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* Introduction to IMPACT and Key Terms
* Application Process

e Resuming an Application

e Starting a New Application

* The Business Process Wizard (BPW)

* Completing the Application using BPW
* Review and Submit Application

* Resources

* Questions & Answers



and Key Terms &RIMPACT

* 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:

— Individual Rendering/Servicing Provider: A provider who does not bill
Medicaid directly and who prescribes or refers items or services through
a Group, Facility, Agency, Organization or Individual Sole Proprietor.

— Billing Provider: A provider who submits claims and/or receives payment
for an Individual provider.

— 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.

— New Enrollment: A new provider who needs to enroll in IMPACT.

— Revalidation: A provider previously enrolled in MMIS whose information
was transferred to IMPACT. An Application ID was received by mail.
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Pressing any of the buttons below will
skip to that step of the presentation

Pressing this button on
any screen will bring you
back to this menu.

ShortcuttoStep: |1 {23456 7|l81|9
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Manage your account

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

= Change Password

Access your applications

T

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

il Provider Enrollment

Nesw Enrgllment ERIGI A5 ANew Provider

Track Application Track Existing Provider Application

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

ShortcuttoStep: |1 l2ll3 1456l 7]8|| 9 /3 5
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Mew Enroliment

Track Application

List Applicafions
* 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).

e
0 Cio ® Submi

Track Existing Application
Please provide the Application ID to track your application.
=)

¥

e 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).

6117|819
n

ShortcuttoStep: |12 ||3||41]|5
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MNew Enroliment b4

Track Application n

List Applications w

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

==z Enrollment Type

Select the Applicable Enrolliment Type
o Individual/Sole Proprietor

e

p—
™y
A
N
N
e
L

™
2
o Billing Agent
>
2
—

Regular Individual/Sole Proprietor or Renderingf/Servicing Prowvider

EHR-MIPP Only Prowvider (Choose this option to participate only imn EHR-MIFPP.)
Managed Care Metwork Prowvider Omnly

Managed Care Metwork Prowvider and EHR

y Facility/Agency /i Organization (FAO-Hospital, Mursing Facility, WVarious Entities)

) Individual (Driver, Home Help/Personal Care, Carpenter, etc_)
P

P

Agency (Child Care Institution, Home Help/Personal Care Agency. Transportation Company.
Local Education Agency etc.)

& submit

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

ShortcuttoStep: |1 |2 I3 ||4||516|l7]|l8|9 Za
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Please complete all fields. At a minimum, all fields with an * are required.

i Basic Information
First Name:
Last Name:

Suffix:

SSN:

Date of Birth:

NPI:

Home Address

Sally

Fields

100001052

10/05/1982

Address Line 1:

State/Province:

Country:

Address Line 3:

-~
* Middle Initial:
*
~ Gender: Female ~
*®
&= *® Applicant Type: Atypical Rendering/Servicing ~ | ¥
Contact Email Address:
Email-1: sally.fi@@gmail.com 3 Email-2:
Email-3: Email-4:
Email-5: Email-6: e
L
Please ensure you are providing the home address of this provider. Failure to do so may result in this application/modification being denied.
Address validation successful
607 E Adams St * Address Line 2:
(Enter Street Address or PO Box Only)
City/ Town: Springfield el
ILLINOIS vl County: Sangamon ~
UNITED STATES | * Zip Code: 562701 * - 1634

| € validate Address .

(]

View Screening Result @ cancel

* Applicant Type will need to be selected from the drop down and it drives

the rest of the application.

*Click Validate Address after street address and zip code have been entered.
* After all the information has been entered click Finish.

Shortcut to Step: | 1
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Application ID: 20191007197659 Name: Fields Sally

Basic Information Lo

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

Your Application ID Y& 0191007197659)

Please make note of this Application ID. This is the number you will be required
to use to track the status of your enroliment 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.

"IMPACT

* Application ID: systematically generated.
* Name: should reflect name from Basic Information.

* The system will generate an application ID after the
successful completion of the Basic Information
screen; the application number is a 14-digit
number that has the following components:

— The system date in yyyymmdd format
— A 6-digit system generated random number
— Example: 20191007197659

* 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 it is mark approved.

« After documenting the ID number click OK.

Shortcutto Step: |1 || 2||3||41]|5
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The BPW serves as the “Control Center” of the application.

Application ID: 20191007197659

EH Enroll Provider - Atypical Individual

Name: Fields, Sally

Ea

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

Step

Step 1: Provider Basic Information

Step 2: Add Specialties

Step 3. Associate Billing Provider/Other Associations

Step 4. Add License/Certification/Other

Step 5. Add Provider Controlling Interest'COwnership Details
Step 6: Add Taxonomy Details

Step 7 Associate MCO Plan

Step 8 Complete Enroliment Checklist

Step 9. Submit Enroliment Application for Approwval

View Page: | 1 ® Go I Page Count & 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

is the date each step is completed.

* Status: When a step is completed the Status will be updated to Complete; answering

Required Start Date End Date Status
@d 10707/ 2019 10/07/2019 Complete)
Required Incomplete
Required Incomplete
Optional Incomplete
COptional Incomplete
Optional Incomplete
Optional Incomplete
Required Incomplete
Required Incomplete
Viewing Page: 1 €€ First € Prev >

some checklist questions may change a prior step’s status back to Incomplete.

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

Shortcutto Step: |1 || 2||3||41]|5
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Step Remark

» Last
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Using BPW
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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 and 2 must be completed before attempting any of the later steps.

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

Application ID: 20191007197659

Enroll Provider - Atypical Individual

Name: Fields, Sally

-~

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

Step

Step 1: Provider Basic Information

Step 2: Add Specialties G—

Step 3: Associate Billing Provider/Other Associations

Step 4: Add License/Certification/Other

Step 5: Add Provider Controlling Interest/Ownership Details

Step 6. Add Taxonomy Details
Step 7: Associate MCO Plan
Step 8: Complete Enroliment Checklist

Step 9: Submit Enroliment Application for Approval

View Page: | 1 ®Go I Page Count

fd SaveToXLS

Shortcut to Step: |1 || 2 || 3

41151|]|6

Step Remark

Required Start Date End Date Status
< _Required 10/07/2019 10/07/2019 Compleie—>
Required Incomplete
Required Incomplete
Optional Incomplete
Optional Incomplete
Optional Incomplete
Optional Incomplete
Required Incomplete
Required Incomplete
Viewing Page: 1 << First € Prev > Nexi

/™

» Last

11




0 Cloza 0 Add | A Primary Speciality

Specialty/Subspecialty List
Filter By v

Specialty/Subspecialty
O AV

*Click the Add button in the upper left corner.

Shortcut to Step:

Vil
IMIPACT

0 6o

Provider Type
AY

No Records Found !

Bsave Fiters ¥ My Filters”

End Date
AY

12
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Add Specialty/Subspecialty A
Provider Type: | —SELECT— T * €
Specialty, | |7 ¥ €
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.

ShortcuttoStep: |1 |23 H4I5I6||7|l8]|9 Za




"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 ID: 20191007197659 Name: Fields, Sally

Ada Speciaty/Subspeciarty ~ Click on the
Provider Type: | SOCIAL SERVICES - Al - Subspecialties
Speciatty: ot Laon v then click on the
End base: 12072090 | double arrows
SIS - to move the
Available Su-hSPeciaIties Assoialties = Su bS peC|a |tIeS
» | €= over to the
« | Associated
Subspecialties
) ) 7 box.

ShortcuttoStep: |1 |23 H4I5I6||7|l8]|9 14
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Application ID: 20191007197659 MName: Fields, Sally
i Specialty/Subspecialty List »
Filter By ~ ® Go [P Save Filters ¥ My Filters™
Specialty/Subspecialty Provider Type End Date
[]AY AY AY
] Parent Liaison/No Subspecialty SOCIAL SERVICES - Al 12/31/2999
il Delete | View Page: | 1 ® Go I Page Count Viewing Page: 1 & First £ Prev ¥ Next % | ast

[ SaveToXxLs

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

* When all the specialties/subspecialties have been entered, click Primary
Specialty to designate one of the listed Specialties as Primary.

ShortcuttoStep: |1 |23 H4I5I6||7|l8]|9 A 15
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@ae- >

#  Primary Specialty For Enrollment A
Primary Speciality: - PHYSICIANS/Family Medicine pa—
%
Start Date: |07/2612019 B | ¥ End Date: B e—

* Choose the Primary Specialty for this enrollment from the drop down menu.
* Complete the Start Date field. Leave End Date blank.
* When all information has been entered, click on Save then Close.

ShortcuttoStep: |1 |23 H4I5I6||7|l8]|9 A 16




Application 1D: 20191007 197659

© Close @+EN

Specialty/Subspecialty List
Filter By v

Specialty/Subspecialty

D.&T

[T] Parent Liaison/No Subspecialty

il Delete | View Page: | 1 ® Go

fd SaveToXLS

Yisal
IMIPACT

Name: Fields, Sally

® Go

Provider Type
AY

SOCIAL SERVICES - Al

Viewing Page: 1

[ Save Filters Y My Filters™

End Date

AY
12/31/2999

€ First € Prev 2 Next » 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.

Shortcut to Step: |1 || 2

17
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*You have completed Step 2: 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 3: Associate Billing Provider/Other Associations to continue

your application.

Application ID: 20181007197659

Enroll Provider - Atypical Individual

Name: Fields, Sally

~

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

Step

Step 1: Provider Basic Information

Step 2: Add Specialties

Step 3: Associate Billing Provider/Other Associations e
Step 4: Add License/Certification/Other

Step 5: Add Provider Controlling Interest‘Ownership Details

Step 6: Add Taxonomy Details

Step 7: Associate MCO Plan

Step 8: Complete Enrollment Checklist

Step 90 Submit Enrellment Application for Approval

View Page: | 1 ® Go I Page Count {d saveToXLs

Shortcut to Step: |1 || 2

W
H
()]
o)}

Required Start Date End Date Status Step Remark
Required 10/07/2019 10/07/2018 Complete
& Required 10/07/2019 10/07/2019 Complete
Required Incomplete
Optional Complete
Optional Incomplete
Cptional Incomplete
Optional Complete
Required Incomplete
Required Incomplete
Viewing Page: 1 €& First € Prev > Next » Last

18




Application ID: 20191007197659

© Close

Billing Provider/Other Associations List

Filter By R
NPI/Provider ID Provider Name
D AT AT

r/Other

Yisal
IMIPACT

Name: Fields, Sally

® Go

Enroliment Type Start Date

AY AY

No Records Found !

* Click Add to associate to a Billing Provider.

Shortcut to Step: |1 || 2 || 3

& save Filters Y My Filters™

End Date Status
AV AY

19
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¥ Associate Billing Provider/Other Associations

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

Type: NPI ~ | *®
——
ID: | 1497875298 b é Provider Name: CICERO HEALTH CENTER
Enrolliment Type: Facility/Agency/Organization (FAO-Hospital,
Nursing Facility, Various Entities)
Applicant Type:
Startpate: |07/2612019 | x S End Date: e

[ < @ Confirm Provider | ## Ok Cancel

* Once all information has been entered, click on Confirm Provider and verify
the correct Provider Name is displayed.

* Leave the end date blank.

* Click OK when you are finished.

ShortcuttoStep: |1 |23 H4I5I6||7|l8]|9 A 20
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Application ID: 20191007 197659 Name: Fields, Sally
(ol © Add
Billing Provider/Other Associations List A
Filter By v ®Go [P\ save Filters ¥ My Filters™
NPI/Provider ID Provider Name Enroliment Type Start Date End Date Status
[]AY AY AY AY AY AY
] 1497875298 CICERQO HEALTH CENTER Facility/Agency/Organization (FAO-Hospital, Mursing Facility, Various Entities) 07/26/2019 12/31/2999 Approved
Ml Delete | View Page: | 1 ® Go I Page Count Viewing Page: 1 €& First € Prev > Next » Last

SaveToXLS

* Click Add and repeat the process as necessary.
* If there are no other Billing Providers to add, click on Close to return to the
BPW.

ShortcuttoStep: |1 |23 H4I5I6||7|l8]|9 A 21
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Application ID: 20191007197659 Mame: Fields, Sally
Enroll Provider - Atypical Individual -~

Business Process Wizard - Provider Enroliment (Atypical Individual). 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 Specialties Required 10072040 i0/0z/2049  Complete
Step 3. Associate Billing Provider/Other Associations Gluired 10/07/2019 10/07/2019 C%QID
Step 4: Add License/Certification/Other G—— Optional Complete
Step 5: Add Provider Controlling Interest/Ownership Details Optional Incomplete
Step 6: Add Taxonomy Details Optional Incomplete
Step 7: Associate MCO Plan Optional Complete
Step 8: Complete Enrollment Checklist Required Incomplete
Step 9: Submit Enrollment Application for Approval Required Incomplete
View Page: | 1 ® Go I Page Count & saveToXLs Viewing Page: 1 €€ First € Prev ¥ Next » Last

* You have completed Step 3: Associate Billing Provider. The system will place
the current date in the End Date field and will place Completein the
corresponding Status field.

* Click on Step 4: Add Licenses and Certifications to continue your application.

ShortcuttoStep: |1 |2 I3 |14||516||7]||8]|9 22
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Note: This is an optional Step in this enrollment

0 Closz @

#  License/Certification/Other List A
Filter By B ®co ESave Fiters | | Y My Fiters™
LicenselCert.Other Type LicenselCert./Other # Location Valid Flag Effective Date End Date
AV Av AY AY AY AY

No Records Found !

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

ShortcuttoStep: |1 |23 H4I5I6||7|l8]|9 A 23
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* 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.

* Click the drop down menu next to State to select the State from which the
license was obtained.

* 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 |2 I3 |14||516||7]||8]|9 A 24
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O ciose W+ENG

License/Certification/Other List 2l
Filter By v Qco BsaveFitters T My Filters”
License/Cert./Other Type License/Cert./Other # Valid Flag Effective Date End Date
[ AY AV AY AY AY
[ State Professional License 123456789 Yes 071262019 07/31/2020
il Delete  View Page: | 1 Qco Wragecount | [ saveToxLs Viewing Page: 1 @rist € Pev ¥ Next W 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.

ShortcuttoStep: |1 |23 H4I5I6||7|l8]|9 A 25
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\:\i_M pACT < My Inbox ~ Provider— >

2 Barrett.Keith ~ Last Login: 04 OCT, 2019 05:29 PM Q, Quick Find [l Note Pad & External Links~ & My Favorites ~ £ Print € Help
Mylnbox MNew Enrollment Atypical Individual Enrolliment Atypical Individual Enrollment
Application ID: 20191007187659 Name: Fields, Sally
EH Enroll Provider - Atypical Individual -~

Business Process Wizard - Provider Enrollment (Atypical Individual). 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 Specialties Required 10/07/2019 10707/ 2019 Compilete
Step 3: Associate Billing ProviderrOther Associations Required 10/07/2019 10/07/2019 Complete
Step 4° Add License/Certification/Other @ional 10/07/2019 10/07/2019 Complete )
Step 5: Add Provider Contrelling Interest'Ownership Details — Optional Tmcomplete
Step 6: Add Taxonomy Details Optional Incomplete
Step 7. Associate MCO Plan Optional Complete
Step 8. Complete Enrcliment Checklist Required Incomplete
Step 90 Submit Enroliment Application for Approwval Required Incomplete
View Page: | 1 & Go & Page Count & saveToXLS Viewing Page: 1 €€ First € Prev > Next » Last

* You have completed Step 4: Add Licenses and Certifications. The system will
place the current date in the End Date field and will place Complete in the
corresponding Status field.

* Click on Step 5: Add Provider Controlling Interest/Ownership Details to
continue your application.

ShortcuttoStep: |1 |23 H4I5I6||7|l8]|9 A 26




[Plsem

————

“IMPACT

Note: This Step in not applicable to Rendering Servicing Providers

© s ~ | () C—

pe Add Owner

anual -~
Import Ovmer
PROVIDEL [ otionenps ROL DISCLOSURES
Provider B oyners Agverse Action

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

Provider (including fiscal agents and managed care entities) are required to disclose the following information on ownership and control during enroliment, 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 corperate enfities 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 s related to another person with ownership or control interest as a spouse, parent, child or sibling; or whether the person
more interest is related to another person with ownership or control interest as a spouse, parent, child of sibling

or with an hip or conirol interest of any subcontractor in which the disclosing entity has a five percent or
+ 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.
REQUIRED OWNERS
+ Managing Employee is for all types.
+ There must be at least one other ownership type in addition to Managing Employee. Corporate - Charitable 501[c]3
- At least one Board of Director/Officers/Principal is required if one of the ownership types below is selected:
Corporate - Charitable 501[c]3 Corporate - Not Publicly Traded Foreign, Nonresident Alien
Corporate - Non Charitable Sub-contractor Limited Liability Company
Corporate - Publicly Traded Holding Company Indirect Owner
Owners List =
Filter By ~ And | ngicator ~ ®@oo [ save Fitters ¥ My Filters™
Owner SSN/EINTIN Owner Information Owner Type Address Start Date End Date Relationship Status Adverse Action Percentage owned
ar av av av av av av av av
No Records Found !
-~
© Add Other Owned Entity | List Ownership Interest in other Entities reimbursible by Medicaid and/or Medicare.
Filter By v ®@co Bsave Fitters . T My Filters™
Other Owner EINTIN Other Owner Information Address
Ay av av

No Records Found !

* This step is not applicable to Rendering Servicing provider.

ShortcuttoStep: |1 |23 H4I5I6||7|l8]|9 Za
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Application ID: 20191007197659 Name: Fields, Sally
2 Enroll Provider - Atypical Individual -~

Business Process Wizard - Provider Enrollment (Atypical Individual). 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 Specialties Required 10/07/2019 10/07/2019 Complete
Step 3: Associate Billing Provider/Other Associations Required 10/07/2019 10/07/2019 Complete
Step 4. Add License/Cerification/Other Optional 10/07/2019 10/07/2019 Complete
Step 5: Add Provider Controlling Interest’'Ownership Details @ional 10/07/2019 10/07/2019 Complete )
Step 6. Add Taxonomy Details — Optional Incomplete
Step 7: Associate MCO Plan Optional Complete
Step 8 Complete Enroliment Checklist Required Incomplete
Step 90 Submit Enrcliment Application for Approval Required Incomplete
View Page: | 1 ® Go I Page Count (& saveToxLs Viewing Page: 1 €€ First € Prev ¥ Next » Last

* You have completed Step 5: 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 6: Add Taxonomy to continue your application.

ShortcuttoStep: |1 |2 I3 |14||516||7]||8]|9 A 28
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Taxnnnmy List L]
Filter By IEI @® co B save Fiters | ¥ My Fitters™
Taxonomy Code Description Start Date End Date
Fasy AT AY AT

No Records Found !

* To enter taxonomy details click on Add.

ShortcuttoStep: |1 |23 H4I5I6||7|l8]|9 A 29
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Taxonomy Code:; # 4 (Click here for TaXonomy List) - q—

Add Taxonomy

Description:

Start Date: | % —

End Date:

@ Taxononmy )@ Cancel

* If the taxonomy code is known, enter it in the Taxonomy Code box.

* Enter the Start Date. Leave the End Date blank. This can be updated at a later
time.

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

* Click on OK to finalize the submission.

ShortcuttoStep: |1 |23 H4I5I6||7|l8]|9 A 30
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Add Taxonomy -

Taxonomy Code:; # 4 (Click here for Taxonomy List) —s—

Description:

i
#*

Start Date:

End Date:

l|:'.-_-'*:|'l!l-:lnfirmTa=.|1-c|:ln|:|n'r'_,r " Ok & Cancel

* If the taxonomy code is not known, select Click here for Taxonomy List. This will
open a 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).

ShortcuttoStep: |1 |23 H4I5I6||7|l8]|9 A 31
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Search this site ...

National Uniform Claim Committee

Home  Announcements NUCC Structure Calendar 1500 ClaimForm  Code Sets  Resources

Open All Clicking a [definition] link to

) ) ) ) L the left displays code walue
Code titles with a # 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 a e the code that best identifies you as a provider.

If you are unable to find a
code to meet your need:
s Submit a Question

* More Information

[# Individual or Groups (of Individuals)
® Non-individual

m

Copyright 2015 American Medical Association

*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 H4I5I6||7|l8]|9 A 32
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Home  Announcements NUCC Structure  Calendar

1500 Claim Form

Code Sets

Resources

Open All

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 (Ctrl-F) after expansion to search for values. Taxonomy
codes are self-selected. Choose the code that best identifies you as a provider.

[definition]
hawvioral Health & Social Service Providers
H Chiropractic Providers [definition]

H D4ntal Providers [definition]

[definition

igtary & Nutntional Service Providers [definition
H Emergency Medical Service Providers  [definition

sing Service Providers [definition]

Mugsing Service Related Providers [definition
er Service Providers [definition

rmacy Service Providers [definition]

sician Assistants & Adwvanced Prachice Nursing Providers
iatric Medicine & Surgery Service Providers [definition

cpiratory, Developmental, Rehabilitative and Restorative Service Providers
sfinition |

eech, Language and Hearing Service Providers
tudent, Health Care [definition]

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

[definition]

[definition

HMH

[definition

Clhicking a [definition] link to
the left displays code value
definitions, when available, and
additional information about
the selected code in this space.

If you are unable to find a
code to meet your nead:
¢ Submit a Question

* More Information

m

* Click on the + next to the appropriate profession listed under the heading which

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

ails

National Uniform Claim Committee

Home  Announcements MNUCC Structure Calendar 1500 Claim Form Code Sets

Open All

Code titles with a @ 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 (Ctrl-F) after expansion to search for values. Taxonomy
codes are self-selected. Choose the code that best identifies vou as a provider.

E Individual or Groups (of Individuals)

#

&
[+

#
#

]

#
=

Group [definition

Allopathic & Osteopathic Physicians [definition
Behavioral Health & Social Service Providers [definition
Chiropractic Providers [definition

Dental Providers [definition

Dietary & Mutritional Service Providers [definition
Emergency Medical Service Proyids Ldefinition

Eye and Vision Seryse®Providers

[definition

& | icefised Psychiatric Technician - 167G00000X [definitior

Mursing Service Yeglated Providers [definition
COther Service Provide o Tl

Pharmacy Service Providers [definition
Physician Assistants & 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

MNon-individual

which you previously selected.
* 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.

Shortcut to Step:

1

2

3

41051167819
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Application ID: 20191007197659 MName: Fields, Sally
Add Taxonomy ~
Taxonomy Code: 171M00000X * o |

(Click here for Taxonomy List)

Description: Case Manager/Care Coordinator

Start Date: 10/02/2019 = * End Date:

* Enter the Taxonomy Code and the Start Date.

* Leave End Date blank. This can be updated at a later time.

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

ShortcuttoStep: |1 |2 I3 |14||516||7]||8]|9 A 35
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Application ID: 20191007197659

O closr: i+ EN5!

Taxonomy List

Name: Fields, Sally

~
Filter By v ®Go P save Filters ¥ My Filters™
Taxonomy Code Description Start Date End Date
[]AY AY AY AY
D 251B00000X Case Management 10/07/2019 12/31/2999
il Delete | View Page: | 1 ®co | [ Page Count Viewing Page: 1 «Fist <€Prev ¥ Nex » Last

SaveToXLS

* 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 |23 H4I5I6||7|l8]|9 Za
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* You have completed Step 6: Add Taxonomy. 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: Associate MCO Plan to continue your application.

Application ID: 20191007197659 Name: Fields, Sally

i Enroll Provider - Atypical Individual

~

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

Step Required Start Date End Date Status
Step 1: Provider Basic Information Required 10/07/2019 10/07/2019 Complete
Step 2: Add Specialties Required 10/07/2019 10/07/2019 Complete
Step 3: Associate Billing Provider/Other Associations Required 10/07/2019 10/07/2019 Complete
Step 4: Add License/Certification/Other Optional 10/07/2019 10/07/2019 Complete
Step 5 Add Provider Controlling Interest/Ownership Details Optional 10/07/2019 10/07/2019 Complete
Step 6: Add Taxonomy Details < __ Optional 10/07/2019 10/07/2019 Compleie —>
Step 7: Associate MCO Plan G ——— Optional Complete
Step 8. Complete Enroliment Checklist Required Incomplete
Step 9: Submit Enroliment Application for Approval Required Incomplete
View Page: 1 ® Go B Page Count | (5 SaveToXLS Viewing Page: 1 €< First € rrev

ShortcuttoStep: |1 ||2 |13 ||4]||5||6|l7]]|8

Step Remark

> Next

L}

» Last
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Note: This is an optional Step in this enrollment

MCO Plan List »
Filter By E ® 6o Bsave Fiters Yy Fiters™
PlanID Plan Hame  Business Status Business Status Start Date Business Status End Date Association Start Date Association End Date Program Code Description
Fug g AY AT AY AY AY AY AY

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.

* 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 |23 H4I5I6||7|l8]|9 Za
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Associate MCO Plan A

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: # -3 Plan Name:

‘l’ Program Code Description:

Association Start Date: Association End Date: =

@Search Flan >) Cancel

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

EE
*

ShortcuttoStep: |1 |23 H4I5I6||7|l8]|9 A 39




MCO Plan Search List

== Filter By ]

PlanID  Plan Name

AY AY

Vil
IMPACT

Note: This is an optional Step in this enrollment

7126080 Blue Cross Blue Shield IL FHP

[[] 7128383 Meridan Health Plan INC VIC

[[] 7126400 HARMONY HEALTH PLAN IL INC VIC

View Page: | 1 ®

Page Count : 1

Business Status

AY
Active
Active

Active

fd caveToxls

& o

Business Status Start Date

AT

0140172015

051472015

151472015

1213112559

1213112559

123172535

Viewing Page: 1

AT

EE—EW& Fiters | ¥ Wy Fiters™

Business Status End Date Program Code Description

AY
Family Health Plan/Affordable Care Act
Family Health Plan/&ffordable Care Act

Family Health Plan/Affordable Care Act

« £ b »

» 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.

Shortcut to Step:

10

11
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Note: This is an optional Step in this enrollment
Application ID: 20191007197659 MName: Fields, Sally

#  Associate MCO Plan -~

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: | 3000003 * Plan Name: DRS MCO

Program Name: DRS Program Description: DRS - Department of Human
Services, Division of
Rehabilitation Services

Association Start Date: 10/07/2019 B x Association End Date: 12/31/2999 =

! @ confirm/Search Plan [® Cancel

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

shortcuttoStep: |1 [[2l3lallslell 7l 8l o]l 10 || 12 Al
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Note: This is an optional Step in this enrollment

Application ID: 20191007187659

=

MCO Plan List

Name: Fields, Sally

~
Filter By s ® Go [ Save Filters Y My Filters™
Plan Business Business Status Business Status End Association Start Association End
Plan ID Name Status Start Date Date Date Date Program Description
[] Ay AY AY AY AY AY AY AY
[] 2000003 DRS Active 01/01/1980 12/31/2999 10/07/2019 12/31/2999 DRS - Department of Human Services, Division of
MCO Rehabilitation Services
M Delete | View Page: | 1 ® Go I Page Count Viewing Page: 1 €€ First

€ Prev ¥ Next » Last
SaveToXLS

* 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 {23 allslell 7 sl oll 20 I 12 /3
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* You have completed Step 7: Associate MCO. 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: Complete Enrollment Checklist to continue your application.

Application ID: 20191007197659 Name: Fields, Sally
2 Enroll Provider - Atypical Individual ~

Business Process Wizard - Provider Enrollment (Atypical Individual). 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 Specialties Required 10/07/2019 10/07/2019 Complete

Step 3: Associate Billing Provider/Other Associations Required 10/07/2019 10/07/2019 Complete

Step 4: Add License/Certification/Other Cptional 10/07/2019 10/07/2019 Complete

Step 5. Add Provider Controlling Interest’/Ownership Details Optional 10/07/2019 10/07/2019 Complete

Step 6: Add Taxonomy Details Optional 10/07/2019 10/07/2019 Complete

Step 7: Associate MCO Plan thlonal 10/07/2019 10/07/2019 C%

Step 8: Complete Enrollment Checklist 4_ Required Incomplete

Step 9: Submit Enroliment Application for Approval Required Incomplete

View Page: | 1 ® co K Page Count | | & SaveToXLS Viewing Page: 1 <« First € prev > Next » Last

ShortcuttoStep: |1 |2 I3 |14||516||7]||8]|9 Za 43
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L Clo B Save

Provider Checklist ~
Question Answer Comments
Do you need to request a Retroactive Enroliment Date? If Yes, enter the requested Retroactive Enrollment Date in the comment field to be considered. | Mot Completed E‘ | ‘
Do you wish to end date your enroliment or association? If yes, what date and to which association. | Mot Completed E‘ | ‘
Are you currently excluded from any llinois or other state program? If yes, provide state of exclusion and program. | Mot Completed E‘ | ‘
Are you currently excluded from any federal program? If yes, provide the program and date | Mot Completed E‘ | ‘
Have you ever had a criminal or heatthcare program-related conviction? If yes, provide type of conviction and date. | Mot Completed E‘ | ‘
Have you ever had a judgment under any false claims act? If yes, list judgment and date | Mot Completed E‘ | ‘
Have you ever had a program exclusion/debarment? If yes, provide program and date | Mot Completed E‘ | ‘
Have you ever had civil monetary penafty? If yes, provide penalty type and date. | Mot Completed E‘ | ‘
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. | Mot Completed E‘ | ‘ ]
Has fingerprinting been completed per state requirements? If yes, with what vendor and date? | Mot Completed E‘ | ‘
If a Medicar, Service Car or TaxifLivery Company, and not registered with the Secretary of State and your DBA name does not contain your full legal name, have you registered with the County Clerk?If yes, provide the registration number. | Mot Completed E‘ | ‘
Are you accepting new patients? | Mot Completed E‘ | ‘
Have you signed an agreement authorizing you or your organization to participate as an All Kids Application Agent? If yes, enter the effective date of your participation. | Mot Completed E‘ | ‘
Are you planning to provide services reimbursable through Department on Aging (DoA). If yes, provide the effective participation date you are requesting. | Mot Completed E‘ | ‘
Are you planning to provide services reimbursable through DHS, Division of Alcohol and Substance Abuse (DASA)? If yes, provide the effective participation date you are requesting. | Mot Completed E‘ | ‘
Are you planning to provide services reimbursable through DHS, Division of Rehabiltation Services (DRS)? If yes, provide the effective participation date you are requesting. | Mot Completed E‘ | ‘
Are you planning to provide services reimbursable through DHS, Division of Mental Health (DMH)? If yes, provide the effective participation date you are requesting. | Mot Gompleted E‘ | ‘
Are you planning to provide services reimbursable through DHS, Bureau of Early Intervention (EI}? If yes, provide the effective participation date you are requesting. | Mot Completed E‘ | ‘ L
Are you planning to provide services reimbursable through DHS, Division of Developmental Disabilties (DDD)? If yes, provide the effective participation date you are requesting. | Mot Completed E‘ | ‘
Are you planning to provide services reimbursable through Department of Children and Family Services (DCFS)? If yes, provide the effective participation date you are requesting. | Mot Completed E‘ | ‘

* 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.

gl o A

ShortcuttoStep: |1 |2 ||3 141|516} 7 44
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* You have completed Step 8: 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 9: Submit Enrollment Application to continue your application.

Enroll Provider - Atypical Individual

A

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

Step
Step 1: Provider Basic Information

Step 2: Add Specialties

Step 3: Associate Billing Provider/Other Associations

Step 4: Add License/Certification/Other

Step 5: Add Provider Controlling Interest/Ownership Details

Step 6: Add Taxonomy Details

Step 7: Associate MCO Plan

Step 8. Complete Enroliment Checklist

Step 9: Submit Enrollment Application for Approval —— <e—

View Page: | 1 ® co ki Page Count ] SaveToXLs

Required Start Date End Date Status
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
Optional 10/07/2019 10/07/2019  Complete

< Required 10/07/2019 10/07/2019 Complele >
Required Incomplete

Viewing Page: 1 «rist € Prev

Shortcutto Step: |1 || 2|3 |4 ||5

Step Remark

> Next

L}

» Last
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Application ID: 20191007197659 Name: Fields, Sally
i Final Submission ~

Application ID: 20191007197659 EnrollmentType: Atypical Individual Provider

The information submitted for enrcliment 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).

Application Document Checklist -~

Forms/Documents Special Instructions Source Required
AW AV AT AT

Mo Records Found !

* Click Next to confirm that all of the information that you have submitted as a
part of the application is accurate.

ShortcuttoStep: |1 |2 I3 |14||516||7]||8]|9 A 46
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jer reading the Terms and Conditions be sure to check the agreement box located at the end of the document.

9. The provider shall ensure that all Program recipients have access to all medically necessary physical healthcare services required, consistent with the policies outlined in all Handbooks for Providers of Behavioral Health Residential Care.
10. The provider shall provide lllinois Medical Assistance with a minimum of 30 days writien nofice in the instance that the provider determined a Program recipient is no longer appropriate fo be served at the provider's facility.
11. The provider shall make follow-up services available to Program recipients following discharge from the provider's facility, consistent with the palicies outiined in the Handbook for Praviders of Behavioral Health Residential Care.

12. Upon acceptance of these enrollment terms and conditions, the provider shall notify lllinois Medical Assistance in writing of any legal relationship that exists between the provider and a hospital. The provider shall include a description of the following: how the hospital functions are separate from the residential treatment
functions of the provider, how the govemnance of the residential treatment facility is separate from the hospital, a distinct organization/management separafion between the residential treatment and the hospital part of the provider's structure, and how a confiict of interest will not occur between the residential treatment and
the hospital parts of the provider's organization. The provider shall nofify llinois Medical Assistance within 30 days of any changes in the provider's legal relationship with a hospital.

13. The provider acknowledges it is solely responsible for reporiing per diem rate changes, as issued by the Illinois Purchased Care Review Boardfor residential freatment services to the Department consistent with 89 lll. Admin 139 305

14, The provider shall submit claims for authorized residential freatment services to the Department with the ished policies and p pertaining to the authorized service. The provider shall accept its per diem residential rate as payment in full for services rendered to Program recipients and shall not
seek additional reimbursement from the Program recipient or the Program recipient's family.
15. The provider shall perform background checks on all staff, including, but not limited to a check of the following in the state in which the provider operates: the child abuse and neglect fracking system, the sex offender registry, and a fingerprint check by the Siate Police and the Federal Bureau of Investigafion

16. The provider acknowledges the immediate reporting requirements outlined in the Handbook for Providers of Behavioral Health Residential Care includes suspected child abuse or neglect consistent with the provider's responsibilities as a Mandated Reporter under the Abused and Neglected Child Reporting Act and
suspecied financial fraud and abuse in the Medical Assistance Program or Child Support Enforcement Program.
17.The provider shall attend all regional and other required meetings when notified more than 14 days in advance by llinois Medical Assistance.

18. Behavioral Health Residential Care Providers who are enrolled with a Subspecialty of Sub-Acute Psychiairic or Sub-Acute Substance Use Disorder shall also comply with the following:

+ Compliance with 42 CFR 483. Submit a completed HFS Form 2734A to the Department, atiesting to the facility's with federal requi ing the use of restraint and seclusion in each of the following instances: 1) Upon inifial enroliment with llinois Medical Assistance as a provider; 2) Annually on
July 1 of each state fiscal year io be received by the Department by July 15th; and 3) In the event of a change in the facility director;

« Nofify the Department and the State's designated Protection and Advocacy System of any significant injury, suicide attempt, or death that occurs at the facility, consistent with the requirements established by the Depariment;

+ Comply with 42 CFR 440.10 and 42 CFR 441 Subpart D as defined and inferpreted by the Depariment in the administration of the Illinois Medicaid Program; and = Comply with all State Survey acfivities performed by the Illinois Department of Public Health, o its agent(s).
19. Behavioral Health Residential Care Providers who are enrolled with a Subspecialty of Sub-Acute Substance Use Disorder shall establish licensure and remain in good standing with the Illinois Department of Human Services, Division of Alcoholism and Subsiance Abuse (DHS-DASA) as a provider of residential substance
use disorder services

Billing Certification

For each paper or electronic claim or invoice | submit for payment, remittance advice and voucher issued, as a condition of my enroliment, | cerfify and acknowledge that | am familiar with pertinent Healthcare and Family Services policies and procedures as set forth in the lllinois Medical Assistance Program Handbooks,
rules and statutes. With that knowledge, | certify that the billing information on claims, invoices, remittances and vouchers, and billing information attached to, or reference in, those documents is true, accurate and complete; | cerlify that the services as described on the claims, invoices, vouchers of remittance advice were
provided; | certify that | will keep and make available such records as are necessary to disclose fully the nature and extent of the services provided; and | ceriify that | understand payment is made from State and federal funds and any falsification or concealment of the material fact may be cause for prosecution or other
appropriate sanctions and legal action.

@ ecking this, | certify that | have read and that | agree and accept all the enrollment terms and conditions in herein that are applicable to me. (

* Read through all of the terms and conditions.
* Check the box certifying that you agree to the Terms and Conditions.
* Then select Submit Application.

ShortcuttoStep: |1 |2 I3 |14||516||7]||8]|9 Za 47
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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 be used
through the track application option after sign-on to check the status of the
application.

* Click Close to exit the enrollment.

*You have completed Step 9: Submit Enrollment Application. The system will
place the current date in the End Date field and will place Complete in the
corresponding Status field.

Application ID: 20191007 197659 Name: Fields, Sally

Your Application Number 20191007197659 has been successfully submitted for State review. Return with this application number to track the status
of yvour application.

Enroll Provider - Atypical Individual ~

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

Step Regquired Start Date End Date Status Step Remark
Step 1: Provider Basic Information Required 10/07/2019 10/07/2019 Complete
Step 2: Add Specialties Required 10/07/2019 10/07/2019 Complete
Step 3. Associate Billing ProviderrOther Associations Required 1/O7F/2019 1072019 Complete
Step 4: Add License/Certification/Other Optional 10/07F/2019 10/07 /2019 Complete
Step & Add Provider Controlling Interest'Ownership Details Optional 1/O7F/2019 1072019 Complete
Step 6 Add Taxonomy Details Optional 10/07/2019 10/07/2019 Complete
Step 7: Associate MCO Plan Optional 10/07/2019 1O/07/2019 Complete
Step 8: Complete Enroliment Checklist Required 10/07/2019 10/07/2019 Complete
Step 9 Submit Enrolliment Application for Approval Required 10/07/2019 1O/07/2019 Complete
View Page: | 1 ® co I Page Count & saveToXLs Viewing Page: 1 << First € Prev > Next » Last
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* 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



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