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ILog®n

SignIn

Username

o Please enter a username

Password

Sign In

Input Username and Password created during the creation of the account.



Tuy
\%

AT

:/filogin-dev.illinois.gov/app/UserHome 4 =

Preview Sandbox: This is a preview of next week's release. See a problem? File a case (2 orvisit our support site (2

| I Logqn | Q, Search your apps | Julio ~

ILogin - Dev - State of |...

A MyApps
My Apps

Citizen Apps

Citizen Apps
Partner Apps

Add section @ T ot oo
[DES J1DPH J1IDPH 1DES J1DPH J1DPH

M Notifications . | i

Ul Online Account IDPH Vax Verify / IDPH Vax Verify / Ul Online Account IDPH Vax Verify / IDPH Vax Verify /
| Access Request -... Immunization Port... Immunization Port.. Access Request -... Immunization Port... Immunization Port...

Add apps

(& Partner Apps

JAVIPACT

IMPACT PE

L @ Add section

Last sign in: a few seconds ago
Sunnart

* Click on the IMPACT PE Chicklet to access IMPACT
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l VIPACT

Illmms Medicaid Program Advanced Cloud Technology

PACT

E Select Domain

| Select Profile

I Select Favorite

e Select the Domain and Profile from the drop-down menus.
12/19/2023 o (Click on GO 4
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IMPACT

L Anderson,Teresa ~

<

Mylnbox

My Reminders

Filter By

Alert Type
[:] AT

Task Assignment for Modification Review
Task Assignment for Enrollment Review
Task Assignment for Modification Review
Task Assignment for Enrollment Review

Task Assignment for Modification Review

mry Tacl Accimnmmant four bAdsdAdificeaticm Do cicaes

My Inbox~

Admin~—

Alert Message
AW

A Task has been assigne;
A Task has been assignel
A Task has been assigne|
A Task has been assignel

A Task has been assigne

A Tacl hac hoaon accimnos.

{ Provider~

}>/‘(~\/i_—\\ llinois Medicaid Program Advanced Cloud Tec

AIVIPAC

il FROVIDER ENROLLMENT
MNew Enrollment -«
Track Application -q———

List Applications

il MAMAGE TASK

Mew Enrallment Task List
Modification Reguest Task List
My Enrollment Task List

My Modification Task List

B MANAGE PROVIDER
Provider List

Provider Modification Request List

B ALL PROVIDER LIST

All Provider List

il ADMINISTER

Provider Types

Provider Type/Specialty/Subspecialty Matrix
Provider Specialty/Subspecialty

License/Certification List

Regarding completing an application, there are two options: New Enrollment or Resuming an application.
If starting a new application, go to slide 7 for step-by-step instructions.

* If resuming an application previously started go to slide 6 for step-by-step instructions.

12/19/2023



T
JIMIPACT

My Inbox ~ Provider -~

Login: 29 JAN, 2019 B PROVIDER ENROLLMENT

Mew Enrollment

Track Application

List Applhicafions

To resume an application, click on Track Application.

W Cl ® Submi

Track Existing Application
Please provide the Application ID to track your application.

¥

—_ Application ID:

* Enter the Application ID for the application you want to access.

» After entering the ID number, click Submit.
This process will then go directly to the Business Process Wizard (BPW).

12/19/2023
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My Inbox - Provider =

MNew Enroliment i

Track Application

List Applications

* If completing a new application, click on New Enrollment.

12/19/2023 7
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IIMIPACT

5 Mylnbox % New Enroliment

#  Enroliment Type o

Use the radio buttons to select
Select the Applicable Enroliment Type your en roI | ment type, th en C| ICk
(O Group Practice (Corporation, Partnership, LLC, etc.}o on Sme't n the |0wer IEft

O Billing Agent @ corner.

(O Facility/Agency/Organization (FAO-Hospital, Nursing Facility, Various Entities) o

@ Regular Individual/Sole Proprietor or Rendering/Servicing Provider 2]

(O Contractor/MCO ]
() Atypical (non-medical) provider (Choose this option if you do not have a NPI)
(O Individual (Driver, Home Help/Personal Care, Carpenter, etc.) e

() Agency (Child Care Institution, Home Help/Personal Care Agency, Transportation Company, Local Education Agency etc.) o

® submit

12/19/2023 8



Please complete all fields. At a minimum, all fields with an * are required.

i Basic Information

First Name:

Last Name:

Suffix:

SSN:

Date of Birth:

NPI:

Home Address

Address Line 1:
Address Line 3:
State/Province:

Country:

Sally gt Middle Initial:
Ssmith e

~ Gender:
100001248 =
07/21/1980 B o= Applicant Type:

Contact Email Address:
1000012488 *® Email-1: FOOK OO (@006 Com *
Email-3: HHH 0L @0 Com

Federal requirements mandate that a home address must be entered. Please ensure you are providing the correct home address and nota

Address validation successful

350 E Madison St = Address Line 2:

City/Town:
ILLINOIS | * County:
UNITED STATES ~ | * Zip Code:

-~
Femals ~
Rendering/Servicing Only | _
Email-2: FHH KKK (@ com
-~

PO Box. Failure to do so may result in this application/modification being denied.

Springfield
Sangamon

62701 * | 1

[i]

® cancel

e Click on Applicant Type and scroll down to Rendering Servicing Only.
* Click Validate Address after street address and zip code have been entered.
. Afterlg/ljgmggnformation has been entered click Finish.
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e Application ID: systematically generated.

Application 1D: 20230828197918 Mame: Ssmith, Sally
* Name: should reflect name from Basic Information.
Basic Information -~ * The system will generate an application ID after the
You have successfully completed the basic information on the successful completion of the Basic Information screen; the
Enroliment Application. application number is a 14-digit number that has the
Your Application ID is: 20230828197918 following components:

o The system date in yyyymmdd format

Please make note of this Application ID. This is the number you will

be required o A 6-digit system generated random number
to use to track the status of your enrollment a lication. Without this
namber Y °P o Example: 2023082819718
you will not be able to access your application and your information c Application IDs are valid for 30 calendar dayS' applications
will be deleted. _ ! i

must be completed and submitted to the state for review
Please make sure to complete your application and submit it for during this 30—day period or the application will be DELETED.
State Review within 30
calendar days OR your application will be deleted. * The application ID will be used to access the application

before submission to the state for review and will be used to
track the status of your submitted application until it is mark
approved.

e After documenting the ID number click OK.

" Ok

12/19/2023 10
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The BPW serves as the “Control Center” of the application.

Application ID: 20230828197915

Enroll Provider - Individual

Step

Step 1: Provider Basic Informaticn

Step 2: Add SpecialtiesTaxonomy

Step 3: Associate Billing Provider/Other Associations

Step 4: Add License/Cerification/Other

Step 5: Add Provider Confrolling Interest/Ownership Details
Step 6: Upload Documents

Step 7: Complete Enrollment Checklist

Step &: Submit Enroliment Application for Approval

View Page: | 1 ©co | [ Page Count

12/19/2023

Name: Ssmith, Sally

s ey
Required Start Date End Date Status
<Required 08/28/2023 052812023 Complete
Required T
Required Incomplete
Optional Incomplete
Optional Incomplete
Optional Incomplete
Required Incomplete
Required Incomplete
Viewing Page: 1 ®rist € Pe ¥ Hext

{d save to Excel

* Required: Steps listed as Optional may change to Required based upon previous

steps.
* Dates: Entered by the system; Start Date is the date each step is opened; the End
Date is the date each step is completed.
* Status: When a step is completed the Status will be updated to Complete; answering
some checklist questions may change a prior step’s status back to Incomplete.
* Remarks: Remarks are systematically generated throughout the enrollment process.
11

A

. Click on the Step # under the Step Column.

» Last



AVIPACT

* Once you have documented your Application ID, you have completed Step 1: Provider Basic Information. The system will
place the current date in the End Date field and will place Complete in the corresponding Status field.

e Steps 1 and 2 must be completed before attempting any of the later steps.

e Click on Step 2: Add Specialties to continue completing your application.

Application ID: 20230828197918 Name: Ssmith, Sally

Enroll Provider - Individual

A

Business Process Wizard - Provider Enrollment (Individual). Click on the Step # under the Step Column.

Step Required Start Date End Date Status Step Remark
Sfep 1: Provider Basic Information Required 08/28/2023 08/28/2023 Complete

Sfep 2: Add Specialties/Taxonomy —— Requirad Incemplete

Sfep 3 Associate Billing Provider/Other Associations Required Incomplete

Step 4: Add License/Certification/Cther Optional Incomplete

Step 5: Add Provider Confrolling Interest/Ownership Details Optional Incomplete

Sfep 6: Upload Documents Optional Incomplete

Sfep 7: Complete Enrollment Checklist Required Incomplete

Sfep &: Submit Enroliment Application for Approval Required Incomplete

Viewing Page: 1 «Fist € Pre P Next 3 Last

View Page: | 1 ®co | B Page Count Save to Excel

12/19/2023 12



Application ID: 20230528197918

Specialty/Subspecialty List
E Primary Speciality
Filter By hd

Specialty/ Subspecialty
jav

Taxonomy List
Q 2dd
Filter By v

Taxonomy Code

=

Name: Ssmith, Sally

®co
Provider Type
AV
No Records Found !
Qco
Description
AY

No Records Found !

* Click the Add button in the upper left corner.

12/19/2023

Start Date

AY

B save Filters
End Date
Ay
ESave Filters
End Date
AY

Y My Filtera™

Y My Filters™
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AIVIPACT

Application ID: 20230828197918

Name: Ssmith, Sally

Add Specialty/Subspecialty

-~
Provider Type: PHYSICIANS | — :l
Specialty: | Family Medicine | * G——
End Date: =
Add Subspecialty -~
Available Subspecialties Associated Subspecialties *
Adolescent Medicine - -

Geriatric Medicine
Hospice and Palliative Medicine

MNo Subspecialty »
Sleep Medicine
Sports Medicine L4
- -

®cance

» Select your Provider Type from the drop down.
» Select your Specialty from the drop down.

12/19/2023 14
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Once the Provider Type and the Specialty are selected, the Subspecialties will populate at the bottom of the screen in the
Available Subspecialties box.

The Provider must choose at least one Available Subspecialty (or No Subspecialty) if multiple selections are available.

If only one choice is available, the system will preselect that selection.

Once all desired selections are moved to the Associated Subspecialties box, click OK in the bottom right corner

Application ID: 202308281975818 Name: Ssmith, Sally
Add Specialty/Subspecialty -~
P ider T : FHYSICIANS e | :
e _ —— . Click on the
Specialty: Family Medicine p
End Date: = SUbSpECIEﬂtIES
then click on the
S - double arrows
Available Subspecialties Associated Subspecialties *
Atlo_les;ent r-.-1_e-?'i-:i'19 . Mo Subspecialty .« to move the
Eigr?i.cr:: g}lfldlljcsllrr?atiw'e Medicine }>A SUbS peC|a|t|eS
Sleep Medicine il e
Sports Medicine over to the
L4
Associated
- - Subspecialties
box.

& cancel

12/19/2023 15
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Application ID: 20230828197918 Name: Ssmith, Sally

Specialty/Subspecialty List

I O 2dd IEPrimar,rSpeciality I

Filter By b

®co B save Filters My Filters™

Provider Type End Date
AY AY

Specialty/Subspecialty
I] aY

|:| Family Medicine/No Subspecialty PHYSICIANS 1231/2999

T Delete | View Page: | 1 ® Go I Fage Count Save to Excel Viewing Page: 1 Wrict € Pe ¥ MNex » Last

Taxonomy List

O sdd

Filter By w ®co BAsave Filters | ¥ My Filters™

Description Start Date End Date
AY AY AY

Taxonomy Code
O-r
[ 207QO00000X Family Medicine 08282023 12/31/2999

Tl Delete | View Page: | 1 ® co I Page Count Save to Excel Viewing Page: 1 €€ First € Prey > Nex » Last

* If you have another Specialty/Subspecialty to enter, click the Add button in the top left corner and repeat the previous steps.

* When all the specialties/subspecialties have been entered, click Primary Specialty to designate one of the listed Specialties
as Primary.

12/19/2023 16
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Application ID: 20230828197918 Name: Ssmith, Sally
© Close
Primary Specialty For Enroliment -
Primary Speciality: | PHYSICIANS/Family Medicine v | —
Start Date: | 082912023 | @ | x End Date: |

* Choose the Primary Specialty for this enrollment from the drop-down menu.
* Complete the Start Date field. Leave End Date blank.
* When all information has been entered, click on Save then Close.

12/19/2023 17



Application ID: 20230823197918

Specialty/Subspecialty List

©Q2dd | B Primary Speciality

Filter By

Specialty/ Subspecialty

|j av

|:| Family Medicine/Mo Subspecialty

il Delete | View Page: | 1

Taxonomy List

Filter By

Taxonomy Code

0 av
[[] 207Q00000X

M Delete | View Page: | 1

AIVIPACT

Name: Ssmith, Sally

12/19/2023

Provider Type
AY

PHYSICIANS

Viewing Page: 1

Viewing Page: 1

End Date

AT

12/31/2999

£ First

End Date

AY

12/31/2999

& First

[ save Filters

& save Filters

The Taxonomy Code should automatically populate but if it does not click on the Add tab under Taxonomy List.
At least one of the Taxonomy Codes entered in IMPACT must be the Taxonomy Code registered with the National
Plan and Provider Enumeration System (NPPES).

If the Taxonomy code automatically populates proceed to slide 22.

18

¥ My Filters™

» Last

¥ My Filters™

» Last
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Search this site ...

National Uniform Claim Committee

ANNOUNCEMENTS NUCC STRUCTURE ~

CALENDAR 1500 CLAIM FORM ~ CODE SETS ~ DEFINITIONS RESOURCES

COMNDITION CODES

Code Sets

PROVIDER CHARACTERISTICS >

1. Condition Codes
. . PROWVIDER TAXOMNOMY > CODE LOOKUPS
2. Provider Characteristic Codes

3. Provider Taxonomy Codes MORE INFORMATIOMN
NEW CODES

MODIFICATIONS

PDF

SV

Copyright 2023 American Medical Association

In the web browser window that opens click on Code Sets.
Scroll down to Provider Taxonomy
Click on Provider Taxonomy then scroll over to Code Lookups.

12/19/2023



National Uniform Claim Committee

HOME v ANNOUNCEMENTS NUCC STRUCTURE v CALENDAR 1500 CLAIM FORM v

Search this site ...

CODE SETS v

DEFINITIONS

RESOURCES

CODE LOOKUPS

| cobE Lookup

, \
| The Provider Taxonomy code lookup is available onlinfat https://taxonomy.nucc.org/.)

e Click on the red hyperlink

12/19/2023

20
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AIVIPACT

Health Care Provider Taxonomy Code Set Qo @

v

Expand / Collapse All
4 Allergy & Immunoclogy -
Allergy .

Health Care Provider Taxonomy Code Set

Clinical & Laboratory Immunoclogy

DR Family Medicine Physician

Addiction Medicine
Critical Care Medicine

Hospice and Palliative Medicine 207200000X

Pain Medicine

Pediatric Anesthesioclogy Family Medicine

Clinical Pharmacology Family Medicine is the medical specialty which is concerned with the total health care of the individual and the family

It is the specialty in breadth which integrates the biclogical, clinical, and behavioral sciences. The scope of family
medicine is not limited by age, sex, organ system, or disease entity

Colon & Rectal Surgery
4 Dermatology

Clinical & Laboratory Dermatological Immunology Source: American Board of Family Medicine [1/1/2007: changed title; 7/1/2007: added definition, added source;

Dermatopathology 712017 modified definition]

MOHS-Micrographic Surgery
Pediatric Dermatology Noter' The American Osfeopathic .Boarr?J of Famify Physfc;ar?s certification includes extensive use of Osfeopathic
Procedural Dermatology Manipulative Treatment (OMT), which integrates the biological, clinical, and behavioral sciences.

Electrodiagnostic Medicine Additional Resources: American Board of Family Medicine, www theabfim org American Osteopathic Board of Family

4 Emergency Medicine Physicians, www.osteopathic.org/certification

Emergency NMedical Services
Hospice and Palliative Medicine Board certification for Medical Doctors (MDs) is provided by the American Board of Family Medicine. Board
certification for Doctors of Osteopathy (DOs) is provided by the American Osteopathic Board of Family Physicians or
the American Board of Family Medicine

Medical Toxicology

Pediatric Emergency Medicine
Sports Medicine

Undersea and Hyperbaric Medicine Effective Date 4/1/2003

< Family Medicine Last Modified Date 7/1/2007
Addiction Medicine

Adolescent Medicine
Adult Medicine

PP RPN PR TS

e Scroll down Taxonomy Code list and choose and write down your Taxonomy Code.
OR

e Type Specialty into search box and click on search and write down your Taxonomy Code

12/19/2023 21
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JIVIPACT

Application ID: 20230828197918 MName: Ssmith, Sally
Add Taxonomy ”~
Taxonomy Code: 207Q00000X * 4 {(Click here for Taxonomy List)
Description: Family Medicine
Start Date: 08/28/2023 = End Date: =

@ Confirm Taxonomy f|| «+ Ck J|| & Cancel

* Enter the Taxonomy Code and the Start Date.
* Click on Confirm Taxonomy and verify Description is populated correctly.
e Click on OK to finalize the submission.

12/19/2023 22
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Application |D: 20230828187918 Name: Ssmith, Sally

Specialty/Subspecialty List

© 2dd || I Primary Speciality

Filter By v Oco
Specialty/Subspecialty Provider Type End Date
[]av AY AY
D Family Medicine/Mo Subspecialty PHYSICIANS 12/31/2999
M Delete | View Page: | 1 ® co | Fags Count Save to Excel Viewing Page: 1
i Taxonomy List
Filter By v ®co
Taxonomy Code Description Start Date End Date
|_| AT AY AY AY
|:| 207Q00000X Family Medicine 08282023 12/31/2999

Viewing Page: 1

1l Delste | View Page: | 1 ©co | | |l Page Count Save to Excel

* Repeat the steps by clicking on the Add button for any additional Taxonomy Codes that need to be entered.

* Otherwise, click on the Close button in the upper left corner.

12/19/2023

< First

€< First

BSa\re Filters

ESa\re Filters
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Y My Filters™

» Last

T My Filters™

» Last
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* You have completed Step 2: Add Specialties/Taxonomy. The system will place the current date in the End Date field and will
place Complete in the corresponding Status field.
* Click on Step 3: Associate Billing Provider/Other Associations to continue your application.

Application 1D: 20230828197918

Enroll Provider - Individual

Step

Sfep 1: Provider Basic Information

Siep 2: Add SpecialtiesTaxonomy

Step 3 Associate Billing Provider/Other Aszociations e
Sfep 4: Add License/Certificafion/Other

Step 5: Add Provider Controlling InterestiOwnership Details

Sfep 6: Upload Documents

Step 7: Complete Enrolimant Checklist

Sfep &: Submit Enrollment Application for Approval

View Page: | 1 ®co W Page Count | | Save to Excel

12/19/2023

Name: Ssmith, Sally

Required
Required
Required
Required
Required
Optional

Optional

Required

Required

Start Date
081262023

082972023

End Date
08/28/2023

08/29/2023

Viewing Page: 1

A

Business Process Wizard - Provider Enroliment (Individual). Click on the Step # under the Step Column.

Status
Complete
Complete
Incomplete
Incomplete
Incomplete
Complete
Incomplete

Incomplete

Step Remark

Please add required Billing Provider

Please add required License/Cerlification.

&rist | € Pre ? Next » Last

24
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Application ID: 20230828197918 Name: Ssmith, Sally
Billing Provider/Other Associations List A
Filter By v ®co [BAsave Fitters | My Filters™
NPI/Provider ID Provider Name Enrcllment Type Start Date End Date Status

|_| AV AiY AY AY AY AY

No Records Found !

e Click Add to associate to a Billing Provider.

12/19/2023 25
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1V

Input the Employer’s NPI not Rendering/Servicing Provider’s NPI

Application ID: 20230828197918

Mame: Ssmith, Sally
£ Associate Billing Provider/Other Associations

Enter NPI/Provider ID of Billing Provider/Other Associations and click “"Confirm Provider.”
Type: MPI *

1D: 1497875298 * — Provider Name: Cook County Health at North Riverside Health

Enrollment Type: Facility/Agency/Organization (FAO-Hospital, N

Applicant Type:
Start Date: 08/28/20232 = e

End Date: 1273172909 =

@ Confirm Provider J| «* Ok
[

Leave the end date blank. The end date will be automatically populated.
Click OK when you are finished.

12/19/2023 26

ursing Facility, Various Entities)

@ Gancel

Once all information has been entered, click on Confirm Provider and verify the correct Provider Name is displayed.
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Application ID: 20230828197918 Name: Ssmith, Sally
Billing Provider/Other Associations List ~
Filter By v ®co [ save Filters Y My Filters™
NPliProvider ID Provider Name Enrollment Type Start Date End Date Status
[ a% AX AY AY AY AY
[l 1497875293 Cook County Health at Morth Riverside Health Facility/Agency/Organization (FAO-Hospital, Nursing Facility, Various Enfities) 08/28/2023 12431/2999 Approved
il Delete | View Page: | 1 ®co | W Page Count v i Evicel Viewing Page: 1 et | | Ceev | E¥ went | [Bass

e Click Add and repeat the process, as necessary.
* If there are no other Billing Providers to add, click on Close to return to the BPW,
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Application ID: 20230828197918 Name: Ssmith, Sally

Enroll Provider - Individual ~

Business Process Wizard - Provider Enroliment (Individual). Click on the Step # under the Step Column.

Step Required Start Date End Date Status Step Remark
Sfep 1: Provider Basic Informafion Required 03/28/2023 08/28/2023 Complete
Sfep 2: Add Specialties/Taxonomy Required 082972023 058/29/2023 Complete
Step 3 Associate Billing Provider/Other Associations Required 08/29/2023 08/2%/2023 Complete
Sfep 4: Add License/Cenrtificafion/Cther D Required Incomplete Please add required License/Cerification.
Sfep 5: Add Provider Controlling InterestfOwnership Details Optional Incomplete
Step 6: Upload Documents Optional Complete
Sfep 7: Complete Enrollment Checklist Required Incomplete
Step 4: Submit Enroliment Application for Approval Required Incomplete
View Page: | 1 ®Oco | W Page Count Save to Excel Viewing Page: 1 Wrist € Pre P Mext | ¥ Last

* You have completed Step 3: Associate Billing Provider/Other Associations. The system will place the
current date in the End Date field and will place Complete in the corresponding Status field.
* Click on Step 4: Add Licenses and Certification/Other to continue your application.

12/19/2023 28
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Application ID: 20230828197918 Name: Ssmith, Sally

License/Certification/Other List

Filter By v Oco [\ Save Filters ¥ My Filters™
License/Cert./Other Type License/Cert./Other # Valid Flag Effective Date End Date
El AY Ay AY AY AY

No Records Found !

e Click on the Add button to begin adding Licenses and Certifications.

12/19/2023 29
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Application ID: 20230828197918 Name: Ssmith, Sally

License Requirements Per Medicaid bad

REQUIRED LICENSES

Eelow licenses are mandatory for the specialties associated to this provider
= State Professional License

Add License/Certification/Other Lol
License /Certification/Other Type: State Frofessional License ~ | * ¢ License/Certification/Other #: | 036160414 v —
State: linois ~|*= 2 If your state has a prefix or an extension to the license number, please do not include this when entering
the license number
Valid Flag: Yes o~ |*
Effective Date: 10/20/2018 B | = End Date: 10/31/2023 =
I @ Confirm License/Cerlification/Other I «” OK I @ cancel

* Click the drop-down menu next to License/Certification Type to select your License/Certification, then enter the
License/Certification Number and Effective Date in the appropriate fields. Leave the End Date field blank.

e Click the drop-down menu next to State to select the State from which the license was obtained.

» After all information is entered, click on Confirm License/Certification.

* Clicking this button will result in the License/Certification being validated and update the Valid Flag to Yes if it is verified to
be authentic.

e Click Ok.

12/19/2023 30
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Application |D: 202308281979158 Name: Ssmith, Sally
i License/Certification/Other List -~
Filter By v ® o B save Filters T My Filters™
License/Cert./Other Type License/Cert./Other & Valid Flag Effective Date End Date
] AY AY AY AY AY
[] State Professional License 036160414 fes 10/20/2018 1073142023
i Delete | View Page: | 1 ® Go I Page Count 6 Save to Excel Viewing Page: 1 €€ First £ Pre ¥ Hext ¥ Last

* If any additional Licenses/Certifications, click on the Add button in the top left corner and
repeat the steps.
* Click Close once all Licenses/Certifications have been entered to return to the BPW.
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Application ID: 202308281979138 Name: Ssmith, Sally

Enroll Provider - Individual

Step Required
Step 1: Provider Basic Informaticn Required
Step 2: Add Specialties/Taxonomy Required
Step 3: Asscciate Billing Provider/Other Associations Required
Step 4 Add License/Certification/Other Required
Step 5: Add Provider Cenfrelling InterestfOwnership Details 4— Optional

Step 6: Upload Documents Optional

Step 7: Complete Enrollment Checklist Required
Step 8: Submit Enrollment Application for Approval Required

View Page: | 1 ®co & Page Count Save to Excel Viewing Page: 1

Start Date

084282023

084292023

03/29/2023

08/29/2023

A

Business Process Wizard - Provider Enroliment (Individual). Click on the Step # under the Step Column.

End Date

08/26/2023
08/29/2023
08/29/2023

0872972023

Status
Complete
Complete
Complete
Complete
Incomplete
Complete
Incomplete

Incomplete

You have completed Step 4: Add Licenses and Certifications. The system will place the current
date in the End Date field and will place Complete in the corresponding Status field.
Click on Step 5: Add Provider Controlling Interest/Ownership Details to continue your

application.

12/19/2023
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Note: This Step in not applicable to Rendering Servicing Providers

Application ID: 20230828197918 Name: Ssmith, Sally

oACtiDns - u
~

i Per Medicaid Provider Manual

During the Enrollment and Revalidation process, every Provider (including fiscal agents and managed-care entities) is reguired to detail the ownership and conirelling interests that individuals and corporate entities have in the Provider.
For the purpose of this section, individuals or corporate entities with "ownership and controlling interest” in the provider include, but are not limited to, the following: (1) if the provider is a corporation or limited-liability company. any individual or corporate entity owning (directly or indirectly) 5% or more of the shares of stock or other evidences of

ownership in the provider; (2) if the provider is a sole proprietorship, the owner of the provider; (3) if the provider is a partnership, each partner of the provider; (4) each individual who is a member of the provider's Board of Directors; and (5) each individual employed with the provider who has management responsibility. During enroliment and

revalidation, the provider shall provide the following information:
« The name, home address date of birth, and Social Security Mumbers of any individual or corporate entity with an ownership or controlling interest in the provider The addresses for corporate entities must include as applicable, primary business address, the address of each business locafion, and the address of any PO Box used. For each of the

provider's subcontractors, the Tax Identification Number of any corporate entity owning (directly or indirectly) 5% or more of the shares of stock or other evidence of ownership in the subcontractor.

= [fany of the disclosed individuals with ownership or controlling interest are related disclose the nature of relation. In this context, “relation” means spouse, parent, child, or sibling.
» Where an individual with ownership or controlling interest in any of the provider's subcontractors is related to another individual who also has an ownership or controlling interest in the provider, the name of each related individual and his or her relation. In this context, "relation” means spouse, parent, child, or sibling.

» For each individual with ownership or controlling interest in the provider, the name of each fiscal agent or managed-care entity that iz reimbursable by Medicaid and/or Medicare, in which that individual also has an ownership or controlling interest.

Note: The preceding information must also be provided within 35 days after any change in ownership.
Owners List -
Filter By v And | ngicator v @ Go B save Filters T My Filters™
Owner SSN/EINTIN Owner Information Owner Type Address Start Date End Date Relationghip Status Adverse Action Percentage owned
D av AY AY AY AY AY AY AY AY
Mo Records Found !
-~
© ~dd Other Owned Entity | LISt Ownership Interest in other Entities reimbursable by Medicaid and/or Medicare.
Filter By ~ ®co A save Filters | ¥ My Filters™
Other Owner EINTIN Other Owner Information Address
Oav AY AY
Mo Records Found !

* This step is not applicable to Rendering Servicing provider.
* Click Close to move to the next step.
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Application ID: 20230828197918 Name: Ssmith, Sally

Enroll Provider - Individual »~

Business Process Wizard - Provider Enroliment (Individual). Click on the Step # under the Step Column.

Step Required Start Date End Date Status Step Remark
Step 1: Provider Basic Informaficn Required 08/28/2023 08/28/2023 Complete

Step 2: Add SpecialtiesTaxonomy Required 08/29/2023 08/29/2023 Complete

Step 3: Associate Billing Provider/Other Asscciations Required 08/29/2023 08/29/2023 Complete

Step 4: Add License/Certificafion/Other Required 08/29/2023 08/29/2023 Complete

Step 5: Add Provider Confrelling Interest/Ownership Details Optional 08/29/2023 08/29/2023 Complete

Step 6: Upload Documents 4— Optional Complete

Step 7: Complete Enrollment Checklist Required Incomplete

Step 8: Submit Enrollment Applicaticn for Approval Required Incomplete

View Page: | 1 ®co B Page Count | B Save to Excel Viewing Page: 1 Wrrst € Pre ¥ Next » Last

* You have completed Step 5: Add Provider Controlling Interest/Ownership Details. The system will place the current
date in the End Date field and will place Complete in the corresponding Status field.
e Click on Step 6: Upload Documents to continue your application.
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This step is optional except for Transportation, Home Health, and DME provides.

Application ID: 20230828197918 Name: Ssmith, Sally

Upload Documents

BSave Il Delete
(| Document Type * Document Name * File Name * @ Remarks
v < — Choose File

License

Uploaded By Uploaded Date

* From dropdown box labeled Document Type select the document being uploaded.
From Document Name drop down box select the name of the document being uploaded.

* Click on paperclip icon to search for document being uploaded.
* Once document is found click Save .
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* You have completed Step 6: Upload Documents. The system will place the current date in the End Date field and
will place Complete in the corresponding Status field.
* Click on Step 7: Complete Enrollment Checklist to continue your application.

Application ID: 20230828197918

Enroll Provider - Individual

Step

Step 1: Provider Basic Informafion

Slep 2: Add SpecialtiesTaxonomy

Slep 3: Associate Billing Provider/Other Asscciations

Step 4: Add License/Cerfification/Cther

Step 5: Add Provider Controlling Interest'Ownership Details
Step 6: Upload Documents

Step T Complete Enroliment Checklist D
Step & Submit Enrollment Applicatien for Approval

View Page: | 1 ®co i Pag

Save to Excel

12/19/2023

Name: Ssmith, Sally

Required
Required
Required
Required
Required
Optional

Optional

Required
Required

Viewing Page: 1

Start Date
08/28/2023
08/29/2023
08/29/2023
08/29/2023
08/29/2023

08/29/2023

A

Business Process Wizard - Provider Enrollment (Individual). Click on the Step # under the Step Column.

End Date

08/28/2023
082972023
082972023
067292023
0812912023

0872872023

Status
Complete
Complete
Complete
Complete
Complete
Complete
Incomplete

Incomplete

Step Remark

T
b
-
i

KFrst | 4
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Application ID: 20220828107012 MName: Ssmith, Sally

Provider Checklist

Question

AY

f you are an out of state p

that provided 2 be consis

red in the comment field. E

ent applications must be submitted within 45 days of the date of service

Do you wish o end dat=

Iment? If yes, v

Are you qurrently exchuded from any lllinois ar other state program? If yes, provide state of exclusion and B

Are you currently exchuded from any federal program? If yes, prowids the

ogram and date.

Have you sver had = criminal or heakhcsre program-related conviction? If

= type of conviction and date

Have yo

ever had a judgment under any false claims act? If yes, list judgment and date

dicare withi! = date.

Have you been certified or recertified by
Have you been certified by another State’s Medicaid Program. If yes, provide each state and effective date of centification.

Have you ever had 3 program exclusion/debarment? If yes, provide program and date

Have you ever had civil monetary penalty? If yes

vide penalty type and date.

Do you have 5% or more ownership interest in

¥ Medicaid andior Medicare? If Yes, provide details in "Add Ownership Details™ step.

Have you had any malpractice settlems:

judgment, or agreement? If yes, provide dollar amount and dates.

Have you selected Collaborat

e Care as your subs ty? If yes, enter the date you submitied the Cellaborative Care Pro = Care Meds

tation as required by the HFS Collaberat

diAdo

cent Psychiatry Residency or General Psychiatry Residency your subspecialty? If yes, enter the place of you hiatric residency and type(s).

psycl

rou = radiclagist, hospital {outpatient], Imaging Center or Indepen ting Facility, and are particigating or wish ta parteipate in the Breast Cancer Quality S

Are you snrolled in the Designated Family Planning Provider/Clinic Program? If vide enroliment date and spproving agency.

A slled in the Vac

provide enroliment date.

5 for Childra

gram (VFC) and har

aly/subsg

alty other than OB, GYN. OB/GYN?

Do you carry professional liability insurance? If yes, please provide the name of your carrier and the policy coverage limit per occurrence and in aggregate

f enrolling as a Pharmacist, have you completed ACPE accredited training program relsted to the initiation, dispensing, or administration of drugs. Isboratory tests, aszessme

and consultations for HIVT If ter the date you completed the training

f enrolling as a Pharmacist, have

ou completed an ACPE accredited training program related to patient seif-screening risk assessment, patient assessment confraceptive counseling and education, and dispensation of hormonal contraceptives? If yes, enter the date you completed the training

View Page: | 1 8 Save to Excs Viewing Page: 1

e All guestions must be answered either Yes or No and comments made if directed to do so.
* If a Checklist item does not apply, select No as the answer.

Answer

AY

Mo

Mo

Mo

Mo

Mo

Mot Complated

Mo

Comments
av
o 3 Million
€ Prav >

e After all the questions have been answered and Comments made, click on the Save button in the upper left corner

followed by clicking on the Close button.
12/19/2023
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* You have completed Step 7: Complete Enrollment Checklist. The system will place the current date in the End Date field
and will place Complete in the corresponding Status field.
* Click on Step 8: Submit Enrollment Application to continue your application.

Application ID: 20230828197918 Name: Ssmith, Sally

#  Enroll Provider - Individual A
Business Process Wizard - Provider Enrollment (Individual). Click on the Step # under the Step Column.

Step Required Start Date End Date Status Step Remark

Step 1: Provider Basic Information Required 081282023 0812812023 Complete

Step 2: Add Specialties/Taxonamy Required 08/29/2023 0812972023 Complete

Step 3: Associate Billing Provider/Other Asscciations Required 08/29/2023 0812972023 Complete

Step 4: Add License/Certification/Other Required 08/29/2023 0812972023 Complete

Step 5: Add Provider Confrolling InterestfOwnership Details Optional 08/29/2023 0812972023 Complete

Step 6: Upload Documents Optional 08/29/2023 0812972023 Complete

Step 7: Complete Enrollment Checklist Required 08/29/2023 0872972023 Complete

Step & Submit Enrollment Application for Approval G —— Required Incomplete

View Page: | 1 ®co  KPageCount | fE Save to Excel Viewing Page: 1 Wrist | €Prev | ¥ Net | 9 Last
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Application ID: 20230828197918 Name: Ssmith, Sally

Final Submission ~

Application 1D; 20230828197918 EnrollmentType: Individual/Sole Proprietor

The information submitted for enroliment shall be verified and reviewed by the State.

During this time, any changes to the information shall not be accepted.

| agree that the information submitted as a part of the application is correct {Private and Confidential).

Application Document Checklist »~

Forms/Decuments Special Instructions Source Required
AY AY AY AY

No Records Found !

* Click Next to confirm that all the information that you have submitted as a
part of the application is accurate.
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Application ID: 20230828197918 Name: Ssmith, Sally
(=] After reading the Terms and Conditions be sure to check the agreement box located at the end of the document.

9. The provider shall ensure that all residential treatment service recipients have access to all medically necessary physical healthcare services required, consistent with the policies outlined in all Handbooks for Providers of Residential Treatment Services
10. The provider shall provide the lllinois Medical Assistance Program with a minimum of 30 days written notice in the instance that the provider determined a residential treatment service recipient is no longer appropriate to be served at the provider's facility
11. The provider shall make follow-up services available to residential treatment service recipients following discharge from the provider's facility, consistent with the policies ouflined in the Handbook for Providers of Residential Treatment Services

12. Upen acceptance of these enroliment terms and conditions, the provider shall notify the lllincis Medical Assistance Program in writing of any legal relationship that exists between the provider and a hospital. The provider shall include a description of the following: how the hospital functions are separate from the residential
treatment functions of the provider, how the governance of the residential tfreatment facility is separate from the hospital, a distinct organization/management separation between the residential ireatment and the hospital part of the provider's structure, and how a conflict of interest will not occur between the residential
treatment and the hospital parts of the provider's organization. The provider shall notify lllineis Medical Assistance within 30 days of any changes in the provider's legal relationship with a hospital.

13. The provider acknowledges it is solely responsible for reporting per diem rate changes, as issued by the lllinois Purchased Care Review Board for residential treatment services fo the Depariment consistent with 8% lll. Admin 139.305.

14. The provider shall submit claims for authorized residential treatment services to the Depariment consistent with the established policies and procedures pertaining to the authorized service. The provider shall accept its per diem residential rate as payment in full for services rendered to residential treatment service recipients

and shall not seek additional reimbursement from the residenfial treatment service recipient or the recipient's family.
15. The provider shall perform background checks on all staff, including, but not limited to a check of the following in the state in which the provider operates: the child abuse and neglect tracking system, the sex offender registry, and a fingerprint check by the State Police and the Federal Bureau of Investigation.

16. The provider acknowledges the immediate reporfing requirements outlined in the Handbook for Providers of Residential Treatment Services and the applicability of these reporiing reguirements upon the provider and its staff, including but not limited to the following- 1) significant events, changes in family circumstances, or
unusual incidents; 2) suspected child abuse or neglect consistent with the provider's responsibilities as a Mandated Reporter under the Abused and Neglected Child Reporting Act; 3) suspected abuse or neglect consistent with the provider's responsibilities under 59 Il. Admin Code 50; and 4) suspected financial fraud and
abuse in the Medical Assistance Program or Child Support Enforcement Program.

17. The provider shall attend all regicnal and ofher required meetings when notified more than 14 days in advance by the lllinois Medical Assistance Program.

18. Residential Treatment Service Providers who are enrolled with a Subspecially of Sub-Acuie Psychiatric or Sub-Acute Substance Use Disorder shall also comply with the fellowing:
+ Compliance with 42 CFR 483. Submit a completed HFS Form 2734A to the Department. attesting to the facility's compliance with federal requirements regarding the use of restraint and seclusion in each of the following instances: 1) Upeon inifial enroliment with 1llinois Medical Assistance as a provider: 2) Annually on

July 1 of each state fiscal year to be received by the Department by July 15th; and 3) In the event of a change in the facility director;

* Motiify the Depariment and the Staie's designated Protection and Advocacy System of any significant injury, suicide attempt, or death that occurs at the facility, consistent with the requirements established by the Depariment;

+ Comply with 42 CFR 440.10 and 42 CFR 441 Subpart D as defined and interpreted by the Department in the administration of the lllinois Medicaid Program; and

= Comply with all State Survey activities performed by the lllincis Department of Public Health, or its agent(s).

19. Behavioral Health Residential Treatment Service Providers who are enrolled with a Subspecialty of Sub-Acute Substance Use Disorder shall establish licensure and remain in good standing with the lllineis Department of Human Services, Division of Substance Use Prevention and Recovery (DHS-SUPR) as a provider of
residential substance use disorder services
Billing Certification

For each paper or electronic claim or inveoice | submit for payment, remittance advice and voucher issued, as a condition of my enroliment, | certify and acknowledge that | am familiar with pertinent Healthcare and Family Services policies and procedures as set forth in the lllinois Medical Assistance Program Handbooks,
rules and statutes. With that knowledge, | certify that the billing information on claims, invoices, remittances and vouchers, and billing information attached to, or reference in, those documents is true, accurate and complete; | certify that the services as described on the claims, invoices, vouchers or remittance advice were
provided; | certify that | will keep and make available such records as are necessary to disclose fully the nature and extent of the services provided; and | ceriify that | understand payment is made from Siate and federal funds and any falsification or concealment of the material fact may be cause for prosecufion or other

apprepriate sanctions and legal action.

<By’checking this, | certify that | have read and that | agree and accept all the enroliment terms and conditions in herein that are applicable to mD

e Read through all the terms and conditions.
* Check the box certifying that you agree to the Terms and Conditions.
* Then select Submit Application.
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 The below message will appear advising that the application has been submitted to the state for review. The application
number can be used through the track application option after sign-on to check the status of the application.

e Click Close to exit the enrollment.

* You have completed Step 8: Submit Enrollment Application. The system will place the current date in the End Date field
and will place Complete in the corresponding Status field.

Application ID: 20230828197918 Name: Ssmith, Sally

Your Application Number 20230826137918 has been successfully submitted for State review. Return with this application number to track the status of your application. >

Enroll Provider - Individual

-

Business Process Wizard - Provider Enroliment (Individual). Click on the Step # under the Step Column.

Step Required Start Date End Date Status Step Remark
Step 1. Provider Basic Informafion Required 08/28/2023 08/28/2023 Complete
Siep 2: Add SpecialtiesTaxonomy Required 08/29/2023 08/29/2023 Complete
Sfep 3: Asscciate Billing Provider/Other Associations Required 08/29/2023 08/29/2023 Complete
Siep 4 Add License/Certification/Other Required 081292023 08/29/2023 Complete
Step 5: Add Provider Confrelling InterestiOwnership Details Optional 08/29/2023 0812972023 Complete
Sfep 6: Upload Documents Optional 08/29/2023 08/29/2023 Complete
Sfep 7: Complete Enrollment Checklist Required 08/29/2023 0812972023 Complete
Sfep 8 Submit Enrollment Applicatien for Approval Required 08/29/2023 08/29/2023 Complete
View Page: | 1 ©co | BiPage Count Save 1o Excel Viewing Page: 1 Wrist € Prev ¥ Ned 3 Last
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* For more information regarding IMPACT, please visit IMPACT Home | HFS (illinois.gov)

e Check out the definitions of common terms at Glossary | HFS (illinois.gov)

*FAQ’s can be found at Frequently Asked Questions (illinois.gov) to help resolve common
qguestions and problems when submitting applications.

*General questions regarding IMPACT can be addressed to:
»Email: IMPACT.Help@Illinois.gov
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