’

,'How to submit a PT 95 NT
1 application?




Starting the application

. . . . Select the options below
* C(lick the link to - Start your application - Enroliment Type: Atypical

. “ H inn” . Provider Type: 95
Select “Enrollment Application © Spacialty: N1

e TAXID: List the SSN of the enrolling personal care aide.

Provider Enrollment: Start Enrollment Back to Home

Select Enrollment Type, Provider Type, and Spedialty then enter your assigned NPT and Tax ID (Emploves Identification Mumber or Social Security Number)

Home > Provider Enrollment
The * indicates 2 required field,

Provider Enrollment *Enrollment Type | Atypical o

“Provider Type |55 - REGISTERED, NONCREDENTIALED PROVIDE W |

Enrollment Application
Initiate & New Enrollment application. *Specialty [NT - REGISTERED NON-CREDENTIALED el

Y —
Re-Enrollment Tax IDo |:|

Imitiate a Re-enrollment application.

Resume Enrollment

Resume an existing application that you m @

previously started,

Enrollment Status
Check the current status of an
enrollment application.

Completing an Online Application
Watch this wideo to see step by step
instructions on how to complete an
online Enrollment Application.

L



Entering the application data: Welcome tab

The welcome tab details key information that will
be asked during the application process. At the
bottom, the online application shows if any
documentation needs to be attached towards the
end of the application. For PCA enrollments, no
additional documentation is needed to submit the
application electronically.

If submitting through the portal it is recommended
not to add any additional paper documents unless
additional information is requested or

Hit continue to proceed with the application.

» Start Enrollment = Enroliment Apglication

N AR\ edicaid —

Home > Provider Enroll

Thursdzy 05/23/2024 12:05 PM CST

¥ Welcome

Provider Enrollment: Welcome

Welcome to the Online Provider Enrollment Process

Please complete =2ch step in the enrcllment process. When you have completed zll steps of the application, "Submit" and "Confirm” the
application for further processing.

Az a condition for entering inte or renewing a provider agreement all applicants must complete an application, A true, accurate and complets
dizclesure of all requested information is required by the Federal 2nd State regulations that govern the Medical Assistance Program. Failure of an
applicant to submit the requested information or the submission of inaccurate or incomplets information may result in refusal by the Medical
Assistance program to enter into, renew or continue 3 provider agreement with the applicant. Furthermore, the applicant is required by Federal
and State regulations to update the informaticn submitted on the application.

Wou will need the following information to complete your enrcliment request:

b Mational Provider Identifier

» Address Information including Zip Code + 4

v Taxonomy Codes

+ Tax ID - either Employes Identification Number or Social Security Number
b License Number

Also, plezze look for required sttachments for your application below and click the "Continue™ button to start the enrollment application.

Enrollment Type |Atypical W |
Provider Type |35 - REGISTERED, NONCREDENTIALED PROVIDE ¥ |
Specialty | NT - REGISTERED NON-CREDENTIALED W |

Document(s) required to be attached

Make sure you have all document(s) ready to attach before submitting application.

Privacy Notice



You are anrolling as a new provider and vou will get a new numbar,

Entering the application data: =
Requested Information - anensiey

* Enrolinent Type [Anaical W |
* NPI & TaXOHOmyZ Not reqUired. “Provider Type [55 - AEGISTERED, NONCRECENTIALED FRO W |
* TAXID: List the SSN of the enrolling personal care aide. e
» Effective date — List a requested effective date or place today’s - T o SN

Taxonomy &

date *Tax ID (Employee |l235654 "Tax ID Type

» Fiscal Year End: Enter December unless the fiscal year ends on | -
another date. ' R O+ ® 1
« Complete Contact Information: This section will receive email p— 1N Sy
notifications if the ATN is RTP’d. RTP = Returned to Provider for - :
review/corrections. The contact information listed here is only for | e ——— '
the application record. e —— T
* Provider Enrollment Credentials: Note the password and security e ———

guestions you completed for your application. If you need to check
the status online or re-access the application after RTP to resubmit
for processing, this information will be asked and can't be reset.

Prefarred Mathed of Communication [ e

Provider Enraliment: Credentials

™ wh o NESLIMmE = o oerd t t
i e e i o
» Provider Enrollment: Tracking Information E I Tt PSIMAEIER (S SALEIES SN the SUBME BUMan H SlpEed, & HrRsking AumBSr wil Be previded, The IrRSoAg AumBer BlEAT wWim the
Once a” SeCtIOHS have been Your enrollment application has been assigned the following tracking - -
. . number: 241785, Please retain the tracking number for your records. L :m
completed, hit continue and a e
The tracking number will be used, in addition to your Tax ID e
message will pop up with your (Employe= Identification Number or Social Security Number) and e PR
password, as credentials to resume/ revise your application at a later Il
application tracking ID. An email — o :
Mote: Thi licati st be submitted within 90 d If nat, it *What was the last name of your third grade
1 H H 3 This application mu submi within aYS. it may boschar?
n Ot Ifl Cat lon wi | | d |SO be se nt no longer be available and a new application must be started. s i i e it gl o I:
attendod T
OK




Entering the application data: Specialties tab

llm=ndt Application > Enncliment Request [nformation > Ennliment Speciaities Thurscay 0572372024 12:1& PH C=T

Provider Enroliment: Specialties

Specialties

The provider tyoe |5 establishsd am the Reguest Infarmatian soresn. All subseguent spedaities avallzble for the sekeched prowider type can be

added on this screen. Only one specialty can be designated as the primary specialty.
¥ Spetales Taxonomies ars avallable fo be added for the ss=keched prowider
e The ™ (n red] indicates reguired fizlds. (Mate: When the Add/Save button is present, all fizlds with * are anly required when szlecting AdcySave

far that sectian. ]

* Hit continue to proceed with the application. — @ Incicates 3 primary recore.

Iick “+° to view or update the detaills in a row. Oick °-" to collapse the raw. Click "Remowve” link to remove the entirs noe.

Speclalty Action

» REGISTERED MON-CREDENTIALED

Clicle to add spaciaity.

Privaxcy Motice




Entering the application | —

Home > Provider Enrollment = Enroliment Addresses Tuesday 09/05/2023 10:58 PM CST
.
dla. resSSes re——
Meceme The * (in red) indicates required fields,
Fequact Information « Indicates = primary record.
Specialties Provider Addresses
» Addresses The Service Locstion name and address generzlly is the site whare members obtain services and iz either owned or rented by the providen This

location should be where supporting decumentation related to claims is maintzined.

= The Service Location name must be the Deing Business As (DBA) name registered with the Secretary of State if registered. This does not
apply to informal associations swch as Scle Proprietorships and Generzl Partnerships that are not registered,

= The Service Location name must match the business name on the W-2.

= The Service Location address must be a physical location. & post office beo is not a valid Service Location address,

Serv'ce |Ocat]0n |S req u | red ) O nce e nte FEd, - f;z;.r“:;i;m;r::f: ::;i::; =t a "place of service site,” such 25 at 2 hospital or nursing facility, should enter their home/business office 2=
you must hit “Verify Address” before the

Click the "Remowe" link to remove the entire row.

application will allow you to save the — P -~ — pa—
InformatIOﬂ B Click to collapse.
Complete address info for the Home Office, add _ _ _
. ) ress Typeo | Service Location w | Primary Address
Mail to, and Pay to. If these sections are not
. . . Contact Name | | Location Code o
completed, the information listed on the *Address | |
service location will be copied to all [ |
“City County _
addresses upon enrollment. tate I v|| iy Codeo [
Verify Address
County Code _
Latitude _ Longitude _
“Primary Emaile | | Confirm Emaile
*Phonag Ext Phonea Ext

[Continue [ Finich Loter JCancel




Entering the application data:
Addresses

Type Address City State Action Address Verification: Results|H
B Click to collapse.
Original Address
* Address Typed | Service Locstion W Primary Address **0riginal address may be undeliverable.
Contact Name | Home Offic= :l Location Code
Mail To
*Address [N Line 2
| Pay To City Shamwagd
*City | | County _ State ARKANSAS Zip Code 72120
“stte | 2 S — Gounty
Verify Address Latitude _ Longitude _
County Code _
Latitude _ Longitude _ Exact Address Match Found
Primary Emaile | | e Click on SELECT to chooss the address.
*Phones [ v Ext Phonea [ v| Ext
Address City, State County ZipCode Action
|:| 525 S FAIRWAY AVE SHERWOOD, ARKANSAS PULASKI | 72120-5807 E=3

[Continue [ Finih Loter [ Cancel |




Entering the application data:

Requested Information

i P -
F Click o collapss,

“Address Typeo |Service Locstion

w | Primary Address

Contact Mame [ichn Brickey

Location Code | In State

*Address [526 5 FAIRWAY AVE

*City |SHERWOOD

“State [ARKANSAS

2 “Zip Codeo (721205807

Verify Address

County Code _
Latitude

Longitude _

*Primary Emaile |Jchn.brickey@gzinwelltechnologis |

Confirm Emaila |.'I:|i1n brickey@gainwelitechnologie

‘Phonen |Offc= W |[5015508005

| &[] Phoneo [ V]

[add] [meset

Ext




Entering the application data:
Requested Information

Home > Provider Enrollment = Enroliment Addresses

Welcnme

The # (in red) indicates required fields.

Request Information » Indicates a primary record.

Tuesday 09052023 11:03 PM C5T

Provider Enrollment: Addresses

Specialties Provider Addresses

» Addresses

Swmimiary

their Service Location address,

Clids the "Remowe" link to remove the entire row,

= The Service Location name must match the business name on the 'W-9.

locatien should be where supporting decumentation related to claims is maintzined.

= The Service Location address must be 2 physic| lecation. & past office box is not 2 valid Service Lecstion address.

The Service Location name and address generzlly is the site where members obtsin services and is sither owned or rented by the provider This

= The Service Location name must be the Doing Business As (DBA) name registered with the Secretary of State i registered. This does not
apply to informal associations such 2= Sole Propristorships and Generzal Partnerships that are not registered,

= Providers that provide services 2t a "place of service site,” such as at a hespital or nursing fadility, should enter their home business office 2=

Type

Address

City

State

Action

Service Location

« 326 5 FAIRWAY AVE

SHERWOOD

ARKANSAS

Copy Remove

Click to add address.

[ Continue [ Fonih Later J Cancel |




Entering the application data:
Requested Information

Home > Provider Enrollment = Enroliment Addresses

Welcnme

The # (in red) indicates required fields.

Request Information » Indicates a primary record.

Tuesday 09052023 11:03 PM C5T

Provider Enrollment: Addresses

Specialties Provider Addresses

» Addresses

Swmimiary

their Service Location address,

Clids the "Remowe" link to remove the entire row,

= The Service Location name must match the business name on the 'W-9.

locatien should be where supporting decumentation related to claims is maintzined.

= The Service Location address must be 2 physic| lecation. & past office box is not 2 valid Service Lecstion address.

The Service Location name and address generzlly is the site where members obtsin services and is sither owned or rented by the provider This

= The Service Location name must be the Doing Business As (DBA) name registered with the Secretary of State i registered. This does not
apply to informal associations such 2= Sole Propristorships and Generzal Partnerships that are not registered,

= Providers that provide services 2t a "place of service site,” such as at a hespital or nursing fadility, should enter their home business office 2=

Type

Address

City

State

Action

Service Location

« 326 5 FAIRWAY AVE

SHERWOOD

ARKANSAS

Copy Remove

Click to add address.

[ Continue [ Fonih Later J Cancel |




Provider Enralimant: Provider Identification

Provwider Legal Hame

Provider Identification | ———

Tduntification “First Mame |Br|-'.kr._. |

*Tax Mame [1onn 2rceey ]

Individudl Providers

“Gender

L

ik "Remowe” link to remave the entine row.

| License # | Effective Date | End Date | Issuing Board | Issuing State | Action

B Click to collapse

* Provider Legal Name: List the Individual emmses ] setectveommo [  endowss [ |
. ) *Issuing State “Isculng Board [ w |
personal care aides’ legal name. aassiicaion

* Tax Name: This section should match the

same individual name.

re Participation

* Gender/DOB: Enter the gender & DOB of the I

Personal Care provider. srifcation

Cicl the “Remove” link to remave the entire row.

* License, Medicare, CLIA, and DEA—These | S | — T

sections do not apply to enrolling PCA B o calop

providers. Should be left blank, and the T o ]
application will allow you to continue

through submission. %

DEA # | Effective Date | End Date | Action

B Qick ta collapse

eas [ | comecwepsea [ 5| ceedvstes [ &




Entering the application data:
Languages

. . . Hucme mvicer Enrolment = Enrcliment Langoges Thursday 05233024 12:27 PHI =T
* lLanguage is optional — You can list any
language or continue to proceed with the e ————
. . Walcanms Prowiders that have the ablity to transiate should salect the appropriste language below. This fizid s not required.
d pp | | CatIOn . Byt [sfermatin The * (in red] indicates reculred fizlds. (kiobe: When the Add/Save button is present, all fizlds with * are anly required when sslecting Ade) Save

far that sectsan. ]

Click: the "Remose” |ink to remowe the entire raw.




Entering the application data:
Attachments and Fees

Homes > Provicer Enrolimeent = Altachments ancl Fees Thurscay 05233024 12:38 PH O=T

Frovider Enroliment: Attachments And Fees

* The application doesn’t require

_— Supporting Dooumentation

attachments to be with the initial s iraton | T oM BCRAN e 1 B e 0 COMpIets e M2t ATment praces. I you e 9 SUSIR et atachments, lesse fakan
submission. B
* |tisrecommended not to attach any
additional documents to the initial —
submission unless additional information ! b i £ | o o chocae o lpiosd” sttachments by “Fie Transfer’, a maximar of 700 M8z of Infermation can be usisadsd
is being requested. e T, (m ) st reguies Pl (ot When S A Sve ustan s presest, o fekds with  re ony recuired when selecting Ade/Save
«  Paper pin forms should not be uploaded — e
when submitting applications S ——————————————T—
electronically through the portal website. R R SHSHA s smRen e e n fhe e
* All optional listings are only needed if
applicable or requested.

Werify that all requirad documentation, including coples of applicable professionsl ang oparating licenses, s ncluced as an attachmeant.

If you are submitting Fingerprint Background information, include a copy of the proof of fingerpeint collection as an attachment.

Attachments

Click the Remose |ink to remove the entine row.

= Tranzmission Method | File Attachment Type Action

[l Click to collapse
Transmission Methd
Attachment Type | W |
Description | ]

Application Feo

Ma Application Fes Required

[Continue Jf“Finizh caterJ Cancel |



Entering the application data:
Agreement

e Click “I Accept” to terms of agreement
* Enter the providers legal name and title
to finalize the signature page for the

application.

Instructions

The terms of enroliment are stated below. You must accept these terms ino orcer to submit the enmaliment apalicatian. Failure to accept these
terms means that na eproliment application s retained ar submitted.

Apcess the summary of encalimant ink ta review il oats that has been entered ints the enroliment application. Changss can be macs o the
existing application by navigating back to the appropriate scresn using the lnks in the table of contents. Once changes are made, the snmliment
application can be reviewsd again.

The enroliment application terms must be accepted in arcer to submit the application for approval.

Once the application s submittec, a tracking number will be cisplayes and a cover sheet can be printed for submissian with all haro copy
materials to the enrcliment office.

Terms of Agreement

Provider Mame Brickey johin

Address T10 S FAIRWAY AVE

Tax ID {Employee Identification Number or Social
Security Number)

MFL
Contact Name Tyler Brickey
Contact Email tylerbrickeyfgaimseitechnokgies.cam
The above atypical provider agress to participate in the Mecicaid anc/or SeniorCare Program, hereinafter referrec to as the Title XX Program.
1 agres that my fees or charges far services ar kems delivered ta Tiie XIX beneficiaries will not excesd my fees or charges for similar services or
items celvered to non-Title XX individuals. In any case ar cases where [t becomes necessary for State or Feceral representatives to ascertain

that charges for services to Titke XIX bensficianies are not greater then charges for service tonon-Title XX individuals, the Department of Health
and Family Services, hereinafter referred o as the Department ar its autharized representatives will be used to make such determinations.

1. Pravicer, in consideratian of the covenants thersin, agrees: b

&. Ta keep records In accardance with generally accepted standands far the type of business and the healthcare sarvices
provided, refated to services provided ta Individuals recelving assistance under the State Plan and Billing for such services.

H. Ta maks availabls anc, upan reguest, furnish all recorcs described abowe to the Deparfment, the Hedicalc Fraud Condrol Unit

nf Fhes Brivsnean Cifirs of the afnenes Reneesl #e 1S Secrefaee nf Fhe Misroirtmand of Hesbbh sind Bominn Seeckese ae s

You will be submitting the Frovider Enrollment application electronically. Therstare, your signature an this application will be electranic. By
ertering your name In the space provided below and submitting this application electronically, you state that, you are the person whom you
regresant yourselsf to be herein. If you are an authorizec repressntative for a group you may sign as wedl.

*I accept 1 understand that my electronic signature is equivalent to my written signature.

*Your Signature [Tyler Brickey |
[Entering your name in the box Bo the right will
constitute your electronic signature. )

Title | |

Submission Dabe 0572372024




Entering the application data:

Summary

Reguest Informaticn

it Tnfarssal Requesting Enrollment Effective Date 05/ 23/2024

Enrallment Type Atypical Provider Type REGISTERED,
— NONCREDENTIALED
FROVIDERE
Provider Federal Tax 123545484
Identification Number (TIN}
______ Effective Date 02706/ 2024 End Date Fiscal End Date Docember
NFL NFL Zip + 4 72120 Taxonomy
Are wou a personal care alde? No

* This is a preview of your application -
before you complete your submission.

Contact Mame lochn Brickey

b Hit ”Print PreVieW” Contact Phone 1-501-5%0-6325 Ext
* Save a copy of the application summary e omesEmA s
for‘ you r‘ r‘e CO r‘ds. Ermail For Provider Publications
Addresses Expand ail | Collapse all
* Must go to the bottom of the page to
. . Address Type Address City State
complete the submission of the i | Servce Locaton DE—— m— ARKANZAS
application. P—
o Spedalty REGISTERED NON-

CREDENTIALED

Frovider Identification

Last Mame john
First Mame Erickey
Middlz Title
Gender Mak Birth Date 0&/13/ L9687

Tax Mame John Brickey

Medicare # Effective Date Medicare Type |

Languages




Entering the application data:
Finalizing Submission

III. This contract may ba termingted o recswed in sccordance with tha fFoliowing provisions:

A This conoracs rrary b volunearnily meeminaced by sithar parny by giving thiny (30 days werimmen notion T the othar pamy witheur Crese
andy'or convaniance of schar party;

B This contrect will ke svtometically recasend for one yeer o0 July 1 of sach year ¥ netthar party goves nofice regoesting terminations

C_ This cantrier mary b cerminaced ireradiarely by o Daparmmass for tha folloving reasons:

L. Racumad mail

1. Dawth of provider

1 Chnge of owracahip

*  Must go to the bottom of the page to complete the submission of the 4. O othar reason for which & sanction mary b issued a3 3 forth undr the appicable Madicaid Provicer Manual
appllcatlon. The above stvsical orovider agresn 15 patdioets i the Mediced and'or Seviolae Program, herwmafter refered 5o o the Titls 5N Program.
. . . . . [ iy chit oy fasil or chirgad for serionl or iema dabvered 1o Ticks WD banficiarian will not exosed mry feas or oy for gimilar serioes or
e Hit “Submit” to complete the application. Save the tracking ID for your S i 5 Rt K St oyl G G i B I oGty o e it R SN

BaE g far garcow o Titke XIN benelcarai are not graaser ths chiege S seniod 18 ren-Taks 3T mdvisuall, o Depirmess of Heakh
reco rd S and Farmily ServaoRs, Parsnaer e 00 a5 o DRoaroman of £ authorized repraseracives vil Ba used o make such dessrmminasons,

Yew will ke submitting the Provider Ensclimwnt sppication dlectrorically. Tharsfore. your sgnature on this apslication will e slectronic. By
arfaning your name i the soace provided below and sbemitting this application elecionically. vou sate that. you are the peren whom you
repreent yourpe’ to b heren. IF you sre e authonoed mpresertative for 8 group you may sgn s well,

I acoapt 1 undersmand thar my HeCoORc SENaTLe iS SQUNENNT T2 Y WTTDEN Signatore.
Wour Sigeabtare John Brickry
{Enbering your nama in th o to the right wll

constitule your electronic signature. )
Tithe

Agreement Dabe

Instractions for Summary Page

If changas are reguired whan visming the Summany page, plaase sl the spproprace link in the Table of Comemns panel, navigans bad oo thac
parga, and makm chamges. Nom thae f tw Envelimant Tyze or Provider Type fislds am medifled on the Reguest Infereason page. that you will be
required oo navigace through the snrollmens application wizard agein and updae ol fleids that sre contingent upon these o Felds,

Once you haee redewed the contents of this application, sdect “Submit’ o complese the enrolimert application foer processing,

Please print o copy of this summany for your recrds.

(i prove St [ e tatoe [ camce |

— [\



¢’ AR\Vledicaid e

Home = Provider Enrollment Tuesday 08/23/2022 07:53 AM C5T

Applications submitted on portal

Provider Enrollment

You can check the status of any application

Enrollment Applicabion

Submitted and see any notes for Initiate a Mew Enrollment application.
corrections or documents needed to e RO S
complete your application. e —

Resume an existing application that you
previously started.

If corrections are needed, you can click iima i

the “Resume Enrollment” to access the T
previously submitted application and S
upload any document or make changes S e
need for your application and resubmit. SRR,

Customer Links

Print an Application for Mailing

Pay Application Fee (new window)

Provider User Manual

17



	How to submit a PT 95 NT application? 
	Starting the application
	Entering the application data: Welcome tab
	Entering the application data: Requested Information
	Entering the application data: Specialties tab
	Entering the application data: Addresses
	Entering the application data: Addresses
	Entering the application data: Requested Information
	Entering the application data: Requested Information
	Entering the application data: Requested Information
	Entering the application data: Provider Identification
	Entering the application data: Languages
	Entering the application data: Attachments and Fees
	Entering the application data: Agreement
	Entering the application data: Summary
	Entering the application data: Finalizing Submission
	 

