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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

D | S C lQ | 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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https://www.cms.gov/

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.
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Today's Presenters

Provider Outreach and Education Consultants
= [ aura Brown, CPC

= Sysan Stafford PMP, COA, AMR
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Agenda

* QOverview
* Medicare Enrollment Requirements

e Electronic Application: PECOS
* Sole Owner Questionnaire
* Sole Proprietor Questionnaire
* Group Member Questionnaire

* Errors/Warnings Check
* Paper Application: CMS-855I
* Supporting Documentation
* Process After Submission
 Check Application Status

* Resources
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Overview

= Obtain NPI from NPPES
* NPI Type 1 for individual physicians or nonphysicians practitioners
* NPI Type 2 for organization, clinics and/or group practices

= Meet Medicare Enrollment Requirements

= Complete and Submit Medicare Application
* PECOS Application
* Paper Application
v’ CMS-8551 - Physicians and Nonphysician Practitioners
* Reassigning all benefits
* Sole owner
* Sole proprietor
v’ CMS-855B - Clinic/Group Practices and other Suppliers
* Clinic/Group practices with multiple owners
* One owner but not the practitioner
« Additional Forms
v Sole owner, sole proprietor and clinic/group practices
 (CMS-588 -EFT Authorization Agreement
*« (CMS-460 - Medicare Participating Physician or Supplier Agreement (optional)
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https://nppes.cms.hhs.gov/#/
https://pecos.cms.hhs.gov/pecos/login.do#headingLv1
https://www.cms.gov/medicare/cms-forms/cms-forms/downloads/cms855i.pdf
https://www.cms.gov/medicare/cms-forms/cms-forms/downloads/cms855b.pdf
https://www.cms.gov/medicare/cms-forms/cms-forms/downloads/cms588.pdf
https://www.cms.gov/medicare/cms-forms/cms-forms/downloads/cms460.pdf

Overview

m Resources

Federal Register Medicare and Medicaid Programs; CY 2024 Payment Policies Under the
Physician Fee Schedule and Other Changes to Part B Payment and Coverage Policies;
Medicare Shared Savings Program Requirements; Medicare Advantage; Medicare and
Medicaid Provider and Supplier Enrollment Policies; and Basic Health Program

Marriage and Family Therapists & Mental Health Counselors

Marriage and Family Therapists (MFT) and Mental Health Counselors (MHC) Provider
Enrollment Frequently Asked Questions (FAQS)

%ZOM2SBI%M Publication 100-08, Medicare Program Inteqgrity Manual, Chapter 10.2.317 and

How to Determine if the Provider is Active and Get the Provider Enrolled in Medicare Part
B

Understcndinq Participating, Nonparticipating and Opt Out Status

gggvider Enrollment: Announcement About Medicare Participation for Calendar Year
A

Issues with Medicare Beneficiary Submitted Claims — We Need Your Help
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https://www.federalregister.gov/documents/2023/11/16/2023-24184/medicare-and-medicaid-programs-cy-2024-payment-policies-under-the-physician-fee-schedule-and-other
https://www.federalregister.gov/documents/2023/11/16/2023-24184/medicare-and-medicaid-programs-cy-2024-payment-policies-under-the-physician-fee-schedule-and-other
https://www.federalregister.gov/documents/2023/11/16/2023-24184/medicare-and-medicaid-programs-cy-2024-payment-policies-under-the-physician-fee-schedule-and-other
https://www.federalregister.gov/documents/2023/11/16/2023-24184/medicare-and-medicaid-programs-cy-2024-payment-policies-under-the-physician-fee-schedule-and-other
https://www.cms.gov/medicare/payment/fee-schedules/physician-fee-schedule/marriage-and-family-therapists-mental-health-counselors
https://www.cms.gov/files/document/marriage-and-family-therapists-and-mental-health-counselors-faq-09052023.pdf
https://www.cms.gov/files/document/marriage-and-family-therapists-and-mental-health-counselors-faq-09052023.pdf
https://www.cms.gov/regulations-and-guidance/guidance/manuals/downloads/pim83c10.pdf
https://www.cms.gov/regulations-and-guidance/guidance/manuals/downloads/pim83c10.pdf
https://www.ngsmedicare.com/web/ngs/hot-topics2?selectedArticleId=1965885&lob=96664&state=97178&rgion=93623
https://www.ngsmedicare.com/web/ngs/hot-topics2?selectedArticleId=1965885&lob=96664&state=97178&rgion=93623
https://www.ngsmedicare.com/web/ngs/helpful-tips?selectedArticleId=947257&lob=96664&state=97178&rgion=93623
https://www.ngsmedicare.com/web/ngs/hot-topics2?selectedArticleId=5119240&lob=96664&state=97178&rgion=93623
https://www.ngsmedicare.com/web/ngs/hot-topics2?selectedArticleId=5119240&lob=96664&state=97178&rgion=93623
https://www.ngsmedicare.com/web/ngs/hot-topics2?selectedArticleId=156346&lob=96664&state=97178&rgion=93623
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Medicare Enrollment Requirements

* Marriage and Family Therapist

* Qualifications and requirements as defined in 42 CFR Section 410.53(a)(1)-(3)

v Possesses a master's or doctor's degree which qualifies for licensure or certification as a MFT
pursuant to state law of the state in which such individual furnishes the services defined as MFT
services;

v’ After obtaining such degree, has performed at least two years or 3,000 hours of post-master’s
degree clinical supervised experience in marriage and family therapy in an appropriate setting
such as a hospital, SNF, private practice, or clinic; and

v’ Is licensed or certified as an MFT by the state in which the services are performed
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https://www.ecfr.gov/current/title-42/chapter-IV/subchapter-B/part-410/subpart-B/section-410.53

Medicare Enrollment Requirements

= Mental Health Counselor

* Qualifications and requirements as defined in 42 CER Section 410.54(a)

v Possesses a master's or doctor's degree which qualifies for licensure or certification as an MHC,
clinical professional counselor, or professional counselor under the state law of the state in which
such individual furnishes the services defined as mental health counselor services;

v’ After obtaining such a degree, has performed at least two years or 3,000 hours of post-master’s
degree clinical supervised experience in mental health counseling in an appropriate setting such as
a hospital, SNF, private practice, or clinic; and

v’ Is licensed or certified as an MHC, clinical professional counselor, professional counselor, addiction
counselor, or ADC by the state in which the services are performed
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https://www.ecfr.gov/current/title-42/chapter-IV/subchapter-B/part-410/subpart-B/section-410.54

Medicare Enrollment Requirements

= State Requirements

* |s the state requirement to be issued a license or certification the same as Medicare
requirements?
v If yes, no additional documentation needed

v If no, additional documentation must be submitted as proof Medicare requirements are met (e.g,
performed at least two years or 3,000 hours of post master’s degree clinical supervised experience)
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Medicare Enrollment Requirements

» Additional documentation if qualifications not met by state or license
shall be one of the following
* A statement from the provider/supplier at which the individual performed the

services in question (e.g., hospital, clinic) verifying that the individual performed
services at that setting for the required number of years or hours

v The statement shall
* Be on the provider's/supplier’s letterhead (email is not acceptable); and
* Besigned by

= the provider/supplier supervisor under whom the individual performed the
services; or

= an applicable department head (e.g., chief of psychology) of the
provider/supplier; or

= g current authorized or delegated official of the provider/supplier (i.e, the
AO/DO has already been approved as such in the provider/supplier’s
enrollment record) if the provider/supplier is Medicare-enrolled

national GS = | 13
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Electronic Application:
Provider Enrollment Chain and
Ownership System



PECOS Home Page to Login

Medicare Enrollment

for Providers and Suppliers

Welcome to the Medicare Provider Enrollment, Chai System (PECOS)

{*) Red asterisk indicates a required field.

PECOS supports the Medicare Provider and Supplier enrollment process by allowing registered users to securely and
electronically submit and manage Medicare enrollment infermation.

New to PECOS? View our videos at the bottom of this page.

LHENLTEL] BECOME A REGISTERED USER
“Wou may register for a user account if you are: an Individual
Pracfitioner, Authorized or Delegated Cfficial for a Provider or
Supplier Organization, or an individual who works on behalf
of Providers or Suppliers.

Please use your 184 (Identity & Access Management
System) user 1D and password fo log in.

* User ID
I:I Register for a user account
* Password Cluestions? Learn more about registering for an account

|:| Mote: If you are a Medical Provider or Supplier, you must

—_——— register for an NP1 {32 before enrolling with Medicare.

[Loein @

Forgot Password? 2

Helpful Links

Application Status [ - Self Service Kiosk to view the stafus

Forgot User ID7E of an application submitted within the 1ast 90 days.
Manage/Update User Profiled3) Pay Application Fee 2 - Pay your applicafion fee online.
Who Should | Call? [PDF. 155KEB] 2 - CMS Provider Wiew the list of Providers and Suppliers [PDF, 94KB] 2 who
Enrollment Assistance Guide are required to pay an application fee.

E-Sign your PECOS applicafioni3 - Access the PECOS E-
Signature website using your idenfifying information, email
address, and unigue PIN fo elecironically sign your
application.

national
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Provides & Supplier Resources

« LM goviProviders i - Sechon of the CMS gow
wAREABE thE| b SERASE b provide Masican
enrolrent ivormalion foe providers. phy! il
Eiysician praciboners, and other seppiiers

» Revabdaton hobice Seni List i - Check o nee if you
have been sent 3 nobice fo revalidale your
nigrmaban on e weih Medcan

& [Enrcilment Checkists ) - Review checkists of
nformaticn nesded i corplede an appecabon for
warnious provider and supplker bypes

g, or Frescribing Practtionars List
i3 - Vi e Ovdeving Carbfying, of Preaciting
Fraci@oners List to verdy eligibdity fo oeder or certify

derfg Gf Safices 16 MaScins Eanafciarng
. M Bvari (ML M 3 - iR
artcias and NN Shaut CRanNges i Mescas

eeroimant

ing, or Presciibing
152 = Leam aboul the Qudering Certfyng. or
Prescriging ennoliesent process

EnroBment Tulorials

Initiall Enroliment:
Steputry step demonsiration of an ind
syl Prenider &3 o O u

ament appicabcn = PECOS
i

Chamge of Infarmanssn:
Step-lyy-siep deMORSIration of kaw b update of Change iINfrMaton tor an exsSng enrclimen aiready on e valh CMS.
vidual Provider 55 or Organzakon'Supples 2

+ Hevalidation:
Sp-Bry -Mep dREREl A5 R Bouw 19 Tubisl your revabd M pphe ion ming PECOS
dual Provides [ or Organizasons [ =
+ Deactivaied:

Exampie of how to deaciraie an existing anolmend record.
G vider

Slep- by -slep demondiratan of Baw b re-enred based on enreiment mformaton that abeady edsls in FECOS
Cup SRTIbORSSUDTEEr {3

Adding & Fractice Locstion [DMEPOS Only):
Demonsinabion of how 19 pdd 8 new paciice lcaton fr DMEPDS supglier who [ albpady enrpilsd with CM2
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https://pecos.cms.hhs.gov/pecos/login.do#headingLv1
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Welcome - My Associates
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Release Notes

Want to leam what's new in the latest PECOS release? Please review the Release
Notes[PDF]

System Notifications

Note: JavaScript must be enabled in your intemet browser for PECOS to work properly. If
JavaScrpt is currently disabled in your browser, refer to the Accessibility section in PECOS
Help for instructions on enabling JavaScript.

Details

. There are no notifications at this ime

Manage Medicare and Account Information

ACCOUNT MANAGEMENT @
A——
« Updale your user account information
« Enroll in Medicare for the first reguest or remove access to
fime organizations
= View and update existing « Manage access to Medicare enroliments

Medicare information

« Conlinue working on saved
applications

REVALIDATION NOTIFICATION CENTER ']

= View All Applications requiring revalidation

« Start or continue revalidation application

Manage Signatures
Applications Requiring Signatures

| You have no pendi tures. |

NGSMGT | -



Create Initial Enrollment Application

My Associates

Initial Enrollment

Create an applicafion for initial enrollment ONLY if you are:

s Enrolling in Medicare for the first time
s Enrolling in a new state_ or

« Enrolliing with a new specialty

' IMPORTANT:
L ]

If you are responding te a request for Revalidation, do not create an initial enrcliment
application. Instead, select a provider from the "Existing Associates” section below then
select from the list of existing enrcllments.

Pleaze Mote: If your organization is currently enrolled in Medicare but you do not see
your enrollment, please take the fellowing steps to confirm your access to the
enroliment

s Ifyou are a Staff End User of the crganization, please contact the organization's
Autherized/Delegated Cfficial to ensure your account has access o PECOS.

s If you are an Authorized/Delegated Official of the crganization, please confirm
your role with the organizafion and ensure access to PECOS is aclive. To verify
your account status, select the Account Management bution on the Home Page
and then choose Update user account information option.

The following checklists will help you gather the information needed to enrell via Internet-
based PECOS:

« Checklist for Sole Proprietor or Solely Owned Organizations {eq. LLC, PC) using
PECOS &

« Checklist for Individual Physician and Mon-Physician Practitioners using PECOS &3

« Checklist for Provider or Supplier Organization using PECOS 3

Select the Create Inifial Enrcllment Applicafion button ONLY if you are enrolling for the first
time, or enralling in a new state or specialty.

u ggygpndr:“ent CREATE INITIAL ENROLLMENT APPLICATION 63 | N GS M U | 17
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Application Questionnaire

Application Questionnaire
{*} Red asterisk indicates a required field.
Applicant Identification

* Which provider is the application being created for?

o reme R vou wi: [

Nome: [ v: [

HEXT PAGE B

B CANCEL
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Healthcare Services Rendered

Application Questionn

("] Red asterisk indicates a required field.
Healthcare Services Renderad

Please select the oplion that best represents the heakhcare service renderad for this

applicaton () Individual Physician or Non-Physician Practitioner (including Sole Owner of a
I-n=-1i|u1lnnﬂ-' Provider (¢.g., Hospalal, Skilled Hursing Facility. Hospice, Home Health L Professional Association ilpﬂn.,l Professional Gorporation kpci or Limited Llﬂblllty
Agency)

Corporation (LLC))
Climics/Group Practices and Cerlain Other Suppliers (2.9, Ambulanc e Suppler,
Clinic. Independent Diagnostic Testing Facilty, Sole Qwner ofessional

Association (PA), Professional Corporation (PC ed Liability Corporation (LLC))

Durabile Madicare Eguipmen Blics, Onholics, and Supplies (OMEPOS)

&5 Prevention Program Supplier (MOPP)

Individual Physician or Mon-Fhysician Practifioner (including Sole Owner of a
Professional Association (PA), Professional Corporation (PC), or Limited Liability
Corporation (LLCj)

Eligible Qrdering, Cerfifying, and Prescribing Physicians. and Other Eligible
Professionals

Hote: Select this option only if any of the following applies 1o the applicant:
1. The applicant, or any crganization employing the apphicant, will ned send claims 10 a
Medicare contracior for any service fumished by the applicant

2. The applicant, or any coganization employing the applicant, sends claims throwgh a
Medicare managed care plan

| NEXT PacGE @

@ CANCEL
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Applicant Descri

Application Questi

Sole Owner of a PA, PC or LLC
[*] Red asterich mdicates 5 reg

aif fisdit .
Applicant Description = ‘You are the only owner of a business, sel up as a corporation, through which you
give healthcare services

Pleasa resd through all the descripbons snd fhen chocse the one that besi maiches
pour sicuation « Your business is lagally separate from your personal assets.
©lam apphydg 8l &

Sole Owner of a PA, PC or LLC

= Y'ouw are the only owner of & business, s&tup 84 & comoration, through which Self-Employed/ Sole Proprietor
Fou ghie Peathcang BeTVDRE

l

= You give &if your healthcare services from a facility that you cwn, lease or rent.
= Your Dusness is egally separate from your personal 355616

« You are the only owner of a business that gives healthcare services

\

Sel-Employed! Sole Proprietor

= You give all your healhcans sarvices fom a faclity that you cwn, lease or rent « You and your busingss are legally one and the same. You are personally responsible

* You are the only owner of 8 business that gives healthcare services. for any of the business's financial obligations
= You and your busness are legaly one and the same. You are perscnally £ LPa
Pasgonsibis for sy of S businaas's fnanclal chilgations. « You report the business's income and losses on your personal fax return.

= You report the business's income snd losses on your parsonsl e retum

Group Member Only

+ 'You give all your healthcane cervices &5 B0 empicyes of B Qroup pracHoR o ) GI'OUD Member Gnly
clinic

\

= You give &/l your healthcare services as an employee of a group practice or clinic

= Youg harvl 80 Srrgngament wah your empiayer i sand in Medicare claims and
Get paid for e services you Rave ghen « You have an arrangement with your employer to send in Medicare claims and get

Group Member and is Sell Employed paid for the services you have given.

= Y0 givie SOME RERTHCENE BENVDEE 85 BN EMDIDYRE OF B DIOUD PrBCEOR OF Clinic

= You have sn srrangement wash your employer i send in Medicare clams snd
et paid for tha senvices you have given

= You 8lse give some healthcace Services from & facility that you own. leade of
rent

= The income you maice through seff-employmant is can of your personal 8ssats

Disregarded Entity

= Yiouw bfe the only ownes of 8 Bulingid. 881 up M B COMPOrEEon, Thiowgh whech
you give healtncene Senvices

= ‘Wou and your business are consicened legally ane and the same.

[ PREVIOUS PAGE | WEXT PAGE )
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Sole Owner Questionnaire



Sole Owner Questionnaire

Application Questionnaire
Application Questionnaire

Practitioner as Sole-Owner of an Incorporated Business

Applicant ldentification Information

First Name: [

Thizs enrollment application is for an individual who has formed a professional corporation Last Name:
(PC), professional azsociation (PA) or a limited liability company (LLC). Social Security Number {SSN): XXX 000K

Date of Birth: 01/01.500XX
« Practitioner is a scle-owner of a business that is legally separate and distinct from the

CWNET.
« The medicare services provided by the business are by the sole-owner or other
practitioners reassigned (as employees or as contractors) to the business. |ﬂ PREVIOUS PAGE ] | NEXT PAGE .]
B CANCEL
(@ PREVIOUS PAGE | [ NEXT PAGE @)
Application Questionnaire
B cANCEL | (*) Red asterisk indicates a required field.

State/Territory Where Healthcare Services Rendered

Pleaze select a single statefterntory where the applicant renders healthcare services.

* State/Territory
| Select State/Territory e

(@ PREVIOUS PAGE | [ NEXT PAGE )

B CANCEL
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Sole Owner Questionnaire

| Application Questionnaire
Select Non-Physician Specialty

_ _ _ (*) Red asterisk indicates a required field. | v | ANESTHESIOLOGY ASSISTANT
S A —+1 CERTIFIED CLINICAL NURSE SPECIALIST (CNS)
CERTIFIED NURSE MIDWIFE (CNM)
CERTIFIED REGISTERED NURSE ANESTHETIST (CRNA)
CLINICAL PSYCHOLOGIST
* Please select the primary Medicare Services rendered by the applncanf u e individual CLINICAL SOCIAL WORKER
practitioner who is the sole owner of the PA/PC/LLC). MARRIAGE AND FAMILY THERAPIST
Part B Physician Specialties MASS IMMUNIZATION ROSTER BILLER
MENTAL HEALTH COUNSELCR
v NURSE PRACTITIONER
OCCUPATIONAL THERAPIST IN PRIVATE PRACTICE
0 parts Non-physician Specialties PHYSICAL THERAPIST IN PRIVATE PRACTICE
PHYSICIAN ASSISTANT
e PSYCHOLOGIST BILLING INDEPENDENTLY
QUALIFIED AUDIOLOGIST
QUALIFIED SPEECH LANGUAGE PATHOLOGIST
REGISTERED DIETITIAN OR NUTRITION PROFESSIONAL
UNDEFINED NON-PHYSICIAN TYPE (SPECIFY)

Note: A separate application is required for each primary healthcare service rendq_[ed-;"'"""'-

(€@ PREVIOUS PAGE ) [(NEXT PAGE @)

|
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Sole Owner Questionnaire

5 - - = Application Questionnaire
Application Questionnaire — — —
{*) Red asterisk indicates a required field.

{*) Red asterisk indicates a required field. IHS Provider
Primary Medicare Services Rendered *Is the applicant an Indian Health Service (IHS) facility?
) Yes
Mote: A zeparate applicafion is required for each primary healthcare service rendered. N
[+]
* Please select the primary Medicare Services rendered by the applicant (ie.,
supplier type of the PA/PC/LLC).
® Part B Supplier Services e PAGE] e ﬂ]
@ cancEL
[ CLINIC/GROUF FRACTICE o
Application Questionnaire
{*) Red asterigk indicates a required field.
Business ldentification Information
Please provide the incorporated business’ identification information, which is issued by the
[n PREVIOUS PAGE J [ MEXT PAGE n] Internal Revenue Service (IRS).
_ * Legal Business Name
B cANCEL | | |

* Tax Identification Number (TIN)

RO R K

(8 PREVIOUS PAGE | [ NEXT PaGE BB
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U 5 hent NGSM®T |~

SERVICES



ole Owner - Reason ftor Application

onfirm Reason for Application

Medicare Part B Enrollment

Based on your responses, the following reason for application was identified
= A Medicare Part B practitioner is enrolling in the Medicare program for the first

time as a corporation, professional association, or limited liability company. No
reassignment of benefits exists with this application.

The application is for:

Mame Social Security Number (S5N) Practitioner Specialty State

_ KKK MENTAL HEALTH COUNSELOR ILLINOIS

Clicking on the 'Start Application’ bution will create a Medicare application using the above
information.

Please note: After you click "Start Application’ a Web Tracking ID will be created. This does
nod mean that your application has been submitted

Al the conclusion of this process

The applicaion is submitted to the appropriate Medicare fee-for-service conftractor(s)
for processing

The practiioner must sign a statement cerdifying the submitted information

The cerification statement, additional required signatures, and required attachments
must be electronically signed or mailed to the ientified fee-for-service confractons)

The KMedicare enrcllment is finalized after the fee-for-service confractor processes this
application and approves the infermation

Any required and/or supporting documentation not uploaded must be mailed in to the
fea-for-zervice contractor

| START APPLICATION 8
J

national @ CANCEL
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Sole Owner - Topic View

Fast Track View Error/Waming Check 8

Enroliment 1D: [
PaclD:

I
Web Tracking 1D: IR
Individual Provider NPI:

Reason for Application

Practitioner is Enrolling in Medicare for the First Time as a Professional Corporation,
Professional Association, or Limited Liability Company

Reports

Select the hypedink to view the Application being edited:
View Application being edited =

Topics

The data required for this enrcllment application iz grouped into topics. In order to
electronically submit this enrollment application, you must complete all of the following
topics.

You may view and print this enrollment application at any time during the enroliment
process by clicking the View and Print button below

This application is collecting the following topics

national
government
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This application is collecting the following topics:

Completed

NIA

Note:

Topics

Personal ldentifying Information Bmorz information about Personal
Identifying Infermation

Supplier Type B more information about Supplier Type

PAIPCILLC Information  Bmare information about PAPGILLG
Information

Practitioner Specialty B more information about Practitioner Specialty

PAR Status Information B more information about PAR Status
Infarmation

Business Information and "Special Payments" Address Bmore
information about Business Information and "Special Payments” Address

Vehicle Information B more information about Vehicle Information
Geographic Location Bmors information about Geographic Location

Rendering Healthcare Services at a Patient's Home Bmore
information about Rendering Healthcare Services at a Patient's Home

Mailing Address B more information about Mailing Address

License, Certification, and DEA Information rm:re informafion about
License and Cerlification Information

Final Adverse Legal Actions Blmore information about Final Adverse
Legal Actions

Individual Control  Blmore information about Individual Centrol

Patient Records Storage Location B more information about Patient
Records Storage Location

Billing Agency/Agent Bmore information about Billing Agency/agent
Contact Person Bmore information about Gontact Person

Electronic Funds Transfer Bmore information about Electronic Funds
Transfer

Required and/or Supporting Documentation B mors information about
Required andfor Supporting Documentation

« Once you have completed all the topics and no errors are present, the ‘Begin
Submission' button will be enabled. You may review errors at any time by clicking the
'Error Check' tab. Clicking ‘Begin 1 will initiate the 1 Process.

[ BEGIN suBMISSION @

(eTret @)
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Sole Proprietor Questionnaire

Application Questionnaire Application Questionnaire
{*) Red asterisk indicates a required field.
Applicant Identification Information State/Territory Where Healthcare Services Rendered
First Name: [

Last Name: [

Social Security Number (SSN): FH-HX-H0H
Date of Birth: 01/01/200

Pleaze select a single stateterntory where the applicant renders healthcare services.

* State/Territory
[ Select StateiTerritory |

| @ PREVIOUS PAGE | | NEXT PAGE B

| @ PREVIOUS PAGE | NEXT PAGE ||
B CANCEL

& CANCEL |
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Sole Proprietor Questionnaire

| Application Questionnaire

(*) Red asterisk indicates a required field.

I Seicct Non-Physician Specialty

. . . ANESTHESIOLOGY ASSISTANT

RS Cia— CERTIFIED CLINICAL NURSE SPECIALIST (CNS)
CERTIFIED NURSE MIDWIFE (CNM)

Note: A separate application is required for each primary healthcare service Irend_p,re'd. CERTIFIED REGISTERED NURSE ANESTHETIST (CRNA)
' CLINICAL PSYCHOLOGIST

* Please select the primary Medicare Services rendered by the appl;cam u €., individual CLINICAL SOCIAL WORKER
practitioner who is the sole owner of the PA/PC/LLC). MARRIAGE AND FAMILY THERAPIST

Part B Physician Specialties MASS IMMUNIZATION ROSTER BILLER
MENTAL HEALTH COUNSELOR
v NURSE PRACTITIONER
OCCUPATIONAL THERAPIST IN PRIVATE PRACTICE

® part B Non-physician Specialties PHYSICAL THERAPIST IN PRIVATE PRACTICE

PHYSICIAN ASSISTANT
v PSYCHOLOGIST BILLING INDEPENDENTLY
QUALIFIED AUDIOLOGIST
QUALIFIED SPEECH LANGUAGE PATHOLOGIST
REGISTERED DIETITIAN OR NUTRITION PROFESSIONAL
UNDEFINED NON-PHYSICIAN TYPE (SPECIFY)

(€@ PREVIOUS PAGE ) [(NEXT PAGE @)

@ CANCEL

N NGSMGT |~
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Sole Proprietor Questionnaire

Application Questionnaire Application Questionnaire

*) Red asterisk indicates a required field. L . .
&) ' (*) Red asterisk indicates a required field.

Identification Numbers ) i
Reassignment of Benefits
* Does the applicant want Medicare payments reported under the applicant’s EIN

instead of the applicant's 5SM7 (fo qualify for this payment arrangement, the applicant * |z the applicant employed by a business or individual that will receive the
must be a gole proprietor and cannot reassign all Medicare payments) practitioner's Medicare claims paymenis?
Yes ' Yes
No
No

* Employer ldentification Number (EIN}

R RE R

| @ PREVIOUS PAGE | [ NEXT PAGE (@]

Ownership Information

* Effective Date of Ownershi ey E——
i @ cANCEL |

MDD ™Y™Y

* Telephone x Extension
I B4l

Mo Format Required

(@ PREVIOUS PAGE | NEXT PAGE B

B CANCEL

N NGSMGT |~
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Sole Proprietor - Reason for Application

Confirm Reason for Application

Medicare Part B Enrollmeant

Based on your respanses, ihe folowing reason for application was entied _r » A Medicare Part B practitioner is enrolling in the Medicare program for the first

+_A Medicare Port- 6 practiligner 1s enrolling in the Medicare program for the first time using their social security number (SSN). No reassignment of benefits exists

h Tifewsing their social security number [55N). No reassignment of benelits exists ‘ﬂ'lth ﬂ"lis applicaﬁon.
with this applicafion—

The application is for. ———

Mame ‘5;::;1 Security Number Practitioner Specialy State —
- KO- KKK AR CE AND FAMILY ILLINGIS » A Medicare Part B practitioner is enrolling in the Medicare program for the first
time using their social security number (S5N). The Medicare Part B practitioner
Clicking on the ‘Start Applicabsn’ button will create a Medicare application using the above will be billing using 99-9999999 (EIN). No reassignment of benefits exists with
information. " - z
Prle-oarlTe n?unte Afer you click 'Start Application’ a Web Tracking 1D will be crealed. This dees this application.

not mean that your apphcation has been submitied

Al the conclusion of this procass

« The applicalion is submited 10 the appropriate Medicare fee-for-service contracton(s)
for processing

= The praclitioner musi sign a statement cerlifying the submitted informaticn

« The cedification sialement, additional reguired signalures, and required atflachmenis
musl be eleclronically signed o mailed 1o The identiied fee-for-serice contraclons)

+ The Medicare enrollment is finalized afler the fee-for-senice contracior processes this
apphication and approves the information

« ANy required andfor supporting documeniation not wploaded musi be mailed in to the
fee-lfor-service conbractor

START APPLICATION @

@ CANCEL

N NGSMG | *
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Sole Proprietor — Topic View

Fast Track View Error/Waming Check [H

Enroliment ID:
PaclD:

V/eDb Tracking ID:
Individual Provider NPI:

Reason for Application

Practitioner I8 Enrolling In Medicare for the Firet Time

Reports

Topics

The data required for this enroliment application is grouped into topics. In order to
electronically submit this enroliment application, you must complete all of the following
topics.

You may view and print this enroliment application at any time during the enroliment
process by clicking the View and Print button below

This application is collecting the following topics

national
government

SERVICES

Topics.

The data required for this enrcliment application is grouped into topics. In order to
electronically submit this Pp! , you must plete all of the following

topics.

*You may view and print this enrcliment application at any fime during the enroliment
process by clicking the View and Print button below.

This applicafion is collecting the following topics:

Completed

Note:

Topics

Personal Identifying Information B more information about Personal
Identifying Informafion

Practitioner Specialty B nore information about Practitionsr Specialty

PAR Status Information B more information about PAR Status
Infarmation

Business Information and "Special Payments" Address Bmore
information about Business Information and "Special Payments” Address

Rendering Healthcare Services at a Patient's Home Bmoe
information about Rendering Healthcare Services at a Patient's Home

Mailing Address B more information abaut Mailing Address

License, Certification, and DEA Information Bmore information about
License and Certification Information

Final Adverse Legal Actions B more information about Final Adverse
Legal Actions

Organization Control Bmore information about Organization Control
Individual Control Bmore information abeut Individual Control

Patient Records Storage Location more information about Patient
Records Storage Location

Billing Agency/Agent Bmore information about Billing Agency/Agent
Contact Person B more information about Contact Person

Electronic Funds Transfer B moare information about Electronic Funds
Transfer

Required andior Supporting Documentation Bmore information about
Required andfor Supperting Documentation

= Once you have completed all the tepics and no errors are present, the 'Begin
Submission’ button will be enabled. You may review errors at any fime by clicking the
‘Error Check' fab. Clicking ‘Begin Submission' will initiate the Submission Process.

| BEGIN suBmIssioN @

NGSMT | =



Group Member Questionnaire



Group Member Questionnaire

Application Questionnaire Application Questionnaire
| [*) Red asterisk indicates a required field.
Applicant Identification Information State/Territory Where Healthcare Services Rendered
First Name: NN Please select a single state/territory where the applicant renders healthcare services.
Last Name: I
Social Security Number (SSN): XOOC-X0C-00CK " State/Territory
Date of Birth: 12/17/50XK | Select State/Territory L
| @ PREVIOUS PAGE | | NEXT PAGE @)
| @ PREVIOUS PAGE | | NEXT PAGE @)
@8 CANCEL | . .
—— B CANCEL |

N S8V ent NGSMGT | -



Group Member Questionnaire

| Application Questionnaire
B Select Non-Physician Specialty

(*) Red asterisk indicates a required field. | 5 ANESTHESIOLOGY ASSISTANT
RS Cia— CERTIFIED CLINICAL NURSE SPECIALIST (CNS)
CERTIFIED NURSE MIDWIFE (CNM)

Note: A separate application is required for each primary healthcare service Irend_p,re'd. CERTIFIED REGISTERED NURSE ANESTHETIST (CRNA)
' CLINICAL PSYCHOLOGIST

* Please select the primary Medicare Services rendered by the appl;cam u €., individual CLINICAL SOCIAL WORKER
practitioner who is the sole owner of the PA/PC/LLC). MARRIAGE AND FAMILY THERAPIST

Part B Physician Specialties MASS IMMUNIZATION ROSTER BILLER
MENTAL HEALTH COUNSELOR
v NURSE PRACTITIONER
OCCUPATIONAL THERAPIST IN PRIVATE PRACTICE

0 parte Non-physician Speécialties PHYSICAL THERAPIST IN PRIVATE PRACTICE

PHYSICIAN ASSISTANT
v PSYCHOLOGIST BILLING INDEPENDENTLY
QUALIFIED AUDIOLOGIST
QUALIFIED SPEECH LANGUAGE PATHOLOGIST
REGISTERED DIETITIAN OR NUTRITION PROFESSIONAL
UNDEFINED NON-PHYSICIAN TYPE (SPECIFY)

(€@ PREVIOUS PAGE ) [(NEXT PAGE @)

@ CANCEL

N NGSMGT |~
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Group Member Questionnaire

Application Questionnaire
{*) Red asterisk indicates a required field.
Entity Heceiving Benefits Enrollment Status

To avoid delays in processing this application, please ensure an enrclliment application for
fhe Enfity Receiving BEenefits has been submitted or will be submitted. The Entity Receiving
Eenefits must also be enrolled in the Medicare program.

* Would you like fo continue?

) Yes
' No
| @ PREVIOUS PAGE | | NEXT PAGE ]
& CcANCEL |

N NGSMGT |~
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Group Member - Reason for Application

national
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firm Reason for Application

Medicare Part B Enrollment

Based on your responses, the following reason for application was identified

» A Medicare Part B practitioner is enrolling in the Medicare program for the first
time using their social security number (55N). A reassignment of all benefits
exists with this application,

The application is for:

Name Social Security Number ($5N) Practitioner Specialty State

- PO B KK MEMNTAL HEALTH COUNSELOR ILLINOIS

Chicking on the 'Start Application' button will create a Medicare application using the above
infornation.

Pleaze note: After you click 'Start Application’ a Web Tracking ID will be created. This does
not mean that your application has been submitted

At the conclusion of this process

= The application is submitied 1o the appropriate Medicare fee-for-service contractorn(s)
for processing

« The practitioner must sign a statement cerifying the submitted information

« The cerfificalion stalement, additional required signatures, and reguired attachments
musl be electronically signed or mailed to the idenlified fee-for-service contraclons)

s The Medicare enroliment is finalized after the fee-for-service contraclor processes this
application and approves the information

= Any required and/or supporting documeniation nol uploaded musi be mailed in to the
fee-for-service contractor

| STARTAPPUICATION @ |

@ CcANCEL

NGSMGT |~



Group Member - Topic View

Fast Track View | | ErrorWaming Check [} Cssl =

Paraonal Identifylng Informaton B e information abaul Parsonal

img Informalion

Crltonar i “:'- are infarmation aboul Pracitiones
Enroliment ID: Praciitonar Spacialty 1
PaclD: / Regszlgnment B nore infoermation showl Reass qremienl
V¥ab Tracking ID:
Individual Provider NPIL:

%]

Malling Addraszs B iriuees information abaul. Mailing Address

Licensa, Certification, and DEA Infermation B iriee infarmatian aba
Reason for Application L5 i At

= and Lertiicalicn infcemalicn

Practitioner Is Enrolling In Medicarse for the Firat Time Final Adverse Legel Actions Bl

more nfarmatian abaut Firal Adwerse
Lagal Actars

grgandzation Control “ ore imformaton shaoed Organizaticn Santr
Reports g i

contact Peraon  Bmore mfarmaticn about Cantact Persen
Select the hyperink (o view the Applicaton being edited

Required and'or Supporfing Documentation B2 rire imformastion about

=
Reguired and/oe Supparting Doocu

Topics Nots:

s Onee you have completed all tie tapics and na arroes are presenl, the Begie

The data required for this enroliment application is grouped into topics. In order to 5 n' bution will be enabled. You may review emars at any time by

electronically submit this enroliment application, you must complete all of the following Errar Check! tab. Clicking ‘Begin Submizsion” will nitate the Suimission
topics.

You may view and print this enroliment application at any time during the enroliment
process by clicking the View and Print button below

BEGIN SUBMSSION (3 )

This application is collecting the following topics

[ NexTPaGE @ |

U Gvehent NGSMT | =
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Error/Warning Check

national
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| Topic Wiew | | Fast Track View I Error'Waming Check [F]

Enroliment Submission

Maote: Your application is ready for submission with waming messages. Please review
the wamang meidages and select the Begin Submiasion buthan

BEGE SUBMISSION .J

Enroliment ID:

PaclD:

Web Tracking ID:
Individual Provider NPI:

Errors for this Enrollment
Mo Emors were found fior this enroliment application.

Warnings for this Enrollment

Warmnings were found for this enrollment sapplication. Please review the wamings listed
below and verify that the information entered is correst

Verification of this information is optional; the submission process may continue without
verification of this information

Taopic Waming

ndinsdual Contng Each enrodiment is recommended fo have at least
one ndnadual designated as the managing
employes

Reassignment Reassignment of Benafits exist that are messng a

primary andor secondary practice location. It is
recommended that & primary and secondary
practice location be specified. but are not required

NGSMGT | -



Manage Signatures

Select Signatories

(*) Red asterisk indicates a required field.
Signatory for Organization Enroliment

The selected Signer will be responsible the Electronic Funds Transfer Agreement and
Certification Statement for the Organization Enroliment

* Authorized Signer
[ Please select authorized signer V]

| NEXT PAGE @

[ @ RETURN TO MY ENROLLMENTS ]

\J Sovernment NGSMG |«
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Manage Signatures

Home > My Associates = My Enroliments > Beassignment > Submission Process

Manage Signatures

i*) Red asterisk indicates a required field.

Name:

Web Tracking ID: TIN: JOCRO0000

NEW! PECOS now allows users to upload signed documents. Please upload your
cerfification statement(s).authorization statement(s), and CMS-582 forms on this page, or
after submission, by navigating to the My Enroliments page and selecting the Manage
Signatures option.

Note: Users will no langer be able to mail in signature documents. Please select either
Electronic or Upload.

NEW! - Any Authorized or Delegsated Officials with an ITIN will not be able to submit
electronic signatures. Authorized or Delegated Officials with an ITIN entered on this
application must now uplead their signature documents.

Please select a signature method for each signer:

Mame: Donsld Duck

SEN: OO0 Rale: AUTHORIZED OFFICIAL

* Signature Method for Donald Duck: Document: AUTHORIZATION STATEMENT
FOR ORGAMIZATIONS (855R)

‘! Electronic

) Upload

Mame: [fou]

SEN: 000 Role: FRAGTITIONER

* Signature Method for Document: CERTIFICATION STATEMEMNT

FOR INDIVIDUAL PRACTITIONERS
' E-Sign { Sign Now)
O Upload

Role: FRACTITIOMNER

Document: AUTHORIZATION STATEMEMT
FOR INDIVIDUAL PRACTITIOMERS (855R)

(B PREVIOUS PAGE | [ NEXT PrcE B

national - 42
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Manage Signatures

B
SR 20N O O
* fgnature Mathod for

& Electromes
Upload

* Ermuil Addreas

“Coaifirm Email Address

[ PREVIOUS PAGE |

g = |||1-;n.'-|\|-|||-.*:1|u-:q:uj

national
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Role: PRACTITIONER
Dsgamnent. CERTIFMCATION STATEMENT
FOR INDNIDUAL PRACTITIONERS

Role FRACTITIONER
Decument: AUTHORIZATION STATEMENT
FOR MDNIDUEL PRACTITIONERS [BS5H

| NEXT PG i_;

Name: DOMALD DUCK

Role: PRACTITIOMNER
SSM: 0000000

Electronic

| Role: PRACTITIONER
| Upload

Documant: CERTIFICATION STATEMENT
FOR INDIVIDUAL PRACTITIONERS

Mot You may upload a LRgrkkure dsourmsnd now, prior 1o applicaton submission, or aftar
the submission of this application. To updoad a signature document after subminsion, or o
changs the signatise method, navigate 1o the My Envolknents page, find this applicaton

and falect tha '\.'J-I"ﬂgd ‘:i-ign;umm: [ k]

The follawing documents can ba usad to uplsad a signatura
Saﬂ'\ﬂtur@ page from the comesponding Medicare providersupplier enrolimaent

application form avalable on the CMS webaite

Sipnature page lrom the Required Supporting Documamation lopic, of from tha My
Enrclimants Page salect this appication than salect View > View Printabla Cartification

To upload a signature document now, Browsa for the e than select the Upload Busion

Document; AUTHORIZATION STATEMENT FOR INDIVIDUAL PRACTITHONERS (B55R)
i

Choosa Fils | No s chosin [vrLoaD @)
Document: CERTIFICATION STATEMENT FOR INDIVIDUAL PRACTITIONERS |

e )

Choose File | Mo ks choson

@ PREVIOUS PAGE | NEXT PaGE (@)

Docurment: ALUTHORIZATION STATEMENT
* Signature Mathod for DONALD DUCK: FOR INDIVIDUAL PRACTITIONERS (855R)

[ @ RETURN TOMY ENROLLMENTS |

NGSMGT | -



Complete Submission

Required and/or Supporting Documentation Information

VE portng Documentabion. Checkiist for this
Med
Submilﬁ iﬂ‘n Fane Documentation Requiring Vi
Signatures: MUST E-SIGN lew and Print Comments
§ . . . . gos Documentation
("} Red asterisk indicates a required field. or UPLOAD
B Adbodend O

iew and Print [PDF] ©

Medicare Contractor

\J

The Medicare Contractor(s) listed here would be responsible for processing your
electronic and printed application matenals. If more than one contracter is listed, you
must mail copies of print documents to each contractor isted. You must mail all
required print documents within 15 days of submitting the electronic part of your
application.

Note: Please do not mai a
signed Certification
Statement. Signature
documents must be aither
e-signed or uploaded

a Certfication Statement

ew and Print [PDF) &
for Indradual Practtioners :
Medicare Contractor: NATIONAL GOVERNMENT SERVICES, INC [POF
Note: Please do not mai a
NATIONAL GOVERNMENT SER‘&“CES INC giizif:n%?fg:t;:‘e
p'D BDx d-;\cgmen.ts must be ether
INDIAMAPOLIS, IN e-signed or uploaded
and DF) &

Reason(s) for submission:

= A Medicare Part B praciiioner is enrclling in the Medicare program for the first time
to bill for Fart B services. A reassignment of benefits may exist

national
government
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Note: Please do not mai a
signed Certification
Statement. Signature
documents must be either
e-signed or uploaded

Note: Documents in POF format require the A
expern |er($=p roblems with POF documents oease download the late

Reader® ¢

obe Acrobat Re

s Iy
1 ve

[ED PREVIOUS PAGE | | COMPLETE suBwissiON ) k |

@ cANCEL

NGSMGT |~
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Submission Confirmation

BAPORTAMNT!

Your enroliment application with any uploaded documentation
has been submitted 1o your fee-lor-senvice contractor,

Required and/or SUPROMING SOCUMentatson not e-signed or
u|:||ﬂ.i-.'1l?'lj maust B2 madled in 1o the leg-1or-senice QOnNATACTor,

You mdicated the tollownng documentation will be provided by
rnadl/paper

= Foem CW5-460, Medicare Participating Phiysician or Supplier
Agresment

= Copy of IRS Form CP 575 or ather official IRS communication
confirming Tax ldentification Mumber and Legal Business Mame

Your application may be delayed or not processed if any
required,/sepporting docwmentation is missing.

| O J

national
government
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My Application Progross ] 10%

Submission Confirmaticn - Print Your Receipt

Submission Complete

You howe successiully submited your application! e

Remember loc

« Make surg all refuensd Bnd SuUppoming SSCuments (el réguans & igRaiure ane sighed

= Mail all required and supporting docusments that has nol been uploaded 10 your
Medicare Contracior wathn 15 days of submilting the electronic part of your
applicalion. Yowr apphication is not complete until the Medicare Contractoe{s) recemes
the signed required documentation of your applcation in the mail

« Arry raciingd SnAlnr SUBEHTRY documaniabon mal uploaded must be mailed @ 10 the
el pahatE SOl

= Yol apphcation may b delayed of nol pocessed d amy reguinsd’ suppening
$eeCauifviE il i 18 351MH]

= I you ave submilbing an appicabion with Electronic Funds Transker (EFT) Information
please include confemation of account information on bank letterhead or a voided
check

+ [Pnm thes page for your records. Hobe: You can pant andior save copees of the
appiication and requred documents for your records by visiting the sy Enrcliments
page

= Yo will recend e-mails Bboul your apphcabon stalus. Make suns to add

Saibomenianic e-doncliephyfDoma. b 9o 10 your Sae Sended el

You hoawe succeislully submimed your applicatEon

NGSMGT |~
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CMS-8595]
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L SERVICE
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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

NGSMGT | -


https://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/Downloads/cms855i.pdf

Section 1: Basic Information

SECTION 1: BASIC INFORMATION

A. Reason for Submitting this
Application
« Mark and complete entire application

A. REASON FOR SUBMITTING THIS APPLICATION
Check one box and complete the sections of this application as indicated.

[ You are a new enrollee in Medicare Complete all applicable sections

| You are currently enrolled in Medicare to order
and certify and want to enroll as an Individual Complete all applicable sections
Practitioner

You are enrolling with another Medicare

Administrative Contractor (MAC) Complets all applcable sections

[ You are revalidating your Medicare enrollment Complete all applicable sections
fo r [ You are reactivating your Medicare enrollment Complete all applicable sections
L] You are reperting a change to your Medicare

enrollment information (includes establishing or Go to section 1B below
terminating a reassignment)

\/ N ew enro lle e C] You are voluntarily terminating your Medicare | Sections 14, 24, 13 (optional), and 15
enrollment

Effective date of termination (mmiddfyyyy):

v’ Currently enrolled to order/refer only and
want to enroll to bill Medicare

B. WHAT INFORMATION IS CHANGING?
Check all that apply and complete the reguired sections.

Please note: When reporting ANY information, sections 1, 2A, 3 and 15 MUST always be completed in
addition to the information that is changing within the required section.

v’ Enrolling with another MAC
v’ Revalidating
v’ Reactivating

 Mark and complete specified section
if
v’ Reporting a change; or
v Voluntarily terminating

national
government
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[ Personal Identifying Information

1, 24, 3, 12, 13 (optional) and 15

[ Final Adverse Legal Actions

1, 2A, 3, 12, 13 (optional) and 15

O Medical Specialty Infermation

1, 2A, 2G or 2H, 3, 4, 12, 13 (optional), and 15

[ Practitioner Specific Information

1, 2A, 2B-2F, 21-2K (as applicable), 3, 12,
13 (optional), and 15

[ Reassignment of Benefits Information

1, 2A, 4F, 12, 13 (optional) and 15

L Private Practice Business Information

1, 2A, 3, 4A, 12, 13 (optional) and 15

[] Managing Employee Information

1, 24, 3, 6, 12, 13 (optional), and 15

[ Address Information
O Correspondence Mailing Address

[J Medical Record Correspondence Mailing
Address

[J Remittance Notices/Special Payment Mailing
Address

[ Medicare Beneficiary Medical Records Storage
Address

O Practice Location Address

1. 2A, 3, 12, 13 (optional) and 15 AND sections 2D, 2E.
48, 4C, and/or 4D as applicable for the address that is
being changed

[ Billing Agency Information

1. 2A, 3, 6, 8, 13 (optional) and 15

[J Any other information not specified above

1. 2A, 3, 13 (optional) and 15 and the applicable

section or sub-section that is changing

CNS-BS5I (05123)

NGSMGT | «



Section 2: Personal Identitying Information

. . B
H. Eligible Professional or Other O & A I WO G
. H. ELIGIBLE PROFESSIONAL OR OTHER NON-PHYSICIAN SPECIALTY TYPE
H you are an eligible profewsional, check the appropriate box below 1o indicate your specialty
. . * Chack only one of the Tollowing: I you have multiple non-physiclan spedalty types, you must complete and
O n E I ( : I O n e ( : I O e submit a separate CMS-B551 application for each non-physician specialty type
All individuals must meet specific licensing, educational, and work experiente requirements. Include copies of
educ nal and certification information with this application. if you need information concern: ng]h(\ specific
requirements for your specialty, contact your designated MAC

M O Anesthesiclogy Assistant d Physical Therapist in Private Practice
L S e le Ct O n e S e C I O lt O Certified Nurse Midwife (CNM) (See section 24)
O Certified Registered Nurse Anesthetict (CRMNA) = Physkcian Assistant
O Clinical Murse Specialist (CNS) (See section 2K) 3 Psychologist, Clinical (See section 21)

. . . oy . O clinical Social Worker ] Psychiologist Billing Independently (See section 12)
/ Undefl ned NOn‘PhySICIO n PrO Ctltloner 1 Mass Immunization Roster Biller O Qualified Audiclogist
1 Nurse Practitioner (See section 2K) U Qualified Speech Language Pathologist
O dccupational Therapht in Private Practice O Registered Dietitian or Nutrition Professional

specialty: R iy
: {Specify):

1, Does the physician assistant, nurse practitioner, o« clinical nurse specialist
) M FT identified in section 24 provide aupuncture senvices and have: O Mes O No
* A masters or doctoral level degree in scupuncture or Oriental Medicine from a school accredited by the
Accreditation Commission on Acupundure and Oriental Medicne (ACAOM); and
= Acurent, full, active, and unrestricted license to practice acupuncture in a state, territony, or

° M | | C commonwealth (i.e. Puerto Rico) of the United States, or District of Cobsmbia.
H yes, provide a current copy of certification and proof of educational requirements.

I. PSYCHOLOGIST INFORMATION

* Must meet the licensing, + Gt

identify the type of your doctoral pychalogy degree (e.9. Ph.D., E4.D, Py D)

educational, work experience as well e minispwenpote O

practitioner must hold a doctoral degree in psychology, and be licensed or certified, on the basis of the
doctoral degree in prychalogy, by the state in which he or she practices, at the independent practice level of

as federal and state requirements Py o Ll e e e e S S
2. Psychalogists Billing Independantly

M NOTE: CMS requires that independently practicing psychologists have a more Iimatea Denent unger the
O r S e C I G t Medicare program than dinical psychologists. With a degree starting at the master’s level of psychology,
independently practicing psychologits are authorized 1o bill the program directly solely for diagnostic
psychological and neuropsychological tests that have been ordered by a physician, dinical piychologist or nan
physician practitioner who ks authorized to order diagnostic tests. Independently practicing psychologists ane
not autharized to supervise diagnostic p logical and Ry gical tests. Any tests perf d by an
independently practiing psychologist must fall under the psychalogt'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 adeministrative

control of an employer such as a physician, institution, or agency? vei | ONe
b. Do you treat your own patients? Yes | QMo
Ty [

notonel o NGSMGT |~
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Section 4: Business Information

* Check applicable box for additional
Instructions

SECTION 4: BUSINESS INFORMATION

I 1f you do NOT have a peivate practice but you reassign ALL of your benefits to an organizationigroup o
individual, check this box and only complete section 4F.

O 1f you DO have a private practice and you also reassign ANY of your benefits 1o an organizationigroup of
individual, check this box and complete sections F

 Individual reassigning all benefits, 4F only T e
. . . A. PRIVATE PRACTICE BUSINESS INFORMATION
* Sole Owner and also reassigning benefits, 4A - A e A e Private Practice
4 F Identify how your business is registered with the IRS:
O eroprietary 0 Non-Profit (Submit IRS Form S01(c{3) Disregarded Entity (Subsmit IRS Form B832)
For the purposes of section 44, if you are a
. = Professional Corporation, complete 4A1 and 4A2

Sole Proprietor infprivote practice, not
reassigning benefits, 4A - 4E

A. Private Practice Business Information

= Professional Association, complete 4A1 and 4A2
« Limited Liakility Company (LLE), inchuding a single member LLC, complete 441 and 442
+ Sole proprietornSale proprietorhip, eomplete 4A3

1, Corporations, Assodations and Limited Liability Company (LLC)
I your private practice is established a1 & prof nal tion, p al susaciation or limited liability
comgany, inchuding single member LLCs and you are the sole owner and will bill Medicare through this
Business entity, complete this section with infarmation about your business entity.

NOTE: Hf you are filling out section 44, you do not need to complete section 4F to reassign your benefits a3 a

. |d t‘fy b i t t practitioner to your business entity.
e n | U S | n eSS S r U C U re NDTF::ITHL- LBN:r‘:‘d TINI)'ou |urrI ection 4A must be the same LEN and TIN you used to obtain your NP1
. . Lol Boiness Wame a4 Regooted 10 1 g e -
* Sole Owner: PC, PA or LLC complete sections 4A1 e
and 4A2
2. Final Adverse Legal Action History
Complete this wection for your butineds as reported in section 4A1 above. If you need additional infarmation
. regarding what to report, please refer to section 3 of this application.

Sole Proprietor complete section 4A3
1. Corporations, Associations and Limited
Liability Company (LLC)

v Indicate legal business name and TIN as it appears on
the IRS document

2. Final Adverse Legal Action History

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

INOTE: This section not required for Sole ProprietonSole Proprietorships.
& Has your business, under any current or former name of business identity, had a final adverse legal action
listed in section 3 of this application imposed against it?
¥ES - continue below
MO - skip to secthon 4
b. 1f 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.
NOTE: To satisfy the reporting requirement, section 4A2 must be filled cut in its entirety, and all applicable
attachments must be included.

FINAL ADVERSE LEGAL ACTION DATE ACTION TAKEM BY

NGSMT | =
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Section 4: Business Information

Reassighmen

SECTION 4: BUSINESS INFORMATION (Continued)

. . . .
F | n d I V | d U O l/ O r O n | ZO t | O n / G ro U F. INDIVIDUAL/ORGANIZATION/GROUP RECEIVING THE REASSIGNED BENEFITS
. NOTE: All reassignment actions thould now be reported via the CMS-8551. The CMS-B55R (Reassignment of

Medicare Benefits) form has been discontinued.

Complete this section if you are

. . . .
Receiving the Reassigned Benefits 1 A i srciiona eaigring you gt il e Medcare program a ecie o
payments for some or all of the servces you render to Medicare beneficiaries, terminating a currently
established reassignment of benefits, making a change in reassignment of Medicare benefit information;
or

w

M M M M M M An org. o g & new mt of Medicare benefits from the individual
’| | Nnaiviadua P ra Ct | t| oner Rece vin e isiorias Idanaifled I sactiont EA, tadminsting & cibramiy aanbidiad reiguuece of Gensfti o
. the individual practitioner identified in section 24, or making a change in reassignment of Medicare
benefit information, between the organization/group and the individual practitioner identified in
. . M . . section 2A
Reaqssi gne Benefits |dentification St i 1 AR MO, A o B

Administrative Contractar (MAC) of any future changes to this reassignment in accordance with 42 CFR
section 424.518{d){2).

Both the individual practitioner and the eligible organizationigroup must be currently enrolbed (or

/ I_e g O l N O m e concurrently endolling via submission of the CMS-8558 for the eligible srganizationigroup and the CMS-855I

for the individual practitioner) in the Medicare program before the reassignment can take effect.

Hf you reassign benefits to more than one crganizationigroup, copy and complete this page as necessary.

/ SS N O r E | N MNOTE: Revalidation applications must list all active reassignments.

1. Individual Practitioner iving R igned Benefits ification

Provide the information below for the individual to whom benefits are being reassigned, or a reassignment

is being terminated. If the individual's initial enrollment application is being submitted concurrently with this
. | Z | U I V | reassignment, write pending® in the Medicare identification number blodk. The individual's name as reported
to the Social Security Administration must be the same as reported on the individual's CM5-8551 when the
individual enrolled. If the individual is a sale proprietor with an Employee Identification Number (EIN), check

Reassigned Benefits Identification e R e A

Fodl Name |M-oa:|-|m|.al |\.m Hame TS0 MDD #ic

v’ Legal Business Name T —
v TIN e P W Tt 2%

20 ization/Group

itser nphcon H i

ing Reassigned Benafits identif
. M Provide the information below for the organization/group to which benefits are being reassigned, or a
m N ote . A re O S S | nm e N t O Ct | O N S renignregnt i being TerInMIG. Hf e cpAITIIORrCuGTs Intial andoliment bopikeetion i bairs submitsed
® concurrently with this reassignment application, write “pending” in the Medicare identification number blodk
The arganization/group’s name & reported 1o the IRS must be the same as reported on the organization/
group’s CMS-8558 when it enrolled,

should be reported via the CMS-855| g erer——

g B o

Tam Mentrcation Hamber (TN i ars 1eraiation Number FTAN) (1 naord) | National Proveer ienciier (4P

|

[T “

notonel o NGSMG |-
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tion 15: Certification Statement and

nature

A. Certification Statement

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

* By signing 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 wheo 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 enrollment
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 requirements are not met.

Title XVIIl of the Social 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 42473 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 organization/group or
individual must be in compliance with CMS regulations and applicable Medicare program safeguard standards
described in 42 C.FR. 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 applies if the application is submitted to establish, change or terminate a reassignment of
benefits.

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 undersigned, certify to the following:

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 C.ER. section 424.516.

2. | authorize the Medicare Administrative Contractor to verify the information contained herein. | agree

o 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 CF.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.

| 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 imposition 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))

5. Neither |, 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 other
Federal program, or is otherwise prohibited from providing services to Medicare or other federal program
beneficiaries.

ns 855 (0527) 2
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Section 15: Certification Statement and

Signhature

A. Ce rtlfl CO tl O n Sto te m e n t (CO n tl n U e) SECTION 15: CERTIFICATION STATEMENT AND SIGNATURE (Continued)

. 1 agree that any existing or future overpayment made to me, or to my busi
by the Medicare program, may be recouped by Medicare through the with

d in section 44,
future payments.

. 7. (PTA by me or b
B. Signature and Date - e ———"
. L
LA y present ted a false or fraudulent claim for payment by Medicare
al & or reckless disregard of their truth or falsity

° Si g n ed O n ly by t h e | n d iVi d U O l p rOVi d e r [l :::r:lhcr::rlln.fy sr;ax :,nm ‘:‘:Io r-‘:?::ual practitioner whe is applying for Medicare billing privileges and

B. SIGNATURE AND DATE

C. Delegated or Authorized Official of e e e

Individual/Organization/Group e T
Certification Statement and Signature T ———

. . ' g;:rmsm AND SIGNATURE
* Sign and date for reassignment of benefits e
" Note: e S e

ppppppp

e Must be original signature in ink | T p——
* Stamped signatures are not acceptable

* Reassignment

v Add reassignment: B and C signatures are
required

v' Terminating or making a change: B or C
signature is required

N NGSMGT |~
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Supporting Documentation



Key Documents

» The following key documents are required when applicable
 CMS-460 Medicare Participating Physician or Supplier Agreement (optional)

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

IRS document with legal business name and TIN or EIN confirmation

v 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

v’ Diploma of highest degree and if applicable supporting documentation of requirements
Final adverse legal action documentation and resolution

national GS = | 55
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Process After Submission



After Submission

= Contact person on application will receive by email

« Acknowledgement Notice
v Add to safe sender list
* customerservice-donotreply@cms.hhs.gov
* NGS-PE-Communications@elevancehealth.com
* Development requests for additional information
v' Respond within 30 days

v’ Log into PECOS to make necessary corrections or upload the required documents, view and
manage signatures

* Response letter
v’ Rejection for incomplete/no response to development request
v Approval

N NGSMG |~
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Check Application Status



Check Provider Enrollment Application

Status

= GO to our website > Resources > Tools & Calculators > Check Provider
Enrollment Application Status

mail Updates  Part B Provider in Connecticut (JK) «

m | HOME EDUCATION + RESOURCES v EVENTS ENROLLMENT APPS v Q
government
SERVICES

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)

m gg\t/igpn%ent : NGS Mﬁ | 59
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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

Resources



Online

e Medicare Provider

Ownership System (PECOS)

Account Self-Service Features

\J

national
government
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(*) Red asterisk indicates a required field.

PECOS supports the Medicare Provider and Supplier enrollment process by allowing registered users to securely and
electronically submit and manage Medicare enroliment information.

New to PECOS? View our videos at the bottom of this page.

USER LOGIN

Please use your |&A (Identity & Access Management
System) user ID and password to log in

" User ID

* Password

LOGIN

Forgot Password?
Forgot User ID?2

Manage/Update User ProfilelD

Who Should | Call? [PDF, 155KB] 22 - CMS Provider
Enrollment Assistance Guide

BECOME A REGISTERED USER

You may register for a user account if you are: an Individual
Practitioner, Authorized or Delegated Official for a Provider or
Supplier Organization, or an individual who works on behalf
of Providers or Suppliers

Register for a user account
Questions? Learn more about registering for an account

Note: If you are a Medical Provider or Supplier, you must
register for an NPI (22 before enrolling with Medicare

Helpful Links

Application Status (3 - Self Service Kiosk to view the status
of an application submitted within the last 90 days

Important Note: CMS is using its authority under Section
1135 of the Social Security Act to waive the application fee
for any applications submitted on or after March 1, 2020 in
response to COVID-19. Please do not submit an application
fee with your application. For more information on provider
enrollment flexibilities related to COVID-19, please visit the
CMS website [PDF] i3

Pay Application Fee {33 - Pay your application fee online.

View the list of Providers and Suppliers [PDF, 94KB] &3 who
are required to pay an application fee.

E-Sign your PECOS applicationt3) - Access the PECOS E-
Signature website using your identifying information, email
address, and unique PIN to electronically sign your
application.

NGSMG |-



Resources

For Assistance With Contact Information

Changing an NPPES NPI Phone: 800-465-3203
password Enumerator  TTY:800-692-2326
* Establishing a new user Email:
ID and password for customerservice@npienumergtor.com
NPPES

e Questions related to the
NPI application

* Errors encountered while EUS Help Phone: 866-484-8049
accessing or entering Desk TTY: 866-523-4759
information in PECOS Email: EUSSupport@cgi.com

* Forgotten PECOS user IDs Live Chat:
and passwords https:.//eus.custhelp.com/

R 5eVement NGSMT | -
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mailto:customerservice@npienumerator.com
mailto:EUSSupport@cgi.com
https://eus.custhelp.com/

NGS Website

Contact Us MNGSConnex Subscribe for Email Updates  Part A Provider in Connecticut (JK) «

. i national HOME EDUCATION v RESOURCES v EVENTS ENROLLMENT APPS w Q
gﬂuernment
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Mailing Addresses Provider Enrollment

For ADRs, claims, EDI, FOlA, medical policy,

enrcllment, or other inquiries.

N NGSMGT |~
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http://www.ngsmedicare.com/

Connect with us = -
on Social Media |

u YouTube Channel www.MedicareUniversity.com

Educational Videos Self-paced online learning

medlcarem LinkedIn

Text NEWS to 37702; Text GAMES to 37702 _ Educational Content

r\ national
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http://www.youtube.com/ngsmedicare
http://www.medicareuniversity.com/
https://www.linkedin.com/company/ngsmedicare

national
u government

Find us online -

Log into NGSConnex

NGSCanney, is your free, secu elf-service portal to obtain beneficiary

eligibility. clalm sranss & more

wing you time and money

o4 ths Madicare Frovider

NGSConnex

Web portal for claim information

www.NGSMedicare.com
Online resources, event calendar,
LCD/NCD, and tools

IVR System a 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 . NGSMT | ©
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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! A follow-up email will be sent to attendees with the Medicare University Course
Code.
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