1 €€ First € FPrev P MNext » Last
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Noted: This Step is Optional for this Enrollment Type.

Billing Agent List -
Filter By IZI () co BAsave Fiters | T My Fitters™
Billing Agent ID Billing Agent Hame 835 Authorization Start Date End Date
Fu'lh AY AT AT AY

No Records Found !

* Click Add to input a Billing Agent.
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Associate Billing Agent »

Click on the 'Confirm/Search Billing Agent' button to search for a Billing Agent or confirm the Billing Agent entered.

Billing Agent ID: # é Billing Agent Hame:
Association Start Date: e Association End Date: =
Authorized Transaction Responses »
Transaction Response Authorized Start Date End Date
#12 835 - Healthcare Claim Status | = m

@m’%arch Biling Agent ) Cancel

* Complete the Billing Agent information then click Confirm/Search Billing
Agent and verify that the Billing Agent Name field is auto-populated with the
correct agent.

* Click OK to return to the billing agent list.

* If the Billing Agent info is not known, click on Confirm/Search Billing Agent to
locate the desired Billing Agent from the list.
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Billing Agent List ~
Filter By IEI ® co B save Fiters | T My Fiters™
Billing Agent ID Billing Agent Hame Start Date End Date
O Fa'l AY AY AY
|:| F125716 Alax Biling Agency 05042015 12431/2999
|:| F125725 Memorial Hospital 05/04/2015 1243112599
|:| 7125879 MEBO 05052015 124312999
7125838 Availity 05/04/2015 1213112999
|:| 7126526 fly by night billing 052062015 12431/2999
View Page: | 1 ® Page Count:1 | B SaveToXLS Viewing Page: 1 £« < > »
* Use the Filter By drop down and choose an option to filter the list of available
billing agents. (% is the wild card function)
* After the desired Billing Agent is shown on the list, click the check box for that
option, then click Select.
shortcuttoStep: | 1 |{ 2 {3 {2 l{s e |7} 8 || o] 20 || 12 || 12 =
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Application ID: 20191007 736159 NMame: Anderson Waiver Services

22 Associate Billing Agent -

Click on the "Confirm/Search Billing Agent’ button to search for a Billing Agent or confirm the Billing
Agent entered.

Billing Agent ID: | 7094343 = <<

Billing Agent Name: NMNECS Billing Services LLC

Association Start Date: 10072019 = *

Association End Date: 12/31/2999 =
EH Authorized Transaction Responses -~
Transaction Response Authorized Start Date End Date
X112 835 - Healthcare Claim Status ] = =

< & confirm/Search Billing Agent - Ok & cancel

* The chosen billing agent information will be populated. Verify that the
information is correct then, click OK to return to the Billing Agent list.
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Billing Agent List ~
Filter By |Z| ® Go Bzave Fiters | | ¥ My Fiters™
Billing Agent ID Billing Agent Name 835 Authorization Start Date End Date
Fal j AY AY AT AT
7125888 Availity No 05421/2015 12431/2999
il Delete | View Page: | 1 ® Page Count:1 | fd SaveToXLS Viewing Page: 1 &« L4 > »

* To associate to an additional Billing Agent, click Add and repeat the steps.
* When all billing agents have been entered, click Close to return to the BPW.
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* You have completed Step 8: Associate Billing Agent The system will place the
current date in the End Date field and will place Complete in the
corresponding Status field.
* Click on Step 9: Add Provider Controlling Interest/Ownership Details to
continue your application.
#  Enroll Provider - Atypical Agency ~

Business Process Wizard - Provider Enrollment (Atypical Agency). Click on the Step # under the Step Column.

Step Required Start Date End Date Status Step Remark
Step 1: Provider Basic Information Required 10/07/2019 10/07/2019 Complete
Step 2: Add Locations Required 10/07/2019 10/07/2019 Complete
Step 3: Add Specialties Required 10/07/2019 10/07/2019 Complete
Step 4: Associate Billing Provider/Other Associations Optional 10/07/2019 10/07/2019 Complete
Step 5: Add Additional Information Optional 10/07/2019 10/07/2019 Complete
Step 6: Add License/Certification/Other Optional 10/07/2019 10/07/2019 Complete
Step 7: Add Mode of Claim Submission/EDI Exchange Required 10/07/2019 10/07/2019 Incomplete Please select Billing Agent as a Mode of claim submission.
Step 8: Associate Billing Agent Qptional  10/07/2019  10/07/2019  Compleie__>
Step 9: Add Provider Controlling Interest/Ownership Details ¢ Required Incomplete
Step 10: Add Taxonomy Details Optional Incomplete
Step 11: Associate MCO Plan Optional Complete
Step 12: 835/ERA Enrollment Form Required Incomplete Please complete ERA form.
Step 13: Complete Enrollment Checklist Required Incomplete
Step 14: Submit Enroliment Application for Approval Required Incomplete
View Page: | 1 ® Go I Page Count SaveToXLS Viewing Page: 1 € First € Prev > Next » Last
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Application ID: 20191007736159

PROVIDE}

Provider E

they  Add Owner anual

Import Owner
Owners Relationships

Owners Adverse Action

agents, etc

REQUIRED DISCLOSURE INFORMATION

ROL DISCLOSURES

wnership

rbxfﬂ-i—

MPACT

Name: Anderson Waiver Services

ding home address, date of birth, and Social Security Number, is required from providers and other disclosed individuals (e.g., owners, managing employees,

Provider (including fiscal agents and managed care entities) are required fo disclose the following information on ownership and control during enrolliment, revalidation and within 35 days after any

change in ownership:
The name and address of any person (individual or corporation) with ownership or control interest. The address for corporate entities must include, as applicable, primary business address, every

business location and P.O. Box address.

Date of birth and Social Security Number (in the case of an individual).

Other Tax Identification Number, in the case of corporation, with an ownership or control interest or of any subcontractor in which the disclosing entity has a five percent or more interest.

Whether the person (individual or corporation) with an ownership or control interest is related to another person with ownership or control interest as a spouse, parent, child or sibling; or whether

the person (individual or corporation) with an ownership or control interest of any subcontractor in which the disclosing entity has a five percent or more interest is related to another person with

ownership or control interest as a spouse, parent, child or sibling.
The name of any other fiscal agent or manage care entity in which an owner has an ownership or control interest in an entity that is reimbursable by Medicaid and/or Medicare.

The name, address, date of birth and Social Security Number of any managing employee.

* Ownership entries must include at least one Managing Employee and one

other Ownership type.
* Click on Actions drop down box and select Add Owner or Import Owner.

Shortcut to Step: | 1

2
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Please complete all fields. At a minimum, all fields with an * are required.

i Provider Controlling Interest/Ownership

Type: P tage Owned: »
YPe: | _sp|ECT— |Z| + O ercentage Owned: - h
SSHN: D — or ). EINTIN:

Legal Entity Name: Entity Business Name:
(A= shown on the Income Tax Return) (Doing Business As)
First Name: Last Name:
Suffix: E DOB: =
Phone Number: * Extn: Email:
Start Date: o= End Date: =
Address Line 1: * Address Line 2:
(Enter Street Address or PO Box Only)
Address Line 3: CitylTown: | oTHER |Z| *
State/Province: OTHER IZ| * County: OTHER IZ|

Country: | ynTED STATES |Z| * Zip Code: -
Cancel

* Either your SSN or EIN/TIN must be entered.

* Enter Percentage Owned as a whole number.

* Enter the street address and zip code information, then click Validate Address.
* When all details are entered, click OK.
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Application ID: 20191007736159
(@ rme = | @

Add Owner

i Pel anual

Import Owner

Owners Relationships

Owners Adverse Action

FLH Oowners List

ROL DISCLOSURES

Name: Anderson Waiver Services

dingphome address, date of birth, and Social Security Number, 1s required from providers and other disclosed individuals (e.g., owners, managing employees,

Filter By e And Indicator ~ ® Go
ENySave Filters ¥ My Filters™
Owner SSN/EIN/TIN Owner Information Owner Type Address Start Date End Date Relationship Status Adverse Action Percentage owned

I:I a4 AW FS Fa g Fa g AW FS g aw aw
(| 100001028 Anderson, Teresa Managing Employee 607 E Adams St 10/02/2019 12/31/2999 Not Completed Not Completed 100
l:l 100001040 Anderson, Harry Board of Directors/Officers/Principles 607 E Adams St 10/07/2019 12/31/2999 Not Completed Not Completed 100
(| 100021032 TEST Corporate - Not Publicly Traded 607 E Adams St 10/0O7/2019 12/31/2999 Mot Completed MNot Completed 100

il Delete @ View Page: | 1 ® Go B Page Count &= saveToxLs Viewing Page: 1 €€ Firs <€ Prev > MNext » Last
EH -~

© Add Other Owned Entity List Ownership Interest in other Entities reimbursible by Medicaid and/or Medicare.

Filter By ~ @ Go BN Save Filters ¥ My Filters™
Other Owner EIN/TIN Other Owner Information Address (
AY

] &r FS 4

No Records Found !

* Click Actions and select Add Owner or Import Owner repeat the previous
steps to list additional owners

* After all ownerships have been added, click the Actions drop drown box and
select Owner Relationships or Owners Adverse Action to complete the
relationship and adverse legal disclosure.

10 || 11 || 12 44
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- Import Owner from Other Enroliment ~
@NPI OProvider ID * Zip Code * P SSN/EINTIN * §&H Owner Type
Owner [includes Managing Emplo @

Owners Available to Import -~
Filter By ~ ® Go A save Filters ¥ My Filters™
Owner SSN/EIN/TIN Owner Name Owner/Other Owned Entity Owner Type Existing Owner Start Date End Date

[ ¥ AV AV AV AV AV AV

MNo Records Found !

«" Import All « Ok (=) Cancel

* To import an owner from another enrollment click Actions and select Import
Owner.

* Complete all fields and click on Search.

* Select one or all providers that is available to import.

* Click on Import All then OK.

* After all ownerships have been added, click the Actions drop drown box and
select Owner Relationships or Owners Adverse Action to complete the
relationship and adverse legal disclosure.
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Mame: Anderson Waiver Services

Application ID: 20191007736159

Do any of the Owners have the
following relationship (Daughter,
Daughter-ln Law, Father, Father-In Law,
Mother, Mother-Iln Law, Sibling., Son,

Son-ln Law, Self, Spouse) ?
iYes (C)No (Click Save to update) —
Owner List

Show Owners Al ~ | ®Go B Save Filters ¥ My Filters™

w Selected Owner: TEST SSN/EIN/TIN:100021032 Status:Not Completed

Assoc. Owner SSN/EIN/TIN Type Relation to TEST Relation to Assoc. Owner
Anderson, Teresa 100001028 Managing Employee o ~
Anderson, Harry 100001040 Board of Directors/Officers/Principles ~ v
View Page: | 1 ® Go B Page Count & saveToxLs Viewing Page: 1 €€ First € Prev ¥ Next » Last

> Selected Owner Anderson, Harry SSN/EIN/TIN:-100001040 Status:_MNot Completed

» Selected Owner Anderson, Teresa SSN/EIN/TIN- 100001028 Status Mot Completed

>
(
-

PR save | @ close
* Answer question regarding listed Owners and relationship.
*If no is selected From the first drop down list of Owner Name, choose an owner name.

* From the second drop down list of Relationships, choose how the chosen owner is related to
the listed owner.

* Repeat this step until the relationship is set for each owner.
* When completed, click OK to return to the ownership listing.
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Owner List

Show Owners  Completed v @Go [ save Fiters ¥ My Filters™

v Selected Owner:TEST SSN/EIN/TIN:100021032 Status:Completed

Assoc. Owner SSN/EINITIN Type Relation to TEST Relation to Assoc. Owner
Anderson, Teresa 100001028 Managing Employee Spouse i Self v
Anderson,Harry 100001040 Board of Directors/Officers/Principles Self v Spouse v

View Page: | 1 ®co K Page Count | 6 saveToxLs Viewing Page: 1 &rist € Prev > Nexd » Last

> Selected Owner-Anderson, Harry SSN/EIN/TIN:100001040 Status:Completed

> Selected Owner Anderson, Teresa SSNI/EIN/TIN: 100001028 Status. Completed

* After adding the relationship information click on Save.
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Name: FAO Enroliment

Do any of the Owners have the following relationship (Daughter, Daughter-In Law, Father, Father-In Law, Mother, Mother-In Law, Sibling, Son, Son-In Law, Self, Spous&f?es E SNo (Click Save to up?ﬂﬁ/’\

Owner List

Show Owners  All

v ®co

> Selected Owner:Doe, Jane SSNI/EIN/TIN: 636642713 Status Completed

> Selected Owner: Jones, Mike SSN/EIN/TIN:330862670 Status Completed

> Selected Owner:FAQ Enroliment SSN/EIN/TIN: 100021050 Status:Completed

* If question is answered No click on Save.

B Save Filters ¥ My Fitters™

@ close

ShortcuttoStep: |1 (/2 1||3||4
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A
Add Other Ouned En_t_itxf Ownership Interest in other Entities reimbursible by Medicaid and/or Medicare.
Filter By v O co [B\Save Filters ¥ My Filters™
Other Owner EIN/TIN Other Owner Information Address
D AY AY AY

No Records Found !

* |t is required that ownership of 5% or more in any other Medicaid/Medicare
entity be entered.

* To enter Ownership details in another Medicaid/Medicare Entity, click on
Add Other Owned Entity.
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Application ID: 20191007736159 Name: Anderson Waiver Services

Add Owner -
Filter By Import Owner And | |ndicator ~ ® Go
Owners Relationships [ save Filters Y My Filters™
rmation Owner Type Address Start Date End Date Relationship Status Adverse Action Percentage owned
FINAL ADVERSE LEGAL ACTIONS/CONVICTIONS Lo

This section captures information on final adverse legal actions, such as convictions, exclusions, revocations, and suspensions. All applicable final adverse actions must be reported, regardless of whether any records were expunged or any appeals are pending.

Convictions

-

. The provider, supplier, or any owner of the provider or supplier was, within the last 10 years preceding enrollment or revalidation of enrolliment, convicted of a Federal or State felony offense that CMS has determined to be detrimental to the best interests of the
pregram and its beneficiaries or recipients. Offenses include, but are not limited to: Felony crimes against persons and other similar crimes for which the individual was convicted, including guilty pleas and adjudicated pre-trial diversions; financial crimes, such as
extortion, embezzlement, income tax evasion, insurance fraud and other similar crimes for which the individual was convicted, including guilty pleas and adjudicated pre-trial diversions; any felony that placed the Medicaid program or its beneficiaries at immediate
risk (such as a malpractice suit that results in a conviction of criminal neglect or misconduct); and any misdemeanor or felonies that may result in a mandatory or permissive exclusion under State or Federal law.

2_Any misdemeanor conviction, under Federal or State law, related to: (a) the delivery of an item or service under Medicaid or a State health care program, or (b) the abuse or neglect of a patient in connection with the delivery of a health care item or service.
3. Any misdemeanor conviction, under Federal or State law, related to theft, fraud, embezzlement, breach of fiduciary duty, or other financial misconduct in connection with the delivery of a health care item or service
4. Any felony or misdemeanor conviction, under Federal or State law, relating to the interference with or obstruction of any investigation into any criminal offense described in 42 C.F.R. Section 1001.101 or 1001.201.

5. Any felony or misdemeanor conviction, under Federal or State law, relating to the unlawful manufacture, distribution, prescription, or dispensing of a controlled substance.

Exclusions, revocations, or Suspensions

1. Any revocation or suspension of a license to provide health care by any State licensing authority. This includes the surrender of such a license while a formal disciplinary proceeding was pending before a State licensing authority
2. Any revocation or suspension of accreditation.

3. Any suspension or exclusion from participation in, or any sanction imposed by, a Federal or State health care program, or any debarment from participation in any Federal Executive Branch procurement or non-procurement program
4_Any current Medicaid payment suspension under any Medicaid enrollment.

5. Any Medicaid revocation of any Medicaid provider billing number.

v 0ok @ cancel

* Click on Actions drop down box and select Owner Adverse Action.
* Read reporting requirements.

ShortcuttoStep: |1 {213 456789l 10 || 11 || 12 50
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FINAL ADVERSE LEGAL ACTION/CONVICTION ACTION HISTORY

Do any of the owners, under any current or former name or business identity, ever had a final adverse legal action listed above imposed against them? Please answer in the
"Owners with Adverse Action' section below for each owner.

HH Owners with Adverse Action L
Filter By A All ~ | ®Go [ save Filters T My Filters™
Owner Name SSN/EIN/TIN Response Comments
AY AY AY AY
TEST 100021032 OYes (ONo =
Anderson, Teresa 100001028 {:}Yes 'C'N° l
Anderson,Harry 100001040 (OYes (ONo G—
View Page: | 1 ® co B Page Count & saveToxLs Viewing Page: 1 €< First € Prev > Nex » Last
(e
-

*A Yes or No response is required for each owner listed in the application.
* After responding for each provider listed click on OK.
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* You have completed Step 9: Add Provider Controlling Interest/Ownership
Details . The system will place the current date in the End Date field and will
place Complete in the corresponding Status field.

* Click on Step 10: Add Taxonomy Details to continue your application.

£ Enroll Provider - Atypical Agency ~

Business Process Wizard - Provider Enroliment (Atypical Agency). Click on the Step # under the Step Column.

Step Required Start Date End Date Status Step Remark
Step 1: Provider Basic Information Required 10/07/2019 10/07/2019 Complete
Step 2: Add Locations Required 10/07/2019 10/07/2019 Complete
Step 3: Add Specialties Required 10/07/2019 10/07/2019 Complete
Step 4: Associate Billing Provider/Other Associations Optional 10/07/2019 10/07/2019 Complete
Step 5: Add Additional Information Optional 10/07/2019 10/07/2019 Complete
Step 6: Add License/Certification/Other Optional 10/07/2019 10/07/2019 Complete
Step 7: Add Mode of Claim Submission/EDI Exchange Required 10/07/2019 10/07/2019 Complete
Step &: Associate Billing Agent Required 10/07/2019 10/07/2019 Complete
Step 9: Add Provider Controlling Interest’Ownership Details & Required 10/07/2019 10/07/2019 Complete ——>
Step 10: Add Taxonomy Details — Optional Incomplete
Step 11: Associate MCO Plan Optional Complete
Step 12: 835/ERA Enroliment Form Required Incomplete Please complete ERA form.
Step 13: Complete Enroliment Checklist Required Incomplete
Step 14: Submit Enrollment Application for Approval Required Incomplete
View Page: | 1 ®Go [ Page Count SaveToXLS Viewing Page: 1 «Fist € Prev ¥ Next » Last
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Noted: This Step is Optional for this Enrollment Type.

Ocioe H+BW

& Taxonomy List

Filter By

v ®co

Taxonomy Code Description

DA'

AY

No Records Found !

*Click Add to enter a Taxonomy Code.

Start Date

AY

End Date

AY

[Rsave Filters

* At least one of the Taxonomy Codes entered in IMPACT must be the Taxonomy

Code registered with the National Plan and Provider Enumeration System

(NPPES).

ShortcuttoStep: (1|2 |3 |4 |I5|16||7]|]8
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Application ID: 20191001183382 Name: FAO Enroliment

£ Add Taxonomy

Taxonomy Code: @ here for Taxonomy List) > Location: | 01-FAO Enroliment v | *

Description:

il
*
i

Start Date: End Date:

* Enter the Taxonomy Code and the Start Date.

* Click on Confirm Taxonomy and verify Description is populated correctly.

*Click on OK to finalize the submission.

* If the code is not known, click on the <« to the right of the box to access The
National Uniform Claim Committee Taxonomy Code list. This will open a web
browser window.

shortcuttoStep: |1 (23 allslell7lslloll 10 || 12 || 12 al
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National Uniform Claim Committee

Home Announcements HUCC Structurs Calendar 1500 Claim Form Code Sets

k i 1 r
I SEARCH

Search this site ...

Resources

Open All

Code titles with a B sign expand when you click on them. You can expand the entire list by

clicking the "Open All" link above. Expand the code list to view the more detailed codes.
Use your browser's find feature (Ctri-F) after expansion to search for values. Taxonomy
codes are self-selected. Choose the code that best identifies vou as a provider.

—_—————

H Individual or Groups (of Individuals
# Mon-individual

i Clicking a [definition] link to

| the left displays code value

i definitions, when available, and
| additional information about

i the selected code in this space.

i If you are unable to find a
i code to meet your need:

i = Submit a Question

i * More Information

*In the web browser window that opens will be a list of provider types.
* Click + next to the appropriate provider type for your enrollment.

ShortcuttoStep: |1 |23 415116178}l 9]| 10
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Home  Announcements HNUCC Structure Calendar 1500 Claim Form  Code Sets  Resources

Open All Clicking a [defimition] link to

. § . : L the left displays code value
Code titles with a Bl sign expand when you click on them. You can expand the entire list by definitions, when available, and

clicking the "Open All" link above. Expand the code list to view the more detailed codes. additional information about
Use your browser's find feature (Ctrl-F) after expansion to search for values. Taxonomy the selected code in this space.
codes are self-selected. Choose the code that best identifies you as a provider.

If you are unable to find a
B 1fdividusl or Groups (of Individuals) code to meet your _”E'Ed:
[dafinition * Submit a Question

* More Information

[definition

# Defgtal Providers [definition]

iefary & Mutnitional Service Prowviders [definition
rgency Medical Service Providers [definition
and Vision Services Providers [definition

ing Service Providers [definition]

ing Service Related Providers  [definition

r Service Providers [definition

m m
zz000
m

(¥ (¥ (¥ [ ¥ #H F FH #H
e

Phgrmacy Service Providers [definition
Physician Assistants & Advanced Practice Nursing Providers [definition]
Pogliatric Medicine & Surgery Service Providers [definition

[ Rekpiratory, Developmental, Rehabilitative and Restorative Service Providers
[dEfinition]

eech, Language and Hearing Service Providers [definition

tudent, Health Care [definition]

echnologists, Technicians & Other Technical Service Providers [definition
M Non-individual

¥ [

* Click on the + next to the appropriate profession listed under the heading
which you previously selected.

shortcuttoStep: |1 [ 23 allsUell 7l 8l oll 10 || 11 || 12 /3
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National Uniform Claim Committee

Home Announcements NHUCC Structure  Calendar 1500 Claim Form Code Seis

Open All

Code titles with a E sign expand when yvou click on them. You can expand the entire list by
clicking the "Opan All" ink above. Expand the code list to view the more detailed codes.
Use yvour browser's find feature {Ctri-F) after expansion to search for values. Taxonomy
codes are salf-selected. Choose the code that best identifies vou as a provider.

= Individual or Groups (of Individuals)

E Group [delms
ulti-Specialty - 193200000X [d:
& Single Specialty - 193400000X [ definiti
All ic & Osteopathic Physicians [definition]
Behaviora i ferefution |
Chiropractic Providers [definition]
Dental Providers [definition]
Dietary & Mutritional Service Providers [defin
Emergency Madical Service Praviders [defin
Eye and Vision Services Providers [defhinition
Mursing Service Providers [definition]
Mursing Sarvice Related Providers [definitionl
Other Service Providers [definition
Pharmacy Service Providers on]
FPhysician Assistants & Advanced Practice Nursing Providers [definitionl
Fodiatric Medicine & Surgery Service Providers [dehnition]
Respiratory, Developmental, Rehabilitative and Restorative Service Providers
: '_:.i_‘.r.ll !'.l L= Tull |
Speach, Language and Hearnng Sarvica Providers [definitign]
Student, Health Care [definition]
Technologists, Technicians & Other Technical Service Providers [definition]
EH Mon-individual

HEH FHERHEEFHEHEEEE

* Choose and write down your Taxonomy Code, then click the X on the top right
of the page.

shortcuttoStep: |1 (23 allslell7lslloll 10 || 12 || 12 Al
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Application ID: 20191007736159 Name: Anderson Waiver Services
Add Taxonomy Lad
Taxonomy Code: 17 1MO0000X * 4 — Location: 01-Anderson Waiver ~~ | *

(Click here for Taxonomy List)

Description: Case Manager/Care Coordinator

Start Date: 10/02/2019 = o= End Date: | 12/31/2999 | &

| @ confirm Taxonomy »* Ok Cancel

* Enter the Taxonomy Code and the Start Date.
* Click on Confirm Taxonomy and verify Description is populated correctly.
*Click on OK to finalize the submission.

shortcuttoStep: |1 (23 allslell7lslloll 10 || 12 || 12 ﬁ -
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Taxonomy List

Filter By 1% ® Go

Taxonomy Code Description
D AT AY

|:| 171M00000X Case Manager/Care Coordinator

il Delete | View Page: | 1 ®co I Page Count (] saveToxLs Viewing Page: 1

By save Filters ¥ My Filters™

Start Date End Date
AY AY
10/07/2019 12/31/2999
&« Fist | € Prev > Nex » Last

* Repeat the steps by clicking on the Add button for any additional

Taxonomy Codes that need to be entered.

* Otherwise, click on the Close button in the upper left corner.

ShortcuttoStep: |1 (|2 |34 I5I6|l7|I8]|9
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* You have completed Step 10: Add Taxonomy Details. The system will place
the current date in the End Date field and will place Complete in the
corresponding Status field.

* Click on Step 11: Associate MCO Plan to continue your application.

=i Enroll Provider - Atypical Agency -~

Business Process Wizard - Provider Enrollment (Atypical Agency). Click on the Step # under the Step Column.

Step Required Start Date End Date Status Step Remark
Step 1: Provider Basic Information Required 10/07/2019 10/07/2019 Complete
Step 2: Add Locations Required 10/07/2019 10/07/2019 Complete
Step 3: Add Specialties Required 10/07/2019 10/07/2019 Complete
Step 4: Associate Billing Provider/Other Associations Optional 10/07/2019 10/07/2019 Complete
Step 5. Add Additional Information Optional 10/07/2019 10/07/2019 Complete
Step 6: Add License/Certification/Other Optional 10/07/2019 10/07/2019 Complete
Step 7: Add Mode of Claim Submission/EDI Exchange Required 10/07/2019 10/07/2019 Complete
Step 8: Associate Billing Agent Required 10/07/2019 10/07/2019 Complete
Step 9: Add Provider Controlling Interest/COwnership Details Required 10/07/2019 10/07/2019 Complete
Step 10: Add Taxonomy Details C Optional 10/07/2019 10/07/2019 Comp
Step 11: Associate MCO Plan — Optional Complete
Step 12: 835/ERA Enrollment Form Required Incomplete Please complete ERA form.
Step 13: Complete Enrollment Checklist Required Incomplete
Step 14: Submit Enroliment Application for Approval Required Incomplete
View Page: | 1 ®©co [ Page Count SaveToXLs Viewing Page: 1 « First | € Prev ? Next » Last
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Noted: This Step is Optional for this Enrollment Type.

€ Close @

MCO Plan List ]
Filter By IZI ®ao EEﬂve Fiters | | Y My Fiters™
PlanID Plan Name Business Status Business Status Start Date Buginess Status End Date Asszociation Start Date Aszociation End Date Program Code Description
Fal AY AY AY AY AY AY AT

Ho Records Found !

* Click Add to associate a MCO plan for which there is a current valid contract.
* Specific MCO plans can be added only once to the application.

shortcuttoStep: |1 (23 allslell7lslloll 10 || 12 || 12 Al
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Associate MCO Plan e

Click on the "ConfirmiSearch Plan’ button to search for a MCO Plan or confirm the Plan ID entered
Please associate only to plans with which you have a signed contract

Plan ID: # é Plan Name:

Program Code Description:

Association Start Date: Association End Date:

i3
*
i3

@ Confirm/Search Plan " 2 Cancel

* Enter a Plan ID and Association Start Date (or, the date of the application).

* End Date: Leave blank.

* Click Confirm/Search Plan and verify the Plan Name populated correctly
then, click OK.

* |If the MCO Plan information is not known, click on Confirm/Search Plan.

shortcuttoStep: |1 (23 allslell7lslloll 10 || 12 || 12 Al
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MCO Plan Search List ~
Filter By E| ®co Bsave Fiters | T My Fiters™
Plan 1D Plan Name Business Status Business Status Start Date Business Status End Date Program Code Description
Fa% AY AY AY AY AY
7126080 Blue Cross Blue Shield IL FHP Active 01012015 12/31/2999 Family Health Plan/&ffordable Care Act
|:| 7126393 Meridan Health Plan INC WKC Active 051472015 12/31/2999 Family Health Plan/&ffordable Care Act
|:| 7126400 HARMOMNY HEALTH PLAM IL INC WVRIC Active 05/M14/2015 12/31/2059 Family Health Plan/&ffordable Care Act
View Page: | 1 ® Page Count : 1 Ed saveToXLs Viewing Page: 1 <4 L 4 > »

« Utilize the Filter By drop down and enter the desired information to filter the
list of available MCO plans. (% is a wild card).

* Review the entries and click on the checkbox next to the line with the
desired MCO information.

* Click Select to return to the MCO summary screen.

ShortcuttoStep: |1 [|2 131456789101} 11| 12 63
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i Associate MCO Plan A

Chck on the ‘Confirm/Search Plan’ button to search for a MCO Plan or confirm the Plan 1D entered
Please associaie only (o plans with which you have a sigred coniract

Plan ID: 10005289 ® Plan Hamse:
Program Code Descriplion:

Association Start Date: ponq20qs W # Association End Date  12/31/2000 &

& ConfrmSearch Plan @ @ cancel

* The chosen MCO plan information should be populated. Verify it is correct
then click OK.
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MCO Plan List ~
Filter By ~ ®Go [y Save Filters ¥ My Filters™
Plan Business Business Status Start Business Status End Association Start Association End
PlanID Name Status Date Date Date Date Program Description
[]Av AY AY AY AY AY AV AY
[] 3000003 DRS MCO Active 01/01/1980 12/31/2999 10/07/2019 12/31/2999 DRS - Depariment of Human Services, Division of Rehabilitation
Services
Ml Delete | View Page: | 1 ©co  PageCount | fg SaveToXLS Viewing Page: 1 «Fist € Prev | ¥ Next |3 Last

* Click Add to Associate to an additional MCO Plan.
* When all MCO Plans have been entered, click Close to return to the BPW.

shortcuttoStep: |1 (23 allslell7lslloll 10 || 12 || 12 Al
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* You have completed Step 11: Associate MCO Plan . The system will place the
current date in the End Date field and will place Complete in the
corresponding Status field.

* Click on Step 12: 835/ERA Enrollment Form to continue your application.

2 Enroll Provider - Atypical Agency -

Business Process Wizard - Provider Enrollment (Atypical Agency). Click on the Step # under the Step Column.

Step Required Start Date End Date Status Step Remark
Step 1: Provider Basic Information Required 10/07/2019 10/07/2019 Complete
Step 2: Add Locations Required 10/07/2019 10/07/2019 Complete
Step 3: Add Specialties Required 10/07/2019 10/07/2019 Complete
Step 4: Associate Billing Provider/Other Associations Optional 10/07/2019 10/07/2019 Complete
Step 5: Add Additional Information Optional 10/07/2019 10/07/2019 Complete
Step 6: Add License/Certification/Other Optional 10/07/2019 10/07/2019 Complete
Step 7: Add Mode of Claim Submission/EDI Exchange Required 10/07/2019 10/07/2019 Complete
Step 8: Associate Billing Agent Required 10/07/2019 10/07/2019 Complete
Step 9: Add Provider Controlling InterestOwnership Details Required 10/07/2019 10/07/2019 Complete
Step 10: Add Taxonomy Details Optional 10/07/2019 10/07/2019 Complete
Step 11: Associate MCO Plan @l 10/07/2019 10/07/2019 COmpth
Step 12: 835/ERA Enroliment Form G— Required Incomplete Please complete ERA form.
Step 13: Complete Enrollment Checklist Required Incomplete
Step 14: Submit Enroliment Application for Approval Required Incomplete
View Page: | 1 ®Go [k Page Count SaveToXLS Viewing Page: 1 «First € Prev ¥ Next » Last
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Please complete this section once you have completed the enrollment steps found at
http://www.myhfs.illinois.gov/ if you wish to participate in 835/ERA, otherwise close this step.

i PROVIDER CONTACT INFORMATION -~

Provider Contact Name

Contact: David Doe Title:  Managing Employee
O Telephone Number: gpnqa94cey Telephone Humber Extension:
Email Address: ahc@abc.com Fax Number:
B  PROVIDER AGENT INFORMATION Lo

Provider Agent Name:

Agent Address
Street State/Province:
City: Zip Code/Postal Code:
Country Code:
Provider Agent Contact Name
Provider Agent Contact Name: Title:
Telephone Number: Telephone Number Extension:
Email Address: Fax Number:
i FEDERAL AGENCY INFORMATION (Mot applicable at this time) ~
Federal Program Agency Name: Federal Program Agency Identifier:

Federal Agency Location Code:

* Verify the generated information and complete information if needed.
* Use the scroll bar to move down the page.

ShortcuttoStep: |1 {2 I3 {4567 8]9]| 10 || 11 || 12
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m @ zuomt | Pt @ Hel

# ELECTRONIC REMITTANCE ADVICE INFORMATION

Preference for Aggregation of Remittance Data(e.g., Account Number Linkage to Provider Identifier)
 NP| @ TAXID *

Wi Medicaid enumerates by Tax 1D only

Method of Retrieval: CORE T| * (

B ELECTRONIC REMITTANCE ADVICE CLEARINGHOUSE INFORMATION (Not applicable at this time)
ClearingHouse Name:
ClearingHouse Contact Name

ClearingHouse Contact Name:

Email Address:

B ELECTRONIC REMITTANCE ADVICE VENDOR INFORMATION (Not applicable at this time)
Vendor Name;
Vendor Contact

Vendor Contact Name:

Email Address:

#i  SUBMISSION INFORMATION
Reason for Submission

 Cancel Enroliment & Change Enroliment @ New Enroliment *

Telephone Number:

Telephone Number:

* Select your method of retrieval from the drop-down menu.

* Scroll down further.

Shortcutto Step: |1 (|2 ||3 |14 ||5
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ELECTRONIC REMITTANCE ADVICE VENDOR INFORMATION {Not applicable at this time)
Vendor Name:
Vendor Contact

Vendor Contact Name: Telephone Number:

Emall Address:

H SUBMISSION INFORMATION
Reason for Submission
¢ Cancel Enroliment € Change Enroliment @ MNew Enroliment *
Authorized Signature
Electronic Signature of Person Submitting Enroliment:

“i Authorization Agreement-By selecting the checkbox above, | hereby agree that | have read and agree to the lerms and
condifions stated in the Authorization Agreement below.

Authorization Agreement

By signing this requast, | am authorizing the Michigan Deparment o munity Health to establish an 835/ERA account for the Tax 1D listed above and for 835/ERA files to be transmitted elecironically to the des)

Written Slgnature of Person Submitting Enroliment: \'d

Printed Name of Person Submitting Enroliment:

Printed Title of Person Submitting Enroliment:

Submission Date:

Requested ERA Effective Date:

(Once approve the next payeycle date.)

* Checkbox to authorize the creation of an 835/ERA account then the

signature portion will be populated.
* When complete, click Submit then Close.

ShortcuttoStep: |1 (|2 |I3 {4 |I5]|61|l7]||8 10 || 11
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* You have completed Step 12: 835/ERA Enrollment Form. The system will
place the current date in the End Date field and will place Complete in the
corresponding Status field.

* Click on Step 13: Complete Enrollment Checklist to continue your

application.
Enroll Provider - Atypical Agency A
Business Process Wizard - Provider Enroliment (Atypical Agency). Click on the Step # under the Step Column.
Step Required Start Date End Date Status Step Remark
Step 1: Provider Basic Information Required 10/07/2019 10/07/2019 Complete
Step 2: Add Locations Required 10/07/2019 10/07/2019 Complete
Step 3: Add Specialties Required 10/07/2019 10/07/2019 Complete
Step 4: Associate Billing Provider/Other Associations Optional 10/07/2019 10/07/2019 Complete
Step 5. Add Additional Information Optional 10/07/2019 10/07/2019 Complete
Step 6: Add License/Certification/Other Optional 10/07/2019 10/07/2019 Complete
Step 7: Add Mode of Claim Submission/EDI Exchange Required 10/07/2019 10/07/2019 Complete
Step 8: Associate Billing Agent Required 10/07/2019 10/07/2019 Complete
Step 9: Add Provider Controlling Interest/Ownership Details Required 10/07/2019 10/07/2019 Complete
Step 10: Add Taxonomy Details Optional 10/07/2019 10/07/2019 Complete
Step 11: Associate MCO Plan Optional 10/07/2019 10/07/2019 Complete
Step 12: 835/ERA Enroliment Form @ 10/07/2019 10/07/2019 CO@
Siep 13: Complete Enroliment Checklist — Required Incomplete
Step 14: Submit Enrollment Application for Approval Required Incomplete
View Page: 1 ®Go | [Page Count SaveToXLS Viewing Page: 1 @Fist €Prev | ¥ Nedt | Last
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Provider Checklist »
Question Answer Comments
AY AY AY
Do you need to request a Refroactive or Future Enroliment Date? If Yes, enter the requested Date in the comment field to be considered. Not Completed %

Do you wish to end date your enrollment? If yes, what date? Not Completed N
Are you currently excluded from any lllinois or other state program? If yes, provide state of exclusion and program. Not Completed %
Are you currently excluded from any federal program? If yes, provide the program and date Not Completed v
Have you ever had a criminal or healthcare program-related conviction? If yes, provide type of conviction and date. Not Completed W
Have you ever had a judgment under any false claims act? If yes, list judgment and date Not Completed N
Have you been certified or recertified by Medicare within the last year. If yes, provide date. Not Completed %
Have you been certified by another State's Medicaid Program. If yes, provide each state and effective date of certification. Not Completed A
Have you ever had a program exclusion/debarment? If yes, provide program and date Not Completed W
Have you ever had civil menetary penalty? If yes, provide penaity type and date. Not Completed \/
Do you have 5% or more ownership interest in other entities reimbursable by Medicaid and/or Medicare? If Yes, provide details in "Add Ownership Details" step. Not Completed “
Have you had any malpractice settlement, judgment, or agreement? If yes, provide dollar amount and dates Not Completed W
Are you a Home Heaith Agcy, DME, Medicar, Taxi, Serv Car or Ambulance providing non-emergency Serv, have you had the required fingerprinting completed? If yes, with what vendor and date? Not Completed v
Are you planning to provide services reimbursable through DoA, DCFS, DSCC, DHS/DASA, DHS/DRS, DHS/DMH, DHS/EI, DHS/DDD. If yes, complete "Associate MCO Plan” step in Business Process Wizard. Not Completed v

* All guestions must be answered either Yes or No and comments made if
directed to do so, if a checklist item does not apply, select No as the answer.
* After all of the questions have been answered and comments made, click on

the Save button in the upper left corner followed by clicking on the Close
button.

shortcuttoStep: |1 (23 allslell7lslloll 10 || 12 || 12 Al
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* You have completed Step 13: Complete Enrollment Checklist. The system will
place the current date in the End Date field and will place Complete in the
corresponding Status field.

* Click on Step 14 Submit Enrollment Application for Approval to continue
your application.

Enroll Provider - Atypical Agency ~

Business Process Wizard - Provider Enrollment (Atypical Agency). Click on the Step # under the Step Column.

Step Required Start Date End Date Status Step Remark
Step 1: Provider Basic Information Required 10/07/2019 10/07/2019 Complete
Step 2: Add Locations Required 10/07/2019 10/07/2019 Complete
Step 3: Add Specialties Required 10/07/2019 10/07/2019 Complete
Step 4: Associate Billing Provider/Other Associations Optional 10/07/2019 10/07/2019 Complete
Step 5: Add Additional Information Optional 10/07/2019 10/07/2019 Complete
Step 6: Add License/Certification/Other Optional 10/07/2019 10/07/2019 Complete
Step 7: Add Mode of Claim Submission/EDI Exchange Required 10/07/2019 10/07/2019 Complete
Step 8: Associate Biling Agent Required 10/07/2019 10/07/2019 Complete
Step 9: Add Provider Controlling Interest/Ownership Details Required 10/07/2019 10/07/2019 Complete
Step 10: Add Taxonomy Details Optional 10/07/2019 10/07/2019 Complete
Step 11: Associate MCO Plan Optional 10/07/2019 10/07/2019 Complete
Step 12: 835/ERA Enrollment Form Required 10/07/2019 10/07/2019 Complete
Step 13 Complete Enroliment Checkist <equired 1000712019 1000712019 Complete >
Step 14: Submit Enrollment Application for Approval — Required Incomplete
View Page: | 1 ®co | [k Page Count SaveToXLS Viewing Page: 1 @rist  €Pev ¥ Ned 9% Last
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Application ID: 20191007736159 Name: Anderson Waiver Services

o = 3»

& Final Submission A

Application ID:  20191007736159 EnrollmentType: Atypical Agency Provider

The information submitted for enrollment shall be verified and reviewed by the State.

During this time, any changes to the information shall not be accepted.

| agree that the information submitted as a part of the application is correct (Private and Confidential).

il Application Document Checklist A
Forms/Documents Special Instructions Source Required
AY AY AY AY

No Records Found !

* Click Next to confirm that all of the information that you have submitted as a
part of the application is accurate.
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O Cio @ Submit Application | Aftgr reading the Terms and Conditions be sure to check the agreement box located at the end of the document.

VIE LI Y YL 1D .5 18U S Y S G0 P T IS T 1 ).

Personal Assistant or Private Duty Certified Nurse Aide Providers
I, a Personal Assistant or Private Duty Certified Nurse Aide in the Medical Assistance Program agree, represent, and certify as follows:
1.1 shall comply with all requirements set forth in the Home Senvices Customer/Provider Agreement (IL488-1947).
2.1 shall not to discriminate in the provision of senvices based on the grounds of sex, race, color, national erigin or disability.
3.1 shall comply with the Personal Assistant requirements as setforth in 89 Ill. Adm. Code 686.10, or the Certified Nurse Aide requirements as setforth in 77 Ill. Adm. Code 385,
4.1 shall voluntarily assign the responsibility for payment to me for the sernvices | provide to customers of the Department of Human Services Division of Rehabilitation Services (DHS-DRS).
5.1 shall accept payment from the State of lllinois for services provided, as payment in full.

6.1 shall be accurate, complete and truthful in the completion ofthe HOME SERVICES TIME SHEET (L488-2251), and by signing the IL438-2251, | agree to be fully liable for the information the form contains (Any submission of false or fraudulent billing, or any concealment of

information relevant to the payment of these bills may be prosecuted under applicable Federal and State laws).
7.1 shall maintain a copy of the completed IL488-2251 and any other records related o the billing for services paid by the Division of Rehabilitation Services (These records must be maintained for at least three (3) years from the date the service was billed).

8.1 shall notify DHS-DRS ifthere is an overpayment for any service provided and return any overpayment to the State of lllinois

9.1 agree that should the information provided be incomplete, inaccurate or falsified, it may be cause for my termination as a DHS-DRS provider under the Home Senvices Program.

Telepsychiatry and Group Psychotherapy Providers
Telepsychiatry and group psychotherapy service providers in the lllinois Medical Assistance Program agree, represent, and cerlify as follows:

1.1 have completed either a general psychiatric residency program or a child/adelescent psychiatric residency program. | agree to provide HFS with the name of the program and the date on which | completed the program. | further agree that my acceptance ofthese Terms and
Conditions certifies, under penallies of perjury, that the information | have provided on my residency program is frue, accurate and complete

Alcohol and Substance Abuse Providers
Alcohol and substance abuse providers in the lllinois Medical Assistance Program agree, represent, and certify as follows:
1.1 shall nofify lllinois Medical Assistance of any significant injury, suicide attempt or death at the facility, in order to allow lllinois Medical Assistance and the Department of Public Health to investigate the incident.

2.The Provider, if a substance abuse treatment and intervention provider per the definitions and requirements of 77 Ill. Admin. Code 2060 and 2090, agrees that it will maintain compliance with applicable parts of the then-effective Attachment C to the Depariment of Human

Senvices Community Services Agreement (available via hitp:/iwww. dhs state.il.us/page.aspx?item=29741).

Community Mental Health Providers

Community Mental Health providers in the lllinois Medical Assistance Program agree, represent, and certify as follows:

licable parts of the then-effective Attachment B to the Department of Human Services Community Services

1.The Provider, if a community mental health provider per the definitions and requirement:
> s/page.aspx?item=29741).

Bv checkina this. | certifv that | have read and that | aaree and accept the enrollment conditions in the Tradina Paﬂner@

Agreement {available vj

* Read through all of the terms and conditions.
* Check the box certifying that you agree to the terms and conditions.
* Then select Submit Application.
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* The below message will appear advising that the application has
been submitted to the state for review. The application number can
to used to check the status of the application by going through the

track application option.

Application ID: 20191007736159

Name: Anderson Waiver Services

Your Application Number 20191007736159 has been successfully submitted for State review. Return with this application number to track the status of your application.

Enroll Provider - Atypical Agency

Step
Step 1: Provider Basic Information

Step 2: Add Locations

Step 3: Add Specialties

Step 4: Associate Billing Provider/Other Associations

Siep 5 Add Additional Information

Siep 6: Add License/Certification/Other

Siep 7: Add Mode of Claim Submission/EDI Exchange
Step 8: Associate Billing Agent

Step 9: Add Provider Controlling Interest/Ownership Details
Step 10: Add Taxonomy Details

Step 11: Associate MCO Plan

Step 12: 835/ERA Enroliment Form

Step 13: Complete Enrollment Checklist

Step 14: Submit Enroliment Application for Approval

View Page: | 1 ® Go [ ]

SaveToXLS

A

Business Process Wizard - Provider Enrollment (Atypical Agency). Click on the Step # under the Step Column.

Required
Required
Required
Required
Optional
Optional
Optional
Required
Required
Required
Optional
Optional
Required
Required
Required

Viewing Page: 1

Start Date

10/07/2019

10/07/2019

10/07/2019

10/07/2018

10/07/2019

10/07/2019

10/07/2019

10/07/2018

10/07/2018

10/07/2018

10/07/2018

10/07/2019

10/07/2019

10/07/2019

End Date

10/07/2019

10/07/2019

10/07/2019

10/07/2019

10/07/2019

10/07/2019

10/07/2019

10/07/2019

10/07/2019

10/07/2019

10/07/2019
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* You have completed Step 14: Submit Enrollment Application for Approval.
The system will place the current date in the End Date field and will place
Complete in the corresponding Status field.

Application ID: 20191007736159

Name: Anderson Waiver Services

Your Application Number 20191007736159 has been successfully submitted for State review. Return with this application number to track the status of your application.

Enroll Provider - Atypical Agency

Step

Step 1: Provider Basic Information

Siep 2: Add Locations

Siep 3: Add Specialties

Siep 4: Associate Billing Provider/Other Associations
Step 5: Add Additional Information

Step 6: Add License/Certification/Other

Step 7: Add Mode of Claim Submission/EDI Exchange
Step 8: Associate Biling Agent

Step 9: Add Provider Confrolling Interest/Ownership Details
Step 10: Add Taxonomy Details

Step 11: Associate MCO Plan

Step 12: 835/ERA Enroliment Form

Step 13: Complete Enroliment Checklist

Step 14: Submit Enroliment Application for Approval

View Page: | 1 ®Gco I Page Count

Shortcut to Step:

SaveToXLS

A

Business Process Wizard - Provider Enroliment (Atypical Agency). Click on the Step # under the Step Column.

Required Start Date End Date Status Step Remark
Required 10/07/2019 10/07/2019 Complete
Required 10/07/2019 10/07/2019 Complete
Required 10/07/2019 10/07/2019 Complete
Optional 10/07/2019 10/07/2019 Complete
Optional 10/07/2019 10/07/2019 Complete
Optional 10/07/2019 10/07/2019 Complete
Required 10/07/2019 10/07/2019 Complete
Required 10/07/2019 10/07/2019 Complete
Required 10/07/2019 10/07/2019 Complete
Optional 10/07/2019 10/07/2019 Complete
Optional 10/07/2019 10/07/2019 Complete
Required 10/07/2019 10/07/2019 Complete
Required 10/07/2019 10/07/2019 Complete
& Requred 10/07/2019 100712019 Compie>
Viewing Page: 1 «Fist €Prev ¥ Ned 3 Last




"IMPACT

*For more information regarding IMPACT, please visit
http://www.illinois.gov/hfs/impact/Pages/AboutlMPACT.aspx

*Check out the definitions of common terms at
http://www.illinois.gov/hfs/impact/Pages/Glossary.aspx



http://www.illinois.gov/hfs/impact/Pages/AboutIMPACT.aspx
http://www.illinois.gov/hfs/impact/Pages/Glossary.aspx

IMPACT

*FAQ’s can be found at
http://www.illinois.gov/hfs/impact/Pages/fags.aspx to
help resolve common questions and problems when
submitting applications.

*General questions regarding IMPACT can be addressed to:
»Email: IMPACT.Help@Illinois.gov
»Phone: 1-877-782-5565
®Choose option 1 for IMPACT Help



http://www.illinois.gov/hfs/impact/Pages/faqs.aspx
mailto:IMPACT.Help@Illinois.gov
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