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Agenda

« How to begin

« Access your information

« Verifying your information for revalidation
« Important reminders

« Disclosures

« Signature page



What is Revalidation?

« Revalidation of enrollment in the Rl Medicaid Program is mandated by the Centers for
Medicare and Medicaid (CMS) provider screening and program integrity rules.

« EOHHS requires revalidation for all active providers.

« Revalidation requires providers to resubmit and recertify the accuracy of enroliment
information.

« Revalidation is completed electronically through the new Provider Enroliment Portal,
accessed through the Healthcare Portal.

* Providers have 35 days from the date of the revalidation notification letter to complete the
process.

 If the process is not completed, providers will be terminated from enrollment in the RI
Medicaid program and will be required to re-apply.
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Begin Revalidation Process
https://www.riproviderportal.org

Home Wednesday 09/02/2015 11:47 AM EST

Login What can you do in the RI Medicaid Health Care Portal

*User ID Through this secure and easy to use internet portal:

u |
Do NOT login

- Forgot User 1D?
with your
U Se r I D Where do I enter my password?

Protect Your Privacy!
Always log off and close all of your
browser windows

C | i C k h e re fO r Would you like to enroll as a

Provider?

P rOVI d e r Provider Enrollment
E n rO | I m e nt Would you like to enroll as a Trading

Partner?

= Healthcare providers and Billing Agents can enroll as a Trading Partner with RI Medicaid.

= Trading Partners can access eligibility, claim status, file exchange and other Interactive Web Services including the Electronic
Health Record (EHR) Incentive Program - MAPIR - utilizing their Trading Partner ID as their User ID.

Click here to Enroll

A

Provider Enroliment User Trading Partner Enrollment Trading Partner Agreement
Guide User Guide

Website Requirements

Rhode Island Medicaid Providers
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https://www.riproviderportal.org/

Notification Letters

Hewlett Packard Enterprise
PO Box 2010
Warwick, RI 02887-2010

Providers who are
required to revalidate
will receive two letters:

RI Medicaid Provider

,,,,,,,,,,,,,

Hewlett Packard Enterprise
PO Box 2010
Warwick, RI 02887-2010

one containing a
tracking number and
one with a password.
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Access Your Information

Home = Provider Enrollment Wednesday 09/02/2015 11:46

Provider Enrollment

Enrollment Application
Initiate a new provider enrollment
application.

Resume Enrollment
| Resume an existing enrollment
Se eCt application that has not been submitted.

Resume Enroliment Status

Check the current status of an

EnrO”ment enrollment application.

Customer Links

National Plan & Provider Numeration
System

Apply or Verify your National Provider
Identifier (NPI).

Trading Partner Enrollment
Enroll as a Trading Partner in the
Healthcare Portal.
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Enter your Tracking Number

Provider Enroliment: Resume Enrollment
Enter your assigned Tracking Number {including the hyphens), Tax ID and Password in order to resume an existing provider enrollment application. For further questions,
please contact Provider enrcliment at (401) 784-8100 ¢ for local and long distance calls or (800) 964-6211 £ for in-state toll calls.
* Indicates a required held.
*Tracking Number | |
*Tax ID | |
*Password | |
Use the tracking number and password that were sent in two separate letters.
Enter tracking number exactly as typed, including dashes.
Then enter Tax ID and Password that was sent to you by mail.
This is not your Healthcare Portal password. Sl e
— "
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Welcome Screen

This screen is the starting point. On each of the following screens, you must verify or complete the

required information. You cannot advance to the next screen without completing the current one.
You can go back by using the menu on the left.

Rhode Island Executive Office of Health and Human Services
Medicaid

Friday 04/17/2015 04:19 PM EST

Provider Enrollment: Welcome

Welcome Welcome to the Rhode Island Medical Assistance Online Provider Enrollment Process

Request Information

Your suspended application will be presented within the subsequent pages of the enrcliment application. Within each page, the data will be
Spedialties presented for review and updates should be applied as appropriate. You will be prompted to navigate through each page and submit
"Continue” regardless of the need for any updates. This will validate the application for accuracy prior to submission.

Provider Identification You will need the following information to complete your enrollment request:

Addresses » National Provider Identifier

Languages » Address Information including Postal Code + 4

Other Information » Taxonomy Codes

Disclosures » Tax ID - either EIN or S5N

Agreement b License Number

Summary » Completed, including signature, W-9 as an attachment

» Additional Federally Required Disclosures, as an attachment, if applicable
Flease click the "Continue" button to start the enrollment application.

NV E U"A,
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Provider Enrollment — Request Information Screen

« Provider Enroliment type, Provider Type and Effective Date will be pre-populated.
Provider Type should not be changed. Changing the Provider Type requires a new application.

Contact information

Shou Id be Completed Wlth ; - Rhode Island Executive Office of Health and Human Services
the prlmary ContaCt | 7:1'.: 3 i : Medicaid
information for the provider. )

Friday 11/04/2011 11:04 AM EST

Se | eCt CO nti n u e Or Fi n iS h Provider Enroliment: Request Information

Welcome You are initiating a new Enrollment application. Below is the initial enrollment screen. Complete the fields on each screen and select
the Continue button to move forward to each page. All mandatory data is required to "Finish Later”.
Late r Request Information The contact persen will potentially be contacted to answer any questicns regarding the informaticn provided in this enrcllment
.

i application. Hospitals and Agencies should choose a Provider Enrollment Type of Facility. Health Flans should choose a Provider
Specialties Enrcliment Type of Atypical.
Frovider Identification * Indicates a required field.

Addresses Initial Enrollment Information

Languages

“Provider Enrollment Type |

Cther Infarmation

“Provider Type | *
Disclosures
“Requesting Enrollment Effective Date ©
Agreement [11/0272011 ]

Summary

Contact Information

“Contact Name |

Contact Phone ® |

“Contact Email @ |

*Confirm Email ® |

\WE Og
Preferred Method of Communication S 7,
x
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Enrollment Specialties

« This screen is prepopulated.

« If no specialty, the field will say Not Applicable or No Provider Specialty Designation

« Effective date will be original date.
« To expand, click the plus (+) sign.

(Images shown have been expanded)

* Taxonomy Code should be
verified. Do not change the
taxonomy code.

« To add a taxonomy, select
the plus sign (+) to add.
Click save after adding.

Select continue or finish later to
move to next screen.

—
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Specialty Taxonomy Code Lifective Date End Date Action
B | ¥ murdsoplinary Organzation 282N00000X 04/01/1993 12/31/99%%
Type Outpatient Faciity “Specialty | myitdisophinary Organization V)
"Effective Date® (04/01/1993 | 5] End Date® [12/31/99%9 | ]
“Taxonomy Code | 242M00000X v Primary
Specialty Taxonomy Code Effective Date End Date Action
E) | ¥ No Provider speciaity designated. NoTaxonomy 04/04/2014 05/05/2025
Type Independent Pharmacy “Specialty | No Provider specisity designated. V|
"Effective Date® [owour2014 |5 £nd Date o 3
“Taxonomy Code | noTaxonomy V| Primary
[ save | [ Reset | [ concel |
B Chek to add specalty.
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Provider Name

Provider Legal Name

The provider legal name and information is provided once for each enrgllment. Ownership Informaticn is required. Corporation _
Government/nonprofit corporation

Legal services corporation
*Ownership | I|»...--| Medical services corporation

Partnership
Business Name | | Trust/estate

You must enter the LEGAL name for your facility. Then select the
type of ownership from the drop down. If another business name is

used, enter in the Business Name field.
Note: The character “&” is not allowed in the name.
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Provider Identification Numbers

Provider Identification NMambers

“Tax ID® ‘f

Tha prewdar idartfcaticr rumbarg bitad belera ara addsens

Verify the Tax ID.
DO NOT change the tax

“Effective Date © {03/‘“,4 E}

“MIF]

effective date. This will —
cause an error in your .
application. hen s
The NP1 will be cuin s
pre-populated. Supplemental
Enter any of the other g <

iInformation below the NPI as
applicable.
If License # is added,
expiration date is required.

—
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“Tax ID Type C R SN SSN

End Date® [13/31/9999 | “Fiscal End Date [pDecember

Expiraticn Dats @ ﬂ

Contimwe I vt Later I Cancel

daprtifiary for the anrplbeg providecs. KoE all halde are reguired.
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Medicare Number /CLIA

NPT [ | If also a Medicare provider, you must
License # | | Expiration Date® | |/ enter the Medicare number and
Medicare # | upload a recent copy of your
E“:: : : Medicare letter at the end of the
Supplemental NPT | appllcatlon.
Supplemental | :
Vaxomomy Hospitals — enter CLIA# and upload

your certificate.
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Addresses

Verify all addresses for the
facility. If an address needs to
be changed, expand that
section.

To expand any section, click
on the plus sign (+) on the
left, or click the bottom plus
sign to add another service

address.

—
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Provider [ nrollment: Addresses [ 7]

* Inducates a requered field

v Indicates a pomary record.

'vm Addresses

| kokupyourddpts pcoxt-tenswpemoolo' 10/ 203, usDs COMIIDA/ weiCome 152
state pronder, please check thas

{ Cheic “+" to view or update the detads in a row, Ohck *+°

[ ] tocatonmame | type | addeess | ay [ sate [ Atlon
I \ &l Pay To _ :Rog‘:x"u“q Rhode island Cegy Remeve
(| @ ; ot T o HONE- S o Ramua
" o) ::::::: Sve Lec f:c':::n ¥ 1234 Man Street ::;J;'omc: Rhode Island Copx Bemove
[@ oo :

| The peovider addresses dentfy each location where & provder renders services, 83 well a3 locations that are used for mail, Biling, and

payment. Multiple addresses can be added, regardiess of the type selected, At least one S«vvn Location and Phone n.ambw s regured. 7]
. For the Location Code Field,  you are a0 out ¢
1 to determune «f you are in a bovdemv; Community.

to collapse the row. Ok “Remove™ ink to remove the entire row,

[ cortinve J vioss Loter I Concel |
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Languages

Privwidar Enrollmant: Langiuades

Srowviders that have the abily to inferpret muliphs languages should select the appropnate ocnes below

Click the Remove ink (o rémove he row.

| - dar Ldentifcation Language Action
—_— e ey
L
| aﬂgung:e: u“‘ﬂ 3
| Add |

[Contnue [ vinahcoter J Cancel

Providers that have the ability to interpret multiple languages should select the appropriate

—
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Select the Add button after each language.
When finished, select continue.
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Banking Information

Bank and Bank Account Information

“ABA Routing Number ]
*hccount Number |

*Account Type |Checking w
“EFT Start Date® |04/13/2015 |[5] EFT End Date® |13/31/5555 | &

Enter your banking information. You
must enter today’s date as the EFT
start date. If you save your application

to complete later, you must change the
date again, to the current date.
Select the date from the calendar
(see image at right)

—
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“Account Type  Checking

“EFT Start Date® |04/13/2015 |[F]

4 September, 2015
Su Mo Tu We Th Fr
30 31 1E| 3 4
& 7 & 9 10 11
13 14 15 16 17 18
20 21 22 23 24 25
27 28 29 30 1 2
4 5 6 7 8 9

© 2015 Hewlett
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Other Information

Provider Enrollment: Other Information

Certification Information

“Cartification -

E— S Facility Provider
LENRIOGES Individual Providers y
Other Information “Specialty Board w additional information is provided for each enrollment, for group/facility and individual providers.
*Effective Date ® o) End Date & Er
S - Certification Information
D Pl
Sechool Certification | '

vear of Graduation & “Effective Date 0 |3 End Date & ﬂ

I YT BT radility Providers

Number of Licensed Beds |

Individual Provider Number of S _
umber ing Beds

[Contoue [ s cover J concel |

Select the certification type or select “Not Applicable”. If entering a certification,

enter the effective start date. If ‘Not Applicable” enter today’s date.
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Disclosures

L %0"@1
IMPORTANT Z é"%; g,
Disclosures must be completed all at once. If Q%;’f‘%z% eagy
. . . . Uy, 7
you save your revalidation application, all O Pl "%%x o reg
prior work will be saved %%‘?%;;f:% RN "l
. Cop,. B 2y,
EXCEPT disclosures. “Cop éar%"epe, %
1}00‘? %% ] & Q $~$"'
These must be completed when you are g, ey U Pty
. (6 . /7,3
ready to submit. oy S oy P ¢ ony
{Od' d%g %4716 3
%) LY/ o ’QQ%
e Application ® QA{ Q
%
ot b Soved umth You Comptets your earclment. ATe you sure ©
you want to finish l:'tt:;:::::wdlwosumor
;‘\\:E. Pk’c\é\
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Disclosures

Answer Yes or No to each question.

If you answer Yes, answer any additional
guestions and enter an explanation. If the
answer is Not Applicable, enter NA without a
slash (/).

Remember, if you do not complete and
confirm the application, the disclosure
guestion responses will be lost.

—
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Disclosure Question #3

3. Are vou currently enrolled with Medicare?
1Yes- Please be sure vou listed your Medicare number on the Provider Identification

panel
1 No - Have you or will you enroll with Medicare? Yes No

If the answer to question #3 is Yes, you must upload a copy of the most recent

Medicare letter at the end of the application process.
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Disclosure Question #4

= z\
®ves L_INo

*a. Name:

*h. Title:

*c. Legal entity or home address:

*d. Social Security Number or Employer Identification Number

*ga, Date of Birth &

—
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4. *Is there an Owner/Administrator, Agent of the Provider, Managing Employee or Officer for the Corporation?

Important:
Question 4 requires the owner/administrator’s
name, title, and home address.

Also, the Social Security number and date of
birth of the owner must be listed.
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Disclosure Question #10

Question #10 asks if you have more than
one individual to disclose for question
4,5, 6, 7, and/or 9.

If the answer is yes, you MUST complete
and upload the Additional Federally
Required Disclosures form, found on the

Agreement page, following the
disclosures.

If controlled by a board of directors,
Information on all members must be
completed.
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Disclosure Question #12

12. List anv outstanding balance owed to the RI Executive Office of Health and Human
services Medicaid Program by a previous provider.

If the answer is no outstanding balance, enter 0.

Do not enter decimals or dollar signs.

—
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Out of State Providers

OUT OF STATE FROVIDERS ONLY
13,  FPeason for Enrollment: (Pleese check all that appiy)
OAnticipating or owrreathy providing services
OProvided services
O Buzinaz: expanding
O Other (pleasze specify)
14. Services Providad: (Check one)
COEmesrzency
O Urgant
O Elective

17. Wumbser of BT MMedicaid recipients you freat or anticipate tresting anmnally:

Out of State Providers MUST complete

queStIOnS 15'18 Of the DISC|OSUI’eS 18, Is enrollment based an 3 contact with 2 specific recipient? Tes N

(df yes, complete the following)
. PRecipient Marne:
Diagnosiz coda:
Fecipient hedicaid Identification Mumber:
Diated=) of Service:
I=s the reimburzament souzit for:
O hdedicaid Omly

OMedicare Co-pay,

OCrthar Insarance Co-pay

f. Mame of Other Insurance:

Item 18c. is the recipient’s
social security number.

PoRn e
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Agreement Screen — Supporting Documents

The Agreement screen enables you to submit
supporting documents as attachments to your
application.

Use the browse button to find the file, and then
upload to your application.

Documents can be loaded in the following formats:
Jpg or.pdf

Files larger than 2MB should be faxed
to 401-784-3892.

—
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Instructions

The terms of enrcliment are stated below. You must accspt these terms n arder to submit the enrollment application. Failure to
accept these terms means that no enroliment application is retained or submetted.

Ageass the swmmary of enroliment lnk to review all dais that has been artered inta the arcgliment spphoation. Changes can be
made o the axisting application by navigating back to the appropriate screen wsing the links in the table of conterts. Once changes
are made, the snroliment application can be reviewad agan.

The arroliment application terms must be accepted in crder to submit the application for approval.

Onca tha application i submated and confirmad, & trackeng rumber will be asssgnad and & cover shast can b6 prirted for
subrmission with all hard copy matenals to the enrolliment afhice

Supportimg Do Eation

The follawing actions nead ta be taken to complete the enrcliment process. If you need to submit sttachments, please follow the
nstructiong in the Atachments panel below.

Submit as Attachment: -5

_ Addeional Federally Reguired Disclosures excel pdf Please complete if you checked ves to
Submit as Attachment: quastion 10 an the Disclapures page
Submit as Attachment: Licengae for out of state provedess only

Submil as Attachmenlz Agproval Leler From DOYF o you ane apelnng as a Loansed Martal Health Coungelar

Attachmants

To add an attachment, browse and select the sttachment, then select 2dd.

Click '+ to vidw or update the details of & rew. Click '-" 19 collapse the fow, Chex the Remave link 10 remove the antire rew

Attachment | Action

B ki ]

“Uplead File Brovse

Add

HEALTH & HUMAN
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Signing your Application

Please note that the Acceptance checkbox in the Terms of Agreement secticn at the bottom of the page will remain disabled until the

Provider Agreement and Addendum have been read.

Read and Print: Provider Agreement

Read and Print: Provider Addendum I Glossary

Read and Print: Exclusion Letter

You will be submitting the Provider Enrollment application electronically. By submitting this application, you acknowledge that you have read
and agree to the policies of the Provider Agreement and Provider Addendum I Glossary for all Programs to which you are applying.
Therefore, your signature indicates that you have legal authority to submit this application and understand that your electronic signature is
binding to the same extent as your wntten signature.

*1 accept 1 understand that my electronic sianature is equivalent to written signaturs. The electronic
signature should be my legal name (first and last name).

“Your Signature

Title

Agreement Date 09/02/2015

You are unable to sign your document until you open
each of the document links in blue: Provider

Agreement, Provider Addendum and Exclusion
Letter. Once you open each, the “l accept” box can
be checked and the signature section will open.

—

Hewlett Packard
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Please note that the Acceptance checkbox in the Terms of Agreement section at the bottom of the page will remain disabled until the
Provider Agreement and Addendum have been read.

Read and Print: Provider Agreement ¥

Read and Print: Provider Addendum I Glossary ¥

Read and Print: Exclusion Letter ¥

You will be submitting the Provider Enrollment application electronically. By submitting this application, you acknowledge that you have read
and agree to the policies of the Provider Agreement and Provider Addendum I Glossary for all Programs to which you are applying.
Therefore, your signature indicates that you have legal authority to submit this application and understand that your electronic signature is
binding to the same extent as your written signature.

*I accept 1 understand that my electronic signature is equivalent to written signature. The electronic
signature should be my legal name (first and last name).

*¥our Signature
Title

Agreement Date 09/02/2015
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Provider Agreements

Erad and PrisE: der SgTEEETHS
Erad and Frea: o i = i
Erad and Prink: | s Lrtie
It is not necessary to sign and fax these
documents. Signing the application
electronically also signs these three
documents.
:G\),‘\\:E.opk’%o
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Completing Application

You will be submitting the Provider Enrcliment application electronically. By submitting this application, you acknowledge that you

have read and agree to the policies of the Provider Agreement and Provider Addendum I Glossary for all Programs to which you are
applying. Therefore, your signature indicates that you have legal authority to submit this application and understand th
electronic signature is binding to the same extent as your written signature.

*I accept I understand that my electronic signature is equivalent to written sig
electronic signature should be my legal name (first and last

“Your Signature [ I
Title I ]

Agreement Date 12/01/2011

After checking the “l Accept” box and entering your name and title, you
have three choices:
Submit....Finish Later.....Cancel

« Submit — Brings you to your Summary Page. the
information on the Summary to complete revalidation process
» Finish Later — Saves the information Disclosure information
« Cancel — Erases all entered information o,

w n
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Summary Page

Welcome
Request Information
Specialties

Provider Identificaticn

Addresses

Langquages

Banking Information

Other Information

Disclosures
Agreement
Summary
S TR
ur Iﬁ :\ R
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Confirming Your Application

IMPORTANT:

Your revalidation application WILL NOT be submitted for processing
until you click the confirm button.

Instructions for Summary Page

It changes are requirec wher vievirg the Summoary pape, plesce celeact the spproorate ink m the Tabie of Cortents panel, navigate
bazk o that page. and make charges. Note tha: if the Enrclime: Type o Provider Type fHelds are mecified or the Reques:
Irfarmation page, that vou will be reaquired o mavigete thaoudh the enralimeant application wizerd again and vodate all figlds that are
CONLrRant upor these tmo fields

Qnoe you have raviened tha canterce of thic application, zalect Tonfrm' 1o cuomit the enrclimens for processing

Flaste DYt B COPY CF tNE SUMMary for YOUr "escree

[Print Preview. Contirm Il Finish Loter

—

Hewlett Packard
Enterprise

(o)

& ) *
x o
w m

HEALTH & HUMAN

%SE RVICES

% ¥
or AHoDE ™"

31



Tracking Information Page and Cover Sheet

Provider Enrallmant: Tracking Inlarmalion

Your anrelment apphcatan has bean submetted,

our anrclmant apphoaton has been assigned the following tracking murmber:

Flegass ratdin thg tragking number for your records. The fracking rumbgr will bg upsd &g the ey for track nig the SLafus of the application.
& confirmation email has also been sent to the following contac person’s email, designated in the enrollment application:

If vou are unable to scan and submit the documentstan throwgh the Enrclimert Fortal, you ars required to print, sign and submit the oover sheet via mail or FAX,
algng vwith all ApRropnats FUDEDTING JdoIuimenEEnIon.

The Frint Fravigw and cover shawt daplay in 8 pop-up window, If your browser is st to block pop-up windows, you will nesd to allow pog-ups for this site.

To save or print the cover shest for yvour records click bers

After selecting Confirm, you will view your tracking number.

You are also able to print a cover sheet for your records,
or to attach to items you must mail or fax.
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Printing the Cover Sheet

Provider Enrollment: Cover Shaal

Date /2172012

Tracking Number 37552-121-1458-
S15-3503
Haviaf: Paziard Erisrae
aft: Frowder Enroliment
PO Box 2010
Warweck, Rl 02887-2010

Enrallment form for the following provider:

Listed below s the additional informaton necessacy (if applicable) to successfully complete your enrollmert as a Rhode Island Medical Assistance provider. The informabton listed below must be sent n order to complete your Frovider
Enrclimers Applicatean. PFlease check mark the tems below that will be included with this cover sheet.

w __ Federal W-5 Form, requered

& __ Addticnal Federally Regquirad Dhsdlasuras, «f apphicable
® _ Copy of DOYF Lettar, if apglicabla

® __ Copy of Frincipal Counselor Certificate, if applicable

w _ Copy of Cut of State License, & applicable

& __ Cepy of BHODH License, f appheabls

All of tha decwmeris that are chackad above must be mailad 1o H Enterprise Serncas (address hsfed above) or faxed to (401) T84-3882 with thes document as & covershest,

Use the Print button to print a copy of the Cover Sheet.

Select Close when completed.
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Time Out!

For security purposes, your session will time out after 30 minutes. If it will
take more than 30 minutes for you to complete, save your work, exit, and
enter the process again.

Remember: Your disclosure question responses WILL NOT be saved, so
you need to allow time to complete these in their entirety and submit, or

your responses will be lost.
—
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Questions?

Please contact our Customer Service Help Desk at
« (401) 784-8100 for local and long distance calls
« (800) 964-6211 for in-state toll calls.

o"NE Fs,
(o)
S

&
-
w m
HEALTH & HUMAN
SERVICES
A

—

Hewlett Packard
Enterprise 35



Thank you



