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[bookmark: _rq44yqbiru3f]Introduction
This document serves as a guide to the group provider enrollment process for enrolling to provide 1915(i) services, specifically Housing Support Services, through the North Dakota Department of Human Services (ND DHS). This guide was created by Ei-Consultants and CSH, who are providing technical support to 1915(i) providers and prospective 1915(i) providers. This guide is not a substitute for official guidance from DHS. Please reference the ND DHS 1915(i) Provider Enrollment Process Overview webpage for more information. The 1915(i) provider enrollment process is subject to change. Please check the ND DHS 1915(i) website for the most up-to-date information. Ei-Consultants and CSH will work to keep this guide as current as possible.

After completing the group provider enrollment process (i.e., the process to enroll your agency as a 1915(i) provider), you will need to enroll each staff member at your agency who will be providing 1915(i) services via the individual provider enrollment process. Ei-Consultants and CSH will be creating a separate guide for individual provider enrollment. The ND DHS 1915(i) Provider Enrollment Process Overview webpage includes information and guidance regarding the individual provider enrollment process.

[bookmark: _m29w4du6snab]How to Use this Guide
This guide provides a walkthrough of the requirements for provider enrollment for agencies enrolling to become Housing Supports providers. This process is referred to as the group application/group provider enrollment. This process requires two steps, which do not need to be submitted in a particular order. One step is to complete the provider enrollment application within the North Dakota MMIS Web Portal. The other step is to complete PDF forms (listed on the Provider Enrollment Checklist) and email or fax them to DHS’s 1915(i) Provider Enrollment. This guide uses a fictional nonprofit organization as an example for how to complete the forms.

After enrolling your agency, you will need to enroll the individual providers providing 1915(i) services. This guide does not cover the provider enrollment process for individual providers providing 1915(i) services.

An overview of the 1915(i) provider enrollment process from DHS is available here.

[bookmark: _pm25jk44llr2]Before Getting Started
Before getting started, you will need to obtain a National Provider Identifier Number (NPI). Both agencies and individual providers can obtain an NPI via the National Plan & Provider Enumeration System (NPPES) website. For Housing Supports, the taxonomy code you should use when signing up for an NPI number for your agency is 251S00000X - Community/Behavioral Health. For Care Coordination, the taxonomy code you should use for your agency is 251B00000X - Case Management. You can select multiple taxonomy codes when obtaining an NPI if needed. For a full list of possible 1915(i) taxonomy codes for agencies, please refer to the ND Medicaid - Group Provider Type, Specialty and Taxonomy Valid Values document from DHS.

Although this guide does not cover individual provider enrollment, please note that each staff member who will be providing 1915(i) services will need to obtain their own NPI number. The taxonomy codes for individuals are different from the taxonomy codes for groups. For Housing Supports and Care Coordination, the taxonomy code individuals should use when signing up for an NPI number for individuals is 171M00000X - Case Manager/Care Coordinator. You can select multiple taxonomy codes when obtaining an NPI if needed. For a full list of possible 1915(i) taxonomy codes for individuals, please refer to the ND Medicaid - Individual Provider Type, Specialty and Taxonomy Valid Values document from DHS.



[bookmark: _nvaos6dsyzg]Group Enrollment Step A: North Dakota MMIS Web Portal
Your agency will need to go through the group provider enrollment process on the North Dakota MMIS Web Portal. This section walks you through the process with screenshots of the MMIS Web Portal. You do not need to complete this process prior to completing the PDF forms; however, you must at least initiate this process before submitting the PDF forms because the PDF forms ask for the application tracking number that is generated when you begin the process of group provider enrollment in the MMIS Web Portal.

The process is completely electronic, so all answers must be exactly correct. In particular, agency name must EXACTLY match the agency name on Federal Tax Forms. There is no room for typographical errors or mistakes in this process, as the system will send you back to the beginning of the process and you will need to repeat sections over. 

DHS has provided a guide for going through the provider enrollment process in the MMIS Portal, which is available here. Screenshots from the DHS guide are included in this guide for your convenience. The MMIS Portal also includes guidance and information in the beige column on the left.

[bookmark: _d9xelhagso14]Initiating the Application
Access the MMIS Web Portal Provider Enrollment page and select “Group Provider Enrollment.”
[image: ]

Read the instructions and click “Continue.”
[image: ]

Read the Provider Acknowledgement and select “Accept.”
[image: ]

[bookmark: _fsbmr13ud5c0]1. Identifying Information
Complete the Identifying Information as appropriate for your agency, following the guidance from the DHS application guide.
[image: ]

DHS guidance:
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[bookmark: _u06wuhoolm4o]2. Licensure / Certification
On the Licensure / Certification page, select “1915i State Plan Amendment Services” as the Provider Type. For the Licensure and Certification List, enter “DUM00000” for the License Number because no license or certification is required for 1915(i) services. You will need to add all 1915(i) services you plan to provide in the Speciality List. You will also need to enter the proper Taxonomy Codes for those services. A list of the specialties and taxonomy codes are available here.

Also note that you should now see an Application Tracking Number at the top of the left column (blacked out in the screenshot below). This number will be needed when completing the PDF forms.
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DHS Guidance:
[image: ]

[bookmark: _o92ftfftpq8x]3. Provider Identifier Numbers
On this screen, you will need to enter your agency’s NPI number. Answer the rest of the questions and sections as appropriate for your agency.
[image: ]

DHS Guidance:
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[bookmark: _9en663sw8qy8]4. Service Location Information
In this section, you will enter your agency’s location information, as well as contact people. You will also be asked about the population you serve, your service area, and billing information including Electronic Funds Transfer (EFT) and Electronic Remittance Advice (ERA) information.
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You will also be asked to fill out an EFT form as part of this section. This enables you to be paid when billing for services. The information requested on this page is similar to the information requested in the PDF form SFN 661: Electronic Funds Transfer.
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DHS Guidance:
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[bookmark: _3rcxju3pahu2]5. Affiliations
In this section, you will enter individuals who are enrolled Medicaid providers who will be providing services. It is likely that your staff will not yet be enrolled to provide 1915(i) services, in which case, you will skip this section.
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DHS Guidance:
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[bookmark: _6qoluuyjm3ec]6. Electronic Transaction Submission
In this section, you are asked how your agency would like to submit transactions electronically. Select the option your agency will use.
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DHS Guidance:
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[bookmark: _rfp2b1y0xsdl]7. Ownership
This section asks about the ownership and managing employees for your agency. Answer as appropriate for your agency. This section of the MMIS Web Portal provider enrollment process resembles SFN 1168: Ownership/Controlling Interest and Conviction Information. The PDF for SFN 1168 includes additional information that may help your agency determine who needs to be listed in this section.

[image: ]

DHS Guidance:
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[bookmark: _dcccwusn4bfo]8. Authorized Representatives
In this section, enter all Authorized Representatives. For example, for a nonprofit, you may only need to list your Executive Director, depending on your agency’s structure.
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DHS Guidance:
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[bookmark: _wzh3zgz566nm]9. Exclusions / Sanctions
In this section, you are asked whether your agency has any exclusions or sanctions. Answer as appropriate for your agency.
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DHS Guidance:
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[bookmark: _kswoa0shguf9]10. Qualified Service Providers
Skip this section.
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DHS Guidance:
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[bookmark: _1iaglluca9pf]Submitting the Application
Enter all of the information on the first screen. Then, click “Save,” and then “Validate Application.” If there are any errors in your application, the MMIS Portal will show you where the errors are and allow you to correct them.
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DHS Guidance:
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Finally, read through the next page, check the boxes in the Electronic Signature section, and enter the Requested Claim Submission Effective Date (which should match the date listed on your PDF forms). Then, click “Save,” and when you’re ready, click “Confirm Submit.”
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DHS Guidance:
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[bookmark: _gz8q8hwry97o]Pulling Up an Incomplete Application & Checking Application Status
You do not have to complete the entire application in one session. As long as you have been assigned an Application Tracking Number, you can resume your application at any time by entering your Application Tracking Number and SSN on the Provider Enrollment homepage of the North Dakota MMIS Web Portal.

[image: ]

You can also check the application status of a submitted application by entering the Application Tracking Number in the Application Status box on the same page.

[image: ]

[bookmark: _l69niswdid3j]Group Enrollment Step B: PDF Forms
Begin by downloading the Provider Enrollment Checklist from the 1915(i) Process Overview page of the ND DHS Behavioral Health Division website. Scroll to the page entitled “Group Application Checklist” (page 7 of the PDF at the time of writing). We recommend starting by completing this page.

On the next page of the Provider Enrollment Checklist, there is a list of documents that need to be completed and emailed or faxed to DHS. Links are included on page 8 of the Provider Enrollment Checklist PDF for the documents you will need to fill out. For Housing Supports enrollment, you will need to submit the following:
1. Coversheet for Fax/Email
2. Group Application Checklist (the document with the list itself)
3. IF YOU ARE ENROLLING MORE THAN ONE LOCATION: List of Service Locations
4. W-9
5. IF YOUR AGENCY IS NOT TAX EXEMPT: CP 575/147C
6. IF YOUR AGENCY IS TAX EXEMPT: IRS Tax Exempt Letter
7. Group Attestation (located within the Group Application Checklist PDF)
8. Group License/Certification (for Housing Supports, this is proof of membership in the ND Continuum of Care)
9. NPI Printout from the NPPES Website
10. SFN 661: Electronic Funds Transfer
a. Bank Letter/Voided Check
11. IF YOUR AGENCY IS OUT-OF-STATE: SFN 509: Out of State/Out of Network Enrollment Clarification
12. SFN 1168: Ownership/Controlling Interest and Conviction Information
13. SFN 615: Medicaid Program Provider Agreement

The remainder of this section will walk you through completing the provider enrollment process, including screenshots of the forms filled out for a fictional nonprofit. We recommend completing the coversheet last as it asks for the total number of pages in your application.

After completing these forms, you must submit them to ND Medicaid Provider Enrollment via secure email or fax to:
· Email: NDMedicaidEnrollment@Noridian.com (please do not send EFT information, dates of birth, or Social Security Numbers by unsecured email)
· For those providers that wish to send the required documentation via email, you must request access to a secure link by sending an email to NDMedicaidEnrollment@noridian.com. An email will be sent back to you with a link to a secure site to send your documents to the enrollment application.
· Fax: (701) 433-5956 ATTN: NDM Provider Enrollment

[bookmark: _gd4thmh6tb29]REQUIRED: 1. Coversheet for Fax/Email
You must include a coversheet for your provider enrollment application. DHS provides a coversheet that you may use, or you may use your own as long as it contains all of the same information as the DHS template. This template can be accessed via the link on page 8 of the North Dakota Medicaid 1915i Application/Reactivation Checklists PDF file.

Note that the application tracking number will not be generated until you start your application on the North Dakota MMIS Web Portal. We recommend completing this document last because it asks for the total number of pages in your application.
[image: ]
[bookmark: _er9qdb9q6dy5]REQUIRED: 2. Group Application Checklist
We recommend starting with this document. In the January 2022 version of the North Dakota Medicaid 1915i Application/Reactivation Checklists PDF file, the pages your agency will need to fill out for the group application are pages 7-8 (example shown on the following page). Note that the application tracking number will not be generated until you start your application on the North Dakota MMIS Web Portal.
[image: ]
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[bookmark: _qbw8rpxxmhcc]POSSIBLE: 3. List of Service Locations
If your agency is enrolling more than one service location, you must include a list with the addresses of all service locations being enrolled. These locations must have the same Provider Type, NPI, EIN, and billing address. The Group Application Checklist includes the following note: “Please note: Service addresses located within North Dakota and bordering cities (within 50 miles of the ND border) cannot be enrolled in the same record as out of state service locations.”

[bookmark: _s9weykhelt37]REQUIRED: 4. W-9
Complete a W-9.

[bookmark: _1gftohd48c32]POSSIBLE: 5. CP 575/147C 
This item applies to agencies that are not tax exempt. CP 575 is an IRS-issued form that confirms that your agency has been granted an Employer Identification Number (EIN). A 147C is an IRS-issued EIN verification letter. You will need to include a copy of one of these forms in your application if your agency is not tax exempt.

[bookmark: _h2c5qp6n7cfe]POSSIBLE: 6. IRS Tax Exempt Letter
If your agency is tax exempt, you must include your IRS-issued Tax Exempt Letter. You cannot use a State-issued tax exempt letter.

[bookmark: _ig5lp0vdtewj]REQUIRED: 7. Group Attestation
The Group Attestation is located within the Group Application Checklist. Clicking “Group Attestation” in the Group Application Checklist will take you to the corresponding page with the Group Attestation form. An example of how to complete this form is included on the following page.

[image: ]

[bookmark: _d386uv76hiw4]REQUIRED: 8. Group License/Certification
Agencies enrolling to provide Housing Supports must be a member in the North Dakota Continuum of Care (NDCOC). The membership list as of March 2021 is available here. Please confirm that your agency is a member of the NDCOC and include a copy of the latest version of the membership list in your provider enrollment application.

If your agency is also applying to provide Prevocational Training, Respite, Supported Education, or Supported Employment, you must submit documentation of the following (from page 9 of the North Dakota Medicaid 1915i Application/Reactivation Checklists PDF file):
[image: ]

[bookmark: _ga4awf4nuunc]REQUIRED: 9. NPI Printout from the NPPES Website
You must include documentation of your agency’s NPI. This can be obtained from the National Plan & Provider Enumeration System (NPPES) website. An example of what this document looks like is shown below.
[image: ]

[bookmark: _hkdkmjodmbbg]REQUIRED: 10. SFN 661: Electronic Funds Transfer
SFN 661 sets your agency up for Electronic Funds Transfer from DHS. This form is essential to ensure your agency can bill for services. An example of how to complete this form is included on the following page.

Along with SFN 661, you must include either a bank letter or voided check.
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[bookmark: _91bbsbvjhyt0]POSSIBLE: 11. SFN 509: Out of State/Out of Network Enrollment Clarification
If your agency is located out-of-state, you will need to complete SFN 509. This is the Out of State/Out of Network Enrollment Clarification. An example of a completed version of this form is on the following page. This form states: “Out of state or network facilities must have at least one Medicaid or Medicaid Expansion-eligible recipient they will be billing North Dakota Medicaid for services to be or already rendered.”

Along with this form, you will need to submit “medical documentation to support care delivered to the North Dakota recipient, not to exceed 30 pages.”

[image: ]

[bookmark: _rvup403xqx75]REQUIRED: 12. SFN 1168: Ownership/Controlling Interest and Conviction Information
SFN 1168 asks for Ownership/Controlling Interest and Conviction Information. This information is mandatory to comply with program guidelines set by the Centers for Medicare and Medicaid Services, Department of Health and Human Services. You will need to include the names, dates of birth, addresses, and SSNs of managing employees, board of directors members, trustee members, personnel authorized to sign on behalf of the organization, individuals who have signed any legal documents for this organization, and owners. If an owner is an organization, you will need to list that organization’s TIN. If your organization is a nonprofit, you will list the nonprofit as the owner.

You may need to attach additional pages to this form if all of the individuals/organizations do not fit in the space allotted on the form itself. Be sure to check the check boxes indicating whether you are attaching additional pages.

Additional instructions for how to complete this form are included on pages 4 and 5 of the form itself, as well as in this document from DHS.

An example of how to complete this form for a nonprofit is included on the following pages.

[image: ]
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**This additional page is an example of how you could format additional pages from scratch if your agency needs to include additional information with SFN 1168. You do not need to follow this exact formatting.

[bookmark: _12rtngn1p4sd]REQUIRED: 13. SFN 615: Medicaid Program Provider Agreement
This form is required. By signing this form, providers agree to follow the Medicaid Program rules detailed in the document.
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Screen 1 - Identifying Information
Notes:
e Group Organization Name = DBA (Doing Business As).
e Legal Name = Name as Reported to the IRS.
e EIN=Tax ID #/FEIN.
e Begin Date is the EIN was first issued, End Date is 12/31/9999.
e Tax Exempt - If Yes is selected, you will need to submit your Tax Exempt Letter from the IRS
(federal, not state) along with your application documents.
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Screen 2 - Licensure/Certification
Alist of Provider Types along with their corresponding Specialties, and Taxonomies can be found
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P Medicare may have issued a Medicare provider number for each facility where you provide services. Numbers assigned to you on behalf of an affiliated group should be listed in the Medicare section titled
“Medicare Numbers" below.

Eniesthe c’:ﬁﬂ"“;;m‘:“ fig "‘S‘" Note: For help in determining if your Medicare number is your individual number or is affiliated with a group, please contact your Medicare intermediary.

[ Medicare Numbers

Date

MM/DD/YYYY, or click the Calendar icon to
choose a date. End Date should be greater
than Begin or Effective Date. Add Medicare

Click the Save button at the bottom of the
page to validate the page content and save
the information.

Click the Continue button to move onto the
next step. If you choose to Exit Application,
please save and note the Tracking Number or

Medicare Program 5 Date 3

print this page so you can make updates to - Medicare History
this application at another time.
syt o Jovws, W EaaE For historical purposes, please list any Medicare Provider=(s) and Carrier/Intermediary =(s)

Provider Enrollment at (800) 755-2604.

Add History|

Medicare # 3 Carrier/Intermediary Name & Medicare Program 5 [ End Date &

[Continue>>|Reset| Save |Exit Application
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Screen 3 - Provider Identifier Numbers
e Group/Organizational NPl is required for all provider types except Transportation, Lodging,
Meals, and DD (Developmental Disabilities providers).
e DEAis not required.

8 Created 8/24/2017
Revised 4/28/2021

e Ifstill enrolled with Medicare, end date is 12/31/9999.




image44.png
i
{
eSS

(s ., North Dakota MMIS Web Portal

Jun7, 2021
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Service

* Required Field

Print | Help - O

Application Links
« Application Tracking Number -
I

» Instructions
' Identifying Information
' Licensure / Certification

' Provider Identifier Numbers
) Service Location / Billing Information
« Group Affiliation
« Electronic Transaction Submission
« Ownership
o Authorized Reps
« Exclusions / Sanctions
« Qualified Service Providers

Help

Service Location

Enter the physical address of your primary
service location. You may enter additional
service locations upon completing the
remainder of the information and prior to
submitting the application. The Service
Location Address may not be a post office
box.

i
This will provide suggestions based on an
official US postal address, you also have the
option to override these suggestions.

Phone, FAX and Contact
To add Phone, FAX and/or Contact

information, click the appropriate ‘Add" button.

Enter the required information and Save the
form. Click anywhere on an existing row to
update or delete the row.

Service

Select the appropriate Gender and Age
Range(s) served. If a Language other than
English is spoken, select the language from
the list, then click the -> to select. If English
is not spoken, click the <- to remove it. If the
language is not available, please enter it as
Other Language. This information will be used
for the Public Provider Finder. Answer all
required questions by selecting yes or no,
additional information may be required if
answered Yes.

Hours of Operation

To add Hours of Operation, click the 'Add
Hours of Operation’ button. Enter the required
information and Save the form. Click
anywhere on an existing row to update or
delete the row.

Interpretive Services Available

To add Interpretive Services Available, click
the Add Interpretive Service' button. Enter
the required information and Save the form.
Click anywhere on an existing row to update
or delete the row.

Seecial Needs

To add the Special Needs that your location is
equipped to serve, click the appropriate check
boxes.

To enter CLIA information, click on the plus
sign. Click the 'Add CLIA' button. Enter the
required information and Save the form. Click
anywhere on an existing row to update or
delete the row.

Date

MM/DD/YYYY, MM-DD-YYYY or MMDDYYYY or
ciick the Calendar icon to choose a date. End
or Expiration Date should be greater than
Begin or Effective Date.

M

Enter the address that you prefer to receive
correspondence. If the Mailing Address is
Begin of Eitéctive Date.”

Mailing Address

Enter the address that you prefer to receve
correspondence. If the Mailing Address is
identical to the Service Location Address
entered above, answer Yes. Otherwise,
answer No to enter a different address.

ic F nsfer
1f you plan to use EFT and have the banking
information available, answer Yes and enter
the required information now. If you do not
have the information available now, answer
No to continue the enrollment application. You
may update the information at a later time.

Billing Address

Enter the address that you prefer to receive
payments. If the Billing Address is identical to
the Service Location Address entered above
answer Yes, if the Billing Address is identical
to the Mailing Address, answer Yes.
Otherwise, answer No to enter a different
address.

Service Location Information- Section 4 -

=Physical Address (P.0. Box not accepted) | Location Numbers |
Building, Suite #, etc Phone Type + Contact Number <

ity =State N Zipa

| [NorthDakota | HEEEE" |NEEEN |

Validate Address
[Add Service location Contact person

Service Location Contact Person(s)

Last Name T First Name T MI T Phone + Ext. 3 Fax# T Cell Phone 3

L] | | I

L | N

1-30f3

 Service- Section 4

=Gender Served: *Age Range Served: *Languages Supported:

O Male O Female® Both O an Available: Selected
Do-sve ~ | & [English ~
oS oy Albanian =
[ 13-17 Years <]

18-21 Years Arabi
2259 Years g 604 vears Bangla
Bosnian - -
Other Language:

| Service Area )

() ~Please define your service area by Counties served, or by distance from your location.
@® counties Served O Distance From Location

*County(s) where service will be provided
Available

Complete this section with responses
Selected
= that correspond to your agency.

001-Adams
002-Barnes
003-Benson
004-Billings

(@) *1s this location wheelchair accessible?
® vesO No

() =1 this location TDD/TTY Equipped?
@ vesONo

*TDD/TTY Phone

(?) =Does this location provide after-hours services?

O Yes® No
(@) =Are you a pharmacy or do you provide pharmacy services?
D Yes® No
(ﬂ *Are you a 340b Provider?

O Yes® No
@ *Do you wish to be excluded from public provider searches?
) Yes® No

| Hours of Operation | Interpretive Services Available

[Add Hours of Operation [Add Interpretive Services Available |

Interpretive Services Av e

Day of Week 5

Special Needs.

(") Mental Health Disabilities
[ substance Abuse Disabilities ([ HIv/AIDS Disabilities

(] Development Disabilities [ physical Handicapped Disabilities
() Behaviorally Disruptive Disabilities [_] Sexually Aggressive Disabilities

[ other Disabilities [ Blind/Visually Impaired Disabilities

() Deaf/Hearing Impaired Disabilities
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Phone Type + Contact Number 3

Mailing Location Contact Person(s)

|Add Mailing location contact person

Email

Last Name & First Name & Phone &

Fax #

[ Electronic Funds Transfer (EFT) Payments

(2) Do you wish to participate in Electronic Funds Transfer Payments?
®vesO No

Note: You can enroll later by using the EFT Enrollment link of the provider portal home page after you have your login credentials.

g Address

Note:The Billing Address is the location to which mailed payments will be sent.
*Is this billing address the same as the service location?

®vesONo

Add Billing Location Phone Numbers

Phone Type = Contact Number

Billing Location Contact Person(s) Add Billing Location Contact Person

Last Name +

irst Name Phone Type &

Fax# & Position &

1| © Remittance Advice

*Requested Delivery Media for Remittance Advices(RAs)
O Electronic (835) O Web Portal Inbox @ Paper

Note: The provider can only choose one RA option. Your paper RA will be sent to the billing address listed. You can enroll later by using the ERA Enrollment link of the provider portal home page after you
have your login credentials.

| Other Details

« Print Suspense: Choose one of the following options if you would like to include your suspended claims on your Remittance Advice

« RA Sort Indicator: How would you like your Remittance Advice sorted? If none is chosen, the RA will default to the Members last name

« Bulletin Media : How would you like to receive your bulletins?

Print Suspense RA Sort Ind Bulletin Media
v

I} [Continue>>|Reset| Save Exit Application
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* Required Field

For Instructions specific to EFT Enroliment click here

PROVIDER INFORMATION
*Provider Name

Provider Address
=Street

PROVIDER IDENTIFIERS INFORMATION
=Provider Federal Tax Identification Number(

Other Identifier(s;

gning Authority

PROVIDER CONTACT INFORMATION
Provider

Email Addres

FINANCIAL INSTITUTION INFORMATION
*Financial Institution N

Financial Institution Address
=Street

*Financial Institution Telephone Number

* int Number Linkage to Provider Ident

National Provider Identifier (NPI) v _

SUBMISSION INFORMATION

New Enrollment v

clude with
| Voided Check v

ment Submi

AUTHORIZED SIGNATURE
=Printed Name of Person Submitting Enroliment

or Employer Identification Number(

Doing Busine:

*ZIP Code/Postal Code

=City *State/Province

| ND

nal Provider Identifier(

Telephone Number

Fax Number

Telephone Number Extension

=City

=Financial Institution Routing Number

Number with Financial Institution

Requested EFT Start/Change/Cancel Date

— ]

Jun 7, 2021

Skip Navigation | Contact Us | Help | Search

[savel ResetfCancel
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Screen 4 - Service Location Billing
o Service Location Information
o Primary service location address.
= Enter Address, Click “Validate Address”
= Choose either the address the system suggests or choose “override verification
warning” to use the exact address you entered. Click “Submit”.
© Required: “Location Numbers” — Enter the phone number for the primary service
location.
o Required: Enter Service Location Contact Person = Include
and Emai

t and Last Name, Phone,

o senvice Ares
o TOD/TTYis used by deaf and mute
o Public Provider searches display
3400 Providers are usually imited to pharmacies.
*  CLA-Enter if applicable.

iduals to communicate by phone.

Include the Mailing and Billing Location Numbers.
Mailing and Billing Contact Persons are not required. Enter f applicable.
. BT
© If Yes: Enter EFT. Will need to submit the SFN 661 (EFT form) and a bank letter with your

application documents.
© If No: Wil receive paper check (please ensure your billing address i
o “Other Details” section is not required

correctly entered).
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Group Affiliation

Print | Help - O

= Required Field
Application Links
N Tracking Number - Affiliation- Section 5
Instructions
* Instructions
¥, Sdentibying nformation List all active ND Medicaid Individual providers, and related information, who perform services on behalf of the Group at the location identified in Section 4. This information will be cross referenced to

V' Licensure / Certification

' Provider Identifier Numbers

V' Service Location / Billing Information
n

o Electronic Transaction Submission

« Ownership

* Authorized Reps

« Exclusions / Sanctions

« Qualified Service Providers

Help

Group Affiliation

To add Group Affiliation information, click the
"Add Group' button. Enter the required
information and Save the form. Click
anywhere on an existing row to update or
delete the row.

Date

MM/DD/YYYY, or click the Calendar icon to
choose a date. End or Expiration Date should
be greater than Begin or Effective Date.

Click the Save button at the bottom of the
page to validate the page content and save
the information.

Click the Continue button to move onto the
next step. If you choose to Exit Application,
please save and note the Tracking Number or
print this page so you can make updates to
this application at another time.

1f you have any questions, please contact
Provider Enrollment at (800) 755-2604

Affiliations identified by Individual Providers to ensure consistency.
Information Regarding Affiliations and Claims Processing:

In order for Group providers to receive payment for services performed by individual practitioners on behalf ot the Group, performing providers must be enrolled in the ND Medicaid program as Individual
Providers and affiliated with the Group Providers in the ND Medicaid Management Information System (MMIS).

Group applicants are responsible for identifying in this Section 5 all Individual Providers who perform services on behalf of the group practice at the location identified in Section 4.

The performing practitioners must enroll separately as ND Medicaid Individual Providers, likewise identifying the Group Providers with which they are affiliated. Individual Providers and Group Providers
will be affiiated in the system for claims processing purposes.

When the Group Provider submits a valid claim for services performed by an affiliated Individual Provider, payment will be made to the Group.
1f the Group Provider has not identified an affiliated Individual Provider, claims submitted by the Group Provider for services performed by the individual practitioner will be denied.

North Dakota Provider # 3 Name of Individual Practitioner & Effective Date of Affiliation &

Continue>>\Reset| Save [Exit Appli
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Screen 5 -Affiliation
e Individuals entered in this section must be enrolled prior to the submission of this application.

9 Created 8/24/2017
Revised 4/28/2021

e Enter the ND Medicaid Provider ID # (7 digits). If you do not know their Provider #, you may
enter their NPI.
e The Effective Date of the affiliation is the individual’s earliest date of service for your facility.

o
o

Cannot be before the individual’s effective date of enroliment with ND Medicaid.
Cannot be before the Claim Submission Effective Date being requested on the group
application.

Cannot be more than 1 year from the date the group application is approved.
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Electronic Transaction Submission

Print | Help - O

* Required Field

Application Links
Application Tracking Number -
I

Instructions

Identifying Information

Licensure / Certification

Provider Identifier Numbers

Service Location / Billing Information

Group Affiliation

Electronic Transaction Submission
Ownership

Authorized Reps

Exclusions / Sanctions

Qualified Service Providers

DERE 2 3 50 S S G

Help

Select one of the submission methods.
Additional information will be required if the
selection is Vendor Software or Billing
Agent/Clearinghouse.

Click the Save buttan at the bottom of the
page to validate the page content and save the
information.

Click the Continue button to move onto the
next step. If you choose to Exit Application,
please save and note the Tracking Number or
print this page so you can make updates to this
application at another time.

If you have any questions, please contact
Provider Enroliment at (800) 755-2604.

{ Electronic Transaction Submission- Section 6

Providers, who choose to submit claims electronically, must be aware that payment of laims will be from federal and state funds and that any falsification or concealment of material fact may be prosecuted
under Federal and State laws. Further, providers must understand and agree to do the following:
Safeguard against abuse in the use of electronic claims submission.
Correctly enter the claims data, monitor the data, and certify that the data entered is correct.
Assure that the transmission of claims data is restricted to authorized personnel to prevent erroneous payments which might result from carelessness or fraud.
Have on file the applicable documentation to substantiate any claims submitted.
Allow the agency or any of its designees and representatives to review and copy all records, including source documents and data related to information entered through electronic claims submission.
Abide by all Federal and State statutes, rules, regulations, and manuals governing North Dakota programs.
Sign and adhere to all conditions of the Provider Agreement and be officilly enrolled in the program to participate in electronic claims submission.

Indicate which of the following will be used to submit transactions electronically:

orth Dakota MMIS Web Portal
Ovendor Software
Osilling Agent/Clearinghouse

[Continue>> Reset Save Exit Application|
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Screen 6 - Electronic Transaction Submission
e If you use vendor software or have a 3™ party billing agent or clearinghouse, please consult
them with any questions regarding this section.
e If you will be submitting your claims directly to the Department through our online Web Portal,
please select “North Dakota MMIS Web Portal”.
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Screen 7 - Ownership
e Answer questions 1-5.
e Add Owners in Question 1, if applicable.
e Add Managing/Directing Employees, if applicable.
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Skip Navigation | Contact Us | Help | Search

Print | Help - O

Lon Tracking Number -

Instructions.

Identifying Information

Licensure / Certification

Provider Identifier Numbers

Service Location / Billing Information
Group Affiliation

Electronic Transaction Submission

FAUNEISKAN.

Ownership

Authorized Reps

* Exclusions / Sanctions

« Qualified Service Providers

Last Name

Suffix $

Date 3

[Add Authorized Representatives|

End Date

Add Authorized Representatives

*Last Name

End Date

*First Name

Help

To enter Authorized Representatives

information, click the ‘Add Authorized
Representative’ button. Enter the required
information and Save the form. Click anywhere
on an existing row to update or delete the row.

Date:

Enter as MM/DD/YYYY or click the Calendar
icon to choose a date. End Date should be
greater than Begin Date.

Click the Save button at the bottom of the
page to validate the page content and save the
information. Click the Continue button to
move onto to the next step. If you choose to
Exit Application, please save and note the
Tracking Number or print this page so you can
make updates to this application at another
time.

have uestions, qlusa contact

Position

Middle Initial

Title

Save | Reset | Cancel

Suffix

Pharmacist In Charge

Last Name

First Name

Middle Initial

Title

[Continue>>|Save Reset |Exit Application
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Screen 8 - Authorized Reps
e Add all Authorized Representatives. Please include a begin date. End date is 12/31/9999.
e Pharmacist In Charge: Only for Pharmacy Applications.
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' North Dakota MMIS Web Portal
[ Home | e ] et i)

Exclusions / Sanctions

Skip Navigation | Contact Us | Help | Search

Print | Help - O

= Required Field
plication Links | Exclusion / Sanction- Section 7
« Application Tracking Number - ou/ "
() =1.Are any of the named owners related to owners of the subcontractor as spouse, parent, child, sibling or household member?
« Instructions
V' Identifying Information Oves®@no
¥ Licensure / Certification
¥ Provider Identifier Numbers .
2.1s the chain affiliated?
¥ Service Location / Billing Information @ o @wvun "
¥ Group Affiliation e
' Electronic Transaction Submission (?) *3.Is the group operated by a management company or leased in whole or part by another organization?
v Ownership Oyes® No
¥ Authorized Reps
) Exclusions / Sanctions
© Qualified Service Providers *4.Are there any individuals or organizations having a direct or indirect ownership or controlling interest of 5% or more in the group that have been convicted of a criminal offense related to
involvement of such individuals, or organization in any of the programs established by Medicare, Medicaid, and State Health Insurance Programs?
O Yes@ No
Answer all of the questions. Additional
information will be required if your response is *5.Are there any directors, officers, agents, or managing employees of the group that have ever been convicted of a criminal offense related to their involvement in such programs established by
Yes. Medicare, Medicaid, and State Health Insurance Program?
Name and Federal Program Oves@®no
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To add Name and Federal Program
information, click the appropriate "Add" button.
Enter the required information, and Save the
form. Click anywhere on an existing row to
update or delete the row.

Date
MM/DD/YYYY or click the Calendar icon to
choose a date.

Click the Save button at the bottom of the
page to validate the page content and save
the information.

Click the Continue button to move onto the
next step. If you choose to Exit Application,
please save and note the Tracking Number or
print this page so you can make updates to
this application at another time.

If you have any questions, please contact
Provider Enroliment at (800) 755-2604

@ *6.Has any family or household member or any person who has ownership or controlling interest in the group, ever been convicted, assessed, or excluded from State or Federal programs due to
fraud, obstruction of an investigation or a controlled substance violation?

OYes® no

*7.Does the applicant under any name or business identity, have any outstanding overpayments with any state or federal program?
OYes®no

(2) *8.Has the applicant ever been convicted of a felony under Federal or State Law?
Oves®@no

1f you have ever had any of the following adverse legal actions imposed or are pending by any federal or state agency or program, check the appropriate box and indicate the date when the adverse legal
action was imposed.

Important: Attach copy of adverse legal action notification(s).

@)

. Administrative Sanction(s)?
Yes@® No

(2) *10. Professional Board Disciplinary Action(s)?
OYes® no

(2) *11. Program Exclusions?
Oves®@no

(2) *12. Suspension of Payments?
OvYes@no

(2) *13. Civil Monetary Penalty(s)?
Oves®@no

(2) ~14. Assessment(s)?
O ves® no

(2) *15. Program Debarment(s)?
Oves@no

*16. Criminal Fine(s)?
OvYes®@no

*17. Restitution Order(s)?
O Yes® no

*18. Pending Civil Judgment(s)?
OYes® no

*19. Pending Criminal Judgment(s)?

OYes®no

() *20. Judgment(s) Pending under the False Claims Act?
OYes® no

ntinu eset| Save Exit Application
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Screen 9 - Exclusion/Sanction
e Answer Yes or No to each question.
e If Yes, submit the adverse legal action documentation to the Department with your application
documents.
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Skip Navigation | Contact Us | Help | Search

tion Tracking Number - . . .
Instructions Skip this section.

Identifying Information Non-Medical Provider (meals, lodging, transportation)
Licensure / Certification

Provider Identifier Numbers e et mnt e Tarorna ni el
Service Location / Billing Information You must list at least one recipient to enroll as a provider.
Group Affiliation

[Add Medicaid Eligible Recipients

Electronic Transaction Submission
Ownership
Authorized Reps

Last Name >

PSS e S S S

Exclusions / Sanctions
¥ Qualified Service Providers

All Transportation Providers: You are required to submit with your application a copy of your current valid driver's license and proof of insurance.

Help [Continue>>|Save [Reset [Exit Application!

Agency Qualified Service Provider:

Select a county from the list where service will
be provided then click -> to select. If you need
to remove a county from the Selected list,
select the county then click <- to remove it.

Agency Qualified Service Provider Global

Endorsements:

Select an endorsement from the list then click -
> to select. If you need to remove an
endorsement from the Selected list, select the
endorsement then click <- to remove it.

Initial all of the items to indicate your
understanding and agreement.

Non-Medical Provider:

To enter Medicaid eligible recipient information,
click the 'Add Medicaid Eligible Recipients'
button. Enter the required information and
Save the form. Click anywhere on an existing
row to update or delete the row.




image2.png
Screen 9 - Qualified Service Providers/Non-Medical Provider
e Section not required.
e If you are a Transportation, Lodging, or Meals Provider, this section is still not required.
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":; North Dakota MMIS Web Portal Skip Navigation | Contact Us | Help | Search

Provider Enrollment - Submit Application Step 1
*= Required Field

| Help

Application Links Provider Agreement

. iihcalmn Tracking Number -

S Before your application is validated, please read the Provider Agreement, then click either the "Yes" or "No" button before you proceed to validate the application.
nstructions

Medicaid and Basic Care Assistance Programs Provider Agreement
Identifying Information Medicaid Program Provider Agreement
Licensure / Certification Pharmacy Agreement/Medical Assistance Program

PCCM Agreement
Provider Identifier Numbers £DI Trading Partner Agreement
Service Location / Billing Information

Group Affiliation Register for Web Access

Ownershi
" Would you like to register for Web access? If you are enrlling for multiple service locations, please provide a different User ID for each service location. Please note that if you only register for web access for
one service location, you may only access data for that one location.

Exclusions / Sanctions Registering for web access allows you to submit claims electronically and creates an online message center where you can receive letters and remittance advices.
Qualified Service Providers @ vesOno

Submit Application
*Organization Name "Oriamzatwor Descri ihar *U:

v
v
v
v
v
V' Electronic Transaction Submission
v
V' Authorized Reps
v
v
>

Prefix =Last Name =First Name g Suffix

(- B el [ S—
=Phone # Ext

[ \ I

Validate Application

Click the Validate Application button below to check your application for errors.If errors are found, you will be led through the application and instructed to correct each error. If there is no error, you will be
directed to the Submit Application Step Two - Review Application page before the final application submission.

En Iy Save and then validate.

[N 1f you have any questions, please contact Provider Enrollment at (800) 755-2604.
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Screen 10 - Submit Application
e Registration for Web Access is optional. If the system does not accept the User ID entered, it
should give suggestions. If you do not register before submitting the application, you will need
to register after the application is approved. See the “Web Access Registration” section of this
guide for more information on registering after the application is approved.

10 Created 8/24/2017
Revised 4/28/2021

Click “Save”
Click “validate”
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Provider Enrollment

e

Print | Help

= Required Field

. ion Tracking Number - Edit Service Location

- 1f after validation you need to edit information related to your additional locations, dlick the ‘Edit Service Location’ button to see all locations entered, and select the location you want to edit.
V' 1dentifying Information Edit Application
v i
¥ ':r‘;’::‘:: ; ;:;:‘::::‘bm JF yrusmeed o edit your mpplicsiion cick the "Edt Applicslioe’ bulien t el the secsssary dianges.
' Service Location / Billing Information Electronic Signature
v
4 ‘:l"'n“" A"‘“T‘"”‘ S (01 have read and agree to all terms and conditions stated in the Provider Agreement.

ectronic Transaction Submission

v ownership (1 have read and agree to all terms and conditions stated in the PCCM Agreement.
¥ Authorized Reps (°1 have read and agree to all terms and conditions stated in the Trading Partner Agreement.
¥ Exclusions / Sanctions Requested Claim Submission Effective Date
v

(ot i Requested Claim ﬁmi«n Effective Date

Submit Confirmation

‘When you finish making changes and/or adding service locations, please submit the application. Click the 'Confirm Submit’ button below to submit your web-based application to Provider Enrollment. A
confirmation message screen will be displayed on the next page. After submitting, you can no longer make any changes to your application.

pplication | Save Confirm Submit
1f you have any questions, please contact Provider Enrollment at (800) 755-2604.





image30.png
Screen 11

e Claim Submission Effective Date.

1

2.
3.
4.

This will be the date your enrollment with North Dakota Medicaid is effective.

Claims with dates of service before the Claim Submission Effective Date will deny.

This date will not be changed after the application is approved.

A retroactive enroliment effective date is limited to no more than ninety (90) days*
prior to the date a complete application packet is received.

Providers who have requested a retroactive effective enrollment date may submit
claims for covered services provided prior to receipt of all required enrollment
documents if the provider met all eligibility requirements at the time the service was
provided and only if appropriate documentation of the services provided is maintained.

*The PIU may consider a retro enroliment effective date that exceeds ninety days for situations
involving emergent care provided to a ND Medicaid member

Please note: The Department has a 1 year timely filing policy; claims not submitted and received
by ND Medicaid within 1 year from the date of service will deny and not pay.

Click “Save”

Click “Confirm Submit”

If everything is completed, you will be taken to the submission confirmation page.
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. ",- ) North Dakom MMIS web Portal Skip Navigation | Contact Us | Help | Search

Provider Enroliment

* Required Field

| Become a Provider - Application Status
Enroll to become a Provider by completing the appropriate online entry forms. An individual To check the status of your North Dakota Provider or Trading Partner Application, use your
provider submitting claims to the State of North Dakota will be reported as income under your Application Tracking # and click the SUBMIT button.

SSN to the IRS. A group provider submitting claims to the State of North Dakota will be reported

as income under the groups' Employer Identification Number (EIN) to the IRS. If you need *Application Tracking #[: W

assistance, please contact Provider Enrollment at (800) 755-2604 during business office hours
from Monday to Friday 8 am - 5:00 pm CST.

FAQ | | Recall Provider Application
Instructions | | 1o recall an application that you have partially completed, enter your Application Tracking Number,
Group Provider Enroliment and SSN / EIN and click the SUBMIT button.

Individual Provider Enroliment *Application Tracking #| 173200

Download a PDF Provider Enroliment Package Enter your information

Request a Provider Enrollment Package in the Mail and click "Submit." *SSN/EIN| 123456789

| Become a Trading Partner

If you would like to become Trading Partner (EDI) to exchange business information electronically

with North Dakota, you can do so by completing an application on line. if you have any questions - Recall Trading Partner Application
regarding the application process, please contact Provider Enrollment at (800) 755-2604 during 9 PP
business office hours from Monday to Friday, 8am -5pm CST. To recall an application that you have partially completed, enter your Application Tracking Number

FAQ and SSN / EIN and click the SUBMIT button.

Instructions *Application Tracking #:]
Trading Partner Enrollment
*SSN/EIN|
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J "‘.‘j North Dakom MMIS web Portal Skip Navigation | Contact Us | Help | Search

* Required Field

- Become a Provider - Application Status

Enroll to become a Provider by completing the appropriate online entry forms. An individual To check the status of your North Dakota Provider or Trading Partner Application, use your
provider submitting claims to the State of North Dakota will be reported as income under your Application Tracking # and click the SUBMIT button.

SSN to the IRS. A group provider submitting claims to the State of North Dakota will be reported g .
as income under the groups' Employer Identification Number (EIN) to the IRS. If you need Enter your App_llcaflon Tra(fj(lng
assistance, please contact Provider Enrollment at (800) 755-2604 during business office hours Number and click "Submit.

from Monday to Friday 8 am - 5:00 pm CST.

n Tracking #{173200 |Submit]

*Appli

FAQ | | Recall Provider Application

Instructions To recall an application that you have partially completed, enter your Application Tracking Number,

Group Provider Enrollment and SSN / EIN and click the SUBMIT button.

Individual Provider Enrollment *Application Tracking #:

Download a PDF Provider Enrollment Package

Request a Provider Enrollment Package in the Mail *SSN/EIN:}

r Become a Trading Partner w
If you would like to become Trading Partner (EDI) to exchange business information electronically
with North Dakota, you can do so by completing an application on line. if you have any questions N i icati
regarding the application process, please contact Provider Enroliment at (800) 755-2604 during Recalliiading]Rartnegapplication
business office hours from Monday to Friday, 8am -5pm CST. To recall an application that you have partially completed, enter your Application Tracking Number
FAQ and SSN / EIN and click the SUBMIT button.

Instructions *Application Tracking #:}
Trading Partner Enrollment
*SSN/EIN|
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Date Submitted

Coversheet for Email or Fax
Provider Enrollment

06/25/2021

Medicaid ID/Application Tracking Number 123456 This number comes from the online application.

Provider Name

Contact Person

Sampleville Community Resource Center
0000000000

(701) 555-5555 Ext

Number of Pages Submitted (Including Email/Fax Coversheet): Be sure to enter the

Documents Submitted For (Check All That Apply):

[]

number of pages once
you have completed
and consolidated all

New Application I:] Revalidation requwed documents.

Affiliation I:l Reactivation

|: Taxonomy Update I:I Termination

L[]

Change of Ownership D Name Change

|: Address Change D Change of Managing Employees/Board Members
|: Tax ID Change I:‘ Contact Information Change
|: EFT Request/Update l:' NPI Change

[

Update to Email/Fax Submitted on: D Earlier Fax did not go through.
Earlier Fax Submitted on:

Fax to 701-433-5956 ATTN: NDM Provider Enrollment

Revision 10/18/2021
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Section 1:
Identifying Information

Section 2: Questions

Page 1 of 4

Group Application
Checklist 1915i

Have Questions?
Click Here for FAQs and More Resources

Type of 1915i Services provided (Check all you are enrolling to provide):

|:| Benefits Planning D Care Coordination Community-Transition - Service no longer available
I:I Family Peer Support Housing Supports D Non-Medical Transportation

lect all servi r n
|:| Peer Support |:| Prevocational Training |:| Respite \?velllege C[:l)rosveidin(;es youragency
D Supported Education j Supported Employment . Training & Supports for Unpaid Caregivers

Application Tracking # | 123456 This number comes from the online application.

Sampleville Community Resource Center
Organizational NP1#* 0000000000

*An NP is Not Required and should not be submitted for the Non-Medical Transportation Specialty

Facity Phone

Phone | (701) 555-5555
m jane.doe@samplevillecrc.org

Complete the questions below as appropriate for your agency.

1. Are you an Out of State Provider (Service location more than 50 miles from the North Dakota border?)

2. Are you enrolling any additional service locations not listed above at this time? DYES

If yes, please include a list with the addresses of all service locations being enrolled (must have the same
Provider Type, NPI, EIN, and billing address).

Please note: Service addresses located within North Dakota and bordering cities (within 50 miles of the ND
border) cannot be enrolled in the same record as out of state service locations.

3. Are you exempt from FEDERAL taxes? YES No If Exempt from FEDERAL Taxes, submit your IRS issued Tax Exempt Letter.

4. Do you have any Individuals or Businesses which have 5% or more interest in the enrolling group?
(Interest may be direct or indirect)

5. How many Managing Employees (authorized to sign on behalf of the business) do you have?
If more than 3 Managing Employees, attach a list as part of Section IV of the SFN 1168 (page 2).
List must contain First Names, Last Names, Dates of Birth, and SSNs

6. Are you organized as a corporation, a non-profit corporation, or a government agency organized
as a corporation?

6a. If Yes, how many Board Members do you have?
If more than 3 Board Members, attach a list as part of Section IV of the SFN 1168
page 2). List must contain First Names, Last Names, Dates of Birth, and SSNs
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Page 2 of 4

The documents requested below must be returned to the Department in order to process your enrollment

Helpful Links m

1. Coversheet for Fax/Email Coversheet for -
Fax/Em
2. Group Application Checklist X
3. List of Service Locations (Required if you answered Yes to question 2 above) Submit if necessary. _-
. W-9 (10-2018) Jane Doe w9 (10-2018) | [X] |
. 1 -, . What is the
5. CP 575/147C (Not required if submitting a FEDERAL tax exempt letter issued by the IRS) CP575147C2 Your agency

will need to

6. IRS Tax Exempt Letter (Required if you answered Yes to question 3 above) IRS Tax Exempt Letter submit
for Government

If Exempt from FEDERAL Taxes, submit your IRS issued Tax Exempt Letter. A State issued letter cannot be
substituted. The letter must be issued by the IRS.

Agencies either 5 or 6.

7. Group Attestation

8. Group License/Certification
(Required for Housing Supports, Prevocational Training, Respite, Supported Education, and
Supported Employment) Click Here for a list of license requirements

9. NPI Printout from the NPPES Website (An NP! is not required and should not be submitted for the Non-Medical Transportation Specialty) NPPES Websi

10. SFN 661 (10-2020) Jane Doe ISEN 661 (10-2020

10a. Bank Letter/Voided Check Must match the Information provided on the SFN 661 _

(Required for Out of State providers = Answered yes to question 1above) ~ Submit if necessary.
11. SEN 509 (10-2018 Date of service must match the enroliment effective date below and match the date of service on the Medical Notes. SEN 509 (10-201

11a. Copy of Claim

Section 3: Required Documents

(Required for Out of State providers = Answered yes to question 3 above) Claims submitted are for Enrollment
Purposes Only.

11b. Medical Notes (Required for Out of State providers = Answered yes to question 3 above) Medical Notes submitted are for
Enroliment Purposes Only.

12. SFN 1168 (8-2020)

12a. List of Managing Employees attached to Section IV (Page 2) with dates of birth and SSNs  Submit if necessary.

12b. List of Board Members attached to Section IV (Page 2) with dates of birth and SSNs. Submit if necessary.

Jane Doe [senetse200 | ] |

PROVIDER TYPE 049- 1915i State Plan Amendment Services - See below for Specialties and Taxonomies

Section 4:
Enroliment Effective Date

Requested Enrollment Effective Date 06/25/21

Printed Name of|
panBing e e

Click Here to find more information on Effective Dates and Retro Effective Date Policies

Networks
(References Medicaid Program Provider Agreement SFN 615, page 1)

All 1915i practitioners will be made part of both the Medicaid Fee For Service (Traditional Medicaid) and Medicaid Expansion MCO (Sanford
Health Plan) Networks. Please check both boxes when completing the Medicaid Program Provider Agreement - SFN 615.
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GROUP PROVIDER ATTESTATION

1915i SERVICES

Provider Name (printed) NPI

As an entity enrolling to provide 1915i services under the North Dakota Medicaid Program, | attest
that | understand and will adhere to all 1915i state and federal standards and requirements as
outlined in the North Dakota Medicaid State Plan, including, but not limited to the following:
Check all boxes.

All individual practitioner providers of services meet required qualifications.

All individual practitioner providers of services have required competencies.

All services provided will be within the scope of practice of the individual provider.
Will conduct training per state policies/procedures.

Will adhere to all 1915(i) standards and requirements.

Required policies are available for NDDHS review.

Provider Facility/Organization Name

100 Main Street | oo pucress

City, State, Zip Code

Signature of Authorized Representative Date

Printed Name of Authorized Representative

Please sign and return by Email to NDMedicaidEnrollment@noridian.com or by fax to 701-433-5956 , ATT:
NDM Provider Enroliment

Networks
(References Medicaid Program Provider Agreement SFN 615, page 1)

All 1915i practitioners will be made part of both the Medicaid Fee For Service (Traditional
Medicaid) and Medicaid Expansion MCO Networks. Please check both boxes when
completing the Medicaid Program Provider Agreement - SFN 615.

Revision Date 10/15/2021
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Additional Documentation Submission Requirements Page 3 of 4

1 - Member in the NDCOC (North Dakota
[Continuum of Care)

1-Family Foster Homes License 8-QRTP (Qualified Residential Treatment Program)
(licensed under NDAC 75-03-14) License

1. CARF, COA, or CQL Accreditation 2-Therapeutic Foster Homes License (licensed under NDAC 75-03-40)
(licensed under NDAC 75-03-36) 9-PRTF (Psychiatric Residential Treatment Facility)

OR License
3-Foster Homes for Adults License (licensed under NDAC 75-03-17)
(licensed under NDAC 75-03-21)
Disabilities License : ) . 10-Human Service Center License
(programs licensed under NDAC 75-04-01)  |4-Family Child Care Homes License (licensed under NDAC 75-05-00)

(licensed under NDAC 75-03-08)

2 - Intellectual Disabilities - Developmental

11-North Dakota QSP (Qualified Service Provider)
5-Group Child Care License Medicaid ID

(licensed under NDAC 75-03-09) (enrolled under NDAC 75-03-23-07)

6-Child Care Centers License 12-Supervised Independent Living Programs License
(licensed under NDAC 75-03-10) (licensed under NDAC 75-03-41)
7-D! on of Developmental
Disabilities License
licensed under NDAC 75-04-01

13-Substance Abuse Treatment Program License
(licensed under NDAC 75-09.1)

1- CARF, COA, or CQL Accreditation 1- CARF, COA, or CQL Accreditation

OR OR
2 - Intellectual Disabilities - Developmental 2 - Intellectual Disabilities - Developmental
Disabilities License

Disabilities License (programs licensed under NDAC 75-04-01)

(programs licensed under NDAC 75-04-01)

CARF = Commission on Accreditation of
Rehabilitation Facilities

COA = Council on Accreditation

CQL = Council of Quality Leadership
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== INPPES CENTERS FOR MEDICARE & MEDICAID SERVIGES
Navional Plan & Provider Encmeration Systom
NATIONAL PROVIDER IDENTIFIER (NPI) APPLICATION/UPDATE FORM

PDF Generated by: Submitted on: Tracking ID:

Section 1: BASIC INFORMATION

NPI:

Entity Type:

Print Date:
Enumeration Date:
Certification Date:

Section 2: PROFILE

Organization Name (includes Groups, Corporations and Partnerships)

Employer Identification Number(EIN) Organization Name(Legal Business Name)
XX-XXX

Is the organization a subpart?

Section 3: BUSINESS ADDRESSES AND OTHER INFORMATION

usiness Mailing Address Information
Business Mailing Address:

usiness Telephone number _ pusiness Taxtumber

rimary Practice Location Address Information
Primary Practice Location Address

pusiness Telephone nmeer _ pusiness Taxtumber

rimary Taxonomy Code
Taxonomy Code Taxonomy Type Group Type State Issued

This document will automatically be filled out when generated.
You will not need to add any information.
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ELECTRONIC FUNDS TRANSFER (EFT)

ND DEPARTMENT OF HUMAN SERVICES
MEDICAL SERVICES

SFN 661 (5-2021)

PRIVACY STATEMENT: The Privacy Act of 1974 (P.L. 93-579, Section 7) requires that the following information
be provided when individuals are requested to disclose their social security number. Disclosure of the social security
number is required pursuant to 26 CFR 301.6109-1 and is requested for the purpose of reporting tax information. Failure
to disclose this information results in a $50 penalty under 26 CFR 301.6723-1 unless it is due to reasonable cause and
not to willful neglect.

The Department of Human Services has the capability of automatic direct deposit of payments. If you are interested in
utilizing this service, we will need additional information to assist in providing you with a prompt, accurate payment. An
authorization for direct deposit and a W9 are needed.

Please fill this form out accurately and completely. For account verification, attach a voided check, deposit slip, or
documentation from your financial institution with both routing and account numbers. Send this along with a W9 form and
return to the address below. If you have questions regarding your account number or bank routing number, please contact
your bank or financial institution for assistance in obtaining these numbers.

Once you have been enrolled for electronic transfer of funds you will not receive a check or deposit slip with the Remittance
Advice (R/A). Please inform your bookkeeping personnel of this to avoid unnecessary telephone calls to the department.
The acronym “ACH” will appear in place of the check number in the upper left hand corner of the R/A indicating an
automatic check deposit.

If you have questions or need more information, contact Noridian Healthcare Solutions Email:
NDMedicaidEnroliment@noridian.com

| authorize THE NORTH DAKOTA DEPARTMENT OF HUMAN SERVICES and the financial institution named
below to initiate deposits to the checking account listed. This authority will remain in effect until | notify the
department in writing to cancel this authority, and allow the financial institution a reasonable amount of time to
act upon the cancellation.

Name of Financial Institution Telephone Number

Sampleville Bank (701) 555-5554

Address of Financial Institution City State ZIP Code

123 Main Street Sampleville ND 58000

Provider Name Telephone Number

Sampleville Community Resource Center (701) 555-5555

Provider Address City State ZIP Code

100 Main Street Sampleville ND 58000

Signature I Date
CfAnA ~ 6/25/2021

NAME - PLEASE PRINT
Sampleville Community Resource Center

You must check one Account Number Financial Institutions Routing Number
[X]checking [_]savings | 100000000 000000000

EIN/SSN Medicaid Provider Number
00-0000000 0000000001

CONTACT INFORMATION FOR REQUESTOR

Name Telephone Number

Jane Doe (701) 555-5555

aJay awnoop Jo ‘diis usodap ¥oayd papioa side}s

Email Address
jane.doe@samplevillecrc.org

Be sure to include a voided check or bank letter.

Returnto:  NORIDIAN HEALTHCARE SOLUTIONS QUALIFIED SERVICE PROVIDERS
ATTN: ND MEDICAID PROVIDER ENROLLMENT OR MEDICAL SERVICES - HCBS
PO BOX 6055 600 E. BOULEVARD AVE - DEPT 325

FARGO, ND 58108-6055 BISMARCK, ND 58505-0261
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OUT OF STATE/OUT OF NETWORK ENROLLMENT CLARIFICATION :
NORTH DAKOTA DEPARTMENT OF HUMAN SERVICES
MEDICAL SERVICES 3 .

SFN 509 (5-2021) Required for out of state providers only.

Medical Services has received a request from your facility to become a North Dakota Medicaid Provider. Before your
enroliment can be processed, you will need to answer the questions below. Out of state or network facilities must have at
least one Medicaid or Medicaid Expansion-eligible recipient they will be billing North Dakota Medicaid for services to be or
already rendered.

Patient/Recipient Name Medicaid ID or MCO ID Number | Date of Birth

Address

City State ZIP Code
e w

Brief Description and Circumstances of Services To Be or Already Rendered (this must be completed). *

Joe Johnson was receiving services from Sampletown Community Resource Center and identified that he would like to find
housing over the border in Sampleville, ND. Sampleville Nonprofit provided him 1915(i) Care Coordination services to
develop a person-centered plan. Joe identified that he wanted to continue working with Sampletown Community Resource
Center to help him find housing in Sampleville, ND. Sampletown Community Resource Center needs to be an approved
Housing Support Services provider under North Dakota's 1915(i) to provide him with pre-tenancy and tenancy services. We
are currently a Housing Stabilization Services provider in Minnesota and have experience with providing this service.

Sample text -- adapt to your agency’s specific situation.

Referring Physician Date of Service
Mary Smith 6/25/2021
Name of Facility Enrolling

Sampletown Community Resource Center

Address Where Services Were Provided
100 Main Street
City

ZIP Code
Sampletown 56000

*

Please submit medical documentation to support care delivered to the North Dakota recipient, not to exceed 30 pages.
Medical documentation submitted for enrollment purposes is not used to establish timely filing or claims processing.

Submit by securemail, Fax or mail to:

NDMedicaidEnrollment@Noridian.com (please do not send EFT information, dates of birth, or Social Security Numbers by
unsecured email)

Fax: Providers may fax the required documentation and this form to 701-433-5956 ATTN: NDM Provider Enrollment.

Mailing Address: Noridian Healthcare Solutions
ATTN: ND Medicaid Provider Enroliment
PO Box 6055
Fargo, ND 58108-6055
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OWNERSHIP/CONTROLLING INTEREST AND CONVICTION INFORMATION
DEPARTMENT OF HUMAN SERVICES

MEDICAL SERVICES DIVISION Clear Fields
SFN 1168 (8-2020)

The Privacy Act of 1974 requires the following information be provided when individuals are requested to disclose their social security numbers.
Disclosure of the social security number is mandatory for participation in this program by the Centers for Medicare and Medicaid Services,
Department of Health and Human Services. (Citation: 42 CFR 455.104, 455.105, and 455.106) [to participate in the North Dakota Medical Assistance
Program (Medicaid) as mandated.] Failure to provide the social security number may result in a delay in processing the application. Disclosure must
be made at the time of enrollment or contracting with the Department at time of survey, or within 35 days of a written request from the Department.
Any change in ownership shall be reported within 35 days after any change.

I. Identifying Information
The address for corporate entities must include, as applicable, primary business address, every business location, and PO Box address.

Legal Name (Must Match Line 1 of W-9) Doing Business As (Must match Line 2 of W-9)
Sampleville Community Resource Center n/a

Service Address (required) City ZIP Code
100 Main Street Sampleville 58000

Mailing Address (required) y ZIP Code
100 Main Street 58000

Billing Address y ZIP Code
100 Main Street 58000

List any PO boxes and corresponding address information associated with this facility Facility Telephone Number (required)
n/a (701) 555-5555

FAX Number ND Medicaid Provider Number NPI Number E-Mail Address (required)
(707) 555-5556 0000000001 0000000000 Jane.doe@samplevillecrc.org

II. Direct/Indirect Ownership Information - All Owners with 5% or more Ownership - Per CFR 42 CFR 455.436

Any Owner (Individual or Company) with 5% or more Ownership must be listed: 4 i : i
-Individual as an Owner - List your Social Security Number (SSN) and birth date Additional |nstruct_|ons are included
-Company as an Owner - List the Tax Identification Number (TIN) of the company that is an owner 0N pages 4-5 of this form.
-No Ownership: The group that is enrolling/enrolled would be considered its own owner and that information should be listed here.
-For providers enrolled with Medicare and Medicaid, any discrepancies noted in 5% or more ownership will be reported to Medicare.

Name % Ownership [ Relationship SSN/TIN (required) Date of Birth (required for individual)
Sampleville Community Resource Center| 100 Self 00-0000000

Physical Address (required) City State ZIP Code

100 Main Street Sampleville ND 58000

Billing Address City State ZIP Code

100 Main Street Sampleville ND 5800

List Any PO Box Information City State ZIP Code

Name ‘% Ownership Relationship SSN/TIN (required) Date of Birth (required for individual)
Physical Address (required) City State ZIP Code

Billing Address City State ZIP Code

List Any PO Box Information City State ZIP Code

Name Relationship SSN/TIN (required) | Date of Birth (required for individual)
Physical Address (required) City State ZIP Code

Billing Address City State ZIP Code

List Any PO Box Information City State ZIP Code

Additional ownsers attached? [OYes [¥]No
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?:ZQ‘JS?,? és'zm) Additional instructions are included on pages 4-5 of this form.

lll. Managing Employee/Control Interest - Per CFR 42 CFR 455.436

The following individuals are to be listed here:
- Managing Employees (CFE, CIO, CEO, office manager, PIC, DON, etc. -Individuals who have signed any legal documents

- Board of Directors Board members are required for corporate entities only)  for this application

- Trustee Members
- Personnel Authorized to sign on behalf of the organziation

- DOB -
SSN (required

1/1/1955 111-11-1111 | 900 9th St, Sampleville, ND | (701) 555-5555

Work Telephone
Number

Jane Doe Executive Director

Anne Nguyen Board Member ‘ 1/1/1990 111-11-1112 ‘ 901 9th St, Sampleville, ND | (701) 555-5557

1/1/1988 111-11-1113 | 902 9th St, Sampleville, ND | (701) 555-5558

Be sure to include an additional

R D No page if needed.

IV. Ownership/Controlling Interest Information A BOX MUST BE CHECKED

Does any person, business or organization with an ownership or controlling interest in the provider listed in Section | have an
ownersh%,p or controlling interest of five percent (5%) or more in any other Medicaid provider? I:, Yes No

Whether the person (individual or corporation) with an ownership or control interest in the disclosing entity (or fiscal agent or managed care entity) is related to
another person with ownership or control interest in the disclosing entity as a spouse, parent, child, or sibling; or whether the person (individual or corporation)
with an ownership or control interest in any subcontractor in which the disclosing entity (or fiscal agent or managed care entity) has a 5% or more interest in
any other disclosing entity, fiscal agent (FA), or managed care entity (MCE).

If yes, indicate the name(s) that have the ownership or controlling interest and include the contact information for the other Provider(s). If additional space is
needed, attach a separate document.

Jessica Johnson Board Member

Additional managing employees/persons with controlling interest attached?

Name of Other Disclosing Entity, FA, or MCE North Dakota Medicaid Provider Number (if applicable)

Relationship SSN/TIN (required) Date of Birth (required for individual)
Physical Address (required) ZIP Code

Billing Address City State ZIP Code

List Any PO Box Information City State ZIP Code

Additional Ownership/Controlling Interest information attached? D Yes |Z| No

V. Conviction Information
Are there any directors, officers, agents, managing employees, or subcontractors of the institution, agency, or organization who have been
convicted of or plead guilty to a criminal offense related to programs under Medicare, Medicaid, or Title XX Services Program?

[[JYes [X]No ABOXMUSTBE CHECKED

List the identity of any person who has ownership, controlling interest or is an agent or managing employee in the provider listed Section |
and has been convicted of a criminal offense related to that persons involvement in any program under Medicare, Medicaid, or the title
XX services program since the inception of those programs.

Date of Birth (required for individual)

SSN/TIN (required)

Physical Address (required) ZIP Code

Billing Address ZIP Code

List Any PO Box Information ZIP Code

Additional conviction information attached? I:l Yes No
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SFN 1168 (8-2020)
Page 3 of 5

VI. Signature

Whoever knowingly and willfully makes or causes to be made a false statement or representation of this statement, may be prosecuted under
applicable federal or state laws. In addition, knowingly and willfully failing to fully and accurately disclose the information requested may result
in denial of a request to participate or where the entity already participates, a termination of its agreement or contract with the state agency as
appropriate. It is the provider's responsibility to ensure all information is accurate and to report any changes as required by law by completing
a new SFN 1168 Ownership/Controlling Interest and Conviction Information form.

Name of Authorized Representative (Please Print) Date of Birth (required) Social Security Number (required)
Jane Doe 1/1/1955 111-11-1111

Title

Executive Director

Signature Q Date
Qe 6/25/2021
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SFN 1168

Additional page

Sampleville Community Resource Center

ND Medicaid Provider Number: 000000001
NPI Number: 0000000000

lll. Managing Employee/Control Interest — Per CFR 42 CFR 455.436
Additional managing employees/persons with controlling interest

Name Title DOB SSN (required) Address Work
(required) Telephone
Number
John Doe Board 1/1/1976 111-11-1114 903 9" St, (701) 555-
Member Sampleville, 5559

ND
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Enter your agency’s name, NPI, and mailing address. For Medicaid Provider Number, enter your
Application Tracking Number (assigned by the ND MMIS Web Portal).

MEDICAID PROGRAM PROVIDER AGREEMENT
NORTH DAKOTA DEPARTMENT OF HUMAN SERVICES

MEDICAL SERVICES DIVISION Clear Fields
SFN 615 (Rev. 1-2022)
Agreement between the North Dakota Department of Human Services, hereinafter referred to as "the Department” and:

Provider: NPI: Medicaid Provider Number
Sampleville Community Resource Center 0000000000 APP. TRACKING #123456
Mailing Address: City:

100 Main Street Sampleville

hereinafter referred to as "Provider”.

1. Participation. As a condition of participation in the North Dakota Medicaid Program, the Provider agrees to submit true,
accurate and complete claims for payment in the manner prescribed by the Department. The Department agrees to pay the
Provider for services rendered to persons who are eligible for such services under the rules and regulations for the North Dakota
Medicaid Program with payment to be in accordance with the payment structure established by the Department and other
programs for which payments are made through the same system.

| wish to participate in (check all that apply): Check these two boxes.
[X] Medicaid Fee For Service [ Pace [X] Medicaid Expansion MCO

Selecting any of the above managed care organization (MCO) boxes (PACE or Medicaid Expansion) does not automatically
enroll a provider to render or bill services for the MCO. As all benefits and claims are administrated by the MCO, in order to
provide and bill these MCO services, all providers must be contracted directly with the applicable MCO.

2. Compliance. As a condition of participation in the North Dakota Medicaid Program, the Provider agrees to comply with all
applicable provisions of statute, rules, and federal regulations governing the providing of healthcare and reimbursement of
services and items under Medicaid in North Dakota, including the current applicable General information for Providers Manual
and any instructions contained in provider information releases or other program notices and applicable manuals. The Provider
specifically agrees that it is required to comply with:

Title VI of the Civil Rights Act of 1964 (P.L. 88-352) and all requirements imposed thereunder by regulation of the
Department of Health and Human Services (45 CFR Part 80) to the end that no person shall on the ground of race, color, or
national origin, be excluded from participation in, be denied the benefits of, or be otherwise subjected to discrimination under
any program or activity for which the provider receives federal financial participation from the state agency; and hereby gives
assurance that it will immediately take any measures necessary to effectuate this agreement;

The Health Insurance Portability and Accountability Act of 1996, 45 CFR parts 160 and 164;
The Age Discrimination Act of 1975, 45 CFR parts 90 and 91;

The Americans with Disabilities Act of 1990, 42 USC section 1201 et. seq.;

The North Dakota Human Rights Act of 1983, NDCC Chapter 14-02.4;

The Social Security Act, section 1902(a)68);

Section 504 of the Rehabilitation Act of 1973 as amended, to the end that no otherwise qualified disabled individual shall,
solely by reason of his or her disability, be excluded from participation in, be denied the benefits of, or be subjected to
discrimination under any program or activity receiving federal financial participation; and

Sections 3, 8, 9, and 15 of the Medicare-Medicaid Anti-Fraud and Abuse Amendments of 1977 (P.L. 95-142) and all
requirements imposed there under by regulations of the Department of Health and Human Services (42 CFR Parts 431 and
455) including but not limited to, the maintenance and disclosure of records identifying those persons holding an ownership
or control interest in the provider.

If additional beds are added at this facility, it is the responsibility of the provider to notify the Department immediately. If the
facility does not currently operate residential or inpatient beds but decides to add beds in the future, it is the responsibility of the
provider to notify the Department immediately.

3. Contact. The Provider must advise the Department of its current address or change in ownership. The address must include
a physical street address. If a P.O. Box is used, the owner's home address and phone number must be included. All Medicaid
correspondence shall be sent to the mailing address on file with the Department and shall be deemed to be received by the
Provider.

4. Professionalism. The Provider agrees to be licensed, certified, or registered with the appropriate state authority and to
provide items and services in accordance with statute, rules, and professionally recognized standards by qualified staff or
professionally-supervised paraprofessionals where their use is authorized. The Provider agrees to screen all employees and
contractors to determine whether any of them have been excluded. Compliance with this obligation is a condition of enroliment.
The Provider needs to immediately report any exclusion information discovered to the Department.

(Continued next page...)
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5. Recordkeeping. The Provider agrees to document each item or service for which Medicaid reimbursement is claimed, at
the time it is provided, in compliance with documentation requirements of the Department, applicable rules, and this agreement.
Such records shall be maintained according to 42 CFR 424.516 (f) for at least seven years after the date of service or as
required by rule. Upon reasonable request, the Department, the U.S. Department of Health and Human Services (DHHS) or
their agencies, shall be given immediate access to, and permitted to review and copy all records relied on by the Provider in
support of services billed to Medicaid. Copies will be furnished at the Provider's expense. The Provider agrees to follow all
applicable state and federal laws and regulations related to maintaining confidentiality of records.

6. Accurate Billing. The Provider agrees to certify by the signature of the Provider or designee, including electronic signatures
on a claim form or transmittal document, that the items or services claimed were actually provided and medically necessary, were
documented at the time they were provided, were provided in accordance with professionally recognized standards of healthcare,
applicable Department rules, this agreement, and are not billed in excess of the Provider's usual and customary fees. The
Provider shall be solely responsible for the accuracy of claims submitted, and shall immediately repay the Department for any
items or services the Department, the federal government, duly authorized representatives or the provider determines were not
properly provided, documented, or claimed. The Provider must assure it is not submitting a duplicate claim under another
program or provider type.

The Provider agrees that all original claims for service must be received by the Department within twelve months from the date
the service was provided. The Provider agrees that all requests for adjustments of an adjudicated claim must be received by the
Department within 12 months of the remittance advice date of the adjudicated claim. The Provider agrees that claims not
submitted for payment within these timeframes may not be billed to the client.

7. Overpayment. The Provider agrees that in any event it receives payment for services or goods in an amount in excess of
payment permitted by the Department, that such overpayments may be deducted from future payments otherwise payable to the
Provider. The Provider acknowledges that such remedy is not the only or exclusive remedy available to the Department. It is the
Provider's responsibility to inform the Department of any Medicaid overpayments discovered.

8. Secondary Payer. The Provider acknowledges that Medicaid is a secondary payer and agrees to first seek payment from
other sources as required by statute, rule, or regulation.

9. Full Payment. The Provider agrees to accept Medicaid payment for any item or service as payment in full and agrees to
make no additional charge. The Provider further agrees:

If Medicaid requires a prior authorization, screening, or an assessment before the item or service is provided, the
Provider may not bill Medicaid or the client when any of the before mentioned items were not submitted in a timely
manner.

Not to bill the client unless the item or service is not covered or approved for payment by the Department and the client
has agreed to be responsible for payment prior to receiving the item or service.

If a third party pays the client, the client may be billed for that amount, and Medicaid may not be billed. The Provider
agrees not to bill Medicaid or the client if a third party payment is made to the provider unless the third party payment is
less than the amount Medicaid would pay. The Provider shall not refuse to furnish services on account of a third party's
potential liability for the services (42 CFR § 447.20).

To sign up for and receive electronic funds transfers from the Department for their Medicaid payments. Any provider exempt
from this requirement will have it noted on their provider checklists.

10. Ownership. The Provider agrees to comply with the disclosure of ownership requirements of 42 CFR Part 455, Subpart B
and to notify the Department thirty (35) days prior to any change of ownership. This Provider agreement is nontransferrable. The
Provider agrees to provide the Department with the information described below:

a. The name and address of each person directly or indirectly owning a five percent or more interest in the Provider's
business;
b. Whether any of the persons identified in are related as spouse, parent, child, or sibling; and
c. The name of any other Medicaid provider entity in which a person identified in has indirect or direct ownership of five
percent or more.
The provider agrees to furnish to the Department, or the U.S. Deptartment of Health and Human Services or their agencies on
request, disclosure by providers of 42 CFR § 455.105 information related to business transactions in accordance with paragraph
(b) of the section below.

"(b) Information that must be submitted. A provider must submit, within 35 days of the date on a request by the Secretary or
the Medicaid agency, full and complete information about:

(1) The ownership of any subcontractor with whom the provider has had business transactions totaling more than
$25,000 during the 12-month period ending on the date of the request; and

(2) Any significant business transactions between the provider and any wholly owned supplier, or between the provider
and any subcontractor, during the 5-year period ending on the date of the request.

(Continued next page...)
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11. Advance Directives. The Provider agrees to maintain written policies and procedures with respect to all adult individuals
receiving care; to provide written information to each such individual regarding the individuals rights to make decisions
concerning such care, including the right to accept or refuse medical or surgical treatment, the individuals right to formulate
advance directives, and the Provider's written policies respecting the implementation of those rights; to document in the
individuals medical record whether or not the individual has executed an advance directive; not to condition the provision of care
or otherwise discriminate against an individual based on whether or not the individual has executed an advance directive; to
ensure compliance with state law respecting advance directives; and to provide for education for staff and the community on
issues concerning advance directives. "Advance directive" means a written instruction prepared in accordance with N.D.C.C.
Chapter 23-06.5, relating to the provision of health care when the individual is incapacitated. The written information must be
provided at the time of the individual's admission to a hospital or nursing home; in advance of the individual coming under the
care of the provider, in the case of home health care or personal care; at the time of initial receipt of hospice care by the
individual from the hospice program and; at the time of enroliment of the individual with a managed care organization.

12. Provider Screening. All current providers and providers applying to participate in the Medicaid program agree to screen
their employees and contractors per Federal Regulations under 42 CFR 455.436. To ensure that employees and contractors
meet program standards and are not excluded as an individual or an entity, the provider will:

* Upon hire:
o Confirm the identity of the employee or contractor and determine their exclusion status
o Search the HHS-OIG website by names of any individual or entity
o Immediately report any exclusion information discovered to the Department
* Ongoing:
o Continue to screen employees/contractors on a routine basis and immediately report any findings to the Department.

Civil monetary penalties may be imposed against Medicaid providers and managed care entities (MCEs) who employ or enter
into contracts with excluded individuals or entities to provide items or services to Medicaid recipients. (Section 1128A(a)(6) of
the Act; and 42 CFR section 1003.102(a)(2)).

13. Enrollment. The Provider agrees that each individual provider performing services (except those services performed under
the direct or general supervision of an enrolled provider) must be individually enrolled as a provider and that if individual
providers within a group fail to enroll separately, payment to the group for services rendered to a Medicaid recipient by the non-
enrolled provider will be denied or, if paid in error, recovered.

As a condition of enroliment, the provider must consent to a criminal background check including fingerprinting when required to
do so under state law or by the level of screening based on risk of fraud, waste or abuse as determined for that category of
provider.

The Provider agrees that if the enroliment date precedes the effective date of this agreement that all terms and conditions of this
agreement apply to the period between the enroliment date and the effective date.

Providers that are able to enroll with North Dakota Medicaid are required to enroll and are not able to bill for services under a
supervising or peer provider's NPI. For a list of provider types eligible to enroll with North Dakota Medicaid, visit http://www.nd.
gov/dhs/info/mmis/taxonomy.html.

14. Duration and Termination of Agreement. This Agreement shall remain in effect until terminated in writing except the
Department may terminate this agreement without notice if no service has been rendered by the Provider within two (2) calendar
years. In the event of termination by the Department, the Departments sole obligation shall be to pay for services provided prior
to the effective date of termination. This agreement may be terminated by either party without cause by giving thirty (30) days
notice in writing to the other party.

This Agreement shall be terminated immediately and without notice if the Provider's license or certification required by law is
suspended, not renewed, denied, or is otherwise not in effect at the time service is provided.

The Department may immediately terminate this Agreement in writing when the Provider fails to comply with any applicable
statute, rule, regulation, term or provision of this Agreement. The Provider also understands and agrees that its conduct may be
subject to additional penalties or sanctions. The Provider further understands that there are federal penalties for false reporting
and fraudulent acts committed during the course and scope of this Agreement.

15. Certification. By signing this Agreement, the Provider certifies that neither the Provider nor its principles, are presently
debarred, declared ineligible, or voluntarily excluded from participation in transactions with the State or Federal Government by
any Department Agency of the Federal Government or the State of North Dakota.

16. Effective Date of Agreement. This Agreement is effective when signed by both the Provider and the Department. It
supersedes all prior agreements. Any variation to the effective date must be approved by the Department.
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Enter your name and job title. Then, sign and date this page.

I have read this Agreement, understand it, and agree to abide by its terms and conditions. | also agree that violation of

any of the terms or conditions of this agreement constitute sufficient grounds for termination of this agreement and
may be grounds for other action.
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