Nebraska Provider Screening and Enrollment
Home Care Based Services (HCBS)

Updating Information

https://www.nebraskamedicaidproviderenrollment.com

The steps below will guide you through updating information for HCBS providers.
All applications must be submitted for review when completed.

. L
Edit Required

Key Provider Identifier E

1. Loginto the Portal. See Account Creation for Instructions.
2. The provider name must be highlighted by selecting the Provider’s NAME.
1. Click Update Services Registration to update enrollment information.

Symbols to watch for:

Add

Delete

Provider Management Home

Cueestions?
Contact MAXIMU 5 Provider Customes Service bt 1-844.-374-50¢2

My Providers
Prathir Typs: NP1 Medicaid 1D Specialty  Location

Effective Date  Subenst Date  Revalication Due Date
[HCBS  [ss1s¢-2048 [12mm41s [12v1818 |12ra20 |

Add New Provider Location
My Group Member Profiles
Proider

Create a Group Member Profile if you are or will be part of a Group Practice,

Add Group Member Profile

Tracy Fortunato 65154 - 2048

Effective Date 12/14/2015 Wiew Provider File

Revalidation Due Date 12/14/2020 Lipdsle Services Regislration e
Term Date
Mebraska MLTC Status Active

Application Status Approved

Medicaid ID -
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3.

» This will take you to the application.

If at any time you want to return to the home page, need to re-enter this
application or Edit a Key Provider Identifier, see the HCBS Provider Management

Home Resource.

»0On the Bottom left side of the page you will see a list of all of the pages you
need to complete. Each blue bullet point will change to a green checkmark

when it is completed.

Home

Iy Profile

Provider Ed & Training Resources
Contact Us

Log Out

= Provider File
ldentific ation

ice Locations
=
Substitute W4 Form

® ® & G

P

' Owner Information
'ACH Authorization
o

A
Agresments

Identification:

Identification

Home

My Profile

Provider Ed & Training
Contact Us

Log Out

= Provider File
@\ dentification
& Practice Locations
@ zervices
& Dwner Information
@ substitute W Farm
@ ACH Autharization

DBA NP1 Taxz ID Provider Type

Primary Contact Name Phone Number

EmailAddress

Mama Descripiion
No uploaded documents found.

Name |

Description
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1.

Complete the Provider Information section by selecting the edit symbol. The following
box will open:

Entity Type Individual = Crganization
Citizenship Status = | am a Citizen of the United States
| am a qualified alien under the Federal Immigration and
Mationality Act, my immigration status and alien number are as
follows:

Fistvame: N
Middl&lnitiﬂl-

LostName

Tax 10+ [ NG—_— [7)
Tax ID Type | SSMN * | @

Gender* = Femals Male Unknown
Date of Birth* [5/25/1380 |
Date of Death | |

Provider Type* | HCES

Effective Date* [06/14/2010
Revalidation Date 0S/31/2018
Enrollment Status Mot Set et

[ save ] Cancel

Select the appropriate citizen status, complete all required fields, ensure all the
information is correct and select Save.
> If you are a qualified alien under the Federal Immigration and Nationality Act,
select the applicable immigration Status and prove your alien number.
> See the HCBS Provider Management Home Resource if a Key Provider Identifier
is incorrect.
Primary Contact Information. On the Identification page, select Edit. The following box
will open:
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 Primary Comtctwomation ______|

Provider

The Primnary Contact is the main person responsible for the
informiation submitted to Mebraska NLTC.

Street Address™® |1234 W Main Street
City* |Linceln
State* | Nebraska

Zip* [z8522
Ext Zip® [1037

Chone Extension |

"

Fax Number || ]

g

EmafAddress® |pr::~,'i:er@te:.t.:::n'

[ save ] Cancel ]

4. Ensure all of the information is correct and select Save.

On the Identification page you will not be required to upload any documents, unless you are
requesting for a retro effective date.

5. Click Next to proceed to the next page.
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4. Practice Locations:

Practice Locations [ save | Previous | Next ]
Provider Physical Address

Address 1 Address 2 Address 3
MNE 85154 2046

Address 2 Address 3 i State Fip
g8154 2048

[Mo uploaded documents found.

NamEl
Description

Upload file

Practice Locations (55782) [ Save | Previous | Next |

Provider Physical Address, Bill/Payment Contact Information and Correspondence Information are
required sections that need to be checked for accuracy.

Note: If you provide services in a client’s home do not enter the client’s address. Enter
the address of your primary residence.

1. Provider Physical Address:
» Click the edit symbol.
» The following box will open:
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Physical Street* [1234 W Main Strest

Address Line 2|

Address Line 3|
City* |Lincaln

State® | Mebraszka

County® | Lancaster

Zip* [55801 7]
Ext 2 o
FPhone Mumber® |[402) EEE-EEES

T p——
[save ] Cancel

» Complete All required fields, confirm all information is correct, and select Save.
> See the HCBS Provider Management Home Resource if a Key Provider Identifier

Ll

is incorrect.

2. Correspondence Information:
» Click the edit symbol.
»The following box will open:

Same as Practice Location &

Pay To / Check Payable To Name* |:.=|na Doz
Address” |'_2¥ W Main Strest

Address Line 2 |
Address Line 3 |
City* [Lincoln
State* |hec'95<s
Zip* [63801
Zip Ext* [f470

[ save ] Cancel )

»Complete all required fields, confirm all information is correct, and select Save.

3. Correspondence Information:
» Click the edit symbol.
» The following box will open:
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Same as Practice Location &

Address* |'_234 W Main Strest
Address Line 2 |
Address Line 3 |

City* [Lincoln
State* [ Mebraska
Zip* [6ss01
Zip Ext* [F470
Phone Number® [[402) 555-5555

[ Save ] Cancel |

» Complete all required fields, confirm all information is correct, and select Save.
You will not be required to upload any documents on the Practice Locations page.

4. Select Next to proceed to the next page.
5. Services:

1. The Program Services Code(s) the provider is authorized to provide will be present on
this page. No action is required.

Home Services [ save ] Previous |
My Profile

Provider Ed & Training Resources

Contact Us
Log Out

The services listed below were submitted with your services referral. |f changes are needed, plesse contact your RD worker
= Frovider Fie Services Service Type Code Service Type Name Start Date End Date
@) dentfication AD Waiver 1881 CHORE 06/ 14/2010
@ practice Locstions

B Carvices
& oENICES

@ Owner Infarmiation [We upicaded documents found.

& Substitute W4 Form

_ Choose File | Mo file chosen
@ ACH Authorization

Agresments Name|
Description

Services (43127)

2. Select Next.

You will not be required to upload any documents on the Services page.

6. Household Members: NOT ALL PROVIDERS WILL HAVE THIS PAGE.
1. Some HCBS providers are required to list Household Members living in their home. You

do not have to list the provider (yourself) or the client. List or confirm ALL other people
that live at the Provider’s Physical Address.
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~ ™~
tame Household Members
My Prafile
Repors Click on the section header to expand or collapse the panel
Contact Us
Log.Out
= Provider File | understand that the Nebraska Department of Health and Human Semces requires the following background information on me
Didentibeation History may be requested from law enforcement or criminal justice agencies, including but not limited to
OPractice Locations o State of Nebraska Adut! Child Abuse and Neglect Cantral Registry/er
» Law Enforcement Records

@3emces « The State of Nebraska Sex Offender's Registry

@Household Members ¢ The Nebraska Department of Motor Vehicles Nebraska Daver License Information System

e o License Information System

Qaner Information o GSA website hittp://apls gov for debarment actions by federal agencies and excluslon actions from Medicare, Medicaid or

@Suybstitute W4 Form other federal programs through the Office of Inspector General at

®ACH Authorization Based on the semices you are providing, you will be prowding seevices in your home. The Depatment requires background

©Application Fee information on all members of that household including full names, previous names, bithdates and Social Security numbers on

all persons Iving in that residence and any cnminal background information. This information is required in detemmining your
®Ageamants approval 3s a senice provider.
Pleasa compiete this information in the section below
Household Status

2. Select Add or Edit to make necessary changes to household members.
3. When all Household Members have been entered click Next.

You will not be required to upload any documents on the Household Members page.

7. Ownership/Controlling Interest and Conviction Disclosure:
1. Expand the “Owner Information” section by clicking on the small white plus.

Home Ownership/Controlling Interest and Conviction Disclosure | Save ] Previous | Next]

Provider Sd & Training Resources Click on the section header to expand or collapse the pansl.
Contact Us

—

= Provider File Completion of this form is required as mandsted by the Centers for Medicare and Medicsid Services, Department of Health and
&\ dentification Hurnan Services and applicable regulstions as found at 42 CFR 455.100 through 42. CFR 455.108. Disclosure must be made at the
— time of or ing with the D &t the time of survey, or within 35 days of & written request from the
@ Practice Locstions Department It is the provider's ibility to ensure all ion is accurate and to report any changes as required by lsw by
@ cervices anew ip and Disck form.

® Owner Information =
+ Definifions
@ Substitute W4 Form
@ ACH Authorization + Owner Informafion
.&reemems
+ Addifional Addresses
+ Quesfions

Uploaded Documents
[N uploaded documents found.

Choose File | Mo file chosen

Name
Description

Upload file

ownership/Controlling Interest Info (43127)

2. Select Add of Edit to make necessary changes.
Note: Most HCBS will list themselves as the owner at 100%.

Page 8 of 16




Type Percentage

|Persu-n _ 100

List the name, address, Federal Tax Identification Number (FTIN) (for corporations) or Social Security Number (SSN) and Date of
Birth (DOB) (for persons) with an ownership or control interest in the disclosing entity including any person who holds a position of
managing employee within the disclosing entity.

Provider

Owmer Type*
Name of Individual or

Organization®

Birth Date*

sS°

Percentage of Ownership®
me[ ]

Address*
Suite/DeptiFloor I:l

City*

State”

Zip*

Bazip[ ]

3. Select Save.
4. Complete the Additional Addresses section if necessary.

Ase any of the abowe mentioned persons relsted to one another as a spouse, parent, child, or sibling?
Yes No

Does any person, business, organization or corporations with an ownership or control interest have an ownership or controling
nterest of 5% or more in any other Mebraska Medicaid Provider?
es Mo

Dioes any parson have ownership or control interest in the disclozing entity(provider), or is an agent or employes of the
disclosing entity (provider) who ha: been convicted of & criminal off; related to that person’s invohvement in amy
program under Medicare, Medicaid, W s, CHIP or the Title XX services since the inception of these programs.

fes Mo

o uplpacsd documants Mo

Choose File | Mo file chosen

Name
Description

=D

Ownership/Controlling Interest Info (43127)

5. Complete the Questions section and click Next.
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Note: If only one owner is listed, the first question will be answered “No”.

You will not be required to upload any documents on the Ownership and Controlling Interest
page.

8. Substitute W4 Form or W9 Form:
1. Individuals will have a Substitute W4 Form.
> Fill out all Applicable fields. Marital Status and Allowances are required.
» Click Next.

Substitute W4 Form [ Save | Previous | Next |

Information from the ldentification page displayed below.
Corrections fo thiz information must be made in the Organizetion/individual Identification and Primary Contacf sections of the
ldenfification page.

Legal Business Mame _

Tax ID
DBA

“*Please visit hitp:/fwawa.irs.qov to obtain 3 copy of the W4 with instructions.

Marital Status | Married vl
Note: If mamied, but legally separated, or spouse is a nonresident alien, select “Single”.

If your last name differs from that shown on your social security card, check here. You must call
1-800-772-1213 for a replacement card.

Total number of allowances you are claiming

Additional amount, if any, you want withheld from each paycheck

I claim exemption from withholding for 2015, and | certify that | meet both of the following
conditions for exemption.

* Last year | had a right to a refund of all federal income tax withheld because | had no tax liability,
and

* This year | expect a refund of all federal income tax withheld because | expect to have no tax
liability.

If you meet both conditions, indicate “Exempt” here.

2. Organizations will complete a Substitute W9 Form.
» Confirm the appropriate Tax Classification and Profit Status.
» Click Next.
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Substitute W9 Form (sove T oo ncton ] provous ] e

Information from the Identification page displayed below.
Corrections to this information must be made in the Organizatic ivi i ion and Primary Contact sections of the
Identification page.

Legal Business Name Wendy Andorf-Blum

“*Please visit hito.//www.irs.gov to obtain a copy of the W2 with instructions.

Select the most appropriate category below:

Individual'Sole Proprietor or LLC
Corporation
S Corporation
Partnership
. Trust/Estate
Limited Liability Corporation
Limited Liability S Corporation
Limited Liability Partnership
State, County or City (Gowvernment Entity)

Select the most appropriate category below:

01 - 501(C)(3) Non-Profit

02 - For Profit, Closely Held
03 - For Profit, Publicly Traded
04 - Other

9@/ 95 - Unknown

You will not be required to upload any documents on the Substitute W4 or W9 page.

9. ACH Authorization:
1. Select your payment method.

:'F'f'“;of ACH Authorization
My Profile

Provider Ed & Training Resources
Contact Us
Log Out

Plegse mark you choice:
Direct Deposit
@\ dentificstion ReligCard

@ Practice Locations

= Provider File

@ senices

@ owner Information

@ substitute W Form [Mo upivaded documants found.

ACH Authorization
Choose File | Mo file chosen

e resments

Name
Description

ACH Authorization (43127)
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> If you select Direct Deposit:
» Only select the Check Box in the Direct Deposit section if you bank is
outside the United State.

ACH Authorization [ save ] Take action ] Previous | next

READ INSTRUCTIONS BEFORE COMPLETING

Electrenic Fund Transfer (EFT}) enrolliment is required for a provider to enroll with Nebrazka Medicaid.

Wedicaid providers must submit this form to receive payment via EFT (Electronic Fund Transfer). k iz alzo the responsibility of the
Wedicaid provider to ensure this information is updated, as necessary.

MWebraska Medicaid transmits the EFT via the NACHA standard CCD + format.

It iz the rezponsibility of the Provider to contact their financial institution to reguest the receipt of all data contained within the ACH
information field (including the RTN Reagsociation Trace Mumber) of the CCD + Addenda Recerd. This Trace Number uniguely
identifies the transaction set and aids in reasseciating payments and remittance advices.

Check here if the bank iz outside of the United States. Per 1902(a)(80) of the Social Security Act, the State shall not provide any
payment to any financial ingtitution or entity located outzside the United States.

Plesse enter your banking information below

Financial Institution Hame

Account Number Account Type

WD

By =selecting the confirmation box below, the submitting individual is attesting and acknowledging on behalf of the Nebraska Medicaid Provider
listed abowve that:

# He or she is authorized to complete and submit this Enroliment Form.
+ The information provided is accurate and true.

l |1 canfirm the information provided is true and accurate.

> Click ADD or EDIT to confirm or change your checking or saving information for
deposits. Complete all required fields and click Save.
»Select “I confirm the information provided is true and accurate” and click Next.
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Provider

Trading Partner 1D |

Financial Institution Name* |
Street” |

City" |

State* |

Zip Code/Postal Code |:|

Zip Code Extension |:|

Financial Institution Phone Numlbser® |

Financial Institution Extension |

Financial Institution Routing Numbser* |:|
Confirm Financial Institution Routing Numbser* |:|

Account Number®

Confirm Account Numibser®
Account Type® Checking ' Savings
AccountJupe Entity* | 1 - Individua |

Mame as it Appears on Accobnt®

[ Save | Cancel

> If you select ReliaCard:
» Click ADD or EDIT to confirm the ReliaCard Authorization information.

» Complete all required fields and click Save.

Provider

First Name* tana
Middle Initial |
Last Name* |D:e
Street* [1234 W Main Strest
City* |Lincaln

Stater | Mebrasha

Zip Cotg{Postal Code® |55522

[ Save ] Cancel |

» Check the “I confirm the Information provided is true and accurate” and
click Next.

You will not be required to upload any documents on the ACH Authorization page.
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r she is authorized to complete and submit this Enrollment Form.
he information provided is accurste and true.

# | confirn the infomnation prow = true and scoursts.
Uploaded Documents

Name Description
o Uploanen doCLMENts founa.

Choose File | Mo file chosen

Mame IJane Dioe
Description

ACH Authorization (43127)

10. Agreements:
1. Click on each “Click here to view the entire agreement”. A separate tab will show on
your web browser that contains each agreement.
2. If you agree with the contents of the agreement, place a checkmark in the “I agree’ or “I
attest” box.
Note: The check box is only accessible after clicking the web link.
3. Place a checkmark in the Provider Release of Information section.

Agreements

| Provider Pariici _:l

By signing the Provider Participstion Agreement, the applicant agrees to adhere to all the conditions listed and is sware that the applicant
may be denied entry to or terminated from the program if any conditions are violated.

Click here to view the entire * | agree to the terms and

By checking ‘| accept’ | certify that | have read the ip Discl on behalf of myself or the entity that |
represent and by this certification agree to bind nyself or said entity by these provisions.

# | sttest | can legally bind this Provider Entity, and thet all the informetion provided
Click_here to view the entire in the Ownership section of this application is true and accurate to the best of my
knowledge.

By checking ‘| accept’ | certify that | have read the US Citizenship Acknowledgement on behalf of myself or the ertity that | represent
and by this certification agree to bind myseff or said entity by these provisions.

¥ | attest that my response and the information provided regarding my status as
either & United States citizen or a qualified alien under the federal Immigration and

Click_here to view the entire ionality Act and any relsted application for public benefits are true, complete, and
accurate and | understand that this information may be used to verfy my lawful
presence in the United States.

¥ | agree that information provided can be used to obtain information to complete background checks which are required for
approval as a provider. Form MC-188 is used to obtain information to complete background checks which are required for approval
a5 & provider. This form is used to allow potentisl and renewing providers andior their employees to seff-disclose any curren
charges, pending indi or any ictions they have had. Individual providers must complete the form every 12 months before
their provider service agreement may be signed or renewed. For providers who provide the service in their home, each househaold
member must alzo complete the form st the same time. Assisted Living providers must have each employes complete this form
annualhy.

Page 14 of 16




4. Answer all of the questions on the Agreements page.

I5 the prowvider an ensty identfied on the Syestam for Award Managemsant (SAM) wabshe 3= debamad, suEpendad, praposed for
defrarment, excluded or disqualfied under the nonpracurament common nulg, of athenwlee daclarad Ineligibée from receiving Federal
Contracts, cerian subcantracts, and cersin Fedaral assiEtance and benafis?

@ Np O vas
If "¥EE' 2 commant Ie reguirad.

Is the provider, any faciity, employae or confracior providing eervicae under this Agreement identified on the (4G llst of Excludad
Individuale/Entliles websle as excluded from racalving payment by a Federal haalih care program?

Ny Cvae
i, YES" a comment ks raguired.

Has there ever peen disciplinary 2ction against Ml pravider licenss by a licensing board In any state?

® Np (CvaE

I ¥EE& a commant Ie reguirad.

Hag the provider evar bean sanctionad or ierminated by Madicare, Nebraska Madicald, or any etata health program &s dafined In 42
U.5.C. § 15320587

@ Np O vae
If, FES" 3 comment i raguirad.

In camplianca with Title & U.S.C. § 13243, has employmant eligiblity b2en varfied far 3l emplayess of this provider OF for
Indiviouzl providers, do you athaet ihat you ars In he Unitad Statad legally and sligiblz 10 wark per Pub. L. no. 104-193 (1937)7

O Np @ vas
If "N 2 commeant |8 requinsd.

GF eI
RZ*

Pleass anter tha characters in the Image above: [

Enter paazword: | |

The password nequested = your user login password.

5. Inthe Signature section, enter the characters in the image
Note: characters are not case sensitive.
6. Enter the password used to log into the portal and click Save.

Page 15 of 16




7. This message will be displayed when the application is successfully saved:

our application is complete and
has besn saved. Please take time
to review your application prior to
submnission. You will be able to
generate your completed application
in PDF formn prior to submitting your
application.

Once your review is complete, you

must click "Submit for Review' at

the top of the Agreements page
to submit your application.

8. Click OK.
11. Click “Generate a PDF” if you wish to save or print a PDF of the application.
12. You MUST hit “Submit for Review” to successfully complete the application process and submit
all changes.

[Actions : Submit for Review

e Generate PDF

Agreements [ Save ] Previous

By signing the Provider Participation Agreement, the applicant agrees to adhere to all the conditions listed and is aware that the
applicant may be denied entry to or terminated from the program if any conditions are viclated.

Click here to view the sntire agreement. + | agres to the terms and conditions in the Participation Agreement.

13. When finished the following screen will be displayed:

Submission Confirmation
Home
My Profile . . . o
Provider Ed & Training Resources You have successfully submitted your registration to Nebraska Medicaid.

LContact Us FPlease allow at least 10 days for processing before attempting to submit any changes.
Log Out

Refurn o Home Page
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