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Provider Enrollment Tips

» Please print or type your application. » Original signatures are no longer required,

» Complete all applicable areas of the however:
application. - Individual applications must be signed by

> Be sure to review the Credentialing Checklist the individual applying.
for your Provider Type for any specific - Group applications must be signed by the
information that may be required. owner of the group or a person granted

> Do not use Correction fluid/white-out on any signature authority by the Board of Directors
part of the application. Resolution Form.

» Retain a copy of your completed application for
your records.



Enrollment Package
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Forms
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Provider Hotlinks Download Enroliment Package

EFT Enroliment (Direct Deposit)

Enroll Online

ERA Enrollment

Ordering/Referring/Prescribing Enrollment Application
Primary Care Provider Attestation

Provider Rates
Provider Type Specific Information

m Search for Provider
. Statistics

Welcome t L i

first time 4 17@iNing Materials / CBT

below. WINASAP 5010 Software

Request an Enrollment Package

Trading Partner Information (EDI)

© Banner Messages
© Site Map
© Current Medicaid Bulletin

© All Late Breaking News

Quick Links

To access secure areas of the portal, please log in by
entering your User ID and Password.

Forgot Password?
Web Registration

© Medicaid and Me

Electronic Health Records
Incentive Program

© Division of Medicaid
© eQHealth Solutions
© Report Fraud and Abuse




General Application Information

» Complete all addresses in Section 1 (page 2). » For MD’s and DO'’s, you must list your Specialty in
Section 3 (page 5) of the application.

» The Social Security Number (individual) or Tax-id

Number (group) should be entered in Section 2 » If applying as a Group Provider, please indicate the
(page 3). active Individual Provider information in Section 4
(page 6).

» Be sure to select the appropriate Provider Type in
which you are applying for. For all Waiver
Services provider types, a proposal approval
letter from the Division of Medicaid, as well as
an approval letter from the Department of Health
(for some waiver type cases) must be submitted
with your completed enroliment application.
(Effective July 1)



General Application Information Cont.

» The Ownership Section (Section 7), pages 8-10 » NPI verification must be submitted. Must have
must be completed for all groups whether the confirmation from the NPPES site:
owner is an Individual, County, City, or Corporation. https://nppes.cms.hhs.gov/INPPES/Welcome.do

» Answer all sanction questions on page 10, and
please mark none of these on page 10 if none of the
guestions apply.

» The application must be signed by the appropriate
person on page 13 directly below the 6 statements
(Section 11).


https://nppes.cms.hhs.gov/NPPES/Welcome.do

General Application Information Cont.

Completed applications may be mailed in
Its entirety to the address below:

Xerox State Healthcare
ATTENTION: Provider Enroliment
P.O. Box 23078

Jackson, MS 39225

Or faxed to:
1-888-495-8169




Enrollment Online
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Provider Er

+ Print

+ Allg

S5IPPI DIVISION OF

£ EDIcATD

EHR Incentive Program
Fee Schedules

Forms

General Billing Tips
Inquiry Options
MississippiCAN
MississippiCHIP

Provider Bulletins
Provider Enrollment
Provider Hotlinks
Provider Rates

Provider Type Specific Information
Search for Provider
Statistics

Training Materials / CBT
WINASAP 5010 Software

Mississippi Envision
Quality Health-care Services Improving Lives

Help | Terms of Usage | Privacy Policy | Contact Us

Provider Enroliment Required Documentation |

Check Enrollment Status flinks given below.
Download Enrollment Package
EFT Enrollment (Direct Deposit)
Enroll Online

ERA Enroliment

v

(preprinted voided check, deposit slip or letter from the bank verifying the account number and transit routing number

Ordering/Referring/Prescribing Enrollment Application

Primary Care Provider Attestation

reresten ATl s e on the Credentialing Requirements Checklist

P.O.

« After verifying your specific required documentafion and complefing the necessary forms, mail the signed signature page and all other required documents to:

Mississippi Medicaid Program
Provider Enroliment

Box 23078

Jackson, MS 39225

+ Retain a copy of the completed application for your records.

Trading Partner Information (EDI)




Enrollment Online

! MISSISSIPPI DIVISION OF MlSSlSSlppl EﬂViSiOﬂ
M E D I C A ] D Quality Health-care Services Improving Lives

Help | Terms of Usage | Privacy Policy | Contact Us

ome | rovter [oeetctay | sesch e |1 » | searcn 0]

| Provider Enrollment Application |

Create a New Application
Please enter your email address and click CREATE.

Provider < Provider Enrollment < Enroll Online

Create a New Application — To submit a Provider Enroliment Application online,
the Provider must enter a valid email address to start the online application.



Checking Application Status
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© All Late Breaking News © Banner Messages
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Quick

Trading Partner Information (EDI)
_ R S SRR

To access secure areas of the portal, please log in by
entering your User ID and Password.

Forgot Password?

Web Registration

© Medicaid and Me

o Electronic Health Records
Incentive Program

© Division of Medicaid
© eQHealth Solutions
© Report Fraud and Abuse




Checking Application Status Cont.
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Checking Application Status Cont.

Mississippi Envision
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Provider Enroliment Application
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» Recall Your Existing Application — Once the
Provider starts the online application, the
application will be given a Reference Number.
The Provider can save the application and use
the Reference Number to refer back to the
saved application.

» Forgot Your Reference Number — The
Provider can enter valid email to get the

Reference Number associated with that email
address.



Credentialing Checklist

Page 1ofd
ADDITIONAL CREDENTIALING REQUIREMENTS FOR MS MEDICAID PARTICIPATION SECTION A'D
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Supporting Documentation

Additional or Supporting Documents will vary by Provider Types. You can find these
requirements on the Credentialing Checklist within the application. However, the most basic
requirements that are the same across the board are listed below:

« Application with signature

« Direct Deposit Authorization Agreement

» Voided check or other acceptable bank verification
« License

» Provider Participation Agreement

« W-9

» Social Security or IRS Verification

« Civil Rights Compliance Packet

* NPI Verification

* CLIA form, if applicable

Note: When completing the application online, please include the Application Tracking
number on each supporting document.



Forms

Provider Participation Agreement

Divi

ion of Medicaid

In the Office of the Governor

Medical Assi e Participation Ag it
(Medicaid — Title XIX Program)

Section C —

The Medicaid Provider Agrees:

1.

To provide m edical serv ices to =i gible M edicaid beneficanes without regar d to rac e, color, e ligion, se x,
national origin, handicap, or limited English proficiency.

To abide by federal and state laws and regulations. affecting delivery of services.

Mot to r efuse to furnis h s ervices c overed under th e Me dicaid program to a n i ndividual who is eligible for
Medicaid because of pot ential third p arty liabdity for the s ervices, or to di scriminate as to recip ients served or
services provided because of Medicaid efigibiity or potential third party liability.

To take no ac tion or adopt any procedure that would circumvent or deny freedom of choice to a ny eligible
recipient of medical assistance under the Medicaid program.

To refrain from offering or ing tD give any red premium, or other free merchandise as a trade
inducerment to an eligible recipient.

Tnnﬂkeamallahlehnappmprﬂheslﬂgmdfsiﬂalpmnd_ during regular business hours, 8:00 am._ to 5-00
p.m. Monday-Friday, and all other hours when employees of the provider are nomally available and conducting
the business of the provider in th e office ofthe provider. all r ecords relating to services performed by the
Provider including. but not Emited to, the following:

a.  Medical records required by Section 1902(a)(27) of Title X1 X of t he federal Social Security Act an d any

amendments aiqudlhum:l Miss. Code Ann. Secti ons43- 13- 118and 43-12-121 (4) (1 872, as
ded). inchuding the: of fiederal and state regulatory requirements.
b. Dmmndﬁo&mmmgmmnymmmmmmdams
for senvices rendered Medicaid. st ba rd. with Medicaid policy.

©  Documentation in office rec ords regarding daims filed with third p arty sources for M edicaid c overed
sennnesfunshed mmmmummmmummmmmmm

lowed. * Documentation” m eans porti ons. of pati ent's file that s how third part y resource inform aion,
evldenoeddamsiedmmhrd parties and financial records such as accounts receivable listing receipts:
of third party payments.

That in the eventthe Prowider's |icense has beenrevoked by th e a ppropriate Board or if the Pr ovider is
disqualified through a federal administrative action, this Agreeme nt is automatically terminated. the provider
is disqualified through state a clion or Division of Medica id administrative action, the a greement will terminate
upon the effective date of that action.

That upon rec eipt of n offication that the P rowider is dis qualified thw ough an y fe deral, state. an‘or Medic axd
‘administrative action, the Provider will not submit o aims for payment to the Division of Medicaid for services
performed after the disqualification date.

To comply with all federal and state standards of practice, inchuding licensure.

Participating prowiders must be eligible to participate in the Medicaid program as determined by DHHS-Office of
Inspector G eneral (DHHS-0KG). Certain in dividuals and entities are ineligible t o participat e in the  Medicaid
program on the bas is of their exdusion as sanctioned by DHHS-0IG by authority contained in Sections 1128
and 11560flf'|eSocldSewmyAﬁ.Theeﬁe¢ofemdusmﬂ is that no program payment will be made for any
items or s enices, ind uding administrative and management services, iurrnshed ordered or prescribed by an
excluded individual or entity under the Me dicare, Medicaid, and State C hildren"s He alth Insurance Programs.
during the period of the exclusion. Program payments will not be made to an entity in which an exchuded person

is servimg as an em ployee, admi nistrator, oper ator, or in a ny oth er capacity, for  any serv ices |nduti'|g
‘administrative and management services fumished, ordered, or prescribed on or after th e effective date of the
exclusion. In a ddition, no p ayment may be made to an y business or faci lity that su bmits bills for pa yment of
iterns or services provided by an excluded party. The exclusion remains in effect until th e subject is reinstated
by action of the DHHS-0IG. It is the responsibity of each Medicaid provider to assure that no excluded person
or entity is em ployed in a ca pacity which would allow the exchuded party to order, provide, prescribe. o supply
sarvices or m edical care for be neficiaries, or a llow the excluded p arty to h old an administrative, billing, or
management position i nvelving services or billing for beneficiaries. A s earchable fed eral web site, updated
manthly, exists at hup:lexdusions oig his. ooy

Section C -1, Page 1of2

1

The Medicaid Provider Agrees Confinued:
10.

] Toaweptas paymeﬂllnmlllhea'nounl paid by the Medicaid program for Medicaid covered senvices with the
exception of co-payments.

. To authorize and agree to electronic direct deposit transfer payments for dlaims reim bursement by the Division

. Tosend an d receive data inama nnert hat protects t helnl!&li)‘and confidentiality of th e tran smitted
and reguiations.

That all Medicaid covered services have been init and billed in with Medicaid policy.
That claims for reimburs ement will be s ubmitted in - accordance with th e instructi ons from the Divis ion of
Medicaid or its designated apentand will conform  with t he provider  billing certification requir ements of

Medicaid. Provider isresp onsible for valid ity an d accu racy of claims s ubmitted o n p aper, el ectronically or
through a billing service_

uctibles, co-insurance, and

of Medic aid and to su bmit. in acc ordance with instr uctions from the D ivision of Me dicaid orits ag ent_the
appropriate Direct Deposit Authorization#greement Form.

informiation according to the relevant provisions of state and federal laws

1.

2.

The Division of Medicaid Agrees:

To pay for Medicaid covered services rendered by the Provider in accordance with the fee sch edules andior
payment jies as prescribed by the Division of Medicaid for reimbursement of such services.

To make appropriate disposition a5 soon as possible of all daims in with the
|aws and

2

The Division of Medicaid and the Provider mutually agree:

That payment may be withheld, if necessary. because of imegularity for whatever cause until such iregularity
can be adjusted.

In the event fu nds have been overpaid or disallowed, the Provider shall repay within 30 days of discovery by
the Provider or nefification by the Division or its agent, wmuﬂulenmappu\ledhylieDmufMu:ad
to the parties to this agreement. Failure to pay or make. to repay any amour above
mayresult|n5uspensnor|mmeMedicadpmyanasaPmderofmedmdmﬂlegdmbyme
Diwesion to recover such funds, ncluding the legal rate of interest.

In case of i nsttutional providers, when there is ach ange of ownership of the facilit y, the new owner, upan
consummation of th e tra nsaction effecting the ¢ hange of o wnership, s hall as a condition of partic
‘assume liability, jointly and severally with the prior owner for any and all amounts that may be due or become
due to the Medicaid program, and such amounts may be withheld from the payment of claims submitted when
determined.

That this agreement is subject to availability of state and federal funds, the cessation or reduction of which will
constitute the voidance of this Agreement.

That this agreement becomes effective in accordance with applicable federal and state law and regulation and
Medkxdpohcya\dQﬂmlnmmmunimmmdhymmasselmmnm

To abide by and to comply with the i for ion a5 defined in the provisions.
of the H ealth | nsurance P ortability and Accountability Act of 1986 (P.L. 104-121) based on the ¢ ompliance
date of the final rules or a date mutually agreed upon between the Provider and the Division of Medicaid or its.
designated Fiscal Agent, and as may be applicable to the senvices under this Agreement.

That this agre ement is not transferable or assignable by the Provider and may be terminated by thirty (30}
daysvlmban nobeehyeclherpa‘ly with the exception of paragraph 3 of this section. Changes in ownership,
corporate entity, and servicing location shall be reported immediately to the Division of Medicaid.

Thrsq;eemenhsauhunah ralyemmabedlnl he eve nt Provider s | icense has b een rev cked b yth e
ard, Prowider is di through a federal administrative action or Provider is convicted as
set forth in Miss. Code Ann. Sg:ien43—13—121 {1 (1972, as amended).

That the applicable manual has been or will be fumished to the Provider and is adopted herein as if wntten in
this Agreemer

Section C—1, Page 20of 2




I O r I I | S Board of Directors Resolution Form

Section C -2
Required for non-individual applicants only and must be an original, notarized form.

Board of Directors

For non-individual applicants, this form must only be fill
application for the group/payee number.

On the dary of . at a meeting of the Board
of Directors of . heid in the City of

iin, County, with a quorum of the directors present, the following business was
conducted:

It was duly moved and seconded that the follbwing resolution be adopied:
Be it resobved that the Board of Directors does hereby authorize

and his'her successors in office to megofiate, on terms and conditions that he'she may deem advisable, a
contract or contracts with the Mississippi Medicaid agency and to execute said contract or contracts, and
further we do hereby give himher the power and authority to do all things r ry o i

maintain, amend, or rernew said contract.

The abowve resolution was passed by a majority of those present and voting in accordance with the
bylanws.

| certify that the above constitules a true and cormect copy of a part of the minutes of a meeting of the

Board of Directors of

Heid on the day of
Signature of Board Member
Subscribed and sworm before me, . @ Motary Public for the
County of - on the day of
MNotary Stamp/Seal MNotary County OF

State OF

Section G —2, Page 1 of 1




Forms

Board of Directors Resolution Forms

>

>

This form is only required when there is more than one owner or if the
owner Is a corporation, group, city or county entity.

This form is also required if there is only one owner, yet that owner
would like to grant someone else signature authority.

A person cannot authorize themselves.

> The form must be notarized.

» Only the person authorized is allowed to sign any and all documents

contained in the application with the exception of the W-9.

In lieu of this form, an organization may include their meeting minutes if
it lists the person authorized to sign on behalf of the group. The
minutes must be signed and notarized.



DIRECT DEPOSIT AUTHORIZATION /AGREEMENT Form

Section C — 4 (Page 1 of 1)

Make one copy of this form for your records and mail original form with a copy of a voided
chechk for the account to:

Mississippi Medicaid Program

Prowider Enrollment

Direct Deposit Authorization Agreement P-O. Box 23078

Elhlen.nmimim I:Imﬂnnc.ﬁmurllnfnwnuﬁm

MNOTE: Because of the Federal Gash Management Act, it is necessary for the Division of Medicaid to mandate
the Direct Deposit of Medicaid payments 1o all Medicaid providers. With the weskly average Medicaid prowvider
payrnents excesding $20 million, without Direct Deposit the iterest 1o the Federal government would hawve o

be paid from all State funds that would other wise be used to match federal funds o make provider payments.

'Given Mississippi's favorable federal maich e, this would hawve the potential of reducing total program dollars
by meone than $10 million per year. This process has been underway since October 26, 1982 and has proven to
be bemeficial to both the State of Mississippi and the Medicaid providers. Please complete this form in order for
us 1o complete your enrolliment process and begin depositing your funds electronically.

Alert: if you ch not to pl this agn you will not be i d a Mississippi Medicaid
Provider Number.
Provider Name Prowvider Corntact
Provider Number Prowvider Telephome Number
[ | I I I I

FProvider's Address (City, State and Zip Code)

Bank Name

Bank Address (City, State and Zip Code}

Bank Account Numiber

Bank TransitRouting Nurmber

| understand that payment and satisfaction of this claim will be from federmal and state funds, and that any false
claims., statements, documents; or concealment of a material fact, may be prosecuted under applicable federal
or state laws. | further authorize the Mississippi Medicaid agency 1o present credit entries (deposits) into the
bank account referenced above and depository named above. These credits will pertain only to direct deposit
transier paymenis for Medicaid services that the payee has rendered.

1 further understand that in the event my bank account information were to change, | must notify the
Mississippi Medicaid agency in order to change my bank account information immediately. | will not
hold the Mississippi Medicaid agency liable for presentation of any and all credit entries (deposits) into
the bank account referenced abowve and the depository named abowe if | fail to notify the Division of
Medicaid or the fiscal agent of my change in bank account information.

FProvider Sigrnature Date

Section & — 4, Page 1 of 1




Forms

IRS Form W-9

i . Section C-5 Request for Taxpayer G’wefurmgnmu
. Jamusry 200 - - - - - not
i Identification Number and Certification e Te.
o Nama
g Biminess name, I diffcrent from absows
'E-'E cmwﬁm:m Solo proprieton I:Ic,nrp:'m I:I Farinership I:ICIJHP e e Dm
ti Address (numbar, straol, and apt. of sulla no.) Roquesiors name and atdmss. ([opsonal
E -
% City, =fabe, and ZIF coda
i List account resmbess) hare joptioral]

%

Enter your TIN IN the appropiate box. For Indhiduals, this is your social securlty number [SSH).
Howewer, for a resident allen, sole proprietor, or
amployar

page 2 For othar entities, it s your
Sae HOW to get & TIN on page 2.

Mote: If fhe sccount is I more han one name, see e ohart on page 2 for guidelines on whiose number

D eter.

entity, see the Part | instructions on
Ideniification number {EIN). If you do not have a numibser,

|5n-|ﬂmrl:,r-h¢' |
[ [ 11

Empoyer ioontifcation mamoor
T T T L

XXl Certinication

Unider panaities af perury, | certify that:

1. mwmmwmhmummwmmﬂnmmmnmmm-ngfmanunbertnbemeﬂmm.m

2. 1am not subject o WIthnoiding becausa: () | am exempt Tom backup WIlhalting, or () | Have Not been notied by the intamal
Revenue R_lqn-nanamsugunnnmmgasarsul.ualamremrepunaurmornnmms,ormlnemsnas

Service (I
notnad me mat | am no anges sub)|

10 backup withnoiding, and

3. 1am a U.S. parsan (nciuiing & U.S. resident alkan.
Certincation NStnctlons. ¥ou Must Cross out ihem 2 above T you have besan notified by the IRS that you ame cumrently subject 10 backup

thihalding you hewe falled to repost @l intenest end dividends on your tax retum. For real estete 2 does not apply
scquisiion or abandonment of secured property, cancellaiion of debt, contributions o an indv

BTANGEMent (JRA), and genaraily, pa DAmer Man IMerest and OWVIOENdS, YOu are Not required o sign the Carmncanon, but you must

provide your comect he Instructions on page 2.)

Sign

Diate

Purpose of Form
A person who i nequired to file an information
return with the IRS: must get your comect

bto zn IRA

I.D:rl.l‘j'lh:TIN)w“mu.mmnbr
you ane waiting for 8 number to be Ezued),

Lwlj;u““uqadhbﬂ:hp

What = backup withholding? Persons making
bo must under ceriain
mﬂnﬂwﬂluﬂd I:ijnylnﬂlelﬁ 309 of

December 31, mmm
IMEI:,;:E"::I 31, thhlsuc*d “backup

Eranema o, .

I:l\uhcrnmlbﬂrl:rul:lwlge rents,
royakies, nonemplioyes pay, and certsin
Erarmsactions are not b backsp

walmbe:laacllobach:pwiﬂmﬁg
on payments you receive i you
mmr:ctm.mdnﬂep'npu
certifications, and report all your taxable inteest
and diwidends on your tax retum.
ry you v will ba 1 io
ing i

with

3. Claim ian from bachkup wi ing ¥ a
you ane a U5, exempt paypes.

i you are a i wsa the

Note: I a requesier gives you a form offrer fan

Fomm W5 i or !_pu'm!\ﬂrmﬂ!ul_-h

i_aqﬂhgs.ﬁznn.ﬂ"ﬂ srbectanbally similar fo Ehis
-

1. You do mot fumish your TIN to the
requesher, oF

2 You do not certify your TIN when required
tsee the Part |l instructices on page 2 for
details), or

i“&lﬂsuhﬂtﬁtﬁ:r that you

d The IRS. tells you that you are subject 1o
backup witkl becaume did mot
o ouk st i chactend on your tax fonam
(- interest and divi onlyl. or

E. You do not certify to the requester that you

ffrom ithe: i on
2 and the separate Instructions for the

mstn:fl:mmw-ﬂ.

Penalties

Fﬂnlnirr—h TIML I you fall to funish your

mrd iED{uench su:ruﬁmsﬁma

:ﬂnuﬂm:tb\:

Cat Mo 10ZFE

Form W-D pew. 1-2000)




Forms

Civil Rights Compliance Package

Civil Rights Compliance Information Request for Medicaid Certification
Please retum your response io this information request with your provider enrollment
application.

Note: Please submit all data for numbers 1 through 7.

6. Data regarding the available auxliary aids which a providervendor provides to persons with impaired
sensary, manual, or speaking skills: (Please see Atfachment G, * 504 Nofice of Program Accesaibity,” for

Civil Rights Compliance Information Request for Medicaid Certification

examples of auxiiary aids.)
1. General data about the providerivendor Al empiays 15 or more persons, please contact DOM regarding other requirements
A. Name of provider/vendor mde(DOMsSec‘hmﬁMlewla‘hmshlpmwdersmhﬁu{mmpluyees STATEMENT OF £
B iplay than 15 parsons, has finuing obligation to
B. Address ensuelfﬁlquﬁedpersmswllhdsahilhﬁamnm denied services because of their disability. To Assurance is hereby given that in accordance with Title V1 of the Civil Rights Act of 1864, (42U.5.C. 2000d et
meelhsnbiqm a providerfvendor smdcl on \Is inifiative, examine the needs of sensory and seq.). Section 504 of the Rehabilitation Act of 1972 (20 US.C. 7Ob). the Age Discrimination Act of 1675 (42
- and . Based on the needs ideniified, such U.5.C. 8101, et seq.), the Americans with Disabilities Act of 1890, and the Regulations issued there under by
C. Administrator’s Name miarymdscanbemde readily available. DOM regulations do not specifically require a the Department of Health and Human Services (42 CFR Parts 80, 24 and 90) no individual shall, on the
providervendor b fumish suniary ids e provision o such sids wewld signifcanty impair 3 grounds of race, sex, color, creed, national origin, limited English profisiency age or handicap, be excluded
. — . tilty o provide benefits e . N . A
D Contact Person’s Name [if different form Administrator] P s ability from participation, be denied the benefits of, or be otherwise subjected to discrimination under any program or

services of this institution.
7. Data regarding Age Discrimination Act, mww a description o copy of any policyfies) or pracfice(s)

E. Phone Number F. 10D ficing o midng adm senioes Y& provk on e basis of age. Provider's Acknowledgement
Afier review, an authorized official must sign and date the certification below. Please ensure that complete | certify that all and i fion give are trued to the best of my
. Email H. FAX responses o all informationidats requests are provided fo faciitate prompt processing of a Print Name
providerivendor's request for Medicaid participation. Failure fo provide the information/data requested may
delay providerivendor's certfication for funding.
Type of provider/vendor ician, dentist eic.) - -
CERTIFICATION: Provider's Signature
Number of employees (including part time) _ - . _ .
I cartify that the information provided to the DOM is true and correct to the best of my knowledge T

2 A signed copy of the form, Statement of Compliance (included). (A copy should be kept by providerivendor Provider Signature Date
and a signed original must be returned with your respanse to information request.}

Facility Operations Contact Person:
3 Da‘h regaldng yaur mmismmnahun pchcoes and notices, including: (Please see Atfachment A : Z
Ef P and Nofice P " k”mh in creafing or madifing a Provider's Tt Print Name and Title as stated by Employer

nnondiserimination policy.)

A A copy of your written nofice(s) of nondiserimination that provides for admission and services without
regard to race, color, national origin, disability, or age.

B. A description of the methods used by the pr fo di i its
nofice(s) to partic iaries, and potential . patients, Signature
organizations, and referral sources of the protection against cismnmahun assu'ed them byTHe Vi of
the Civil Rights Act of 1084, Section 504 of the Rehabilitation Act of 1873, and the Age Discrimination
Act of 1875, (Please submit copies of ar arficles, if ication iz ane of the
methods used) Please describe methods used to provide this information to persons who have Date
sensory impairments and to persons who have Limited English Proficiency (LEF).

Phone Number

4. Data regarding your staffs communication with persons of nafional origin who are LEP, including:
(Please see Aftachment B, "How to Establish Effective Communication Procedures for Perscns with
Limited English Proficiency and for Persons with Impaired Hearing, Vision, or Speech.” for help, if
needed.}

A A i (or capy) of p used by provi icate with persons who have
LEP, inciuding how you obtain qualified interpreters for such pﬂsuns

B. Samples of all written material printed in a non-English language. (Notices, consent forms, waivers,
description of services provided, explanation of procedures, etc). If none is avsilable, a description of
how LEP beneficiaries are provided the same information as other beneficiaries.

5 F used by a provi to ion to patients and potential patients
about the existence and location of your services and facilities that are accessible to persons with
disabilities. (Please see Aftachment C.)

Civil Rights Compliance Information Request for Medicaid Cerfification Seefion C - 3, Page 4 of 13
il ights Compiance ion R for Mecicaid Cerffcaton & C-3 Page5i13 Cavil Rights Compliance Information Request for Medicaid Certification Section C - 3, Page 130f 13



Provider Disclosure Form

Instructions for Mississippi Medicaid ’J oW O
Provider Disclosure Form MED[CéI_I‘)

The Code of Federal Regulations set forth in 42 CFR. §§ 455.100-106 requires that all providers
disclose specified information regarding business ownership and control, business
transactions, and criminal convictions to the Mississippi Division of Medicaid (DOM). In
addition, state law provides that Medicaid enrollment may be denied or revoked when
providers or their agents, managing employees, or those with minimum ownership interests
are convicted of certain crimes and other circumstances. These disclosures will be used to
determine the applicability of Miss. Code Ann. § 43-13-121(7).

The Provider Disclosure Form is due at any of the following times:
1) Upon submission of a provider enroliment application,
2) Upon change of required disclosing information,
3) Upon request of DOM during revalidation of enrollment. and
4) Within thirty-five (35) days after any change in ownership of provider. and/or upon
request by Mississippi Medicaid.

General Instructions

¥ Please answer all questions as of the date of submission.

v Additional pages should be attached and completed as necessary to provide accurate
responses,

v Every question should be answered in an accurate manner and applicable responses
provided.

v Retain a copy for your files,

Definitions

The definitions below are designed to clarify certain questions on the Provider Disclosure Form.
These definitions may be found in 42 CFR § 455.101 and the Mississippi Medicaid Admin. Code
(Part 200, Rule 4.1), both of which should be consulted for any amendments.
A Agent means any person who has been delegated the authority to obligate or act on
behalf ofa provider.
B. Director is a member of the provider’s "board of directors”. It does not necessarily include




Provider Disclosure Form Cont.

Individual Providers

» Individuals should fill out Section A. Please review and complete
all other applicable sections and sign the document.

Group Providers

» Groups should review and complete all applicable sections of the
form and have the individual with signature authority sign the
document.




Provider Attestation

» Mississippi Division of Medicaid (DOM) was granted the authority to continue reimbursing eligible
providers, as determined by the Patient Protection and Affordable Care Act (PPACA), for an
increased payment for certain Evaluation and Management (E&M) and Vaccine Administration codes.

» Effective July 1, 2016, reimbursement of certain primary care services provided by eligible providers
will be at 100 percent of the Medicare Physician Fee Schedule. The DOM Primary Care Provider Fee
Schedule is updated July 1 of each year based on 100 percent of the Medicare Physician Fee
Schedule, which takes effect January 1 of each year. To receive the increased payment for dates of
service (DOS) beginning 7/1/2016, eligible providers must send a completed and signed 7/1/2016 —
6/30/2018 Self-Attestation Statement form to Xerox Provider Enrollment by 6/30/2016 through one of
the following means:

- Email: msinguiries@xerox.com
. Fax: 888-495-8169
- Postal mail: P. O. Box 23078, Jackson, MS 39225



mailto:msinquiries@xerox.com

Provider Attestation

Form

Self-Attestation Statement MISSISSIPPI DIVISION OF

Increased Primary Care Service Payment M B D I C AI D

7/1/2016 - 6/30/2018

Pursuant to Miss. Code Ann §§ 43-13-117, 43-13-121 qualified providers enrolled as a Mississipp! Medicaid provider are eligible for
an increased payment for certain primary care Evaluation and Management (E&M) and Vaccine Administration codes. To receive the
increased payment for dates of service (DOS) beginning 7/1/2016, eligible providers must send a completed and signed 7/1/2016 ~
6/30/2018 Self-Attestation Statement form to Xerox Provider Enrollment via e-mail to msinquiries@xerox.com, fax to (888) 495
8169, or mall to PO Box 23078, Jackson. MS 39225 by 5/31/2016. Providers whose 7/1/2016-6/30/2018 Self-Attestation Statement
forms are e-malled, postmarked or faxed after 5/31/2016, may experience a delay In the effective date of the increased payment.
Providers must notify Xerox of any change(s) to their completed 7/1/2016-6/30/2018 Self-Attestation Statement form.

Section I: Physicians Complete Section Il: Non-Physician Practitioners Complete
Physician’s Name: Provider Type Non-Physician Practitioner’s Name: Provider Type
MD =DO NP oPA
MS Medicaid Servicing Provider Number: Individual NPI: MS Medicaid Servicing Provider Number: Indtvidual NPI:
Physical Address: Physical Address:
Contact Name: Contact Name:
Contact Number: Contact Number:
Contact E-mali: Contact E-mafl:
Check only one self-attestation statement: Check only one self-attestation statement:
1 artest that | am board certified by = ABMS © ABPS 1 AOA| I awest that 1 am a non-physician practitioner providing
from 07/01/2016 - 06/30/2018, as a specialist or sub primary care services in a Practice Agreement with a
specialist in: qualified physician enrolled for increased primary care
Family Medicine service payments as listed in Section I. The physician in
General Intermal Medicine my Practice Agreement has previously attested as an
Pediatric Medicine eligible physician from 07/01/2016 - 06/30/2018 and

completed a self-attestation statement as listed below:
I attest that I am an eligible physician in one of the
specialties/ subspecialties listed above but do not have an
ABMS, ABPS, or AOA certification. I attest at least 6036 of Physiclan’s Name
my total Medicaid paid codes for the previous calendar
vear were for the specific E&M and Vaccine
Administration codes covered by the Division of Medicaid
and will continue to bill at least 60% from 07/01/2016 ~
06/30/2018. 1 attest that | am a non-physician practitioner providing
1 am a newly enrolled Medicaid provider. [ attest that | primary care services in a Practice Agreement with a
am an eligible physician in one of the specialties/ qualified physician enrolled for increased primary care
subspecialties listed above but do not have an ABMS, service payments as listed in Section 1. The physician in
ABPS, or AOA certification. 1 attest at least 60% of my my Practice Agreement has completed and signed Section
total Medicaid paid codes from 07/01/2016 - 1 of THIS form from 07/01/2016 - 06/30/2018.

06/30/2018 WILL BE for the specific E&M and Vaccine

Physician’s Individwal NPI

Administration codes covered by the Division of -

Medicaid.
p— Non-Physician Practitioner’s Signature
Physician’s Signature

Printed Name

Printed Name

By signing this docwment, I certify that the information provided heretn is true, accurate and complete to the best of my knowledge. ! understand that
any falsification. omission or concealment of a matericl fact inay subject me to civil monetary penalties, fines. crininal prosecution. or disqualification
from the Medicaid program. Under Mississippi Administrative Code, Title 23, Part 200, Rule 1.3, a provider who knowingly or willfully makes, or
causes to be made, false staternent or representation of a material fact in any app Jor f or Medicaid payments may be
prosecuted under federal and state criminal laws. A false attestation can result in civil and monetary penalties as well as fines, and may automatically
disqualify the provider as a provider of Medicald services. Revised $/22/2016




Provider Attestation (OBGYN)

» Mississippi Division of Medicaid (DOM) was granted

authority to continue reimbursing eligible providers, as
determined by the Patient Protection and Affordable
Care Act (PPACA), for an increased payment for
certain primary care Evaluation and Management
(E&M) and Vaccine Administration codes. Pursuant to
HB 1560, effective July 1, 2016 providers who self-
attest to a specialty designation in
obstetric/gynecologic medicine by the American
Congress of Obstetricians and Gynecologists (ACOG)
will be eligible for an increased payment for certain
primary care services.

Effective July 1, 2016, reimbursement of certain

primary care services provided by eligible providers will

be at 100 percent of the Medicare Physician Fee
Schedule. The Medicaid Primary Care Provider Fee
Schedule is updated July 1 of each year based on one
hundred percent of the Medicare Physician Fee
Schedule, which takes effect January 1 of each year.

» To receive the increased payment for dates of service

(DOS) beginning 7/1/2016, eligible
Obstetric/Gynecological providers must send a
completed and signed 7/1/2016—-6/30/2017
Obstetrician/Gynecologist (OB/GYN) Self-Attestation
Statement form to Xerox Provider Enrollment by
6/30/2016 through one of the following means:

- Email: msinquiries@xerox.com
- Fax: 888-495-8169
- Postal mail: P. O. Box 23078, Jackson, MS 39225



mailto:msinquiries@xerox.com

Provider Attestation (OBGYN) Cont.

» Providers whose 7/1/2016—-6/30/2017 Obstetrician/Gynecologist (OB/GYN) Self-Attestation
Statement forms are e-mailed, postmarked or faxed after 6/30/2016, may experience a delay in
the effective date of the increased payment. Providers must notify Xerox of any change(s) to their
completed 7/1/2016-6/30/2017 Obstetrician/Gynecologist (OB/GYN) Self-Attestation Statement
form.

» Providers can verify the processing of self-attestation statement forms they have submitted
electronically by accessing the Envision Web Portal at https://www.msmedicaid.com/msenvision/.
You can locate the form on the DOM website under the Forms section and the Envision Web
Portal, or request it by calling the Xerox Call Center toll-free at 800-884-3222.



https://www.msmedicaid.com/msenvision/

Provider Attestation Form

(OBGYN)

MISSISSIPF] DIVISION OF

MEDICAID

Pursaant to Mizs. Code Ann. 55 43-13-117, 43-13-121 qualified providers enrclled as a Mississippi Medicaid provider are eligible for
an mcreased pavment for certain primary care Evaluation and Management (E&M) and Vacrine Administration codes. Te receive the
increased payment for dates of service (DOS) beginning 7 /172018, eligible providers must send a completed and signed 7/1/2016 -
§/30/2017 Obstetrician/Gynecalosist (0B/GYN) Self-Attestation Statement form to Xerox Provider Enrollment via e-mail to
msinquiries@xeroxcom, fax to (398) 495-8169, or mail to P. O, Box 23078, Jackson, M5, 39225 by 5/31/2016, Providers whose
T/172016-6/30/2017 OB /CYN Self-Attestation Statement forms are e-mailed, postmarked or faxed after 5 /3172016, may experience
a delay in the effective date of the inreased payment. Providers must notify Xerex of any change(s) to their completed 7/1/2016-
6/30/2017 OB/GYN Self-Attestation Statement form.

Obstetrician/Gynecologist (0B /GYN) Self-Attestation Statement
Increased Primary Care Service Pavment

7/1/2016 - 6/30/2017

Section I: Physicians Complete Section II: Non-Physician Practitioners Complete
Physician’s Nome: Providar Type Nan-Plysician Proctitioner’s Name: Provider Type
=MD =DO =HNPF =PA
M5 Medicaid Servicing Provider Number- Individeai NPT M5 Medicaid Servicing Provider Number-  Indhndual NPT
Physical Address: Fhysical Address:
Contact Name: Contact Name:
Contact Mumber- Contact Number-
Contact E-mai- Contact E-mml-
Check only one self-attestation statement: Check only one self-attestation statement:
= lattest that [ am board certified by = ACOG from = [ attest that | am a non-physician practitioner providing
07 /01,2016 - 06,/30,/2017, as a specialist or sub-specialis] primary care services in a Practice Agreement with a
in: qualified physician enrolled for increased primary care

service payments as listed in Section [ The physician in

my Practice Agreement has previpusly attested as an

= 1 attest that [ am an eligible physician i the specialty/ eligible physician from 07/01/2016 - 06/30/2017 and
subspecialty listed above but de not have an ACOG completed a self-attestation statement as listed below:
certification, | attest at least 60% of my total Medicaid
paid codes for the previous calendar year were for the
specific E&M and Vaccine Administraton codes covered
by the Division of Medicaid and will continue to bill at
least 60% from 07/01/2016- 0&/30/2017.

=1 am a newly enrelled Medicaid provider. I attest that [
am an eligible physician in the specalty/ subspecialty = [attest that [ am a non-physiian practitioner providing
listed abowe but do not have an ,}{IQG c\c_:rﬁﬁcaﬁnn. 1 primary care services in a Practice Agreement with a
attest at least 60% of my total Medicaid paid codes from qualified physician enrolled for increased primary care

= Obstetric/Gynecologic Medicine

Fhysicion’s Name

Plyysician’s individual NP

077012016 ~ 06302017 WILL BE for the specific E&M service payments as listed in Section I The physician in

and Vaccine Administration codes covered by the my Practice Agreament has completed and signed Section

Division of Medicaid. 1 of THIS form from 07/01,/2016 - 06,/30/2017.
Plysiclan’s Signature

Kon-Figysiclar Precioner's Signaure

Printed Name

By signing this decument. | cortify that the information provided berein is true, accurate and complete to the best of my knowfedge. | understand that
any falsification, omission or concealment of @ material fact may sulijoct me to oWl monatary penaitics, fines, criminad prosecution, or disquolificaton
Jfrom the Medicald progrom.  Under Missizsippl Administrative Code, Title 23, Part 200, Rule 1.3, @ provider who knowingly or willfully makes, or
couses to be made, folse stotement or representetion of o material foct fn any application for Medionid bengfits or Medicold payments may be
prosecuted under federal and stote criming! lews. A folse sbtesiotion com result in ovil end monetary penelties as well os fines, ond may autom,
disgualify the provider as @ provider of Medicmid services. OB /GYN FUP Attestation New 4 /2272016




Provider License Renewal

» License renewal depends on the provider type. Some provider licenses end on
6-30-2016 where other provider licenses don't.

» Letters are sent out at the 60 and 30 days prior to your license renewal time. An
additional letter is also sent out once the license has been suspended due to
non-renewal of license.

» Please contact the call center if you are unsure of the status of your license end
date. The number of the call center is 1-800-884-3222.

» Any suspension of a provider’s license will possibly result in non-payment of
claims.



Effective July 1, 2016

» Waliver Providers will be required to submit a proposal approval letter from the
Division of Medicaid, as well as an approval letter from the Department of
Health (for some Waiver Provider Types) along with their completed
application.

» The Credentialing Checklist will be updated to include new requirements for
Waiver Providers, such as the Medicaid Approval Proposal Letter.

» The Provider Disclosure Form will be required on all applications submitted
on or after 7/1/2016.



Frequently Asked Questions

Q. How long does it take to process an enrollment application?

A. Generally, complete applications will take 6-8 weeks to be processed.
Incomplete applications are returned. To avoid delays, please ensure all
applications are complete with the required forms and attachments.

Q. Should I hold claims until | receive a provider number?
A. For initial enrollment, Yes. For providers re-enrolling, No.

Q. Do | have to participate in Direct Deposit?
A. Yes, all providers must participate in direct deposit.



Frequently Asked Questions Cont.

Q. Why must we complete and submit a W-9?
A. The W-9 is required by the IRS.

Q. Why do we have to submit verification of social security and/or federal
tax-ID numbers?

A. DOM must verify this information to comply with IRS requirements.

Note:

In accordance with CMS regulations, in January 2014, the Mississippi
Division of Medicaid began requiring all Ordering, Referring,
Prescribing, and Medicare-cost sharing physicians to be enrolled with
Mississippi Medicaid. There is a separate application available.



Questions




