Provider Enrollment
Tutorial

Overview of Enrollment Process for Montana Medicaid, HMK/CHIP
Dental or Extended Mental Health and/or MHSP providers
July 2015

Enrollment Guidelines

Enrollment includes Application and receipt of Supplemental
Material.
Incomplete applications will not be processed.
All applicable sections of the provider enrollment application must be
completed

* Requirements may vary depending on Provider Type, or response to questions

+ Required fields are noted in the application with a red asterisk *
Supplemental forms with original signatures must received via mail in
order for us to process your application.

« Copied or stamped signatures are not acceptable
The 4-digit ZIP code extension is required on all addresses.
Rendering providers are required to be enrolled.
Individual Providers only need to enroll one time, regardless of the
number of locations in which they practice.

« Exception: Participation in waiver programs requires separate enroliment.
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Supplemental Forms

Enrollment Checklist

Disclosures, Screening and Enrollment Requirements
Enrollment Agreement and Signature Page

License, CLIA, and Certification

Trading Partner Agreement

W-9 Form

EFT/ERA Authorization Agreement

Passport and Team Care Agreement

CHIP Dental Agreement

CHIP Agreement for Extended Mental Health Benefits for Children
Mental Health Services Plan Addendum

CSCT Services Contract

Exhibits: Statement of Work and Payment Schedule
72-Hour Presumptive Eligibility Program Addendum
Electronic Billing Agreement (EBA)

Medicaid Provider Requirements
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Before You Begin

Resources:

DPHHS Provider Web Page
http://medicaidprovider.mt.qov/

Montana Access to Health Web Portal
https://mtaccesstohealth.acs-shc.com/mt/general/lhome.do

Xerox Montana Provider Relations
1-800-624-3958, or mtprhelpdesk@xerox.com
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What you may need:

0 0O 0 ODo0o0dU0ooo O

NPPES (National Plan and Provider Enumeration System), confirmation
with NPI (National Provider ID)

Photocopy Medical License including effective and expiration dates
Photocopy of board certification including type and number if applicable
Medicare certification.

Current ownership information for the enrolling provider.

Current copy of your completed, signed and dated W9.

Previous Montana Healthcare Provider number/s.

Completed and signed Montana Medicaid Electronic Funds Transfer (EFT)
& Electronic Remittance Advice (ERA) Authorization Agreement.

Signed Trading Partner Agreement if you wish to use any of the web portal
services.

Submitter number for the entity that will retrieve your 835 remittance
advice.

Signed letter from your Financial Institution verifying the routing number
and account number (do not send voided checks or deposit slips).
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Provider Demographics

Online Provider Enrollment Application - Provider Demographics
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Demographics Continued
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DPHIS

Online Provider Enroliment Application - Provider Practice Information

i8218c20

Ucemse
o Effective Date Expieation Date.
1 omen romano o330

@ ez vou Board Cartfed?

ly 16, 2015

xerox @,

7/16/2015




Provider Practice Information
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Provider Practice Information
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PREVIOUS PROVIDER NUMBER(S)
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Provider Practice Information Continued

Online Provider Encollment Application - Provider Practice Information Continued
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Payment and Remittance Advice

PAYMENT AND REMITIANGE ADVICE [RA) INFORMATION

extenuating Gircumstances that prohibi you from receiving payment via EFT, mclude a signed lette:
checks are requred to request a waiver,
* Payment, Schedule, and RA Options: | Weekly EFT Payment with ESOR v

MNote: An Electrome Statement of Remittance (ESOR) is an electranic image of remittance advice.

Requesting & Waiver for Paper Chack: [
Mote: Signed explanation required ta be submitted with paperwork.

ook Rorg b ||~ Accowt umber

* Indicate whather the account raferenced abova is 8 checking or savings account: () Checking

Do you wish te receive an electranic remittance advice in the HIPAA standard ANSI 635 transaction
fermat?

ELECTRONIC TRANSACTION INFORMATION

. Erter the Submitter 1D of the entity you want your 835 delivered t. This is the submitter 10 of
yeur elearing house, bilng agent, o yeursel f you conduct these transactons yoursed.

Fayments will be made via Eleciranic Funds Transfer (EFT) unless extenuating circumstances exist. If you feel you have
xplaining why paper
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Passport to Health
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Contact Information

CONTACT INFORMATION FOR ENROLLMENT
Provida contact information n case thars are uesions regarding this Encollmant Applicatian.

- Contact Name:

- Contact Phane: (Numbsers only)  Extansion: (Numbers anly)

Submit [ Sem&Ex | [ |_Cancel | |_Clear Figkds

Provider Relations:

mtprhelpdesk@xerox.com 1-800-624-3958 PO Box 4936

Helena, MT 59604
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Electronic Submission Complete

step 2

Verify your Package ks Complete

Rusview the theckist first page of

Step 3
Mail Your Application Materisls

Onca youva reviewed and complstad 3l addtional forms and assembed any required documentation, mad thase
documents - to:

Montana Provider Relations

P.0. Box 4936

Helena, Montana 59604
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Tools

Step 4

Print A Copy For Your Records.
Click below to view 2 copy of tha information that was submitted in your application. This copy i for your records

only 30d should not be sent.
Submitted Apghcation

Onca you have prntad your Application Supplamant, dick Exit’ o exk this form and raturn to the Providar
Mailing § Enrollment Page. You may 30cess your apphcabon to pant additonal copres for 60 days after submitting i
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After Application Submission

« When Provider Relations receives your
application and supplemental materials, and
verify it is complete, processing can begin.

« Provider Relations screen every piece and
verify against multiple federal databases.

« After screening is complete, an application
may need to be sent to alppropriate officers at
DPHHS for final approval

« Once application is approved, you will
receive a welcome letter in the mail with your
Montana Healthcare Provider ID and an
effective date. Do not bill for services until
you have received written approval and an
effective date
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Questions?

Provider Relations:
mtprhelpdesk@xerox.com
1-800-624-3958

PO Box 4936

Helena, MT 59604

Provider Relations Field Reps:
Aaron Hahm
Aaron.Hahm@xerox.com
1-406-457-9598

Phil Currey
Philip.Currey@xerox.com
1-406-457-9553
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Ready For Real Business
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