Provider Enrollment

Additional Service Location — Facility Application

Web Portal Training
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Helpful hints to assist in completing your application

» The panel help icon displays an overall narrative,
navigation information, field descriptions, and
panel edits assigned to the panel. [2]

+ Field help (click on a label of a field) provides
information specific to that field.

*» The add button is used to create additional records
forthe panel. T

NOTE: The screenshots used in + Fields marked with an asterisk are always required.

this module are based on one Last Name®
example. Information contained in
drop-down menus and panels will
change depending on the
selections made throughout the
application process.

» Fields with [search] links allow users to easily
search for related values.

Taxencamy 1 | | 13sarch)
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Logging into the secure Web Portal

To get started, login to the secure GAMMIS Web Portal at www.mmis.georgia.gov.

User Information

Login/Manage Account

Click the Login button.

Enter your Username and Password and click the Sign In button.

f/_ S GEORGIA DEPARTMENT
@ oF COMMUNITY HEALTH
Sign in with your Georgia Medicaid
account
:; Username
Password
Click the Web Portal link. eI e Lottt ag) (78
Applications
Application Description
r:v:]EUPS Account Manages contact information, password, and authorizations for applications.
Management
Web Portal Web Portal Production

NOTE: If acting as a billing agent, please select the appropriate provider ID from the Switch Provider panel to
begin navigating on behalf of that provider.
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http://www.mmis.georgia.gov/

Navigating to the Application

Select Enrollment Wizard from the Provider Enrollment menu.

Home | Contact Information | Member Information | Prowvider Information | Prowider Enrollment | MNurse Aide/Medication Aide | EDI | Pharmacy

Account | Providers | Training | Claims | Eligibility | Presumptive Acti Enrollment Application Status horization | Reports | Trade Files

Home  Enrollment Application Status  Enrollment Wizard  Provider | Enrollment Wizard ease Request EFT Agreement
/
User Information - Provider 000000 ‘Provider Contract Status
, Enrollment Wizard
\/ Provider Rate Increase Reguest—=

Provider Enrollment EFT Agreement
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Navigating to the Application

In the middle of the Enrollment Wizard page, select the Provider Enrollment Application link.

Enrollment Wizard

Providers use this page to complete an enrollment application to become a participating provider in the Georgia Medicaid program. The application uses
a wizard to guide applicants through the enroliment form, including the ability to upload supporting documentation. An in-progress application can be

zaved and completed at a later time.

Provider Enrcliment Application

Please reference the Part |. Policies and Procedures for Medicaid/PeachCare for Kids® manual, for general requirements that apply to all provider types
when enrolling as a Georgia Medicaid provider. Applicants must meet all the provider requirements and qualifications and their practices must be fully

operational before they can be enrolled as Medicaid providers.

Specific qualifications for each provider type are contained in chapter 600 of the program specific policy manual(s).
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Completing the Application

= = = =l = = = = = = = - -
> = = = = = > = = =
= = = = = = = = = = = = = = >
> > = =
Instructions

Above the instructions panel, breadcrumbs will be provided to guide you

through the enroliment application.

Welcome to the online Provider Enrollment application.

The enrcliment application is a one source application for both fee-for-service Medicaid and CMO (Care Management Organization) enrollment.

You must complete each step in the Enrollment application. When you have completed all of the steps, including uploading all required supporting
documentation, please click on the "Submit’ button to submit your application. The application is automatically saved after each step.

Fields marked with an asterisk (*) are required.

Please click the 'Mew Application’ to start a new Provider Enrollment application or click 'Continue Application' to continue with an existing application.

Application Fee Information

42 CFR 455460 requires that certain prospective (new), re-enrolling, or revalidating providers pay an application fee. Individual physicians or non-physician
practitioners are exempt from the fee as well as those providers who have already paid the fee to a Medicare contractor or another State’s Medicaid
program. Section 105.3, Part | Policies and Procedures for Medicaid/Peachcare for Kids®, identifies the categories of service that are required to pay the
application fee. Within thirty (30} days from the date of submission of an application, the Division may reject an enrollment application from a prospective
(new) ar re-enrolling individual or institutional provider that is not accompanied by the application fee or a letter requesting a hardship exception or waiver of

the application fee.

Help is available by clicking the question mark (?) in the title bar.

exit I application |continue application
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select thenew application
button.

If you wish to continue toedit
an existing application, select
the continue application
button.

g-ninwell



New Application — Request Type

The following slides are an example of an additional service location - facility application.

Select the application type “Additional Service Location — Individual Practitioner and
Facility” and complete the remaining fields as they relate to your enroliment.

Request Type
() Individual Practitioner
() Facility
() Pharmacy
Out of State - Individual Out of State is for Applicants MORE THAN 50 miles from the GA border
Application Type* ‘ : Out of State - Facility
() Ordering, Prescribing, or Referring (OFPR)
(®) Additional Service Location - Individual Practitioner and Facility
(_) CMO Only / Non-Traditional Services - Individual Non-Medicaid Provider participating with CMO
(_) CMO Only / Non-Traditional Services - Facility Non-Medicaid Provider participating with CMO
Provider Type v
previous |save & continue I exit

. 111 . ”»
Click “save & continue” to proceed.
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Provider Contracts

Select the Provider Contract from the drop-down menu.

Contract [ ? |
A

Type data below for new record.

Provider Contract®
600 - HealthCheck

541 - Hospital-Based RHC m
010 - Inpatient Hospital z T it

020 - Inpatient PRTF bt | SO ==

070 - Qutpatient Hospital
080 - SwingBed

If you have more than one contract, click the add button to include an
additional contract.

If there is only one contract, click save & continue.
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Provider Specialty

Next, select the Provider Specialty.
A minimum of one Specialty (Primary) isrequired.

Specialty [ 7 |
A

Type data below for new record.

Please select the specialties that you are trained for and practice.

Provider Speciaity* | v

g™
-
-

If you have more than one specialty, click the add button to include
an additional specialty.

If there is only one contract, click save & continue.
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Additional Service Location

ASL

Select a template to populate service location data |

ﬂ (Template data will overlay existing data on the panel)

Ownership Code* | |
Practice Type Code* | ]

Tax ID Type* IFEIN v

o ||

~ ldentifiers

Typell (Organization) NP1 ||
Taxonomy 1 I:I Search Taxonomy 2 |:| Search
Taxonomy 3 I:I [ Search | Taxonomy 4 |:| [Search |
DEANumber | | DEA Expiration Date | |

Do you use Telemedicine Services?* () Presenter (! Receiver () Both (®) No

« Contact Information

The person who should be contacted regarding this application.
Contact Last Name* | |

Contact Phone* | | |
.
Contact E-Mail Address* | |

Re-Enter E-Mail Address* |
Indicate if you wish to receive E-Mail notifications about this application. The Contact E-Mail Address will be used.

Contact First Name, MI*

E-Mail Notifications?* (I Np (® Yes

previous save & continue

OF COMMUNITY HEALTH

exit

Complete the information
requested in this panel
as it appliesto the
additional service
location.
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Address Information

On the Address Information Panel, enter the additional service location address for the facility.

Address Information

Address Type Address 1 i State  Zip Phone
SERWVICE LOCATION

Type data below for new record

Address Type* |SERVICE LOCATION v
Address 1*
Address 2
City*
State* | ||
Zip®

County" | v/

Phone® |
Fax* .
Is this location open 24 Hours? & Mo Yes
After Hours Phone |
Is this location TODITTY equipped? @ Mo | Yes
E-Mail Address®

Practice Web Site Address

| previous | save & continue | exit
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Application Tracking Number (ATN)

The page at https://www.mmis.georgia.gov says: 5

We have collected enough information to save your
application. Your application will be automatically saved as
you progress through each page remaining in the
application.

Your application has been assigned Application Tracking
Mumber (ATM) 26154 and the name entered for this
Application 1s FACILITY APPLCATION. Please wrte down
both the ATN and name and keep them in a safe place.

You can exit this application and return at a later time to
continue. Once the application has been submitted you can
check the status from the Enrcliment Status link. You will
need to enter both the ATH and name to continue the
application or to check the status.

—

Click “OK”to exit the pop up window and
return to theapplication.

Midway through the enrollment process, you will
receive a message with your assigned Application
Tracking Number (ATN). Please make note of your

ATN assignment and the name entered for the
application. You will need this information to check on
the status of your application, or to continue the
application at a later date.
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Languages

Complete the information requested in the Languages Panel.
Note: At least one primary language is required.

Languages

Language Primary Language

A NO
Type data below for new record.

Language® ﬂ

Primary Language |MO V|

I previous Eﬂ?ﬂﬂCﬂﬂﬁﬂHE
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Special Needs

The information requested on the Special Needs panel will vary
depending on the selections made on previous panels.

Complete the information requested in this panel as it applies to the facility.

Special Need
Special Need

A
Type data below for new record.

Select a template to populate special needs data | V| (Template data will overlay existing data on the panel)
Special Need | v
Effective Date | |
End Date | |

I previous sa'm & continue exit
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Permit

Complete the information requested in this panel as it applies to the facility.

License/Permit Number

r

License/Permit Board License/Permit Type Issuing State

O

License/Permit Number*
License/Permit Board®
License/Permit Type*
Issuing State*

Effective Date*

Expiration Date*

GEORGIA DEPARTMENT
OF COMMUNITY HEALTH

Type data below for new record.

previous Im
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Certifications

Complete the information requested in this panel as it applies to the facility.

Certifications

Certification Number Cerfifying Body Certification Type

Type data below for new record.

Certification Number

Certifying Body | v
Certification Type | v|

Effective Date -
Expiration Date -

previous I & continue
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Introduction to Disclosure of Ownership

You have reached the Disclosure of Ownership section of the
application. Before proceeding, please select the “Disclosure of
Ownership Policy and Definitions” document as provided to you on
the Owners panel.

Disclosure of Ownership and Control Interest Statement - Owners

Owners

You have reached the Disclosure of Ownership section of your application. Before proceeding, please select the following link to review the disclosure of ownership and
control interest statement policies and related definitions: Disclosure of Ownership Policy and Definitions

The applicant must disclose the Owner(s) of their facility or business. Disclosing entity means a Medicaid provider (other than an individual practitioner or group of
practitioners), or a fiscal agent.

An owner means a person or corporation with an ownership or control interest that:
Has an ownership interest totaling 5 percent or more in a disclosing entity;
Has an indirect ownership interest equal to & percent or more in a disclosing entity;
Has a combination of direct and indirect ownership interests equal to & percent or more in a disclosing entity;
Cwns an interest of & percent or more in any mortgage, deed of trust, note, or other obligation secured by the disclosing entity if that interest equals at least &
percent of the value of the property or assets of the disclosing entity;
5 |s an officer or director of a disclosing entity that is organized as a corporation;
or
6. |s a partner in a disclosing entity that is organized as a partnership.

e LD R —

A minimum of one Owner is required. Failure to provide all the required information may result in a denial for participation.

OF COMMUNITY HEALTH
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Disclosure of Ownership

After reviewing the document, indicate if the Owner is a Business or Individual and
complete the remaining fields as they relate to the owner(s) of the facility.

Type Ownership Type Business Name Last Name First Name FElNumber SSN % Chwmer
Type data below for new record.
Is this Owner an Individual or Business?* Individual Business
Affiliation ¥
Ownership Ty pe v
Business Name FEI Number
Last Name SSN
First Mame, MI Date of Birth
Title Familial Relationship r
Address 1 Phone
Address 2 Fax
City E-Mail Address
State v % Owner 0
Zip

Has this owner ever been convicted of a crime related to their involvement in any program under Medicaid, Medicare, or Title XX7* Iz
Yes
Does this owner have ownership or controlling interest in another entity or organization that is enrolled in Medicaid? Mo
{b){3) The name of any other disclosing entity (or fiscal agent or managed care entity) in which an owner of the disclosing entity
{or fiscal agent or managed care entity) has an ownership or control interest. Yes

OF COMMUNITY HEALTH
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Disclosure of Ownership

Does this owner have ownership or controlling interest in another entity or organization that is enrolled in Medicaid?
{b)}{3) The name of any other disclosing entity (or fiscal agent or managed care entity) in which an owner of the disclosing entity ' pjg (® Yes
(or fiscal agent or managed care entity) has an ownership or control interest.*

If you answered yes to this question, /
the following panel will display.

Disclosure of Ownership and Control Interest Statement - Additional Ownership

Additional Ownership
Complete for owners with ownership or controlling interest in another entity or organization that is enrolled in Medicaid.

Cwner FEl Number MedicaidID Name Ownership Type Familial Relationship % Owner

Type data below for new record.

Owner | M

FEI Number

«~ Additional Ownership in Medicaid Entities
wesican

Name

Address

Ownership Type | |
Familial Relationship | v

% Owner III

Complete the information requested in this panel as it applies to the owner.
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Disclosure of Ownership

Complete the information requested in this panel as it applies tothe
business owner.

Disclosure of Ownership and Control Interest Statement - Other Business Addresses

Other Business Addresses

Pursuant to per 42 CFR 455 104(b)(1)(i}, enter other business addresses of any corporation with an ownership or control interest in the disclosing entity. The
address for corporate entities must include the primary business address, every business location, and P.O. Box address.

Owner FEl Number Address 1 City State

Type data below for new record.

Owner I ﬂ

FEl Humber

~ Other Business Addresses

Address 1 | |

Address 2 | |
cty | |
state | |V

zip | | | |

I previous snwe&cunﬁnue I exit
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. - Employee
D I S C I O S u r e O f OW n e r S h I p Disclosure of Ownership and Control Interest Statement - Managing Employees

Pursuant to 42 CFR 455.104 and 455.106, enter the name of any person who holds a position of managing employee and whether that individual has ever been
convicted of a crime related to that person's involvement in any program under Medicaid, Medicare, or Title XX, Also enter the affiliation to the Applicant, address,
SSN, DOB, and the familial relationship to the Applicant.

Managing employee means a general manager, business manager, administrator, director, or other individual that exercises operational or managerial control over,

or who directly or indirectly conducts, the day-to-day operation of the institution, organization, or agency, either under contract or through some other arrangement,
whether or not the individual is a W-2 employee.

CO m p | ete th e I nfo rm ati O n ﬂi?r'm:::’o"l: l'f:;;“:e;“m“iigai”geiirzﬂzfzz:I?cri;g:.;:ﬁd where the Affiliation drop-down selection is marked with an asterisk. Failure to provide all the required
H H H The individual who electronically signs the enroliment application must be listed under the Ownership or Managing Employee section of the Disclosure of
requested in this panel as it Ounershiy
ap p | I es to th e faCI | Ity Affiliation Last Name FirstName  SSN Familial Relationship
L]

Type data below for new record.

[ Select a template to populate employee data | V| (Template data will overlay existing data on the panel)
A
Affiliation*
uE Agent® r
Be sure to select at Last Name* |Board Member SSN* | |
Board of Directors” [
Fi = - rl % =
| est one Afﬁ I lation Failnl Business Manager* | | E
Title glﬂle; E_xecut_iv;agfﬁﬁicer{gFEO%")“ Familial Relationship* | v
_ ief Financial Officer
from the drop-down Chief Operating Officer (COO)*
« | Credential Coordinator®
A Address 1 Phone
menu that contains Director of Nursing® | |
Address 2 | Director” Fax
H EFT Authorized Individual® r
an asterisk. City" | Facility Administrator” E-Mal Address |
stater | General Manager”
Laboratory Director

Zip* |Legal

Practice Manager®

Provider Office Administrator®

Referral Coordinator

Has this managing € Supervising Pharmacist® ime related to their involvement in any program under - = -
Unknown Medicaid, Medicare, or Title Xxz= - NO'.Yes

Utilization Director/Manager

previous |save & continue exit
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Disclosure of Ownership

O

GEORGIA DEPARTMENT
OF COMMUNITY HEALTH

Complete the information requested in this panel as it applies to the facility.

Subcontractor

Disclosure of Ownership and Control Interest Statement - Ownership in Subcontractors

Pursuant to 42 CFR 455.104 enter any subcontractors that the Applicant has direct or indirect ownership or control interest of 5% or more. Enter the name and
address of each person with an ownership or controlling interest in any subcontractor used in which the disclosing entity has direct or indirect ownership of 5% or
more. If an individual enter the DOB and SSN, if an entity enter the Tax |ID number.

Businezs Name Last Name
A

First Name FEI Number SSN Familial Relationship

Type data below for new record.

Select a template to populate subcontractor data |

v| (Template data will overlay existing data on the panel)

Business Name |

Last Name | |

First Name, MI | | | |

[ | Same as Service Location Address

DateofBirth [ |

Familial Relationship | v

Address 1 |

Address 2 |

City |

State I ﬂ

Zip | || |

I previous smre & continue exit
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Payee Designation

If the payee is enrolled with Georgia Medicaid, enter their Georgia Medicaid
Provider ID. This information can be found on past remittance advices.
Payee

= The Payee Medicaid ID is used for money designation.
= In addition, the following required documentation must be submitted:
e Form W-9 should reflect the address for the provider's payments and/or remittance advices.
e 147-C letter or tax coupon will be used to verify the legal name of the business or practice and Tax |ID# that is listed on the Form W-9.
e EFT Agreement contains the Payee’s Routing and Account Number. These will be used to disburse monies to the provider for rendered services.
o Power of Attorney(POA) form should list the enrolling provider's name, the legal name of the business or practice, and the Payee Tax ID# for proper
affiliation.

Facility Providers: A Power of Attorney for Payee must be submitted if the Payee Tax ID listed on the W-9 is different from the applicant’'s Tax ID.

Is the Payee Tax ID different from the applicant's Tax ID?* () No ( ) Yes

Payee Medicaid ID | ‘
Payee Name
Address
City
State
Zip

previous save & continue I exit
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Hours

Hours ]

Select a template to populate practice data | | (Template data will overlay existing data on the panel)

~ Practice Hours

Enter all practice hours on days that services are provided to member. This should include extended hours.
If applicable, designate if the location is open 24 hours or closed that day instead of entering hours.

Monday Open/Close | | | | (24HH:MM) [] open 24 Hours [ | Closed
Tuesday Open/Close | | | | (24HH:MM) [| open 24 Hours [ | Closed
Wednesday Open/Close | | | | (24HH:MM) [l Open 24 Hours [ Closed
Thursday Open/Close | | ] | (24mHMm) [] Open 24 Hours [ Closed
Friday Open/Close | | | | (24HH:MM) ] Open 24 Hours [] Closed
Saturday Open/Close | | | | (24HH:MM) [] open 24 Hours [ | Closed
Sunday Open/Close | | | | (24HH:MM) ] Open 24 Hours [ | Closed
Practice Hours Comments
~ Patient Age Range
Patient Age Range* | | Beginning Age Range Ending Age Range {In Years)
~ Practice Operating Status
Is this practice your full-time service location?* (Mg () Yes

*Note: A full-time practice location is defined as a location operating 16 or more hours per week.

Start date of present employment at this location | | ~|| | amivyyy)

~ Practice Status

Accept New Patients Into This Practice? iYes Accept All New Patients?
Accept Existing Patients with Change of Payor? )Yes Accept New Medicare Patients?
Accept New Patients with Physician Referral? s Ng | ves Accept New Medicaid Patients? (e ng

previous save & continue exit

OF COMMUNITY HEALTH

/—f\\\ GEORGIA DEPARTMENT © Gainwell Technologies Proprietary and Confidential.. The information contained herein is subject to change without notice.
N
v

24

Complete the information
requested in this panel
as it is required for
credentialing and
provider directory
search.

g-ninwell



Insurance

Insurance
Carrier Policy Number Address 1 City State
A
[ Select a template to populate liability insurance data | | (Template data will overlay existing data on the panel)

Information regarding general liability insurance coverage is required.

Mote: The provider is not required to upload proof of liability insurance.

Complete the information
S— | req_uc_ested In this panel
[ | Same as Service Location Address aS |t |S reqU|red fOI'
Address 1 | | credentialing.

Address 2 | |
city* | |

state* [ [v]
Zip* | | | |

County* | v

oo | [EH

Type of Coverage* (e |ndividual () Shared

Carrier or SelfInsured Name* | |

Do you have unlimited coverage with this insurance carrier? (@ Mg yes
Amount of Coverage Per Occurrence* | $0.00 |
Amount of Coverage Per Aggregate* | $0.00 |

e T
previous save&mnﬁnue exit
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Other Program Enrollment

Answer the questions below to identify if the facility is enrolled in Medicare or another states
Medicaid program for the service location specified.

This panel only appears if a fee is required for your application.

Other Program Enrollment

~ Other Program Enrollment -

Are you currently enrolled in Medicare at the service location address identified in this enrollment application? ® Mo () Yes

Are you currently enrolled in another state's Medicaid Program at the service location address identified _ =~ - - Ij
in this enrollment application?* & N (L Yes bl

LS ~

I previous sweﬂcuniinue I exit
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Waiver of Application Fee

This panel only appears if a fee is required and the applicant
answered “No” to the other program enroliment questions.

Waiver of Application Fee

Application Fee Information

42 CFR 455 460 requires that certain prospective (new), re-enrolling, or revalidating providers pay an application fee. Individual physicians or non-physician
practitioners are exempt from the fee as well as those providers who have already paid the fee to a Medicare contractor or another State’s Medicaid program. Section
105.3, Part | Policies and Procedures for Medicaid/Peachcare for Kids®, identifies the categories of service that are required to pay the application fee. Within thirty (30)
days from the date of submission of an application, the Division may reject an enrollment application from a prospective (new) or re-enrolling individual or institutional
provider that is not accompanied by the application fee or a letter requesting a hardship exception or waiver of the application fee.

The Request for Hardship Waiver of Application Fee form may be downloaded now, or from the Provider Enrollment page.

Will you be requesting a hardship exception or waiver of the application fee? ® No () Yes

If requesting a hardship exception or waiver, please upload the Request for Hardship Waiver of Application Fee form after submission of this application.

-

I previous snve&cnniinue I exit

If requesting a waiver for the application fee, download and complete the
Request for Hardship Waiver of Application Fee form.
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Applicant History

Applicant History [ ? ]

For the following questions, the word "you" and "your” shall mean the enrolling provider, its owners, and its agents in accordance with 42 CFR 455.100; 101; 102;
104; 105; 106 and 42 CFR 10011001 &t seq.:

An agent is defined as any person who has been delegated the authority to obligate or act on behalf of a provider. This includes, but is not limited to,
managing employees. Board Members and Electronic Funds Transfer (EFT) authorized individuals.

A managing employee is defined as a general manager, business manager, administrator, director, or other individual who exercises operational or
managerial control over, or who directly or indirectly conducts, the day-to-day operation of the enrolling provider.

An entity shall include, but not be limited to, a corporation, limited liability company, partnership, business, provider organization, or professional
association.

Note: All applicable adverse legal actions must be reported, regardless of whether any records were expunged or any appeals are pending.
Have you ever been convicted of any criminal offense, had adjudication withheld on any criminal offense, pled no contesttoany -
criminal offense or entered into a pre-trial agreement for any criminal offense?* No () Yes

If Yes, please explain:

Complete the information
Have you, or any elr_ntily. a?lelg._o?“qer.or mant:ging t:rlpbyf(;e\ﬂelr had dist_:iplir:‘ry a::'tliolll);akel.\_g:gatin?tgony husi_ne-'.;-ls o|rl .frgf:iﬁ"il Oe O Yes req u eSted I n th IS pan e | aS
icense held in this or any other state, including licenses issued by the Department o mmunity Health (i )? It applles tO the faCIIIty_

If Yes, please explain:

Additional questions...

Have you, or any entity, agent, owner, or managing employee ever been found to have violated federal or state laws, rules or
regulations in any program established under Medicare, Georgia's Medicaid program, any other state's

(Mo C)Yes
Medicaid program, or Title XX, any other publicly funded federal or state health care, or health insurance program?#*

If Yes, please explain:

f—\\\\ GEORGIA DEPARTMENT © Gainwell Technologies Proprietary and Confidential.. The information contained herein is subject to change without notice.
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Supporting Documentation

Click on “Upload required documents” to continue with the application process.
In order to submit the application, all required items must be attached.

Supporting Documentation

Document Description

COPY OF BUSINESS LICENSE REQUIRED
COPY OF LIABILITY INSURANCE REQUIRED
ELECTRONIC FUNDS TRANSFER FORM REQUIRED
IRS TAX DOCUMENTATION REQUIRED
IRS W-8 FORM REQUIRED

Upload Supporting Documentation

° |Ug!oad required documents.IThe documents listed above must be uploaded before continuing the application.

m Enrollment forms are available on this site.

= Power of Attorney for Payee:
o A scanned or faxed copy of the Power of Attorney for Payee will be accepted providing that:
1. The submitted Power of Attorney for Payee reflects the raised notary seal and all signatures can clearly be seen via a scanned or faxed copy.
2. Ifthe notary seal is an ink seal it can be clearly seen via a scanned or faxed copy.

3. If the notary seal and all signatures are unclear or illegible when the document is scanned or faxed, the faxed or scanned Power of Attorney for
Payee will be rejected and an original Power of Attorney for Payee will have to be submitted.
The Department reserves the right to reject a scanned or faxed copy of a Power of Attorney for Payee.
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Attachment Upload

All supporting documentation must be uploaded by the applicant if it is listed as “REQUIRED”.
The applicant will not be able to submit the application without the required documentation.

» | Upload required documents. JThe documents listed above must be uploaded before continuing the application.

Attachment Upload

Attachment Description

APVL DHR-MHMRSA APPROVAL LTR REQUIRED
ELECTROMIC FUMDS TRANSFER FORM REQUIRED

IRS TAX DOCUMENTATION REQUIRED

IRS W-8 FORM RECQUIRED

SUBMIT NPIWITH TAXONOMY REQUIRED
Upload | Choose File | No file chosen

Status

MOT RECENMNED
MOT RECENED
MOT RECENED
MOT RECENED
MOT RECENED

¥

OF COMMUNITY HEALTH

/—\\ GEORGIA DEPARTMENT
O

© Gainwell Technologies Proprietary and Confidential.. The information contained herein is subject to change without notice. 30

9

inwell



Attachment Upload (continued)

Once the applicant selects an attachment, the “upload attachment” button will activate
and attachments may be selected and uploaded by using the Choose File button.

Attachment Upload

Attachment Description Status

APYL DHR-MHMRSA APPROVAL LTR REQUIRED NOT RECENED
ELECTRONIC FUNDS TRANSFER FORM REQUIRED MOT RECEIVED
IRS TAX DOCUMENTATION REQUIRED WOT RECEIVED
IRS W-5 FORM REQUIRED MOT RECEIVED
SUBMIT MPI WITH TAXONOMY REQUIRED WOT RECEIVED

Upload | Choose File | Mo file chosen

r
I

Supporting Documentation
Document Description

APVL DHR-MHMRSA APPROVAL LTR REQUIRED

ELECTRONIC FUNDS TRANSFER FORM REQUIRED

IRS TAX DOCUMENTATION REQUIRED

IRS W-8 FORM REQUIRED

SUBMIT NPIWITH TAXONOMY REQUIRED

After all of the attachments have been
+ Lipload required documents. The documents listed above must be uploaded before continuing the application u p I Oad ed ’ retu rn to th e m ai n Wi n d OW an d

= Enrollment forms are available on this site.

select save & continue.

= A scanned or faxed copy of the Power of Attomey for Payee will be accepted providing that:

1. The submitted Power of Attorney for Payee reflects the raised notary seal and all signatures can clearly be seen via a scanned or faxed copy.

2. If the notary seal is an ink seal it can be clearly seen via a scanned or faxed copy.

3. If the notary seal and all signatures are unclear or illegible when the document is scanned or faxe: axed or scanned Power of Attomey for
Payee will be rejected and an original Power of Attomney for Payee will have te be submitted,

The Depahmem reserves the right to reject a scanned or faxed copy of a Power of Attorneg for 8
I previous |save & continue exit
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Statement of Participation

Complete the information requested in this panel as it applies to the facility.
Read and accept the terms of the Statement of Participation to continue.

Statement of Particition [ 2 |

DEPARTMENT OF COMMUNITY HEALTH
DIVISION OF MEDICAL ASSISTANCE
STATEMENT OF PARTICIPATION

THIS STATEMENT OF PARTICIPATION between the State of Georgia, Department of Community Health, Division of
Medical Assistance (the "Department”) and the undersigned Provider becomes effective on the date of enrollment indicated by
the Department.

WHEREAS, the Department is charged with the administration of the Georgia State Plan for Medical Assistance (the
"Medicaid program”) in accordance with the requirements of Title XIX of the Social Security Act of 1935, as amended. and
O.C.G.A. § 49-4-1 et seq., and seeks to enroll qualified health care providers ("Providers”) to render services to eligible
Medicaid recipients;

WHEREAS, Provider affirms that all prerequisites, certification and/or licensure requirements and other necessary
qualifications have been met in Provider's area(s) of specialty as required by law in the State of Georgia to render health care
services to patients; and,

WHEREAS, Provider desires to enroll in the Medicaid program to render Covered Services to eligible Medicaid recipients
under certain category(ies) of service, and seeks reimbursement for rendering such services.

NOW THEREFORE, in consideration of the mutual covenants and promises contained herein and for other good and s
valuable consideration, the receipt and sufficiency of which are hereby acknowledged, the parties agree to the terms and

This is to certify that

Name of Owner or
Authorizing Agent*

Title
Date 09/02/2015

| accept the terms of the Statement of Participation Statement of Participation
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Policy Attestation Statement

Complete the information requested in this panel as it applies to the facility.
Read and accept the terms of the Policy Attestation Statement to continue.

VERIFICATION OF POLICY MANUALS

By signing below, | hereby certify and attest that my staff, agents, credentialing perscnnel, contractors, subcentracters, billing
agent(s) and | have accessed and reviewed the Department of Community Health's policies and procedures manuals including
Part |, Policies and Procedures for Medicaid/PeachCare for Kids@ and the applicable Part Il and/er Part 1l manuals. |
understand and acknowledge that the Department's policies and procedures manuals cutline the terms and conditions for receipt
of medical assistance and participation in the Georgia Medicaid/PeachCare for Kids® program. | understand and acknowledge
that my staff, agents, credentialing personnel, contractors, subcontractors, billing agentis) and | are required to comply with the
policies and procedures outlined in Part |, Policies and Procedures for Medicaid/PeachCare for Kids® and the applicable Part ||
and/or Part Ill pelicy manuals. | understand and acknowledge that the policies and procedures manuals are amended when the
Department finds its necessary or appropnate to do so, and that it is my responsibility as well as the responsibility of my staff,
agents, credentialing personnel, contractors, subcontractors, and billing agent(s) to check periedically for any revisions pertaining
to the delivery of or reimbursement for services rendered to Medicaid members. | further understand that failure to abide by the
Department's policies and procedures will result in adverse acticns including, but net limited to, the denial of claims, monetary
recoupment, terminaticn, suspensicn of payments, and reduction of reimbursement. | understand and acknowledge that all of
the Department's pelicies and procedures manuals are accessible through the Departments Medicaid Management Information
System (MMIS) web portal at www.mmis.georgia.gov. | cerify and attest that | have reviewed the entire contents of the
completed application and that the information provided is accurate and complete. | understand that inaccurate, incomplete or
omitted data may lead to sanctions against me or my facility.

[This is to certify that

Name of Owner or
Authorizing Agent*

Title
Date 09/02/2015

John Smith

laccept the terms of the Policy Attestation Statement

I previous savea{:nntim exit
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Medicaid Program Provider Attestation Statement

O

Complete the information requested in this panel as it applies to the facility.
Read and accept the terms of the Medicaid Program Provider Attestation Statement to submit

Attestation Statement

GEORGIA DEPARTMENT
OF COMMUNITY HEALTH

After submission of this application, a pop-up window will appear to allow you to print a copy of this ap
installed, you may need to disable it in order to view the print application window.

your application.

MEDICAID PROGRAM PROVIDER ATTESTATION STATEMENT

This is to certify that

Mame of Owner or Authorizing Agent* Jchn Smith

Title
Date 09/02/2015

To the best of my knowledge, the information supplied in this document is true, accurate and
complete and is hereby released to the Georgia Departrment of Community Health, Division of
Medical Assistance for the purpose of issuing a Medicaid provider number. | understand that
falsification, omission or misrepresentation of any information in this enrollment package will
result in a denial of enrollment. the closure of current enrcllment, and the denial of future
enrcliment requests, and may be punishakle by criminal, civil or other administrative acticns. |
understand that my signature certifies that | have read the manuals, Parts [, I, and Il {if
applicable), for the Contract(s) indicated herein and | autherize Medicaid or its authorized
representative to verify this information.

l accept the terms of the Attestation Statement

—
.

—
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Application Tracking and Documentation

Once the application is submitted, a pop up window will
open with a PDF version of your application which may
be saved for future reference.

The confirmation panel will then be visible:

Provider enroliment application for FACILITY APPLICATION

[The Application Tracking Number (ATN) is : 26154

If youw have questions regarding your enrcllment or on any message(s) received o
1-800-766-44586.

WHAT'S NEXT?

= Pay Required Application Fee
= You may also pay the required fee at a later time from the Enroliment Status page.
= Application Fee Information: Within thirty (30) days from the date of submission of an application, the Division may reject an enrcllment application from

a prospective (new) or re-enrolling individual or institutional provider that is not accompanied by the application fee or a letter requesting a hardship
exception or waiver of the application fee.

= Print a copy of the application for your records. Brint Application

« |f you don't have a POF reader already installed, Adebe Acrobat Reader is required to view these documents. Click here to obtain the latest version of the
free Adobe Reader.

OF COMMUNITY HEALTH

State Of Georgia
PROVIDER ENROLLMENT APPLICATION

PROVIDER SUBMISSION INFORMATION
Enrollment Type Provider Type
Facility
Would you like 1o also submit your application for €MO Credentialing?
Is this application based on a change of ownership (CHOW)?

PROVIDER IDENTIFYING INFORMATION
Name of Business or Individual Doing Busincss As (DVB/A)
Tax ID
State Where Incorporated | Dioes this Organiration operate other sites, locations or units?
Where

PROVIDER DETAIL INFORMATION

Ownership Type Practice Type
Business Location Fiscal Year End Month

Status: Your application has been successfully submitted and is being processed. Conf]rmation that your apphcation has been
successfully received.
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Application Tracking and Documentation

To check the status of
ta ioodormation (R EE ST ENY | Nurse Aide/Medication Aide | EDI | Pharmacy yo u r e n r0| | m e ntl
Home Walplilplllguld =GOS EUTEE Enrolliment Wizard  Provider Contract Status  EFT Agreement n avi g ate to E n rol | m e nt
. .
Application Status
page from the Provider

Enrollment menu.

User Information

LoginiManage Account Login

Enrollment Status
This page provides a status for enrollment applications submitted to HP. An Application Tracking Number (ATN) and Business or Last Name (as
submitted on the application) are required to retrieve the status of the application.

PDF Reader Required
NOTE: If you don't have a PDF reader already installed, Adobe Acrobat Reader is required to view these documents. Click here to obtain the |atest version of the
free Adobe Reader.

File Download Issues
Some users may have difficulty downleading files. Often this is caused by pop-up windows being blocked or by security settings in the browser. Click here for help
with download issues.

ATN* 126154
Enter the ATN and

— Business or Last
m— Name and click

search.

OF COMMUNITY HEALTH
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Application Tracking and Documentation

Enroliment Tracking Search
ATN* 26150
Business OR Last Name SMITH
Provider 1D

Search Results (14 rows returned)

Date Status
Document Received Status Date
APVL DHR-MHMRSA APPROVAL LTR 09/02/201S RECEIVED, NOT VERIFIED
ELECTRONIC FUNDS TRANSFER FORM 08/02/2015 RECEIVED, NOT VERIFIED
IRS TAX DOCUMENTATION 09/02/2015 RECEIVED, NOT VERIFIED
IRS W-& FORM 09/02/2015 RECEIVED, NOT VERIFIED
SUBMIT NPI WITH TAXONOMY 09/02/201S RECEIVED, NOT VERIFIED

Information about the application will be provided on this panel.

The status of documents will be updated as they are reviewed and
verified.

OF COMMUNITY HEALTH
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Provider Enrollment Materials

» For Enrollment forms, select the Forms page from

the Provider Information menu.
» On the forms page, choose enroliment from the drop-downmenu
and click go to filter and view only enrollment relatedforms.

» Additional materials can be found by selecting
Provider Enrollment and scrolling down.

» Toaccess Frequently Asked Questions (such as
materials pertaining to fee payments), select FAQ
for Providers from the Provider Information page.

OF COMMUNITY HEALTH
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Thank you

Contact Gainwell Technologies
1775 Tysons Blvd.
gainwelltechnologies.com McLean, VA 22102



