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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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Today’s Presenters p oG

e Provider Outreach and Education Consultants
e Susan Stafford PMP, COA, AMR
 Laura Brown, CPC
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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 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)

Y Dotional NGSMT |
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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

e Provider Enrollment: Announcement About Medicare Participation for
Calendar Year 2025

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

. Physmqn 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 Gevemanent NGSMT | =



Electronic Application:
Provider Enrollment Chain and
Ownership System
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Medicare Enrolime

for Providers and Suppliers

Welcome to the Medicare Provider Enrollment, Chain, and 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 enrollment infermation.

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

USER LOGIN

Please use your 1&A (ldentify & Access Management
System) user ID and password o log in.

* User ID

L ]

* Password

Forgot Password? 2

Forgot User ID?E3

Manage/Update User Profiled

‘Who Should | Call? [PDF, 155KE] 31 - CM3 Provider
Enrollment Assistance Guide

BECOME A REGISTERED USER

‘You may register for a user account if you are: an Individual
Praciitioner, 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

Note: 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 submitted within the last 90 days.

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

iew the list of Providers and Suppliers [PDF, 94KB] 2 who
are required to pay an applicaticn fee.

E-Sign your PECOS applicafionf3 - Access the PECOS E-
Signature website using your idenfifying information, email
address, and unique PIN fo electronically sign your
application.

ge to Login

Provider & Supplier Resources

o CMS goviPovidens I3 - Secton of e CME gov
wesaie thai o desigead io provide Medicans
i plleril ivdoarnalion lon provideds phySiZiafd, hid-
physician practdoners, and other supplers

Pora et ik

so Sand Ll B - Chissk 18 wee i o
have been sent 2 nobce o revabdale your
information on e veth Medc e

Enrcilmen] Checkists (O - Rewiew checidals of
mfarmation needed o compiele an applcation for
wanout piovader and suppher byped

Ondenng, Cevifying, or Prescrbing Pracibonans Lisl
B - Vs B Ovtliniing. Caitifying, &f Praicaitang
Praciloners List 1o verfy sigibdy 0 I08F of CEvty
imms or senaces 1o Mecicars banaficiarns

o Dol g Habwori® (MLN) O - Halghd
aricles and hulorials about changes in Medcare

arroiran

are Loamis

Ordenng, Cenying, or Prascribing Information [PDF
1 BAME] £ - Leam aboul the Oindering. Certdying, or
Preserbing sniclisn! process

EnroBiment Tularials

Initial Enroliment:
Eleptry Hlep domonshabion of an indial ereoliment applicaben e PECOS
Indrridu il Providet (3 & Ciganis i =]

& Chamge of Infeamatssn:
Siep-by-slep demonsiraiion of kaw b updale o change informaton for s exisSng earcimenl siready on e with CHES.
Indridual Provider 2 or Drganzaton/Supphes D

Hevalidation:
Slap-by-wep damoaulnlion of Bow 1o subml your v akd ion spphcaian siing FECOS
Indridual Provider [ of OiganzatonSupphes

Deactivated:
Exampie of hosy to deacirade an existing enrolmend record
Indredual Provider £

Resctivation:
SHep-by D JEMEASEELAN of B 1) 18-80108 BESEd oh enrelmant nfommatan That ake sy &isls in FECOS
CopanizationSuppler £

Adding a Practice Location [DMEPOE Only):
Demosairabon of how 1o B33 & new poactics lecalion ior DMEPOS supplier wha is albeady snnolied with CMS
DOME Suppler

NGSMGT | -


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

NGSMGT | -



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 ngtig'!':‘dr‘l‘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) NPI: -
@

Organizations

Name: Tv:
NEXT PAGE B
B CANCEL |
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Healthcare Services Rendered

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

* Please select the option that best represents the healhcare service rendered for this

applicabon (' Individual Physician or Non-Physician Practitioner (including Sole Owner of a
I::ﬁluii?nal Provider (¢.g.. Hospital, Skilled Hursing Facility, Hospice, Home Health > Professional Association (PA), Professional Corporation (PC), or Limited Liability
ency r

Corporation (LLC))

Clinics/Group Practices and Cenain Other Suppliers (&9, Ambulang
Clinic. Independent Diagnostic Testng Facility, Sole Cwngr ofessional
Association (PA), Professional Corperalion (PC)L d Liability Corporation (LLC)

Durabile Madicare Equipme fics, Orthotics, and Supplies (DMEPOS)

&5 Prevention Program Supplier (MODPP)

Individual Physician or Non-Physician Practitioner (incleding Sole Ovwner of 2
Professional Association (PA), Professional Corporation (PC), or Limilled Liability
Corporation (LLC))

Eligible Ordering, Cerdifying, and Prescribing Physicians, and Ofher Eligible
Professionals

Hote: Select this option only if any of the following applies to the applicant:

1. The applicant, or any organization emplaying the applhcand, will nol send claims 1o a
Medicare contracior for any serice fumished by the applicant

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

@ CANCEL
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Applicant Description

Application Questionnaire

Sole Owner of a PA, PC or LLC
[*] Red asterich indicates a reguired field

Applicant Description « You are the only owner of a businass, set up as a corporation, through which you
give healthcare senvices

Plassa resd Ehrough all the descripbons snd then chooss the one that bast maiches

Fil Bt

“lam apphyng ol &

T Sobe Owner of a PA, PC or LLC

= Youw are the only owner of 8 Busingss. s6iup A4 & COMpOration, Throwgh wiech
Fou ghve PRaERCare FeNVIDRE

« Your business is lagally separate from your personal assels.

\

- Self-Employed/ Sole Proprietor

« You give sif your healthcare services from a facility that you own, lease or rent.
= 'four DUSNGeSS is egaly separate from your personal BE5ENE

Seli-EmployediSoie Proprietor — « ‘You are the only owner of a business that gives healthcare services,
* You give all your heslhcans services from o faciity that you cam, lesse or rent « ‘You and your business are legally one and the same. You are personally responsible
= ‘Y'ou are the only owner of 8 business that gives healthcare services for any of the business's financial obligations
= Vou and your bushess are epaly one and the same. Vou Bre personally : h @
responsibie lor smy of he BUSINESE'S inancisl oBBgaLions « ‘fou report the business's income and losses on your personal tax return.

= You report the business's income snd losses on your parsonsl e retum
} Group Member Only -
* 'You give all your healthcane cervices Bt 80 empicyes of B group pracHon o - Group Member Gﬂly

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

\

= Yioug hanel 80 SrEngRment with your empioyer i sand in Medicare clams snd
Get paid for The services you Rave gen « You have an arrangement with your employer to send in Medicare claims and get

Group Member and is Sl Employed paid for the services you have given.
= Yo give $ame BeaRhoane SENADES &5 BN empioyes of B proup pracioe o clinie

= Yiou have 8N SITEngement with your employer 1 send in Medicare clams snd
et paid for the services you Rave ghven

You also give some healthcare services from a facility that you own. lease or
2 4

= Tha incoma you make through setl-employment is part of your personal sssats
. Disregarded Entity
= 'You are the only ownes of B business. 38iup &3 B comporation, throwgh which
¥ou ghve heancans Senvices.

= You and pour busnsss sne consisensd 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 Namg:-
(PiZ), professional association (PA) or a limited liakility company (LLC). Last Name:
Social Security Number (55N )z 3OO0 303000
« Practitioner is a sole-owner of a business that is legally separate and distinct from the Date of Birth: 01/012005X
OWNET.
« The medicare services provided by the business are by the sole-owner or other
practifioners reassigned (as employees or as contractors) fo the business.
(@ PREVIOUS PAGE | [ nExT PAGE D)
& cANnCEL |
(8 PREVIOUS PAGE | NEXT PAGE B
— Application Questionnaire
B cANCEL il
(*) Red asterisk indicates a required field.
State/Territory Where Healthcare Services Rendered
Please 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.
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 owner of the PA/PC/LLC)
® Part B Physician Specialties

Select Physician Specialty v

~ Part B Non-physician Specialties

| @ PREVIOUS PAGE | | NEXT PAGE @)

@ CANCEL

v | Select Physician Specialty -

national
government

SERVICES

ADDICTION MEDICINE
ADULT CONGENITAL HEART DISEASE (ACHD)

ADVANCED HEART FAILURE AND TRANSPLANT CARDIOLOGY
ALLERGYIMMUNOLOGY

ANESTHESIOLOGY

CARDIAC ELECTROPHYSIOLOGY

CARDIAC SURGERY

CARDIOVASCULAR DISEASE (CARDIOLDGY)

CHIROPRACTIC

COLORECTAL SURGERY (PROCTOLOGY)

CRITICAL CARE (INTEMNSIVISTS)

DENTAL ANESTHESIOLOGY

DENTAL PUBLIC HEALTH

DENTIST

DERMATOLOGY

DIAGMNOSTIC RADIOLOGY

EMERGENCY MEDICINE

ENDOCRINOLOGY

ENDODOMNTICS v

NGSMGT | ~



Sole Owner Questionnaire

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

{*) Red asterisk indicates a required field. IHS Provider
Primary Medicare Services Rendered * s the applicant an Indian Health Service (IHS) facility?
) Yes
Mote: A separate application is required for each primary healthcare gervice rendered. O N
s}
* Please select the primary Medicare Services rendered by the applicant (ie.,
supplier type of the PA/PC/LLS).
® partB Supplier Services (@ = s pace ) (wexT Pace @)
B cAaNCEL
[ CLINIC/GROUFP PRACTICE el —
Application Questionnaire
{*) Red asterisk indicates a required field.
Business ldentification Information
Please provide the incorporated business’ identification information, which is issued by the
Internal Revenue Semvice (IRS).
(6 PREVIOUS PAGE | | NEXT PacE @)

* Legal Business Name

B cANCEL | |

* Tax Identification Number [TIN)
|

FH-HR B HHK

(8 PREVIOUS PAGE | [ NEXT PAGE D)

B caNceEL
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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 1D: NI

PaclD:

R
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 Applicalion being edited:
View Application being edited

Topics

The data required for this enrcllment application is 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.

Thig application is collecting the following topics:

This application is collecting the following topics:

Completed

NiA

Note:

Topics

Personal ldentifying Information Bmore information about Personal
Identifying Infoermation

Supplier Type B more information about Supplier Type

PAPCILLE Information  EBmare information about PAIPCILLG
Information

Practitioner Specialty B more information about Practiioner Specialty

PAR Status Information B more information about PAR Status
Information

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 B more 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 information about
License and Cerlification Information

Final Adverse Legal Actions  Bmore information about Final Adverse
Legal Actions

Individual Control  Blmore information abeut Individual Centrol

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

Billing Agency/Agent Brore inf tion about Billing Ag Agent

Contact Person  Bmore information about Contact Person

Electronic Funds Transfer B mare information about Electronic Funds
Transfer

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

« Once you have completed all the topics and ne errors are present, the ‘Begin
Submission' button will be enabled. You may review errors at any time by clicking the
'Ermror Check' fab. Clicking 'Begin Submission’ will initiate the Submission Process.

BEGIN SUBMISSION @

NEXT PAGE @

NGSM

=S5

U

|23



Sole Proprietor Questionnaire



Sole Proprietor Questionnaire

Application Questionnaire

Applicant Identification Information

First Name: [

Last Name:
Social Security Number [ SSN): 303000
Date of Birth: 01/01500KX

(@ Prewous e )

@ 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/Temitory w |

(@ s pace )

@ 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 asterigk indicates a required field. s . .
) 4 (*} Red asterisk indicates a required field.

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

instead of the applicant's SSM7? (to qualify for thiz payment arrangement, the applicant * |z 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 paymenis?
Yes - Yes
No )
No

* Employer Identification Number (EIN)

FR-RR AR

(8 PREVIOUS PAGE | [ NEXT PAGE BB

Ownership Information

* Effective Date of Ownership

@ cANCEL |

MRVDDY Y

* Telephone x Extension
I | x|

Mo Format Required

(8 PREVIOUS PAGE | NEXT PAGE (B

B CANCEL

Y §8vehment NGSM®G | ~
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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:

hew Aophcation beng ed

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 enroliment 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 enrollment
process by clicking the View and Print button below.

This application is collecting the following topics:

Completed Topics

Personal ldentifying Information B mare information about Personal
Identifying Information

Practitioner Specialty B nore information about Practitioner Specialty

PAR Status Information Emore information about PAR Stalus
Information

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

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

Mailing Address =mme information about Mailing Address

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

Final Adverse Legal Actions Bmore infarmation about Final Adverse
Legal Actions

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

Patient Records Storage Location mura information about Patient
Records Storage Location

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

Electronic Funds Transfer Emore information about Electronic Funds
Transfer

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

Note:

« 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 (@

NGSMGT | =
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Group Member Questionnaire

Application Questionnaire

Applicant Identification Information

First Name: [

Last Name:
Social Security Number [ SSN): 303000
Date of Birth: 01/01500KX

(@ Prewous e )

@ 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/Temitory w |

(@ s pace )

@ CANCEL
—

Y §8vehment NGSM®G |
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Sole Owner Questionnaire

Application Questionnaire
_ . . EERAS R R S I SelectPhysicanSpecialty |
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
'- ALLERGY/IMMUNOLOGY
* Please select the primary Medicare Services rendered by the applicant (ie., individual el L
practitioner who is the sole owner of the PA/PC/LLC) Ve CARDIAC ELECTROPHYSIOLOGY
P CARDIAC SURGERY
® Part B Physician Specialties o CARDIOVASCULAR DISEASE (CARDIOLOGY)
b CHIROPRACTIC
elect Physician Specialty v COLORECTAL SURGERY (PROCTOLOGY)
CRITICAL CARE (INTENSIVISTS)
' Part B Non-physician Specialties DENTAL ANESTHESIOLOGY
DENTAL PUBLIC HEALTH
= s Sp v DENTIST
DERMATOLOGY
DIAGNOSTIC RADIOLOGY
EMERGENCY MEDICINE
ENDOCRINOLOGY
ENDODONTICS Y
(@ PREVIOUS PAGE | [ NExT PAGE @)
@ CANCEL |

Y eVemment NGSMGT | =
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Group Member Questionnaire

Application Questionnaire

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

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

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

* Would you like fo continue?

' Yes

' No

| @ PREVIOUS PAGE | [ NEXT PAGE @]

B CANCEL

m ggygr%%ent N GS Mﬁ 33
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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 D oanent @ cavcer ) NGSMS | ”
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Group Mem

= Complaied  Toplce
Fast Track View Error'Waming Check ]
Pargonal Identifying Information B imioee information abaul Personal
|dens :'.'i""-,l Indzernation
£ Practiionar Spacialty B iriore information aboul Pracstioner Specinlty
Enroliment ID:
PaclD: / Reaszlgnment B infoemnation about Re assigmenl
Véeb Tracking ID:
Individual Provider NPI: Malling Addrazs B e informatan abaul Mai ing Address
Licenes, Certification, and DEA infermation B mees informasan akaul
Reason for App"caﬁon Lice ind Certification Infermalion
Practitioner s Enrollmg In Medicarse for the Firat Time Final .I:-'-I"II varee Legal Actions B ricee information abaut Final Adverse
Lesgasd Aclmans
Reports 5 Organization Control B iruee information sthau Organizatlion Cantro
_ contact Person  Elmore mfarmation about Cantecl Person
Select the hyperink o view the Applicaton being edited:
View Application being edited & Required andior Supporting Documentation  Bmors infarmation abeul
Reguired and/or ':Jl.'li.'\'.lllll'; Drocurnentadion
Topics Nots:
_ I R ! . s Once you have completed all fe opics and no errors are presaent, the Begin
The data required for this enroliment application is grouped into topics. In order to Submission’ butlon wil 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’ lab. Clicking 'Begn Submizsian’ will mifale the Submission Pracess
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 SLUBMSSION .]
This application is collecting the following topics NEXT PAGE [

Y hotional NGSMT | =
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Error/Warning Check

| Topic view | | Fast Track view | IS ed 2 1]

Enroliment Submission

Mate: Your applcation is ready for submission with waming messages. Please review
the waming messages and select the Begin Submission button
BEGIN suBMISSION @ |

Enraliment 1D:

PaclD:

Web Tracking ID:
Individual Provider NPI:

Errors for this Enroliment
Mo Emmors were found for this enroliment application.

Warnings for this Enrollment

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

Verfication of this information is optional; the submission process may continue without
verification of this informatson.

Topic Warning

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

Reassignmant Reassignmant 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.

Y hotional 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 ]

Y hotional NGSMT | =
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Manage Signatures

Home > My Associates > My Enrollments > Eeassignment > Submission Process

{*) Red asterisk indicates a required field.

MName:

Web Tracking ID: TIN: SO0

NEW! FECOS now allows users to upload signed documents. Plesse upload your
cerification stetement|s).suthorization statement(s), and CMS5-582 forms on this page, or
after submission, by nevigating to the My Enrollments 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 ITIMN 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: Donald Duck

SEN- Role: AUTHORIZED OFFICIAL

* Signature Method for Donald Duck: Document: AUTHORIZATION STATEMENT
FOR ORGAMIZATIONS (355R)

C Electronic

2 upload

Name: [You]

SHMN: HOH-0-H000K Role: PRACTITIONER

* Signature Method for Document: CERTIFICATICN STATEMENT

FOR INDIVIDUAL FRACTITIONERS
) E-Sign (Sign Mow)
(2 Upload
Role: PRACTITIONER
Document: AUTHORIZATION STATEMENT
FOR INDIVIDUAL PRACTITIONERS (255R)

(& PREVIOUS PAGE | [(mEXT PAGE B)

m gg‘tlleo'!:‘ar‘l‘ent [ B8 RETURN TO MY ENROLLMENTS | NGS Mﬁ | 39
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Manage Signatures

Name: Donald Duck

S SNz MOOK-20-2000

* Signature Method for Donald Duck:
'8/ 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: 200203000 Document: CERTIFICATION STATEMENT
* Signature Method for Donald Duck. FOR INDIVIDUAL PRACTITIONERS
Electronic Role: PRACTITIONER
| l Upload Document: AUTHORIZATION STATEMENT
FOR INDMIDUAL PRACTITIONERS [BSER)

Note: You may upload a signature document now, prior to application submission, or after the
submission of this applcation. To upload a signature document afler submission_ or 1o change
tha signatura mathod, 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 comespending Medicare provider'supplier enroliment application

form available on the CMS website

= Signature page from the Required/Supporting Documentation topic. or fram the My
Enroliments Page select this applcation 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 |

| Choose File | Mo file chosan urLoaD @

Document: AUTHORIZATION STATEMENT FOR ORGANIZATIONS (255R)

| Choose File | Mo file chosen upLoaD @

NGSMGT | «



Complete Submission

Submission Page Required and/or Supporting Documentation Information

[.] RE‘d IiTEliEh *ﬂdkﬂrﬁi a I'E'qllil'ﬁd ﬁeld W Expand to display the Required and/or Supporting Documentaton. Checkilist for this

Medicare enrollment application submission

Medicare Contractor Documentation Requiring . oo
Signatures: MUST E-SIGN Dac ;enuﬁon Comments
or UPLOAD -
The Medicare Contracton(s) listed here would be responsible for processing your 8 Authorized Offcial View and Print [POF] ©

ertification Statement for
and Group Practices

electronic and printed application materials. If more than one contractor is listed, you
must mail copies of print documents fo each contractor listed. You must mail all
required print documents within 15 days of submitting the electronic part of your

Note: Please do not mail a

ﬂpp“ﬁﬂliﬂﬂ. signed Certification
Statement. Signature

Medicare Contractor: NATIONAL GOVERNMENT SERVICES, INC ““'“mff‘" m;:;::m'
e-signed or u

B Certification Statement View and Print [PDF] &

NATIONAL GOVERNMENT SERVICES, INC for Indrdual Practtioners
PO BOX [POF]
INDIANAPOLIS, IN

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

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

8 Form CMS-855R View and Print [PDF] ©
= A Medicare Part B pracfiboner is enrolling in the Medicare program for the first time Authorzation Statement for !

1 to bill for Part B services. A reassignment of benefits may exist. Renseignmant of Mecicany

Benefits

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

Note: Documents in PDF formal require the Adobe Acrobat Reader® 5 If you
expernience problems with POF documents, please download the latest version of the
Reader® &

(BB PREVIOUS PAGE | [ CCMPLEWE SUBMISSION i] k

@ cAvCEL |
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Submission Confirmation

MPORTANT!

Y¥our enroliment application with any wploaded documentation
has been submitted 1o your fee-lof-senvice CoORtracton.

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

You mdicated the fl:lllﬂf.ll.uﬂg documentation will be provided by
rdil paper

= Foam CMS-450, Medicare Participating Physician or Supplier
Agresrment

= Copy of IRS Form CP 575 or other official IRS communication
confirming Tax ldentification Number and Legal Business Name

Your application may be delayed or not processed il any
required,/supporting doCwmeniation 15 mising.

Lo ]

national
government

SERVICES

Submission Confirmation - Print Your Receipt

Submission Complete

You hawe successiully submimed your application! &

Remember lo:

« Make sure pll requred Bnd SUPROTHING Sacumans (el reguins B BQRatule are wgned

= Mad 8l resguired and supportmg dotwmens Lhat has nol been uploaded 1o pousr
Medicare Contracior wethm 15 days of submitting the electronic part of your
apiication. Your application 1s not complete until the Medicare Contractoe{s) recemes
the signed required documentation of your appécation in the mail

= vy revparad andon suppartesy documaniabon met uptoaded must be madled & 1o the
o for- panat COmrecios

= Yl apphsation may b delayed of nol pocessed o Ay reguinsd Bapnerting
gacuman 3hon 18 ressing

= I you are submilting an apphcabon with Electnonic Funds Transler (EFT] Information
please mclude confrmation of account mformation on bank letterhaad or a voided
chieck

+ FPnnt this page for your recomnds. Hobe: 'ou can prnt andfor save copees: of the
appiication and requred documaents for your reconds by visiting the: "Wy Ennoliments®

page

= Y wall recens a-mants aboul your appkcabon stua. Make sune fo add
il pmarsanca-e i e PR md. B G0 10 uT Sa88 Sandi hid

You hawe successlully submined your applicaEon

NGSMGT | -
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CMS-855I

L SERVICE,
N Sy

¢ WEALTy
oF &
e,

3
&

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:

NGSMGT | «

‘\ national
government
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https://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/Downloads/cms855i.pdf

N

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 SUEMITTING THIS APPLICATION

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

[ You are a new enrolles in Medicare

Complete all applicable sections

[J 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

U You are

your Medicare

Complete all applicable sections

L] You are reactivating your Medicare enroliment

Complete all applicable sections

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

Go to section 1B below

LI You are voluntarily terminating your Medicare
enrollment

Effective date of termination (mmiddfyyyy):

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

B. WHAT INFORMATION 1S 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.

[ Personal Identifying Information

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

[ Final Adverse Legal Actions

1, 2A, 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, 28, 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, 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

O Medicare Beneficiary Medical Records Storage
Address

[ Practice Location Address

1, 24, 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, 2A, 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

NS BS5I (0527)
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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 locations? ...

.OYes ONo

If yes, you must report these practice locations in section 48 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

OYes ONo

from a residency program?

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
|:| Cardiac Surgery

[ cardiovascular Disease
(Cardiology)

[ Chiropractic

[] colorectal surgery
(Proctology)

[ critical Care (Intensivists)
[] pentist

1] Dermatology

[ piagnostic Radiology
|:| Emergency Medicine
[ endocrinology

[] Family Medicine

[] Gastroenterology

I:‘ General Practice

[] General Surgery

[ Geriatric Medicine

|:| 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

|:| Internal Medicine

[ interventional Cardiclogy

I:‘ Interventional Pain
Management

[] interventional Radiology

[] Maxitiofacial surgery

[[] Medical Genetics and
Genomics

[] Medical oncology

[] Medical Toxicology

|:| Micrographic Dermatologic
Surgery

[1 nephrology

[] Neurology

[ Neuropsychiatry

[ Neurosurgery

I:‘ Nuclear Medicine

[] Obstetrics/Gynecology

[] ophthalmology

[] optometry

[ oral surgery

] orthopedic Surgery

D Osteopathic Manipulative
Medicine

[ otolaryngology

] pain Management

[ pathology

] Pediatric Medicine

D Peripheral Vascular Disease

] physical Medicine and
Rehabilitation

D Plastic and Reconstructive
Surgery

[1 podiatry

] Preventive Medicine

D Psychiatry

] puimenary Disease

[ Radiation Oncology

] Rheumatology

D Sleep Medicine

] sports Medicine

] surgical Oncology

[ Thoracic Surgery

[ undersea and Hyperbaric
Medicine

D Urology

[ vascular surgery

[ undefined Physician Spedialty
(Specify)..

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

all state laws and requirements regarding such services?

CYes ONo

CMms-8551 (053]
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Section 4: Business Information

* Check applicable box for additional
Instructions 1y domo s e e bt yom e L 7 e B

nedividual, dhick this box and only complete section 4F,

* Individual reassigning all benefits, 4F only B

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

complete setions 44 - &

* Private Practice and reassigning benefits, A PYATE PRACTCE sUSIESS mEORMATION
4A —_— 4F Business Structure Information

tdentify how your business is registered with the IRS:
1 1 1 1 CIproprietary I Non-Profit (Submit IRS Form S01(ch3) [l Disregarded Entity (Submit IRS Form 8432)
* Private practice and not reassigning e pepcs o e st
M = Professional Corporation, complete 4A1 and 4A2
b e n efl tS 4A -_ 4 E = Professional Association, complete 441 and 442
’ * Limited Liability Company (LLC), induding a single member LLC, complete 441 and 442
= Sale proprietosSale proprietorthip, complete 443

A. Private Practice Business Information 1 Corpoctos, Avodatan nd e sy Compary (L

If yeur private practite is established a4 a profesional corporation, proafestional suacistion o limited liability
company, inchuding single member LLC: and you are the sole owner and will bill Medicare through this

M M baminess entity, complete this section th information abos T yo basiness entity.
* |dentify business structure T e et e b e s et e ey ot et

practitionser 1o your busines entity,

* Sole Owner: PC, PA or LLC complete e
sections 4A1 and 4A2 B

e Sole Proprietor complete section 4A3 Bt M AT o 41 shove o0 eed iont frmsion

. . . . . regarding what to report, please refer to section 3 of this application.
NOTE: Thit section not required for Sole PraprietonSele Proprietorihaps.
1. Corporations, Associations and Limited B L e oot s s s
M M i ! f thi icatis i i iy
Liability Company (LLC) e o s oo

O NO = skip to section 4

[ ] | n d |CO ‘te leg G l b U S| n eSS n G m e O n d TI N O S |t b gdﬁnf;f;:kﬂoﬂ'at'{::mm*ﬂeﬁmm“ it octurred, and the federal of ftate agency of the U
a p p eqgars on t h e | R S d ocumen t NOTE: To satisfy the reporting requirement, section 442 must be filled out in its entirety, and all applicable

attachments must be included.

2. Final Adverse Legal Action History - FHALAOVERSE LeGAL AcTiow ACTION kG oY

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

Y §8vehment NGSM®GT | ~
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Section 4: Business Information

. Individual/Organization/Gro S T
up Receiving the Reassigned e

Complete this section if you ane:

.
1. An individual practitioner reassigning your right to bill the Medicare program and recelve Medicare
payments for some or all of the services you render to Medicare beneficiaries, terminating a currently
established reassignment of benefits, making a dhange in reassigament of Medicare benefit infermation;

or

An arganization)
practitioner identified in section 2A, terminating a currently established reassignment of benefits from

. . . .
the imdividual practitioner identified in section 24, or making a change in reassignment of Medicare
. benefit information, between the organizatien/greup and the individual practitioner identified in

section 2A.

The individual or delegatediauthorized otficial, by hivher signature, agrees to notify the Medicare

. . . .
Administrative Contractor {(MAC) of any future changes to this reassignment in acoordance with 42 CFR
section 424 518{d0(2).

Both the individual practitioner and the eligible organization/group must be curmently enrolled {or

oup accepting & new reasignment of Medicare benefits from the individual

. . . concurrently endoelling via submisiion of the CMS-BS5E for the eligible organizationigroup and the CMS-B551
| e n t I I CO t I O n for the individual practitioner) in the Medicare program before the reassignment can take effect.
1 you reassign benefits to more than one organizationigroup, copy and complete this page a5 NECessary

NOTE: Revalidation applications must list all active reassignments.
) I_e O l N G m e 1. Individual it Receiving Ri igned Benefits identification

g Prowide the information below for the individual to whom benefits are being resstigned, or a reastignment

is being terminated. If the individual's initial enroliment application is being submitted concurrently with this

reassignmant, write "pending® in the Medicare identification number block. Tha individual’s nama as reported

° to the Social Security Administration must be the same as reported on the individual's CMS-8551 when the
O r individual gnrclled, If the individual is a sale proprietor with an Employes entification Number (EIN), chack
the appropriste box and report the EIN.
IChange [ladd  UlTerminate Effective Date (mmiddiyyyy):

2.0rganization/Group Receiving el

] Sexcial Securiny hrumiser {S34) L8 rumier below i appleatie) 0] Emplopes ideenification Number [E8) (Lt fumbser beiow o
apphiable)

Reassighed Benefits SN B—
ldentification g ol

Prowvide the information below for the arganizationigroup 1o which benefits are being reassigned, or a
reasignment is being erminated. If the arganization/group's initial enrollment application is being submitted
concurrently with this reassignment application, write “pending” in the Medicare identification number blodk.

.
° |_e qQ |_ B usiness N ame s Srpialitlondarais Fas o F4E APt 15 th 1S et b et e B rapcstied 0 the SAGURIEMIECY
group’s OMS-B558 when it enrolled.

Clchangs [DAdd [ Terminate Effective Date [ Yk -

e TIN S A

Tan ienbdRation Hamber (TIN] ‘I-er Toerirtu iion Wb FEAM] (1 Rvord] | N omal Proveder ident fiee (NPY

[T "
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Section 15: Certification Statement and

Sighature

A. Certification Statement S T A ST

As an individual practitioner, you are the only person whe 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 te 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.

M Title XVIIl 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

M M M M signature(s) below authorize the reassignment of benefits, or the termination of a reassignment of benefits,
I I l O I I l O I I I I I l O r e r O I 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

. .
. “You MUST sign and date the certification statement below 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 undersigned, certify to the followi
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 CER. section 424.516.

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

h L4 to notify the Medicare Administrative Contracter of any change in practice location, final adverse

O ( j e re to t e re U I re m e n tS legal action, or any other changes to the information in this form in accordance with the timeframes
established in 42 CER. 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, P 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 induding, but not limited to, the denial or revocation of Medicare billing privileges, and/
or the imposition of fines, civil damages, and/or imprisonment.

[

w

'y

| 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 US.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.

NS BSSI (0527) n
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Section 15: Certification Statement and

Sighature

A. Certification Statement (continue)
B. Signature and Date S e ey

7. 1 understand that the Medicare identification number (PTAN) issued to me can only be used by me or by

SECTION 15: CERTIFICATION STATEMENT AND SIGNATURE (Continued)

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

* Signed only by the Individual provider eaintrshen bl fr s ecred oy

8. 1will not knawingly present of cauie 16 be presented a false or fraudulent claim for payment by Medicare
and will not submit claims with deliberate ignorance or reckless disregard of their truth or falsity.

C. Delegated or Authorized Official of

Individual/Organization/Grovp | Z=E == e
Certification Statement and Signature e [

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

C. DELEGATED OR AUTHORIZED OFFICIAL OF INDIVIDUAL/ O M =
STATEMENT AND SIGNATURE Rea ssignme nt
Py N Only complete this section if you are a Delegatedifuthorized Officiar un ain tegarnzatmming oup & an
ote individual practitioner receiving reassigned benefits and are accepting a new reassignment of Medicare
benefits, ter minaring A reassugnment of Medicare benefits, or m-aking a change in -c.mignment of Medicare
benefit information in Section 4F, between yourself and the individual practitioner listed in Section 2A,

* Must be original signature in ink iy P o, i oty ey e ke fetn & et e

wibpect me andfor the organizaticn'group 1o Kability under civil and crimdnal laws,

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

Debegated or Authorized OFF iiars Sagnatare (First, Middle. Last Name. b 3. MO #ic) |Date Sgned (mmvesvyry)

* 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

Y hotional 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 S8Vehnent NGSMT | -



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 §8vehment NGSMG | =
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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) «

RESOURCES « EVENTS ENROLLMENT APPS = Q

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 ggygr%%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 E

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 I&A (Identity & Access Management
System) user ID and password to log in.

“ User D

* Password

Forgot Password?i3
Forgot User ID?3
Manage/Update User ProfilelD

Who Should | Call? [PDF, 155KB] &2 - 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 (31 - 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] 22

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

View the list of Providers and Suppliers [PDF, 94KB] &322 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.

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 NPI : .
. customerservice@npienumerator.com
application

* Errors encountered while

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

TTY: 866-523-4759

. ::nolegt?eSn PECOS user IDs and oS el Besk Email: EUSSupport@cgi.com
9 Live Chat: https://eus.custhelp.com/
passwords

MY Seonstne NGSMT | =


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.

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

Connect with
us on social
,, 1 media

N

nationg)
‘Ab\lelm!nm\ -
Veriiay B o—

Home About Posts Jobs People

Course <
o Images Videos Articles Advense Beneliclary Natice of Nencoverage

National fcwammant Services (..

Listen 10 our Newest Navigating Medicare: Home Health
and Hospice Insights for Providers B MO

©

ah @ edicareuniversitylitmos.com s

u YouTube Channel wma® Medicare Universit LinkedIn
Educational Videos U Self-paced online learning , Educational Content

Y Savemnent NGSMGT | =
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http://www.youtube.com/ngsmedicare
https://ngsmedicareuniversity.litmos.com/
https://www.linkedin.com/company/ngsmedicare

national
u government

SERVICES

Find us online

Log into NGSConnex

elf-service portal to obtain beneficiary

NGSCanney, is your free, secu

eligibiliny claim stanes & more.. saving you time and money

o4 ths Madicare Frovider

NGSConnex

Web portal for claim information

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

@‘ IVR System .v‘ 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/
https://www.ngsmedicare.com/web/ngs/contact-details?artid=248111&artfid=248052&lob=93617&state=97256&rgion=93623
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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