COMMON REVALIDATION ISSUES & RESOLUTIONS

Instructions [? ]
Welcome to the online Provider Enroliment/Revalidation process.

I need to enroll as a provider to bill Ohio Medicaid

I need to revalidate my current Medicaid provider number @

I need to enroll for the sole purpose of Ordering, Referring, or Prescribing| -
ORP Provider)

Please complete each of the steps in the revalidation process. When you have completed all the steps, please click on the "submit" button to
isubmit the application for processing.

For instructions on completing the revalidation application please click on the question mark (?) in the title bar.

Please click the "revalidate application" button to start your Revalidation application or click the "continue application" button to continue with an
iexisting Revalidation application.

Please click the Forms Central link to access a comprehensive listing of forms and publications. To view documents regarding the administration
{and compliance of programs and services, please click the eManuals link.

FAQ for Provider Revalidation

IMPORTANT - An Application Tracking Number (ATN) will be assigned to you. This number is necessary for accessing the status of submitted
@applications and for continuing an application that was not finished. Please write the number down and keep it for your records PRIOR TO EXITING.

FIGURE 1 | NEED TO REVALIDATE MY CURRENT PROVIDER NUMBER

Instructions

The following messages were generated:

Can not proceed without a valid ATN.
Search

“ATN 172687

“Business OR Last Name \WEAVER

clear

previous ‘I

FIGURE 2 CLICKING NEXT -> CANNOT PROCEED WITHOUT A VALID ATN

Instructions

Search
“ATN 172687

“Business OR Last Name \WEAVER
clear

Search Results

*** No rows found ***

previous || next

FIGURE 3 CLICKING SEARCH -> NO ROWS FOUND BECAUSE NAME IS NOT LISTED CORRECTLY ON ATN




Instructions
- Please make note of your ATN: 172687

“ATN 172687

“Business OR Last Name WEAVER ILENE
clear

Search Results

Date
Received  Status
02/25/2016  NOT SUBMITTED

ATN Name Document
172687 WEAVER ILENE REVALIDATION APPLICATION

e
FIGURE 4 NAME IS LISTED AS BUSINESS NAME ON PROVIDER FILE & ATN

next

“Individual Last Name

*First, MI

Medicare Type

Medicare Provider Number
Previous Medicaid Provider Number
Certification Number

*Ownership Type

Title/Degree (As appears on license)
*SSN

“Gender

*Date of Birth
Place of Birth

*Country

*City

“State (enter NA if not applicable)
NPI Associated with SSN

NPI Verified?

License Number
License Type

License Issue Date

License Expiration Date

FIGURE 5 OWNERSHIP - SOLE PROPRIETERSHIP - NPI VERIFICATION DOESN'T MATTER - NO NPI IS

Instructions > Request Type > Identifying Information

WEAVER
ILENE

V]

SOLE PROPRIETORSHIP

012345678
FEMALE
01/01/2016

&

UNITED STATES
COLUMBUS
OH

O Yes ® No

REQUIRED

Page 4 of 17 - Please make note of your ATN: 172687

Tax ID - 1099 Information (7]

“IRS Tax Type SSN |v| “IRS Effective Date (01/01/1900
“IRS Tax ID 012345678 IRS End Date
“Name [ILENE WEAVER Tax ID Exempt? NO [v|
“Address 1 123 E MAIN ST W9 Form? YES|v|
Address 2 Form 1472 NO [v|
*City |COLUMBUS “State OH|v|
“Zip 43215 9537 Phone ((614)012-3456

previous ||

next

FIGURE 6 ALL INDIVIDUAL PROVIDERS SHOULD HAVE AN SSN ON FILE, NOT A TAX ID/FEIN



Instructions > Request Type > Identifying Information > Tax ID - 1099 Information

Page 5 of 17 - Please make note of your ATN: 172687
DEA 7]

*%% No rows found ***

Select row above to update -or- click Add button below.

previous I next “
Figure 7 NO DEA IS REQUIRED - HIT NEXT TO SKIP PAGE

Instructions > Request Type > Identifying Information > Tax ID - 1099 Information

Page 5 of 17 - Please make note of your ATN: 172687
DEA

DEA Number Effective Date End Date

Type data below for new record.
deete | add

*DEA Number
“Effective Date
“End Date

O - |
Figure 8 OOPS! | ADDED A LINE ON DEA PAGE

Instructions > Request Type > Identifying Information > Tax ID - 1099 Information

The following messages were generated:
DEA Number is required.
Effective Date is required
End Date is required.

Page 5 of 17 - Please make note of your ATN: 172687
DEA H

DEA Number Effective Date End Date

Type data below for new record.
delete | add

3l
57"DEA Number
E’"Effectiva Date
CEnd Date

- |
Figure 9 NOW IT WON'T LET ME CONTINUE WITHOUT PUTTING IN DEA INFORMATION

Message from webpage e ﬁ

-

:] Are you sure this is the row you want marked for deletion?

Ok ] ’ Cancel

L &

Figure 10 SELECT THE EMPTY LINE AND CLICK "DELETE" BUTTON TO REMOVE




The following messages were generated:

Contact Name is required.
E-Mail Address is required.
Contact Name is required.
E-Mail Address is required.
Contact Name is required.
E-Mail Address is required
Page 6 of 17 - Please make note of your ATN: 172687

Address Information
Address Type Address 1 City State  Zip E-Mail Address Phone 1
HOME/CORP OFFICE 123 E MAIN ST COLUMBU OH 43215 CONTACT@EMAILADDRESSCOM et
MAIL TO/CORRESPONDENCE 6633 MINERAL SPRINGS RD PEEBLES OH 45660 Len=ae
PAY TO 6633 MINERAL SPRINGS RD PEEBLES OH 45660 (Fmser-
PRACTICE LOCATION 6633 MINERAL SPRINGS RD PEEBLES OH 45660 S
Type data below for new record.
Address Type [v]
*Address 1 5633 MINERAL SPRINGS RD Econtac! Name
Address 2 “Phone 1 |(937)587-3067 CELL PHONE V|
*City |PEEBLES Phone 2 CELL PHONE | v|
*County ADAMS [v] Fax 1
*state OH|v| Fax 2
*Zip 45660 9537 0D

E‘E-Mall Address

Figure 11 ADDRESS PAGE - ALL LINES MUST HAVE EMAIL ADDRESS & CONTACT NAME ENTERED OR YOU
GET THIS ERROR

Page 6 of 18 - Please make note of your ATN: 172687

Address Information [7]
Address Type Address 1 city State  zip E-Mail Address Phane 1
HOMEICORF OFFICE 123 E MAIN 8T coLUMBUS OH 43215 CONTACT@EMAILADDRESSCOM (19012
MAIL TOICORRESPONDENCE 123 E MAIN 8T COLUMBUS OH 43215 CONTACT@EMAILADDRESSCOM 0’2
PAYTO 123 E MAIN ST COLUMBUS OH 42215 CONTACT@EMAILADDRESS.COM  Lett'?
PRAGTICE LOGATION 123 E MAIN ST COLUMBUS OH 43215 CONTAGT@EMAILADDRESSCOM (5141012

Type data below for new record.

[ o]
Address Type ﬂ
*Address 1 123 E MAIN ST “Contact Name  CONTACT NAME
Address 2 *Phone 1 (§14)012-3458 CFFICE ﬂ
*City | COLUMBUS Phone 2 CELL PHONE[V]
*County FRANKLIN  [V] Fax 1
*state OH|[v| Fax 2
“Zip 43215 oD
“E-Mail Address |CONTACT@EMAILADDRESS COM

[ previous [ new | [ e |
Figure 12 ALL LINES HAVE EMAIL ADDRESS AND CONTACT NAME - CLICK NEXT TO CONTINUE

Page 7 of 17 - Please make note of your ATN: 172687

Type and Special 7 ]
Specialty Desc Primary? Primary Taxonomy Code

250-PERSONAL CARE SERVICES Yes

480-0DA WAIVER No

You may choose additional specialties from the list that you are licensed and/or authorized to provide.

Provider Type NON-AGENCY PERSONAL CARE AIDE
Specialty ﬂ
Primary Specialty?

Primary Taxonomy Code [ Search ]
Ancillary Taxonomy Code [ Search ]
Ancillary Taxonomy Code [ Search ]
Ancillary Taxonomy Code [ Search]

Figure 13 MUST CHECK PRIMARY SPECIALTY BOX - IF JFS WAIVER CONTRACT IS INACTIVE BECAUSE
CONSUMER HAS BEEN CHANGED OVER TO TDD, THEN 490 SHOULD BE THE SPECIALTY




.

Addendum C 7]

Addendum C
NON-AGENCY PERSONAL CARE AIDE - PERSONAL CARE SERVICES
WEAVER, ILENE
(614) 012-3456 (office)

Enrollment Requirement{s): Failure to complete this addendum and/or supply all required information shall result in the applicant being denied for enrollment as a
Medicaid Provider. Current Providers submitting this form as a compliance requirement must check all boxes in order to be in compliant with the Provider
agreement.

My name typed below serves as verification that | comply with the requirements for enrollment as a non-agency perscnal care aide as set forth in Ohio
Administrative Code (OAC) 5101:3-12-28, 5101:3-46-04, 5101:3-47-04 and 5101:3-50-04;

*| agree to comply with the Conditions of Participation and Provider Requirements as set forth in OAC 5101:3-45-10, ®YES ONO
5401:3-46- 04, 5101:3-47-04, and 5101:3-50-04; =

*| am at least 18 years of age, have a valid Social Security card, and ancther form of identification as indicated
in OAC 5101:3-46-04, 5101:3-47-04 and 5101:3-50-04.;

) YES| O NO

*| have obtained certificate of completion within the last twenty-four (24) months for either nurse aide competency

evaluation program conducted by the Ohio Department of Health in accordance with section 3721.31.0f the Revised

Code; or the icare luation for home health aides as specified in 47 CFR 484(2005); or other equivalent (® YES () NO
h'alnlng program as spec:lfed in OAC 5101:3-46-04, 5101:3-47-04 and 5101:3-50-04.; (* Attach a copy of the certificate

documentation to this form).

*I have obtained and will maintain first aid certification; (*Attach copy of valid first aid documentation) YES (O [NO
*| agree to refrain from using or disclosing any information concerning a consumer, except with the written consent

of the consumer or other authorized representative; YES O NO
*| agree to attend all required ODJFS/CMA training sessions; @ YES O NO
*| understand that | am required to complete eight hours of inui ducati ly; ® YES O NO

*| will submit written notification to the consumer and to ODJFS or its designee at least thirty (30) calendar days

prior to the last date of service if terminating the pmvision of home care services., (The advanced nofification

is not required in the cases when the consumer is h italized, iz subject to unexp d ¥ pl nt in @ YES O NO
long term care facility, or expires. The notification may be walved by ODJFS or itz designee for omer reasons

on a case- by-case basis).

Relationship to consumer

*| meet eligibility requirements for a provider severing a consumer as specified in QAC 5101:3-45-04, 5101:3-47-04 ) I
and 5101:3-50-04; ® YES O NO

Ohio residency — please select "YES' to ONLY one

*I HAVE been a resident of Ohio for at least the past five (5) years and | have successfully completed a criminal = -
ds check equi to those ducted by the Bureau of Criminal Identification and Investigation (BCI&I) @ YES O NO
as enumerated in OAC 5101:3-12-26;

*| HAVE NOT been a resident of Ohio for at least the past five (5) years and | have successfully completed a criminal = =
records check conducted by the Bureau of Criminal Identification and Investigation (BCI&I1) and an additional FBI (OYES ® NO
criminal check;

I certify that | am the officer, chief executive officer, or general partner of the business organization applying for the provid: ber. | further agree to be bound by
this agreement, and certify that the information | have given on this application is factual.

*Signature - Type name here to indicate that you agree TYPE YOUR NAME HERE Date 02/29/2016

T - | -
Figure 14 ATTESTATIONS - ALL MUST BE ANSWERED YES EXCEPT FOR ONE OF THE OHIO RESIDENCY
QUESTIONS

*Signature - Type name here to indicate that you agree x| Date 02/29/2016
Figure 15 PROVIDER'S NAME IN THIS FIELD

Ohio residency — please select YES' to ONLY one

*I HAVE been a resident of Ohio for at least the past five (5) years and | have successfully completed a criminal :
records check equivalent to those conducted by the Bureau of Criminal Identification and Investigation (BCI&I) ®YES ONO
as enumerated in OAC 5101:3-12-26;

*I HAVE NOT been a resident of Ohio for at least the past five (5) years and | have successfully completed a criminal :
records check conducted by the Bureau of Criminal Identification and Investigation (BCI&I) and an additional FBI OIYES ® NO
criminal check;

Figure 16 YES TO ONE OR THE OTHER - NOT BOTH



Certification 7
*Legal Entity Name |ENTER YOUR NAME HERE

Legal Entity Name must match the
Legal Entity Name as it appears on
IRS decumentation such as the W-9,
IRS 147 or IRS CP578

*Individual Last Name |LAST NAME
First, Ml |[FIRST NAME

Click this printable Enrollment Checklist link to ensure a complete provider enroliment request.
Legal Provider Primary Practice Address:
*Address 1 |123 E MAIN ST
Address 2
*City |COLUMBUS
*State  OH[v|
*Zip 43215
E-Mail Address |CONTACT@EMAILADDRESS.COM
*Preferred Contact Method E-mail ﬂ

All Providers must read the statements below and agree to the terms
Executive Order 2007-015 Agreement

In accordance with Executive Order 2007-015, Vendor or Grantee, by signature on this document, certifies: (1) it has
reviewed and understands Executive Order 2007-018, (2) has reviewed and understands the Ohio ethics and conflict of
interest laws, and (3) will take no action inconsistent with those laws and this order. The Vendor or Grantee understands
that failure to comply with Executive Order 2007-015 is, in itself, grounds for termination of this contract or grant and may
result in the loss of other contracts or grants with the State of Ohio.

| do not accept the terms and conditions

®)| | accept the terms and conditions

A copy of the Executive Order can be found on our website at
httpz/imedicaid.chio.gov/PROVIDER S/Enrolimentand Support/ProviderEnroliment.aspx

False Statement Agreement

Whoever knowingly and willfully makes, or causes to be made, a false statement or representation on this statement, may
be prosecuted under applicable federal or state laws. In addition, if a person knowingly and willfully fails to fully and
accurately disclose the information requested Ohio Department of Medicaid may deny the request to participate or, if the
entity already participates, may terminate the agreement or contract as appropriate.

(|1 do not accept the terms and conditions
| | accept the terms and conditions

Figure 17 MUST ACCEPT TERMS & CONDITIONS - EMAIL ADDRESS IS REQUIRED IF "EMAIL" IS PREFERRED
CONTACT METHOD - LEGAL ENTITY SHOULD BE PROVIDER'S NAME

Ohio Medicaid 5-Year Time Limited
Provider Agreement

This provider agreement is a contract between the Ohio Department of Medicaid (the Depariment) and the undersigned
provider of medical assistance services in which the Provider agrees to comply with the terms of this provider agreement, ~
state statutes, Chio Administrative Code rules, and Federal statutes and rules, and agrees and certifies to

1. Render medical assistance services as medically necessary for the patient and only in the amount required by the patient
without regard to race, creed, color, age, sex, national origin, source(s) of payment, or handicap, submit claims only for
services actually performed, and bill the Department for no more than the usual and customary fee charged other patients.
for the same service.

2. Ascertain and recoup any third-party resource(s) available to the recipient prior to billing the Department. The Department
will then pay any unpaid balance up to the lesser of the provider's billed charge or the maximum allowable reimbursement
as set forth in Chapter 5101:3 of the Administrative Code.

3. Accept the allowable reimbursement for all covered services as payment-in-full and, except as required in paragraph 2 v
above, will not seek reimbursement for that service from the patient, any member of the family, or any other person.

'®)| | do not accept the terms and conditions
|1 accept the terms and conditions
Agreement Date (02/29/2016

Figure 18 INITIALLY ONLY 3 TERMS ARE VISIBLE - PROVIDER MUST DRAG THE SCROLL BAR DOWN TO THE
BOTTOM TO INDICATE THAT THEY'VE READ ALL 11 TERMS



Ohio Medicaid 5-Year Time Limited
Provider Agreement

9. To follow the regulations and policies set forth in the appropriate edition of the Medicaid Handbook. ~

10. Provide to ODM, through the court of jurisdiction, notice of any action brought by the provider in accordance with the
Title 11 of the United States Code (Bankruptcy). Notice shall be mailed to: "Ohio Department of Medicaid, 30 East Broad
Street - 31st Floor, Columbus, Chio 43215".

11. Comply with the advance directives requirements for hospitals, nursing facilities, providers of home health care and
personal care services, hospices, and HWOs specified in 42 CFR 489, Subpart | and 42 CFR 417 .436(d). This provider
agreement may be canceled by either party upon 30 days written notice prior to termination date. | further certify that | am
the individual practitioner who is applying for the provider number, or in the case of a business organization, | am the officer,
chief executive officer, or general partner of the business organization that is applying for the provider number. | further
agree to be bound by this agreement, and certify that the information | have given on this application is factual.

J| 1 do not accept the terms and conditions
| accept the terms and conditions
Agreement Date (02/29/2016

| have read the contents of this application, and the information contained herein is true, correct and complete. | agree to notify Ohio

Medicaid of any future changes to the information contained in this application. | understand that any deliberate omission,

misrepresentation, or falsification of any information contained in this application or contained in any communication supplying

information to Ohio Medicaid may be punished by criminal, civil, or admini ive penalties including, but not limited to, the denial or

revocation of Ohio Medicaid identification number(s}, and/or the imposition of fines, civil damages, and/or imprisonment. My electronic
ture legally and fi ially binds this provider to the laws, regulations, and program instructions of the Ohio Medicaid program. By

selecting the signature checkbox and submitting the application, | agree to abide by these terms.

*Type Full Name Here | TYPE YOUR NAME HERE 022972016

- e

Figure 19 ACCEPT/ATTEST TO TRUE & COMPLETE APPLICATION & NAME OF PROVIDER AS ELECTRONIC
SIGNATURE

Page 17 of 18 - Please make note of your ATN 172687

Document Submission Type and Notes ?

As part of submitting your application, you will be required to submit supporting documents. Please identify
the method: mailing or uploading, for submitting your documents.

*Document Submission Type U - Upload ﬂ

Please enter any other additional information that you believe should be considered in reviewing your
application. Do not enter questions here. Notes are limited to 5000 characters. If you desire to ask additional
questions, please click on the Contact Us link and follow the directions.

Click the submit button below to submit your enroliment application for review.

e e e
Figure 20 DOCUMENT SUBMISSION TYPE IS REQUIRED BUT NO DOCUMENTS NEED TO BE SUBMITTED




UAT A (R27.0) Monday 02/29/2016 3:38:29 PM
Home Consumers Trading Partners Public Information Publications Admin Host

enroliment

Identifying Informstien >

Af Crimina = Criminal Offen \ Sta

Page 17 of 18 - Ple make note of your ATN: 172687
Document Submission Type and Notes

As part of submitting your application, you will be required to submit supporting documents. Please identify
the method: mailing or uploading, for submitting your documents.

*Document Submission Type U - Upload | v|

Certification

Please enter any other additional information that you believe should be considered in reviewing your
application. Do not enter questions here. Notes are limited to 5000 characters. If you desire to ask additional
questions, please click on the Contact Us link and follow the directions.

Click the submit button below to submit your enroliment application for review.

Figure 21 SUBMISSION CAN TAKE 1-2 MINUTES TO COMPLETE

Page 18 of 18 - Please make note of your ATN: 172687
Confirmation of Receipt

Your revalidation application for WEAVER has been submitted.

Tracking Number: 172687

IMPORTANT - This Application Tracking Number (ATN) is necessary for accessing the status of submitted applications and for editing an application
[that was returned for additional information. Please write this number down and keep it for your records PRIOR TO EXITING.

Status: Application has been submitted and is in process.

*** Please retain the tracking number for your records. The tracking number will be used as the key for tracking the status of the application.

2k

Please remember to submit the following required d t

Figure 22 APPLICATION SUBMITTED SUCCESSFULLY

WHAT'S NEXT?

» Upload required documents.
» Additional required documents can be mailed or uploaded.

» A cover page is required for documents that are sent by mail. Frint Cover Page.
v Print a copy of the application for your records Print Application

For attachments submitted via mail, not electronically attached, please send to the appropriate address below.

Figure 23 NO DOCUMENTATION IS REQUIRED



