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Overview of Georgia Medicaid

The Georgia Department of Community Health (DCH):

Is designated by the Official Code of Georgia (OCGA) as the single state
agency to administer Medicaid.

Mission:
The mission of the Department of Community Health is to provide access
to affordable, quality health care to Georgians through effective planning,
purchasing and oversight.

O
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Overview

(continued)

Effective January 1, 2022, the Department of Community Health, Medicaid Division, will now allow providers who
are licensed as a Marriage and Family Therapist (LMFT), Licensed Clinical Social Worker (LCSW) or
Licensed Professional Counselor (LPC) to be enrolled in the Psychological and Therapy services program to
render services to individuals under age 21.

This new enrollment will offer a second account to include a new Fee for Service contract that would be effective
January 1, 2022. Those providers must complete the application using the ATN number provided in the DCH
mailer.

Department of Community Health, Medicaid Division, has created enrollment applications for Marriage and Family
Therapist (LMFT), Licensed Clinical Social Worker (LCSW) or Licensed Professional Counselors (LPC) who are
currently enrolled under category of service 998 (CMO Only).

Providers must upload required document to the application tacking numbers provided by March 31, 2022, or
subject to a new application being required.
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Helpful Information

**|_etters were mailed December 28th, 2021 Sample attached**

» The DCH has allowed CMO providers who have received a letter to submit necessary documents by
March 31, 2022. After March 31, a new application must be submitted.

» New providers that would like to enroll under these services will need to create a new application.

GEORGIA DEPARTMENT : : . — : . : . : :
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GEORGIA DEFARTMENT
OF COMMUNITY HEALTH

Brian P. Kemp, Governor Caylee Noggle, Commissioner
2 Peachiree Street, NW | Aanta, GA 30303-3159 | www dch georgla.gov

December 21, 2021

PRV-9570-R/XX/0024456952

Name and
address Info

60599200 10 00 | 0 L0000

RE: Application Tracking Number 123458
Dear Providers:

Effective January 1, 2022, the Department of Community Health, Medicaid Division, will now allow
providers who are licensed as a Marriage and Family Therapist (LMFT), Licensed Clinical Social Worker
(LCSW) or Licensed Professional Counselor (LPC) 1o be enrolled in the Psychological and Therapy
services program to render services to individuals under age 21.

To reduce the administrative burden for the provider community, the Department of Community Heaith,
Medicaid Division, has created enroiment applications for Marriage and Family Therapist (LMFT),
Licensed Clinical Social Worker (LCSW) or Licensed Professional Counselors (LPC) who are currently
enrolied under category of service 998 (CMO Only). This newly created application will allow you to enroll
in the Psychological and Therapy services program should you choose to do so. The ATN above is the
newly created application tracking number. To complete the enroliment process, you must upload the
following documents:

Electronic Funds Transfer form
Power of Attorney for Payee
IRS W-9 Form

IRS Tax Documentation

Copy of License

This information is required in order to reimburse you for services rendered to Fee-for-Service members.
If you do not upioad the required payment information, we cannot pay you for services rendered to

Fee-for-Service members. You will have until March 31, 2022 to upload the required payment
information. Thereafter, the application will be closed. If you decide later that you want to participate
in the Psychological and Therapy services program, you may initiate a new application.

Please visit the GAMMIS Web Portal at www.mmis.georgia.gov and go 1o the Provider Enroliment /
Enroiment Application Status page. Key in the above ATN and last name of the provider. Scroll down to
the bottom of the page and click on the “"upload additional supporting documentation” link. From here
upload the completed and required documents identified above. Your prompt response will allow us 1o
finalize your application.

If you have any questions regarding the status of your application, please access the GAMMIS Web
PortalalwwwmmtsgeofgtagovandsubmtaConlactUsmqmryundertheComadmformauonpanel Or
you may contact the Provider Enroliment Unit at 1-800-766-4456

MRVIEOR 02

Thank you for your continued participation in the GA Medicaid program.
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Provider Specialty for the Automated Process

Contract 570 Psychological and Therapy Services
Specialty:

= 041 - Professional Counselor
= 107 - Licenses Clinical Social Worker
= 110 - Marriage and Family Therapist
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Required Documentation

The application will require these supporting documents

»Bank Letter or Voided Check

» Curriculum Vitae

»Electronic Funds Transfer Form
»IRS Tax Documentation

»IRS W-9 Form

»Power Of Attorney For Payee
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Accessing GAMMIS

*Georgia Medicaid Web Site Address: www.mmis.georgia.gov
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http://www.mmis.georgia.gov/

Submitting your application with Provided ATN Number

GA Medicaid website address: www.mmis.georgia.qov

Select Provider Enroliment -> Enroliment Application Status

Home | Contac inormaton | Memoer normaton- | Provider nfomation {MzSuclud | Nurse Aceedcation Ak | EDI | Phamacy | HFRD

Home. ez eoiNel Evolment Wzard - Prowaer Contiact tatis  EFT Agresment  Envolment Foms

GAMNIS Envolment 5525%0n Status <- Bookmarkable Link 3 Cick here fo help and nfomafion aoutbookmarks
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http://www.mmis.georgia.gov/

Enter your provided ATN, Business or Last Name, and
click search

Enrollment Tracking Search
1 ATN® 12345

2 Business OR Last Name [LAST NAME HERE

Provider (D search

El :
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Enrollment Checklist

O

Search Results {7 rows returned

Date Status

Document Received  Status Date
IN PROCESS - APP RCVD; NO DOCUMENTS ATTACHED

1202712021 FOR REVIEW
COPY OF BANK LETTER OR VOIDED CHECK NOT RECEIVED 1202712021
COPY OF PROFESSIOMAL LICENSE NOT RECEIVED 1202712021
ELECTROMIC FUNDS TRANSFER FORM NOT RECEIVED 1212712021
RS TAX DOCUMENTATION NOT RECEIVED 1202712021
IRS W-9 FORM NOT RECEIVED 1202712021
POWER OF ATTORNEY FOR PAYEE NOT RECEIVED 1272712021

n Required documents must be uploaded:
» Enroliment forms are available on this site.
» [ipload Additional Supporting Documentation as requested by the application review process.
o Please allow 15 business (not calendar) days for attachments to be reviewed.

» Provider Enrollment/Credentialing Application Status Questions and Contacts
For more information related to the Provider Enrollment process including contact information, please refer to the Provider Enrollment FACQs on the FAQ for Providers page.

GEORGIA DEPARTMENT

© Gainwell Technologies Proprietary and Confidential.. The information contained herein is subject to change without notice. 12
OF COMMUNITY HEALTH

inwell



Upload Supporting Documentation

* An Overview of the Supporting Documents are indicated on slide 46

 For step by step uploading instructions, please see slide 47
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New Application for COS 570

PSYCHOLOGICAL AND THERAPY SERVICES
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Select Provider Enrollment -> Enrollment Wizard

GA Medicaid website address: www.mmis.georqgia.gov

Home | Contact Information | Member Information | Provider Information [RECIGEAS 01t | Nurse Aide/Medication Aide | EDI | Pharmacy | HFRD

Account | Providers | Training | Claims | Eligibility | Presumptive Activations | Health Check | Prior Authorization | Reports | Trade Files
Home  Enrollment Application Status Wagelundilrelol Provider Contract Status - Provider Rate Increase Request  EFT Agreement

CMO Credentialing Application  New Specials lication  NEMT Disclosure of Qwnership - Enroliment Forms - Enrallment Template Manager

</ GAMMIS:Enrollment Wizard <- Bookmarkal

) Click her for help and information about hookmarks
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http://www.mmis.georgia.gov/

Select Provider Enrollment Application

Enrollment Wizard
Providers use this page to complete an enroliment 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 saved

and completed at a later time.

‘vaider Enroliment 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).

e g-iinwell
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Select New Application

Instructions

Welcome to the online Provider Enrollment application.
» The enroliment 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 455 460 requires that certain prospective (new), re-enrolling, or revalidating providers pay an application fee. Individual physicians or nen-physician
practitioners are exempt from the fee as well as those providers who have already paid the fee to a Madicare contractor or another State's Medicaid program.
Section 105.3, Part | Policies and Procadures 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.

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

exit I new application | continue application

OF COMMUNITY HEALTH
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Select OK

ADDITIONAL SERVICE LOCATIOMN APPLICAMNTS i
In order to complete an Additional Service Location application, you

must have recently submitted an application for the same provider
OR be logged in to the secure web portal.

To copy a submitted application, search for the application on the
Enrcllment Application Status page, then select the "copy
application™ or the "add additional service location application”
button at the bottom of the page.

CMO CREDENTIALING APPLICANTS o

KN e
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Request Type - Indicate as shown here
save & continue

‘-é- Individual Practitioner

\_! Facility

) FPharmacy

() Out of State - Individual Out of State is for Applicants MORE THAKN 50 miles from the GA border
() Qut of State - Facility

Application Type* ~
' Ordering, Prescribing, or Referring (OPR)

Additional Service Location - Individual Practitioner and Facility
JCMO COnly f Mon-Traditional Services - Individual Mon-Medicaid Provider participating with CMO
) CMO Only [ Mon-Traditional Services - Facility MNon-Medicaid Provider participating with ChO
CMO Only f Mon-Traditional Services - Additional Service Location - Individual and Facility

Provider Type* Behavioral Health & Social Svc w -
Do you have delegated credentialing? ® pnNg | Yes
Would you like to also submit your application for CMO Credentialing? Mo ® Yes
previous save & continue exit

/—f\\ GEORGIA DEPARTMENT © Gainwell Technologies Proprietary and Confidential.. The information contained herein is subject to change without notice. 19 I n W I I
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Provider - Complete all fields with your information
save and continue

(*Asterisk — Indicates require fields)

Provider

~~ As appears on license
If a suffix such as Jr, 5r, Ifl, erc. is part of the provider's name, enter it in the Individual Last Name field after the name. (i.e. Smith Jr)
‘ Individual Last Name* |TEST |
First, MI* |FIRST | | |
Doing Business As (D/B/A) | |
Title/Degree | |
Other Names Used {e.g. Maiden Name, Alias) |

‘Datenfﬂirth* 01/011979 | Age: 43
-Gender* ® pale ) Female
Race

Ethnicity | |

-ssu* 001010101
‘ FEI Number | 000000001

Unique Physician ldentification Number-UPIN :

previous | save & continue

f—\/—\\\ GEORGIA DEPARTMENT © Gainwell Technologies Proprietary and Confidential.. The information contained herein is subject to change without notice.
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Contract =570 - Psychological and Therapy Services
save and continue

Contract

Provider Contract

-Druvider Contract® 570 - Psychal and Therapy v

Type data below for new record,

I previous | save & continue
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Specialty — Indicate as applicable

save and continue

O

Specialty

A

Type data below for new record

Provider Specialty®

GEORGIA DEPARTMENT
OF COMMUNITY HEALTH

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

W

ADDICTION PSYCHOLOGY (ADDICTION MEDICINE)

COUNSELOR, PROFESSIONAL
LICENSED CLINIGAL SOCIAL WORKER
MARRIAGE AND FAMILY THERAPRY
PSYCHOLOGY

3N

g & continue
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Detall - Complete this template

(*An asterisk - Indicates require fields)
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[ Select a template 10 populate detall provider data ' (Template data will overlay sxisting data on the pansl) ]

SeIeCt i Practics Typs Code® MOAWVIDUAL PRACTITIONER Uh

Ownership avtmtes Locain e S b i 30.00]

CLIA Number COVERNMENT
Type INVESTOR OWNED
| NON-PROFITORRELIGIOUS L
NOT APPLICABLE
————————— OTHER -
PRIVATE - FOR PROFIT

|

Ars you | PRIVATE - NOT FOR PROFIT ==
Botr

CH

PUBLIC

CRrcalt .. £ PROPRIETOR
= E—— - L

Are you enrolled in MedioseT = be o Yas
Mpdegare Effective Date

= Mg

e,

~ Drug Enfercement Agency (DEA)
DEA Numiber | |  DEAExgiration Date | -uﬂum?;z,zu,s,ml.l,ﬁp * Mo e

" Controlbed Dargerous Sulb-sta (CDE)

£DS Number | |  €DS Effective Date | EEH cosenapnss | =

~ Mational Provider Identifisr (NP1) & Ta v
Type | (ncliviguan o= | 1111111100

"“ ¥ 1* [ 103700000 Fﬂ Tanonony 2 | Search )

Tamonomy 3 | | [ Sesren | Tamonomy 4 | | [ Sesen]
- TR
Flssss selsct yous prek - thod for iy b From the Departrrsnt.

Letter Madium = -4 Fax P apr

(" Application Access Code & Contact bnformation
Choose an Acosss Code thatl will be uied 1o view sppdio stion Informaton sfter the application is subsmitted
The Access Code mast be a minimum of six(6) characters in kength.

Pleass MAKE NOTE OF THE CODE. It will ot be cisplayed on the submitted application PDF.

-wmm.cw [CREATEYOUROWN |

The person who showld be contacted regarding this applcation.

‘mmm [TEST
Contact First, Ml [F/RST ] h

Phone, Ext* [(200 782 4458 ]

Contact Fax | ]
Contact E-Mail Address® | Headem s addre u.-@a-n. L oo _
ﬂ Re-Enter E-Mail Address” | MNeedemaiaddessenal com |
Indicate if you wish to receive E-Mail notfications about this application. The Address will be used.

E-Mail Notifications ™ e = s

OF COMMUNITY HEALTH
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Address — Complete this template

(*Asterisk — Indicates require fields)
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O

Address

Address Type Address 1

State  Zip

Phone

SERVICE LOCATION

GA
Type data below for new record

Select a template to populate address data v

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

s Address Type*

Name of Practice
—(As it appears on the W-9)*
Address 1*

Address 2

City”

State”

- Zip*
) County”
— Phone*

qﬁ’"'
Is this location open 24 Hours?

After Hours Phone
Is this location TOD/TTY equipped?

-emu Address®

Practice Web Site Address

Does this location have 24/7 phone coverage?

Answering Service
Voicemail with Instructions

SERVICE LOCATION v
PRACTICE NAME AS INDICTATED ON YOUR (IRS DOCS)
SERVICE LOCATION ADDRESS HERE

TUCKER

GA v

30085 \ \
DeKalb County v

(800)766-4456 |

(800)766-4451 4

® No '_ Yes

® No ) Yes
Needemailaddress@email.com

® No \_'Yes
® No () Yes
® No () Yes

Add to
indicate a
mail to and

address

GEORGIA DEPARTMENT
OF COMMUNITY HEALTH
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System Notification - Application Tracking Number (ATN)

www.betammis.georgia.gov says

(/_/—_\:\\ GEORGIA DEPARTMENT We have collected enough information to save your application. Your g I nwe I I

% V' oF CoMmmMuNITY HEALTH application will be automatically saved as you progress through each
page remaining in the application.

Your application has been assigned Application Tracking Mumber (&TM) Po—

7721460 and the name entered for this Application is TEST. Please

write down both the ATM and name and keep them in a safe place.
Home | Contact Information | Member Infon i Aide | EDI | Pharmacy | HFRD
You can exit this application and return at a later time to continue|
Cnce the application has been submitted you can check the status
—-{click to hide) Alert Message  the Enrcllment Status link. You will need to enter both the ATH ap
name to continue the application or to check the status.

Wednesday, February 16, 2022

Home  Enrollment Application Status Er DTS

UAT Testing Site

This site is for testing purposes onh “ soley for testing purposes and
therefore may not reflect what prod

User Information

Instructions = Search = Request Type = Provider = Confract = Specialty » Physician Specialty = ASL = Detail = Address = Bed > Pharmacy = Medicaid = Language =
Special Meed = Admit Privileges = License > Pemmit > Cerfification = Owner = Addfl Owner = Addil Address = Fingerprint = Employee = Subcontracior > Ralte = Sponscoring =
Supervising > Payee > Hours > Access > Education > Training = Work > Insurance = Programs = Waiver = History > History CVWO = Facility History > Doco > Autism Aftest >

Please make note of your ATN: 7721460
Language

Language Primary Language

A ENGLISH YES
Type data below for new record.

Language* EMNGLISH

Primary Language YES w~

save & continue
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Language - Indicate as needed

save and continue

Language Primary Language
A ENGLISH YES
Type data below for new record.

Language* ENGLISH v
Primary Language YES v

ﬁ GEORGIA DEPARTMENT © Gainwell Technologies Proprietary and Confidential.. The information contained herein is subject to change without notice. 28 I n W I I
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Special Need - Indicate as needed

save and continue

Type data below for new record.

Select a template to populate special needs data

»  [Template data will overlay existing data on the panel)

Special Need

ﬁ GEORGIA DEPARTMENT
N 7, OF COMMUNITY HEALTH
=

e e e
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License - Indicate as needed

save and continue

License

License Number License Board License Type Iz=uing State
123456 Comp Brd of Prof Coun, SWW. Fam

Type data below for new record.

License Number* |LICENSE #

License Board® Comp Brd of Prof Coun, SW, Fam w

Private or Public Board Orders* (@ g () Ve

Date of Last Order |:|

License Type* Licensed Clinical Social Workr w Llcense

Issuing State* GA w eﬂ:eCtlve

Effective Date' | | and end
Expiration Date* |:| date

previous I save & continue
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Owner - Complete this template

(*Asterisk — Indicates require fields)

Disclosure of Ownership and Control Interest Statement - 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:

1. Has an ownership interest totaling 5 percent or more in a disclosing entity;

2. Has an indirect ownership interest equal to 5 percent or more in a disclosing entity;

3. Has a combination of direct and indirect ownership interests equal to 5 percent or more in a disclosing entity;

4. Owns an interest of 5 percent or more in any mortgage, deed of trust, note, or other obligation secured by the disclosing entity if that interest equals at least 5
percent of the value of the property or assets of the disclosing entity;

h. Is an officer or director of a disclosing entity that is organized as a corporation;
or

6. Is a partner in a disclosing entity that is organized as a parinership.

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

The individual whao electronically signs the enroliment application must be listed under the Ownership or Managing Employee section of the Disclosure of Ownership.

ﬁ GEORGIA DEPARTMENT © Gainwell Technologies Proprietary and Confidential.. The information contained herein is subject to change without notice. 31 I n W I I
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Owner - Indicate as needed

save and continue

| Select a template to populate owner data b {Template data will overlay existing data on the panel)

Is this Owner an Individual or Business?® (@ |ndividual ' Business
Ownership Type® Scle Proprietor (Individual filing under an EIN) ~
FEI Number | |
Last Name= | TEST | SSN= (001010101 |
First Name, MI* | FIRST | | | Date of Birth™ | 01/01/1979 |
Title | | Familial Relationship= OTHER -
Same as Service Location Address
Address 1 | SERVICE LOCATION ADDRESS HERE | Phone |(300)766-4456 | | |
Address 2 | | Fax |(800)766-4451 |
City> | TUCKER | E-Mail Address | Needemailaddress@email.com
State™ GA w
Zip= | 30085 | | % Owner= 100

Has this owner ever been convicted of a crime related to their involvement in any program under Medicaid, Medicare, or Title XX7* — -
) Yes

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
{or fiscal agent or managed care entity) has an ownership or control interest.”

I previous I save & continue
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Employee — Disclosure of Ownership and Control Interest Statement — Managing Employees

Employee

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 employes 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 arangement,
whether or not the individual is a W-2 employee.

Aminimum of one Managing Employee is required where the Affiliation drop-down selection is marked with an asterisk. Failure to provide all the required information
may result in a denial for participation.

The individual who electronically signs the enrollment application must be listed under the Ownership or Managing Employee section of the Disclosure of Ownership.

OF COMMUNITY HEALTH
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Employee — Indicate as needed
save and continue

Logon to secure site to use enrolliment templfate fearture.

Select a template to populate employee data ~
Affiliation™ b
Last Name* |TEST | SSN* 001010101 |
First Name, MI* | TWO | | | Date of Birth* [01/01/1976 | -
Title | | Familial Relationship™ ~

[ sSame as Service Location Address

Address 1 |1 PEACHTREE | Phone |(800)766-4456 | | |
Address 2 | | Fax |(800)766-4451 |

City* |ATLANTA | E-Mail Address |

State® GA

zip* |30085 | |

Has this managing employee ever been convicted of a crime related to their involvement in any program under (&) —
Medicaid, Medicare, or Title X}2+ = M0 ' Yes
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Subcontractor (Not Required) - Indicate as needed

save and continue

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.
Business Name Last Name First Name FEI Number SSN Familial Relationship
A
Type data below for new record.
{ Select a template to populate subcontractor data «  (Template data will overlay existing data on the panel) J
Business Name | FEI Number | |
Last Name | | SSN | |
First Name, MI | | | | Date of Birth | |
|| same as Service Location Address Familial Relationship hd
Address 1 | |
Address 2 | |
City | |
State A
Zip | | |

I previous I save & continue
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Payee - GAMMIS will auto create a Payee Number once enrolled

save and continue

» The Payee Medicaid ID is used for money designation.
» [n addition, the following required documentation must be submitted:
1. Form W-9 should reflect the address for the provider's payments and/or remittance advices.
2. 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.
3. EFT Agreement contains the Payee’s Routing and Account Number. These will be used to disburse monies to the provider for rendered services.
4. Power of Attorney(POA) form should list the enrolling provider's name, the legal name of the business or practice, and the Payee Tax |D# for proper

affiliation.

Payee Medicaid ID |

Payee Name
Address
City

State

Zip
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Hours - Indicate with military time format
save and continue

Max Age
is 21 for
COS-570

f\i\ GEORGIA DEPARTMENT
N OF COMMUNITY HEALTH
\\—%

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

«~ Practice Hours

ITf applicable, designate if the location is open 24 hours or closed that day instead of entering hours.

Enter all practice hours on days that services are provided to member. This should include extended hours.

Monday Openi/Close [0&:00 | [18:00 | (ZAHH:MM) [ open 24 Hours [ Closed
Tuesday Open/Close |08:[ZIU | | 18:00 | {24 HH: MM} [l open 24 Hours || Closed
Wednesday Open/Close |[]8:[IIU | | 19:00 | (2Z4HH:MM) [ open 24 Hours || Closed
Thursday OpeniClose |058:00 | [18:00 | (ZAHH:MM) | open 24 Hours |_| Closed
Friday Open/Close |08:00 | [18:00 | (ZAHH:MM) [ open 24 Hours [ Closed
Saturday OpeniClose | | | | (24HH:MM) ] Open 24 Hours Closed
Sunday Open/Close | | | | (ZAHH:MM) [ open 24 Hours Closed
Practice Hours Comments P
~ Patient Age Range
Patient Age Range* Age 0 -21ysars ~ Beginning Age Range o Ending Age Range 21 (In Years)
«~ Practice Operating Status
Is this practice your full-time service location?* (@ g ) ves
*MNote: A full-time practice location is defined as a location operating 156 or more hours per week.
Start date of present employment at this location® 03 ~ |2020 (MM Y'Y YY)
¢~ Practice Status
Accept New Patients Into This Practice? ' Mo @) yeosg Accept All New Patients? (@ pg ) Yes
Accept Existing Patients with Change of Payor? (@ po i was Accept New Medicare Patients? (@ po Ivas
Accept New Patients with Physician Referral? (@ pno ) Yes Accept New Medicaid Patients? (@ pg ) Yes

previous I save & continue
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Access - Indicate as needed

save and continue

O

Select a template to populate accessibility data  ~

{Template data will overlay existing data on the panel)

Does this office meet ADA accessibility requirements?

®Np  (Oyes

Does this site offer handicapped access for the following:

Parking
Restroom

Does this site offer other services for the disabled?
American Sign Language

Mental/Physical Impairment Services

Accessible by Public Transportation?
Bus

Subway

Regional Train

List other Handicapped Access [
Other Disability Services [
or Other Transportation Access:

®Np  (Oyes

®No () ves

®@no O ves
®No (O Yes
®No (O ves
®@no O ves
®No (O Yes
®No (O ves
®No (O Yes

GEORGIA DEPARTMENT
OF COMMUNITY HEALTH
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Education — Indicate as needed

save and continue

Education

School City State Country
A Bachelors LS COLLEGE ATLANTA GA UNITED STATES

Type data below for new record.

Education - Provide the appropriate information for the schools that you attended.

Level of Education® (® Bachelors (_'Masters () Doctorate ) Other

School Name* |L.IS COLLEGE
Address 1* |1 PEACHTREE |

Address 2 | |

City* | ATLANTA

State GA w

zip* (30331 | | | Add to
Country* UNITED STATES v indicate

Phone* | (800)766-4456 |

additional

Start Date* (3 v | 2015 (MM 1 YYYY) education
End Date / Graduation Date* 05~ |[2021 (MM 7/ YYYY)

Degree Awarded |

previous I save & continue
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Training - Indicate as needed

save and continue

Type Program City State Country Department/Specialty
UNITED STATES

Type data below for new record.

Training - List all training programs you attended. Begin by selecting the Program Type.

Program Type (! |nternship (' Residency _'Fellowship (! Other

Institution ! Hospital Name
Address 1

Address 2

City

State

Zip

Country

Phone

Start Date (MM / YYYY)
End Date (MM / YYYY)

Department /| Specialty

| detete | o |

previous |save & continue exit
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Work — Indicate as needed

save and continue

State Country Start (MMYYYY) End (MMIYYYY) Current
A RESUME REQUIREMENTS UNITED STATES ] f
Type data below for new record.

—Excluding this application's position and service location, list other current and past Employment History for the
past five(5) years in reverse chronologi

|_If currently working at multiple locations, list all service locations other than this application’s service location.

Practice /| Employer Name | RESUME REQUIREMENTS
Address 1* |1 PEACHTREE

Address 2 |

City* | ATLANTA

State GA w

Zip* (30331 | |

Country® UNITED STATES o Add to
Phone* [ (800)766-4456 | indicate
Current Position [ | addltlﬂn3|

Start Date® 02 v~ [2015 (MM / YYYY) work
End Date® 03+ |2021 {MM / YYYY)

history

+ "~ If there is a six(6) month or more gap

O

GEORGIA DEPARTMENT
OF COMMUNITY HEALTH

from yvour next position, please explain. ]
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Insurance — Indicate as needed

save and continue

Carrier Policy Number Address1

A

Select a template to populate liability insurance data ~ (Template data will overlay existing data on the panel)

Information regarding professional (malpractice) liability insurance coverage is required.

Please refer to the CWVO Professional Liability Insurance Policy for coverage requirements.

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

Carrier or Self-insured Name™ |NEED GROUP INSURANCE DETAILS |
Policy Number® | 012345678 |

[l same as Service Location Address
Address 1° |5 PEACHTREE |
Address 2 | |
City* | ATLANTA
State™ G4 w

zip® (30331 | | |
County* Fulton hd
Insurance

EftectveDate” effective

ExpiatonDate’ || d end
Do you have unlimited coverage with this insurance carrier? ) po ) Yes an en
Mlnlmum Amount of Coverage Per Occurrence® | S1.UDU.DUD.DU| date
Amount of Coverage Per Aggregate™ | 53,000,000.00 |

Coverage

I previous sa\re & continue exit
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History - Indicate as needed

(All information will be verified)

For the fallowing 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 1001.1001 et seq.

v Anagent is defined as any person who has been delegated the authority to obligate or act on behalf of a provider. This includes, hut is nat limited to, managing
employees, Board Members and Electronic Funds Transfer (EFT) authorized individuals.

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

v 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.
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History CVO - Indicate as needed

(All information will be verified)

History. CVO

For the following questions, the word "you" and "your" shall mean the enralling pravider, its owners, and its agents in accordance with 42 CFR 455.100; 101; 102; 104;
105; 106 and 42 CFR 1001.1001 et seq.

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

 Amanaging employes is defined as a general manager, business manager, administrator, director, or other individual who exercises operational or managerial
control over, or who directly or indiractly conducts, the day-to-day operation of the enrolling provider

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

Note: All applicable adverse legal actions must be reported, regardless of whether any records were expunged or any appeals are pending.
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History CVO - Indicate as needed

(All information will be verified)

« Georgia Medicaid require annual Fraud, Waste and Abuse Training

Training

Are you and your staff annually trained on Fraud, waste, and abuse™ ( Ng | Ves

N f; %':)GM;D A TMEND © Gainwell Technologies Proprietary and Confidential.. The information contained herein is subject to change without notice. 45 g I nwe I I



Required Document Checklist

Document Description

COPY OF BANK LETTER OR VOIDED CHECK REQUIRED
COPY OF PSYCHOLOGIST LICENSE REQUIRED
CVO-CURRICULUM VITAE REQUIRED
ELECTRONIC FUNDS TRANSFER FORM REQUIRED
IRS TAX DOCUMENTATION REQUIRED
IRS W-9 FORM REQUIRED
POWER OF ATTORNEY FOR PAYEE REQUIRED
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Supporting Document Overview

»Bank Letter or Voided Check

»Curriculum Vitae — Resume’ must include at least 5 years continues work history. If there is a 6-
month gap in work history, it must be clarified.

»Electronic Funds Transfer Form
»IRS Tax Documentation
>»IRS W-9 Form

»Power Of Attorney For Payee - Must be signed/ sealed in the presence of the Notary

*POA cannot be altered
EFT Agreement, POA, W-9, and Bank letter must include the legal business name exactly as it is
shown on the IRS 147-C certification

*Name of the application must be listed exactly how it is shown on license.

OF COMMUNITY HEALTH
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Select Upload Required Documents to start
the upload process

Document Description

COPY OF BAMK LETTER OR VOIDED CHECK REQUIRED
COPY OF PSYCHOLOGIST LICENSE REQUIRED
CVO-CURRICULUM VITAE REQUIRED
ELECTROMNIC FUNMDS TRANSFER FORM REQUIRED
IRS TAX DOCUMENTATION REQUIRED
IRS W-9 FORM REQUIRED
FOWER OF ATTORMEY FOR FAYEE REQUIRED

Upload Supporting Documentation

Select
Upload

Upload reguired documents. The documents listed above must be uploaded before continuing the application.

= Fnrollment farms are available on this site.

= Power of Attomey for Payee:
» 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. 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 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 submittad.
The Department reserves the right to reject a scanned or faxed copy of a Power of Attorney for Payee.

previous | save & continue exit
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Uploading Documentation

Each document must be individually uploaded

Select the first item to be attached to the application

1. Choose File and select file from your computer

2. Upload Attachment

A system message indicating a document was uploaded successfully

O

Attachment Description

COPY OF BANK LETTER OR VOIDED CHECK
COPY OF PSYCHOLOGIST LICENSE
CVO-CURRICULUM VITAE

ELECTRONIC FUNDS TRAMSFER FORM

IRS TAX DOCUMENTATION

IR5 'W-9 FORM

POWER OF ATTORMEY FOR PAYEE
Upload | Choose File | Mo file chosen

GEORGIA DEPARTMENT
OF COMMUNITY HEALTH

RECQUIRED
REQUIRED
REQUIRED
REQUIRED
REQUIRED
REQUIRED
REQUIRED

Status

MOT RECEIVED
NOT RECEIVED
MCT RECEIVED
NOT RECEIVED
MCT RECEIVED
NOT RECEIVED
MCT RECEIVED

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

No remaining items

The following messages were generated:
Message Description
Test Documentation.pdf has been uploaded successfully.

Panel Field Row
Attachment Upload

Mo file chosen
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Returning to the Application

] | D Georgia Medicaid Home * |l Enrcliment Application * l Attachment Uploads X |+

& C m [ https://www.betammis.georgia.gov/portal/Default.aspx?tabid=65

//—:\\' GEORGIA DEPARTMENT I nwe I I
%2l OF COMMUNITY HEALTH
=

GEORGLA MEDICAID MANAGEMENT INFORMATION SYETEM

Welcome, livedummy

[ Refregh =ession ] You have appraximately 17 minutes unfil your session will expire. Tuesday, February 15, 2022

-{click to hide) Alert Message posted 2/15/2022

UAT Testing Site

This site is for testing purposes only. This is the Test Build test site. Information obtained from this site is intended soley for testing purposes and
therefore may not reflect what production would show.

The following messages were generated:

Message Description Panel Field Row

Test Documentation.pdf has been uploaded successfully. Attachment Upload
Attachment Upload

Mo file chosen
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Save and Continue the Application

Document Degcription
COPY OF BANK LETTER OR VOIDED CHECK

COPY OF PSYCHOLOGIST LICEMSE REQUIRED
CWVO-CURRICULUM VITAE REQUIRED
ELECTROMIC FUNDS TRANSFER FORM REQUIRED
IRS TAX DOCUMENTATION REQUIRED
IR W-9 FORM REQUIRED
POWER OF ATTORMNEY FOR PAYEE REQUIRED

Upload Supporting Documentation
v Upload required documents. The documents listed above must be uploaded before continuing the application.

= Fnrollment forms are available on this site.

= Power of Attorney for Payee:
= 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. 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 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 scannad or faxed copy of a Power of Attorney for Payee.

previous I save & continue exit
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Release Of Information (ROA)

O

Georgia Department of Community Health (DCH)/
Centralized Credentialing Verification Organization {CWVO)
AUTHORIZATION AND RELEASE

review must take place within six‘{E] months of the date of this Application and -rn\_.r proposed comrections must be submitted in writing to the CVO
within thirty {30} days of commencement of the review. The CVO is not required to allow a practitioner to review references or recommendations or
other information that is peer-review protected.

11. | understand that if my Application is rejected for reasons relating to my professional conduct or competence, CVO may report the rejection
to the appropriate state licensing board, the Mational Practitioner Data Bank, and/or the Health Care Integrity and Protection Data Bank.

12. | certify that (i} the informaticn provided in or attached to my Application is accurate and complate; (ii) | have adequate current insurance; (jii}
or the facility is a Federally Qualified Health Center and a grantee of the Department of Health and Human Services(DDHHS) and Services
AdministrationiHRSA) and is covered under the Federal Tort Claims Act{FTCA) Public law 102-5; (iv) | held a full, unrestricted license to practice in
the state(s) im which | practice or | have indicated on this application the limitations and/or restrictions imposed; and (v) | have reported any loss or
limitation of hospital privileges or any disciplinary activity to the CWVO.

13. The CVO does not discriminate on the basis of race, color, national origin, sex, religion, age or disability.

14. | have read and fully understand this Authorization and Release, which constitutes my written authorization and request to provide and
release any and all relevant information (including supportive records and documents) regarding my Application and any further reappraisals and
evaluations by the CVO. | agree to execute any additional releases as may be reasonably required by the CVO in connection with any further
reappraisal and evaluations.

Select the appropriate option

O asa physician, | attest that | will continue to maintain active admitting and staff privileges at a CWVO-participating hospital or 1 have
otherwise indicated on this application.

() As a health care professional requiring a supervising physician relationship, | attest that | have a written agreement with a physician
who oversees my clinical decision in compliance with the professional licensing laws in the state(s) in which | praciice.

(®) | am not a physician or a health care professional who is required to have a supervising physician relationship.

This is to certify that

Name of Provider (Last, First)* |TEST | |FIRST |_
Title | |

Date 02/15/2022

‘I accept the terms of the Attestation Statement Release of Information Statement

I previous I save & continue
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Statement OF Participation (SOP)

O

GEORGIA DEPARTMENT
OF COMMUNITY HEALTH

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 enrcliment indicated by the Department.

WHEREAS, the Department is charged with the administration of the Geeorgia State Plan for Medical Assistance (the "Medicaid
program”) in accordance with the requirements of Title XX 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 Meadicaid 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 categoryiies) of service, and seeks reimbursement for rendering such services.

NOWW THEREFORE, in consideration of the mutual covenants and promises contained herein and for other good and valuable
consideration, the receipt and sufficiency of which are hereby acknowledged, the parties agree to the terms and conditions named
hersin as follows:

This is to certify that
Name of Provider (Last, First)* |TEST | |FIF-'.ST
Title | |
Date 02/15/2022

E | accept the terms of the Statement of Participation Statement of Participation

© Gainwell Technologies Proprietary and Confidential.. The information contained herein is subject to change without notice.
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Verification Of Policy Manuals

O

GEORGIA DEPARTMENT
OF COMMUNITY HEALTH

VERIFICATION OF POLICY MANUALS

By =igning below, | hereby certify and attest that my staff, agents, credentialing personnel, contractors, subcontractors, 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 || and/or Part Ill manuals. | understand and acknowledge that the
Department’s policies and procedures manuals outline 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 agent(s) 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 Il policy manuals. | understand and acknowledge
that the policies and procadures manuals are amended when the Department finds its necessary or appropriate 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 periodically 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 actions including, but not limited to, the
denial of claims, monetary recoupment, termination, suspension of payments, and reduction of reimbursement. | understand and
acknowledge that all of the Department's policies and procedures manuals are accessible through the Departments Medicaid
Management Information Systerm (MMIS) web portal at www.mmis.georgia.gov. | certify 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 Provider (Last, First)® |TEST | |FIRST

Title | |

Date 02/15/2022

‘ | accept the terms of the Policy Attestation Statement
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Medicaid Provider Attestation Statement

Attestation

MEDICAID PROGRAM PROVIDER ATTESTATION STATEMENT

This is to certify that
Mame of Provider (Last, First)* |TEST | |FIF'.ST
Title | |
Date (2/15/2022

To the best of my knowledge, the information supplied in this document is true, accurate and complete
and is hereby released to the Georgia Department 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 enrollment, and the denial of future enrollment requests, and may be punishable by
criminal, civil or other administrative actions. | understand that my signature cerifies that | have read the
manuals, Parts |, Il, and Ill {if applicable), for the Contract(s) indicated herein and | authorize Meadicaid or
its authorized representative to verify this information.

Submit your y

| accept the terms of the Attestation Statement -

After submission of this application, a pop-up window will appear to allow you to print'a copy of this application for your records. |f you have a pop-up blocker
installed, you may need to disable it in order to view the print application window.

previous submit exit
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Application Completion Status page

IProvider enroliment application for TEST

he Application Tracking Number (ATHN) is : ?T21458*

Status: Your application has been successfully submitted and is being processed

If yow fave gquestions regarding your enrolliment or on any message(s) recetved on this errollment, please call I-
EO0-766-4456.

WHAT'S NEXT?

= Print a copy of the application for your records. Print Application
« |f you don't have a PDF reader already installed, Adobe Acrobat Reader is requirad to view these documents. Click here to obtain the latest version of the
free Adobe Reader.
+« Some users may hawve difficulty downloading files. Often this is caused by pop-up windows being blocked or by security seftings in the browser. Click hare
for help with download issues.
= Reqguired documents must be uploaded:
= Enrollment forms are available on this site.
= Upload required documents.
o Please allow 15 business (not calendar) days for attachments to be reviewed.
o Ascanned or faxed copy of the Power of Attorney for Payee will be accepted providing that:
1. The submitted Power of Attormey 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 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 Attomey for Payee.
= “You can check the status of this application from the Enrcliment Statfus page.

| previous exit  |add additional service location application
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Application Processing Time Frames

Application are completely processed within 30 - 51 working days

Documents are reviewed within 15 business days

Rejection letters are mailed to the address indicated on the application

Missing document letters are mailed to the address indicated on the application

Rejection items or Missing items must be uploaded within 10 days

*Providers must continue to check the status of your application

OF COMMUNITY HEALTH
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Application Common Denials

»W09 - Business Name should be listed exactly as it appears on the 147C letter.

»Electronic Funds Transfer form should have a business name listed exactly how it appears on
147C.

»Electronic Funds Transfer form must have a provider signature.

»Tax ID number must match on all forms i.e., Application, Power of Attorney (POA), W9 and
EFT Agreement.

»Payee Name must match on all forms i.e., Application, Power of Attorney, W9 and EFT
Agreement.

»POA and the application must be signed by the enrollee.

»POA must be a clean copy with no white-out, or correctional Tape.
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Session Review

*Submitting a COS 570 Application
Documentation Requirements
* Application Common Denials

g-ninwell



Contacting Gainwell Technologies

Us

(CONTACT




Contact Us

Our Provider Services Contact Center (PSCC)

can be reached at

800-766-4456
and is available 7a.m. to 7 p.m. EST
Monday through Friday (except state holidays) for service inquiries.

Please note the Web Portal is available 24/7

24(7
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IVRS Overview

The Interactive Voice Response System (IVRS) allows users to call and conduct inquiries or
transactions on the Georgia Medicaid Management Information System (GAMMIS) using a touch-tone
telephone.

800-766-4456

Option 1 Member Eligibility
Option 2 Claims Status
! Option 3 Payment Information
| Option 4 Provider Enrollment
Option 5 Prior Authorization
Option 6 GAMMIS website password reset,

Pharmacy Benefits, the Nurse Aide
Registry or Nurse Aide Training
program, PeachCare for Kids® EDI
submission or electronic claim
submission, or a system overview

OF COMMUNITY HEALTH
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Georgia Field Territories

I Territory 1 N GA
Bartow, Catoosa, Chatooga, Cherokee, Dade, Dawson, Fannin, Floyd,
Forsyth, Gilmer, Gordon, Habersham, Hall, Lumpkin, Murray, Pickens,
Rabwn, Stephens, Towns, Union, Walker, White, Whitfield
[ Territory 2 Atlanta
Fulton
N Territory 3 MNE GA
Banks, Barrow, Clarke, Elbert, Franklin, Gwinnett, Hart, Jackson,
Madison, Oconee, Walton
I Territory 4: NW GA
Carroll, Cobb, Dowglas, Harolson, Paulding, Polk
Territory 5: SE Metro
Clayton, DeKalb, Rockdale
B Territory 6: Middle GA
Butts, Chattahoochee, Coweta, Fayetbe, Harris, Heard, Henry.
Jasper, Jones, Lamar, Marion, Meriwether, Monroe, Muscogee,
Newton, Fike, Spalding. Talbot, Taylor, Troup, Upson
Territory 7: Augusta
Baldwin. Burke, Columbia, Glascock, Greene, Hancock. Jefferson,
Jenkins, Johnson, Lincoln, McDuffie, Morgan, Oglethorpe, Putnam,
Richmond, Screven, Taliaferro, Warren, Washington, Wilkes
Territory 8: SW GA
Bibb, Bleckley, Calhoun, Clay, Crawford, Crisp, Dodge, Dooly,
Dougherty, Houston, Laurens, Lee, Macon, Peach, Pulaski, Quitman,
Randolph, Stewart, Schley, Sumter, Telfair, Terrell, Twiggs. Webster,
Wheeler, Wilcox, Wilkinson
Territory 9: SE GA
Appling, Bacon, Bryan, Bulloch, Brantley, Camden, Candler, Charlton,
Chatham, Effingham, Emanuel. Evans, Glynn, Jeff Davis, Long, Liberty, Eamy BWER
Mcintosh, Mentgomery, Pierce, Tatbnall, Toombs, Treutlen, Ware, Wayne -
Territory 10: South GA e
Atkinson, Baker, Ben Hill, Barrien, Brooks, Clinch, Coffee, Colguitt,
Cook. Decatur, Early, Echols, Grady, Irwin, Lanier, Lowndes, Miller, Mitchell,
Seminole, Thomas, Tift, Turner, Worth DECaTUS: e
[ Territory 11 State Wide
Hospital Field Representative
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Provider Relations Field Services Representatives

Territory Region Rep

1 North Georgia Mercedes Liddell
2 Fulton Deandre Murray
3 NE Georgia Carolyn Thomas
4 NW Georgia Tierra Johnson

5 SE Metro Ebony Hill

6 Middle Georgia Shawnteel Bradshaw
7 Augusta Jessica Bowen

8 SW Georgia Jill McCrary

9 SE Georgia Kendall Telfair
10 South Georgia Anitrus Johnson
North Hospital Rep Sherida Banks
South Hospital Rep Janey Griffin

O

GEORGIA DEPARTMENT
OF COMMUNITY HEALTH
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Provider Relations Field Services Representatives

State-Wide Consultants
Sharée C. Daniels

Brenda Hulette
Danny Williams
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Contact My Provider Rep Directly

After logging into the GAMMIS System, select Contact Information then Contact Us

&

Home | Contact Information | Member Information | Provider Information | Provider Enroliment | Nurse AideMedication Aide | €
Accout Contact Us < | Eligibiity | Presumptive Activations | Health Check | Prior Authorization | Reports |

Hor Phone Numbers & Links & Links
+GAMMIS. Contact Information <- Bookmarkabie Link 2 Cick here for help and information about bookmarks

GEORGIA DEPARTME . . . ) . . . .
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Contact My Provider Rep Directly

(continued)

Select an Item

Contact Information
How can we help you?

Zelect an Hem® 5, -

Enter Category Details

How do you wandi o be contacted?
Coniact Method® Telephane -
Last Name, First Mame
Phone Number, Ext
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Contact My Provider Rep Directly

(continued)

Claim Status Inquiry

Eligiility Inquiry

Contact My Provider Service Rep

Provider Enroliment

Select an em® |poniest 3 Provider Rep Vist

ICD-10 InQuiry

ter Category Details Favors Review Inquiry

MAPIR Inquiry

\Web Registration

ow do you want to be contacted? |Member |D Cards

Member PCP Assignments

Customer Service _

Last Name, First Name | Complaint about a Provider =y
Phone Number, Ext Complaint about a Member

Other Complaint

Having a Technical Problem

Other

EDI Submission Problem

top of page Provider PIN lssue . top of page
— e

Contact information

OF COMMUNITY HEALTH
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Contact My Provider Rep Directly

(continued)

Please provide all details pertaining to your issue, including the ICN, member ID, etc.

) s

Contact Information

How can we help you?
Salect an Hem® Contach My Provider Sarvice Rep ~

Enter Category Details
| Mesad Soime hidy with ICN 2007123456777

How can we help you?

How do you want to be contacted?
Contact Method® Telephone
Last Name, First Nome |00 | |
Phone Number, Ext |(200)766-4455 | |
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Contact My Provider Rep Directly

(continued)

The following messages were generated:
Your request has been processed. Your tracking number i

Providers may call the Provider Contact Center at (770) 3
toll-free at (866) 211-0950.

Contact Information

How can we help you?

20763193.

e at (800) 766-4456. Members may call the Member Contact Center at (770) 325-2331 or

Select an ltem*® |Contact My Provider Service Rep ﬂ

Enter Category Details

test

How can we help you?

How do you want to be contacted?

Contact Method* |Telsphone M

Last Name, First Name |HP | test |

Phone Number, Ext

(800)766-4456 | | |
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Questions?
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hank you

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



