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* 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:
— Sole Proprietor: A provider who owns his or her own practice.

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

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

— MCO Plan: Health care plans that provide health care through a provider
network. Sister Agencies will also be listed as an MCO. A sister agency is
also known as a State Agency or a Waiver provider.

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

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

* Enrollment Timeline:

— Individual Providers will need to enroll or revalidation with IMPACT
starting in August 2015.
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Manage your account

o Request Application Access ) 4 Update Profile
ra Update Security Q&A

G Change Password

Access your applications

G _IMPACT Provider Enrolliment >

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

ii  Provider Enroliment

Mew Enrollment Enrall As A New Provider

Track Application Track Existing Providar Application

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

ShortcuttoStep: |1 (|2 |(3||4||5|/6| 7| 8||l9| 10| 11 || 12 || 13 5
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id  Provider Enrcliment

Mew Enrollment Enrcll As A Mew Provider

Track Application Track Existing Provider Application

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

" gl
) Clo @ Submit

Track Existing Application

Please provide the Application ID to track your application.

— Application 1D: #

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

ShortcuttoStep: |1 (| 2|3l 4||5I6]||7|I8]|l9]| 10 || 11 || 12 || 13 6
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im | Provider Enrocliment

Mew Enrollment Enrall As A New Provider

Track Application Track Existing Provider Application

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

Select the Applicable Enrollment Type
i@ Individual/Sole Proprietor
é i@ RegularIndividual/Sole Proprietor (Choose this option to be a Medicaid Individual/Sole Proprietor, you may participate in the EHR-MIPI
=) EHR-MIPP Only Provider {Choose this option to participate only in EHR-MIPP.)
i~ Managed Care Network Provider Only
) Managed Care Network Provider and EHR
7 Group Practice (Corporation, Partnership, LLC, etc.)
) Billing Agent
) Facility/Agency/Organization (FAO-Hospital, Nursing Facility, Various Entities)
) Atypical (non-medical) provider (Choose this option if you do not have a NPI)
ﬁ = Individual {Driver, Home Help/Personal Care, Carpenter, etc.)

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

® submit

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

ShortcuttoStep: |1 (|2 |(3||4||5|/6| 7| 8||l9| 10| 11 || 12 || 13 7
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Complete all fields especially required, which are marked with an *.

i  Basic Information »~
EINTIN: | |
First Name: | * Middie Initiak
Last Name: *
Suffix: B Gender: |E|
M. | *
Date of Birth: [ J Applicant Type: B * h
Contact Email Address:
Email-5: Email-6: -
NPL *
— e R g
| Home Address .
—_—
Address Line 1 o
o (Enter Street Address or PO Box Only)
Address Line 3:
te/Provi [ | %
[
—_— .
C i
ountry: B *
ol
o
P

* 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 Confirm then Finish.
shorteuttoStep: (1 [| 2 |[3[|a|[s[6|[7 [ 8|[of 10|f 22 || 12|[ 23 [ £} -
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Application ID: 2p150521438762 Name: Doe, David

Basic Information ~

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

our Application ID is: 20150521435762

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.

* 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: 20130514412598
* 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 has been marked approved.

 After documenting the ID number, click OK.

ShortcuttoStep: |1 || 21||314||5

/"

7118119|| 10 || 11 || 12} 13
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The BPW serves as the “Control Center” of the application.

A

#f | Enroll Provider - Individual
Business Process Wizard - Provider Enroliment {IndiviatiaTy: under the Step Column.

Step @ Start Date End Date Statu%
Step 1: Provider Basic Information Required T — O
Step 2 Add Locations Required Incomplete
Step 3: Add Speciatties Required Incomplete
Step 4: Associate Biling Provider QOptional Incomplete
Step 5: Add License/Certification/Other Qptional Incomplete
Step 6: Add Mode of Claim Submission/EDI Exchange Required Incomplete
Step 7 Associate Biling Agent QOptional Incomplete
Step 8: Add Provider Controling Interest/Ownership Details Required Incomplete
Step 9: Add Taxonomy Details Required Incomplete
Step 10 Associate MCO Plan QOptional Incomplete
Step 11: 835/ERA Enroliment Form (Optional Incomplete
Step 12: Complete Enrolment Checklist Required Incomplete
Step 13 Submit Enrolimant Application for Approval Required Incomplete
ViewPage: ©co Page Count:1 Viewing Page: 1 &Fist | | € Prev | | ¥ Next | |3 Last

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

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

is the date each step is completed.
* Status: When a step is completed the Status will be updated to Complete; answering
some checklist questions may change a prior step’s status back to Incomplete.
* Remarks: Remarks are systematically generated throughout the enroliment process.
A8

ShortcuttoStep: |1 || 2|3 {|4||5||6||7]| 8| 9] 10 || 11 || 12 || 13 - 10
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Using BPW \RIMPACT

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

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

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

iif | Enroll Provider - Individual "

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

Step Required Start Date End Date Status Step Remark
Step 1: Provider Basic Information Required 05/21/2015 S21/2015 Complet;
Step 2. Add Locations h Required Incomplete
Step 3: Add Speciaties Required Incomplete
Step 4. Associate Biling Provider Optional Incomplete
Step 5: Add License/Certification/Other Optional Incomplete
Step 6: Add Mode of Claim Submission/ED| Exchange Required Incomplete
Step 7: Associate Biling Agent Optional Incomplete
Step 8 Add Provider Controlling Interest/Ownership Details Required Incomplete
Step & Add Taxonomy Details Required Incomplete
Step 10: Associate MCO Plan Optional Incomplete
Step 11 83/ERA Enrollment Form Optional Incomplete
Step 12: Complete Enrolment Checklist Required Incomplete
Step 13: Submit Enroliment Application for Approval Required Incomplete

View Page: (G0 Page Count:1 Viewing Page: 1 rist | (€ Prev | | ¥ Next || W Last
11

ShortcuttoStep: |1 (|2 |(3||4||5|/6| 7| 8||l9| 10| 11 || 12 || 13
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add/modify Pay To and Correspondence addresses, click on Location Type hyperlink.

Locations List L
Filter By IEI ® Go ESE'{E Fiters = | ¥ My Fitters™
Doing Business As Location Type Location Details End Date
AY Falh AY AY

No Records Found !

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

ShortcuttoStep: |1 (|2 |(3||4||5|/6| 7| 8||l9| 10| 11 || 12 || 13 12
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Complete all fields especially required, which are marked with an *,

For all Cor Is req For Primary Practice Location, Pay-To address Is required.

i Add Provider Location

Location Type: | primary Practice Location EI %

Doing Business As: | End Date: Y -]

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

Address Line 1: * Address Line 2:

(Enter Street Address of PO Box Only)

Address Line 3: CitylTown: | oTHER |T| .
State/Province: | orer == County: | oTHER [=] |

] Zip Code: | || 71 © Validate Address

Country: | UNITED STATES

Phone Number: ‘ * Extn: 1 | Fax Number: |
Emall Address: l Web Page:
Office Hours: [ﬂl Communication Preference: | g E]:
Accepting New Clients: | E” Maximum Clients: |
Offers OB-Gyn Services: E Pediatric Services: B
Handicap Accessible: |, E FQHC: E]

Language(s) Spoken: [EFELN ~ ‘
Arabic ()| (For Multiple Selection, use Ctrl Key)
Chinese ~

Accept 835(reported at EINTIN level): | o E’

a’ %) Cancel

* After entering the address and zip code, click on Validate Address.
* After all information has been entered, click on OK.

shortcuttoStep: | 1 || 23 llallsllell 7l 8lloll 10! 12l 12 || 13 ‘ﬁ "
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[« it O 2dd | To addimodify Pay To and Correspondence addresses, click on Location Type hyperlink.

Locations List

Filter By E @® Go BAsave Fiters
Doing Business As Location Type Location Details
AT Fal | AT
[] TestProvider @F‘rﬂcﬂcﬁ @ 123 Anywhere Lane Cheiago, IL 60601
M Delete  View Page: | 1 ® Page Count : 1 Viewing Page: 1 & < >

Bd saveToxLs

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

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

Y My Fitters™

End Date

AT

12131725999

»

ShortcuttoStep: |1 (|2 |(3||4||5|/6| 7| 8||l9| 10| 11 || 12 || 13

14




m E_s;.-ﬂ To add adational addiessas, chok “Add Address” baffon.
E Location Detalls

Dosing Busness As: .

Paonelusmber: | (BR31199 ACET 1

Viwh Fage:

dccepting Bew Clests: | [+
Offers O8.0yn Serdces: F

Accept 135iroporied ENTH el [ [<]

Eod Dot | qziecess (W

B Address List
 Addiead Type Addresn
= Ar 1)
Ll e _ 123 Anywhere Lane Chicago, IL 60601
Woese ViewPage: | § Qo PageCount:d @ SewTanls

IMPACT

Lecation Code: 81

Fax umber: |

QM Hours:

Wimumm Cherts; |

Pdairic Saraces:

LB
Lasquagels) Spokes: [ETI0N - |

H &
Naoie  [E1

i Mibpls Babeobon, wiss CF B Chifigge ™

Viewing Page: 1

Location Typec  Primary Prachoe Locaton

Emall hSdress | piase sam

Commankaten Emy  [x]
Preleresces

Hasdicop hetessithes | 1, E

FOHC: F

End Dale

(1

THNEH

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

Primary Practice Location.

Shortcut to Step: |1 || 2

10

11

12 || 13 ﬁ 15
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Add Provider Location Address

Type of Ad

End Date: =

—SELECT-

Location e55;

™ Copy This Location Address

Ifadepa r number is required enter the information in line TWO.{For example: DEFT
222 or DEPARTMENT 222, DRAWR 1111 or DRAWER 1111} If an attention line is required, please
enter the information in Line THREE. {For example: ATTH: Billing Dept.}

Address Line 1: ‘ |* Address Line 2. ‘ |
(Enter Street Address or PO Box Only)

Address Line 3: ‘ | City/Town: ‘ OTHER [~]*

State/Province: ‘ OTHER E” * County: ‘ OTHER EH l

Country: ‘ UNITED STATES |E|| * Zip Code: ‘ H ‘ € validate Address

N
‘ v OK |b@[‘.ancel |
* Choose type of address (Correspondence or Pay To).
* If the address you are entering is the same as the location address, then click
the radio icon next to Copy This Location Address.
* After entering the address and zip code information, click on Validate Address.
* When all required fields and any optional fields are completed, click OK.
* Repeat these steps for each additional address type.

ShortcuttoStep: |1 (| 2|3l 4||5I6]||7|I8]|l9]| 10 || 11 || 12 || 13 16
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@add.-‘mndiﬂ Pay To and Correspondence addresses, click on Location Type hyperlink.

iz Locations List ~
Filter By |E| O Go EE—E'-’E.‘ Fiters | Y My Fitters™
Doing Business As Location Type Location Details End Date
AY Fug ) AY AY
|:| Test Provider Primary Practice Location 123 Anywhere Lane Chciago, IL 50601 1203172595
i Delste | View Page: | 1 @ o Page Count: 1 Viewing Page: 1 « < » »

B saveToxLs

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

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

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

ShortcuttoStep: |1 (| 2|3l 4||5I6]||7|I8]|l9]| 10 || 11 || 12 || 13 17
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* You have completed Step 2: Add Locations. The system will place the current
date in the End Date field and will place Complete in the corresponding
Status field.

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

O Chse
& Enroll Provider - Individual ~
Business Process Wizard - Provider Enroliment {Individual). Click on the Step # under the Step Column.
Step Required Start Date End Date Status Step Remark
Step 1: Provider Basic Information Aequired 052172015 0572112015 Complete
Step 2. Add Locations Required 05212015 " 0
Step 3 Add Specialtes h Aequired 05/2172015 @
ep 4 ABs0 iling Provider Optional
ep dd Licenss/Certification/Other 1equl Incomplete Please add required License/Certification
ep 6: Add Mode of Claim Submission/EDI Exchange Required Incomplete
p B ent Jpt Incomplete
ep B: Add Provider Controfling interest/Ownership Details Required Incomplete
Step @ my Detals Required Incomplete
Step 10: Associate MCO Plan Optional Complete
Stef IS/ERA Enroliment Fonm Optional Incomplete
Step 12: Complete Enroiment Checklist Required Incomplete
Ster mt Enroliment Application for Approval Required Incomplete
View Page: | 1 @co  Page Count: 1 SaveToXLs Viewing Page: 1 « < > »

ShortcuttoStep: |1 (| 2|3l 4||5I6]||7|I8]|l9]| 10 || 11 || 12 || 13 18
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O Close @ § Primary Speciality

Specialty/Subspecialty List A
Filter By IZI & co ESH ve Fiters Y My Fiters™
Specialty/Subspecialty Provider Type End Date
AY AY AY

Ho Records Found !

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

ShortcuttoStep: |1 (| 2|3l 4||5I6]||7|I8]|l9]| 10 || 11 || 12 || 13 19
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Add Specialty/Subspecialty -~
Location: | 01- |Z| =
Provider Type: | —SELECT— [+] * €—
Specialty: IZI s+ 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

2

3

4

5

6(|718(|9| 10| 11 || 12 || 13 20
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* 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

#  Add Specialty/Subspecialty

Click on the
Subspecialties
then click on the
double arrows
to move the

B Add Subspecialty ~ | Subspecialties
Avallable Subspaciafiies  Associated Subspecialties * over to the

Associated
( : )< Subspecialties

ol
box.

Provider TYpe. | pigyay (A1

Specialty: | Hospital Medicing | =] *

End Date:

ShortcuttoStep: |1 (|2 |(3||4||5|/6| 7| 8||l9| 10| 11 || 12 || 13 21
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© Add

o Close

i Primary Speciality

Specialty/Subspecialty List A
Filter By |Z| ® co B\ save Filters | ¥ My Filters™
Specialty/Subspecialty Provider Type End Date
FAN | AY AY
0 Pediatrics/Mo Subspecialty PHYSICIANS 12/31/2999
W Delete | View Page: | 1 ® Page Count: 1 Viewing Page: 1 « < ? »

Gd saveToxlS

* 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 (|2 |(3||4||5|/6| 7| 8||l9| 10| 11 || 12 || 13 22
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Primary Specialty For Enrolilment

Primary Speciality:

PHYSICIANS/Hospital Medicine E]| =

StartDate: | 05212015 | @ | *

Your designation and attestation of a
primary specialty will be utilized to
identify and evaluate your eligibility for
the Primary Care Rate Increase.

End Date: | l_iJ

* Choose the Primary Specialty for this enrollment from the drop down menu.
* Choose the appropriate radio icon to select board certified or not.

* Complete the Start Date field. Leave End Date blank.

* When all information has been entered, click on Save then Close.

Shortcut to Step: | 1

10

11

12 || 13 23
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@ © Add E Primary Speciality

Specialty/Subspecialty List A
Filter By |Z| ® co B\ save Filters | ¥ My Filters™
Specialty/Subspecialty Provider Type End Date
FAN | AY AY
0 Pediatrics/Mo Subspecialty PHYSICIANS 12/31/2999
W Delete | View Page: | 1 ® Page Count: 1 Viewing Page: 1 « < ? »
g SaveToXLS

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

ShortcuttoStep: |1 (| 2|3l 4||5I6]||7|I8]|l9]| 10 || 11 || 12 || 13 24
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i#  Enroll Provider - Individual

~

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

Step Required Start Date End Date Status Step Remark
Step 1: Provider Basic Informaton Required 052172015 052172015 Complete
Step 2: Add Locations Required 0821215 0572172015 Complete
Step 3 Add Speciaties Required 05212015 ws1RNS Complete
Step 4: Associate Biling Provider Optional Incomplete
Step 5 Add License/Certfication/Other h Required Incomplete Please acd required License/Certification.
Step €: Add Mede of Claim Submission/ED| Exchange Required Incomplete
Step T: Associate Biling Agent Optional Incomplete
Step B: Add Provider Controfling InterestOwnership Details Requirad Incomplete
Step & Add Taxonemy Detals Required Incomplete
Step 10: Assgciate NCO Plan Optional Complete
Step 11: B35ERA Enroliment Form Optional Incomplete
Step 12: Complete Enrolment Checkiist Requirad Incomplete
Step 13: Submt Enroliment Application for Approval Required Incomplete
View Page: I: ®co  Page Count:1 | @ SaveToxts | Viewing Page: 1 ®rist | | € Prev | ¥ Next | | Last

* You have completed Step 3: Add Specialties. The system will place the
current date in the End Date field and will place Complete in the
corresponding Status field.

* Click on Step 4: Associate Billing Provider to continue your application.

ShortcuttoStep: |1 (| 2|3l 4||5I6]||7|I8]|l9]| 10 || 11 || 12 || 13 25
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Billing Provider List

Filter By E ® Go
Billing Provider HPUID Billing Provider Hame Start Date
Fal ) AY AY

HNo Records Found !

* Click Add to associate to a Billing Provider.

E Save Filters

End Date

ShortcuttoStep: |11 2||3l4||5I6||7|I8]|9]| 10 || 11

12

13

L)

Y Wy Fiters™

26
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Associate Billing Provider

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

TYPE: | NP |E| *
ID: | 1497375208 # Provider Name: Cicero Health Center

Start Date: | 05/01/2015 B s End Date: | 12/31/2999 =

@m Provider D) Cancel

* Once all information has been entered, click on Confirm Provider and verify
the correct Provider Name is displayed .
* Click OK when you are finished.

ShortcuttoStep: |1 (| 2|3l 4||5I6]||7|I8]|l9]| 10 || 11 || 12 || 13 27
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Billing Provider List A
Filter By IEI ® Go B save Fiters | Y My Fitters™
Billing Provider NPUID Billing Provider Hame Start Date End Date Status
Fig AY AY AY AY
|:| 1497875208 cicero health center 0572712015 1203112559 Approved
1 Delete | View Page: | 1 ® Page Count:1 | f& SaveToXLs Viewing Page: 1 « < y »

* To associate to an additional Billing Provider, click Add and repeat the
previous steps.

* If there are no other Billing Providers to add, click on Close to return to the
BPW.

ShortcuttoStep: |1 (| 2|3l 4||5I6]||7|I8]|l9]| 10 || 11 || 12 || 13 28




Step

Step 1: Provider Basic Informatian

Step 2 Add Locations

Step 3 Acd Specalties

Step 4: Associate Biling Provider

Step 5 Acd License/Certification/Qther @
Step 6 Add Noda of Claim Submssion/ED| Exchange
Step T: Associate Blling Agent

Step B: Add Provider Controling Inferest/Ownership Details
Sep D Add Taxonomy Detals

Step 10: Associate NCO Flan

Step 11: 835ERA Enroliment Form

Step 12 Complete Enrolment Checkist

Step 13 Submk Enrolment Appacation for Approval

vnwmge:D (co Pagecount:d | SaveToxls

Required

Required
Required
Required
Optional
Required
Required
Optonal
Requirad
Required
Optional
Optonal
Required

Required

\IMPACT

Start Date End Date

032112015 05212015
052172015 05212015
032112015 0521015

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

Status

Complete
Complete
Complete

052172015 05212015 Complete

Viewing Page: 1

Incomplete
Incomplete
Incomplete
Incomplete
Incomplete
Complate

Incomplete
Incomplete
Incompiete

Step Remark

Please add required Licensa/Ceriheation,

Wrist | (& re | ¥ led | W Last

* You have completed Step 4: Associate Billing Provider. 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 Licensing/Certification/Other to continue your

application.

Shortcut to Step:

10

11

12

13

29




! ,>>ff;;/l,
cations/Other \RI MPACT

ﬂ' Close @

License/Certification/Other List a
Filter By B ¢ Go ESE ve Fiters | | T My Fitters™
LicenzelCert/0Other Type License/Cert/Other # Valid Flag Effective Date End Date
AY Fal | AY AT AT

No Records Found !

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

ShortcuttoStep: |1 (| 2|3l 4||5I6]||7|I8]|l9]| 10 || 11 || 12 || 13 30
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Add License/Certification/Other A

Location: | 4_ B &

License/Certification/Other B % License/Certification/Other #: 4
Type:

—> Valid Flag:

Effective Date: End Date:

@unﬁrm License/Certification/Other D Cancel

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

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

* Clicking this button will result in the License/Certification being validated and

update the Valid Flag to Yes if it is verified to be authentic.
* Click Ok.

shortcuttoStep: |1 ([ 23 llallslell7llglloll 10| 22 | 12 || 13 | |<&| -

i
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cations/Other \RI MPACT

License/Certification/Other List M
Filter By IEI ® o ESE'{E Fiters | | Y My Fiters™
License/Cert/Other Type License/Cert/Other # Valid Flag Effective Date End Date
O AY Fa ) AY AY AY
|:| state Professional License 123-455750 Mo 052712015 12312999
|:| Clinical Lab Improvement Amend. Cert. 087554321 Mo 052712015 12312999
Ml Delete | View Page: | 1 © Page Count:1 | B SaveToXL5 Viewing Page: 1 « L 4 > »

* 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 (| 2|3l 4||5I6]||7|I8]|l9]| 10 || 11 || 12 || 13 32
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Enroll Provider - Individual A
Business Process Wizard - Provider Enrollment {Individual). Click on the Step # under the Step Column.
Step Required Start Date End Date Status Step Remark
-Step 1:_P@Easic Information Required 052172015 052172015 Complete
Step 2: Add Locations Required 03212015 032212015 Complete
Step 3 Add Speciatiies Required 05212015 0502212015 Complete
Step 4: Associate Biling Provider Optional 05125 0512M5 Complete
Step 5: Add License/Certification/Other Required 0502212015
Step 6 Add Mode of Claim Submission/EDI Exchange h Required hcomplate
Step 7. Associats Biling Agent Optional Incomplate
Step 8: Add Provider Controling InterestiOwnership Detais Required Incomplete
Step 9: Add Taxonomy Details Required Incomplate
Step 10: Associate NCO Plan Optional Complete
Step 11: B3ERA Enroliment Form Optional Incomplate
Step 12: Complete Enrolment Checkist Required Incomplete
Step 13: Submi Enrolment Application for Approval Required Incomplate
View Page: ®co Page Count:1 Viewing Page: 1 Wrist | | €rev | ¥ Next | |9 Last

* You have completed Step 5: Add Licensing/Certification/Other. The system
will place the current date in the End Date field and will place Complete in
the corresponding Status field.

* Click on Step 6: Add Mode of Claim Submission to continue your application.

shortcuttoStep: |1 ([ 23 llallslell7lglloll 101l 12 || 12 || 13 | 2| -
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IMPACT

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 d1Claims Submission/EDI exchange

.Y
Please select the submission methods from EDI Exchange and/or Other Claims Submission as applicable.
EDI exchange -~
Method Description Applicable Transactions
" To upload/download HIPAA transactions ) —— N—— .
Electronic ] e 837P- Professional (FF3), 8371 -Institutional(FFS3), 837D -Dental(FFS),270/271 -Eligibility Inquiry/Response, 276/277-
from screens (Maximum file upload size is . ]
Batch Claim Status Inguire/Response
50MB)
= To upload/download HIPAA transactions — ) ) )
CORE Batch — 270/271 -Eligibility InquinyResponse, 276/277-Claim Status Inguire/Response
using CORE Batch Connectivity
CORE Real To upload/download HIPAA transactions — ) ) )
- ) - —— 270/271 -Eligibility InquinResponse, 276/277-Claim Status Inguire/Response
Time using CORE Real Time Connectivity
. . . 837P- Professional (FFS/Encounter), 8371 -Institutional(FFS/Encounter), 837D -Dental(FFS/Encounter), 2705271 -
w— To submitreceive HIPAA transactions i . . ) i et~
Billing Agent th b bill ; Eligibility InquiryResponse, 276/277-Claim Status Inguire/Response 278/278- Prior Authorization RequestResponse,
rou illing agen
g 939 835- 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 online screens

G
" 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 ([ 23 llallslell7llglloll 10|l 221 12| 13| |48 -
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Business Process Witard - 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 Requirad (60272015 DRI022015 Complete
Step 2: Add Locations Required 181022015 06/022015 Complete
Step 3 Add Speciaties Required fegaRng De22015 Complete
Step 4: Associate Biling Provider Opficnal (6022015 ORI022015 Complete
Step 5. Add License/Certification/Other Required 16102215 06022015 Complete
Step & Add Mode of Claim Submission/EDI Exchange Required f6022015 < 06022015 @
Step 7: Associate Biling Agent é_— Opfional Incomplete
Step 8: Add Provider Controling Inleres0wnership Delails Required ncomplete
Etep 9: Add Taxonomy Detais Optional ncomplete
Step 10: Associate MCO Plan Optional Complete
Slep 11: B3SERA Envaliment Farm Optional hcomplete
&tep 12; Complete Enrolment Checklst Required ncomplete
Step 13: Submt Enralment Applization for Approval Required lcomplete
View Page; | 1 ® 5 Page Count:1 SaveTodLS Viewing Page: 1 st || € Py || ¥ Nedt | ¥ Last

* You have completed Step 6: Add Mode of Claim Submission. The system will
place the current date in the End Date field and will place Complete in the
corresponding Status field.

* Click on Step 7: Associate Billing Agent to continue your application.

ShortcuttoStep: |1 (| 2|3l 4||5I6]||7|I8]|l9]| 10 || 11 || 12 || 13 35
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Billing Agent List ~
Filter By IZI ®Go ESEW& Fitters ¥ Wy Fitters™
Billing Agent ID Billing Agent Name 835 Authorization Start Date End Date
Fal AY AT AY AT

No Records Found !

* Click Add to input a Billing Agent.

ShortcuttoStep: |1 (| 2|3l 4||5I6]||7|I8]|l9]| 10 || 11 || 12 || 13 36
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Click on the 'Confirm/Search Billing Agent' button to search for a Billing Agent or confirm the Billing Agent entered.

Associate Billing Agent

Billing Agent ID; # —> Billing Agent Name:
Association Start R Association End Date: =
Date:
Authorized Transaction Responses A
Transaction Response Authorized Start Date End Date
¥12 835 - Healthcare Claim Status 0 — —
B i

@unﬂrnﬁearch Biling Agent D Cancel

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

* Click OK to return to the billing agent list.

* If the Billing Agent info is not known, click on Confirm/Search Billing Agent to
locate the desired Billing Agent from the list. ~

ShortcuttoStep: |1 (| 2|3l 4||5I6]||7|I8]|l9]| 10 || 11 || 12 || 13 37
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(>

# | Billing Agent List A

< Filter By : | ) ‘ Oao LBSa'.re Fiters ﬁ My Fiters™
Billing Agent 1D Billing Agent Kame Start Date End Date

Av iy Ay iv

7125716 AJAX Billng Agency 05/0412013 12/3112359

7125723 Memorial Hospial 05/0412013 12/3112359

7125879 NEBO 0500572013 12/3112359

7125688 Avyaity 050412013 1213112999

7126704 Wei Foot And Ankle Services 0502112013 12/31/2999

View Page: | 1 (a0 PageCount:1 | B SaveTaxlS Viewing Page: 1 st | € prev | | ¥ Hext | |9 Last

* Use the Filter By drop down and enter information to filter the list of the
available Billing Agents. (% can be used as a wild card)

* After locating the desired Billing Agent, mark the check box next to that line,
then click Select.

shortcuttoStep: |1 ([ 23 llallslell7llglloll 10|l 12 | 12 || 13 | |<&| -
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H Associate Billing Agent A

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

Billing Agent I | 123456739 * —> Billing Agent Name: Test Biling Agent
Association Start Date: | gein1/2015 HJ # Association End Date:  12y31/2g09 HJ

#i  Authorized Transaction Responses

Transaction Response Authorized Start Date End Data

X12 835 - Healthcare Claim Status B ~1 &

) ConfrmiSearch Biling Agent { | w0 | ) @ Cancel

) 4
* Confirm the Billing Agent information populated correctly.
* Click OK to return to the billing agent list.
shorteuttoStep: (1 [| 2 |[3[|a|[s[6|[7[ 8|[of 10|f 22 || 12|[ 23 [ |£}| =
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Billing Agent List S
Filter By |E| ®co EEave Fiters ¥ My Fiters™
Billing Agent ID Billing Agent Name 835 Authorization Start Date End Date
Fan AY AY AT AY
7125888 Availity No 052112015 12/31/2599
T Celete | View Page: | 1 ®© Page Count : 1 B SaveToxLs Viewing Page: 1 © < > »

* To associate to additional Billing Agents not listed, click Add and repeat the
previous steps.
* When all billing agents have been entered, click Close to return to the BPW.

ShortcuttoStep: |1 (| 2|3l 4||5I6]||7|I8]|l9]| 10 || 11 || 12 || 13 40
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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 06/02/2015 16022015 Compels
Step 2 Add Locations Requred 0RI022015 DE022015 Compkete
Step 3: Add Speciaties Required De/022015 06022015 Compiate
Step 4 Associale Biling Provider Dptional 06/02/2015 16022015 Compite
Step 5 Add License/Certification/Jther Required (60212015 0622015 Compiete
Step &: Add Node of Claim Submission/ED| Exchange Required De/22015 06022015 Compiete
Step 7. Associaie Biling Apent Requrred 060212015 @15 Compiete
Step & Add Provider Coniroling Interasti0 wnership Details @ Requred Incomplete
Step §: Add Taxenomy Details Optianal Incomplete
Step 10: Associste NCO Plan Optianal Complete
Step 11; B35ERA Enrollment Farm Optianal Incomplate
Step 12: Complels Enrolinent Checklist Required Incomplete
Step 13 Subme Enrolment Applcation for Approval Requred Incomplete

‘.‘lewPane:EI G0 PageCount:1 |8 SaveTans Vigwing Page: 1 rist | | € Fev | | ¥ Next | | W Last

* You have completed Step 7: Associate Billing Agent. The system will place
the current date in the End Date field and will place Complete in the
corresponding Status field.

* Click on Step 8: Add Provider Controlling Interest/Ownership Details to
continue your application.

ShortcuttoStep: |1 (| 2|3l 4||5I6]||7|I8]|l9]| 10 || 11 || 12 || 13 41
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IMPACT

o)

il Owners List

Fitter By B | 0] |
Owner SSNEINTIN Owner Information Type
I
O Av AY AY
[l 123456758 Test Provider IndivilualiSake Propretor
. W Dekele | View Fage: | { © 50 Page Count:1 - SaveToXLS Viewing Page: 1
"
O add Other Owned Entity | List Ownership Interest in other Entities reimbursible by Medicaid andior Medicare,
Flter By E Oce
Other Owner EINTIN Other Owner Information
T
Av Ay
No Records Found !

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

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

Start Date
AY

052112015

Address

& s

AY

A
Bysave fiters || Ty Fiters™
End Date
av

1203112899
€ ooy | | ¥ text | | Last

PAsaveFiters | | T iy Fiters™

Shortcut to Step: |1 || 2
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wnership  JMIPACT

# Provider Controlling Interest/Ownership

.Y
Type: |—SELECT— Iz”* @ Percentage Owned: I:l*h
Legal Entity Name: | | Entity Business Name: | |
{As shown on the Income Tax Return) {Doing Business As)
First Name: | | Last Name:

Suffix: DOB:
Phone Number: | | * Extn: |:| Email:

Address Line 1: | | - Address Line 2:
(Enter Street Address or PO Box Cnly)

Address Line 3: | | CityTown: | OTHER E| *
StatelProvince: | oTHER IZ| * County: | oTHER E
Country: UMITED STATES IZH *® Zip Code: | | _| © validate Address

(oY @came

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

* Enter Percentage Owned as a whole number.

* Enter the street address and zip code information, then click Validate Address.
* When all details are entered, click OK.

shortcuttoStep: | 1 || 23 llallsllell 7l 8lloll 10! 12l 12 || 13 ‘ﬁ .




Qunershi>  JIVIPACT

Oco 4:

#i | Owners List

.
Filter By E 0o Bsaveriters | | T iy Fiters™
Owner SSNEINTIN Owner Information Type Start Date End Date
Av Ay AY ' Ay
[ 123456788 David Doe Managing Employes US/212015 1213112999
937654321 Sally Doe individualSole Proprietor 0512112145 120312099
il Deate | View Page: I:l ®co PageCount:1 | fd SaveTodLs Viewing Page: 1 Wrist | | €Prev | | ¥ Nedt | | B Last
i A
© 2dd Other Owned Entty | List Ownership Interest in other Entities reimbursible by Medicaid and/or Medicare.
Filter By |E| ®co BzaveFiters | | ¥ My Fiters™
_ Other Gwner EINTIN Other Owner Information Address
Av 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 llallslell7llglloll 10|l 221l 12| 13| |48 .
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# | Relationship ~
b'! Inactivate
r =
Filter By B Il ®co LBSave Fiters | | Y My Fiters™
Owner Hame Relationship Modified Date Operational Status
—
A AY AY AY
No Records Found !

# | Final Adverse Legal Actions/Convictions Disclosure ~
Question Answer Final Adverse Legal Action Imposed Comments
Click the link "Final Adverse Legal Actions/Convictions Disclosure™ to read and answer the disclosure. Not Completed

* Scroll down the page to the relationship section then, click Add.

Add Owner Relationship L

——> OwnerName: —SELECT—E
—> Relationship: | _gp gcT—  [~]

(e
* From the first drop down list of Owner Name, choose anowner 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.

shortcuttoStep: |1 ([ 2ll3llallslell7lglloll 10l 12 || 12 || 13 | |2} 4




# | Relationship

H Inactivate

|
Filter By [-] ( (1
Owner Hame Relationship
Fay
v AY

Qunershi>  JIVIPACT

Modified Date Operational Status
AY AT

No Records Found !

[BSave Fiters | | T My Fitters™

# | Final Adverse Legal Actions/Convictions Disclosure

Question

Click the link "Final Adverse Legal Actions/Convictions Disclozure” to read and answer the disclosure.

Answer Final Adverse Legal Action Imposed

Not Completed

Comments

* Scroll down to the Final Adverse Legal Action/Conviction History section.

* Click on the hyperlink Final Adverse Legal Action/Conviction History.

Shortcut to Step: |1 || 2
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wnership \fM PACT

FINAL ADVERSE LEGAL ACTIONS/CONVICTIONS ~

This section captures information on final adverse legal actions, such as conviclions, exclusions, re 15, and suspensions. All final adverse actions must be reporied, 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 |ast 10 years preceding enrollment or revalidation of enrollment, convicted of a Federal or State felony offense that CMS has determined to be detrimental to the best interests of the program and its beneficiaries.
Offenses include: Felony crimes against persons and other similar crimes for which the individual was convicted, including guilty pleas and adjudicated pre-trial diversions; financial crimes, such as extortion, embezzlement, income tax evasion, insurance fraud and other similar crimes for which
the individual was convicted, including guilty pleas and adjudicated pre-trial diversions, any felony that placed the Medicaid program or its beneficiaries at immediate risk (such as a malpractice suit that results in a conviction of criminal neglect or misconduct); and any felonies that would resultin 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 item or service under Medicaid or a State health care program, or (b} the abuse or neglect of a patient in connection with the delivery of a health care item or service
3. Any misdemeanor conviction, under Federal or State law, related to theft, fraud, embezzlement, breach of fiduciary duty, or other financial misconduct in connection with the delivery of a health care item or service
4. Any felony or misdemeanor conviction, under Federal or State law, relating to the interference with or obstruction of any investigation into any criminal offense described in 42 C.F.R. Section 1001.101 or 1001.201.

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

EXCLUSIONS, REVOCATIONS, or SUSPENSIONS

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

2. Any revocation or suspension of accreditation.

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

5.Any Medicaid revocation of any Medicaid 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 againstyou? @) Yes ’

g

* With regards to the chosen ownership, answer the listed question and enter
comments if desired.

* Click OK when completed.

* Repeat for each listed ownership.
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::E_ Owners List

‘ Filter By IZI | || Hm I;BSave Fiters | | ¥ My Fiters™

Y

Owner SSN/EINTIN Owner Information Type Start Date End Date
Av AY AY AY av
123456789 Doz, David Managing Employee 0521/2015 1203112559
98763431 Do, Salty Individual/Sole Proprietor 05/21/2015 12/31/2589
| i Delete | View Page: | 1 | ©co  Page Count:1 Viewing Page: 1 Wrist | [ €Frev | | ¥ Net | | W Last

= ==
‘I!} t Ownership Interest in other Entities reimbursible by Medicaid and/or Medicare.
Filter By IZI | H | ®co I;BSave Fiters | | Y My Fiters™

Other Owner EINTIN Other Owner Information Address
0
Av AY AY

No Records Found !

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

entity be entered.
* To enter Ownership details in another Medicaid/Medicare Entity, click on Add

Other Owned Entity.

ShortcuttoStep: |1 (| 2|3l 4||5I6]||7|I8]|l9]| 10 || 11 || 12 || 13 - 48
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Please complete all fields. At a minimum, all fields with an * are required.

i Provider Controlling Interest'Ownership in Other Medicaid/Medicare Entities

Type: Other MedicaidiMedicare Entity Percentage Owned: I:I % ~

Legal Entity Hame: | |* Entity Business Name: ‘ |:r.

(As shown on the Income Tax Return) (Doing Business As)

Phone Humber: ‘ ‘ # Extn: I:l Email:

|
Start Date: &= End Date: ]
|

Address Line 1: | ‘* Address Line 2: ‘
(Enter Street Address or PO Box Only)

Address Line 3: | ‘ City/Towmn: | OTHER E‘ *

Siate/Province: | OTHER |2” * COI]I“}': | OTHER |ZH

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

‘VDK ‘ |@Cancel ‘

* 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 Entitv

ShortcuttoStep: |1 (| 2|3l 4||5I6]||7|I8]|l9]| 10 || 11 || 12 || 13 49
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ff | OwnersList
Filler By B Qoo
- Owner SSHEINTIN COwmer Information
0 ar av
[ 22z Doe, David
[ 2zzzzzezz Do Alberta
W Desete | View Page: | 1 ©co PageCount:1 | (& SaveToN s

_0 Add Other Owned Entty | List Ownership Interest in other Entities reimbursible by Medicaid andior Medicare.

Filter By E (o]

Other Dwner EINTIN Other Dwner Information
A Av
[ 362518901 The Threshoks

1l Desete \-'-cwl'agc:|1 @Go PageCount:1 | (& SaveToXLs

Ownership

IMPACT

Type
AT

Fecal Agent
Managing Employes

Viewing Page: 1

Address
AY

350 W 43R0 5T, CHICAGO, ILLINOIS 60609

Viewing Page: 1

Start Date
AY

Q52672015

2672015

N
" -
ESI.VE Fiters YM}' Fiters™
End Date
AT
123172500
127312959
Wrist | €prev | | ¥ onet | Lest
~

Bisave Fiters || Ty Fiters |

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

entities is complete, click Close.

ShortcuttoStep: |1 (121|31|| 4
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Business Process Wizand - Provider Enrollment (Atypical Individual). Click on the Step # under the Step Column.

Step Required Start Date End Date Status Step Remark
Step 1- Pravider Basic Information Required 6022015 60272015 Complete
Step 2 Add Locations Required 1EMN2205 06022015 Complata
S1Ep 3 Add Speciaties Required 160225 16022015 Complie
Step 4: Associate Biling Provider Optional 1EMN2205 0E022015 Complate
Step & Add License/Cerbfication/Other Required 08022015 DEMIRNS Compleie
Shep 6. Add Mode of Claim Submission/ED| Exchange Required 16022015 6M27205 Complels
Step 7- Associate Biling Agent Required 61022015 DEA22015 Complate

Slep & Add Froviger Controling Interesy0wnership Defals Requred 06NZZN5 C wnannis Complete
Step & Add Taxonomy Dotals (s Optional Tcompiets

Step 10 Associste MEQ Plan Optional Compleie
Slep 11 BINERA Enraliment Form Optional Incamplete
Step 12 Complete Enrolment Checklist Required Incomplate
Step 13 Submn Enrodment &pplicaton for Approval Requirad Incomplete
View Page: | 1 ®co PageCount: 1 | 8 SoveToxLs | Viewing Page: 1 @rrst | | € e | ¥ Mexnt | O Last

* You have completed Step 8: Add Provider Controlling Interest. The system
will place the current date in the End Date field and will place Complete in
the corresponding Status field.

* Click on Step 9: Add Taxonomy Details to continue your application.

ShortcuttoStep: |1 (|2 |(3||4||5|/6| 7| 8||l9| 10| 11 || 12 || 13 51
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Taxenomy List A
Filter By E| ® o Bisave Fiters | T My Fiters™
Taxonomy Code Description Start Date End Date
Fal ) AY AY AT

Ho Records Found !

* To enter Taxonomy Details click on Add.

ShortcuttoStep: |1 (|2 |(3||4||5|/6| 7| 8||l9| 10| 11 || 12 || 13 52
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#  Add Taxonomy A

Taxonomy Code: * {(Click here for Taxanomy List) Location: 0i- B %

—— Description:

Start Date: B % End Date: B

@EunﬂrmTaxunuw V0t D Cancel

* To add new Taxonomy Details, enter the Taxonomy Code and the Start Date.
* Leave the End Date field blank.

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

* Click on OK to finalize the submission.

ShortcuttoStep: |1 (| 2|3l 4||5I6]||7|I8]|l9]| 10 || 11 || 12 || 13 53
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#  Add Taxonomy A
Taxonomy Code; [ClitkherefanamnnmyE Location; - B*
Description;
Start Date: B 4 End Date: =

@ Confim Taxonomy | #0k | ® Cancel

* 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 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).
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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

. . . : i : the left displays code value
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 br et re (Ctrl-F) after expansion to search for values. Taxonomy the selected code in this space.

e self-selected. Choose de that best identifies you as a provider.

If wvou are unable to find a
code to meet your need:
» Submit a Question

» More Information

[# Individual or Groups (of Individuals)
#H mon-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 ([ 2ll3llallslell7lglloll 10l 12 || 12 || 13 | 2| -




ails

)

’

\

T

JMPACT

National Uniform Claim Committee

Home Announcements NUCC Structure

Calendar 1500 Claim Form Code Sets

[ SEARCH)

s |

Search this sita ...

Resources

Open All

Code titles with a B sign expand when you click on them. You can expand the entire list by
clicking the "Open all" link abowve. Expand the code list to wiew 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.

Chikopractic Providers

al Providers [definition

ng Service Providers

Othgr Service Providers
Phagjmacy Service Providers

FH HEHFEAEHEEEEE
=
(=

ftudent, Health Care

B Mon-individual

BelNavioral Health & Social Service Providers

definition

by 8 Mutritional Service Providers
gency Medical Service Providers
bnd Vision Services Providers
definition
Murging Service Related Providers
definition
definition

Eician Assistants & Adwvanced Practice Mursing Providers

peech, Language and Hearing Service Providers
definition

¥ Technologists, Technicians & Other Technical Service Providers

-

definition
definition

definition
definition
definition

m

definition

definition
definition

definition
definition

Clicking a [definition] link to
the left displays code walue
definitions, when awvailable, and
additional information about
the selected code in this space.

If vou are unable to find a
code to meet your need:
* Submit a Question

* More Information

Copyright 2015 American Medical Association

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

which you previously selected.

Shortcutto Step: |11(/2 1|3
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National Uniform Claim Committee

Home Announcements NUCC Structure Calendar 1500 Clarm Form Code Sels

Open All

Code titles with a Fl sign expand when you click on them. ¥You can expand the entire list by
clicking the "Open All" link abowve. Expand the code list to wview the more detailed codes.
Use yvour browser's find feature (Ctrl-F) aftter expansion to search for values. Taxonomy
codes are self-selected. Choose the code that best identifies vou as a prowvider.

=l individual or Groups (of Individuals)
Group definition
Allopathic & O=steopathic Phy=sicians definition
Behawioral Health & Social Serwvice Prowviders definition
Zhiropractic Prowviders definition
Dental Providers definition
Dietary & Mutritional Service Providers definition
Emergency Medical Service Prowviders definition
Eve and Vision Services Providers [definition]
Mursing Service Providers definition
® | jcensed Practical Murse - 164WOO0D00X [definition
® |icensed Psychiatric Technician - 167G00000X [definiticn
® |jcensed Wocational Nurse - 164X00000X [definition
[#] Registered Nurse - 163WO0ODD0O0OX [definition
Mursing Service Related Providers [definition]
Other Service Providers definition
Pharmacy Service Providers definiticn
Phy=sician Assistants & Adwvanced Practice Mursing 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
¥l Technologists, Technicians & Other Technical Service Providers definition
F Mon-individual

(] [ (¥ (¥ (] ] (¥ (R [

(¥ () ] (] 3] [

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

ShortcuttoStep: |1 (|2 |(3||4||5|/6| 7| 8||l9| 10| 11 || 12 || 13
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= Add Taxonomy A

TaxonomyCode: | 193400000X  |* ¢ Location: | 01-Doeceedoe [+] *

(Click hera for Tauonomy List)
> Destriphion: Single Speciality

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

C DeontemTaxonomy | | ¥ 00| B Cancel

* Enter the Taxonomy Code and the Start Date.

* Leave the End Date field blank.

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

ShortcuttoStep: |1 (| 2|3l 4||5I6]||7|I8]|l9]| 10 || 11 || 12 || 13 58




Taxonomy List

Filter By B

Taxonomy Code
Fa%

193400000X

M Delste | View Page: | 4

ils

IMPACT

® o
Description
AY
Single Specialty

(O] Page Count:1 | [ SaveToXLs

Viewing Page: 1

Start Date

AT

05/20/2015

Esave Filters
End Date
AY
1213172999
« < b J

* 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

12 || 13

¥ My Fitters™

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

Step Required Start Date End Date Statuz Step Remark
Step 1. Provider Basic nformation Required 060212015 080272015 Complete
Step 2 Add Locations Required 060272015 08022015 Comglete
Step 3 Add Specisties Required 08022015 0822015 Complete
Step 4. Associate Biling Provider Optianal 080272015 08022015 Complete
Step 5 Add LicenseiCertification/Other Required 0emz2ns 06mz2015 Complete
Step 6 Add Mode of Claim SubmesionED| Exchange Required 08/02/2015 060272015 Complete
Step T: Associate Biling Agent Required 08022015 08022015 Complete
Step 8 Add Provader Controling IntrestQwnarship Detalls Required 060272015 06022015 Compiste

Step 8 Add Taxonomy Detals Optional ei22015 < 6022015 Completa >

Step 10: Associate MCO Plan h Optianal Complete

Step 11 BISERA Enrolment Form Optianal Incomplets
Step 12 Complete Enraiment Checist Reguired Incompiete
Step 13- Submit Enroliment Appication for Approval Required Incompleta
View Page: r I ©co PageCount:1 | SaveToXLS Viewing Page: 1 Wrrst | € Pev | ¥ Nedt | B Last

* You have completed Step 9: Add Taxonomy Details. The system will place the
current date in the End Date field and will place Complete in the
corresponding Status field.

* Click on Step 10: Associate MCO Plan to continue your application.

ShortcuttoStep: |1 (| 2|3l 4||5I6]||7|I8]|l9]| 10 || 11 || 12 || 13 60
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O Chose w

#  MCO Plan List A

Filter By B Oa BsaveFiters T My Fiters™

PlanID PlanHame Business Statuz  Business Status Start Date Busziness Status End Date Aszsociation $art Date Azsociation End Date Program Code Description

A AY AY AY AY AY AY AY

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.

ShortcuttoStep: |1 (| 2|3l 4||5I6]||7|I8]|l9]| 10 || 11 || 12 || 13 61
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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 1D # ) Plan Name:

Program Code Description:

Association Start Date; Association End Date:

Bt
k.3
it

® Confirm/Search Plan v ®) Cancel

* Enter a Plan ID and Association Start Date.

* Leave the End Date field blank.

* Click Confirm/Search Plan, verify the Plan Name is correct then, click OK.
* |If the MCO plan ID is not known, click on Confirm/Search Plan.

ShortcuttoStep: |1 (| 2|3l 4||5I6]||7|I8]|l9]| 10 || 11 || 12 || 13 62
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© Close @

i MCO Plan Search List ~
Filter By ® Go B\save Fiters | | T My Fiters™
Plan 1D Plan Hame Business Status Business Status Start Date Business Status End Date Program Code Description
Fal ) AY AY AY AT AY
7128080 Blue Crozs Blue Shield IL FHP Active 01/01/2015 12/31/2999 Family Health Plan/&ffordable Care Act
|:| 7126393 Meridan Health Plan INC WMC Active 051412015 12/31/2999 Family Health Plan/&ffordable Care Act
|:| 7126400 HARMONY HEALTH PLAM IL INC WVKIC Active 051412015 12/31/2999 Family Health Plan/&ffordable Care Act
View Page: | 1 (O] Page Count : 1 & saveToxLs Viewing Page: 1 <4 £ > »

* Use the Filter By drop down and enter information to filter the list of
available MCO plans.

* After locating the desired plan, click on the checkbox next to that line.

* Click Select to return to the MCO summary screen.

ShortcuttoStep: |1 (| 2|3l 4||5I6]||7|I8]|l9]| 10 || 11 || 12 || 13 63
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Assosiate MCO Plan .

Click on the “Confurn'Seanch PLan’ betion to s2arch or a 18C0 Plan or confinm the Plas 1D entered
PMease ass0cizle by 0o plans with which vom have 3 sagned coniracl

Pasi: 123455 | ———> pantiame: Blue Cross Blue Shield

Program Code Descripton  Famiby Health Plan

Association Stant Date: | 0G/0115 | | + Assocaton End0ale: | 4oy iog

) ConfrmiSeanch Pan @@n-m

* Verify that the MCO plan information populated correctly then click OK.

ShortcuttoStep: |1 (| 2|3l 4||5I6]||7|I8]|l9]| 10 || 11 || 12 || 13 64
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i MCOPlan List A
Filter By B (el Bsave Fiters | Ty Fiters™
Plan1D  Plan Hame Busingss Status Business Status Start Date  Business Status End Date  Association Start Date  Association End Date  Program Code Description
Av v iv \J "\ I\ I\ I\
[] 7126080 Blue Cross Blue Shiekd IL FHP ~ Active 02013 1213172999 052112013 1213172999 Family Heatth Plan/Affordable Care Act
M Delete | View Page: | 4 (o 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 (| 2|3l 4||5I6]||7|I8]|l9]| 10 || 11 || 12 || 13 - 65
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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: Provader Basic Information Required DE022013 060212013 Complete

Step 2 Add Locations Required DEID212015 DE/N212015 Complete

Step 3: Add Specialties. Fequired DEID2I2015 DE/N2M2015 Complete

Step 4. Associate Biling Provider Optional DE/I022015 0R/022015 Complete

Step 5 Add License/Certification/Other Required DEI0272015 DED2I2015 Complete

Step 6: Add Mode of Claim Submission/ED| Exchange Fequired DEID2I2015 DE/D2F2015 Complete

Step 7. Associate Biling Agent Required DE/DZ2015 DE/DZ2015 Complete

Step & Add Provider Controling interest/Ownership Details Required 06022015 DRIZI2015 Complete

Step & Add Taxonomy Detais Optional DeID2r2015 DE/ 2004 mplete

Step 10: Associate MCO Plan Optional DE/D22015 DE/N22015 Complete

Step 11: B3SERA Enrolment Form _ Optional Incompiete

Step 12 Complete Enrgdment Checkist Required Incomplete

Step 13: Submit Enroliment Appication for Approval Fequired Incomplete

View Page: . 1 | ® o Page Count: 1 | SaveToXLS Viewing Page: 1 ®First | [€Prev | [ ¥ Net | | W Last

* You have completed Step 10: Associate MCO Plan . The system will place the
current date in the End Date field and will place Complete in the
corresponding Status field.

* Click on Step 11: 835/ERA Enrollment Form to continue your application.

ShortcuttoStep: |1 (| 2|3l 4||5I6]||7|I8]|l9]| 10 || 11 || 12 || 13 66




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.

|95ubmn”éprim ||°He\p ‘

S | ERAENROLLMENT FORM ~ =

# | PROVIDER INFORMATION ~

Provider Name:  Min Yu

m

Doing Business As Name (DBA):

Provider Address
Street: 1045 W STEPHENSON ST, PO Box 857 State/Province: ILLINOIS
City: FREEPORT Zip Codel/Postal Code: 61032 L
Country Code: UNITED STATES
# | PROVIDER IDENTIFIERS ~
Provider Federal Tax ldentification Number {TIN) or Employer ldentification Number (EIN): 362181997
National Provider Identifier (NPl 1053303743
Other Wentifier{s}

Assigning Authority: |:| Trading Partner ID:

Provider License Details

Provider License No: 036137433 License Issuer: IL

Provider Type: PHYSICIANS

Provider Taxonomy Code:
# | PROVIDER CONTACT INFORMATION ~
Provider Contact Name
Contact: YuMin Title: Managing Employee
Telephone Number: 8531234567 Telephone Humber Extension:

*Scroll down the page and verify/update the listed information and complete any
additional fields.

ShortcuttoStep: |1 (|2 |(3||4||5|/6| 7| 8||l9| 10| 11 || 12 || 13



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

|@5uhm'rt |||§Prim HOHe\p ‘

Fayment Lenter i
NCPDP Provider ID Humber: :
Medicaid Provider Humber: :

N

linois

edicaid Program Advanced Cloud

PACT

T
‘ ELECTRONIC REMITTANCE ADVICE INFORMATION

Preference for Aggregation of Remittance Data{e.g., Account Number Linkage to Provider Identifier)
[£ vp1 @ TAXID *

Ml Medicaid enumerates by Tax ID only.

Method of Retrieval:| CORE []]*

T
‘ ELECTRONIC REMITTANCE ADVICE CLEARINGHOUSE INFORMATION (Not applicable at this time)

ClearingHouse Contact Name

ClearingHouse Contact Name: l:l

T
‘ ELECTRONIC REMITTANCE ADVICE VENDOR INFORMATION [Not applicable at this time)

m

Vendor Contact

Vendor Contact Name: l:l

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

ShortcuttoStep: |1 || 21||3||41|5
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@ submit | W Print || @ Help

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

Vendor Name:

[ Vendor Contact
Vendor Contact Name: Telephone Number:

Emall Address:

B | SUBMISSION INFORMATION

Reason for Submission
;r“ Cancel Enroliment ¢ Change Enroliment @ New Enrollment *
Authorized Signalure
Electronic Signature of Person Submitting Enrollment:

WI thorization Agreement-By selecting the checkbox above, | hereby agree that | have read and agree to the terms and
conditions stated in the Authorization Agreement below.

Authorization Agreement

By signing this request, | am authorizing the Michigan Department of Community Health to establj B35/ERA account for the Tax D listed above and for 835/ERA files to be itted elecironically to the designated antity.
ritien Signature of Person Submitting Enroliment; | v
Printed Name of Persen Submitting Enroliment:

Title of Person Submitting Enrollment: | gyest

Submission Date: 05/22/2015

Requested ERA Elfective Date:

(Gnce approve the next paycycle date.)

* Check the box next to the agreement statement and the signature portion
will be populated.
* Once all fields are complete, click Submit, then Close at the top of the page.

ShortcuttoStep: |1 (|2 |(3||4||5|/6| 7| 8||l9| 10| 11 || 12 || 13 ﬁ
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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 0610272015 06/02/2015 Complate
Step 2: Add Locations Required 080272015 0622015 Complate
Step 3. Add Spaciaties Required 0622015 06272015 Complate
Step 4; Associste Billng Provider Optional e/022015 0822015 Compiate
Step 5: Add License/Cerdification/Other Required 08022015 06M22015 Complate
Step 6 Add Node of Clam Submission/EDI Exchange Required 06022015 061272015 Complate
Step T: Associste Billng Agent Required 06022015 0eM2/2015 Compiate
Step B: Add Provider Centroling Interest/Ownership Detais Required 0610272015 061272015 Complate
Step 8. Add Taxonomy Details Optional 06022013 061272015 Complete
Step 10: Associate MCO Plan Optional 06022013 06220135 Complete
Step 11: B35ERA Enrolment Form Optional 16022015 272015 Complate
Step 12: Complete Enrallment Checklist h Required Incomplele
Step 13 Submi Enrolment Application for Approval Required Incompiete

wewPage:D Oco PageCount:1 | (& SaveToxLs Viewing Page: 1 Wrrst | €Pev | ¥ et || P Last

* You have completed Step 11: 835/ERA Enrollment Form. The system will
place the current date in the End Date field and will place Complete in the
corresponding Status field.

* Click on Step 12: Complete Enrollment Checklist to continue your
application.

ShortcuttoStep: |1 (| 2|3l 4||5I6]||7|I8]|l9]| 10 || 11 || 12 || 13 70




nt Checklist 3

Provider Checklist
Question Answer v Comments v
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 Enroliment Date? If Yes, enter the requested Retroactive Enroliment Date in the comment field to be considered. | Not Completed E| |
Do you wish to end date your enrolliment or association? If yes, what date and to which association. | Mot Completed E| |
Are you currentty excluded from any linois 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 |3| |
Have you ever had a criminal or heathcare 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 |3| |
Have you ever had a program exclusion/debarment? If yes, provide program and date | Mot Completed E| |
Have you ever had civil monetary penalty? 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. | Not Completed E| |
Has fingerprinting been completed per state requirements? If yes, with what vendor and date? | Mot Completed E| |
Are you accepting new patients? | Mot Completed |3| |
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 paricipation. | Not Completed E| |
Are you planning to provide services reimbursable through Department on Aging (Do). If yes, provide the effective participation date you are requesting. | Not 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. | Not Completed E| |
Are you planning to provide services reimbursable through DHS, Division of Rehabilitation Services (DRS)? If yes, provide the effective participation date you are requesting | Not 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. | Not Completed 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. | Not Completed E| |
Are you planning to provide services reimbursable through DHS, Division of Developmental Disabilties (DDD)? If yes, provide the effective participation date you are requesting, | Not Completed |3| |
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. | Not 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. -
ShortcuttoStep: (1121|314 }||5||6|l7|I8|I9|l10]|| 11| 12| 13
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Hep Required
Step 1 Provider Basic Information Required
Slep 2. Add Locations Required
Step 3: Add Speciaties Required
Step 4: Assocate Biling Provider Opficnal
Step 5. Add License/Certhication/Other Required
Step 6: Add Wode of Cleim SubmasionEDI Exchange Required
Step 7: Associate Biling Agent Required
Step 8 Add Provider Controling ierestOwnership Delais Required
Step & Add Taxonomy Detals Opticnal
Step 10: Associate NCO Plan Opfional
Stap 11: BISERA Enroliment Form Optional
Etep 12: Complete Enrolment Checkist Required
Step 13: Submit Enrallment Applcation for Appraval h Required
View Page: | 1 O PageCount:1 [ SaveTodls Viewing Page; 1

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

Start Date
0802205
DB022015
0802205
0602215
0602205
08022013
D822
0802205
08022015
D8022015
0802205
080272015

End Date Status

Dei212015 Complete
D6/022015 Comglets
06022015 Comgizte
DI212015 Complate
06022015 Complete
060212015 Compiete
De/22015 Complate
06022015 Comgite
De/0212015 Complete
D6/022015 Complets
06022015 Compiate

Incomplie

Step Remark

Wrist | | €Fov | | ¥ Ned || Last

* You have completed Step 12: 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 Step13: Submit Enrollment Application to Submit your application.

ShortcuttoStep: |1 || 2|34 ||5||6]||7
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ﬂ Close "

T | Final Submission

L3
Application ID:  20150521438762 EnrolimentType: Individual Sole Proprietor
The information submitted for enroliment shall be verified and reviewed by the Slate.
During this ime, 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).

iii = Application Document Checklist L
Forms(Documents Special Instructions Source Required
Av AY AY AY

No Records Found !

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

shortcuttoStep: |1 ([ 2ll3llallslell7lglloll 10l 12 || 12 || 13 | 2| -
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D Clo @ Submit Application er reading the Terms and Conditions be sure to check the agreement box located at the end of the document.
Personal Assistant or Private Duty Certified Nurse Aide Providers
1, a Personal Assistant or Private Duty Certified Nurse Aide in the Medical Assistance Program agree, represent, and cerfify as follows:
1.1 shall comply with all requirements set forth in the Home Services Customer/Provider Agreement {IL438-1947).
2.1shall not to discriminate in the provision of services based on the grounds of sex, race, color, national origin or disability.
3.1 shall comply with the Personal Assistant requirements as set forth in 89 |ll. Adm. Code §86.10, or the Certified Nurse Aide requirements as set forth in 77 1ll. Adm. Code 395.
4.1 shall voluntarily assign the responsibility for payment to me for the services | provide to customers of the Department of Human Senvices Division of Rehabilitation Services (DHS-DRS)
5.1shall accept payment from the State of lllinois for senvices provided, as paymentin full.

6.1 shall be accurate, complete and truthful in the completion of the HOME SERVICES TIME SHEET {L488-2251), and by signing the I1L488-2251, | agree to be fully liable for the information the form contains {Any submission of false or fraudulent billing, or any concealment of
information relevant to the payment of these bills may be prosecuted under applicable Federal and State laws).
7.1shall maintain a copy of the completed 1L488-2251 and any other records related to the billing for senvices paid by the Division of Rehabilitation Services (These records must be maintained for at least three (3) years from the date the service was billed).

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

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

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

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

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

2.The Provider, if a substance abuse treatment and intervention provider per the definitions and requirements of 77 IIl. Admin. Code 2060 and 2090, agrees that it will maintain compliance with applicable parts of the then-effective Altachment C to the Department of Human
Senvices Community Services Agreement (available via hitp:/www.dhs. state.il.usipage. aspx?item=29741)

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

1.The Provider, if a community mental health provider per the definitions and requirements of 59 Ill. Admin. Code 132, agrees that it will maintain compliance with applicable parts of the then-effective Attachment B to the Department of Human Services Community Services

Agreement {available via hitp:/fww.dhs state.ilus/page. aspx?item=29741).

* 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|3l 4||5I6]||7|I8]|l9]| 10 || 11 || 12 || 13 74
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Message from webpage pX§ |

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

OK

*The message above will pop up and advise that the application has been
submitted for review. Click on OK.

ShortcuttoStep: |1 (|2 |(3||4||5|/6| 7| 8||l9| 10| 11 || 12 || 13 75
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# | Enroll Provider - Individual

A

Step

Business Process Wizard - Provider Enrollment {Individual}. Click on the Step # under the Step Column.

Required Start Date End Date Status Step Remark

Step 1: Provider Basic Information R;qmred 05J21_I2015 0512;12015 Complete
Step 2: Add Locations Requirad 0521213 05222135 Complete
Step 3: Add Speciaties Requirad 0521213 05722213 Complete
Step 4: Associate Biling Provider QOptional 0521213 0521213 Complete
Step 5: Add License/Certification/Other Requirad 0572225 05722215 Complete
Step 6: Add Mode of Claim Submission/ECI Exchange Required 05222115 0522215 Complete
Step 7: Associate Biling Agent QOptional 05222115 Incomplete
Step & Add Provider Controling Interest/Ownership Details Required 05722215 0522215 Complete
Step §: Add Taxonomy Details Required 0522215 05222135 Complete
Step 10: Associate MCO Plan Qptional 0522213 05222135 Complete
Step 11: B3S/ERA Enrolment Form QOptional 0522213 05722213 Complete
Step 12 Complete Enroliment Checklist Requirad 0522213

Step 13 Submit Enrollment Application for Approval Requirad 0572225

Viewpage: OGo Page Count:1 | (@ SaveToXLS

Viewing Page: 1
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* You have completed Step 13: Submit Enrollment Application for Approval.

Shortcut to Step:

10

11

12

13
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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



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

IMPACT

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

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



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

