Provider Enrollment:
Dental Providers

Information and examples on how to complete an enrollment
application and how to complete the supporting documentation for
enrollment applications



Selecting a Dental Application

1. Please go to mmac.mo.gov and select on the right hand side Enroll as a Provider

Department of

L SERVICES

Partiapants.

Missouri Medicaid Audit & Compliance

o

5.'!-_‘ . H m,"__ Enroll as a Provider
2. Scroll down to the blue link (about the middle of the page) and select Apply to be a Missouri Medicaid Provider

« Apply to be a Missouri Medicaid Provider

Provider Enrollment Guide (Information and Requirements)
Civil Rights (Compliance Information)

Home and Community Based Services (Forms and Applications)

Provider Enrollment Applications and Forms

3. Ascreen will appear with red lettering at the top, you will scroll to the bottom and click Continue

4. You will then be directed to a page with 3 options, please choose the first option NEW Provider Enrollment Applications

\'
Missouri Department of

SOCIAL SERYICES | Morieat et

Your Potential. Our Support.

—

NEW Provider Enroliment Applications
Retrieve Draft Enroliment Application
Civil Rights Forms and Information

Home

5. A drop down menu will appear, please choose 40-DENTIST, then click NEXT and you will be directed to the application

\' Missouri Department of
SOCIAL SERVICES ) Mokeaithi Net

Your Potential. Our Support.

MISSOURI MEDICAID NEW PROVIDER ENROLLMENT APPLICATION

Please Select Provider Type: 40 Dentist v




Dental Application

How to complete the application for a Dentist working with an enrolled
group



| Provider Type 40-Dentist
H OW to CO m p ete 1. Provider Name (Last, First, MI) 2 Businass Telephone )
Qu eSt|O ns 1 15A W|th an Providers Name: Last, First Middle Phone Number of location
3 Provider Address 4 City
e N I’O | |e d g I’O U p Physical Location participants are seen Physical Location participants are seen
5. Siate ) _ o G. Zip Code
Physical Location participants are seen Physical Location participants are seen
Questions 1-10 will need the providers 7. Gounty 8 Social Security Number: _
personal information, main location and the Physical Locatien participants are seen  Social Security Number of Provider
phone number for that location 9. Dateof Birth 10.  Licanse Number
Date of Birth of Provider Providers Dental License Number
11 Payee Mame Registered with IRS (used to reportincome) 12 Payee Aodress
. . .. inic wi Physical or billing address of clinic
Questions 11-13 will need the clinics Legal name of Clinic with IRS y J
information, legal name registered with the Doing Business As (DBA) Name (if applicable)
IRS and doing business as name (if Doing business name of clinic (if applicable)
app.llcable), physical or b.lll_lng address for the ayes State
clinic and tax ID of the clinic Physical or billing address of clinic
Payee City
Physical or billing address of clinic
Payee Zip Code
Questions 14-15A will need the providers Fhysical or billing address of clinic
specialty and NPI, question 14 will always be 13, [a% 0¥ or Social Security as Registered Wit IRS (456 1, pracicy Type
1-Individual Provider as it relates to the EIN of clinic 1-Individual Provider
enrolling provider
15. Specialties 15a. MNational Provider Identifier
1 Providers Specialty Providers Individual NPl Number
* There are multiple lines to
2. list additional specialties




Supporting Documentation: enrolling with a MMAC enrolled Clinic

e Copy of the providers license
 DEA/BNDD information (if applicable)

» Title XIX Participation Agreement signed by the enrolling provider, acceptable for of signature DocuSign,
Adobe Sign, Hello Sign and wet signature

MMISSOURI DEPARTMENT OF SOCLAL SERWVICES (D55) — MEDICAID AUDIT AMND COMPLIANMCE (MMAC)
TITLE XiIX PARTICIPATION AGREEMENT MO HEALTHNET PROVIDERS

EY MY SIGNATURE BEELOW., I. THE APPILYING PROVIDER. EEAT AND AGEEE THAT. upon the acceptance of mw
enrallment, I will participate in the Managed Care Organization process or Wendor Payment plan for Medicaid Services as it pertains
to my emrollment. T am responsible for all services provided and all billing done under my provider number regardless to whom the
reimbursement is paid. It is mv legal responsibility to ensure that the proper billing code is used and indicate the length of time T
actually spend providing a service regardless to whom the reimbursementis paid. I agree to be financially responsible for all services
which are not documented. I agree the Missour Title XITX Medicaid manwal, bulletins, roles, regulations and amendments thereto
shall govern and contrel my delivery of service, and further agree to thefollowing terms:

ORIGINAT., SIGNATURE OF ATTHORIZED SIGNER (STAMMP OR OTHER FACSIMIT.E IS NOT ACCEPTABILI.E) The
aunthorized signer of this docunment verifies that he/she is the enrolling individual provider: or for healthcare organizations, a
representative of the provider duly anthorized as an agent to execnte the agreement on behalf of the Provider undenr
aunthority gramnted by said Provider.

Typed or Printed name of Provider or Anthoerized Representative:

Original Signatnre of Provider or Anthorized Representative: Date Signed

Agency Name




Dental Application

How to complete the application and supporting documentation for an
individual billing provider enrolling under a their Social Security Number



How to complete
Questions 1-15A under
your SSN

Questions 1-10 will need the providers
personal information, main location and the
phone number for that location

Questions 11-13 will need the providers legal
name registered from their Social Security
Card, physical address the participants will be
seen

Questions 14-15A will need the providers
specialty and NPI, question 14 will always be
1-Individual Provider as it relates to the
enrolling provider

Provider Type 40-Dentist

Provider Name (Last, First, MI) 2
Providers Name: Last, First Middle

Provider Address 4
Physical Location participants are seen

State 6.
Physical Location participants are seen

County g
Physical Location participants are seen

Date of Birth 10.

Date of Birth of Provider

Pavee Mame Registered with IRS (used to report income) 12
Providers Legal Name from Social
Security Card

Doing Business As (DBA) Name (if applicable)

Payee City
Physical address participants are seen

Tax ID# or Social Security# as Registerad With IRS (used
16 repart inconme)

Social Security Number of Provider

14.

Specialties 15a.

FProviders Specialty
There are multiple lines to
list additional specialties

Businass Telephone

FPhone Mumber of location

City
Physical Location participants are seen

Zip Code
Physical Location participants are seen

Social Securily Number:

Social Security Number of Provider

Licanse Mumbear
Providers Dental License Number

Payee Aodress o
Physical address participants are seen

Payee _S1ale o
Physical address participants are seen

Payee Zip Code
Physical address participants are seen

Practice Type
T-Individual Provider

Mational Provider ldentifier
FProviders Individual NPl Number




Supporting Documents using their SSN

» Title XIX Participation Agreement signed by the enrolling provider
* Copy of their Social Security Card
* Completed Business Organizational Structure (BOS) Form (next slide)

* Voided check or bank letter with the account and routing numbers clearly stated also, completing the below

EFT document

MISSOURI DEPARTMENT OF SOGIAL SERVIGES (DSS) TYPE OF SUPPORTING DOCUMENT BEING SUBMITTED WITH THIS FORM.

MISSOURI MEDICAID AUDIT AND COMPLIANCE (MMAC) [] VOIDED CHECK WITH LEGAL OR DBA NAME, ROUTING AND ACCOUNT NUMBERS PREPRINTED ON T
Electronic Funds Transfer (EFT) Authorization Agreement [J BANK LETTER THAT LISTS LEGAL OR DBA NAME, ROUTING AND ACCOUNT NUMBERS

Fr————————

By completing and submitting this form to the Missouri Medicaid Audit and Compliance Unit (MMAC) for processing,
| understand:
. Payment will be from Federal and $tate funds and that any falzification or concealment of material fact may be prosecuted under Federal

LEGAL BUSINESS NAME: DOING BUSINESS AS NAME:

PROVIDER EIN: PROVIDER NPI:

and State laws;
ARE THERE MULTIPLE ENROLLMENTS UNDER THIS EIN OR MPI? A separate form must be submitted for each NPltaxonomy code to be changed. . o ) . i . ) ) ) i
NoO = The State of Missouri will initiate credit entries {deposits) and will initiate, if necessary, debit entries (withdrawals) or adjustments for any

YES []- taxonemy codes effected:

SECTION 2 - PROVIDER CONTACT INFORMATION
CONTACT PERSON NAME:

credit entries made in error to my account;

+ The State of Missouri may terminate my enroliment in direct deposit if the State is legally obligated to withheld part or all payments for

any reasom,
PHONE NUMBER: E-MAIL ADDRESS:

SECTION 3 — FINANCIAL INFORMATION

FINANCIAL INSTITUTION NAME:
ROUTING NUMBER: | ACCOUNT NUMBER: obligation that | may have with any agency of the State of Missouri.

+ MMAC may terminate my enrollment if | na longer meet the eligibility requirements;

« That this document does not constitute an amendment or assignment of any nature whatsoever of any contract, purchase order or

TYPE OF ACCOUNT: [ CHECKING [ SAVINGS

SECTION 4 - SUBMISSION INFORMATION DATE,
REASON FOR SUBMISSION: WRITTEN SIGNATURE OF AUTHORIZED INDVIDUAL
L] NEW ENROLLIENT —NOT ENROLLED CURRENTLY PRINTED NANE OF SIGNER. POSTION HELD WITHIN THE ENTITY NAWED ABOVE:

[ CHANGE/UPDATE EFT CNLY
[] CHANGE IN OWNERSHIP / STRUCTURE — SUBMIT A FROVIDER UPDATE FORM OR OWNERSHIF REQUEST IN ADDITION TO THIS DOCUMENT




Supporting Documents using their SSN with a fictitious name

* Title XIX Participation Agreement signed by the enrolling provider

* Copy of their Social Security Card

* Completed Business Organizational Structure (BOS) Form (next slide)
* Fictitious Name registration from the Secretary of State

* Voided check or bank letter with the account and routing numbers clearly stated also, completing the below

EFT document
o MISSOURI DEPARTMENT OF SOCIAL SERVICES (DSS) TYPE OF SUPPORTING DOCUMENT BEING SUBMITTED WITH THS FORM:
MISSOURI MEDICAID AUDIT AND COMPLIANGE (MMAC) [J VCIDED CHECK WITH LEGAL OR DBA NAME, ROUTING AND ACCOUNT NUMBERS PREPRINTED QN IT
Electronic Fimde Teansfar [EFT] Authorization Agreement ] BANK LETTER THAT LISTS LEGAL OR DBA NAME, ROUTING AND ACCOUNT NUMBERS

e ——

By completing and submitting this form to the Missouri Medicaid Audit and Compliance Unit (MMAC) for processing,
| understand:
. Payment will be from Federal and State funds and that any falzification or concealment of material fact may be prosecuted under Federal

LEGAL BUSINESS NAME: DOING BUSINESS AS NAME:

PROVIDER EIN: PROVIDER NPI:

and State laws;
ARE THERE MULTIPLE ENROLLMENTS UNDER THIS EIN OR MPI? 4 separate form must be submitted for each NPUtaxonomy code to be changed. . R . . ) e . . . .
noOd : The State of Missouri will initiate credit enfries (deposits) and will initiate, if necessary, debit entries (withdrawals) or adjustments for any

YES [J- taxonomy codes effected: . . .
credit entries made in error to my account;

SECTION 2 — PROVIDER CONTACT INFORMATION . . . - . . . .
_ The State of Missouri may terminate my enrollment in direct deposit if the State is legally obligated to withhold part or all payments for

CONTACT PERSON MAME:

"

any reason;

PHONE NUMBER: E-MAIL ADDRESS:

SECTION 3 - FINANCIAL INFORMATION

FINANCIAL INSTITUTION NAME:
ROUTING NUMBER: | ACCOUNT NUMBER: obligation that | may have with any agency of the State of Missouri.

+ MMAC may terminate my enrollment if | no longer meet the eligibility requirements;

That this document does not constitute an amendment or assignment of any nature whatsoever of any contract, purchase order or

-

TYPE OF ACCOUNT: [J CHECKING [] SAVINGS

SECTION 4 — SUBMISSION INFORMATION DATE:

REASON FOR SUBMISSION: WRITTEN SIGNATURE OF AUTHORIZED INDIVIDUAL

[1 NEW ENROLLMENT - NOT ENROLLED CURRENTLY EIGNER = AE-
[ CHANGE/UPDATE EFT ONLY FRINTED NAME OF SIGNER: POZITION HELD WITHIN THE ENTITY NAMED ABOVE:
[] CHAMGE IN OWNERSHIP { STRUCTURE - SUBMIT A PROVIDER UFDATE FORM OR OWNERSHIP REQUEST IN ADDITION TO THIS DOCUMENT




Business Organizational
Structure Form (BOS)

Providers Enrolling under their Social
Security Number

You will need to complete the pictured
sections, see picture on the right

Legal name, listed with the IRS, and the NPI
including fictitious name

Section I: Sole Proprietor list owner and
managing employees name, date of birth and
social security number

Section VI: Legal Disclosure-Mandatory for all
Business Types

Contact Information: Name, Email and Phone
Number

Must be signed and dated by someone
listed on the Business Organizational
Structure

LEGAL PROVIDER NAME AS FILED WITH THE SECRETARY OF STATE, INCLUDING DBA NAME (Sole Proprietors:

Include Name and DBA name)
Leaal Name including DBA:

NP

If you are changing, adding, or deleting information, check the applicable box, furnish the effective date, and complete all the

appropriate following section(s).

EW (-\;UPDATE {add/change/delete)
EFFECTIVE: EFFECTIVE:

REVALIDATE HANGE OF OWNERSHIP (CHOW)
EFFECTIVE: EFFECTIVE:

» Attach the documents as indicated for the completed section
« Complere ONLY ONE of the following sections (I, Il, li, IV or ¥)
SECTIONY: SOLE PROPRIETOR

& Aachthe folwing
v Regiiration of Fictious Name (if appicable)

The legal business name must match the IRS Emplayee [dencficaton
Number etter, the same person can be isted s both awner and

« Attach additional sheets, if necessary
« Manager or owner signature required on page 3

SECTIONVE: LEGAL DISCLOSURE- MANDATORY FOR ALL BUSINESS TYPES

| have read 13 CSR 65-2.010 (25) and 13 CSR65-2.010 (40), the regulations defiing the tems ‘managing employee” and ‘owner”for the
pumoses Missouri Meicaid,and | ave sted all iniviuals and/orbusiness enies hat meat ather defintion

OYES ONO

Has the enraling entity above, or any managing employes or owner, under any current or former name o business identiy, ever had a
final adverse legal acion, eiher criminalor ¢l or regutatory sancfion, mposed against t?

O/ES O NO

If YES, report each final adverse leqal acion, when it accurred, fhe Federal or State Agency orthe cour/adminisirative body that imposed
he action, and the resalution, if any, on separate pages. Aliach a copy of the final adverse legal action documentation and resoluion.

Contact email address;: Contact phone:

In Afimation thereof, the facts stated above are rue and comect (The undersigned understands fhat flse statements made in this fing are subject fo the

managing employee.
PART |- OWNER
ONNERSRAME
DATE CF BIRTH SOCIAL SECURITY NUMBER ]
AORESS il
§TATE ™
PART 2- MANAGING EMPLOYEE(S

Contact Name:

HAKE
DATE CF BIRTH SCCIAL SECURITY NUNBER
AnEsS o
STHTE Ip

penalies provided under Secfion 575,040, RSMg)

AAUTHORIZED PROVIDER SIGNATURE form wll nof b dated signaturs fro

s )

)y or awnr fhat i lded on this form) DATE

Typed o printednama ofegoer Sgnatur:




Dental Application

How to complete the application and supporting documentation for an
individual billing provider enrolling under a NON-enrolled group



| Provider Type 40-Dentist
H OW to CO m p ete 1. Provider Name (Last, First, MI) 2 Businass Telephone )
QueSt|OnS 1 15A W|th 3 Providers Name: Last, First Middle Phone Number of location
3 Provider Address 4 City
N O N _e N I’O | |e d g I’O U p Physical Location participants are seen Physical Location participants are seen
5. Siate ) _ o G. Zip Code
Physical Location participants are seen Physical Location participants are seen
Questions 1-10 will need the providers 7. Gounty 8 Social Security Number: _
personal information, main location and the Physical Locatien participants are seen  Social Security Number of Provider
phone number for that location 9. Dateof Birth 10.  Licanse Number
Date of Birth of Provider Providers Dental License Number
11 Payee Mame Registered with IRS (used to reportincome) 12 Payee Aodress
. . .. inic wi Physical or billing address of clinic
Questions 11-13 will need the clinics Legal name of Clinic with IRS y J
information, legal name registered with the Doing Business As (DBA) Name (if applicable)
IRS and doing business as name (if Doing business name of clinic (if applicable)
app.llcable), physical or b.lll_lng address for the ayes State
clinic and tax ID of the clinic Physical or billing address of clinic
Payee City
Physical or billing address of clinic
Payee Zip Code
Questions 14-15A will need the providers Fhysical or billing address of clinic
specialty and NPI, question 14 will always be 13, [a% 0¥ or Social Security as Registered Wit IRS (456 1, pracicy Type
1-Individual Provider as it relates to the EIN of clinic 1-Individual Provider
enrolling provider
15. Specialties 15a. MNational Provider Identifier
1 Providers Specialty Providers Individual NPl Number
* There are multiple lines to
2. list additional specialties




Business Organizational Structure Form
(BOS)

Providers Enrolling with a LLC: Limited Liability
Company not enrolled with MMAC

You will need to complete the pictured sections,
see picture on the right, if more room is needed
you can supply a word document for additional
information

Legal name, listed with the IRS, and the NPI

Section IV: Limited Liability Company, Part 1:
Managers and Part 2: Members

Section IV continued: List of all Managing Members
and Board Members with 5% or more Ownership,
including a list of names, dates of birth and SSN’s
using the attached BOS document

Section VI: Legal Disclosure-Mandatory for all
Business Types

Contact Information: Name, Email and Phone
Number

Must be signed and dated by someone listed on
the Business Organizational Structure

LEGAL PROVIDER NAME AS FILED WITH THE SECRETARY OF STATE, INCLUDING DBA NAME (Sole Proprietors:

Include Name and DBA name)

Leaal Mame including DBA:

NPI

EW
EFFECTIV

OJPDATE (add/change/delete)

E: EFFECTIVE:

O REVALIDATE

If you are changing, adding, or deleting information, check the applicable box, furnish the effective date, and complete all the
appropriate following section(s).

HANGE OF OWNERSHIP (CHOW)

EFFECTIVE: EFFECTIVE:

« Aftach the documents as indicated for the completed section
« Complete ONLY ONE of the following sections (I, Il lll, IV or V)

« Atftach additional sheets, if necessary
«  Manager or owner signature required on page 3

SECTIONVI: LEGAL DISCLOSURE- MANDATORY FOR ALL BUSINESS TYPES

Check the LLC's federal income tax reporting status: OSOLE MEMBER O\AULTIPLE MEMBERS

L Attach the following:

« Current Certificate of Good Standing;

« Articles of Qrganization;

« LLC Operating Agreement- Not Required for Sole Member LLC;

« LLC Management Agreement

(if applicable); and

» Registration of Fictitious Name (if applicable)

and member(s)

The managers and members listed must agree
with the IRS Employee ldentification Number
letter, the operating agreement and the
Management Agreement (if applicable). The same
person/people can be lisfed as both manager(s)

PART |- MANAGERS AND EXECUTIVE OFFICERS (Attach additional sheets, if necessary)

[ have read 13 CSR 65-2.010 (25) and 13 C3R 65-2.010 (40), the regulafions defining the terms ‘managing employee™ and “owner” for the
purposes Missouri Medicaid, and | have listed all individuals andior business enfities that meet either definition

OYES ONO

Has the enroling entity above, or any managing emplayee or owner, under any current or former name or business identity, ever had a
final adverse egal action, either criminal or civil or regulatory sanction, imposed against it?

O‘/ES NO

Nz NAME If YES, report each final adverse legal action, when it occurred, the Federal or State Agency or the cour/administrative body that imposed
_ _ the action, and the resolution, if any, on separate pages. Attach a copy of the final adverse legal action documentation and resolution.

DATE OF BIRTH SOCIAL SECURITY NUMEER DATE OF BIRTH ‘SOCIAL SECURITY NUMBER

ADDRESS (=12 g ADDRESS oy

STATE F STATE zr

PART Il - MEMBERS (Aftach addifional sheets, if necessary)

e N Contact Name:
Contact email address: Contact phone #:

DATE OF BIRTH SOCIAL SECURITY NUMBER / EIN DATE OF BIRTH ‘SOCIAL SECURITY NUMBER ! EIN

ADDRESS oY ADDRESS, oI In Affimation thereof, the facts stated above are true and comect: (The < fhat false statements made in this filing are subject fo the
penaliies provided under Section 575.040, RSMo)

STATH L SWIg 24 AUTHORIZED PROVIDER SIGNATURE form wil plad without ignature fom a ownar that I lsted on this form) DATE

PERCENTAGE OF OWNERSHIP

PERCENTAGE OF OWNERSHIP

Tyned or printed nams of sgner: Signaturs:




Supporting Documents with a NON-enrolled Group

Title XIX Participation Agreement signed by the enrolling provider

a copy of one of the following IRS documents must be submitted. The legal name and Tax
ID number must be PREPRINTED on the document by the IRS:

 CP575o0r 147C letter
e letter from IRS with the Tax ID number and legal name

e any IRS document that has the legal name and Tax ID number PREPRINTED on
it.

« NOTE: A W-9 or 941 forms or computer printed forms ARE NOT ACCEPTABLE.

Operating Agreement that is 10-20 pages to customizes the terms of a business
according to the specific needs of the owners, and outlines the financial and functional
decision-making in a structured manner

Organizational Chart: a diagram that visually conveys a company's internal structure by
detailing the roles, responsibilities, and relationships between individuals within an
entity



Supporting Documents with a NON-enrolled Group

* Completed Business Organizational Structure (BOS) Form (previous slide)

* Voided check or bank letter with the account and routing numbers clearly stated also, completing the below

EFT document

MISSOURI DEPARTMENT OF SOCIAL SERVICES (DSS)
MISSOURI MEDICAID AUDIT AND COMPLIANCE (MMAC)
Electronic Funds Transfer (EFT) Authorization Agreement

SECTION 1 - PROVIDER INFORMATION
LEGAL BUSINESS NAME:

T,
i ]
o 3 iy
3

DOING BUSINESS AS NAME:

PROVIDER EIN: PROVIDER WP

ARE THERE MULTIPLE ENROLLMENTS UNDER THIS EIM OR NPI? A separare form must be submitted for each NPlaxonomy code to be changed.
no[d

YES [J- taxonomy codes effected:

SECTION 2 - PROVIDER CONTACT INFORMATION

CONTACT PERSON NAME:

PHONE NUMBER: | E-MAIL ADDRESS:
SECTION 3 - FINANCIAL INFORMATION

FINANCIAL INSTITUTION NAME:

ROUTING NUMBER: ‘ ACCOUNT NUMBER:

TYPE OF ACCOUNT: [ CHECKING [ SAVINGS
SECTION 4 - SUBMISSION INFORMATION

REASON FOR SUBMISSION:

(] NEW ENROLLMENT - NOT ENROLLED CURRENTLY

(] CHANGE/UPDATE EFT ONLY

[] CHANGE IN QWNERSHIP | STRUCTURE - SUBMIT A PROVIDER UPDATE FORM OR OWNERSHIP REQUEST IN ADDITION TO THIS DOCUMENT

TYPE OF SUPPORTING DOCUMENT BEING SUBMITTED WITH THIS FORM:

[ VOIDED CHECK WITHLEGAL OR DBA NAME, ROUTING AND ACCOUNT NUMBERS PREPRINTED ON T
[ BANK LETTER THAT LISTS LEGAL OR DBA NAME, ROUTING AND ACCOUNT NUMBERS

SECTION 5 - SIGNATURE AND ACKNOWLEDGEMENT

By completing and submitting this form to the Miszouri Medicaid Audit and Compliance Unit (MMAC) for procesging,
I understand:
. Payment will be from Federal and State funds and that any falsification or concealment of material fact may be prosecuted under Federal

and State laws;

» The State of Missouri will initiate credit entries (deposits) and will initiate, if necessary, debit entries (withdrawals) or adjustments for any
credit entries made in error to my account;

+ The State of Missouri may terminate my enrollment in direct deposit if the State is legally obligated to withhold part or all payments for
any reason;

« MMAC may terminate my enrollment if I no longer mest the eligibility requirements;

+ That this document dogs not constitute an amendment or assignment of any nature whatsoever of any confract, purchase order or
obligation that | may have with any agency of the State of Missouri.

DATE:
WRITTEN SIGNATURE OF AUTHORIZED INDIVIDUAL

PRINTED NAME OF 3IGNER: POSITICN HELD WITHIN THE ENTITY NAMED ABOVE:




Dental Application

How to complete the application and supporting documentation for an
entity to enroll for Medicaid Services



How to complete
Questions 1-15A for a
entity enrollment

Questions 1-10 will need entities legal name
registered with the IRS, main location (where
services are provided) phone and fax number
for that location

Questions 11-13 will need the entities legal
name registered with the IRS and doing
business as name (if applicable), physical or
billing address for the entity and tax ID of the
clinic

Questions 14-15A will need the entities
specialty and NPI, question 14 will always be
either 2-Partnership, 4-Corporation/LLC, 5-
Chartiable or 6-City, County, State,
Government Owned

Provider Type 50-Clinic

11.

13.

15.

Provider Name (Last, First, MI) 2.
Legal name of Clinic with IRS

Provider Address 4,
Physical Location participants are seen

State 6.
Physical Location participants are seen

County 8.
Physical Location participants are seen

Date of Birth 10.

BLANK or N/A

Payee Name Registered with IRS (used to report income)  12.

Legal name of Clinic with IRS

Doing Business As (DBA) Name (if applicable)

Doing business name of clinic (if applicable)

Payee City
Physical or billing address of clinic

Tax 1D# or Social Security# as Registered With IRS (used
to report income)

EIN of clinic

Specialties
Providers Specialty

" There are multiple lines to
2.

list additional specialties

14.

Business Telephone
Phone Number of location

City
Physical Location participants are seen

Zip Code
Physical Location participants are seen

Social Security Number:

BLANK or N/A

License Number

BLANK or N/A

Payee Aadress
Physical or billing address of clinic

Payee State
Physical or billing address of clinic

Payee Zip Code
Physical or billing address of clinic

Practice Type

2-Partnership, 4-Corportation/LLC,

5-Charitable,

6-City, County, State, Govenrment Owned
15a. National Provider ldentifier

Providers Individual NPI Number




Business Organizational Structure Form
(BOS)

Providers Enrolling as a Partnership

You will need to complete the pictured sections,
see picture on the right, if more room is needed
you can supply a word document for additional
information

Legal name, listed with the IRS, and the NPI

Section Il: Partnership, list all partners with 5% or
more ownership

Section VI: Legal Disclosure-Mandatory for all
Business Types

Contact Information: Name, Email and Phone
Number

Must be signed and dated by someone listed on
the Business Organizational Structure

LEGAL PROVIDER NAME AS FILED WITH THE SECRETARY OF STATE, INCLUDING DBA NAME (Sole Proprietors:

Include Name and DBA name)

Legal Mame including DBA- MNFPI
If you are changing, adding, or deleting information, check the applicable box, furnish the effective date, and complete all the
appropriate following section(s).
EW (-)JPDATE {add/change/delete) O REVALIDATE HANGE OF OWNERSHIP (CHOW)
EFFECTIVE: EFFECTIVE: EFFECTIVE: EFFECTIVE:
= Attach the documents as indicated for the completed section - Attach additional sheets, if necessary
« Complete ONLY ONE of the following sections (1, I, ill, IV or V) = Manager or owner signature required on page 3
SECTION - PARTNERSHIP SECTIONVI; LEGAL DISCLOSURE- MANDATORY FOR ALL BUSINESS TYPES
% Aach Regisraonof Fiious N (F aplcae) and Parnestp Agreemen | ave read 13 C3R 85-200(25) and 13 C3R 85-2.010 (40), therr eguhuansd kfining the tems ‘managing employee” and ‘mwner”fo the
numoses Missour Medicaid, and | have isted allindividuals andlor busingss enties thal meet either definiion.
HAAE A
OYES ONO
(TE F BIRTH SOCHAL SECURITY NUNGER /ER DT OF BTH SOCIALSECURTTY NUNBER N
Has the enroling entiy above, o any managing enploye or owner, under any current n fomer name or business identiy, ever had a
final aoverse egal action, ether crminal or cid or reguiatory sanction, imposed agangt 17
ADORESS oy AIOFESS oy
O/ES O N0
W F TIHTE i IFYES, repiot each il adverse egal acon, when it oceurmed, the Federalor State Agency orthe couladminisraie body hat mpased
the:action, and the resoluton, i any, on separate pages. Aftach a copy of the inal adverse Iegal action documentafion and resolufion.
(SFNERAL INTEREST IN PARTNERSHIR ] [ENERAL INTEREST IN PARTRERSHIR %
WAAE AN
(RTE 0 BIRTH SOCHAL SECURITY NUNGER/ER DT OF BTH SOCIAL SECURTTY NUNBER N Cotact N
Contact email address; Contact phone;
ADDRESS oy AOOFESS oy
In Affmtion thereof, e facks stated abave are e and coneet: (The undersigned understands thatfalse tatements made in i fing are subject o the
TTE il STWE i pnaties provided Under Sexfon 375040, R3o)
AUITHORIZED PROVIOER $IGNATUREform wi not b acosptsd wihaut & dated snatus rom a managing smployss o owinar that  eted on s orn) TATE
ENERAL NTEREST N PARTHERGHP [ GENERAL INTERESTN PARTHERGHP [ T s g Sy




Supporting Documents for Partnership

Title XIX Participation Agreement signed by the enrolling provider

a copy of one of the following IRS documents must be submitted. The legal name and Tax
ID number must be PREPRINTED on the document by the IRS:

e CP 575 or 147C letter

* letter from IRS with the Tax ID number and legal name

e any IRS document that has the legal name and Tax ID number PREPRINTED on
it.

« NOTE: A W-9 or 941 forms or computer printed forms ARE NOT ACCEPTABLE.

Partnership Agreement: written documents to clearly define specific goals, activities and
responsibilities of each partner

Organizational Chart: a diagram that visually conveys a company's internal structure by
detailing the roles, responsibilities, and relationships between individuals within an
entity

Medicare enrollment or application fee required



Business Organizational Structure Form
(BOS)

Providers Enrolling as a Corporation:

You will need to complete the pictured sections,
see picture on the right, if more room is needed
you can supply a word document for additional
information

Legal name, listed with the IRS, and the NPI

Section Ill: Corporation chose either Non-Profit or
For Profit

Section IV continued: Part 1 & Part 2: For Profit list
officers (CEO, CFO etc.) Non-Profit list Board
Members (Chairman, Vice Chairman, etc.),
additional sheets are allowed, Part 3: Managing
Employees, Part IV: Stockholders with percentages
(additional sheets allowed)

Section VI: Legal Disclosure-Mandatory for all
Business Types

Contact Information: Name, Email and Phone
Number

Must be signed and dated by someone listed on
the Business Organizational Structure

LEGAL PROVIDER NAME AS FILED WITH THE SECRETARY OF STATE., INCLUDING DBA NAME (Sole Proprietors:

Include Name and DBA name )
Leagal Mame including DBA: MNP

If you are changing, adding, or deleting information, check the applicable box, furnish the effective date, and complete all the
appropriate following section(s).
REVALIDATE

EW mPDATE (add/change/delete) HAMNGE OF OWNERSHIP (CHOW)

EFFECTIVE: EFFECTIVE: EFFECTIVE: EFFECTIVE:
= Attach the documents as indicated for the completed section - Attach additional sheets, if necessary
. Com lere ONLY ONE of the following sections (i, i, i, IV or . Manager or owner signature required on page 3

SECTONVE: LEGAL DISCLOSURE NANDATORY FORALL BUSHESS TYPS

® f“l%kﬁ!iﬁ‘?'.‘ﬁi‘;im | ave read 13 CSR 852010 (23) and 13 C3R 832040 (40), he requiafons definng the ems managing employes” and “cwmer” for e
, pumooses Missour Medicad, and | ave fsted 2l indiduals analor business entes thal meet eiher cefinon.

s Cument Ceriificate of Good Standing; and
+ Registration of Fictitious Name (if applicable)

PART | - OFFICERS (Attach additional sheets, if necessary)

Has fie enroling ety aove, or any managing employes ar awner, Under any cument o fomer name or busiess identty, ever had 3

finaladvere legal action ether ciminal o v or requiatory sancfion, imposed against 7

DATE OF BIRTH SOCIAL SECURITY NUMBER DATE OF BIRTH ‘SOCIAL SECURITY NUMSER
ADDRESS ey AnDRESS oY OY O NG
STATE 7

1FYES, report each fnd adverse egal acion, when it occumed, the Federal o Stae Agency or the courfadminstative hody that mnposed

PART Il - DIRECTORS (Atiach additional sheets, if necessary)

o s o s fhe acton, and tharesalution any, on separate pages. Afiach a copy o e fnal advarse legalacion docurmentaton and resouton
PART Ill - MANAGING EMPLOYEES (Attach additional sheets, if necessary)

DATE OF RIRTH SORIAL SECURITY RUMEFR DATF OF BIRTH SOCIAL SECURITY NUMAFR

PART IV - STOCKHOLDERS quarornowsrorm __(Aftach additional sheets, il necessary) Contact Name:

S e S e Contact emil address: Contact phone &

m - Mm - I Affmiaon hereo the facs afted above ars e and cameet: (The undersgne underéands that e statments made i thisfing ae sujeet o the
e s Enalu‘es Erovided under Sfin 573,040, RAW)

Foss s Foss s THORIED PROVOER FSHATUREFom il ot aospled o ] spatr o anagng oy o ot W oo it | DA

AD W W Typed o ot v o g Signau:




Supporting Documents for Corporation

Title XIX Participation Agreement signed by the enrolling provider

a copy of one of the following IRS documents must be submitted. The legal name and Tax
ID number must be PREPRINTED on the document by the IRS:

e CP575o0r 147C letter

* letter from IRS with the Tax ID number and legal name

e any IRS document that has the legal name and Tax ID number PREPRINTED on
it.

« NOTE: A W-9 or 941 forms or computer printed forms ARE NOT ACCEPTABLE.

Operating Agreement that is 10-20 pages to customizes the terms of a business
according to the specific needs of the owners, and outlines the financial and functional
decision-making in a structured manner

Organizational Chart: a diagram that visually conveys a company's internal structure by
detailing the roles, responsibilities, and relationships between individuals within an
entity

Medicare enrollment or application fee required



Business Organizational Structure Form
(BOS)

Providers Enrolling as a LLC: Limited Liability
Company

You will need to complete the pictured sections,
see picture on the right, if more room is needed
you can supply a word document for additional
information

Legal name, listed with the IRS, and the NPI

Section IV: Limited Liability Company, Part 1:
Managers and Part 2: Members

Section IV continued: List of all Managing Members
and Board Members with 5% or more Ownership,
including a list of names, dates of birth and SSN’s
using the attached BOS document

Section VI: Legal Disclosure-Mandatory for all
Business Types

Contact Information: Name, Email and Phone
Number

Must be signed and dated by someone listed on
the Business Organizational Structure

LEGAL PROVIDER NAME AS FILED WITH THE SECRETARY OF STATE, INCLUDING DBA NAME (Sole Proprietors:

Include Name and DBA name)

Leaal Mame including DBA:

NPI

EFFECTIVE:

EW OJPDATE (add/change/delete)
EFFECTIVE:

O REVALIDATE

If you are changing, adding, or deleting information, check the applicable box, furnish the effective date, and complete all the
appropriate following section(s).

HANGE OF OWNERSHIP (CHOW)
EFFECTIVE: EFFECTIVE:

« Aftach the documents as indicated for the completed section
« Complete ONLY ONE of the following sections (I, Il lll, IV or V)

« Atftach additional sheets, if necessary
«  Manager or owner signature required on page 3

SECTIONVI: LEGAL DISCLOSURE- MANDATORY FOR ALL BUSINESS TYPES

Check the LLC's federal income tax reporting status: OSOLE MEMBER O\AULTIPLE MEMBERS

L Attach the following:
« Current Certificate of Good Standing;
« Articles of Qrganization;
« LLC Operating Agreement- Not Required for Sole Member LLC;
« LLC Management Agreement (if applicable); and
» Registration of Fictitious Name (if applicable)

and member(s)

The managers and members listed must agree
with the IRS Employee ldentification Number
letter, the operating agreement and the
Management Agreement (if applicable). The same
person/people can be lisfed as both manager(s)

PART |- MANAGERS AND EXECUTIVE OFFICERS (Attach additional sheets, if necessary)

[ have read 13 CSR 65-2.010 (25) and 13 C3R 65-2.010 (40), the regulafions defining the terms ‘managing employee™ and “owner” for the
purposes Missouri Medicaid, and | have listed all individuals andior business enfities that meet either definition

OYES ONO

Has the enroling entity above, or any managing emplayee or owner, under any current or former name or business identity, ever had a
final adverse egal action, either criminal or civil or regulatory sanction, imposed against it?

O‘/ES NO

Nz NAME If YES, report each final adverse legal action, when it occurred, the Federal or State Agency or the cour/administrative body that imposed
_ _ the action, and the resolution, if any, on separate pages. Attach a copy of the final adverse legal action documentation and resolution.

DATE OF BIRTH SOCIAL SECURITY NUMEER DATE OF BIRTH ‘SOCIAL SECURITY NUMBER

ADDRESS (=12 g ADDRESS oy

STATE F STATE zr

PART Il - MEMBERS (Aftach addifional sheets, if necessary)

oo oS Contact Name:
Contact email address: Contact phone #:

DATE OF BIRTH SOCIAL SECURITY NUMBER / EIN DATE OF BIRTH ‘SOCIAL SECURITY NUMBER ! EIN

ADDRESS oY ADDRESS, oI In Affimation thereof, the facts stated above are true and comect: (The < fhat false statements made in this filing are subject fo the
penaliies provided under Section 575.040, RSMo)

STATH L SWIg 24 AUTHORIZED PROVIDER SIGNATURE form wil plad without ignature fom a ownar that I lsted on this form) DATE

PEACENTAGE OF OWNERSHIP [ PERCENTAGE OF OWNERSHIP % Typed or prnted nam of signer. Signaturs.




Supporting Documents for Limited Liability Company

Title XIX Participation Agreement signed by the enrolling provider

a copy of one of the following IRS documents must be submitted. The legal name and Tax
ID number must be PREPRINTED on the document by the IRS:

e CP575o0r 147C letter

* letter from IRS with the Tax ID number and legal name

e any IRS document that has the legal name and Tax ID number PREPRINTED on
it.

« NOTE: A W-9 or 941 forms or computer printed forms ARE NOT ACCEPTABLE.

LLC Operating Agreement that is 10-20 pages to customizes the terms of a Limited
Liability Company (LLC) according to the specific needs of the owners, and outlines the
financial and functional decision-making in a structured manner.

Organizational Chart: a diagram that visually conveys a company's internal structure by
detailing the roles, responsibilities, and relationships between individuals within an
entity

Medicare enrollment or application fee required


http://www.investopedia.com/terms/l/llc.asp
http://www.investopedia.com/terms/l/llc.asp

Business Organizational Structure Form
(BOS)

Providers Enrolling as a Public Entity — City, County
or State Entity

You will need to complete the pictured sections,
see picture on the right, if more room is needed
you can supply a word document for additional
information

Legal name, listed with the IRS, and the NPI

Section V: Public Entity — City, County or State
Entity (Must list all managing employees)

Section VI: Legal Disclosure-Mandatory for all
Business Types

Contact Information: Name, Email and Phone
Number

Must be signed and dated by someone listed on
the Business Organizational Structure

LEGAL PROVIDER NAME AS FILED WITH THE SECRETARY OF STATE, INCLUDING DBA NAME (Sole Proprietors:

Include Name and DBA name)
Legal Mame including DBA: MNP

If you are changing, adding, or deleting information, check the applicable box, furnish the effective date, and complete all the
appropriate following section(s).

EW OJPDATE (add/change/delete) O REVALIDATE HANGE OF OWNERSHIP (CHOW)
EFFECTIVE: EFFECTIVE: EFFECTIVE: EFFECTIVE:
« Attach the documents as indicated for the completed section +« Attach additional sheets, if necessary
« Complete ONLY ONE of the following sections {I, I, NI, IV or V) =  Manager or owner signature required on page 3

SECTION V: PUBLIC ENTITY- CITY, COUNTY, OR STATE ENTITY

(City or county- attach a list of managing employess with name, address, SSN, and DOB information.
State: Attach a confirmation that all managing employees are employees of the State of Missouri. If 2 contractor is administrating the
services, complete a separate Business Organizational Structure form for the confractor.

SECTION VI: LEGAL DISCLOSURE- MANDATORY FOR ALL BUSINESS TYPES

| have read 13 CSR 65-2.010 (25) and 13 CSR 65-2.010 (40), the regulafions defining the terms “managing employee™ and “owner” for the
purposes Missouri Medicaid, and | have listed all individuals and/or business entities that meet either definition.

OYES ONO

Has the enrolling entity above, or any managing employes or owner, under any current or former name or business identity, ever had a
final adverse legal action, either criminal or civil or regulatory sanction, imposed against it?

OYES O MO

If YES, report each final adverse legal action, when it occurred, the Federal or State Agency or the courtfadministrative body that imposed
the action, and the resolution, if any, on separate pages. Aftach a copy of the final adverse legal action documentation and resolution.

Contact Name:
Contact email address: Contact phone #:

In Affirmiation thereof, the facts stated above are true and comect: (The undersigned understands that false statements made in this filing are subject to the
penalties provided under Section 575040, RSMo)

AUTHORIZED PROVIDER SIGNATURE(Torm will not be accapted withouwt a dated signature from a managing amployes or ownar that ks Nated on this form) DATE

Typed or printed nams of signer: Shgnatura:




Supporting Documents for Public Entity

 Title XIX Participation Agreement signed by the enrolling provider

* a copy of one of the following IRS documents must be submitted. The legal name and Tax
ID number must be PREPRINTED on the document by the IRS:

 CP575o0r 147C letter
* letter from IRS with the Tax ID number and legal name

e any IRS document that has the legal name and Tax ID number PREPRINTED on
it.

« NOTE: A W-9 or 941 forms or computer printed forms ARE NOT ACCEPTABLE.

* Organizational Chart: a diagram that visually conveys a company's internal structure by
detailing the roles, responsibilities, and relationships between individuals within an
entity

* APPLICATION FEE NOT REQUIRED



Supporting Documents for an entity enrollment

* Completed Business Organizational Structure (BOS) Form (previous slide)

* Voided check or bank letter with the account and routing numbers clearly stated also, completing the below

EFT document

MISSOURI DEPARTMENT OF SOCIAL SERVICES (DSS)
MISSOURI MEDICAID AUDIT AND COMPLIANCE (MMAC)
Electronic Funds Transfer (EFT) Authorization Agreement

SECTION 1 - PROVIDER INFORMATION
LEGAL BUSINESS NAME:

T,
i ]
o 3 iy
3

DOING BUSINESS AS NAME:

PROVIDER EIN: PROVIDER WP

ARE THERE MULTIPLE ENROLLMENTS UNDER THIS EIM OR NPI? A separare form must be submitted for each NPlaxonomy code to be changed.
no[d

YES [J- taxonomy codes effected:

SECTION 2 - PROVIDER CONTACT INFORMATION

CONTACT PERSON NAME:

PHONE NUMBER: | E-MAIL ADDRESS:
SECTION 3 - FINANCIAL INFORMATION

FINANCIAL INSTITUTION NAME:

ROUTING NUMBER: ‘ ACCOUNT NUMBER:

TYPE OF ACCOUNT: [ CHECKING [ SAVINGS
SECTION 4 - SUBMISSION INFORMATION

REASON FOR SUBMISSION:

(] NEW ENROLLMENT - NOT ENROLLED CURRENTLY

(] CHANGE/UPDATE EFT ONLY

[] CHANGE IN QWNERSHIP | STRUCTURE - SUBMIT A PROVIDER UPDATE FORM OR OWNERSHIP REQUEST IN ADDITION TO THIS DOCUMENT

TYPE OF SUPPORTING DOCUMENT BEING SUBMITTED WITH THIS FORM:

[ VOIDED CHECK WITHLEGAL OR DBA NAME, ROUTING AND ACCOUNT NUMBERS PREPRINTED ON T
[ BANK LETTER THAT LISTS LEGAL OR DBA NAME, ROUTING AND ACCOUNT NUMBERS

SECTION 5 - SIGNATURE AND ACKNOWLEDGEMENT

By completing and submitting this form to the Miszouri Medicaid Audit and Compliance Unit (MMAC) for procesging,
I understand:
. Payment will be from Federal and State funds and that any falsification or concealment of material fact may be prosecuted under Federal

and State laws;

» The State of Missouri will initiate credit entries (deposits) and will initiate, if necessary, debit entries (withdrawals) or adjustments for any
credit entries made in error to my account;

+ The State of Missouri may terminate my enrollment in direct deposit if the State is legally obligated to withhold part or all payments for
any reason;

« MMAC may terminate my enrollment if I no longer mest the eligibility requirements;

+ That this document dogs not constitute an amendment or assignment of any nature whatsoever of any confract, purchase order or
obligation that | may have with any agency of the State of Missouri.

DATE:
WRITTEN SIGNATURE OF AUTHORIZED INDIVIDUAL

PRINTED NAME OF 3IGNER: POSITICN HELD WITHIN THE ENTITY NAMED ABOVE:




eMOMED Portal

Use this site for the following:

Add locations

Check claims

Adding and removing Administrators
eMOMED trainings and assistance

Quick Links:
e State of Missouri Website
e DSS Website
 DSS/MHD Website

Revalidations
e  Submitting the revalidation
* Reviewing any rejections or questions

* Uploading additional documents for
revalidation

Any Questions regarding eMOMED call the
help desk (573) 635-3559

ePassport
Home | ePassport

External Links

State of Missouri Web site
Department of Socia! Services
MO HealthNet Division
» Provider Information
» Provider Enroliment Application
» Participant Information

ePassport News =3

0711712018
eMOMED Training and
Assistance Utilities +

03/24/2015
Removing a User's Access to an
NPI

0312412015
Requesting & Accepting NPI
Access

[=][@]  Welcome to ePassport

=)

1 Alerts (1) - Click to hide

HELP CENTER:
Do you need help adding an NPI to your account as a admin or biller? Click the videos below to help you walk through the process:

Adding_an NPI as a Provider Employee

Adding_an NPI as a Provider Admin/Individual Provider Accepting an Access Requesi (for admins)

Do you bill batch and need help coding your file? Click on these helpful links below for help
EDI Companion Guide

HIPAA EDI 5010's Consolidation Guides

Need to setup a Trading Partner Agreement with MoHealthNet? Check out these helpful link below:
NOTE YOU MUST INCLUDE A VALID eMOMED USER ID FOR YOU TO SUBMIT A TRADING PARTNER WITH MOHEALTHNET

Trading Pariner Agreement Form (Balch Users Only)

Completing the Provider Revalidation Application? Check out the videos below.

Provider Revalidation Process

Faxing Supporting Documentation

'We'lcome to éPassport

0 Maintain User Profile
') Update your personal information, such as
‘. your phone numbers or address.

g# Change Password

/ Change your login password.

¢
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