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This course is designed to deliver a detailed process ( j 04
for completing signing on and setting up your account |

within the PNM system

PNM Homepage/Dashboard Review of PNM Navigation

This course will also show how to set up agents, along
with administrator functionalties as you manage your

provider file(s) 05 06
In this session, we will review and discuss slides,

then open the Provider Network Management (PNM)

system to review how the processes are completed Provider Administrator Creating and Assigning
Assignment/Changes Roles to Agents
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Defining Terms

= OHI|ID: A personal individual user account created through the InnovateOhio
Platform. This is the login credential that will be used to access the Provider Network
Management (PNM) system; however, the login is not unique to PNM.

* InnovateOhio Platform (IOP): A system created to allow the ability to have a single
personal login to access a variety of state agency systems. This includes PNM.

= Administrator: A role assigned to a user in PNM that allows that user to create new
enrollment applications, update provider records, and complete revalidations among
other tasks. The Administrator role will also be able to grant accesses/actions to
other users in PNM, known as Agents.

= There is one Administrator role per NPI/Medicaid ID. However, a single user with
the Administrator role can administer to multiple providers.

= Agent: Arole assigned to a user in PNM that allows that user to complete specific
actions such as updating a provider record, revalidation, claims submission, prior

authorization, the viewing of reports, etc.
8 Pre-Registration



What is Pre-Registration?

= With a new system comes new login procedures

= PNM is set up to allow for a single front door for access to a
variety of functionalities

= PNM will require all Ohio Medicaid Providers to use an OH|ID to gain
access to the PNM system

= 982 agency apps across the state rely on OH]|ID for
authentication and access management

= The Pre-Registration site, available from August 15t through
September 23, allows for a quick set up to link an existing or new
OH]|ID account to PNM

» The link to access the pre-registration site is
https://pnm-preregistration.omes.maximus.com/
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Linking Existing OH|ID to PNM

Welcome to Provider User Pre-registration

. : ‘
In order to utilize the new Ohio Department of Medicaid Provider Network Management (PNM) system please u O n th e Ia n d 1) g pag e y CI |Ck G et
follow these steps to pre-register your OH|ID user account and associate it with your provider account. St ’ .
arted!’ to begin

Get Started!

= Answer the two questions by selecting

Are you a current or previous Medicaid Provider with the Ohio Department of Medicaid? e |th er ‘Ye S’ or ¢ N O’

OYes  Ono = Are you a current or previous

Medicaid Provider with the Ohio
Department of Medicaid?

Do you have an OH|ID account?

QO Yes OHMNo

Next Step

= Do you have an OH|ID account?

= Click ‘Next Step’

Pre-Registration



Linking Existing OH|ID to PNM

The next step is to Sign-In with your OH|ID.
After which you will return here to continue your User Registration.

| C“Ck ‘GO to Oh'O OH“D S'gn_'n page’ If you are already signed-in to OH|ID or were not automatically brought back after signing in use the button below
. . to return to OH|ID and sign-in and try again.
to log into your existing OH|ID account

Go to Ohio OH|ID Sign-in page

@& OH|ID

Ohio's Digital Identity. One State. One Account.

Register once, use across many State of Ohio websites

( Create Account )

= Enter your OH|ID username and
password to access your account

= Click ‘Log In’

Password

- €&

Forgot OH|ID? | Forgot password?

Pre-Registration



Linking Existing OH|ID to PNM

= You will be redirected back to the Pre-Registration

site and asked what type of user account you have

or need
What type of user account do you have/need?

QO Provider Administrator O Provider Agent . SeleCt either:

= Provider Administrator

= Provider Agent

= Click ‘Next Step’

Pre-Registration



Linking Existing Providers to PNM

Validate your Provider Information Provider Associlations

Please

enter at least 2 of the 3 (Medicaid ID, Tax 1D, NPI) in order to associate your OH|ID account to a provider

# © AddNew
# Save & Finish

If you selected ‘Provider Administrator’ you will need to validate the Providers that you
administer for by entering identifying information (Medicaid or Tax ID, NPI) in the fields listed

Click ‘Add New’ to associate the provider to your account. Associations will begin populating
on the screen to the right

When all providers have been entered, click ‘Save & Finish’ 13 Pre-Registration



Confirmation of Provider Linkage

= You will be sent to a results page
confirming the actions that you have

taken ) _
Pre-registration Results
» The Providers that you linked to your Your OHIID Accounthas been Pre-Registered anlinked to the new
account will be listed under ‘Provider e
Association Results’ secount i B
Provider Association Results
= These providers will appear in oot A O MR i S ———

your dashboard when you log into
the PNM system once the system
goes live

= [fany changes need to be made, click
‘Start Again’

Pre-Registration



Linking New OH|ID to PNM

Are you a current or previous Medicaid Provider with the Ohio Department of Medicaid?

©@ Yes ONo
= |f you do not have an existing OH|ID

‘ ’ . D h OH|ID t?
account, select ‘No’ for that question © you have an OHID accoun

O Yes ® No

MNext Step

= Click ‘Next Step’

] C“Ck ‘Go to Ohlo new account page’ to The next stepis to cre:-fte an onli.ne account and Sign-lln with the Ohio De.ptarn.mnt of Medicaid.
After which you will return here to continue your User Registration.
create a new OH|ID account

If you are not automatically brought back after creating your OH|ID account Return to Step one and select "l have an
OH|ID account”

Go to Ohio new account page

= *|f you are not automatically brought
back after creating your OH|ID
account, return to the Pre-Registration
homepage and select ‘| have an OH|ID
account’

Pre-Registration



Linking New OH|ID to PNM

& OH|ID

Ohio's Digital Identity. One State. One Account.

Create OH|ID Account

Register once, use across many State of Ohio websites

( Create Account )

= On the OHJID sign in page, click
‘Create Account’

o Email Verification

{\ 2 /}I Personal Info

LogIn = Complete the 6-step process to create
your new OH|ID account
OH|ID :
(3 ) PickaUsername
Password _

» Once the account is created, if you are
a Provider Administrator, follow the
steps to link your existing providers to
PNM

'EI" Create Password

Forgot OH|ID? | Forgot password?

(5 ) Account Recovery

.é. Terms & Conditions

Pre-Registration



What questions
do you have?




Administrator & Agent Roles

m Provider A
Example Administrator/Agent Structure ovide

= Provider B

= Provider C

m Agent
wm Provider A

Provider A EAdministrator 1 e Agent2 @ Provider D

(NPI/Medicaid |
ID)

= Agent3 § Provider A

N
oo
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Administrator & Agent Roles

Bl Individual Provider 1
(NPIl/Medicaid ID

= While there is one Administrator

- : role per provider (NPI/Medicaid
Individual Provider 2 ID), a user with the Administrator

(NPI/Medicaid ID) role can serve in that role for
multiple providers

- e Facility Provider
ARSI (NPI/Medicaid ID)
= |f there are multiple providers that

you manage, this does not mean

Individual Provider 3 that quy one user can hold the
- NPI/Medicaid |D) Administrator role for all those
( providers

Group Provider

(NPI/Medicaid ID)

Sign On & Setup



Administrator & Agent Roles

Question:

We oversee 100 individual providers and our hospital, how are we
able to complete tasks for all of those with one administrator?

Administrator (A)
Could oversee 33 individual providers (NPls/Medicaid IDs)

Administrator (B)
Could oversee 34 individual providers (NPls/Medicaid IDs)

Administrator (C)
Could oversee 33 individual providers (NPls/Medicaid IDs)

Administrator (D)
Could oversee the hospital provider (NPI/Medicaid ID)

Sign On & Setup
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PNM Login Page

= Open an internet browser
(Google Chrome, Firefox,
Microsoft Edge) and enter the
URL for PNM in your address
bar

= An OH|ID is needed to
successfully login to the PNM
system

@ Login

x  +

<« C @ hitps//ohpnm.omes.maximus.com/OH_PNM_PRD/Account/Login.aspx

Ohio

A Provider Network Management ~ Medicaid Home  Leaming  Contact  Fee Schedule

Login

Please enter your User ID

Den't have an Account? Click here Eorgot User ID?

Latest News

§ When creating a new account, you will be required fo create an OH|ID
o

OH|ID is a secured web portal designed for Chioans to access information and conduct business with a variety of state agencies, including Medicaid, all in
one place

Why use OH|ID?

In terms of digital identity and cybersecurity, OH|ID is Best-of-Breed. It meets all federal and state digital security guidelines and is regularly audited to ensure your data and
personal information remain private and secured

OH|ID is powered by the InnovateOhio Platform, a key compenent of Govemor Mike DeWine and Lt. Governor Jon Hustedig, s InnovateOhio vision to improve citizen
interactions with the state by making them more dynamic, data-driven, and customer-centered

Be sure to register your OH|ID account with non-work email address. Your OH|ID account is your personal account and will remain yours, regardless of where you work in
the future

ODM Trading Pariners, Click here

***** Provider Revalidation Update: In response to the COVID-19 pandemic, the Ohio Department of Medicaid (ODM) has been granted flexibility from the Centers of
Medicare and Medicaid Services (CMS) to suspend provider revalidations for the duration of the national emergency. The revalidation process will resume once the national

Logging Into PNM



PNM Login Page

A Provider Network Management  Medicaid Home  Leaming Contact  Fee Schedule L SignUp  *JLogin

= | Ohio

Login

Please enter your User ID | training h

BT

Don't have an Account? Click here Eorgot User ID?

= Enter your User ID

« The User ID is the ID you created for your OH|ID account

= Click ‘Next’

Logging Into PNM



PNM Login Page

A Provider Network Management  Medicaid Home Leaming Contact Fee Schedule 2 SignUp  *JLogin

= | Ohio

Login

Please enter your User ID ftraining

Goto IOP h

Don't have an Account? Click here Forgot User ID?

= The ‘Next’ button will change, recognizing that the user needs to be

redirected to the IOP
= (Click ‘Go to IOP’

= This will send you to the OH|ID Log In page

Logging Into PNM



OH|ID Login Page

@& OH|ID

Ohio's Digital Identity. One State. One Account.

Register once, use across many State of Ohio websites

( Create Account )

= Enter your OH|ID User ID

» Enter your OH|ID Password
» Click ‘Log in’

= The system will automatically
redirect you to PNM

Password

-

Forgot OH|ID? | Forgot password?

Logging Into PNM



PNM Terms of Use

= \When you are returned to Whoever knolwinglg,ﬁ or intent_ionall@,f accesses a computer or computer syslem_withoul authorization or exceeds the
) access to which that person is authorized, and by means of such access, obtains, alters, damages, destroys, or
PN M, you will be presented discloses information, or prevents authorized use of the information operated by the State of Ohio, shall be subject to
. such penalties allowed by law. All activities on this system may be recorded and/or monitored. Individuals using this
with Terms of Use " ) e ;

system expressly consent to such monitoring and evidence of possible misconduct or abuse may be provided to
appropriate officials. Users who access this system consent to the provisions of confidentiality of the information being
accessed, but have no expectation of privacy while using this system.

» Read the Terms
In the event that an unauthorized user is able to access information to which they are not entitled, the user should
immediately contact the site administrator.

= Click ‘Yes, | have read the [J Yes, | have read the agreement
agreement’ to proceed into
PNM

Logging Into PNM



Disabled Account

This account has not yet been activated. Please refer fo the confirmation email
sznt when you created your account for instructions and activation

. Latest News
% When creating a new account, you will be required to create an OHJID.

OH|ID is a secured web portal designed for Chicans fo access information and conduct business with a variely of state agencies, including Medicaid, all in one place
Why use OH|ID?
In terms of digital idenfity and cybersecunty, OH|ID is Best-of-Breed. It meets all federal and state digital secunity quidelines and is regularly audited fo ensure your data and personal information remain private and secured

OH|ID 15 powered by the InnovateOhio Platform, a key component of Governor Mike DeWine and Lt Governor Jon Husted's InnovateChio vision to improve cifizen interactions with the state by making them more dynamic, data-driven,
and customer-centered.

Be sure to register your OH|ID account with non-werk email address. Your OH|ID account is your personal account and will remain yours, regardless of where you work in the future
QDM Trading Pariners, Click here

» There are instances where a user account may need to be disabled at the
direction of the State of Ohio
« A person responsible for managing an account is no longer working for that
provider

The user cannot access their account or the system without Help Desk Support

27 Logging Into PNM
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Homepage/Dashboard

A Provider Network Management  Medicaid Home Leaming Contact Fee Schedule O Log out

Select Provider | Pending Agent Requests | Account Administration
DD Contract | DD Facility Revalidation
RegID Provid Provider T Medicaid ID | Special Locati Effective Date | Submit Dat
m_
T Al T T T Al T T T T T T

517966 Test Complete 69 - 19520899328 9999885 PHARMACIST 0311122 03/18/22 0311125
Training Pharmacist

Home: Clicking the ‘Home’ icon will return you to the Homepage/Dashboard

Provider Network Management: Returns you to the homepage/dashboard

Medicaid Home: Opens a new tab in your browser to the Ohio Department of Medicaid website

Learning: Provides you access to helpful resources and documents

Contact: Brings up contact phone numbers for assistance

Fee Schedule: Brings up Fee Schedules for reference that can be accessed in PDF, HTML, or CSV format

Log Out: Logs you out of the PNM system

Homepage & Navigation



Homepage/Dashboard

E Ohio A Provider Network Management  Medicaid Home Leaming Contact Fee Schedule O Log out

Select Provider | Pending Agent Requests | Account Administration

N N T
T Al T T T Al T T T T T T

517966 Test Complete 69 - 19520899328 9999885 PHARMACIST 0311122 03/18/22 0311125
Training Pharmacist

Menu: The menu can be accessed by clicking on the three bars in the top left corner of the screen. The
Menu provides a variety of key topics to choose from such as the Provider Directory, Learning Resources,

and Contact Us

Homepage & Navigation



Skip to Main Content: Returns to the Homepage/Dashboard

Medicaid Home: Opens the Ohio Department of Medicaid website in
Skip To Main Content your browser

Medicaid Home Home: Returns to the Homepage/Dashboard

Home Provider Directory: Opens the public-facing Provider Directory
where you can search for providers through different search criteria

Provider Direct
rovider LArectory Provider Search - GIS: Opens the public-facing Provider Search

Provider Search - GIS where providers can be looked up by Provider Type and appear on an
interactive map

Payment Innovation Reports ] _ _
Payment Innovation Reports: Will redirect you to the Haven portal

Provider Ed & Training Resources to access Payment Innovation Reports/Information

Provider Ed & Training Resources: Provides you access to helpful
resources and documents

Contact Us

Log Out

Contact Us: Brings up contact phone numbers for assistance

Log Out: Logs you out of the PNM system and returns to the system
login page
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Provider Directory

Find a Provider

= The Provider Directory can be

] Provider Information / Health Plan Patient Details
used to search for Ohio
. . . Health Plan o Accepts Patients As Young
Medicaid Providers Program 2] Aooepts Ptients s Ol
. . Sl v Accepts Patients of Gender v
= Enter any of the search criteria Facilty Type | v‘ hccepts New Patients :
by either typing in or selecting o - Accepts Newbors .
| nformatlo n from a d ro p_d Own Provider Name gaurltli;; Equalto Accepts Pregnant Women -
DME Products & Services ‘ ‘ Y ‘
u CI |Ck ‘S ea rCh , Location Additional Provider Details
County ‘ . Provider Speciality ‘ ‘ .
City Equalto Provider Gender -
= Results will appear at the = g . fosptal Ao .

Zip Code Languages Spoken v
) ) Cultural Competencies v
u CI'Ck On the PrOVIder Name ADA Accommodations .

|
|
bOttom Of the page Radius (Miles) v Specialized Training ‘
|
|
|

hyperlink to view detailed Board Certfcations
information about the provider | search [ Clear
g8 =

e T S

‘Clear
FAIRFIELD COMMUNITY HEALTH Nurse Adult Health 3000 CORPORATE COLUMBUS OH 43231
CENTER Practitioner EXCHANGE DR

Individual
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Provider Search — GIS

Provider Search (Public)

Search Criteria

Provider Type ‘
» The Provider Search is a Acupunciurist ‘
public-facing search that allows () rr e o e
fOf' a SearCh by pI’OVIdeI’ type ot | Anesthesia Assistant Individual Py Fng S, OB Montréa «-
AUDIOLOGIST INDIVIDUAL U >
BEHAVIOR ANALYST M vl :
u CIle the ‘PrOV|der Type’ from Behavioral Health Para-Professionals L i e i fh
the drop-down menu to choose e oA il b
which provider type sought ' K
= Click ‘Search’ |

© OpenStreetMap confributors.

Homepage & Navigation



Provider Search — GIS

= Search results will display on
an interactive map Provider Search (Public)

Search Criteria

PTOVidETTYPE‘ AUDIOLOGIST INDIVIDUAL

= Use the movement and zoom
tools located on the top left to
access the map or click and

drag with the mouse to move it e » 9 %?‘“ e
and use the mouse wheel to 5. bt Gwﬁﬁ
Zoom in and out R y Q 658 BEACON CIRCLE @ bt

pirtstMirgh
- o ISEERNNN
EReaalgh i 8 ’ Q Gregnsburg
QQ % ield 9 wheeling
D L

= Hover over an indicator to see ' T ?
additional information about the
specific Provider

Sedalia

Rolla

© OpenS8treetMap contributors.

= To begin a new search, click
‘Clear’

Homepage & Navigation



Contact Us

= This ‘Contact Us’ page lists helpful phone
numbers to contact in the case of specific
guestions or issues

Contact Us

oo easier Assistance and Enrollment «  ODM Provider Assistance and Enrollment
1-800-686-1516
ODM Waiver Providers

1-877-908-1746 . .
« ODM Waiver Providers

DODD Support Center 1-877-908-1746

1-800-617-6733

« DODD Support Center
1-800-617-6733

ODA Provider Certification
1-614-779-0248

OMHAS General

1-877-275-6364  ODA Provider Certification

1-615-779-0248

« OMHAS General
1-877-275-6364

Homepage & Navigation



Homepage/Dashboard

B Ohio A Provider Network Management  Medicaid Home Leaming Contact Fee Schedule O Log out

My Providers || Select Provider || Pending Agent Requests | Account Administration
|
DD Contract | DD Facility Revalidation
RegID Provid Provider T Medicaid ID | Special Locati Effective Date | Submit Dat
m_
T Al T T T Al T T T T T T

517966 Test Complete 69 - 19520899328 9999885 PHARMACIST 0311122 03/18/22 0311125
Training Pharmacist

My Providers: Refreshes the provider list on the Homepage/Dashboard page

Select Provider: This button allows you to search for and move Providers to your OH|ID account based on
identifying information, such as Medicaid ID, NPl and Tax ID

= This may be used if a New Administrator is taking over an existing Provider account

Homepage & Navigation



Select and Transfer Provider

My Providers Pending Agent Requests | Account Administration

Medicaid ID
NPI
Tax ID

= Enter the Medicaid ID, NPI, and Tax ID Medicaid D | 0000234
numbers for the provider you wish to move to NPl 1174088033
your account TaxID | 117408803

= Once the information has been entered, click
‘Save’

Homepage & Navigation



Select and Transfer Provider

% Ohio A | Provider Network Management ~ Medicaid Home  Leaming  Contact  Fee Schedule L Training  ® Log out

Select Provider | Pending Agent Requests | Account Administration
. . . . DD Contract | DD Facility . . . Revalidation
T T Al T T T Al T T T T T T

519390 Test Training || Complete 24 - 1174088033 0000234 PHYSICIAN 06/28/22 06/28/22 06/28/25
PHYSICIAN ASSISTANT

ASSISTANT

» The newly added Provider will appear on the list of Providers on the dashboard

» |f the new provider does not appear, click the ‘home icon’ at the top of the page to refresh the
screen and see the newly added Provider in your Provider list

Homepage & Navigation



Homepage/Dashboard

B Ohio A Provider Network Management  Medicaid Home Leaming Contact Fee Schedule O Log out

Select Provider || Pending Agent Requests || Account Administration
|
DD Contract | DD Facility Revalidation
RegID Provid Provider T Medicaid ID | Special Locati Effective Date | Submit Dat
m_
T Al T T T Al T T T T T T

517966 Test Complete 69 - 19520899328 9999885 PHARMACIST 0311122 03/18/22 0311125
Training Pharmacist

Pending Agent Requests: This button allows you to approve Agent Requests for access to functions such

as Submit Claims and Run Reports with Provider records when needed

Homepage & Navigation



Pending Agent Requests

My Providers | Select Provider Account Administration
eg rovider rovider Type edicai pecialty ocation ective Date | Submit Date
Reg ID Provid Provider T Medicaid ID | Special 51?:::’“‘ 55;:::'“" L Effective Date | Submit D. Eﬁ:a[';::‘:”"
T T Al T T T Al T T T T T T

5181561 Training Test  Approved 86 - 1760856645 0000023 Medicaid 05/23/22 05/16/22 05/23/25
Nursing NURSING Only Nursing
Eacility FACILITY Facility

] Agent/Accountant Name Agent/Accountant User ID

Agent 1 32165498@id ohio.gov

Agent 2 96565498@nd ohio.gov

El

= When an Agent creates their account, they can request affiliation
with a Provider

» The Provider Administrator will see these requests and can
approve them

Homepage & Navigation



Homepage/Dashboard

B Ohio A Provider Network Management  Medicaid Home Leaming Contact Fee Schedule O Log out

I
Select Provider | Pending Agent Requests | Account Administration
]
N T T
T Al T T T Al T T T T T T

517966 Test Complete 69 - 19520899328 9999885 PHARMACIST 0311122 03/18/22 0311125
Training Pharmacist

Account Administration: This button allows the Provider Admin to manage/setup Agents

Providers require the ability to have more than one user that can access and manage the provider record

These additional users are called ‘Agent’ accounts

The Provider Account Administration page allows the account administrator to manage this function

Provider administrator account defaults to the first provider who created the account
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Provider Account Administration — Add

= Select from the drop-down, the Provider Account Administration
Medicaid |ID of the Provider you want No Agents are mapped to this Mediciaid |D.
to assign an Agent to Medicaid ID: | 0000394 v
Name: Sharon Aaron
= Each Agent can have different roles Change admin to:
for different Medicaid IDs that are =

administered

No users to activate/de-activate.

 Ex. An Agent could review
correspondence for one Provider
and retrieve reports a different
Provider

No matching records found.

» To create a new Agent for this
Provider Account, click ‘Add User’

Homepage & Navigation



Provider Account Administration — Add

» Enter the following information for the
Agent you wish to add to the Provider User Information
account:

User ID*  trainingagent1

 UserlID
Email Address*  test@test.com
« Email Address Confirm Email*  test@test.com
« Confirm Email Address m
= Click ‘Save’

Homepage & Navigation



Provider Account Administration — Add

= From the displayed list, click
the checkbox(es) for which
role/access you wish to assign
to the Agent

= Click ‘Save’ and the Agent will
now be assigned with the
role(s) selected

No Agents are mapped to this Mediciaid ID.

Medicaid ID:

Name:

Change admin to:

Provider Account Administration

0000394

Sharon Aaron

Change Admin

Action trainingagent1

Deactivate User

De-activ:

P

Frepare save L1 L LOST Report

View LTC Cost Report

View Provider Reparts

Prepare Save MSP Cost Reports

Sign Cerfify MSP Cost Reports

View MSP Cost Reports

View MSP Cost Report Due Date

Prenatal Visit

View SURS

Group Agent

Provider Payment Innovation Reports
Agent

Retrieve Reports

CPC Agent

Correspondence

(< N < DDDDDDDDNDEI

EErE =
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Agent Roles/Actions

RoleName __  IDescripton
1099 Information Agent role with the ability to update 1099 Information

Claim Search Agent role with the ability to search for claims information

Claim Submission Agent role with the ability to submit claims

CPC Agent Allows agents access to update and submit CPC Applications

Deemed Eligibility Agent role needed for access to Ohio Benefit's Eligibility

Portal

DODD Secondary User DODD User role that can make updates to DD registrations,

based on the assignment of facility or contract number.

Granted access by the CEO Certified provider role ]
Eligibility Agent role with the ability to search for recipient eligibility Agent RO|eS/ACt|0nS
Enroliment Agent Agent role with the ability to update provider information and

submit revalidations on behalf of the provider

FQHC Cost Report Upload Agent role with the ability to upload FQHC Cost Reports Part 1

Group Agent Allows agents access to CPC Group Member, Group, Group
Affiliation, Group Member, Group Members

Hospice Enroll Maintenance Agent role with the ability to maintain Hospice enrollments
Hospice Enroll Search Agent role with the ability to search Hospice enrollments

Hospital Contact Agent role with the ability to update Hospital Addresses on
behalf of the provider
Hospital Cost Report Upload Agent role with the ability to upload Hospital Cost Reports

Lead Investigation Cost Report Upload Agent role with the ability to upload LI Cost Reports

MDS Report Agent role with the ability to download MDS Reports. This
individual must be an employee of the provider

OHF Cost Report Upload Agent role with the ability to upload OHF Cost Reports
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Agent Roles/Actions

Role Name Description

Prenatal Visit Agent role needed to authenticate with Duet's Nurture Ohio
System
Prepare Save LTC Cost Report Agent role with the ability to prepare LTC Cost Reports and

Trade Files
Prepare Save MSP Cost Reports Agent role with the ability to approve MSP Cost Reports

Prior Authorization Search Agent role with the ability to search prior authorizations

Prior Authorization Submit Agent role with the ability to submit prior authorizations

Provider Payment Innovation Reports Agent Agent role with the ability to view the HAVEN reports

RHC Cost Report Upload Agent role with the ability to upload RHC Cost Reports

Sign Approve LTC Cost Report Agent role with the ability to approve LTC Cost Reports and

Trade Files
Sign Certify MSP Cost Reports Agent role with the ability to approve MSP Cost Reports

View FQHC Cost Report Agent role with the ability to view FQHC Cost Reports
View Hospital Cost Report Agent role with the ability to view Hospital Cost Reports

View LI Cost Report Agent role with the ability to view LI Cost Reports

View LTC Cost Report Agent role with the ability to view LTC Cost Reports and Trade
Files
View MSP Cost Report Due Date Agent role with the ability to view MSP Cost Report Due Date

View MSP Cost Reports Agent role with the ability to view MSP Cost Reports
View OHF Cost Report Agent role with the ability to view OHF Cost Reports

View Provider Reports Agent role with the ability to view Provider Reports in PNM

View Remittance Advices Agent role with the ability to view remittance advice
View RHC Cost Report Agent role with the ability to view RHC Cost Reports

View SURS Agent role needed to view SURS File Type Overpayment Letter
and SURS Reconsideration Response

Agent Roles/Actions

Part 2
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Provider Account Administration — Add

If an Administrator needs to
update or change actions that
are allowable for an Agent,
they can do so by clicking the
‘Account Administration’ button

After selecting the Medicaid ID
of the provider, all Agents
assigned to that provider
display

The Administrator can click the
checkbox(es) to change
actions of an Agent or click
‘De-activate’ to deactivate the
Agent if they no longer need
access to that provider

Action

Deactivate User

agent1

Medicaid ID:

Name:

Change admin to:

Provider Account Administration

0000043
James Abbot

agent2

Agent Role
Hospital Contact

agent1

a
[}
=
N

Hosp Cost Report Upload

Hospice Enroll Search

Hospice Enroll Maintenance

Prior Authorization Submit

Prior Authorization Search

Eligibility

Qoo(o0|0|o|d

Claim Search

4]

Claim Submission

(4]

1098 Information

I oo|jo|jojg|ololo|o

View Remittance Advices

.|

O

Deemed Eligibility

Sign Approve L TC Cost Report

O

O

Homepage & Navigation



Provider Account Administration

On the Provider Account
Administration page, an Administrator
can change the Administrator of the
provider (NPIl/Medicaid ID) to another
user

* Only a user with an
Administrator role can complete
this function (or it can be
completed by the Help Desk)

The Administrator enters the
username (OH|ID username) in the
Change admin to section for the
individual they want to become the
Administrator

Once completed, the new
Administrator will see the provider
listed on their homepage/dashboard

Provider Account Administration

Medicaid ID: 0000043 v
Name: James Abbott

Change admin to:

Change Admin

User |D entered should be a OH|ID account. I

User ID entered does not exist. l

Homepage & Navigation



Homepage/Dashboard

My Providers || Select Provider

T e
. . o ) DD Contract DD Facility ) ) ) Revalidation
T T Al T T T Al T T T T T T

518043 James Abbott Approved 20 - 1235169236 0000043 Family 0714122 07114122 0714/27
Physician/Oste Practice
Individual

517965 Test Training  Approved 69 - 1316344583 9899883 PHARMACIST 03/09/22 03/23122 03/23/22
Pharmacist

My Providers: Refreshes the user’s provider list on the Homepage/Dashboard page

Select Provider: This button allows the Agent to request access to an existing provider record, using
identifying information, such as Medicaid ID, NPl and Tax ID

» These requests, once submitted, will appear as ‘Pending Agent Requests’ for the Administrator

Homepage & Navigation



Requesting Access to Provider

My Providers

DD Contract | DD Facility Revalidation
Reg ID Provid Provider T Medicaid ID Special Locati Effective Date | Submit Dat
T T Al T T T Al T T T T T T

518043 James Abbott  Approved 20 - 1235169236 0000043 Family 07114122 07/14/22 07114127
Physician/Oste Practice
Individual

517965 Test Training  Approved 69 - 1316344583 9999883 PHARMACIST 03/09/22 03/23/22 03/23/22
Pharmacist

* Provider 1s not associated with any Provider Administrator with OH|ID. Contact Provider Enroliment.

Medicaid ID 9999879

NP 1821205840
TaxID 182120584

» The Agent enters the Medicaid ID, NPI, and Tax ID numbers for the provider they wish to
have access to

= Once the information has been entered, they click ‘Save’
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Homepage/Dashboard

My Providers | Select Provider
RegID m Provider Type _ Medicaid ID Specialty zsnft‘::r“ad EE;::IW Effective Date | Submit Date Ez:a[l;adta:lon
T T Al T T T Al T T T T T T

518043 James Abbott Approved 20 - 1235169236 0000043 Family 0714122 07114122 0714/27
Physician/Oste Practice
Individual
# 517965 #Test Training  Approved 69 - 1316344583 9899883 PHARMACIST 03/09/22 03/23122 03/23/22
Pharmacist

» For an Agent to access a provider record assigned by and Administrator, click the hyperlink under

the Reg ID or Provider heading
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Agent Accesses

Provider Management Home

Registration Information

Provider Name Medicaid ID Effective Date Revalidation Due Date Term Date
Test Training 9999883 03/09/2022 03/23/2022

Manage Application

Enrollment Actions + Enrollment Action Selections:

Programs + Program Selections:

Self Service _ Self Service Selections:

Provider Correspondence
Recipient Eligibility
Claims

Prior Authorization
Attachments

» |n the Provider Management Home screen, click the ‘+’ sign to expand the ‘Self Service
Selections’

« If Enroliment actions are assigned, the Agent can expand the ‘Enroliments Actions
Selections’ to see those options

= QOptions or accesses granted by the Provider Administrator will appear on this list

= The Agent will click the hyperlink to access 53 Homepage & Navigation




Homepage/Dashboard

% Ohio A Provider Network Management Medicaid Home Leaming Contact Fee Schedule

Select Provider | Pending Agent Requests | Account Administration | DD Account Administration
DD Contract | DD Facility Revalidation
RegID Provid Provider T Medicaid ID | Special Locati Effective Date | Submit Dat
m_
T T Al T T T Al T T T T T T

517980 lest Training  Complete 55 - 1245585009 9999876 43212 - 47068 02/28/22 02/28/22 02128127
Waivered
Services
Individual

DD Account Administration: This button may appear for DODD CEO Certified Providers

=  Allows for review of user activation, facilities, and contracts associated to the user ID
= You can add, activate, or deactivate agent users from this screen

= Allows for the selection of the pages or actions the agent can take on behalf of the provider
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DD Account Administration

= EXxisting users will appear at the top
of the page with action buttons

Action Vijones Ssmith Sgold

= Click ‘Activate’ for users who are Deactivate User
not currently active
Secondary User Vjones Ssmith Sgold
Facility ID -
= Click ‘Deactivate’ to deactivate a 85211
. . 951222 |
user that is currently active
= Use the checkboxes to add/remove
pages or actions an agent can take
Contract ID
PR ; 12345 Ed|
» Click ‘Save’ at the bottom of the page 962111

to save your changes

= To create a new Agent for this
Provider Account, click ‘Add User’
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Homepage/Dashboard

B Ohio A Provider Network Management  Medicaid Home Leaming Contact Fee Schedule O Log out

DD Contract | DD Facility Revalidation
Reg ID Provid Provider T Medicaid ID Special Locati Effective Date | Submit Dat:
T Al T T Al ¢ ¢ ¢ Y T

517966 Test Complete 69 - 19520899328 9999885 PHARMACIST 0311122 03/18/22 0311125
Training Pharmacist

New Provider?: This button is used to start a New Enrollment Application for any New Ohio Medicaid
Provider that you will be responsible for administering
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Provider Network Management ~ Medicaid Home  Leaming Contact  Fee Schedule 2 SignUp  *JLogin

= When logging into the PNM,
access the PNM URL and enter
your OH|ID username and click
‘Next’

Please enter your User ID | training

Go to IOP

ount? Click here Eorgot User ID?

® OH|ID

Ohio's Digital Identity. One State. One Account.

» The ‘Next’ button will change to
‘Go to IOP.” Click this button to

Whoever knowingly, or intentionally accesses a computer or computer system without authorization or exceeds the g O to th e O H | I D Iog I n pag e

access to which that person is authorized, and by means of such access, obtains, alters, damages, destroys, or
discloses information, or prevents authorized use of the information aperated by the State of Ohio, shall be subject to
such penalties allowed by law. All activities on this system may be recorded and/or monitored. Individuals using this

system expressly cansent to such monitoring and evidence of possible misconduct or abuse may be provided to u E nte r yo u r O H | I D u Se rn a m e a n d

Register once, use across many State of Ohio websites

( Create Account )

Login appropriate officials. Users who access this system consent to the provisions of confidentiality of the information being
accessed, but have no expectation of privacy while using this system pa SSWO rd an d CI iC k ¢ Log i n )
OH|ID In the event that an unauthorized user is able to access information to which they are not entitled, the user should
immediately contact the site administrator.
O Yes, | have read the agreement o YOU W|” be redlreCted baCk tO
Password =

PNM to accept the terms and
conditions of use

Forgot OH|ID? | Forgot password?

Sign On & Setup
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New Enroliment Training Agenda

Agenda 01 02

New Enroliment Creating a New Application Detailing the New
in PNM Enrollment Application
This course is designed to deliver a detailed Pages
process for completing a new provider application
for enroliment in the Provider Network Management ( &9 04
(PNM) system o)

This course will show the pages of the application,
the navigation through the different pages, and how
to find a registration ID number and follow the
status of the application as it works through reviews

and approvals 05
In this session, we will review and discuss slides,

then open the Provider Network Management
(PNM) system to review how the processes are
completed

Submitting the Application Return to Provider Process
— Notification & Completion

Display of the PNM System

New Enrolilment
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in PNM '




Creating a New Application - Homepage

E Ohlo A Provider Network Management  Medicaid Home Leaming Contact  Fee Schedule

My Providers | Select Provider | Pending Agent Requests | Account Administration
. : o . DD Contract | DD Facility . . . Revalidation
T T T T T T T T T T T

No providers found

Menu: The menu can be accessed by clicking on the three bars in the top left corner of the screen. The
Menu provides a variety of key topics to choose from such as the Provider Directory, Learning Resources,
Provider Financials, My Profile, and Contact Us

Select Provider: This button allows you to search for and move Providers to your OHID account based on
identifying information, such as Tax ID, NPI, and Medicaid ID

Pending Agent Requests: This button allows you to approve Agent requests for access to functions such as
Submit Claims and Run Reports with Provider records when needed

Account Administration: This button allows you to manage/setup Agents and transfer the Provider
Administrator role to another Account Administrator

New Provider?: This button is used to start a New Enrollment Application for any New Ohio Medicaid
Provider that you will be responsible for administering
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Creating a New Application

“Please note that you have 10 days to complete your application. After 10 days, your information will be removed and
you will have to re-start the process from the beginning of the application.”

Change of Operator MCP Single Case

Standard application

Use this application if you are applying to
become a new individual, group, facility, or
institutional provider to provide fee-for-service
for the State Medicaid program.

Ordering, Referring, Prescribing

Use this application if you are applying solely for
the purpose of Ordering, Referring or
Prescribing.

Use this option if you want to initiate a Change
of Operator for Skilled Nursing Facility or
Intermediate Care Fagility for individuals with
intellectual disabilities.

Use this application if you are entering into a
Single Case agreement with a Managed Care
Plan.

B

# Click here for more application types..

= Determine which application type to begin and click ‘Select’ within its corresponding box

= Standard Application

» Ordering, Referring, Prescribing
= Change of Operator

= MCP Single Case

New Enrolilment



Creating a New Application

“Please note that you have 10 days to complete your application. After 10 days, your information will be removed and
you will have to re-start the process from the beginning of the application.”

Change of Operator MCP Single Case

Standard application

Use this application if you are applying to
become a new individual, group, facility, or
institutional provider to provide fee-for-service
for the State Medicaid program.

Ordering, Referring, Prescribing

Use this application if you are applying salely
for the purpose of Ordering, Referring or
Prescribing.

Use this option if you want to initiate a Change
of Operator for Skilled Nursing Facility or
Intermediate Care Facility for individuals with
intellectual disabilities.

Use this application if you are entering into a
Single Case agreement with a Managed Care
Plan.

B ©

Less...

Medicaid Waiver (ODM) Medicaid Waiver (ODA) Medicaid Waiver (DODD) Non-Medicaid DODD

Use this application if you are applying to
become a Waiver Provider with Ohio
Department of Medicaid.

Use this application if you are applying to
become a Waiver Provider with Ohio
Department of Aging or if you are initiating a
Change of Ownership or Change of Operator
as an ODA Provider.

Use this application if you are applying to
become a Waiver Provider with Ohio
Department of Developmental Disabilities.

Use this application if you are applying for one
or more of the following options; Supported
Living Service, Unpaid Support Broker, ICF

Operators, or Licensees.

= Medicaid Waiver (ODM)
= Medicaid Waiver (ODA)
= Medicaid Waiver (DODD)
= Non-Medicaid (DODD)
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Creating a New Application

“Please note that you have 10 days to complete your application. After 10 days, your information will be removed and
you will have to re-start the process from the beginning of the application.”

Application Type  Standard application Change

Individual @ Group @ Organization @ Facility/Institution e _ ) Pharmacy

= After choosing the Application Type, click on the Provider Type from the options listed

New Enrolilment



Creating a New Application

“Please note that you have 10 days to complete your application. After 10 days, your information will be removed and
you will have to re-start the process from the beginning of the application.”

Application Type Waiver Change

Waiver Type Medicaid Waiver (ODM)

» Waiver providers will have a few less options when it comes to choosing a Provider Type

» Either Individual or Independent and Agency appear

New Enrolilment



Creating a New Application

= Complete the required
information on the page,

“Please note that you have 10 days to complete your application. After 10 days, your information will be removed and D _
indicated by an *asterisk:

you will have to re-start the process from the beginning of the application.”

Application Type  Standard application Change Provider Type
Category* Individual Change F t d L t N
Provider Type* 20 - Physician/Osteopath Individual v Ir'st and Last Name
First Name* Irs
« Tax ID Type
Middle Name yp
LastName*  Davis « TaxID

Tax ID Type* OEIN @ SSN
Tax ID* 158865429
Are you requesting retro coverage? U Whatis this @
NPI* 1588654297
DD Contract Number (If Applicable)

* National Provider Identifier
(NPI)

» Requested Effective Date
(will default to today’s date)

Requested Effective Date*  3/22/2022
Gender* @ Female O Male © Unknown
Date of Birth* | 12/16/1976
Zip Code* 43212
Zip Code Extension* 4706

* Gender of the Provider

+ Date of Birth

» Zip Code
PNM validates the NPI number with the individual name * Zip Code Extension
and gender listed in the National Plan and Provider There is a name mis-match with NPPES. = Once all required fields are filled

Enumeration System (NPPES) Registry database. There Is a gender mis-maich with NPPES. F
If the NPI| doesn’t match the name and gender, you will
get an error before the taxonomy field appears 67

in, click ‘Save’
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Creating a New Application - Taxonomy

“Please note that you have 10 days to complete your application. After 10 days, your information will be removed and
you will have to re-start the process from the beginning of the application.”

Application Type Standard application Change
Category*  Individual Change o ‘ ’
Provider Type* 20 - Physician/Osteopath Individual v B After C“Cklng Save ’ PNM
First Name*  Iris will read the NPI Number,
Hiddle Name and a new drop-down
Last Name* Davis .
DT CEN © SN menu will appear at the
TaxID* | 158865429 bottom with Taxonomy
Are you requesting retro coverage? U What s this @ ch oic es
NPI* 1588654297
DD Contract Number (If Applicable)
Requested Effective Date*  3/22/2022 » Select the appropriate
Gender* @® Female © Male © Unknown Taxonomy and then C||Ck
Date of Birth*  12/16/1976 I
T ‘Save’ again on the
Zip Code Extension* 4706 application page

# Taxonomy* v
# Internal Medicine (207R00000X)
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Creating a New Application

Application Type  Standard application Change = Complete the required information on the page
Category*  Organization Change indicated by an *asterisk:
Provider Type* 44 - Hospice g

* Provider Type

Name of Business Entity*  Above and Beyond Caregivers

Business Name as it appears on your IRS Assignment letter . .
TaxIDType*  @EIN OSSN « Name of Business Entlty

TaxID* 152839847

Are you requesting retro coverage? [ Whatis this @

NPI* | 1528398476 e Tax ID

DD Contract Number (If Applicable)
« National Provider Identifier (NPI)

 Tax ID Type

Requested Effective Date* | 4/18/2022

o Ei'tp Cfde: 43219 * Requested Effective Date (will default to
'p Code Extension” 1733 today’s date)
« Zip Code

« Zip Code Extension

PNM validates NPl is a Type 2 NPl number with the National Plan

and Provider Enumeration System (NPPES) Registry database " Once all required fields are filled in, click ‘Save

If it is not a Type 2 NPl number, you will receive an error message

The NPI entered is not in the NPPES list.
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Creating a New Application - Taxonomy

“‘Please note that you have 10 days to complete your application. After 10 days, your information will be removed and
you will have to re-start the process from the beginning of the application.”

Application Type Standard application Change
Category*  Organization Change
Provider Type* | 44 Hospice -

Name of Business Entity*  Above and Beyond Caregivers

Business Name as it appears on your IRS Assignment letter

Tax ID Type* @EIN OSSN
Tax ID* 152839847

Are you requesting retro coverage? U Whatis this @
NP 1528398476
DD Contract Number (If Applicable)
Requested Effective Date* 411812027

Zip Code* 43219
Zip Code Extension* 1793

» Taxonomy*

Home Health (251E00000X)

= After clicking ‘Save’, PNM
will read the NPl Number,
and a new drop-down
menu will appear at the
bottom with Taxonomy
choices

= Select the appropriate
Taxonomy and then click
‘Save’ again on the
application page
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Creating a New Application - Navigation

Provider Information*
4

» A navigational bar appears at the
top of the application and
highlights the page you are actively
working

Primary Contact Information*

= Once an application page has
been completed and saved with
the required information, a green
checkmark will appear next to the
image in the navigational bar

= Pages can also be accessed
through the ‘Jump To’ drop-down

[mete_pomcermomaen ]
® =-»> OO =-> O = (

Jump To: Provider Information

Credentialing Contact Primary Service Address* Billing & Payment Address* Correspond

A red asterisk (*)

indicates the application

page o reaurestobe R e |

Save: Saves the current page and remains on the page

Cancel: Clears the work entered and does not save the page

Previous: Returns to the previous page

Next: Saves the current page while advancing to the next
page of the application

Generate PDF: Creates a file with all the application

information to be saved to your records (use once application
is complete)
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Continuing an Unfinished Application

m_
= After you log into PNM, click on

the Reg ID or Provider Hyperlink - m <= 1588654297

Submltted Physician/Oste
Individual

= Select the ‘+’ icon to expand
‘Enrollment Actions Selections’

Manage Application

= Click the hyperlink for ‘Continue
Registration’

Enrollment Actions + Enrollment Action Selections:

Programs + Program Selections:

= PNM will open the application to
the last unsaved page Self Service + Self Service Selections:

= Continue entering provider details
for the new enroliment application Enrollment Actions

Edit Key Provider |dentifiers

New Enrollment
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Provider Information

Provider Information
This is a required secfion.

Name of Business Entity* Iris Davis

= Complete the required Provider DBA
; . Practice Type*
I nfo rm atlon " ractice ype CENERAI HNQDITA
Ownership Type*
i pN P COUNTY (GOVT)
: : irst Name*  STATE (GOVT
* Practice Type using the - OITY(GEOVT))
d d Middle Initial CHURCH OWNED
- . OTHER (UNDEFINED FOR PROFIT ENTITY)
rop own menu LastName"  rpep (UNDEFINED FOR PROFIT ENTITY)
Tile  PUBLICLY TRADED CORPORATION
. . M€ SOLE PROPRIETORSHIP
° Own erSh | p Type usi ng the TaxID*  DOMESTIC PUBLICLY TRADED CORPORATION
FOREIGN PUBLIGLY TRADED GORPORATION
NPl DOMESTIC PROFIT CORPORATION
d ro p'd own menu DOMESTIC NON-PROFIT CORPORATION

NPIStartDate  FOREIGN PROFIT CORPORATION
F . t d |_ t N Conder FOREIGN NON-PROFIT CORPORATION
° ende! DOMESTIC PROFIT LIMITED LIABILITY COMPANY
Irst an as ame Date of Byt COVESTIC NON-PROFIT LIMITED LIABILITY COMPANY
ate of Birt FOREIGN PROFIT LIMITED LIABILITY COMPANY
FOREIGN NON-PROFIT LIMITED LIABILITY COMPANY

 Date Of Birth Provider TYype" b OMESTIC LIMITED PARTNERSHIP
Revalidation Date | Not Set Yet
= Click ‘Next’ to save the information Envolment Satus | Not Set Vet
d d t th t f Enrollment Status Reason Not Set Yet
anda proceea 1o the next page o st Courty
the application Bith State
Birth City
CAQH#
Have you been a resident of the state @Yes ONo

OHIO for the last 5 years?
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Provider Information

Provider Information
This is a required section.

Name of Business Entity* Above and Beyond Caregivers ®
DBA
Practice Type*
Ownership Type*
COUNTY (GOVT) L)
TaxID*  STATE (GOVT)
\p CTY(GOVT) N

CHURCH OWNED
NPIStart Date | OTHER (UNDEFINED FOR PROFIT ENTITY)
OTHER (UNDEFINED FOR PROFIT ENTITY) 10N
Provider Type*  PUBLIGLY TRADED CORPORATION
SOLE PROPRIETORSHIP
Revalidation Date  DOMESTIC PUBLICLY TRADED CORPORATION
FOREIGN PUBLICLY TRADED CORPORATION
DOMESTIC PROFIT CORPORATION
Enrollment Status Reason  DOMESTIC NON-PROFIT CORPORATION
FOREIGN PROFIT CORPORATION
FOREIGN NON-PROFIT CORPORATION
DOMESTIC PROFIT LIMITED LIABILITY COMPANY
- - g P DOMESTIC NON-PROFIT LIMITED LIABILITY COMPANY
Complete the required Provider Information: 0 e Ay
FOREIGN NON-PROFIT LIMITED LIABILITY COMPANY 7

* Practice Type using the drop-down menu  DOVESTIC LIMITED PARTNERSHIP -

Enrollment Status

» Ownership Type using the drop-down menu

= Click ‘Next’ to save the information and proceed to the next page of the application
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Primary Contact Information

Primary Contact Information m

This Is a required section
" Enter the Address

* Enter the City

= Complete the required
Primary Contact Information:

* Enter Zip (First b digits) Name* s Davis
: Enter Ph{}ne N umber 1 - The primary contact is the main person respansible for the information submited ° N a m e
Enter E-mail Address Title

Address 1* 7801 York Road

e Address
« City

Address 2 #200

City* Baltimore

State* MD v
County v b S ta te
Zip* 21204
Ext Zip

 Zip
Phone Number 1* | (443)844-5986
Phone Ext 1

e Phone Number

O Yes ® NO indicste thisis a cel phone if you wish fo recene text message
Standard text messaging and data rates may apply

 Email Address

Phone Number 2

Phone Ext 2

= Click ‘Next’ to save the
information and proceed to
the next page of the
application

@] Yes @ NO Indicate this is & cell phone if you wish 1o receive text message.
Standard text messaging and data rates may spply

Fax Number 1
Fax Number 2
Email Address 1*  idavis@email com

Email Address 2
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USPS Address Pop-up

= To maintain accurate addresses, PNM uses a United
States Postal Service (USPS) system search validation for x

addresses entered According to the USPS

database, the address entered

= After entering an address and clicking ‘Save’ or ‘Next,” a 's inaccurate. The following
address was found:

USPS system search will review the address and return
corrections to the address based on the USPS review 780;_;‘?;0'; RD

BALTIMORE
BALTIMORE, MD 21204-7448

: e Click on 'Accept' to accept the
 Confirm the validation and accuracy of the address corrections.

information

= Complete the following steps to advance the process:

» Click ‘Accept’ on the USPS confirmation prompt

* Review the changes made to the address

« Click the ‘Next’ button again on the page to proceed to
the next page
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Credentialing Contact

. . . .
To Sklp this section, Credentialing Contact mmmm
CI |Ck ‘Next’ to move to This is not a required section. To skip this section click on Next button.
the next page

Add Contact
» |f you wish to complete Rl -
. . . . Add New

this information, click

‘Add New’

*Contact Name

*Practice Name

= Fill in the required

information for the *Contact Phone No

Credentialing Contact Contact Phone Extension

Contact Fax No

= Click ‘Next’ to save and *Contact Email
proceed to the next Comments s

page
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Primary Service Address

= Complete the required

. . Primary Service Address Cancsl Pravios
information at the top El K3

This is a required section.

of the Primary Service

Ad d ress pag e: Provider Name  |lIris Davis ]
Primary Service Address* 2400 Corporate Exchange Drive
* Provider Name Address 2
City*  Columbus
* Primary Service s [ :
Ad d ress County .
Zip* 43212

o C | ty ExtZip* 4706
Phone Number 1*  (614)557-9823

e« State Phone Ext 1

Phone Number 2
 Zi P Phone Ext 2

Fax Number 1

* EXt Z| p Fax Number 2

Contact Name

* Phone Number

Email Address 1*  idavis@email.com

« Email Address
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Primary Service Address cont’d

O  Provider Directory Opt-Out _

. Located beIOW the Primary SerVice Address information, Provider Information *Only required for Individual registrations
you can enter additional details about your practice location | |

Languages Spoken ‘ v ‘

(this information is not required) Spcalzd T | ]

Hours of Operation *Hours providers available for appointments

. . Monday -~ ~ O  Open 24 Hours
= Enter details regarding: Tuesdy . . ) Open24Hours
Wednesday ~ v O  Open 24 Hours
= Provider Information U : : 5 T
Friday M v O  Open 24 Hours
= Hours of Operation e - e
. . Office Information
= Office Information e
= Patient Information pu'h:::n:o::i::\::f; Ii: -
Electronic billing Yes -
» This information will be accessible to a public-facing -
Provider Directory once it is entered in PNM. If you are e -
enrolled in a Managed Care Plan (MCP), the information will Danguags e O'Transiaton
. . . Patient Information
also be accessible in the MCP Directory N ]
Accept new patients from referral No v

only
Youngest patients accepted

= Note: If you do not wish to be a part of the Directory, you
can opt out by clicking the box at the top of the section et e -

Accept newborn* No -

Accept pregnant women No v

= Click ‘Next’ to save and proceed to the next page

New Enrollment



Billing & Payment Address

= . Billin Paymen
creckony i & e ECINICEMICTT N | © 'the Biling & Payment
This is a required section. Address is the same as the addreSS |S dlffel'ent
l Practice Location Address/Primary

Service Address =3 than the Practice
Address Type @ Individual O Organization Locatlon Address’ then
manually fill out the
required information

Same as Practice Location

Title

First Name* Iris
Middle Name

Last Name* Davis

= [f the Billing & Payment
address is the same as
the Practice Location

Address 1* 2400 CORPORATE EXCHANGE DR
Address 2

City*  COLUMBUS

State* OH v
County  Franklin County v AddreSS, then CIle the
Zipt 4331 box at the top of the
Bezp |16 page to auto-fill the
Phone Number 1* | (§14) 557-9823
Phone Ext 1 information
Phone Number 2
Phone Ext 2

= Click ‘Next’ to save the
information and proceed
to the next page of the
application

Fax Number 1
Fax Number 2
Contact Name

Email Address 1*  idavis@email com
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Correspondence Address

= |f the Correspondence
address is different
than the Practice
Location Address, then
manually fill out the
required information

Correspondence Address Check only if Correspondence

This is a required section. B
l Practice Location Address/Primary
Service Address W

Address Type @ Individual O Organization

Same as Practice Location

First Name* Iris
Middle Name

Last Name* Davis

Address 1* 2400 CORPORATE EXCHANGE DR

= |f the Correspondence
address is the same as

Address 2

City*  COLUMBUS

state' | On v the Practice Location
County | Frankdn County ” Address, then click the
Zip* 43231
iz [ box at the top of the
Phone Number 1* | (§14) 557.9823 page to auto-fill the
Phone Ext 1 information
Phone Number 2
Phone Ext 2

= Click ‘Next’ to save the
information and
proceed to the next
page of the application

Fax Number 1
Fax Number 2
Contact Name

Email Address 1*  idavis@email com
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Other Service Locations

» This section asks you to include
details for any Other Service Other Service Locations El &3
Locatlons that bl” Or Wl” be This is not a required section To skip this section click on Next button
billed under the same "Please enter Other Service locations that billwill bill under the same Medicaid ID

. . No additional practice locations found
Medicaid ID

= To skip this section, click ‘Next’
to move to the next page

Name
Address 1*
= |f you wish to complete this Address 2
information, click ‘Add New’ City*
State* OH -
County v
= Fill in the required information Zip*
for the Other Service Location ExtZip*

Phone Number 1*

. ‘ ’ Phone Ext 1
= Click ‘Next’ to save the el

information and proceed to the Phone Ext2
next page of the application
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Other Service Locations cont’d

O Provider Directory Opt-Out —

Provider Information *Only required for Individual registrations

= | ocated below the Other Service Location information,

you can enter additional details about your practice S j
location (this information is not required) Speialzed Trring | -]
Hours of Operation *Hours providers available for appointments
. Monday v v [J  Open 24 Hours
= (Can enter details about; _— . . I —
Wednesday v v 0  Open 24 Hours
= Provider Information . : : B Gl
Friday v v O  Open 24 Hours
= Hours of Operation o : S
. . Office Information
= Office Information o
= Patient Information RN :
Electrenic billing Yes -
= This information will be housed in a public-facing -
Provider Directory through PNM (and MCP Directory, if Fonconce
ered® Yes -
you are enro,led Wlth MCP) Translation Services JLanguage Line (] Translation
Patient Information
= Note: If you do not wish to have the location be a partof .-"" " -
[ . . onl
the Directory, you can opt out by clicking box at the top
Oldest patients accepted
Gender of patient Accepted -
= Click ‘Next’ to save and proceed to the next page R - -
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1099 Address

= |f the 1099 Address is
1099 Add
Thisis a requwrrgj:ecmon. mm m

Same as Practice Location

same as the Practice Location

Check only if 1099 Address is the
l Address/Primary Service Address

different than the
Practice Location
Address, then manually

Address Type @ Individual O Organization . .
e 1= Do fill out the required
Address 1* | 2400 CORPORATE EXCHANGE DR information
Address 2
City*  COLUMBUS .
sate' | On . If the 1099 Address is
County | Franklin County v the same as the
Zpt |43 Practice Location
ExtZip* 7605

Phone Number 1*

(614) 557-9823

Address, then click the

Phone Ext box at the top of the
Phthman page to auto-fill the
Fax Number 1 |nf0rmat|0n

Email Address 1*

idavis@email com

RSTaxType < SSN - FEIN Click ‘Next’ to save the
IRS Tax ID 158865429 H H

Bemt e oo information and
WoFom  OYes ®No proceed to the next

Form 147

page of the application
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Home Office Address

= |f the Home Office
Address is different than

Home Office Address

This is a required section.

Check only if Home Office

Same as Practice Location

Address is the same as the
Practice Location Address/Primary
Service Address

the Practice Location
Address, then manually

Address Type ndividua rganization . H
A fill out the required
First Name* Iris | nfO I"m atl 0 n
Middle Name
Lastiime? | Dade = |f the Home Office
Address 1* 2400 CORPORATE EXCHANGE DR )
Address 2 address is the same as
City*  COLUMBUS the Practice Location
CS“’“‘:* EH . Y Address, then click the
ounty ranklin County v
I box at the top of the
ExtZip* 7605 page to auto-fill the
Phone Number 1% (614) 557-9823 | nfo rm atl on
Phone Ext 1
Phone Number 2
Phone Ext2 = Click ‘Next’ to save the

Fax Number 1
Fax Number 2
Contact Name

Email Address 1*

idavis@email com

information and proceed
to the next page of the
application
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Specialties

This is a required section.

n CI ick ‘Ad d N ew’ to ad d a S peCia Ity Primary Specialties are not editable by provider after application submission.

No records found

» Select the Primary Specialty from
the Specialty the drop-down menu

(Available specialties will be listed Designate a Primary Specialty
in the dfOp-dO wn menU) Designate a Primary Specialty and save first before secondary specialties can be entered.
Specialty* 209 - INTERNAL MEDICINE v

201 - GENERAL PRACTICE -
= The ‘Start Date’ can be updated —StanDate* 202 - GENERAL SURGERY
) 216 - Geriatric

‘ A : End Date 793 GYNECOLOGICAL ONCOLOGY
and the ‘End Date’ will default with o oLy

an infinite date SR 267 - HEMATOLOGY
218 - HEMATOLOGY/ONCOLOGY
268 - HEPATOLOGY
.y . . 269 - IMMUNCLOGY
» Additional Specialties can be 356 - INFECTIOUS DISEASE

SRV ;
added after clicking ‘Save’ on the 273 - MAXILLOFAGIAL SURGERY
: . . . 282 - NEONATAL-PERINATAL MEDICINE
Primary Specialty designation and 283 - NEPHROLOGY
: 211 - NEUROLOGICAL SURGERY

then repeating the process 210 - NEUROLOGY
290 - OBSTETRICS
212 - Obstetrics & Gynecology
220 - Oncology
292 - OPHTHALMOLOGY .
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Specialties cont’d

This Is a required section.

Primary Specialties are not editable by provider after application submission.

209 INTERNAL MEDICINE 03/23/2022 12/31/2299 INACTIVE 7 R

» To edit a Specialty, click on the ‘pencil and paper’ icon and update the information

= To remove an added Specialty, click the ‘X’ associated with the applicable Specialty line

= Click ‘Next' to save the information and proceed to the next page of the application
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Taxonomies

This is a required section.

207R00000X INTERNAL MEDICINE 03/22/2022 1213112299 7 R

A Taxonomy will automatically appear based on the selections made at the beginning of the application

To edit a Taxonomy, click on the ‘pencil and paper’ icon and update the information

To remove a Taxonomy, click the X’ associated with the applicable Taxonomy line

Click ‘Next’ to save the information and proceed to the next page of the application
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Professional Licenses

This is a required section.
— A copy of each license must be uploaded to this page.

= A copy of each license must be uploaded to the page

= Click ‘Add New’ to add an entry for Professional License information
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Professional Licenses cont’d

Data cannot be populated, manual entry required
Results from eLicense verification are read only.After your application is submitted, the only editable field is Expiration Date.

State* | Ohio e
License Board Name* Medical Board v

If Other, enter Board Name:

= Enter the required information for

License Number* | 66453289

the professional license (marked Eflotive Dat (3242022
. . Expiration Date* | 3/23/2027
Wlth an aSterISk) License Status ~
Address 1
= If entering Endorsement -
information, click the green “+’ sute | o .
icon at the bottom of the page to - :
add a new Focus, Endorsement Endorsement Number
. . . Endorsement Status @
Specialty and Certifying A
O rg a n izati O n Endorsement Specialty @
Certifying Organization ®
Certificate Date
Certificate Expiration
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Professional Licenses — Upload License

Uploaded Documents
Required Document

= To upload a Professional License
document, click ‘Browse’

Professional License

| Browse |

= | ocate the license document on

your computer, select it, and click @ open X
‘Open’ L » ThisPC » Documents » ~ [ L Search Training Test Docs for...
Organize « New folder :EER S | o
. Training *  MName Status Date modified Type Size
= Confirm the document has been . : | |
& Creative Cloud Fil [&] Certificate 1,jpg ©] 7/8/2021 &:33 AM IPG File 32 KB
uploaded by |Ocat|ng the flle @ Cert!f!cate?_.J.pg @ 2111:23- -'j\M IPG FTIE -_IE K-E
@ Certificate 3.jpg @ 21 11:26 AM PG File 1177 KB
H @ OneDrive - MAXIM D Email Template.tct @ 22 2:51 PM Text Document 1KB
name In green teXt ] License.pdf @ 21 1:18 PM Adobe Acrobat D... 29 KB
&8 This PC Maotice of Operational Deficiency.pdf @ 21 1:19 PM Adobe Acrobat D... 32 KB
. ~J 3D Objects Praof of Payment.pdf ® 211:18 PM Adobe Acrobat D... 33 KB
n C“Ck ‘Next’ to save the I Deskiop Site Visit Checklistpdf @ 18:09 AM Adobe Acrobat D.. 120 KB
Documents Site Visit Photos. pdf @ 21 1:19 PM Adobe Acrobat D... 32 KB
information and proceed to the & Downloads W9, pdf @ 2021 %:09 AM Adobe Acrabat D... 130 KB
. . J‘! Music
next page of the application = Pictwes
m Videos
o OSDisk (C2)

L

Uploaded Documents

File name: ||

Required Document

Professional License

License pdf Download  Remove
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Board Certification

= This section asks you to include ~ BowdCerification | swve | Cancel | Prmvous | next

This Is not a required section To skip this section click on Next button
details for Board Certifications

No Board Certification found
= To skip this section, click ‘Next’ to
move to the next page

Are you Board Certified? ONo @ Yes —

If Yes, Please enter board certification information requested or confirm previously entered information is correct

. . .
If you WISh to com plete th IS Designate as Primary Board Certification. Designate a primary Board Certification and save first before secondary boards can be added.
. . . ¢ ,
| nfO rmation , CI | Ck Add N ew Board Certification®  National Certification Commission for Acupuncture and Orient ~
Board Specialty* A(;upun[;ture -

Certification Number

=  Select a ‘Yes’ or ‘No’ radio button s
and enter the required information Expiration Date®  3,24/2024

= Additional Board Certifications Board Certification [ swe | Ganod | Provous | hen |

. . ‘ y This is nat a required section. To skip this section click on Next button
can be added after clicking ‘Save q p
[ W History

= Click ‘Next’ to save the —— l

National Certification Commission for Acupuncture and Oriental Medicine Acupuncture 3/24/2024

information and proceed to the
next page of the application
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CLIA Certifications
= This section asks you to

include details about Clinical
Laboratory Improvement
Amendment (CLIA)
Certifications

CLIA Certifications B [ BES | - To skip this section, click ‘Next

This 1s not a required section. To skip this section click on Next button.
to move to the next page

No CLIA number found

= |f you wish to complete this
information, click ‘Add New’

CLIA Number* = Add the CLIA information and
CLIA Certification Type v click ‘Save’ to save the CLIA
CLIA Effective Date Certification details
CLIA Expiration Date

= Click ‘Next’ to save the
information and proceed to the
next page of the application

New Enrolilment



Medicare Number

This Is a required section.

Medicare Number
No records found

Medicaid
No Other State Medicaid Number found

» This page allows you to indicate a Medicare Number, a Medicaid Number or both,
that you hold outside of Ohio

» To add an entry for either section, click ‘Add New’
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Medicare Number cont’d

This Is a required section.

Medicare Number

No records found

I g

» To add a Medicare Number, ==
click ‘Add New’

= Enter the required information

and upload any required Medicare Number Type ) CCN (CMS Certification Number) What is this?
dOCU mentS by CI |Ck| ng the O PTAN (Provider Transaction Access Number)  What is this?
‘ B rOWSG’ b Utton Medicare Number [ ]

Secondary NPI [ ]

= The next slide demonstrates

Medicare State v
hOW tO add a Med |Ca|d Medicare Enrollment Status* ~
N Umber entl'y Medicare Enrollment Date [ ]

Required Document
Medicare Enrollment Certification Required for Dialysis Facilities (Only if approved)
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Medicare Number cont’d

This is a required section.

Medicare Number
No records found

Medicaid
No Other State Medicaid Number found

- TO add a Medicaid N umber, CliCk ‘Add NeW, Other State Medicaid Enrollment Status Completed v
State Kentucky v
= Enter the required information Date Enrolled | 1112018 ]
Other State Medicaid ID Number [4554533432 ]

= Click ‘Next’ to save the information and Do you bill with a different NPI from what is listed in your Ohio application?* O Yes @ No

proceed to the next page of the application

NPI [
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Group, Organizations & Hospital Affiliations

Group, Facility & Hospital Affiliations (Individual)

This is not a required section. To skip this section click on Next button.

Pending Group Affi

iliations

Deleting your affiliation entry in this section will not delete your confirmed group affiliation.

R T T A s

No pending affiliations found.

El K3

Confirmed Group Affiliations
The grid above shows Groups where you are currently confirmed as a Group member {or have in the past been confirmed as a Group member)

No confirmed affiliations

Hospital Affiliation:

EoT—

No hospital affiliations fo

found

Group Affiliation

Medicaid ID

NPI

9999891

1528055613

This required page asks you to
indicate any Group or Hospital
Affiliations

A Group Affiliation begins as
a ‘Pending Group Affiliation’
until it is confirmed by the
Affiliated Group

To add a Group, click ‘Add
New’ within the ‘Pending Group
Affiliations’ section

Enter the Medicaid ID and NPI
for the Group Affiliation

Once details are entered, click
‘Save’
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Group, Organizations & Hospital Affiliations

Group, Facility & Hospital Affiliations (Individual) mmm

This is not a required section. To skip this section click on Next button.

Pending Group Affiliations

Deleting your affiliation entry in this section will not delete your confirmed group affiliation.

e g g T e S

Gahanna Urgent Care 15628065613 9999891 04/12/2022  12/31/2299  Pending Approval ~ 6336 BLUE HERON LN
COLUMBUS, OH 43230- 6434

Confirmed Group Affiliations

The grid above shows Groups where you are currently confirmed as a Group member (or have in the past been confirmed as a Group member)

No confirmed affiliations found.

Hospital Affiliations

Facility Name Staff Category Status of Privileges Primary Facility ..

No hospital affiliations found.

» To add a Hospital, click ‘Add New’ within the ‘Hospital Affiliations’ section
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Group, Organizations & Hospital Affiliations

Hospital Affiliation
Do you practice exclusively within the Inpatient Setting?* OYes ®No @
Do you have hospital privileges?* OYes @No
If 'No', please specify i
This is my Primary Facility O @

= Enter the required ‘Hospital Ohio Medicaid ID*
Affiliation’ information
indicated by each asterisk

Facility Name*

@
satus of Prvieges”

Active

= Once details are entered, click Staff Category*  InActive

‘ , ]
S ave Locum

*
Start Date Full and Unrestricted
Pending
End Date Temporary
Courtesy

- . Surgical Only
A t t restrict f _
ny past or present restriction of pri Acive

Inactive
If 'Yes', please specify ~Terminated
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Group, Organizations & Hospital Affiliations

. L . Group, Facility & Hospital Affiliations (Individual) m- mm
= When all individual provider Thisis a requied seoion

associations have been Pending Group Afflations
. ‘ ) Deleting your affiliatio ection will not delete your confirmed group affiliation
entered, click Next' to m-ll
p ro Cee d to th e n ext p ag e Of Gahanna Urgent Care 1528065613 9999891 03/256/2022  12/31/2299  Pending Approval g?EU%gESHEiO4§;§JO sisa
the application
Confirmed Group Affiliations
n - - The grid above shows Groups where you are currently confirmed as a Group member (or have in the past been confirmed as a Group member)
Note: If you are a credentialed e D o[ Armomm e
p rOV| d er, ‘ D e I eg ate d No confirmed affiliations found.

Credgntlallng will also appear PRty
on this screen Faciity Name | StaffCatogory ____Status of Privieges ______[Primary Facity _____|StartDate ___[EndDats | [ |

No hospital affiliations found.

= Select the checkbox if
you have delegated
credentialing that does Delegated Credentialing

nOt d |Sp|ay N the table- [ Select this box if you have delegated credentialing that does not display below.
Credentialing delegates are assigned by ODM Credentialing staff.

= |nformation will be

Assigned Delegates Delegate Name Delegate MED ID
updated by the ODM resttene I

No delegates.

Credentialing staff after
submission
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Group, Organizations & Hospital Affiliations

Group, Organizations & Hospital Affiliations mm

This is a required section.

Individual Providers Associated with Your Group

In the table below, enter or confirm each individual provider that is associated with your group.For Active affiliations, click on the Individual provider's name to update the
Individual's enroliment profile.

Note: If the affiliation status displays as ‘Individual Enrollment Pending Approval’ or as ‘Individual Requires Revalidation’, the individual provider must create an account
in PNM and complete their application for enroliment or re-validation.

Always verify that NP| you enter for Individuals are correct.

Display Active Only OYes @No

Provider Specialty Start End Affiliation Revalidation Due Medicaid |Rendering Directory
Type Type Date Date Status Date ID Location OptOut
No affiliations found.
E—

» This required page asks you to enter each Individual Provider associated with your
Group or Organization

= Click “Add New” for every individual provider affiliated with your Group or Organization
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Group, Organizations & Hospital Affiliations

Add Group Member

First Name* Valerie

= After clicking ‘Add New’ for Last Name* | Acosta
each provider, enter the
required ‘Group Member’

NPI* 1255773586

inform ation |nd icated b eaCh Rendering Location* 2862 JOHNSTOWN RD, COLUMBUS, OH, 43219 v
y DCIi_ck here to NOT include this provider in directory for this
aSte riSk location.
Start Date* | 4/25/2022
= Once details are entered, click st
‘Save’ EndDate | 12312299
Medicaid ID

Affiliation Status Member Not Found

ElN
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Group, Organizations & Hospital Affiliations

[ sae |\ Cancol | Prooued] hex | = Review individual provider

associates that you have
Individual Providers Associated with Your Group added in the table VieW

Group, Organizations & Hospital Affiliations
This Is a required section

In the table below, enter or confirm each individual provider that is associated with your group.For Active affiliations, click on the Individual provider’s name to update the
Individual's enrollment profile.

N g .
Note: If the affiliation status displays as ‘Individual Enrollment Pending Approval’ or as ‘Individual Requires Revalidation’, the individual provider must create an account TO ad d a n ad d Itl O n a | p rOVI d e r,
in PNM and complete their application for enrollment or re-validation . ‘ y
click ‘Add New
tevalidation

Always venfy that NPI you enter for Individuals are correct
Medicaid | Rendering Directory B An Affiliation StatuS WiII d iSpIay
Jue Date ID Location OptOut

021-07-01 0440313 2400 2 for the provider

CORPORATE
EXCHANGE DR

Display Active Only OYes @ No

Dale 1912130121 Physician/Osteopath INTERNAL  3/14/2022 12/31/229¢
Ada Individual MEDICINE

End Date

« Definitions of that status
are located at the bottom
of the page

Affiliation Status Definitions

Individual Enrollment Pending Approval - The Individual application has not been approved in PNM.

Confirmed - The group confirmed the individual as an affiliate. No further actions are necessary at this time.

» When all individual provider
associations have been
entered, click ‘Next’ to proceed
to the next page of the
application

Active - The Individual provider is active and affiliated with your organization. No further actions are necessary.
Pending Removal - The group entered an End Date for the affiliation. No further actions are necessary.
Removed - The group entered an End Date. No further actions are necessary.

Individual Requires Revalidation - The individual provider exists in the system but is currently inactive. The Individual needs to complete a revalidation before
being confirmed within your organization.

Pending Approval - The individual provider has requested affiliation with the group. The group s required to approve the affiliation request.
Member Not Found - The individual provider cannot be found.

Transaction Rejected - The transaction has been rejected by the SI. Resubmit Affiliation.
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Managed Care Plan (MCP) Affiliation

» This section allows you to indicate
your interest in contracting with any
of the Ohio Medicaid Managed
Care Plans (MCP)

= To skip this section, click ‘Next’ to
move to the next page

= To complete this section, click the
‘Yes’ or ‘No’ radio button answer

= |f ‘Yes’ is selected, check the box
next to the Managed Care Plan(s)
you are interested in contracting
with

= Click ‘Next’ to save the information
and proceed to the next page of the
application

This is not a required section. To skip this section click on Next button

Are you interested in contracting with any of the Ohio Medicaid Managed Care Plans?

Please Note: This indication does not ensure a contract with the Ohio Medicaid Managed Care Plans. Providers must still go thru the plan’s contracting process, if
applicable

Confirmed MCP Affiliations

m Start Date End Date Provider Type MCPN Specialty MITS Specialty

No MCP affiliations found.

MCP Affiliation mmmm

This is not a required section. To skip this section click on Next button.

Are you interested in contracting with any of the Ohio Medicaid Managed Care Plans? @®Yes ONo

Indicate your interested in possible participation with one or more Ohio Medicaid Managed Care Plans

AmeriHealth Caritas

Anthem Blue Cross

Aetna
— uokere

CareSource

Humana

Molina

United Health Care

Please Note: This indication does not ensure a contract with the Ohio Medicaid Managed Care Plans. Providers must still go thru the plan's contracting process, if
applicable
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State CDS Number

This 1s not a required section To skip this section click on Next button
W History

No records found

= This section allows you to enter State Controlled
Dangerous Substances (CDS) information

CDS Number

State -

Date Issued

= To add a State CDS Number, click ‘Add New’ and enter
the required information

Expiration Date

» To skip this section, click ‘Next’ to move to the next page

= Click ‘Next’ to save the information and proceed to the
next page of the application
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Federal DEA Registration

Federal DEA Registration m m m

This is a required section.

DEA Question
Do you have a current DEA registration?
If Yes, make selection and Add New for each DEA and waiver including Waiver 2000.
If No, make selection and fill in remaining information.
DEA Number
DEA State W

Izzue Date
Expiration Date

DEA Status Active L4

» This section allows you to enter Federal Drug Enforcement Agency (DEA) Registration information
= Answer the DEA Question by selecting the appropriate “Yes’ or ‘No’ radio button
» |f “Yes’is selected, a new box appears to enter the DEA information

» Once the information is complete, click ‘Next’ to save the information and proceed to the next page
of the application
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Federal DEA Registration cont’d

This is a required section.

DEA Question

Do you have a current DEA registration? OYes @ No

If Yes, make selection and Add New for each DEA and waiver including Waiver 2000.
If No, make selection and fill in remaining information.

Name of Provider that prescribes on your behalf
DEA Number of the prescribing Provider

DEA State of the prescribing Provider

w0 <

Prescribing Comments

No records found

= |f ‘NO’is selected, then new fields appear below to enter the information regarding not having
a current DEA Registration.
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Professional Liability Insurance

» To enter details of your
Professional Liability Insurance,

Professional Liability Insurance mmm click ‘Add New’

This Is a required section.

= Click a ‘Yes’ or ‘No’ radio button
to the question, Do you carry
malpractice insurance?

No records found

Do you carry malpractice insurance? OYes @ No

If No, please provide explanation below.

» If ‘NO’ is selected, provide an
explanation in the text box

Ak

Please provide an explanation regarding malpractice insurance

= Click ‘Next’ to save the
information and proceed to the
next page of the application
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Professional Liability Insurance cont’d

Do you carry malpractice insurance? — ®Yes O No

Self Insured? Yes v

Policy Number*  A478578394

Effective Date” | 32512022 » |f ‘Yes’ is selected, complete
Original Effective Date*  3/25/2010 the required information
Expiration Date*  3/25/2027 . .
including dates, coverage

Type of Coverage*  Individual v . )
] - | details, address, policy holder,
o you have unlimited coverage? Yes v
Policy includes tail coverage* | Yes - a nd cove rag e amou ntS

Carrier or Self-Insured Name* Insurance Carrier
[ Check here if insurance is through Federal Tort Claims Act (FTCA) - CI |Ck ‘N eXt, tO save the
emor adress 1 {2400 Corporate Exchange e information and proceed to the

Carrier address 2 . .
next page of the application
City*  Columbus

State* OH v
County -
Zip* 43212
Policy Holder* Iris Davis

Coverage Amount Per Occurrence’ 3,000,000

Coverage Amount Per Aggregate* 5 000,000

New Enrolilment



Education
This is a required section.

El K3

Please enter all education and fraining you have completed beginning with your undergraduate degree through your

professional education and training.

No records found

*Education Type: Undergraduate School v

*Name Of School: o )
Continuing Education

*Start Date: Faculty Pasition
Fellowship
Internship
Preceptorship
Professional School

Speciality: Residency
*Address 1: Other
Associate in Applied Science (AAS)
Associate in Applied Science (APL)
Associate in Arts (AA)
Associate in Nursing (ASN)

*State: Associate in Science (AS)
Associates Degree (AD)

*Zip Code: Audiologist (AUD)

“Country: Bachelor of Arts (BA)

Y- Bachelor of Fine Arts (BFA)
Bachelor of Health Science (BHS)
Bachelor of Medical Technology (BMT)
Fax: Bachelor of Medicine (MB)
Bachelor of Medicine/Bachelor of Surgery (MBBCH)

*End Date:

*Degree/ Certificate Awarded:

Address 2:

*City:

Phone Number:

Additional Information: Bachelor of Music (BM)
s Bachelor of Nursing (BN)
Bachelor of Science (BS)

Bachelor of Science in Nursing (BSN)

-

This section allows you to enter all
Education and training

To add an Education or training entry,
click ‘Add New’ and enter the required
information

To add more than one entry, click ‘Save’
on the entry and then repeat the
process of clicking ‘Add New’

Once all Education entries are saved,
click ‘Next’ to proceed to the next page
of the application
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Education cont’d

cocsin B

This is a required section.

Please enter all education and training you have completed beginning with your undergraduate degree through your
professional education and training.

S ™ S N TN

The Ohio State University Undergraduate School 03/25/2000 05/27/2004

» Click ‘Next' to save the information and proceed to the next page of the application

= To edit an entry, click on the ‘pencil and paper’ icon and update the information
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Malpractice Claims History

This is a required section.

Have you had any professional liability actions (pending, settled, arbitrated, mediated or litigated) within the past 10 years?
@No OYes

» This required section allows you to enter Malpractice Claims History

» Click ‘Add New’ to answer the question using the “Yes’ or ‘No’ radio buttons

= When ‘No’ is selected, click ‘Next’ to save and advance to the next page
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Malpractice Claims History cont’d

This is a required section

Have you had any professional liability actions (pending, settled, arbitrated, mediated or litigated) within the past 10 years?
ONo @Yes

Date of Occurence*

= When ‘Yes'’ is selected, fill out the Date Gl il

Status of the claim* Open -

details Of the Iiability aCtion If settled, the date the claim was

settled

Professional liability carrier
involved*

= To add more than one Malpractice GarrierAddress Line

Carrier Address Line2

Claim, click ‘Save’ on the entry and then o
repeat the process of clicking ‘Add New’ =

Zip*
Phone Number 1*

Phone Ext 1

= Once all Malpractice entries are saved, R
click ‘Next’ to save the information and Metho o Resoltion .
If settled, the amount of settlement
proceed to the neXt page Of the Describe the allegations against
application Werey\::l* O Primary Defendant O Co-Defendant

No of Other Defendants (if any)

Your role in case*

Describe the alleged injury to the
patient
Did the alleged injury result in “
death?
To the best of your knowledge, is | yag -
the case included in the NPDB?*
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Work History

This Is a required section.

Include a chronological work history for the past 5 years.

No records found

Gaps in Work History

Please enter and explain any time periods or gaps in work history in the past b years or that have occurred since graduation
from professional school and are longer than three months in duration.

No records found

= This section allows you to enter Work History and/or any Gaps in Work History

for the past 5 years

» To add an entry, click ‘Add New’
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Work History cont’d

Current Employer

*Practice/ Employer Name:
* Start Date:
End Date:

Organization Name*
Address 1*
Address 2

City*

State*

County

Zip*

Phone Number 1
Phone Ext 1

Fax Number 1
Contact Name
Email Address 1*
Email Address 2

Additional Information:

Ohio State Medical
1212312010

Ohio State Medical

2400 Corporate Exchange Drive

Columbus

OH

43212
(614) 555-5555

Brian Abbott
noname@email.com

noname@email.com

Reason for Departure(If Applicable):

*Are you currently on active miltary duty or miltary reserve?

= Enter the required chronological Work History

» To add more than one employment entry, click ‘Save’ at
the top of the page and then repeat the process of
clicking ‘Add New’

= The next slide demonstrates how to add a ‘Gap in
Employment’ entry

= [f there are no gaps in the 5-year work history, click ‘Next’
to save the information and proceed to the next page of
the application

Include a chronological work history for the past b years.

Ohio State Medical 1212312010
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Work History cont’d

Gaps in Work History

Please enter and explain any time periods or gaps in work history in the past 5 years or that have occurred since graduation
from professional school and are longer than three months in duration.

No records found
*Gap Start Date:

*Gap End Date:

Ak

*Reason For Gap:

= Enter the required information for each ‘Gap in Work History’ entry

= To add more than one entry, click ‘Save’ at the top of the page and then repeat the process of
clicking ‘Add New’

= Once 5 years of Work History is entered, click ‘Next’ to save the information and proceed to
the next page of the application
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W9 Form

This Is a required section.

NI

Information from the Identification page displayed below.
Corrections to this information must be made in Organization/ndividual Identification and Primary Contact sections of the Identification page

Individual Name: Iris Davis

SSN: e
Select the most appropniate category below
@ Individual/sole proprietor of single-member LLC

o C Corporation

O S Corporation

O Partnership

O Trust/Estate

O Limited Liability C Corporation
O Limited Liability S Corporation
O Limited Liability Partnership
o Other

Indicate the form you are uploading

o _

C Form 147

Required Document

WS.pdf Download  Remove

Eronwce

Indicate the most appropriate
category as it relates to your
tax filing

Indicate which tax form you will
be uploading to the application:
W9 or Form 147

Upload the document by
clicking ‘Browse,’ locate the
document on your computer,
and then click ‘Open’

Confirm the document has
been uploaded by locating the
file name in green text

Click ‘Next’ to save the
information and proceed to the
next page of the application
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EFT Banking

= This section requires you to e
. . . anking Information m- Nm
indicate enrollment of Electronic This s arequied socion

F u n d Tra n Sfe r ( E FT) ’ Wh I Ch IS Do you expect to receive payments directly from the State Medicaid Program (For example: Fee-for-Service Claims, Medicare Crossover Claims,
. . Supplemental Pool Payments, Electronic Health Records Payments, etc.) as opposed to only payments from the Managed Care Contractors?
required to receive payments ) O o

Instructions

d I re Ctly fro m th e State M ed ICa I d READ INSTRUCTIONS BEFORE COMPLETING

« Flectronic Fund Transfer (EFT) enroliment is required for a provider to enroll with the State Medicaid Program.
P rog ra m » Medicaid providers must submit this form to receive payment via EFT (Electronic Fund Transfer). It is also the responsibility of the Medicaid provider to ensure
this information is updated, as necessary
« The State Medicaid Program transmits the EFT via the NACHA standard CCD + format.
« ltis the responsibility of the Provider to contact their financial institution to request the receipt of all data contained within the ACH information field (including
the RTN Reassociation Trace Number) of the CCD + Addenda Record. This Trace Number uniquely identifies the transaction set and aids in reassociating

. Use the ‘YeS’ Or ‘NO’ radio bUttonS payments and remittance advices.

O Check here if the bank is outside of the United States. Per 1902(a)(80) of the Social Security Act, the State shall not provide any payment to any financial

to a n SWG r th e q u eStiO n at th e to p institution or entity located outside the United States

Please enter your banking information below

Of the page Banking Information

No banking information found.

= |f ‘No’ is answered, no —
additional details need to be EFT Contact

e n te re d No EFT contact found

» Read the instructions on the page
. . . Confirm
befo re e n te rl n g a n y I nfo rm atl O n By selecting the confirmation box below, the submitting individual is attesting and acknowledging on behalf of the Medicaid Provider listed above that:

» He or she is authorized to complete and submit this Enroliment Form.
» The information provided is accurate and true.

n TO enter Banking |nformation, 011 confirm the information provided is true and accurate.
click the ‘Add New’ button below
the Banking Information heading
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Banking Information

Banking Information

» Enter the following required
information: Financial Institution Name® | Training Bank

. . . . Financial Institution Routing Number® | 026009553

* Financial Institution Name

Confirm Financial Institution 026009593
Routing Number*

« Financial Institution Routing
Number (type numbera Second Account Number® 568756856756
time to Conﬁrm) Confirm Account Number® B68T568567 56

e Account Number (type number Account Type” ® Checking © Savings

a second time to Conﬁrm) mm

« Select Account Type (Checking
or Savings)

Banking Information

* When all information has been T N T ——

added, click ‘Save’ Training Bank Checking
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EFT Contact

EFT Contact Information
= To enter Electronic Funds Transfer

(EFT) Contact Information, click Provider Contact First Name” — Tom
the ‘Add New’ button below the Middle Name
EFT Contact heading LastName*  Trainer

) ) Phone Number*  (614) 555-4321
= Enter the following required

. . Extension
information:

_ Email Address*  trainer@traininghospital.com
» Contact First Name
Fax Number () -

 Contact Last Name

e Phone Number m Cancel

* Email Address

EFT Contact
o aon s e T
added1 C“Ck Save Tom Trainer (614) 555-4321 trainer@traininghospital.com
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EFT Banking

EFT Bank_ing Information mm

This is a required section.

Do you expect to receive payments directly from the State Medicaid Program (For example: Fee-for-Service Claims, Medicare Crossover
Claims, Supplemental Pool Payments, Electronic Health Records Payments, etc.) as opposed to only payments from the Managed Care
Contractors?

OYes @ No

. Instructions
- C h eCk th at th € d eta I IS € nte red fO r READ INSTRUCTIONS BEFORE COMPLETING

« Electronic Fund Transfer (EFT) enrollment is required for a provider to enroll with the State Medicaid Program.

Ba n kl n g I nfO rm atl 0 n a n d E FT CO n ta Ct » Medicaid providers must submit this form to receive payment via EFT (Electronic Fund Transfer). It is also the responsibility of the Medicaid
provider to ensure this information is updated, as necessary.
are correct

The State Medicaid Program transmits the EFT via the NACHA standard CCD + format.

It is the responsibility of the Provider to contact their financial institution to request the receipt of all data contained within the ACH information
field (including the RTN Reassociation Trace Number) of the CCD + Addenda Record. This Trace Number uniquely identifies the transaction set
and aids in reassociating payments and remittance advices.

0 Check here if the bank is outside of the United States. Per 1902(a)(80) of the Social Security Act, the State shall not provide any payment to any

| ReVi eW th e d eta i IS u n d e r th e ‘C o nfi rm ! financial institution or entity located outside the United States.
Please enter your banking information below.

section and click the checkbox to Banking Information
confirm the information provided is true T N S

Training Bank R Checking

and accurate .

EFT Contact

" Click ‘Next' to save the information and S T S
proceed to the next page of the Tom Trainer (614) 555-4321 trainer@traininghospital.com :

application

Confirm

By selecting the confirmation box below, the submitting individual is attesting and acknowledging on behalf of the Medicaid Provider listed above that:
= He or she is authorized to complete and submit this Enroliment Form.
« The information provided is accurate and true.

| confirm the information provided is true and accurate.
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Application Fee

Application Fee

This is a required section.

o o [ pevan | ]

Application Fee

All prospective, re-enrolling, and reactivating institutional providers are required to pay an application fee. You may request a waiver of the fee If you are already
enrolled in Medicare and have already paid the application fee to Medicare. You may also request a waiver of the fee if you have paid the fee to another State
Medicaid program. The current amount of the fee is $595.00

You may also request a waiver of the fee if you have paid within the past 5 years.
Fee Amount  $595.00

Fee Status  Pending

Payment Type O Credit Card

O Request Waiver of Application Fee

Please note your Registration |D on the check
Amount* $595 00

Waiver Reason v

Comments

Fee Payment History

No payment information found.

= All prospective, re-enrolling, and reactivating institutional providers are required to pay an
application fee

» The application fee can be paid directly through this page via credit card

= A waiver of the application fee, if paid in another state or paid within the past 5 years, can be

requested 129 New Enrollment



Application Fee — Credit Card

Application Fee

This s a required section.

= To pay the fee, click the
‘Credit Card’ button next to
Payment Type

= Click ‘Select Payment’

Application Fee

All prospective, re-enrolling, and reactivating institutional providers are required to pay an application fee. You may request a waiver of the fee if you are already enrolled in Medicare
and have already paid the application fee to Medicare. You may also reguest a waiver of the fee if you have paid the fee fo another State Medicaid program. The current amount of the

fee is $595.00

You may also request a waiver of the fee if you have paid within the past 5 years.

Fee Amount

Fee Status

Payment Type

Please nate your Registration |D on the check
Amount* $595.00

Waiver Reason

Comments

$505.00
Pending

@® Credit Card

O Request Waiver of Application Fee

e
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Application Fee — Credit Card |
(ooss -

= A pop-up window for the e-payment processing system CBOSS S S—
will appear

= Enter the following information

« Name on Card
« Card Number

ECOm

« Expiration Date

» Address (including City, State, Zip, and Country)
* Phone Number

« Email Address

« *Select the box if you want this system to remember the
information for future use =

= (Click ‘Submit’ after all information has been entered
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Application Fee — Credit Card

This is a reguired section.

Application Fee

All prospective, re-enrolling, and reactivating institutional providers are required to pay an application fee. You may request a waiver of the fee If you are already
enrolled in Medicare and have already paid the application fee to Medicare. You may also request a waiver of the fee if you have paid the fee to another State
Medicaid program_ The current amount of the fee is $595 00

= Upon returning to the Application
Fee screen, click ‘Authorize
Payment’ to charge to application
fee to the credit card that was
entered

You may also request a waiver of the fee if you have paid within the past 5 years.
Fee Amount  $995.00
Fee Status ~ Walved
Payment Type @® Credit Card
O Request Waiver of Application Fee

= Click ‘Next’ to advance to the next

page

Please note your Registration 1D on the check
Amount* | $595 00

Waiver Reason v

Comments -
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Application Fee — Request Waiver

= To ask for a waiver of the fee, ~ Applicationfee ENESES N
click the ‘Request Waiver of J—
pplication Fee
Appllcatlon Fee’ button next All prospective, re-enrolling, and reactivating institutional providers are required to pay an application fee. You may request a waiver of the fee if you are already

enrolled in Medicare and have already paid the application fee to Medicare. You may also request a waiver of the fee if you have paid the fee to another State
tO Paym e nt Type Medicaid program. The current amount of the fee is $535.00

You may also request a waiver of the fee if you have paid within the past 5 years.
Fee Amount  $995.00

Fee Status  Pending

= Select a ‘Wavier Reason’ O Credit Card

Payment Type

fro m the d ro p_d OWﬂ men u @® Request Waiver of Application Fee

Please note your Registration 1D on the check.

= Enter any comments for the Amount* 359500
Walver reason prOV|ded Waiver Reason

Medicare Enrolled
Paid in Another State

Paid in the past 5 years
Medicare Enrollment Pending

Comments

= Upload a ‘Proof of fee
payment’ document at the
bottom of the page, by Optional Document
C|iCking ‘Browse’ for any Proof of fee payment (if Paid in another State as a waiver reason)

waiver reason selection Proof of Payment pdf ~ Download  Remove

= Click ‘Next’ to save and
advance to the next page
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Owner Information

bt El K3

This is a required section.

Click an the section header to expand or collapse the panel.

+ Instructions

+ Definitions & Requirements

+ Owner, Managing Employee and Controlling Interest Information
+ Real Estate Owners

+ Additional Disclosure

+ Questions

» This page contains Owner Information

= Click to expand each section header
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Owner Information cont’d

+ Owner, Managing Employee and Controlling Interest Information

S S ™ S A

Organization Ohio State Medical

List the name, home address (no P.0. Box addresses), Date of Birth (DOB), Social Security Number {SSN) and percentage owned for each person with a direct or indirect ownership or control
interest of & percent or more in the provider entity. In addition, list the same information for any subcontractor in which the provider entity has direct or indirect ownership or control interest of 5
percent or more. If you are an individual AND you are a solo practitioner and you own 100 percent of your practice then you would just list yourself as 100% owner.

Owner Information

Owner Type*

Owner Title

Affiliation Type
Organization Name*
Address 1*

Address 2

City*

State”

County

Zip*

Tax ID*

Percentage of Ownership*
Owner Effective Date *

Owner End Date

Crganization

Chief Cperating Officer
ORGANIZATION - DIRECT CWNER
Ohig State Medical

2400 Corporate Exchange Drive

Columbus

COH

43212
114460721
100
31812022
1203172299

El

Chief Operating Officer

100.00

e I8

Click ‘Add New’ in the ‘Owner,

Managing Employee and Controlling

Interest Information header

Enter the required Owner Information

and then click ‘Save’
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Owner Information cont’d

- Real Estate Owners

No Real Estate owner information found.

Add a new entry for all Real Estate Owners.

Real Estate Information

Owner Type*

QOrganization Name*
Address 1*

Address 2

City*

State*

County

Zip*

Tax ID*

Percentage of Ownership®
Owner Effective Date *

Owner End Date

Real Estate Organization

Ohio State Medical
2400 Corporate Exchange Drive

Columbus

OH

43212
114460721
100
3/8/2022
123172298

=l

Click ‘Add New’ in the Real Estate
Owners header

Enter the required Real Estate Owner

Information and then click ‘Save’
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Owner Information cont’d

- Additional Disclosure

In this section, enter Individuals and Organizations that meet any of the following conditions:

1. Any Subcontractors where you have had transactions totaling more than $25 000 within the past 12 months.
2. Any Subconfractors or Wholly Owned Suppliers where you have had significant business transactions with the past 5 years.
3. Any other Provider Entities where your owners also have an ownership or controlling interest.
4. Other employees of your organization, not already listed as a Managing Employee that have :
a. been indicted or convicted of a criminal offense related to programs established by Titles XVII, XIX, or XX or
b. been indicted or convicted of a violation of State or Federal Law or
c. been sanctioned by the Medicare Program

No Additional Disclosure information found

Additional Disclosure

Other Disclosure Type
Organization Name* Employee .
Address 1" S hgontractor Individual
Address 2 Subcontractor Organization
Supplier Individual

= Click ‘Add New’ in the Additional Disclosure
header

City Supplier Organization

State* OH
County v = Enter the required Additional Disclosure
2 [fn2 Information and then click ‘Save’

Tax ID* 433567754
Owner Effective Date *  (4/26/2022

Owner End Date  12/31/2299
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Owner Information cont’d

Are any of the above mentioned persons related to one another as a spouse, parent, child, or sibling?

+ve (O

C No
Owner Relationships
Please indicate the two related parties and describe the relationship.
No owner information found. Person 1* v
Relationship 1 v
Person 2 v

Does any person who has an ownership or confrol interest in this prov

Have you or any individuals or organizations having a direct or indirect ownership or confrolling interest of 5 percent or more in the professional association or practice, any managing
employees or other employees been indicted or convicted of a criminal offense related fo the involvement of such persons. or organizations in any of the programs established by Titles XVIII,
XIX, or XX7?

Have you as the Provider, or any Owner, Authorized Agent, Associate, Manager, Employee, Directors; or Cfficers of the Institution, Agency, Organization, or Pracfice ever been indicted or
convicted of a violation of State or Federal Law?

' Yes

® No

Have any of the individual owners been a resident outside the state of Chio in the past 5 years?

= Yes

® No

Click ‘Add New’ in the Questions
header

Read and answer each question
carefully using the ‘Yes’ and ‘No’
radio buttons

If ‘Yes’ is selected, click ‘Add New’
and enter the required details
within the pop-up box

If ‘No’ is selected, then the
question has been fully answered

Click ‘Next’ to save the information
and proceed to the next page of
the application
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Required Documents

» The ‘Required Documents’ page . :
may OI' may not dISp|ay aS a ﬁi?su;;?grgaégggglg:shsklpthls section click on Next button mm-m

req u | red pag e W|th th e If you have additional documentation to provide that were not available for upload on other pages, upload those here. You may upload multiple
documents and you will be able to view and delete documents after uploading
application

You may also mail in additional documentation, which may result in a delay to process your application.
Mailing Address
Ohio Department of Medicaid

» To upload a required document, prowder Errolment Uni
. ‘ ; Columbus, OH 43216-1461
click ‘Browse’ under the
document type you want to
upload, locate the document on
your computer, select and click
‘Open’ to upload

Required Document

WS.pdf Download — Remove

= Confirm the document has been
uploaded by locating the file
name in green text Optional Document

Documentation of Training/Certification

| Browse |

= Click ‘Next’ to save the
information and proceed to the
next page of the application
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Agreements

This is a required section.

Ohio Medicaid Provider Agreement

Note: The Provider Agreement in the scroll box must be read and responded to in its entirety before proceeding to the next step.

Ohio Revised Code 2921.42 and 2921.43 Agreement

In accordance with Chapter 102, and Sections 2921.42 and 2921 43 of the Ohio Revised Code, Vendor or Grantee, by signature on this document, certifies: (1) it
has reviewed and understands Chapter 102, and Sections 292142 and 2921 43 of the Ohio Revised Code, (2) has reviewed and understands the Ohio ethics and
conflict of interest laws, and (3) will take no action inconsistent with those laws and this order. The Vendor or Grantee understands that failure to comply with
Chapter 102, and Sections 2921 42 and 2921 43 of the Ohio Revised Code is, in itself, grounds for termination of this contract or grant and may result in the loss of
other contracts or grants with the State of Ohio

False Statement Agreement
Whoever knowingly and williully makes, or causes to be made, a false statement or representation on this statement, may be prosecuted under applicable federal
or state laws_In addition, if a person knowingly and willfully fails to fully and accurately disclose the information requested Ohio Department of Medicaid may deny ~ ~

Individual Provider Questions

Have you or any individuals or organizations having a direct or indirect ownership or controlling interest of 5 percent or more in the professional association or
practice been indicted or convicted of a cniminal offense related to the involvement of such persans. or organizations in any of the programs established by Titles
KV, XIX, or XX?

ONo OYes . Yes'acommentis required

Y
=

e

Have you or any of the employees of your professional association or practice ever been indicted or convicted of a cnminal offense related to the involvement in
such programs established by Titles XVIII, XIX, or XX?

ONo OYes If Yes'acommentisrequred.

Provider Agreement Attestation

D I have read the contents of this application, and the information contained herein is true, correct and complete. | agree to notify Ohio Medicaid of any

The final page of the
application is the
Agreements page

This section is required
before the application can
be submitted

This section includes Ohio
Medicaid Provider
Agreements, Individual
Provider Questions,
Provider Agreement
Attestation, and a digital
signature
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Agreements cont’d

Ohio Medicaid Provider Agreement

Note: The Provider Agreement in the scroll box must be read and responded to in its entirety before proceeding to the next step.
This provider agreement is a contract between the Ohio Department of Medicaid (the Department) and the undersigned provider of medical assistance services in =~
which the Provider agrees to comply with the terms of this provider agreement, Ohio statutes, Ohio Administrative Code rules, and Federal statutes and rules, and
agrees and certifies fo:
1. Render medical assistance services as medically necessary for the patient and only in the amount required by the patient without regard to race, color, age,

-

gendgr, sexual orientation, marital ste 15 Fyly cooperate with the Department, its agents, and other state or federal agencies engaged in ensuring the integrity of the Ohio Medicaid program. Full
and bill the Department for no more - ;06 ration includes, but is not limited to, making yourself and your records available upon request.

2 Ascertain and recoup any third-par 15 Tpjg provider agreement may be canceled by either party upon 30 days written notice prior to termination date.

the lesser of the provider's billed char _ o - ) _ ] ) _ o _
17_ I further certify that | am the individual practitioner who is applying for the provider number, or in the case of a business organization, | am the officer, chief

3 ACG&DF the allowable reimbursemel executive officer, or general partner of the business organization that is applying for the provider number. | further agree to be bound by this agreement and certify
that service from the pafient, any Mer i the information | have given on this application is factual. As such, | have disclosed my name, social security number and date of birth on the application for
| enrollment, in accordance with 42 CFR, Part 455, Subpart B and 1002, Subpart A, as amended, and as specified in rule 5160-1-17_3 of the Administrative Code.

— | agree to Terms and Conditions

Agreement Date: | 3/30/2022 .

» Read through all statements in The Ohio Medicaid Provider Agreement section
» Use the scroll bars on the right side to navigate each section

= Once the Ohio Medicaid Provider Agreement section is completed, check the box to
agree to the Terms and Conditions
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Agreements cont’d

Provision Check

Certain provider agreements may be retroactive (up to 12 months) to encompass dates on which the provider furnished covered services to a Medicaid consumer
and the service has not been billed to Medicaid.

Afailure to check this box shall be taken by ODM fo mean that you waive your rights to a retroactive period of months prior to the date ODM approves your
application. This agreement is limited to 5 years from the effective date.

— If you meet this provision, please check this box

» This section includes the Ohio Medicaid Provider Agreement Provision

» |f you do not meet the Provision, leave the box blank
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Agreements cont’d

Individual Provider Questions

= This section includes three
Individual Provider
Questions

Have you or any individuals or organizations having a direct or indirect ownership or controlling interest of 5 percent or more in the professional association or
practice been indicted or convicted of a cniminal offense related fo the involvement of such persons. or organizations in any of the programs established by Titles

XVIIL, XIX, or XX?
g _

ONo OYes If, "Yes acommentis required.
Have you or any of the employees of your professional association or practice ever been indicted or convicted of a cnminal offense related to the involvement in
such programs established by Titles XVIII, XIX, or XX?

ONo ©OYes If Yes'acommentis required

» Each question has a ‘Yes’
or ‘No’ radio button answer

» ‘Yes’ answers require a
comment

-
-

“

Have you as the Provider, or any Owner, Authorized Agent, Associate, Manager, Employee, Directors; or Officers of the Institution, Agency, Organization, or
Practice ever been indicted or convicted of a violation of State or Federal Law?

= Each question needs
answered before moving to
the next section

ONo OYes [ Yes'acommentisrequired
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Agreements cont’d o
= This section includes the

Provider Agreement
Attestation and Provider
Agreement Signature

Provider Agreement Attestation = Check the box next to the
| have read the contents of this application, and the information contained herein is true, correct and complete. | agree to netify Chie Medicaid of any future changes to the information P rOV| d er Ag reeme nt

contained in this application. | understand that any deliberate omission, misrepresentation, or falsification of any information contained in this application or contained in any communication

supplying information to Ohio Medicaid may be punished by criminal, civil, or administrative penalties including, but not limited to, the denial or revecation of Ohio Medicaid identification number(s), Atte Statl O n State m e nt

and/or the imposition of fines, civil damages, and/or imprisonment. My electronic signature legally and financially binds this provider to the laws, requlations, and program instructions of the Ohio
Medicaid pregram. By selecting the signature checkbox and submitting the application, | agree to abide by these terms.

= Enter the required digital
signature information:

Provider Agreement Signature

= Name of Person Attesting

Name of Person Attesting®:  Tom Trainer

Provider Name: Access Chio

User ID:  Jamieprov . *PI’OVIdeI’ Name

=N = *UserID

*These lines auto-fill

Click ‘Save’ once the digital
signature is completed
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Submitting the Application

Your application is complete and has been saved Please take time to review your application prior to submission. You will be able to
generate your completed application in PDF form priar to submitting your application.

» Once all pages of the application
are complete, click ‘Save’

Once your review is complete, you must click 'Submit for Review' at the top of the Agreements page to submit your
application.

» You will receive a pop-up window
as a reminder to review the
application before it is submitted

@ - @O =-> @O - O = @

° CII Ck ‘ OK’ Provider Information* Primary Contact Information* Credentialing Contact Primary Service Address* Billing & Payment Address*
Home Office Address”

» Review any application pages by Speclaltes* j
clicking on the icon or selecting Taxonomies” v
the page from the ‘Jump To’ drop- Professional Licenses® v
dOWﬂ menu Board Certification ‘/

CLIA Certifications ‘/
Medicare Number ‘/

» Pages that have been completed Group Fagiity & Hospial Afliations v
or viewed should have a green MCP Affiliation v
Checkmark State CDS Number v
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Submitting the Application

» |f you would like a copy of the application for your
records, click ‘Generate PDF’ to download a PDF copy Ohlo %i‘:j?g;’(‘fm of
of the application to your computer

Registration Application Details
Office Information

» The PDF copy will download to the folder that you Proidcfomaton
have specified for downloads in your browser T ProuderDirecon OpLOu

Provider Information

Mame of Business Entity Fis Davis
DBEA
= When you are ready to submit your application, click Prctee e D A CTeE
. . First Name s
‘Submit for Review’ Micde il _
Last Name Davis
EJ:D 158865429
NP1 1588654297
MNPI Start Date 10/24/2005
GEI'IEI'ﬂtE PD'F Date of Birth '1:;{“1“2:? 976

Provider Type Phiysi cianfOsteopath Individual
Revalidation Date

‘ Suhmit for Review Enrollment Status Not Set Yet
Enrollment Status Reason Mot Set Yet

Example of pdf

El KB

New Enrolilment



Submitting the Application

= A Submission Confirmation message displays to
verify your application has been successfully

Submission Confirmation submitted

You have successfully submitted your application to the Medicaid Program.
Flease allow at least 10 days for processing before attempting to submit any changes.

» Click ‘Return to Homepage’ to view your dashboard

L% Return to Home Page

= On your dashboard, the completed application
Status will display as ‘Submitted’

m_
Due Date
T TOA T T T Al Y T T
517978 Iris Davis Submitted 20 - 1588654297 INTERNAL

Physician/Oste MEDICINE
Individual
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Return to Provider

» During the review process for New Enrollment, an Enroliment Specialist or Credentialing Specialist
may return the application to the provider/provider administrator seeking additional information

= The Primary Contact on the application will receive an email indicating a notice on the account has
been issued by the Ohio Department of Medicaid.

Flease log into your account at Login to view a notice issued by the Ohio Department of Medicaid.

e The notice may reqUire yOu to act You may be required to take action to maintain your Medicaid enroliment.

= The details of the notice are accessed in PNM

» Click on the link under Reg ID or Provider to manage the application

DD Contract | DD Facility Revalidation
Reg ID Provid Provider T Medicaid ID Special Locati Effective Date | Submit Dat
m_
T T A T T T Al T T T T T T

James Aust || Return fo 30-Dentist 1770659625 9999889 General 03/18/22 0314722 0314/27
vaiderh Individual Dentistry
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Return to Provider

Manage Application

= Select the ‘+’ icon to expand the

section titled ‘Self Service’ Enrollment Actions + Enrollment Action Selections:
= Click the hyperlink for ‘Provider LIS + Program Selections:
Correspondence’
Self Service mm) + Self Service Selections:

» Select a Correspondence Type
from the drop-down

Programs + Program Selections:
» For Correspondence related
to Return to Provider, select Self Service _ Self Service Selections:
‘Enroliment Notifications’ =) Provider Correspondence

" Enteradaterangeforthe search | oiroHcormesponoENCE

*Correspondence TYPE Date Available From: @ Date Available To: @

= (Click ‘Search’ Enroliment Notifications v ‘wmmzz = ‘ | 04/11/2022 = ‘

= The results will appear at the

bottom of the page m
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Return to Provider

Correspondence Search Results

+ Click on the Correspondence you e T P

# Send Additional Information (RTP Notice) ENROLLMENT 03/21/2022

wish to view Ohio Medicaid Provider Application Received ENROLLMENT 03/21/2022

= A pop-up window opens
containing the text of the
correspondence R 8

Body  Subject: Provider Screening and Enrallment Registration-Action Required

Dear Provider:

= The reasons for the return
are listed in the body of the

e m a i I P21 - NPI # and Taxonomy not attached or incomplete
- Verify that NPI# and taxonomy correspond

Your Ohio Medicaid Provider Application/Agreement could not be processed as submitted. Your provider enrollment application has been returned because the Ohio Medicaid Enrollment
requires additional information in order to process the application

Please see the return reasons below:

Within the next 30 days, please log into the Provider Network Management system http /fohpnm-tm omes maximus com/OH_PNM_TRN/Account/Login aspx to complete and resubmit your
provider enrollment application request. Failure to do so within 30 days of this communication will result in the closure of the application

] CI |Ck th e ¢ X’ | n th e to p_ rl g ht CO rn e r' Please note the return reasons listed in this email will also be displayed in the portal identifying the pages that need correction or require additional information. If you have any questions, please

contact the Provider Enrollment Customer Service at 1-800-686-1516

to CI Ose th e m essag e po p u p If you are mailing paper copies of required documentation, please send to the following address:

Provider Enrollment Unit
PO. Box 1461
Columbus, Ohio 43216-1461

Sincerely,

New Enrolilment



Return to Provider

Manage Application

Enrollment Actions #+ Enrollment Action Selections:
Programs Program Selections:

* = Select the '+’ icon to expand the
Self Service + Self Service Selections: section titled ‘Enroliment Actions

= Click the hyperlink for ‘Continue
Registration’

Enroliment Actions _ Enrollment Action Selections:
# Continue Registration
Cancel New Registration
Edit Key Provider Identifiers

= PNM will open directly to the
page(s) that need additional
information

Programs + Program Selections:

Self Service + Self Service Selections:

New Enrolilment



Return to Provider

Proper paperwork not attached (P032) h
- License document uploaded is a blank page

Jump To: Professional Licenses

'. ‘@-’.» @ —>J—>@/->

Hospital Address* Specialties* Taxonomies® Professional Licenses® CLIA Certifications Medicare Number* Group, Organ
*

This is a required section.
W History
A copy of each license must be uploaded to this page.

T g g g e

HS2345234 Ohio Department of Health 1/1/2010 1/1/2025

» That page(s) that need additional information or a correction will be marked with a yellow
exclamation point

= The reason that page was returned will be listed in red text at the top of the page

= Make the proper updates or corrections to the page and click ‘Next’ to update the information
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Return to Provider

Your application is complete and has been saved. Please take time to review your application prior to submission. You will be able to
generate your completed application in PDF form prior to submitting your application.

Once your review is complete, you must click "Submit for Review' at the top of the Agreements page to submit your
application.

_.__:_ V'@ - /

Professional Licenses* CLIA Certifications

& > @) -

Specialties® Taxonomies*

Submit for Review
| swe | Cancal | previous | wext

If any additional pages need
additional information, complete
those pages

When updates/corrections are
made to the page(s) a pop-up
window displays stating that the
application is complete

= Click ‘OK’

The page(s) with the yellow
exclamation point will now display
a green checkmark

Click ‘Submit for Review’ to return
the application, with the additional
information, to be reviewed

New Enrolilment



Return to Provider

= A submission confirmation
message displays to verify your
application, with the additional
information, has been successfully
submitted

Submission Confirmation

You have successfully submitted your application to the Medicaid Program.
Please allow at least 10 days for processing before attempfing to submit any changes.

Return to Home Page

» Click ‘Return to Homepage’ to view
your dashboard

» The completed application will have
an updated status of ‘Submitted’

DD Contract | DD Facility Revalidation
RegID Provid Provider T Medicaid ID Special Locati Effective Date | Submit Dat
T T A T T T Al T T T T T T

517968 James Aust  Submitted 30 - Dentist 17706596256 9999889 General 03/18/22 03/14/22 031427
Individual Dentistry

New Enrolilment



Summary — New Enroliment

My Providers | Select Provider | Pending Agent Requests | Account Administration
. . A . DD Contract | DD Facility . . . Revalidation
Reg ° m g Type _ I spemany S
T T T T T T T T T T

No providers found

= Click ‘New Provider?’ in the top right section of your dashboard to begin your
application

Jump To: Provider Information

. @ =-> @)= O => O = (

Provider Information* F’nmaryr Contact Information* Credentialing Contact Primary Service Address* Billing & Payment Address* Correspond

= A highlighted section of the application indicates the page you are actively working

= A green checkmark indicates the page has been completed

New Enrolilment




Summary cont’d

ENr

= Clicking ‘Next’ will save the information on the page and proceed to the

next page
; . o - . . Revalidation
Reg ID Provider ‘ Status Provider Type _ Medicaid ID Specialty
T T Al T T T Al T T T
517978 Iris Davis Submitted 20 - 15886564297 INTERNAL
Physician/Oste MEDICINE
Individual

= Review your dashboard to stay up to date on the Status of your submitted
application

New Enrolilment



Summary — Return to Provider

= |f a New Enrollment
application is sent back
for additional information,
you will receive a
notification in PNM

* Click on the link under
Reg ID or Provider to
manage the application

» Expand the ‘Enrollment
Actions’ with the ‘+’
symbol and click
‘Continue Registration’

» Update the information on
the requested page(s)
with the exclamation point

= Once saved, click ‘Submit
for Review’

Provider Communication (%]

Body  Subject: Provider Screening and Enrollment Registration-Action Required

Dear Provider:

Your Ohio Medicaid Provider Application/Agreement could not be processed as submitted. Your provider enrollment application has been returned because the Ohio Medicaid Enrollment
requires additional information in order to process the application

Please see the return reasons below:
P021 - NP # and Taxonomy not attached or incomplete
- Venfy that NPF# and taxonomy correspond

e Provider Provider Type Medicaid ID | Specialty Effective Date | Submit Date Revalidation
Due Date
T TOA v T Tl \ \ T

9999689 General 03/18/22 03/14/22 0314127

Dentistry

30 - Dentist
Individual

Return to 1770659625

Provider

James Aust

Enrollment Actions

_ Enroliment Action Selections:
Continue Registration
Cancel New Registration
Edit Key Provider Identifiers

Submit for Review

El KB

Taxonomies* Professional Licenses*

New Enrollment
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Updates & Revalidation Training Agenda

Agenda 01 02

Completing an Update in Display in PNM System —
Updates & Revalidation/ PNM Updates
Reenroliment
This course is designed to deliver a detailed process ( 3 04
for completing an update to a provider file within the |
PNM system
Accessing & Initiating Self- Revalidation/Reenrollment
This course will also show how to complete the Service Functionalities

revalidation/reenrollment process.
A revalidation/reenroliment occurs every
3 years for credentialed providers and 05 06
5 years for non-credentialed providers

In this session, we will review and discuss slides, Submitting Display in PNM System —
then open the Provider Network Management (PNM) Revalidation/Reenrollment Revalidation/Reenrollment

system to review how the processes are completed
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Updates & Revalidation

Completing
an Update
in PNM



Initiating Update to Provider File
B Ohio A Provider Network Management  Medicaid Home Leaming Contact Fee Schedule (DLog out

Select Provider | Pending Agent Requests | Account Administration
DD Contract | DD Facility Revalidation
RegID Provid Provider T Medicaid ID | Special Locati Effective Date | Submit Dat
m_
T Al T T T Al T T T T T T

# 517966 Test Complete 69 - 1952999328 9999885 PHARMACIST 03M11/22 03/18/22 03/11/25
# Training Pharmacist

» [t may be necessary to update your provider file with new or changed information

» Updates are necessary to ensure that all your details with the State Medicaid Program are
accurate

= Alack of up-to-date information may cause issues during data review periods

= To begin the update process, access the ‘Manage Application’ section by clicking either on the
Reg ID or Provider Name hyperlink

Updates



Initiating Update to Provider File

Manage Application

Enrollment Actions #+ Enrollment Action Selections:
¢y Programs ione-
= Select the '+ icon to expand the : + Program Selections:
section titled ‘Enrollment Actions’ _
Self Service + Self Service Selections:

= Click the hyperlink for ‘Begin
ODM Enroliment Profile Update’

Enroliment Actions _ Enrollment Action Selections:
Begin ODM Enrollment Profile Update

n - i i Edit Key Provider Identifiers
A pop-up appears informing yoy SRS
that you have 10 days to submit
your update

You will have 10 days to submit your
update. After 10 days, your
information will be removed, and you
will have to restart your update.

Updates



Initiating Update to Provider File

Provider Update - Lets keep your information current !

Please dlick Update button to update your provider information. Once you have completed all your pdates, you will be able to subit your changes from this screen

» The Provider Update page will
display, showing the different
sections of the application that
can be updated

n
ss
@ Professional Licenses
Update Group, Facility & Hospital Affiliations

(Individual)

Required Documents

Identification

Provider Information

» The sections to update include:

 Most Common Updates

* |dentification

Billing & Payment Address

Correspondence Address

Other Service Locations
[ upcate |

O

» Credentialing Information
(for Credentialed providers)

1099 Address

ite Home Office Address

=4

icenses and Classifications

Specialties

Taxonomies

* Address Information

Board Certification

CLIA Certifications

* Licenses and Classifications
« MCP Affiliation

Medicare Number

Federal DEA Registration

Education

Jpdat MCP Affiliation

 Financial Information

Financial Information

79 W9 Form

« Agreements

@6 ®

Agreements
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Initiating Update to Provider File

Provider Update - Lets keep your information current !

Please click Update button to update your provider information. Once you have completed all your updates, you will be able to submit your changes from this screen.

Address Information

# Billing & Payment Address

Correspondence Address
= One or multiple updates can be Other Service Locations
completed in one sitting, however 1089 Address
only one update can be Home Offce Address

COm pleted at a tl me Licenses and Classifications

Update Specialties

Taxonomies

= Determine which set of data you Update

Update Board Certification

wish to update and click ‘Update’
Update CLIA Certifications

Update Medicare Number

Update Federal DEA Registration

Update Education

Updates



Initiating Update to Provider File

= If you click ‘Update’ for the wrong
section by mistake, go back to the

=Ex Provider Update page by clicking
= ‘Return to Summary’

Same as Practice Location [

Address Type @ Individual O Organization

. J = Enter the updated or new
information on each of the lines
Last Name* Abshire . .
Address 1* 2400 Corporate Exchange Drive you WISh to edlt
Address 2
City* Golumbus . .
. . = |n this example, we have edited
R ’ the contact's name, address,
Ezp 7606 phone number, and email
Phone Number 1*  (555) 555-5555
Phone Ext 1 address
Phone Number 2
Phone Ext 2
— = After all updates have been
j*t”"::m completed on the page, click
Email Address 1" noemail@email.com ‘S ave,
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USPS Address Pop-up

= To maintain accurate addresses, PNM uses a USPS

system search validation for addresses entered According to the USPS
database, the address entered

is inaccurate. The following

» |f your update includes a change of address, the pop-up address was found:
window may display 2400 CORPORATE
EXCHANGE DR
FRANKLIN
= Complete the following steps to advance the process: COLUMBUS, OH 43231-7605
Click on 'Accept' to accept the

» Confirm the validation and accuracy of the address
information

corrections.

e | G

* Click ‘Accept’ on the USPS confirmation prompt

Updates



Initiating Update to Provider File

JumpTo:  Billing & Payment Address

@ > @ - @)= O =0 = (

Provlder Information* Primary Contact Information* Credentialing Contact Primary Service Address* Billing & Payment Address* Correspond

3

Y

Generate PDF

Submit for Review

Cancel

@ — ”-

Billing & Payment Address" Billing & Payment Address*

= To confirm an update has been
After saved, a ‘red dot’ will appear in the
navigation bar for page that has
been updated

= |nitiate additional updates by
clicking ‘Return to Summary’
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Performing Multiple Updates

Provider Update - Lets keep your information current !

Please click Update button fo update your provider information. Once you have completed all your updates, you will be able to submit your changes from this screen.

Most Common Updates

= On the Provider Update screen, the
section updated will display a green
checkmark

Update Primary Contact Information

Update Primary Service Address

(Individual)

= Click ‘Update’ for any additional
sections that need updated data and
enter the new information on that page

Update Required Documents

Address Information

Update Billing & Payment Address @

Update Correspondence Address

» Repeat the process for any other
sections that need to be updated

Update Other Service Locations

@ Update Professional Licenses
Update Group, Facility & Hospital Affiliations

Update 1099 Address

Update Home Office Address

Updates



Affiliations Updates

» |ndividual providers can add Group or

Hospital Affiliations to their file
G Facility & Hospital Affiliati Individual ve n
Thrg:]gl;eqsrz:j Ltey;tion ospital Affiliations (Individual)

Pending Group Affiliations

Deleting your affiliation entry in this section will not delete your confirmed group affiliation.

e I T T S T T
Confirmed Group Affiliations

No pending affiliations found
# dd New
The grid above shows Groups where you are currently confirmed as a Group member (or have in the past been confirmed as a Group member)

ELDER CARE COMMUNICATION SERVICES 1235584590 9999892 03/15/2022  12/31/2299  Confirmed

= Any affiliations confirmed by the Group,
will appear under the ‘Confirmed Group
Affiliations’ section

» To add additional Group or Hospital
Affiliations, click the ‘Add New’ button
under the corresponding section

BROADVIEW NH, LLC 1750691432 03/14/2022  12/31/2299  Confirmed

Hospital Affiliations

Facility Name Staff Category Status of Privileges Primary Facility ..

No hospital affiliations found

Group Affiliation

» When adding a Group Affiliation, enter

the Medicaid ID of the Group
Medicaid ID 9999376

« Hit Tab or click outside the box and

NPl 1245585009 the NPI automatically fill

= Click ‘Save’ to add the Affiliation
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Affiliations Updates

Retum to Summary

Generate PDF

Submit for Review

[
The neWIy added ‘Group Group, Facility & Hospital Affiliations (Individual)
Wl” appear under Pend|ng This is a required secion #
Pending Group Affiliations

G ro u p Affi I i ati O n S, u n ti I th e Deleting your affiliation entry in this section will not delete your confirmed group affiliation.
Group provider confirms S T T e e S W

Training Medical Group 1245585009 9999876 04/22/2022  12/31/2299  Pending Approval 2400 CORPORATE EXCHANGE DR 7 R

the affiliation COLUMBUS, OH 43231- 7605

Confirmed Group Affiliations

agn
= To add additional
O add additiona

The grid above shows Groups where you are currently confirmed as a Group member (or have in the past been confirmed as a Group member)

affiliations, repeat the ormptane e 0 Sttt Athton st s |

process ELDER CARE COMMUNICATION SERVICES 1235584500 0999892 03/15/2022  12/31/2299  Confirmed

BROADVIEW NH, LLC 1750691432 0314/2022  12/31/2289  Confirmed

= \When all affiliations have
Hospital Affiliations

been added, click ‘Save’ to T e T e T
com p I ete th eu pd ate No hospital affiliations found.

Updates



Affiliations Updates

» Groups/Organizations must confirm
individual provider affiliations. (This is when
an individual provider lists the affiliation on
their file)

Individual Providers Associated with Your Group

Ea_-

In Ehe fable below, enter or confirm each indiidual provider that i associated with your group. For Active affiations, click on the Individual providers name to update the Indnadual’s
enrcliment profile

Mete: If the affikation status desplays as Individual Ensoliment Pending Agprovall or as “Individual Rlequires Revalidation’, the individual providar must creabe an acoount in PNM and
ocomplete ther apphcaton for enrollment of re-vabdation

Abways verly that NP you enter for Indniduals are comeact

Display Active Only Yes ® Mo
m » To confirm, an update must be initiated for

Dean Training 1002172021 123112299 Pending s x

Acses Group, Organization & Hospital Affiliations
Erovider Physician'Osteapath  Dual Licensed 02021 12312259 Actve 2024-09-29 2400 CORPORATE .
Trainer Indidual Dentist and EXCHANGE DR
Licansed MDDO
Taring age1 1230228 Pendg ) x = Review the individual providers that are
:;::::rg 101152021 1213112289 E::i;; . % hlgh'lghted and have a status of ‘Pending

Approval’

= Click the ‘pencil and paper’ icon to edit the
provider

Updates



Affiliations Updates

Edit Group Member
First Name* Training Revalidation |Medicaid | Rendering
Name Em=1 Provider Type Specialty Type StartDate |EndDate |Affiiation Status| " ||D el | |
LastName® | Trainer Doan AR e 17162021 123172289 Individual 2400 ;%
Trauning Enrollrment CORPORATE
NPI* Pa l‘ﬂ!l"lg EXCHAMNGE DR
Appraval
Rendering Location*| 2400 CORPORATE EXCHANGE DR, STE 200, COLUMBUS vl h Prowcder Phy‘ﬁlﬁlﬂﬂ.‘ﬂﬁt@ﬂpﬂ‘h Dual Licensed Q302021 123172200 Active 2024-09-29 2400
Traingr Indnidual Dentrst and CORPORATE
Wt ie iz Licenzed MDIDO EXCHANGE DR
Start Date* 10/15/2021 What is this? ar _
Training J Pharmacist PHARMACIST NAWA021 123172289 Confirmed 2024-10-18 2400
Pharmacist CORPORATE
EndDate  12/31/2299 EXCHANGE DR
Training 1A6R2021 123172259 Indnvidua 2400 s x
Medicaid ID Trainer Enroliment CORPORATE
Panding EXCHANGE DR
Affiliation Status  Pending Approval Approval
=n

» Select a Rendering Location for the provider and click ‘Save’
= Continue this process for all providers with a ‘Pending Approval’ affiliation status

= Once all ‘Pending Approval’ providers have been updated, they will no longer display in yellow

Updates



Owner Update

=) Emr
= Click the ‘pencil and paper’ icon

Owner Iformation o) I to edit the existing owner

This 1s a required section

Click on the section header to expand or collapse the panel i nfo rm atio n O r ‘Ad d N eW, to ad d

+ Instructions additional owner information

+ Definitions & Requirements

+ Owner, Managing Employee and Controlling Interest Information - In thIS exam ple we have ed Ited
N S S - the ownership percentage of the
Qrganization Training Clinic LLC 5000 7

Organization Clinic Systems LLC 50.00 z x eXiSti n g Own e r a n d ad d ed a n eW
owner

List the name, home address (no P.O. Box addresses), Date of Birth (DOB), Social Security Number (SSN) and percentage owned for each person with a
direct or indirect ownership ar control interest of 5 percent or more in the provider entity. In addition, list the same information for any subcontractor in
which the provider entity has direct or indirect ownership or control interest of 5 percent or more_ If you are an individual AND you are a solo practitioner

and you own 100 percent of your practice then you would just list yourself as 100% owner - After, a” updates have been
completed on the page, click
‘Save’

+ Real Estate Owners
+ Additional Disclosure

+ Questions

Updates
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Submitting Update to Provider File

JumpTo:  Billing & Payment Address

@ > @ - @)= O = O = (

Provlder Information* Primary Contact Information* Credentialing Contact Primary Service Address* Billing & Payment Address* Correspond

. }/c\)/?lir;\igvt;’pdates are complete, click ‘Submit =)
Elc
= A pop-up window displays indicating that the file
has been modified and which sections have

b h d You have modified the following sections in your application. Click "Ok" to complete
een change your submission. Click "Cancel” to review your application prior to submission:

= Click ‘OK’ to proceed and submit Billing & Payment Address
Group, Facility & Hospital Affiliations ( Individual)

Updates



Submitting Update to Provider File

Submission Confirmation

= A submission confirmation
message displays to verify your
updated file has been successfully
submitted

You have successfully submitted your application to the Medicaid Program.
Please allow at least 10 days for processing before attempfing to submit any changes.

Return to Home Page

» Click ‘Return to Homepage’ to view
your dashboard

DD Contract | DD Facility Revalidation
Reg ID Provid Provider T Medicaid ID Special Locati Effective Date | Submit Dat
T T Al T T T Al T T T T T T

517960 James Complete 20 - 1790794972 9999882 INTERNAL 03/09/22 04/22122 03/08/27
Abshire Physician/Oste MEDICINE
Individual

Updates



Continuing an Unfinished Update

ue e
T T All T T T All T T T

= Click on the Reg ID or Provider

N ame H y pe r| | N k 517960 James Complete 20 - 1790794972 9999882 INTERNAL  03/09/22 04722122 03/08/27
Abshire Physician/Oste MEDICINE
Individual

= Select the ‘+’ icon to expand the
section titled ‘Enroliment Actions’

Manage Application

= Click the hyperlink for ‘Continue

Enrollment Actions i S
. , # + Enroliment Action Selections:
ODM Enroliment Profile Update
Programs + Program Selections:
= PNM will open the application to

= Continue entering provider details

for the new enroliment application Enrollment Actions _ Enrollment Action Selections:
# Continue ODM Enrollment Profile Update
Cancel Update Registration
Edit Key Provider |dentifiers

Updates



Submitting Update to Provider File

Yes
Yes
Yes
Yes
No
No
No
No
No
No (automatic call with e-license)
Yes
No
No
No
No
No
No
No
No
No
No
No
No

Yes
Yes
Yes
Yes
No
No
No
No
No
Yes

No
No
No

No
No
No

No
No
No

Updates
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Accessing Self-Service Functions

B Ohio A Provider Network Management  Medicaid Home Leaming Contact Fee Schedule O Log out

DD Contract | DD Facility Revalidation
Reg ID Provid Provider T Medicaid ID Special Locati Effective Date | Submit Dat:
T Al T T Al ¢ ¢ ¢ Y T

# 517966 Test Complete 69 - 1952999328 9999885 PHARMACIST 03M11/22 03/18/22 03/11/25
# Training Pharmacist

» The self-service panel of functions is accessed through the Provider Management homepage

= To begin the process, click either on the Reg ID or Provider Name hyperlink

Self-Service Functions



Accessing Self-Service Functions

Manage Application

Enroliment Actions + Enrollment Action Selections:
Programs + Program Selections:
- ‘+, H
Sele.Ct th.e ‘|con to ex.pa,nd the Self Service mm) + Self Service Selections:
section titled ‘Self Service

» The panel will display with several
options, or hyperlinks, for you to
access to begin the process

Self Service _ Self Service Selections:

View Provider File

Provider Correspondence
Remittance Advice

Recipient Eligibility

Claims

Prior Authorization

Cost Reports and Rate Setling
Hospice

Payment Innovation Reports

Self-Service Functions



Initiating Update to Provider File

Self Service

_ Self Service Selections:

View Provider File
Provider Correspondence
Remittance Advice
Recipient Eligibility
Claims

Prior Authorization

Cost Reports and Rate Setting
Hospice
Payment Innovation Reports

View Provider File: Opens a ‘read-only’ version of the
provider file

Provider Correspondence: Allows you to access any
correspondence that has been sent from PNM or MITS
relating to the provider file

Remittance Advice: Redirects you to MITS to begin a
Remittance Advice search

Recipient Eligibility: Redirects you to MITS to begin an
Eligibility search

Claims: Redirects you to MITS to begin a claim
submission or inquiry

Prior Authorization: Redirects you to MITS to begin a
prior authorization submission or inquiry

Cost Reports and Rate Setting: Redirects you to MITS
to access the information

Hospice: Redirects you to MITS for Hospice details

Payment Innovation Reports: Redirects you to the
Haven portal

192 Self-Service Functions



Provider Correspondence

= Click the hyperlink for ‘Provider
Correspondence’

» Select a Correspondence Type
from the drop-down

« EX. For Correspondence
related to the provider
enrollment application, select
‘Enroliment Notifications’

» Enter a date range for the search
= Click ‘Search’

= The results will appear at the
bottom of the page

Self Service

*Correspondence TYPE

# Enrollment Notifications

_ Self Service Selections:

View Provider File

# Provider Correspondence
Remittance Advice

Recipient Eligibility

Claims

Prior Authorization

Cost Reports and Rate Setling

Hospice

Payment Innovation Reports

W

Date Available From: @

Date Available To: @

| 01/01/2022

= | ‘ 04/11/2022 = ‘

El

Self-Service Functions



Provider Correspondence

Correspondence Search Results

Correspondence Subject Correspondence Type m

# Send Additional Information (RTP Notice) ENROLLMENT 03/21/2022
Ohio Medicaid Provider Application Received ENROLLMENT 03/21/2022

» Click on the Correspondence you
wish to view

[ ] A pop_up WlndOW OpenS Provider Communication =

Body  Subject: Provider Screening and Enrallment Registration-Action Required

containing the text of the Dear Provider
Your Ohio Medicaid Provider Application/Agreement could not be processed as submitted. Your provider enrollment application has been returned because the Ohio Medicaid Enrollment
CO rreS pO n d e n Ce requires additional information in order to process the application

Please see the return reasons below:
P21 - NPI # and Taxonomy not attached or incomplete
- Verify that NPI# and taxonomy correspond

. (3. .
u CI ICk th e X I n th e tO p' rl g ht CO rn e r Within the next 30 days, please log into the Provider Network Management system http /fohpnm-tm omes maximus com/OH_PNM_TRN/Account/Login aspx to complete and resubmit your
provider enrollment application request. Failure to do so within 30 days of this communication will result in the closure of the application
tO CI OSe th e m essag e pO p U p Please note the retumn reasons listed in this email will also be displayed in the portal identifying the pages that need correction or require additional information. If you have any questions, please

contact the Provider Enrollment Customer Service at 1-800-686-1516
If you are mailing paper copies of required documentation, please send to the following address:

Provider Enrollment Unit
PO. Box 1461
Columbus, Ohio 43216-1461

Sincerely,

Self-Service Functions



Self-Service Redirect to MITS

Ohio | search_|

Department of Medicaid

Welcome. NICOLE RUFFING Wednesday 03/17/2021 2:37:43 PM

ors | Cost Report Account Claims Eligibility Prior Authorization Reports Publications PMNM Provider Home

= For the functions that redirect you to MITS, the MITS panel will open, and the options
will display at the top of the screen

= Complete the processes for Claims, Prior Authorization, Recipient Eligibility, Hospice,
Remittance Advice and Cost Reports as you do today in the MITS portal

Self-Service Functions



Payment Innovation Reports

| |
Self Service  _ Self Service Selections: Ohlo o gOV
vlew_ meder FIIE Welcome (THTCTY1) TRINITY HOSPITAL TWIN CITY
Provider Correspondence
- . [ Payment Innovation Reports Episode Claim Search CPC Performance
Remittance Advice . =
Recipient Eligibility . g
Claims Payment Innovation
. . . Please select one of the panel options
Prior Authorization i one-
. Payment Innovation Reports.
Cost Reports and Rate Setting - N
. pisoge ams
Hospice

CPC Performance

# Payment Innovation Reports

Powered by
Gainwell Technologies

» Selecting ‘Payment Innovation Reports’ from the Self-Service
menu directs you to the Haven portal where you can access the
Payment Innovation Reports by clicking on the hyperlink listed

Self-Service Functions
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Revalidation/Reenroliment - Homepage

DD Contract | DD Facility Revalidation
Reg ID Provid Provider T Medicaid ID Special Locati Effective Date | Submit Dat
T T Al T T T Al T T T T

T

517960 Test Complete 69 - 1790794972 9999882 INTERNAL 03111119 03717119 03117722
Training Pharmacist MEDICINE

= Make note of the Revalidation Due Date on the far-right column

= |f within 120 days of Revalidation Due Date, the option to begin a revalidation/reenrollment
will be present

= Revalidation/Reenrollment is required to be completed by all providers:
» For credentialed providers, every three (3) years

« For non-credentialed providers, every five (5) years

» To begin the Revalidation/Reenroliment process, access the ‘Manage Application’ section
by clicking either on the Reg ID or Provider Name hyperlink

Revalidation/Reenroliment



Initiating Revalidation/Reenroliment

Manage Application

Enroliment Actions - + Enrollment Action Selections:

= Select the ‘+" icon to expand the Programs
section titled ‘Enroliment Actions’

+ Program Selections:

Self Service + Self Service Selections:

= Click the hyperlink for ‘Begin
Revalidation’

= The file will open to the first page:

Provider Information Enrollment Actions _ Enrollment Action Selections:
# Begin Revalidation
Edit Key Provider Identifiers

Request Disenrollment

Revalidation/Reenroliment



Revalidation - Navigation

Jump To: Provider Information

@ > @ =-> @ => O =2 O = (

Provider Information* Primary Contact Information* Credentialing Contact Primary Service Address* Billing & Payment Address* Correspond

. S A red asterisk (*)
A navigational bar appears at the indicates the application

top of the application allowing you page i ired r

ge is required to be
to view which page you are completed m - m
actively working (highlighted)

Save: Saves the current page and remains on the page
= Once an application page has

_ Cancel: Clears the work entered and does not save the page
been completed and saved with

the required information, a green Previous: Returns to the previous page
checkmark will appear next to the Next: Saves the current page while advancing to the next
image in the navigational bar page of the application

Generate PDF: Creates a file with all the application

information to be saved to your records (use once application
is complete)

= Pages can also be accessed
through the ‘Jump To’ drop-down

201 Revalidation/Reenroliment



Primary Contact Information

El K3

W History

Name*  Test Training n ReV|eW the |nf0rmat|0n

The primary contact is the main person responsible for the information submitted

Tite on the page to
Address1* 2400 CORPORATE EXCHANGE DR determine accura cy

Primary Contact Information
This is a required section.

Address 2

City*  COLUMBUS

State* v
c“t,, f“ e = Change or update any
oun ranklin County v . . .
[ information that is not
ExtZip 7605 current
Phone Number 1* | (614) 5554321
Phone Ext 1
= O o el e = Click ‘Next’ to save the
Phone umber 2 information and
Phone Ext 2

_ proceed to the next
Fax Number 1 E o page

Fax Number 2

O YBS ® NO indicate this is a cell phone if you wish to receive text message

Email Address 1*  test@trainingpharm.com

Email Address 2

Office Manager

Revalidation/Reenroliment



Updates & Revalidation

Submitting
Revalidation
Reenrolimen




Submitting Revalidation/Reenroliment

Your application is complete and has been saved. Please take time to review your application prior to submission. You will be able to
generate your completed application in PDF form prior to submitting your application.

. 1 )
u After y0U Cl |Ck Save and a” Once your review is complete, you must click "Submit for Review' at the top of the Agreements page to submit your
application.

pages are complete, you will
receive a message in a pop-up
window

¢ Click ‘OK’ / / / \/
= el =l ¢
= Review any pages by clicking on @

. . 1099 Address* Home Office Address* Specialties* Taxonomies*
the icon or selecting the page

from the ‘Jump To’ drop-down

Home Office Address”

menu Provider Information® v
Primary Contact Information® \/

Pri Service Add *
= Pages that have been completed ALy SeTiEs RECIess v
. Billing & Payment Address® \/
or viewed should have a green Comrespondence Address” v
checkmark Other Service Locations v
1099 Address™ ‘/
v
v

Specialties”

Revalidation/Reenroliment



Submitting the Revalidation/Reenroliment

If you would like a copy for your
records, click ‘Generate PDF’ to
download a copy of the updated
file to your computer

« The pdf copy will download to
the folder that you have
specified for downloads in
your browser

When you are ready to submit
your revalidation/reenrollment,
click ‘Submit for Review’

Submission Confirmation

You have successfully submitted your application to the Medicaid Program.
Please allow at least 10 days for processing before attempting to submit any changes.

Return to Home Page

= Department of
Ohio | Medicaid

Provider Information

Mame of Business Entity
DBA

Practice Type
Ownership Type

First Name

Middle Initial

Last Mame

Title

Tax 1D

MNP

NPI Start Date

Gender

Registration Application Details

Test Training

PHARMACY

SOLE PROPRIETORSHIP

Test
Training

131634458
1316344583
03/09/2022
Male

Example of pdf

Submit for Review
ENEES RN

Revalidation/Reenroliment



Summary - Updates

T Al T T T Al T T T T

517966 Te_s_t_ Complete 69 - _ 1952999328 9999885 PHARMACIST 03/11/19 031719 03/17/22
= Click either the Reg ID or Training e
Provider Name hyperlink
to access the ‘Manage Manage Application

Application’ menu

Enroliment Actions #+ Enrollment Action Selections:
= Select the ‘+’icon to TR P Selecti
_ _ + Program Selections:
expand the section titled
Enrollment Actions Self Service + Self Service Selections:

= Click the hyperlink for

‘Begin ODM Enrollment A
- : nrollment Actions _ Enroliment Action Selections:
Profile Update # Begin ODM Enroliment Profile Update
Add ODA Services
Edit Key Provider |dentifiers
Request Disenrollment

Revalidation/Reenroliment



Summary - Updates

Provider Update - Lets keep your information current !

Please click Update button to update your provider information. Once you have completed all your updates, you will be able to submit your changes from this screen.

= Click ‘Update’ for the section —
you wish to change information wn) WTZTR i 8 Payment Addres

Correspondence Address
= Complete the new/updated Other Service Locations
information and click ‘Save’ 1099 Address

Home Office Address

= The navigation bar will display
a ‘red dot’ to indicate the
update saved

-
= To make additional updates, @
click ‘Return to Summary’ and

Billing & Payment Address*

Return to Summary
Generate PDF

Submit for Review

repeat the update steps Cancel

= Once all updates are made,
click ‘Submit for Review’ to
send updates for review

Revalidation/Reenroliment



Summary — Revalidation/Reenroliment

T Al T T T Al T T T T

517966 Te_s_t_ Complete 69 - _ 1952999328 9999885 PHARMACIST 03/11/19 031719 03/17/22
= Click either the Reg ID or Training e
Provider Name hyperlink
to access the ‘Manage Manage Application

Application’ menu

Enroliment Actions #+ Enrollment Action Selections:
= Select the ‘+’icon to TR P Selecti
_ _ + Program Selections:
expand the section titled
Enrollment Actions Self Service + Self Service Selections:

= Click the hyperlink for

‘Begin Revalidation’ _
Enroliment Actions _ Enrollment Action Selections:

# Begin Revalidation
Edit Key Provider Identifiers
Request Disenrollment

Revalidation/Reenroliment



Summary — Revalidation/Reenroliment

JumpTo:  Primary Contact Information

. Proceedthroughee?ch. . —. . ) . > O > . —> C

pag e Of th e fl I e . reV|eW| n g Pro‘.rlder Information* Primary Contact Information* Credentialing Contact Primary Service Address* Billing & Payment Address* Correspond

the information present

» |f changes need to be

made, edit the existing
information or add new Submit for Review

el El KB

» Once all pages have been
reviewed, confirm each
page has received a

green checkmark Revalidation/Reenrollment occurs:

= Every three (3) years for credentialed Providers
» Click ‘Submit for Review’
to send the = Every five (5) years for non-credentialed providers
revalidation/reenrollment
to be looked at

Revalidation/Reenroliment



Questions

Thank you!
We welcome your feedback!

Evaluation

O o
Please complete the //
course evaluation in the
Absorb LMS ‘ For additional questions,

please reach out to us at
Training materials & guides can ohiotrainingteam@maximus.com

be found in the Absorb LMS

\ 213 Training
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