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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 | SClG | 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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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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Agenda

e Qverview

: * Dental Specialties
b  Electronic Application: PECOS

* Sole Owner Questionnaire

* Sole Proprietor Questionnaire
3 * Group Member Questionnaire
i _ e Errors/Warnings Check

- e Paper Application: CMS-855|
F | * Supporting Documentation
E ' e Process After Submission

a * Check Application Status
' "  Contact Information and Resources
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Overview

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

* Dental Specialties

 Complete and Submit Medicare Application
 PECOS Application
* Paper Application
* CMS-855] - Physicians and Nonphysician Practitioners
* Reassigning all benefits
* Sole owner
* Sole proprietor
* CMS-855B - Clinic/Group Practices and other Suppliers
* Clinic/Group practices with multiple owners
* One owner but not the practitioner
* Additional Forms
* 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

* Resources

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

e CMS |IOM Publication 100-08, Medicare Program Inteqgrity Manual, Chapter
10.2.311

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

e Understanding Participating, Nonparticipating and Opt Out Status

 Provider Enrollment: Announcement About Medicare Participation for
Calendar Year 2024

e |ssues 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.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/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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Dental Specialties

. Physman Specialty Codes for Dentist
* 19 Oral Surgery (dentists only)

85 Maxillofacial Surgery

C5 Dentist

E3 Dental Anesthesiology

E4 Dental Public Health

E5 Endodontics

E6 Oral and Maxillofacial Pathology

E7 Oral and Maxillofacial Radiology

EQ Oral Medicine

F1 Orofacial Pain

F2 Orthodontics and Dentofacial Orthopedics
F3 Pediatric Dentistry

F4 Periodontics

F5 Prosthodontic

Y Gevemhent NGSMT | =



Electronic Application:
Provider Enrollment Chain and
Ownership System
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PECOS Home Page to Login
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Medicare Enrolime

for P ers and Suppliers

Welcome to the Medicare Provider Enrollment, Chain, and Ownership System (PECOS)

(*) Red asterisk indicates a required field.

PECOS supporis the Medicare Provider and Supplier enrallment 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 thiz page.

USER LOGIN

Please use your I18A (ldentify & Access Management
System) user ID and password to log in.

* User ID

L ]

* Password

Forgot Password? (2

Forgot User ID7E

Manage/Update User Profiled3

‘Who Should | Call? [PDF, 155KE] {31 - CMS Provider
Enrollment Assistance Guide

BECOME A REGISTERED USER

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

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

Mote: If you are a Medical Provider or Supplier, you must
register for an NP1 £2 before enrolling with Medicare.

Helpful Links

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

Pay Application Fee {3 - Pay your application fee online.

\iew the list of Providers and Suppliers [PDF, 94KE] 3 who
are required to pay an application fee.

E-Sign your PECOS applicafionX - Access the PECOS E-
Signature website using your idenfifying information, email
address, and unique PIN fo electronically sign your
application.

Provider & Supplier Resources

s CAS gowiProviders I - Secton of the CME gow
wealbang thal & deuigasd bo provide Meicas
earpliengnl ivisamabion fof providens, physitiar, nos-
ERYSICIEN pIACIONEDS, 3 GHE! SUpplers

Pgraabel it

s Sanl Lisl ) - Chisck b sk if you
i3 e 60 3 NOUCE 10 PEvalIalE Four
infarmation on fie vath Medcae

Enrciienl Checkists © - Review chetidals of
infarmatizn needsd is corsplete an applcation lor
wanout piovader and suppher byped

Ordenng, Cerifying, or Prescribing Pracibonars Lisl
1 - Vi e Oviliing. CaIBRing, & Priaiteng
Practmoners List o verty sigibdity 10 09081 OF Devity
ilmms or senaces o Mecicare bannficiaries

niny Bletwa® (MLN) O - Helphd
arbcles and hulonials about changes n Medicare
arroiean

are Lo

Ordening, Cenlifying, or Prescribing Informatien [FDF
1 BAME] i3 - Leam aboul the Grdering. Cerbfying, or
Preseribing eniclint process

Enroliment Tularials

Initial Enrolbment:
Siepby-slep demonsbation of an indial esecliment applicabson w PECOS
indrrdyal Provides 15 o Qrganis s Ty =]

+ Chamge of Infeamation:
Siep-by-siep demonsiraiion of haw o update or change infeematon for an exisfing enrcliment already on fie with CMS
Ingreidual Provider (2 or QgancastonSuppler

Hevalidation:
Siep-try-alep deminabnlon o Bow o subrsl your rivakd sbon spphcatan sing PECOS
Indrdual Provider [ of OiganzsdonSupples

Deactivated:
Exampée of how o deaciivale an existing enmlmend record
Indresiual Provider

Renctivation:
Siep-by-siep demonsiration of kw o re-enredl based on enrelimend miormaton #hat akeady exisis in PECOS
CopanizationSuppler £

Adding a Practice Location [DMEPO S Only):
Dmmosiraton of Bow o agd  new peacticn iccason for DMEPQS suppiier wita in aineady enrciisd with CME
DOME Suppler
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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
JavaScript is currently disabled in your browser, refer fo the Accessibility section in PECOS
Help for instructions on enabling JavaScript.

Details

. There are no notifications at this ime.

Manage Medicare and Account Information

wy associates @ ACCOUNT MANAGEMENT (@
« Update your user account information,
« Enroll in Medicare for the first request or remove access to
fime organizations
= View and update existing e M access to Medi 1 .

Medicare information

« Conlinue working on saved
applications

REVALIDATION NOTIFICATION CENTER @

= View All Applicati requiri lidation

« Start or continue revalidation application

Manage Signatures
Applications Requiring Signatures

| You have no pendi ignat 3 |

VIEW ALL SIGNATURES

NGSMT | -



Create Initial Enrollment Application

Associates

Initial Enrollment

Create an applicafion for initial enroliment ONLY if you are:

« Enrolling in Medicare for the first time
« Enrolling in a new state. ar

« Enrolling with a new specialty

' IMPORTANT:
L]

If you are rezponding to a request for Revalidation, do not create an initial enrollment
applicafion. Instead, select a provider from the "Exisling Associates” section below then
select from the list of existing enrcllments.

Please Note: If your organization is cumrently enrolled in Medicare buf you do not see
your enrollmant, please take the following steps to confirm your access to the
enroliment

« If you are a Staff End User of the crganization, please confact the organization's
Authorized/Delegated Official to ensure your account has access to PECOS.

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

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

« Checklist for Sole Proprietor or Solely Owned Organizations (eg. LLC, PC) using
PECOS

« Checklist for Individual Physician and Mon-Physician Practitioners using PEC0DS 13
« Checklist for Provider or Supplier Organization using PECOS

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

m ngtieol!'\ndr:‘ent CREATE INITIAL ENROLLMENT APPLICATION @ | ﬁ 14
gov
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Application Questionnaire

Application Questionnaire

(*) Red asterizsk indicates a required field.
Applicant Identification

* Which provider is the application being created for?

Hame (You) MPI: -
¢

Nome: [ Tv: [
NEXT PAGE B
B cancEL |
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Healthcare Services Rendered

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

" Pleass select the oplion that best represents the healhcare service rendered for this

applicabon (' Individual Physician or Non-Physician Practitioner (including Sole Owner of a
'::ﬁluiiiﬂa' Provider (e.g., Hospial, Skilled Nursing Facility, Hospice, Home Health _» Professional Association (PA), Professional Corporation (PC), or Limited Liability
Ency e

Corporation (LLC))

Clinics/Group Praclices and Cenlain Other Supgliars (&g, Ambulang
Clinic. Independent Diagnostic Tesing Facility, Sole Owner alessional
Associdion (PA), Professional Corporation (PC) d Liability Corporation (LLC))

Durable Medicars Equipme lics, Crihotics, and Supplies (DMEPOS)

&s Prevention Program Supplier (MDPP)

Individual Physician or Mon-Physician Practifioner (including Sole Ovmner of a
Professional Association (PA), Professional Corporation (PC), or Limifed Liability
Corporation (LLG))

Eligible Ordering, Cerfifying. and Prescribing Physicians, and Ofher Eligible
Professionals

Haote: Sebect this option only if any of the following applies to the applicant:

1. The applicant, or any organization emplaying the applicant, vill not send claims 1o a
Medicare contracior for any sendice fumished by the applicant

2. The applicant, or any organization employing the applicant, sands claims through a
Medicare managed care plan

@ CANCEL
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Applicant Description

Ay tion Questionnaine

Sole Owner of a PA, PC or LLC

[) Fied asterish indicates a requined fisld . ) )
Applicant Description « You are the only owner of a business, sel up as a corporation, through which you
give healthcare services

Plassa resd through all the Ssscripbons and than chooss the one that best maiches
yiel Blaatdh

*lam apphyng 8l &

« Your business is lagally separate from your personal assels.

\

Sole Owner of a PA, PC or LLC

= You are the only owner of & business. s&fup a4 & comoration, through which - Self-Employed/5ole Proprietor
U greg PRaThearg BeNVICEE

« You give aif your healthcare services from a facility that you own, lease or rent.
= ‘Your busness is egady separate from your parsonal BS5ME

\

Saif-EmployediSoie Proprietor « ‘fou are the only cwner of a business that gives healthcare services.
* You give alf your heslhcans services from & faciity that you cam, lesse or rent « ‘fou and your business are legally one and the same. You are personally responsible
= ‘f'ou are the only owner of 8 business that gives healthoare services for any of the business's financial obligations
= Yow and your busineis are gally ond and the same. You B parscnally K a1
responEibie for smy of the BUSINESE'S inancisl oBigations « ‘fou report the business's income and losses on your personal tax return.

= Yo repor the business's income snd losses on your parsonsl e retum

! Group Member Only -
* 'You give all your haalthcane cervices Bt 80 empicyes of B group pracHion o - Group Member Gﬂly

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

\

= YVioud hanvl 80 SrEnpRment with your empioyer o sand in Medicare claims snd
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 Self-Employed paid for the services you have given,
= Yo give $ame BeaRhoane SENGDES B8 BN eMpioyes of 8 prouD pracioe o clinie

= Yiou have 8N SITEnpRment with your employer 1 send in Medicare claems snd
et paid for the services you Fave grven

You alse give some healthcare services from & facility that you own. lesse or
L

= Tha incoma you make through sef-employmant is part of your personael sssats
. Disregarded Entity
= 'You are She only ownes of B business. 38dup &3 B comporation, throwgh which
¥ou ghve healncans Senvices.

= You and pour busngss sne considensd legally ane and the same.

[ PREVIOUS PAGE | [(WEXT PAGE W)

@ CANCEL
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Sole Owner Questionnaire

Application Questionnaire Application Questionnaire

Practitioner as Sole-Owner of an Incorporated Business Applicant Identification Information

This enrollment application is for an individual who has formed a professional corporation First Nama:-

(PC), professional azsociation (PA) or a limited liability company (LLC). Last Name:
Social Security Number (55N )z =30 3000

« Practitioner is a sole-owner of a business that iz legally separate and distinct from the Date of Birth: 01/01200X
OWNET.
« The medicare services provided by the business are by the sole-owner or other
practitioners reassigned (as employees or as contractors) to the business.
(@ PREVIOUS PAGE | [ nexT PaGE @)
£ cANCEL |
(@ PREVIOUS PAGE | NEXT PAGE B
— Application Questionnaire
B cANCEL i
(*) Red asterisk indicates a required field.
State/Territory Where Healthcare Services Rendered
Pleasze select a single statefterritory where the applicant renders healthcare services.
* State/Territory
| Select StateMermritory ~
(@ PREVIOUS PAGE | [ NEXT PAGE @)
B cANCEL |
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Sole Owner Questionnaire

Application Questionnaire

(*) Red asterisk indicates a required field. v Select Physician Specialty -
Primary Medicare Services Rendered _~ ADDICTION MEDICINE

ADULT CONGENITAL HEART DISEASE (ACHD)
ADVANCED HEART FAILURE AMD TRAMSPLANT CARDIOLOGY
ALLERGY/IMMUNOLOGY

. : : S e o AMESTHESIOLOGY
* Please select the primary Medicare Services rendered by the applicant (i.e., individual g CARDIAC ELECTROPHYSIOLOGY

practitioner who is the sole owner of the PA/PC/LLC) P g CARDIAC SURGERY

® Part B Physician Specialties Y CARDIOVASCULAR DISEASE (CARDIOLOGY)
: CHIROPRACTIC

T COLORECTAL SURGERY (PROCTOLOGY)

. CRITICAL CARE (INTENSIVISTS)

DENTAL ANESTHESIOLOGY

DENTAL PUBLIC HEALTH

PR T R, T A R R DENTIST

e e DERMATOLOGY

DIAGNOSTIC RADIOLOGY

EMERGENCY MEDICINE

ENDOCRINOLOGY

ENDODONTICS h

Note: A separate application is required for each primary healthcare service rendered.

~ Part B Non-physician Specialties

| @ PREVIOUS PAGE | | NEXT PAGE @)

@ CANCEL
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Sole Owner Questionnaire

Application Questionnaire

{*) Red asterigk indicates a required field.
Primary Medicare Services Rendered

Mote: A zeparate application iz required for each primary healthcare service rendered.

* Please select the primary Medicare Services rendered by the applicant (i.e.,
supplier type of the PA/PC/LLC).

® part B Supplier Services

[ CLINIC/GROUFP PRACTICE e

(@ PREVIOUS PAGE | [ NEXT PaGE @)

B CANCEL

‘\ national
\’ government
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Application Questionnaire

{*) Red asterisk indicates a required field.
IHS Provider
* |z the applicant an Indian Health Service (IHS) facility?
O Yes
O No
(8 PrREVIOUS PAGE | [ NEXT PaGE @)
B cancEL

Application Questionnaire

{*) Red asterisk indicates a required field.
Business Identification Information

Please provide the incorporated business’ identification information, which is issued by the

Internal Revenue Service (IRS).

* Legal Business Name

* Tax Identification Number [TIN)
|

FH-HRRRRRK

(8 PREVIOUS PAGE | [ NEXT PAGE @)

B cANCEL
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Sole Owner - Reason for Application

Confirm Reason for Application

Medicare Part B Enroliment

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:

Name Social Security Number (SSN) Practitioner Specialty State

|-m XOOK-XX-XHXXX DENTIST CONNECTICUT

Clicking on the ‘Start Application’ button will create a Medicare application using the above
information.

Please note: After you click 'Start Application' a Web Tracking 1D will be created. This does
not mean that your application has been submitted

At the conclusion of this process:

« The application is submitted to the appropriate Medicare fee-for-service contractor(s)
for processing

« The practitioner must sign a statement cerifying the submitted information

« The certification statement, additional required signatures, and required attachments
must be electronically signed or mailed to the identified fee-for-service contractor(s)

« The Medicare enrollment is finalized after the fee-for-service contractor processes this
application and approves the information

« Any required and/or supporting documentation not uploaded must be mailed in to the
fee-for-service contractor

[ STARTAPPLICATION @ |

Ry national o NGSMT | =
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Sole Owner - Topic View
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Fast Track View Error/Warning Check [

Enroliment 10: [
PaclD:

I
Web Tracking 1D: [
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 hyperlink 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 fime during the enreliment
process by clicking the View and Print button below.

This application is collecting the following topics:

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 Practiioner 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 Hrnore 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 Emore it about Billing Ag nt

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 Submission' will initiate the Submission Process.

BEGIN SUBMISSION @

NEXT PAGE @

NGSM
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Sole Proprietor Questionnaire



Sole Proprietor Questionnaire

Application Questionnaire

Applicant Identification Information

First Name: [

Last Name:
Social Security Number [ SSN): 3OO0 00K
Date of Birth: 01/010005X

(@ Prevous vace

@ CANCEL |

Application Questionnaire

(*) Red asterisk indicates a required field.
State/Territory Where Healthcare Services Rendered

Please zelect a single statefterritory where the applicant renders healthcare services.

* State/Territory
| Select State/Termitory |

(@ o mace)

B CANCEL
—
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Sole Owner Questionnaire

Application Questionnaire

(*) Red asterisk indicates a required field. J Select Physician Specialty

Primary Medicare Services Rendered | ADDICTION MEDICINE
/ ADULT CONGENITAL HEART DISEASE (ACHD)

Note: A separate application is required for each primary healthcare service rendered. - ADVANCED HEART FAILURE AND TRANSPLANT CARDIOLOGY
g ALLERGY/IMMUNOLOGY

. . : : S5 meean g ANESTHESIOLOGY
* Please select the primary Medicare Services rendered by the applicant (i.e., individual o4 CARDIAC ELECTROPHYSIOLOGY

practitioner who is the sole owner of the PA/PC/LLC). P CARDIAC SURGERY

(® Part B Physician Specialties S CARDIOVASCULAR DISEASE (CARDIOLOGY)
_-- CHIROPRACTIC

i Db Soatia v COLORECTAL SURGERY (PROCTOLOGY)

- ' ' CRITICAL CARE (INTENSIVISTS)

DENTAL ANESTHESIOLOGY

DENTAL PUBLIC HEALTH

Calart Non.Phucician Snacia DENTIST

DERMATOLOGY

DIAGNOSTIC RADIOLOGY

EMERGENCY MEDICINE

ENDOCRINOLOGY

ENDODONTICS N

' Part B Non-physician Specialties

| @ PREVIOUS PAGE | | NEXT PAGE @)

@ CANCEL |
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Sole Proprietor Questionnaire

| Application Questionnaire Application Questionnaire

*| Red asterisk indicates a required field. L . .
) 4 {*} Red asterisk indicates a required field.

Identification Numbers ) )
Reassignment of Benefits
* Does the applicant want Medicare paymenis reported under the applicant's EIN

instead of the applicant's S5M7 (to qualify for this payment arrangement, the applicant * Is the applicant employed by a business or individual that will receive the
must be a sole proprietor and cannot reassign all Medicare payments) practifioner's Medicare claims payments?
Yes - Yes
No .
No

* Employer ldentification Number (EIN})

FH-KR R ERER

(8 PREVIOUS PAGE | [ NEXT PaGE @)

Ownership Information

* Effective Date of Ownership

@ canceL |

MRDD Y

* Telephone x Extension
B4
Mo Format Required

(8 PREVIOUS PAGE | NEXT PAGE B

B CANCEL
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Sole Proprietor - Reason for Application

Confirm Reason for Application

Medicare Part B Enroliment

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 (SSN). No reassignment of benefits exists
with this application.

The application is for:

Name Social Security Number (SSN) Practitioner Specialty State
_ HOXHXK-XXXK DENTIST CONNECTICUT

Clicking on the 'Start Application’ button 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
not mean that your application has been submitted

At the conclusion of this process:

« The application is submitted to the appropriate Medicare fee-for-service contractor(s)
for processing

« The practitioner must sign a statement certifying the submitted information

« The certification statement, additional required signatures, and required attachments
must be electronically signed or mailed to the identified fee-for-service contractor(s)

« The Medicare enrollment is finalized after the fee-for-service contractor processes this
application and approves the information

« Any required and/or supporting documentation not uploaded must be mailed in to the
fee-for-service contractor

[ sTARTAPPLCATION @

@ CANCEL

national
government
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« A Medicare Part B practitioner is enrolling in the Medicare program for the first

>

F Y

time using their social security number (SSN). No reassignment of benefits exists
with this application.

« A Medicare Part B practitioner is enrolling in the Medicare program for the first
time using their social security number (SSN). The Medicare Part B practitioner
will be billing using 99-9999999 (EIN). No reassignment of benefits exists with
this application.

NGSMGT | =
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Sole Proprietor - Topic View

Fast Track View Error/Waming Check [H

Enroliment ID:
PaclD:

V¥eDb Tracking ID:
Individual Provider NPIL:
Reason for Application

Practitioner Is Enrolling In Medicare for the Firat Time

Reports

Select the hyperink 1o view the Applicaton being edited:

ew Apphcat

on eng ec

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 enrollment application is grouped into topics. In order to
electronically submit this ication, you must lete all of the fellowing
topics.

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

This application is collecfing the following topics:

Completed Topics

Personal ldentifying Information B more information about Personal
Identifying Information

Practitioner Specialty B rrore information about Practitioner Specialty

PAR Status Information Emore information about PAR Status
Information

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

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

Mailing Address B nors information about Mailing Address

License, Certification, and DEA Information B more information about
License and Certification Information

Final Adverse Legal Actions Bmare infarmation about Final Adverse
Legal Actions

Organization Control B more information about Organization Control
Individual Control B more information about Individual Control

Patient Records Storage Location mure information about Patient
Records Storage Location

Billing Agency/Agent  Bmare infarmation about Billing AgencyfAgent
Contact Person  Bmore information about Contact Person

Electronic Funds Transfer Emore information aboul Electronic Funds
Transfer

Required andior Supporting Documentation B more information about
Required and/or Supporting Documentation

Note:

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

BEGIN SUBMISSION @

NGSMGT | =



Group Member Questionnaire



Group Member Questionnaire

Application Questionnaire

Applicant Identification Information

First Name: [

Last Name:
Social Security Number [ SSN): 3OO0 00K
Date of Birth: 01/010005X

(@ Prevous vace

@ CANCEL |

Application Questionnaire

(*) Red asterisk indicates a required field.
State/Territory Where Healthcare Services Rendered

Please zelect a single statefterritory where the applicant renders healthcare services.

* State/Territory
| Select State/Termitory |

(@ o mace)

B CANCEL
—

Y SoVemnent NGSMT | =
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Sole Owner Questionnaire

Application Questionnaire

(*) Red asterisk indicates a required field.
Primary Medicare Services Rendered

Note: A separate application is required for each primary healthcare service rendered.

* Please select the primary Medicare Services rendered by the applicant (i.e., individual
practitioner who is the sole ovwner of the PA/PC/LLC)

@ Part B Physician Specialties 7 2
elect Physician Specialty v

' Part B Non-physician Specialties

(@ PREVIOUS PAGE | [ NExT PAGE @)

@ CANCEL |

‘]' Select Physician Specialty

ADDICTION MEDICINE

ADULT CONGENITAL HEART DISEASE (ACHD)
ADVANCED HEART FAILURE AND TRANSPLANT CARDIOLOGY
ALLERGYIMMUNOLOGY

ANESTHESIOLOGY

CARDIAC ELECTROPHYSIOLOGY

CARDIAC SURGERY

CARDIOVASCULAR DISEASE (CARDIOLOGY)
CHIROPRACTIC

COLORECTAL SURGERY (PROCTOLOGY)
CRITICAL CARE (INTENSIVISTS)

DENTAL ANESTHESIOLOGY

DENTAL PUBLIC HEALTH

DENTIST

DERMATOLOGY

DIAGNOSTIC RADIOLOGY

EMERGENCY MEDICINE

ENDOCRINOLOGY

ENDODONTICS

‘\ national
\’ government

SERVICES
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Group Member Questionnaire

Application Questionnaire

(*) Red asterisk indicates a required field.
Entity Receiving Benefits Enrollment Status

To avoid delays in processing thiz application, please enzure an enrclliment application for

the Enfity Receiving BEenefits has been submitted or will be submitted. The Entity Receiving
Eenefits must alzo be enrolled in the Medicare program.

* Would you like fo continue?

! Yes

! No

|8 PREVIOUS PAGE | | NEXT PAGE @]

@ canceL |

Y ngtional . NGSMUT | =
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Group Member - Reason for Application

Confirm Reason for Application

Medicare Part B Enroliment

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 (SSN). A reassignment of all benefits
exists with this application.

The application is for:

Name Social Security Number (SSN) Practitioner Specialty State
I - XX-XXXX DENTIST CONNECTICUT

Clicking on the "Start Application’ button 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
not mean that your application has been submitted.

At the conclusion of this process:

« The application is submitted to the appropriate Medicare fee-for-service contractor(s)
for processing

« The practitioner must sign a statement certifying the submitted information

« The certification statement, additional required signatures, and required attachments
must be electronically signed or mailed to the identified fee-for-service contractor(s)

« The Medicare enrollment is finalized after the fee-for-service contractor processes this
application and approves the information

« Any required and/or supporting documentation not uploaded must be mailed in to the
fee-for-service contractor

[ STARTAPPLICATION (@ )

m gg\t/ieolpnqr#\ent B cAnceL | NGS Mﬁ | 34
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Group Mem

Completed  Topica

Fast Track View Error'Waming Check ]

Parsonal Identifying Information B e infarmation abaul Parsonal
Identfying Infoemalion

+
practiioner Specialty @ more information about. Practtiones Specialty
Enroliment ID: p= ¥
PaclD: / Reaszlgnment B noce information about Re assigrmenl
Véeb Tracking ID:
Individual Provider NPI: weling Addrese  Bmere informasan aboul Mailing Address
Ligengs, Certification, and DEA infermation B mees informasan akaul
Reason for Applicaﬁon Licenza and Certification Informalion
Practitioner s Enrollmg In Medicarse for the Firat Time Final Adveres Legal Actions B miore information abaut Firal Adwverse
Lagal Actares
Reports 5 arganization Control B iriee information shaw Organizastion Santro
_ contact Person  Emore nfarmation about Contecl Person
Select the hyperink o view the Applicaton being edited:
View Application being edited & Required and/or Supporting Documentation  Bmore infarmation abeul
Reguired and'or Supparling Deocumantation

Topics Haote:
_ ! y ] g ! ) s Once you have completed all e topics and no erroes are present, the "Begin
The data required for this enroliment application is grouped into topics. In order to Submission’ butlon will be enabled. You may review erors at any tme by clicking the
electronically submit this enroliment application, you must complete all of the following Errar Check’ tab. Clicking ‘Begn Submiszion’ wil nitale the Submission Process
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 SUBMESICN .]
This application is collecting the following topics NEXT PAGE [

N [ NGSMT | =
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Errors/Warning Check



Error/Warning Check

| Topic view | | Fast Track view | IRV TE Y 21

Enroliment Submission

Maote: Your application is ready for submission with waming messages. Please review
the warning messages and select the Begin Submidsion buttan
BEGIN SUBMISSION @ |

Enraliment 10:

PaclD:

Web Tracking ID:
Individual Provider NPI:

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

Warnings for this Enrollment

Warnings werne found for this enrollment application. Flease review the wamings listed
below and venfy that the information entered is cormect

Verfication of this information is optional; the submissien process may continue withowt
verification of this informatson.

Topic Warning

ndinvsdual Contral Each enroliment is recommended to heve at least
one ndnadual designated as the managing
employes.

Reagsignmant Reassignrmant of Banefts axist that ane missng a

primary and/or secondary practice location. It is
recommended thal a primary and secondary
practice location be specified. but are not required.

Yy notional NGSMT |
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Manage Signatures

Select Signatories

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

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

* Authorized Signer
Please select authorized signer /|

| NEXT PAGE @)

[ @ RETURN TO MY ENROLLMENTS ]

Yy notional NGSMT | =
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Manage Signatures

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

Manage Signatures

{*) Red asterisk indicates a required field.

MName:

Web Tracking ID: TIN: SOCX0O000R

NEW! PECOS now allows users to upload signed documents. Plesse upload your
cerfification statement|s).suthorization statement(s), and CMS-582 forms on this page, or
after submission, by navigating to the My Enrcliments 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 Delegsted Officials with an ITIM will not be sble to submit
electronic signatures. Authorized or Delegated Officials with an ITIN entered on this
application must now upload their signature documents.

Please select a signature method for each signer:

MName: Donzld Duck

S5M: J00P0EI000T Role: AUTHORIZED OFFICIAL

* Signature Method for Donald Duck: Document: AUTHORIZATION STATEMENT
FOR ORGANIZATIONS [855R)

O Electronic

) Upload

MNamie: [You]

SN HOOL-HO-30000 Role: FRACTITIONER

* Signature Method for Document: CERTIFICATION STATEMENT

FOR INDIVIDUAL PRACTITIONERS
) E-Sign { Sign Mow)
O Upload
Role: PRACTITIONER
Document: AUTHORIZATION STATEMENT
FOR INDIVIDUAL PRACTITIONERS (855R)

(& PREVIOUS PAGE | [mEXT PAGE B)]

¢ national = | 5
u government RETURN TO MY ENROLLMENTS U
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Manage Signatures

Name: Donald Duck
SEN: JOOK-XH 00K
* Signature Method for Donald Duck:

i8] Electronic
) Upload

* Email Address

*Confirm Email Address

Role: PRACTITIONER
Document: AUTHORIZATION STATEMENT
FOR INDIVIDUAL PRACTITIONERS (855R)

Role: PRACTITIONER
Document: CERTIFICATION STATEMENT
FOR INDIVIDUAL PRACTITIONERS

‘\ national
\’ government

SERVICES

Name: Donald Duck Role: PRACTITIONER
SSN: MO0 X000, Document: CERTIFICATION STATEMENT
* Signature Method for Donald Duck, FOR INDIVIDUAL PRACTITIONERS
Electronic Role: PRACTITIONER
| {{ Upload Document: AUTHORIZATION STATEMENT
FOR IMDIVIDUAL FRACTITIONERS (BE5R)

Note: You miy upload @ signature document now, prior 1o application submission, or after the
submission of this appBeation. To upload a signature document afler submission. of 1o change
the signature method, navigate to the My Enroliments page, find this application. and select
the Manage Signatures option

The following documents can be used to upload a signature
= Signature page from the cormespending Medicare provider'supplier enroliment applcation

form available on the CMS wabsite

= Signature page from the Required/Supporting Documentation topic. or from the My
Enrollments Page select this application then select View > View Printable Certification

To wpload a signature document now, browse for the file then select the Upload button.

Document: CERTIFICATION STATEMENT FOR INDIVIDUAL PRACTITIONERS |

| Choosa File | Mo file chosen urLoaD @

Document: AUTHORIZATION STATEMENT FOR ORGANIZATIONS (255R)

| Choose File | Mo file chosen urLoaD @

NGSMGT | «



Complete Submission

Submission Page Required and/or Supporting Documentation Information

& s ' " n v v dto i3 Required andior Supportng Documel n. Checklist for t
[ ] RE‘d IiTE"Ek mdmates a requi . fIE'H. Expand to display the Required andfor Supporting Documentatios eckiist his

Medicare enroll ment application submission

Medicare Contractor Documentation Requiring
View and Pri
Slgnltu;:sl.‘:plld-gigﬁ-smﬂ Domn::nu:i::n Comments
The Medicare Contracton(s) listed here would be responsible for processing your 8 Authorized Offcial View and Print [POF) ©
electronic and printed application materials. If more than one contractor is listed, you S - 5
must mail copies of print documents to each contractor fisted. You must mail all POF) P raeRes
required print documents within 15 days of submitting the electronic part of your
= Note: Please do not maid a

lpp“ﬁﬂllﬂﬂ. signed Certification

Statement. Signature
Medicare Contractor: NATIONAL GOVERNMENT SERVICES, INC documents must be either

e-signed or uploaded

B Certification Statement View and Print [PDF) &

NATIONAL GOVERNMENT SERVICES, INC for Indrdual Pracbtioners
PO BOX [POF]
INDIANMAPOLIS, IN

Note: Please do not mail a
signed Certification
Statement. Signature
documents must be either

Reason(s) for submission: e-signed or uploaded

_ - ) o ) ) 8 Form CMS-855R View and Print (PDF) &
= A Medicare Fart B praciiioner is enrclling in the Medicare program for the first fime Authorizaton Statement for '

1 to bill for Part B services. A reassignment of benefits may exist. e e o

Benefits

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

Note: Documents in POF formal require the Adobe Acrobat Reader® & i you
expenence problems with POF documents, please download the latest version of the
Reader® &

(B3 PREVIOUS PAGE | [ CCMPLEWE SUBMISSION _.__] k

@ CANCEL |

Y SoVemnent NGSMT | ~
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Submission Confirmation

BAPORTANT!

Your enroliment application with any uploaded documentation
has been submitied to your fee-for-senvice contractor,

Required and/or supporing documentation not e-signed or
uploaded must be mailed in to the fee-for-service coniracior.

You msdicated the rl:l”ﬂ'ﬂl'flq documentation will be provided by
mail/paper

= Foam Ch5-460, Medicare Participating Physician or Supplier
Agreenment

= Copy of [RS Form OF 575 or other official RS communication
confirming Tax ldentification Mumber and Legal Business Mame

Your application may be delayed of not processed if any
required/supporiing doCumentation 15 missng.

o ]

national
government

SERVICES

Submission Confirmation - Print Your Receipt

Submission Complete

You hawe successiully submimed your application! &

Remember lo:

« Make sure pll regured Bnd SUPROTING Sacumants Rl (eguing B Egnatuns are negned

= Mad &l resgaired and supporng dotwments that has nol been uploaded 10 yousr
Medicare Contractor wethin 15 days of submitting the electronic part of your
apiication. Youw application is not complete until the Medicare Contractoe{s) receres
the signed required documentation of your appécation in the mail

= Auvy revparad and'on suppartesy documaniabon met uploaded must be maled & 10 the
fafor- panab COmrecios

= Yol apphcation may B delayed of nol procassed o Amy reguined Sapnerling
SoCuma 3on 1§ Melsing

= I you are subryitng an apphcabon with Electnonic Funds Transfer (EFT) Infermation
please mclude confermation of account mformation on bank letterhaad or a voided
chieck

+ EBnn this page for your reconds. Hoke: 'ou can print andfor save copees of the
appiication and requred documaents for your records by visiting the "Wy Ennliments®

page

= Y wall recess e-mants aboul your appkcabon staus. Make sune to add
CiELOMArIanG a-a oo phefD e md. B G0 1D dul S8 el il

Yo hawe succeislully subimimed your applicaion

NGSMT | -
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CMS-855I

LSERVICEg
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&
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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 | «
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Section 1: Basic Information

A. Reason for Submitting this
Application

 Mark and complete entire
application for

New enrollee

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

Enrolling with another MAC
Revalidating
Reactivating

 Mark and complete specified
section if

national
government

SERVICES

Reporting a change; or

* Voluntarily terminating

SECTION 1: BASIC INFORMATION

A. REASON FOR SUBMITTING THIS APPLICATION

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

[ ¥ou are a new enrolles in Medicare

Complete all applicable sections

) You are currently enrolled in Medicare to order
and certify and want to enroll as an Individual
Practitioner

Complete all applicable sections

[J You are enrolling with another Medicare
Administrative Contractor (MAC)

Complete all applicable sections

J You are idating your Medicare

Complete all applicable sections

U You are reactivating your Medicare enrollment

Complete all applicable sections

[l You are reporting a change to your Medicare
enrollment information (includes establishing or
terminating a reassignment)

Go to section 1B below

Ll You are voluntarily terminating your Medicare
enrollment

Effective date of termination (mmiddiyyyy):

Sections 1A, 24, 13 (optional), and 15

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

Please note: When reporting ANY information, sections
addition to the information that is changing within the

1, 2A, 3 and 15 MUST always be completed in
required section.

O Personal Identifying Information

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

[ Final Adverse Legal Actions

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

O Medical Specialty Information

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

[ Practitioner Specific Information

1, 24, 2B-2F, 21-2K (as applicable), 3, 12,
13 (optional), and 15

[J Reassignment of Benefits Information

1, 24, 4F, 12, 13 (optional) and 15

[] Private Practice Business Information

1, 24, 3, 4A, 12, 13 (optional) and 15

[ Managing Employee Information

1, 2A, 3, 6, 12, 13 (optional), and 15

[ Address Information
O Correspondence Mailing Address

[ Medical Record Correspondence Mailing
Address

[ Remittance Notices/Special Payment Mailing
Address

[ Medicare Beneficiary Medical Records Storage
Address

[ Practice Location Address

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

[ Billing Agency Information

1. 24, 3, 6, 8, 13 (optional) and 15

[ Any other information not specified above

1, 2A, 3, 13 (optional) and 15 and the applicable
section or sub-section that is changing

EMS-BSSI (05/23)
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Section 2: Personal Identifying Information

G. Physician Specialty

e Select a primary specialty

e Must meet all federal and

national

(designated with a “P”)

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

state requirements for
specialty checked

government

SERVICES

SECTION 2: PERSONAL IDENTIFYING INFORMATION (Continued)

F. RESIDENT INFORMATION (Continued)

3. Do you also render services at other facilities or practice 10€ations?..................

— ) (- aNe] .1

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
or substantially all of the costs of your training in the non-hospital/facility location? ... OYes O No

G. PHYSICIAN SPECIALTY

Designate your primary specialty and all secondary specialty(s) below using:

P=Primary S=Secondary

‘You can only select one primary specialty. If you have multiple primary specialties, you must complete
and submit a separate CMS-8551 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

[ Addiction Medicine

[] Adult Congenital Heart
Disease

[[] Advanced Heart Failure
and Transplant Cardiology

I:l Allergy/immunology

[] Anesthesiclogy

[ cardiac Electrophysiology
I:‘ Cardiac Surgery

[ cardiovascular Disease
(Cardiology)

Oc hiropractic

[] colorectal surgery
(Proctology)

[ critical Care (Intensivists)
[] pentist

[] permatology

[ piagnostic Radiology
|:| Emergency Medicine
[ endocrinology

[] Family Medicine

[] Gastroenterology

I:l General Practice

[] General surgery

[ Geriatric Medicine

I:‘ Geriatric Psychiatry

1 Gynecological Oncology
[] Hand Surgery

[1 Hematology

|:| Hematology/Oncology

[] Hematopoietic Cell
Transplantation and
Cellular Therapy

I:l Hospice/Palliative Care
[1 Hospitalist

[J Infectious Disease

I:‘ Internal Medicine

[ interventional Cardiclogy

[ interventional Pain
Management

[] interventional Radiology

[ Maxitiofacial surgery

[[] Medical Genetics and
Genomics

[] Medical oncology

[1 Medical Toxicology

|:| Micrographic Dermatologic
Surgery

[1 Nephrology

[ neurology

|:| Neuropsychiatry

[ Neurosurgery

|:| Nuclear Medicine

[] obstetrics/Gynecology

[] ophthalmology

[] optometry

[ oral surgery

] orthopedic Surgery

D Osteopathic Manipulative
Medicine

[ otolaryngolegy

] Pain Management

[ pathology

] Pediatric Medicine

| Peripheral Vascular Disease

] physical Medicine and
Rehabilitation

] piastic and Reconstructive
Surgery

[1 podiatry

] Preventive Medicine

D Psychiatry

] puimonary Disease

[ Radiation Oncology

] Rheumatology

[] sieep Medicine

] sports Medicine

] surgical Oncology

] Theracic Surgery

] undersea and Hyperbaric
Medicine

] urology

D Vascular Surgery

[ 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?

CYes ONo

oMms-8551 (053]
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Section 4: Business Information

* Check applicable box for additional
Instructions 3 Tk st kb L 5 e b

ndividual, check this box and only complete section 4F,

* Individual reassigning all benefits, 4F only B

I 1 you DO have a private practice and ONLY render services in your own private practice, check this box and

complete sections 4A - 4E.

* Sole Owner and also reassigning benefits, A PATE PRACTCE sUsESS MFORMATION
4A —_— 4F Business Structure Information

identify how your business is registered with the IRS:

° SO le P ro p ri etO r i n riVO te p rO Cti Ce’ n Ot i?r‘::r::pr;::::::::iu:r:;:‘l:?::m 5016cH3) O Disregarded Entity (Submit IRS Form S832)

Frofessional Corporation, complete 441 and 442

reassigning benefits, 4A - 4E - rotesans soosion, et 4 1 42

+ Limited Liability Company {LLC), induding a single member LLC, complete 441 and 442
* Sale proprietorSole propristorship, complete 443

A. Private Practice Business Information 1 Coportons Aocors s Uned oty Compmy 40

company, induding tingle member LLCs and you are the sole owner and will bill Medicare theough this
Bariness entity, complete this section with information aboul your budineds entity.

* |dentify business structure T e e e et e g o et

practitioner 1o your business enfity.

* Sole Owner: PC, PA or LLC complete POTE T L0 Ty o i e N 0 T by
sections 4A1 and 4A2 S R P T T

* Sole Proprietor complete section 4A3 3 s Lo A I ot i scion A v, v e ol ot

. . . . . regarding what to report, please refer to section 3 of this application.
NOTE: The i " ired for Sole P i Sole Pr shaps.
1. Corporations, Associations and Limited NOTE s seon e o Sl P Sl POpieoois et s
H il isted i 4 th kation | st Y
Liability Company (LLC) B i i e e s

O NO = skip to section 4

[ ] | n d |CO te leg G l b U Sl n eSS n G m e O n d Tl N O S It b Lﬁn:;?;:km&:x;mmeﬁleﬁmrhmen it occurred, and the federal or state agency or the court/
a p p eqgars on t h e | R S d ocumen t NOTE: To satisfy the reporting requirement, section 442 must be filled cut in its entirety, and all applicable

atachments must be included.

2. Final Adverse Legal Action History o THALADVERSE LecaL Ao =

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

Y SoVemnent NGSMT | ~

SERVICES



Section 4: Business Information

F. Individual/Organization/Grou T —
Receiving the Reassigned B oty

Medicare Benefits) form has been discontinued.
1 Complete this section if you ane
1. An individual practiticner reassigning your right to bill the Medicare program and receive Madicare
payments for some or all of the services you render to Medicare beneficiaries, terminating a currently
established reassignment of benefits, making a change in reassignment of Medicare benefit information;
o

™

An organization/group accepting a new reassignment of Medicare benefits from the individual

. . . . . .
practitiones identified in section 2A, terminating a currently established reassignment of benefits from
. the individual practitioner identified in section 24, or making a change in resssignment of Medicare
benefit information, between the arganizationigroup and the individual practitioner identified in
section 24

. . D ol .
Reassianed Benefits |dentification e e by b S,y vl e odin
Administrative Contractor (MAC) of any future changes to this reassignment in accordance with 42 CFR
section 424 516(d)(2).
Both the individual practitioner and the eligible organizationigroup must be curmently enrolied {or
[ ] Le G N G ' ' I e concurrently enselling via submission of the CMS-8558 for the eligible erganizationigroup and the CMS-8551
for the individual practitioner) in the Medicare program before the reassignment can take effect.
1 you reassign benafits to more than one organization’group, copy and complete this page 25 NECESEary.
° f f N O r E | N MOTE: Revalidation applications must list all active reassignments.
1. Individual Practiti iwing R igned Benefits identification
. . . . Provide the information below for the individual to whom benefits are being reassigned, or a reassignment
is being terminated. H the individuals initial enroliment application is being submitted concurrently with this
r O I l | Z O I O I I ro l | e‘ e I V I I I reassignmant, write "pending® in the Medicare identification number blodk. The individuals name as reported
. tor the Social Security Administration must be the same as reported on the individual's CMS-8551 when the

individual anrolied, If the individual is a sole proprietor with an Employes Kantification Number (EIN), chetk

Reassigned Benefits Identification . grags el PN

T Mame Widdie intal | Last Mame. - 5 D, e
.
e | eqgal Business Name Dot ey e 5 5 e i i~ e oo 028 i i i ¥
applicable)
° I | N Wiedcare Henailration Humbetr IPTAN) 01 hsued) [National Proveder Merifies NPT
2. Organization/Group iving Reassigned Benefits identi

Prowide the infermation belew for the organizationigroup to which benefits are being reassigned, or a

. .
(] N Ote. A l l re O SS I n m e n t O Ct | O n S reassignment is being terminated. if the organization/group's initial enrollment application is being submitted
concurrently with this reassignment application, write “pending” in the Medicare identification number blodk.
® The organizationdgroup’s name & reported to the IRS must be the same as reported on the organization
group's CMS-B558 when it ensolled.

should be reported via the CMS- A e Bt
8 5 5 | T Wen 3 Ao bt (TIN) Wheccart Iderlation Numiber FTA) (1 hasrd) [Hatonal Froveder kaenties (WP

e [T
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Section 15: Certification Statement and

Sighature

A. Certification Statement S G S A A

As an individual practitioner, you are the only person who 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 enrsliment

M M in the Medicare program. Review these requirements carefully.
. e I ‘ O re re l ’ I re I I l e I I S By signing this Certification Statement, you agree to adhere to all of the requirements listed therein and
acknowledge that you may be denied entry inte or have your billing privileges revoked from the Medicare
program if any requirements are not met.

M Title XVIll of the Social Security Act prohibits payment for services provided by an individual practitioner to be
rOV I e rS m U S t m e e t O n 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
C.FR. 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,
I I l O I n to I n I n O rd e r to b I l l 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 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
e I ‘ O re language only applies if the application is i to ish, change or i a i of
benefi

its.

A. CERTIFICATION STATEMENT

. .
. “Y¥ou MUST sign and date the certification statement belew in order to be enrolled in the Medicare program. In
S I I l I I l e O r I I l e doing so, you are attesting to meeting and maintaining the Medicare requirements stated below.
’ Under the penalty of perjury, I, the il certify to the i
1. | have read the contents of this application, and the information contained herein is true, correct, and

M M M M complete. If | become aware that any information in this application is not true, correct or complete, | agree
I n I V I U O p rOV I e r O g re e S to to notify my designated Medicare Administrative Contractor of this fact in accordance with the time frames
established in 42 C.FR. section 424.516.
. | authorize the Medicare Administrative Contractor to verify the information contained herein. | agree
d h L4 o notify the Medicare Administrative Contracter of any change in practice loecation, final adverse
O e re to t e re q U I re m e n tS legal action, or any other changes to the informatien in this form in accordance with the timeframes
established in 42 C.FR. 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.
I S e I d that any ission, misrepr tation, 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.

[

w

FS

. | 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 Contracter. | 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.5.C. section 1395nn (section 1877 of the Social Security Act))

Ll

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.

CMEBSS (0523 2
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Section 15: Certification Statement and

Sighature

A. Certification Statement (continue)
B. Si gnature an d Date e ekt propan, o o ecouped oy WSar oo e w6 of e Pt

7. lunderstand that the Medicare identification number (PTAN) issued to me can only be used by me or by

SECTION 15: CERTIFICATION STATEMENT AND SIGNATURE (Continued)

2 Medicare enrolled provider or supplier te whom | have reassigned my benefits under current Medicare

* Signed only by the Individual provider eindrs el s s e o

8. 1will nat knawingly présent of cause 1o be prewented a false of fraudulent claim for payment by Medicare
and will not submit dakms with deliberate ignorance or reckless disregard of their truth or falsity

C. Delegated or Authorized Official of

Individual/Organization/Grovp | =S e pemree -
Certification Statement and Signature T e R [

* Sign and date for reassignment of benefits P ———

€, DELEGATED OR AUTHORIZED OFFICIAL OF INDIVIDU AL/ O ey =
STATEMENT AND SIGNATURE Rea ssignme nt
Py N Only complete this section if you are a Delegatediduthorized Officiar un an Lrgaricasms Uy @
ote individual practitioner receiving reassigned benefits and are accepting a new reassignment of Medicare
benefits, taminaring A reassugnment of Medicane benefits, or rl\-dking a cham_pe in -c.mignrr\ent of Medicare
benefit inf in Section 4F, be en yourself and the individual praciitioner lnted in Section 2A.

* Must be original signature in ink P s g g it b e e

byt me andior the srganizaten/group 1o Kability under civil and crimanal laws,

* Stamped signatures are not acceptable R e [ e [ e [

Debegated oo Authorized Ofiiars Sagnatare (First, Midle, Last Name. b 3. MO #ic) |Date Sgned (mavesvyry)

* Reo SSlg n ment In crder to process this application it MUST be signed and dated.

* Addreassignment: B and C signatures are
required

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

Yy notional NGSMT | «
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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

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

* Final adverse legal action documentation and resolution

Y S8Vehment NGSMGT | -



Process After Submission



After Submission

* Contact person on application will receive by email

* Acknowledgement Notice

 Add to safe sender list
* customerservice-donotreply@cms.hhs.gov
e NGS-PE-Communications@elevancehealth.com

* Development requests for additional information

* Respond within 30 days

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

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

Y SoVemnent NGSMT |
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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

ibe mail Updates  Part B Provider in Connecticut (JK) «

o}

Resources > Tools Le |

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)

=n
m gg\t/ieolpnar#\ent : NGS Mﬁ | 56
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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

Contact Information and Resources



Online

Account Self-Service Features

N

national
government

SERVICES

Welcome to the Medicare Provider Enroliment, C

d Ownership 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 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

)

Forgot Password?i3
Forgot User ID?2
Manage/Update User ProfilelD

Who Should | Call? [PDF, 155KB] @32 - 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 i3 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
enroliment flexibilities related to COVID-19, please visit the
CMS website [PDF] &3

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 applicationd3 - Access the PECOS E-
Signature website using your identifying information, email
address, and unique PIN to electronically sign your
application.

NGSMGT | =



Contact Information

For Assistance With Contact Contact Information

* Changing an NPPES password

« Establishing a new user ID and Phone: 800-465-3203

TTY: 800-692-2326

password for NPPES NPl Enumerator .
_ Email:
* Questions related to the NP : .
. customerservice@npienumerator.com
application

* Errors encountered while

. . . Phone: 866-484-8049
accessing or entering information

TTY: 866-523-4759

in PECOS EUS Help Desk . .
P Email: EUSSupport@cagi.com
* Forgotten PECOS user IDs and )
Live Chat: https://eus.custhelp.com/
passwords

MY 5e8onal et NGSMT | =
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mailto:customerservice@npienumerator.com
mailto:EUSSupport@cgi.com
https://eus.custhelp.com/

NGS Website

ContactUs NGSConnex Subscribe for Emoil Updates  Part A Provider in Connecticut (JK ) «

m national HOME EDUCATION v+ RESOURCES + EVENTS ENROLLMENT APPS w Q
government

SERVICES

Mailing Addresses Provider Enrollment

Far ADRs, claims, EDI, FOIA, medical policy,

enrollment, or other inquiries.

Yy notional NGSMT | «
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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 | 61
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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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