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" IVMIPACT

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:

— Group: An organization of individual providers that provide medical or
dental services. A type 2 NPl is required and group licensing is not.

— New Enrollment: A Group provider who needs to enroll in the IMPACT
system.

— Billing Agent: An agent who 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: A health care provider who provides health care through a
provider network. In addition, sister agencies will also be listed as an MCO
plan. A sister agency is also known as a State Agency or a Waiver Provider.

Enroliment Timeline:
— Group Providers will need to enroll into IMPACT starting in August 2015.

NOTE: A Group must be enrolled in IMPACT in order for a provider to
associate with them.
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skip to that step of the presentation
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5
Manage your account

D Request Application Access ) & Update Profile
ra Update Security Q8A

a Change Password

Access your applications

» IMPACT Provider Enroliment

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

il Provider Enroliment

New Enrallment Enroll As A New Provider

Track Applicaion Track Existing Provider Application

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

ShortcuttoStep: |1 {213 4|I5116178|l9] 10 || 11
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1 Provider Enrollment

New Enrallment Enroll As A New Provider

Track Applicaion 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).

&) Cin @ submit )

Track Existing Application

Flease provide the Application ID to track your application.

el 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 {213 4|I5116178|l9] 10 || 11
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il Provider Enrollment

New Enrallment ENrOI AS A New Provider

Track Application Track Existing Provider Application

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

Enrcliment Type -~
Select the Applicable Enrollment Type
© IndividuallSole Proprietor
 Regular Individual!Sole Proprietor {Choose this option to be a Medicaid Individual/ Sole Proprietor, you may participate in the EHR-MIPP.}
@ EHR-MIPP Only Provider {Choose this option to participate only in EHR-MIPP.}
 Managed Care Network Provider Only

3 Managed Care Network Provider and EHR

<' i@ | Group Practice (Corporation, Partnership, LLC, eD

o BimoAGETT—

¢ Facility/Agency/Organization (FAQ-Hospital, Nursing Facility, Various Entities)

@ Atypical {(non-medical} provider {Choose this option if you do not have a HPI})
@ Individual {Driver, Home Help/Personal Care, Carpenter, etc.}

& Agency {Child Care Institution, Home Help/Personal Care Agency, Transportation Company, etc.)

< [ [3

S5 )

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

ShortcuttoStep: |1 {213 4|I5116178|l9] 10 || 11 7
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Please complete all fields. At a minimum, all fields with an * are required.

Basic Information 4]
Leqgal Entity Name: (As shown on the Income Tax Return)
Entity Business Name: # [Doing Business As) EIRTIN: E

Contact Email Address:

-
NPL #® Email-1: ® =
Email-2:
Fmail 3 | |
D —
) —/ — 2 —
& Confirm !> =i View Screening Rezult <| ' Finish />@ Cancel

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

ShortcuttoStep: |1 {213 4|I5116178|l9] 10 || 11 8
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Application I1D: 20150520803272 Mame: David Doe

Basic Information A

You have successfully completed the basic information on
the Enroliment Application.

Your Application ID is: 20150520803272

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

to use to track the status of your enrollment application.
Without this number,

you will not be able to access your application and your
information will be deleted.

Please make sure to complete your application and submit
it for State Review within 30
calendar days OR your application will be deleted.

*Application ID: systematically generated.
*Name: should reflect name from the Basic
Information screen.
*The system will generate an application ID after the
successful completion of the Basic Information screen;
the application ID is a 14-digit number that has the
following components:

—The system date in yyyymmdd format

—A 6-digit system generated random number

—Example: 20150520803272
*Application IDs are valid for 30 calendar days;
applications must be completed and submitted to the
state for review during this 30 day period or the
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 the application has been approved.
*After documenting the application ID, click OK.

ShortcuttoStep: |1 || 2|3 |14||5
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Wizard (BPW) \RIMPACT

The BPW serves as the “Control Center” of the application.

Step

Step 1: Provider Basic Information

Step 2: Add Locations

Step 3. Add Specialties

Step 4. Add Mode of Claim Submission/EDI Exchange

Step 50 Associate Billing Agent

Step 6: Add Provider Controlling Interest/Ownership Details

Step 7. Add Taxonomy Details

Step & Associate MCO Plan

Step 9 835/ERA Enrollment Form

Step 10: Complete Enroliment Checklist

Step 11: Submit Enrollment Application for Approwval

View Page: | 1

is the date each step is completed.

Business Process Wizard - P

() co Page Count:1 | (B SaveToXLS

* 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

ment {(Group}. Click on the S5tep # unde lumn.
Required Start Date End Date Sﬁ%
Required T2 20— e a0l Sompiete
Required Incomplete
Required Incomplete
Required Incomplete
Qptional Incomplete
Required Incomplete
Required Incomplete
QOptional Incomplete
QOptional Incomplete
Required Incomplete
Required Incomplete
Viewing Page: 1 € First 4 Prev ¥ Hext

* 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 enroliment process.

Shortcut to Step: | 1

2

3

4

5

6

7

8

9

10

11

» Last
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Using BPW

IMPACT

* 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.

e 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.

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

Step

Step 1: Provider Bazic Infermation

Step 2: Add Locations h

Step 3: Add Specialties

Step 4: Add Mode of Claim Submission/EDI Exchange
Step 50 Associate Biling Agent

Step 6: Add Provider Controlling Interest/Ownership Details
Step 7. Add Taxonomy Details

Step &: Associate MCO Plan

Step & 835ERA Enrollment Form

Step 10: Complete Enroliment Checklist

Step 11: Submit Enrollment Application for Approval

View Page: | 1 () o |Page Count:1 fd saveToXLs

Required

Required
Required
Required
Required
Qptional

Required
Required
QOptional

Qptional

Required

Required

Start Date

Epggln

S Al S
032025 15202015 Completg

Viewing Page: 1

€€ First

ShortcuttoStep: |1 || 2|3 |4 ||5||6]]|7

10

11

Incomplete
Incomplete
Incomplete
Incomplete
Incomplete
Incomplete
Incomplete
Incomplete
Incomplete

Incomplete

4 Prev

Step Remark

¥ Hext

» Last
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add/modify Pay To and Correspondence addresses, click on Location Type hyperlink.

Locations List ~
Filter By IZI ®co Bsave Fiters | T My Fiters™
Doing Buginess As Location Type Location Details End Date
AY Ful ) AY AY

No Records Found !

*Click Add to input the Primary Practice Location address.

ShortcuttoStep: |1 {213 4|I5116178|l9] 10 || 11 12
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Please complete all fields. At a minimum, all fields with an * are required.

1] Add Provider Location L]
Location Type: l Primary Practice Location [=] =
Doing Business As: | Doeceedoe Anesthesia Buddies End Date: =

If a department or drawer number is
required enter the information in line
TWO. (For example: DEPT 222 or
DEPARTMENT 222, DRAWR 1111 or
DRAVVER 1111} Il an altention line is
required, please enter the information in
Line THREE. (For example: ATTH: Billing

m

Dept)
Address Line 1: | 123 Samplesap Rd * Address Line 2: | |
(Enter Street Address or PO Box
Only) ) T
Address Line 3: | _ CityTown: | OTHER El] *
State/Province: | oTHER E * County: | OTHER E”

Country: | UNITED STATES [=] * Zip Code: | 11 |
G vabdate Address

* Choose Location type (Primary Practice Location) from the drop down menu.
* Enter the street address and zip code, then click Validate Address.
*Scroll down the page to continue.

shortcuttoStep: | 1 || 23 llallsllell 7l sl oll 10 || 12 Al




Phone Humber: | (123) 455-7890

# Extn:

Email Address:

Office Hours:

Handicap Accessible: |y, E

Accept 835({reporied at EINTIN Mo E
level):

IMPACT

Fax Humber:

Web Page:

Communication
Preference:

Language(s)
Spoken:

Email

ErEN -

Arabic =]

Chinese -

{Fer Multiple Selection, use Cirl Key)

m

Ll

* When all the information has been entered, scroll down, click OK in the

lower right corner.

ShortcuttoStep: |11 21|31|| 4

91| 10 || 11

o 0K

&
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IMPACT

(n TSl O sdd | To addimodify Pay To and Correspondence addresses, click on Location Type hyperdink.

Locations List

Filter By E| ©co

Posave Fiters | T My Fiters™

Doing Business As Location Type Location Details End Date
AY Ar AT AT
Doeceedoe Anesthesia Buddj Primary Practice Location ) 123 Samplesap Rd, Ste 300, MELVILLE, NEW YORK 11747 12731729459
i Delete | View Page: | 1 ® Page Count : 4 Viewing Page: 1 « < » »
B9 SaveToXLS
* Click on Primary Practice Location to add each address for this Location.
* For the Primary Practice Location, a Correspondence and a Pay To address
are required.
shortcut toStep: | 1 [[ 2 |[3 ][ 2|5 el 7 (8|l o]l 20 || 12 2 T
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[« 1P [ cqye | Toadd additional addresses, click "Add Address” button.

B Location Details

-~
Doing Business As: | | Location Code: 01 Location Type: Primary Practice Location
Phone Number: | (865) 123-4567 | * El‘ll'l:| | Fax Number: I:I Email Address: | ccemcce com
Preference:
Handicap Accessible: |, F]
Accept 835(reported at EINTIN levely: |, E| Language(s} Spoken: |EREIM -
Srabi ol
{For Multiple Selection, use Cirl Key) Cr:nI:se ":J
End Date: | q231/2000 | @
8i | Facility Details A
{mmiad)
Total Beds:
"~
- [Aress Type Address End Date
O A Ay av
) Location 123 Anywhere Lane Chicago, IL 60610 123172600
|i Delete: | View Page: | 1 | ®co Page Count:1 B4 SaveTaXLS Viewing Page: 1 @ First | € Prev o lext » Last

* Click on Add Address to input the additional address information.

ShortcuttoStep: |1 || 2|3 {|4|I5I6]|7||8]9
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11
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#i | Add Provider Location Address ~
Type of Address: IZ| h End Date: _
< Location Address: () Copy This Location Addres§
a equired 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
maressumer: [ ] agresstmez ||
{Enter Street Address or PO Box Only)
Addressime3: | | CityrTown: )
el I— com
Qs

* Choose type of address from the drop down menu.

* If 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 (| 2|31 41|5116||7 8|9 10 || 11 - 17




Save | Toaed additional addresses, click "Add Address” button,

fii | Location Details

Doing Business As: |

Phone Number; | (865) 123-4567 | * bxtn|

Handicap Accessible: | o E[

Accept 835(reported at EINTIN level): | 1, E

End Date: | 12/31/2909 i
2 | Facility Details

State Facility 1D

fii | Address List

"IMPACT

Location Code: 01

Office Hours: |

O

Language(s) Spoken: S »
Arabic =1

(For Muttiple Selection, use Ctri Key) | o inase

Fiscal Year End Date: | 116 *

irmmidd]}

-~
Location Type: Primary Practice Localion
Email Address: | cec@cec.com
Ccommunication | £mail E|
Preference:
~
Licensed Medicaid Bed(s):
-~

I

© dd Address

- 1

Address Type Address End Date

O Av Av AvY

] Correspondence S50 W 43R0 ST, CHICAGO, ILLINOIS 80609 12712939
|j Location 550 W 43R0 ST, CHICAGO, ILLINOIS 60609 1203172959
] Pay To 550 W 43R0 ST, CHICAGO, ILLINOIS 60609 123172999

W Dewete \-'iewl'age; (oo Page Count:1 | (& SaveToXLs

Viewing Page: 1

Wrist | €Pev | ¥ Next | | MW Lest

* When all the addresses have been entered for the Primary Practice

Location, click Close.

ShortcuttoStep: |1 || 2|3 |14||5
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IMPACT

© ~dd | Jo addimodify Pay To and Correspondence addresses, click on Location Type hyperlink.

i Locations List ~
Filter By |E| O co PisaveFiters || T My Fiters™
Doing Business As Location Type Location Details End Date
AT AT AY AT
"] Doeceedoe Anesthesia Buddi Primary Practice Location 123 Samplesap Rd, Ste 300, MELVILLE, NEW YORK 11747 1213172859
M Delete | View Page: | 1 | (& o Page Count:1 Viewing Page: 1 rFirst | € Prev | | ¥ Next | |3 Last
[d SaveToXLs

* To enter an Other Servicing Location, click on Add and repeat the previous
steps. A Correspondence address will need to be entered for the Other
Servicing Location.

* Once all address details have been entered, click on Close.

ShortcuttoStep: |1 {213 4|I5116178|l9] 10 || 11 19




IMPACT

Business Process Wizard - Provider Enrollment {Group). Click on the &tep # under the %tep Column.

Step Required Start Date End Date Status Step Remark
Step 1: Provider Bazic Information Required 05202015 05202015 Complete
Step 2) Add Locations Required 052072015 @2&1 5 Cu@
Step 3: Add Speciallies @  — Reguired Incomplete
Step 4: Add Mode of Claim Submission/ED| Exchange Required Incomplete
Step 5 Associate Biling Agent QOptional Incomplete
Step 6. Add Provider Controlling Interest/Ownership Details Reguired Incomplete
Step 7 Add Taxonomy Details Required Incomplete
Step & Associate MCO Plan Optional Incompleta
Step 9 B35/ERA Enrollment Form Optional Incomplete
Step 10: Complete Enrollment Checklist Required Incomplete
Step 11: Submit Enrollment Application for Approval Reguired Incomplete

View Page: | 1 Go  Page Count:1 | [ SaveToXLsS Viewing Page: 1 € First € Prev ¥ Next » Last

* The system will place the current date in the End Date field and will place
Complete for Step 2.
* Click on Step 3: Add Specialties to continue with the application.

ShortcuttoStep: |1 {213 4|I5116178|l9] 10 || 11 20




IMPACT

Specialty/Subspecialty List
Filter By E| ®Go
Specialty/Subspecialty Provider Type

Fag AT

No Records Found !

* Click the Add button in the upper left corner.

ShortcuttoStep: |1 || 2|3 {|4|I5I6]|7||8]9

10

11

ESE'-‘E.‘ Filters ¥ My Fitters™

End Date

AT

21




IMPACT

Add Specialty/Subspecialty A
Location: | 01- El =
Provider Type: | —SELECT— -] * €——
Specialty: |E| * &
End Date: =
Add Subspecialty A

Available Subspecialties Associated Subspecialties *

»

0K | | ® cancel

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

Shortcut to Step:

1

2113114511671 8]]9]| 10|] 11




-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

i | Add Specialty/Subspecialty

Location: [ ﬂl—DueceedueAnE:*

Provider Type: \GRDUF B*
specialty: | Clinic Bl
End Date: | &

il | Add Subspecialty

Available Subspociallies Associaled Subspeciallies *

! Mo Subspecia

o 0K Caneel

ShortcuttoStep: |1 [|2I3 4|56} 7|l8|l 9] 10

Click on the
Subspecialties
then click on the
double arrows
to move the
Subspecialties
over to the
Associated
Subspecialties
box.

11
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Specialty/Subspecialty List e
Filter By IEI &) Go BAzave Fiters | | T My Fiters™
Specialty/Subs pecialty Provider Type End Date
Avw AT AT
|:| Clinicto Subspecialy GROUP 1273172559
I Delete | View Page: | 1 ()20 Page Count:1 Viewing Page: 1 € First | | € Prev | | Next | | 3 Last
Ed saveToXLs

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

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

ShortcuttoStep: |1 {213 4|I5116178|l9] 10 || 11 24
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Business Process Wizard - Provider Enrollment {Group). Click on the Step # under the 5tep Column.

Step Required Start Date End Date Status Step Remark
Step 1: Provider Bagic Infermation Required 0520215 05202015 Complete
Step 2: Add Locations Required 052002015 05200215 Complate
Step 3 Add Specialties Required 052002015 052002015 Cu@
Step 4 Add Mede of Claim Submiggion/ED| Exchange — Required Incomplete
Step 50 Associate Biling Agent Optional Incomplete
Step & Add Provider Contrelling Interest/Qwnership Details Required Incomplete
Step 7. Add Taxonomy Detailz Required Incomplete
Step & Aszociate MCO Plan Qptional Complate
Step 5. 835ERA Enrclment Form Optional Incomplete
Step 10: Complete Enroliment Checklist Required Incomplete
Step 11: Submit Enrolliment Application for Approval Required Incomplete
View Page: | 1 () Go  Page Count:1 | fd SaveToXLS Viewing Page: 1 & First | | € Prev ¥ Next ? Last

* The system will place the current date in the End Date field and will place
Complete for Step 3.

* Click on Step 4: Add Mode of Claim Submission to continue with the
application.

ShortcuttoStep: |1 {213 4|I5116178|l9] 10 || 11 25
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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 @Claims Submission/EDI exchange Y

Please select the submission methods from EDI Exchange andior Other Claims Submission as applicable.

EDI exchange ~
Method Description Applicable Transactions
. To upload/download HIPAA transactions . T — .
lectranic ] —eat 837P- Professional (FFS), 8371 -Institutional(FFS), 837D -Dental(FFS),270/271 -Eligibility InquirgResponse, 276/277-
from screens (Maximum file upload size is - -
Batch Claim Status Inquire/Response
50MB)
= To upload/download HIPAA transactions N—— i . .
CORE Batch = 270/271 -Eligibility InquirgResponse, 276/277-Claim Status Inquire/Response
using CORE Batch Connectivity
— CORE Real Toupload/download HIFAAtransactions —— i . )
= . - -— 2701271 -Eligibility Inquirg/Response, 276/277-Claim Status Inquire/Response
Time using CORE Real Time Connectivity
. . . 837P- Professional (FFS/Encounter), 8371 -Institutional(FFS/Encounter), 837D -Dental(FFS/Encounter), 270/271 -
= . To submitreceive HIPAA transactions i - . . - -
Billing Agent th b bil i Eligibility Inquirg/Response, 276/277-Claim Status Inquire/Response 273/273- Prior Authorization Request’Response,
rou illing agen
g gag 835- Healthcare Claim payment Advice
Other Claims Submission ~
Method Description
Paper Claims To submit FFS paper claims

[Clipirect Data Entry{DDE) To submit FFS claims via anline screens

q G
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.

ShortcuttoStep: |1 {213 4|I5116178|l9] 10 || 11 26



http://www.myhfs.illinois.gov/

tep

Step 1: Provider Basic Information

Step 2 Add Locations

Step 3 Add Speciatties

step 4 Add Mode of Claim Submission/EDI Exchange

G

step 6: Add Provider Controling Interest/Ownership Detals

Step 5: Associate Biling Agent

step 7. Add Taxonomy Details

step & Associate MCO Plan

step 9 835ERA Enralment Form

step 10: Complete Enroliment Checklist

Etep 11: Submit Enroliment Application for Approval

View Page: | 1 Go |Page Count:1

(d saveToxLs

IMPACT

Required
Required
Required
Required
Required
Required
Required
Required
Optional
Optional
Required

Required

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

Satus Step Remark
Complete
Complete

Complete

Start Date End Date

0572002013 0542002015
057202013 052002015
057202013 052002015
0572102013 0512112015

Viewing Page: 1

Incomplete Please associate required Biling Agent.
Incomplete

Incomplete

Complata

Incomplete

Incomplete

Incomplete

®rist | (€ Prey | [ ¥ Next

* The system will place the current date in the End Date field and will place
Complete for Step 4.

* Click on Step 5: Associate Billing Agent (if applicable) to continue with the

application.

Shortcut to Step: | 1

10

11

» Last
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ﬂ Close @

Billing Agent List A
Filter By E| Oeh BsaveFiters Y My Fiters™
Billing Agent 1D Billing Agent Name 4§35 Authorization Start Date End Date
A AY AY AY AY

No Records Found !

* If applicable, click Add to input a Billing Agent.

ShortcuttoStep: |1 {213 4|I5116178|l9] 10 || 11
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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 Name:
Association Start Date: | ox Association End Date: =]
Authorized Transaction Responses ~
Transaction Response Authorized Start Date End Date
#12 835 - Healthcare Claim Status [l & &

@rm‘ﬁearch Biling Agent V)ancel

* Complete the Billing Agent information then click Confirm/Search Billing
Agent and verify that the Billing Agent Name field is 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.

ShortcuttoStep: |1 {213 4|I5116178|l9] 10 || 11
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Billing Agent List A
Filter By E| Qco Bsave Fiters | W My Fiters™
Billing Agent ID Billing Agent Name Start Date End Date
O Fat AY AY AT
m 7125716 AJAX Biling Agency 05/04/2015 12/31/2999
M 7125725 Memorial Hospital 05/04/2015 12/31/2999
m 7125879 NEBO 05/05/2015 12/31/2999
» 7125888 Availity 05/04/2015 12/31/2999
m 7126526 fiy by night billing 05/20/2015 12/31/2999
View Page: | 1 ® Page Count:1 | [ SaveToXLS Viewing Page: 1 &« L 4 > »

* Use the Filter By drop down to chose an option and enter information to filter
the list of available Billing Agents. (% is a wild card function).

* After locating the desired billing agent, mark the check box next to that option,
then click Select.

shortcuttoStep: | 1 || 23 llallsllell 7l sl oll 10 || 12 Al
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#  Associate Billing Agent 7

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

Billing Agent ID: | 123456739 * Billing Agent Name: Test Biling Agent
Association Start Date:  p5/01/2015 B = Association End Date: 15/31/2900 1
i Authorized Transaction Responses Ao
Transaction Response Authorized Start Date End Date
X12 835 - Healthcare Claim Status & &
© ConfirmySearch Biling Age Cancel

* The selected billing agent information will populate. Verify it is correct, then
click OK.

ShortcuttoStep: |1 {213 4|I5116178|l9] 10 || 11




Billing Agent List

Filter By B

Billing Agent 1D
Av

[ 7125888

iDelete View Page: | 1

0O

Billing Agent Name

AY
Availity

®co PageCount:1 | [ SaveToXLs

Y \
M
ESa'.fe Fiters Tl.w Fiters™
435 Authorization Start Date End Date
AY AY AY
No 052112015 123112999

Viewing Page: 1

* Click Add to input additional Billing Agents.
* When all Billing Agents have been entered, click Close to return to the BPW.

Shortcut to Step:

« { ? »

10

11




Sep
Step 1: Provider Basic Infarmation
Step 2 Add Locations

Step 3 Add Speciatties

Step 4 Add Mode of Claim Submizzion/EDI Exchange

Step 5 Agzociate Biling Agent

Step 6: Add Provider Contraling InferestOwnership Details <@

step 7. Add Taxonomy Details
step & Azsociate MCO Plan
step & 835/ERA Enrollment Form

step 10: Complete Enroliment Checkiist

Step 11: Submit Enrollment Application for Approval

View Page: | 1

O Page Count : 1

b saveToXLs
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Business Process Wizard - Provider Enrollment {Group). Click on the Step# under the Step Column.

Required

Required
Required
Required
Required
Required
Required
Required
(ptional
(ptional
Required

Required

Start Date

03202135

03202135

0502020135

052102135

End Date

15720215

15720215

15720215

152172135

Status

Complete
Complete
Complete

Complete

052172015 @mms

Viewing Page: 1

Step Remark

Conps >

Incomplete
Incomplete
Complate

Incomplete
Incomplete

Incomplate

& First

ey | | ¥ Next | |9 Last

* The system will place the current date in the End Date field and will place

Complete for Step 5.

* Click on Step 6: Add Controlling Interests/Ownership Details to continue

with the ap
Shortcut to Step:

olication.
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wnership

IMPACT

Owners List
Filter By E Q@ Go
Owener SSN/EINTIN Orwwner Information
Av AT

No Records Found !

© ~dd Other Owned Entty | List Ownership Interest in other Entities reimbursible by Medicaid andior Medicare.

Filter By E| @® 6o
Other Owner EINTIN Other Owner Information
Fal AT

No Records Found !

Type
AY

N
BSﬂv& Filters TMy Fitters™

Start Date End Date

AT AY

ESav& Fitters Tlﬂy Fiters™

Address

AT

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

other Ownership type.
* To add Ownership listings, click on Add.

ShortcuttoStep: |1 || 2|3 ||4|I5||6]||7]]8

10

11 34
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wneshie  JIVIPACT

Type: |—SELECT— IZH* 6 Percentage Owned: * ~

S5N: I:l _ Or ﬁ EIMITIN:

Legal Entity Name: | | Entity Business Name:

(A= shown on the Income Tax Return) {Doing Business As)

First Name: | | Last Hame: | |

Suffic DOB:
Phone Humber: | | * Extn: I:l Email: |

Address Line 1: Address Line 2:

| -

(Enter Street Address or PO Box Only)

| Ci‘ty!Town: | OTHER Iz” £

Address Line 3:

stateiProvince: | oTHeER ] County: | orpER ﬂ

|'| ‘ € validate Address >

Country: |ynmep sTATES [ * Zip Code:

* Either your SSN or EIN/TIN must be entered (as prompted by the system).

* 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.

shortcuttoStep: | 1 || 23 llallsllell 7l sl oll 10 || 12 ﬁ y




unership  IMIPACT

O con

Owners List A
‘ Filter By |Z| | || ®Go (ESEVE Fitters | | T My Fiters™
A Owner SSHIEINITIN Owner Information Type Start Date End Date
=
O Av AY AY AY AY
123456735 Doe Alberta Managing Employes 05152015 1213142559
DET455321 Doe David Partnership 05152015 1213142555

M Delete | View Page: (D Go Page Count:1 | (& SaveToXLS Viewing Page: 1 € First | | € Prev | | ¥ Next ¥ Last

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

‘ Filter By E| [ || ®co ’—ESEVB Fiters | | Y My Fiters™
Other Owner EINTIN Other Owner Information Address

=
A AY AY

No Records Found !

* To list additional owners, click Add and repeat the previous steps.

* After all ownerships have been listed, click the hyperlink for each Owner listed
to specify the relationship between each owner and to complete the Legal
Disclosure.

shortcuttoStep: | 1 || 23 llallsllell 7l sl oll 10 || 12 7Y




il Relationship

[==

et By E| O
(Owner Hame Relationz hip
[;
r Av av
5Sam Testing Self

View Page: | 1 Qo Page Count:d | (& SaveToxLS

M Final Adverse Legal Actions/Convictions Disclosure

Question

Cicl the link *Final Adverse Legal Actions/Convictions Disclosure” fo read and answer the disclosura

Ownership

Modified Date
Ay

0515/201512.42.58

Viewing Page: 1

Answer

Mot Completad

IMPACT

(Operational Status
av

Active

Final Adverse Legal Action Imposed

A

BSavu Fiters | | ¥ Iy Fiters™

Wrist | € rer | | ¥ et || W Last

Comments

* Scroll down the page to the relationship section and click Add.

Add Owner Relationship

——> Owmner Hame:

—SELECT—[ 7]

——> Relationship: |—SELECT— IE”

\

v OK

) ® cancel

* 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 has been set for each listed owner.

* When completed, click OK to return to the ownership listing.

Shortcutto Step: | 11(/2 1|3
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ii = Relationship

Qadd | | [ nactivate

Filter By B (o<’
(Owner Hame Relationship
=
Av ay
Seif

Sam Testing

View Page: | 1 ®co Page Count:1 | (& SaveToxLS

" Final Adverse Legal A::tlorIanvlcuuns Disclosure

Question

Click the link "Final Adverse Legal Actiona/Convichons Disclosure” o read and answer the disclosure.

unership  JIMIPACT

| ESavu Fiters | T ity Fiters™

Madified Date Operational Status
AY "
051192015 12.42.59 Active t
Viewing Page: 1 Wrrst | | € rrev | | ¥ et || W Last
A
Answer Final Adverse Leqgal Action Imposed Comments

Mot Completed

* Scroll down the screen and click on the hyperlink for, Final Adverse Legal

Actions/Convictions Disclosure.

Shortcut to Step: | 1 || 2




‘.}‘(n—"\/_\-

JVIPACT

wnership

Application ID 20150520803272 Hame: Test Biling Agent
B FINAL ADVERSE LEGAL ACTIONS/CONVICTIONS ~

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

1. The provider, supplier, or any owner of the provider or supplier was, within the last 10 years preceding enrollmant or revalidation of anroliment, convicted of a Fedaral or State felony offense that CMS has determined to be detimental to the bestinterests of the program and
itz benefinanes, Offenses indude; Felony crimes against persens and other similar erimes for which the Indmdual was convicted, including guitty pleas and adjudicated pre-frial dverslons; financial crimes, such ag extortion, embezzlement, income tax evasion, insurance
fraud and alher similar criimes for which the individual was comvicted, including guilty pleas and adjudicated pre-trial diversions, any felony that placed the Medicaid program of its beneficiaries at Immediate rigk (Such a5 a malpractice sult that results in a conviclion of
criminal neglect or misconduct), and any felonies thal would resullin a mandatory exclusion under Section 1128(a) of the Social Security Act.

2.Any misdemeanor conviction, under Federal or State law, related to: (a) the delivery of an llem or service under Medicaid or a3 State health care program, or (b) the abuse or negled of a patien in connection with the delivery of a heallh care item or senvice.

3, Any migdemeanor conviction, under Federal or State law, related to thefl, fraud, embezziement, breach of fiduclary duty, or other financial misconduct In connection with the delivery of a health care item or sendce,

4, Any felony or misdemeanor convichion, under Federal or State law, relating to the interference with or obstruction of any Investigation into any criminal offense describedin 42 CF.R. Section 1001.101 or 1001.201.

5. 4ny falony or misdemeanor conviction, under Federal or State law, relating to the unlawful manufacture, distribuion, prescription, or dispensing of a confrolled 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 Siate licensing autharity.

2. Any revocation of suspension of accreditation.

34Ny suspension or exclusion from participation in, or any sanclion 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 Medicald payment suspension under any Medicaid enroliment.

5, Any Medicaid revocation of any Medicald provider billing number,

FINAL ADVERSE LEGAL ACTION/CONVICTION ACTION HISTORY

1. Have you, under any current or former name or business identity, ever had a final adverse legal action listed above imposed against you? ) Yes

I
Comments {optional):

[wox | Cance |

* With regards to the chosen Owner, read through the listed information and
answer the question then, enter comments if desired.

* Click OK when completed.

* Repeat these steps for each listed Owner.

ShortcuttoStep: |1 {213 4|I5116178|l9] 10 || 11 39




" JVIPACT

Owners List »
‘ Filter By |Z| | || | ®co |VESave Fiters | | T My Fiters™
Owner SSN/EINTIN Owner Information Type Start Date End Date
=
Fan g AY AY AY AY
123456729 Doe Alberta Managing Employee 0sM52M5 12/31/2559
BE7456321 Coe, David Partnership 05/152M5 12431/2559

M Delete | View Page: ®co Page Count:1 | SaveToXLs Viewing Page: 1 €€ First | | € Prev ? Hext » Last

QO Add Other Owned Entity | 1t Ownership Interest in other Entities reimbursible by Medicaid and/or Medicare.
v

‘ Filter By E | || || ® o |_ESﬂve Fitters | | T Wy Fiters™

Other Owner EINTIN Other Owner Information Address
=
Fa'% J AT AT

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.

ShortcuttoStep: |1 {213 4|I5116178|l9] 10 || 11 40
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e JVIBACT

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

¥ Provider Controlling Interest/Ownership in Other Medicaid/Medicare Entities

Type: Other Medicaid/Medicare Entity Percentage Owned: T
EIN/TIN: &
Legal Entity Name: & Entity Business Name: #
(As shown on the Income Tax Return) (Doing Business As)
Phone Number: * Extn: Email:
Start Date: B | o= End Date: &
Address Line 1: * Address Line 2:
(Enter Street Address or PO Box Only)
Address Line 3: CityTown: | nrHER IZ| *

State/Province: | nTHER E * County: | oTHER E l

Country: | | TED STATES IZ| * Zip Code: - © validate Address

@@ Cancel

e

* After entering the street address and zip code, click Validate Address.
* When all information is complete, click OK.
* Repeat these steps to add ownership in another Medicaid/Medicare Entity.

shortcuttoStep: | 1 || 23 llallsllell 7l sl oll 10 || 12 Al




Owners List
[
| Filter By E| | \ Q6o
Owner SSHIEINMIN ‘Owner Information
=
Ar Ay
1111111 Doe,David
Doe, Sam

i Delete | View Page: Oco Page Count: 1 SaveToXL5

Ownership

IMPACT

Type
AY

Managing Employee
Individual'Sole Proprietor

Viewing Page: 1

L
[B Save Fitters. T My Fitters™
Start Date End Date
AY AY
06/0272015 12/31/25999
06/02/2M5 1243172559

€ rirst | | 4 Prev | | ¥ Next | |9 Last

List Ownership Interest in other Entities reimbursible by Medicaid and/or Medicare.

lﬂller By |Z| ” @co

Other Owner EINTIN
Av AY

Other Owner Information

123456785

T Delete | View Page: ©co | Page Count:1 SaveToXLS

Department of Human Services

Address
AY

123 Anywhere Lane Chicago, IL 60601

Viewing Page: 1

[B Save Fitters T My Fitters™

¢First | | €Prav | | ¥ Next | |9 Last

* When all ownerships for this location and ownership information in other

entities is complete, click Close.

ShortcuttoStep: |11 21|31|| 4

11

42




Step

Step 1: Provider Basic Information

step 2 Add Locations

Step 3: Add Speciaties

tep 4: Add Mode of Claim Submission/EC| Exchange
Step 5: Associate Biling Agent

Step 6; Add Provider Controlling Interest/Ownership Details
Step 7. Add Taxonomy Defalls @

Step & Associate MCO Plan

Step & 835ERA Enrolment Form

Step 10: Complete Enrolment Checklist

Step 11: Submit Enrollment Application for Approval

View Page: | 1

(Go PageCount:1 | (8 SaveTodLS

IMPACT

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

Required
Required
Required
Required
Requirad
Required
Required
Requirad
Optional
QOptional
Required

Required

Start Date
1572072013
15/20i2013
1572072015
157172013
1521215

057172013

Viewing Page: 1

End Date Status
052002013 Complete
0520215 Complete
052002015 Complete
052172015 Completa
052172013 Complete
15211215

Incomplete
Complete

Incomplete
Incomplete

Incomplete

& First

Completa

Step Remark

$prey || ¥ Next | |9 Last

* The system will place the current date in the End Date field and will place

Complete for Step 6.

* Click on Step 7: Add Taxonomy Details to continue with the application.

Shortcut to Step: | 1 || 2

3

4
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6

7

8
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; -IMPACT

© add )

Taxonomy List »
I Filter By E| [l ®co (Es“e Fiters ‘ I_T My Fitters™ ‘
Taxonomy Code Description Start Date End Date
=
A AY AY AY

Ho Records Found !

* To enter Taxonomy Details click on Add.

ShortcuttoStep: |1 {213 4|I5116178|l9] 10 || 11 44




: -IMPACT

# Add Taxonomy A

Taxonomy Code: *4q Location:  pi-Doeceedoe _

(Click here for Tamonomy List)

—  [escripton:

Start Date: BE: End Date:

e

@ Ear *

* If the Taxonomy Code is known, 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 {213 4|I5116178|l9] 10 || 11 45
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IMPACT

= Add Taxonomy

Taxonomy Code: @

(Click here for Tamonomy List)
Description:

Start Date:

mr
H

Location:  gi-Doeceedoe v *

End Date:

m

{2 Confirm Taxon omy | |0k {® Cance

* If 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 new

web browser window.

* 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).

Shortcutto Step: |1/ 2||31{/41||5]||6

10 || 11 46




; -IMPACT

Search thiz site ...

National Uniform Claim Committee

Home Announcements NUCC Structure Calendar 1500 Claim Form Code Sets Resources

Open All i Clicking a [definition] link to
! the left displays code value
i definitions, when available, and
| additional information about
| the selected code in this space.

Code titles with a Bl 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 you as a provider.

| If you are unable to find a
@ Individual or Groups (of Individuals) | code to meet your need:
F nNon-individual | = 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 llallsllell 7l sl oll 10 || 12 2




. N
L IMP

Home Announcements NUCC Structure Calendar 1500 ClaimForm Code Sets Resources

Open All Clicking a [definition] link to

: 3 : : N the left displays code value
Code titles with a B 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 (Ctri-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
code to meet your need:
¢ Submit a Question

e More Information

athic & Osteopathic Physicians [definition]

practic Providers [definition]
| Providers [definition]
& Nutritional Service Providers [def

m

B Physfian Assistants & Advanced Practice Nursing Providers [definition]

# Podigtric Medicine & Surgery Service Providers [definition]

giratory, Developmental, Rehabilitative and Restorative Service Providers
nition]

ch, Language and Hearing Service Providers [definition]

ent, Health Care [definition]

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

ShortcuttoStep: |1 {213 4|I5116178|l9] 10 || 11
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u IMPACT

Search this site ...

National Uniform Claim Committee

Home Announcements NUCC Structure Calendar 1500 Claim Form Code Sets Resources

Open All Clicking a [definition] link to

. . . . : ; the left displays code value
Code titles with a ¥ sign expand when you click on them. You can expand the entire list by definitions,pw:en awailable, and
clicking the "Open All" link abowve. 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
[E Individual or Gg i code to meet your need:
BUp [definition] * Submit a Question
® Multi-Specialty - 193200000X [definition] * More Information
® Single Specialty - 193400000X [definition
opathic & Osteopathic Physicians [definiti
Beha i » ers [definition
Chiropractic Providers [definition
Dental Providers [definition
Dietary & Nutritional Service Providers [definition
Emergency Medical Service Providers [definition
Eve and Vision Services Providers [definition
Nur=sing Service Providers [definition
Mursing Service Related Providers [definition
Other Service Providers [definition
Pharmacy Service Prowviders [definition
Physician Assistants 8 Advanced Practice Nursing Providers [definition
Podiatric Medicine & Surgery Service Providers [definition
Respiratory, Developmental, Rehabilitative and Restorative Service Providers
[definition
¥ Speech, Language and Hearing Service Providers [definition
[# Student, Health Care [definition
¥ Technologists, Technicians & Other Technical Service Providers [definition
H Non-individual

m

HEHEHHEEHEEMEEEEH

Copyright 2015 American Medical Association

* Make a note of the Taxonomy Code that is correct for your area of practice.
* Click on the X button in the upper right corner to close the National Uniform
Claim Committee webpage.

shortcuttoStep: | 1 || 23 llallsllell 7l sl oll 10 || 12 Al




: -IMPACT

= Add Taxonomy A

Taxonomy Code: | 193400000X * 4 Location: | g1-Doeceedoe E *

(Click hera for Tauonomy List)
Descriphon: Single Specialty €

StartDate: | 06/01/2015 & | = EndDate: 12/31/2999 & |

ConfrmTaxonomy | o0k ) @ Canced

* 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 {213 4|I5116178|l9] 10 || 11 50




Taxonomy List

Filter By E|

Taxonomy Code
Ar

] 193400000

il Delste | View Page: | 1

ils

IMPACT

®aco

Description

AY
Single Speciatty

(0] Page Count:1 | [ SaveTonls

Viewing Page: 1

Start Date

AY

05/20/2013

r.3
Bsave Fiters || Y My Fiters™

End Date
AY

&« L4 b »

* 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.

Shortcut to Step:

10

11

51




IMPACT

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

Step Required Start Date End Date Status Step Remark
IStep 1. Provider Bagic Information Required 052012015 05/20/2015 Complete
Step 2: Add Locations Required 05202015 03212015 Complete
Step 3. Add Speciaties Required 052012015 05/20/2015 Complete
Step 4; Add Mode of Claim Submission/EDI Exchange Required 05212015 03212015 Complete
Step 5 Azsociate Biling Agent Required 05212015 03212015 Complete
Step 6 Add Provider Controlling Interest/Qwnership Details Required 05212015 03212015 Complete
Step 7. Add Taxonomy Details Required 05212015 @J’EMS C:@
Step & Associate MCO Plan @G Qptional Complete
Step 9 835/ERA Enrolment Form {Optional Incomplete
Step 10: Complete Enrallment Checklist Required Incomplete
Step 11: Submit Enroliment Application for Approval Required Incomplete
View Page: | 1 (®Go PageCount:1 | [ SaveToXLS Viewing Page: 1 Crirst | [€ Prev | | ¥ Next | |9 Last

* The system will place the current date in the End Date field and will place
Complete for Step 7.
* Click on Step 8: Associate MCO Plan to continue with the application.

ShortcuttoStep: |1 {213 4|I5116178|l9] 10 || 11 52




IMPACT

O chos: @

MCO Plan List

Filter By B ®co EEM Fiters | = Y My Fiters™

PlanID Plan Name Business Status Business Status Start Date Business Status End Date Association Start Date

Association End Date Program Code Description
Av AY AY AT

AY AY AY iy

No 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.

* Sister Agencies will also be listed as an MCO Plan. A sister agency is also
known as a State Agency or a Waiver provider.

shortcuttostep: | 1 [ 23l allslell 7l sl ol 10 | 12 /3
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IMPACT

Associate MCO Plan A

Click on the "Confirm/Search 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: % =3 Plan Hame:

Program Code Description:

Association Start Date: Association End Date:

Bt
L.
Ei

@ Confirm/Search Plan | |« ® Cancel

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

* Click Confirm/Search Plan to confirm the plan ID or to search for the plan.
* Verify the Plan Name populated correctly, then click OK.

* |If the MCO is not known, click on Confirm/Search Plan to search for a plan.

shortcuttoStep: | 1 || 23 llallsllell 7l sl oll 10 || 12 Al




IMPACT

© Close @

MCO Plan Search List A
= Filter By B © o Bysave Fiters | ¥ My Fiters™
PlanID  Plan Name Business Status  Business Status Start Date Business Status End Date Program Code Description
Fal AY AY AY AY AT
g 7126080 Blue Cross Blue Shield IL FHP Active 1012015 12/31/2959 Famity Health Plan/4 ffordable Care Act
D 7126393  Meridan Health Plan INC VMC Active 05142015 12/31/2959 Family Health Plan/Affordable Care Act
D 7126400 HARMONY HEALTH PLAMN IL INC VMC Active 05142015 12/31/2999 Family Health Plan/Affordable Care Act
View Page: | ®co PageCount:1 | [ SaveToXLS Viewing Page: 1 « £ > »

» Use the Filter By drop down and enter desired information to filter the
available MCO plans.

* When the desired MCO plan is located, click on the checkbox next to the that
line then, click Select.

ShortcuttoStep: |1 {213 4|I5116178|l9] 10 || 11 55




IMPACT

B Associate MCO Plan A

Chelk on the "Confuen'Search Fian’ bation 10 s2arch for a MCO Man or confinm the Flas 1D eniered
Please associate oaly 1o plans with which you have a signed contraci
Plaall: 123456 = pian Mame: Blue Cross Blue Shield

Program Code Descrpbon  Famiby Health Plan

Association StartDabe:  065/01/15 B * Association End Dale:  1~m g W

IEH:"-:*.':-M.':‘ -'-'r@'m WL

* The chosen MCO plan information will populate.
* Verify it is correct then, click OK.

shortcuttoStep: | 1 || 23 llallsllell 7l sl oll 10 || 12 ﬁ e




IMPACT

# MCO Plan List
Filter By B ®ao ESE'{& Fiters | Y My Fiters™
PlanID Plan Hame Business Status Business Status Start Date  Business Status End Date  Association Start Date  Association End Date  Program Code Description
AY Ay AY AY AY AY Av AY
D 7126080 Blue Cross Blug Shield L FHP  Active 010172015 12/31/2999 052112015 12/31/2999 Family Health Plan/Affordable Care Act
il Dekete | View Page: | 4 ()20 PageCount:1 | fd SaveToXLs Viewing Page: 1 « ¢ ) »

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

ShortcuttoStep: |1 {213 4|I5116178|l9] 10 || 11 57




IMPACT

Business Process Wizard - Provider Enrollment (Group}. Click on the Step # under the Step Column.

Step Required Start Date End Date Status Step Remark
Step 1: Provider Basic Information Required 052012015 052072015 Complete
Step 2 Add Locations Required 05202013 0521215 Complete
Step 3 Add Speciaties Required 05202015 0520215 Complete
Step 4 Add Mode of Claim Submission/EQI Exchange Required 0a21215 052172135 Complete
Step 5: Associate Biling Agent Required 052112015 052172015 Complete
Step 6: Add Provider Controling Interest/Ownership Details Required 05212013 0521215 Complete
Step T Add Taxonomy Details Required 05212015 052172135 Complete
Step 8 Associate MCO Plan (ptional 0a21215 052172135 E@
Step 3 B35ERA Enrolment Form = e (ptional Incomplete
Step 10: Complete Enrollment Checklist Required Incomplete
Step 11: Submit Enroliment Application for Approval Required Incomplete
View Page: | 1 Go | Page Count:1 | fd SaveToXLS Viewing Page:1 st | | € Prev | | ¥ Next | |3 Last

* The system will place the current date in the End Date field and will place
Complete for Step 8.
* Click on Step 9: 835/ERA enrollment form to continue with the application.

ShortcuttoStep: |1 {213 4|I5116178|l9] 10 || 11 58




IMPACT

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.

| 0 cose JEERSHIETLTNCTTY

i ERA EMROLLMENT FORM ~

iH | PROVIDER INFORMATION M

nn

Provider Hame:

Doing Business As Mame (DBAk Doeceedoe Anesthesia Buddies

Provider Address
Sieet: 123 Samplesap Rd STE30OD StaieProvince MEW YORK
Cityz:  Melville Zip Code/Posial Code: 11747

Country Code;  UNITED STATES

i§ | PROVIDER IDENTIFIERS -~

Provider Federal Tax Kentification Bumber (TIN) or Employer identification Number (B 454576995
Matipnal Provider dentifier (NPT 1265347461
Other Kentifier(s)

Assigning Authority: | Trading Pariner Ik
Provider License Details
Provider License Hes License Issuer;
Provider Type:  GROUP

Provider Taxonomy Code:

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

ShortcuttoStep: |1 {213 4|I5116178|l9] 10 || 11 59



http://www.myhfs.illinois.gov/

55//‘(:—\/2 linois Medicaid Progra ce .
JMPACT
@subri | | @ oot | Qap |

# ELECTRONIC REMITTANCE ADYICE INFORMATION ~

Preference for Aggregation of Remittance Dataje.qg., Account Number Linkage to Provider ldentifier)
NPl g TAXID *
W Wedicaid enumerates by Tax 1D only.

Method of Retrieval:| CORE ]* <

# ELECTRONIC REMITTANCE ADVICE CLEARINGHOUSE INFORMATION (Mot applicable at this time) L l
ClearingHouse Name:
ClearingHouse Contact Name
ClearingHouse Contact Name: Telephone Number:

Email Address: |

B ELECTRONIC REMITTANCE ADVICE VENDOR INFORMATION (Not applicable at this time) »

Vendor Name: |

Vendor Contact
Vendor Contact Name: | | Telephone Number: [

Email Address:

i SUBMISSION INFORMATION -
Reason for Submission

" Cancel Enrollment ¢ Change Enrallment @ New Enfollment *

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

ShortcuttoStep: |1 {213 4|I5116178|l9] 10 || 11 60
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@ submit | | B Print | @ Help

f | ELECTRONIC REMITTANCE ADVICE VENDOR INFORMATION (Mot applicable at this time) "~
Vendor Name:
Vendor Contact

Vendor Contact Name: Telephone Number:

Emall Address:

. ¥ | SUBMISSION INFORMATION ~
Reason for Submission
:r' Cancel Enrollment © Change Enrollment @ Mew Enrollment *
Authorized Signature
Electronic Signature of Person Submitting Enroliment.

“Aumnrlzation Agreement-By selecting the checkbox above, | hereby agree that | have read and agree to the terms and
cenditions stated in the Authorization Agreement below.

Authorization Agreement

By signing this request, | am authorizing the Michigan Department of Com ealth to establish an 835/ERA account for the Tax ID listed above and for 835/ERA files to be transmitted elecironi the designated entity.
Written Signature of Person Submitting Enroliment: |y
Printed Name of Person Submitting Enroliment:
Printed Title of Person Submitting Enrollment: | gyest
Submission Date: 0

Requested ERA Efective Date:

{Once approve the next paycycle date.)

* Checkbox to authorize the creation of an 835/ERA account.
* The written signature portion should populate.
* Once all fields are complete, click Submit and Close at the top of the page.
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Step

Step 1: Provider Basic Information

Step 2 Add Locations

Step 3: Add Speciatties

Step 4: Add Mode of Claim Submizgion/EDI Exchange
Step 5: Azsociate Biling Agent

Step 6: Add Provider Controling Interest/Ownership Details
Step 7 Add Taxonomy Details

Step &: Associate MCO Plan

Step &: B35ERA Enrollment Farm

Step 10: Complete Enroliment Checklist @ m—

Step 11: Submi Enralment Application for Approval

View Page: |1 Ol Page Count: 1

IMPACT

] saveToxLs

Required
Required
Required
Required
Required
Required
Required
Required
(ptional
(ptional
Required

Required

Start Date

0502072115

050207215

030207215

032172015

032172015

052172015

052172015

052172115

052172115

Viewing Page: 1

End Date

05207215

05217215

05207215

05217215

05217215

05217215

05217215

05217215

Status Step Remark
Complete
Complete
Complete
Complete
Complete
Complete
Complete

Complete

15217215

Complete

Incomplate

Incomplate

Srist | | € prev || ¥ Next || Last

* The system will place the current date in the End Date field and will place
Complete for Step 9.
* Click on Step 10: Complete Enrollment Checklist to continue with the

application.

Shortcut to Step: | 1

10

11
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Provider Checklist A

Question Answer Comments
Have you had any malpractice settiement, judgment, or agreement?If yes, dollar amount and dates are required. Not Completed E
Do you need to request a Retroactive Enrolment Date? If Yes, enter the requested Retroactive Enrollment Date in the comment field to be considered. Not Completed E‘ ‘
Are you currentty excluded from any llinois or other state program? If yes, provide state of exclusion and program. Not Completed E
Are you currentty excluded from any federal program? If yes, provide the program and date. Not Completed E
Have you ever had a criminal or heathcare program-related conviction? If yes, provide type of conviction and date. | Not Completed E‘ ‘ ‘
Have you ever had a judgment under any false claims act? If yes, list judgment and date Not Completed E
Have you ever had a program exclusion/debarment? If yes, provide program and date | Not Completed E‘ ‘ ‘
Have you ever had civil monetary penalty? If yes, provide penalty type and date. Not Completed E
Do you have 5% or more ownership interest in other entities reimbursable by Medicaid andfor Medicare? If Yes, provide details in - Add Ownership Details  step. Not Completed E

View Page: (o | Page Count:1 Viewing Page: 1 Wrist | | € Prev | | ¥ Next | |9 Last

* All questions 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.
AR
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ep Required Sart Date End Date Satus Step Remark
Step 1: Provider Bagic Information Required 082002015 05120215 Complete
Step 2. Add Locations Required 05202015 0521215 Complete
Step 3: Add Speciatties Required 052002015 05120215 Complete
Step 4: Add Mode of Claim Submizsion/EDI Exchange Required 052112015 052112015 Complete
step o Associate Biling Agent Required 05212015 0521215 Complete
Step 6: Add Provider Controlling Interest/Ownership Details Required 052112015 052112015 Complete
step 7. Add Taxonomy Details Required 05212015 0521215 Complete
Step & Associate MCO Plan Qptional 052112015 05211215 Complete
Step 5 835/ERA Enrollment Form Qptional 05212015 0521215 Complete
Etep 10: Complete Enroliment Checklist Required 052172015 052172015 C@
Step 11: Submit Enrolment Application for Approval — eE—— Required Incomplete
View Page: | 1 Go Page Count:1 | fd SaveTaXLS Viewing Page: 1 rirst | | € prev | | ¥ Next | |9 Last

* The system will place the current date in the End Date field and will place
Complete for Step 10.

* Click on Step 11: Submit Enrollment for Approval to continue with the
application.
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0o (I8

Final Submission -~

Application ID:  20150520803272 EnrolimentType: Group Practice {Corporation, Partnership, LLC,
etc.)

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

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

I agree that the information submitted as a part of the application is correct {Private and Confidential}.

Application Document Checklist Ly

Forms/Documents Special Instructions Source Required

as ) AT AT 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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2 Cio () 2utmt Apphcation RAHET reading e Terms and Conditiong be Sufe to check e sgreciment box lcated al the end of the docameat

Telepsychiatry and Growp Psychotherapy Providers
Telepsychiatry and group psychotherapy service prosiders in the lllinois Wedical Assistance Program agree, represent, and certify as follows:
1.Ihzve compleled either a general psychiztic residency program or a childfadolescent psychizic residency program | agree o prindde HFS with the name of the program and the dale onwhith |

completed the program | futher agree Bal my acceptance of these Terms and Conditions carifizs, under penalties of perjury, that the information | have provided on my residency programis
tue, accurate and complele.

Alcohol and Substance Abuse Providers
Alcohol and substance abuse providers in the linois Medical Assistance Program agree, represent, and certify as follows:

1.1shall notify Mlinois Medical Assistance of any significantinjury, suicide atlernpt or death at the facility, in order to alow [Encis Medical Assistance and the Depariment of Public Health fo
imvestigata the incident

2. The Provider, if a suhsiance abuse beatment and intervenSon provider per e definitions and requirements of 77 11l Admin. Code 2060 and 20490, agrees fal & will maintzn compliance with
applicable parts ofthe then-eSective Aachment C fo the Depadment of Human Senices Community Senvices Agreement (available via hitpiweanw dhs stateil usipage aspreiem=29741).
Community Mental Health Providers

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

1.The Frovider, if @ community mental heath provider per the definiions and requirements of 59 1. Admin. Code 132, agrees thal A will maintzin compliance with appliczble parts of the then- | |
effedtve AZachmend B o the Department of Human Senices Community S2nioes Agreement (available via hitpOwwaw dhs staleil usipage aspefiem=29741). &

#By checking this, | certify that | have read and that | agree and accept the enroliment conditions in the Trading Partner |

* 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.

* Click OK in the message box .

Message from webpage 2%

Your Application Number 20150519411486 has been successfully
l submitted for State review. Return with this application number to track
the status of your apphcation

OK
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Step

Step 1: Provider Basic Information

Step 2: Add Locations

Step 3: Add Speciaties

Step 4 Add Mode of Claim Submission/EDI Exchange
Step 5: Associate Biling Agent

Step 6: Add Provider Controling Interest/Ownership Details
Step 7. Add Taxonomy Detais

Step &: Associate MCO Plan

Step 9: 835/ERA Enroliment Form

Step 10: Complete Enrollment Checkist

Step 11: Submit Enralment Application for Approval

View Page: | 1 (co  Page Count:1

IMPACT

(d SaveToXL5

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

Required
Required
Required
Required
Required
Required
Required
Required
Optional
Optional
Required

Required

Viewing Page: 1

Start Date

152002015

15202015

(50201215

152172015

052172015

152172015

152172015

(521215

152172015

(521215

152172015

End Date

152002015

132172015

15201213

152172015

05/21/2015

152172015

152172015

1321213

132172015

1321213

Status Step Remark
Complete
Complete
Complete
Complete
Complete
Complete
Complete
Complete
Complete

Complete

2112015

[

rist | | € Prev | | ¥ Next | |9 Last

* The system will place the current date in the End Date field and will place
Complete for Step 11.

Shortcut to Step: | 1
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* For more information regarding IMPACT, please visit
http://www.illinois.gov/hfs/impact/Pages/AboutlMPACT.aspx

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

ShortcuttoStep: |1 {213 4|I5116178|l9] 10 || 11
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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@lIllinois.gov
> Phone: 1-877-782-5565
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