SAHCCCS

* Arizona Health Care Cost Containment System

Individual Enrollment




AHCCCS

Arizona Health Care Cost Containment System

Individual

This guide explains how to complete the enrollment process for providers when the provider being
enrolled:

e s an Individual or Sole Proprietor operating his/her own medical/health care practice
e Has a National Provider Identifier (NPI) number
These providers include:

e Individual Doctors and Physicians in Private Practice

e Nurse-Practitioner’s and Physician Assistants in Private Practice

e Another provider (Individual or Organization) Rendering Servicing Only providers — This would
be Individuals with an NPI, but rendering/servicing as a parent physician or medical group
conducting all billing on your behalf

e Psychologists

e Audiologists

e Dentists

e Chiropractors

e Occupational or Physical Therapists that have a NPl number operating independently

Beginning an Application
To begin an application, select the “Individual/Sole Proprietor or Rendering /Servicing” option, then
select “Submit.”

V(;Br!)( ' < My Inbox ~ Admin = Provider + >

A Garcia Patricia - B Mote Pad @ External Links~ ¢ My Favorites = & Print @ Help

Myinbeox New Enroliment 3 Modification List > Individual Review BPW 3> New Ennoliment

] Enroliment Type -~

Select the Aepllcable Enroliment Type

o Individual/Scle Proprietor

(m) Regular Individual/Sole Proprietor or Rendering/Servicing Provider
T Group Bractice (Corporanon, Bartnership, LLG, etc.]
() FacilitylAgency/Organization (FAO-Hospital, Nursing Facility, Various Entities)
() Contractor/MCO

) Managed Care Organization
() Correctional Facilities
() Tribal Behavioral Health
) Department Of Economic Security
"y Atypical {non-medical) provider (Choose this optien if you de not have a NPI)
) Individual (Driver, Home Help/Personal Care, Carpenter, etc.)

) Agency (Child Care Institution, Home Help/Personal Care Agency, Transportation Company. Local Education Agency ete.)

© Submit >
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Enrollment Overview
Each provider must complete steps 1 through 11 to submit the application.
e  Status column: This column will change from “Incomplete” to “Complete” as steps are
completed.
e Step Remark column: This column will alert you to any problems in completing the step.
e Blue font: indicates a hyperlink.

e Steps display in blue font when the step is ready for data entry.

e |norder to skip steps,you must first completesteps 1 through 4 in numerical order to make the
remainder of steps available.

e * An asterisk indicates required fields. Required fields must be completed to advance forward.

NOTE: It is important to ensure all data entered is accurate and valid.

Step 1: Provider Basic Information
1. Select Step 1: “Provider Basic Information.”
Note: * An asterisk indicates required response prior to selecting “Finish.”

@ Welcome to MMIS - Google Chrome = *
& az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet
Basic Information: Enter required fields and click Finish button.
#  Basic Information &
EINTIN:
First Name: o Middle Initial:
Last Name: o
Suffix: v Gender: v |*®
SSN: *
Date of Birth: B | * Applicant Type: | Individual/Sole Propristor v|*
Tribal Type: v
NPI: *
iii W9 Information »~
‘W-9 Entity Type: v|* W9 Entity Type (If Other):
Profit Status: v|*
Home Address &
Please ensure you are providing the home address of this provider. Failure to do so may result in this application/'modification being denied.
+ Finish || @ Gancel

2. Basic Information: Enter the provider’s basic information.
e Applicant Type:
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o Rendering/Servicing Only: Select this option if a billing provider is billing on your
behalf.

o Individual/Sole Proprietor: Select this option if you are a sole proprietor and
own the tax ID number.

#  Basic Information
EIN/TIN:
First Name: s Middle Initial:
Last Name: 3
Suffix: v Gender: v | *
SSN: &=
Date of Birth: B * Applicant Type: | Individual/Sole Proprietor

Tribal Type: v

NPI: &

3. W-9 Entity Type: IRS W-9 information must match IRS reports.
e Sole Proprietor will apply for most individuals.
e Profit Status: Non-Profit, For-Profit and Closely Held are the most common Profit Status
Codes that apply for non-profits and private individuals.

5 WS Information
‘W-9 Entity Type: | * W-9 Entity Type (If Other):

Profit Status: A

4. Home Address: Enter the home address of the Provider.
Note: Most addresses are validated through USPS. The Address Submission only requires
Address Line 1 and Zip Code, click the “Validate Address” button. The remaining address fields

will be populated.

e Begin with updating the address within the “Address Line 1” field and enter Zip Code;
Click the “VALIDATE ADRESS” option and the message of” Address is validated,” the
County, City and State fields will populated.

5. Once complete select, “Finish,” to advance forward.
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#  Home Address 2
Ploase ensure you are providing the home address of this provider, Fallure to do 5o may result in this application'modification being densed.
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: o Address Line 2:
Enter Street Address or PO Box Only

Address Line 3: City/Town: OTHER v .

State/Province: THER v|* County: | OTHER G

*
o

6. Once the Basic Information is complete, an Application ID will be provided. You will need this
Application ID later if you choose to complete the application at a later time. Once an
application has been started, you will have 30 calendar days to complete and submit the
application.

TIP: Write down your Application ID and keep it in a safe place. If you misplace the Application ID,
check your email account used during the User Registration process to retrieve the email containing
the Application ID. If you are unable to locate the email containing the Application ID, please contact
the AHCCCS Provider Enrollment team.

7. To continue with the application, select “OK”. By selecting “OK”, this will take you to “Step 2:
Add Locations”. This step is required prior to submission of the application.

@ Wsleomas ts MMIS - Google Cheome - (n ] b3
8 32-udl-§vD.Cng-inc.com/ evoBig CNSIContralSenviet
Application 10: 20200615255847 Mam: Bunny Eastee
i#  Bask Information o

You have successfully completed the basic information on the Enrcliment Application.

QEUI'&DDIICNIOIIID is: 20200619255647 >

Flease 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 numbaer,
you will not be able 1o access your and your 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

FPage |0 digAcdBassciniormatonSie
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8. Once the application has been established, you will be brought to the “Business Process Wizard
or BPW.” This page breaks down the full application into multiple steps. Step 1, Provider Basic
Information has already been completed which will be indicated in the “Status” column.

e The “Required” column tells you which of the steps are “required” and which are
“optional” to submit the application.

Note: To complete the next step, “Click” the blue hyperlink. Currently, only Step 2 has a hyper link.
However, once you complete Step 4, every step will display a hyper link, allowing you to complete the
steps in any order.

Step2: Add Locations
1. Select “Step 2: Add Locations.”

g Wentity Cloud Service XD Business Process Waad St X = o x
“= C Y & az-ust-evo.cns-inc.com/fevelrie/CNSIControlServiet o 0O e.
APE P < My Inbox ~ Provider = 1Y

ket e .

B Mote Pad A External Links = My Favorites ~ oS Print i Help

Application 1D: 202006 1925584T Name: Burny, Easter

i Enroll Provider - Individual -

Business Process Wizard - Provider Enreliment (Individual). Click on the Step # under the Step Celumn.

SR Required Start Date End Date Status Step Remsark
Simg 1 Proviset Bass Indsemascn Reuarnd DENWRIID 061192020 Compiate

Slep 3 Add Commsspendence ASress Feeguired Incempiele

Slep & Add Froviser Type/Spe cialbea/Subsgeciatns Foequired Incempiete

Step & Assoriste Biling ProvidenOmner Associatons Opton Incampiete

Step & Add License/Centicason/Other Cptena Incempicle:

Step T: A0d Provider Controling InlerestOwnership Detais Fiequined Incempiete

Step 8 Add Tassnomy Detsbs Resquirsd Incompiete

Step & Upioad Documents Optonal Incempicte

Step 10 Complete Ennoiment Checkist Required Incomplete

Stin 11: Subret Envoliment Aopkcation for Aggroval Risaquired Incempiete

View Page: | 1 @ E @ saveToxLs Viewing Page: 1 o < - W

Page I0: pgBFWindvidualStanProvider] Environment AZ_UAT R10c-1.1 Server Time: 062000 17-24:40 MST

2. Select “Add” to open up the details page to add a Primary Practice Location and a Pay-To-
Address for the location(s). Adding additional servicing locations are optional.

Note: If you are already registered with AHCCCS, you will see a list of your locations under the
“Locations List.” For a new enrollment, this list will be empty.
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§% Identity Cloud Semvice X @ Provider Location list for Enrollm X 4

& C {Y & az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet % O o

APEP < My inbox~  Provider~

@ Extemnal Links~ % MyFavorites~ @ Print @ Help

X valenzuela,veronica ~

> Provider Portal > New Enroliment 3 Individual Enroliment

Application ID: 20200619255647 Name: Bunny, Easter

O Close py to address is required for Primary Practice Location. To Add/Modify Pay to address, click on Primary Practice Location hyperlink

Locations List ~

Bysave Filters |~ T My Filters™

Filter By ~ ®co
Doing Business As Location Type Location Details End Date
D AY av AY AY

No Records Found !

Server Time: 06/19/2020 12:25:17 MST

Page ID: pglocationListForEnrimnt(Provider) Environment: AZ_UAT R10¢-1.1

3. Select: Primary Practice Location” in the drop down menu. Complete all required fields then
select “Validate Address”and “OK” to advance forward.

Note: Enter your street address on Address line 1 and your five-digit zip code, then “Click,”
“Validate Address.” The remainder of the address fields will automatically populated and be
validated by the information from the U.S. Postal Service.

4. Every “Primary Practice Location,” requires hours of operation. Fill in these fields as appropriate.

5. Select, “OK,” when complete.
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°
L
@ Welcome to MMIS - Google Chrome - x

@ az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet
& Print @ Help

Application ID: 20200619255647 Name: Bunny, Easter

Add Provider Location

-~
Location Type: | Primary Practice Location | &
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.
Address validation successful
Address Line 1: | 801 E Jefferson 5t * Address Line 2:
(Enter Street Address or PO Box Only)
Address Line 3: CityfTown: | Phoenix -

State/Province: | ARIZONA v|* County: | Maricopa

Country: | UNITED STATES [ * Zip Code: | 85034 | * -| 2217

Web Page:
oL dacsno b oo P Lo e dood oo o daet nClocod oo oo A doop o
Day: Open At: AM/PM Close At: AM/PM Day: Open At: ANMIPM Close At: AM/PM
sunday: w|® [am s, v|*® AN = Thursday: v|* AM o]y v|* AM | 4
PM PM PM PM
Monday: v|* AM g v |* AW -y Friday: v|*® AM -], |*® AM o],
PM P PM PM
Tuesday: o A e v|* AM - Saturday: v|* AM - v|* AM -
PM P PM PM
Wednesday: | * AM -y ~ | E AM %
PM PM
Accepting New Clients: v Maximum Clients:
Offers OB-Gyn Services: v Pediatric Services: v
Handicap Accessible: No ~ FQHC: v
Language(s) Spoken: E"ﬂ'l‘“’"
Arabic {For Multiple Selection, use Ctrl Key}
Cantonese -
Page ID: digEnriAddLocation{Provider)

6. Select the “Primary Practice location” link to Add Pay-To Address. The link will display in Blue
font under the “Location Type” field.

Note: A message at the top will indicate a “Pay to Address is required for the Primary Practice
Location. To Add/Modify Pay to Address, click on the Primary Practice Location hyperlink.”
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§# |dentity Cloud Service X

¢ >cCco0
APEP <

@ Provider Location list for Enrollm X

My Inbox~ Provider v

X valenzuela,veronica

> Provider Portal > New Enroliment 3 Individual Enroliment

Application ID: 20200619255647

Locations List
Filter By -

Doing Business As Location Type

0 av v

@ az-uat-evo.cns-inc.com/evoBrix/CNSIControlServlet

+

Qco

Note Pad

Name: Bunny, Easter

© Add | Pay to address is required for Primary Practice Location. To Add/Modify Pay te address, click on Primary Practice Location hyperlink

Location Details

av

D l

Primary Practice Location

I 801 E Jeflerson St Phoenix. ARIZONA 85034

il Delete | View Page: | 1

SaveToXLS

7. Select “Add Address.”

Viewing Page: 1

Environment: AZ_UAT R10¢-

x 0 0
External Links % My Favorites A Print @ Help
A
Bysave Filters |~ T My Filters™
End Date
av
123112999
«Fist | € » Last

6/19/2020 12:30:13

§# |dentity Cloud Service X

& c O
APEP <«

@ Location Details x

@ az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet

My Inbox ~ Provider -

X valenzuela,veroni

> Provider Portal > New Enroliment 3 Individual Enroliment > General

+

Note Pad

= X
* 0@
Exteral Links % My Favorites SPrint @ Help

Application ID: 20200619255647

BSave To add additional addresses, click "Add Address™ button.

Name: Bunny, Easter

Wednesday: | 08:00 v | * AM - 08:00 v | * AM = -
PM PM
Accepting New Clients: - Maximum Clients: Handicap | o
Accessible:
Offers OB-Gyn Services: hd Pediatric Services: v FQHC: v
Language(s) Spoken: ';?"9'1‘“’"
~ Arabic
(For Multiple Selection, usT(E;rJI Cantonese -
End Date: | 12/31/2899 | &
Address List »~
Address Type Address End Date
jav av av
[ Lecation 801E Jefferson St, Phoenix. ARIZONA 35034 1213112999
T Delste | View Page: | 1 SaveToXLsS Viewing Page: 1 «rist € >

Environment AZ_UAT R10c-1.

6/19/2020 12:30:48 MST

8. Type of Address: Select “Pay-To-Address” in the drop-down menu. Carefully enter, review and
“Validate Address” the address. When complete, select “OK” to proceed forward.
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Note: If the “Pay to Address” is the same is the Primary Practice Location, Click the “Location
Address: radio button Copy this Location Address” to copy the address. Then click “OK.”

@ Welcome to MMIS - Google Chrome = x

@ az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet

Application ID: 20200619255647 Name: Bunny, Easter

Add Provider Location Address ~

Type of Address: ;P End Date: =]
Location Address: opy 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 validation successful
Address Line 1: | 701 E Jeflerson St * Address Line 2:
(Enter Street Address or PO Box Only)
Address Line 3: CityiTown: | Phoenix v|*
State/Province: | ARIZONA v County: | Maricopa
Country: | UNITED STATES ~|* Zip Code: |85034 |* -| 2215

@ [© Cancel

Page ID: digEnriLocationAddress(Provider)

9. The provider address will now display in the Address list.

X valenzuela,veron Note Pad @ External Links ~ “ My Favorites ~

y Track Application » FAO Enroliment 3 General

Application ID: 20200622158341 Name: City Fire Protection District

F4save  Toadd additional addresses, click “Add Address” button.

Location Details ~
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

Sunday: 12:00 » % [AM -] 1159 w [®  AM =/, Thursday: | 12:00 | *= [AM </ 1M:59 w|*x  (AM =«

P PM PM PM
s (1200 v+ |AM 159 v|* |AM iday: | 12:00 v |* [AM M58 v|* | AM

Monday: o * e * Friday: o £ " *

Tuesday: | 1200 v |* |AM -/ 159 w|* |AM =l gaturday: | 12:00 v | x  [AM -~ 159 w[®  |AM «]
PM PM PM PM

Wednesday: | 1200 v | * Qm e 1159 v |* Sm "

Handicap Accessible: |No v

. | English

Language(s) Spoken:

. N?Igl (S]\ ; Arabic
or Multiple Selection, use "

! B Coikey | Cantonese -

End Date: | 12/31/2999 i

10
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# Address List

View Page: | 1 69 SaveToXLS

Page ID: pgEnrollmentlLocationGeneral(Provider)

Address Type Address

av Av

Location 801 E Jefferson St, Phoenix, ARIZONA 85034
Pay To 701 E Jefferson St, Phoenix, ARIZONA 85034

Viewing Page: 1

. UAT R10c-1.1

€< First

End Date
AvY

12/31/2999
12/31/2999

'y

10. To add another service location, select “Add Address” and repeat steps 1 though 8. To continue

without adding another service location, select “save” and then select “Close” to advance

forward.
@ |dentity Cloud Service X @ Location Details x + x
&« C Y & az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet * O o
APEP < My Inbox ~ Provider~ >

2 valenzuela,veronica ~
> Provider Portal > New Enrollment > Individual Enroliment > General
Application ID: 20200619255647

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

| Ful

Name: Bunny, Easter

Extemal Links ~ % My Favorites ~

Accepting New Clients: v

Offers OB-Gyn Services: v

End Date: | 12/31/2999 B

Address List

Address Type Address.

D av AY

D Location 801 E Jefferson St. Phoenix. ARIZONA 85034

D Pay To 701 E Jefferson St. Phoenix. ARIZONA 85034
ill Delete | View Page: | 1 Qo SaveToXLS

Page ID: pgEnrolimentL ocationGener:

Maximum Clients:

Pediatric Services:

Language(s) Spoken:

(For Multiple Selection, use Ctrl
Key)

v

English
Arabic
Cantonese -

Viewing Page: 1

nment: AZ UAT R10c-

Handicap | no
Accessible:

FQHC:

End Date

av
12/31/2989
12/31/2989

«rst £

Step 3: Add Correspondence Address
1. Select “Step 3”: Add Correspondence Address.”

11
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@ ous

§# |dentity Cloud Service x ocess Wizard Start X+ = X

¢ >cCco0
APEP <

@ az-uat-evo.cns-inc.com/evoBrix/CNSIControlServlet A4 [v] o

My Inbox ~ Provider~ >

X valenzuela,veronica Extemal Links ~ % My Favorites ~ 2 Print. © Help
> Provider Portal > New Enroliment 3 Individual Enroliment
Application ID: 20200619255647 Name: Bunny, Easter
Enroll Provider - Individual 3

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

Step Required Start Date End Date Status Step Remark
Step 1: Provider Basic Information Required 061192020 06192020 Gomplete
Step 2: Add Locations Required 06/19/2020 06192020 Complete
l Step 3: Add Correspondence Address I Required Incomplete
Step 4: Add Provider Type/Specialties/Subspecialties Required Incomplete
Step 5 Associate Billing Provider/Other Associations Optional Incomplete
Step 6: Add License/Certification/Other Optional Incomplete
Step 7: Add Provider Confrolling InterestiOvmnership Details Required Incomplete
Step 8: Add Taxonomy Details Required Incomplete
Step 9: Upload Documents Optional Incomplete
Step 10: Complete Enrollment Ghecklist Required Incomplete
Step 11: Submit Enrollment Application for Approval Required Incomplete
View Page: 1 SaveToXLS Viewing Page: 1 & First < >

Environment: AZ_UAT R10¢- Server Time: 06/19/2020 12:35:07 MST

2. Select “Add.”

€ c O
APEP <

X valenzuela,veronica

> Pro

Address Type

0Oar

§# |dentity Cloud Service X

@ Correspondence Address Details X

@ az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet

My Inbox ~ Provider~

vider Portal > New Enroliment > Individual Enroliment > General

Application ID: 20200619255647

Correspondence Address List

istForEnrimnt{Provider

+ - g x

Exteral Links ~ % My Favorites =

Print @ Help

Name: Bunny, Easter

Address. End Date

av av

No Records Found !

Environment: AZ_UAT R10c-1.1 Server Time: 06/19/2020 12:37.50 MST

3. Inthe “Communication Preference” field, select “Standard Mail” or “Email.”

12
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Note: Only one option may be selected. All notices will go to the mailing address or email
address entered on this screen.

4. Carefully enter, review and “Validate Address” the address. When complete, select “OK” to
advance forward.

@ Welcome to MMIS - Google Chrome

= X
@ az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet
& Print © Help
Application ID: 20200619255647 Name: Bunny, Easter
Add Correspondence Address ~

Phone Number: | (602) 417-7670 * Extn:| 5 Fax Number: | (602) 258-1474

tion Preference: | Emal v|* Email Address: | email@company.com *

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.

Address validation successful

Address Line 1: | 701 E Jeflerson St * Address Line 2:

(Enter Street Address or PO Box Only)
Address Line 3:

CityiTown: | Phoenix v |*
State/Province: | ARIZONA v County: | Maricopa
Country: | UNITED STATES ~|* Zip Code: | 85034 |* -| 2215

Page ID: digEnriCorrespondenceAddress(Provider)

5. Select “close” to advance forward.

§# |dentity Cloud Service X @ Correspondence Address Details X + - x
& C {} & az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet « 0 o
APEP < My Inbox~  Provider~ >

X valenzuela,veroni

Note Pad

External Links % My Favorites Print @ Help

> Provider Portal > New Enroliment 3 Individual Enroliment > General

Application ID: 20200619255647 Name: Bunny, Easter

© 2dd
#  Correspondence Address List ~
Address Type Address End Date
D av AY AY
[ Cerrespendence 701 E Jefferson St. Phoenix, ARIZONA 85034 123112999
T Delste | View Page: | 1 SaveToXLS Viewing Page: 1 “First || € Prev | ¥ Mext
orEnrimnt{Provider Environment AZ_|

6/19/2020 12:40:44 MST

13
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Step 4: Add Provider Type Specialties/Subspecialties
1. Select “Step 4: Add Provider Type Specialties/Subspecialties.”

§# Identity Cloud Service X @ Business Process Wizard Start X+ = >

& C Y & az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet % 0O o

APEP < My inbox~  Provider~ >

X valenzuela,veroni Note Pad Extemal Links % My Favorites 2 Print. © Help
> Provider Portal > New Enroliment 3 Individual Enroliment
Application ID: 20200819255647 Name: Bunny, Easter
Enroll Provider - Individual 3

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

Step Required Start Date End Date Status Step Remark
Step 1: Provider Basic Information Required 061972020 061872020 Complele
Step 2 Add Lecations Required 06119/2020 061972020 Complete
A Required 0611872020 0611872020 Complete
Step 4 Add Frovider Typs/Specialties Subspacialtiss | [r— Incomplsts
Step 5 Associate Billng Providsr/Other Associations Optional Incomplsts
Step & Add Licsnss/CartificationiOther Optional Incomplsts
Step T Add Frovider Contraling IntersstOvmarship Details Required Incomplete
Step & Add Taxonomy Details Required Incomplete
Sten 9. Upload Documents Optional Incomplete
Step 10: Complete Enrollment Checklist Required Incomplete
Step T1: Submit Enroliment Application for Approval Required Incomplete
View Page: | 1 @z W SaveToXLS Viewing Page: 1 ®Fist | € Prev | ¥ Next | % Last

Environment AZ_UAT R10« 6/19/2020 12:41:17 MST

2. Select “Add.”

§# |dentity Cloud Service X @ Specialty List x + = >

& C {} & az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet « 0 o

APEP < My Inbox ~ Provider ~ >

L valenzuela,veroni Note Pad External Links % My Favorites A Print @ Help
> Provider Portal > New Enroliment > Individual Enroliment
Application ID: 20200619255647 Name: Bunny, Easter
B Provider Type/Specialty/Subspecialty List ~
Filter By v ®co Bysave Filters |~ T My Filters™
Specialty/Subspecialty Provider Type End Date
\:\ av AY AY

No Records Found !

Environment AZ_UAT R10c-1. 6/19/2020 12:41:30

3. Complete the “Add Provider Type/Specialty” and “Add Subspecialty” fields as appropriate.
4. Select, appropriate “Provider Type” in the drop-down option.

14
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5. Select, the “Speciality” in the drop-down option, or “No Specialty” if applicable.
6. Add “Subspecialty”:
e Select, “Associated Subspecialty”: “No Subspecialty”
Note: For new enrollments, the “Add Provider Type/Specialty & Add Subspecialty” fields will display
empty.
7. When complete, select “OK” to advance forward.
@ Welcome to MMIS - Google Chrome - X
@ az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet
& Print © Help
Application ID: 20200619255647 Name: Bunny, Easter
Add Provider Type/Specialty ~
Provider Type: | —SELECT— v |*
Specialty: | v |*
Select 'No Specialty’ if applicable.
End Date: El
Add Subspecialty ~
Available A ialties *

»

Select ‘No Subspecialty” if applicable.

a p Corcel

Page ID: digEnrAddSpecialties(Provider)

The image below is an example of a completed provider type.

15
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@ Welcome to MMIS - Google Chrome - X
@ az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet
& Print © Help
Application ID: 20200619255647 Name: Bunny, Easter
Add Provider Type/Specialty ~
Provider Type: | MD-PHYSICIAN V|
Specialty: | FAMILY PRACTICE wiE
Select 'No Specialty’ if applicable.
OBoard Certified
@Not Board Certified Eligible
End Date: &
Add Subspecialty L
Available A ialties *
No Subspecialty
»
«
Select '"No Subspecialty' if applicable.
« 0K || @ Cancel
Page ID: digEnriAddSpecialties(Provider)

Note: Once Step 4 is completed, the rest of the enrollment steps become available and may be
completed in any order prior submission.

Step 5: Association Billing Provider/Other Associations

The next step is Step 5, which is marked as “Optional.” This step is for an Associate Billing Provider,in
other words, an employee of the facility, agency, or organization that has already started an application
with AHCCCS. If this does not apply to you skip, to Step 6.

1. Select “Step 5: Associate Billing Provider/Other Associations.”
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§# |dentity Cloud Service X @ Business Process Wizard Start X+ - x
& C {Y & az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet % O o
APEP < My Inbox ~ Provider~ >
mmca Note Pad Extemal Links % My Favorites 2 Print. © Help
> Provider Portal > New Enroliment 3 Individual Enroliment
Application ID: 20200619255647 Name: Bunny, Easter
Enroll Provider - Individual L]

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

Required Start Date End Date Status Step Remark
Step 1: Provider Basic Information Required 0811372020 06/1972020 Complete
Step 2 Add Lecations Required 0611972020 06/19/2020 Complete
Step 3 Add Comespondsncs Addrsss Required 081132020 06/1572020 Complste
Step 4 Add Frovider Typs/Specialties/Subspacialtiss Required DaH32020 D6/13r2020 Complste
Step 5 Associate Billng ProvidsriDther Assosiations §  ontional Incomplte
Step & Add Licsnss/CartficationiOther Required Incomplste Flsass add required Licsnss/Certification
Step 7 Add Provider Controlling IntersstiOvnership Details Required Incomplete
Step & Add Taxonomy Detais Required Incomplete
Step 9: Upload Documents Required Incomplete Please uplaad required documents
Step 10: Complete Enrollment Checklist Required Incomplete
Step T1: Submit Enroliment &pplication for Approval Required Incomplete
View Page: | 1 @z W SaveToXLS Viewing Page: 1 ®Fist | € Prev | ¥ Next | % Last

ronment AZ_UAT R10c- 6/19/2020 12:49:30

2. Select “Add.”

§% dentity Cloud Service X @ illing Provider/Other Associatic X+ - X
& C {} & az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet « 0 o
APEP < My Inbox ~ Provider~ >
mn Note Pad External Links % My Favorites & Print @ Help
> Provider Portal > New Enroliment 3 Individual Enroliment
Application ID: 20200619255647 Name: Bunny, Easter
L)
Billing Provider/Other Associations List ~
Filter By v ®co Bysave Filters |~ T My Filters™
NPI/AHCCCS ID Provider Name Start Date End Date Status
jav AY av av av

No Records Found !

orEnrimnt{Provide: Environment AZ_UAT R10c-1.

6/19/2020 12:49:57 MST

3. Enter the six-digit AHCCCS ID or 10-digit NPI of the billing provider. Select “Confirm Provider.”
Once the provider is confirmed, select “OK” to complete the association.
Note: If your provider is known to AHCCCS, the Provider Name field is auto-populated.
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@ Welcome to MMIS - Google Chrome

@ az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet

Application ID: 20200619255647 Name: Bunny, Easter

Associate Billing ProvideriOther Associations

Enter NPI/AHCCCS 1D of Billing Provider/Other Associations and click "Confirm Provider.”

Page ID: digBillingProvideriD(Provider)

4, Select, “Close”, to advance forward

§ Identity Cloud Service X @ Billing Provider/Other Associatic. X +

<« C {} & az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet
I
A P E P < Provider v

JCICS FIOVDRE BOLLMENT IORTAL

Note Pad (@ External Links v

valenzuela,veronica v

Type: | AHCCCSID v |®
ID: | 079634 * Provider Name:
Start Date; | 06/19/2020 o o* End Date:

P3 VHS OF PHOENIX INC

=]

“ My Favorites~ = Print @ Help

» Track Application » Individual Enrollment

Application ID: 20200619255647 Name: Bunny, Easter

QcClose [E+EGG

Billing Provider/Other Associations List

Filter By v ®Go
NPI/AHCCCS ID Provider Name Start Date End Date
AY AV AY AV
1568663250 P3 VHS OF PHOENIX INC 06/19/2020 12/31/2999
View Page: | 1 ® Go SaveToXLS Viewing Page: 1 & First

Page ID: pgBillingProviderListForEnrimnt(Provide

~
[EAsave Filters ¥ My Filters™
Status
AV
Approved
€ Prev ¥ Next » Last

Server Time: 07/15/2020 0
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Step 6: Add License/Certification/Other
1. Select “Step 6: Add License/Certification/Other.”

§# Identity Cloud Service X @ Business Process Wizard Start X+ = >
& C Y & az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet % 0O o

APEP < My inbox~  Provider~ >

X valenzuela,veroni Note Pad Extemal Links % My Favorites 2 Print. © Help
> Provider Portal > New Enroliment 3 Individual Enroliment
Application ID: 20200819255647 Name: Bunny, Easter
Enroll Provider - Individual 3

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

Step Required Start Date End Date Status Step Remark
Step 1: Provider Basic Information Required 0811972020 06/1972020 Complete
Step 2 Add Lecations Required 0611872020 06/1972020 Complete
Step 3 Add Comespondsncs Addrsss Required 081132020 06/1572020 Complste
Step 4 Add Frovider Typs/Specialties/Subspacialtiss Required DaH32020 D6/13r2020 Complste
Step 5 Associate Billng Providsr/Other Assosiations Optional 081132020 06/1572020 Complste
Step & Add Licenss/CartficationiOther | Required Incomplste Flsass add required Licsnss/Certification
Step T Add Frovider Controling IntersstOvmership Details Required Incomplte
Step & Add Taxonomy Detais Required Incomplete
Sten 9. Upload Documents Required Incemplete Please upload required documents
Step 10: Complete Enrollment Checklist Required Incomplete
Step T1: Submit Enroliment &pplication for Approval Required Incomplete
View Page: | 1 @z W SaveToXLS Viewing Page: 1 ®Fist | € Prev | ¥ Next | % Last

Environment AZ_UAT R10«

2. Select “Add.”

§# |dentity Cloud Service X @ LicenseCertification List x ar - X

& C {} & az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet « 0 o

APEP < My Inbox ~ Provider ~ >

2 valenzuela,veroni Note Pad Extemal Links % My Favorites 2 Print. © Help
> Provider Portal > New Enroliment 3 Individual Enroliment
Application ID: 20200619255647 Name: Bunny, Easter
License/Certification/Other List &
Filter By ~ Qco Bysave Filters |~ T My Filters™
License/Cert./Other Type License/Cert.iOther # Valid Flag Effective Date End Date
] av av AY av Av

No Records Found !

: paLicenseListForEnrimnt(Provider) Environment AZ_UAT R10c-1. 6/19/2020 01:00:06

3. Carefully enter the License/Certification/Other List Information. Once complete, select “Confirm
License/Certification”, select “OK.” Repeat for each available License/Certification.
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Note: The licenses and certifications listed in the drop-down menu are based on the specialty
you indicated in Step 4: Add Provider Type Speciality/Sub-Specialities.

@ Welcome to MMIS - Google Chrome

@ az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet

& Print © Help

Application ID: 20200619255647 Name: Bunny, Easter

Add License/Certification/Other

~
LicenseiCertification/Other Type: | Board of Medical Examiners v|* License/Certification/Other # | 300508 *
State: | Arzona v *
Valid Flag: No
Effective Date: | 06/01/2020 @ o* End Date: &
If you choose to continue to enroll and wish to validate your license again prior to submitting your 1, click "OK". i 1 of an

with an invalid license will prolong the application approval process.

Page ID: digEnrimntAddLicense(Provider)

4. Select, “Close”, to proceed forward.

§# |dentity Cloud Service X @ LicenseCertification List x  + = X

&« C (Y} @ az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet “ O o
APEP < My Inbox ~ Provider ~ b4

MW. " External Links + % My Favorites ~ @ Help

> Provider Portal > New Enroliment > FAQ Enroliment

Application ID: 20200622158341 Name: City Fire Protection District

© Add

4
License/Certification/Other List

Filter By v ®co BAsave Filters | My Filters™

License/Cert./Other Type License/Cert./Other #

Valid Flag Effective Date End Date
D AY av AY AY AV
D Department of Health Services CON Mo 06/22/2020 12/31/2999
il Delete | View Page: | 1 @ ao SaveToXLS Viewing Page: 1

¥ Mext O Last
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Step 7: Add Provider Controlling Interest/Ownership Details
Note: It's important that all information notated on this page is carefully read.
Per Medicaid Provider Manual ~

PROVIDER OWNERSHIP AND CONTROL DISCLOSURES
Provider Enroliment Information, including home address, date of birth, and Social Security Number, is required from providers and other disclosed individuals (e.g., owners, managing employees, agents, eic.).
REQUIRED DISCLOSURE INFORMATION

Provider (including fiscal agents and managed care entities) are required to disclose the following information on ownership and control during enroliment, revalidation and within 35 days after any change in ownership:

The name and address of any person (individual or corporation) with ownership or control interest. The address for corporate enfities must include, as applicable, primary business address, every business location and PO. Box address.
Date of birth and Social Security Number (in the case of an individual).

Other Tax Identification Number, 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 inferest.

‘Whether the person (individual or corporation) with an ownership or confrol interest is related to another person with ownership or control interest as a spouse, parent, child or sibling; or whether the person (individual or corperation) with an
ownership or control interest of any subcontractor in which the disclosing enfity has a five percent or more interest is related to another person with ownership er centrol 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, Corporate-Mon Charitable, Corporate-Publicly Traded, Corporate-Mot Publicly Traded, Holding Company, Indirect Owner, Limited Liability Company,
Subcontractor, 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.
« i 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 Enrollment Type, 3 ownership 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

1. Select “Step 7: Add Provider Controlling/Ownership Details.”

§# dentity Cloud Service X @ Business Process Wizard Start X 4 = X

&« [&] Q @  az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet * 0O o 0

APEP < My Inbox ~ Provider >

X valenzuela,veronica ~ NotePad (@ External Links ~ J My Favorites ~ Print @ Help

> Provider Portal > New Enroliment > Individual Enroliment

Application ID: 20200619255647 Name: Bunny, Easter

Enrell Previder - Individual ~

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

Step Required Start Date End Date Status Step Remark
Step 1: Provider Basic Information Required 06/19/2020 06/18/2020 Complete
Step 2 Add Locations Required 06/19/2020 06/19/2020 Complete
Step 3. Add Correspondence Address Required 06/19/2020 06/19/2020 Complete
Step 4: Add Provider Type/Specialties/Subspecialties Required 06/19/2020 06/19/2020 Complete
Step 5. Associate Billing Provider/Other Associations Optional 06/19/2020 06/19/2020 Complete
Step 6. Add License/Certification/Other Required 06/19/2020 06/19/2020 Complete
Step 7: Add Provider Controlling InterestiOvinership Details | Required Incomplete
Step & Add Taxonomy Details Required Incomplets
Step 9 Upload Documents Required Incomplete Flease upload required documents.
Step 10: Complete Enrollment Checklist Required Incomplets
Step 11: Submit Enroliment Application far Approval Required Incomplete
View Page: | 1 ®ce K SaveToXLS Viewing Page: 1 & First ¥ next » Last

AZ_UAT R10x 6/19/2020 01:04:21 MST

2. Clicking the link takes you to a page that describes who exactly should provide details of
pownership or controlling interest.
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REQUIRED OWNERS

= Managing Employee is mandatory for all enroliment types.
There must be at least one other ownership type in addifion to Managing Employee
I any of the following 10 owner types are selected: Corporate-Charitable 501[c]3, Corporate-Non Charitable, Corporate-Publicly Traded, Corporate-Mot Publicly Traded, Holding Company, Indirect Owner, Limited Liability Company,

Subcontractor, Foreign, Nonresident Alien for the keyed Tax ID, then at least 1 of the following 5 owner types must alse be selecied in addition: Beard of Directors, Chief Executive Officer, Chief Financial Officer, Chief Information Officer, or

Chief Operating Officer.

type that is not from ameng that list
For the Confractor/MCO Enrollment Type, 3 ownership 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

3. Select “Actions” then select “Add Owner” to add ownership information. Repeat this step if
there are multiple owners.

Note: The “Actions” drop-down menu offers you the option to Add an Owner, Import Owner,

specify Owner Relationships, and provide details about Owners Adverse Action (if applicable).

4. Select, “Add Owner,” in the drop-down menu.

§# dentity Cloud Service X @ Provider Owner List x  + - X
&« c 0O @ az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet r O o o
APEP < My Inbox ~ Provider >

X valenzuela,veronica ~ NotePad (@ External Links ~ J My Favorites ~ Print @ Help

> Provider Portal > New Enroliment 3 Individual Enroliment > General

Application ID: 20200619255647 Name: Bunny, Easter

|- Add Owner

bnual L
Import Owner

[ROL DISCLOSURES
Owners Relationships

Owners Adverse Action NG Nome address, date of birth, and Social Security Number, is required from providers and other disclosed individuals (e.0., owners, managing employees, agents, etc.)

REQUIREDomcrusune nrurmaTION

Provider (including fiscal agents and managed care entities) are required to disclose the following information on ownership and control during enroliment, revalidation and within 35 days after any change in ownership
« The name and address of any person (individual or corporation) with ownership or control interest. The address for corporate entities 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 Identification Number, 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 the person (individual or corporation) with an ownership or conirol interest is related to ancther 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 addifion to Managing Employee.

« I 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,
Subcentractor, Foreign, Nonresident Alien for the keyed Tax ID, then at least 1 of the following 5 owner types must also be selecied in addition: Board of Directors, Chief Executive Officer, Chief Financial Officer, Chief Information Officer, or -

iForEnrimnt(Provi Environment AZ_UAT R10:

5. Carefully read through the Provider owner control and disclosure requirements. Complete
required fields as needed. When complete, select “OK.”
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Py
®
@ Welcome to MMIS - Google Chrome - X
@ az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet Q
Print @ Help
Application 1D: 0200615255647 Name: Bunny, Easter
SSN: | 020030444 | * EINITIN: -
Legal Entity Name: Entity Business Name:
(As shown on the Income Tax Return) (Doing Business As)
Owner NPI:
First Name: | Santa G Last Name: | Claus =
Suffix: v poB: | 12251999 | | *
Phone Number: | (602) 000-0000 * Extm Email:

Start Date: | 081192020 | B | # 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:  Home Address
ATTENTION: Address Submission only requires Address Line 1 and Zip Code, then click the VALIDATE ADDRES S
button. Once clicked, the remaining address fields will be populated and validated by the USP5. If Address Line 1

and Zip Code combination is not valid, an error will be returned.

Address validation successful

Address Line 1: | 801 E Jefferson St * Address Line 2:
(Enter Street Address or PO Bax Only)
Address Line 3: City/Town: | Phoenix v |*
State/Province: | ARIZONA v County: | Maricapa v
Country: | UNITED STATES v Zip Code: | 85034 |* -| 2217 © Validate Address

Page ID: digEnrimntAddOwner{Provider)

6. Select “Owner’s Relationships.” This option requires an action to proceed forward. Select
“Actions,” then select “Owners Relationship” to disclose and establish if Owner’s Relationships.

§# dentity Cloud Service X @ Provider Owner List x  + - X

&« c 0O @ az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet a v 0 o

APEP € Mymnbox~  Provider~ >

i Not= Pad @ External Links ~ % My Favorites & Print

4 valenzuela,veronica v

> Provider Porial 5 New Enrolment 3 Individusl Enroliment 5 Geners

Application 1D: 20200619255647 Name: Bunny, Easter

REQUIREI
Import Cviner

+ Mana p—— ol cnrlimen types
. Therel Nl ;1 rship type in addition to Managing Employes
« Ifany| Owners Adverse Action pes are selected: Corporate-Charitable 501[<]3, Corporate-Nan Gharitable, Corporate-Publicly Traded, Cotporate-Not Publicly Traded, Holding Company, Indirect Owner, Limited Liability Gompany, Subconiractor, Foreign, Nonresident

Alien harsemepeurasrerenat least 1 of the following S owner types must also be selected in addition: Board of Directors, Chief Executive Officer, Chief Financial Officer, Chief Information Officer, or Chief Operating Officer.
« Ifyou select any of the following ownership typas: Managing Employes, Board of Directors. Chisf Executive Officer. Chisf Information Officsr, Chisf Gperating Officer, or Chisf Financial Officer, you must add at least 1 additional ownership type that s not from among

Add Owner

that list
- Forthe Contractor’MCO Enrollment Type, 3 ownership records must be added:
(1) Agent
(2) Board of Directors. Chief Execulive Officer, Chief Financial Officer, Chief Information Cficer, or Chief Operating Officer
(3) Managing Employee
Owners List A
Filter By v And | @Go Bhsave Filters || ¥ My Filters™
Owner SSNEINTIN Owner Information Owmer Type Address Start Date End Date Relationship Status Adverse Action Percentage owned
0 Ar av av ar av av av av av
(] 010020332 Bunny.Easter ndividual'Sole Propriator 301 E Jefferson St 08/12/2020 121312000 Mot Completed Mot Complated 100
[ 020030444 Claus,Santa Managing Employee 801 E Jefferson St 06/18/2020 12/31/2009 Mot Completed Mot Completed o
Wl Deiet= | View Page: | 1 [oX="NEN & SaveToXLS Viewing Page: 1 s » e @

ForEndmni(Provider)

7. Complete the drop-down fields to describe the relationships between provider owners
Note: The Managing Employee can be the owner, if an Individual Sole Proprietor was selected.
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Py
®
H . “ ” “ ”
8. When all information has been entered, select “Save” Then “Close”.
@ Welcome to MMIS - Google Chrome = x
& az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet
Help
Application ID: 20200619255647 Name: Bunny, Easter
Add Relationship L
Do any of the Owners have the following relationship (Daughter, Daughter-In Law, Father, Father-In Law, Mother, Mother-In Law, Sibling, Son, Son-In Law, Self, Spouse) ? (JYes (ONo (Click Save to update)
Owner List
Show Owners 4| v ®ce [BAsave Fitters | ¥ My Filters™
w Selected Owner:Claus, Santa SSN/EINITIN:020030444 Status:Completed
Assoc. Owner SSN/EINITIN Type Relation to Claus, Santa Relation to Assoc. Owner
Bunny Easter 010020333 Individual/Sole Proprietor Sibling v Sibling v
View Page: | 1 SaveToXLS Viewing Page: 1 rist € ¥ Hext ¥ Last
> Selected OwnerBunny, Easter ~ SSN/EIN/TIN:010020333  Status:Completed
® Close
Page ID: digAddMo:
. H . “ H ”
9. For each provider owner, you must disclose any adverse actions taken. Select “Actions,” then
“ H ”
select “Owners Adverse Action.
@ |dentity Cloud Service X @ Provider Owner List x + - x
&« C Y & az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet * O o
>

APEP < My inbox~  Provider~

2 valenzuela,vero

> Provider Portal > New Enroliment 3 Individual Enroliment > General

Application ID: 20200619255647 Name: Bunny, Easter

(0 ;.. | ETR &

[ Tens o ey or srmmsssr s s i s ans s

Add Owner

Import Qwner thief Executive Officer, Chief Financial Officer, Chief Information Officer, or Chief Operating Officer

Owners Relationships

Owners Adverse Action

(o) NS

Filter By ~ And  @®ge
Owner SSN/EINITIN Owner Information Owner Type Address Start Date
\:\ av AY AY AY AY
D 010020333 Bunny Easter Individual/Sole Proprietor 801 E Jefferson St 06/19/2020
D 020030444 Claus, Santa Managing Employee 801 E Jefferson St 06/19/2020
i Delete | View Page: | 1 (oY= unt SaveToXLS Viewing Page: 1

© Add Other Owned Entity | List Ownership Interest in other Entities reimbursible by Medicaid and/er Medicare.

®sa
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End Date
av

12/31/2989

12/31/2998

Relationship Status
av
Completed

Completed

Adverse Action
av
Hot Completed

Not Completed

€ First

Bysave Filters | ¥ My Filters™

Percentage owned
av
100

0

£ Py ¥ » Last

BASave Filters | My Filters™
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1. For each owner, indicate if any adverse actions have been taken by answering “Yes” or “No.”

@ Owners with Adverse Action - Google Chrome

=
& az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet

& Prin

elp

Application ID: 20200619255647 Name: Bunny, Easter

FINAL ADVERSE LEGAL ACTICNS/CONVICTIONS

This section captures information regarding actions, which include but are not limited to, conviction, termination, sanction, suspension, revocation, exclusion, preclusion, determination, conclusion, finding, or other adverse or potentially adverse
action. All actions must be reported regardless of whether any records were expunged or otherwise removed or whether any appeals are pending.
Respond to the following questions on behalf of the following Responsive Entities: the applicant, the entity that the applicant represents; all individuals and entities with an ownership or control interest; all agents, managing employees and key
personnel; and any entity in which the applicant (and the enfity represented by the applicant) has a 5% or more ownership interest.
Owners with Adverse Action
Filter By v Al v |®co Bsave Filters T My Filters™
Owmer Name SSN/EINITIN Adverse Action Status
0 av av av
() Bunny Easter 010020333 Mot Completed
[ Claus Santa 020030444

Not Completed
View Page: | 1 ®co

SaveToALS Viewing Page: 1

® ok
Page ID: pgEnrimntAdverse. n(Provider)

2. |If yes, additional fields requiring a response to relevant details will populate. Select “OK” when

complete.
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@ Welcome to MMIS - Google Chrome: -

X

@ az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet Q

Print @ Help

Application 1D: 20200619255847 Name: Bunny, Easter

Final Adverse Legal ActionsiConvictions for Owner ~

1. Have any Responsive Entities, on or after August 21. 1936, been convicted (as defined in 42 C.FR. ; 1001.2, and including convictions that are the result of plea agrsements, no contest plea, Alford plea, or nolo contenders plea) of any of the following

a. A federal or state felony:

b. Any criminal offense, under federal or state law, related to the delivery of an item or service under Medicaid, Medicare, AHCCTS, or @ state health care program, including the performance of management or adminisirative services relating to the delivery of items or
senvices undsr any such program:

c. Any criminal offense. under state or federal law, related fo the abuse or neglect of a patient in connection with the delivery of a health care item o service, as further explained in 42 C.FR. ; 1001.101(b);

d. Any criminal offense, under federal or state law related to the theft. fraud, embezzlement, breach of fiduciary duty, or other financial misconduct in connection with the delivery of a health care item or service, including the of or
senvices relating fo the dsiivery of items or services under any such program

e. Any misdemeanor conviction, under federal or state lavi, related to the interference with or obstruction of any investigation into any criminal offense described in 42 C.FR. ; 1001.101 or 1001.201;
. Any misdemeanor conviction, under federal or state law. related to the unlawful manufacture, distribution, prascription, or dispensing of a controlied substance; or
g. Any criminal offense related to public assistance or weifare fraud

COves@Mo

2. Have any Responsive Enfitiss been terminatad, denisd enrolment, suspended, revoked, preciuded. determined insligible. restricted by Agreement. or otherwise sanctioned by Medicare, AHCCCS, a Medicaid program in any other state, or any other govemmental or
private medical insurance program?

Ves@Mo

3. Have any Responsive Entities had their business or professional icense, certification, permit, or the licensure of an enfity in which they had an ownership interest of 5% or more ever been revoked, suspended, terminated, surrendered, placed on probation, o restricted by
Agreement by any licensing authority in any State?

Cives@iNe
4.1s there currently any pending procsedings. such as but not limited to an indictment. pending plea, or investigation, that could result in any sanction, conviction (35 dsfined in 42 CFR_ ; 1001.2, and including convictions that ars the result of plea agresments. no contest
plea, Alford plea, or nolo contendere plea), or action for any Responsive Enlity?

@ve:

If yes, identify select or add all sanctions, conviction, or other actions that may result from the pending proceeding:
Medicare

(O Termination from Medicare

[0 Denial of enroliment by Medicare

Page ID: digFinalAdverseActionsforOwner(Provider)

@ Owners with Adverse Action - Google Chrome =

& az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet

& P Help

Application ID: 20200619255647 Name: Bunny, Easter

FINAL ADVERSE LEGAL ACTIONS/CONVICTIONS &

This section captures information regarding actions, which include but are not limited to, conviction, termination, sanction, suspension, revocation, exclusion, preclusion, determination, conclusion, finding, or other adverse or potentially adverse
action. All actions must be reported regardless of whether any records were expunged or otherwise removed or whether any appeals are pending.

Respond to the following questions on behalf of the following Responsive Entities: the applicant, the entity that the applicant represents; all individuals and entities with an ownership or control interest; all agents, managing employees and key
personnel; and any entity in which the applicant (and the entity represented by the applicant) has a 5% or more ownership interest,

Owners with Adverse Action ~
Filter By ~ All v | ®co B save Filters T My Filters™
Owner Name SSN/EINTIN Adverse Action Status
O av av av
[] Bunny Easter 010020333 Completed
[] Claus Santa 020030444 Completed
View Page: | 1 SaveTokLS ViewinrageT &rist € b

® ox

Page ID: pgEnrimntAdverseAction{Provider)

Note: This is an example of a completed Provider Controlling Interest/Owners Detail page. Note: The
“Relationship Status” and Adverse Action” columns reflect as “Completed” for all disclosed Owner Types
allowing you to proceed forward.
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§# |dentity Cloud Service X @ Provider Owner List x +

& C {Y & az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet % O o @

APEP < My Inbox~  Provider~ >

X valenzuela,veronica Note Pad Extemal Links % My Favorites 2 Print © Help
> Provider Portal > New Enroliment » Individual Enrollment > General

Application ID: 20200619255647 Name: Bunny, Easter

[ LT © actions ~ ()
« Itany of the tollowing 10 owner types are selected: Corporate-Chantable 501(c)3, Corporate-Non Chantable, Corporate-Publicly Iraded, Corporate-Not Publicly Iraded, Holding Company, Indirect Owner, Limited Liability Company, N

Subcontractor, 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.
« i 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 Enrollment Type, 3 ownership 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  ®ce Bysave Filters | ¥ My Filters™
Owner SSN/EINITIN Owner Information Owner Type Address Start Date End Date Relationship Status Adverse Action Percentage owned
\:\ av AY AY AY AY AY AY AY AY
] 010020333 Bunny,Easter IndividualiSole Propristor 801 E Jefferson St 06/19/2020 1213172999 Completed Completed 100
[] 020030444 Claus,Santa Managing Employee 801 E Jefferson St 06/19/2020 1213172999 Completed Completed
SaveToXLs Viewing Page: 1 i

il Delete | View Page: | 1

Environment: AZ_UAT R10¢- 6/19/2020 01:16:36

Step 8: Add Taxonomy Details

This step is related to the providers’ National Provider Identifier (NPI) number and is optional.

Note: Taxonomy codes are reflective on the NPPES NPI Registry website; visit
https://npiregistry.cms.hhs.gov/

1. Select “Step 8: Add Taxonomy Details.”
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§# |dentity Cloud Service X @ Bus ocess Wizerd Start X 4 = >

& C {Y & az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet % O o

APEP < My inbox~  Provider~ >

X valenzuela,veronica

Extemnal Links ~ % My Favorites> @ Print @ Help

> Provider Portal > New Enroliment > Indi

idual Enroliment

Application ID: 20200619255647 Name: Bunny, Easter

Enroll Provider - Individual ~

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

Step Required Start Date End Date Status Step Remark
Step 1: Provider Basic Information Required 06/19/2020 06/19/2020 Complete
Step 2: Add Locations Required 06/19/2020 0611912020 Complete
Step 3 Add Cormespondence Address Required 06/19/2020 0611912020 Complete
Step 4 Add Provider Typs/Specialties/Subspecialties Required 06/19/2020 061912020 Complete
Step 5 Associate Billing Provider/Other Associations Optional 06/19/2020 0611912020 Complete
Step 6 Add License/Cartification/Othsr Required 06/19/2020 061912020 Complete
Step 7: Add Provider Controlling InterestiOwnership Details Required 06/19/2020 06/18/2020 Complete
l ep & Add Taxonormy Detais I Required Incomplete
Step 9 Upload Documents Required Incomplete Please upload required documents.
Step 10: Complete Enroliment Checklist Required Incomplete
Step 11: Submit Enrollment Application for Approval Required Incomplete

View Page: 1

SaveToXLS Viewing Page: 1 € First

Environment: AZ_UAT R10¢- Server Time: 06/19/2020 01:16:58 MST

2. Select “Add.”

§# |dentity Cloud Service X @ Taxonomy x + = >
& C {} & az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet « 0 o

APEP < My Inbox ~ Provider ~ >

X valenzuela,vero

ks~ % My Favorites =

> Provider Portal > New Enroliment 3 Individual Enroliment

Application ID: 20200619255647 Name: Bunny, Easter

Taxonomy List -~
Filter By v Oco Bysave Filters |~ T My Filters™
Taxonomy Code Description Start Date End Date
D av AY AY AY

No Records Found !

orEnrimnt(Provider) Server Time: 06/19/2020 01:22:45 MST

3. Enter your taxonomy code and start date. A Taxonomy list is available for reference by selecting,
“Arrow” link next the Taxonomy Code field.
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4. Select “OK.”

@ Welcome to MMIS - Google Chrome = X

& az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet

Help

Application ID: 20200619255647 Name: Bunny, Easter

Add Taxonemy L

Taxonomy Code: I 4 (Click here for Taxonomy List) I

Description:

Bl
*
m

Start Date: End Date:

Confimn Taxonemy| @ cancel

i s g indes i cption=com_wapperBvie=wiapperaitemi=125 1

5. Select “Close,” to proceed forward.

§# dentity Cloud Service X @ Taxonomy X+ = b

&« c 0O @ az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet w O o

APEP < My Inbox ~ Provider~ >

% valenzuela,veronica ~ © Help
> Provider Portal > New Enroliment > Individual Enroliment
Application ID: 20200619255647 Name: Bunny, Easter
O 2ad
Taxenemy List ~
Filter By v @ Ga BAsave Fitters | ¥ My Filters™
Taxonomy Code: Description Start Date End Date
0Oav Ay av av

No Records Found !

orEnrimni(Provider) 06/19/2020 01
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Step 9: Upload Documents

Providers must upload an electronic copy of all applicable licenses, certifications and W-9 forms in this

step.

1. Select “Step 9: Upload Documents.”

§@ dentity Cloud Service x

& Cc O
APEP <

@ s

e

ssWizard Start X+

@ az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet

My Inbox ~ Provider~

X valenzuela,vero

> Provider Portal > New Enroliment > Individual Enroliment

Application ID: 20200619255647

Enroll Provider - Individual

Step

Step 1: Provider Basic Information

Step 2: Add Locations

Step 3: Add Correspondence Address

Step 4: Add Provider Type/Specialties/Subspecialties

Step 5: Associate Billing Provider/Other Associations

Step 6: Add License/CertificationiOther

Step 7: Add Provider Confrolling InterestiQvmership Details

Step 8 Add Taxonomy Detais

Step 9. Upload Documents I

Step 10: Complste Enroliment Checklist
Step 11: Submit Enrollment Application for Approval

View Page: | 1 SaveToXLS

e I

POBPWIndividuaiStart

Name: Bunny, Easter

Required
Required
Required
Required
Required
Optional

Required
Required
Required
Required
Required

Required

= x
0@
>

~

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

Start Date

06/19/2020

06/19/2020

06/19/2020

08/19/2020

06/19/2020

06/19/2020

06/19/2020

06/19/2020

End Date

06/19/2020

06/19/2020

06/18/2020

06/19/2020

06/19/2020

06/19/2020

06/19/2020

06/19/2020

Viewing Page: 1

Environment: AZ,

Status Step Remark
Complete
Complete
Complate
Complete
Complete
Complete
Complete
Complete
Incomplete Please upload required documents.
Incomplete

Incomplete

«Fist | €

o
]
v
i

2. Select “Add.”

pgEnrimntDocumel

ist{Provide:

No Records Found !

Environment: AZ_UAT R10c-

Server Time: 06/19/2020 01

§@ |dentity Cloud Service X @ Provider Upload Dacument listf- X = - x
&« c 0 @ az-uat-evo.cns-inc.com/evaBrix/CNSIControlServiet b+ g 0 o
APEP < My Inbox ~ Provider >
mnm - ote Pad @ External Links ~ “ My Favorites ~ Print © Help
> Provider Portal > New Enroliment > Individual Enroliment
Application ID: 20200619255647 Name: Bunny, Easter
Document List ~
Filter By ~ ®co BsaveFilters T My Filters™
Document ID Document Type Document Name File Name Start Date End Date Uploaded By Uploaded Date Document Status
av av av av av av av av av
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3. Select the applicable Document Type and Document Name. Select “Browse” to find the
document on your machine.
4. Select, a “Start Date” and “End Date” for each uploaded document.

Note: The “Start Date” is the license/certificate date of issuance. If the license/certificate has a
renewal date, this date will serve as the “End Date.” If the license/certificate does not have a
renewal date, the “End Date” can be left blank.

Note: Document types that may be uploaded include PDF, Word, Excel, and photo formats such
as PNG and JPEG.

5. Select “OK.”

@ Welcome to MMIS - Google Chrome: - X
@ az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet
& Print @ Help
Application 1D: 20200619255647 Name: Bunny, Easter
Upload Document ~
Document Type: | License v | ¥ Document Name: | Board of Medical Exam v | *
File Name: | Choose File | /lcense upload doc pdf
Start Date: ]
End Date: ]
Remark:
s
+ 0K ||® Cancel
Page |D: digEnrimntAttachment(Provider)

6. Repeat steps 1 through 5 for each document to upload.
7. Once “Upload Documents” has been completed, each Uploaded Document will display with
document name and start/end dates. Select “Close” To proceed forward.
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§# |dentity Cloud Service X @ Provider Upload Document listf- X =+ - x
& C {Y & az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet % O o
APEP < My Inbox ~ Provider~ >
L valenzuela,veronica External Links ~ % My Favorites ~ A Print @ Help
> Provider Portal > New Enroliment > Individual Enroliment
apn |D: 20200619255647 Name: Bunny, Easter
O Close
Document List ~
[+ EET
Filter By v @co BAsave Filters T My Filters™
Document ID Document Type Document Name File Name Start Date End Date Uploaded By Uploaded Date Document Status
D av AY AV AV AV AV AV AY AY
[ 75056132 License Board of Medical Examiners license uplead doc. pdf 06/19/2020 12131/2999 veronica valenzuela 06/19/2020 In Process
[ 75056133 Tax Request For Tin And Certification w9 upload doc.pdf 06/19/2020 12131/2999 veronica valenzuela 06/19/2020 In Process
il Delete | View Page: | 1 k SaveToXLs Viewing Page: 1 «Fist € >
pgEnrmntDocume Environment: AZ_UAT R10¢- Server Time: 06/19/2020 01

Step 10: Complete Enrollment Checklist

1.

Select “Step 10: Complete Enrollment Checklist.”

> Provider Portal > New Enroliment 3 Individual Enroliment

Application ID: 20200619255647

Enroll Provider - Individual

Name: Bunny, Easter

§# |dentity Cloud Service X @ Bus ocess Wizerd Start X 4 = >

& C {} & az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet « 0 o
APEP < My Inbox ~ Provider = >

mmca External Links~ % My Favorites~ Print  © Help

~

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

View Page: | 1 SaveToXLS

Viewing Page: 1

AZ_UAT R10c-

& First

Step Required Start Date End Date Status Step Remark
Step 1: Provider Basic Information Required 061912020 06/19/2020 Complets
Step 2 Add Locations Required 0611912020 06/19/2020 Complets
Step 3 Add Cormespondence Address Required 061912020 06/19/2020 Complets
Step 4 Add Provider Typs/Specialties/Subspecialties Required 0611912020 06/19/2020 Complets
Step 5 Associate Billing Provider/Other Associations Optional 061912020 06/19/2020 Complets
Step 6: Add License/Certification/Other Required 06/19/2020 06/19/2020 Complete
Step 7: Add Provider Gonlrolling InterestOvnership Details Required 0611972020 06/19/2020 Gomplete
Step & Add Taxonomy Details Required 0611972020 06/1972020 Complete

Required 0611972020 06/19/2020 Complete
| Step 10: Complete Enrollment Checklist I Required Incomplete
Step 11: Submit Enrollment Application for Approval Required Incomplete

Server Time: 06/19/2020 01:29:29 MST

2. Answer each question and provide any additional information in the comments field. After

reviewing the information, select “Save” and then select “Close.”
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Note: Specific questions could result in additional information needed, resulting in potential
completed steps requiring review and an action taken by the provider prior to submission.

§@ dentity Cloud Service X @ Provider Checklist x + = >

&« C 0 @ az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet ¥ (v} o

APEP < My Inbox ~ Provider >

X valenzuela,vero

> Provider Portal > New Enroliment 3 Individual Enroliment > Provider Check List

Application ID: 20200619255647 Name: Bunny, Easter

Provider Checklist ~
Question Answer Comments
AY AY AY
Do you need fo request a Retroactive or Future Enrolliment Date? If Yes, enter the requesed date in the comment field fo be considered. Yes ~ | [ 060112020
Do you wish to end date your enrollment? If yes, enter date in comment field No ~
Are you currently excluded from any Arizona or other state program? If yes, provide state of exclusion and program in comment field No v
Are you currently excluded from any federal program? If yes. provide the program and dae in comment field No v
Have you ever had a criminal or healthcare program-related conviction? If yes, provide type of conviction and date in comment field No hd
Have you ever had a judgment under any false claims act? If yes, list judgment and dale in comments field No v
Have you been enrolied by another State's Medicaid Program. If yes, provide each state and effective date of enroliment in comments field Yes w | | WASHINGTON DC
Have you ever had a program exclusion/debarment? If yes. provids program and dats in comments fisid No v
Have you ever had civil monstary penalty? If yes. provide penalty type and date. If yes, please spacify federal or state in comments fisld No v
Are you trying to reactivate a provider praviously active with AHCCCS whose status became inactive or lapsed for any reason? If yes, please add the previous AHCCCS ID in the comments field again. | No v

ge ID: pgProviderChe:

3. Carefully review the “Status” column. If any steps show “Incomplete,” select the “Incomplete”
link to return and complete required information.

@ |dentity Cloud Service X @ Bus ocess Wizard Start X 4 = >

&« C Y & az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet * O o

APEP < My inbox~  Provider~ >

2 valenzuela,veronica

Extemal Links ~ % My Favorites ~

Print © Help

> Provider Portal > New Enroliment 3 Individual Enroliment

Application ID: 20200619255647 Name: Bunny, Easter

Enroll Provider - Individual ~

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

Step Required Start Date End Date Status Step Remark
Step 1: Provider Basic Information Required 06/19/2020 06/19/2020 Complete
Step 2 Add Locations Required 0611972020 06/1972020 Complete
Step 3 Add Correspondence Address Required 06/19/2020 06/19/2020 Complete
Step 4: Add Provider Type/Specialties/Subspecialties Required 0611912020 06/19/2020 Complete
Step 5 Associate Billing Provider/Other Associations Optional 06/19/2020 06/19/2020 Complets
Step 6 Add License/Cartification/Othsr Required 0611912020 06/19/2020 Complets
Step 7 Add Provider Controling IntersstiOvinership Detalls Required 06/19/2020 06/19/2020 Complets
Step & Add Taxonomy Details Required 0611912020 06/19/2020 Complets
Step 9 Upload Documents Required 06/18/2020 06/18/2020 Complete
Step 10: Complete Enrollment Checklist Required 06/19/2020 06/19/2020 Complete
Step 11: Submit Enrollment Application for Approval Required Incomplete

View Page: 1

SaveToXLS Viewing Page: 1 & First

paBPWindividualSiari Environment AZ_UAT R10c- Server Time: 06/19/2020 01
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Step 11: Submit Enrollment Application for Approval

Note: If a step is displaying “Incomplete” in the Status column, Please return to that step and complete
all required fields.

§# |dentity Cloud Service X @ Bus

e

ss Wizard Start x ar - X

& C {Y & az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet % O o

APEP < My inbox~  Provider~ >

X valenzuela,vero

> Provider Portal > New Enroliment 3 Individual Enroliment

Application ID: 20200619255647 Name: Bunny, Easter

Enroll Provider - Individual ~

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

Step Required Start Date End Date Status Step Remark
Step 1: Provider Basic Information Required 06/19/2020 06/19/2020 Complete
Step 2: Add Locations Required 061912020 06192020 Complete
Step 3: Add Correspondence Address Required 061912020 06182020 Complete
Step 4: Add Provider Type/Specialties/Subspecialties Required 061912020 06182020 Complete
Step 5 Associate Billing Provider/Other Associations Optional 061912020 06182020 Complete
Step 6: Add License/Certification/Other Required 061912020 06182020 Complete
Step 7: Add Provider Controlling InterestiOwnership Details Required 06/19/2020 06/18/2020 Complete
Step & Add Taxonomy Details Required 06/19/2020 06/19/2020 Complete
Step 9: Upload Documents Required 06/19/2020 | ncompiete Please pload required documents, ||
Step 10: Complete Enraliment Checkiist Required 06/1912020 06192020 Complete
Step 11: Submit Enrellment Application for Approval Required Incomplete
View Page: | 1 © SaveToXLS Viewing Page: 1 «Fist | € Pre ¥ Next

Server Time: 06/19/2020 01

1. Select “Step 11: Submit Enrollment Application for Approval.”

§# |dentity Cloud Service X @ Bus ocess Wizerd Start X 4 = >

& C {} & az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet « 0 o

APEP < My Inbox ~ Provider~ ?

X valenzuela,veronica

External Links ~ % My Favorites =

Print @ Help

> Provider Portal > New Enroliment 3 Individual Enroliment

Application ID: 20200619255647 Name: Bunny, Easter

Enroll Provider - Individual &

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

Step Required Start Date End Date Status Step Remark
Step 1: Provider Basic Information Required 061912020 06/19/2020 Complets
Step 2 Add Locations Required 0611912020 06/19/2020 Complets
Step 3 Add Cormespondence Address Required 061912020 06/19/2020 Complets
Step 4 Add Provider Typs/Specialties/Subspecialties Required 0611912020 06/19/2020 Complets
Step 5: Associate Billing Provider/Other Associations Optional 06/18/2020 06/18/2020 Complete
Step 6: Add License/Certification/Other Required 06/19/2020 06/19/2020 Complete
Step 7: Add Provider Controling InterestiOvinership Details Required 0611972020 06/19/2020 Complete
Step & Add Taxonomy Details Required 0611972020 06/1972020 Complete
Step 9 Upload Documents Required 0611972020 06/19/2020 Complete
Required 0611972020 06/1972020 Complete
Step 11: Submit Enrollment Application for Approval I Required Incomplete

View Page: 1 SaveToXLS Viewing Page: 1 & First

AZ_UAT R10c- Server Time: 06/19/2020 01:33:10 MST
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2. Select, “Next.”
Note: Selecting “Next,” this indicates the information you are submitting is correct.
ﬁ)‘ Identity Cloud Service x @ Welcome to MMIS X -+ - X
& C {Y & az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet % O o
< My Inbox ~ Provider » >

X valenzuela,veronica ~ K NotePad @ Extemal Links ~ % My Favorites> @ Print @ Help

> Provider Portal > New Enroliment 3 Individual Enroliment

Applicati Reallalls 19255647 Name: Bunny, Easter

Final Submission ~

Application ID:  20200619255647 EnrolimentType: Individual/Sole Proprietor

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

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

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

Application Document Checklist ~

Forms/Documents Special Instructions Source Required

av av av av

No Records Found !

Page ID: pgSubmitEnrimnt(Provider) Environment: AZ_UAT R10¢-1.1 Server Time: 06/19/2020 01:33:40 MST

3. Carefully review the Provider Participation Agreement.
Note: The image below is an example of a Provider Participation Agreement. Prior to submission,
each provider must review the Medicaid Provider Participation Agreement in its entirety.
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§# |dentity Cloud Service X @ Welcome to MMIS x ar - X

& C {Y & az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet a &% 0 o @

APEP ¢ Mylnbox~  Providery N

A valenzuela,veronica

3 Provider Portal 3 Nes roliment

oiment 3 Individual

Application 1D: 20200619255647 Name: Bunny, Easter

@ submit Appication | After reading the Terms and Conditions b sure to check the agreement box located at the end of the document.

Provider Participation Agreement -~
A.PURPOSE:

This Agreement is made and entered into as of the date executed below by and between the Arizona Health Care Cost Containment System ("AHCCCS" or the "Administration”) and the Provider, as identified
above, pursuant to Title XIX and Title XX of the Social Security Act and A R.S. §36-2901 et seq. to govern: (1) the registration of, and payment to, the Provider for the health care services provided by the
Provider to fee-for service eligible persons whao are not enrolled with a Contractor who is providing member services under contract with AHCCCS (Contractor) or who receive emergency services only; (2) the
registration of and for the Provider to participate and deliver health care services to eligible persons who are enrolled with a Contractor; and (3) the registration of the Provider who wishes to participate and
qualify under the one-time only waiver option

Therefore, for and in consideration of the mutual covenants, promises, representations and assurances contained in this Agreement, and for good and valuable consideration, AHCCCS and the Provider do
hereby acknowledge and expressly agree as follows:

B.GENERAL TERMS AND CONDITIONS:

1.Pursuant to 42 C.F.R. §431.107, the Provider is prohibited from participation in the AHCCCS system unless a provider participation agreement with the Administration is in effect. The Provider may not enter
into or continue any contracts for the delivery of health care services to any AHCCCS eligible person, including contracts with any Contractor, if this Agreement is terminated. Furthermore, AHCCCS will not
pay the Provider for any services rendered if there is no Agreement in effect at the time the services were rendered or at the time a claim for services rendered is submitted

2.AllAHCCCS guidelines, policies and manuals, including but not limited to the AHCCCS Medical Policy Manual, AHCCCS Fee-For-Service Manual, AHCCCS Claims Clues, and Reporting Guides are hereby
incorporated by reference into this Agreement. Guidelines, policies and manuals are available on the AHCCCS website

3.When AHCCCS issues an amendment, revision, update or cther change to modify this Agreement or documents incorporated by reference that are a part of this Agreement, the provisions of such
amendment, revision, update or other change will be deemed accepted by the Provider thirty (30) calendar days after the date AHCCCS publishes the change to the AHCCCS website, even if the amendment,
revision, update or other change has not been signed by the Provider. If the Provider gives written notice to AHCCCS of Provider's refusal to adhere to the amendment, revision, update or other change prior to
the end of the thirty (30) calendar days stated above, this Agreement shall automatically terminate

4.Pursuant to 42 C.F.R. §447.10 (h), payment for any service furnished to an AHCCCS eligible person by a Provider will not be made to or through a factor, either directly or by power of atteney.

5.The Provider shall maintain all records relating to performance of this Agreement in compliance with all specifications for record-keeping established by AHCCCS. All bocks and records shall be maintained in
such detail as to reflect each service provided and all other costs and expenses of whatever nature for which payment is made to the Provider. Such material shall be subject to inspection, audit or copying by

Page ID: pgEndTermsAndConditions(Provider) Server Time: 06/19/2020 01:34:12 MST

4. Select the “Check box” indicating agreement with the Provider Participation Agreement. The
signor’s First, Last and Date will automatically display.

§# dentity Cloud Service X @ Welcome to MMIS x  + - X

&« c 0 @ az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet Q 0 o o

APEP € Mymnbox~  Provider~ >

4 valenzuela,veronica v Note Pad + My Favorites & Print

> Provider Porial 5 New Enrolment 3 Individusl Enroliment

Application 1D: 20200619255647 Name: Bunny, Easter

(- | © suimiz Appication | After reading the Terms and Conditions be sure to check the agreement box located at the end of the document.

cancellation, termination, suspension, revocation or other material modification, as determined by AHCCCS, in the Provider's qualifications to provide services. AHCCCS may also terminate this Agreement if it
is found that gratuities in the form of entertainment, gifts, or otherwise, were offered or given by the Provider or any agent or representative of the Provider to any officer or employee of the State, or AHCCCS
eligible and enrolled member, with a view towards securing a contract, favorable treatment with respect to a contract, or the right to render and request reimbursement for an AHCCCS covered item or service.
32.In accordance with the provisions set forth in 42 C F.R. §455.23, AHCCCS will suspend any payments to Provider pending an investigation of a credible allegation of fraud against the Provider as determined
by AHCCCS-QIG or a law enforcement authority, unless the state determines that good cause exists not to suspend such payments.
33.Upon any termination of this Agreement, the Provider expressly agrees to assist in providing for the smooth and orderly transition of care for members assigned to the Provider.
ELECTRONIC SIGNATURE:This Acknowledgement is to let you know that by submitting an electronic signature, you are provi 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. Fer 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, 1, on behalf
of 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 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. Itis also acknowledged that this electronic signature meets the standard identified in A.R.S. § 44-7031 for uniqueness, verification, sole control, and record linkage
applicable for Arizona.
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 enrollment information through AHCCCS Provider Registration.

ave read, understand, and having had an opportunity to review this Agreement with counsel, agree to abide by all the terms and conditions set forth in this
Agreement.

First Name: veronica Last Name: valenzuela Date: 06/19/2020 @

Page ID: pgEndTermsAndConditions(Provider) i rver Time: 06/19/2020 01:34:12 MST

5. Select “Submit Application.”
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§% Identity Cloud Semvice X @ Welcome to MMIS x  +

& C {Y & az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet a &% 0 o @

APEP ¢ Mylnbox~  Providery N

Note Pad @ External

A valenzuela,veronica

roliment

3 Provider Portal 3 Nes

oiment 3 Individual

647 Name: Bunny, Easter

ARter reading the Terms and Conditions be sure to check the agreement box located at the end of the document.
cancellation, termination, suspension, revocation or other material modification, as determined by AHCCCS, in the Provider's qualifications to provide services. AHCCCS may also terminate this Agreement if it *
is found that gratuities in the form of entertainment, gifts, or otherwise, were offered or given by the Provider or any agent or representative of the Provider to any officer or employee of the State, or AHCCCS
eligible and enrolled member, with a view towards securing a contract, faverable treatment with respect to a contract, or the right to render and request reimbursement for an AHCCCS covered item or service.
32.In accordance with the provisions set forth in 42 C.F.R. §455.23, AHCCCS will suspend any payments to Provider pending an investigation of a credible allegation of fraud against the Provider as determined
by AHCCCS-0IG or a law enforcement authority. unless the state determines that good cause exists not to suspend such payments.
33.Upon any termination of this Agreement, the Provider expressly agrees to assist in providing for the smooth and orderly transition of care for members assigned to the Provider.
ELECTRONIC SIGNATURE:This Acknowledgement is to let you know that by submitting an electronic signature, you are provi 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. Fer 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 the organization that | am authorized to represent, consent to do business electronically. This electronic signature will function as acknowledgement that | am autherized to represent and bind the
organization for 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. ltis also acknowledged that this electronic signature meets the standard identified in A R.S. § 44-7031 for uniqueness, verification, sole control, and record linkage

applicable for Arizona
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 enrollment information through AHCCCS Provider Registration.
| have read, understand, and having had an opportunity to review this Agreement with counsel, agree to abide by all the terms and conditions set forth in this
Agreement.

First Name: veronica Last Name: valenzuela Date:  06/19/2020 @

Environment: AZ Server Time: 06/19/2020 01:34:12 MST

Page ID: pgEnAdTermsAndConditions(Provider)

Note: This returns you back to the BPW. A message should display letting you know your application has
been successfully submitted. You can return back to APEP to track the status of your application with

the Application ID number. You are also provided with your AHCCCS ID.

6. Select, “Close.”
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Step
Step 1: Provider Basic Information

Step 2: Add Locations

Step 3. Add Correspondence Address

Step 4: Add Provider Type/Specialties/Subspecialties

Step 5. Associale Billing Provider/Other Associations

Step 6 Add License/Certification/Other

Step 7: Add Provider Controling InterestiOvinership Details
Step & Add Taxonomy Details

Step 9 Upload Documents

Step 10: Complste Enroliment Checklist

Step 11: Submit Enrollment Application for Approval

View Page: | 1 SaveToXLS

§# |dentity Cloud Service X @ Business Process Wizard Start X+ - x
& C {Y & az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet % O o @
APEP < My Inbox~  Provider~ >
I:nmmca - Extemal Links ~ % My Favorites ~ 21 Print @ Help
> Provider Portal > New Enroliment > Individual Enroliment
Application ID: 20200619255647 Name: Bunny, Easter
Your Application Number 20200619255647 has been successfully submitted for State review. Return with this application number to track the status of your application.
=
Enrell Previder - Individual ~

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

Required
Required
Required
Requirsd
Requirsd
Requirsd

Viewing Page: 1

Environment: AZ_UAT R10¢-
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Start Date
06/19/2020
06/19/2020
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06/19/2020
06/19/2020
06/19/2020
06/19/2020

06/19/2020

End Date

06/19/2020

06/19/2020

06/19/2020

06/19/2020

06/19/2020

06/19/2020

06/19/2020

06/19/2020

06/19/2020

06/19/2020

06/19/2020

Status
Complete
Complete
Complete
Complete
Complete
Complete
Complete
Complete
Complete
Complete

Complete
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