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Training Objectives

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

>» Rendering vs. Billing provider
* Application
* Enrollment
* Billing Preview

e 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 Enrollment

Question:

Who needs to enroll with
Colorado Medical Assistance Program?

l

Answer:

Everyone who provides services for
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

 Payments reported to the
IRS

o

Rendering Provider
Application

e Enrollment requires
SSN only

* Individual providing services to
a Medicaid member

 Most often indirect pay entity -
receives payments through a
billing entity
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NEW! Department Website

@ | https://www.colorado.gov/hcpf

l 9 lOIadO The Official Web Portal

COLORADO

www.colorado.gov/hcpf
Department of Health Care
LL'AV | Policy & Financing

Home  For Our Members For Our Providers T oLt S 2 ‘ For Our Providers

We administer Medicaid, Child Health Plan Plus, and other health care progran» for Coloradans who qualify.

Explore Find
Benefits |N Doctors

Feeling Sick? Get Covered.
ELmN s oM O N e T Stay Healthy.

800-283-3221 colorado.gov/health
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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

Colorado Department of Health Care Policy and Financing -":;"'-:-fl."_:'.-'f'i_-.-"f"




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

d N
Yes No
e Complete required information e Check “No”

* Sign and date at bottom of page * Sign & date at bottom of page

Change of Is this application due to a change of ownership? Mo [ Yes [
Crwnership  Are you purchasing this business or practice from an enrolled Colorado Mo O Yes [

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
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Name & Business Organization
Information

I n d ivid u a I (SS N ) Mame and | Individuals (Applying under Social Security Number for direct payment)
ype of

Individual practitioners must enroll using the name shown on their social secunty 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 ua I’S (complete | Provider numberto be used for submitting claims as the billing provider. Allindividual

only one practitioners who render services must be enrolled.

name & information bor)

ndidE s 3E haTe Frsnane BT T

So0is Seourty Numoer Cate of S

OR

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

Group (EIN)

Lagal busness nams {xaclly 35 rag stzrzd Wit T Imizmnd Sevanus Sanioz)

e Complete Business

Ve nt u re Se Ct i O n IMark the applicabletype of business:

< Partnership < Limited Liability Partner  © Sole Proprietor T Other
T Trust < Govemnment Agency O Carporation
¢ InCIUde Copy Of IRS LTR Institutions:

. . Indicatethe type of control of the facility if applicable (please check one)
147C (lf ava | Ia b I e) < State < Federal < Indian Health Center Z Cther
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Name and Business Organization
Information

Section 3 — Medicaid Participation Information
e Check Yes or No

e |f “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 listed above)

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

Please refer to the Department of Revenue’s website at

‘;;EEESEIIDH 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 affidawvit.

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) Avvalid 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.




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
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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.

Pl Electronic Transactions Check appropriate box if utilizing:
in;iisatee how State's Provider Web Portal L1 Vendor Software
you plan to [] Billing Agent
submit your L1 Clearinghouse/Switch Vendor
electranic : : o
transactions Transactions available for transmission
F12W 270 (Eligibility Inguiry) #12M 837F (Professional Claim)
K12W 276 (Claim Status Inguiry) #12M 8370 (Dental Claim}

X12M 278 (Prior Authorization)

If utilizing alternative method,
check appropriate box

U Vendor Software

U Billing Agent

U 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
e Enter their 5-digit submitter ID or 6- e Do not enter anything in first box

digit TPID in second set of boxes

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
» Select additional reports as needed

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

Optional Reports

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

[ 1X12M 820 (Client Capitation) [ ] X12M 835 (Claim payment/Claim

. report. Providers must have EFT to
Accept/Reject Report receive this report.)

[1 PCP Roster Provider Claim Report (Previously
called the Remittance Advice Report)
[] x12M 834 (Benefit Enrollment

and Maintenance) [ 1 Managed Care Transactions

PAR Letters [ ACC Roster Report
Indicate if a report should be If newly enrolling
delivered directly to the: (awaiting assigned TPID)
e Provider’s TPID * Note “pending” in space
e Billing Agent’s TPID for Receiving TPID

e Clearinghouse’s 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

Delimiter
(Complete if

appropriate)

Element Delimiter (] Sub-element Delimiter (] ~ Segment Delimiter []
to be used: to be used: to be used:

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.

lo Department of Health Care Policy and Financing



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

Information Contact Individual Mame:

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:

Colorado Department of Health Care Policy and Financing X



EDI Provider Authorization

~ EDIProvider Authorization

° All providers autherizing a billing agent, clearinghouse, or another provider to submitor retrieve transactions on their
0 e co m p e e y. behalf must complete and sign
o = = = This must be completed by the billing provider not a rendering provider.
EDIP d
e applicant authorizing third m s

Authorization
. . This authorization must be completed and signed by the billing provider who wishes to authorize a billing
pa rty to S u b m It tra n Sa Ct I O n S & 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 I ect ro n iC re po rts/ provider's behalf without the subrmission of this explicit authorization.
responses

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
Do n ot co m p I ete Ifl Provider's behalf to the Colorado Medical Assistance Program.
[ )

Provider must also check one box below:

[ ] a p p I ica nts S u b m itti n g OW n O Provider authorizes the agent listed above to retrieve some or all electronic reports/iresponses on

Provider's behalf
OR

C I a i m S d i re Ct | y tO State’S L] Provider does NOT autharize the agent listed above to retrieve electronic reports/responses on
Provider's behalf.
Provider Web Portal

FrovideriProvider Representstive Name (plesse print)

Provider/Provider Representative Signature Date

Provider Number

Don’t forget to provide a signature
e |Individual must sign and date
e For group application, an authorized person must sign and date
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EDI Provider Authorization - Instructions

If you will be If you are a If you are an
| oot e comtoed by 0 subrmttmg/retngvmg Gro_up _ Ind{v!dual .
EDIProvider claims information authorizing third authorizing third
This authorization must be completed and signed by the billing p yourse" party bllllng pa rty bllllng
agent, clearinghouse, or other provider to maintain, control, submit and/or retrieve deS| d

reports/transactions.

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

Provider, _ =

Enter the enrolling

WritelN/A'orNone™} I dividual’s name

Enter the enrolling
group’s name
Biling Agent/Clearinghouse/(lher Frovider Name (please print) Billing Agent/Clearinghouse/Other Profilier Trading Partner or Submitter (D rre .
Enter billing agent, clearinghouse or
foact uth d agentTor e purpose o1 = { Tcd Al Halleapons crecuomeany o e .
Ft’]riildiisr;:halfotgztie Colorado Medical Assistance Program. Other b|”|ng pr0V|der name

Provider must also check one box below:

rovders bl ' ' Enter billing agent, clearinghouse or
OR other provider’s trading partner or

(] Provider does NOT authorize the agent listed above to retrifve electronic re : submitter ID
Provider's behalf.

Provider/Provider Reprasentative Name (plfl= print)

Don’t forget to check the appropriate
Provider Provider Representative Signature bOX and prOVide Signature

25
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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




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
Insurance

Medical Malpractice/General
Liability insurance carrier:
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Registration Information

Section 19 — Pharmacy Registration Information
e 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)

Pharmacy
Registration

(Formerly National Association of Board Pharmacies (WABP) number)
Pharmacy classification (check one)

] Metro (independent) ] State Govemment 1 Mail Qrder
] Rural (Independent) ] 340B

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

Colorado Department of Health Care Policy and Financing =g




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

Hospital and Nursing Facility applicants must complete.

Institutional
Bed

Information Hospitals w Mumber of Inpatient beds

Mursing Facilities w  Number of Skilled Beds

MNumber of ICF Beds

ACF m» Number of ACF Beds

Colorado Department of Health Care Policy and Financing



Registration Information

Section 22 — Other Registration Information
e DEA Number — Required to stock or distribute controlled substances

* NPl Number — National Provider Identifier (NPI)

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

Applicants with a Drug Enforcement Agency Number, National Provider ldentification

Dthgr _ 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

[AII 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,

Colorado Department of Health Care Policy and Financing



Provider Disclosures

(" )

* Check the appropriate entity type

* Enter ownership or controlling interest in enrolling entity
in Field A

\_ J

Entity completing documentis:

O] Provider [ Disclosing entity [ Other Disclosing entity [ Fiscal Agent ] Managed care entity

A. Listthe name, sddress, federsl employeridantification number (EIN) or Socisl S=cunty Mumbear [S5M) and date of birth (DOB) of
egch person (individual or corporation] with an ownership or controlinterest in the disclosing entity, fiscal agsnt or managed
carz entity having direct or indirect ownership of 5% ormaore. Corporate entities must list, 85 spplicable, primary businass
sddress, every business location, and P.O. Box addrass. F more spsce iz needed sitsch 5 ssparsie izl noluding the reguired

infomastion.

O | am anindividual using my SSMfor enroliment and ownarship/controlinterest does not applhy.
rullMams Agdaress Tz Intzrest
o EIN [R[R7:]

Colorado Department of Health Care Policy and Financing
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Provider Disclosures

Field B - Enter ownership or controlling interest, in
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 or controlling interest in any subcontractorin which the disclosing entity has director
indirect ownership of 5% ormare. fmore spsce izneeded stisch 3 2eparafe izt inciuding the reguired infomation.

O Mone
FullNams Aoaress = Interest

oMIEIN nJal:]

Field C — Enter relationships regarding names entered in Field A

C. Areany ofthe persons mentionedin Field A relatedto one another 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

oo Eag=]

OSpouse [JParent [JChid OSibling

37
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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 Mone
Mama [First, Widdz Tniial, Last)

Addrass
S

DO

* 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 Provider Mamea and SSMEIN T Interast
SoMEIM n7n]s]

38
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Provider Disclosures

(

.
* Field F — 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

| 57a)=]

39
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Affiliation Information

e ™
Individual (SSN)
e List any groups that may bill for you
An affiliation is the relationship between an individual provi 1 1+1 ilh
L with a billing group (facility, agency or clinic) in order to allg (I n add |t|0n tO bl I I I ng for yOU rself)
Affiliations  cjaims on behalf of the individual provider. For example a

using SSN) would affiliate to a dental clinic (billing entity erl @ i

physician (non billing & enrolled using SSN) would affiliate DO nOt IISt y0u rself

enrolled using tax ID). This avoids having claims paid and

individual’s social security number. G rou p ( E I N )
1. This includes individual physicians working in IHS clinics. 0 g o 0o
2. Clinic applicants must list all individuals affiliated to the group or clinic. Grq @ List all individuals for whom you

least one enrolled individual affiliated in order to be enrolled with the Color . I
Program. will be billing
Please identify each affiliation by name, Medical Assistance Program ProvidelL
Providers are required to notify Medical Assistance Program Provider Enrollmes 5 - 5 J
in affiliation information.
Medical Assistance
Program Provider
Name Number NP1

1.
2.
3

Colorado Department of Health Care Policy and Financing




Contact Information

4 )

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

4 )
Authorized Agents
If applicant authorizes others to take responsibilities for Medical Assistance
_Program billing or reports )
. | authorize the following individual(s) to sign claim forms submitted to the Colorado Medical
E Authorized  agsistance Program as my authorized agent(s). | understand and agree that any claim forms
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. f
> Remember:
B.
’ * Provider signature required
8.
: * Print person(s) name
* Have person(s) sign
) ’ 43
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Provider Participation Agreement

Provider Participation Agreement

Al applicants must complets

Mote: Al thoss pmvluun wllrl a cumml Colorade it P P ID number, o
thoas to a Colorade Medical An.alalmna Program Provider
MUST EXECIJTE AND RI:'I'URHﬂ'IaPrO\'Ida( Participation 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) st ww-—wma
Ermazer surmesr 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, F necassarly completed.

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
Coiorady Medical Assisiance Program op=rates ihe computer system franslator through which 2lectonic
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)

® Print legal name & “pending”
for new enrollment

Revized: November 2040m 14

Colorado Department of Health Care Policy and Financing
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Provider Signature Page

Provider Participation Agreement - Continued

— || Individual (SSN) applicant
e Individual must sign

| certity oy my skgnature below tat | am fully autnonzed 10 skgn and execute this Agreement on Benal of Provider, \ J
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.

e Group (EIN) applicant
JP————————— e Authorized person must sign

PROVIDER SIGNATURE PAGE

— Provider #
e Indicate “pending” for
new enrollment or
e \Write provider number if
previously enrolled

45
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Provider Signature Page for ICF/IID Only

For Intermediate Care Facility for Individuals with Intellectual Disabilities (ICF/1ID) 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

muwnmﬂe of Heallh Care Policy and F In accondance
wih<2 C.FR 44212, 422.15(3), 16, 105, 442,108, and £42.110; and Centers Tor Medicae

and Medicaid Sanvices [CMES) Manual 11-107, State Cparatons Manual [SOM), Section 2141. Sasad on survey

resufis, the siatus of centification andior recommendatons by the Deparment of Pudiic Health and Environment
[DPHE), and critela In e ciied federal requiations and Z0M, the Depanrment has delammined the condons of

the agreement as speciied In one of the following biocks:

To be completed by SR ——- S

Department of Health _—
staff This agreement shall commence on and terminaie on

subject o automatic cancellation 50 Gays er ihe Commection date In e PiEn of Comedion [PeC)
acceptad by DPHE for e deficiencies by DOHE In e mast racent survey priar o the commencament
date. Automallc cancailation shall ocour I all deficiencies are not comected, uniess the Depariment and DPHE In
thesdr sole discrefon determine that the ICFNID has mate substanial efon and progress In comecting defidencies.
This determination ks not subjiect % appeal.
Dite of most recent sunsey prior to commencement date:
Projecied compietion date of Plan of Comaction:
Automatic cancellation date (60 days after projectsd compiciion of Pod)

Complete signatu[e\

portion if you are
enrolling as an ICF/IID

46
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Payment Reporting & Publication Preferences

Payment Reporting and Publication Email Preference

All applicants must complete
O

If using bi"ing agent or Provider Claim Report (PCR) Information

clearinghouse to receive PCR’s:
* check this box

* skip to Publication Email
Notification Preference section

hefollowing information will allow the Colorado Medical Assistance Program to prepareyour PCR ina manner that is
Ipful for you. Please indicate your preferences.

O My claims will be submitted by (through) a billing agent or clearinghousewho will receivethe PCRs. (Skip
remaining Provider Claim Report questions.)
Sort sequence preference

Inwhat order do youwant claims listed onthe PCR7? If no selectionis made, claims will be sorted in order by client
last name.

O Clientlastname (M}
Date of Service (O)
Client State Medical Assistance Program 1D (1)

Patient account/lnvoice number (&)

Ol

Rendering Provider Humber (B} (may be useful for group practices)

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

Reporting in process (suspended) claims

If no selection is made:

¢ Clalms WI” be SortEd by O Listallsuspended claims (&)
member |aSt name O Listonly newsuspended claim (O)

How do youwant in-process (suspended) claims reported onthe PCR? If no selection is made all suspended
claims will be listed.

O Donotlistsuspended claims (M) (notrecommended)

e all suspended claims will
be listed

Colorado Department of Health Care Policy and Financing




Appendix A

4 )
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




W-9

® I N d iVi d u a I (SS N ) a p pl ica nts m u St W'méﬁm REQUEST FOR TAXPAYER IDENTIFICATION State of Colorado

NUMBER (TIN) VERIFICATION Do NOT send to IRS

com plete usin g SSN e e | REMIO RS R

Trade Name oo osn = pose wamess i Gwa)

| Remit Address
' A

* Business (EIN) — Enter legal name —

Creck lega entity type and enier 9 digil Taxpaye: Bdentification Nunber (TIN) below:

(55N = Social Socurity Number _EIN = Ermploper Idertification Yumber)

exactly as registered with IRS o O -

D Sals Proprictorship {Owner s SSN or Business FEIN) SSN

T v b o emmcr's S5 i sh: i 5 (o . s o v s I S N —

EIN

> Do not enter legal name on Trade Name Orrte Do O tmies  GomeotipEy __________

. . . |:| Bw,m {Legal Entity's EIN) N
(Doing Business As) line T et

O E:':i e (EntiysEIN)

) |) L) Oowmiie Docrniviopicnibnoniett Cir Ll (SOOI __ -
e )\ [[] Gorernment (or Governmen: Operated) Enity (Entity's EIN)

* Individual applicants who have an St e e I e e

|:| Check Here il you do mot have a SSN or BIN, but have applied for one. See reverse for infarmatics on How te Obtsin 4 TIN
n

Lt Rrsl Eamte Bk D\n.. =l
E I N m u st ° Under Penaties of perury, I 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 subject t backup withholding because: (2} | am cxempt from backup withholding. or (b) 1 have not beer notified by the [ntzmal 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 wlmhldll‘ (Goes not aaply to real estate tRnsactions, mongxze interes: paid, the scquisiion of abasdanmentoff
secured soperty, coatributixa 1o an iadividua] retirement armangement (IPA), and payments other than intenest and dividends).

> Enroll as individual Medical Assistance CEETICHTON SIRGCTIONS e o e sy M b ity U ot o e oy e e

withholding because of under reponting interest or dividends en your tac retum. (See Slgnmg the: Cectification on the reverse of this form.)

. THE INTERNAL REVENUE SERVICE DOES NOT REQGUIRE YOUR CONSENT TO ANY PROV | 10N OF THIS
DDCUMENT OTHER THAN THE CERTIFICATIONS nErlllnL’rT VOID BAC ||' JITHHO
Program Provider under the SSN : —— S
NAME (Print or Type) TITLE (Print or Type)
S b o I Q M f :mef.EfﬁﬁTﬁ.s LINE - RETURN soﬂ%ﬁg ES TO JJ\I.II'IR'ESS AROVE
> Submit separate application for group B
AGEEY e e Approved By Dase.

provider number under EIN o s — o N o

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

Colorado Department of Health Care Policy and Financing -":;*-:f:"l."_:'.-'f'i'_-:"“:"‘




Authorization Agreement for Automatic Deposits
(EFT)

Remember to submit either:

e Preprinted voided check or bank letter for checking
account deposits

e Bank letter for savings account deposits

* Bank letters must be dated within the last 6 months

 Temporary checks are not acceptable

Colorado Department of Health Care Policy and Financing -":;"'-:-fl."_:'.-'f'i_-.-"f"




Provider Enrollment Checklist

4 )

coLol
Colorade Medicaid Provider Enrollmunt

R0 Bax 1100 o L3
o gsememey  SUREEEEE Review checklist carefull
Provider Enroliment Apj PO Bax 1100 1-800-257-0757

Denver, CO 02011100 Fax 303-5340939
2

The farms lizted below are requin

| [1 | Completed Electronic Funds Transfer (EFT Individual Providers Affiliated with a Group
| The individual provider’s SSN musr be on the al Com eted Electronic Funds Transfer (EFT) Form .
the individual's SSN. ‘This form is not required if the application i for an individual provider affiliated with 3 zvoup and the group
< | Fan individual provider wants 3 provider is always the billing provider. Enter the zroup afflistion provider number on Page 12 of the ation
complated and submitted to obtaina Growp C | Ifan indridual provider want: payment made to bicher Tax ID Numiber, a separare application must be
1D Namiber. complated and subwmitted to obtain a Growp Colorade Madical Assistance Program Provider munber for the Tax .
| The Lezal MName on the EE T form nuar marcl 1D Number. Enter the Taox ID Number on the EFT Form
[ | completed W-8 Form Completed EDI Authorization Form CO I I I e e I I lC l l e
[ |+ [ The indrvdual provider's SSN muust be on the + | If an mdrvidual provider bills under a group mumber. the provider st authorize the group's Tradme Partzer [D o
the individual's SSN. submit transactions electronically on the provider’s behalfby completing the EDI Provider Authorization Form.
| The Legal Name on the W-9 form must matcl Group Providers . .
~ | Do mott enter the Lezal name on the DBA (De [H] C ompleted W-9 Form
| ndrvidual providers must enter their SSN and The Lezal Name on the W-J form must match exactly the Lezal Name on file with the RS eve r I l I re | l I re O r
cudu oy sho e o Kol 7| Do not enter the Lezal noue on the DBA (Doms Busiess Ac) line.
m“”f‘("“g o e e | Enter the Tax ID Numbar on the comect antity e (= 2., A corporation envars their Lx 1D Number o the
- “Corporation” line).

[ | Submitted Proof of Lawful Presence Docume

= e | yOUr provider type

colorado. govirevenus Library WEvidence ¢
[ [1 | Submitted Letter Stating Provider Applicant |
This latter 1= required for all mdividnal provid U )
paid directly, AND who will be providing pro
wraiver from the Department of Reverue. Plec
colorado govevenus WLibrary WEvidence ¢
[1] License Attached

+ | Include license or certification. Refer to App. ' \
certification 1= required

| Subnut a copy of the licence with the Actual 1
a document with the Begin Date from the lice

7| Submut a copy of the license with the Expirat °
Dete. obtzin a document with the Expimtion a
| [1 | Completed Change of Ownership or Cha
| This form is required and must be refumad wi
| [1 | Completed Provider Disclosures Page (Pa;

e Colorado.gov/hcpf » Provider Services »

+ | Entening N/A 15 not an acceptable response.
have an ownership mterest equal to five perce

disclosing entity.

T Provider Enrollment »
o — Click your provider type

s
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Submission Address

Please return the completed application to the
following address:

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

Thank you for your interest and submitting
an enroliment application.

Please return completed
Provider Enrollment

Application to address shown

e

Make and retain a copy of
the completed application
for your records

N\

Colorado Department of Health Care Policy and Financing X



Application Processing Timeline

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

[ Applications are either: ]

I

have | e |

Colorado Department of Health Care Policy and Financing ‘



Pending Enrollment

/If application is pending:

* letter is sent to applicant noting errors & how to
correct them

Replacement documents must:

* be received within 60 days

* include pending letter or control number noted on
each document

Failure to do so will result in a denied application:

* a new application will be required
N\ Y

Colorado Department of Health Care Policy and Financing ‘. 4




Approved Enrollment

Provider receives approval letter & Turn-Around
Document (TAD) within two weeks indicating acceptance

Provider must review TAD for accuracy

If TAD has no errors: If any errors are found:
* no further action is needed e make necessary corrections
e mail to Provider Enrollment

e changes will be made within
five business days of receipt

P



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

Colorado Department of Health Care Policy and Financing




Turn Around Document

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

REPT: COMP2200-R2I583
PROVIDER

PROVIDER HWUMBER: DEA NAME:

R R

BRACTICE MAME AND ADDRESS
INSTATE IHD:
QUT-OF - STATE - IKD:

BORDER IND:
O L L L AR e E T

JPROV NOTES:

-
COUNTY COUNTY DESCR:
TELEFHONE: FAX NUMBER: |
LR LR

FROV TYPE: CROUP INDICATOR:

PRACTICE TYPE: APPLICATION DATE:

S smmmm-e - NPT HUMBERS
NPT

S - SPECIALTY CODES
SPECIALTY: BEC DATE:

e eeeciessemeeseeeoeeeoooo-o LECENSES INFORMAT
LIC WUMBER - BEG DATE: END
e e ENROLLMENT TNFORM
STATUS : EFF DATE:

PHARMALCY CLASS:
W-49 [ATE S5IGNED:

PROCESSING DATE:
PROCESSING TIME:

GLf30/200%
MMIS 23:00:432

DOCUMENT

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:

Please 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 reguest. If you have guestions 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 Enrcllment

PO Box 1100

Denver, Colorads 80201-1100

Colorado Department of Health Care Policy and Financing



Approved Enroliment

* Provider receives Web Portal password from State
within 3-4 weeks of acceptance

* Processing Electronic Funds Transfer (EFT) form can

take up to 30 business days

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

> Contact your financial institution to verify EFT completion

Colorado Department of Health Care Policy and Financing ‘. 4
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Rendering Provider Application

COLORADO

MEDICAL ASSISTANCE PROGRAM

RENDERING PROVIDER APPLICATION

Tuaividwals who complete this application must affiliate to o billing yronp,
canmol directly Hill the Coforado Medical Assistance Progroan and will not
receive direct reimbrrsentent.

Program

-
X i 1100
Drrear, Coborady BI30A.1100
1-BOCL 37T

~
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

Colorado Department of Health Care Policy and Financing




Rendering Provider Application

e A
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:
e must complete Standard Provider application

. J

Colorado Department of Health Care Policy and Financing ‘. 4




On Premise Supervision Form

On premise supervigien for non-physician practitioners (Registered Murses only)

Reqgisterad nurasz, by state reguiation, requirs on premizs supsrvizion and muat complsba this form to snroll with
Colorasa Madicsid.

+  Reglslersd Murses (Other than empioyees of 3 C2riled Healih Depanmant and employees of 3 Hurss Home
ighor Pragram (N she™)

Eenefit aervices by regietared nurass muet b pr In p with the o req o
= Services must be performed under e direct and personal supervision of an advanced praciics nurse (APM) or
physician (MD) Wha b Immediately avakable when sendces are provided. THis means Mat e supsrvising APHMD |
must be phyzlcally present on the premises whan the sendce ks provided.
= The on pramise requirement does ot apply to Ergeted case management pravided Dy registersd NUMEES under
the Nurss Home VIsHor Pragram. Reqistersd nurses can provide this s2nics withaut 3 suparvising APNMMD on
premises.
= Senvices must be ordered by e sUpErsnG AFNMD.
= CIsiME mizst ke submitted Mrough the supendsing ARMMD. Regisberad nurses must ok 1o the supenising or
Blling APMMD for campensation.
a  The supsnising ARMMD Coiorado Medieal Assistancs Pragram provider number must sppaar on e claim fom 35
the supenvising physkelan, the referring jprovider, or the biling provider,
= Claims mist b2 biled using procecurs codes specifically designated for non-physican biling.
a  Claims must igentify the registened nurse wilh provider number, 35 the rendering prosider.
a  The reglsterag nurse appilcant must ieenifly the Coloraca Medical Assisiance Pragram enralisd APMMD(S) who will
provide supendsion. The supenvisor's original slgnature must be Included an the application. An ariginal signatura
35EUTEs that the EUPENSOT I 3ware of and understands the supendsory rale and requirements.

~EmployRes. of 3 canifed health agency oo nod reguire on pramise supendelion. Complets Eis fanm Oy Ioentiying tha
agEncy’s Provioer by Name and proviter number 3nd witte “Cemfed Health Agency” on INg one In the zpacs far the
sUpervising providers signature.

“* Employees of 3 Murse Home Wishor Program site providing case management services do not require on premise
suparvision. mﬂﬁeﬁim by checiing the bax b athest that enraliment ks for the NHVE, sign and date Inthea
spaca provided bi 3

Coloredo Mescw
Awarszance |'rogram
Soperemeng Al'KML Heme Proveiar Mumber ey AFRRIL s tngee | Sigature

O am BREhiing to rander targetad case menagement serdces fo Medicaid clents nrough the Mumse Home Wishar Pregram.

The name of the program ske i

This form is
required for
Registered Nurses
(RN) and must be
returned with
application

Favte: Apsl 3004

Colorado Department of Health Care Policy and Financing




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

Except 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
immediately available
when 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

Claims must be submitted using specific non-physician billing codes and
identify RN’s provider number as rendering provider

Colorado Department of Health Care Policy and Financing -":;*-:f:"l."_:'.-'f'i'_-:"“:"‘




Enrollment Updates

Provider Services
Billing Manuals
Frovider Bulletins

Diagnosis Related Group
(DRG) Relative Weights

EDI Support

Enrollment
—

Forms

Frequently Asked Questions

National Correct Coding
Initiative (NCCI)

ColoradoPAR Program
Specifications
Training & Workshops

Colorado Medical Assistance
Program Web Portal

Colorado Indigent Care
Program (CICP)

Comprehensive Primary and
Preventive Care (CPPC) Grant
Program

Essential Comm l.ll‘li_l!_( Provi derg

Provider Services

Welcome ta the Provider Services page for the Colorado Medical A
Medical Assistance Program providers and other interested parties

Please continue to check the Provider Services sections for u
the Colorado Medical Assistance Program.

If you are Interested in becoming a Colorado Medicaid Provj
I Please Click on the Enroliment tab on the lefi-nand side of this paa

enrolled in the Colorade Medical Assistance Program and providerg
Program

Click on providers not yet enrolled in the Colorado Medical Assistal
not answered in the Frequently Asked Questions section, please ¢
Provider Services Call Center is available from 8:00 A.M. to 5:00 P

Please scroll down to access the Colorado Medicaid Fee Schedulg

Attention Hospital Discharge Planners. Nursing Facilities/ICFI

Update.

Holiday Payment Processing Schedule

For some State and Federal holidays. payment processing dates g
the holidays may affect receipt of EFT or paper warrants

The holiday schedule below shows when to expect the receipt of pé

Holiday Date of Holiday ‘

To make changes to an
existing provider profile,
complete & submit these
update forms:

* CLIA

* EDI

e Provider Enroliment

L

(Find the forms here:
Colorado.gov/hcpf »
Provider Services »
Forms » Update Forms

\_
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Next Steps

( h

Once enrolled as a Colorado Medical
Assistance Program provider, please
join us for any of our classes to learn:

® Beginning Billing

® Practitioner Billing | schedules can be found here:

® Hospital Billing Department website »
* Specialty Billing Provider Services »
\ Training & Workshops webpage

or in current Provider Bulletin

Colorado Department of Health Care Policy and Financing ‘. 4



Payment Processing Schedule

Mon. Tue. Wed. Thur. Fri. Sat.

| |

Payment information is EFT o3 rrlents Weekly claim

transmitted to the State’s P y submission cutoff
: : deposited to

financial 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
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Contact Information

Mail All Enroliment Documents to:
Xerox State Healthcare
Provider Enrollment
P.O. Box 1100
Denver, Colorado 80201-1100

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

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

67
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Thank You!

Colorado Department of Healthcare Policy and Financin

Improving health care access and outcomes for the people we serve while demonstrating sound stewardship of financial resources



