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1.0 OVERVIEW
The Provider Enrollment Portal is designed to meet Centers for Medicare and Medicaid

Services (CMS) requirements for screening and enrolling Medicaid Providers and must be
used by all Medicaid Providers, including those who do not participate in fee-for-service.

2.0 Accessing the Application

2.1 Louisiana Web Site Registration

Before a Provider can access the Provider Enrollment Portal, registration is required. In order to
register, follow the instructions located here:

https://www.lamedicaid.com/Provweb1/Provweb Enroll/Web Reqistration.pdf

Please validate that the enrolling Provider's email given in the registration process is correct, as
all correspondence will go to the registration email for the enroliment process.

Once registration is complete, you are enabled to login here:

https://www.lamedicaid.com/account/login.aspx

22 Loglin

Detailed instructions for logging in are provided here:

https://www.lamedicaid.com/Provweb1/Forms/UserGuides/LAMedicaid Provider Login PE Ins
tructions User Manual.pdf

After login, look for the Provider Enroliment Portal Application, as shown below:

Restricted Provider Applications

s Provider Enrcllment Portal Application
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3.0 Start Page

&7 - All Other

Practice Cwnership Cwnership Participation
Start Taxonomy Address Address Disclosure Attestation Agreement
Provider ID: Provider Type: Sub-Specialties:
Mame: 26 - PHARMALY Mone
_ Provider MPI: Provider Specialty: Currant Status:

Provider Lozded to web, not logged in

We recognize that you are a fee-for-service (FFS) facility. You may alsc be enrolled as an MCO facility (enrolled with one of the Healthy
Louisiana plans, Dental Benefits Program Manager plans, and/or the Coordinated System of Care plan).

Decumentation for the Provider Enrollment web applications can be found by elicking hzre,

Using this webk app, we will ask you to perform and verify these items:

®  Your taxonomy value(s)
= Your main practice address
®  Your Federal Tax I and mailing/pay-to address

® Your disclosure of ownerzhip information with attestation

Then we will ask you to review the Louisiana Medicaid Provider Participation Agreement and confirm your agreement.

& Save Progress

A link to the user manuals associated with the Provider Enroliment System is available on the
Start page.

The Navigation Tabs, the Previous button, the Next button, and the Save Progress button are
available on every page within the application.

3.1 What If Any of the Pre-populated Data is Wrong?

The Provider's name, Provider ID, Provider NPI, Provider Type, Provider Specialty, Sub-
Specialties (if applicable), and Mailing/Pay-To Address are pre-populated. These specific pre-
populated items cannot be changed within the application. You must contact the Louisiana
Provider Enrollment Portal Call Center (Monday — Friday 8 a.m. — 5 p.m. CST.) at 833-641-2140
or louisianaprovenroll@gainwelltechnologies.com to update this information. All other fields,
such as addresses, can be changed by simply typing into the specified text box in the
application.

3.1.1 Name Change

The Provider name is pre-populated and cannot be changed prior to completion of the
application. After the portal application is completed, the Provider can contact the Provider
Enroliment Portal Call Center (Monday — Friday 8 a.m. — 5 p.m. CST.) at 833-641-2140 or
louisianaprovenroll@gainwelltechnologies.com to have it changed.
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In the case of a name change, the call center staff will check the license website to see if the
name has changed with the Provider’s governing license board.

3.1.2 Changing Provider Type and Specialty

Providers may change data except for the following fields: Provider Type, Specialty. For all
other fields, the incorrect information can be typed over for correction.
e Primary Taxonomy
Physical Address
Add other sites and addresses
Contact info for Mailing Address
Ownership/Management/Agent information (Facilities only)

3.2 Navigation Tabs

Along the top of the home screen, the navigation tabs consist of links to the steps required to
complete the enroliment application. The steps are listed below:

Start

Taxonomy

Practice Address
Mailing/Pay-To Address
Ownership Disclosure
Ownership Attestation
Participation Agreement
Review & Submit

As you progress through the steps of enroliment, check marks are added next to each tab for
which progress has been saved, similar to that shown below:

Ownership Ownership

Disclosure v Attestation v Agr
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If you click the Save Progress button on a page on which required data has not been entered,
a red ribbon is displayed explaining the requirement, similar to that shown below:

Enter avald fax numbser. (S8 -B88-2088

Brsvidar ID Provider Type
Hama i =l

Please werify the following Information and make changes if necessany:

Main Practice Address Information

Enb-Ipecaibn

CLrTent STatus:

Frovader Loaded o welb. not logged in

Street Addeess 1:° | 4200 WTERALL DR SURTE 15

Street Addeess 2 [

Cay* [(2om aemer
Slate Ml v

Tipe * [ asnosens
Contact Mame: |'h-'-l"-«‘ﬁ
Cankact Phant B
Contact Fax [
Fe= =T

Once the required data has been entered, you can click the Save Progress button and a green
ribbon at the top of the page will indicate that you have successfully entered all of the required

data, similar to the one shown below.

Saved Successfully

3.3 Control Buttons

The Control Buttons near the bottom of the screen are the primary methods of navigation and

saving your progress.

3.3.1 Previous

X, Save Progress

The Previous button (when enabled) allows the user to go back one step from the current page

within the application.
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3.3.2 Next

The Next button (when enabled) allows the user to move forward one step from the current
page within the application.

3.3.3 Save Progress

X, Save Progress

[—

The Save Progress button saves the data entered so far into the application where progress
was last saved. In this way, for instance, the user can log off and come back later to resume
work on the enrollment application. The Save Progress function is also used to finalize the
submission for the current section of the enroliment process. As each section is completed, be
sure to click on the Save Progress button. When all the sections are complete and the
enrollment request has been successfully submitted, a check mark is displayed to the right of
each section on the Navigation Tabs, shown below:

Practice Mailing/Pay-To Ownership Qwnership Participation Review &
Start v Taxonomy v Address « Address v Disclosure w* Attestation v Agreement Submit

Date Revised: 9/22/2022



Provider Enrollment Portal for FFS Facility User Manual

4.0 Taxonomy

The Taxonomy page enables the user to provide the necessary taxonomy information. Only
Primary Taxonomy is required (and is usually pre-populated). Taxonomy options are limited by
Provider type and Provider specialty. If the Provider has more than one taxonomy number, up
to nine taxonomies may be entered. Since this data is important, it should be entered if the
Provider has more than one taxonomy. CMS requires this information for reporting purposes.

All relevant taxonomies must be entered.

Practice Mailing/Pay-To Ownership
Start v Taxcnomy Address Address Disclosure
Provider ID: Provider Type:
Mame: [ ] 26 - PHARMACY
Provider NPL Provider Specialty:
87 - All Other

Ownership
Attestation

Sub-Specialties:

Mone

Current Status:
information Gathering Started and saved for later

Participation Review &

Agreement Submit

Please supply your taxonomy information. {Primary taxenomy is required)

Primary Taxonomy: [ 333600000K - Fharmagy | ﬂ
Other Taxonomy 1: I use the iookup to select. | ﬂ
Other Taxonomy 2: I use the iookup to select.. | ﬂ
Other Taxonomy 3: I use the iookup to select. | m
Other Taxonomy 4: I use the iookup to select.. | ﬂ
Other Taxonomy 5: | B
Other Taxonomy 6: | B
Other Taxonomy T | ﬂ
Other Taxonomy & I use the lookup to select. | B
Other Taxonomy % I use the iookup to select.. | B

=

X Save Progress

Click the lookup icon ( ®) next to each Taxonomy Code field where you need to add
information. A dialogue box similar to the one shown below is displayed:

Select Taxonomy

Choose a taxonomy from the list below:

Taxonomy: --no sélection--

v]
»

v

=3

/

Click the down arrow in the dialogue box to display the Taxonomy dropdown list:
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When you find the one you want, select it,
261QH0100X - Clinic/Center - Health Service and then click on the Accept button in the
261QHO700X - Clinic/Center - Hearing and Speech dia|ogue box.
261QM1200X - Clinic/Center - Magnetic Resonance Imaging (MRI) \
261QM2500X - Clinic/Center - Medical Specialty
261QM1300X - Clinic/Center - Multi-5pecialty Select Taxonomy ®
261QR0200X - Clinic/Center - Radiology
261QU0200X - Clinic/Center - Urgent Care Cheese 2 taxenomy from the st below:
193200000X - Multi-Specialty Taxonomy: | --no selection-- \ v |
193400000X - Single Specialty

. .e=

Click the Close button to close the lookup taxonomy dialogue box at any time.
Continue entering Taxonomies as needed.

Click on the Save Progress button and then the Next button.

Resolve any outstanding issues (which will be displayed as a red banner; see 3.2) and then
click on the Next button again in order to go to the Practice Address page.
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5.0 Practice Address

The Practice Address is the physical facility location of the practice that is enrolling in
Louisiana Medicaid. The Practice Address page is also used to capture Contact Name,
Contact Phone, and Contact Fax.

Please verify the following information and make changes if necessary:

Main Practice Address Information

Street Address 1: © | 4200 WHITEHALL DR SUITE 150 |
Street Address 2: | |
City: * | Ann Arbor |
State: * Ml v

Zip: * | 481059694 |

Contact Name: * | |

| SEE EEs aEed |

Contact Phone: *

| A |

Contact Fax: *

Some fields may be pre-populated, but if a field is incorrect you are enabled to correct it. Fields
with an asterisk are required. Enter the information into the text boxes (except for State, for
which a drop-down box similar to the one shown below is available).

LA v

AL
AK
AZ
AR
CA
o
cT
DC
DE
FL
GA
HI
L]
L
IN
1A
KS

KY

LA Il

Click on the Save Progress button and then the Next button.

Resolve any outstanding issues (which will be displayed as a red banner; see 3.2) and then
click on the Next button again in order to go to the Mailing/Pay-To Address page.
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6.0 Mailing/Pay-To Address

The Mailing/Pay-To Address is the mailing address of the practice that is enrolling in Louisiana
Medicaid. The Mailing/Pay-To Address page is also used to capture Contact Name, Contact
Phone, and Contact Fax, as shown below.

Please verify the following information and make changes if necessary:
Mailing/Pay-To Address Information

Your fee-for-service (FFS) mail-to address is the same as your pay-to address on file. To change this address, submit the form at this link here

Provider Tax ID: | |

Street Address 1: | 174 W VERMILION ST |
Street Address 2: | |
City: | LAFAYETTE |
State: LA

Zip: | 705010000 |
Contact Name: * | Testa Napp |
Contact Phone: * | 225-216-6081 |
Contact Fax: * | 225-216-6083 |

Enter the Provider Tax ID. Each time you log out of the application without having completed
the enrollment forms, you must enter the Provider Tax ID again.

The Pay-To Address may not be updated in the application. Use the form at lamedicaid.com
(https://www.lamedicaid.com/Provweb1/Provider Enroliment/20070924%20File%20Update%20
Form%20 3 .pdf) if this address needs to be changed.

Only the Contact Name, Contact Phone, and Contact Fax information may be updated in the
application. Fields with an asterisk are required. Enter the information into the text boxes.

Click on the Save Progress button and then the Next button.

Resolve any outstanding issues (which will be displayed as a red banner; see 3.2) and then
click on the Next button again in order to go to the Ownership Disclosure pages.
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7.0 Ownership Disclosure

ENT OF HEALTH

Disclosure of Ownership for Faclities

Usethe tabs below to complete oach form. When al information in oil abs hos been completed, click "Next

I thi disclosing entity/business publicly traded?

No

Hdentiy how registered with the Service

Privately Owned r Non-prafit Providers:

Limited Liskiity Carperation (LLC)

Nemproft

Lowisiana Gavernment Brovidsrs:

Identify the type. of Entity / Business if Louksiana government owned. Sclect only onc from among City and / o Parish, Department of

Chitdren and Family Office of Office of Office of Aging and Adult
Services{DAS), Office for Gitizens with Developmental Disabilities{0CDD), ills, Other LDH agency, Local Education Ageney(LER),
Loulsiana or Other State prop: complete the appl

City antior Pansh Government

DCFS (Department of Ghildren and Famiy Senvices)

DH OFH
DH OARS
DHV:

DH OPH
LoH DD
D O

LEA (Local Education Agency)

L5 Kospital

© Otver State O Entty

curment auners, agent

Hos ths ) - AND - Any Entity/Busis fated wir me Tax ID number - AND - Any past or

e porsans
particlpation with (since the inception of those peograms), as follows:

Enrolling Business/Entity Questionnsire

2 b D |

Uploaded files:

ell Technolagi

ey, including

s N

s Ol

s 0N

Ver ONe  Cumently have s e
and Medicare?

Ses Do Ever been the subject of any invest e MAPIL (Louisians's Medical Assistance Program Integrisy Law] or by any
s esecemant, regulatory o 2

Vs o Cumently have any open or pending hesithcare court casess

Ves O'No  Ever been dened malpractice insurance?

Ves Do Cumently has or ever hed any type of fefony camvictons

The Disclosure of Ownership for Facilities form is separated into five sections, or tabs, as shown

at the top of the form:

Date Revised: 9/22/2022
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Facility

nedividual Crevners Business Owners

Employee/Agent

Authorized
Agents

The default tab, Facility, is selected for you when you first access the Disclosure of Ownership

for Facilities form.

7.1 Facility

7.1.1 Is this disclosing entity/business publicly traded?

Is this disclosing entity/business publicly traded?

OYes O No

Select the Yes radio button or the No radio button.

Date Revised: 9/22/2022
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7.1.2 Identify how this disclosing Entity/Business is registered with the Internal
Revenue Service

Privately Owned or Non-profit Providers:

O Sole Proprietorship

Partnership/Limited Liability Partnership

Limited Liability Corporation (LLC)

L Nonprofit

Corporation

Louisiana Government Providers:

Identify the type of Entity / Business if Louisiana government owned. Select only one from among City and / or Parish, Department of
Children and Family Services(DCFS), Office of Behavioral Health(OBH), Office of Public Health(OPH), Office of Aging and Adult
Services(OAAS), Office for Citizens with Developmental Disabilities(OCDD), Villa, Other LDH agency. Local Education Agency(LEA),
Louisiana State University(L5U), or Other State - owned entity.Check the appropriate box and complete the applicable fields.

O City and/or Parish Government

DCFS (Department of Children and Family Services)

LDH OBH

O LDH OAAS

LDH Villa

() LDH OPH

LDH OCDD

(1 LDH Other: enter description of other LDH facility

) LGE (Local Governing Entity)

LEA (Local Education Agency)

LSU Hospital: enter LSU hospital name
- Other State Owned Entity: enter description of other State-owned entity

Date Revised: 9/22/2022
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7.1.2.1 Privately Owned or Non-Profit Providers

Click on the radio button of the appropriate selection.

Privately Owned or Non-profit Providers:

O Sole Proprietorship

O Partnership/Limited Liability Partnership

O Limited Liability Corporation (LLC)

O Nonprofit

O Corporation

Sole Proprietorship

No additional questions.

Partnership/Limited Liability Partnership

If Partnership/Limited Liability Partnership is selected, an additional question is displayed:

@ Partnership/Limited Liability Partnership

Number of members identified for this partnership: * (minimum 2) |:|

In the text box, enter the number of members in the partnership. The asterisk indicates that this
is required information. The minimum number of members is 2.

The number of members specified under the Facility tab must match the number of records for
members created in the Individual Owners and/or Business Owners tab. For instance, if you
entered 2 members under the Facility tab, but created a record for only one member, the
system responds with the following messages after you select Next or Save Progress:

The number of ownership disclosures does not match the number of members entered on the Facility tab. The number of Individual Owners and/or Business Owners disclosed must match.

Please enter at least one record for agents/managing employees (this is required for a response of ‘Yes' on the Employee Agent tab).
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Limited Liability Corporation (LLC)

If Limited Liability Corporation (LLC) is selected, two additional questions are displayed:

® Limited Liability Corporation (LLC)

Number of members identified for this LLC: *

Number of managing employees identified for this LLC: * I:I

In the first text box, enter the number of members in the LLC. The asterisk indicates that this is
required information. Enter any number greater than 0 for members.

In the second text box, enter the number of managing employees in the LLC. The asterisk
indicates that this is required information. You must enter any number including 0, for managing
employees.

Go to 7.2 (Individual Owners), and/or 7.3 (Business Owners and/or 7.4 (Employee/Agent). If
you enter data into the text boxes and attempt to proceed or save your progress before going to
the other tabs, the system responds with the following message.

Please indicate whether this facility has individual owners by selecting Yes or No on the Individual tab.

The number of members/managing employees specified under the Facility tab must match the
number of records for members created in the Individual Owners and/or Business Owners
and/or Employee/Agent tabs. For instance, if you entered 2 members and 1 managing
employee under the Facility tab, but created a record for only one member, the system
responds with the following message after you select Next or Save Progress:

The number of ownership disclosures does not match the number of members entered on the Facility tab. The number of Individual Owners and/or Business Owners disclosed must match.

Please enter at least one record for agents/managing employees (this is required for a response of ‘Yes' on the Employee Agent tab).

Nonprofit

If Nonprofit is selected, an additional question is displayed:

@® Nonprofit

Number of members appointed to the governing board: *

In the text box, enter the number of members on the governing board. The asterisk indicates
that this is required information.
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Go to 7.2 Individual Owners and/or 7.4 Employee/Agent. If you attempt to proceed or save
progress before entering data into the number of board members, the following message is
displayed:

A Nonprofit requires a number of members appointed to the governing board.

The number of members specified under the Facility tab must match the number of records for
members created in the Individual Owners and/or Employee/Agent tab. For instance, if you
entered 2 members under the Facility tab, but created a record for only one member, the
system responds with the following message after you select Next or Save Progress:

| The number of disclosures marked as board members does not match the number of board members entered on the Facility tab. The number of disclosures marked as board member (Individual Owner and/or Employee Agent tabs) must match.

Corporation

If Corporation is selected, three additional questions and an additional radio button are
displayed:

® Corporation

Number of stakeholders/individual owners identified
for this corporation with 5% or greater ownership:

Number of Board of Director members identified for this corporation: *

L

Number of officers identified for this corporation: *

[ This corporation’s annual revenue is greater than or equal to $5 Million

In the first text box, enter the number of stakeholders/individual owners with 5% or greater
ownership in the corporation. The asterisk indicates that this is required information. Enter a
number O or greater.

In the second text box, enter the number of Board of Directors for the corporation. The asterisk

indicates that this is required information. Enter a number 0 or greater.

In the third text box, enter the number of officers in the corporation. The asterisk indicates that
this is required information. Enter a number 1 or greater.

Click on the additional radio button if the corporation’s annual revenue is greater than or equal

to $5 Million. Do not click on the radio button if the corporation’s annual revenue is less than $5

Million.

Go to 7.2 Individual Owners and/or 7.3 Business Owners and/or 7.4 Employee/Agent. If you

enter data into the text boxes and attempt to proceed or save your progress before going to the

other tabs, the system responds with the following message.

Please indicate whether this facility has individual owners by selecting Yes or Ne on the Individual tab.
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A Corporation requires a number of stakeholders/individual owners.
A Corporation requires a number of Board of Director members.
A Corporation requires a number of officers.

The number of Stakeholder/Individual owners, Board of Directors and officer specified under the
Facility tab must match the number of records for members and officers created in the Individual
Owners and/or Business Owners and/or Employee/Agent tabs. For instance, if you entered 2
Board of Director members and 2 officers under the Facility tab, but created a record for only
one member, the system responds with the following messages after you select Next or Save
Progress:

The number of ownership disclosures does not match the number of members entered on the Facility tab. The number of Individual Owners and/or Business Owners disclosed must match.

The number of disclosures marked as corperate officers does not match the number of officers entered on the Facility tab. The number of disclosures marked as officer (Individual Owner and/or Employee Agent tabs) must match.

7.1.2.2 Louisiana Government Providers

Select only one option from the displayed government entities.

Louisiana Government Providers:

Identify the type of Entity / Business if Louisiana government owned. Select only one from among City and [ or Parish, Department of
Children and Family Services(DCFS), Office of Behavioral Health(OBH), Office of Public Health(OPH), Office of Aging and Adult
Services{OAAS), Office for Citizens with Developmental Disabilities(OCDD), Villa, Other LDH agency, Local Education Agency(LEA),
Louisiana State University(L5U), or Other State - owned entity.Check the appropriate box and complete the applicable fields.

D City and/or Parish Government

) DCFS (Department of Children and Family Services)

- LDH OBH

O LDH QAAS

) LDH Villa

o LDH OPH

O LDH OCDD

) LDH Other: enter descripfion of other LDH facility

- LGE (Local Gowverning Entity)

) LEA (Local Education Agency)

- LSU Hospital: enter LSU hospital name

) Other State Owned Entity: enter description of other State-owned entity
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If LDH Other is selected, the corresponding text box is activated. Enter the description of the
facility into the text box.

® LDH Other:

enter description of other LDH facility ‘

If you attempt to proceed or save your progress before entering a description, the system
responds with the following message.

Enter a description for the LDH - Other entity.

Go to 7.2 Individual Owners and 7.3 Business Owners. If you attempt to proceed or save your
progress before doing so, the system responds with the following message.

At least one record must be designated as authorized agent. Use the Employee/Agent tab to enter an agent record and mark the Authorized Agent checkbox.

If LSU Hospital is selected, the corresponding text box is activated. Enter the name of the LSU
hospital into the text box.

® |SU Hospital:

enter LSU hospital name |

If you attempt to proceed or save your progress without entering the LSU hospital name, the
system responds with the following message.

Enter the LSU hospital name/description.

Go to 7.2 (Individual Owners) and 7.3 (Business Owners). If you attempt to proceed or save
your progress before doing so, the system responds with the following message.

At least one record must be designated as authorized agent. Use the Employee/Agent tab to enter an agent record and mark the Authorized Agent checkbox.

If Other State-Owned Entity is selected, the corresponding text box is activated. Enter a
description of the entity into the text box.
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If you attempt to proceed or save your progress without entering a description, the system
responds with the following message.

Enter the description for Other State-owned Entity.

® Other State Owned Entity:

enter description of other State-owned entity ‘

Go to 7.2 Individual Owners and 7.3 Business Owners. If you attempt to proceed or save your
progress before doing so, the system responds with the following message.

At least one record must be designated as authorized agent. Use the Employee/Agent tab to enter an agent record and mark the Authorized Agent checkbox.

7.1.2.3 Selection Change

Changing your response to IRS entity type will cause the software to display the following
information:

Confirm Selection Ch
erirm Selection change : Click on the Cancel button to keep any data entered so

Warning: Changing the selection for IRS entity type will result in far'
the removal of all previously entered disclosure information and
the disclosure section will be reset.

Click Confirm to proceed with the selection change and reset, or
Cancel to remain.

This action cannot be undone! /

e

Click on the Confirm button to remove any data so far
entered and to reset the Ownership Disclosure section.
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7.1.3 Enrolling Business/Entity Questionnaire

(since the inception of those programs), as follows:

Has this Entity/Business (since its existence) - AND — Any Entity/Business affiliated with the same Tax ID number — AND — Any past or current
owners, agents, managing employees or persons with a controlling interest have had or currently have any involvement or participation with

Read each question carefully and click on the appropriate Yes or No radio button.

Enrolling Business/Entity Questionnaire

Yes O Mo Ever been convicted of a criminal offense in any program under medicare, Medicaid, any Titled services in the Louisiana
Medical Assistance Program?

Yes O Mo Ever had any disciplinary action taken against any license or certification held in-amy State or US Territory, including
disciplinary action, board consent erder, suspension, revocation, or valuntary surrender of a license of certification?

Yes O No Ever been denied enrollment, suspended, or terminated from participation, excluded or voluntarily withdrawn to avoid
disciplinary action from Medicare, Medicaid, or ather healthcare programis) in any State or US Territery?

Yes O No Currently have a negative balance or currently owes money to any State or Federal Funded program including Medicaid
and Medicare?

Yes O No Ever been the subject of any investigation under MAPIL (Louisiana’s Medical Assistance Program Integrity Law) or by any
law enforcement, regulatory, or State agency?

Yes O Mo Currently have any open or pending healthcare court cases?

CYes O Mo Ever been denied malpractice insurance?
Yes O Mo Currently has or ever had any type of felony conviction(s)?

Uploaded files:

All questions
are required.
Use the text
box to submit
details
regarding each
“Yes” answer.
If necessary,
use the box re-
size function to
expand or
reduce the size
of the text box
to fit your
requirement.
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7.1.4 Attach Documentation

Allowed file extensions for uploads are pdf, jpg, gif, png, doc, docx, tif and tiff.
¢ No limit to the number of uploads
¢ 10mb max per file

Uploaded filg:\

Click on the Attack Documentation button to open the Upload Documentation window.
Attach all official legal documents regarding the occurrence of a Yes answer, including any

reinstatements.

Upload Documentation X

Choose File |No file chosen

Description

Click on the Choose File button to begin the upload. Your computer’s file exploration tool will

open.

€ Open X
1 > This PC > Desktop > PES v U O Search PES
Organize ~ New folder E- m @
% This PC A Name Status Date mo,
¥ 3D Objects @) Enrollment_Entities [©] /5/:
I Desktop Enrollment Entities © 5
 Documents ) PES Fac FFS ©
¥ Downloads PES Fac FFS ©
@) PES_Fac MCO ©
D Music
%) PES_Fac MCO ©
&= Pict p
ctures @ PES_ind_FFS )
H videos PES_Ind_FFS ©
£5 0SDisk (C) @3 PES_Ind MCO 2
~x SheehanR (\\labr [ Pes_ind_Mco @
sx Genpublic$ (\\lat @9 PES_Ind_MCO-tb edits ©
s Shared Mlahrfer ¥ € >
File name: |PES_Ind_MCO ~ | lcustom Fites v

Conc
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Find the file you want and select it, then click on the Open button. The file name you selected is

now displayed in the Upload Documentation windoy

Upload Documentation

Choose File | PES_Fac_MCO.pdf

Description

Type a description of the document into
the text box.

Use box re-size function to expand or
reduce the size of the text box to fit your
requirement.

Upload Then click on the Upload button.

7.1.5 Uploaded Files

After you have uploaded files, they are displayed in a manner similar to that shown below:

Uploaded files:

File Mame Description Added
test 2.docx N/A 07/07,/2021 W Delete

If you misplace the file, you are enabled to click on the file name to download it to your
computer. You are also enabled to delete any file you may have uploaded.

Delete File? *

Are you sure you want to delete this file? (this action cannot be
undone)

Click on the Confirm button to delete the file. The file will be immediately removed, and the
following message displayed:

Record updated successfully
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Use the tabs below to complete each form. When all information in all tabs has been completed, click "Next":

Facility ndividual Qwners Business Owners Employee/Agent Authorized Agents

— AN e _—r

S

Next, you must click on the Individual Owners tab, then the Business Owners tab, then the
Employee/Agent tab, and then possibly the Authorized Agents tab to answer the following
questions:

7.2 Individual Owners

Usage Notes:

o If a Louisiana Government Provider IRS reporting type is selected, the Individual Owners
tab will be inactive but viewable.

¢ |If you have started completing information in any of the tabs and realize it should have
been entered in another tab, you will need to click the “Cancel” button in the bottom right
corner to remove the record that was started and select the “No” radio button for the
individual owner with 5% or more question at the top of the screen.

Disclosure of Ownership for Facilities

Use the tabs below to complete each form. When all information in all tabs has been completed, click “Next":

Facility ndividual Owners Business Owners Employee/Agent Authorized Agents

UNDER FEDERAL REGULATIONS, AN ENTITY/BUSINESS MUST FULLY DISCLOSE ALL PERSONS AMD ENTITIES THAT HAVE AN OWNERSHIP
INTEREST {EITHER SEPARATELY OR IN COMBINATION) OF 5% OR MORE OF THIS DISCLOSING ENTITY/BUSINESS.

See FEDERAL RecuiaTions 42 CFR § 455.104(e)(1)

Does this facility have any individual owners with ownership of 5% or greater?

OYes O MNo
A valid license, if applicable, MUST be uploaded here.

X Attach Documentation

Uploaded files:

If No, proceed to the Business Owners tab (7.3).

If Yes:
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Facility ndividual Owners Business Owners

buttons to make changes:

Name Address

| + Add New Individual Owner |

Employee/Agent Authorized Agents

For each individual with direct ownership of 5% or or greater in this entity, click "Add New" and complete the form. Use the "Edit" and "Delete"

Percent Ownership

For each individual with direct ownership of 5% or greater, click on the New Individual

Owner button.

First Name * |

Middle Name * |

Maiden Name [

Last Name * [

Hyphenated Last Name [

Title/Position * |

Percent Ownership In Disclosing Business * 100 |
SSN = |
Date of Birth * [
NP [

Phone Number * [ TR

Fill out the form carefully. Red asterisks denote required fields. If Sole Proprietor is selected,
the percent of ownership will be populated with 100% and the field cannot be changed.

As shown in the table below, at least one check box is displayed next, dependent on the
privately-owned or non-profit IRS registration type (see 7.1.2).

This individual is a This individual is an This individual is an
board member of this | officer of this authorized agent of
organization organization this organization
Sole Proprietorship %}
Partnership/Limited M
Liability
Partnership
Limited Liability
Corporation
Nonprofit M M
Corporation M 4] ™

Date Revised: 9/22/2022
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[J This individual is a board member of this organization

4

Click on the check box if the specified individual is a board member. Ensure that for each
individual that is a board member this box is checked. This check box only shows when the
Non-profit and Corporation radio buttons are selected.

e

Click on the check box if the specified individual is an officer. Ensure that for each individual
that is an officer this box is checked. This check box only shows when the Corporation radio
button is selected.

[J This individual is an officer of this organization

) This individual is an authorized agent of this facility *

* quthsyized to sign into legal, binding documents on behalf of this provider, such as direct deposit forms and/or changes to the disclosure of
ownerships forms

Click on the check box if the specified individual is an authorized agent of the facility. Otherwise
leave it unchecked. If checked, the Authorized Agent tab will be populated with data (see 7.6).
At least one Individual Owner or Employee/Agent must be designated as an Authorized Agent.
Ensure that for each individual that is an authorized agent this box is checked.

Street Address:

Address Line *

city~

State *

Zip~

Mailing Address/PO Box:

Address Line *

City =

State *

Zip*

Fill out the form carefully. Red asterisks denote required fields.
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Has the owner named above ever used or been known by any other name including married, maiden, hyphenated, or alias?

OYes O No

Is this individual a US citizen? If no, provide alien verification number:
OYes ONo

Alien Verification

Does this owner reside outside the State of Louisiana?

OYes O No

Is this owner related to any other individual owners, agents, 1ging emp or business owners associated with the
disclosing Entity/Business?

OYes O No
Does the individual owner have a business ion with any (s) for services ing to $25,000 or more?
OYes O No

Does the individual owner have direct or indirect ownership or controlling interest of 5% or greater in any other Entity/Business that participates
in a Federal/State Funded healthcare program?

OYes ONo

7.2.1 Add New Alias/Other Name

Has the owner named above ever used or been known by any other name including married,
maiden, hyphenated or alias?

If yes, the page expands to include the +Add New Alias/Other Name button.

If no, proceed to next question.

Has the owner named above ever used or been known by any other name including married, maiden, hyphenated, or alias?

@®@Yes O No
For each alias or other name, click "Add New" and complete the form. Use the "Edit" and "Delete” buttons to make changes:

First Name Middle Name Last Name Hyphenated Last Name

I 4 Add New Alias/Other Name l

\

For each other name, click on the +Add New Alias/Other Name button. The system responds
by opening the Alias/Other Name window, as shown below:

Date Revised: 9/22/2022 25



Provider Enrollment Portal for FFS Facility User Manual

Alias/Other Name X

First Name: *

Middle Name: *

Maiden Name:

Last Name: *

Hyphenated Last Name:

/

The red asterisks indicate required fields. Click on the Save button once you have entered the
data.

Once you have created a record, a summary is displayed along with the Edit and Delete icons.

First Name Middle Name Last Name Hyphenated Last Name

Rocky R Smith # Edit W Delete

l 4 Add New Alias/Other Name

Click on the Edit icon to re-open the window and make changes. Click on the Delete icon to
remove the record.
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7.2.2 Is this individual a US citizen?

If yes, proceed to next question.

If no, the Alien Verification text box is activated.

Is this individual a US citizen? If no, provide alien verification number:

OYes @ No

Alien Verification P 4

Enter the alien verification number.

7.2.3 Does this owner reside outside the State of Louisiana?

Does this owner reside outside the State of Louisiana?

J¥es U Ne

If no, proceed to next question.

If yes, the form expands to include the following additional question:

Has this owner been issued any Medicare or Medicaid provider numbers by the domicile state?

J¥Yes (O No

If no, proceed to next question.

If yes, the form expands again to include the +Add Additional State Provider Number button.

For each state and provider number, click "Add New" and complete the form. Use the "Edit" and "Delete" buttons to make changes:

State Medicaid Number Medicare Number

[ + Add Additional State Provider Number } \

For each additional Provider number, click on the +Add Additional State Provider Number
button. The system responds by opening the Non Resident Provider window, as shown below:
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Non Resident Provider Use the drop
down box to
select a state, and
State: * then enter the
Medicaid Number
Medicaid Number: = | | and the Medicare
Number. The red
Medicare Number: * | | asterisks indicate
required fields.

Then click on the
Cancel Save R
- - '\Save button.

Once you have created a record, a summary is displayed along with the Edit and Delete icons.

L\

State Medicaid Number Medicare Number

AL 1111111 2222222222 FEdit W Delete

Click on the Edit icon to re-open the window and make changes. Click on the Delete icon to
remove the record.
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7.2.4 Add Related Individual

Is this owner related to any other individual owners, agents, managing employees, or
subcontractor business owners associated with the disclosing Entity/Business?

If no, proceed to next question.

If yes, the form expands to include the +Add Related Individual button.

Is this owner related to any other individual owners, agents, managing employees, or subcontractor business owners associated with the
disclosing Entity/Business?

®Yes O No
For each relative, click "Add New" and complete the form. Use the "Edit" and "Delete” buttons to make changes:

First Name Last Name Title

| = Add Related Individual | \

For each related individual, click on the +Add Related Individual button. The system responds
by opening the Individual Owner Relative window, as shown below:

Individual Owner Relative X Enter the reqUired data into the text
boxes. The red asterisks indicate
TR L required fields. Then click on the
Middle Name: = I:I Save bUtton
MaidenName I:I
Last Namnes L ]
HyphenatedLastName I:I
Relationship: * I:I
Tie: ]
Relationship Type: * O Owner O Agent O Managing Employee O Subcontractor
=

Once you have created a record, a summary is displayed along with the Edit and Delete icons.

\ \

First Name Last Name Title

hanfred Rococo None & Edit Tl Delete

Click on the Edit icon to re-open the window and make changes. Click on the Delete icon to
remove the record.
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7.2.5 Add Subcontractor

Does the individual owner have a business transaction with any subcontractor(s) for services
amount to $25,000 or more?

If no, proceed to next question.

If yes, the form expands to include the +Add Subcontractor button.

Does the individual owner have a business transaction with any subcontractor(s) for services amounting to $25,000 or more?

@Yes O No
For each subcontractor, click "Add New" and complete the form. Use the "Edit" and "Delete” buttons to make changes:

Subcontractor Business Name Subcontractor Owner Name State

4 Add Subcontractor

For each subcontractor, click on the +Add Subcontractor button. The system responds by
opening the Subcontractor window, as shown below:

Enter the required

data into the boxes.

| The red asterisks
indicate required

| fields. Then click on
the Save button.

Subcontractor X

Subcontractor Business Name: *

Subcontractor Owner Name: *

I

Address: *
State: *

Phone Number: *

Contact Email: *

Lo ] o)
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Once you have created a record, a summary is displayed along with the Edit and Delete icons.

Subcontractor Business Name Subcontractor Owner Name State \ \
LA

Satellite Testa Napp S Edit W Delete

Click on the Edit icon to re-open the window and make changes. Click on the Delete icon to
remove the record.

7.2.6 Add Plan

Does the individual owner have direct or indirect ownership or controlling interest of 5% or
greater in any other Entity/Business that participates in a Federal/State Funded healthcare
program?

If no, proceed to next question.

If yes, the form expands to include the +Add Plan button.

Does the individual owner have direct or indirect ownership or controlling interest of 5% or greater in any other Entity/Business that participates
in a Federal/State Funded healthcare program?

®Yes O No
For each participating plan, click "Add New" and complete the form. Use the "Edit” and "Delete” buttons to make changes:

Plan Name DBA Name State

| =+ Add Plan

\

For each plan, click on the +Add Plan button. The system responds by opening the Other Plan
window, as shown below:
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Tax |0

State:

Plan Mamae:

DBA Mame:

Other Plan

Plan ID Mumbser:

Enter the
data into the
boxes. Then
click on the
Save button.

The red

asterisks
indicate

required
fields.

Once you have created a record, a summary is displayed along with the Edit and Delete icons.

I /

Plan Name

Medicare

+ Add Plan

DBA Name

Satellite

State

LA #Edit W Delete

Click on the Edit icon to re-open the window and make changes. Click on the Delete icon to

remove the record.

7.2.7 Enrolling Individual Questionnaire

Read each question carefully and click on the appropriate Yes or No radio button.

Yes CNe

Envlling Business/Entity Questionnaire

e, Medicaid any Tithed services in the Louisians

All questions are required. Use the text box
to submit details regarding each “Yes”
answer. If necessary, use the box re-size
function to expand or reduce the size of the

xt box to fit your requirement. Click on the
Save Individual Owner button when you
are finished.
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7.2.8 No Input Required

If all required data has been submitted or the IRS registration type is a government entity and
the user clicks on the Individual Owners tab, the screen below is displayed:

Disclosure of Ownership for Facilities

Use the tabs below to complete each form. When all information in all tabs has been completed, click "Next":

Facility ndividual Owners Business Owners Employee/Agent Authorized Agents

No input is required on this tab at this time. Please continue by clicking on the Business Owner tab.

7.3 Business Owners

If you have started completing information in any tabs and realize it should have been entered in
another tab, you will need to click the “Cancel” button in the bottom right corner to remove the
record that was started and select the “No” radio button for the individual owner with 5% or more
question at the top of the screen.

Disclosure of Ownership for Facilities

Use the tabs below to complete each form. When all information in all tabs has been completed, click "Next":

Facility ndividual Owners Business Owners Employee/Agent Authorized Agents

UNDER FEDERAL REGULATIONS, AN ENTITY/BUSINESS MUST FULLY DISCLOSE ALL PERSONS AND ENTITIES THAT HAVE AN OWNERSHIP
INTEREST (EITHER SEPARATELY OR IN COMBINATION) OF 5% OR MORE OF THIS DISCLOSING ENTITY/BUSINESS.

SEE FEDERAL REGULATIONS 42 CFR § 455.104(e)(1)

Does this facility have any business owners with ownership of 5% or greater?

OYes O No
A valid license, if applicable, MUST be uploaded here.

X Attach Documentation

Uploaded files:

If No, proceed to the Employee/Agent tab (7.4).
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If yes:

Facility ndividual Owners Business Owners Employee/Agent Authonzed Agents

For each business with direct ownership of 5% or greater in this entity, click "Add New" and complete the form. Use the "Edit" and "Delete"
buttons to make changes:

Name Address

[ =+ Add New Business Owner l ‘ 

For each business with direct ownership of 5% or greater, click on the +Add New Business
Owner button.

DBA Name: * | |

Legal Name: * | |

Tax ID Number * | |

| R RRERRER |

Phone: *

Fax: * | [rTrTe |
Email: * | |
Website * | |

Street Address:

Address Line: * | |

City: | |

State: ™

Zip * | |

The red asterisks indicate required fields.
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Mailing Address/PO Box:

Address Line: * | |

City: * | |

State: *

Zip* | |

Does this business have any additional locations?

OYes O No

Has the Entity/Business owner used or previously been known by any name other than the legal name or the Doing Business As (DBA) name?

OYes O No

Does the entity/business owner have a business transaction with any subcontractor(s) for services amounting to $25,000 or more?

OYes O No

Is this Entity/Business currently enrolled in a Federal/State Funded healthcare program?

OYes O No

7.3.1 Add New Location

Does this business have any additional locations?
If no, proceed to 7.3.2.

If yes, the form expands to include the +Add New Location button.

Does this business have any additional locations?

@®Yes O No
For each additional location, click "Add New" and complete the form. Use the "Edit" and "Delete" buttons to make changes:

Location DBA Name Address City State

™~

4+ Add New Location

For each location, click on the +Add New Location button. The system responds by opening
the Business Location window, as shown below:
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Enter the
Business Location x required data into
the boxes. The
DBA Name: * | | red asterisks
indicate required
Legal Namer® [ | fields. Then click
on the Save
Tan ID Number * [ | button.
Phone; *
Fax: ®
Email: *
Street Address:
Address Line: * | |
City:* | |
State: ™
Zp* | |

¥

Once you have created a record, a summary is displayed along with the Edit and Delete icons.

Location DBA Name Address City State \ \
LA

Satellite 2220 Blues Drive Baton Rouge & Edit W Delete

Click on the Edit icon to re-open the window and make changes. Click on the Delete icon to
remove the record.

7.3.2 Add New Name

Has the Entity/Business owner used or previously been known by any name other than the legal
name or the Doing Business As (DBA) name?

If no, proceed to 7.3.3.
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If yes, the page expands to include the +Add New Name button.

Has the Entity/Business owner used or previously been known by any name other than the legal name or the Doing Business As (DBA) name?

®Yes O MNo

For each additional name, click "Add New" and complete the form. Use the "Edit" and "Delete” buttons to make changes:

Name Tax ID

+ Add New Name

\

For each other name, click on the +Add New Name button. The system responds by opening
the Business Other Name window, as shown below:

Business Other Name X

Name: * I

Tax ID: * |

Cancel Save

Click on the Save button once you have entered the data.

Once you have created a record, a summary is displayed along with the Edit and Delete icons.

MName Tax ID

Rocky Rococo 222222222 & Edit il Delete

Click on the Edit icon to re-open the window and make changes. Click on the Delete icon to
remove the record.
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7.3.3 Add Subcontractor

Does the entity/business owner have a business transaction with any subcontractor(s) for
services amounting to $25,000 or more?

If no, proceed to 7.3.4.

If yes, the form expands to include the +Add Subcontractor button.

Does the entity/business owner have a business transaction with any subcontractor(s) for services amounting to $25,000 or more?

®Yes O No
For each subcontractor, click "Add New" and complete the form. Use the “Edit” and "Delete” buttons to make changes:

Subcontractor Business Name Subcontractor Owner Name State

| 4 Add Subcontractor |

‘\

For each subcontractor, click on the +Add Subcontractor button. The system responds by
opening the Subcontractor window, as shown below:

Subcontractor « | Enter the required data into the
boxes. The red asterisks

Subcontractor Business Name: * I:I indicate reqUired fleIdS Then
click on the Save button.

Subcontractor Owner Name: * I:I

adaress: ]

city:” ]

State: ~

Zip: *

Phone Number: *

Contact Email: * |:I

Once you have created a record, a summary is displayed along with the Edit and Delete icons.

\ /

Subcontractor Business Name Subcontractor Owner Name State \

Satellite Testa Napp LA #Edit W Delete

Click on the Edit icon to re-open the window and make changes. Click on the Delete icon to
remove the record.
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7.3.4 Add Plan

Is this Entity/Business currently enrolled in a Federal/State Funded healthcare program?
If no, proceed to 7.3.5.

If yes, the form expands to include the +Add Plan button.

Is this Entity/Business currently enrolled in a Federal/State Funded healthcare program?

®Yes O No
For each participating plan, click "Add New" and complete the form. Use the "Edit" and "Delete" buttons to make changes:

Plan Name DBA Name State

+ Add Plan

X

Click on the +Add Plan button and enter the data into the text boxes:

Other Plan x
Pln Name: ]

DBA Name: * |

TaxID: * :

State: * lil

Plan ID Number: * |
| cnce | sove

Once you have created a record, a summary is displayed along with the Edit and Delete icons.

I /

Plan Name DBA Name State

Medicare Satellite LA #Edit Wl Delete

4+ Add Plan

Click on the Edit icon to re-open the window and make changes. Click on the Delete icon to
remove the record.

Date Revised: 9/22/2022

39



Provider Enrollment Portal for FFS Facility User Manual

7.3.5 Enrolling Business/Entity Questionnaire

Read each question carefully and click on the appropriate Yes or No radio button.

e

Vel

el

e

el

ek

e

Mo

Ma

HNa

Mo

Mo

Mo

Na

M

Enralling Buginsis/ERDty Queitichnaing

Ever been conwicted of & criminal affense in sy progesm under medicace. Medicasd, any Tithed evvices in the Lourisng
Miedical Assistance ProgramT

Ever had any desciplingny sctian teken sgainat amy Boense or certifcation held in anmy Siste of US Termtary, inc ,r,l.m_;
disciplinary action. board consent cader, suspemsion, revocation, o wolundany surrender of & licende of certification?

Ever ben denied enrallinent. sulpended, o terminabid from pamicipation, exdhaded of volumtaily withdriwn b el
disciplinary sction from Medicare, Medicald, or other healthcare programis] in any State or US Terrtony?

Currently Rave & negative balinde of currenthy cuwed maney 15 Afy Stabe of Federal Funded pragram ill;il,_'ll'uj Badicyid
and Medcwe!

Ever bean the sulsect ol sny invetigaton under MAPIL {Louisiens™s Medscl Avistance Program inbegity Liw) of By any

I enforcemend. regulitony, or State sgency?

Curmenthy have Sy open of pending healhcare cour cades?
Ewver bean denked malpaaction ingurancs?

Currently has or ever haed any fype of Telomy oomaction|s)T

] in the oo w Toa quest ATHNET £

Save Business Owner ‘ Cancel ‘

All questions
are required.
Use the text
box to submit
details
regarding
each “Yes”
answer. If
necessary,
use the box
re-size
function to
expand or
reduce the
size of the text
box to fit your
requirement.
Click on the
Save
Business

- Owner button

when you are
finished.
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7.3.6 No Input Required

If all required data has been submitted or the IRS registration type is a government entity and
the user clicks Business Owners tab, the screen below is displayed:

Disclosure of Ownership for Facilities

Use the tabs below to complete each form. When all information in all tabs has been completed, click "Next":

Facility ndividual Owners Business Owners Employee/Agent Authorized Agents

No input is required on this tab at this time. Please continue by clicking on the Employee/Agent tab.

7.4 Employee/Agent

Disclosure of Ownership for Facilities

Use the tabs below to complete each form. When all information in all tabs has been completed, click "Next":

Facility ndividual Owners Business Owners Employee/Agent Authorized Agents

UNDER FEDERAL REGULATIONS, A PROVIDER MUST DISCLOSE TO THE MEDICAID AGENCY, PRIOR TO ENROLLING, THE NAME AND
ADDRESS OF EACH PERSOM WHO IS AN AGENT OR MANAGING EMPLOYEE OF THE PROVIDER (GENERAL MANAGER, BUSINESS
MANAGER, ADMINISTRATOR, OR OTHER INDIVIDUAL WHO EXERCISES OPERATIONAL OR MANAGERIAL CONTROL OR CONDUCTS DAY TO
DAY OPERATIONS OF THE AGENCY) AND ANY PERSON WITH AUTHORITY TO OBLIGATE OR ACT ON BEHALF OF THE DISCLOSING ENTITY.

SEE FEDERAL REGULATIONS 42 CFR § 455.106(4)(1)(2)

Does this facility have any agents or individuals who are a partner, manager, managing employee, board member, stakeholder, director, or
officer?

OYes O No

A valid license, if applicable, MUST be uploaded here.

X Attach Documentation

Uploaded files:

\

If the answer to the opening question is No, proceed to the Authorized Agents tab (7.6)
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If yes:

For each agent or individual who is also a part of management, click "Add New" and complete the form. Use the “Edit" and "Delete” buttons to
make changes:

Name Address Percent Ownership

I + Add New Agent/Employes l \

For each agent or individual who is part of management, click on the +Add New
Agent/Employee button.

First Name * | |

Middle Name * | |

Maiden Name | |

Last Name * | |

Hyphenated Last Name | |

Title/Position * | |

Percent Ownership In Disclosing Business * E

SSN ~ | |
Date of Birth * | |
NP | |
Phone Number * e |

Fill out the form carefully. Red asterisks denote required fields.

As shown in the table below, at least one check box is displayed next, dependent on the
privately-owned or non-profit IRS registration type (see 7.1.2).
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This individual is a This individual is an This individual is an
board member of this | officer of this authorized agent of
organization organization this organization
Sole Proprietorship M
Partnership/Limited M
Liability
Partnership
Limited Liability
Corporation
Nonprofit %}
Corporation M 4] ™

[J This individual is a board member of this organization

4

Click on the check box if the specified individual is a board member. Ensure that for each
individual that is a board member this box is checked.

) This individual is an officer of this organization

/

Click on the check box if the specified individual is a board member. Ensure that for each
individual that is a board member this box is checked.

[J This individual is an authorized agent of this facility *

* quthorized to sign into legal, binding documents on behalf of this provider, such as direct deposit forms and/or changes to the disclosure of

ownership f

Click on the check box if the specified individual is an authorized agent of the facility. Otherwise
leave it unchecked. If checked, the Authorized Agent tab will be populated with data (see 7.6).
At least one Individual Owner or Employee/Agent must be designated as an Authorized Agent.
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Street Address:

Address Line = | |

City * | |

State *

Zip* |

Mailing Address/PO Box:

Address Line * | |

City * | |

State *

Zip* | |

Is the individual named above also an owner?

COYes O No

Has the individual named above ever used or been known by any other name including married, maiden, hyphenated, or alias?

O Yezs O No

Is this individual a US citizen? If no, provide alien verification number:

CYes O No

Alien Verification

Does this owner reside outside the State of Louisiana?

CO¥Yes O No

Is this owner related to any other individual owners, agents, managing employees, or subcontractor business owners associated with the
disclosing Entity/Business?

OYes O No

Does the individual owner have a business transaction with any subcontractor(s) for services amounting to $25,000 or more?

CYes O MNo

Does the individual owner have direct or indirect ownership or controlling interest of 5% or greater in any other Entity/Business that participates
in a Federal/State Funded healthcare program?

OYes O No
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7.4.1 Is the individual named above also an owner?

Is the individual named above also an owner?

O Yes O No
/ ™

Click the Yes radio button or the No radio button.

7.4.2 Add New Alias/Other Name

Has the owner named above ever used or been known by any other name including married,
maiden, hyphenated, or alias?

If no, proceed to 7.4.3.

If yes, the page expands to include the +Add New Alias/Other Name button.

Has the owner named above ever used or been known by any other name including married, maiden, hyphenated, or alias?

®vYes O No
For each alias or other name, click “Add New" and complete the form. Use the “Edit" and "Delete” buttons to make changes:

First Name Middle Name Last Name Hyphenated Last Name

[ + Add New Alias/Other I‘\ameJ

\

For each other name, click on the +Add New Alias/Other Name button. The system responds
by opening the Alias/Other Name window, as shown below:

Alias/Other Name X
Frs Name: ]
Middle Name: ]
Maiden Neme: ]
Last Name: * ]

Hyphenated Last Name: I:I

e

The red asterisks indicate required fields. Click on the Save button once you have entered the
data.
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Once you have created a record, a summary is displayed along with the Edit and Delete icons.

First Name Middle Name Last Name Hyphenated Last Name \ X
Rocky R Smith & Edit W Delete

[ 4 Add New Alias/Other Name l

Click on the Edit icon to re-open the window and make changes. Click on the Delete icon to
remove the record.

7.4.3 Is this individual a US citizen?

If yes, proceed to 7.4.4.

If no, the Alien Verification text box is activated.

Is this individual a US citizen? If no, provide alien verification number:

O Yes @ No

Alien Verification . 4

Enter the alien verification number.

7.4.4 Does this owner reside outside the State of Louisiana?

Does this individual reside outside the State of Louisiana?

O Yes O No

If no, proceed to 7.4.5.

If yes, the form expands to include the following additional question:

Has this owner been issued any Medicare or Medicaid provider numbers by the domicile state?

®vyes O No

If yes, the form expands again to include the +Add Additional State Provider Number button.
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For each state and provider number, click "Add New" and complete the form. Use the "Edit" and "Delete" buttons to make changes:

State Medicaid Number Medicare Number

[ =+ Add Additional State Provider Number } \

For each additional Provider number, click on the +Add Additional State Provider Number
button. The system responds by opening the Non Resident Provider window, as shown below:

Use the drop

¢//‘ down box to
select a state, and

then enter the

Medicaid Number

Non Resident Provider

State: *

Medicaid Number: * | | and the Medicare
. Number. The red
Medicare Number: * | | asterisks indicate

required fields.

Then click on the
Cancel Save
- - ¥ Save button.

Once you have created a record, a summary is displayed along with the Edit and Delete icons.

\ \
State Medicaid Number Medicare Number \ \

ID 1111111 2222222222 #Edit W Delete

Click on the Edit icon to re-open the window and make changes. Click on the Delete icon to
remove the record.

7.4.5 Add Related Individual

Is this owner related to any other individual owners, agents, managing employees, or
subcontractor business owners associated with the disclosing Entity/Business?

If no, proceed to 7.4.6.

If yes, the form expands to include the +Add Related Individual button.
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Is this owner related to any other individual owners, agents, managing employees, or subcontractor business owners associated with the
disclosing Entity/Business?

®Yes O No
For each relative, click "Add New" and complete the form. Use the "Edit" and "Delete” buttons to make changes:

First Name Last Name Title

l + Add Related Individual

\

For each related individual, click on the +Add Related Individual button. The system responds
by opening the Individual Owner Relative window, as shown below:

Individual Owner Relative «| Enter the required data into
the text boxes. The red

First Name: [ ] asterisks indicate required
fields. Then click on the Save
Middle Name: * |:I button

Maidenname ]
Last Name; ]
HyphenatedLastName I:I
Relationship: * I:I

Tite: ]

O Owner O Agent O Managing Employee O Subcontractor

Once you have created a record, a summary is displayed along with the Edit and Delete icons.

\ \

Relationship Type: *

M

First Name Last Name Title

hanfred Rococo None & Edit Tl Delete

Click on the Edit icon to re-open the window and make changes. Click on the Delete icon to
remove the record.
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7.4.6 Add Subcontractor

Does this individual owner have a business transaction with any subcontractor(s) for services
amounting to $25,000 or more?

If no, proceed to 7.4.7.

If yes, the form expands to include the +Add Subcontractor button.

Does the individual owner have a business transaction with any subcontractor(s) for services amounting to $25,000 or more?

@Yes O No
For each subcontractor, click "Add New" and complete the form. Use the "Edit" and "Delete” buttons to make changes:

Subcontractor Business Name Subcontractor Owner Name State

4 Add Subcontractor

For each subcontractor, click on the +Add Subcontractor button. The system responds by
opening the Subcontractor window, as shown below:

Enter the required

data into the boxes.

| The red asterisks
indicate required

| fields. Then click on
the Save button.

Subcontractor X

Subcontractor Business Name: *

Subcontractor Owner Name: *

I

Address: *
State: *

Phone Number: *

Contact Email: *

Lo ] o)

Once you have created a record, a summary is displayed along with the Edit and Delete icons.
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Subcontractor Business Name Subcontractor Owner Name State

Satellite Testa Napp LA S Edit W Delete

Click on the Edit icon to re-open the window and make changes. Click on the Delete icon to
remove the record.

7.4.7 Add Plan

Does the individual owner have direct or indirect ownership or controlling interest of 5% or
greater in any other Entity/Business that participates in a Federal/State Funded healthcare
program?

If no, proceed to 7.4.8.

If yes, the form expands to include the +Add Plan button.

Does the individual owner have direct or indirect ownership or controlling interest of 5% or greater in any other Entity/Business that participates
in a Federal/State Funded healthcare program?

®Yes ONo
For each participating plan, click “"Add New" and complete the form. Use the "Edit" and "Delete” buttons to make changes:

Plan Name DBA Name State

4 Add Plan

For each plan, click on the +Add Plan button. The system responds by opening the Other Plan

window, as shown below:

Enter the data into the
Other Plan X
boxes. Then click on the
) Save button.
Plan Name: I J
DBA Name: * | ‘
Tax ID: * l ]
State: * i
Plan ID Number: * I

Once you have created a record, a summary is displayed along with the Edit and Delete icons.

Date Revised: 9/22/2022

50




Provider Enrollment Portal for FFS Facility User Manual

Plan Name

Medicare

+ Add Plan

DBA Name

Satellite

State

LA

# Edit

W Delete

Click on the Edit icon to re-open the window and make changes. Click on the Delete icon to

remove the record.

7.4.8 Agent/Managing Employee Questionnaire

Read each question carefully and click on the appropriate Yes or No radio button.

O Yes

Agent/Managing Employee Questionnaire

' No

Ever been convicted of a criminal offense in any program under medicare, Medicaid, any Titled services in the Louisiana
Medical Assistance Program?

Ever had any disciplinary action taken against any license or certification held in any State or US Territory, including
disciplinary action, board consent order, suspension, revocation, or veluntary surrender of a license of certification?

Ever been denied enrollment, suspended, or terminated from participation, excluded or voluntarily withdrawn to avoid
disciplinary action from Medicare, Medicaid, or other healthcare programis) in any State or US Territory?

Currently have a negative balance or currently owes money to any State or Federal Funded program including Medicaid
and Medicare?

Ever been the subject of any investigation under MAPIL (Louisiana's Medical Assistance Program Integrity Law) or by a
law enforcement, regulatory, or State agency?

Currently have any open or pending healthcare court cases?
Ever been denied malpractice insurance?

Currently has or ever had any type of felony conviction(s)?

Uploaded files:

UST be uploaded here.

All questions are
required. Use the
text box to submit
details regarding
each “Yes”
answer. If
necessary, use
the box re-size
function to expand
or reduce the size
of the text box to
fit your
requirement.
Click on the Save
Agent/Employee
button when you
are finished.
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7.5 Resolution of Errors Associated with Number of
Members/Owners

The number of members specified under the Facility tab must match the number of records for
members created. For instance, if you entered 2 members under the Facility tab, but created a
record for only one member, the system responds with the following message after you select
Next or Save Progress:

The number of ownership disclosures does not match the number of members entered on the Facility tab. The number of Individual Owners and/or Business Owners disclosed must match.

Please enter at least one record for agents/managing employees (this is required for a response of "Yes' on the Employee Agent tab).

Resolution:

1. Go back to the Facility tab and re-enter the number of
members/owners/agents/managing employees/officers/Board of Directors to match the
number of records; or

2. Continue to enter records for members/owners/agents to match the number specified in
the Facility tab.

If under the Facility tab no members/owners have yet been specified and you select Next or
Save Progress, one of the following messages is displayed:

Sole Proprietorship:

At least one record must be designated as authorized agent. (Individual Owner and/or Employee Agent tab).

Partnership/Limited Liability Partnership:

A Partnership / Limited Liability Partnership requires a number of members to be entered.

Limited Liability Corporation (LLC):

A Limited Liability Corporation requires a number of members to be entered.
A Limited Liability Corporation requires a number of managing employees to be entered.

Nonprofit:

A Nonprofit requires a number of members appointed to the governing board.
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Corporation:

A Corporation requires a number of stakeholders/individual owners.
A Corporation requires a number of Board of Director members.

A Corporation requires a number of officers.

Resolution:

Go back to the Facility tab and enter the number of owners. In the case of the Corporation, it is
acceptable to enter 0 for stakeholders/individual owners and/or O for Board of Director
members. But at least 1 officer must be specified.

7.6 Authorized Agents

If no Authorized Agent or Agents have been defined in the Individual Owners tab (see 7.2) or
the Employee/Agent tab (see 7.4), then selecting the Authorized Agents tab will result in a
screen like the one shown below.

Disclosure of Ownership for Facilities

Use the tabs below to complete each form. When all information in all tabs has been completed, click "Next":

Facility ndividual Owners Business Owners Employes/Agent Authorized
Agents

Ne individuals were designated as authorized agents in the previous sections. It is a requirement that at least one Individual Owner ar
Employee/Agent (whichever is applicable) be designated as an autharized agent. Please return to the previous tabs and add or edit
records (use the Authorized Agent checkbox to designate at least one authorized agent).

A valid license, if applicable, MUST be uploaded here.
2 7 AP MU T

Uploaded files:

Once the Authorized Agent or Agents have been defined in the Individual Owners tab (see 7.2)
and/or the Employee/Agents tab (see 7.4), selecting the Authorized Agents tab results in the
display of a screen similar to the one shown below:
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Disclosure of Ownership for Facilities

Use the tabs below to complete each form. When all information in all tabs has been completed, click "Next":

Authorized
Agants

Facility ndividual Cwners Business Owners Employse/Agent

The listing below summarizes each individual whe is authorized to sign into legal, binding documents on behalf of this provider, such as
direct depasit forms and/or changes to the disclosure of ownership forms.

Each individual listed below was designated and disclosed in the previous sections. If you need to edit the Name or Pesition/Title of an

autherized agent listed below, you must go back to the screen this information was entered on (Individual or Employee/Agent tab) to

make changes.

Name Position/Title

John Smith test

If the information is correct, click Next to validate the disclosure and proceed with the application.

e uploaded here.

Uploaded files:

7.6.1 Next Button
Click on the Next button.

AN

-_|

Resolve any outstanding issues (which will be displayed as a red banner; see 3.2) and then
click on the Next button again if necessary in order to go to the Ownership Attestation page.
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8.0 Ownership Attestation

The Attestation of Ownership page certifies that the information that has been entered is true,
correct, and complete.

Attestation of Ownership Information

I, the undersigned, certify the following:
WiTH My SIGNATURE BELOW, | ATTEST:

1. THAT | HAVE DISCLOSED ALL MECESSARY INFORMATION;

2. THAT | AM THE INDIVIDUAL IDENTIFIED 1M M | AND, A% SWCH, HAVE THE AUTHORITY TO ENTER INTD A DROVIDER
AGREEMENT WITH THE Lounsiana Mepicaio Prosram;

3

THAT | HAVE REVIEWED THE INFORMATION O THIS INDIVIDUAL DISCLOSURE FORM AND ATTEST THAT IT IS TRUE, ACCURSH
AMD COMPLETE;

4. THAT | UNDERSTAND THAT KNOW

ANGLY A

STED MAY RESULT IN THE DEMIAL O

| Agree

Use the scroll tool to read the entire attestation statement.

Once you have read and understood the attestation statement, click on the | Agree check box
so that a check mark is inserted:

| Agree

' Sign Attestation ¢

Then click on the Sign Attestation button.

Click on the Save Progress button at the bottom of the screen.

= T T
/
Click on the Next button to go to the Participation Agreement page.
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9.0 Participation Agreement

The Participation Agreement is a legally binding certification of agreement to participate in

Louisiana Medicaid and to adhere to requirements specified in the agreement.

Use the scroll bar to view and read the entire agreement.

Participation Agreement

TO REVALIDATE THE INFORMATION AND REIULT IN ACCOUNT CLOSURE

AFTER YOUR REVIEW OF THIS INFORMATION, PLEASE INDICATE YOUR AGREEMENT BELOW.

Sign Participation Agreement #

\4

Click on the Sign Participation Agreement button. The screen expands to display the

Electronic Signature statement and the | Agree check box, as shown below:

ELECTRONIC SIGNATURE

BY INDICATING “| AGREE™ BELOW, | AM SIGNING THIS AGREEMENT ELECTRONICALLY AND UNDERSTAND THAT THIS ELECTRONIC /
SIGNATURE IS THE LEGAL EQUIVALENT OF MY MANUAL SIGNATURE ON THIS AGREEMENT. | CONSENT TO BE LEGALLY BOUND BY THIS
AGREEMENT'S TERMS AND COMDITIONS, | AGREE THAT NO CERTIFICATION AUTHORITY, OR OTHER THIRD-PARTY VERIFICATION, IS

NECESSARY TO VALIDATE THIS ELECTRONIC SIGNATURE AND THAT THE LACK OF SUCH CERTIFICATION OR THIRD-PARTY VERIFICATION

WILL NOT IN ANY WAY AFFECT THE ENFORCEABILITY OF THIS ELECTRONIC SIGNATURE, OR ANY RESULTING CONTRACT BETWEEN

MYSELF AND THE LouISIANA DEPARTMENT OF HEALTH. | REPRESENT THAT | AM THE PROWVIDER APPLICANT, OR THAT | AM

AUTHORIZED TO ENTER INTO THIS AGREEMENT OM BEHALF OF THE PROVIDER APPLICANT. | AGREE THAT THE TERMS OF THE

AGREEMENT ARE EQUALLY BINDING WHETHER THE PROVIDER SIGNS THE AGREEMENT OR AN AUTHORIZED SIGNER ENTERS INTO THE W

Use the scroll
bar to view
and read the
entire
signature
statement,
then click on
the | Agree
| check box.

B | Agree

An email with text similar to that shown below will be sent to the email address on file:

Program for provider nnnnnnn.

application.

Please contact the Louisiana Medicaid Provider Enrollment Call Center at 1-833-641-2140 should you
or need assistance.

Please do not reply to this message as it was sent from an unattended mailbox.

Louisiana Medicaid

We have accepted your electronic signature for the Provider Participation Agreement with the Louisiana Medicaid

Please retain this email message for your records. Please continue the enrollment process and submit your

have questions
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The screen expands to reveal the Verification Code function, as shown below:

Click the “Request Verification Code” button below to have a verification code zent to the email address we have on file for you. If this email address is not correct, the Emai

sddress can only be changed by the Admin user at LAMedicaid.com.

Email: tom@cat.com Request Verification Code @

Code: Submit Code 3

If you did not receive the verification code, gheck your email spam folder or if verification code has expired, please request new code by clicking the Request Mew Code

button :

Click on the Request Verification Code button. The “Verification code sent” window opens, as
shown below.

Verification code sent X

The verification code has been sent to the email address shown.

.

Click on the Close button and check your email for the code (sample email shown below). The
code will expire after 15 minutes.

Test Ermail 228117 : Lowisiana Medicaid Provider Enrellment Verification Code

° DoticsReply @ qasrweiltechnologes com ry it b e
Forps, Hober? [0 Wi Chageras, Laren [k, FOTY .

Louisiana Medicaid Provider Enrollment Verification Code

Yoma requaited a verdfication code for prowider, Finaie antee the beloa code in the Varification Code box on the Electronis Signature penal 1o complete the 1all-usrsios sction.
WERFICATION DOOE: d75424

Thesk s il Foest Boed Do il i1 91 Pk eonperend, yotea? Bvevwedan hih £08ed8, & e ] The Seif-4eivice Boiess. Yiou Can dTuin 10-The Sell-36rvice process b Request & hiow Codr.
Meie costact me Louiaksa Medicaid Provider Ensolimest Call Conted ot 1-833.5641. 3140 1houid poru hive ueslions o need sdlanee.

Plaaie @ npd PEgdy 10 Thi) MBSESEE 83 4 WaE 3808 SIpm en unatsended mailos,

Lottt Mhetdara

|

Type the code the text box and click on the Submit Code button.
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If you do not receive your code within five minutes, carefully check the various folders of your
email account to see if the code is in one of them. If you can’t find the code, verify that your

email address is correct and then click on the Request New Code button. If the email address
is incorrect, use the account management tool to correct it (see Section 6.0).

If you did not receive the verification code, check your email
Request New Code buttor:

Request New Code @

folder or verify the email address shown above. If you need to request a new verification code, click the

After you enter the code sent to you, click on the Save Progress button at the bottom of the

screen.

S

& Save Progress

Click on the Next button to go to the Review and Submit page.
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10.0 Review & Submit

Review and Submit

pages to revise. Once all items are complete, click the Submit button.

»  Taxonomy/Taxonomies

»  Practice address

®»  Federal Tax ID and mailing/pay-to

# Disclosure of ownership information with attestation

= Participstion Agreement

Maote: Once the submit button is clicked, your application will be submitted and ne further changes can be made!

Submit Application =¥

Review the checklist below to ensure you have completed all sections of this application. If corrections are needed please visit the application

Click on the Submit Application button. Once you click the Submit Application button, the

information is locked for review and can only be viewed.

After selecting the Submit Application button, the system responds with the Confirm

Submission window:

Confirm Submission

Are you sure you want to submit this application?
Before you confirm, make certain you have completed a disclosure as an authorized agent.
If you confirm without a disclosure, the application will suspend, delaying the enrollment process.

Once submitted, the application cannot be modified.
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10.1 Submission Results

Your submission may result in any of the following:

© Your submission has been received

@ Screening is in process

© Your enrollment with the State is complete

@ Your enrollment with the State is denied and a letter is being mailed

You will receive an email (with text similar to that shown below) that contains a link to check the
status of your submission. Using the link, check back after 24-48 hours to review your
submission status.

Thank you for completing and submitting your application for provider [ You can check
your application status by logging into the portal at www.lamedicaid.com/account/login.aspx. If
you have questions, you can call our Provider Enrollment Portal Help Line at 833-641-2140.

No further action from you or your staff is required at this time.
1-833-641-2140 should you have questions or need assistance.
Please do not reply to this message as it was sent from an unattended mailbox.

Louisiana Medicaid

11.0 Louisiana Medicaid Provider Enroliment Portal Help Desk

The Louisiana Medicaid Provider Enrollment Portal Help Desk is available to assist you from
Monday — Friday 8 a.m. to 5 p.m. CST.) The toll-free number is 833-641-2140; email
louisianaprovenroll@gainwelltechnologies.com.
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