ﬁ nqtionql ’ NGS PROVIDER EXPERIENCE
govern ment ‘ Innovation | Education | Collaboration

SERVICES

Provider Enrollment: Completing the
CMS-8551 Paper Application

8/13/2024

Closed Captioning: Auto-generated closed captioning is enabled in this course and is at best 70-20%
accurate. Words prone to error include specialized terminology, proper names and acronyms.

NGSMUT /\
NGS Medicare University c M s

Meaningful | Informative | Simplified 'CENTERS FOR MEDICARE & MEDICAID SERVICES

1967_0724



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
o o representation, warranty, or guarantee that this compilation of Medicare information is error-free and will bear no

D I S Cl(] I m e r 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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MEDICARE ENROLLMENT APPLICATION

PHYSICIANS AND
NON-PHYSICIAN PRACTITIONERS

CMS-8551

SEE PAGE 1 TO DETERMINE IF YOU ARE COMPLETING THE CORRECT APPLICATION.
SEE PAGE 3 FOR INFORMATION ON WHERE TO MAIL THIS COMPLETED APPLICATION.

SEE SECTION 12 FOR A LIST OF SUPPORTING DOCUMENTATION TO BE SUBMITTED
WITH THIS APPLICATION.

TO VIEW YOUR CURRENT MEDICARE ENROLLMENT RECORD GO TO:
PECOS.CMS . .HHS.GOV

Y national NGSMT |
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https://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/Downloads/cms855i.pdf

Who Should Complete This Application?

* Allindividuals (physicians and NPPs) in s i

WHO SHOULD SUBMIT THIS APPLICATION

M M All physicians, as well as all eligible professionals as defined in section 1848(k)(3)(B) of the Social Security Act
r I VO te rO Ct I Ce O S O S O e OW n e r O r S O e must complete this application to enroll in the Medicare program and receive a Medicare billing number.
Physicians and non-physician practitioners can apply for enrollment in the Medicare program or make a
change to their enrollment infermation (including adding or terminating a reassignment of benefits) using
either:

. .
p ro p r I eto rS h I p * The Internet-based Provider Enrollment, Chain and Ownership System (PECOS), or

* The paper CM5-855| enrollment application. Be sure you are using the most current version.

MOTE: All reassignment actions should now be reported via the CMS-8551. The CMS-855R (Reassignment of
Medicare Benefits) form has been discontinued.

[ ] 1 1 1 H H For additional infermation regarding the Medicare enroliment process llncludmg Internet- nased PECOS: and
I n I V I U G S p yS I C I O n O n S W O to get the current version of the CMS-8551, go to CMS.g er

Complete this application if you are an individual practitioner or eligible professional who plans to bill

. . . Medicare and you are:
Currently enrolled in Medicare to order and certify and want to enroll as an individual practitioner to

re O SS I g n e n e I S W I O n submit claims for services rendered.

An individual practitioner or eligible professional who has formed a professional corporation, professional
. . . . association, limited liability company, etc., of which you are the sole owner.

e n t I ty/ I n d I V I d U O l Previously enrolled in Medicare and you need to reactivate your Medicare billing number to resume billing.
Currently enrolled in Medicare and need to enroll in another Medicare Administrative Contractor's (MAC's)
jurisdiction (e.g., you have opened a practice location in a geographic territory serviced by another MAC).

M M Currently enrolled in Medicare and need to make changes to your enrollment information (e.g., you have
* Note: All reassignment action should now et Sangd o et 9 "
. . furnishes acupuncture services.
b e re p O rte d V I G t h e C M S - 8 5 5 | S e Ct I O n 4 F An individual practitioner, including physician assistant, who is reassigning Medicare benefits, terminating
y a reassignment of Medicare benefits after enroliment in the Medicare program, or making a change in
their reassignment of Medicare benefits infarmation. Reassigning your Medicare benefits allows an eligible
M organization/group to submit claims and receive payment for Medicare Part B services that you have
O n d 1 5 T h e C M S—8 5 5 R (reO SS | g n m e n t Of provi:_!ed asa memper of the crganizal:iom’gmup._ Such an eligible organization/group may be an individual,

Currently enrolled in Medicare and you received notice to revalidate your enrollment.
An individual practitioner (physician, physician assistant, nurse practitioner, or clinical nurse specialist) who
a ic/group practice or other health care organization.

. . An organization/group who is accepting a new reassignment of Medicare benefits, terminating a
M B f f h reassignment of Medicare benefits, or making a change in reassignment of Medicare benefit infarmation,
e I CO re e n e I S O r I I I O S ee n between the organization/group and an individual practitioner.
NOTE: Both the individual practitioner and the eligible organization/group must be currently enrolled
M M (or concurrently enrolling via submission of the CMS-855B for the eligible organization/group and the
ISCON t nue CMS-8551 for the individual practitioner) in the Medicare before the reassi can take effect.
An individual practitioner voluntarily terminating your Medicare enrollment, including all reassignment of
benefits.

NOTE If ynu are a sole owner and intend to add an .ﬂuthnrl:.ed;‘Delegaled Oﬂ'ual to your Medicare

* Note: Sole Owners adding/changing an o o IS ot e o 2 58 lcon
authorized/delegated official only,
complete the CMS-855B

CMS-ESS {0523) [
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Additional Informa

* Billing Number and NPI Information
* PTAN

* NP

« Verify information to obtain the NP],
matches exactly with the information used
in section 2A (required) and 4A (if
applicable)

* Type 1 NPI - Individual's Legal Nome/SSN

* Type 2 NPI - Organization’s Legal Business
ame/TIN

* Instructions for Completing and
Submitting Application
* All sections are required, except fields
marked “optional”

* This form must be typed, it may not be
handwritten

* Sign and date certification statement
e 15Bindividual provider
* 15C authorized or delegated official

r\ national
\J government
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BILLING NUMBER AND NATIONAL PROVIDER IDENTIFIER INFORMATION

The Provider Transaction Access Mumber (PTAN), often referred to as a Medicane Supplier Number or Medicare
Eilling Mumber ix a generic term for any number other than the National Provider identifier (NP1} that is used
by a practitioner to bill the Medicane program.

The NP is the standard unigue health identifier for health care providers and suppliers and is assigned by the
Hational Plan and Provider Enumaration System (NPPES). To enroll in Medicare, you must obtain an NP and
furnish it on this application pricr to enrclling in Medicare or when submitting a change to your existing
Miedicare enroliment information, Applying for the NP is a process separate from Medicare enrollment. To

obtain an NP1, you may apply online at NPPES.crns hhs.gov. For more information atout NP| enumeration, visit
CMS gov/Regulations-and-Guidance/ Administrative-Simplification/Mational ProvidentStand.

Mote: The Name and Social Security Numbaer (S5N) that you furnish in section 24 and, if applicable, the
Legal Business Mame (LBN) and Tax Identification Number (TIN) you furnish in section 48 must be the same
Namae, $5N, LBN and TIN you used to obtain your NPL Onoe this information s enteved into PECOS from this
application, your Name, 35N, LBN, TIN and NPl must match exsctly in both PECOS and NPPES.

INSTRUCTIONS FOR COMPLETING AND SUBMITTING THIS APPLICATION

All infarmation an this form i required with the exception of those fields specifically marked a3 “optional ®
Any field marked as optional is not required to be completed nor does it need 1o be updated or reported as
& “change of information” a3 required in 42 CFR. section 424.516. However, it is highly recommended that if
reported, these fields be kept up-to-date

s This form must be typed. It may not be handwritten.

When necessary to report additional infarmation, copy and cemplete the applicable section a5 needed
Sign and date the certification st (5] a5 appropTi

When establishing a new reassignment, Section 158 must be signed by the individual practitioner

and Section 15C must be signed by a delegated/authorized official of the organization/group. Iif the
reassignment is to an individual, that person must sign Section 15C.

When terminating a reassignment or making changes to reassignment information, either the
organization/group must sign Section 15C or the individual practitioner maust sign Section 158, In the case
of tesmination, reauigned claima for services rendered by the individual will no longer be paid to the
organizationigroup after the effective date of the terméination.

Genarally, a new reassignment s established by the organizationigroup, signed by the
Delegatedifuthorized Official of the organization’group and the individual practitioner, and submitted by
the organization'group. When terminating a current reassignment, you may submit this application with
the appropriate sections completed and signed.

Antach all required supporting documentation.

Keep a copy of your completed Medicare enrollment package for v ecords.

. . P

TIPS TO AVOID DELAYS IN YOUR ENROLLMENT

To avoid delays in the enrollment process, you should:

Complete all required sections, a5 shown in section 1.

Ensure that the Legal Business Name shown in section 4 matches the name on the tax doguments.
Ensure that the comespondence address shown in section 2 is the provider's address.

Envter your NPz} in the applicable sectionds),

include the Electronic Funds Transfer (EFT) Authorization Agreement {when applicable) with your
ensoliment application with a voided check or bank letter,

Sign and date section 15,

Ensure all supporting documents are sent to your designated MAC,

s an LT 2
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Additional Information

* Tips to Avoid Delays in Your

The Provider Transaction Acoess Number (PTAN), often referred to as a Medicare Supplier Number or Medicare
Billing Number is a generic term for any number other than the National Provider Identifier (NP1) that s used

by a practitiones to bill the Medicare program.
I . rO I I I e I I The NP1 is the standard unigque health identifier for health care providers and suppliers and is assigned by the
Mational Plan and Provider Enumeration Smtm {NPPES), To enroll in Medicare, you must obtain an NP1 and
furnish it on this o prier to ing in of when submitting a dhange 1o your existing
Medicare enrcliment information. Applying for the NP1 is a progess separate from Medicare enrollment. To
. . obtain an NPI, you may apply online at NPPES.cms_hhs.gov. For more information about NPl enumeration, visit
® EMS. gov/Requlations-and-Guidance/Administrative-Simplification/NationalProvidentStand.
O I I l e e G re ' ' I re S e‘ I O | I S Mot The Name and Social Security Number (SSN) that you furnish in section 22 and, if applicable, the
? Legal Business Name {LBN) and Tax Identification Number (TIM) you furnish in section 44 must be the same

Mame, S5N, LEN and TIN you used to obtain your NP1 Once this information is entered into PECOS from this
application, your Name, SSN, LBN, TIN and NPI must match exactly in both PECOS and NPPES.

as shown in section 1 and o R

All information on this form i requined with the exception of those fields specifically marked as “optional
Arry fiekd marked as optional is not requined 10 be completed nor does iU need To be updated or reported as

. .
a “change of information” as required in 42 CER. section 424.516. Howewer, it it highly recommended that if
reported, these fields be kept up-to-date

= This form must be typed. It may not be handwritten.
= When necessary to report additional information, copy and complete the applicable section as needed

Sign and date the certification statement(s) as appropriate
* When establishing a new reassignment, Section 158 must be signed by the individual practitioner
and Sedtion 15C must be signed by a delegated/authorized official of the organization/groug. I the
reassignment is to an individual, that person must sign Section 15C.

= When terminating a reassignment or making changes to reassignment information, either the

.
. I \ I‘ ] r T ] E} m C e organization/group must sign Section 15C or the individual practitioner must sign Section 158, In the case
e O U S I e S S O O S of termination, reasigned claims for services rendered by the individual will no longer be paid to the
organizationigroup after the effective date of the termination.

Generally, a mew reassignment is established by the organizationfgroup, signed by the
Delegatedifutharized Official of the arganizationigroup and the individual practitiones, and submitted by

the organization/group, When terminating a current reassignment, you may submit this application with
the appropriate sections completed and signed.

& Anach all reguered SUpROMIng do<umentation.
Keep b copy of your completed Medicare enrollment package o7 youd own fecords.

* Correspondence addressin o oo o seaue

.

To avoid delays in the enroliment process, you should:
* Comglete all neguired sections, s shown in section 1.

section 2 is provider’s address s
* Sign and date section 15

Inelude the Electronic Funds Transter (EFT) Authorization Agreement (when applicable) with your
enrollment application with a voided check or bank letter.

Sign and date section 15,
Ensure all supporting documents ar sent to your designated MAC,

LR T ]
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Additional Information

* Links to PECOS and CMS-855
paper forms

* Acronyms Commonly Used in
this Application

e Definitions
* Add, change, remove information
« Compact license

* Reassignment of Medicare
benefits

* Where to Mail Your Application

* Link to locate address for
designated MAC

national
government

SERVICES

ADDITIONAL INFORMATION

You may visit our website to learn more about the enrollment process via the Internet-Based

Provider Enrollment Chain and Ownership System (PECOS) at: CMS.gov/Medicare/Provider-
Enroliment-and-Certification. Alse, all of the CMS-855 applications are located on the CMS webpage:
CMS.g icare/CMS-Fi /CMS-Fi /CMS-F List. Simply enter “855" in the “Filter On:" box on
this page and the application forms will be displayed to choose from.

The MAC may request additional documentation to support and validate information reported on this
application. You are responsible for providing this documentation within 30 days of the request per 42
C.FR. section 424.525(a)(1) and (2).

The information you provide on this form is protected under 5 U5.C. section 552(b)(4) and/or {(b)(6),
respectively. For more information, see the last page of this application to read the Privacy Act Statement.

ACRONYMS COMMONLY USED IN THIS APPLICATION

C.F.R: Code of Federal Regulations

EFT: Electronic Funds Transfer

EIN: Employer Identification Number

IHS: Indian Health Service

IRS: Internal Revenue Service

LEN: Legal Business Name

LLC: Limited Liability Corporation

MAC: Medicare Administrative Contractor

NPI: National Provider Identifier

NPPES: National Plan and Provider Enumeration System
PTAN: Provider Transaction Access Number also referred to as the Medicare Identification Number
SSN: Social Security Number

TIN: Tax Identification Number

DEFINITIONS

NOTE: For the purposes of this CMS-8551 application, the following definitions apply:

* Add: You are adding additional enrollment infermation ta your existing information (e.g. practice
locations).

Change: You are replacing existing information with new information {e.g. billing agency, managing
employee) or updating existing information (e.g. change in suite #, telephone #)

Compact License: A streamlined pathway to state licensure for qualified physicians and non-physician
practitioners who wish to practice in multiple states. For more information on compact licenses, go to
CMS.gov/files/document/se20008.pdf.

. i of Medicare its: Authorization by an individual practitioner to allow an eligible
organization/group to submit claims and receive payment for Medicare Part B services that the practitioner
has provided as a member of the organizatien/group. Such an eligible erganization/group may be an
individual, a clinicd/group practice or other health care organization

Remove: You are removing existing enrollment information

WHERE TO MAIL YOUR APPLICATION

Send this completed application with original signatures and all required documentation to your designated
MAC. The MAC that services your State is responsible for pracessing your enraliment application. To locate the
mailing address for your designated MAC, go to CMS.gov/Medicare/Provider-Enreliment-and-Certification.

EMS-BSS (0523) 3
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Section 1: Basic Information

A. ReGS.On f-or Smeitting thiS SECTION 1: BASIC INFORMATION
Application P ———

Check one box and complete the sections of this application as indicated.

. . . LI You are a new enrollee in Medicare Complete all applicable sections
[ ] M |< d I I I l t t l t 1 *ou are currently enrolled in Medicare to order
O r O n CO e e e n I re G I CO I O n and certify and want to enroll as an Individual Complete all applicable sections
Practitioner
O r [ ¥ou are enrolling with another Medicare Complete all applicable sections

Administrative Contractor (MAC)

° l l [ You are revalidating your Medicare enrollment Complete all applicable sections
N eW e n rO e e LJ ou are reactivating your Medicare enrollment Complete all applicable sections

[J ou are reporting a change to your Medicare

* Currently enrolled to order/refer only and bl el N—
want to enroll to bill Medicare B S

Effective date of termination (mm/ddfyyyy):

e Enrolli ith therMmaAcC |
nrouwing with anotner
. . B. WHAT INFORMATION IS CHANGING?
o R eVO l I d O t I n g Check all that apply and complete the required sections.
Please note: When reparting ANY information, sections 1, 2A, 3 and 15 MUST always be completed in
° R t . t H addition to the information that is changing within the required section.
eO C IVO I n g [ Personal Identifying Information 1, 24, 3, 12, 13 (optional) and 15
. . . . [ Final Adverse Legal Actions 1, 24, 3, 12, 13 (optional) and 15
* Mark and complete specified section if 3 12

- . . n 1. 2A, 2B-2F, 21-2K (as applicable), 3, 12,
[ Practitioner Specific Information 13 (optional), and 15

b Re p O rt i n g O C h O n g e; O r 1 Reassignment of Benefits Information 1, 2A, 4F. 12, 13 (optional) and 15

[ Private Practice Business Information 1, 24, 3, 4A, 12, 13 (optional) and 15
[ ] VO lU n to r I ly te r m I n G t I n g [ Managing Employee Information 1, 24, 3, 6, 12, 13 (optional), and 15
[ Address Information 1, 24, 3, 12, 13 (optional) and 15 AND sections 2D, 2E,

O Correspondence Mailing Address 4B, 4C, and/or 4D as applicable for the address that is

[ Medical Record Correspondence Mailing being changed

B. What information is changing?

Address

* Sections 1, 2A, 3 and 15 MUST always be e
completed in addition to the change T e

* Note: Reassignment of Benefits s

S-S5 (0527) 4
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Section 2: Personal Identifying Information

A. Individual Information

* Indicate legal name as it appears

with the Social Security
Administration Office

B. License/Certification
/Registration Information
 Check box if section does not

apply
 National Certifications, indicate

“all” in the box “State Where
Issued”

C. New Patient Information
* Mark “yes” or “no” (optional)

r\ national
\J government

SERVICES

SECTION 2: PERSONAL IDENTIFYING INFORMATION

A. INDIVIDUAL INFORMATION
The provider's Name, Date of Birth, and Social Security Number must match his'her social security record.

First Name Middle Inftial | Last Name Ir, 50, MD., ete.

Other Name, First Middle Inftial | Last Name: Jr, 50, MO ete.

Type of Other Name
L Former or Maiden Name [ Professional Name ] Other (Describe):

Social Security Number (S5N) Date of Birth (mmiddiyyyyl

Medicare Identification Number (PTAN) (f issued) Mational Provider Identifier (NPI) (Type 1 - Individuall

Medical or ather Professional School (Training Institution, if nan-MD) ear of Graduation (3391

B. LICENSE/CERTIFICATION/REGISTRATION INFORMATION

Complete the appropriate subsection(s) below for your primary specialty type as you will report it in section
2G or 2H below, as applicable. If no subsection is associated with your primary specialty, report information
relevant to your secondary specialty, as applicable. Report if you have a compact license. See definition on
page 3.

1. Active License Information
] Active License I Not Applicable

Ticense Number F«me Date (mmiddlyyyy) State Where lssiied

Is this a compact license? OYes O No

2. Active Certification Information

NOTE: For physicians and non-physician practitioners with multiple certifications, report the active certification
relating to your primary specialty as you report it in section 2G or 2H (below), as applicable. If no certification
is associated with your primary specialty, report the certification(s) relevant to your secondary specialty, as
applicable

NOTE: If you are certified by a national entity, put the word “all” in the “State Where Issued” data field.

[ Active Certification [ Not Applicable

Certification Number Effective Date (mmidaryyyy)

Certifying Entity (specialty Board, State, Other) State Where Esued®

3. Drug Enforcement Agency (DEA) Registration Information
[ Active DEA Registration [] Not Applicable

DEA Registration Number Effective Date immiddiyyy) State Where lssued

C. NEW PATIENT INFORMATION

Accepting New Patient Status: (optional)
Your response will be annotated in the Medicare Physician Compare Directory.

Are you currently accepting new Medicare patients? Oles C No

CMS-B55 (05123) 5
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Section 2: Personal Identifying Information

D. Correspondence Mailing Address

* Provide correspondence address to
directly contact applicant

* Cannot be a billing agency or a
medical management company
address

* If change, furnish effective date

E. Medical Record Correspondence
Address

« Skip if reassigning all benefits

e Sole owners and Sole Proprietors

* Check box if same as correspondence
address otherwise furnish address

F. Resident Information
* Approved medical residency program

national
government

SERVICES

SECTION 2: PERSONAL IDENTIFYING INFORMATION (Continued)

D. CORRESPOMDENCE MAILING ADDRESS

This i the address where correspondente will be sent directly to you by your designated MAC. This address
cannot be a billing agent or agency’s address of & medical management company sddress,

H you sre reporting a change to your Correspondence Mailing Addres, check the box below. This will replace
any current Correspondence Mailing Address on file,

[ change Effective Date {mmiddyyyyk

AREntian [Hpbons)

Correspondence Madling Address Line | (PO Bas or Street Mame and Number)

Correspondence Mading Adress Live 2 (Site, Aoam, ApL 1, #te)

Citown |:-;-.. l’a’r"&w" T

Talephans Number (# soodcable) |Iu. Mumbar (f applicabie] |!-wu | Acddnen (f apedicablel

E. MEDICAL RECORD CORRESPONDENCE ADDRESS P r ivate P ract ice

This is the address where the medical record comrespondence will be sent to the provider listed in section 24 by
your designated MAC. This information would be wsed for any medical record review requests

NOTE: This section is not applicable for providers who meassign all of their benefits to an erganization/group.
[ Check here if your Medical Recard Correspondence should be mailed 1o your Correspondence Address in
section 20 (above) and skip this section,
If s are reporting a changs to your Medical Record Correspondence Address, chedk thee box balow, This will
replace any current Medical Record Correspondence Address on file.
1 Change Effective Date (mmvddyyyyk

AFEntion (GpbOn)

Mirdical Record Conesponderds ADOness Line 1 (P40, B or Soneet Name and Wamber]

‘Whedical Record Commespondence ADdness Ling 2 (Sute, ADom, ADL & 6]

Cityown lsuu Immm ]

Telophs Mumbses (1 apeheabie) JFax Mumber (4 geicabie) Eormil Al s (if Appbcatie]

F. RESIDENT INFORMATION
NOTE: Resident i defined as an individual who participates in an approved medical retidency program,

1. Prowide the name and address of the hospitalfacility where you are a resident.

Pmee 0f Mcapital or Fasility

wwwwwwww

ity Towe Svave 2P Code » &

2, Are the services that you render at the hospitalfacility shown in section 2F1 part of
your requirements for graduation from a formal residency of program? OYes O Mo
Date of Completion: (mmiddiyy) -

-
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Section 2: Personal Identifying Information

F. Resident Information
(continue)

G. Physician Specialty

e Select a primary specialty
(designated with a “P”)

* you may select multiple
secondary specialties
(designated with “S”)

 Must meet all federal and
state requirements for

specialty checked

national
government

SERVICES

SECTION 2: PERSONAL IDENTIFYING INFORMATION (Continued)

F. RESIDENT INFORMATION (Continued)

3. Do you also render services at other facilities or practice locations? . Oes O No

If yes, you must report these practice locations in section 4B and/or section 4F

4. Are the services that you render in any of the practice locations you will be
reporting in section 4B and/or section 4F part of your requirements for graduation
from a residency program? OYes ONo

If yes, has the teaching hospital/facility reported in section 2F1 above agreed to incur all
I

or substantially all of the costs of your training in the non-hospi ility location? Oes O MNo

G. PHYSICIAN SPECIALTY
Designate your primary specialty and all secondary specialty(s) below using:
P=Primary S=Secondary

‘You can enly select one primary specialty. If you have multiple primary specialties, you must complete
and submit a separate CM5-855I application for each primary specialty. You may select multiple secondary
specialties. A physician must meet all federal and state requirements for the type of specialty(s) checked.

[] addietion Medicine

|:| Adult Congenital Heart
Disease

|:| Advanced Heart Failure
and Transplant Cardiology

O Allergy/lmmunclogy

|:| Anesthesiology

|:| Cardiac Electrophysiology

|:| Cardiac Surgery

|:| Cardiovascular Disease
(Cardiology)

D Chiropractic

|:| Colorectal Surgery
(Proctology)

|:| Critical Care (Intensivists)

|:| Dentist

D Dermatology

|:| Diagnostic Radiology

|:| Emergency Medicine

D Endocrinology

|:| Family Medicine

|:| Gastroenterology

D General Practice

D General Surgery

|:| Geriatric Medicine

D Geriatric Psychiatry

D Gynecological Oncology

|:| Hand Surgery

::l Hematology

:l Hematology/Oncology

j Hematopoietic Cell
Transplantation and
Cellular Therapy

j Hospice/Palliative Care

::| Hospitalist

:l Infectious Disease

:l Internal Medicine

:l Interventional Cardiology

:I Interventional Pain
Management

::| Interventional Radiology

:l Maxillofacial Surgery

:I Medical Genetics and
Genomics
Medical Oncology

:l Medical Toxicology

:l Micrographic Dermatologic
Surgery

:l Nephrelogy

::| Meurology

:I Meuropsychiatry

j Meurosurgery

::l Muclear Medicine

:l Obstetrics/Gynecology

:l Ophthalmology

::l Optometry

:I Oral Surgery

::l Orthopedic Surgery

:I Osteopathic Manipulative
Medicine

:| Otolaryngology

:l Pain Management

:l Pathology

::l Pediatric Medicine

:l Peripheral Vascular Disease

:l Physical Medicine and
Rehabilitation

:I Plastic and Reconstructive
Surgery

D Podiatry

D Preventive Medicine

D Psychiatry

El Pulmonary Disease

D Radiation Oncology

D Rheumatology

D Sleep Medicine

D Sports Medicine

O Surgical Oncology

[:l Thoracic Surgery

El Undersea and Hyperbaric
Medicine

D Urology

D Vascular Surgery

D Undefined Physician Specialty
(Specify):

1. Does the physician identified in section 2A provide acupuncture services and meet

all state laws and requirements regarding such services?

O Yes |O No

€MS-BSSI (0523)
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Section 2: Personal Identifying Information

H. Eligible Professional or Other
Nonphysician Specialty Type
* Select one specialty

* Must meet the licensing, educational,
work experience as well as federal
and state requirements for specialty

* PA, NP, CNS answer question for
acupuncture services

.  Psychologist Information

 ldentify the doctoral degree in

psychology
« Complete all questions for
psychologists billing independently

* Does not apply if reassigning all
benefits

national
government

SERVICES

SECTION 2: PERSONAL IDENTIFYING INFORMATION (Continued)

H. ELIGIBLE PROFESSIONAL OR OTHER NON-PHYSICIAN SPECIALTY TYPE
if you are an eligible profetsional, check the appropriate box below to indicate your specialty

Check only one of the following: If you have multiple non-physiclan specialty types. you must complete and
submit & separate CMS-8551 application for each non-physician specialty type.

All individuals must meet specific licensing, educational, and work experience requirements. Include copies of
educational and certification information with this application. if you need information concenning the specific
requirements for your specialty, contact your designated MAC,

O Anesthesiology Assistant O Physical Therapist in Private Practice
O Certified Nurse Midwife (CNM) (See section 21)
O Certified Registersd Nurse Anesthetist (CRMA) o Physscian Assistant
O Clinical Nurse Specialist (CNS) (See section 2K) 0 Psychalagist, Clinical (See section 21)
O Clinical Social Worker O Psychologist Billing Independently (See section 212)
O Mass Immunization Roster Biller O Qualified Audiclogist
O Musse Practitioner (See section 2K) O Qualified Speech Language Pathologist
O Oscupational Tharapsst in Private Practice O Registered Dietitian or Nutrition Profesional
(See section 21) O undefined Non-Physician Practitioner Specialty
(Specifyk

1, Does the physician assistant, nurse practitioner, or clinkcal nurse specialist

identified in section 24 provide acupuncture servces and have: Oes O No

* A masters or doctoral level degree in scupuncture or Oviental Medicine from a school sccredited by the
Acreditation Commission on Acupundure and Oriental Medicine (ACADMY: and

= A current, full, active, and unrestricted license to practice acupuncture in a state, temritory, or
commonwealth (i.e. Pueneo Rico) of the United States, of District of Columbia.

M yes, provide a current copy of centification and preof of educational requirements.

L. PSYCHOLOGIST INFORMATION

1. Clinical Psychologists

Identify the type of your doctoral paychology degree (8.9, Ph.D, EAD., Psy. D.)

A eopy of the degree may be requested by the MAC.

NOTE: Federal regulations at 42 CFR. section 410.7 1{d) state that to qualify as a dinical psychologist, a
practitiones must hold a doctoral degree in piychology. and be licensed of eetified, on the basis of the

doctoral degree in piychology, by the s1ate in which he or she practices, at the independent practice level of
psychology, 1o furnish diagnostic, assessment, preventive, and therapeutic services derectly to individuals.

2. Psychologists Billing Independantly Private Practice

NOTE: CM5 requires that independently practicing peychelogists have a more Miteo Denent under the
Medicare program than dinical prychalogists. With a degree starting at the master's level of psychology,
independently practicing psychologists are authorized to bill the program directly solely for diagnostic
peychological and neuropsychalogical tests that have been ordered by a physician, dinical pyychalogist or non-
physician practitioner who is authorized to order diagnostic tests. Independently praciicing psychologists are
niot authorized to supervise diagnostic prychological and neuropsychalogical tests. Any tests performed by an
independently practicing psychologist must fall under the psychologist’s state scope of practice. Additional
information can be found in Pub. 100-02, the Medicare Benefits Policy Manual.

a. Do you render services of your own responsibility free from the administrative

control of an employer such as a physician, institution, or agency? O Yes | O No
b. D& you treat your own patients? O¥es |ONe
[T ]
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Section 2: Personal Identifying Information

. Psychologist Information
(continue)

J. Physical /Occupational
Therapist Information

« Complete all questionsifin
private practice

* Does not apply if reassigning all
benefits
K. Clinical Nurse /Nurse
Practitioner Information

* Select “yes” or “no” if employee of
SNF

* Ifyes, furnish the facility
information

r\ national
\J government

SERVICES

SECTION 2: PERSONAL IDENTIFYING INFORMATION (Continued)

& Do you have the right to bill directly, and to collect and retain the fee for
your senvices? O¥es OMo

d. bs yousr private practioe located In an institution or other facility? O¥es OMo
H YES to question (d) above, answer questions 1 and 2 below.
1. If your private practice is located in an institution or other fadiiity, is your
office confined to a separately identified part of the institution/facility that

ts used solely as your office and cannot be comstrued as extending throughout
the entire institutionfadility?. O Yes O No

N

I your private practice i bocated in an institutionffadility, do you ako render
services to patients from outside the institution or facility where your
office is located? O ¥es O No

1. PHYSICAL/OCCUPATIONAL THERAPIST INFORMATION Private Practice

Physical Therapists/Occupational Therapists in Private Practice (FT/OT)

The fellowing questions only apply to your individual private practice. Do not complete this section i you are
reassigning all of your benefits 1o a grougiliniclorganization.

1. 00 you OHLY rénder PTIOT services in the patients’ homes?. OYes OMNe
2.Do you maintain private office space? Dyes ONe
3. D0 you own, leate, oF rent your private office space? O¥es ONo
4.1 this private office space used exclusively for your private practioe?. OYes ONo
5. Do you provide PT/OT serviors outside of your office andfor patients’ homaes? Oes OMo

if you responded YES to questions 2, 3 or 4 above, you must have and attach a copy of any written agreement
that gives you exclusive use of the office space for PTIOT services.

K. CLINICAL NURSE SPECIALIST/NURSE PRACTITIONER INFORMATION

Clinical Nurse Specialists/Nurse Practitioners

Are you an employee of a skilled nursing facility (SNF) o« of another entity that has an
AYTEETEN 10 provide NAFSIng services 10 a SNFT O ¥es |0 N

W yes, furnish the SNF's name and address below.

Shilled Nurting Facity Mo

Silled Murting Faciily SIneet Addness Line | (SIreet Name and Number - Rof 2 FO. Bo)

Sailied Murting Facilay $1reet Addreis Line 2 (Suite, Aoowm, #ic}

it T lud- 1P Code o8

Tan WhenbA e aRion Mombar of W0

Telenhone Mumbes [Was Wrmbser (1F ADpUCATIE] Ir-m.a RaIvess (17 ADDICADR]

NOTE: All individuals must meet specific likensing and sducational requirements, Include copies of educational
and certification information with this application.

A AT 0
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Section 3: Final Adverse Legal Actions

A . CO n V i Ct i O n S SECTION 3: FINAL ADVERSE LEGAL ACTIONS

This section captures information regarding final adverse legal actions, such as convictions, exclusions, license

M M M revocations and license suspensions. All applicable final adverse legal actions must be reported, regardless of
. | | I l re ‘ e | I I e O rS whether any records were expunged or any appeals are pending.
NOTE: To satisfy the reporting requirement, section 3 must be filled out in its entirety, and all applicable
attachments must be included

B EXC l U S i O n S Revo CO t i O n S O n d &I‘:E'?"‘EI:_?*I.E;::ED(?;?LEGCI%N:‘EI‘E;ISONS (CONVICTION AS DEFINED IN 42 C.FR. SECTION 1001.2)
¢ ’

Any federal or state felony conviction(s) by the provider, supplier, or any owner or managing employee of

the provider or supplier.

.
Any crime, under Federal or State law, where an individual or entity has entered into participation in a first
offender, deferred adjudication or other program or arrangement where judgment of conviction has been

withheld, or the criminal conduct has been expunged or otherwise removed, or there is a post-trial motion

N

or appeal pending, or the court has made a finding of guilt or accepted a plea of guilty or nole contendere.

. Any misdemeanor conviction, under federal or state law, related to: (a) the delivery of an item or service
under Medicare or a state health care program, or (b) the abuse or neglect of a patient in connection with
the delivery of a health care item or service.

Any misdemeanor conviction, under federal or state law, related to the theft, fraud, embezzlement, breach
of fiduciary duty, or other financial misconduct in connection with the delivery of a health care item or

C. Final Adverse Legal Action

prescription, or dispensing of a controlled substance.

.
Any misdemeanor conviction, under federal or state law, related to the interference with or obstruction of
I y any investigation inte any eriminal offence described in 42 C.FR. section 1001.101 or 1001.201.

EXCLUSIONS, REVOCATIONS OR SUSPENSIONS

. | f n O O d Ve rS e le g O l O Ct i O n , C h e C |< ﬁirxi;ﬁ;r:;tancziﬁt revocation, suspension, or voluntary surrender of a medical license in lieu of further

w

»

v

o

[

Any current or past revocation or suspension of accreditation.
“ ” Any current or past suspension or exclusion imposed by the U.S. Department of Health and Human Service's
O Office of Inspector General (OIG).

w

IS

Any current or past debarment from participation in any Federal Executive Branch procurement or non-
procurement program

w

n oo

. i“ ” : : Any other current or past Federal Sanctions (A penalty imposed by a Federal governing body (e.g. Civil
any, check “Yes” then list details

. ? . ? . Any current or past Medicaid exclusion, revocation, or termination of any billing number.

in section C2 and attach final o
Have you, under any current or former name, had a final adverse legal action listed above imposed

M against you?
adverse legal action
O NO - skip to section 4

.
d O ‘ l ' I I | e n tO t I O n O n d /O r If yes, report each final adverse legal action, when it occurred, and the federal or state agency or the court/
administrative body that imposed the action.
.
re S O l U t I O n S FINAL ADVERSE LEGAL ACTION DATE ACTION TAKEN BY

[

M-85 (0523) 10

Y national NGSMT | =
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Section 4: Business Information

* Check applicable box for additional -
INs t ru Ct 10NSs - !L:f,“.;ﬂ'-fnm':; o and ony complere sacton aF oo et an rganaationiproup of

O i you DO have a private practice and you also reassign ANY of your benefits to an organizationigroup or
k this box and complete sections 44 = &F.

* Individual reassigning all benefits, 4F only Vo br e o Y et i s o e e, s

complete sections 44 - 4E.

* Sole Owner and reassigning benefits, 4A - A PVATE PRACTE BUSAESS MFORMATON

Business Structure Information

4 F Idantify how your business is registered with the IRS:
O #roprigtary (] Mon-Profit (Submit IRS Form 501(ci3) [ Disregarded Entity (Submit IRS Form 8432)
. . . . For the purposes of section 44, if you are a:
 Sole Proprietor in private practice, not e G o s
? » Professional Association, complete 4A1 and 442
Limited Liability Campany (LLC), inchuding a single member LLC, complete 441 and 442

reassigning benefits, 4A - 4E T S

1. Corporations, Assodations and Limited Liability Company (LLC)
I your private practice is established as a professional corporation, professional association or limited liability

. . . .
comgany, inchuding single member LLCs and you are the sole awner and will bill Medicare theowgh this
. bartiness enti Ty, complete this section with information about your butiness !n!il‘r.
NOTE: If you are filling aut section 44, you do not need 1o complete section 4F 1o reassign your benefits as a
PraCLitioner 1o your business ¢ntity,

i |dentify bUSineSS StrUCtU re NOTE: The LEN and TIN you furnish in section 44 must be the same LEN and TIN you used 1o obtain your NP

Legal Buiineis Mame i Reoormed 10 (e IN06r 181 Revenoe Service

* Sole Owner: PC, PA or LLC complete P T P
sections 4A1 and 4A2 2 oA oy e o et st ot

regarding what to report, please refer to section 3 of this application.

* Sole Proprietor complete section 4A3 e L ot v s et s

2
listed in section 3 of this application imposed against it

£ YES - continue below

1. Corporations, Associations and Limited ST o

b If yes, report each final adverse legal action, when it occurred, and the federal or state agency or the court

Liability Company (LLC) S Sty e i
NOTE: To satisfy the reporting requiremant, section 4A2 must be filled out in its entirety, and 2l applicable

artachments must be includ

* Indicate legal business name and TIN as it FRAL ADVERSE EGAL ACTON AcroN ke Y
appears on the IRS document

2. Final Adverse Legal Action History

* Indicate any final adverse legal action history
on the entity identified in this section

m ggygpn%ent NGS Mﬁ | 19
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Section 4: Business Information

Ao P r i VO te P rO Cti Ce B U S i n eSS SECTION 4: BUSINESS INFORMATION (Continued)

Information (continue) e,

= Must use sither your EIN or S5N for all Medicane payments;

» Cannot reassign all of your Medicare payments, and

3. SO le P ro p rl eto r /SO le P rO p rl eto rS h | p » Must submit a copy of your IS Form CP-575 showing the LEN and EIN, if applicable.

[ 1 you want your Medicare payments to be paid urder your 55N, check this box and continue 1o section 48,
[ 1f you are a sole proprietor and want Medicare payments to be pasd under your EIN, please check this box and

e Select if payments are to be reported e Car s iat
VlO SSN or EIN B. FRACTICE LOCATION INFORMATION

. . NOTE: You do not need to complete this section if you are reassigning 100% of your Medicare benefits.

[ ] | f E I N d t f m b Complete this section for each of your practice locations where you render services to Medicare beneficiaries,
1] I e n I n U e r including any distant sitels) where you render telehealth services. This includes all locations you will disclose

o ¢laims formds far reimbursement. I you have and see patients a1 more than one private practice location o

haalth care facility, copy and complate this section for sach location,

All reported practice location addresses must be a specific street address a3 recorded by the United States

. . .
Postal Service. Your practice location must be the physical location where you render services to Medicare
. beneficiaries. Your practice location address cannot be a Post Office (PO.) Box.

I you render services in & hospital, retirement or assisted Iiving community, andigs other health care facilities,
furnish the name, address and telephone number for those facilities.

.
b | n r I n n h W n W h h If you only render servioes in patients’ homes (house calls only), you may supply your home address in this
section if you do nat have a separate office. In section 4E3 explain that this address is for administrative

purposes only and that all servioes are rendered in patients’ homes. You must then abio complete section 4E1

M M a5 appropriate.
CO I | I p ete t I S SeCt I O n Only repor those practice locationd that are within the jurisdiction of the desighated MAC 1o which you

will be submitting this agplication. If you have to reporn practice locatiens gutside the jurisdiction of the
designated MAC ta which you are submitting this application you must submit a separate CMS-8551 Enrollment

M Application to the MAC that ha diction for those locati
* Copy and complete section for each O o Ay i ey e i g i P

location information, check the applicable box, furnish the etfective date, and complete the appropriate fields

practice location where services are i

[iChange [JAdd LlRemove Effective Date (mmddiyyyyk

rendered e
* If adding new locations, supply the e —
date first saw a Medicare patient S T
* List all NPIs and PTANs associated -

« If change, add or remove, furnish e
effective date

Tan Numbar (if appicabie] Tomail Acidrew. (¥ appiwcabie)

Dt yon trwe 67 will 1® your (L MAPGHEArTe patiee o1 EhA praction lotation
[mmidicdinnd

rTre u

Y national NGSMGT | =
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Section 4: Business Information

B. Practice Location Information i s A i
(continue)

* Indicate primary practice location
(select “yes” to only one location)

* Indicate where private practice is
located

C. Remittance Notices / Special R —
Payments Mailing Address _—
* Check the appropriate box or

complete with special payment
address

* If change, furnish effective date

m gg:c/igpn%ent NGS Mﬁ | 21
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Section 4: Business Information

D. Medicare Beneficiary
Medical Records Storage
Address

* Check box if stored at practice
location

* Paper Storage
e Address cannot be P.O. Box/Drop Box

* Electronic Storage
 Example: EPIC, MedGen or MedFlow

e If add or remove, furnish
effective date

national
government

SERVICES

SECTION 4: BUSINESS INFORMATION (Continued)

. MEDICARE BENEFICIARY MEDICAL RECORDS STORAGE Al Private Practice

If your Medicare beneficianies’ medical records are stored at a location other than the Practice Location
Address shown in section 48 complete this section with the name and address of the storage location, This
includes the records for both current and former Medicare benefidaries.

Post office boxes and drop boxes are not acceptable as a physical address where Medicare beneficiaries’
records ane maintained. The records must be your recards and not the records of another practitioner. If all
records ane stored at the practice location reported in section 48, check the box below and skip this section.

L[] Records are stored at the practice location reported in section 48

I you are adding or removing a storage location, check the applicable box belaw and furnish the effective
date.

Dadd [lRemove Effective Date Yryrk
1. Paper Storage
Do you stote your patient medical records in a physical lecation? OYes ONo

e 0 Sroeage Faci My

Tiorage FACTY RO Line 1 (Street Name s Nmier)

Srorage Fackty Addiei Line I Suite, Aoom, Apt & #ic

Eitp o [Stane T3 Cote + 4

2. Electronic Storage

Do you store your patient medical records electronically? D Yes O No
Iy, identify wherehow these records are stored below, This can be a website, URL, in-house software
program, gnling servics, vendor, etc. This must be a site that can be acoesed by CMS or its designees if
necesLary.

The whern SeCIP0NK feCor 3 are ored

S
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Section 4: Business Information

E. Rendering Services in Patients’
Homes

1. Initial Reporting and/or Additions

* Indicate entire state or city/town or
county

* Only list ZIP codes, if you are not
servicing the entire city/town or county

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 or practice
on certain days of the week)

national
government

SERVICES

SECTION 4: BUSINESS INFORMATION (Continued)

E. RENDERING SERVICES IN PATIENTS’ HOMES Private Practice

List the eityftown, county, state, or ZIP eade for all locations where you render health care services in patien
hames or, if previously reported, where you no longer render health care services in patients’ homes

Ll Change Effective Date (mmviddiyyyyk

1. Initial Reporting and/or Additions

If you ane reporting or adding an entire state, chedk the box below and specify the state.

[l Entire State of

I services are only provided in selected citiestowns or counties, provide the locations below. Only list ZIP codes
if you are not servicing the entire citytown or county,

CITYITOWN COUNTY STATE/T Y 2IP CODE

2. Deletions
If you are deleting an entire state, chedk the bax below and specify the state,
[ Entire State of

If services are no longer provided in selected citiestowns or counties, provide the locations below. Only ikt Zil
codes if you are not deleting service in the entire cityfown or county.

CITYITOWN COUNTY I STATE/TERRITORY P CODE

X iSpecial Ci
Explain any unique droumstances concerning your practioe lecation(s) or the methed by which you render
health care services (e.g., practice on certain days of the week)

NGSMGT | ~



Section 4: Business Information

F. Individual/Organization/Grou
o Receiving the Reassigned
Benefits
1. Individual Practitioner Receiving

Reassigned Benefits
ldentification

* Legal Name
* SSN or EIN

2.0rganization/Group Receiving
Reassigned Benefits
ldentification

* Legal Business Name
* TIN

Note: All reassignment actions should be
reported via the CMS-855|

national
government

SERVICES

SECTION 4: BUSINESS INFORMATION {Continued)

F. INDIVIDUAL/ ORGANIZATION/GROUP RECEIVING THE REASSIGNED BENEFITS

MNOTE: All reassignment actions should now be reported via the CMS8551. The CMS-B55R (Reasignment of
Madicare Benefits) form has been discontinued.

Complete this section if you are

An individual practitiener reassigning your right to bl the Medicare program and receive Medicane
payments for some or all of the services you render to Medicare beneficiaries, tTerminating a currently
established reassignment of benefits, making a change in reassignment of Medicare benefit information;
of

"

An grganization/group adcepting a new reassignment of Medicare benefits from the individual
practitioner identified in section 28, terminating a currently established reassignment of benefits from
the individual practitioner identified in section 24, or making a change in reasignment of Medicare
benefit information, Between the organizaticngroup and the individual practitioner identified in
section 2A

The individual or delegatediautharized official, by hisher signature, agrees to notify the Medicare
Administrative Contractor (MAD) of any future changes to this reassignment in accordance with 42 CFR
section 424.516(d)(2).

Both the individual practitioner and the eligible organization/group must be curmently enrolled (or
concurrently enrolling via submission of the CM5-8558 for the eligible organizationigroup and the CMS-8551
for the individual practitioner) in the Medicare program before the reassignment can take effect.

I you reassign benefits to more than one erganizationigroup, copy and complete this page as necessary.
NOTE: Revalidation applications must list all active reassignments.

1. Individual Practitioner Receiving Reassigned Benefits identi

Prowide the information below for the individual 1o whom benefits are being reassigned, or a reassignment

it being terminated. If the individual's initial enrallment application is being submitted concurrently with this
reassignment, write ~pending” in the Medicare identification number blodk. The individuals name as reported
to the Socal Security Administration must be the same as reported on the individuals CMS-8551 when the
individual enrolled. If the individual is a sole proprietor with an Employee Ientification Number (EIN), check
the appropriste box and report the EIN.

Ichangs Clagd  CTerminate Etfedtive Date (mmiddyyyyk
Frvl Name |nm|p Il |u1|lum-e I, S WD, e8
] Secial Security Mumer (3340 (LS fumber trlow if applcatie) [T Emploper idenaification Numitser (EB( LAE nusiter below i
applicable)
Whesbcare identilation Humbeer (PTAN) B iawed) Natkonal Provedes idenaifier (HPY)
2. Organization/Group Receiving Reassigned Benefits ident
Prowide the information below for the organization/group to which benefits are being reassigned. ora
reauignment i being terminated. If the organizati up's initial er lication is being submitted

oncurmently with this reasignment application, write “pending” in the Medicane identification number biodk.
The organizationdgroup’s name &8 reported to the IRS must be the same as reported on the organization/
group's OMS-B558 when it ensolled.

Cichange [lAdd [l Terminate Effective Date (mmidddyyyk: -

RGN IUONGIOUR Ligal Dunnes Name (38 Reported o The IARIal REvenis Senace)l

Tia WPEnUA At Nambar (TIN] e are IOerRrtion MumEer PTANS (1 Rrotd) | MBGnal Proveder Laentities (P

S ]

Reassignmen
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Section 4: Business Information

Reassighme

F. Individual/Organization/Group TTITTT e e

3. Primary Practice Location{s) (Optional)

receiving the Reassigned Benefits I

in-perion services most of the time. This practice location must be currently enrolied or enrolling in Medicare.

If you are changing information about a currently reported primary practice location or adding or remaving

.
primary practice location information, check the applicable box, furnish the effective date, and complete the
appropriate fields in this section

Clchange [ladd  [TRemove EHfective Date (mmvddyyyyk

Pracein Location Nams (“Daing Suuneu A1~ Name]

3.Primary Practice Location i

Practice Location Aoones, Lew I (oite. Room, AgL &, #ic)

(optional) - -

Wheicare Mentiication Numbser for Thes, ke teon - FTAH (o Asued)

» Copv and identify for each h Bndey ok s
IMJ‘II" a S@(OI‘K]JI‘:' practice location 0' the orgamza'l»om’qrouﬁ where the indrvidual p«ac{ilnen-nr will render

in-perion services most of the time. This practice location must be currently enrolied or enrolling in Medicare.

. if you are changing information sbout 3 currently reparted additional practice lozation or adding or removing
re O SS I g I l I ' l e I I t an adeitional practice location information, check the applicable box, furnish the effective date, and complete

Matomal Provicer Identier (NPT

the appropriate fields in this section.

Clchange [Cladd  [JRemove Effective Date (mmviddyyyyk

a.Primary Practice Location e e

Practics Location $reet Addrews Line | (Sireet Name and Mumber - NOT & 0. Bax)

b.Secondary Practice Location e e P

Cityfown State IF Code + 4

Mhedicare Mentiication Numbser for he, kacateon - FEAN (o Baued) Hatceal Prowicer Identier (NPU

SECTION 5: THIS SECTION INTENTIONALLY LEFT BLANK

[FerTT= 1]
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Section 6: Managing Employee Information

* C h eC |< t h e q p p ro p ri O te b OX if yo U O re SECTION 6: MANAGING EMPLOYEE INFORMATION |
the mana ging emp [Oyee for your T ctoncpes st ot g emgores ATy sy a7

individual who fumishes operational or managerial services, or who directly or indirectly conducts the day-to-
dary aperations for your private practice, either a4 an employes of through some other Arrangement.

.
Sole Owned entitv or Sole e v o md 0 compit i scton i e e i 100% o o cinr et
All managing employees at all of your practice locations reported in section 4 must be reported in this section.
M M M there i more than one managing emplayes, copy and complete this section a3 needed.
ro r I eto rS I NOTE: If you completed section 4 reporting that your private practice is established a1 a business entity, you
must report at least one managing employes in accordance with Medicare policy for enrolling a business
entity.

i am the managing employee. Skip to section &,

A. Managing Employee Identifying R ——

i you are changing information about your current managing employee or adding or remaving a managing
| n O r m O t | O n emplayes, chedk the applicable box, furnish the effective date, and complete the appropriate fields in this
section.

[ change ladd [ Remowve Effective Date Yryyk

* Complete for each managing | ™= i
employee, for each of your practice e i
locations S prere— e

* |f add or remove, furnish effective date R e sk s i i th prcitoar i sciin 47

[J Contracted Managing Emplayes

T (rmem ety |

[1'W-2 Managing Employee

 |dentify if Contracted or W-2 Managing A —
E m p loyee f:;:?:.—‘;: mnﬁélfsﬂl::;ﬁl:ﬁ::::z::: ;nnﬁ::':):;;:::: i you need additional informaticn

1. Has this individual in section 6A above, under any cudrent o former name, had a final adverse legal
action listed in section 3 of this application imposed against himiher?

O ¥ES = continue below

B. Final Adverse Legal Action History

2. M yes, report each final adverse legal action, when it acurred, and the federal or state agency of the
court/administrative body that imposed the action

* If no adverse legal action, check “No” S g e ot 2 et g et

* If any, check “Yes”, then list detailsin e mm— S
section B2 and attach final adverse
legal action documentation and/or
resolutions

SECTION 7: THIS SECTION INTENTIONALLY LEFT BELANK

CMER5E 51
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Section 8: Billing Agency Information

* Check box if section does not
apply, otherwise furnish
billing agency information

* If change, add or remove,
furnish effective date

* Note: Entities using a billing
agency are responsible for
the accuracy of the claims
submitted on their behalf

national
government

SERVICES

SECTION 8: BILLING AGENCY/AGENT INFORMATION P r Ivate P ra ct ice

A billing sgencylsgent i a company of individusl that you £ontract Witn 10 prEpare ana SUDITAT your
H you use a billing agencylagent you must complete this section. Even if you seabllﬂgagencwgeLmu
memain responsible for the acouracy of the claims submitted on your behalf.

NOTE: ‘Ih¢|; | q gQ n\l.lgg address cannot be the correspondence mailing address completed in sedtion
2D of this
NOTE: You do not need to complete this section if you are reassigning 100% of your Medicare benefits.
] Check here if this section does not apply and skip to section 12,
fyo«.lalo( 2 u ng in !ommc n about your current bill nﬁmﬂ(nut twm g of remaoving a billing

agencylagent information, dveck the applicable bax, fun tive and complete the appropriate
fields in this sectio
Lichange [JAdd  [IRemove Effective Date (mmiddyyyyk

BILLING AGENCY/AGENT NAME AND ADDRESS

Legal Business Manve 55 Reporied b0 The el REverase Seree 0f Wnn dusl M ot Fegorted 10 e ol Se0u ity ASmunsiration

I individhual Blng Agent: Date of Bith (mmikliyiy!

Bilirg Agendy Tia KHAAUTKALGN Mufber of Blling Agent Sotisl Sturily Muffber (rgurnd)

Biling Agercy Agent - Daing Butinew. Al Name (f appinasie]

Biling Agercy Agent Addrews Line | (neef Name and Number]

Biling Agency Agent Addees Line 7 (kse, Boom, ADL 0, dc)

“Ctiomn [State IIF Code + &

Teephone Numier  [Fan M srvibeer [F 400G 00 el E-maail Acoress (1f anpisabiel

SECTION 9: THIS SECTION INTENTIONALLY LEFT BLANK

SECTION 10: THIS SECTION INTENTIONALLY LEFT BLANK

SECTION 11: THIS SECTION INTENTIONALLY LEFT BLANK

uuuuuuuuuuu

NGSMGT | ~



Section 12: Supporting Documentation

Information

e Re qu ired documentation SECTON 12 SUPPORTING BOCNENTATION WFGRMATION

This section lists the documents that, if applicable, must be submitted with this completed enroliment
application. If you are enrolling for the first time, or reactivating or revalidating your enroliment you must
submit applicable documents. When reperting a change of information, only submit documents that applicable
the change reported. Your designated Medicare Administrative Contractor (MAC) may request, at any time
during the enrollment process, documentation to support or validate information reported on this application.
In addition, your designated MAC may also request documents from you ather than those identified in this
section as are necessary to ensure correct billing of Medicare.

] Copyls) of all final adverse legal action documentation (e.g., notifications, resolutions, and reinstatement
letters).

[ Completed Form CMS-460, Medicare Participating Physician or Supplier Agreement.
NOTE: The CMS5-460 must be submitted for all initial enrellments or reactivations only if you want to be a
Participating Practitioner in Medicare

Completed Form CMS-588, Electronic Funds Transfer Authorization Agreement. Include a voided check or
bank letter

[m

NOTE: If you currently receive payments electronically and are not making a change to your banking
information, the CM5-588 is not required. Physicians and non-physician practitioners who are reassigning
all of their payments to a groupiclinic or other health care organization are not required to submit the
CMS-588.

[m]

If Medicare payments due to you are being sent to a bank (or similar financial institution) where you have
a lending relationship (that is, any type of loan), you must provide a statement in writing frem the bank
(which must be in the loan agreement) that the bank has agreed to waive its right of offset for Medicare
receivables.

Written confirmation from the IRS confirming your Tax Identification Number and Legal Business Name
provided in section 4A (e.g., IRS form CP-575).

NOTE: This information is needed if the applicant is enrolling their professional corporation, professional
association, or limited liability corporation with this application or enrelling as a sole proprietor using an
Employer Identification Number.

O

NOTE: Government-owned entities do not need to provide an IRS Form 501(c)3).

Written confirmation from the IRS if your business is registered as a Limited Liability Company (LLC),
including single member LLCs, confirming your LLC is automatically classified as a Disregarded Entity (e.g.,
IRS Form 8832).

MNOTE: A Disregarded Entity is an eligible entity that is not treated as a separate entity from its single owner
for income tax purposes.

Copy of IRS Determination Letter if you are registered with the IRS as non-profit (e.g., IRS Form 501(c)(3)).
NOTE: Government-owned entities do not need to provide an IRS Form 501(c){(3).

Current copy of certification and proof of educational reguirements for eligible professionals or other non-
physician specialty types who provide acupuncture services.

a

o

O
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Section 13: Contact Person Information

* Check the appropriate box if S R RS

If questions arise during the processing of this application, your designated MAC will contact the individual

individual listed in section 2A is
the designated contact person R e =

* Copy and complete section for o
each contact person I sl ——

* If cha nge, a dd or remove, furnish T ke s o et At ey o bt s oo
effective date

* Contact will be authorized to
discuss issues concerning
enrollment only

* Verify accuracy of email address

* First contact listed will receive
acknowledgement notice and if
needed, additional information
requests

m ggygpn%ent NGS Mﬁ | 29
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Section 14: Penalties for Falsifying

Information on this Application

e Fx o lains pena lties fo r SECHON T4 FERALTES FOR FALSIFYING IFGRMATION G TS APPLICATION

This section explains the penalties for deliberately furnishing false information in this application to gain or
maintain enrollment in the Medicare program.

1. 18 U.5.C. section 1001 authorizes criminal penalties against an individual who, in any matter within the

. . .
jurisdiction of any department or agency of the United States, knowingly and willfully falsifies, conceals
«or covers up by any trick, scheme or device a material fact, or makes any false, fictitious, or fraudulent
statements or representations, or makes any false writing or document knowing the same to contain any
false, fi

tious or fraudulent statement or entry. Individual effenders are subject to fines of up to $250,000
and imprisanment for up to five years. Offenders that are arganizations are subject to fines of up to

M M M $500,000 (18 U.5.C. section 3571). section 357 1(d) also authorizes fines of up to twice the gross gain derived
by the offender if it is greater than the ameunt specifically authorized by the sentencing statute.
Section 1128B{a)(1) of the Social Security Act authorizes criminal penalties against any individual who,
“knowingly and willfully,” makes or causes to be made any false statement or representation of a material

fact in any application for any benefit or payment under a federal health care program. The offender is
subject to fines of up to $25,000 andfor imprisonment for up to five years.

. . .
The Civil False Claims Act, 31 U.5.C. § 3729, imposes civil liability, in part, on any person who, with actual
knowledge, deliberate ignorance or reckless disregard of truth or falsity (a) presents or causes to be

[

w

presented to the United States Government or its contractor or agent a false or fraudulent claim for
payment or approval; (b) uses or causes to be used a false record or statement material either to a false or
fraudulent claim or to an obligation to pay the Government; {c) conceals or improperly avoids or decreases

. . .
an obligation to pay or transmit money or property to the Government; or {d) conspires to violate any
I I l I I l I I l I l r I I l I l I I l provision of the False Claims Act. The False Claims Act imposes a civil penalty of between §5,000 and
$10,000 per violation, as adjusted for inflation by the Federal Civil Penalties Inflation Adjustment Act, 28
U.S.C. 2461, plus three times the amount of damages sustained by the Government.
Section 1128A(a)(1) of the Social Security Act imposes civil liability, in part, on any person (including an

M organization, agency or other entity) that knowingly presents or causes to be presented to an officer,
employee, or agent of the United States, or of any department or agency thereof, or of any state
agency...a claim...that the Secretary determines is for a medical or other item or service that the

s

persen knows or should know:

a) was not provided as claimed; andfor

b) the claim is false or fraudulent
This provision authorizes a civil monetary penalty of up to $10,000 for each item or service, an assessment
«of up to three times the amount claimed, and exclusion from participation in the Medicare program and
state health care programs
18 U.5.C. 1035 authorizes criminal penalties against individuals in any matter involving a health care
benefit program who knowingly and willfully falsifies, conceals or covers up by any trick, scheme, or device
a material fact; er makes any materially false, fictitious, or fraudulent statements or representations,
o makes or uses any materially false fictitious, or fraudulent statement or entry, in connection with
the delivery of or payment for health care benefits, items or services. The individual shall be fined or
imprisoned up to 5 years or both.
18 U.5.C. 1347 authorizes criminal penalties against individuals who knowing and willfully execute, or
artempt, to executive a scheme or artifice to defraud any health care benefit program, or to ebtain, by
means of false or fraudulent pretenses, representations, or promises, any of the money or property owned
by or under the contrel of any, health care benefit program in connection with the delivery of or payment
for health care benefits, items, or services. Individuals shall be fined or imprisoned up to 10 years or both.
If the violation results in serious bodily injury, an individual will be fined or imprisoned up to 20 years, or
baoth. If the violation results in death, the individual shall be fined or imprisoned for any term of years or
for life, or both
The United States Government may assert common law claims such as “common law fraud,” “money paid
by mistake,” and "unjust enrichment.”
Remedies include compensatory and punitive damages, restitution, and recovery of the amount of the
unjust profit.

w
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Section 15: Certification Statement and

Sighature

A. Certification Statement

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

* By sighing the form, the
individual provider agrees to
adhere to the requirements
listed

national
government

SERVICES

SECTION 15: CERTIFICATION STATEMENT AND SIGNATURE

As an individual practitioner, you are the only person whao can sign this application. The authority to sign the
application on your behalf may not be delegated to any other person

The Certification Statement contains certain standards that must be met for initial and continuous enroliment
in the Medicare program. Review these requirements carefully.

By signing this Certification Statement, you agree to adhere to all of the requirements listed therein and
acknowledge that you may be denied entry into or have your billing privileges revoked from the Medicare
program if any reguirements are not met.

Title XVIIl of the Sacial Security Act prohibits payment for services provided by an individual practitioner to be
paid to another individual or organization/group unless the individual practitioner who provided the services
specifically authorizes another individual or organization/group to receive said payments in accordance with 42
CFR. section 424.73 and 42 C.FR. section 424.80. By signing this Certification Statement, you are authorizing
the organization/group or individual identified in Section 4F to receive Medicare payments on your behalf. The
signature(s) below authorize the reassignment of benefits, or the termination of a reassignment of benefits,
between the individual practitioner shown in Section 2A and the organization/group or individual shown in
Section 4F. The employment of, or contract between, the individual practitioner and srganization/greup or
individual must be in compliance with CMS regulations and applicable Medicare program safequard standards
described in 42 CER. section 424.80. These signatures also serve as an attestation and acknowledgment to

the compliance with all laws and regulations pertaining to the reassignment of Medicare benefits. NOTE: this
language only appli i i

benefits.

if the application is submitted to blish, change or a o

A. CERTIFICATION STATEMENT

‘You MUST sign and date the certification statement below in order to be enrolled in the Medicare program. In
doing so, you are attesting to meeting and maintaining the Medicare requirements stated below.

Under the penalty of perjury, |, the i certify to the f

1. | have read the contents of this application, and the information contained herein is true, correct, and
complete. If | become aware that any information in this application is not true, correct or complete, | agree
to notify my designated Medicare Administrative Contractor of this fact in accordance with the time frames
established in 42 CFR. section 424.516.

| authorize the Medicare Administrative Contractor to verify the information contained herein. | agree
1o notify the Medicare Administrative Contractor of any change in practice location, final adverse

legal action, or any other changes to the information in this form in accordance with the timeframes
established in 42 CE.R. section 424.516. | understand that any change to my status as an individual
practitioner may require the submission of a new application. | understand that any change in the
business structure of my private practice may require the submission of a new application

[

ol

| have read and understand the Penalties for Falsifying Information, as printed in this application.

| understand that any omission, misrepresentation, or falsification of any information contained in

this application or contained in any communication supplying information to Medicare, or any
alteration of any text on this application, may be punishable by criminal, civil, or administrative
penalties including, but not limited to, the denial or revocation of Medicare billing privileges, and/

or the impaosition of fines, civil damages, and/or imprisonment.

| agree to abide by the Medicare laws, regulations and program instructions that apply to me or to

the organization listed in section 4A of this application. The Medicare laws, regulations, and program
instructions are available through the Medicare Administrative Contractor. | understand that payment
of a claim by Medicare is conditioned upon the claim and the underlying transaction complying with
such laws, regulations and program instructions {including, but not limited to, the Federal Anti-Kickback
Statute, 42 U.5.C. section 1320a-7b(b) (section 1128B({b) of the Social Security Act) and the Physician Self-
Referral Law (Stark Law), 42 U.S.C. section 1395nn (section 1877 of the Social Security Act)).

Neither I, nor any managing employee reported in this application, is currently sanctioned, suspended,
debarred or excluded by Medicare or a State Health Care Program (e.g., Medicaid program), or any ather
Federal program, or is otherwise prohibited from providing services to Medicare or other federal program
beneficiaries

IS

w
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Section 15: Certification Statement and

Sighature

A. Certification Statement (continue)
B. Signature and Date Py —— -

erpayment made orf to my business as reported in section 44,
h-rleueu-caeﬁo«;mmarbe ecabedb 'I: wg tha v | oll| T PaYTERTS.
7. I nde nand unal meM di ntification number (PTAN) issued 1o e can Onl',.'hf xednym-ro by
pplier to whoml.h massom-d my benefits &t Medicare

ndered by me
be presented a flu:ot‘ :II |.mr D-!ym!n byMedu!c

* Signed only by the Individual provider :;*

C. Delegated or Authorized Official of e
Individual/Organization/Group e =
Certification Statement and e
Sig nOtU re In order to process this application i I“““‘Tﬂi:‘d and dated.

* Sign and date for reassignment of
benefits

tion requested in h application may

ot penalty of p
1 understand that anm ntats CONdI Nl of
ject me a th tiengroup te lability under mdnal laws.
* Note S A e

Delegated oo Authorized Offiials Sgnature (Find Migde. Last Name. k. 5r. MO, etc) |Date Sgned Immiddiryyy)

* Must be original signature in ink
* Stamped sighatures are not acceptable
* Reassignment

* Add reassignment: B and C signatures
are required

* Terminating or making a change: Bor C
signature is required

I grder to process this application it MUST be signed and dated.

I 5ovehment NGSMT | =
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Medicare Supplier Enrollment Application

Privacy Act Statement

national
government
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

MEDICARE SUPPLIER ENROLLMENT APPLICATION PRIVACY ACT STATEMENT

The Authority for maintenance of the system is given under provisions of sections 1102(a) (Title 42 U.5.C. 1302(a)), 1128
(42 U5.C. 1320a-7), 1814(a)) {42 U5.C. 1395f(a)(1), 1815(a) {42 U.5.C. 1395g(a)), 1833(e) (42 U.5.C. 13951(3), 1871 (42 US.C.
1395hh), and ) (42 US.C.1 of the Social Security Act; 1842{r) (42 U5.C. 1395u(r)); section 1124(a)
(1) (42 U5.C. 13203-3(a)(1), and 1124A (42 U.5.C. 1320a-3a), section 4313, as amended, of the BBA of 1997; and section
31001(i) (31 U.5.C. 7701) of the DCA (Pub. L. 104-134), as amended.

The information collected here will be entered into the Provider Enrollment, Chain and Ownership System (PECOS).

PECOS will collect information provided by an applicant related to identity, qualifications, practice locations, ownership,
billing agency information, reassignment of benefits, electronic funds transfer, the NPI and related organizations. PECOS
will also maintain information on business owners, chain home offices and provider/chain associations, managing/
directing employees, partners, authorized and delegated officials, supervising physicians of the supplier, ambulance
vehicle information, andfor interpreting physicians and related tachnicians. This system of records will contain the names,
social security numbers (S5M), date of birth (DOB), and employer identification numbers (EIN} and NPI's for each disclosing
entity, owners with 5 percent or more ownership or control interest, as well as managing/directing employees. Managing/
directing employees include general manager, business managers, administrators, directors, and other individuals who
exercise operational or managerial control over the provider/ supplier. The system will also contain Medicare identification
numbers (i.e., CCN, PTAN and the NPI), demographic data, professional data, past and present history as well as
information regarding any adverse legal actions such as exclusions, sanctions, and felonious behavior.

The Privacy Act permits CMS to disclose information without an individual's consent if the information is to be used for
a purpose that is compatible with the purpose(s) for which the information was collected. Any such disclosure of data

is known as a "routine use.” The CMS will only release PECOS information that can be associated with an individual

as provided for under Section il "Proposed Routine Use Disclosures of Data in the System.” Both identifiable and non-
identifiable data may be disclosed under a routine use. CMS will only collect the minimum personal data necessary to
achieve the purpose of PECOS. B.g\ow isan abbrevlated summary of the six routms uses. To view the routine uses in their
entirety go to: CMS.
BECOS pdi

. To support CMS contractors, consultants, or grantees, who have been engaged by CMS to assist in the performance of a
service related to this collection and who need to have access to the records in order to perform the activity.
2. To assist another Federal or state agency, agency of a state government or its fiscal agent to:
a. Contribute to the accuracy of CMS's proper payment of Medicare benefits,
b. Enable such agency to administer a Federal health benefits program that implements a health benefits program
funded in whole or in part with federal funds, and/or
c.Evaluate and monitor the quality of home health care and contribute to the accuracy of health insurance operations.

W

To assist an individual or organization for research, evaluation or epidemiological projects related to the prevention of

disease or disability, or the restoration or maintenance of health, and for payment related projects.

4. To support the Department of Justice (DOJ), court or adjudicatory body when:

a. The agency or any component thereof, or

b. Any employee of the agency in his or her official capacity, or

c.Any employee of the agency in his or her individual capacity where the DOJ has agreed to represent the employee,
or

d. The United States Government, is a party to litigation and that the use of such records by the DO, court or
adjudicatory body is compatible with the purpose for which CMS collected the records.

5. To assist a CMS contractor that assists in the administration of a CMS administered health benefits program, or to
combat fraud, waste, or abuse in such program.
6. To assist another Federal agency to investigate potential fraud, waste, or abuse in, a health benefits program funded in

whole or in part by Federal funds.

The applicant should be aware that the Computer Matching and Privacy Protection Act of 1988 (PL. 100-503) amended the
Privacy Act, 5 U.5.C. section 552a, to permit the government to verify information through computer matching.

PRA. Disclosure Statement: According to the Paperwork Reduction Act of 1995, ne persons are required 1o respond to a collection of
information unless it displays a valid OMB control number. The valid OMB control number for this information collection is 0938-1355
(Expires 0S/2026). The time reguired 1o complete this infarmation esllection is estimated to average 0.5 - 3 hours per respanse, mcludmg
the time to review instructions, search existing data resources, gather the data needed, and complete and review the informatior

collection. If you have comments concerning the acruracy of the time estimate(s) or suggestions for improving this form, please wite to:
CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.

4444CMS Disclosure**+* Please do not send applications, claims, payments, medical records or any documents containing sensitive
information to the PRA Reparts Clearance Office. Please note that any correspandence not pertaining to the information collection
burden approved under the associated OMB control number listed on this form wil not be reviewes. forwarded, o retained. If you have
questiens or concerns regarding where to submit your please visit CMS.

CMS-BSSI (0523) E
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Supporting Documentation



Key Documents

* The following key documents are required when applicable
* CMS-460 Medicare Participating Physician or Supplier Agreement

CMS-588 Electronic Funds Transfer Authorization Agreement and
voided check or bank letter
IRS document with legal business name and TIN or EIN confirmation

e |IRS form CP-575, IRS form 147c. IRS form 501(c)(3) or Disregard entity IRS form
8832

Current copy of certification and proof of educational requirements
* National certification and/or diploma for eligible professionals
* Nonphysician specialty types who provide acupuncture services
* DEA registration information

Final adverse legal action documentation and resolution
Revalidation notice (if applicable)

Y national NGSMT | =
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Process After Submission



After Submission

e Contact person on application will receive by email

* Acknowledgement Notice

 Add to safe sender list
e NGS-PE-Communications@elevancehealth.com

* Development requests for additional information
e Respond within 30 days
* Response letter

* Rejected or deactivation for incomplete/no response to development request
e Approval

Y national NGSMGT |
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Check Application Status



Check Provider Enrollment Application

Status

e Go to our website > Resources > Tools & Calculators > Check
Provider Enrollment Application Status

mail Updates  Part B Provider in Connecticut (JK) +

o}

Resources > Tools & Calculators

CHECK PROVIDER ENROLLMENT APPLICATION STATUS

This inquiry tool can be used to check on the status of your application.

How to Search

To perform a search please enter into a field below either a valid Case Number/Web Tracking ID (Option 1) or a valid National Provider Identifier (NPI)
and last five digits of the Tax Identification Number (TIN) combination (Option 2).

Option 1 Option 2

Case Number / Web Tracking NPI
Id

TIN (last five digits)

Y 5evehment - NGSMT | »
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https://www.ngsmedicare.com/NGS_LandingPage/
https://www.ngsmedicare.com/web/ngs/check-provider-enrollment-application-status?lob=96664&state=97178&region=93623
https://www.ngsmedicare.com/web/ngs/check-provider-enrollment-application-status?lob=96664&state=97178&region=93623

Interactive Voice Response System

* [VR 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

* NPI and Tax Identification Number (TIN of group) or Social Security Number
(SSN of individual)

Y national NGSMT | «
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https://www.ngsmedicare.com/NGS_LandingPage/

Resources



NGS Website

Contact Us NGCSConnex Subscribe for Emaoil Updates  Part A Provider in Connecticut (JK ) +

|' national HOME EDUCATION v RESOURCES v EVENTS ENROLLMENT APPS v Q
gﬂvernment

SERVICES

Mailing Addresses Provider Enrollment

For ADRs, claims, EDI, FOLA, medical policy,

enroliment, or other inquiries.

Y national NGSMT | ~
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http://www.ngsmedicare.com/

Revalidation Links

* Prevent Revalidation Processing Delays

* Supporting Documentation Required for Enrollment
Revalidations

Y national NGSMT | -
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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
https://www.ngsmedicare.com/web/ngs/helpful-tips?selectedArticleId=616645&lob=96664&state=97178&region=93623

Chenn 6 B Connect with
st uUs on social

m nationa) a EOI Enmllmepl to sign up! httpsf
‘Al‘-\le"\men\ bit.ly/358746]

Wriian = L]
A National Government Services W, Jn 31 2 0350 ; m e d I G
| (Medlcare} i i

Think Green! Go Paperless! Visit

nan Services - 205 followers EDI Solutions and learn how it
works httops:fbit.hyi3UmFilUa and
EDI Enrollment to sign up! bitps:[
bit,f3SEZ46!

“G_'ﬁ_‘)'f-'-e(ﬁmre com

Message -f (_ + Following J "/_\
e il Y 4 V2
Get ready for a journey into

Home About Posts Jobs People Medicare with our new podcast,
MNavigating Medicare: Part A
o images Videos Articles Insights fior Providers, your new
map to better
healthcare. Subscribe today and
National Government Services (... e listen to our intro podcast on
[NT] 22 oo Spotify - hitps:/bity M
LAl and Apple Podcasts
Listen 10 our Newest Navigating Medicare: Home Health bit. Iy{3SNePrg
and Hospice Insights for Providers B MO
Today's Medicare BLAST topic is
Facet Joint Interventions for Pain
Management - Tap "n play now
hitps:ibit W3HSED] This game is
live until 3 pm ET today.

YouTube Channel www.MedicareUniversity.com

—
Educational Videos U Self-paced online learning

med'Carem LinkedIn

Text NEWS to 37702; Text GAMES to 37702 Educational Content

m gg\t/igpnquent NGS Mﬁ | 44

SERVICES



http://www.youtube.com/ngsmedicare
http://www.medicareuniversity.com/
https://www.linkedin.com/company/ngsmedicare
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Find us online

Log into NGSConnex

elf-service portal to obtain beneficiary
wing you time and money

NGSCanney, is your free, secu
eliglbility, claim stanes & maore

o4 ths Madicare Frovider

www.NGSMedicare.com NGSConnex
Online resources, event calendar, Web portal for claim information
LCD/NCD, and tools

IVR System Sign up for Email Updates

The interactive voice response system Subscribe for Email updates at the top
(IVR) is available 24-hours a day, seven of any NGSMedicare.com webpage to
days a week to answer general inquiries stay informed of news

Y ngtional . NGSMUT | =
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http://www.ngsmedicare.com/
http://www.ngsmedicare.com/
https://www.ngsmedicare.com/web/ngs/get-email-updates?lob=93617&state=97256&rgion=93623

Questions?

Thank you!
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