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Selecting Atypical Individual Enrollment Type

B Select the Atypical Individual Enrollment Type if the provider being
enrolled is an individual or sole proprietor operating his/her own
health care service and does not have an NPI.

B These providers include:

7] Community Care Foster Family Homes (CCFFH)
] Expanded-Adult Residential Care Home (E-ARCH)
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Provider Enrollment Application Selection

evoBrEx" ¢ Pproviders >

EE Provider Enroliment

Mew Enrollment Enroll As A Mew Provider

Track Application Track Existing Provider Application

» If you are a new Hawaii Medicaid provider, you will select ‘New Enrollment.’

» If you are an existing Hawaii Medicaid provider and have a Med-QUEST
Provider ID number, you should have received a letter with your application ID
number, you will select ‘Track Application’ and input your application ID
number on the next page and proceed to Slide 5 of this instructional slide deck.
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Select the Atyplcal Individual Enrollment Button

eVOBr!)(‘ < My Inbox~ Admin~ Prov

I Note Pad @ External Links “r My Favorites v & Print

> Myinbox > New Enroliment

i Enroliment Type
Select the Applicable Enroliment Type

() Individuali Sole Proprietor

(") Regular Individual/Sole Proprietor or Rendering/Servicing Provider
(") Group Practice (Corporation, Partnership, LLC, etc.)
(O Facility/Agency/Organization (FAO-Hospital, Nursing Facility, Various Entities)
() ContractorfMCO

(") Managed Care Organization

(@) Individual (Community Care Foster Family Home CCFFH)

() Agency (Adult Day Health, DD/ID, Home Help/Personal Care Agency, Transportation Company etc.)

To find out which enrollment type your provider type is categorized as, please visit
the HOKU webpage at: medquest.hawaii.gov/HOKU. Click on the ‘Resources’ tab.

Select the link: ‘HOKU Waves and Provider Enroliment Type’
The term Atypical is used for individuals or agencies that are not required and do
not have an NPI.

© Submit

Server Time: 02/26/2020 01:12:19 MST

Page ID: pgNewEnroliBasicStep{Provider} Environment: HI_SYSTST R10c-1.1
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Step 1: Provide Basic Information

Help

Basic Information: Enter required fields and click Finish button.

Basic Information

First Name:

Last Name:

Suffix:

SSN:

Date of Birth:

W9 Information

W9 Entity Type:

Profit Status:

Home Address

Address Line 1:

Address Line 3:

State/Province:

Country:

Page ID: digAddBasicinformation Step1(Provider)

Middle Initial:
*
Gender:
®
B | * Applicant Type:

ﬂ e W9 Entity Type (If Other):

ﬂ*

Please ensure you are providing the home address of this provider. Failure to do so may result in this application/medification being denied.

ATTENTION: Address Submission only requires Address Line 1 and Zip Code, then click the VALIDATE ADDRESS button. Once clicked, the
remaining address fields will be populated and validated by the USPS. If Address Line 1 and Zip Code combination is not valid, an eror will be
returned.

*

(Enter Street Address or PO Box Only)

City/Town:
ﬂ & County:
UNITED STATES ﬂ c Zip Code:

Address Line 2:

Atypical Rendering/Servicing

OTHER

OTHER

-~
]|
s
~
S
[
€ Validate Address
] View Screening Resull | | o Finish || @ Cancel
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Application ID N

Application 1D: 20200226118723 Name: Individual Miranda

#  Basic Information

You have successfully completed the basic information on the Enrollment Application.
Your Application ID is: 20200226119723

Please make note of this Application ID. This is the number you will be required

to use to track the status of your enroliment application. Without this number,

you will not be able to access your application and your information will be deleted.

Please make sure to complete your application and submit it for State Review within 30
calendar days OR your application will be deleted.

Page ID: digAddBasicinformationStep3({Provider)
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Enrollment Steps

N
eVOBrEX'" < My Inbox~ Admin~ Provider~ >
’ 3 - Note Pad @ External Links ~ % My Favorites ~
» Myinbox > Mew E » Alypical ivi Enrollment
Application 1D: 20200226119723 Name: Individual, Miranda
Enroll Provider - Atypical Individual ~
Business Process Wizard - Provider Enroliment (Atypical Individual). Click on the Step # under the Step Column.
Step Required Start Date End Date Status Step Remark
Step 1: Provider Basic Information Regquired 027262020 02726/2020 Complete
Step 2: Add Locations Required Incomplete
Step 3: Add Correspondence Address Required Incomplete
Step 4: Add Provider Type/Specialfies/Subspecialiies Regquired Incomplete
Step 5: Associate Billing Provider/Other Associations Optional Incomplete
Siep 6: Add License/Cerification/Cther Optional Incomplete
Step 7: Add Additional Information Optional Incomplete
Step 8: Add Provider Controlling Inferest/Ownership Details Required Incomplete
Step 9: Add Taxonomy Details Optional Incomplete
Step 10: Upload Documents Optional Incomplete
Step 11: Complete Enrollment Checklist Regquired Incomplete
Step 12: Submit Enrollment Application for Approval Required Incomplete
View Page: | 1 Q@ co B Page Count | (i SaveToXLS Viewing Page: 1 <€ First € Prev ¥ Next » Last

Page ID: pgBPWALy) lindStart(Prov HI_SYSTST R1 L Server Time: 02/26/2020 01:19:10 MST
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___Step 2: Add Locations

eVOBrEX'" < My Inbox~ Admin~ Provider~
F 3 = i Note Pad
» Myinbox > Mew E » Alypical Enrollment

Application 1D: 20200226119723 Name: Individual, Miranda
ﬂy' to address is required for Primary Practice Location. To Add/Modify Pay to address, click on Primary Practice Location hyperlink

i Locations List

Filter By ﬂ ®co
Doing Buginess As Location Type Location Details
AY AT AT
O

No Records Found !

Page ID: pglLocationListFerEndmni{Provider)

Environment HI_SYSTST R10c-1.1

@ External Links ~

>
& My Favorites v = Print © Help
A
[ save Filters ¥ My Filters™
End Date
AY

Server Time: 02/26/2020 01:20:16 MST
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Help

Application ID: 20200226119723

= Add Provider Location

Add Primary Practice Address

Name: Individual, Miranda

Location Type: | Primary Practice Location j *

Doing Business As:

End Date:

If a department or drawer number is required enter the information in line TWO. (For example: DEPT 222 or DEPARTMENT 222, DRAWR 1111 or DRAWER 1111) If an attention line is
required, please enter the information in Line THREE. (For example: ATTN: Billing Dept.)

ATTENTION: Address Submission only requires Address Line 1 and Zip Code, then click the VALIDATE ADDRESS button. Once clicked, the

remaining address fields will be populated and validated by the USPS. If Address Line 1 and Zip Code combination is not valid, an error will be
returned.

Bt

Address Line 1: * Address Line 2:
(Enter Street Address or PO Box Only)
Address Line 3: City/Town: | OTHER ﬂ *
State/Province: |OTHER ﬂ < County: |OTHER ﬂ
Country: |UNITEDSTATES — |w* Zip Code: - © valinate Address
Web Page:
Please enter the hours your office is open for each day. If you are closed on a given day select "Closed” in the "Open At" drop down.
Day: Open At: AN/PM Close At: AMPM Day: Open At: AMPM Close At: AMPM
. v * AM ® v * AM ® . | * AM * v| * AM *
Sunday: J M J M Thursday: J M J oM
. | * AM |4 | * AM |4 e v|* AM | vk AM |y
Monday: J M J PM Friday: J PM J PM
. v o® AM * v o AM * . IS AM * v o* AM *
Tuesday: J PM J BM Saturday: J PM J BM
Wednesday: [v] = AM V]| AM

FM PM

Handicap Accessible:

Spoken:

Nuﬂ

T
Bisa

isayar

an, 1
Chinese (which includes Mandarin or Cantonese) ¥

(For Multiple Selection, use Ctrl Key)

« 0K

Page ID: digEnriAddLocation(Provider)

@ Cancel
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____Add Pay To Address

10

Page ID: pglLocationListFerEndmni{Provider)

Environment HI_SYSTST R10c-1.1

eVOBrEX'" < My Inbox~ Admin~ Provider~ >
’ 5 - I MNote Pad @ External Links ~ % My Favorites ~ = Print © Help
» Myinbox > Mew E » Alypical Enrollment
Application 1D: 20200226119723 Name: Individual, Miranda
[«IelEl | O Add | Pay to address is required for Primary Practice Location. To Add/Modify Pay to address, click on Primary Practice Location hyperlink
i Locations List ~
Filter By ﬂ ®co B save Filtlers ¥ My Filters™
Doing Business As Location Type Location Details End Date
] A" AY AY AY
O I Primary Practice Location 515 E 100 5, Salt Lake City, UTAH 84102 12/31/2999 I
T Delete | View Page: | 1 ®Go ki Page Count | i SaveToXLS Viewing Page: 1 €€ First € Prev ¥ Next » Last

Server Time: 02/26/2020 01:22:51 MST
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Application ID: 20200226119723

Location Details

evoBrE&x: < mymbox~

Admin~ Provider~

> Mylnbox > Mew Enrollment 3> Afypical Individual Enrollment > General

___Add Pay To Address

11

Bysave To add additional addresses, click "Add Address” button.

Name: Individual, Miranda

Note Pad

@ External Links ~ & My Favorites

Page ID: pgEnrolimentLocationGeneral(Prov

Viewing Page: 1

Environment: HI_SYSTST R10c-1.1

-~
Doing Business As: Location Type: Primary Practice Location
‘Web Page:
Please enter the hours your office is open for each day. If you are closed on a given day select "Closed" in the "Open At" drop down.
Day: Open At: AM/PM Close At: AM/PM Day: Open At: AM/PM Close At: AM/PM

s | Close s #® AM | ® AM g : Close [w | *® AM | ® AM |,

Sunday J M J PM Thursday J oM J e
Monday: | 0230w * [AM__ [P 06:30[v] * AM |y Friday: | Close|w]* AM V| *® AM

e ™ PH ™ e ™ PM ™ PM
5 Close |V | # AM % e AM ® = Close || * AM [VliE AM ®

UM PM ™ PM ST PM ™ PM

Wednesday: | Close|w | # AM |4 | *® AM |4
R v PM ¥ PM
Handicap Accessible: | No ﬂ
3 ~
Language(s) Spoken: Bisayan/Visayan
(For Multiple Selection, usf‘gf" Chinese {(which includes Mandarin or Cantonese) ¥
End Date: | 12/31/2999 B
Address List L
Address Type Address End Date
[av AY "
[7] Lecation 515 E 100 S, Salt Lake City, UTAH 34102 120312999
i Delete | View Page: | 1 @ Go I Page Count SaveToXLS

4 First € Prev ¥ MNext » Last

Server Time: 02/26/2020 01:23:56 MST
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Add Pay To Address

& Print @ Help

Application 1D: 20200226119723 Name: Individual, Miranda

i Add Provider Location Address

Type of Address: End Date:
Pay To o

)
Location Address: JCopy This Location Address

If a department or drawer number is required enter the information in line TWO.{For example: DEPT 222 or DEPARTMENT
222, DRAWR 1111 or DRAWER 1111) If an attention line is required, please enter the information in Line THREE. (For
example: ATTN: Billing Dept.)

ATTENTION: Address Submission only requires Address Line 1 and Zip Code, then click the VALIDATE
ADDRESS button. Once clicked, the remaining address fields will be populated and validated by the

USPS. If Address Line 1 and Zip Code combination is not valid, an error will be returned.

Address Line 1: * Address Line 2:
(Enter Street Address or PO Box Only)

Address Line 3: CitylTown: | OTHER
State/Province: |OTHER ﬂ * County: | OTHER
Country: | UNITED STATES ﬂ * T

Page ID: digEnriLocationAddress(Provider)

€ validate Address

« 0K || @ Cancel
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Step 3: Add Correspondence Address

13

= Note Pad @ External Links ~ “ My Favorites ~ & Print @ Help

> Mylnbox » New Enroliment > Atypical Individual Enrollment

Application ID: 20200226119723 Name: Individual, Miranda

-~

Enroll Provider - Atypical Individual

Business Process Wizard - Provider Enroliment (Atypical Individual). Click on the Step # under the Step Column.

Step Required Start Date End Date Status Step Remark
Siep 1: Provider Basic Information Required 02/26/2020 0226/2020 Complete

Siep 2: Add Locations Required 0272642020 02/26/2020 Complete

Siep 3: Add Correspondence Address Required Incomplete

Step 4: Add Provider Type/Specialfies/Subspecialiies Required Incomplete

Step 5: Associate Billing Provider/Other Associations Optional Incomplete

Step 6: Add License/Certification/Other Optional Incomplete

Step 7: Add Additional Infermation Optional Incomplete

Step 8: Add Provider Controlling Interest/Ownership Details Required Incomplete

Step 9 Add Taxonomy Details Optional Incomplete

Step 10: Upload Documents Optional Incomplete

Step 11: Complete Enrollment Checklist Required Incomplete

Step 12: Submit Enrollment Application for Approval Required Incomplete

View Page: | 1 ©co K Page Count | | (& SaveToXLs Viewing Page: 1 4 First € Prev ¥ Next » Last

Page ID: pgBPWAtypicallndStari(Provider) Server Time: 02/26/2020 01

eVOBrEx‘“ < My Inbox = Admin~ Provider~ >
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Add Correspondence Address

14

eVOBrEX‘“ £ My Inbox~ Admin~ Provider~
1 -

¥ Mylnbox > MewE > Atypical Enrollment » General

Application ID: 20200226119723

r

i Correspondence Address List

Address Type

DAT

Page ID: pgComespondenceListrorEnrimnt(Provider)

Name: Individual, Miranda

Address
AT

Mo Records Found !

Environment HI_SYSTST R10c-1.1

H

| Mote Pad @ Exiernal Links ~ “ My Favorites ~ = Print @ Help

End Date
AY

02/26/2020 01:26:17 MST
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Add Correspondence Address

Application 1D: 20200226119723 Name: Individual, Miranda

=i Add Correspondence Address

Phone Number: * Extn: Fax Number:
Communication Preference: ﬂ * Email Address:
End Date: B

If a department or drawer number is required enter the information in line TWO.{For example: DEPT 222 or DEPARTMENT
222, DRAWR 1111 or DRAWER 1111) If an attention line is required, please enter the information in Line THREE. (For
example: ATTN: Billing Dept.)

ATTENTION: Address Submission only requires Address Line 1 and Zip Code, then click the VALIDATE
ADDRESS button. Once clicked, the remaining address fields will be populated and validated by the

USPS. If Addre=s Line 1 and Zip Code combination iz not valid, an error will be returned.

Address Line 1: * Address Line 2:
(Enter Street Address or PO Box Only)
Address Line 3: City/Town: | OTHER
State/Province: |OTHER ﬂ = County: | OTHER
Country: |UNITEDSTATES  |w|/* Zip Code:

Page ID: digEnriComespondenceAddress(Provider)

€ validate Address

« 0K || @ Cancel
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Step 4: Add Provider Type/Specialties/Subspecialties

My Inbox~ Admin~

evoBre#x: ¢

> Mylnbox > New Enroliment > Afypical Individual Enroliment

Application ID: 20200226119723

Enroll Provider - Atypical Individual

Step

Step 1: Provider Basic Information

Step 2: Add Locations

Step 3: Add Comrespondence Address

Step 4: Add Provider Type/Specialies/Subspecialfies
Step 5: Associate Billing Provider/Other Associations
Step 6: Add License/Cerlification/Cther

Step 7: Add Addifional Information

Step &: Add Provider Controlling Interest/Ownership Details
Step 9: Add Taxonomy Details

Step 10: Upload Documents

Step 11: Complete Enroliment Checklist

Step 12: Submit Enrollment Application for Approval

View Page: | 1 ® Go [ Page Count

gBPWAtypicallndStari(Providel

Provider~

d saveToXLS

16

Name: Individual, Miranda

Business Process Wizard - Provider Enroliment (Atypical Individual). Click on the Step # under the Step Column.

Required
Required
Required
Required
Required
Optional
Optional
Optional
Required
Optional
Optional
Required
Required

Viewing Page: 1

YSTST R10

Start Date

02/26/2020

02/26/2020

02/26/2020

ote Pad

End Date

02/26/2020

02/26/2020

02/26/2020

@ External

inks =

Status
Complete
Complete
Complete
Incomplete
Incomplete
Incomplete
Incomplete
Incomplete
Incomplete
Incomplete
Incomplete

Incomplete

% My Favorites ~ AP

Step Remark

€ First < Prev > Next

» Last

)
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Step 4: Add Provider Type/Specialties/Subspecialties

evoBrEx: ¢ Mymbox-  Admin~
p =

» Mylnbox > New Enrollment > Afypical Individual Enrollment
Application ID: 20200226119723
$  Provider Type/Specialty/Subspecialty List

Filter By v

Specialty/ Subspecialty

Dt)"

Page ID: pgLctnSpcltyListForEnfimnt(Provider)

Provider~

Name: Individual, Miranda

Provider Type
AT

Ne Records Found !

Environment HI_SYSTST R10c-1.1

i Mote Pad

@ External Links ~ “ My Favorites ~ = Print © Help

End Date
AT

BN save Filters T My Filters™

Server Time: 02/26/2020 01:32:32 MST

>
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Provider Type/Specialties/Subspecialties

Application 1D: 20200226119723 Name: Individual, Miranda

#  Add Provider Type/Specialty »

Provider Type: I---SELECT"- EN"

Specialty:

Select "No Specialty’ if applicable.

End Date: =

i Add Subspecialty ~

Available Subspecialties Associated Subspecialties *

<«

Select "No Subspecialty' if applicable.

@ Cancel

Page ID: digEnrAddSpecialties(Provider)
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Add Provider Type/Specialties/Subspecialties e

L]
eVOBrEX'" £ My Inbox~ Admin~ Provider~ >
| Note Pad @ External Links ~ “r My Favorites v = Print © Help
s Mylnbox » Mew Enroll it % Abypical Individual Enrollment
Application ID: 20200226119723 Name: Individual, Miranda

0 Close |+ LG

i Provider Type/Specialty/Subspecialty List »~
Filter By ﬂ ®Go B save Filters T My Filters™
Specialty/Subspecialty Provider Type End Date
D AT AY AY
MO SPECIALTY REQUIRED/Mo Subspecialty DHS MHS PROVIDER 1273172999
[
f T Delete [ View Page: [ [ (0]l B Page Count [ fd SaveToxLs | Viewing Page: 1 €€ First € Prev ¥ Next » Last

Page ID: pgLctnSpcityListForEnrmnt{Provider) Environment: HI_SYSTST R10c-1.1 Server Time: 02/26/2020 01:35:21 MST
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Step 5: Associate Billing Provider

@MOB“EX' ) < My Inbox~  Admin~
j 3 B

» Mylnbox > New E » Atypical Indivi Enroliment

Application 1D: 20200226119723

Enroll Provider - Atypical Individual

Step

Step 1: Provider Basic Information
Step 2: Add Locations

Step 3: Add Correspondence Address

Step 4: Add Provider Type/Specialfies/Subspecialfies

Step 5: A iate Billing Provider/Other A

Step 6: Add License/Certification/Other

Step 7: Add Additional Information

Step 8: Add Provider Controlling Interest/Ownership Details
Step 9: Add Taxonomy Details

Step 10: Upload Documents

Step 11: Complete Enrollment Checklist

Step 12: Submit Enrollment Applicafion for Approval

View Page: | 1 Qco K Page Count | | i

Page ID: pgBPWALY]

20

L]
Provider=

SaveToXLS

Name: Individual, Miranda

Required
Required
Required
Required
Required
Optional
Optional
Optional
Required
Optional
Required
Required

Required

Business Process Wizard - Provider Enroliment (Atypical Individual). Click on the Step # under the Step Column.

Start Date
02/26/2020
02262020
02126/2020

0212672020

Viewing Page: 1

HI_SYSTST R1

End Date

02/26/2020
02/26/2020
02/26/2020

02/26/2020

Note Pad

Status
Complete
Complete
Complete
Complete
Incomplete
Incomplete
Incomplete
Incomplete
Incomplete
Incomplete
Incomplete

Incomplete

@ External

e % My Favorites ~

Step Remark

Please upload required documents.

€ First € Prev ¥ Next

Server Time: 02/26/

© Help

~

» Last
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Associate Billing Provider

My Inbox~ Admin~

evoBrEx: <
iy -

» Mylnbox > New E » Atypical Indivi Enroliment

Application 1D: 20200226119723

Billing Provider/Other Associations List

Filter By ﬂ

NPI/Med-QUEST ID
[]ar

gProviderListForEnrmnt{Provider}

21

L]
Provider~ >
I MNote Pad @ External Links ~ % My Favorites ~ = Print © Help
Name: Individual, Miranda
-~
®Go B save Filtlers 7 My Filters™
Provider Name Start Date End Date Status
AT AT AY AT

No Records Found !

HI_SYSTST R10c-1.1

Server Time:
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Associate Billing Provider

Application ID: 20200226119723 Name: Individual, Miranda

f  Associate Billing Provider/Other Associations

Enter NPI/Med-QUEST ID of Billing Provider/Other Associations and click "Confirm Provider.”
Type: | i g

ID: I ltk Provider Name:

At
*
Bt

Start Date: End Date:

——

I@Conﬁnﬂ Provider | «* Ok I ® Cancel

Page ID: digBillingProvider D{Provider)
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Step 6: Add License/Certification

L]
eVOBrEX'" < My Inbox~ Admin~ Provider~ >
’ 5 - Note Pad @ External s v % My Favorites ~ © Help
» Myinbox > Mew E » Alypical ivi Enrollment
Application 1D: 20200226119723 Name: Individual, Miranda
Enroll Provider - Atypical Individual ~
Business Process Wizard - Provider Enroliment (Atypical Individual). Click on the Step # under the Step Column.
Step Required Start Date End Date Status Step Remark
Step 1: Provider Basic Information Required 022672020 02/26/2020 Complete
Step 2: Add Locations Required 02/26/2020 02126/2020 Complete
Step 3: Add Correspondence Address Required 02/26/2020 02/26/2020 Complete
Step 4: Add Provider Type/Specialfies/Subspecialfies Required 0272672020 02/26/2020 Complete
Sfep 5: A iate Billing Provider/Other A iafi Optional 02262020 02/26/2020 Complete
Step 6: Add License/Cerification/Other Opticnal Incomplete
Step 7: Add Additional Information Optional Incomplete
Step 8: Add Provider Controlling Inferest/Ownership Details Required Incomplete
Siep 9: Add Taxonomy Details Optional Incomplete
Step 10: Upload Documents Required Incomplete Please upload required documents
Step 11: Complete Enrollment Checklist Required Incomplete
Step 12: Submit Enroliment Application for Approval Required Incomplete
View Page: | 1 Q@ Go K Page Count (] saveToXLs Viewing Page: 1 €« First € Prev ¥ Next » Last
Page ID: pgBPWALypicallndStart{Provider) Environment: HI_SYSTST R10c-1. Server Time: 02/26/.
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Add License/Certification

My Inbox~

evoBrEx: <

Admin~ Provider~

I Mote Pad @ External Links “ My Favorites ~

| Enrollment

» Mylinbox » MNew Enroll

Application ID: 20200226119723

License/Certification/Other List

Filter By v
License/Cert./Other Type
D AY

Page ID: pglLicenseListForEnrimnt(Provider)

it % Afypical Individ

Name: Individual, Miranda

~
®co [ save Filters ¥ My Filters™

License/Cert./Other # valid Flag Effective Date End Date

AT AY AY AT

No Records Found !

To view the licenses and certificates that are required and need to be included with this
application, go to the HOKU website at: medquest.hawaii.gov/HOKU and click on the

‘Resources’ tab.

Select the link: ‘Required and Optional Licenses, Certificates and Documents by

Provider Type’

Environment HI_SYSTST R10c-1.1

Server Time: 02/26/2020 01:41:18 MST

B Print

© Help
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Add License/Certification

Application ID: 20200226119723 Name: Individual, Miranda
f  Add License/Certification/Other »
License/Certification/Other Type: e License/Certification/Other #: |
Valid Flag:

Effective Date: -* End Date:

- - -
I @ Confirm License/Cerification/Other W OK | @Cancel

Page ID: digEnAmntAddLicense(Provider)

innovation@work
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Add License/Certification

26

evoBrEx: ¢ mymbox-

L]
Admin~ Provider~

Page ID: pglLicenseListForEnrimnt(Provider)

» Mylinbox » MNew Enroll it % Afypical Individual Enrollment
Application ID: 20200226119723
[« Yl EEW O Add
#  License/Certification/Other List
Filter By v ®co
License/Cert./Other Type License/Cert./Other #
D AY AV
[l HI Board of Social Workers 125485696
D HI Board of Medical Examiners 452152598
D HI Board of Psychology 565648596
W Delete | View Page: | 1 ®Go Ik Page Count SaveToXLS

Name: Individual, Miranda

Valid Flag
AY

Mo
]
]

Viewing Page: 1

Environment:

I Mote Pad @ External Links

Effective Date
AY

0212612020
02/26/2020

02/26/2020

“ My Favorites ~ = Print © Help

A save Filters ¥ My Filters™

End Date

AY
12/31/2999
12/31/2999

12/31/2999

€ First € Prev ¥ Next » Last

Server Time: 02/26/2020 01:43:57 MST
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Step 7: Add Additional Information

L]
eVOBrEX'" £ My Inbox~ Admin~ Provider~ >
Note Pad External Links = “r My Favorites v
s Mylnbox » Mew Enroll it % Abypical Individual Enrollment
Application ID: 20200226119723 Name: Individual, Miranda
Enroll Provider - Atypical Individual ~
Business Process Wizard - Provider Enroliment (Atypical Individual). Click on the Step # under the Step Column.
Step Required Start Date End Date Status Step Remark
Siep 1: Provider Basic Information Requi 02/26/2020 02/26/2020 Complete
Step 2: Add Locations Required 02/26/2020 02/26/2020 Complete
Step 3: Add Correspondence Address Required 022672020 02/26/2020 Complete
Step 4 Add Provider Type/Specialiies/Subspecialies Required 02/26/2020 02/26/2020 Complete
Step 5: A iate Billing Provider/Other A iati Optional 02/26/2020 02/26/2020 Complete
Step 6: Add License/Cerification/Other Optional 0272672020 02/26/2020 Complete
Step 7: Add Additional Information Optional Incomplete
Step 8: Add Provider Controlling Interest'Ownership Details Required Incomplete
Step 9: Add Taxonomy Details Optional Incomplete
Step 10: Upload Documents Required Incomplete Please upload required documents.
Siep 11: Complete Enrollment Checklist Required Incomplete
Step 12: Submit Enrollment Applicafion for Approval Required Incomplete
View Page: | 1 @ Go K Page Count (g saveToxLS Viewing Page: 1 €¢ First € Prev > Next 3 Last
Page ID: pgBPWALtypicallndStark{Provider) i it HI_SYSTST R10c-1. Server Time: 0226/,
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Add Additional Information

L]
Q‘\{OB[‘EX'" £ My Inbox~ Admin~ Provider~ >
I Note Pad @ External Links “r My Favorites v = Print © Help
» Myinbox » New Enroll it 3 Afypical Individual Enrollment
Application ID: 20200226119723 Name: Individual, Miranda
i Authorized Representative List »~
Add |
Filter By ﬂ ®co [ Save Filters ¥ My Filters™
Representative Name Start Date End Date
D AY AY AY

No Records Found !

Page ID: pgAddifionalinfoListForEnrimnt{Provider) Environment HI_SYSTST R10c-1.1 Server Time: 02/26/2020 01:52:17 MST
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Add Additional Information

& Print @ Help

Application ID: Name:
i Add Authorized Representative -~
First Name: * Last Name: *
Middle Name:
Start Date: B x End Date: &

« 0K | @ Cancel

Page ID: digEnnmntAddAuthorizedRep(Provider)
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Step 8: Controlling Interest/Ownership Detalls

L]
eVOBrEX'" < My Inbox~ Admin~ Provider~ >
’ 3 - Note Pad @ External s v % My Favorites ~ © Help
» Myinbox > Mew E » Alypical ivi Enrollment
Application 1D: 20200226119723 Name: Individual, Miranda
Enroll Provider - Atypical Individual ~
Business Process Wizard - Provider Enroliment (Atypical Individual). Click on the Step # under the Step Column.
Step Required Start Date End Date Status Step Remark
Step 1: Provider Basic Information Required 0272672020 02/26/2020 Complete
Step 2: Add Locations Required 022672020 02/26/2020 Complete
Step 3: Add Correspondence Address Required 02/26/2020 02/26/2020 Complete
Step 4: Add Provider Type/Specialfies/Subspecialfies Required 0272672020 02/26/2020 Complete
Step 5: A iate Billing Provider/Other A iafi Opficnal 027262020 02/26/2020 Complete
Siep 6: Add License/Cerification/Other Optional 02/26/2020 02/26/2020 Complete
Step 7: Add Additional Information Optional 02/26/2020 02/26/2020 Complete
Step 8: Add Provider Controlling Inferest/Ownership Details Required Incomplete
Step 9: Add Taxonomy Details Optional Incomplete
Step 10: Upload Documents Required Incomplete Please upload required documents.
Step 11: Complete Enrollment Checklist Required Incomplete
Step 12: Submit Enrollment Application for Approval Required Incomplete
View Page: | 1 Q@ co B Page Count | (i SaveToXLS Viewing Page: 1 <€ First € Prev ¥ Next » Last
HI_SYSTSTR1 L Server Time: 02/26/.
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Add Ownership and Disclosure Information

GVOBI’EX“ ¢ Mylnbox~  Admin~  Provider~ -

B NotePad @ ExternalLinks~ My Favorites~ @S Print @ Help

3 Mylnbox > New Enroliment > Afypical Individual Enrollment > General
Application 1D: 20200226118723 Name: Individual, Miranda

I | © actions ~ ()

Per Medicaid Provider Manual A

PROVIDER OWNERSHIP AND CONTROL DISCLOSURES

Provider Enrollment Information, including home address, date of birth, and Social Security Number, is required from providers and other disclosed individuals (e.g., owners, i ploy agents, efc ).
REQUIRED DISCLOSURE INFORMATION

Provider (including fiscal agents and managed care entilies) are required fo disclose the following information on ownership and confrol during enroliment, revalidation and within 35 days after any change in ownership:
+ The name and address of any person (ind or ) with or control interest. The address for corporate enfities must include, as applicable, primary business address, every business location and P.O. Box address.
+ Date of birth and Social Security Number (in the case of an individual).
= Other Tax Idenfification Number, in the case of corporation, with an ownership or control interest or of any subconfractor in which the disclosing entity has a five percent or more interest.
Whether the person (individual or corporation) with an ownership or control interest is related to another person with ownership or control interest as a spouse, parent, child or sibling; or whether the person (individual or corporation) with an ownership or control interest of any subcontractor in which the disclosing entity has a five percent or
more interest is related to another person with ownership or control interest as a spouse, parent, child or sibling.
= The name of any other fiscal agent or manage care entity in which an owner has an ownership or control interest in an entity that is reimbursable by Medicaid and/or Medicare.
The name, address, date of birth and Social Security Number of any managing employee.

REQUIRED OWNERS

Managing Employee is mandatory for all enrollment types.
There must be at least one other ownership type in addition to Managing Employee.
If any of the following 10 owner types are selected: Corporate-Charitable 501[c]3, Corporaie-Non Charitable, Corporate-Publicly Traded, Corporate-Not Publicly Traded, Holding Company, Indirect Owner, Limited Liability Company, Subconiracior, Foreign, Nonresident Alien for the keyed Tax ID, then at least 1 of the following 5 owner types
must also be selected in addition: Board of Directors, Chief Executive Officer, Chief Financial Officer, Chief Information Officer, or Chief Operating Officer.
If you select any of the following ownership types: Managing Employee, Board of Directors, Chief Executive Officer, Chief Information Officer, Chief Operating Officer, or Chief Financial Officer, you must add at least 1 additional ownership type that is not from among that list.
For the G o Type, 3 records must be added:
(1) Agent
(2) Board of Directors, Chief Executive Officer, Chief Financial Officer, Chief Information Officer, or Chief Operating Officer

(3) Managing Employee

owners List ~

Filter By And  |ngicator @ Ga BAsave Filters T My Filters™
Owner SSN/EINTIN Owner Information Owner Type Address Start Date End Date Relationship Status Adverse Action Percentage owned
Oar av av av av av av av av
] 555556695 Individual Miranda Individual/Sole Proprictor S1SE100S 0272672020 1213112999 Completed Hot Completed 100 o
W naiata | View Pane: | 1 Mca Pane Count | | A GouaTavi e Viewing Page: 1 CFist | € Prev | |3 Ned | |3 last

stForEnfmnt(Proy ) Environment: H_
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Add Owner i

GVOBI’EX“ ¢ Mylnbox~  Admin~  Provider~ -

B NotePad @ ExternalLinks~ My Favorites~ @S Print @ Help

3 Mylnbox > New Enroliment > Afypical Individual Enrollment > General
Application 1D: 20200226118723 Name: Individual, Miranda
oo
(¥ Add Owner ual A o
Import Owner
PROVIDE} [ROL DISCLOSURES
Owners Relationships
Provider E/ Owners Adverse Action ding home address, date of birth, and Social Security Number, is required from providers and other disclosed (e.q., owners, ploy agents, etc.).
REQUIRED nisvrusure mnrurmaA TION
Provider (including fiscal agents and managed care entilies) are required fo disclose the following information on ownership and confrol during enroliment, revalidation and within 35 days after any change in ownership:
+ The name and address of any person (ind or ) with or control interest. The address for corporate enfities must include, as applicable, primary business address, every business location and P.O. Box address.
+ Date of birth and Social Security Number (in the case of an individual).
= Other Tax Idenfification Number, in the case of corporation, with an ownership or control interest or of any subconfractor in which the disclosing entity has a five percent or more interest.
= Whether the person (individual or corporation) with an ownership or control interest is related to another person with ownership or control interest as a spouse, parent, child or sibling; or whether the person (individual or corporation) with an ownership or control interest of any subcontractor in which the disclosing entity has a five percent or
more interest is related to another person with ownership or control interest as a spouse, parent, child or sibling.
= The name of any other fiscal agent or manage care entity in which an owner has an ownership or control interest in an entity that is reimbursable by Medicaid and/or Medicare.
+ The name, address, date of birth and Social Security Number of any managing employee.
REQUIRED OWNERS
+ Managing Employee is mandatory for all enroliment types.
+ There must be at least one other ownership type in addition o Managing Employee.
+ If any of the following 10 owner types are selecied: Corporate-Charitable 501[c]3, Corporaie-Non Charitable, Corporate-Publicly Traded, Corporate-Not Publicly Traded, Holding Company, Indirect Owner, Limited Liability Company, Subconiracter, Foreign, Nonresident Alien for the keyed Tax ID, then af least 1 of the following 5 owner types
must also be selected in addition: Board of Directors, Chief Executive Officer, Chief Financial Officer, Chief Information Officer, or Chief Operating Officer.
= If you select any of the following ownership types: Managing Employee, Board of Directors, Chief Executive Officer, Chief Information Officer, Chief Operating Officer, or Chief Financial Officer, you must add at least 1 additional ownership type that is not from among that list.
- Forthe G o Type, 3 records must be added:
(1) Agent
(2) Board of Directors, Chief Executive Officer, Chief Financial Officer, Chief Information Officer, or Chief Operating Officer
(3) Managing Employee
Owners List ~
Filter By And  |ngicator @ Ga BAsave Filters T My Filters™
Owner SSN/EINTIN Owner Information Owner Type Address Start Date End Date Relationship Status Adverse Action Percentage owned
[]av av iv av av av iv av av
O 555556698 Individual, Miranda Individual/Sole Proprietor 515E1005 02/26/2020 1213112999 Completed Not Completed 100 v
W neista | View Pane: | 1 MGo | B Pace Connt | |8 covatovie Viewing Page: 1 @it | €Prev |3 Next | [ last
[ https://hi-trg-evo.cns-inc.com/evoBric/CNS| ControlServet Environment: HI
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Application ID: 20200226119723

Provider Controlling InteresttOwnership

Type:

SSN:

Legal Enfity Name:

‘Owner NPI:
First Name:
Suffix:

Phone Number:

Start Date:

Address Line 1:

Address Line 3:

State/Province:

Country:

Page ID: EnrimntAddOwner(Pror

Add Ownership

Name: Individual, Miranda

—SELECT— [v]* @

(As shown on the Income Tax Retumn)

* Extn:

il
*

Percentage Owned: £

EIN/TIN:

Entity Business Name:

(Doing Business As)

Last Name:
DOB: &
Email:
End Date: =

ATTENTION: Address Submission only requires Address Line 1 and Zip Code, then click the VALIDATE ADDRESS button. Once clicked, the

remaining address fields will be populated and validated by the USPS. If Address Line 1 and Zip Code combination is not valid, an error will

be returned.

*

(Enter Street Address or PO Box Only)

OTHER v]*

UNITED STATES ﬂ =

Address Line 2:

CityTown: |OTHER

County: |OTHER

Zip Code: &

© Validate Address

+ OK

33

® Ccancel
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© Help

Application ID: 20190816091137

Provider Controlling Interest/Ownership

Type:

SSN:

Legal Entity Name:

Owner NPI:
First Name:
Suffix:

Phone Number:

Start Date:

Add Ownership

Name:

Managing Empioyee wv* (7}

321321321 *

(As shown on the Income Tax Return)

test cdsd *
v

(321) 321-3323 * Extn:

08/1672019 W s

Percentage Owned:

EINTIN:

Entity Business Name:

Last Name:
DOB:
Email:

End Date:

Please ensure you are providing the home address of this provider. Failure to do so may result in this application/modification being denied.

Address Type:

Address Line 1:

Address Line 3:
State/Province:

Country:

Page D: digEnrimn'

innovation@work

Home Address

ATTENTION: Address Submission only requires Address Line 1 and Zip Code, then click the VALIDATE
ADDRESS button. Once clicked, the remaining address fields will be populated and validated by the USPS. If

Address Line 1 and Zip Code combination is not valid, an error will be returned

PO Box 2

(Enter Street Address or PO Box Only)

MICHIGAN vi*

UNITED STATES vi*

Address Line 2:

City/Town:
County:

Zip Code:

= ~
12 *
(Doing Business As)
test dsd *
08/16/2000 o
&
Ann Arbor vi*
Washtenaw v
48108 ) B € Vvalidste Address
¥ OK Cancel

©2019 CNSI

34




35

Add Owners Relationship

GVOBI’EX“ ¢ Mylnbox~  Admin~  Provider~ -

B NotePad @ ExternalLinks~ My Favorites~ @S Print @ Help

> Mylnbox > Mew Enrollment > Adypical Individual Enrollment > General

Application 1D: 20200226118723 Name: Individual, Miranda

REQUIREl Add Owner TION
~

Provider (il Import Owner 1anaged care entiies) are required to disclose the following information on ownership and control during enrollment, revalidation and within 35 days after any change in ownership:

- The g o or with ow or control interest. The adaress for corporate entities must include, as applicable, primary business address, every business location and P.0. Box address.

‘Owners Relationships - ), P Pel . v v

= Date \';umbel (in the case of an individual).

+ Other Owners Adverse Action in the case of corporation, with an ownership or control interest or of any subcontractor in which the disclosing entity has a five percent or more interest.

+ Whether wie person or ) with an ip or control inferest is related to another person with ownership or control interest as a spouse, parent, child or sibling; or whether the person (individual or corporation) with an ownership or control interest of any subcontractor in which the disclosing entity has a five percent or

REQUIRED OWNERS

Owners List A
Filter By And  pgicator Q@ co Bsave Filters T My Filters™
Owner SSNIEINITIN Owner Information Owner Type Address Start Date End Date Relationship Status Adverse Action Percentage owned
O ar av av av av av av av av
D 545698563 Individual Miranda Individual/Sole Proprietor 515E100S 02/26/2020 1213112999 Mot Completed Not Completed 100
] 555556698 Individual Miranda Individual/Sole Propristor 51SE100S 02/26/2020 123112899 Mot Completed Not Completed 100
il Delete | View Page: | 1 ®@co [ Page Count SaveToXLS Viewing Page: 1 € First € Prev ¥ Next

B 1 Ad Nihar Numed Entite | | ie# Mamarchin Intaract in athar Cn

more interest is related o another person with ownership or control interest as a spouse, parent, child or sibling.
The name of any other fiscal agent or manage care entity in which an owner has an ownership or control interest in an entity that is reimbursable by Medicaid and/or Medicare.
The name, address, date of birth and Social Security Number of any managing employee.

Managing Employee is mandatory for all enrollment types.
There must be at least one other ownership type in addition o Managing Employee.
If any of the following 10 owner types are selecied: Corporate-Charitable 501[c]3, Corporate-Non Charitable, Corporate-Publicly Traded, Corporate-Not Publicly Traded, Holding Company, Indirect Owner, Limited Liability Company, Subceniractor, Foreign, Nonresident Alien for the keyed Tax ID, then at least 1 of the following 5 owner types
must also be selecled in addition: Board of Direclors, Chief Executive Officer, Chief Financial Officer, Chief Information Officer, or Chief Operating Officer.
If you select any of the following ownership types: Managing Employee, Board of Directors, Chief Executive Officer, Chief Information Officer, Chief Operating Officer, or Chief Financial Officer, you must add at least 1 additional ownership type that is not from among that list.
For the Contractor/MCO Enroliment Type, 3 ownership records must be added:
(1) Agent
(2) Board of Direclors, Chief Executive Officer, Chief Financial Officer, Chief Information Officer, or Chief Operating Officer
(3) Managing Employee

iae raimhireihla hu Madiasid sndlar Madinsrs

https:

hi-trg-evo.cns-inc.com/eveBrix/CNSIControlServiet Environment: HI
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Add Owners Relationship

Print Help

Application 1D: 20200226119723 Name: Individual, Miranda

Add Relationship ~

Do any of the Owners have the fing r i ip (Daughter, _In Law, Father, FatherIn Law, Mother, Mother-In Law, Sibling, Son, Son-In Law, Self, Spouse) ? (®)Yes (_No (Click Save to update)

Owner List

Show Owners | Al ﬂ ®co A save Filters Y My Filters™
w Selected Owner:Individual, Miranda SSN/EIN/TIN: 555556698 Status:Not Completed

Assoc. Owner SSN/EINTIN Type Relation to Individual, Miranda Relation to Assoc. Owner

Individual Miranda 545698563 Individual/Sale Propristor (setf E"

View Page: | 1 ®co [ Page Count | | (@ SaveToXLS Viewing Page: 1 4 First € Prev > Next » Last

> Selected Owner:Individual, Miranda SSN/EINITIN-545698563 Status:Not Completed

® Close
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Complete Adverse Actions

GVOBI’EX“ ¢ Mylnbox~  Admin~  Provider~

B NotePad @ ExternalLinks~ My Favorites~ @S Print @ Help

3 Mylnbox > New Enroliment > Afypical Individual Enrollment > General
Application 1D: 20200226118723 Name: Individual, Miranda
Pe| Add Oumer anual
Import Owner
PROVIDE} [ROL DISCLOSURES
Owners Relationships
Provider e g home address, date of birth, and Social Security Number, is required from providers and other disclosed (e.q., owners, ploy agents, etc.).
REQUIRED tnaurusurce nrurs TION
Provider (including fiscal agents and managed care entilies) are required fo disclose the following information on ownership and confrol during enroliment, revalidation and within 35 days after any change in ownership:
+ The name and address of any person (ind or ) with or control interest. The address for corporate enfities must include, as applicable, primary business address, every business location and P.O. Box address.
+ Date of birth and Social Security Number (in the case of an individual).
= Other Tax Idenfification Number, in the case of corporation, with an ownership or control interest or of any subconfractor in which the disclosing entity has a five percent or more interest.
= Whether the person (individual or corporation) with an ownership or control interest is related to another person with ownership or control interest as a spouse, parent, child or sibling; or whether the person (individual or corporation) with an ownership or control interest of any subcontractor in which the disclosing entity has a five percent or
more interest is related to another person with ownership or control interest as a spouse, parent, child or sibling.
= The name of any other fiscal agent or manage care entity in which an owner has an ownership or control interest in an entity that is reimbursable by Medicaid and/or Medicare.
+ The name, address, date of birth and Social Security Number of any managing employee.
REQUIRED OWNERS
+ Managing Employee is mandatory for all enroliment types.
+ There must be at least one other ownership type in addition o Managing Employee.
+ If any of the following 10 owner types are selecied: Corporate-Charitable 501[c]3, Corporaie-Non Charitable, Corporate-Publicly Traded, Corporate-Not Publicly Traded, Holding Company, Indirect Owner, Limited Liability Company, Subconiracter, Foreign, Nonresident Alien for the keyed Tax ID, then af least 1 of the following 5 owner types
must also be selected in addition: Board of Directors, Chief Executive Officer, Chief Financial Officer, Chief Information Officer, or Chief Operating Officer.
= If you select any of the following ownership types: Managing Employee, Board of Directors, Chief Executive Officer, Chief Information Officer, Chief Operating Officer, or Chief Financial Officer, you must add at least 1 additional ownership type that is not from among that list.
- Forthe G o Type, 3 records must be added:
(1) Agent
(2) Board of Directors, Chief Executive Officer, Chief Financial Officer, Chief Information Officer, or Chief Operating Officer
(3) Managing Employee
owners List
Filter By And  |ngicator @ Ga BAsave Filters T My Filters™
Owner SSN/EINTIN Owner Information Owner Type Address Start Date End Date Relationship Status Adverse Action Percentage owned
[]av av iv av av av iv av av
O 545698563 Individual, Miranda Individual/Sole Proprietor 515E1005 02/26/2020 1213112999 Completed Not Completed 100
[] 555556698 Individual Miranda Individual/Sole Propritor S15E100S 02/26/2020 12/31/2999 Completed Not Completed 100
[ https://hi-trg-evo.cns-inc.com/evoBric/CNS| ControlServet Environment: HI

~
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Disclose Adverse Actions

Help

Application ID: 20200226119723 Name: Individual, Miranda

Has an indirect ownership interest equal to five (5} percent or more in a disclosing entity; o
Has a combination of direct and indirect ownership interesis equal to five (5) percent or more in a disclosing entity,

Owns an interest of five (5) percent or more in any mortgage, deed of trust, note, or other obligation secured by the disclosing entity if the interest equals at least five (5) percent of the value of the property or assets of the disclosing entity;
Is an officer or direcior of a disclosing entity that is organized as a corporation; or

Is a pariner in a disclosing entity that is organized as a parinership?

"Significant business transaction” means any business transaction or series of fransactions that, during one fiscal year exceed the lesser of $25,000 and five (5) percent of an offeror¢s total operafing expenses.

"Subcontractor” means:

An individual, agency, or organization to which a dis ing entity has or some of its functions or responsibilities of providing medical care to its patients; or
An individual, agency, or organization with which a fiscal agent has entered into a contract, agreement, purchase order, or lease (or leases of real property) to obtain space, supplies, equipment, or services provided under the DHS agreement.

“Supplier” means an individual, agency, or organization from which a provider purchases goods and services used in carrying out its ities under its DHS (e.g. a commercial laundry firm, a manufacturer of hospital beds, or a pharmaceutical firm).
"Wholly owned subsidiary supplier,” means a subsidiary or supplier whose total ownership interest is held by the Medicaid provider/applicant or by a person, persons, or other entity with an ownership or controlling interest in the Medicaid provider/applicant.

FINAL ADVERSE LEGAL ACTION/CONVICTION ACTION HISTORY

Do any of the owners, under any current or former name or business identity, ever had a final adverse legal action listed above imposed against them? Please answer in the "Owners with Adverse Action’ section below for each owner

Owners with Adverse Action ~
Fiter By || Al |v] @co BAsave Filters ¥ My Filters~
Owner Name SSNEINTIN Response Comments
AY AY AT AY
Individual Miranda 555556698 OYes

Individual Miranda 545698563 (OYes :

View Page: | 1 ©Go

ge Count SaveToXLS Viewing Page: 1 €Fist | € Prev ¥ Nexd | 9 Last

®

« 0k || ® Cancel

Page Il gEnrimniAdverseAction(Provide

innovation@work

©2019 CNSI




Step 9: Taxonomy Detalls

Application 1D: 20200226119723

aBPWAtypicallndStart(Prov

evOBrEx: ¢ Mymbox-  Admin~  Provider~

ote Pad @ External

inks % My Favorites ~ & Pri

» Mylnbox > New Enroliment > Atypical Individual Enrollment

Name: Individual, Miranda

Enroll Provider - Atypical Individual

Help

A

Business Process Wizard - Provider Enroliment (Atypical Individual). Click on the Step # under the Step Column.

Step Required Start Date End Date Status Step Remark
Siep 1: Provider Basic Information Required 02/26/2020 02/26/2020 Complete
Siep 2: Add Localions Required 02/26/2020 02/26/2020 Complete
Siep 3. Add Correspondence Address Required 02/26/2020 02/26/2020 Complete
Step 4: Add Provider Type/Specialties/Subspecialties Required 02/26/2020 02/26/2020 Complete
Step 5 Associate Billing Provider/Other Associations Optional 02/26/2020 02/26/2020 Complete
Siep 6: Add License/Certification/Other Optional 02/26/2020 02/26/2020 Complete
Siep 7. Add Additional Information Optional 02/26/2020 02/26/2020 Complete
Step 8: Add Provider Controlling Interest/Ownership Details Required 02/26/2020 02/26/2020 Complete
Step 9: Add Taxonomy Details Optional Incomplete
Step 10: Upload Documents Required Incomplete Please upload required documents
Step 11. Complete Enroliment Checklist Required Incomplete
Step 12: Submit Enrollment Application for Approval Required Incomplete
View Page: | 1 B Page Count | (& SaveToXLS Viewing Page: 1 €¢ First € Prev > Next

nment HI_SYSTST R1

» Last

innovation@work
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Taxonomy Detalls

eVOBrEx‘“ < My Inbox ~ Admin~ Provider~ >

Mote Pad @ External Links v My Favorites v A Print

> Mylnbox > New Enroliment > Atypical Individual Enrollment

Application 1D: 20200226119723 Name: Individual, Miranda

Taxonomy List -~

Filter By ﬂ ®co [ save Filters T My Filters™

Taxonomy Code Description Start Date End Date
D AY AY AY AY

No Records Found !

axonomyListForEnrimnt{Provid Server Time: 02/21 02:06:51 MST
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Add Taxonomy

Application ID: 20200226119723

i Add Taxonomy

Taxonomy Code: I

I * |1 (Click here for Taxonomy List) I

Description:

Start Date:

Today’s Date

Name: Individual, Miranda

End Date:

Page ID: digEnrlAddTaxonomy(Provider)

I ® Confirm Taxonomy || « Ok II ® Cancel
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NUCC Taxonomy Code List

W Taonomy X +
<« c

& taxonomy.nuccorg

Health Care Provider Taxonomy Code Set

Expand / Collapse All Heaith Care Provider Taxonomy Code Set

Introduction
National Uniform Claim Committee Website
Help
4 Individual or Groups (of Individuals)
4 Group
Multi-Specialty
Single Specialty
4 Allopathic & Osteopathic Physicians
4 Allergy & Immunology
Allergy
Clinical & Laboratory Immunology
Anesthesiology
Addiction Medicine
Critical Care Medicine
Hospice and Palliative Medicine
Pain Medicine

.

Pediatric Anesthesiology
Clinical Pharmacology
Colon & Rectal Surgery
Dermatology
Clinical & Laboratory Dermatological Immunology
Dermatopathology
MOHS-Micrographic Surgery
Pediatric Dermatology
Procedural Dermatology
Electrodiagnostic Medicine
Emergency Medicine
Emergency Medical Services
Hospice and Paliiative Medicine
Wedical Toxicology
Pediatric Emergency Medicine
Sports Medicine
Undersea and Hyperbaric Medicine
Family Medicine
Addiction Medicine
Adolescent Medicine
Adult Medicine
Geriatric Medicine

.

.

.

Hospice and Paliiative Medicine
Obestty Medicine
Sleep Medicine
Sports Medicine

General Practice

Hospitalist

Introduction

Introduction

The Health Care Provider Taxanomy code setis an external, nonmedical data code set designed for uze in an electronic environment, specifically within
the ASC X12N Health Care This includes the mandated under HIPAA

The taxanomy code is a unique alphanumeric cade, ten characters in length. The code set is structured into three distinct "Levels” including Provider
Grouping, Classification, and Area of Specialization

- Level, Provider Grouping
Amajor grouping of servica(s) or occupation(s) of health care providers. For example: Allopathic & Osteopathic Physicians, Dental Providers
Hospitals, etc

Level I, Classification

A more specific service or occupation related to the Provider Grouping. For example, the CI for Allopathic & Osteopathic Physicians is
based upon the General Specialty Certificates as issued by the appropriate national boards. The following boards will howaver, have their general
certificates appear as Level ||| areas of specialization strictly due to display limitations of the code set for Boards that have multiple general
certificates: Medical Genetics, Preventive Medicine, Psychiatry & Neurclogy, Radiolagy, Surgery, Otalaryngalogy, Pathology

Level lll, Area of Specialization
Amore specialized area of the Classificaticn in which a provider chooses to practice or make services available. For example, the Area of
Specialization for provider grouping Allopathic & Osteopathic Physicians is based upon the Subspecialty Certificates as issued by the appropriate
national boards

The code set Levels are organized to allow for drilling down to the provider's most specific level of specialization. The ten digit codes for each provider
category are unique and contain no embedded logic. The codes and categories are to be used exactly as they are assigned in the taxonomy list. At no time
should codes be separated to form new codes, parsed apart, or edited on any one position within the code.

The taxanomy codes are self-selected by the provider. The taxanomy codes are organized based on education and training and are used to define
spacialty, not specific servicas that ars randersd. Selection of a taxonamy code daes not replace any credentialing or validation process that the
organization requesting the code should complete. Definitions for some of the codes reference spediatty or cerlifying boards as a source, but this reference
in no way implies that providers have met the requirements of that board if they choose the code to identify themselves

The code set is published (released) twice a year in January and July. The January publication is effective for use on April st and the July publication is
effective for use on October 1st, The time between the publication release and the effective date is considered an implementation period to allow providers,
payers, and vendors an oppartunity to incorporate any changes inta their systems

Historical Background

In the absence of an all-encompassing Provider Classification System, both ASC X12N and the National Provider System Workgroup from the Centers for
Medicare & Medicaid Services (CMS) began work on identifying and coding an external provider code set that would be able to codify provider grouping
and provider area of specialization for all health care related providers. CMS' intent was to provide a single coding structure to support work on the National
Provider System, while X12N needed a single common cede set for trading partner use. The two projects worked independently to some extent until April
1996 when the lists were coordinated and a single taxonomy code set was proposed. A sub-group of X12N TG2 WG15 (Provider Information Work Group)
was charged with resolving differences in the two proposed taxonomy code sets. Their work resulted in a single taxonomy code set that both CMS and
members of X12N found meaningful, easy te use, and functional for electronic transactions.

The subs-graup iniially started ith the CMIS drafttaxonoms code set This fstincorporated all types of providers associated vith health care i various
ways, .g. technologists or technicians who support or repair equi ic dentists, suppliers. A number of the providers
offer health services, in concert with others, and do not or cannot bill |ndependenﬂv for their servlces The amount of research to validate and classify all
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Step 10: Upload Documents

L]
eVOBrEX'" £ My Inbox~ Admin~ Provider~ >
Note Pad @ External
s Mylnbox » Mew Enroll it % Abypical Individual Enrollment
Application ID: 20200226119723 Name: Individual, Miranda
Enroll Provider - Atypical Individual ~
Business Process Wizard - Provider Enroliment (Atypical Individual). Click on the Step # under the Step Column.
Step Required Start Date End Date Status Step Remark
Siep 1: Provider Basic Information Requi 02/26/2020 02/26/2020 Complete
Step 2: Add Locations Required 02/26/2020 02/26/2020 Complete
Step 3: Add Correspondence Address Required 022672020 02/26/2020 Complete
Step 4 Add Provider Type/Specialiies/Subspecialies Required 02/26/2020 02/26/2020 Complete
Step 5: A iate Billing Provider/Other A iati Optional 022672020 02/26/2020 Complete
Step 6: Add License/Cerification/Other Optional 0272672020 02/26/2020 Complete
Step 7: Add Additional Information Optional 022672020 02/26/2020 Complete
Step 8: Add Provider Controlling Interest'Ownership Details Required 02/26/2020 02/26/2020 Complete
Step 9: Add Taxonomy Details Optional 02/26/2020 02/26/2020 Complete
Step 10: Upload Documents Required Incomplete Please upload required documents.
Step 11: Complete Enroliment Checklist Required Incomplete
Step 12: Submit Enrollment Application for Approval Required Incomplete
View Page: | 1 @ Go K Page Count (g saveToxLS Viewing Page: 1 €¢ First € Prev > Next 3 Last
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Upload Documents

eVOBr!X'" < My Inbox~ Admin~ Provider~

J My Favorites ~ = Print © Help
» Myinbox > New E ¥ Atypical

uuuuuuuuuuuu

Application ID: 20200226119723

Name: Individual, Miranda

#  Document List

H ~

Filter By e [ save Filters | ¥ My Filters™

File Name Start Date End Date Uploaded By
I:‘ AT AY AT

Uploaded Date Documen it Status
AY AT

AT AY AY AT
No Records Found !

To view the documents that are required and need to be uploaded with this application, go to the HOKU
website at: medquest.hawaii.gov/HOKU and click on the ‘Resources’ tab.

Select the link: ‘Required and Optional Licenses, Certificates and Documents by Provider Type’

Page ID: pgEnfimniDocumentList{Provider) Environment: HI_SYSTST R10c-1.1

Server Time: 02/26/2020 02:10:06 MST

Fingerprint-Based Criminal Background Check (FCBC) Determination Letter will be ‘Optional’ and
temporarily waived during the COVID-19 Public Health Emergency (PHE). Once the PHE is over, Med-
QUEST will send out a correspondence to providers that need to submit their FCBC Determination Letter.
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Upload Documents

Application 1D: 20200226119723 Name: Individual, Miranda
i Upload Document -~
Document Type: I---SELECT"- '3||* Document Name: I ’Uﬂl i
File Name: Browse...
Start Date: =]
End Date: =
Remark:

Page ID: digEnfimntAttachment{Provider)
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Upload Documents List

L]
eVOBrEX'" £ My Inbox~ Admin~ Provider~ >
External Links ~ “ My Favorites v
» Mylinbox » MNew Enroll it % Afypical Individual Enrollment
Application ID: 20200226119723 Name: Individual, Miranda

Document List ~

O aad

Filter By J ®co [ save Filters Y My Filters™

Document 1D Document Type Document Name File Name Start Date End Date Uploaded By Uploaded Date Document Status

|:| AT AY AY AY AT AT AY AT AY
D 75049206 Letter CMS Approval Letter HI T3 Agenda.docx Zak Farrington 02/26/2020 In Process
D 75049207 License GE Tax License HI T3 Agenda.docx Zak Famington 02/26/2020 In Process
O 75049208 License HI Beard Of Medical Examiners HI T3 Agenda.decx Zak Famingten 02/26/2020 In Process
|:| 73049209 License Hl Board Of Psychology HI T3 Agenda.docx Zak Farrington 02/26/2020 In Process
D 75049210 Tax W9 Indicator HI T3 Agenda.docx Zak Farmrington 02/26/2020 In Process
D 75049211 License HI Board Of Social Workers HI T3 Agenda.docx Zak Famington 02/26/2020 In Process

i Delete | View Page: | 1 ®Go |k Page Count SaveToXLS Viewing Page: 1 <€ First € Prev ¥ Next » Last

YSTST R10 Server Time: 02/26,
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Step 11: Enroliment Checklist

L]
eVOBrEX'" £ My Inbox~ Admin~ Provider~ >
Mote Pad @ External Links “ My Favorites ~
» Mylinbox » MNew Enroll it % Afypical Individual Enrollment
Application ID: 20200226119723 Name: Individual, Miranda
Enroll Provider - Atypical Individual ~
Business Process Wizard - Provider Enroliment (Atypical Individual). Click on the Step # under the Step Column.
Step Required Start Date End Date Status Step Remark
Step 1: Provider Basic Information Required 02/26/2020 02/26/2020 Complete
Siep 2: Add Locations Required 02/26/2020 02/26/2020 Complete
Step 3: Add Correspondence Address Required 02/26/2020 02/26/2020 Complete
Step 4: Add Provider Type/Specialies/Subspecialfies Required 02/26/2020 02/26/2020 Complete
Step 5: 1ate Billing Provider/Other i Optional 02726/2020 02/26/2020 Complete
Step 6: Add License/Cerification/Other Optional 027262020 02/26/2020 Complete
Step 7: Add Additional Information Optional 027262020 02726/2020 Complete
Step 8: Add Provider Controlling Inferest/Ownership Details Required 02/26/2020 02/26/2020 Complete
Siep 9: Add Taxonomy Details Optional 02/26/2020 02/26/2020 Complete
Step 10: Upload Documents Required 02/26/2020 02/26/2020 Complete
Step 11: Complete Enrollment Checklist Required Incomplete
Step 12: Submit Enrollment Application for Approval Required Incomplete
View Page: | 1 Q@ co B Page Count | (i SaveToXLS Viewing Page: 1 <€ First € Prev ¥ Next » Last
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Enrollment Checklist

eVOBr!x‘“ < My Inbox~ Admin~ Provider~

ote Pad @ External Links ~ % My Favorites ~

> Mylnbox » New Enrolilment » Atypical Individual Enrollment > Provider Check List

Application ID: 20200226119723 Name: Individual, Miranda

s

B Provider Checklist

Question Answer
AY AY
Do you need to request a Retroactive or Future Enroliment Date? If Yes, enfer the date in the field to be Mot Completed
Do you wish to end date your enrollment? If yes, enter date in comment field. Mot Completed
Are you currently excluded fram any Hawail or other state program? If yes, provide sfate of exclusion and program in comment field_ Mot Completed
Are you currently excluded from any federal program? If yes, provide the program and date in comment field. Mot Completed
Have you ever had a criminal or healthcare program-related conviction? If yes, provide type of conviction and date in comment field Mot Completed
Have you ever had a judgment under any false claims act? If yes, list judgment and date in comments field Mot Completed
Have you been enrolled by another State’s Medicaid Program. If yes, provide each state and effective date of in field Mot Completed
Have you ever had a program exclusion/debamment? If yes, provide program and date in comments field. Mot Completed
Have you ever had civil menetary penalty? If yes, provide penalty type and date. If yes, please specify federal or state in comments field_ Mot Completed
Are you trying to reaciivate a provider previously active with Med-QUEST whose status became inactive or lapsed for any reason? If yes, please add the previous Med-QUEST ID in the comments field again. Not Completed
Do you have 5% or more ownership interest in other entities by and/or i 7 If Yes, provide details in "Add Ownership Details" step. Mot Completed
Have you had any mall i L , or ag) t? If yes, provide dollar amount and dates in comments field. Mot Completed
If thiz enroliment is for a change of ownership (CHOW) for an existing provider with a new name, NPI, or Tax ID, please add the previous information in the comment box Mot Completed
Are you a Home Health Agency, DME provider, home and community based provider (HCBES) or medical fransp ion provider? Have you had the required fingerprinting completed? If yes, with what state | not Completed
and date, also upload fingerprinting documentation.

View Page: | 1 ®Go ge Count | i SaveToXLS Viewing Page: 1 € First

Comments
AY
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Step 12: Submit Application

Application 1D: 20200226119723

Enroll Provider - Atypical Individual

Step

Step 1: Provider Basic Information
Step 2: Add Locations

Step 3: Add Correspondence Address

Step 4: Add Provider Type/Specialfies/Subspecialties

Step 5: A iate Billing Provider/Other A

Step 6: Add License/Cerdification/Other

Step 7: Add Additional Information

Step 8 Add Provider Controlling Interest/Ownership Detalls
Step 9: Add Taxenomy Details

Step 10: Upload Documents

Step 11 Complete Enroliment Checklist

Step 12: Submit Enrollment Application for Approval

View Page: | 1 ®¢ [ Page Count

Page ID: pgBPWAtypicallndStart(Provider)

eVOBrEX" £ My Inbox~ Admin~ Provider~

> Mylnbox > Mew E > Adypical Indivi Enroliment

& saveToxLS

Name: Individual, Miranda

Business Process Wizard - Provider Enroliment (Atypical Individual). Click on the Step # under the Step Column.

Required
Required
Required
Required
Required
Optional
Optional
Optional
Required
Optional
Required
Required
Required

Viewing Page: 1

Start Date
02/26/2020
02/26/2020
0272672020
02/26/2020
0272672020
02/26/2020
0272672020
0272672020
0272672020
0272672020
0272672020

i Note Pad

End Date

02/26/2020
02/26/2020
02/26/2020
02/26/2020
02/26/2020
02/26/2020
02/26/2020
02/26/2020
02/26/2020
02/26/2020
02/26/2020

External Links v “ My Favorites v

Status Step Remark
Complete
Complete
Complete
Complete
Complete
Complete
Complete
Complete
Complete
Complete
Complete
Incomplete

4 First € Prav ¥ Next

» Last

A
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@_\{OBr!)(' : < My Inbox ~

Admin~

» Mylnbox > New E » Atypical

Application ID: 20200226119723

Final Submission

Application Document Checklist

Forms/Documents
AY

gSubmitEnrimni{Provider)

innovation@work

Enroliment

Application 1D:

____ Submit Application

50

Provider =

20200226119723

The information submitted for enrollment shall be verified and reviewed by the State.

During this time, any changes to the information shall not be accepted.

Name: Individual, Miranda

EnrolimeniType:

| agree that the information submitted as a part of the application is comrect (Private and Confidential).

Special Instructions
AY

No Records Found !

Environment: HI_#

Source

AY

External Links ~ % My Favorites ~

Atypical Individual Provider

Required
AY

Server Time: 02/21
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Review Provider Participation Agreement

< My Inbox ~ Admin~ Provider =

evoBr#x-

A Print © Help

i Note Pad

@ External Links ~ “ My Favorites v

% Mylnbox > MNew Enrollment » Atypical Individual Enrollment

Application ID: 20200226119723 Name: Individual, Miranda

[« Xelt W | () Submit Application | After reading the Terms and Conditions be sure to check the agreement box located at the end of the document.

PROVIDER AGREEMENT AND CONDITION OF PARTICIPATION (PART B)
I'We, Individual, Miranda, hereby apply to become a provider under the Hawaii State Medicaid Program and agree to the following terms and conditions if accepted:

I/We agree to abide by the applicable provisions of the Hawaii State Medicaid Program set forth in the Hawaii Administrative Rules, Title 17, Subtitle 12, and applicable provisions set forth in the Code of Federal
Regulations (C.F.R.) related to the Medical Assistance Program. Upon certification by the Hawai State Medicaid Program, /e also agree to abide by the policies and procedures contained in the Hawail State
Medicaid Manual. If I'We are a pravider for the 1915@ waiver for participants with Developmental Disabilities (DD) or Intellectual Disabilities (ID), I/WWe agree to abide by the policies and procedures contained in
the Medicaid Waiver Provider Standards Manual.

I'We agree to comply with Title VI of the Civil Rights Act of 1964 (P_L 88-352), Section 504 of the Rehabilitation Act of 1973 (P.L. 93-112), and the Age Discnimination Act of 1975 (P.L. 94-135), and all the
requirements issued pursuant to the respective fitle, section and/or act, as promulgated by the regulations of the Department of Health and Human Services and hereby give assurance that I/WWe will immediately
take any measures necessary to enact this agreement, to the effect that no person shall on the grounds of the applicable categories such as race, color, national origin, sex, age or handicap, be excluded from
participation in, or be denied the benefits of, or be otherwise subjected to discnmination under any program and/or activity of the service provider that 1s funded in its entirety or in part directly or indirectly by
Federal Financial Assistance.

I/We agree to keep all such records necessary to disclose fully, upon request, the extent of care and/or services provided by me/we to eligible Medicaid beneficiaries and to furnish the Hawaii State Department of
Human Services, the Secretary of Health and Human Services, or the Medicaid Investigations Division, such information from those records regarding any payments that have been claimed by mefwe under the
program as the Hawaii State Department of Human Services may, from time to time, require as authorized by 42 C.F.R. §431.107(b)(2).

I/We agree to disclose full and complete information regarding ownership information as described in 42 C.F.R. §455 Subpart B. This includes but is not limited fo disclosure of information on ownership and
control (42 C.F.R. §455.104), information related to business transactions (42 C.F.R. §455.105), and information on persons convicted of cnmes (42 C.F.R. §455.106) upon execution of this provider agreement
during re-validation of the enrollment process, within thirty-five (35) days of any change in ownership of the disclosing entity and at the request of the Hawaii State Department of Human Services, the Secretary of
Health and Human Services, or the Medicaid Investigations Division in the Department of Attorney General

I/'We understand that the Hawail State Medicaid Program may refuse to enter into or renew an agreement with me/we if any person, who has an ownership or control interest in the provider, or who is an agency
or managing employee, has been convicted of a criminal offense related to that person's involvement in any program established under Medicare and Medicaid Program (Title XIX) as stipulated in 42 C.F.R.
§455.108.

I/'We agree to accept, as payment in full, the applicable amount or amounts established by the Hawail State Medicaid Program in Chapter 1739, Hawail Administrative Rules, plus any deductible, coinsurance, or
copayment required by the Hawaii State Medicaid Program to be paid by the Medicaid recipient as stipulated in 42 C_F R. §447.15. I/We am aware that it is violation of Federal law to accept or require additional
payments over and beyond those established by the Hawaii State Department of Human Services for services rendered under the Hawaii State Medicaid Program. I/'We understand the reimbursement rates shall
be in accordance with payment methodologies pursuant to Chapter 1739, Hawai Administrative Rules.

Server Time: 02/26/2020 02:17:47 MST
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Review Provider Participation Agreement

My Inbox ~ Admin~ Provider~

evoBrEx: <

& Print

I Mote Pad

@ External Links ~ “ My Favorites =

> Mylnbox > Mew Enrollment » Afypical Individual Enrollment

Application ID: 20200226119723 Name: Individual, Miranda

[« IelL | (D) Submit Application | After reading the Terms and Conditions be sure to check the agreement box located at the end of the document.

provider for the period during which the Federal Financial Assistance is extended to it either directly or indirectly by the Department of Health and Human Services; (3) This Assurance is given by the service
provider in consideration of and for the purpose of receiving or benefiting from either directly or indirectly any or all Federal Financial Assistance that is extended after the date hereof by the Department of Health
and Human Services, through the Hawaii State Department of Human Services. The service provider recognizes and agrees that such Federal Financial Assistance will be extended in reliance on the
representations and agreements made in this Assurance and that the United States and/or the State of Hawaii shall have the right to seek judicial enforcement of the Assurance. This Assurance is binding on the
service provider, its successors, transferees, and assignees, and to the person authorized to sign this Assurance on behalf of the service provider whose signatures appear below.

RETROACTIVE CERTIFICATION:

I'We agree that retroactive provider certification shall be limited to no more than twelve (12) months back to the date on which the application was received in the Hawaii State Department of Human
Services/Med-QUEST Division/Health Care Services Branch office subject to the discretion of the Med-QUEST Division Administration. The month in which the application was received shall be counted as the
first month.

ELECTRONIC SIGNATURE: This Acknowledgement is to let you know that by submitting an electronic signature, you are providing an electronic mark, that is held to the same standard as a legally binding
equivalent of a handwritten signature provided by you on behalf of your organization. For purposes of the acknowledgement, a digital mark is considered a typed legal First and Last name (legal name may
include middle name, initial or suffix) followed by the typed date. Any document requiring an electronic signature may contain a signature acknowledgment statement provided in the same area requiring the
electronic signature.

AGREEMENT & ACKNOWLEDGEMENT: | agree that my electronic signature is the legally binding equivalent to my handwritten signature. Whenever | execute an electronic signature, it has the same validity
and meaning as my handwritten signature. | will not, at any time in the future, repudiate the meaning of my electronic signature or claim that my electronic signature is not legally binding. Likewise, |, on behalf of

which this documentation is submitted. An electronic record will be kept of the documentation with which the electronic signature is associated. This electronic record will be retained and capable of being
reproduced for future use. It is also acknowledged that this electronic signature meets the standard identified for uniqueness, verification, sole control, and record linkage.

The undersigned attest that they have entered into an agreement effective on the date indicated below. Both parties agree an authorized representative of the enrolling entity has the authority to sign and submit
this electronic agreement and to maintain enroliment information through Med-QUEST Provider Enroliment

and agree to its terms.

IFirst Name: | Last Name: | Date: I I

Page ID: pgEndTermsAndConditions{Provider)

Environment: HI_SYSTST R10¢-1.1

@ Help

the organization that | am authorized to represent, consent to do business electronically. This electronic signature will function as acknowledgement that | am authorized to represent and bind the organization for

IMe have read all of the Provider Agreement and Condition of Participation in the Hawaii State Medicaid Program and fully understand

Server Time: 02/26/2020 02:17:47 MST
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Submission Complete

T
eVOBrE)("' < My Inbox ~ Admin~ Provider~ >
1 v I Note Pad @ External Links ~ * My Favorites~ Print © Help
> Mylnbox > MNew Enroll it > Atypical Individual Enrollment
Application 1D: 20200226119723 Name: Individual, Miranda

Your Application Number 20200226119723 has been successfully submitted for State review. Return with this application number to track the status of your application. x

Enroll Provider - Atypical Individual ~

Business Process Wizard - Provider Enroliment (Atypical Individual). Click on the Step # under the Step Column.

Step Required Start Date End Date Status Step Remark
Step 1: Provider Basic Information Required 02/26/2020 02/26/2020 Complete
Step 2: Add Locations Required 02/26/2020 02/26/2020 Complete
Siep 3. Add Correspondence Address Required 02/26/2020 02/26/2020 Complete
Siep 4. Add Provider Type/Specialfies/Subspecialfies Required 02/26/2020 02/26/2020 Complete
Step 5t iate Billing Provider/Other iati Optional 02/26/2020 02/26/2020 Complete
Step 6: Add License/Cerification/Other Optional 02/26/2020 02/26/2020 Complete
Step 7: Add Additional Information Opfional 02/26/2020 0212672020 Complete
Step 8: Add Provider Controlling Inferest/Ownership Details Required 02/26/2020 02/26/2020 Complete
Step 9 Add Taxenomy Details Opfional 02/26/2020 0212672020 Complete
Step 10: Upload Documents Required 02/26/2020 02/26/2020 Complete
Step 11: Complete Enrollment Checklist Required 02/26/2020 02/26/2020 Complete
Step 12: Submit Enrollment Application for Approval Required 02/26/2020 02/26/2020 Complete
View Page: | 1 Qceo K Page Count Ed saveToXLs Viewing Page: 1 € First £ Prev > Hext » Last
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Contact Med-QUEST

https://medquest.hawaii.gov/HOKU

Email: hcsbinquiries@dhs.hawaii.gov
Phone: 808-692-8099
Fax: 808-692-8087

Office Address:
601 Kamokila Boulevard, Room 506A
Kapolei, HI 96707
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Thank YOU' Persistence, Perseverance and Passion
: as always remains our credo.
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