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Disclaimer
National Government Services, Inc. has produced this material as an informational reference for providers furnishing 
services in our contract jurisdiction. National Government Services employees, agents, and staff make no 
representation, warranty, or guarantee that this compilation of Medicare information is error-free and will bear no 
responsibility or liability for the results or consequences of the use of this material. Although every reasonable effort 
has been made to assure the accuracy of the information within these pages at the time of publication, the Medicare 
Program is constantly changing, and it is the responsibility of each provider to remain abreast of the Medicare 
Program requirements. Any regulations, policies and/or guidelines cited in this publication are subject to change 
without further notice. Current Medicare regulations can be found on the CMS website.
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https://www.cms.gov/
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No Recording

Attendees/providers are never permitted to record 
(tape record or any other method) our educational 
events. This applies to webinars, teleconferences, 
live events and any other type of National 
Government Services educational events.



AGENDA

Completing Each Section and Tips to 
Avoid Processing Delays

Supporting Documentation

Process After Submission

Check Application Status

Resources

Today’s Presenters: Laura Brown, CPC and Susan 
Stafford PMP, COA, AMR



CMS-855B Paper Application
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CMS-855B

https://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/Downloads/cms855b.pdf
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Who Should Complete This Application

 Group practices, clinics and 
suppliers such as independent 
laboratories, ambulance suppliers, 
portable X-ray suppliers, 
ambulatory surgical centers, etc.
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Additional Instructions
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Section 1: Basic Information A.

 A: Reason for Submitting this 
Application

• Select “You are revalidating your 
Medicare enrollment”
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Section 1: Basic Information B.

 B: What Information is Changing?
• Optional during revalidation
• Check all that apply
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Section 1: Basic Information B. 
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Section 2: Identifying Information A1.A2.

 A: Supplier Identification 
Information

• 1. Business Information
 Indicate legal business name and TIN as 

it appears on the IRS document
 Indicate other name and identify the type 

of business structure
• 2. License/Certification/ Registration 

Information
 Provide state license information
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Section 2: Identifying Information A2.A3.A4.

 A: Supplier Identification 
Information (continued)

• 2. License/Certification/ Registration 
Information

• 3. Correspondence Mailing Address
 Cannot be a billing agency address
 If change, furnish effective date

• 4. Medical Record Correspondence 
Address
 Check box if same as correspondence 

address
 Cannot be a billing agency address
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Section 2: Identifying Information B.C.

 B: Type of Supplier
 C: Hospitals Only

1. Answer question then follow 
instructions
2. List each hospital department if 
billing separately along with PTANs and 
NPIs



15

Section 2: Identifying Information D.E.F.

 D: PT/OT Groups Only
• PT/OT in group setting 
• Complete all Yes/No questions

 E: Accreditation for Ambulatory 
Surgical Centers

• Check accredited or not accredited
• Name of accredited organization and 

accredited effective date or expiration 
date

 F: Employer Terminating Physician 
Assistants Only

• If a physician assistant is no longer 
active with your group/clinic: identify 
termination date, name, PTAN and NPI



16

Section 3: Final Adverse Legal Actions

 A: Federal and State Convictions
 B: Exclusions, Revocations or 

Suspensions
 C: Final, Adverse Legal Action 

History
• If no adverse legal action, check “No” 
• If any, check “Yes”, then list details in 

section C2 and attach final adverse 
legal action documentation and/or 
resolutions
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Section 4: Practice Location Information

 Instructions on reporting  practice 
locations in this section
 Report all practice locations including

• Ambulatory Surgical Centers
• Hospital
• Retirement or Assisted Living 

Community
• Skilled Nursing Facility or Other 

Nursing Facility
• Other health care facilities
• Administrative Office when performing 

house calls, which could be home 
address
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Section 4: Practice Location Information A.

 A: Practice location information
• Copy and complete section for each 

practice location where services are 
rendered
 List all NPIs and PTANs associated

• Indicate primary practice location  
• If add or remove, furnish effective 

date
• Add new location, supply date first 

saw Medicare patient
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Section 4: Practice Location Information B.C.

 B: Remittance notices/ special 
payments

• Check the appropriate “special 
payments” box and follow instructions

• If change, furnish effective date and 
special payment address

 C: Medicare Beneficiary Medical  
Records Storage Address

• Check box if stored at practice location
• Paper Storage

 Address cannot be P.O. Box/Drop Box
• Electronic Storage

 Example: EPIC
• If add or remove, furnish effective date 



20

Section 4: Practice Location Information D.

 D: Rendering Services in Patients’ 
Homes

• 1. Initial Reporting and/or Additions
 Indicate entire state or city/town, county 

and/or zip codes
• 2. Deletions

 Indicate areas deleting from existing 
enrollment 

• 3. Comments/Special Circumstances
 Explain any unique circumstances 

concerning your practice location or the 
method by which you render health care 
services (e.g., house calls only)
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Section 4: Practice Location Information E.F.

 E: Base of Operation Address for 
Mobile or Portable Suppliers

• Check box if address is the same as 
the practice location, otherwise 
furnish address of business office or 
dispatcher/scheduler

• If add or remove, furnish effective 
date

 F: Vehicle Information
• If add or remove, furnish effective 

date
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Section 4: Practice Location Information G.

 G: Geographic Location for Mobile 
or Portable Suppliers

• 1. Initial Reporting and/or Additional
 Indicate entire state or city/town, county 

and/or zip codes
• 2. Deletions

 Indicate areas deleting from existing 
enrollment 
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Section 5: Ownership Interest and/or Managing Control 
Information (Organizations)

 Instructions on organizations to 
report in this section 
 Individuals report in Section 6
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Section 5: Ownership Interest and/or Managing Control 
Information (Organizations) A.

 A: Organization Identifying 
Information

• Check the box “not applicable” 
• Complete entire section for each 

organization
 Five percent or more ownership
 Managing control 
 Partnership interest

• If add or remove, furnish effective 
date



25

Section 5: Ownership Interest and/or Managing Control 
Information (Organizations) B.

 B: Final Adverse Legal Action 
History

• If no adverse legal action, check “No” 
• If any, check “Yes”, then list details in 

section B2 and attach final adverse 
legal action documentation and/or 
resolutions
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Section 6: Ownership Interest and/or Managing Control 
Information (Individuals)

 Instructions on individuals to 
report in this section
 Organizations report in Section 5
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Section 6: Ownership Interest and/or Managing Control 
Information (Individuals) A.

 A: Individuals Identifying 
Information

• Complete entire section for each 
individual
 Five percent or more ownership
 Managing control 
 Partnership interest
 Director/Officer

• Relationship to provider (select all 
that apply)

• If add or remove, furnish effective 
date
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Section 6: Ownership Interest and/or Managing Control 
Information (Individuals) B.

 B: Final Adverse Legal Action 
History

• If no adverse legal action, check “No” 
• If any, check “Yes”, then list details in 

section B2 and attach final adverse 
legal action documentation and/or 
resolutions
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Section 8: Billing Agency/Agent Information

 Check box if section does not 
apply, otherwise furnish billing 
agency information
 If add or remove, furnish effective 

date

Note:  Entities using a billing agency are 
responsible for claims submitted on their 
behalf
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Section 12: Supporting Documentation 
Information

 Required documentation
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Section 13: Contact Person

 Copy and complete section for 
each contact person

• Contact will be authorized to discuss 
issues concerning enrollment only

• If add or remove, furnish effective 
date

• First contact person listed will receive 
acknowledge notice and be notified if 
any additional information is needed 
by email
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Section 14: Penalties for Falsifying 
Information

 Explains penalties for deliberately 
falsifying information on this 
application to gain or maintain 
enrollment in the Medicare 
Program
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Section 15: Certification Statement

 Definition of an authorized and 
delegated official

• Authorized official is an  appointed 
official 

• Delegated official is an individual 
delegated by an authorized official to 
report changes and updates
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Section 15: Certification Statement A.

 A: Additional Requirements for 
Medicare Enrollment for 
Authorized Officials

• Medicare requirements providers 
must meet and maintain in order to 
bill Medicare

• By signing the form the authorized 
official agrees to adhere to the 
requirements listed
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Section 15: Certification Statement B.

 B: Authorized Official Signature(s) 
• Authorized official sign and date
• Must be original signature 

in ink
• Stamped signatures are not 

acceptable
• Copy and complete section for each 

new authorized official added during 
revalidation
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Section 15: Certification Statement C.

 C: Additional Requirements for 
Medicare Enrollment for 
Delegated Officials

• Medicare requirements providers 
must meet and maintain in order to 
bill Medicare

• By signing the form the delegated 
official agrees to adhere to the 
requirements listed
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Section 15: Certification Statement D.

 D: Delegated Official Signature(s) 
• Delegated official sign 

and date
• Must be original signature 

in ink
• Stamp signatures are not acceptable
• Copy and complete section for each 

new delegated official added during 
revalidation

• Authorized official signature is also 
required for new delegated officials
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Attachment 1: Ambulance Service Suppliers 
A.B.

 A: Ambulance Suppler Transport 
Type
 B: Geographic Area

• 1. Initial Reporting and/or Additions
• 2. Deletions
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Attachment 1: Ambulance Service Suppliers 
C.

 C: State License Information



40

Attachment 1: Ambulance Service Suppliers 
D. 

 D: Vehicle Information
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Attachment 2: IDTF

 IDTF Performance Standards
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Attachment 2: IDTF

 Performance Standards
 Instructions
 Diagnostic Radiology
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Attachment 2: IDTF A.B.

 A: Standards Qualifications
 B: CPT-4 and HCPCS Codes

• CPT-4 or HCPCS
• Modifier
• Equipment 
• Model Number
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Attachment 2: IDTF C.

 C: Interpreting Physician 
Information
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Attachment 2: IDTF D.

 D: Personnel (Technicians) Who 
Perform Tests
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Attachment 2: IDTF E.

 E: Supervising Physicians
• Definitions of types of Supervision
• Signature and Date

 Must be original signature 
in ink

 Stamp signatures are not acceptable
• If add or remove, furnish effective 

date
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Attachment 2: IDTF E. 

 E: Supervising Physicians 
• Type of Supervision Provided
• Other Supervision Sites
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Attachment 2: IDTF E. 

 E: Supervising Physicians 
• Attestation Statement for Supervision 

Physicians
• List HCPCS codes, will NOT be 

acting as supervisor
• Signature and date
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Attachment 3: OTP

 Instructions on reporting  
employees who are legally 
authorized to order and/or 
dispense controlled substances
 Adverse History and Ineligibility 

• Must not employ any individual who 
meets listed criteria
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Attachment 3: OTP A.

 A: Ordering Personnel 
Identification



51

Attachment 3: OTP B.

 B: Dispensing Personnel 
Identification
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Medicare Supplier Enrollment Application 
Privacy Act Statement



Supporting Documentation



Key Documents
 The following key documents are required when applicable

• CMS-588 Electronic Funds Transfer Authorization Agreement and voided check or 
bank letter

• IRS CP-575, IRS 147c or other written IRS document with legal business name and 
TIN or EIN confirmation

• Final adverse legal action documentation and resolution
• Application fee receipt (2023 application fee = $688)

54

https://pecos.cms.hhs.gov/pecos/feePaymentWelcome.do#headingLv1


Process After Submission
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After Submission
 Contact person on application will receive by email

• Acknowledgement Notice
 Add to safe sender list

• NGS-PE-Communications@elevancehealth.com
• Development requests for additional information

 Respond within 30 days 
• Response letter  

 Deactivation for incomplete/no response to development request
 Approval 



Check Application Status
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Check Application Status Tool
 Go to our website > Resources > Tools & Calculators > Check Provider 

Enrollment Application Status 

https://www.ngsmedicare.com/NGS_LandingPage/
https://www.ngsmedicare.com/web/ngs/check-provider-enrollment-application-status?lob=96664&state=97178&region=93623
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Check Application Status: IVR System
 IVR system

• Our website > Resources > Contact Us > Interactive Voice Response System 
• IVR will request following information after selecting Provider Enrollment

 Case number/web tracker ID; or
 National Provider Identifier (NPI) and Tax Identification Number 

(TIN of group) or Social Security Number (SSN of individual) 

https://www.ngsmedicare.com/NGS_LandingPage/


Resources
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NGS Website

https://www.ngsmedicare.com/NGS_LandingPage/
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Additional Links
 Prevent Revalidation Processing Delays
 Supporting Documentation Required for Enrollment Revalidations

https://www.ngsmedicare.com/web/ngs/hot-topics2?selectedArticleId=463556&lob=&state=&region=
https://www.ngsmedicare.com/web/ngs/helpful-tips?selectedArticleId=616645&lob=96664&state=97178&region=93623


Questions?

Thank you! A follow-up email will be sent to attendees with the Medicare University Course Code.



Text NEWS to 37702; Text GAMES to 37702

youtube.com/ngsmedicare
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