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The Provider Manual is a tool that providers should reference for the compliance of
MassHealth regulations, to understand administrative and billing instructions, to
confirm covered service codes, and gain an understanding of the MassHealth processes.
You can find a list of MassHealth provider manuals online.

MassHealth Provider Manual

You should access the Provider Manual and review the provider specific regulations to
help you decide if offering services to MassHealth members is right for you.

The provider manual may be accessed at the following

https://www.mass.gov/lists/masshealth-provider-manuals#thow-to-read-your-provider-
manual-

The Executive Office of Health and Human Services (EOHHS) establishes rates for
MassHealth services, which may be found at https://www.mass.gov/service-
details/eohhs-regulations.



https://www.mass.gov/lists/masshealth-provider-manuals#how-to-read-your-provider-manual-
https://www.mass.gov/lists/masshealth-provider-manuals#how-to-read-your-provider-manual-
https://www.mass.gov/service-details/eohhs-regulations
https://www.mass.gov/service-details/eohhs-regulations
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Enrollment Documents

In addition to the Provider Application for Medical Practitioners (November 2023 revision), the following
documents are Required For All Providers:

* Provider Enrollment Data Collection Form and Registration Instructions (“DCF”, February 2024 revision)
* Federally Required Disclosures form for Individual Practitioners (“FRDF”, November 2023 revision)

* MassHealth Provider Contract for Individuals (November 2023 revision)

Required only if the provider is going to be paid directly for services (Pay Provider):

* Electronic Funds Transfer (EFT) Enrollment/Modification Form (“EFT”, March 2023 edition)

* Electronic Remittance Advice Enrollment/Modification Form (“ERA-1”, March 2023 edition)

e Massachusetts Substitute W-9 Form (“MA W-9”, March 2020 revision OR April 2022 revision)
* Trading Partner Agreement (TPA, November 2023 edition)

You can use this link to access the Mass.gov page where many of the above forms can be downloaded for free.
Other forms may be required and would be included in your packet if you requested an Application by phone.

Last Updated: 2/22/2024


https://www.mass.gov/lists/masshealth-provider-forms-by-provider-type-a-d#all-provider-
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POSC Enroliment

Health and Human Services The Provider Online Service Center
CONSUMERS [ PRC (POSC) is one method for submitting
Collapse Services provider enrollments and for
| Ewdrse B assticalth Provider Onine Ser maintaining file integrity
> Home MassHealth Provider Onli

» Provider Search
» Manage Batch Files

- ' T
» Manage Service Authorizations
» Manage Correspondence and ‘
Reporting =
>
- ’i'

» Manage Members
» Manage Claims and Payments . \
» Manage Provider Information -

All enrollments can be submitted via
POSC except Ordering, Referring and
Prescribing only providers (ORP
providers)

» Admini : ‘

| Reference Publcations ‘ 1z

» News & U_pdates

 Releg e - — 4 The POSC Application is a stand-in for

- N the Provider Application itself; Any

il - supplementary Enrollment documents
If you suspect that the security of your (FRDF’ EFT’ EtC) ShOUId be Scanned and
Customer Service Center at 1-800-841 attached to the POSC App“cation as
You will need a Usemname and passwo PD FS

MassHealth provider but do not know v
Center at 1-800-841-2900.



Tips for Completing Enroliment ”WE

MassHealth recommends that enrollments be submitted via POSC. If applications are not
submitted via the POSC, always request the application forms packet by calling the
MassHealth Customer Service Center at 1-800-841-2900 to ensure that you have the most
up to date forms.

A provider is NOT an approved MassHealth Provider until they receive a MassHealth
Welcome Letter with a Provider ID and Service Location (PID/SL) and an effective date.
Welcome letters are mailed to the DBA address listed on the application.

Claims will not be paid for dates prior to the MassHealth assigned effective date.
MassHealth does not backdate the effective dates of any applications.

Ensure that the contact person you list at the beginning of the application is ready and
willing to correspond with MassHealth about the Enrollment. In particular, this person
should know not to include any personally identifiable information (Pll) in any of their
emails to us as this represents a risk to Provider privacy.

Make sure all sections of the enrollment forms are complete, especially any sections
addressing “Disclosures”.



Tips for Completing Enroliment ”WE

The Provider’s information (primary service location, provider name, FEIN, account numbers,
and NPI) must be consistent across all forms

To ensure that a provider is successfully enrolled for a desired effective date, please submit
the application at least 30 days in advance of that date and include a letter of intent stating
the desired effective date

Effective 10/02/2023, electronic signatures (e-signatures) are acceptable on ALL MassHealth
forms

A provider can sign MassHealth forms in any of the following ways:
* Traditional hand-drawn signature (ink on paper)
* Electronic signature that is either:
 Hand drawn using a mouse or finger if working from a touch screen device
 An uploaded picture of the signatory’s hand drawn signature
* Electronic signatures affixed using a digital tool such as Adobe Sign or DocuSign. A digital
signature certification must be included with the signature.

Please Note: Typed text of a name not generated by a digital tool such as Adobe Sign or
DocuSign, even in computer-generated cursive script, or an electronic symbol, are not
acceptable forms of electronic signature.



Top Enrollment Errors

.
Provider Application FFS Provider Application Provider Contract FRDF for Individuals
(ORP and FFS) (Billing) (Nonbilling & Billing)

DEA number on application is not
registered in MA but the address
listed is an MA address. Your DEA
must be registered to the state
where you practice

Provider license cannot be verified
but no indication of license
pending and/or anticipated license
issue date. Applications will be put
on hold until a license is issued and
confirmed by the provider.

Applying intern or resident
without a submission of their
limited license

Disclosure sections are blank or
incomplete

Provider PID/SL is enrolled with
MassHealth, but either no
PID/SL or an incomplete PID/SL
is listed

Application has inconsistent
versions on different pages
(Confirm the revision date on
the bottom left)

Provider does not have a MA-
registered DEA and no
statement of DEA Waiver

The group that is the provider’s
PSL is not listed first on Section
3 of the application

Group is enrolling concurrently
with individual, but no group
application was submitted

All or some of the three
questions in Section 4
(Applicant Disclosures) are
blank

Contract has provider’s
signature in the wrong field
(signature in EOHHS field)

Contract signature date not
within 90 days of the date
MassHealth received the
application

Contract has white-out or cross-
outs

Name on Contract does not
match the name on the
provider’s license

Revision date of the contract is
out of date

Address in Section 1 does not
match home address in Section
1.2 of Billing Application

Primary Service Location (PSL)
street address in Section 2 does
not match the address of the
first group listed in Section 3.1
of Billing Application

“DBA Name” in Section 2 is
blank (should be “NONE” if the
provider is not enrolling with a

group)

Section 3 does not reflect all
the tax-IDs that the provider is
requesting to link to in Section
3.1 of Billing application as
“Agent”

Section 4A is blank or is not
consistent with the answers
given in Section 4 of the Billing
application
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How to Submit An Enroliment

“How do | submit all of the necessary Enrollment documents once
they are all ready?”

Upload the completed and signed documents to the attachments
panel on the POSC for enrollments initiated on the POSC.
OR
Fax to: 617-988-8974
OR
Mail to:
MassHealth Provider Enrollment and Credentialing
P.O. Box 278
Quincy, MA 02171-0278



Waiting For Information/Outreach mﬁh

If MassHealth needs to clarify anything about the Enroliment, then the MassHealth Outreach team and PEC will
reach out to the person listed in the contact information on the Provider Application. You have 60 Days from the
day PEC receives the Enrollment forms to rectify any errors on them.

If an enrollment cannot be completed due to missing, incorrect, or incomplete information, then the enrollment
will be put on hold and the Provider Services staff will conduct the following outreach:

1. The PEC Specialist outreaches to the contact's name listed on the application via phone, email, and a
letter is mailed to the DBA address indicated on the application

2. Ifnoresponse is received within 5 days, the Outreach team will attempt a second outreach via phone
and an email to the contact person on the application

3. Ifnoresponse is received within two days after the second attempt, the Outreach staff repeats the
call and sends another email

The 2-day outreach process continues until the issue is resolved or until the enrollment process reaches day 60.

If the Provider Enrollment Credentialing team does not get all the information it needs to complete
credentialing all your forms by the end of day 60, then your Enrollment will be DENIED

Tip: If you want to mail in your enrollment (as opposed to faxing it), then make sure you keep a copy of the forms
you submitted so that if you must resubmit the forms, you don’t have to do everything all over again.

10



Provider Enroliment
Document Instructions
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Provider Enrollment Document Instructions

The following are detailed, step-by-step instructions for filling out the paper versions of
following documents:

* The Provider Application Form

* The Provider Enroliment Data Collection Form

* The Federally Required Disclosures Form (FRDF)
* The Electronic Funds Transfer Form (EFT)

* Massachusetts Substitute W-9 Form (W-9)

We will not be going over the Contract or Trading Partner Agreement in this
presentation. If you do have issues with any of these forms, please contact MassHealth

Customer Service:
*  Email: Provider@masshealthquestions.com
* Phone: (800) 841-2900; TTD/TTY: 711



mailto:Provider@masshealthquestions.com

Provider Application Form



Overview of the App — Page 1

PHDVIDEH APPLIGATION APPLICATION TRAZKING HUMBER {ATH)

% : MEDICAL PRACTITIONER o e

Commnwealth of Massan AUSETs | Faaclfive OF c2 of Health and HUMar Semvices | waw mass geeirashadth
This application will not be p

P

Lif any sections are left unanswered.

CONTACT INFORMATION FOR INDIVIDUAL COMPLETING THIS APPLICATION (MassHealth may contact you if there are questions about this application.)

Hame Tel.

Ermail

REASON FOR APPLICATION

Mew grol ment
Reactivation - Provide- ID Service Location (PIDASLYy

SECTION 1: APPLICANT INFORMATION
L1 APPLICATION TYPE

Is the apclicant enolling as
An ndividual pract boner practicing independently Part of agrous practice organ zat on Batn

Note: This application is for individual practitioners of the provider types listed below, who practice independently or as part of
a group practice, and who wish to enroll as a participating MassHealth practitioner. This application should not be completed
by other salaried or contracting providers, ordering and referring applicants, or managed care entities (MCE) applicants.
Please indicate your provider type below (select one).

Physician {FT-0Ly* Certified Nurse Pract tioner (PT-17)* Psychiatric Cinical Murse Special st (PT-78)
Optometrist {FT-02) Paysiciat Assistant (PT-39) Qual fied Med care Beneficiary {QME) Only
Optician (P1-08) {Must zea part of a Group Practice Provider {PT-88) (Cannot be part of a Group

Grganizat on with at zast ane physic an)
Hearing Inst-ument Secialist (PT-44)
Aud ologist (PT-50)

Certified Registered Nurse Anesthetist (PT-51) (FT-92)
Clinica Murse Specialist (FT-57)

Practice Organization)
Acusuncturist (PT-A%)

Licensed Indesendent Clnical Social Worker

Ocu arist {PT-04)

Psycho ogist (FT-05)
Podiatrist (FT-06)

Certfed Nurse Midwife (PT-08)
Chiropractor {FT-15)

*These providers can enroll as independent PCCs; PCC-quality ag aroviders must specialize in: family medicine, inter1al medicine, pediat-ies, OB/GYN, or GYN, and
otherwise satisfy POC: Plan participation requ rements.

Does the anplicant wish to part cipate inthe Primay Care Clin cian {PCC) Plan? Yes Ho

Providers wio are interested in earoling in the POG plan must susmit a completed Primary Care Glin cian (PCC) P an Provider Application (APP-PCC) along wiha
Prmary Care Glinician {PCC) Plan Signature Page CON-PCC-SP, and the PCC Contract.

PE-MP (Rev. 11/23) | page 1|

PROVIDER APPLICATION: Medica Practit aner

Contact Information

Contact person’s name, telephone number, and
email address need to be accurate and
complete

If any clarifications or corrections are needed
for the Application, then MassHealth will follow
up with the individual listed in this section
Reason for Application: For new enrollments,
check off the “New enrollment” box

Section 1: Applicant Information

Indicate whether the Provider is applying as an
individual practitioner practicing independently, a
member of a group practice organization, or both
by checking off the appropriate box

Check off the appropriate box for the applicant’s
Provider Type (PT)

Do not forget to check off the box at the bottom
of the page to indicate if the applicant wishes to
participate in the Primary Care Clinician (PCC)
Plan. Do not leave this part of the Application
blank.
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1.2 APPLICANT INFORMATION

Legal Name of Applicant: Last

First iWdd e Initial

Individua (SSN)

Sole Proprietor (_ SSNor_ EIN)

&zpleant’s Mational Frovider Idant fication {NPI)

Azpleant’s Professiona’ L censa Numzer {MA)

Date af Birtn

State/License Humbe~

DEA Mumber {if issued)

Azpleant Legal Address/Home Street Address

Do not have a DEA in practee state || Creck zox f prescr bing anly Schedule ¥ drugs

Cty State Zip
ATTN/Tite Email
Te. Fax

Section 1.2: Applicant Information

The Provider’s full legal name (L/F/M). Name must
match across all forms and the license board and
NPPES. If names are different, please provide
supporting documentation to explain the discrepancy.
Full SSN (Indicate if you are an individual or sole
proprietor and list the SSN in the appropriate field)
You may list an FEIN if the Provider is a sole
proprietor (check off the appropriate box if so).
The Provider’s SSN must be still listed on the

FRDF

*NPI

DOB

*Professional or State License Number

*DEA number (if applicable. Providers that do not prescribe
medications need not list a DEA nhumber and must write “N/A”
instead)

*The Provider's residential Home Address (street/city/state/zip)
*Provider’s email, telephone, and fax (if you use a fax machine)



Overview of the App — Page 2 (Cont.)

1.3 MEDICAID INFORMATICON FOR OTHER STATES

Section 1.3 Medicaid Information For Other
States

* Indicate if the Provider is a current or previous

Does the applcant cu-rently particigate, of has e or she previotisly participated, in another state’s Medicald arogram? es: No

participant in the Medicaid program of any other US

state by listing the state, Medicaid number, and

(approximate) effective dates of each program.

If the Provider is not or never was a participant in any

other Medicaid program, then do not leave this section

blank; Check off the box labeled “No”

List Ctrer State Medica d Nunke~
Effective Date End Date (if app cadle)
List (ther State Medica d Humbe
Effective Date End Date (if app icasle)
List Gtrer State rMed cad Number
Effective Date End Date (if anp icadle)
1.4 CERTIFIED SPECIALTY

Board Cert ficat ons {as certitied by your board of professional licensure)

Aeaof Certifications (it applicable)
Other Area of Certfications if apclicanle)
15 MEDICARE INFORMATION

— Indicate the Provider’s certified specialty in this section

Is the asplcant enrolled i1 Medicare as a provide-? Ves Mo In process

MassTealih requires Medicare enrollment for any provider that files claims for services provided Lo Masslealth
members who are also enrolled in Medicare (dual eligible ). Please refer to all-provider

T ions and all applicable program-specific regulations. You can access these publications from the MassHealth

website at www.mass.gov/masshealth-and-eohhs-regulations.

PEMP (Rev.03/23) | page 2|

PRCVIDER APPLICATICN: Medical Practitioner

* Indicate if the Provider is enrolled in Medicare as a
Provider or if they are in process to become a Medicare
Provider in the future.

* Certain Provider types, such as APRNs and LICSWs, will
need an active Medicare number to enroll
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Section 2 applies ONLY to individual Providers
practicing independently and to Providers
practicing BOTH individually AND as part of a
group practice.

SECTION 2: INDIVIDUAL PRACTITIONER PRACTICING INDEPENDENTLY

Note: This section applies ONLY to individual practitioners practicing independently and practitioners BOTH practicing
individually AND as part of a group practice organization. If applying to participate ONLY as part of a group practice
organization, please proceed to Section 3.

2.1 ELECTRONIC FILE SUBMISSION METHOD

Please indicate which transactions will be submitted electronically and what method will be used to transmit electronic
files. (With limited exceptions, MlassHealth does not accept paper claims (see 130 CMR 450.302}). You must submit a
Trading Partner Agreement (TPA) if completing this section.

TRANSACTION TYPES: Creck the type of transaction trat the apslicant will be submitting and/or recelving. Also check who will be suzmitt ng and/or recelving o1
benalf of the apzlicant and how they s | be subm tting and/or recelving the transactions.

o is submitting/receivng  Indicate the method ceing used

Applcant Practice Vendo~ DDE*  EDI**

If you are going to carry out a particular type
of transaction with MassHealth (like
submitting a health care claim), then you need
to indicate if that transaction will be
submitted by the Provider, a practice that the
Provider is linked to, or by a 3™ party service
like a vendor.

835 Hea'th Care Claims Payment/Advice
B37F Profess anal Health Care Claim
837P COB Frofessional Health Care Cam for Secondary Insurers
270 Health Care Eligizil ty Benefit Inquiry
271 Health Care E/ig b lity Benefit Reszonse
276 Hea th Care Claims Status Request
277 Health Care Claims Status Response
CIVDIDand/or REPLACE caims )

* DDE = Direct Data Entry
##£DI= Electronic Data Interchange

VENDOR INFORMATION: If you cnecked the "Vendar” box o1e or more times inthe preceding "transaction types” sectian, you must comlete this sectian.

Creck the hox that deser 2es the vendor: | Biling Intermed ary Clearing House Software Vendor
Inorder for the vendor to suzmit transactions on your zehalf, the vendor must also ce an approved MassHealth crov der with a va id MassHealth provider ID,

Wendor Name

Doing Business As (DBA) Name {f applicazle)

MassHealth PIDSL Number (if apzlicable) “Yendor Contact Name
Wendor Tel. Vendor Emal

Note: Vendors must apply for a Masstlealth relationship entity number before they can submit claims on behalf of the
applicant. For more information, email MassHealth at edi@mahealth.net.

2.2 BILLING ADDRESS (Address of the entity that submits claims)

Is the 2illing address the same as the legal address in Section 127 Yes Ho
[fYes, you do not have to camplete the -emainder of Section 2.2,

Humer/Street Building, Suite, or PO Box if applicatie
Cty State Zip

AT/ Tte Emal

Te. Fax

PE-P {Rev.11/23) | page 3 | PROVIDER APPLICATION: Medica Practit aner



Overview of the App — Page 3 (cont.)

TRANSACTION TYPES: Check the type of transaction that the applicant will be submitting and/or receiving. Also check who will be submitting and/or receiving on
behalf of the applicant and how they will be submitting and/or receiving the transactions.
Who is submitting/recelving  Indicate the method being used
Applicant Practice Vendor DDE*  EDI**
835 Health Care Claims Payment/Advice
e e e — I — e e~ e — Ry
837P COB Professional Health Care Claim for Secondary Insurers
o 270HealthCareE\|g|b\|\tyBeneﬁtlnquwy e e R R
: 271HealthCareElwgwbwhtyBenef\tResponse PR S . W S S S
276 Health Care Claims Status Request ]
. 277HealthCareC\a\msStatusResponse e e R R N R
LIVODand/for REPLAGE clairos e d o o a9
* DDE = Direct DataEntry
**EDI = Electronic Data Interchange

Transactions
*835 — electronic Remittance Advice
*837 — claim submission file

. Submission Method

*  DDE - submitting one claim at a time

*837 COB — claim submission file where *  EDI-submitting claims in batches

MassHealth is not the primary payer

*270 — member eligibility verification request (All providers get DDE access by default, but if they
*271 — member eligibility verification data (you plan to use EDI then we need to make sure their
need to submit a 270 to get the 271) vendor is tested and approved and that everything
*276 — claim status request Captured correct]y)

277 - claims status response (to the 276)



Overview of the App — Page 3 (cont.)

VENDOR INFORMATION: If you checked the "Vendor" box ane or more times in the preceding "transaction types" section, you must complete this section.

Vendor Information

If you answer “Vendor” for
any of the transaction types,
then list the full information
for the vendor here, including
the Vendor’s MassHealth
PID/SL (this does mean that
any vendor you list here must
already be enrolled with

Check the box that describes the vendor: .| Billing Intermediary Clearing House Software Vendor
Inorder for the vendor to submit transactions on your behalf, the vendor must also be an approved MassHealth provider with a valid MassHealth provider ID.

Vendor Name

Doing Business As (DBA) Name (if applicable)

MassHealth PIDSL Number {if applicable) Vendor Contact Name

Vendor Tel. Vendar Email

Note: Vendors must apply for a MassHealth relationship entity number before they can submit claims on behalf of the
applicant. For more information, email MassHealth at edi@mahealth.net.

2.2 BILLING ADDRESS {Address of the entity that submits claims)

Is the billing address the same as the legal address in Section 1.2? Yes No
It Yes, you do not have ta complete the remainder of Section 2.2.

Number/Street Building, Suite, or PO Box if applicable MaSSHea |th)
City State Zip

ATTN/Title Email

Tel. Fax

2.2 Billing Address

* If the Provider’s billing address is different than that of their
Legal address, then list the billing address here.

* If the billing address and legal address are the same, then check
off the box labeled “No”
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2.3 SERVICE LOCATION (SL) INFORMATION (Correspondence will be mailed to this address.)

Enter the applicant’s street address, and all other information requested below that is applicable 1o this service location
(1) where services will be provided to MassHealth members. Post-office box (PO box) addresses are not acceptable.
Enrollment will not be approved if only a PO box address is entered in this space.

Follow the instructions for

Mumter/Street Build ng, Sutte (if ap2licable)

Cty State Zic -

Sections 2.3 and 2.4
VTe. Fax

2.4 OTHER SERVICE LOCATION (SL) INFORMATION NUMBER OF

PLEASE MAKE A COPY OF SECTION 2.4 IF YOU NEED 10 LIST MORE THAN FIVE SERVICE LOCATIONS.

Make sure to NOT use PO Boxes for
any of the addresses listed in

Note: Failure to list on the application all locations where services will be provided to Massllealth members is a violation of
MassHealth regulations at 130 CMR 450.222 and 450.223. Please attach each completed copy of Section 2.4 to the signed
application. Fach such copy will become part of the application.

NumEer/Streat Build ng, Suite {if apzlicable)

Cty State Iip S . 2 4
ATTW/ Tte Email e Ct I 0 n ° °
Te. Fax

Mumter/Street Build ng, Suite (if apalicable)

Cty State ) Zip

ATTN/Tte Email

Te. Fax

Humber/Street Building, Suite {if apzlicahle)

Cty State Zip

AT/ Tte Email

Te. Fax

Mumeer/Street Build ng, Suite (if ap2licable)

Cty State ) Zip

ATTN/Tte Email

Te. Fax

Humer/Street [ Build ng, Suite {if apzlicable)

Cty State Zip

AT/ Te Email

Te. Fax

PE-P {Rev.11/23) | page 4 | PROVIDER APPLICATION: Medica Practit aner
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SECTION 3: GROUP AFFILIATION NUMBER | | OF

This section applies ONLY to applicants seeking to participate with a group practice organization currently enrolled with
MassHealth or a group practice organization that is concurrently applying to enroll with MassHealth. Note: Applicants
enrolling ONLY with a group practice organization do not need to submit a W-9, EFT, TPA, or ERA, as the group practice
organization will be paid for services performed by the individual medical practitioner.

PLEASE MAKE & COPY OF SECITON 3 1F YOU NEED 'TQ LIST MORE THAN FOUR GROUP AFFILISTIONS.

Please attach each completed copy of Section 3 to the signed application. Each such copy will become part of the
application.

Follow the instructions for
Sections 3 and 3.1

3.1 GROUP AFFILIATION

List the name(s) of each MassHealth-participating group practice organization, the NP1, and the Masstealth Provider 1D
and the Service Location (PTD/SL). The first group practice organization listed will serve as the Primary Service
Location.

Group Practice O-ganization Mame:

Make sure to NOT use PO Boxes for
any of the addresses listed in
Section 3.1.

Creck here f group practice organization enrollment is pending o~ is eing submitted coneurrently.

Group Practice Urganization NP| WassHealth PID/SL

Group Practice Organization Add-ess (umbe/street)

Cty State Ip

Group Practice Organization Mame:

Creck here f group sractice organ zation enrollmeat is pending o is being submitted concurrently.

Group Practice Organization NP| WassHealth PID/SL

Group Practice Organization Add-ess (numbe-/street)

Cty State ip

Group Practice Crganization Mame:

Creek heve f group sractice organzation enrollment s cending o+ is being submitted coneurrently.

Group Practice Crganization NP| MassHealth PID/SL

Group Practice Organization Add-ess (1umbe/street)

Cty State Ip

Group Practice Organizaticn Name:

Creck here f group oractice organ zation enrollment is pending or is being submitted concurrently.

Group Practice Organization NP| WassHealth PID/SL

Group Practice Crganization Add-ess (numbe-/strect)

Cty State ip

PE-P {Rev.11/23) | page 5 | PROVIDER APPLICATION: Medica Practit aner
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SECTION 4: APPLICANT DISCLOSURES

4.1 CRIMINAL CONVICTION(S) INFORMATION

Has the acplcant ever heen convicted of any state of federal crime n Massachusetts or any other state inthe U S., ncluding but not limited to any criminal offense
relat ng to the apclicant’s involvement n any program establ shed under Title X¥IIL XIX, or XX1 of the Sucial Securty Act {|.e., Medicare, Medicald, or CHIP)?
s No

It ¥es, provide the folowing information for each such conviction. Nate: Convictions for crimina offenses other than offenses relating to the azpl cant’s imolvenent

inany progran estailished unde- Title RV, XIX, or XX1 of the Social Security Act may be omitted f such convictionis) 1) occurred more than 10 years efore the date
of this application, or 2) sere punishable by impr senment of less than one year, rega-dless of tre date of such conviction.

Mame of the Gffense
Date of Conviction [ Court/State 7Case or Record Number
Mame of the Cffense
Date of Canviction Court/State Case or Reeord Number
MHame of the Cfense
Date of Conviction Court/State Case or Reco'd Number

4.2 SANCTION(S) INFORMATION

Hasthe acplcant ever been subject to any dscipinary act on, sanction, or other limitation ar restrict on of any natureimposed wih ar without consent oy any state
{ neluding Massachusetts) or federal agency, board, or other regulato-y/licensing agency inc/uding, but not | mited to, revocation, susension, reprimand, censure,
admonisament, fine, orabation agreement, practice limitation, practice monitoring, remedial traning, o other educational or public service activties?

es No

IfYes, for each sucn action srovide the fallawing infarmation.

Agecy or Board Acton Taken Date of Acton
Agecy or Board Acton Taken Date of Acton
Agecy or Board ActonTaken Date of Act o1

4.3 PENDING PROCEEDINGS

Is the apclicant subject to any proceeding(s) currenty pending that could resultin a conviction, sanction, or other action -eportable in Sect ons 4.10r 4.27
fes No

It Yes, provide the following information for each such proceed ng

Court/State, Agency, or Board

Crarge or Allegaton Case o Record Numbe~

Court/State, Agency, or Board

Crarge or Allegatan Case o7 Record Numbe~

Court/State, Agency, or Board

Crarge or Allegation Case 0- Record Numbe~

PE-MP (Rew. 11/23) | page 6|

PROVIDER APPLICATION: Medica Practit aner

Disclose any Criminal Convictions,
Sanctions, or Pending Proceedings
involving the Provider in Section 4.

Even if there is no information to
disclose, do NOT leave any part of
Section 4 blank; Check off the “No”
boxes in each section.



Overview of the App — Page 7

4.4 ADDITIONAL EXPLANATION

The applicant may use tre scace be ow to prov de additional ormation regarding the apclicant’s answers n Sections 41, 4.2, 0r 4.3,

Attaca addit onal pages f necessary.

PE-P {Rev.11/23)

| page 7 |

PROVIDER APPLICATION: Medica Practit aner

Provide a detailed explanation of
any Criminal Convictions, Sanctions,
Or Pending Proceedings in Section
4.4.

You may attach supporting
documentation to the Application to
help give extra context details to the
explanation.



Overview of the

SECTION 5: GERTIFICATION

App — Page 8

PLEASE READ CAREFULLY AND SIGN

T certify that T am a medical practitioner applying to enroll as a participating provider in MassHealth.

T certify under the pains and penalties of perjury that the information on this provider application and any attachments are
true, accurate, and complete, to the best of my knowledge. T understand that T may be subject to civil penalties or criminal
prosecution for any falsilication, omission, or concealment of any material fact contained herein, and that the failure Lo
provide true, accurate, and complete information in this provider application may result in the denial of my enrollment

as a participating provider in Masstlealth or the termination of any provider agreement resulting from or related to this
provider application. | understand that | must notify the MassHealth Provider Enrollment unit of any change in any of the
information submitted in this Provider Application, and its attachments in accordance with and within the time specified in
130 CMR 450.223(B).

T hereby authorize MassHealth and its designees to access, and T agree to furnish to MassHealth upon request, any
information MassHealth deems relevant (o my eligibility and qualifications to be a participating provider in MassHealth,
including otherwise privileged or confidential information. T understand and agree that I have the burden to produce
adequate information to Masstlealth to permit evaluation of my eligibility and qualifications to be a participating provider
in MassHealth, and for resolving any doubts that MassHealth may have about my eligibility and qualifications.

The Applicant hereby releases from any liability MassHealth and all representatives of MassHealth for any acts performed in
good faith in connection with the evaluation of the Applicant’s eligibility and qualifications to be a participating provider in
MassHealth.

Tunderstand that T am obligated to cooperate with MassHealth during this application process, any revalidation of
enrollment (including, but not limited to, revalidation required by Section 6401 of the Affordable Care Act and oceurring at
least every five years), or other review process.

Complete the Application by signing
the Certification Statement in
Section 5. The Statement must be
signed by the Provider, but the
printed legal name and signature
date can be added by another
person.

Printed Legal Name of Apclicant

Signature of Applicant Date

The form can either be signed traditionally and then scanned, or it can be signed electronically using DocuSign or Adobe
Sign. For electronic signatures, the signer can upload a picture of their wet signature. The typed text of a signature isnot an
acceptable form of an electronic signature.

Return your completed application packet by fax or mail to MassHealth.
Fax: (617) 988-8974 Mail: MassHealth Provider Enrollment and Credentialing

PO Box 278

Quincy, MA 02171-0278
1l you have any questions aboul the enrollment process, please email PECEMaximus.com. For general questions, you
may contact MassHealth by email at provider@masshealthquestions.com. Please note: These email boxes are only for
general questions. They are not secure, Please do not send documents to these email boxes, or include any personal health
information (PHI) or personally identifiable information (P11). You may also call (800) 841-2900, TDD/TTY: 711.

Print Clear

PE-P {Rev.11/23) | page 8 | PROVIDER APPLICATION: Medica Practit aner
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The Provider Enrollment
Data Collection Form (DCF)
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Overview of the DCF

“Why do | have to fill out a Data Collection Form?”

MassHealth requires Providers to designate an individual who can access the Provider
Online Service Center (POSC) on the Provider’s behalf, known as the Primary User and
a Backup Primary User. In the case of an individual Provider, these individuals might
sometimes be someone other than the Provider. The DCF from collects info on who a
Provider’s Primary User will be.

The Primary User within a Provider’s PID/SL is the person responsible for managing
access to the Provider’s information on the POSC (as described in All Provider Bulletin

377 and the Primary User Policy).

26


https://www.mass.gov/guides/masshealth-provider-online-service-center-posc-primary-user-policy
https://www.mass.gov/guides/masshealth-provider-online-service-center-posc-primary-user-policy
https://www.mass.gov/doc/all-provider-bulletin-377-masshealth-provider-online-service-center-posc-primary-user-policy-0/download
https://www.mass.gov/doc/all-provider-bulletin-377-masshealth-provider-online-service-center-posc-primary-user-policy-0/download

Overview of the DCF

* On Page 1, Check off the box on the left to establish a new Primary
User

* Fill out all the Primary User’s information in the fields marked with
an asterisk

* The Primary User must pick their own 4-digit PIN number. The
Primary User should SAVE their PIN number

Please complete this form to obtain a User ID and password for the Primary User. Once the Primary User is registered,

that person will need to create subordinate IDs for all other users within your organization and authorize access for
business partners, such as hilling agencies. The Primary User must assign a backup Primary User to perform Primary User
responsibilities in the Primary User’s absence.

Please note: It is important to ensure that access to your data is securely managed by the Primary User.

To confirm the Primary User Assignment, please select one of the two following options*:
[] Establish a Primary User for this new service location
[] Assign an existing Primary User to this new service location

All fields marked with an asterisk (*) are required fields that must be completed by the submitter.

Provider type: DPACE DSCO DBiIIingagency |:|AII others

Provider's Name*

Primary User's Last Name* Primary User's First Name* Middle Initial
Month and Date of Birth* (MM/DD) User-Defined Unique Four-Digit PIN* Work Zip

Primary User's Work Email Address™ Existing Virtual Gateway User ID (if applicable)

Primary User's Contact Phone Numher




Overview of the DCF

* At the Bottom of Page 1, The Primary User must sign their name in the field on the left

* The Provider must add their signature in the field to the right of the Primary User’s signature.

I certify that the information on this form and any attached statement that I have provided have been reviewed and signed
by me and are true, accurate, and complete, to the best of my knowledge. I understand that I may be subject to civil penalties
or criminal prosecution for any falsification, omission, or concealment of any material fact contained herein.

[ further acknowledge that I will review and adhere to the Commonwealth’s standards for user access to its systems, including
upon initial sign-in, and that my organization will comply with all the Commonwealth’s standards for user access to its systems.

Provider's Primary User signature Date Provider’s signatory Date

(Signature and date stamps, or the signature of anyone other than the provider, are not acceptable.)




The Federally Required
Disclosures Form (FRDF)



Overview of the FRDF ”WE

 The main purpose of the Federally Required Disclosures Form is
to gather information about any individual or entity with an

ownership or control interest in the disclosing entity (or fiscal
agent or managed care entity)

 Asrequired by 42 CFR § 455.104 under Title 42

e Full text of this regulation can be found here:

https://www.ecfr.eov/current/title-42/chapter-1\//subchapter-
C/part-455/subpart-B/section-455.104



https://www.ecfr.gov/current/title-42/chapter-IV/subchapter-C/part-455/subpart-B/section-455.104
https://www.ecfr.gov/current/title-42/chapter-IV/subchapter-C/part-455/subpart-B/section-455.104

Overview of the FRDF — Page 1 &5,

FEDERALLY REQUIRED DISCLOSURES *  Fill out Section 1 with the individual
INDIVIDUAL PRACTITIONERS
|| Commonwealth of Massachusctts | Exccutive Office of Health and Human Services | www.mass gov/masshealth

Provider’s:

*  Full legal name (L/F/M)

° DOB

° NPI

. Full SSN

. Residential Home Address (PO Boxes are
NOT acceptable)

*  The provider’s email

*  Contact person’s name and email

Print Clear

Please ensure that all sections of this form are completed before submissi

Federal law requires that individual practitioners providing or seeking to provide services Lo MassHealth members disclose
certain information to Massllealth, See 42 CER §§ 455.100-106, 42 CER 455.436, and 42 CER §1002.3, Massllealth requires
the submission of tax identification numbers (I1Ns). e.g., social security numbers (SSNs) or employer identification numbers
(EINs), for purposes necessary to properly administer the MassHealth program (see 42 U.5.C. § 1320a-3 and 42U.S.C. §
405(c)(1)). Unless otherwise instructed by Massllealth, individual practitioners must vse this form when disclosing such
information to MassHealth.

SECGTION 1: PRACTITIONER INFORMATION

Legal Name of Practitioner: Last First Middle Initial

Date of Birth National Provider Identifier Nurmber (NPI) SSN

Home Street Address

City State Zip =

Tel = = Fax = =

Email

Preferred Contact Name (if different than above)

* Section 2 must be filled out with the
following:

Preferred Contact Email {if different than above)

Tel - w

SECTION 2: PRIMARY SERVICE LOCATION (PSL) INFORMATION

. DBA name and street address
. if the Provider has no DBA then check of
the box labeled NONE, do not leave

DBA Name {Primarily applies to indviduals who are sole proprietors and NOT to entities separately completing PE-FRD)
NONE

Is PSL address same as home address in Section 17 Yes: No. If yes, practitioner need not complete remainder of Section 2,

PSL Street Address (street address only; PO boxes are not acceptable)

o o i Zp | Section 2 blank
i”———; : —— aae e . If the Provider’s PSL address is the same

as their Home Address, then check of the
appropriate box “Yes”

PE-FRD-IN (Rev. 11/23) | pagel | FEDERALLYREQUIRED DISCLOSURES: INDIVIDUAL PRACTITIONERS
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SECTION 3: INDIVIDUALS AND ENTITIES RELATED TO PRACTITIONER ° YO umu st d |SC | ose a ny b u S| ness
For additional information, see 42 CFR § 455.106, 455.436, and §1002.3, and 130 CMR 450.212.

relationships described in Section 3 at the
bottom of page 2

List any individual or entity with which the practitioner has one or more of the relationships described below, whether such
relationship is defined by the practitioner’s relationship to or interest in the other party, or by the other party’s relationship to
or interest in the practitioner (e.g., list entities in which the practitioner is # managing employee, AND managing employees
of the practitioner). Although unusual, check “NONE™ if none.

i. Ilasa direct or indirect ownership interest (or any combination thereof) of five percent or more in the applicant;

ii. Is the owner of a whole or part interest in any mortgage, deed of trust, note, or other obligation secured (in whole or
inpart) by the applicant or any of the property assets thereof, in which whole or part interest is equal to or exceeds five
percent of the total property and assets of the applicant;

iii. Is an officer or director of the applicant, if the applicant is organized as a corporation;

iv. Is partner in the applicant, if the applicant is organized as a partnership;

v. Isan agent of the applicant;

vi. Is a managing employee—that is, an individual (including a general manager, business manager, administrator, or
director) who exercises operational or managerial control over the applicant or part thereof, or directly or indirectly
conducts the day-to-day operations of the applicant or part thereof, or

vii. Was formerly described ini through vi of this section, but is no longer so described, because of a transfer of ownership or
control interest to an immediate family member or a member of the person's household in anticipation of or following:
4 conviclion, assessment of 4 civil money penally, or imposition of an exclusion.

‘The definitions applicable to this section are as follows:

Agent means any person who has express or implied authority to obligate or act on behalf of another party (e.g., office
manager, billing agent, group practice organization).

Immediate family member means a person's husband or wife; natural or adoptive parent; child or sibling; stepparent,
stepchild, stepbrother, or stepsister; father-, mother-, daughter-, son-, brother- or sister-in-law; grandparent or
grandchild; or spouse of 4 grandparent or grandehild.

indirect ownership interest includes an ownership interest through any other entities that ultimately have an ownership
interest in the applicant (e.g., an individual has a 10 percent ownership interest in the applicant if he or she has a 20
percent ownership interest ina corporation that wholly owns 4 subsidiary that is a 50 percent owner o the applicant).
Member of household means, with respect to a person, any individual with whom he or she is sharing a common abode
as part of a single family unit, including domestic employees and others who live together as a family unit. A roomer or
hoarder is not considered a member of household.

= Ownership interest means an interest in:
= the capital, the stock, or the profits of the applicant; or
= any morlgage, deed, trust, or note, or other obligation secured in whole or in part by the property or assets of the applicant

NOME (if NONE, continue to Section 4) Ownership/Controlling Interest {of 5% or more)* Managing Emplayee* Agent*

* |If you have a relationship to disclose, then
list that person’s:

* Full Name

* NPI (if applicable)

* % of Ownership stake

* Title

* Residential Home Address/Business address
(as appropriate)

* Full SSN or EIN

* DOB (if applicable)

* In the case of FFS Providers linking to a
group practice, it is required that the group
practice be listed as an agent

Mame of Individual (Last, First, Middle Initial) or Entity

NP % of Ovmership (if 5% or more)

Title, Funetion, or Relationship to Practitioner

Address (Home Address if Individual; Business Address if Entity)

* Do NOT leave Section 3 blank. If there are

no relationships to disclose, check the box
labeled “NONE”

City State Zip =

SSN (if Individual) Date of Birth EIN {if Entity)
*For definition and further explanation of these terms, please see the top of Section 3.

PLEASE MAKE A COPY OF THIS PAGE IF YOU NEED TO LIST MORE THAN THREE INDIVIDUALS OR ENTITIES OR ADDITIONAL ADDRESSES.  NUMBER OF
{All business, corporate, and PO, boves must be listed.)
Please attach each such capy to the signed form. Please refer to all attached pages when answering the disclosure questions in Section 4.

PE-FRD-IN (Rev. 11/23) | page2 | FEDERALLYREQUIRED DISCLOSURES: INDIVIDUAL PRACTITIONERS
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* If there is more than one business
relationship to disclose for the
provider, then list any other
relationships on page 3.

Ovnership/Controlling Interest (of 5% or more)* Managing Employee® Agent*

MName of Individual (Last, First, Middle Initial) or Entity

NPl % of Oumership if 5% or more)

Title, Function, or Relationship to Practitioner

Address (Home Address if Individual; Business Address ff Entity)

City State Zip =

SSN (if Individual) Date of Birth EIN {if Entity)

Ownership/Controlling Interest (of 5% or more)* Managing Employee® Agent*

Name of Individual Last, First, Middle Initial) or Entity

NPl % of Ovmership (if 5% or more)

* In Section 4, disclose any
convictions or sanctions to which
the Provider or any of the
persons/entities listed in Section 3
may be subject.

Title, Function, or Relationship to Practitioner

Address (Home Address if Individual; Business Address if Entity)

City State Iip =

SSN (if Individual) Date of Birth EIN ¢if Entity)

* Far definition and further explanation of these terms, please see the tap of Section 3 abave

SECTION 4: DISGLOSURES
For additional information, see 42 CFR § 455.106, 455.436, and §1002.3, and 130 CMR 450.212.

4. DISCLOSURE INFORMATION

Respond to the following questions on behalf of the practitioner AND any individuals/entities identified in Section 3 (except
for question 5, where your response may be limited to the practitioner). If you answer “yes” Lo any question, provide a
detailed explanation in Section 4B, including the name of the individual/entity; nature, date, and forum of the action; and
any case or record number.

* Section 4 should NOT be left
blank; If there are no disclosures

to be made, check off the boxes
labeled “No”

1. Have any of the individuals/ent ties ever been convicted of a criminal offense related to any program under Medicare, Medicaid, or Title XX services?
Yes No

2. Have any of the individuals/entities been convicted of a criminal offense as described in sections 1128(a) and 1128¢h) (1), (2), or (3) of the Social Security Act?
Yes No

3.Have any of the individuals/entities been excluded from participation in any federal or state health program {including, but not limited to, Medicare or Medicaid)?
Yes No

4, Have any of the individuals fentities had civil money penalties or assessments impased under section 11284 of the Social Security Act?
Yes No

5. Has the practitioner ever been subject to any disciplinary action, sanction, ar other limitation or restriction of any nature imposed with or withaut the consent
of the provider, by any state or federal agency ar board, including, but not limited to, revocation, suspension, reprimand, censure, admonishment, fine, probation
agreement, practice limitation, practice monitoring, or remedial training or ather educational or public service activities?

Yes No

6.Is there currently pending any proceeding(s) that could result in a conviction, sanction, or ather action reportable in the immediately preceding questions 1-5?
Yes [INo

PE-FRD-IN (Rev. 11/23) | page3 | FEDERALLYREQUIRED DISCLOSURES: INDIVIDUAL PRACTITIONERS
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4B. ADDITIONAL EXPLANATION

1f you answered “Yes” to any question in Section 4A, you must provide a detailed exy in the foll space, i
the name of the individual/entity; nature, date, and forum of the action; and any case or record number. Attach additional
pages if necessary.

4

SEGTION 5: CERTIFICATION STATEMENT
PLEASE READ CAREFULLY AND SIGN

T certify under the pains and penalties of perjury that the information on this form and any attached statement that T have
provided has heen reviewed and signed by me, and is true, accurate, and complete, to the best of my knowledge. T understand
that T may be subject to civil penalties or criminal prosecution for any falsification, omission, or concealment of any material
fact contained herein.

Printed Legal Name of Practitioner Signature Date

The form can either be signed traditionally and then scanned, or it can be signed electronically using DocuSign or Adobe
Sign. For electronic signatures, the signer can upload a picture of their wet signature. The typed text of a signature is not an
acceplable form of an electronic signature.

Return your completed form by fax or mail to MassHealth.

Fax: (617) 988-8974 Mail: MassHealth Provider Enrollment and Credentialing
PO Box 278
Quincy, MA 021710278

Tf you have any questions about this form, please email PEC@Maximus.com. For general questions, you may contact
MassHealth by email at provider@masshealthquestions.com. Please note: These email boxes are only for general questions.
They are not secure. Please do not send documents to these email boxes, or include any personal health information (PHI) or
personally identifiable information (PIT). You may also call (300) 841-2900, TDD/TTY: 711.

Print Clear

PE-FRD-IN (Rev. 11/23) | page4 | FEDERALLYREQUIRED DISCLOSURES: INDIVIDUAL PRACTITIONERS

* If you answered “Yes” to any of
the questions in Section 4, then
give a detailed explanation of your
answer(s) in Section 4B.

* You may attach supporting
documentation to the FRDF to
support your explanation

* Complete the FRDF by signing the
Certification Statement in Section
5. The Statement must be signed
by the Provider, but the printed
legal name and date of signature
can be added by another person.
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The Electronic Funds Transfer
Form (EFT)
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Overview of the EFT %P

“Why do I have to fill out an EFT?”

MassHealth requires Providers who will be paid directly for their
claims to fill out an EFT so that the program will know which
bank account to deposit the payouts into. MassHealth does not
issue paper checks for payment.

If the Provider will not be paid directly, then you do NOT need to
fill out an EFT.

36
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Cormmanesa thof Massachusatts

Exscutive Otf co of Health and Human Services
Oificeof bod
kil mass gayrasedih

Electronic Funds Transfer (EFT)

Enradimenitfiod i gation. Form Provider Information - List the Provider’s:

* Legal Name
*  DBA name (if applicable)
* Residential Home Street Address, City, State, and Zip (do NOT list a

Complete this form to enroll in electronic funds transfer (EFT) with MassHealth or to terminate or modify an existing electronic
[unds agreement. Additional terms of agreement on page 2 of this form must be completed.

PROVIDER INFORMATION

Provider legal name DBA name

Strect Sy Ismm IZip — PO Box)

PROVIDER IDENTIFIERS INFORMATION *  SSN in the “Provider TIN or EIN” field
* NPl number

Provides TIN ar EIN R

PROVIDER CONTACT INFORMATION '

Provider Contact Information

* List the name, work phone number, and work email of the person
filling out the EFT

Provide: contact name

Tel. Tel. Ext. Email

FEDERALAGENCY INFORMATION

Federa program agency identfier

FINANCIAL INSTITUTION INFORMATION Financial Institution Information:

. List the name of the bank as it appears on its checks and/or bank letters

. The address (street/city/state/zip) of the specific bank branch

. The bank’s Routing Number

. The type of financial institution

. The Provider’s Account Number with that institution

. Repeat the Provider’s SSN and NPI (make sure these match the SSN and
NPI included above)

Faneal nstitutonname

Street | City | State | Zip

Finaneial nstitution -outing number | Tyze of account at financial nstitution

Provider's aceount number w th financial insttut an
Provider TIN NP
SUBMISSION INFORMATION

Reason for Submission Mew enrollment Change enrollment Cancelenro Iment  Included Voided check Banx letter

Signature of cerson submitting enrollment

— Submission Information:

. Check off the appropriate box (usually “New Enrollment”)

. Include a voided check or letter from your bank to confirm the
bank routing and routing numbers (at least one is required)

. The signature of the Provider who is being enrolled in MassHealth

. Printed name of the person submitting the enrollment

. Submission Date

Printed name of 2erson submitting enro | ment Submission date

Tf you are modifying or changing your bank account information, you must include your old bank account information
on page 2 of this form or your request will be incomplete.

EFT-1(Rev.03/23) cage (1/2)
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Please complete page 2 in its entirety.

1f you are moditying your bank account information, please provide the old bank account information directly below:

Provider old bank account number Account Lype Checking Savings

CERTIFICATION

1, , hereby certify that the account(s) indicated on this
form is under my direct control and access; therefore, 1 authorize the siate treasurer as {iscal agent for the Commonwealth
of Massachusetts to initiate, change, or cancel credit entries to that account/s as indicated on this form. (For ACH debits
consistent with the International ACH Transaction (TAT) rules, check one of the following.)

1 alfirm that payments authorized hereunder are not 1o an account that is subject to being transferred (o a

foreign bank account.

Lallirm that payments authorized hereunder are to an account that is subject 1o being transferred o 4

foreign bank account.
This authority is to remain in full force and effect until the Office of Comptroller (CTR) has received written notification
from either me or an authorized officer of the organization of the account's termination in such time and in such 2 manner
45 10 alford CTR a reasonable opportunity to act upon it.
This authorization will remain in effect until it is canceled in writing or until an updated form changing information is sent
1o the department you currenily do business with.

Signature of authorized representative
(For signature requirements please see instructions.)

« Please contact your financial institution to arrange for the delivery of the CORE (Committee on Operating Rules for
Information Exchange)-required Minimum CCD+ (Corporate Credit or Debit entry) data clements needed for reassociation
of the payment and the Ilectronic Remittance Advice (ERA).

« The form can either be signed traditionally and then scanned, or it can be signed electronically using DocuSign or Adobe
Sign. For electronic signatures, the signer can upload a picture of their wet signature. The typed text of a signature is not
an acceplable form of an electronic signature.

+ Instructions to complete the EFT Enrollment/Modification form can be found at www.mass.gov/how-to/tips-for-completing-
the-electronic-lunds-transfer-efi-form. You may alse confirm the status of your EFT enrollment by contacling MassHealth
at (800) 841-2900, TOD/TTY: 711

* The EFT user job aid that explains how providers can match the EFT payment (o the remittance advice can be found at
https://masstinance.state.ma.us/VendorWeh/JobAid Training/MassHealth pdf.

« The EFT Enrollment/Modification form can be completed manually or electronically. Flectronic submissions must he
printed, signed, faxed or mailed in the following ways.

Fax: Mail:
{617)988-8974 Massl lealth Provider Enrollment and Credentialing
PO Box 278

Quincy, MA 02171-0278

Print Clear

EFT-1(Rev.03/23) cage (2/2)

.

This section is for Providers who are submitting a
new EFT to change their EFT information after they
are enrolled. It can be ignored if you are enrolling in
MassHealth for the first time.

CERTIFICATION

* The Provider should list their name at the
beginning of the Certification

* Check off one of the boxes in the
Certification section. Do NOT check off
both boxes

* Include the signature of the person filling
out the EFT
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Massachusetts Substitute W-9 Form
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Overview of the MA W-9

“Why do I have to fill out an MA W-9?”

MassHealth requires Providers who will be paid directly for their
claims to fill out a Massachusetts Substitute W-9 so that they can

confirm your Tax ID number for tax-filing purposes.

If the Provider will not be paid directly for their services, then
you do NOT need to fill out a W-9.
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rom VW=9

(Massachusetts Substitute W-9
Farm) Rev. March 2020

Request for Taxpayer
Identification Number and Certification

Completed form should be
given to the requesting

you are cumrently doing
business with.

department or the department

Name (as shown on your Income tax return). Name is required on this ine, do not leave this line blank

Business name/disregarded entity name, if different from above.

Check the appropriate box: [ Individual/Sole proprietor [ C Corporation ] S Comoration L Partnership [ Trust/ Estate

O Cther »——-

Legal Address: number, street, and apt. of suite no.

Remittance Address: if different from legal address number, street, apt. or suite no

City, state and ZIP code

City, state and ZIP code

Phone: Fax:

Email address:

How to gat a TIN on page 2.

Nof
guideiines on whose number io enier.

Vendors:

| =Ll Taxpayer Identification Number (TIN)

Enter your TIN in the appropriate box. For indivicuals, this is your social security
number (SSN). However, for a resident alien, sole proprietor, or
disregarded entity, see the Part | instruction on page 2. For other entities. it
is your employer identification number (EIN). If you do not have a number, see

If the account is in more than one name, see the chart on page 2 for

Dunn and Bradstreet Universal Numbering System (DUNS)

Social security number

HOC-0O-0000

‘OR Employer identification number

OO-CHOHOee

ouns LI LI

Il Certification

Under penalties of perjury. | certify that:
1T

mhber shown on this form is my comect taxpayer identification number or | am wating for a number to be issued to me), and

2. lam not subject to backup withhelding because: (a) | am exempt from backup withholding, or (b) | have not been nofified by the Internal Revenue Services

{IRS) that | am subject ta backup withholding as a result of a failure to report all interest or dividends, or (c) the IR'S has nofified me that | am no longer

subject to backup withhclding, and

3. laman U.S. person (including an U.S. resident alien).
4. | am eurrently a Commonwealth of Massachusetts's state employee: (check cne): No Yes I yes, in compliance with the State Ethics

Commission requirements.
Certification instrur

‘ou must cross out ftem 2 above if you have been notified by the IRS that you are currently subject to backup withholding because
;

ou have failed to rej terest and dividends on your tax return. For real estate transactions, item 2 does not a
Sl
Here Authorized Signature » Date »

Purpose of Form
A person who is required to file an information
return with the IRS must get your comredt
taxpayer identification number (TIN) to report, for
example, income paid to you, real estate
transactions, mortgage interest you paid,
acquisition or debt, or contributions you made to
an IRA

Use Form W-g only if you are a U.S. person
(including a resident alien), ta give your carrect
TIN to the person requesting it (the requester)
and , when applicable, to:
1. Certify the TIN you are giving is correct {or

you are waiting for a number to be issued).
2. Cerify you are not subject to backup
withholding

If yau are a foreign person, use the
appropriate Form W-8. See Pub 515,
Withholding of Tax on Nonresident Aliens and
Foreign Corparations.

What is backup withholding? Persons making
certain payments to you must withhold a
designated percentage, currently 26% and pay to
the IRS of such payments under certain

conditions. This is called “backup withholding.”
Payments that may be subject to backup
withhelding include interest, dividends, broker and
barter exchange transactions, rents, royalties,
nenemployee pay, and cerain payments fom
fishing boat operators. Real estate transactions
are nat subject to backup withhalding

If you give the requester your correct TIN, make
the proper certifications, and report all your
taxable interest and dividends on your tax return,
payments you receive will not be subject to
backup withholding. Payments you receive will
be subject to backup withholding if:
1. You do not furnish your TIN to the.

requester, or

2. You do not certify your TIN when required
(see the Part Il instructions on page 2 for
details), or
The IRS tells the requester that you furnished
an incorrect TIN, or
The IRS tells you that you are subject to
backup withholding because you did not
repart all your interest and dividends only), or

@

-

5. You do not certify to the requester that you ars
not subject to backup withhelding under 4 above
{for reportable interest and dividend accounts
opened after 1953 only).

Certain payees and payments are exempt from
backup withholding. See the Part || instructicns
on page 2

Penalties

Failure to furnish TIN. I you fail to furnish your
correct TIN to a requsster. you are subject to a
penalty of $50 for each such failure unless your
Tailure is due to reasonable cause and not fo
willful neglect.

Civil penalty for false information with respect
to withholding. Ifyou make a false statement
with na reasonable basis that results in na backup
withholding, you are subject to a $500 penalty.

Criminal penalty for falsifying information.
Willfully falsifying certifications or affimations

may subject you to criminal penalties including
fines and/or imprisonment.

Wisuse of TINs. [ the requester discloses or uses
TINs in violation of Federal law, the requester may
be subject to civil and criminal penalties.

Form MA- W-8 {Rev. March 2020)

Provider Information:

List the provider’s legal name (should match what was included on the EFT)
List their business’ legal name

Check off the appropriate box that describes the Provider (in this case the
“Individual/Sole proprietor” box)

List the residential Home address of the Provider on the left side of the page
and, in the field below that, the city/state/zip

On the right side of the page list the Remittance Address (if it is different
from the residential Home Address)

List the phone number, fax number, and email address associated with the
Home Address

PART 1

Under the Social Security number heading, list the Provider’s
full SSN using the two little dashes to divide the SSN’s three
different sections (so 111-11-1111, like normal)

PART 2

Attest whether or not the Provider is currently a state
employee of the Commonwealth of Massachusetts by checking
off “Yes” or “No”.

The signature of the Provider who is being enrolled in
MassHealth

Include the signature date



Overview of the MA W-9 — Page 2 W@E

Specific Instructions

Name. If you are an individual, you must
generally enter the name shown on your social
security card. Howaver, if you have changed
your last name, for instance. dus to marriage
without informing the Social Security
Administration of the name change, enter your
first name, the last name shown on your social
security card, and your new last name.

If the: account is in joint names, list first and
then circle the name of the person or entity
whose number you enter in Part | of the form.

Sole proprietor. Enter your individual name
as shown on your social security card on the
*Name" line. You may enter your business,
trade, or “deing business as (DBA)" name on
the "Business name" line

Limited liability company (LLC). If you are @
singlemember LLC (including a foreign LLC
with a domestic awner) that is disregarded as
an entity separate from its owner under
Treasury regulations section 301.7701-3, enter
the owner's name onthe “Name" line. Enter
the LLC's name on the “Business name” line.

Caution: A disregarded dome stic entity that
has a forsign owner must use the appropriate
Form W-8.

Other entities, Enter your business name as
shown on required Federal tax documents on
the ‘Name” line. This name should match the
name shown on the charter or ather legal
document creating the entity. You may enter
any business, trade, or DBA name on the
“Business hame” ine.

- Taxpayer Identification
Number (TIN)

Enter your TIN in the appropriate
box.

If you are a resident alien and you do net
have and are not sligible to get an SSN, your
TIN is your IRS individual taxpayer
identification number (ITIN). Enter it inthe
social security number box. [f you do not have
an ITIN, see How ta get a TIN below.

If you are a sole proprietor and you have an
EIN. you may enter either your SEN or EIN.
However, the IRS prefers that you use your

If you are an LLC that is disregarded as an
entity separate from its owner (see Limited
Hability company (LLC) above), and are
owned by an individual, enter your SSN (or
“pre-LLC" EIN, if desired). [fthe ownerof a

LiCisa
&tc., enter the awner's EIN.

Note: See the chart on this page for furiher
Hication of name and TIN ic

How to get a TIN. if you donct have a
TIN, apply for one immediately. To apply for an
SSN, gst Form S8-5, Application for a Social
Security Card, from your local Social Security
Administration office. Get Form W-7, Application
for IRS Individual Taxpayer ldentfication Number,
to apply for an ITIM or Form SS8-4, Application for
Employer Identification Number, to apply for an
EIN. You can get Forms W-7 and SS-4 from the
IRS by calling 1-800-TAX-FORM (1-800-829-
3676) or from the IRS’s Internet Web Site
WWWIISGOY

If you do not have a TIN, write *Applied For' in
the space for the TIN, sign and date the form, and
giveitto the requester. For interest and dividend
payments, and certain payments made with
respect to readily tradable instruments, generally
you will have 60 days to get a TIN and give it to
the requester before you are subject to backup
withholding on payments.

The 60-day rule does not apply to other types of
payments. You will be subect to backup
withholding on all such payments until you
provide your TIN to the requester.

Note: Witing *Applied For' means that you have.
already applisd for a TIN or that you intend to
apply for one soon.

LN - Certification

To establish to the paying agent that your TIN is
cofrect of you are a U.S. person, of resident
alien, sign Form V-5,

For a joint account, only the person whale TIN is
shown in Part | should sign (when required)

Rezl estate transactions. You must sign the
certification. You may cross out item 2 of the
certification.

Privacy Act Notice

Section 5109 of the Internal Revenue Code
requires you to give your correst TIN to persons
wha must file information returns with the IRS to
report interest, dividends, and certain cther
income paid to you, marigage interest you paid,
the acquisiion or abandonment of secured
property, cancellatin of debt, or cantribuions
youmade to an IRA or MSA. The IRS uses the
humbers for identification purposes and to help
verify the acouracy of your tax return. The IRS
may alsa provide this infarmation to the
Department of Justice for civil and criminal
litigation, and to cities, states, and the District of
Columbia to carry out their tax laws

You must provide your TIN whether of nat you
are required to file a tax return, Payers must
generally withhold a designated percentage,
currently 28% of taxable interest, dividend, and
certain other payments to a payee wha does not
give aTINtoa payer. Certain penalties may also
apply.

What Name and Number to
Give the Requester

For this fype of account: | Give name and SSN of:

1 Individual The individual
2. Twoormore The actual cwner of the
individuals (joint account or, if combined
account) funds, the first
individual on the
account

3. Custodianaccount of | The minor 2
a minor (Uniform Gift
to Minors Act

4. & Theusual

revocable savings
trust (grantor is
also trustes)

The grantor-trustee !

b. So-called trust The actual owner
account that is not
alegal or valid
trust under state
law
5. Soleproprietorship | The owner !

For this type of account: | Give name and EIN of:

8. Sole proprietorship The owner?
7. Avalidtrust, estate, or | Legal entity ¢
pension tust

8 Corporate The corporation

8. Assoaiation, elub, The organization
religious, charitable,
educational, or other
tax-exempt organization

0. Partnership The partnership

11, A broker orregistered | The broker or nominee
nominee

12, Account with the The public entity
Department of

Agriculture In the name
of a public entity (such
as a state or local
government, school
district, or prison) that
receives agricultural
program payments

T List first and circle the name of the person whose
number you fumish. If only one persen on a jeint
account has an SSN, that person’s number must be
furnished.

< Circle the minor's name and fumish the minor's SSN.

% You must shew your individual name, but you may
also enter your business or “DBA” name. You may
use either your SSN or EIN (if you have one}.

“ List first and circle the name of the legal trust, estate,
or pension trust. (Do not fumish the TIN af the
personal representative or trustee unless the legal
entity itself is not designated in the account fitle.)
Mote: If no name is circled when more than one name
is listed, the number will be considered to be that of
the first name listed.

If you have questions on completing this form,
please contact the Office of the State Comptroller.
(617) 973-2469,

Upon compietion of this form, please
send it to the Commonwealth of
Massachusetts Department you are
doing business with.

Form MA- W-8 (Rev. March 2020)

There is nothing to fill out on the
second page of the W-9. Hooray!
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MassHealth Resources

. MassHealth Website (www.mass.gov/masshealth)

- Provider Publications: Is a library of resources for providers. You can find regulations specific to all provider types such as
administrative and billing instructions, and service codes. https://www.mass.gov/lists/provider-publications

- All Provider Bulletins: issued by MassHealth as needed to communicate procedures, reminders and other information to
MassHealth Providers. http://www.mass.gov/eohhs/gov/laws-regs/masshealth/provider-library/provider-bulletins/

- Provider Manuals: Provider specific information regarding MassHealth regulations.
https://www.mass.gov/lists/masshealth-provider-manuals

- Vendor List: Lists the approved vendors and clearing houses approved to submit electronic HIPAA-compliant transactions
https://www.mass.gov/service-details/vendor-list

- Direct Data Entry (DDE Job Aids): Information that will help you with DDE submissions. https://www.mass.gov/service-
details/masshealth-claims-information-for-direct-data-entry-dde

*  Provider Online Service Center (POSC) (www.mass.gov/masshealth/providerservicecenter)

- One Point access for member eligibility requests, prior authorizations, PCC referrals, claim submission and status requests,
provider information maintenance and administration of accounts. https://newmmis-
portal.ehs.state.ma.us/EHSProviderPortal/providerLanding/providerLanding.jsf

- POSC Job Aids are “guides” that correspond with specific functions of the MMIS and are available under the “Need
Additional Information or Training” link. https://www.mass.gov/service-details/job-aids-for-the-provider-online-service-

center-posc

- MMIS Notices by function are available through the “Important. Please read MMIS messages — By Function” link.
https://www.mass.gov/masshealth-provider-remittance-advice-message-text



http://www.mass.gov/masshealth
https://www.mass.gov/lists/provider-publications
http://www.mass.gov/eohhs/gov/laws-regs/masshealth/provider-library/provider-bulletins/
https://www.mass.gov/lists/masshealth-provider-manuals
https://www.mass.gov/service-details/vendor-list
https://www.mass.gov/service-details/masshealth-claims-information-for-direct-data-entry-dde
https://www.mass.gov/service-details/masshealth-claims-information-for-direct-data-entry-dde
http://www.mass.gov/masshealth/providerservicecenter
https://newmmis-portal.ehs.state.ma.us/EHSProviderPortal/providerLanding/providerLanding.jsf
https://newmmis-portal.ehs.state.ma.us/EHSProviderPortal/providerLanding/providerLanding.jsf
https://www.mass.gov/service-details/job-aids-for-the-provider-online-service-center-posc
https://www.mass.gov/service-details/job-aids-for-the-provider-online-service-center-posc
https://www.mass.gov/masshealth-provider-remittance-advice-message-text

MassHealth Resources

MassHealth Customer Service:

http://www.mass.gov/eohhs/provider/insurance/masshealth/claims/customer-services/business-
hours-voice-menu.html

- Call Customer support 1-800-841-2900
= Most questions can be resolved by the customer support team
- Or e-mail us at Provider@masshealthquestions.com

= |f your question is not urgent or more complex you can e-mail your question along
with any supporting claim numbers or documentation.

Sign up for E-mail Alerts

- join-masshealth-provider-pubs@listserv.state.ma.us



http://www.mass.gov/eohhs/provider/insurance/masshealth/claims/customer-services/business-hours-voice-menu.html
http://www.mass.gov/eohhs/provider/insurance/masshealth/claims/customer-services/business-hours-voice-menu.html
mailto:Provider@masshealthquestions.com
mailto:join-masshealth-provider-pubs@listserv.state.ma.us

FAQ

General Questions
* Q: how is the effective date determined for a Provider’s Program Eligibility?

* A: The Provider’s Eligibility Effective Date is the day on which the Provider Enrollment Credentialing team can complete
credentialing of the Provider’s Enrollment and enter their information into the MassHealth database. This does mean that
the Eligibility Effective Date could be several days or weeks after the PEC team receives the Enrollment.

* Q: Can we submit an enrollment via encrypted email?

* A: No. MassHealth did previously accept Enrollment documents via email, but we no longer accept Enrollments this way
out of concern for the security of the Personally Identifiable Information included on the forms.

* Q: Do you have to submit a brand-new Enrollment in order to add an active MassHealth provider who is already enrolled with a
group to another facility address within that same group?

* A:No. All you need to do is send in a letter of intent listing the PID/SL of the Provider and the PID/SL of the facility you
would like us to link them to. You can also indicate a future date for the link to go into effect, if desired. Please note,
however, that MassHealth never back-dates group links.

* Q:Is there a form we can submit to remove or “unlink” providers who leave a Group Practice?

* A: There is no specific form provided by MassHealth to terminate a link between a Provider and a Group Practice, but you
can submit a letter of intent listing the PID/SL of the Provider and the PID/SL of the Group practice you would like us to
sever the link from. You can also indicate a future date for the link termination go into effect, if desired.

* Q:Is there a separate MassHealth Enrollment process for out of state Providers?

* A: Providers whose practice address is within 50 miles (as the bird flies) of the MA state border are eligible to enroll in
MassHealth using the same enrollment process used by in-state Providers.

This Slide Last Updated:
8/16/2023



FAQ

General Questions

* Q:lam a practitioner and the only one at my company/practice. Would you recommend | use the Individual or Group application?
I’'m currently pending an Individual application and I think this is where | am stuck.

* A: This depends on what you want to do. If you are enrolling in MassHealth and want to bill through your company (for
example, you want the payouts sent to a bank account opened using your company’s Tax ID number), then you should enroll
your company as a Group Practice Organization. You should then enroll yourself using the Individual Application and have
yourself linked to the group. In this case, your company would essentially be a “group of one”. If you do not want to bill
through a group (i.e. you want the payouts sent to a bank account opened under your own SSN), then you should enroll as
an Individual Practitioner practicing independently.

* Q: Do we have to be affiliated with a Group Practice to enroll as an Individual Practitioner practicing independently?

* A: No, you can enroll as an Individual Practitioner practicing independently without needing to be linked to a Group Practice
Organization. To do this, you must include a completed EFT, MA W-9, and bank letter/voided check along with the rest of
your Enrollment.

* Q:lIs there any way to check if an Individual Provider is enrolled in MassHealth?

* A: Yes, you can check a Provider’s enrollment status by accessing the provider Online Service Center’s Provider Search
Function. In order to use the Provider Search Function, you must be logged into the POSC. The Provider Search Option is in
the left navigation menu. Results will return PROVIDER NAME, ADDRESS, NPI and “ACTIVE Y” or “No active MassHealth
providers found”. Note that you cannot use this feature to search for enrolled MCE Providers.

* Q: Can MassHealth welcome letters (which list the new Provider's PID/SL and effective date) be sent to the contact email instead
of being mailed to the DBA address?

* A: You can email pec@maximus.com to request PDF copies of the welcome letters and they will then be emailed to you. Be
ready to supply the NPl or ATN of the Enrollment(s) in question so that our staff will know which letters to send you.

This Slide Last Updated:
1/11/2024
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FAQ

General Questions

* Q: If a Provider did not revalidate and now must re-enroll, Is this considered a new enrollment or reactivation?

* A: It would be a reactivation, AKA a “reinstatement”.

* Q:If a Provider is enrolled as Non-Billing with MassHealth, is that Provider also a Non-Billing provider through, for example, Tufts
Public or Mass General Brigham’s Medicaid plan?

* A: Enrollment with MassHealth, whether billing or non-billing, is only for MassHealth network plans (FFS, PCC plan, Primary
Care ACO plan, etc.). Enrollment with MassHealth does not provide enrollment into an MCO plan or an Accountable
Partnership plan. For example, Tufts is not a MassHealth network plan, so enrollment with MassHealth will have nothing to
do with Tufts. The provider would have to enroll with Tufts to utilize their network. Please refer to the list of plans here to
identify the appropriate plan type: https://www.mass.gov/guides/payment-care-delivery-innovation-pcdi-for-providers

Application
* Q: What is the process for updating the service location info entered in Section 2.3?

* A:Send in a letter of intent listing the PID/SL of the Provider and the new service location address. The service location can
not be a P.O. Box.

This Slide Last Updated:
2/22/2024
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Questions?
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