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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.

2.0 Accessing the Application

2.1 Louisiana Web Site Registration

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

https://www.lamedicaid.com/Provweb1/Provweb Enroll/Web Regqistration.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 Application for Fee For Service Individual Providers,
as shown below:

Restricted Provider Applications
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3.0 Start Page

Practice Mailing/Pay-To Ownership Ownership Other Participation Review &
Start Taxonomy Address Address Disclosure Attestation Programs Agreement Submit
Provider ID: Provider Type: Sub-Specialties:
Name: _ 94 - PHYSICIAN ASSISTANT None
_ Provider NPI: Provider Specialty: Current Status:
- 2R - Physician Assistant At least one login, no save

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

Documentation for the Provider Enrollment web applications can be found by clicking here.

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

*  Your taxonomy value(s)
* Your main practice address
* Your SSN and mailing/pay-to

* Your disclosure of ownership information with at;

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

A link to the user manuals associated with the Provider Enrollment Portal 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, and Provider NPl cannot be changed within the application.
You must contact the Louisiana Provider Enroliment 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 call the Louisiana
Medicaid Provider Enrollment Portal Help Desk (Monday — Friday 8 a.m. to 5 p.m. CST) at 833-
641-2140 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.

3.2 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
Other Programs
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, as shown below:

JAN

¥

Start v Taxonomy v Address v Address v Disclosure v ttestation v Programs v greement v Submit +
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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:

A

Enfer & vald fax number, [FER-FE-REFE)

Brasvider i Prawider Typs Sagh- Tpeci aitin
. - 0+ PETRCAN [ND 6P
_ Brceaclar HEL Brovicar Upeciaty Current Status.
[ 70+ L OF e G Prieion Provider Loaded to web, riot kogged i

Please verify the following Information and make changes if necessany:

Main Practice Address Information

Street Addeess 1:° |.-'2!l:'n'|‘rr‘.'En.:;_:_:: SINTE 152
Crreet Addeess 2 [

Cany: [.‘-:r Arncr

Stabe: " M w

Tipc* [ see0saens

Contact Mame: * | Terts M

Contact Phone: * | IzE-a'!._&:L_r

Contsct Fa ™ [ ..........

0 e | s ]

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 successiully
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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

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

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

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 enroliment 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
enroliment request has been successfully submitted, a check mark is displayed to the right of
each section on the Navigation Tabs, as shown below:

Practice Mailing/Pay-To Cwnership Cwnership Other Participation Review &
Start v Taxonomy v Address « Address « Disclosure v Attestation v Programs v Agresment v Submit v
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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 Ownership Cther Participation Review &
Start v Taxonomy Address Address Disclosure Attestation Programs Agreement Submit
Provider ID: Provider Type: Sub-Specialties:
MName: - 29 - EARLYSTEPS (IND & GP) (IN-S Mone

_ Provider NPI: Provider Specialty: Current Status:
- 74 - Qccupational Therapy nformation Gathering Started and saved for later

Please supply your taxonomy information. (Primary taxonomy is requirad)

If you disagree with the given provider type and/or primary specialty, or cannot find your taxonomy in the dropdown list, please click this
link below:

Change request form

Primary Taxonomy: I use the lookup to sefect.. ‘ n
Other Taxonomy 1: I use the lookup to sefect.. ‘ n
Other Taxonomy 2: I use the lookup to select.. ‘ ﬂ
Other Taxonomy 3: I use the lookup to select.. ‘ n
Other Taxonomy 4: I use the lookup to sefect.. ‘ ﬂ
Other Taxonomy 5: I use the lookup to select.. ‘ ﬂ
Other Taxonomy b: I use the lookup to select.. ‘ ﬂ
Other Taxonomy 7: I use the lookup to sefect.. ‘ ﬂ
Other Taxonomy 8: I use the lookup to select., ‘ n

Other Taxonomy 9: I use the lookup to select.. ‘ ﬂ

Next © 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 x

Choose a taxonomy from the list below:

Taxonomy: --no selection-- W |
==

(o]

Click the down arrow in the dialogue box to display the Taxonomy dropdown list:
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o selection—- Use the navigation tool (if available)
208U00000X - Clinical Pharmacology

204R00000X - Electrodiagnostic Medicine to SlcrO” through the Taxonomy
207PO0000X - Emergency Medicine OptlonS. When you find the one you

207PEDOD4X - Emergency Medicine - Emergency Medical Services . .
207PHO002X - Emergency Medicine - Hospice and Palliative Medicine Want’ SeIeCt It’ and then CIICk on the
207PT0O002X - Emergency Medicine - Medical Toxicology Accept button in the dialogue bOX_
207PS0010X - Emergency Medicine - Sports Medicine

208800000X - Legal Medicine

2075G0202X - Medical Genetics - Clinical Biochemical Genetics

2075C0300X - Medical Genetics - Clinical Cytogenetics

2075G0201X - Medical Genetics - Clinical Genatics (M.DU) Choase 2 taxonomy from the list
2075G0203X - Medical Genetics - Clinical Molecular Genetics
2075MO001X - Medical Genetics - Malecular Genetic Pathology
2075G0205X - Medical Genetics - Ph.D. Medical Genetics
208VP0014X - Pain Medicine - Interventional Pain Medicine
206VP0000X - Pain Medicine - Pain Medicine m
202K00000X - Phlebology >

2083A0300X - Preventive Medicine - Addiction Medicine bt

Select Taxo

Taxonomy: --no selection-- w ‘

Click the Close button to close the lookup taxonomy dialogue box at any time.

Continue entering Taxonomies as needed. Then click on the Save Progress button at the
bottom of the screen.

A

Next © & Save Progress

4.1 Change Request Form

If you disagree with the given Provider Type and/or primary specialty, or cannot find your
taxonomy in the dropdown list, click on the Change request form link:

Please verify your taxonomy information and make ¢ es if necessary. (Primary taxonormy is reguirsd)

If you disagree with the given provi
link below:

ype and/or primary specialty, or cannot find your taxonomy in the dropdown list, please click this

Change request form

Primary Taxonommy: I 101YMOB00X - Counssalor - Mental Health | B

The system responds with the following prompt:
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Confirm Provider Change Request x

Please confirm that you wish to change your provider type,
primary specialty or add a taxonomy that is not currently
available.

Doing this will require you to fill out a form and will lock your
application until your requested changes are reviewed.

i -

Click the No button to return to the Taxonomy page. Click the Yes button to open the Specialty
— Sub-Specialty — Provider Type — Taxonomy Change Form, as shown below:

Specialty - Sub-Specialty - Provider Type - Taxonomy Change Form =

,
4.1.1 Provider Type
This form will gather the necessary information for you to request changes be made to your Provider Type, Primary Specialty, Sub-Speciaities, ar

Taxonomies. Fill out the farm and click the Submit button to make a request. Click the Cancel buttan to nat make any changes and return to the Change Only
Taonomy screen.

Provider Name:

Click the PROVIDER

_ TYPE change only check
box to change only your
Provider Type (not a

Prowider Ik

Prosider MNPE:

Prowider Type:

Ering T FeS ngivicua specialty, sub-specialty, or
taxonomy).
r type, plomse bypass the ohy
he sther b dropdows a3 pou
Far a PROVIDER TVPE change anly — cick
Change Provider Specialty Ta: *
Change Provider Sub-Specialty Toc ®
Desired Tawonoemy: * Select -]
f thie desired taxanomy is nat listed, check this box and enter your taxonomy in the field provided.
Then click on the Submit
button.

The following prompt is displayed:

Confirm Submission X

You have requested a Provider Type change as a Fee For Service
Provider. After submitting this form, you will receive an email with
additional information regarding the next steps. This application
will become locked and will not be unlocked until the process is
completed and reviewed for validity.

Do you wish to submit this change request?

oo
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Click the No button to return to the Specialty — Sub-Specialty — Provider Type — Taxonomy
Change Form. Click the Yes button to initiate the Provider Type change process and return to
the Taxonomy page, which will now have the following banner at the top:

© Provider Type or Specialty Change Request Under Consideration

You will receive an email similar to the one below with instructions for the Provider Type
change:

Subject: Received - Request of Change made on Louisiana Medicaid Provider Enrollment Portal for
Provider ID XXXXxxx

Dear PROVIDER,

As an FFS Provider, you must complete a new application to change your Provider type.

The application can be located at www.lamedicaid.com by accessing Applications for New
Enrollments, Reactivations, and Change of Ownership.

Once your application is approved a new account will be created and you will receive a letter
welcoming you to Louisiana Medicaid. Your previous account will be terminated.

If you decide that you do not wish to make the Provider type change, please contact Gainwell at
louisianaProviderrnroll@gainwelltechnologies.com or call 1 (833) 641-2140 so that your application
can be unlocked and you may continue on with your current application.

Sincerely,

Gainwell Technologies
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4.1.2 Information About Relationships and Choices Regarding Existing Options

Specialty - Sub-Specialty - Provider Type - Taxonomy Change Form =

This form will gather the necessary information for you ta request changes be made to yaur Provider Type, Primary Specialty, Sub-Specialtias, ar

Taxonomies. Fll cut the farm and click the Submit button to make a request. Click the Cancel button to nat make any changes and return to the
Taxanemy screen.

Prowider Mame:

Prowider Ik

Prosicler MF1:

Frosider Type: PRESCREBIMG OMLY PROVIDER

. i as an FFS provid

e checkhox beiow ange prowder type, then clic
r type, plemse bypass the ch and e o with the rest of this fo u wish o

change your provider type, di not wse the the sther bvo dropdowrss a3 you will complete infermation ahout them on the manual form.

Far a PROVIDER TYPE change only - chick this box and press submit. A pop-up box will appear with further instructions.
Click this link to ser information about relationships and choices regarding existing options
Change Provider Specialty Ta: Select
Change Provider Sub-Specialty T *
Desired Tawonomy: * _—Select:
f thie desired taxanomy is nat listed, check this box and enter your tagonomy in the field provided.

Requestor's Signature st Test

Optionally, you are enabled to view the ProviJer Change Form Instruction page
(www.lamedicaid.com/provweb1/forms/ProviderChangeForminstructions.pdf), which provides
details regarding Provider Types and Specialties/Sub-specialties.
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4.1.3 Change Provider Specialty To

Click within the Use the scroll
Change hange Broai oty T [Coeleer 7))/ tool to browse
Provider / the available
Specialty To: Change Provider Sub-Specialty To: ~ e options and click
selection box to [Er— on the specialty.
glspla}é the ?rop Desired Taxcnomy: N 64 - Audiclogist (Billing Independenthy)

own DOX O : - .
avallable If the desired taxonomy is not listed, check this H 85 - Indiv Physical Therapizt

A 70 - Clinic or Other Group Practice
Optlons 71 - Speech Therapy
Requestor's Signature: ’ v

You can also enter the first few letters of the specialty into the box to quickly locate the one
required. For instance, you can enter “adu” in the box, and any specialty that begins with the
letters “adu” is displayed:

--Select-- -
Iadu I

4.1.4 Change Provider Sub-Specialty To

Once the Provider Type has been selected, the Change Provider Sub-Specialty To: selection
box is enabled. Click within the box to see the drop down list of available options:

Use the scroll tool to browse
the available options and
click on the sub-specialty.

¥

AW - Waiver Services

62 - Psychologist Crossowvers only
6A - Psychologist -Clinica

6B - Psychologist-Counseling

6C - Psychologist - Schoo

You can also enter the first few letters of the sub-specialty into the box to quickly locate the one
required.

You are enabled to enter up to nine sub-specialties; in the instance below, four have been
chosen.

Date Revised: 09/22/2022 11



Provider Enroliment Portal Application for FFS Individual User Manual

Change Provider Sub-Specialty To: * # AW - Waiver Services
x B2 - Psychologist Crossovers only
% BA - Psychologist -Clinical

x BB - Psychologist-Counseling

Note: You can also elect to change the sub-specialty none.

4.1.5 Desired Taxonomy

Once a sub-specialty has been selected, the Desired Taxonomy drop down box is enabled.
Click within the box to see the drop down list of available options:

Use the scroll tool to browse

103700000 - Psychologist ¥ the available options and

click on the sub-specialty.
103TAO400X - Psychologist - Addiction

(Substance Use Disorder)

103TAO700X - Psychologist - Adult
Development & Aging

103TBO200X - Psychologist - Cognitive & «

If the desired taxonomy is not listed, click on the check box below the Desired Taxonomy drop
down box to enable a text box into which you can type the desired taxonomy:

If the desired taxonomy is not listed, check this box and enter your taxonomy in the field provided.

Requested Taxonomy: *

You are enabled to select up to nine taxonomies.

4.1.6 Requestor’s Signature

The user’s name is pre-populated in the Requestor’s Signature text box:

Requestor's Signature: Tesing Test

When you have completed the change request form, click on the Submit button in the lower

right hand corner to proceed. \
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Confirm Submission X

By confirming this option, this form will be sent for review for
your requested changes. This application will become locked and
will not be unlocked until the review is complete. You will be
notified via e-mail of the next steps.

Do you still wish to submit this change request?

oo

Click on the Yes button to proceed with the request. Otherwise, click on the No button to return
to the change request form.

Alternatively, you can click on the Cancel button to cancel the request.

Click on the Yes button to continue with the cancellation. Otherwise click on the No button to

Cancel Provider Change Request X

If you cancel this form, the information on this form will be
deleted, the form will close, and your provider type, primary
specialty, & taxonomy will not be changed.

Do you still wish to cancel?

oo

return to the Form screen..

If you elected to proceed with your change request, look for the yellow banner at the top of the

Taxonomy page when you return:

© Provider Type or Specialty Change Request Under Consideration

Date Revised: 09/22/2022
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4.1.7 Check Your Email

Check your email for confirmation of the requested changes. The email is similar to that shown
below:

Subject: Received — Request of Change made on Louisiana Medicaid Provider Enroliment
Portal for Provider ID xxxxxxx

You have submitted a request to change your Provider type, primary specialty, or to add a
taxonomy on the Provider Enrollment Web Portal. This request will be reviewed. While it is under
review, your application on the portal is locked, meaning that you cannot continue to work on it.
Another email will be sent to this email address when the review is completed. At that time, your
application will be unlocked allowing you to finish and submit your enrollment application.

Should you have any questions or concerns, please email
LouisianaProvEnroll@gainwelltechnologies.com.

Sincerely,

Gainwell Technologies

Emails will also be sent upon denial or approval of your requested Provider Type, primary
specialty, sub-specialty, or taxonomy changes.. The emails are similar to those shown below:

Subject: Decision on your Provider Data Change Request for the Louisiana Medicaid Provider
Enrollment Portal for Provider ID xxxxxxx

This email is to inform you that your Louisiana Medicaid enrollment application change for Provider
type, Provider specialty or taxonomy that you requested via the Louisiana Medicaid Provider
Enrollment Portal has been approved. Your information has been updated to:

Requested Type: 31 - PSYCHOLOGIST (LIC/MED) (IN-ST)
Requested Primary Specialty: 7P - ABA THERAPY PSYCHOLOGIST
Requested Sub-Specialty: 4W - Waiver Services

Requested Primary Taxonomy: 103T00000X

Please log back into website here and complete your application for enrollment before September
30, 2022.
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Subject: Decision on your Provider Data Change Request for the Louisiana Medicaid
Provider Enrollment Portal for Provider ID xxxxxxx

This email is to inform you that your request for a change in Provider type, primary specialty, or
taxonomy has been denied. This was done in accordance with existing LDH processes and
procedures for enrolling with Louisiana Medicaid. Please contact Gainwell Provider Enrollment at
833-641-2140 or LouisianaProvEnroll@gainwelltechnologies.com for additional information.

Your online application at website here has been unlocked and you may now complete your
application for submission. The last day to submit your application is September 30, 2022.

An email is also generated and sent if you requested a desired taxonomy that was not listed
(see 4.1.5).

When the change request form is approved or denied, the application is unlocked/editable and
you can continue with the application submission.

Date Revised: 09/22/2022
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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, as shown below.

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: * | |

Contact Phone: * | A |

Contact Fax: * | e |

Some fields may be pre-populated, but if it 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 W
AL
AK
AL
AR
ca
co
cT
DC
DE
FL
GA
HI
D
IL
IN
[
KS

KY

(L Il

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

= T e
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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 Provider SSN, Date of
Birth, Address information, Contact Name, Contact Phone, and Contact Fax, as shown below.

If the email address is incorrect, use the account management tool to correct it (see
https://www.lamedicaid.com/Provweb1/Forms/UserGuides/LAMedicaid Provider Login Admin
Manage Users.pdf).

Provides |D b Spaciatic
EEE P et —
Please verify the following information and make changes if necessary:
Mailing/Pay-Ta Address Infarmation
Youwr fee-for-serace (FRS) mail-to odoress és the some as pour poy-io oddress on file. To charge this address, submit the form o this bnk her

Pravider S5M: | 234343323 |
Diate of Birth: | 371541551 |
Street Address 1 | 825 HWY 171 NORTH |
Street Address 2 | |
City: | LAKE CHARLES |
Eat S’

Fi | mOETT |

Contact Mame: | Lawren |

Contact Phone: | i

Contact Fax: | 54 555 5535 |

Congact Emai testingiEtest com

Cora | o

The Pay-To Address may not be updated in the application. Use the form at lamedicaid.com
https://www.lamedicaid.com/Provweb1/Provider Enrollment/20070924%20File%20Update %20
Form%20 3 .pdf) if this address needs to be changed. Only the Contact Name, Contact
Phone, and Contact Fax can be updated on this page of the application. Fields with an asterisk
are required.

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

s © T e
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7.0 Ownership Disclosure — “Yes” Answers

Start v

Practice Mailing/Pay-To Ownership Other Participation
Taxonomy v* Address v Address v Disclosure Aftestation Programs Agreement
Provider ID: Provider Type: Sub-Specialties:

Q4 - PHYSICIAM ASSISTANT Mone

h Provider NPI: Provider Specialty: Current Status:

2R - Phyzician Aszizstant nformation Gathering Started and saved for later

Review &
Submit

Disclosure of Ownership for Individuals

Does the enroclling individual have any direct, indirect, or controlling cwnership interest of 5% or more in any other healthcare entities/businesses

currently enrclled in Federal/State funded healthcare program(s)?

OYes O No

& Save Progress

In the Ownership Disclosure section of the application, use the radio button to answer Yes or
No to the questions. If “Yes”, you must be prepared to respond with information including the

DBA Name(s) and address(es), the Tax ID(s), the Social Security Number(s), % ownership, the
location (state) and the Plan Number(s).

Depending on your responses, the application will expand to display further questions.

71

Click the Yes radio button if the enrolling individual has any direct, indirect, or controlling

Yes (5% or More Ownership Interest)

ownership interest of 5% or more in any other healthcare entities/businesses currently enrolled

in Federal/State funded healthcare program(s). The enroliment application responds by

displaying a screen similar to the one shown below.

Disclosure of Ownership for Individuals

Does the enrolling individual have any direct, indirect, or contralling ownership interest of 5% or more in any other healthcare entities/businesses

currently enrolled in Federal/State funded healthcare programis)?

® Yes ONo
Please complete the following for each entity/business: (click Add New Row, or use the edit and delefe buttons to correct an existing entry)

Plan Mame Doing Business As/Address % Ownership State ID Number

Is the enrolling dividual related ta any person(s) with an ownership or cantrolling interest of 5% or greater in any of the entities/businesses listed

above?

COYes ®No

\

Click on the +Add New Row button to enter ownership data for the first other business interest.
The system responds by opening the Other Business window, as shown below:

Date Revised: 09/22/2022
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Enter the Plan Name (usually Medicaid or Medicare). Enter the Doing Business As (DBA)
Name. If the DBA Name is different from the IRS business name, use the business “sign”
name, i.e., the name on the business letterhead and/or the physical facility signage. Select the
State abbreviation in which the business is conducting operations. Enter the Percent

Other Business

Pian Name © l |
DBA Mame

= . - W
State

Percent Chwnership o
1T Number *
EJEa

Ownership in the business of the enrolling individual, and the seven digit Louisiana Medicaid ID
Number (or 10 digit NPI) of the enrolling individual.

Type your responses into the text boxes. Use the down arrow to open the State drop down box

to select a state.

The Percent Ownership text box will accept a typed entry, but up and down arrows are provided

as an optional way to select a value for the field:

Percent Ownership |D - |

Date Revised: 09/22/2022
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W

Other Business

Flan Name * Medicare
DO Narme Randy's Clinic |

L

Stake "

Fencent Cwnership =)
I Burnber = 333333333
(e [~

Disclosure of Ownership for Individuals

Does the enrolling individual have any direct, indirect, or controlling ownership interest of 5% or mare in any other healthcare entities/businesses
currently enrolled in Federal/State funded healthcare program(s)?

® Yes No

Please complete the following for each entity/business: (click Add New Row, or use the edit and delete buttons to correct an existing entry),

Plan Name Doing Business As/Address. % Ownership State ID Number
Testing Test 89 AK 35676543 # ot Wheete
=+ Add New Row

7.1.1 Edit

Once the fields have been populated with
correct data, click the Save button.

Your information will be
displayed on the Disclosure of
Ownership page with the Edit
and Delete functions, similar
to that shown to the left.

The Edit function re-opens the Other Business window, shown with the existing data (previously

entered).
Other Business
Flan Name * | Medicare
A Name |Randy’s Clinic
State ” LA
Percent Ownership 3
1D Number * 1333333333

o ] o |

. 4

Make any changes and then click on the Save button.
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7.1.2 Delete

The Delete function opens the Confirm Other Business Delete window.

Confirm Other Business Delete X
Are you sure you want to delete this business? (this action cannot
be undone)

E

Click on the Confirm button to delete the data in the row. The row is immediately removed.

Continue Adding, Editing, and Deleting other businesses as needed.

7.2 Yes (Relative With Ownership Interest of 5% or Greater)

Is the enrolling individual related to any person(s) with an ownership or controlling interest of 5% or greater in any of the entities/businesses listed
above?

OYes O No

Click on the Yes radio button if the enrolling individual is related to a person with an ownership
or controlling interest of 5% or greater in any of the entities/businesses entered on the
Disclosure of Ownership page. The application responds with a screen similar to the one
shown below:

Is the enrolling individual related to any person(s) with an ownership or controlling interest of 5% or greater in any of the entities/businesses listed
above?

0 Yeg Mo

Please complete the following for each related individual: {click Add New Row, or use the edit and delete buttons to correct an existing entry)

Full Name Maiden Mame Relationship % Ownership Date of Birth Social Security Number

Click on the +Add New Row button to enter ownership data for the first relative. The system
responds by opening the Edit Relative window, as shown below:
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Edit Relative x

Fll Name: ]
vaigeoter [ ]

Name:
aorstip: [
sercent ER

Ownership:
ottt [ ]
ssN ]

B

All fields are required. Enter the relative’s Full Name, Maiden/Other Name, Relationship (for
instance, son, mother, father, daughter), Percent Ownership, relative’s Date of Birth, and
relative’s SSN. Then click on the Save button.

The Percent Ownership text box will accept a typed entry, but up and down arrows are provided

as an optional way to select a value for the field: /
Percent Ownership |D - |’
Edit Relative x Once the fields have been populated with

correct data, click the Save button.

Maiden/Other
Name:

Relationship:

Percent

Ownership:

son
Date of Birth: 6/6/2006

SSN 333333333 /
=:

Your information will be displayed with the Edit and Delete functions, similar to those shown
below:

Please complete the following for each related individual: (click Add New Row, or use the edit and delete ons to correct an existing entry)
Full Name Maiden Name Relationship % Ownership Date of Birth Social Security

Ralph Lauren son 0 6/6/2006 333333333 & Edit i Delete

+ Add New Row
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7.2.1 Edit

The Edit function re-opens the Edit Relative window, shown with the existing data, which can
be corrected as needed.

Edit Relative x

Full Name:

Maiden/Other I:I

Name:

Relationship: son

Ownership:

Date of Birth:
Cancel Save
P4

Make any changes and then click on the Save button.

7.2.2 Delete

The Delete function opens the Confirm Other Relative Delete window.

Confirm Other Relative Delete X

Are you sure you want to delete this business? (this action cannot
be undene)

—

Click on the Confirm button to delete the data in the row. The row will be immediately
removed.

Continue Adding, Editing, and Deleting relatives as needed.

7.3 Enrolling Individual Questionnaire

Carefully read the instructions at the beginning of the questionnaire section. For each “Yes”
answer, you must submit a written statement providing the details and you must attach all
official legal documents regarding the occurrence.
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Enralling Indnidual Questionnaine

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?

es Mo Ever had any di',l’ip‘in\ll‘:,' Action taken against any license or certification held in any State or US Terriwl')', Enrll,n::ing
disciplinary action, board consent order, suspension, revocation, or voluntary surrender of a cense of certification?

Yes U'Mo Ever been denied enrollment, suspended, or terminated from participation, excheded or voluntarily withdrawn to avoid
disciplinary acticn from Medicare, Medicaid, or ather healthcare programis) in any State or US Territary?

Yes LMo Currently have a negative balance or cummently owes money to any State or Federal Funded program induding Medicaid and
Medicare?

Yes Mo Ever bean the subject of any investigation under MAPIL (Louisiana's Medical Assistance Prograem Integrity Law) or by any law
enfarcement, regulatory, or State agency?

Yes Mo Currently have any open or pending healthcare court cases?
Yes (Mo Ever been denied malpractice insurance?
Yes O'Me Currently has or ever had any type of felony conviction(s)?
i) T an r d ental I

X A

Uploaded files:

|

All questions are required. Use the text box to submit details regarding each “Yes” answer. If

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

7.3.1 Attach Documentation

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

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

X Attach Documentation

Uploaded files:

Click on the Attach Documentation button to open the Upload Documentation window.
Attach all official legal documents regarding the occurrence of a Yes answer, including any
reinstatements.
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Upload Documentation X
Choose File |No file chosen
Description
Wz
o

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 0
= This PC " Name Status Date mo ]
8 3D Objects @3 Enroliment_Entities © 5/5/202
I Desktop Enrollment Entities © 5/5/202°
% Documents @ PES_Fac FFS @ 4/21/20%
¥ Downloads [#) Pes_Fac FFs © 4/21/20;
) PES_Fac MCO © 47217205
D Music
- PES_Fac_ MCO © 4/21/20;
= Pictures @ PES_Ind_FFS © 47217204
i videos PES_Ind_FFS © 47217207
£9 0SDisk (C) @3 PES_Ind MCO 53 5/10/20;
~x SheehanR (\labr 4 PES_ind_Mco © 5/3/202
~x Genpublic$ (\\lat @ PES_Ind_MCO-tb edits © 5/10/20: |}
s Shared Mlahrfer ¥ € >
File name: |PES_Ind_MCO ~ | lcustom Files v

Conc

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 window.

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.

Then click on the Upload button.

Close Upload
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7.3.2 Uploaded Files

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

Uploaded files:

File Name Description Added

test 2.docx MN/A 07/07,/2021 W Delete

S Pl

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? S

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

undone)

oo Lo

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

Record updated successfully

7.4 Yes (Form Completed by Individual Other Than Enrolling
Provider?)

Has this form been completed by an individual other than the enrolling provider?

O Yes O No
<

/

Click on the Yes radio button if a person other than the enrolling individual Provider is the one
filling out the online Provider Enroliment form. The page expands to reveal the following
questions:
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Complete the section below for the individual completing this form:

Full Mame: * | |

Maiden/Other Mame: I |

SSN: * I |

Date of Birth: * I |

Persan completing this farm is: * O Staff O Third Party/Independent Agent O Other (Specify)

Ehaneumben s it e | ST TEEE |

Email Address: * | |

This section is now complete, Click the "Next® button to proceed to the next section.

Enter Full Name, Maiden/Other Name, SSN, and Date of Birth. Click on a radio button to
specify whether the person entering the form is Staff, Third Party/Independent Agent, or Other
(Specify). If Other (Specify) is selected, then the text box is activated, and you can type in the
specific function of the person entering the data. Enter the Phone Number and the Email
address of the person filling out the online form.

This completes the Ownership Disclosure section pertaining to “Yes” answers.

This section is now complete. Click the "Next™ button to proceed to the next section. ’

Click on the Save Progress button.
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8.0 Ownership Disclosure — “No” Answers

Start v

Practice Mailing/Pay-To Ownership
Taxcnomy v Address v Address v Attestation
Provider ID: Provider Type:
Mame: 24 - PHYSICIAM ASSISTANT
_ Provider MPI: Provider Specialty:

2R - Phyzician Aszizstant

Other Participation

Programs Agreement

Sub-Specialties:

Mons

Current Status:

nformation Gathering Started and saved for later

Review &
Submit

Disclosure of Ownership for Individuals

Does the enrolling individual have any direct, indirect, or controlling cwnership interest of 5% or more in any other healthcare entities/businesses

currently enrolled in Federal/State funded healthcare program(s)?

C¥Yes O No

& Save Progress

In the Ownership Disclosure section of the application, use the radio buttons to answer Yes or

No to the questions. Depending on your responses, the application will expand to display

further questions.

8.1

No (5% or More Ownership Interest)

Click the No radio button if the enrolling individual has no direct, indirect, or controlling
ownership interest of 5% or more in any other healthcare entities/businesses currently enrolled

in Federal/State funded healthcare program(s). The enrollment application responds by

expanding to display more of the Ownership Disclosure form, starting with the relatives with an
ownership interest question, as shown below:

above?

OYes O

Disclosure of Ownership for Individuals

currently enrolled in Federal/State funded healthcare program(s)?

O Yes @ Mo

No

Does the enrolling individual have any direct, indirect, or controlling ownership interest of 5% or more in any other healthcare entities/businesses

Is the enrolling individual related to any person(s) with an ownership or controlling interest of 5% or greater in any of the entities/businesses listed
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8.2 No (Relatives with Ownership Interest)

Is the enrolling individual related to any person(s) with an ownership or controlling interest of 5% or greater in any of the entities/businesses listed
above?
OYes O No

AN

Click on the No radio button if the enrolling individual Provider is not related to a person or
persons with significant ownership interest in the entities/businesses. The screen expands to
reveal the next ownership question (see below).

8.3 Enrolling Individual Questionnaire

See 6.3, above.

8.4 No (Form Completed by Individual Other Than Enrolling
Provider?)

Has this form been completed by an individual other than the enrclling provider?

O Yes O No
B 4

Click on the No radio button if a person other than the enrolling individual Provider is the one
filling out the online Provider enroliment form. Click on the Save Progress button.

—h
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9.0 Ownership Attestation

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

Attestation of Ownership Information

|, the undersigned, certify the following:
WITH MY DIGMATURE EELOW, | ATTEST:

THAT | HAVE DISCLOSED ALL MECESSARY INFORMATION;
2. THAT | AM THE INDIVIDUAL IDENTIFIED IM SECTION | AMD, AS SUCH, HAVE THE AUTHORITY TO ENTER INTD A PROVIDER
AGREEMENT WITH THE Louisiana Mepicain PrRoGram:

3. THAT | HAVE REVIEWED THE INFORMATION OH THIS INDIVIDUAL DHSCLOSURE FORM AMD ATTEST THAT IT IS TRUE, ACCURAT]

AND COMPLETE,
4. THAT | UNDERSTAND THAT EMOWIMGLY AND WILLFULLY FAILING TO FULLY AMD ACCURATELY DISCLOSE THE M

REQUESTED MAY RESULT IN THE DEMIAL OF ANY REQUEST TO PARTICIPATE IM Lowsiama’s Mepicun PRgEFEM, OF WHERE THE

-

NDIVIDUAL ALREADY PARTICIPATES, A TERMINATION OF THE PROVIDER AGREEMENT OR CONTRAC iTH LOH of THE SECRETARY,

| 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 e
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10.0 License Information and Other Programs

The License Information and Other Programs section gathers License Information and data
concerning other Federal/State-Funded Healthcare Programs.

Licensa Information

Please enter the license information requested below [required):
Licenss Number: * I J.l

License State: *

Other Federal/State-Funded Healthcare Programs (e.g. Medicare, other Ste Medicaid)

Is the Social Security Mumber(s) listed currently enrolled in any other Federal/State funded heatthgare programs?

Ye: @ No

Click: the “Next™ button below to proceed.

™~

Enter the Name on the License and the License Number into the text boxes. If the Provider is a
non-traditional Provider and does not have a license name/number, please enter N/A and select
a state. Click on the down arrow to open the drop-down box to select the state from which the
license was issued (see below).

AL
AK

AR
cA
co
cT
oc
DE
FL
GA
HI
D
IL
IN
14
KS
KY

10.1 Enrolled in Other Programs

Other Federal/State-Funded Healthcare Progmm'- le.q. Medicare, other State Medicaid)

5 the Social Secunty Number(s) listed currently enrolled in amy other Federal/State funded healthcare programs?

Yes No
d

Click on the Yes radio button if the enrolling Provider is currently enrolled in Federal or State
programs other than Louisiana Medicaid.
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The screen expands to reveal the Add Plan tool, as shown below:

Plan Name

=+ Add New Row

N

Please complete the following: (click Add New Row, or use the edit and delete buttons fo correct an existing entry)

Doing Business As {DBA) Name SSN State

ID Number

Click on the +Add New Row button to open the Add Plan window, as shown below:

Enter the Plan
Name, the DBA
Name of the
enrolled

Provider, the é
SSN, and the ID
Number of the

Provider in the
other plan.

Add Plan

State: ™

ID Number: *

Use the State
] "~ drop-down box

to select the

[ ] state in which
the plan being

reported is
located, then

] click on the

A Save button.

o] e

Once you have entered and saved the Other Plan data, it is displayed in a manner similar to

that shown below:

Plan Name Daing Business As (DBA) Name 55N State 1D Number
Medicare Satellits 333333333 LA 3333333333 FEdit W Delete
10.1.1 Edit

If you need to edit this information, click Edit function to re-open the Edit Site window, shown
with the existing data, which can be corrected and saved as needed.

Edit Plan

SSN: ™

State: *

Plan Name: *

DBA Mame:

1D Number: *

Medicare

Satellite

333333333

=
<

3333333333
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10.1.2 Delete

If you need to delete an item, click the Delete function to open the Confirm Other Program
Delete window.

Confirm Other Program Delete X

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

—

Click on the Confirm button to delete the data in the row. The row will be immediately
removed.

Continue Adding, Editing, and Deleting other programs as needed.

10.2 Not Enrolled in Other Programs

Other Federal/State-Funded Healthcare Programs (e.g. Medicare, other State Medicaid)

Is the Social Security Number and/or Tax ID number(s) listed currently enrolled in any other Federal/State funded healthcare programs?

OYes O No
»

Click on the No radio button if the enrolling Provider is not currently enrolled in Federal or State
programs other than Louisiana Medicaid.

Then click on the Save Progress button.

Date Revised: 09/22/2022 33



Provider Enroliment Portal Application for FFS Individual User Manual

11.0 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

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

Sign Participation Agreement #

Click on the Sign Participation Agreement button. The screen expands to display the
Electronic Signature statement and the | Agree check box, as shown below:

Use the scroll

ELECTRONIC SIGNATURE bar tO VieW
By INDICATING “| AGREE™ BELOW, | AM SIGNING THIS AGREEMENT ELECTRONICALLY AND UNDERSTAND THAT THIS ELECTRONIC / and read the
SIGNATURE IS THE LEGAL EQUIVALENT OF MY MANUAL SIGNATURE ON THIS AGREEMENT. | CONSENT TO BE LEGALLY BOUND BY THIS entire
AGREEMENT'S TERMS AND CONDITIONS. | AGREE THAT NO CERTIFICATION AUTHORITY, OR OTHER THIRD-PARTY VERIFICATION, IS siagnature
NECESSARY TO VALIDATE THIS ELECTRONIC SIGNATURE AND THAT THE LACK OF SUCH CERTIFICATION OR THIRD-PARTY VERIFICATION 9

WILL NOT IN ANY WAY AFFECT THE ENFORCEABILITY OF THIS ELECTRONIC SIGNATURE, OR ANY RESULTING CONTRACT BETWEEN Statement,
MYSELF AND THE LowisiaNA DEPARTMENT OF HEALTH. | REPRESENT THAT | AM THE PROVIDER APPLICANT, OR THAT | AM then click on

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 SIGMER ENTERS INTO THE W

the | Agree
| check box.

B | Agree

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

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

Program for provider nnnnnnn.

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

Please contact the Louisiana Medicaid Provider Enrollment Call Center at 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
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The screen expands to reveal the Verification Code function, as shown below:

utton below fication code sent to the email address we have on file for you. If this email address is not correct, the Ema

Click the “Request Ve

aid.com.

he Admin user at

address can only be

Email: Sl Request Verification Code @)

Code:

fyou did not receive the verification cody! check your email spam folder or if verification code has expired. please request new code by clicking the Request New Code button :

/

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

Verification code sent

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

Close

T

Click on the Close button and check your email for the code.

| [

»>
v

Type the code sent to the email address on file (sample email shown below) and click on the
Submit Code button.

Test Email 228117 : Louisiana Medicaid Provider Enrcllment Verification Code

Louisiana Medicaid Provider Enroliment Verification Code

Yora requinted o verdcation tode tor wovider Pirase wrter the belon code in the Verification Code box o the Electronis Signaturn panel ba complets the tel-srvice actizn.
RRIFICATION (00K 475424

This codie will not koniger be il i 8 has expired, yonar Begwie! has chasent o i exited the selfservice process. Yiu can fetuim 10 the self-service Brocess bo request a new code.

1 Cerites at oy questions o reed sisitance.

o 4hi messige 348 was 4602 rom o unattended maltios.

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 5.0).

If you did not receive the verification code, check your email spam folder or veri ermail address shown above. If you need to request a new verification code, click the

Request New Code button:

Request New Code @

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

screen.
=0 R
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12.0 Review & Submit

Review and Submit

Review the checklist below to ensure you have completed all sections of this application. If corrections are needed please visit the application pages
to revise. Once all items are complete, click the Submit button.

®  Taxonomy/Taxonomies

* Practice address

® 55N and mailing/pay-to

»  Disclosure of cwnership information with attestation

® FParticipation Agreement

MNote: Once the submit button is clicked, your application will be submitted and no further changes can be made!

Submit 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 x
Are you sure you want to submit this application? @
Once submitted, the application cannot be madified.
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12.1 Submission Results

Your submission may result in any of the following:

© Your submission has been received

@ Screening is in process

© Your enroliment 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 nnnnnnn.You can check your application
status by logging into the portal at https://clicktime.symantec.com/3Ky2DBdhcnhM436RmUTdj3v7Vc?

u=www.lamedicaid.com%2Faccount%2Flogin.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

13.0 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.
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