Doula Group New Enrollment Workflow:

The instructions below are specific for a newly enrolling doula group. Should you have any additional
questions regarding the enrollment process, please contact us at:
mdh.providerenrollment@maryland.gov and Call Center Contact Number 1-844-463-7768.

If you have not set up an ePREP account and/or business profile, please see The Getting Started
Document for guidance.

STEP 1: Sign into ePREP and select the Business Profile that you plan on submitting a new enroliment
application. Proceed to the “Applications” tab.
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STEP 3: To generate a new enrollment application, select “I’'m new to Maryland Medicaid and | want

to create a new application” then choose, I’'m a Group or FQHC health care practice” and then select
“Continue”.
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STEP 4: Next select “I’m a Health Care Group” (unless your group is an FQHC) then click “Continue”.
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STEP 5: put your groups NPI in section labeled “1”, then select verify (2), and once your group NPI is
verified select “Continue” (3).
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Oops! The NPl number that was entered is incorrect. Please check to see if the number is correct and select from one of the following
choices 50 we Cen continue.

For more in:u:.El'natim. review the NPPES website: https:/npiregistry.cms.hhs.gov. Once you sre sure about your NP number, press
Continue.
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STEP 6: In the “Provider Type” drop down, choose “doula” and then select “Continue”.
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STEP 7: Now your group new enrollment application has been generated.
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STEP 8: Business Profile:

PwnNe

First, enter your legal business name (Must match your legal business name on your IRS letter)
Select “yes or no” if you have a DBA name, if “yes” please upload your DBA statement.
Choose your entity type from the drop down tab

Enter your business phone number, then select “Continue”
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STEP 9: Business Profile: TIN/EIN:

This section requires you to enter your TIN/EIN number
Upload of your Tax ID document (Please see example below)
A signed and dated W-9 form

SDAT number.

PwNPR

*NOTE- This provider type requires a (SDAT) number. An SDAT number is a 9-digit number issued by the
State of Maryland department of assessment and taxation. Maryland Medicaid requires that all SDAT
numbers to be in GOOD standing with the state. In order to verify your SDAT status, please utilize the
link below: https://egov.maryland.gov/BusinessExpress/EntitySearch
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STEP 10: Contact Person:

Enter first name

Enter last name

Title and position
Business phone number
Contact email address

vk wN e

NOTE: The contact person should be the managing employee of the application. All electronic
notifications regarding application corrections, status updates approvals and denials will be sent to the
email address listed in the correspondence address data field.
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[l susiness Profile

’ &n ContactPerson

First name | |

@  Aooresses

D Logstics
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STEP 11: Service Address: This is the address where services are being rendered. If patients are not
seen at a specific location, the service address should be a headquarters address. Complete the address
fields and answer the two “yes or no” questions below then select “Continue”.
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STEP 12: Pay-to Address: This address is where payments will be sent. Either select the “same as
service address” or complete the address fields then select “Continue”.
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STEP 13: Mailing Address: This is the address where any correspondences will be sent. Either select
the “same as service address” or “the same as pay to address” or complete the address fields then select
“Continue”.
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STEP 14: Logistics: The three images shown below will collect information such as: hours of operation,
ages of patients, languages offered, training etc. Answer the questions accordingly and check that the
information is correct before selecting “continue”. NOTE- The answer to question: Does XXX Group see
fee-for-service (FFS) Medicaid participants? Must be “yes”.

*3+ ePREP PORTAL
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STEP 15: Prof. Licenses & Certificates: Answer the “yes or no” question about providing lab services
and select “Continue”. If “yes” is selected, upload a CLIA License and/or Lab Permit.
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STEP 16: NPI/Taxonomy Certifications: The three images below show the process of selecting and
adding the taxonomy code of your group from the dropdown provided.
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Add Taxonomy Code

374J00000X - Doula
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Package Type Group Billing

Content © Expand All 0 o

NP/ Taxonomy/Specialty Summary

Getting Started

IH]_ Business Information
Grest work! Now let's check the NP1 number you provided snd verified when you created your
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STEP 17: Additional Information: In this section you will be required to upload the completed Doula
Group Addenda

On the Doula Group addenda- Add your NPl and Tax ID

Provider Information

NPI:

Tax ID:

MA Provider Number (if already enrolled in Maryland Medicaid):

And Attest to the follow below:

Please upload this form to the “Additional Information” section under “Practice Information” within the ePREP
(eprep.health.maryland.gov) “Applications” tab, along with any additional applicable supporting docume nts‘fequested
below.

of Liability [Check one]

O Yes, my organization requires adeguate liability insurance for each doula.
J No

Attestation of Fingerprint Criminal Background Check Completion
1 1understand that all doula providers have passed a Fingerprint Criminal Background Check (FCBC).
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https://health.maryland.gov/mmcp/provider/Documents/application-addenda/DL_DoulaGroup_ePREPAddendum_V1.pdf
https://health.maryland.gov/mmcp/provider/Documents/application-addenda/DL_DoulaGroup_ePREPAddendum_V1.pdf

STEP 18: Disclosure Information- Adverse Actions: Complete the “Adverse Actions” section by
answering the questions on this page. When finished, select “Continue”.

B susiness Information ]
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au = clear copy of
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Has 1been termingtea. senisa enrolimant. suspanoea restriczsay | ®
| 2 . Adverse Actions [ ] Agresment or otherwise sanctioned by the Medicsid program in Marylend or in sny other
State, Meaicare. or sny governmentsi or private megical insursnce progrsm?
@ Fines eno Devts (Gov) o
(y— o : :
Has 1ever been convicted of 5 crime relsted to the furnisningof, or Dyt I fic —
" o billingfor, megical care or supplies or which is considered an offense against public
g Qwnership/Contral Inmtarest . i B N
saministration or sgainst punlic hesitn snamorsls in sny State? | e
@ SgieanTenssaons o
am Delegeted Officisls Has 1ever been found lisble for frsud or sbuse imvolving s
government progrem in any civil procesding?
7 signanure o
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B Suomit Application [« ] C ® Mo
o fraud or sbuse involving s governmertt program?
Has 1evar naaneir business or professionsl licenseor cefication | ) vas @ no
suspended, surrendered, or in any way restricted by probstion or sgreements by any
licensing suthority in the state?
I Are there currently any proceedings that oauld result in the sbove-ststed sanctions?

STEP 19: Disclosure Information- Fines and Debts (Gov.)- Select the check box if your group has NO
fines or debts. Please select “add” IF your group has any fine and debts to upload. Once complete,
select “Continue”.
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STEP 20: Disclose any subcontractors you may have. Once complete, select “Continue”.

Prowvider Name 61% Complete 100% Documents
ProviderType Do [ o ] 2 New Message =3
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Awezsoms, Thiz part is even simpler. It's related to any subcontractors you may
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Does have any subcontractar.
or delegasted some of its management fun, s
healthezre services, aquipment, or supplies or wi n the applicant
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supplies, equipment, or services provided under the Maryland Medicaid Program?

=

Getting Started

rﬂ Business Information
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STEP 21: Ownership/Control Interest: List anyone who has direct/indirect ownership or control that
equals 5% or more. Select the “add” button to add new members. When the “add” button is selected, a
pop-up will appear. In the pop-up screen, complete all the required personal information about the new
member. NOTE- To sign and submit this application, the “Contact Person” must be listed in this section.
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B8] Business Information
In this section. s complete disclosure of ownership and financisl interest is required. Please aod at
least onz owner or those parties who have control interest in your Group. Keep in mind thst you

o O canshare any record with anather user, makingit essy to complets your application.
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List any Individuals or Entities who heve 53 or more (direct or indirect) Ownership. control interest. or partnership interest in

B erecice Information

o000
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Al board members, officers, directars, agents, and managing employees must ba diselesed in this section.

A Agverse Acons
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@ significent Transections

OO0 OCe® 0@ O © 0 O

i Delezsien Offioss:
- CeleeEE . Type Name Ownership/Control Interest Status Actions x

Mo Ownership Control Interest listed
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STEP 22: Ownership/Control Interest: Once “add” is selected check either Entity or Individual and
complete the required information. Once complete hit “add”.

Add Ownership/Control Interest

(@) Emticy §(C0 Individuwsl
|5 this Entity 8 corporastion?

) Yes () Mo

Required value
T ‘

Required \-slue

Add Ownership/Control Interest >

O Eruy p
First name “
LEsouires vals

Middle name

Last name

Q.

B3 |
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STEP 23: Ownership/Control Interest: Once the pop-up is completed and added, ePREP will request
information about the individual/entity such as: residential address, SSN, date of birth, NPI, EIN/TIN,
service address. Once complete, select “Continue”.

9 View Address

Y suscentracwors ®
Street | |
’ agiis Ownership/Control Interest [
Ste / Apt.# |=;'5-': |
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B Submit Application ]
Social Security Number | - | h
National Provider |dentification TR b
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Date of birth | - | - | h
Age
Does currently participate or has ever participated as a provider in O ves O3

the Maryland Medicaid program or in ancther states’ Medicaid program? -

Reguired velue




STEP 24: Ownership/Control Interest: Select how the individual or entity is affiliated with your group,
fill out the required information if applicable, then select “Continue”.
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B Submit Application 0
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STEP 25: Ownership/Control Interest: Answer the “yes or no” questions on the next two pages and
then select “Continue” once complete:
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@ Ssignificant Transsctions O Required vslue
o Delegated Officials o] 22
AP® Renoering Proviger Affilistions o] . . i
Does. + have any family relations with any cwner(s) of Ve e
Inc. subcontractora? =
P —— (o] Required value
B Supmit Application o



STEP 26: Significant Transactions: This answer should be “yes”. When finished select “Continue”.

Content © Expand All C O

Significant Transactions Summary

@ fo) O Cpleasa carefully resd this question and answer socomingy.)

1, agree that upon request by the Secretary of the Maryland
Department of Health, or the Maryland Department of Heahh, full and complete
infarmation will be supplied within 35 days of the date of request, concerning:

Getting Sterted

r Business Informstion

s

® Yes O MNo

a Practice Information

Oo000CPe

‘aM Disclosure Information

A The gwnership of any su tractor with which the Title XIX Provider has had, during
the previous 12 months, business transactions in an aggregate amount in excess of
$25,000.00 and
B. Any significant business transactions, occurring during the 5 year period ending on
the date of such request. [FSIMBEN the provider and any wholly-owned supplier or
subcontractor.

/& Agverse Actions
@ Fines ano Des (Gow)

IE Subcontractors

;ﬁ'- Ownership/Control Interest

> & Significant Transactions

OO0 @0 @ O @ o O

: Delegated Officlsl:

o]

W Rendering Provider Affilistions

STEP 27: Delegated Officials: Please list any associated delegated officials in this section of the
application by selecting the ‘Add’ option. Should your organization choose not to disclose any delegated
officials at this time, please select the check box then select “Continue”.

©

Content © Expand All O O

Delegated Officlals Summary

Getting Started

rﬂ-l_ Business Informstion
Here's wnere you can designate sll Delegatea Officials for your health care business.

A Delegatea Official is either 1) 2n ingividual with ownership/control interest or 2) s W-2 employes
a Practice Information [not & contractor] to whom you wish to give authorization to sign Affiliste spplications on behalf of

your Group or Organizstion.

0000

a Disclosure Infarmation Agding s Delegeted Officisl is optional. If you choose not to sdd one, that mesns only:E\:vur

Group,Organizstion's authorized individusls may sign Affiliate spplications.

@OO

/! Agverze Arvons

@ Fines ano Dets (Gov)

E Subcontractors

:ﬁ'n Crwnership/Control Interest

does not want to report any Delegated Officials at this time.

& Significent Tranzections

O ® @ ® @ @ & o o

’ & Delegated Officials

o

W Rendering Provider Affilistions

o

,p" Signature

B Submit Application (¢ ]



STEP 28: Rendering Provider Affiliations: A doula group is required to add an individual doula who
renders services for the group. To do this, select “Add Affiliation”

Provider Mame B3% Complete 100% Documents

provderTipe Dol C o ml o = =
. . ﬁ Application ID

Creation Date  11/20/2023

Package Type  Group Billing

Content ) Expand All O O @
Rendering Provider Affillations Summal °
Getting Sterted .
rﬂ_-l_ Business Informstion . ~ . . R _— . g -
Flease disclose each Rendering provider affiliation by selecting () Add Affiliation . (atlezstoneis
I @ required).
a Prectice Information . ' If an indivi is disclosed in the Ov hip/Cantrol Interest sub-form and renders services at this location, @
‘ they must also be added as a Rendering provider. Q
:ﬂ Drisclosure Information .
@ Add Affillation
W Rendering Provider Affilistions o
Affiliation list
’ !@ Rendering Provider Affillations o] x
App ID App Status Provider Name Provider Type NEI Status Actions
Nao sffiliations listed
# Siznarur o
& Signature
B Submit Application (¢ ]

STEP 29: Rendering Provider Affiliations: Put the NPI of the rendering provider in the required field
and then select “verify”.

Create Affiliation Application

! © > Enter the provider's MPI you would like to V™ affiliate with:

Mational Provider m
Identification (NP1}

Reguired velus




STEP 30: Once “Verify” is selected, double check the pop-up information is correct then select,
“Create Affiliation”

) = =
ldendifhic ation (NP
Your Provider Information

Accourst 1D

NPl

Provider Type Doula

Application Type Rendering Simplified (Rendering-5)
Lic. Srate MMaryland

Your Group Practice Information

i
- B NP1
E Group App 1D
= Provider Type: Dol
Ype: ula
| e
— "o

|

STEP 31: Render-S application- A rendering-S application will generate to create an affiliation between
your group and your rendering doula provider. Select “Sign and send to provider” and then “Submit”

Pravider Msme 17% Complete 100% Documents
P on B ——
. Asplication 1D
o Crestion Date  11/21/2023

Package Type  Rengerinz&

Group and Provider infa © Expand AR . @
Affillation Summary Q
IH Business Information [ ] %
’ E‘ Adfiliation Surmmary ] - i f it 3
g . ’ Listed below i your affiliation between f there are additional services locations associated G
f @ youcan @ select those for 0 &ls0 provide senvices.
#* GroupSignature (o] \ " Q
# Provider Signemre : i
il dorhe Group Informaticn Provider Informaticn
P Submit Application Q
NP1
Group App ID: [ E. ] Doula

11/20/2023 |

Provider Type: Doula C
Enrcliment date: 11/21/2023

2

Primary Service Location
| | ?o




Last Step!
You can sign by entering the last four digite of your 35N and checking
the electronic signature sgreement.

[

Enter the Last Four Digits of your 55N a

I :, agrea that my electronic sighature is o
attributable as defined in Commercial Law Article § 21-208.

STEP 32: Affiliation- Once affiliation is complete, select “Continue”

Actions

Contant € Expand All . .
GettingS J . Rendering Provider Affillations Su'nmarr
etting >tartes
H Business Information [ ]
Up tothis point you have completed the R ing Prowi \Miliations Sub-F Let's review sgaln the provided
iy 0 O Information.
a Practice Informstion [ ] .‘
u Disclosure Information L ] . . o %
[E1Summary: Rendering Provider Affiliations
48» Rendering Provider Affillstions [ ]
} RS RenderingProvider Aflitions ® & Rendering Provider Affiliations
g* Signature Q
P> Submit Application Qo
AppID App Status Provider Mame Provider Type MNPl Status
In Progress Douls

0000



STEP 33: Signature: First, read the Maryland Medicaid Provider Agreement, then select the check
boxes and “Continue”.

4" Signature (o]
Plezse note that In order to continus with the e-Signatyre proosss, you must read the Provider Agresment. -4
[ 2 [ Esmsturs O | |MerpsndMedicald Provider Azreement | ﬁ
P Submit Application % 0
' hawe read, unoerstood, and sgree with the termes of the Maryland Medicsld Provider Agresment.
=]
.| oeclare that | heve legel suthorizetion to s1gn this applicetion for end on behalf of
=
hawe reviewed my application end belleve sl Information and sttechrments are correct 1o the best of my knowletge.
=
oeclare under penelty of perjury under the laws of Menyand that the foregping Information and the informaticnon all
Mitchments IS trus, accurste end compbete, to the best of my knowledge and belief, and that | am suthorized to sign this spplication pursuant
o State Regulstions.
=]

STEP 36: Signature: Select the check box, enter the required personal information, and then select
“Continue”.

‘&M Disclozure Infarmetion If you nzed nelpwiththis section, plazse wetch tis In-Context Tutorial shout -signinga Rendering applicetion. {8

#* RenderingSignature [« ] k
=gresthat my electronic signature ks ettributable 2= defined In Commerzial Law Article § 21-208.

’ B E-Signaturs o #
P Submit Application o SSM (last 4 dligits) a
ear of birth IR a
Required value
Email address a
Password
Reguired value




STEP 37: submit Application Checklist: Double check the information on this page is correct and then
select “Continue”.

Contant © Expand All . . @
Documant Attschmant Application
J— ° Sesumen et o )
B Bustness Informetion L ]
Excedlent {0} This Thiz Iz your final decument review:
All legible documents listed below must e sttached to this spplicstion before submitting
a Practice Information . iy o The Action NS C2N DEWs20 10 Manage and preview your Jocuments. Q
3 Disclosure Information L ]
Diocument Formy/SubFormySaction Mandstory  Atrached Arnons
4§» RenderingProvider Affillstions L ]
TINEIN Business Information/Business Profile/ TINGDAT &Business Licen  Yes O @
# Signature L ] . .
& W-% Form Business Information/Business Profile/ TIN/SDAT &Business Licen  Yes s o
B Submit Application [« ] Addenda’Supporting Document Practice Information‘Additional Information/Addenda/Supporting Yes O n
Documents
4 [ Checkliz L

|
5

NPl Taxononmmy Spacisity

81 Acarmonal 100 -
Informaticn

Ce

100 -

] Aaverse Actions 100 P

[ Contract/Program b -

Actans

-

100 &

[ Fines and Debts ”~

RenderingSignsture 100 P

] E-Signamurs 200 &

[ Dectarstions -

[ E-Signature ra

Subrit Appiication *x so -

€] Creciaist 100 -

£F] Supmiz x o Ed

[T —— *x -

STEP 38: submit Application: When ready, select “Submit Application” to complete the application
process.

Content © Expand All O
Submit Application

Getting Started

& Profile Infiormation
Dina Doula! Now your application |s resdy to be submitted for spproval. Rememiber thet once you submit

you can't make any changes ot
iy fo) o Thiank you for glvingme swch Imgertant Information and for letting me guilde you slongyour journey.

e 5

Provider Agrsement

o000

=] BusinessInformation

B Precucelinformstion

- Phezse rewlew sll forme, sun-formes, end sectiens to ensure that all the required fields and docwments are sttached. Go to the Checklist sub-form to double check.
‘a% Disclosure Information

4" RenderingSignature
» Show common mistakes that cause application deficiencies

B Submit Apglication

O Creccis
p o Submit

cOe @ o o & o o




