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Log In to Your Re-Enrollment Application

Log In to Your Re-Enrollment Application

= Please enter your Application Tracking Number (ATN) found on your re-enrollment notification letter or contact the Provider Assistance Center at 1-800-842-8440 for assistance in obtaining
your ATN.

Required fields are indicated with an asterisk (*)

ATHNT
MPI/Mon medical provider identifier (AVRS ID)™

Enter the ATN and AVRS ID shown in the letter provided by HPE




Home Information Trading Partner Pharmacy Information Hospital Modernization Telehealth Information Electronic Visit Verification

home provider enrollment B0 EEE SR TN provider enrollment tracking provider matrix  provider services provider search drug search provider fee schedule download oos instructions/information fingerprint criminal backg
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Log In to Your Re-Enrollment Application » Instructions

Welcome to the Connecticut Medical Assistance Program Provider Enrollment/Re-enrollment Wizard. This Wizard is available to providers newly enrolling in the program and those providers who are notified that it is time for re-enrollment into
the program. This Wizard offers a simplified, expedited method of enrollment/re-enrollment.

Please note the following:

= As defined in 42 CFR 455.434, fingerprint-based background checks will be applied to providers and suppliers placed into the high level risk category during the enrollment or re-enrollment process.

= Providers must enroll in the appropriate taxonomy/provider type/specialty to ensure accurate billing and reimbursement rates. A full list of taxonomies/provider types/provider specialties can be found at www.ctdssmap.com by
clicking on Information, then Publications.

The Wizard will not allow you to submit an incomplete application. If required fields are omitted, you will be prompted during the application process to correct those fields.

If you have a popup blocker, you must add "www.ctdssmap.com” as Allowed Web Site.

Once you have started an application, you cannot save an application in process and return to complete it later. Rather, you will be reguired to start a new application.

Applicants may be presented with a Follow On Document which lists additional documentation that must be mailed to the Gainwell Technologies Provider Enrollment Unit in order for your enrollment/re-enrollment application to be
considered complete. Failure to mail to Gainwell Technologies any of the required documents will result in a delay in processing your application.

= Once an application has been submitted, you cannot return to it to modify the application. Any changes to the application after it has been submitted must be mailed to:

Gainwell Technologies
Provider Enrollment Unit
P.O. Box 5007

Hartford, CT 06102-5007 Please CliCk next

Note to Out-of-State Providers:

Department of Children and Families (DCF) out-of-state providers currently enrolled in a Managed Care Organization and now seeking enrollment in the Connecticut Medical Assistance Program may do so using the enrollment/re-enrollment
Wizard.

All other out-of-state providers may use the enrollment/re-enrollment Wizard if they have received approval from the Department of Social Services. Qut-of-state providers may obtain approval by first submitting the claims for which they seek
reimbursement to Gainwell Technologies at the following address:

Gainwell Technologies

Written Correspondence

005S Claims

P. 0. Box 2991

Hartford, CT 06104

Please click the "next” button to start the enrollment application.

| Next | | et |



Connecticut Department

of Social Services

Making a Differance

Help
Thursday, November 17, 2016

Home Information Trading Partner Pharmacy Information Hospital Modernization

home WilgdihEE= 0l 8 provider re-enrollment provider enrollment tracking provider matrix  provider services provider search drug search provider fee schedule download ehr incentive program

00s instructions/information e-mail subscription secure site Because DDS does the Medicaid Bl“lng for our DFOViderS, Please
Instructions » Application Type » Organization Participation Type » Application For SeleCt "Organization that iS EmployE‘d/ContraCted by AnOther
Provider Type/Specialty » Before You Continue #» National Provider Identifier Information » Identifying Information Organization
Addresses » Additional Service Location Address » Tax ID Information » Member of Orgamization

Aftestation » Medicare Information » Board Members, Partners or Managing Administrators Information » Controlling Interest
Survey » Summary

Organization Participation Type

Required fields are indicated with an asterisk (™).

Please indicate how you wish to participate in the Connecticut Medical Assistance Program:
& Organization

e T=Talhr=tule Fhak ic Emr
ol R (= - LR L Ly R L

DEFINITIONS:

COrganization - An organization provider would be an entity who is considered the biller and performer of service. An example would be a hospital provider or an agency that bills on behalf of other providers. Reimbursement is made to the organization.

COroanization that is Employed/Contracted by Another Crganization - &n organization that is associated to another entity that is responsible for billing the services provided. &n example would be a group home for which sarvices are billed through a State

agency. Reimbursement is made to the billing entiby.
[ | e
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Instructions » Application Type » Organization Participation Type » Application For All DDS Providers need to select the below provider type and provider specialty
Provider Type/Specialty » Before You Continue » MNational Provider Identifier Information » Identifying Information
Addresses » Additional Service Location Address » Tax ID Information » Member of Organization

Afttestation » Medicare Information #» Board Members, Partners or Managing Administrators Information » Controlling Interest
Survey ®» Summary

Provider Type/Specialty

Required fields are indicated with an asterisk (*)

Provider Type® |BHH,.-‘TCM,."Waiver Performing vaiderﬂ

Provider Specialty™ |DDS TCM Performing Provider ﬂ

prevous | x| e
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Instructions #» Application Type » Organization Participation Type » Application For

Provider Type/Spenalty » Before You Continue » MNational Provider Identifier Information » Identifying Information
Addresses » Additional Service Location Address » Tax ID Information » Member of Organization

Attestation » Medicare Information » Board Members, Partners or Managing Administrators Information » Controlling Interest

Survey » Summary

Before You Continue

Prior to continuing, it may be helpful to gather the following information which may be required on subsequent panels.
Click on the links below to open a sample of a completed enrollment application.

ants Only: Please note that man
=4

Full @ digit zip codes for all addresses
License Mumber
Out of state providers must submit a copy of their license to Hewlett Packard Enterprise. This documentation must contain the Application Tracking Number (ATM)} assignad at

ths el 6k this Gntoilinent: _ L This screen shows what you may need in order to complete the application. You
Tax Identification {including SSN and date of birth for all stakeholders, including owners, partners) . . . . .
National Provider Identifier (NPI) will not need all of the items on this list. DDS suggests looking through this PDF
Taxonomy Code to see the screens and information that you will need.

Direct Deposit Bank information (for providers seeking direct reimbursement) Reminder: The app[ica’[ion needs to be Comp[eted In one session since it

Sy MU bl applcabin ) cannot be saved to be completed at a later time.

Medicare Number (if applicable)
Physician Assistant's Supervising Physician's Mame, NPI, License
Out of state provider wishing to enroll must first submit a claim to Hewlett Packard Enterprise

The data you are required to enter may vary based on your provider type. The examples below demonstrate the maximum information that will be required from providers. A
link to a sample application is provided below.

Click here to open the Individual Practitioner Enrollment Application Sample

Click here to open the Employed by Organization Enrollment Application Sample

Click here to open the Organization Enrcllment Application Sample

Click here to open the Organization Employed/Contracted by Org Enrollment Application Sample

Applicants may be presented with a Follow On Document which lists additional documentation that must be mailed to the Hewlett Packard Enterprise Provider Enrollment Unit in order for vour
enrollment/re-enrollment application to be considered complete. Failure to mail to Hewlett Packard Enterprise any of the required documents will result in a delay in processing your application.

However, it may be helpful to gather the followin

i
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continuing: Mational Provides

er (NP1}, sponsoring ins irity Number
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Instructions » A tion Ty » Orga t Participation Type » A t F : : :
F‘rlu:w'rfJ_‘IZrE'll":a::--a:'.-"SpEEiaﬁsf Dnr B::Egu:uer-.: Yu:uurgcgriii far nar-JIEEtIiEnEIuII:”;r-::I’v:':E' I;E?":;ifii-:r fl:FD:r;a:inr » Identifying Information Please make sure the fOllOWIng Orgamzat'()n IDS are enterEd.
Lddresses » Additional Service Location Address » Tax ID Information » Member of Organization If they are not present the next SlldeS WI“ demonstrate hOW tO do th|5

Member of Organization

Required fields are indicated with an asterisk {*).

Please select the following link to obtain a list of the Organization IDs provided under each of the DDS waiver programs: Billing Provider Cross Reference DDS.

» If the applicant is a member of an organization, such as a group, clinic or hospital, indicate the organization to which they are a member.

PrganizatMg ID Organization Name Organization Membership Effective Date
004230504 STATE OF COMMECTICUT 01/06/2025
004247509 STATE OF CT IFS WAIVER 01/06/2025
008030810 DDS EMPLOYMENT AND DAY SUPPORTS WAIVER 01/06,/2025
008035318 STATE OF CT-MONEY FOLLOWS COMP 01/06/2025

Type changes below.

Mempber of Organization

Organization ID™

evious J  Mext | | e |
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The next four slides on this PDF are of the same screen. Please look through all four
Instructions » Application Type » Organization Participation Type » Application For

Provider Type/Specialty » Before You Continue » National Provider Identifier Information » Identifying Informat S“des before proceeding° The fourth page iS thlS Series Of S“des ShOWS a“ Organization
Addresses » Additional Service Location Address » Tax ID Information » Member of Organization IDS that new pl‘OViderS need tO enter

Required fields are indicated with an asterisk (*). 1Type in the ﬁrst ID ”004230504” A panel Wl“. pOp Up on the bOttom Of

Please select the following link to obtain a list of the Organization IDs provided under each of the DDS wi the screen.

2.Click on the line circled below.

= If the applicant is a member of an organization, such as a group, clinic or hospital, indicate the organization to which they are a member.

Organization Il Organization Name Organization Membership Effective Date

004230504

Type changes below.
Member of Organization

QOrganization ID* 004230504

LS -
~ Organizations ~
Organization Name Type Spedialty Address City State Zip
Other
l—STATE OF CONNECTICUT 53 - BHH/TCM/Waiver Billing Provider 531 - DDS Comp Waiver Biller 460 CAPITOL AVENUE , HARTFORD CT 06106-1308 ——
L ~

prevo [ o |
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Instructions » Application Type » Organization Participation Type * Application For

P der Type/Specialty » Bef You Conti w» Mati | Prowider Identifier Inf ks » Identifying Inf ti 1 1 1
provider Type/Specialty » Before You Continue » Nators] B der et formation o dentiving nformati 3. Enter in the effective date as the last date the Provider was enrolled up to 6 months.
For example, if working on the application on 6/1/2025 and the last day of enrollment

was 11/1/2024. Then the effective date would be 12/1/2024.
If the last day of enrollment was 4/1/2025, then the effective date would be 4/1/2025.

Required fields are indicated with an asterisk (¥).

4.Click add

Please select the following link to obtain a list of the Organization IDs provided under each of the DDS wa

n If the applicant is a member of an organization, such as a group, dinic or hospital, indicate the organization to which they are a member.

Organization ID Organization Name Organization Membership Effective Date

004230504

Type changes below.

Member of Organization
Organization ID® 004230504

Organization Mame

Organization Membership Effective Date™

L

~ Organizations )

Organization Name Type Specialty Address City State Zip
Cther

STATE OF CONNECTICUT 53 - BHH/TCM/Waiver Billing Provider 531 - DDS Comp Waiver Biller 460 CAPITOL AVENUE , HARTFORD CT 06106-1308
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erovider Type/Specialty » Defore Yo Continue » Nationa) Proveer Identifer Information » Identibing Informatn 1 NiS SCrE€N Shows a completed entry of a single Organization ID. The next page
Addresses » Additional Service Location Address » Tax ID Information » Member of Organization of the PDF ShOWS a“ Organization IDS that need to be entered.

Member of Organization

Required fields are indicated with an asterisk (7).

Please select the following link to obtain a list of the Organization IDs provided under each of the DDS waiver programs: Billing Provider Cross Reference DDS.

n If the applicant is 2 member of an organization, such as a group, clinic or hospital, indicate the organization to which they are a member.

Organization ID Organization Name Organization Membership Effective Date
004230504 STATE OF CONNECTICUT 05/01/2016

Type changes balow.
Member of Organization

Organization ID*

proviows | et e




Connecticut Department

of Social Services

— Making a Difference

Monday, J

Information Trading Partner Pharmacy Information Hospital Modernization Telehealth Information Electronic Visit Verification

ne WAL GGG 8 provider re-enrollment  provider enrollment tracking provider matrix  provider services provider search drug search provider fee schedule download oos instructions/information fingerprint crin
13il subscription secure site

Instructions » Application Type ®» Organization Participation Type » Application For
Provider Type/Specialty » Before You Continue » National Provider Identifier Information » Identifying Information
Addresses » Additional Service Location Address » Tax ID Information » Member of Organization

Member of Organization

Required fields are indicated with an asterisk {*).

Please select the following link to obtain a list of the Organization IDs provided under each of the DDS waiver programs: Billing Provider Cross Reference DDS.

« If the applicant is a member of an organization, such as a group, clinic or hospital, indicate the organization to which they are a member.

3 ID Organization Name Organization Membership Effective Date
STATE OF COMMNECTICUT 01/06/2025
004247509 STATE OF CT IFS WAIVER 01/06/2025
008030810 DDS EMPLOYMENT AND DAY SUPPORTS WAIVER 01/06/2025
0080359318 STATE OF CT-MONEY FOLLOWS COMP 01/06/2025

Type changes below.

Member of Organization

Organization ID*

| prevous | met
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Instructions » Application Type » Organization Participation Type » Application For

Provider Type/Specialty » Before You Continue » National Provider Identifier Information » Identifying Information
Addresses » Additional Service Location Address » Tax ID Information » Member of Organization

Attestation » Medicare Information » Board Members, Partners or Managing Administrators Information » Controlling Interest

Survey » Summary

MNational Provider Identifier Information

"National Provider Identifier" should be left blank. Please select

Required fields are indicated with an asterisk (*) . . .
"Taxonomy Not Applicable (non-medical services)" as the
Mational Provider Identifier Primary Taxonomy
Primary Taxonomy™ | —————————— - Taxonomy Mot Applicable {non-medical services)

Taxonomy 2 |

Taxonomy 3 I

¢| <] <|[<]]<]

Taxonomy 4 |

Taxonomy 5 |




Connecticut Department

of Social Services

Making a Difference

Help
Tuesday, February 07, 2017

Home Information Trading Partner Pharmacy Information Hospital Modernization

home provider enrollment B0l G- @ =m=ilentlnl=11® provider enrollment tracking provider matrix provider services provider search drug search provider fee schedule download ehr incentive program
oos instructions/information e-mail subscription secure site

Log In to Your Re-Enrollment &pplication » Instructions ®» Organization Participation Type *» Provider Type/Specialty
Before You Continue » National Provider Identifier Information » Identifying Information

Identifying Information

m The name entered on this line must match exactly the provider name submitted to the Internal Revenue Service and what is submitted on all other information supplied to the Connecticut Medical
Assistance Program.

n Indicate the language(s) spoken by organization staff that is available to interpret for clients.

Confirm the name of your organization

Required fields are indicated with an asterisk (*)

Mame - Organization™

If it asks for Effective Date, use the same one that
CAngiRGES: | ] o was entered in Member of Organization

Spanish

Portuguese

Russian

Polish
Other W

T o

milimiimEim i
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Instructions » Application Type » Organization Participation Type » Application For
Provider Type/Specialty » Before You Continue » National Provider Identifier Information » Identifying Information
Addresses » Additional Service Location Address » Tax ID Information » Member of Organization

Attestation » Medicare Information #» Board Members, Partners or Managing Administrators Information » Controlling Interest

Survey ®» Summary

Required fields are indicated with an asterisk (*).

~ Service Location Address

Street Address Line 1%
Street Address Line 2
City™

State/ZIP™

Contact Person™

Telephone Number - Contact Person™
Telephone Mumber - For Patient Use™
Handicap Accessible?

Contact Email

Confirm EMail

Fax

TDD/TTY

CLA's Address

Enfield

ICT (M| 01100

Fred Jones
(860)418-6000
(860)418-6000

INU Ivl

0215

s Medicaid Contact Person and Telephone Number for Contact Person will be used for Medicaid administrative purposes only.
m Service location is the street address where a provider office is physically located and where the records are normally kept.

= Residents are reguired to provide the address of their sponsoring institution. Please note that street address line 2 may include specific information to ensure any letters mailed reach the
appropriate staff/department at the resident's sponsoring organization.

Service Location Address

Confirm the Address. If you see your business office address, that
is ok. All DDS Providers complete a re-enrollment for each of their
CLAs and an additional re-enrollment for their business office. The
business office re-enrollment is used for all non-CLA services that

are provided to DDS consumers




~ Mailing Address

= Indicate the address where the Connecticut Medical Assistance Program should send general information and correspondence.

b

Mailing Address EX

Street Address Line 1* ® ) ) )
Striak Arldress Tiha Confirm the Business Office Address

City™ Enfield
State/ZIP* ICTEV 01100 - 0215

Contact Person® Fred Jones
Telephone Number - Contact Person™ (860)418-6000 Ext.
Contact Email
Confirm EMail

Fax

e copy v ochas




~ Home Office Address

= Indicate the provider’s Home Office address.

Home Office Address
Street Address Line 1* Business Office Address

Street Address Line 2
City* Enfield
State/ZIP* ICT | 01100 = 10215

Contact Person® Fred Jones
Telephone Mumber - Contact Person™ (860)418-6000 Ext.
Contact Email
Confirm EMail

Fax

¥

Confirm the Business Office Address

BT e




~ Enrollment Address

m Enrcliment address is the address to which all enroliment/re-enrollment correspondence will be mailed, including a provider's notice to re-enroll. If a provider has a central credentialing unit or
office member that performs that function, this is the information that should be reflected in the address and contact fields below.

3

Enrollment Address
Street Address Line 1¥ Business Office Address

Street Address Line 2
City* Enfield
State/ZIP* ICTE'V 01100 - [0215

Confirm the Business Office Address

Contact Person™ Fred Jones
Telephone Number - Contact Person™ (860)418-6000 Ext.
Contact Email
Confirm EMail

Fax

e Y oy e naar

[prevous | next e
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Instructions » Application Type @» Organization Participation Type » Application For

Provider Type/Specialty » Before You Continue » Mational Provider Identifier Information » Identifying Information
Addresses » Additional Service Location Address » Tax ID Information » Member of Organization

Attestation » Medicare Information » Board Members, Partners or Managing Administrators Information » Controlling Interest
Survey » Summary

Additional Service Location Address

Required fields are indicated with an asterisk (¥).
Street Address Line 1 Street Address Line 2 City State Contact Person  Telephone Number - Contact Person

Type changes below.

Street Address Line 1%

Street Address Line 2 This screen should not be completed by DDS providers.
City* Leave Blank and Click Next.
State/ZIP* IC.'T | .

Contact Person™
Telephone Number - Contact Person™ Ext.
Handicap Accessible? Mo v
Contact Email
Confirm EMail
Fax

TDD/TTY

e EECET [ e
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Confirm your Tax ID and effective date

Instructions » Application Type » Organization Participation Type » Application For
Provider Type/Specalty » Before You Continue » National Provider Identifier Information » Identifying Information

Addresses » Additional Service Location Address » Tax ID Imformation » Member of Oroanization
Attestation » Medicare Information » Board Members, Partners or Managing Administrators Information » Controlling Interest

Survey » Summary
Tax ID Information
Required fields are indicated with an asterisk (¥)

Taxpayer Identification Number {TIN} T
Do not enter dashes * AXRKX-727

TIM Effective Date™ 07/01/2002

Previous
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Instructions » Application Type » Organization Participation Type » Application For Read the agreement and answer the tWO questions
Provider Type/Specialty » Before You Continue » National Provider Identifier Information #» Identifving Information

Addresses » Additional Service Location Address » Tax ID Information » Member of Organization

Attestation » Medicare Information » Board Members, Partners or Managing Administrators Information » Controlling Interest
Survey » Summary

Attestation

Required fields are indicated with an asterisk (™)

Electronic Signatures

Do you store your health records electronically? = ® Yes O No

Electronic Signature Attestation:

Conditions for DSS Acceptance of Electronic Signaturas

In order for DSS to accept elactronic signatures on the Provider's medical records, the Provider shall, at a minimum, mesat the requiremeants that are listed belowe. In addition, the Provider shall have written pelicies governing the assignment and
use of electronic signatures on medical records that reflect these reguirements. The requirements are as follows:

In order to authenticate and safeguard confidentiality of electronic signatures, the Provider shall assign each User of an electronic signature ("User™) at least two (2} distinct identification components, such as an identification code and a
password, which, togethar, shall constitute a "unique code.” For the purposes of this Addendum, the User’'s name will not suffice as a password.

Before assigning the unigue code, the Provider shall verify the identity of the User.

The unigue code assigned by the Provider to a User shall not be assigned to anyone else.
The Provider shall certify, in writing, that the User is the only person authorized by the Provider to use the unigue code that was assigned to him or her.

Each User shall certify, in writing, that, the User will not release his/har User identification code or password to anyone, or allow anyone to access or alter information under his/her identity.
Earh Drowidar and_aach Uear chall cadify_in writina _that tho clarbranic cionaturs iz inkandad #n_ha tha laaalhs hindino_ansivalant of tha |lcar’s braditianal handsitban cinnatua

® Yes. I certify that the Provider has policies that meet the Provider Enrollment Agreement concerning the Acceptable Use of Electronic Signature reguirements for acceptance of electronic
signatures by DSS, and that the Provider meets all of the requirements for the issuance and use of electronic signatures.

Mo, I do not certify that I meet the requirements for acceptance of electronic signatures by DSS.

| previous  J mest | | e |




Survey » Summary

Board Members, Partners or Managing Administrators Information

Feduled fokbs S indiated with - potedlic O Enter the information for all Board Members, Partners and

Are you a nonprofit organization or an organization without an owner?* D ¥es ® No Managing Administrators.
Are there board members, partners, or managing administrators of vour organization?*  ® Yes O No

For both nonprofit and profit organizations: If an organization has a board

of directors (either paid or volunteer), the provider must supply the information

for the administrative staff. The person(s) responsible for the day to day

operations of the organization would include: President, VP, Treasurer, CEO,

managing partners, etc.

Do all owners have less than 5% ownership in the organization? O yes ® Mo O MN/A

Is your corporation a subsidiary of another company?* i Yes ® No

Mame Mystery Inc.

Corporate Headguarters Location |Business Office Address

~ Board Members, Partners, or Managing Administrators Information-Detail -

Position Name City State

Chief Executive Officer Jones, Fred Enfield CT

Select row above to uidate -ar- click Add button below.

Required fields are indicated with an asterisk (¥)

Position™ |Chief Executive Officer ﬂ
Last name™ Jones
First Name, Middle Initial* Fred
Street Address Line 1* 49 Miner Lane
Street Address Line 2
City* Enfield
State/ZIP* ICT |v| 01001 - 0215
SSN™ XXO-XX-9635
Date of Birth™ XX/ XX/1960

T T ™
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Survey » Summary

Controlling Interest

Required fields are indicated with an asterisk (*).

s If you are a nonprofit organization or an organization without an owner, controlling interest information is not reguired.

m Indicate the person/persons who have a controlling interest in your organization.

s Controlling Interest: Controlling interest includes, but is not limited to, those enumerated: that is, all owners, creditors, controlling officers, administrators, mortgage holders, employees or
stockholders with holdings of 5% or greater of outstanding stock, or holders of any other such position or relationship who may have a bearing on the operation or administration of a medical
services-related business.

Mame Percentage of Controlling Interest

Jones, Fred 1

Type data below for new record.

Last Mame™® Jones

First Name* Fred Enter all Owners that own 5% or more of the company.
Middle Initial
Relationship™ ISE|f ﬂ

Medicaid Provider Number (if applicable)
Social Security Number® X3x-XX-9635
Date of Birth™ | XX/%XX/1960

Street Address Line 1* 49 Miner Lane
Street Address Line 2
City™* Enfield

State/ZIP* ICTfV 01001 - [0215
Telephone Mumber - Business™ (860)418-6000 Ext.

Percentage of Controlling Interest™ | 100%

T

The percentage of ownership does not equal 100%. The remaining owners have less than 5% ownership in the organization. | ® yves O Mo

Does the applicant and/or owner, partner, member or officer have an ownership or controlling interest in any other provider? Oles | ® N6
# s L



Required fields are indicated with an asterisk (*)

1. Is, or was, applicant a Medicaid provider in any other state? * Answer all survey questions Ol¥es ®No
2. Is applicant a provider for any other federal program, e.g., MEDICARE? * CiYes ® Mo
3. Has the applicant ever been denied enrollment in Medicaid, Medicare or any other state or federal program? * O ¥Yes | ® No
4, Does applicant contract with any private health insurance providers? = O ¥es | ® No
5. Are any owners, partners, members, officers, directors, shareholders, or managing employees of applicant related by family or marriage? * O ¥es ® Mo

6. Are any owners, partners, members, officers, directors, shareholders, or managing employees of applicant related by family, marriage, ownership, membership,

control, or business relationship to any other provider that is currently, or within the last 5 years, has been, enrolled in the Connecticut Medical Assistance Program? O ¥es | ® Mo
T

7. Does applicant, and/or any owner, partner, member, officer, director, shareheolder, or managing employee of provider owe money to the federal government

and/or any State for Medicare and/or Medicaid involvement in the past? * UYes | @ No
8. Has applicant and/or any owner, associate, partner, member, officer, director, shareholder, or managing employee ever filed bankruptcy on behalf of a business Olvas [®li
which participated in a State or Federal Medical Assistance Program? * AER | IR
9. Is applicant and/or owner, partner, member, or officer, currently in bankruptcy? = ) ¥es | ® Mo
10. Has there been any disciplinary, administrative, civil, or criminal actions taken against applicant, a family member, partner, member, director, officer or

managing employee in any way related to the provision of health care goods or services, including but not limited to those goods or services covered by Medicare or O ¥es ® Mo
Medicaid? *

11. Is applicant a salaried employee of a hospital, clinic, or institution? = O Yes | ® No
12. Does applicant provide contractual services to a hospital, clinic, or institution? * O ¥Yes ® No
13. If you are re-enrolling, has there been a change in ownership or control of 5% or greater since your last enrollment? = i ¥es | ® No
14, Are you a contractor for an enrolled Connecticut Medical Assistance Program Provider? = Ci¥es | ® No
15. Are you an employee of an enrolled Connecticut Medical Assistance Program Provider? * O ¥es | ® Mo
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Connecticut Department

o ol o
Making a Differance Thursdav, November 17, 2016
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oos instructionsfinformation e-mail subscription secure site

Instructions  Application Type . Organization Participation Typs: # Application For Complete the three fields shown. Please do not click any links on the next page
Provider Type/Specialty » Before You Conti » Mational Provider Identifier Information » Identifying Informati 4 i i S
Morsier W/iceihy ® Bafivs Yo Gt i Natinnl Fimades Ieatie: B arin é{:r;anizatfgn'ﬁ'ﬂg nformation that refer to additional documentation. DDS providers do not need additional
Attestation » Medicare Information » Board Members, Partners or Managing Administrators Information » Controlling Interest documentation_ Please save the ATN number that iS generated once you Submit
Survey » Summary . .

the application.

Click here to open Provider Enrollment Agreement

I agree that I have read and accept the terms of the Provider Enrollment Agreement.
SSN of Person Signing the Application™ XXXXX9635

Signature of Provider or Authorized Representative™ Fred Jones

m The Application has been completed and is ready to submit. If any changes need to be made, please make them now by using this Web site's navigation links and command buttons (not the browsers
navigation buttons).

s IMPORTANT NOTICE: In receiving this application from and granting Medicaid enrcliment to the individual or other entity named as "Provider Applicant,” the Connecticut Madical Assistance Program
relies on the truth of all the following statements:

I certify that, if T am granted status as a provider for Connecticut Medical Assistance programs, I expressly agree to the following: to abide by all applicable federal and state statutes, regulations,
policy transmittals, and provider bulletins; to keep accurate and current records regarding the nature, scope and extent of services furnished to Medical Assistance recipients; and to furnish
information pertaining to any claim for Medicaid payment, whether made by me or on my behalf, to the Connecticut Department of Social Services, the Secretary of Health and Human Services, and

the offices of the Connecticut Chief State's Attorney and the Connecticut Attorney General, or their agents, upon request. I will make such information available for inspection and/or copying, and/or
will provide copies of such information, upon request.

I certify that I have legal authority to enter into contracts and agreements on behalf of the provider.

s After you submit the application, vou will be able to print and/or save the application as a PDF.
m Select "Submit” to submit the application.
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	Enter the ATN and AVRS ID shown in the letter provided by HPE
	All DDS Providers need to select the below provider type and provider specialty
	Confirm the Address. If you see your business office address, that is ok. All DDS Providers complete a re-enrollment for each of their CLAs and an additional re-enrollment for their business office. The business office re-enrollment is used for all non-CLA services that are provided to DDS consumers
	Confirm the Business Office Address
	Confirm the Business Office Address
	Confirm the Business Office Address
	Confirm your Tax ID and effective date
	Read the agreement and answer the two questions
	Enter all Owners that own 5% or more of the company.
	Answer all survey questions

