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Agenda

« How to begin

« Access your information

«  Verifying your information for revalidation
* Important reminders

« Disclosures

« Uploading supporting documents

e 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 Enrollment 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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Notification Letters

DXC Technology

PO Box 2010
Warwick, Rl 02887-2010 gl

RI Medicaid Provider

Providers who are
required to revalidate oXC Teghnology
will receive two letters: ﬁ :

Warwick, RI 02887-2010

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

one containing a
tracking number and R Mecicaid Provide
one with a password.
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Begin Revalidation Process
https://lwww.riproviderportal.org

Home

Wednesday 09/02/2015 11:47 AM EST

What can you do in the RI Medicaid Health Care Poi

Through this secure and easy to use internet portal:

Login

“User ID

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

Do NOT login
with your
User ID.

= 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.

Where do 1

enter my password?

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

Would you like to enroll as a 3

Click here for ’
Provider
Enrollment

Would you like to enroll as a Trading
Partner?

Click here to Enroll

‘ ’ 2
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/

Access Your Information

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

Provider Enrollment

Enrollment Application
Initiate a new provider enrollment
application.

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

Resume
EnrO”ment enrollment application.

e current status of an

Customer Links

National Plan & Provider Numeration
System

Apply or Venfy 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 enrollment at (401) 784-8100 £ for local and long distance calls or (800) 964-6211 t¢ 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 i1s not your Healthcare Portal password. el
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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

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.
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Provider Enrollment — Request Information Screen

Provider Enrollment 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

ShOUId be Completed Wlth ] : Rhode Island Executive Office of Health and Human Services
the primary contact : ) e
information for the provider.

Friday 11/04/2011 11:04 AM EST

Se | ect Conti n u e O r Fi n iSh 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 perscn will potentially be contacted to answer any guesticns regarding the information provided in this enrollment
.

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

Agreement “Requesting Enrollment Effective Date® [14,q4/2011

Summary

Contact Information

“Contact Name |

Contact Phone ® |

“Contact Email @ |

*Confirm Email ® |

— \WE Og
Preferred Method of Communication S ‘o
o
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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.

.I‘ DXC.technology

Specialty

Taxonomy Code Lifective Date End Date Action
Bl | ¥ mudsoplinary Organzation 282N00000X 04/01/1993 12/31/99%%
Type Outpatient Facility “Specialty | myitdisopinary Organization v
*Effective Date® l04/01/199) g End Date hy’xnm ;E’
“Taxonomy Code [zunooooox v Primary
Specialty Taxonomy Code Effective Date End Date Action
B | ¥ No Provider specialty designated. NoTaxonomy 04/04/2014 05/05/2025
Type Independent Pharmacy “Specialty | No Provider specialty designated. V|
“Effective Date® (04/04/2014 |5 End Date® (55/05/2025 | &)
*Taxonomy Code [NoTuooomy v] Primary
L Save | Lm | Lﬁxd ]
B Chck to add specalty.
(WVE Org
wco [ ] ’c'«
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Provider Name

Provider Legal Name

The provider legal name and information is prowded once for each enrcllment, Cwmership Information s required. Corporation . _ )
Government/nonprofit corporation

: ' Legal services corporation
"Ownership | bt Medical services corporation

Partnership
Trust/estate

Business Mame |

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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W'g Roguest for Taxpayer
ROt tun Identfic ation Numbdet and Cenification
)
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ALL providers must upload a new
signed W-9 at the end of the
revalidation process.

The business name entered on
the W-9 must match the
provider’s legal name.
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Provider Identification Numbers

Provider Identification NMambers

“Tax ID® “Tax ID Type ® EIN

Verify the Tax ID.
DO NOT change the tax
effective date. This will

"Effective Date©® 5 -_vx-:,; - End Date® ;5,31 /9999 - Fiscal End Date pecember

NPl 1234567890

Licenss & Ewpiraticn Dale & o
cause an error in your i &
application. DEA #
The NPI will be

Supplemental
MIP1

pre-populated.
Enter any of the other
information below the NPI as | Continun i Finish Lator Jl Cancel
applicable.
If License # is added,
expiration date is required.

Supplenamtal
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Medicare Number /CLIA

"W [
License & Expiration Date® ﬂ ] ]
Medicare & | | | | If also a Medicare provider, you must
DEA # | | enter your Medicare number.
CLIA # _ .
Supplemental NPT | | Hospitals — enter CLIA# and upload
Ry | | 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.

Note: Phone number is a
required field for the service
address.

.I. DXC.technology

Provider Enrollment: Addrosses 7]

v Indicates & DOmary recoed

Provider Addresses

sch locs ng
Addresses payment. Multiple addresses can be added, regarde reg
P co are
the
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Languages

Prowvider Enrollment: Languadges n
: Prowiders that have the abilty to interpret muliple languages should select the appropnate ones belov
Click the Remave ink (o remove the ro
Language Action
El
Langieages Language 3
el

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

languages from the list.
Select the Add button after each language.
When finished, select continue.
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= ElsCironic Funds Trandher (EFT | Enrolimént Toisdgy 00 12/ 2010 1200 FM E5T

Providers Enrallment: Electrenic Financial Transaction (EFT) Astharization Agretnent n

Provider Information

Banking Information

* Provider Mame:

Provider Identiflers Information

The next screen is to confirm

your EFT enroliment for ey R o s
. . [EFTY Eneolinsent Tdentification Hm:::r
direct deposit of payment G R

from RI Medicaid. -
Enter Provider name. - ———
TIN and NP1 will be filled in |
for you. Leave other e
Fax Numbser;

identifier blank if you have an
NPI| and do not check box.
Enter taxonomy.
Enter contact information and
bank name and address.

Financhal Institutbon Infonmation

Financlal Imstitwtion
Mame:

Financial Institition Address.

Address
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Banking Information

Enter the remaining

information for the bank.
Check the NPI box only.

Select a reason for

submission.
For revalidation it is
“change enroliment”
Select continue

.I. DXC.technology

City ‘

State \

Financial I:I

Institution
Telephone
Number:

Type of Account at

Financial
Institution:

Account Number Linkage to Provider Identifier

Provider Tax
Identification
Number (TIN):

(if identifier other than NPI is used)

Zip Code I:l

Financial Institution ‘ ‘
Routing Number:

Provider's Account ‘ ‘
Number with
Financial Institution:

National Provider
Identifier (NPI) :

Submission Information

*Reason for

Submission:

Submissson Informatson

‘Reason for Submission |
Mlteze Er v

coninue ] i tater |} _cance
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Other Information

Provider Enrollment: Other Information

| Certification Inlormation
Cartification

*Effective Date @ e End Date &

Facility Provider

| Tnediwidual Providers

“Spacialty Board = aAdditional information i provided for each enrollment, for group/facility and individual providers.
Other Information
*Effective Date @ T End Date &
’ Certification Information
Cheg P

“Certification e
Brhool |

Year of Graduation @ “Effective Date & Ll End Date &

| Continue i Finish Later [l Cancel [PSUSTRIFSI.

Number of Licensed Beds

Individual Provider

Number of Swing Beds

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

IMPORTANT
Disclosures must be completed all at once. If
you save your revalidation application, all
prior work will be saved

EXCEPT disclosures. _ , .
These must be completed when you are R 278 Pocy,
ready to submit. ; '

v Suspend Incomplete Application

Any disclosures or attachments that have been included will
not be saved until you complete your enroliment. Are you sure
you want to finish later and lose any disclosures or
attachments?
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Disclosures

Answer Yes or No to each gquestion.

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.

.I. DXC.technology
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Disclosure Question #4

® ves (o

*a. Name:

*h. Title:

*c. Legal entity or home address:

*d. Social Security Number or Employer Identification Number

*ga, Date of Birth &

i

.I. DXC.technology

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.

.I. DXC.technology
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Out of State Providers

Out of State Providers MUST complete
guestions 15-18 of the Disclosures.

You must be providing services to at least
one RI Medicaid recipient to revalidate
your enrollment.

.I. DXC.technology

OUT OF 5TATE FEOVIDEES ONLY

15.

Feazon for Enrollment: (Pleese check all that appiy)
OAnticipating or owrreathy providing services
OProvided services

O Buzinaz: expanding
O Other (pleaze specify)

14.

Services Providad: (Check one)
O Emearzency
O Urgant

O Elective

Wumbear of FI MMedicaid recipients you freat or anticipate tresting arnmmally:

18,

Iz enrollment bazed an 3 contact with 2 specific recipient? Tes Mo
(If ves, complate the following)
2. PBecipiemt Marne:

b. Diagnosiz code:

C. Pecipiest MMedicaid Identification Mumber:;

d. Dhate{z) of Service:

2. Isthe reimbarserment sonzht for:
O Medicaid Omly
OMedicare Co-pay,
OCrthar Insarance Co-pay

f. Mame of Other Insurance:
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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.

.I. DXC.technology

Instruct omns

Supporting Documentation

s ek e o 4 +a ha & s it el 1 el e B i resl] B T T Ry
VING SCNICNS Ned & tamen bo compsete She Bnro &Nt prooess. IF wou reed S0 SuD FETHEMRE,

& Attachmeants panel below

Submit as Attachment:

Submit as Attachment: fj_::': . :e: '."_:_t:'?_'l_'.='f_'_'_',:_=.:_ *:;:u:':--:d ==

Submil as Attachmeni:

Submil as Attachmenl: Agproval Lamer from DCYF o
Attachmenis
To &do an attschment, browse and s=lect the sttaschment, then selsct Sod.
Cliek 1at = =
| [ Attachmen i
IE|

Upload File
Add

please frllow the
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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 wnitten signature.

*1 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

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 “I accept” box can
be checked and the signhature section will open.

.I. DXC.technology

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

*“¥Your Signature
Title

Agreement Date 09/02/2015

Exe
10

HEALTH & HUMAN
SERVICES
. o

g ¥
€0 pyope ™

27



Provider Agreements

Erad arndl Prink:
Erad and Frea:
Erad arndl Prank:

.I. DXC.technology

It is not necessary to sign and fax these
documents. Signing the application

electronically also signs these three
documents.
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Completing Application

You will be submitting the Provider Enrollment application electronically. By submitting this applicaticn, you acknowledge that you
have read and agree to the policies of the Provider Agreement and Provider Addendum I Glossary for all Programs to whigh you are
applying. Therefore, your signature indicates that you have legal autherity to submit this application and understand th r

electronic signature is binding to the same extent as your written signature.

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

“Your Signature

Title

Agreement Date 12/01/2011

Finish Loter [ Cancel

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. You must confirm the
information on the Summary to complete revalidation process
* Finish Later — Saves the information EXCLUDING Disclosure information

« Cancel — Erases all entered information
< . e
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Summary Page

Your summary page allows you to review
all information.

If changes are needed, you must return
to the appropriate page, by clicking on
the correct section in the table of
Languages contents on the left side of the screen.

Disclosures

.I. DXC.technology
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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 a2 requires wher viewirg the Summary page, plesce celact the spproorate irk m the Tabie of

© that page. and make charges. Note thae if the Ernrclimen: Type o Provider Type helde are mecihed or the Request
Irfarmation pags, that vou will be required 2o mavigets thacudh the evraimeant application wzerd agein and vodate all ficlds that a7
CONLQENt upor these tmo fields

IACA YOU Dave ravisned tha canterce of thic applicasion, caact Tonf ' o coomit the anrolimens for procesains
DIAALA DI A SO0V OF tNIg SUMMAry fOF YOUr recteree

| Print Preview |
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Tracking Information Page and Cover Sheet

Provider Enrallment: Tracking Inlarmation

gur grrclment spphesban Rad basn dubmetiad
¥ e ARphcahEn RaE B Agsigned thE follgsamg trackeng mumiie
Flagass retain thg trac Mg NUMEET Q5 yOous MECCOdS The frack g MUMDET & D UEE0 BE g =8 i i ] W [ i
5 confirmaticn ermail has also besn sent fo the following cantac perscin 5 email, designated in the sanroliment application
If vou are unable to scan and submit the documentstion th raugh the Ernrclimeent Fortal, you are requered to print; Sign and submit the oover sheet via mail or Fax
RIGAY wilh Bl ApfropsialE SUD Do =] aleat i Aald. 140 4]

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.

.I. DXC.technology
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Printing the Cover Sheet

Provider Enrollment: Cover Shaat

Date 2/21/2012

Tracking Number 37557-121-1458-

Enrallment form for the following provider:

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 being idle for 2 hours.
If you will not finish, save your work by clicking “finish later”, exit, and enter

the process again.

Remember: If the application times out, all of your responses will be lost

and you will need to begin again.

.I. DXC.technology
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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.
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Thank you



