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Training Objectives

e Understand how to become a Medicaid Provider
* \Who needs to enroll?

>» Rendering vs. Billing provider
* Application
* Enroliment
* Billing Preview
* Know where to find reference material
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Becoming a Medicaid Provider

* |n order to enroll as Medicaid Provider:

» Download, complete, submit Provider Enroliment
Application:

= Include NPI, licensure, & insurance

= Include all other required documents from the Provider
Application Checklist
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Provider Enroliment

Question:

Who needs to enroll with
Colorado Medical Assistance Program?

Answer:

Everyone who provides services for
Colorado Medical Assistance Program members
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Rendering Versus Billing

Rendering Provider y \

* Individual that provides services to a
Medicaid member

Billing Provider
* Entity being reimbursed for service
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Provider vs. Rendering Application

Standard Provider
Application

 Most often requires the
use of an EIN

e Direct pay or billing entity

e Payments reported to the
IRS

Rendering Provider
Application
e Enrollment requires
SSN only

* Individual providing services to
a Medicaid member

* Indirect pay entity - receives
payments through a billing
entity
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NEW! Department Website

== | | https://www.colorado.gov/hcpf
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Find
Doctors

Feeling Sick? Get Covered.

Formaedicalaciics,call he Nirse Line Stay Healthy.
8 0 0 -2 8 > -32 21 color)a/do.govlhealyh

Colorado Department of Health Care Policy and Financing ;



Enrolilment Documents

COlOI’EldO The Official Web Portal Translate

COLORADO

Department of Health
.| Care Policy & Financing

Home For Our Members For Our Pr 5 For Qur Sta

For Our Providers » Provider Enrollment

Provider Enrollment

Thank you for your interest in becoming a Colorado Medicaid provider.

To begin the application process please select your provider type then click Go.

Select one v| _Go |

NOTE: Individual Substance Use Disorder providers including physicians, nurse practitioners, and psychologists-(PhD or MA) must complete the

Standard Provider Application.

Need Help? Please see below for application resources and information:

© Provider Enrollment Applications
© Provider Enrollment Application Resources

© Change of Ownership (CHOW) or Change in EIN Information for Providers
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Completing the Application

* The following slides show how to complete each page of
the Standard Provider Application

» Similar blocks in the Standard Provider Application can be
referenced to complete the Rendering Provider Application
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Change of Ownership (CHOW) or Federal
Employer Identification Number (EIN)

Indicate if the application is a result of a change of

ownership or change of EIN

Yes No
e Complete required information e Check “No”
 Sign and date at bottom of page  Sign and date at bottom of page
Change of Is this application due to a change of ownership? Mo [ Yes [
Cwnership Are you purchasing this business or practice from an enrolled Colorado Mo O Yes I
Information  Medical Assistance Program provider?
|s this application due to a change of EIN? Mo [ Yes [

If no, skip the next block and sign & date below.

If yes, you must complete the following information in advance of the effective date, and
sign & date below.
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Change of Ownership (CHOW) or Federal
Employer Identification Number (EIN)

* All providers must contact Provider Enrollment prior to the
effective date

>» New owners cannot use previous owner’s
provider number

>» New provider number must be assigned prior to new claim
submissions

» New NPI may be required

12
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Name & Business Organization Information

Mame and | Individuals (Applying under Social Security Number for direct payment) |

ypeof  |individual practitioners must enroll using the name shown on their social security card. If
Business | payments for services are to be made to a group practice, partnership, or corperation, then the
Practice | group, partnership, or corporation must enroll and obtain a Medical Assistance Program

[ ] E nte r I N d iVi d u a I’S (complete | Provider numberto be used for submitting claims as the billing provider. All individual

only one practitioners who render services must be enrolled.

name & information bax)

Individual (SSN)

NdVEE § 3 NaTE FrEhars M Tielagra

So0is Seourty Numoer Cate of S

OR

Group (EIN)

e Complete Business I
Ve nt u re Se Ct i O n IMark the applicabletype of business:

Business ventures (sole proprietors, groups, partnerships, and corporations)
(Applying under an EIN - include a copy of the IRS LTR 147C form if possible.)

Lagal busness nams {xaclly 35 rag islerad with e Imernal Revenuz Sand :é:

< Partnership > Limited Liability Pattner ~ © Sole Proprietor Z Other
< Trust < Government Agency & Corporation
¢ I n CI u d e CO py Of I RS LTR Institutions:

Indicatethe type of control of the facility if applicable (please check one)

147C (if ava i I a b I e) 2 State 2 Federal  Inclian Health Center < Other
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Name and Business Organization Information

Section 3 — Medicaid Participation Information
e Check Yes or No

o If “Yes” - complete each question

o Are you currently enrolled in the Title XIX (Medicaid) program or CHIP of any other state(s)?
Medicaid _ )
Participation Yes [0 Mo [ If Yes, which states®

Are you currently applying for enrollment in the Title XIX (Medicaid) program or CHIP of any
other state(s)?

Yes O Mo O If Yes, which states?

Have you ever been denied enrollment in the Title XIX (Medicaid) program or CHIP of any
other state(s)?

Yes [1 MNo [ IfYes, which states and when?

Has your enrollment in the Title XX (Medicaid) program or CHIP of any other state(s) ever
been terminated?

Yes [] Mo [ IfYes, which states and when?
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Name and Business Organization Information

Section 4 — Backdate Request

e Check box to request backdate

e Approval not guaranteed

4 E‘.Z:Eﬁie Please check if you have seen Colorado Medical Assistance clients within the past 120 days.

[ (Checking this box does not quarantee approval )
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Lawful Presence Verification

Each applicant who is 18 years of age or older, requesting to
receive direct reimbursement under his/her SSN must attach:
e a completed lawful presence verification affidavit

 a copy of identification (possible identification documents as listed)

Note: Providers enrolling with an EIN are not required to complete this section

Verification of Lawful Presence inthe United States

All individuals enrolling under a SSN and requesting to receive direct reimbursement must complete

Verification Please refer to the Department of Revenue’s website at

of Lawful httpihvwww colorado. govirevenue »Library s Evidence of Lawful Presence: HBO6S-1023

. for further information.
FPresence in

the United Each individual applicant who is 18 years of age or older and requesting to receive
States direct reimbursement must attach a photocopy of one of the following
documentation types AND sign the following affidawit.

Fursuant to C.R.5. § 24-76.5-103, on or after August 1, 2006, each agency or political
subdivision of the State shall verify the lawful presence in the United States of each natural
person eighteen years of age or older who applies for state or local public benefits or for
federal public benefits by requiring the applicant to produce one of the following:

1) Avalid Colorado driver's license or a Colorado identification card; or

2) A United States military card or a military dependent’s identification card; or
3) A United States Coast Guard Merchant Mariner card; or

4) A Mative American Tribal Document

ArMD

Execute the afidavit below.
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Provider Address Information

Without service location address applications will be considered incomplete

* PO Boxes or Intersections are not acceptable

Address Information

All applicants mustcomplete

Provide the street address of the location where services will be rendered.
Semnice
Location
Address & Strest Address [must be strest sddress)
Phone
Infarmation e T =i ==

{ ) { )

Woice Telephons Mumbsr Fax Telephons Mumbsr

Complete the following information if the billing office address is different from service location
Billing Office  address. Payments (if any) will be sent to this address if different from the semice location
Address & address.
Phone

Information

Strest Address; PO, Box

City Gty State Zip

{ } { }

Woice Telephons Mumbsr Fax Telephons Mumbsr

If the billing office address is the same as the
service location, indicate “Same”
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Provider Address Information

If the mailing address is the same as the service location, indicate “Same”

Complete the following information if the mailing office address is different from service location

Mailing address. Special mailings (if any) will be sent to this address if different from the semnice location
Address &  address.
Phone
Information
Girest Agdress,; F.O. BoxX

City County State Zip

Woice Telephone Number Fax Telephone Mumber

Faxback Faxback eligibility allows providers toverify eligibility by telephone and, after hearing the

Eligibility information spoken, receive a fax with the information. If you wish to use this service, your fax

Telephone telephone number must be recorded on your provider enrollment record. Please identify the
telephone number where the faxback eligibility report should be sent. Only a single faxback

Mumber
number can be recorded.

Faxback telephone number | )

Indicate your fax number if you choose to use
the member eligibility faxback service

Colorado Department of Health Care Policy and Financing




Provider/Submitter Electronic Information

Boxes are pre-checked for applicants, using the Colorado Medical Assistance

Program Web Portal, to submit & retrieve electronic data for themselves

Provider/Submitter Electronic Information

All applicants submitting claims or retrieving reports electronically must complete

Colorado Medical Assistance Program rules (8.040.2) require the electronic submission of claims except in certain
circumstances. Providers may also retrieve reports electronically. In order to electronically submit claims, or
electronically retrieve reports, applicants must complete these sections. Boxes pre-checked below are default settings
that allow the provider to submit and retrieve electronic data themselves.

Please
indicate how
you plan to
submit your
electranic
transactions

Electronic Transactions
State's Provider Web Portal

Transactions available for transmission
X12M 270 (Eligibility Inguiry)
K12N 276 (Claim Status Inguiry)

Check appropriate box if utilizing:
L1 Vendor Software

L1 Billing Agent
L1 Clearinghouse/Switch Vendor

#12M 837F (Professional Claim)
<X_x12mh 8370 (Dental Claim)

X12M 278 (Prior Authorization)

If utilizing alternative method,
check appropriate box

* Vendor Software

e Billing Agent

e Clearinghouse
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Electronic Report Response Retrieval

All billing providers are required to have Trading Partner (TP) ID number

Applicants using billing All other applicants
agent/clearinghouse or vendor

e TPID will be issued to you upon
software approval of your application

* Enter their 5-digit submitter ID or 6-
digit TPID in second set of boxes

e Do not enter anything in first box

e Write product name on the line

All software vendors must have their own uniquely assigned Submitter or Trading Partner D to
act on your behalf. Please contact your software vendor to obtain their ID, and confirm the ID is
active and functioning. Then, enter the software vendor's 5-digit Submitter ID or 6-digit Trading

Electronic
Report/

Response Partner ID and the software product name.
Retrieval

NI

Software Product
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Electronic Report Response Retrieval

Optional Reports

e Select additional reports as needed

e Reports can only be sent to one (1) ID

Optional Reports

[ 1X12M 820 (Client Capitation)
Accept/Reject Report

[1 PCP Roster

[1 x12M 834 (Benefit Enrollment
and Maintenance)

PAR Letters

If the Receiving TPID field is left blank, it will by default be returned to submitting provider's TFID
Recsiving TRID

Receiving TRID

[ ] X12M 835 (Claim payment/Claim
report. Providers must have EFT to
receive this report.)

Provider Claim Report (Previously
called the Remittance Advice Report)

[ 1 Managed Care Transactions
[ ] ACC Raoster Report

Indicate if a report should be
delivered directly to the:

e Provider’s TPID
e Billing Agent’s TPID
e Clearinghouse’s TPID

If newly enrolling
(awaiting assigned TPID)

* Note “pending” in space
for Receiving TPID
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Provider/Submitter Electronic Information

Delimiter
e Usually used by billing agent/clearinghouse or software vendor
e Select preference as to how data will be divided

» ie: the comma character, which acts as a field delimiter in a sequence
of comma-separated values

Element Delimiter (] Sub-element Delimiter (] ~ Segment Delimiter []
1 2 (Complete if  to be used: to be used: to be used:
appropriate)  Default Delimiter (asterisk) *  Default Delimiter (colon) Default Delimiter (tilde) ~

The Department will provide you with more information at a later date, including a User 1D and
Fassword, under separate cover.

Delimiter

Colorado Department of Health Care Policy and Financing ‘. 4




Provider/Submitter Electronic Information

Primary contact - the individual authorized to manage the
State’s Provider Web Portal

Note: If primary contact information is not provided, application
will be considered incomplete

Primary Contact Information/Trading Partner Administrator

Web Portal

Contact Contact Individual Mame:

Information i First Mam=s La=t Mams= Title
Business Street Address:
City: State: Lip:
Telephone: { ) Fax: ( )

Business email address:

Secondary Contact Information/Trading Partner Administrator

Contact Individual Mame:

First MNams ILz=t Name Title
Business Street Address:
City: State: Jip:
Telephone: { ) Fax: ( )

Business email address:
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EDI Provider Authorization

~ EDIProvider Authorization

TO b e co m p I eted by: All providers authorizing a billing agent, clearinghouse, or another provider to auhmitc:jr;::r':emvzgacl?r:;tlieatgaazz::;:
- a p p I ica nt a utho riZi ng th i rd This must be completed by the billing provider not a rendering provider.
party to submit transactions &

EDI Provider
Authorization

This authorization must be completed and signed by the billing provider who wishes to authorize a billing
agent, clearinghouse, or other provider to maintain, control, submit and/or retrieve designated
reports/transactions.

The billing agent, clearinghouse, or other provider will not be allowed to access information on a

ret ri eve e | e Ct ro n IC re p O rts/ provider's behalf without the subrmission of this explicit authorization.
responses

Provider, hereby appoints

Frovider Name (please print]

Billing Agent/Clearinghous=/Gther Frovider Name (please print) Billing Agent/Clearinghouss/Other Provider Trading Fartner or Submitter 1D

to act as an authorized agent for the purpose of submitting health care transactions electronically on
Provider's behalf to the Colorado Medical Assistance Program.

Don’t forget to pro ide a
Provider must also check one box below:
[
O Provider authorizes the agent listed above to retrieve some or all electronic reports/responses on
Provider's behalf

OR

e |Individual must sign and date () rovicedoes NOT auore te sgent it s o retrieve et reporsesponses on

e For group application, an I
authorized person must sign
and date

Do not complete if: =

e applicants submitting own claims directly to State’s Provider Web
Portal
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EDI Provider Authorization - Instructions

If you will be

This must be completed by

EDI Provider
Authorization

This authorization must be completed and signed by the billing p
agent, clearinghouse, or other provider to maintain, control, submit and
reports/transactions.

The billing agent, clearinghouse, or other provider will not be alld
provider's behalf without the submission of this explicit authorizat

submitting/retrieving
claims information

If you are a
Group

If you are an
Individual
authorizing third
party billing

authorizing third
party billing

Enter the enrolling
individual’s name

Enter the enrolling
group’s name

Biling Agent/Clearinghouse/Cfher Frovider Name (please print)

to act as an authorized
Provider's behalf to the Colorado Medical Assistance Program.

Provider must also check one box below:

Billing Agent/Clearinghouse/Other Progliier Trading Partner or Submitter (D

Enter billing agent, clearinghouse or

L] Provider authorizes the agent listed above to retrieve some br all electroni§ reports/responses on

Provider's behalf
OR

other billing provider name

W

Enter billing agent, clearinghouse or

(] Provider does NOT authorize the agent listed above to retrigve electronic reports/resp
Provider's behalf.

0nses on

Provider/Provider Reprasentative Name (plefse print)

other provider’s trading partner or
submitter ID

L4

Don’t forget to check the appropriate

Provider/Provider Representative Signature Date

box and provide signature
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Provider Type

Section 15 - Provider Type

e |ndicate provider type for applicant

e Only one box can be checked, per application

» Separate application must be completed for each provider type
unless Waiver Services (HCBS)

From the list below, identify the provider type (refer to the provider type listing in Appendix A)
appropriate forthis application. You must complete a separate application for each provider
Type type (check only one box unless specified differently below). If you do not find the appropriate
providertype on the list below, you may not be eligible to enroll in the Medical Assistance

Provider

Program at this time. Please call Provider Services at 1-800-237-0757 for assistance and
further directions.
Ambulatory Surgical Center (44) [J] Optician/Optical Qutlet (08) L] | Waiver Services (HCBS) (34)
Audiologist [19) ] Optometrist (07) Ol | icheck ail boxes sppiicabie for the
Case Manager (11} 1] Pharmacy (09) Waiver Services listed beiow.)
Chiropractor (18) Ol Pharmacy O] Adult Day Services [
Clinic Indian Health Service CI] Alternative Care Facility [
Community Mental Health {35) Ol Mail Order 1] Behavioral Programming L]
Developmental Evaluation (46) OJ| Rural Dispensing Physician Site  [J]| Behavioral Therapies (Autism) [
Family Planning (29) CI| Physician Bl Assistive Technology O
Organized Health (16) O} M.D.(05) 1] Children with Life Limiting lliness
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Licensure

Section 16 - Licensure

e All Individual applicants must submit a license

» Effective and expiration dates must be documented on license

» If either date is missing, application is incomplete

e Groups that require sales tax license or facility license (Medicare
Survey License) must also attach these licenses

Provider types requiring license/certification information are identified in Appendix A. Attach a

Licensure . : - . o
copy of license(s) that includes the original effective date and expiration date.

License Number License Authority/Board Effective Date Expiration Date
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Practitioner Specialty Information

Section 17 — Practitioner Specialty Information
e All board certified practitioners should complete

Practitioner || Doard certified, please provide the specialty board certification number, effective date, and
Specialty ~ @xpiration date of certification. If needed, provide additional information on the reverse or
attach additional pages.

specialty Certificate Number Effective Date Expiration Date
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Insurance

Section 18 — Malpractice/General Liability Information
e Required for all applicants
e Must submit copy of insurance

Malpractice/ All Applicants must complete. Malpractice/General liability insurance is mandatory
1 8 General under current State and Federal laws.
Liability

Medical Malpractice/General
Insurance

Liability insurance carrier:

Colorado Department of Health Care Policy and Financing ‘. &



Registration Information

Section 19 — Pharmacy Registration Information
* Required for Pharmacy only

Pharmacy applicants must complete. Failure to complete this section may affect
reimbursement rates.

National Council on Prescription Drug Programs (NCPDP) number (7 digit number)
(Formerly National Association of Board Pharmacies (WABP) number)

Pharmacy classification (check one)
] Metro (independent) ] State Govemment 1 Mail Qrder
] Rural (Independent) ] 340B

Pharmacy
Registration

] Hospital Federal Government
] Chain ] Hospital
] Specialty/Infusion ] Retail
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Registration Information

Section 20 — CLIA Registration Information
e Required to provide laboratory testing services

e Must submit copy of certification

CLIA Applicants who provide laboratory testing services must complete. Enter your current

Registration CLIA registration number(s). If you do not perform CLIA office testing, you may omit this
section. Attach a photocopy of your CLIA cerificate that indicates the effective date and the
expiration date. (Attach additional pages if necessary.) Mote that this information is for
CLIA certificates that you hold, not for laboratories, etc. that you use.

CLIA Number Certification Type Effective Date Expiration Date
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Registration Information

Section 21 - Institutional Bed Information
e To be completed by hospitals, nursing facilities, and alternative

care facilities only

o Hospital and Nursing Facility applicants must complete.
Institutional
Bed
Information Hospitals w Mumber of Inpatient beds
Mursing Facilities w  Number of Skilled Beds
Mumber of ICF Beds
ACF = Mumber of ACF Beds
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Registration Information

Section 22 — Other Registration Information

e DEA Number — Required to stock or distribute controlled substances
* NPI Number — National Provider Identifier (NPI)

e Taxonomy Number — hierarchical code set designed to categorize the
type, classification, and/or specialization of health care providers

oth Applicants with a Drug Enforcement Agency Number, National Provider ldentification
er

: ) Mumber, and/or a Taxonomy Number must complete. Please attach a copy of the
Registration registration.

Number Begin Date End Date

DEA Mumber m

MPI Mumber® =

Taxonomy Mumber™ m

*The following providertypes are not requiredto submit an NP1 or Taxonomy number: Non-Emergency Transportation,

Home & Community Based Services Waiver providers, Case Management providers, Managed Care Health Plans, &
Behavioral Health Organizations. All other providertypes must submit an NP
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Registration Information

Section 23 — Medicare Participation Information

e Check the appropriate participation box
e If yes, also check Medicare A and/or Medicare B box

e Copy of certification must be submitted showing effective date

To receive Medical Assistance Program payments for services provided to individuals who
Medicare have Medicare and Medical Assistance Program benefits, providers must accept assignment
Participation @f their Medicare claims.

Automatic crossowver is an exchange of claim information between Medicare and the Medical
Assistance Program. When automatic crossowver occurs, providers do not have to submit a
crossowver claim to the Medical Assistance Program. The Colorado Medical Assistance Program
obtains crossover claim information from Colorado Medicare carriers and intermediaries. For
automatic crossowver to occur, providers must identify their MNPl number. If you wish to have
assigned Medicare claims cross automatically to the Medical Assistance Program, please list
vour MNPl number(s) above. Individuals who are part of a group or clinic should only list their
individual number. not the group’'s base number.

] This applicant does not participate in Medicare

L] This applicant does participate in Medicare
L]  Medicare Part A
] Medicare Part B
Please attach a copy of the Medicare Certification letter showing the effective date.

Automatic crossovers should occurwhen the participant has registered their MNP with
Medicare Part A andi/or Part B and in the Medical Assistance Program claims processing
system (MMIS).

Medicare numbers are no longerwalid for automatic crossowver from Medicare Part A and Part B
to the Medical Assistance Program.
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Provider Disclosures

e All applicants must complete each field A through F

Ownership/Controlling Interest and Conviction Disclosure

Privacy Act Notice Statement

This statement explains the use and disclosure of information about providers and the authorty and purposes
forwhich taxpayer identification numbers, including Social Secunty Numbers (SSNs) and dates of birth
(DOB), may be requested and used. Any information provided in connection with provider enroliment will be
used to venfy eligibility to participate as a provider and for purposes of the administration of the Colorado
Medical Assistance Program. This information will also be usedto ensure that no payments will be made to
providers who are excluded from participation. Any information may also be provided to the U.5. DHHS
Centers for Medicare and Medicaid Services, the Internal Revenue Service, the Colorado Office of the
Attomey General, the Medicaid Fraud Control Unit, or other federal, state orlocal agencies as appropnate.
Providing this information is mandatory to be eligible to enroll as a provider with the Colorado Medical
Assistance Program, pursuant to 42 C.F.R. §433.37. Failure to submit the requested information may result
in a denial of enrollment as a provider and issuance of the provider number, or denial of continued enrollment
as a provider and deactivation of all provider numbers used by the providerto obtain reimbursement from the

Colorado Medical Assistance Program,
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Provider Disclosures

* Check the appropriate entity type
* Enter ownership or controlling interest in enrolling entity in Field A

Entity completing documentis:
O] Provider [ Disclosing entity [ Other Disclosing entity [ Fiscal Agent O] Managed care entity

A. Listthe nams, sddress, federsl employeridaentification number (EIN) or Social S=cunty Mumber [S5M) and date of birth (DOB) of
=ach person (individual or corporation] with an ownership or controlinterest in the disclosing entity, fiscal agent or managed
care entity having direct or indirect ownership of 5% ormorz. Comporata entities must list, as spplicablz, primary businass
sddress, every business location, and P.O. Boxaddrass. (Fmare zpsee iz needed sitsch 5 2epsrafe izl ncuding the reguired

informmation.

O | am anindividual using my SSMfor 2nroliment and ownership/controlinterest doesnotapply.
rullMams Adaress 7= Intzrest
SEN/ETN OoH

Colorado Department of Health Care Policy and Financing *




Provider Disclosures

Field B —

e Enter ownership or controlling interest, of subcontractor(s) the
enrolling entity has ownership of

B. Listthe name, address, fadarsl employeridentification numbear [EIN) or Social Security Mumber(SSN) and date of birth (D0OB) of
each person orentty with an ownership orcontrolling interest in any subcontractorin which the disclosing entity has director

ndirect ownership of 5% ormare. fmore spsce izneeded stisch 3 2eparaie izt inciuding the reguired infomation.

O Mone
FullNams Aoaress = Interest
SENIETH DOH

Field C -

e Enter relationships regarding names entered in Field A

C. Areany ofthe persons mentionedin Field A relatedto one ancther as a spouse, parent, child, or sibling?  Fmore spaceis
needed aftach a separale st including the required informalion.

O %es OMo Wyes, providethe name, Sodal Securty Mumber, date of birth and statetherelationship.
Mame [First, Middle [nitial, Last) Felationship, nameand =55MN ofrelation

=E=3 Eag=]

OSpouse [JParent [JChid OSibling
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Provider Disclosures

Field D —

 List all managing employees of the enrolling entity

D. Listany personwho holds a position of managing employee within the disclosing entity, fiscal agent or managed care entity. [ more
space iz needed sitach a separale shest with the required information.

O Mane
fame [First, Middle Inmal, Last)

Addrass

=E=h

Field E -

* Regarding names entered in Field A, list ownership in any other provider

E. Does any person, business, organization orcorporationwith an ownership orcontrol interest (identified in Field A) have an

ownership or controlling irterest of 8% ormoreinany otherprovider, fiscal agent or managed care entity?
needed attach a separate sheet with the required information.

ifmore spaceis
O Mo
Full Hams Uther Prowvider Mame and SSMEIM = Intzrast
SoMEIM n7n]s]
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Provider Disclosures

Field F -

e List criminal convictions involving any program under Medicare, Medicaid,
Children’s Health Insurance Program, Title XX

F. Listany personwhohasan ownership orcontrolinterest inthe provider, oris anagent or managing employee of the provider who
has been corvicted of a criminal offense related to that person’s imvolvement inany program under Medicare, Medicaid, Children's

Health Insurance Program orthe Title XX services sincethe inception of these programs. Fmore space is nesded attsch a
separate sheesl with the reguired information.

O Mone
Full Mame

Conwviction Date, Ofense and Jurisdicton
SSMEIM
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Affiliation Information

Individual (SSN)

e List any groups that may bill for you
(in addition to billing for yourself)

An affiliation is the relationship between an individual provi
L with a billing group (facility, agency or clinic) in order to allg

Affiliations  cjaims on behalf of the individual provider. For example a
25 using SSN) would affiliate to a dental clinic (billing entity e
physician (non billing & enrolled using SSN) would affiliate

enrolled using tax ID). This avoids having claims paid and
individual’s social security number.

e Do not list yourself

Group (EIN)
1. This includes individual physicians working in IHS clinics.

2. Clinic applicants must list all individuals affiliated to the group or clinic. Grad O LlSt a” indiViduaIS for WhOm yOU Wl”

least one enrolled individual affiliated in order to be enrolled with the Colol oMna
Program. be billing

Please identify each affiliation by name, Medical Assistance Program Provide
Providers are required to notify Medical Assistance Program Provider Enrollm
in affiliation information.

Medical Assistance
Program Provider
Name Number NP1
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Contact Information

Contact Information
e |f person submitting application is not the applicant, complete requested

information

Contact Information

|f there are questions concerning this application, who may be contacted if the person submittingthe applicationis not
the applicant?

Contact Name:

Contact Phone Number
and/or Email Address:

Colorado Department of Health Care Policy and Financing X




Signature Authorizations

Rubber stamp facsimile
* |f applicant authorizes use of rubber stamp:

> Original signature required on line one
> Stamp signature impression on line two

Authorized | authorize and request approval for the following alternatives to an oniginal signature
Signatures requirement for submission of paper claims to the Colorado Medical Assistance Program.

Rubber stamp facsimile
| authorize the use of a rubber stamp facsimile of my signature to be accepted in place of an original

signature. | understand and agree that | am responsible for maintaining control of such a stamp and
that the use of the stamp will conform to the requirements of the Colorado Medical Assistance
Program. | further understand that | remain fully and totally responsible for the information contained

on submitted claims.

FProvider original signature:

Signature stamp facsimile:

Colorado Department of Health Care Policy and Financing




Signature Authorizations

Authorized Agents

 If applicant authorizes others to take responsibilities for Colorado Medical
Assistance Program billing or reports

. | authorize the following individual(s) to sign claim forms submitted to the Colorado Medical
Authorized  agsistance Program as my authorized agent(s). | understand and agree that any claim forms
27 Agents signed under this authorization constitutes my personal confirmation of services rendered and
that | remain solely responsible forthe information contained on the claim form. | further

understand that this authonzation remains in effect until | notify the fiscal agent, in writing, of
changes.
Provider signature:
1.
2
3
4.
J Remember:
B. . . .
. * Provider signature required
8 * Print person(s) name
9.
10 * Have person(s) sign

Colorado Department of Health Care Policy and Financing




Provider Participation Agreement

Provider Participation Agreement

Al applicants must complets

Mote: Al thoes provigers with a current Colorade it Program P ID number, o
thoas p Itting an tlon to becoms a Colorade Medical Asslatanca Program Provider
MUST EXECUTE AMD RETURN this Provider Parficlpation Agresmant.

PROVIDER PARTICIPATION AGREEMENT

This Provider Participation Agreement (“Agreement”) ls eniered Into by and between the Colorado Department of
Health Care Pollcy and Financing ["DeparimenT’), s Fiscal Agent for the Colorado Medical Asslstance Frogram,
and

Prews: harms) i shets, Pareling it rew sl I
Ermazer suesr f prenzostyanmies

["Prowider”), collieclively "he Parties.” This Agreement is endered Into In order o geing Depariment expeciations of
providers who perform sendces and sudmit bling, ransactions, and/or 83ta to the Colorado Medical Assistance
Program. This Agreament |s also established to faciitate business ransactions by electronically transmising and
recelving data In agreed formats; io ensure the Inbegrity, security, and confidendlallty of the aforesald data; and to
parmit appropriate Misciosure and wsa of such data as permilited by law. This Agreement s 1o e considered In
conjunciion with the Proviger Enraliment Form, I necassarky compieted.

RECITALS

A The Colorato Depaniment of Health Care Palicy and Financing Is e single state agency responsiole for
the administration of the Colorago Medical ASSistance Program pursuant to Tite XX of the Social Security Act.

B. The Flscal Agant for the Colorado Medical Asslstance Program has developed, on behalf of the Colorade
Depariment of Health Care Palicy and Financing, a paperiess fransaction system Mat will process Coiorado
Medical Assistance Program ehactronic transaciians submittad mrough the designated alestronic media.

c. The contracted Fiscal Agent for e Colorade Department of Healih Care Pollcy and Financing ls
responsibie for adminisiration of e Colorado Medical Assistance Program. Although the Fiscal Agentfor he
Criorade Medical Assisiancs PTogram operaies ine computer system fransiator through which slecionic
fransactions flow, the Depariment retains cwnership of the data tself. Providers access the plpeline network
through variows means, ower which the transmisslon of elechronic daia occurs. Accordingly, providers are required
1o tramsport data 1o and Trom the Fiscal Agent for the Colorado Medical Assisiance Program.

D. Electronic ransmisslon of any/all data shall be In sirict accordance with the siandands set forth In this
Agreement and as defined by the Health Insurance Portabllity and Accouniablity Act of 199E and regulaiions
promulgated there unger by the U.S. Department of Healih and Human Senvices and other applicable laws, as
amenged.

E. This Agreament Is subject 1o modfication, revision, or tErmination according i changes In federal of stae
laws, rules, of fegulations. This Agreement will b2 desmed momNad, revised, of brminated i comply with any
change on the effective date of such change.

F. This Agreement dellneates the responsibliities of the Fariies, and any agent, subconiractor, or employes of
a Parly, In regard to the Colorado Medlcal Asslsiance Program. As conslderadion for accepiance as an enrolled
provider in the Colorado Medical Assistance Program, the Provider ceriifles and agrees to the terms and condiions
Bt forth below.

Review these pages

Individual (SSN)

e Print individual’s name &

“pending” for new enrollment

Group (EIN)

e Print legal name & “pending”
for new enrollment

Revized: November 2040m 14
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Provider Signature Page

Provider Participation Agreement - Continued

Al applicants must compleie

PROVIDER SIGNATURE PAGE

NO PROVIDER APPLICATION, ENROLLMENT FORM, FROVIDER AUTHORIZATION FORM (F applicabls], OR
PROVIDER PARTICIPATION AGREEMENT WILL BE PROCESSED WITHOUT COMPLETION OF THIS PAGE

| certity oy my skgnature below tat | am fully autnonzed 10 skgn and execute this Agreement on Benal of Provider,
and that | Nave read, undersiand, cerity, and agree o all ine sialements made above In 3l pans of ihis Proviger
Farticlpation Agreement. | further unaerstand that any talse clalms, statements, dicuments, or concaaiment of
miatertal fact may be grounds for temmination 35 3 Colrado Metical Assistance Program Provider, anmar may be
prosecutzd NS a0picabis t0eral and siats [3ws.

Providar
By:

{ o w1 T 7o e (Cra,

by grung e IGI TV shaz agress I e sErLiTRaTm e ackds o e kg page )
Mame:
e

Titie:
Duabe:
Prowider #

L L pe—1
Rsvized. hovember 20100 E

Individual (SSN) applicant

e Individual must sign

Group (EIN) applicant

e Authorized person must sign

Provider #
e |ndicate “pending” for new
enrollment or
e Write provider number if
previously enrolled
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Provider Signature Page for ICF/IID Only

For Intermediate Care Facility for Individuals with Intellectual Disabilities (ICF/IID) Only

For Department of Health Care Pollcy and Financing staft only-
For an Intemedlate Care Faciity for Indhiduals with Inteliectual Disabilites {ICFIDY provider, Me length and

conditipns of this EEBSE?'EI:I e of Healln Care Policy and F In accondance
mﬂC.F.ijzmﬁ{EhnLlﬁ. 05, 442109, and £42.110; and Centers Tor Medicans

and Medcald Senices (CMS) Manual 11-107, State Cperatons Manual (S0OM), Section 2141. Based on survey
resfis, the status of certification andior recommentaions by the Deparment of Pulilc Health and Ermironment
(DPHE), and critara In Te ciied federal reguiations and SOM, the Deparment has detemmined the condfons of
the agreement as speciied In one of the following biocks:

This agreement shall commence on and terminaie on

To be completed by
Department of Health Care oty o A 1 i 1 e ey oo o Pt
Policy & Financing staff

This agreement shall commence on and tesminaie on
Bubject o automatic cancellation 60 anar the comeciion date In e Plan of Comecon (PoC)
acceptad by OPHE for e deficiences by OPHE I e mast racent survey prior 1o the commencament
date. Automaic cancellation shall occur I all defickencies are not comected, uniess the Deparment and DPHE In
thedr sole disoretion detamine that the ICFNID has made substantal o and progress in comecting deldendes.
This determination ks not subject 1o appeal.

Diaie of most recent sundey pokar 1o commencement date:

Projecied compiation date of Plan of Comection:
Autoematic cancsllation date (5D days after projected compiefion of PoC)

o 1 T T T T T LT TR
Complete signature portion m e —
if you are enrolling as an |
ICF/IID o
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Payment Reporting & Publication Preferences

i Payment Reporting and Publication Email Preference

If using billing agent or Allapplicants mustcomplete

clearinghouse to receive

Provider Claim Report (PCR) Information

Thefollowing information will allow the Colorado Medical Assistance Program to prepare your PCR ina manner that is

V4
PCR S: helpful for you. Please indicate your preferences.
. O My claims will be submitted by (through) a billing agent or clearinghousewho will receivethe PCRs. (Skip
° CheCk thlS bOX remaining Provider Claim Report questions.)
* skip to Publication Email Sort sequence preference
Notiﬁcation Preference Inwhat order do youwant claims listed onthe PCR7? If no selectionis made, claims will be sorted in order by client
last name.
section O Clientlastname (N}
O Date of Service (D)
O Client State Medical Assistance Program 1D (1)
[0 Patient account/invoice number (&)
O Rendering Provider Mumber (B} (may be useful for group practices)

O Rendering Provider Mame (P} (may be useful for group practices)

Reporting in process (suspended) claims

If I‘IO SElECtiOh iS made: How do youwant in-process (suspended) claims reported onthe PCR? If no selection is made all suspended
. . claims will be listed.
¢ Clalms WI” be Sorted by [ Listallsuspended claims (4)
member |aSt name [ Listanly newsuspended claim (O)
e all Suspended claims will 0 Donotlistsuspended claims (M) (not recommended)
be listed

Colorado Department of Health Care Policy and Financing




Appendix A

Reference Information for Services Identification

* Lists provider type requirements

* Use to determine if license or certification is required
* Submit copy of license showing begin & expiration dates

> If license does not have a begin date and/or expiration date, obtain
document with these dates from licensing entity

Colorado Department of Health Care Policy and Financing _"::53'-‘;:,-"1.“_.?_'.51-:‘5'":’1



e Individual (SSN) applicants must
complete using SSN

e Business (EIN) — Enter legal name

exactly as registered with IRS
> Do not enter legal name on Trade Name
(Doing Business As) line

e Individual applicants who have an
EIN must:

Enroll as an individual provider type under
their SSN

Submit separate application for group
provider type under EIN

SibsiwicFom  REOUEST FOR TAXPAYER IDENTIFICATION Sie o Culorni
W-9 NUMBER (TIN) YERIFICATION Do NOT send to IRS
PRINT OR TYPE
ATV (CPNIR OF THE N OR 555 A5 KAME STARS 08 185 OR SOCAL SECURITY ADMINISTRATIN RECOSDA) BETURN TO ADDRESS BELOW
0 VT ENTER W BUSIESE NAME OF A 30LE PROPUETORESSF 0% THIS a1 - 5o Reverse for beportast sformation

Trade Name oo oy posa mansss o ()

Remit Address

Purchase Order Address — Opional

PART [1 Ses Part 11 Inatnecrsons +n Hack of Form

Creck lega entity type and enier 9 digil Taxpaye: Bdentification Nunber (TIN) below:
{H5N = Socisd Socursy Number EIN = Employee Ideotification Mumber)

D llli'ﬂlllll (Individual's SSN)

B s marn i i o it Ao it W b4 e St it b 548 b e o o e B e g, —— ——— ~ — — " — — ——
D Soh: Proprictorship {Owner s S5N or Business FEIN) SSN
MTTL s ot o mer's 54 i she B N (6 o e i b et s e et ™ e e
EIN
[] Partnership [ Genenl [0 Lmited (Partnership’s EIN) ~

{Lega! Enmy'w EIN]

(Entity’s EIN)

|:| c_mpomﬂnn rn o youpren .kxglmrmjuhn st [[]¥es e (Corp's EIN)
oo renabng

mbical bilfing wrvices e e ——

[[] Gorernment (or Governmen: Operated) Enity (EntiysEIN)
O Organization Exempt from Tax under Section S01(a) (Org’s EIN) R
o pronie macn et [ [Jme e
|:| Check Here il you do mot have a SSN or BIN, bt have applied for one. See revene for infarmatios on How oo Obeain 4 TIN
Licamnd Rast Eamne Bovbor? D\\.. =l

Under Penalies of perjury, | cenify thar:

(1) Thee murmbser listed on this firm ix my cormeet Taupayer kentificaston Number (or [ an waiting for s nursber 10 beissaed 1o me) AND

(2) 1am not sublject to backup witkholding because: (3} | am exempt from bachap withholding. or (b) | have not beer notified by the Imzmal Revenue
Service (IRS) that [ am subect o backup withholding 3 & result of & faflure 1 repost ol interest or dividends” or () the IRS has not fied me tat 1
am no knger subiect to backup wlmbldllg (Goes not aaply to real estate tRnsactions, mongxze interes: paid, the scquisiion of abasdanmentoff
secured peoperty, tontributize to an isdividua] retirement arrangement (IPA), and payments otser than interest and dividends).

CERTIFICATION INSTRUCTIONS - You must cross out fierm (2) above if you have been notified by the IRS that yoa ane curranly subject to backap

withbolding becauss ol under reponting infenest or dividends sn your tax retumn. (See Signing the Certification on the reverse of this form.)

THE INTERMAL REVENUE S VICE DOES NOT REQUIRE YOUR NT TO ANY PROVISION OF THIS
DDCUMENT OTHER THAN TKE CERTIFICATIONS REQUIRED TO AVOID BACKUP WITHHOLDING
NAME (Print or Type) TITLE (Print or Type)
AUTHORIZED SIGNATURE DATE PHONE ( =
DO NOT WRITE BELOW THIS LINE RETURN BOTH COPFIES TO ADDRESS ABOVE

AGENCY USE ONLY

e Appewved By Dase
weY_ N __
VEND Adsder . Casgr Action Complewd By D

SNS250.7080 1 TAMY

Colorado Department of Health Care Policy and Financing




Authorization Agreement for
Automatic Deposits (EFT)

State requires EFT for:
» All in-state and border groups, clinics and facilities

> Individual providers seeking direct reimbursement

Individuals enrolling for direct reimbursement must
complete using SSN

Groups must enter legal name & EIN exactly as
registered with IRS

P



Authorization Agreement for
Automatic Deposits (EFT)

Remember to submit either:

» Preprinted voided check or bank letter for checking
account deposits

» Bank letter for savings account deposits

Bank letters must be dated within the last 6
months

Temporary checks are not acceptable

P




Provider Enrollment Checklist

COLO]
dicaid Provider Enroliment

)
M COLORADO MEDICAID
2 Colorade Medicaid Providar Enrollment
Provider Enroliment Apj P.0.Box 1100
’ Demver, CO 50201-1100

The forms listed below ave requir

Review checklist carefully
e Deesseceweenan e Make sure that you comp lete

the mdividual's SSN. 'Th]..ﬁnmhnﬂmmmedlf(heapphcaﬂmsformmdnﬁuﬂpamﬂh’aﬂiﬁaﬂedmﬁamud
If an indrvidual provider wants payment mads L provider. Enter the group affiliation provider mmmber on Page 12 of the
completed and submitted fo obtain a Growp C If an indrvidual provider wants payment made to ls'her Tax ID Mumber, a separate application mius

1D Nimiber complated and submited to obtain @ Group Colorado Medical Arsistance Prognam Provider maber & |nC| Ude eve ryth | ng req u | red

The Legal Name on the EFT form must matel ID Number. Enter the Tax ID Number on the EFT Form
ipleted W-9 Form J:|_ eted EDI Authorization Form

i e Rl e [OF YOUT provider type

the mdidual’s SSN.

The Legal Name on the W-9 form must marcl Group Providers

Do not enter the Lezal name on the DBA (D |:| ompleted W-9 Form

Indnidual providers must enter thew SSN and [ |V | The Lezsl Name on the W-0 form nmust match exactly the Lezal Name on file with fhe IRS.
Individual providsrs who have a Tee ID manl /| Do not enter the Lezal nzme on the DBA (Domg Busizess As) lns.

gnfmmhmida iyt SN W e + | Enter the Tax I Number on the corvect entity Ime (e £, A corporation enters therr Tax ID Number on the
Number. < ‘on” ling),

mitted Proof of Lawful Presence Docum

This documentation and affidauit 1= required {

AND who will be paid Mv_’;;';a_,swl Contact Name Contact Phone Number.
colorado. govirevenus ®Library ®Evidsnce ¢
mitted Letter Stating Provider icant |
Thus letter 15 required for all individual provid
paid directty, AND who will be providing pro
waiver from the Department of Revenue. Pl
colorads. gov/revenus WLibrary WEvidence «
nse Attached

e ki Found at:

Subnut a copy of the license with the Actual
a document with the Bezin Date from the lice

T colorado.gov/hcpf/For Our Providers/How to

pleted Change of Ownership or Chang
This form is required and must be refumed w1 .

T er— become a provider (enroll)
Thas page oot be conpleted for all provider:

455104 and 455.106, located on the Web 2
Entering N/A 15 not an acceptable response.
have an ownership inferest equal to five perce
discl 3

pleted Supervising Physician Form (if
This form 1s requred and nmst be retumed w1
the apphication.

: July 2000

Revised: July 2009 Pape 2of 2

P



Submission Address

2ase return the completed application to the
following address:

Colorado Medical Assistance Program
Provider Services
P.O. Box 1100
Denver, CO 80201-1100

"hank you for your interest and submitting
an enrollment application.

P

Please return completed
Provider Enrollment
Application to address shown

Make and retain a copy of
the completed application

for your records




Application Processing Timeline

pplications are processed within eight business days
from date of receipt at the fiscal agent office

Applications are either:

A 4

Active Pended Returned to
applicant




Pending Enrollment

application is pending:
otification letter is sent to applicant with instructions

aplacement documents must:
oe received within 60 days

nclude pending letter or control number noted on each
dJocument

ilure to do so will result in a denied application:

3 new application will be required




Approved Enroliment

Provider receives approval letter & Turn-Around

ycument (TAD) within two weeks indicating acceptance:

Provider must review TAD for accuracy

TAD has no errors: If any errors are found:
10 further action is needed * make necessary corrections

e mail to Provider Enrollment

e changes will be made within
five business days of receipt




Approval Letter

Dear Provider,

Your request for participation in the Colorado Medicaid Program has been approved.
Your Colorade Medicaid provider number is
Your NPI number(s) are as follows:

You must use your NPI{s) after 06/23/2007 when submitting claims or communicating
with the Medicaid Program.

You have been approved tc submit claims for the services noted below provided on
and after

Service (g} Claim tvoe (s)

Please read the enclosed information carefully. We suggest that you read the
provider participation section of the provider manual as soon as possible.
Instructions for submitting claims and ordering claim forms are included in the
provider manual.

1f you have guestions about your enrecllment or participation in the Colorado
Medicaid Program, please call Medicaid Provider Services.

Denver Metropolitan (303)534-0146

Toll-Free State-wide 1-800-237-07957

Please noctify the Medicaid Program promptly if information on your enrollment
application changes -- particularly changes of address, tax reporting information,
and group affiliations, etc. For your protection, requests for enrollment changes
must be made in writing and sent to the address below.

Colorado Medicaid Program
Provider Enrollment

BED Box 1100

Denver, Colorade B0201-1100

P



COMP2200-R2583

JER NUMBZER

|CE MAME AND ADDREESS

Turn Around Document

COLORADD DEPARTMENT OF HEALTH CARE POLICY AND FINANCING
OFFICE OF MEDICAL ASSISTANCE
HRNAROCUNTD

PROVIDER T I

DEA NAME:

LR R R

INSTATE IHD:
QUT-OF - STATE - IKD:
BORDER IND:

e R R R R R W R R R T R W R A TR R

;e
ONE ;

e ST L2 TT]
WPE:
CE TYPE:

JPROV NOTES:

-
COUNTY DESCR:
FAX NUMBER: |

LR R0 2]
CROUP INDICATOR:
APPLICATION DATE:

NP1 WNUMBERS

SPECIALTY CODES
BEC DATE:

--------- LICENSES INFORMAT
BEG DATE: D

ENROLLMENT INFORM

PHARMALCY CLASS:
W-49 [ATE S5IGNED:

PROCESSING DATE:
PROCESSING TIME:

GLf30/200%
MMIS 23:00:42

DOCUMENT
e mm—ssammEmmmma A Aanaana aNFREAEEE

Dear Provider,

We are werifying and updating Colorado Medicaid Frovider enrcllment records.

The enclosed document shows information on £ile for provider number
Your NPI number (8) are as follows:

FPleage review the document for accuracy and make any necessary corrections and
additions in the spaces provided, If there are changes, please return the
completed form to the address below on or hefore 2005/02/13.

Acourate provider enrollment information allews the Medicaid Program to
continue making accurate and timely payment on your Medicaid claims.
Thank you for your prompt response to this regquest. If you have guestione or
nead additicnal information, please contact our office at the address noted
below or call Medicaid Provider Services.

Denver Metropolitan (303)534-0148

Toll-Free State-wids 1-B00-237-0757

Colorado Medicaid Program
Provider Enrollment

PO Box 1100

Denver, Colorads 80201-1100

58



Approved Enroliment

>rovider receives Web Portal password from State
ithin 3-4 weeks of acceptance

>rocessing Electronic Funds Transfer (EFT) form can

ake up to 30 business days

> Note: Provider will receive paper warrants until EFT
information is processed

> Contact your financial institution to verify EFT completion




Rendering Provider Application

COLORADO

MEDICAL ASSISTANCE PROGRAM

RENDERING PROVIDER APPLICATION

dividnals wha complete this application must affiliate to o billing gronm,
nirot direethy bifl the Colorado Medical Assistance Frogran and will not
cefve direct refmbnrsement.

Colorado Medical Assistance Program
) e 11000
Correai Coborada BO201-1100
18002 37000
i gt

P

Individual applicants who will
affiliate with a group and will
not receive direct
reimbursement must
complete Rendering Provider
application

The fillable Rendering
Provider application can be
completed online, printed,
and mailed to Provider
Enrollment




Rendering Provider Application

Physician Assistants and Registered Nurses:
* must complete the Rendering Provider Application
e cannot bill directly

Individual or group providers requesting direct

reimbursement:
e must complete Standard Provider Application

Substance Use Disorder (SUD) providers:
 must complete Standard Provider Application




On Premise Supervision Form

 premise supervision for non-physician practifioners (Registered Nurses only)

jistered nurass, by stais reguiation, require on premiss suparvizion and muat complats this form to snroll with
orado Medicad.

HEI'BG Hurges r Ihan empiayess of 3 Cerifled Health Depanment and employees of 3 Nurse Home
r Rragram (NI e

1efit aervices by regletared nurass muet be provided In compllance with the Tollowing requiremante:

Senvices must be performed under Me direct and personal supervision of an advanced praciics nurse (APN) or

physician (MD) wha Is Immediatety avalable when sendces are provided. This means Mat the suparvising AFNMD |

must be phyelcally present an the pramizes whan the sendce |5 provided.

+  The on premise requirement does nat 3pply bo @rgeted case management provided by reglsiered nurses under
the Murea Home \isHor Program. Reglstened nurses can provide ifils service wiihout 3 supervising APMMD on
premises.

Senvices must be ardered by te supervising APNMD.

CIZimz MLt b2 sUbMitted Mrough the superdzing APMMD. Regisers nurEes mUst KoK 10 1he sUpendzing o O
BIling APNMD for compensation, O r e I St e re
The supenvising APNMD Colorago Medical Assistanca Program provigier nUmDer must appaar on the clalm fom as

the supensing piysician, the referming provider, or the biling provider.
Claime muzst be biled using procecurs codes spacically deslgnatsd for non-physician biling.

Claime must Igentity the reglstered nurse with provider number, 35 the rendering provider.
The registerad nurse appllcant must issnity the Colaracga Medical Assistance Program enralizd APNMOCE) who will l l rS e S a I I
pravios supendsion. The supenvisors origingl elgnature must be Inchided on the appiication. An aniginal sigatur

3E6ures that the supenvisor Is aware of and understands the supendsary rale and requirements.

mployaes. of 3 ceriifled health agency do nof reguire on premisa supendsion. Complete Mis farm by Id2nifying the
QENCY'E Proviner by Name and providzr number and write “Cesfied Healln AENZy” an INE one In the space for the m l l St e ret l l r n e
dpervising provioers signaturs,
EI'I'IF“}YEE@UTE Murse Home WVistor PI'O;H.I'TI s pmulﬂlrg case managaments!n.llus donot TEqI.I"! an pl!l'i'"i!
ith application

upervishan. Complete this form by checidng the bax to attest that enroliment ks Tor the NHWP, sign and date In the
nace provided below.

Sopreneng Al'KMU Neme Swpurvmng AP RIS Unigeel Sigmaturs.

| am apghing to render targeted case management services to Medkald clents fwough the K= Home Yishor Program.

The name of the program ske i5.

Huma Sagnuturs Uats




Supervising Physicians (MD)
or Advanced Practice Nurses (APN)

xcept as listed, benefit services provided by RNs must comply with

these requirements:

Services must be
performed under
direct & personal
supervision of an
APN or MD who is
mediately available
vhen services are
provided

Licensed APN or MD
must order services

An enrolled APN, MD
or clinic must submit
RN claims and is
responsible for
reimbursing RN

Supervising APN or
MD provider
number must appear
on claim form as
supervising
physician, referring
provider, or
billing provider

3ims must be submitted using specific non-physician billing codes and

identify RN’s provider number as rendering provider




Enroliment Updates

= Forms

To make changes to an
::::f Provider Form - Complete this form when a client has a current and active PAR with another eXi St| N g p r OVi d er p r Of| I e’

. Update Form - Complete this form if you are a laboratory provider enrolled in the Colorado Medica com p | ete & su b m |t t h ese

stance Program and need to update or change your CLIA information.

Update Form - Complete this form if you are enrolled in the Colorado Medical Assistance Program arjl ¥ p d ate fO rms:

lled for the Web Portal and need to update or change your EDI information. The form can be o C LIA

tronically or manually completed, printed and mailed.

ership/Controlling Interest and Conviction Disclosure Form (12/13) - Complete this form when thejlid EDI

ider has changes to disclosures. The form can be completed electronically or manually, printed and 8 P rovi d er Enro I I ment

ed.

- Ownership/Controlling Interest and Conviction Disclosure Completion Instructions for Enrollment
using an SSN (01/14)

- Ownership/Controlling Interest and Conviction Disclosure Completion Instructions for Enrollment
using a Federal EIN (01/14

/ider Enrollment Update Form @3/14) Follow the instructions on the form to update your provider Fi n d t h e fo rms h ere:

:
rmation.

tronic Provider Enrollment Update Form (03/14) - This new electronic Enrollment Update form ca CoO I Oora d 0. gOV/ h C pf/ FO r O ur
pleted online, printed, and mailed to Xerox State Healthcare, P.0. Box 1100, Denver, C0 80201110 Provide rs/P rovider Servi Ces/

Forms/Update Forms

Forms

P e B



Next Steps

)nce enrolled as a Colorado Medical
ssistance Program provider, please

)in us for any of our classes to learn:
Beginning Billing

Practitioner Billing
Hospital Billing
Specialty Billing

Schedules can be found here:
Department website » For Our
Providers » Provider Services »
Training » Billing Training &
Workshops or in current Provider
Bulletin




Payment Processing Schedule

n. || T e 5

nent information is EFT pavments Weekly claim
mitted to the State’s pay submission cutoff

. . deposited to
inancial system .
provider accounts

Accounting processes
Electronic Funds Transfers
(EFT) & checks

Fiscal Agent processes
submitted claims &
creates PCR

o
Paper remittance
statements & checks
dropped in outgoing mail




Contact Information

Mail All Enrolilment Documents to:
Xerox State Healthcare

Provider Enrollment
P.O. Box 1100
Denver, Colorado 80201-1100

r further assistance with enrollment or to check an
enrollment status please contact:

Xerox State Healthcare Provider Services Call Center
1-800-237-0757

67



Thank You!




