Provider Recredentialing

June 25, 2025
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Recredentialing Facts

The Mississippi Division of Medicaid is responsible for
credentialing/recredentialing all providers that participate in the
Managed Care programs (Mississippi Coordinated Access Network,
MSCAN) and (Mississippi Children’s Health Insurance Program, MSCHIP).
During the 2021 Mississippi Legislative Session, Senate Bill 2799 was
enacted into law requiring the Medicaid Coordinated Care Organizations

(CCOs) to follow a uniform credentialing process for provider enrollment
in the Managed Care Programs.

Recredentailing: Required every three years. Information on file
should be reviewed for accuracy.

Providers: Must be enrolled in MSCAN and/or MSCHIP to recredential.

You will have 60 days to submit your recredentialing application.



Recredentialing Facts

* Providers will receive a letter 180 days prior to their recredential due
date and their recredentialing link will be available on the Home Page of
the MESA Provider Portal.

e Thereis alist of providers that are due for recredentialing on the
Division Of Mississippi Medicaid website. See link under
Providers>Provider Six-Month Recredentialing Due List: Home -
Mississippi Division of Medicaid (ms.gov)

Providers that fail to recredential or submit supporting documentation by the
deadline will be terminated and will no longer be able to participate in a
Coordinated Care Organization (CCO) network.

Ordering Referring Prescribing (ORP) providers are not able to enroll in Managed
Care Programs therefore do not require credentialing.


https://medicaid.ms.gov/

Application Tips

Grayed-out fields cannot be updated.

If any updates are needed for grayed-out fields, send a Secure
Correspondence with proof of changes needed or contact:

Customer Service at 1-800-884-3222.
By selecting the “+“ sign, you can view or update that specified row.
To remove a row, select the Remove link located in that specific row.

If the disclosing provider is an individual or sole proprietor, the
application must be signed by the individual or sole proprietor.

If the disclosing provider is a group/organization, the signature
should be by the person legally authorized to sign on behalf of the
group/organization.

All application attachments must be in PDF format.



Sample Recredentialing Notice

* You will receive a letter 180 days — ke ﬂ
Jackson, MS 39225
https://medicaid.ms.gov

prior to your recredentialing due — MEBICATD
date. :

* Submission date noted in the body T ——

Deadline: 02/12/2024

of the letter is the recommended Dear Providr:

Our records indicate that is due to be recredentialed with
. . . Mississippi Division of Medicaid (DOM) by 02/12/2024. Federal Regulation requires States
b d t f to complete recredentialing of providers that participate with Coordinated Care
S u m 1 S S 1 O n a e O r p ro C e S S 1 ng Organizations at least every 3 years, unless otherwise required by regulatory or accrediting

bodies or a shorter term as determined by Credentialing Committee.

b f th D dl 3 d t h ] h ] You are encouraged to begin the recredentialing application as soon as possible. To allow

e O re e ea ln e a e W 1C lS processing time with the Credentials Verification Organization (CV0), the application must
be submitted by 10/15/2023. The process will be similar to a revalidation and will fulfill
revalidation requirements at the same time. You will need to have up-to-date information

O n th e P rOVi d e r PO rtal . submitted with a Delegated Agency or CAQH prior to submitting the application.

Note that facilities with multiple service locations are required to recredential each facility
individually. If recredentialing is either denied or not completed by the Recredential due
date, all of the facility enrollments at that location will be terminated and claims can no

L] L] = 3 >
[ Th e Flnal D u e date IS S h Own at th e iznf::roﬁif.t:en;z;gggﬁt;::dt;:;;la;?;::f:r:?my at that service location will be required

For individual providers, recredentialing from one service location satisfies the requir

tO p O f th i S 1 ette r. for all locations. If recredentialing is either denied or not completed by the Recredential due

date, all of the individual provider’s service location enroll s will be termi d and

claims can no longer be paid. A new application for each service location will be required to
re-enroll in the Mississippi Medicaid program.

e Also, the letter includes a link to the
secure Provider Portal.

Responsibly pro 1g access to quality health coverage for vulnerable Mississippians
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Sample Recredentialing Notice cont’'d

To expedite the process, follow the instructions below to access the provider recredentialing
page through the web portal on or before 10/15/2023. If you are not a registered user, you
can find the registration instructions for becoming a web portal user by clicking the "Web
Registration" link on the site.

To submit the recredentialing/revalidation, providers should do the following:
# Log onto the secure Portal at
https:// l-mod . ; id
« Select the “Recredential Your Provider Enrollment” link under the
‘Upcoming Actions’ section on the left side of the secure log-in Home page.
« Follow the instructions to complete the Recredential application.

In accordance with Federal Regulation at 42 CFR 455.460 and 42 CFR 424.514, certain
. . providers applying to participate in the Medicaid program are required to pay an application
¢ The letter lnCIUdeS llnkS tO the fee unless you meet one of the exemptions.

Additionally, if the recredentialing is not completed in the allotted time and the provider is

S e Cure P rOVi d e r P O rtal . also enrolled with one or all Mississippi Coordinated Care Organizations (CCO), Magnolia

Health, United Healthcare Community Plan, and Molina Healthcare, enrollment with the

CCO(s) will be terminated.
s Providers are able to track the status of their recredentialing application after the materials
are submitted by doing the following:
+ Access Provider Portal at https: I-mod.msxix.net /ms/provider

+ Select Provider Enrollment Access link from the left-hand side of the page.

+ Select Enrollment Status link under the Online Provider Enrollment section on the
left-hand side of the Provider Enrollment page.

« Enter Application Tracking Number (provided after submitting the recredentialing
application) to view the status of the application.

Thank you for your prompt response to this request. Please contact Provider Services staff
at 1-B00-884-3222 with any inquiries between the hours of 8:00 a.m. and 5:00 p.m. CST,
Monday through Friday.

Sincerely,

Provider Services

MISSISSIPPI DIVISION OF
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Submitting a Recredentialing Application

You have received your letter and now
you are ready to log into the MESA
Provider Portal.

To get to the MESA Provider Portal
use the link on DOM’s website.
Home>Provider Portal>Provider
Log in: MESA Portal for Providers
— Mississippi Division of
Medicaid

On the MESA Provider portal
homepage, enter your User ID and
select “Log In”

Contact Us

Home

Login

“User ID

| | =
fori
Log In

Forgot User ID?

Register Now

Where do T enter my_password?

Protect Your Privacy!

Always log off and close all of your
browser windows

Privacy Policy

Provider Enrollment Access
Enroliments Forms
340B Program Information

Trading Partner Enrollment

Late Breaking News
Provider Bulletins

UM/QIO

Provider Rates

Report Fraud

Search Providers

Search Fee Schedule -
Did you know?



https://medicaid.ms.gov/mesa-portal-for-providers/

Logging into the Provider Portal

* Enter your password and select “Sign In".
e Make sure your site key picture and passphrase are correct.

Make sure your site key token and passphrase are correct.

If the site key token and passphrase are correct, type your password and click Sign In,
If this is nat your site key token or passphrase, do nat type your password,
Call the customer help desk to report the incident using the appropriate number below:

Confirm that your site key token and
passphrase are correct.

If you recognize your site key token and
passphrase, you can be mare comfortable
that you are at the valid HealthCare Portal
site and therefore is safe to enter your
password,

Member Services - 1-800-884-3222.
Provider Services - 1-800-884-3222,

Site Key:

Passphrase [ ]
*Password l ||

Forgot Password?

MISSISSIPPI DIVISION OF

OFFICE OF THE GOVERNOR | MISSISSIPPI DIVISION OF MEDICAID 8
MEDICAID



Recredentailing Link

| Eligibility | Claims I Care Management

After logging in, select the

“Recredential your Provider
Enrollment” link on the home
page under Upcoming Actions.

Reminder, if you have already
submitted or are past the due
date, this link will no longer be
available.

Facilities with more than one
service location need to
credential for each of the
locations separately.

This link will not be available for
Fee For Service (FFS) only
providers.

Patient Health His

Home

Provider Name
Location

Eligible Programs and | M ssissippi Medicaid
CCO Affiliations

& User Details

Welcome
My Profile
Manage Accounts

& Provider

Name

Provider 1D

Location 1D

Characteristics

& UYpcoming Actions

Recredentialing 02/28/2023
Start Date

Recredentialing 04/29/2023

Welcome Health Care

We are committed to make it ea
their business. In addition to prg
submit claims, our secure site pi
asked questions, and the ability

A Broadcast Messages

The Pharmacy Drug Coverage
construction and is not availab
updates




Welcome Page

» Walcama Provider Enrollment
Request Information Thank you for vour i in ina & provider in the Mississiopi icaid program. You can enroll as a Mississiopi Medicaid fee-for-service
(FFS) Prvvld. an erdernng, r-'f.rnng, and prescribing (ORP)} provider, as well as a managed care contracted provider in the Mississippi
Acces= © iCAN) and the Children’s Health Insurance Program (CHIP) network. Please note that a provider
e Tt raxonomy code is required for whi progor ication type vou choose.
Providar Tdant Fee-for-
redicaid Fee for Service (FFS) providers are all health care entities including physici or other o i it aroups, and
Addressas that are in the gram. FFS providers must cemplete the full enrollment farm to submit claims for
reimbursement of services provided for Hedu:aud members. Group providers must ensure that each of their individual practitioners/providers are
tonavmass enrolled, and the individual providers have the same servicing address as the affiliated group. If a FFS provider submits a claim for a referre.
J service for a Medicaid member, the NPI of the a. a, or g @ (ORP) provider of the service must be included on the claim.
Applicant Histary o o, 8 a (ORPY

Federsl regulation st 42 CFR 455.410 requires the enreliment of physicians or other professionals whe only erder, refer or prescribe (ORP)

.
[ ) Dizclozurs services for and other eligible practitioners, wheo order, refer, or prescribe items or services for Medicaid members
[ are referred to as "ORP” Broviders. ORP providers will not be included in the listing to receive referrals to provide direct services to Medicaid
D claims listing an ORF provider as the billing or rendering provider will not be reimbursed. To receive payment from
Medicaid for any services provided, the GRP provider must enroll as a FFS provider

Agresment

" . ]
Man-ued Care Providers
Surmmary aged Care includes healthcare plans that are used to cost, . and imp quality and health cutcomes for their
This is by providing care to members and contracting with health care provi and

2
o The i c Access (Mississi AN is & care program, which three ¢ care
S Cro 1 I l g O e Organizations (CCOs). More than half of the Mississippi icai are anrolled in tha MississiBICAN proaram. For providers te be
for by these CCOs, they must be enrelled as a Medicaid FFS provider and be contracted with the
CCOs. If providers are not contracted and not in same prog and CCo as a . then the p are
reimbursed at the reduced ocut-of-network rate.
B = Health Program (CHIP) Providers

O O I I l O CHIP provides health coverage for uninsured children up to age 18 vears old. all chi in the Mississipei CHIF proa are
enrolled with a ©CO. For providers to be reimbursed for CHIF member services by these CCOs, they must be enralled lhrnugh Medicaid and be
contracted with the CCOs. If providers are not contracted and not in same prog, and coo as a . then the

providers are reimbursed at the reduced out-of-network rate.

< s

.
[ ] The State of issippi s i for C a its @ that participate in the Care prog «
Coordinated Access Metwork (MSCAN) and/or Mississippi Children’s Health Insurance Program (MSCHIP)). CI’EdEI’\tIBhI"D’RﬂCrBdBI’KIE ng standards

are set by national accrediting agencies and state and federal regulating bodies

State regulation Mississippi Code 43-13-117 requires that the Division a single, v 9 process for providers, and

requires managed care entities to accept the Division credentialing for care = il be conducted when the
u provider selects Mississioni and/er CHIP, Upen completion of Divi gredentialing, providers may volunta act with Coordinated Care
Oraenizat: : v _ﬂ\\_ e
Revalidation Information

g Federal Regulation at 42 CFR 455.414 requires the State i id Agency to i the enrn of all providers regardless of providar type
nitorm atl Oon page e omet oy e o an e of tia ran o 2 Tt are e far aTaStan Wil B FanUiraa T ravtaw, et
n 1, and n lha HmslﬂleDl Medluald Provider Agreement and Acknowledgement of Terms of Participation. All
R A poen e e e o e L e s e Al
will initiate the process with each provider. The letter will pi i i for i the i and will i i the due date.
Enrollment will be terminated for any provider who does not comply with ri ien req) A new will then be required for
e G D BEB e en o ren e oo

revalidation process.

3408 Program
The 3408 program is a Drug Pricing Program established by the Veterans Health Care act of 1992, which is Section 3408 of the Public Health
Service Act (PHSA). Section 3408 limits the cost of covered cutpatient drugs to certain federal grantees, federally qualified health center look-
alikes, and v These P purchase, andsar wha at prices. The
cignificant discount applied to the cost of theee drugs mokes these drugs ineligible for bhe Medicaid drug rebate. State Mediceid programs are
mandated to ansure that rebates are not claimed on these drugs thareby preventing duplicate discounts for these druas.

Health Resources and Services Administration (HRSA) is specifically responsible for the enforcement of covered entity compliance with the
duplicate di it . More i - a and prog can be found on HRSA'S at v hres,gov/opa.

and
To view required docurments and enroliment requirements, please visit the Division of ‘s website.
Click here to go directly to the

Click the “"Continue" button to start the enrollment application.

MEDICAID
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Request Information Page

Update the Application
Contact Information and
select “Continue” to the
Credentialing Information
page.

This is the only portion on
this page that must be
updated.

The red asterisk signifies

fields that must be filled out.

Next, create a password for
your application.

MISSISSIPPI DIVISION OF

MEDICAID

Instasd

AN reguirsd mat b diractly to thin spplcation.

Haase ralten Uoa Appldstinn Trathong Muvdes (AT dandl S Furle b Bevrcatme B iy
deaft of your applcation wn tha futu,

el B ety Bl & e

Provider may S50 resch & repressntetie by phons. Mondey = Fridey BeD0 AM = 5000 P8 CST st 1-B00-884-3222

Ersrallenant Typs l'udq-r
Tamoncswy 2610 TOOKClnic Canter « End:Sings Ramal Dissse
I:!'ll.b]'h--l.rr-rt

mwmﬂﬁrmmd Mo

Eha ) Yam, Fou

agres | M!m'nlmhmhrm haden

Types sthers than crossover Claims,

HOTE: In darc veth tha ioed Diwinkon of Madicaid Adeinintrative Code found st 1 Divigion of kg
AR CRE Eanorries Al oaly be algible e the pevment of frossteer clairms.

d. providen ssoling

Prowider Information
Tha provider (dartdcaticon romtars Lated ety sre addtonal dentdarn dor the srroling providers. hict a8 falds e reguired.
Ll Mg Fip + 4 39330
Tam BOF Murlies =% = S0040 Tam 10 Type EIN

Are you Gurrently encolled a5 8 e Current Provides Bdentifier 00010
Provides?

Wiere pou previously eneslled as o
& Pronides?

Prigram Erralloent

Haane chocse @ selection belcwr (ot et ore in reguered). Mole VWhen choosing MECAN, Pee-For-Se-vae (FPE) must alea be charen,
L B W0 Vel BRGNS sechuded from MECAN sndor MECHIP sarolimants.

Faa-For Sarvice (FFS) FASCAN IHSOHIP

Ageplic ativen Camtast §edmrneation

Ertar cha nare cf 8 corEact SrE0n bS SNEw 4T BNy GuaIt<Snl ragh ding the indorratcn provided « this snolment speloaton.
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Create a Password

n Password Assistance

1. A password cannot be reset more
than once in a 24 hour period.

2. Passwords will expire every 60 days.

4. The password cannot repeat any of
the previous 24.

5. Passwords must be complex,

» Upper case letters (A,

= Lower case letters (3, b, c...)

= Numbers (1, 2, 3...)

= Special characters (!, §, *...)
6. User ID cannot be part of your

password.

3. The minimum password length is 14,

containing 3 of the following 4 items:
(A, B, C..)

Please create a password below to be assigned a unigue application tracking number for
this application.

The password will be required to resume your application at a later date. Your password
must follow the criteria decumented in the 'Password Assistance' section which is listed
on the left-hand side of this page. Your Tax ID (SSN) is provided, as received within
your provider enrollment application.

Be sure to write down your password.

An email confirmation will be sent with the application tracking number. If you don't
submit your application right away, you can use this application tracking number, your
Tax ID or 55N and password to resume your application later.

If your application isn't updated or submitted within six months, it will be removed,
resulting in the loss of your work and progress. Recredentialing and Revalidation

applications will be purged if not submitted by the deadline date listed on the
Recredentialing/Revalidation Notification Letter.

* Indicates a required field.

“Confimpassword |

Cancel

MISSISSIPPI DIVISION OF

MEDICAID

OFFICE OF THE GOVERNOR |

Create a password to be
assigned a unique application
tracking number for this
application.

This password will allow you to
resume your application at a
later date.

Passwords must follow the
criteria documented in the
Password Assistance section
on the left side of the page.

MISSISSIPPI DIVISION OF MEDICAID
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Application Tracking Number

Provider Enrollment: Application Tracking Information
Welcome Your enrollment application has been assigned the following tracking number:60595. Please retain the tracking number for your records.
Request Information
The tracking number will be used, in addition to your Tax ID and password, as credentials to resume/revise your application at a later date,
» Application Tracking
Information A confirmation email has also been sent to the following contact person's email, designated in the enrollment

application:
Credentialing Information

CCO Information

£

Taxonomies

* You will receive confirmation that will include your application
tracking number. You will need this number and the Tax ID number to
view completed application status or to Resume Recredentialing.

MISSISSIPPI DIVISION OF
J OFFICE OF THE GOVERNOR | MISSISSIPPI DIVISION OF MEDICAID 13
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Credentialing Information

Credentialing Information

Either enter Credentialing Delegate Agency Name and Date or your CAQH 1D
Credentialing Delegate Agency Name v Credentialing Date @

OR

CAQH ID

[ Continue i} ©at

Provide the Credentialing Agency Name, by selecting the drop-down
arrow, if applicable. Otherwise, leave it blank.

Ensure the Credentialing Delegate Agency Name and Credentialing
Date are accurate.

For individual providers that have not been credentialed by a
Delegated Agency, the CAQH ID is required.

For all other types of providers that have not been credentialed
through a Delegated Agency select Continue to move to the next page.

Select Continue to the CCO Information Page.



CCO Information

* Select the CCO(s), Coordinated Care Organization(s), you are
contracted with or plan on contracting with to give permission to
release your credentialing information to the selected CCOs.

* You must select at least one CCO.

* Select the “Attestation statement” and Continue to the Provider
Identification page.

* Note: You are only attesting to release your credentialing information
to the selected CCOs during this step. You must contact each CCO
directly to contract with them.

Provider Enrollment: CCO Information ATN: 60482

Coordinated Care Organization Selection

Note: You are only attesting to release your credentialing information to the selected CCOs. You will need to contact each CCO directly to set
up a contract with them.

Please select the CCOs the provider will be contracting with:
» C€CO Information MAGNOLIA HEALTH

MOLINA HEALTHCARE

TRUECARE

I attest to release the credentialing information upon approved MESA credentialing to the selected CCO's above.




Provider Identification Page

Make sure all the information is correct in each
section and make any necessary updates.

If a license has been extended, please update the
End Date for that License. Select “+” to expand
that field and update the end date.

If you have a new license, make sure to add it in
the license section. You must select “Add” after
you have entered the required information.

To remove a specific license, you will expand the
section by clicking “+” and select the “Remove”
link. The license will be removed.

Once all updated information has been entered,
select Continue to the Address page.

MISSISSIPPI DIVISION OF

MEDICAID

= Indecates a required field,

o if your ia chain the i about the or must be included in the disciosure information.
= If your s by e o leased (iIn whole or in part) by ancther organization, information about the
or must be indduded in the dsdosurs information.

= If you are affiiated with & Mibtary Medecal Treatment Facihty (MTF), you must select the Miltory MTF option from the drop dows.

® If you are affilisted with & Tnbal AQency, YOu must select the Trbal Agency option from the drop down.

Type | Othec ~l

Registered with Secretary of State || Business Stort Dateo | | =

Incorporated || Incorporation Dates | 1=
Chain Affiliated ||
by a
“Public/Private |Private ~
Indicator

Legal Tax Name

The provider legal name and infarmation ia peovided once for each enrsliment.

“Legal Tax Name |RENAL CARE GROUP TUPILO LLC |
*DOA Name |FRESENIUS MEDICAL CARE CENTRAL ALBA ]

B

Click “+." to view or update the details in 8 row. Chek -7 to collapse the row. Clhek "Remove™ link to remove the entire row.

l Licanse Type | License & I Effective Date End Date AA‘:‘M l License State Action
] Gk to cotinpae. = =
“License Type lcensew [ ) state [~
L ~! Oates | la) R ]

Authority

==

License

Chiek "+ 1o view of updote the details in 8 row. Chick ™~ to collapse the row. Chek "Ramove™ link to remove the entire row.

Lrcanse Ty po

Assigning
Authority

Licanse " ifoctive Date wnd Date Liconse State Action

=

Regulae

M5 DOARD OF
s [eemea]

<
EXAMINERS

12345679 ©3/01/2020 12/33/2023

T
CLEA € artification

Fields marked recuired in this section are only o mow
Cleche " 47 20 vimw Of UPEate the detals i . row. Clctk -~

- - b
£ collapae the row. Chok ~“Remove™ Nk 1o removs the antios rfow.

Crxa - | e | ot Dot

Chick to colapae

] CEtfective Cateos | ) 0 “End Dateo | | =

e |

] A eative Gateo | ] =y

OFFICE OF THE GOVERNOR |
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Address Page

* Make all updates to each section. The Pay .
To and Servicing Address may be updated You must \/erlZyN,:t::;esssw:A;:ji'A: enable the Save button
on the application, but the Name cannot be “Addross | |
ChangEd' *City }NATCHEZ } *County |ADAMS ~
. P . *State ‘Mlsswsswpp\ V‘ #*Zip Coded
e The primary contact information for the | verivypicrese |
Servicing Address can be updated as well ot rame e e
as the other addresses, if applicable. T T
Phone @ Ext Phone@a Ext
» After all updates have been made, you must
select “Save” otherwise the data will not be JEp—— ISSp—
saved. imm‘: L o [oaam | | "esmmoom =
« Select Continue to the Language page. O [|  [mmame]
S
‘;un:ncwmm rees——
[Sece) [Beser | comcet

MISSISSIPPI DIVISION OF
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Languages Page

* Make any necessary
updates and select
Continue, to the Other

Information page.

Provider Enrollment: Languages

Welcome

Request Information
Taxonomies

Provider Identification
Addresses

» Languages

Other Information
Disclosure

Supporting Documentation

/ Amachments and Fees

Providers that have the ability to translate should select the approprate language below.

Click "+" to view or update the details in a row. Click "-" to collapse the row. Click "Remove" link to remove the entire row.

ATN: 60594

Language Action

[ Click to collapse.

*Language [ENGLISH )

MISSISSIPPI DIVISION OF
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Other Information

Certification required when no license information provided.

* Indicates a required field.

Board Certification

Click "+" to view or update the details in a

row. Click "-" to collapse the row. Click "Remov

e" link to remove the entire row.

| If board certified, please provide the board certification type, nu!

mber, effective date, and expiration date of certification.

| Certification Type |

Certificate #

| Effective Date | End Date | Action

[E Click to collapse.

*Certification Type |

S —

fectvevateo [ |x]

T —

[add] [Rese]

Facility Information

*Administrator First Name [:I
*Administrator Last Name |:|
*Fax Number o :

*Emaile I

*Number Medicaid Beds E
*Number Medicare Beds E

*Dually-Certified Beds ICI

*Total Beds EI

MISSISSIPPI DIVISION OF
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Make any updates needed
to each section.

If you have a certification
type noted in the
dropdown list that needs
to be added, complete the
fields, then select Add.

Facility Information
will only populate if
you are a facility
provider.

Select Continue to the
Application History page.

MISSISSIPPI DIVISION OF MEDICAID
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Applicant History Page

* Scroll down and answer
each question appropriately
and provide an explanation
if required.

Select Continue to
the Disclosure page.

MISSISSIPPI DIVISION OF

MEDICAID

el

For the following Questions, the word “you” and “your” shall mean the enroiling provider, its owners, and its agents in accordance with 42 CFR
45%.100; 301; 302; 104; 105; 106 and 42 CFR 1003,1001 et seq.:

Resyest information

® An agent s defined as any person who has been delegated the authority to obligate or act on behalf of a provider. This includes, but is not

TR lmited to, Board and Funds Transfer (EFT) authorized individuals.

£C0 Indgemp

= Amanaging employee is defined as a general manager, business manager, administrator, drector, or other indridual who exercises

Eonsidat afeass operational or managerial control over, or who directly or indirectly conducts, the day-to-day operation of the enroling provider.

® An entity shall include, but not be limited to, limited Labity by provider or
peofessional association,

Addossan

Lansasins Note: All applicable adverse legal actions must be reported, regardiess of whether any records were expunged or any appeals are

S pending.

Training

“Are you and your staff annually trained on Fraud, waste, and abuse? ® ves O no

If No, please explain: I

Hospital Privileges and Other Affiliations

“Have your or staff at any or
or involuntarily, ever baen denied, denied or to
or to other v (for other than non-completion of medical record whan quality ol
care was not v ) or have any of those ends been instituted or
by any or staff or or governing board?
“Have you v or v vour pi or not for while

under investigation?

to any ) Yes® no
HMOs, PPOs, or provider organizations such

“HMave you ever been terminated for cause or not v-ncw-d for cause from or
disciplinary action, by any
an IPAN, PHON)?

If Yes, please explain:

Criminal / Civil History

“In the past ten years have you bean convicted of, pled guilty to, or pled noto to any ‘
(excluding minor traffic violations) or been found liable or responsible for any civil offense that is reasonably

to your or duties as & medical professional, or for fraud, an act of
violence, child abuse or a sexual offense or sexusl Mmisconduct?

“Have you ever boen for

to your duties as a medical professional? 0 Yes ® no

If Yes, please explain:

Malpractice Claims History

“Have you had any (pend settled, or d) within the ) Yes® nio
past 10 years?

Liability and Claims History
*Has< your ever been . or not by O Yer ® no

the carrier based on your individual liability history?

) ves ® No
Corporate Integrity Agreements
“Are you currently or have you ever been subject to the terms of o cray? ) veu '® no
If yos, are you to the of & 7 ) Yes ® no
Investigations
“Has your organization ever been the subject of an investigation or ever been terminated, suspended, 0 Yes® no
from " any p or public program including, but not
to, v and State Department of Health programs?

[cContinue ] ot ]
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Disclosure Page
Section B-1

SECTION B-1
Entity with Direct/Indirect Ownership Interest
and/or Managing Control Identification Information

Click "+ to view or update the details in a row. Click ™" to collapse the row. Click "Remove" link to remove the entire row.

Legal i Name as Reps d to the I Identification
Row
Internal Revenue Service Number (EIN)

S : - _|| » (Check each section and make any
|’LﬂgilBusinussNameasRMrhdtoﬂleInleﬂlallﬂzvmuSmice necessary updatesl

Percent Ownership Action

DBA Name wployer Identification ber (EIN)

[ | [Fevverees \ .

eonen e * To view or update a row select the
Percent Ownership ‘Ownership Type + Slgn.

Addresses

Click "+" to view or update the details in a row. Click "" to collapse the row. Click "Remove" link to remove the entire row. b TO re m Ove a rOW) S e 1 e Ct th e
- e T = Remove link.

Adoress FTEE AR | Priwany Address  Save must be selected after the

el T mes updates have been made.

[sove | |meset| | conce

[ Click to add address.

[[ame] ncm ] [sona

MISSISSIPPI DIVISION OF
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Disclosure Page
Section B-2

SECTION B-2

with and for Agents/Managing Control

The following individuals must be reported in Section B-2:

All individual ownars with 5% or more diract/indiract ownarship

»oAn and dis of the for profit or non-) profit)
v AN i of the di: o
v oan izad and ials notad in the Mississippi
Click "+" to view or update the details in a row. Click =" to collapse the row. Click "Remove™ link to remove the antirs row.
Row Last Name First Name EE Birth Date Action
= 05/08/1966 Remowve
“Last Name *First Name Mmr [
*Bithbates [ | *Gender Title
TESSMG [seeereess ] *Owner. [Bsth (Dwner and Erv]
Employee
Home Address |
[ ]
. “city [ —
° eck each section and make an e e = e :
“Country [UNITED STaTES ~]
necessary updates.

If the above noted individual is am owner, please select one of the following options and give the effective date:

*Owwner/Partner |5 Percent (5% ) or More Cwnel v |

e e e — .
* Save must be selected after any : -

If the above noted isa

updates have been made. —

Managing Employee{W-2) [ ]

Contractad Managing [

Agent [
Employee

If the above noted
effective date:

d official, plaase selact one of the following options and give the

Official Type |

Relationships

~ Official Effective Dateo [ ]

If the individual or legal entity (disclosed in Section B) has ownership or control interest, is an officer, agent, managing employee,
director, or shareholder and is related to each other as spouse, parent, child or sibling, please note the name and relationship:

Click "+" to view or update the details in 2 row. Click "-" to collzpse the rov. Click "Remove" link to remove the entire row.,

| Row | Owner/Managing Employee 1 Relationship Owner/Managing Employee 2 Action

[#] Click to add Relationship

MISSISSIPPI DIVISION OF
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Disclosure Page
Sections C and D.

Criminal Convictions and Other Sanctions

provide the requested information in this section for any person who:

{1} Has an ownership or control interest in the disclosing provider OR is an agent or managing employee of the disclosing provider
AND

(?) Has heen ronvicted of a criminal offense relared to any program under Medicare, Madicaid, or Titl
programs,

oR

{2) Hasz been cenvicted of a crime referenced in Miss. Cede Ann. § 12-123-121(7)(<-h),

(4] Has hean convicted of a felony under state ar fedaral law that is nob otharwise referenced in Miss. Code Ann. § 43-13-121(7)(c-h),

(5) Has been subject to a previous or current exclusion, suspension, termination from or the inveluntary withdrawing from participation in the
Medicaid progranm, any other state’s Medicaid progiar

X% services since the inception of those

. Medicare or any olther public or privale ealth or Bedith nsurdncg program,
{6) Haz bean sanctionad for viclation of fadaral or otats laws or rules rolative to the Madicaid program, any othor state's Modicaid
pragram, Maedicare or any ather public health care or health insurance program,

(7) Has had his/her/its license or certification revoked, or

.
ot s s g st s e s g e Check each section and make
Identify the person and each conviction/sanction, when it occurred, the Federal or State agency or the court/administrative body a n n e Ce Ssa r u d ates
that imposed the action, and the resolution, it any. Provide a copy of any documentation. °

Click "+ to view or updata tha datails in a row. Click "-" to collapsa the row. Click "Remowve"” link to remove tha entire row.

‘ Row | Namao criminal/sanction Info Data Action

ERE T e Save must be selected after

SECTION D
L , ar C in with 4% CFR § 1003 3

Identify and provide Ui reguested information in Uis seclion regarding any person who: a n C h a n es h ave b e e n m a d e

(1) has been convicted of a criminal offense as described in Sections 1128(a) and 1128(b) (1). (2). or (3) of the Social Security Act: .

(2) Nas naa civil money penalties or assessments IMposed Under Section 11ZBA of the Soclal Securlty Act
or

(2) nas been excluded from Partcipation In Medicare or any of the state health programs AND
(4) also has ane or mare of the fallowing relationships to the disclasing provider:

Ral P T

i_ has a direct or indirect ownership interest {or any combination thereof) of five percent (5%) or more in the group/organization:

is Uie owoer of @ whols o parl inlerest in any morlgages, desd of Lust, note, or other ubligation secured (in whols or in part) by
+tha gronp/nrganization or any of tha proparty assats tharaof, in which whola or part intarast is eaqual to nr exceads fiva parcant (59) of
The total property and assets of The group/organization;

is an officer or director of the group/organization. if the group/organization is organi as a cor

iv. is a partner in the group/organization, if the group/organization is organized as a partnership;
v. Is 3an agent of the group/organization;

vi. i= 2 managing amployea, that is, an individual (including = genaral manager., husinass managarn administratar, or directar) who exarcizas
operational or managerial control over the group/organization or part thareof, or directly or indirectly conducts the day-to-day operations
of the group/erganization or part thereaf; or

vil. was funmerly descibed in subparagraphs () Unough (vi), i sdistely abuve, Lut is o lunger so described because of o Uansfen o
ownarship or cantral interast to an imm v Family or a oF the parsnn's housahold as defined in this section, in
ar of or g a . nt of a clvil monetary penaity, or Imposition of an exclusion.

MNOTE: Please refer to the Instructions for Provider Disclosure Form for applicable definitions.

Click "+~ to view or update the details in a row. Click “-" to collapse the row. Click “Hemowve" link to remove the entire row.

Row Mame Ralationship Action

E dlick to add Kelationship

MISSISSIPPI DIVISION OF
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Disclosure Page
Sections E, F and G.

Check each section and make
any necessary updates.

Save must be selected after
any changes have been
made.

MISSISSIPPI DIVISION OF

SECTION E
Disclosure of Other Ownership and Control

Identify individuals or legal entities as having an ownership or contrel interest who also have an ownership or control interest in any other

disclosing group/organization.

Click "+" to view or update the details in a row. Click "-" to collapse the row. Click "Remove” link to remove the entire row.

Row Name of the Individual /Legal Entity Action

M click to add Relationship

SECTION F
Disclosure of Subcontractor Information

Identify any person (individual or legal entity) with an ownership or control interest in any subcontracter in which the disclosing
group/organization has a direct or indirect ownership of five percent (5%) or mara,

Click "+" to view or update the details in a row. Click "-" to collapse the row. Click "Remove” link to remove the entire row.

Row MName of the Individual /Legal Entity Action

[l Click to add Relationship

SECTION G
Business Transactions (This section should only be completed at the direction of Division of Medicaid {DOM))

Identify the ownership of any subcontractor with whom the provider has had business transactions totaling more than 525,000 during the 12-
month pericd before the date of this request. If there are multiple oviners or shareheolders, list only those with direct or indirect ownership of five
percent (59 or mare.

Click "+" to view or update the details in a row. Click "-" to collapse the row. Click "Remove” link to remove the entire row.

| Rowr ‘ Name of the Subcontractor MName of Owner Action

[# Click to add Transaction
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Disclosure Page
Section H.

SECTION H
Attestation and Sigr of the Discls de

1 certify that the information on this form, and any submitted statement(s) that I have provided, has been reviewed and signed by me, and is
true, accurate, and complete, to the best of my knowledge. I understand that I sign under penalty of perjury, and may be subject to civil
penalties or criminal prosecution for any falsification, omission, or concealment of any material fact contained herein.

In addition, I understand that:

= In accordance with 42 CFR § 455.104(e), federal §i ial particpation (FFP) is not available in pay made to a disclosing entity that fails
to disclose ownership or control information as required.

= In accordance with 42 CFR § 455.106(c), DOM may refuse to enter into or renew an agreement with 2 provider if any person who has an
ownership or control interest in the provider, or who is an agent or managing employee of the provider, has been convicted of a criminal
offense related to that person’s involvement in any program established under Medicare, Medicaid or the Title XX Services Program. Further,
DOM may refuse to enter into or may terminate a provider agreement if it determines that the provider did not fully and accurately make any
disclosure required under 42 CFR § 455.106(a).

* In accordance with Miss. Code Ann, § 43-13-121, Medicaid enrollment may be denied or revoked when providers or their agents. managing
employees, or those with minimum ownership interests are convicted of certain crimes and other cir These dirc include
failure to truthfully or fully disclose any and all information required on this form, or making a false or misleading statement to DOM relative
to the Medicaid program.

= In accordance with 42 CFR § 455.436, the State Medicaid agency and all Medicaid contractors shall do the following:
1. Confirm the identity and determine the cedusuon status of providers and oonmex/wbcoms and any person with an ownership
or control interest or who is an agent or ging employee of the provider or b actor through routine checks of
federal databases; and,

2. Consult appropriate databases to confirm identity of the above-mentioned persons and entities by searching the List of Excluded
Individuals/Entities (LEIE) and the System for Award Management (SAM) upon enrollment, re-enroliment, revalidation, and no less
fi ly than thly thereafter, to ensure that the State does not pay federal funds to excluded persons or entities.

NOTE: If the disclosing provider is an individual or a sole proprietor, the application must be signed by the individual provider or
sole prop If the disclosing provider is 2 group/organization, the signature should be that of the person legally authorized to
sign on behalf of the group/organization.

| *Iaccept [ | Ihave read and agree to the terms stated above I

*Your Signature | ]
Title | |

Date 10/18/2023
e

MISSISSIPPI DIVISION OF

Once all updates are made in each
section,

read the instructions and select
‘Taccept”.

Enter the required

signature ( the Authorized Official
or the enrolling Individual Provider)
and title.

Select Continue.
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Supporting Documentation
Attachments

The Privacy Notice link must be
selected in order to continue to
the next page.
The link directs you to the Division of MS
Medicaid page.
If all your documents are
combined into one file, select
Attachment Type “All” to add as
one PDF document.

When adding each document
separately, choose the
appropriate Attachment Type for
each document.

Supporting Documentation

The following actions need to be taken to complete the enrollment process. If vou nesd to submit attachments, please follow the instructions in
the Attachments panel below.

Instructions : Privacy Notice (Must View)

Checklist of General Provider Information Needed
Important Check List Items can be found

* Indicates a required field.

To add am attazhment, complete the required figlds 2nd click the Add buttsn.
Use the 'Other' selection to upload attachments not in the list.

Individual providers are required to upload a proof of Professional Liability Insurance and Facility/Other Providers are required to upload a proof
of General Liability Insurance when enrolling/adding Managed Care Program(s) MSCAN and/or MSCHIP) and requiring credentialing by the DOM

Cva,

Note: if you choose to "Upload” attachments by "File Transfer”, a maximum of 20 MBs of information can be uploaded.

The allowable file types are: .gif, .o, .Jpeg, .pdf, .ong, .bf, 4iff, bt

Click the Remove link to remove the entire row,

# ‘ Transmission Method ‘ File Attachment Type Action

[F] Click to collapse.

*Transmission Method | FT-File Transfer ¥
*Upload File | Choose File | No file chosen

*Attachment Type | hd

Cancel




f

Supporting Documentation
Attachments cont’d

Add must be selected to add the
attachment(s).

Individual Providers must
attach proof of Professional
Liability Insurance.

Facility and Other Providers
must attach proof of General
Liability Insurance.

All forms can be located at:
Forms - Mississippi Division of
Medicaid

MISSISSIPPI DIVISION OF

ting Doc

The following actions need to be taken to complete the enrollment process. If you need to submit attachments, please follow the instructions in
the Attachments panel below.

Instructions : Privacy Motice (Must View)
Checklist of General i Infor i
nnnnnnnn Check List Items can be found

* Indicates a required field.

To add an attachment, complete the required fields and cick the Add button.
Use the 'Other' selection to upload attachments not in the list.

Individual providers are required to upload a proof of Professional Liability Insurance and Facility/Other Providers are required to upload a proof
of General Liability Insurance when enrolling/adding Managed Care Program(s) MSCAN and/or MSCHIP) and reguiring credentialing by the DOM

cva.

Mote: if you choose to "Upload™ attachments by "File Transfer”, a maximum of 20 MBs of information can be uploaded.
The allowable file types are: .gif, .jpa, .Jpeg, .pdf, .png, .bf, .tiff, bxt.

Click the Removwve link to remove the entire row.

k3 Transmission Method | File Attachment Type Action

E Click to collapse.

*Transmission Method | FT-File Transfer v
*Upload File Choose File | Mo file chosen

“Attachment Type | ~
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Supporting Documentation
Application Fees and Attestation

Application Fee
Mississippi Medicaid has determined that your application will reguire you to pay an application fee.
*Fee Payment Type | V|

Warning: If you select Hardship Waiver or Submitting Payment on the Fee Payment Type dropdown, supporting documentation must be received
in 10 days or your application will be denied.

Attachment Attestation

D I have verified that I have uploaded all documentation for this enrollment application. I understand that
any missing doc tation will delay processing of the submitted application.

[conime |t

* Select the appropriate Fee Payment Type.

* *Application Fee section will only be visible to providers taxonomies that are
required to pay the fee to Medicare or Medicaid.*

* The Provider Enrollment Application Fee link can be utilized to verify if your
taxonomy code is required to pay an application fee.

 Select the check box under Attestation Statement
* Select Continue to the Agreement page.

MISSISSIPPI DIVISION OF
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Agreement Page

Read all the instructions
until you reach the bottom
of the page.

Select “I Accept’.

Enter the Signature of
the Provider or
Authorized
Representative. Enter
the Title (if applicable).

Select Continue to advance
to the Summary page.

Instructions

The terms of enrollment are stated below. You must accept these terms in order to submit the enrollment application. Failure to accept these
terms means that no enrollment application is retained or submitted.

Access the summary of enrcllment link to review all data that has been entered into the enrollment application. Changes can be made to the
existing application by navigating back to the appropriate screen using the links in the table of contents. Once changes are made, the enrcliment
application can be reviewed again.

The enrollment application terms must be accepted in order to submit the application for approval.

Once the application is submitted and confirmed, a tracking number will be assigned and a cover sheet can be printed for submission with all hard
copy materials to the enrcllment office.

Terms of Agreement

You will be submitting the Provider Enrcliment application electronically. Therefore. your signature on this application will be electronic. By

submitting this application electronically, you acknowledge that you understand that your electronic signature is binding to the same extent as

1 understand that my electronic signature is equivalent to written signature.

“Your Signature |

your written signature.

(Entering your name in the box to the right will
constitute your electronic signature.)
Title

Submission Date 10/18/2023




Summary Page

» The Summary page shows your entire
enrollment application. If any changes need
to be made, select the appropriate link on
the Table of Contents panel (left side) and
make needed corrections.

» Select Print Preview, top right or bottom
left, to either save or print the application.
Once selected, another window will
populate, select “Print”. Final window will
populate providing a printer to physically
print or change the drop down to “Microsoft
Print to PDF” that will allow you to save an
electronic copy of the application. Select
“Print” for the final time.

» Once you have reviewed/saved/printed the
application select “Submit”. This will
submit the application.

Provider Enrollment: Summary

Request Information

Initial Enrollment Information

Requesting Enrollment Effective Date 10/25/2023

Enrollment Type Individual

Taxono! my

Are you enrolling only for the submission No
Taxenom jes of the crossover claims? By selecting

Yes, you agree that you will not be paid

for any claim types other than crossover
claims.
NOTE: In accordance with the Mississippi Division of Medicaid Administrative Code found at Mississippi Division of Medicaid, providers enrclling with
certain taxonomies will only be eligible for the payment of crossover claims.

NPT NPT Zip + 4
EFT Enrollment SSN

Other Information Are you currently enrolled as a Provider? No

Were you previously enrolled asa No
Provider?

Wednesday 03/19/2025 10:23 AM CST'

Provider Enrollment: Summary
Request Information

Initial Enroliment Information

Requesting Enrollment Effective Date 02/14/2025

Enrollment Type Facility

Instructions for Summary Page

If changes are required after reviewing the Summary Page, click the appropriate link on the Table of Contents panel for the section and make the
needed corrections. When completed, you will be given the opportunity to review the Summary Page again. Once you have reviewed the contents of
the application, dick "Submit’ to submit for processing. Please print a copy of this Summary Page for your records.

Mote: If the enrollment type or taxonomy code is changed on the Request Information Panel, you will be required to re-enter all fields on the
application,

| submit I et |




Print a Copy

After selecting Submit on
the summary page, a box will
populate asking if you have

printed 3 COpy fOI' your v Submit Complete Application E]

reCOFdS. If you have not Have you printed a copy for your records? Select OK to submit
« ” ’ the application or select Cancel if you need to return to
please select “Cancel” and

application to print a copy.
print/save a copy.

oK Cancel

Select “OK” once you have
printed a copy.




Tracking Information

Provider Enrollment: Tracking Information

‘our enrollment application has been assigned the following tracking number:33786. Please retain the tracking number for your records.

The tracking number will be used, in addition to your Tax ID and password, as credentials to resume/revise your application at a later date.

A confirmation email has also been sent to the following contact person's email, designated in the enroliment application:

Your application has been submitted. An Application Tracking Number
(ATN) is provided and will be emailed to you.

Select Print Preview to save or print this information.

Use your ATN to check the status of your application and make updates
requested from Gainwell through the Provider Portal.

Any documents faxed or mailed to Gainwell should reference your ATN.
Select Exit to exit the portal.



Sample Recredentialing Approval
Letter

Medicaid Provider Enrollment Unit
Gainwell Technologies
g,—”nwe” P.0. Box 23078

Tackson, MS 39225
hitps:/medicaid.ans.gov

MEDICAID
August 02, 2024

* Once your Recredentialing
Application has been
approved, you will receive an
approval letter with the date
you are approved through.

JACKSON, MS 39204-2841

Dear Provider:

Mississippi Division of Medicaid (DOM) has approved the provider recredentialing and

revalidation for provider ID through 08/02/2027.
YO u can aIS 0) 10 g lntO yo ur If you are an individual and have multiple service_lacationﬁ_. they are all recredenta]ed until
provider portal and select ofthose provider Ds are recredentised antlhe dateabove.
th e Vi ew L ette | llnk at th e Thank you .far your oontimfed participation in I:l.le l'v[issi,sisippi Medicaid program. Ifyuu_
top of the portal. e om0t p GO Moy Gt oo
Sincerely,

Provider Services

MISSISSIPPI DIVISION OF
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