Doula Individual New Enrollment Workflow:

The instructions below are specific for a newly enrolling Individual solo practitioner Doula. 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.

STEP 1: Sign into ePREP and select the Business Profile that you plan on submitting a new enroliment
application. Proceed to the “Applications” tab.

MMy Home Accounts iy Tools - Help

t} q_mkurmlpm on ePREP to sssist you on the path to become & Maryland Medicsid provider. )

My Home Applications Accounts My Tools = Help

B My Applications B

@ fo] o Listed balow are your in-progress or submitted applications for your Marylana Medicaid sceou n:;.) \ ‘

|
Total Apps 0 .o Return to
z In Progress 0 Pu| [ Resubmitted 0 Approved 0 Denied 0
) & Provider D - © # ®
2 Applications Dashboard
- Filter by - - - Please select a filter - ﬂ Search n
Applicstion ID Status MName Type NPl Application Complete Last Update Owmner

There are no applications to display


mailto:mdh.providerenrollment@maryland.gov

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 an Individual healthcare practitioner” and then select
“Continue”.

Hello.

Pleaze answer this simple questionnaire to help me to determine the correct type of application for you
If you need help with any of these options, you can watch the Questionnaire in-context tutorial.

@ o O Let's gt started!
e

)

'menrolled in Marylend Medicaid, snd | want to create an application

L1
B  I'menrolled in Marylend Medicsic, snd 1w
=

vBnt to sffiliste with enother provider i

ﬂ I'm new to Maryland Medicsid. snd | want to creste s new spplication

e WWTIEL RITRT O DT CWIOET BT E yOuT

. —
& @ I'm an Individual heslth care prectitionsr |
~ ea@
O i

'm a Group or FQHC health care practice H

- 'm & Facility. Clinic. Haalth Care Organization or

siver Provider. i

o &

want to make changes to my account

Once you have made your choice, select Continue.

STEP 4: Next select “I’'m a Solo Practitioner” and then select “Continue”.

@ fe] O (Gneat! Mow select which business structure best fits you 85 8 nealth care Individus :r-:wlna'.)
=

1® I'maSolo Practitioner

= ['llbeusingrmy Type 1 NP1 {indpqgual)
= | provide and suberit Marylana Medicald cleims for medicsl services st the locstion disclosed in my application

= I'mthe only medicsl professionel wha provides services 5t the disclosed service locstion to Maryland Medicald participants

= My practice and | are legelly one and the same. | am personally responsibke for el of its obligetions

12} I'ma Rendering Provider

2 I'man Ordering/Referring Prescribing {(ORP) provider

Oince you have made your cholos, select Continue




STEP 5: Enter the providers NPI, select verify, and then hit “Continue”.

Start Application Business Structure

50

@ Oiay, you have chosen Rendering Provider for your applicstion. Please enter your Type 1 Mational Provider Identifier (MPI) thet you

want to use for this spplication. and select Verify.

National Provider Identifier (NP1) |

Please select Verify inorderto wntin%

@) | just received my NP within the last few manths. and I'd like to continue with the applicstion process.

(O I've had my MPI fior 8 while, end ['ve been using it actively.

For more information about MPIs, please se= the NPPES website.

Winen you have entersd end warified your NP, selec: Continue.

Provider Type

STEP 6: Choose “Doula” from the provider type drop down, and then select “Continue”.

My Home Applications Accounts My Tools~ Help

O

Start Application Business Structure

NP1

@ Nowy, choces one of the following options and specify your provider G}e from the drop-down list. Then select Continue when you're
0 o finizhad.

Select your Rendering provider type

| Doula ~

Provider Type




STEP 7: personal Information: Now your application has been generated. Please enter the application
information in the required fields: First name, Last name, Gender, Date of Birth, Email address, and
answer the “yes or no” question. Then select “Continue”.

& Profile Information o
fo) O (Plesse:alseafef.\'ml"mesjuﬁll out some personal Information to continue with your appl Itetbn)
b & Individual Profile o ." Q
Prefix | <Salect s Prefic:. v| Q
Iﬁl Business Information o
First name | |
ﬂ Practice Information o
Middle name
K" Disclosure Information o %
Last name [ |
4" Rendering Signsture o
Suffix <Select s Suffies v
Submitt: Application [« ]
L Professional tithe | < Select & Professiansl Tiles - |
Gerndes Famsle v |
Date of birth | P | - |
Age
Email address | %8 e
Has the individual comgleted cultural competence training? ® Y= O No

B

m Cantinve *

STEP 8: Identification: Enter your social security number and answer the “yes or no” question. The
select “Continue”.

Content © Expand All )
O O O
Personal Information Identification Summat
N ° Idantificetion al

s

=, Profile Informstion (&)
o O (Ple!se provide mewith your Identification so | can make sure |'mverlfyingthe right psrscn.)

P2 ividual rofie o .
.. a8
Required valus

00000

Social Security Number

=] BustnessInformation o] ———
a Fractice Informetion o Do you go by any other names (alias) besides the one you included in the Personal Information sub- = & No
form? (Enter all that apply) . L
i" Disclosure Information O B
o

P Submit Application



STEP 9: Business Information: Fill in the following information:

1. This section requires you to enter your TIN/EIN number OR your SSN

2. If applicable, upload of your Tax ID document (Please see example below)
3. Asigned and dated W-9 form

4. SDAT number

5. Ifapplicable, if you have a DBA name, upload a DBA Statement

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

4 [ Businezs Profile (o] -
\zzce use my Soclsl Szourtty Number (SEN] since | don't heve 8 Federal Tex Identsfication Number
Z Comemferon o e
@ Acdresses o -

B vosistes

S50

P — SN | l |
4 Disclosure Information o
‘W-% Form
A Signature o =
P Submit Application [« ] ..
a
State Department of Assessment and MiA
Taxation (SDAT) number
Does your business use a registered Doing Business As (DBA) name? O e @ No
Business mumber ]

Date of this notice:

Employer Ldentification Mumber:

Form: SS-4
Musber of this motice: |

S— For assistance you may call us at:
TOWS0M, MO 21286 1-806-829-4933

IF YOU WSUTE, AVIACH THE
STUE Al THE EMD OF TMIS NOTLCE.

[

W ASSIGHED YOU AN EMPLOVER LDENTIFDCATION MUMBES

Thank for appl for an uglmr mmnnaum Mumber (EIM). e nngm.s wou
BN E2 - A6 u :h-; u n'l‘ l r you,. business accounts, tax returns,
. (Thesd keep this notice in your

records .

when filing tax document payments, and related correspondence, it is very isportant
that ,oum'-ru unar-am-oiet name and address ex-'s‘l a% shown abowe . M! wariation
may delay i in . Br ewen
more

above, please make the correction wsing the attached tear off stub and return it to us.

the information received from you or your regresentative. you must file
the tullmnn form{s) by the ealpls) Shown .
Form 941 BLALZEL9
Form 968 L2019
Lf you howe questions sbout the form(s) or the due datel{s) shown, you can call us at
the phone number or wTite TO S Bt The ress shown at the top of this motiee. 1f
need belp in mer-:n:raayuur annual accounting period (tax year), see Publication
Accounting Periods and
- .s.um Y"' a tax clazsification based on information obtained from you or your
aty iz not a Im\ dlrn-r-uulu-s of your tax :l-vuu‘w-ﬂmn. and iz not

b ned on l T YOU_ 1l determination of your tax classification. you may
i unanr la—n-r ruling l'ru- The Lt under the gn:nlm-ﬂ in Revenue Procedure
zs'e_‘-a 1. I. ‘ 1 (or %-.permang Iﬁum Prm&f ) the year at issue). MNote:

alntacaa:m:oﬂeezumm ili
Classification t{ Form 8832 and mstmb; 'gr aﬂaﬁ'“anal m}afunen
1f you are required to it for esployment taxes (Forms S41. D43, G40, 944, 945,
CI 1. or 18M2), excise tawes ( 2B}, or income taves (Form 1128). ym mli receive a
Lcome: shortly. which includes instructions for making your i
'I.e(lmlc_nllv through the Electronic Federal lax Payment Syst_ (EF 1S A Personal
tification Number (PIN) for EFIFS will also be sent to you under separate cower.


https://egov.maryland.gov/BusinessExpress/EntitySearch

STEP 10: Contact Person:

Enter first name

Enter Last name

Title and position
Business phone number
Contact email address

e 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.

Content © Expand All O O

Contact Person Information Summary

Getting Started ]
[E5] Business information [«
Wine should | centact if | heve questions sbout your spplicsticn?
i o O Please choose s contact perscn who will be svsilable during re
[l susiness Brofile L]
’ am Contact Person o %
First name |
@ Acaresses o
Last name
B tess= o |
Title/Position |
Practice Information o
Business number |
‘5 Disclosure Information o
Extension
&P®. Renoering Proviaer Affilistions o
Fax Number
A% Signaturs (o]
Correspondence email address [

B Submit Application
i

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”.

P . T\w ou Femember that a PO, Dox cannot De Used a5 & service agaress. 2
& Contact Person
4 @ Addresses o]
.View Agaress
B womsus o] Street | | 88
B erectice iormazion O  sw/ans [saeraen |
; a | |
3 Disclosure Informatien o 5
Statm/Province | Maryisng, MD v |
AR® Renoering Proviger Affilistions (o]
Coumsty | Baltimare City |
& signature o
ZIP Code/Postal Code | |
B Suomit Application e ]

| |z this service location ADA (American Disabilities Act) accessible?

| Does this service location heve TTY capability?
m




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”.

Content © Expand All ' e Q
@ O O Q
Service Address Pay to Address Malling Address Summary
Getting Stertea o
ra-l_ Business Information 0
i fo] o Pleazs let me know The BO0ress wWiere you Want to recsive payments.
I-F‘.I Buzinass Profile [ ] . @
a Contact Persan L ¥4 Same as Service adoress 28 Q
3 [«
’ 0 Addresses ¥ Vizw Address
Street
D Logistics O % | |
Ste./ Apt.# |5_'-_5 Apt |
Practice Information O
- Chy | Baltimare |
‘¥ Disclosure Information o
State/Province | Maryland, MD v |
W Rendering Provider Affilistions o]
County | Ealtimore City |
,p" Signature O
ZIP Code/Postal Code | |
B Submit Application O

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”.

Content © Expand All . . O o 9

Service Address Pay to Address Mailing Address Summary
Getting Started .
IEI_ Business Information 0'
@ Last step! Add a mailing sdaress where you want receive official Marylana Medicaid
i O COMMEspondence.
I'Fil Business Profile [ ] ' 0 @
; Contact Person . Q
W Same as Servics sddress
’ Q Addresses o %
D Logistics O Same as pey to address.
¥ Visw Address
Prectice Information 0 Street | |
:ﬂ Disclosure Information o Ste /Apt.# Suite/Ap |
? Rendering Provider Affilistions o] Cliy | Baltimore |
,9" o— 0 State/Province | Maryland, MD v |
County | |
B Submit Application 0'

ZIP Code/Postal Code | |




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”. When finished select “Continue”. NOTE- The answer
to question: Does XXX Group see fee-for-service (FFS) Medicaid participants? Must be “yes”.

3+ ePREP PORTAL

Content © Expand All > e ) @
Practice Operations Summar: e
GermngSrarea ™ e e L/
=] Bustosss information [« ]
Nou for some mors Information s0oUT your Busines:.
. * & oD | Plesse snswartnass quastions 50 | cenlesm mors sboutysur spersuens Q
. e}
° Vinat are the business hours for this service location?
P B tomees (4] | s
B Frecucs informencn >
Monasy
2 Disclosure Informsnion @ @
& Signature o Tussday
Weanesasy
Trursasy
Fricsy
Semuoay From
Sunday Fram
B Frectics Information o
Has the staff of [ . completed cultural competence training?
‘S Disclosurs Information o
&P® Renoering Provicer Affilistions o
s accepting new patients?
&% Signature o
B Submit Application @ What is the age range of the patients that will be treated at this service location?
Vunat is
tresteds
Does sea fae-for-service (FFS) Medicaid participants? & vee
O No, I only accept Healn
managsd care
Does arovide language services te their patients. other than English
at this lecation?
Language Services Offered
[ spanish
O Portuguese
O ializn
Language Services Offerea
=]
=]
o
-
o >3
-
=]
o Lan
=] R
o usg=
o
-
-
-
o
=
-
=]




STEP 15: Individual Licenses & Certifications: Doula are required to upload proof of certification from
the approved certifying bodies (please see doula addenda-individual for list).

1. Enter the license number listed on the certification. If there is no certification number please

enter 0.

vk wnN

Upload a copy of doula certification.

Select the State

Select the issue date that is listed on the certification.
Select the expiration date listed on the certification, if this is a non-expiring certification, please

select an expiration date of 5 years or more.
6. For the last question, if you are required to upload 2 or more certification (based on the

addenda requirements), please select “yes” and upload the 2" certification. If only 1

certification is required for upload, this question will be “no”.

= o _—
- Individual Licenses & Certifications Summary Q
Getting Started ® -
o Profilelnformation [ ]
Here you can attach your professional licenses and certificates. E
Ezart by uploading the professional license ) that permits you to provide hasith care services.
B Businessinformation [ ] B
o o Mske sure you provide clear copies "&l somy enslysts can read them.
" =
B Prectice informetion (o] .'
Please disclose your professional license or certificate number. E?!‘
P liceraes & Cersifestions O
- State health care license number 0 |
& NI Tesnany Soecieity o
Healeh Care State License
& Acsitionsl Informatian o] L\\)
195LLEVK Lice... E
r“l Disclosure Informstion o
Your license was not found. @
4" RenderingSignature o] Bart doMtworry, Instead you may enter your information manually E,he lew. 'ZD
B> Supmit Apglication ] lssuance State/Province | Mearylare, MD v |
lssuance date |11 012023 | - |
Expiration date |11 012033 | - | 38

Is Dina Doula raquired to
appropriate board or autho

we copies of other specialized Licenses or Certifications from the

=

-I


https://health.maryland.gov/mmcp/provider/Documents/application-addenda/DL_DoulaIndividual_ePREPAddendum_V3.pdf

STEP 16: NPI/Taxonomy/Specialty: Select “add” and a pop-up will appear to select your taxonomy
code. Choose the taxonomy code, type, and then select “add”. Lastly, once the taxonomy code is
successfully added to the application, select “Continue”.

ProviderType Doute T

[ ] Appiication 1D
Pl ) GrestionDate 117202023

Packaps Type  AansesinzMe A5 fetian

Coneent © Expand All C o
@_ NPl Taxonomy/Speciaity Summary
Getuing Startea

Mo taxonomy code Ested

& Rendering Signsture

& Profile Information L J
Grest work! Mow let's check the NP1 number you orovided snd verlfied when you crested your sppllcation. Then enter
your texonomies.
[l susioess information [ ] & OO Dot forgst 1o heve resdy & Brimary Tomonemy Code.
Bl Prectce infarmasion L ]
MNationsl Provider laentificstion {NPI)
) Ueenses Sersifcations L ] Assaciated Taonomy Codes
» &, NPlTaxananmySeesiaty o e
& Acditionsl Information o
Gy Disclosure Informenian o Deseription Taxonemy Code Type Actions x

=

P SubmitApgpiication

Add Taxonomy Code

Tasonormy code | 374J00000X - Douls .
Type Iri- Brimary [ Secondery I

Praovider Neme 38% Complete 100% Documents

prctie. Do T T =
. Application 1D
oI CrestionDate  11/20/2023

Package Type  Rendering Mo Affilistian

Coment © Expand All G 0
NPI/Taxonomy/Specialty Summary

Getting Started

[

Grest work! Mow let's check the NP1 number you provided end vertfied when you crested your spplicstion. Then erter
your taxonomies.
o (O \ Dontforget tonsvereay aPrimary Tavsnomy Code.
A

um

Naticnal Provider ldentification {NPI)

; Profile Information

B Businessinformation

O000Ce

B Precuceinformeson

) Uotnses &Certeations Assaciated Tasonomy Codes

’ B NPl Taanann/Spaciatty —

cec e @ e o o

5 Acditionsl Informetian
-

o

E‘ Disclosure Information Description Taxonomy Code Type Actions

Doula 374J00000K Primary A W |8

o}
[

& RenderingSignature

Submit Application o
—— =

00000



STEP 17: additional Information: In this section you will be required to upload the completed Doula

Addenda-Individual. Select “add”, then upload the completed addenda. Lastly, select “Continue”.
Requirements for the addenda: NPI, SSN, select your doula certification, answer the “yes or no”
attestation question, and lastly check the box of the fingerprint attestation.

Content © Expand All O o Q
. Addenda/Supporting Documents Summary Q
Getting Startea
=] Business information [ ]
The provider type Douls requires acdenda and supportingdocuments to be attached to this
¥ 5O smmen
B ereciceinformarion o o @
Prof. Licensas &Certificates . ;
P Prof Licenses &Certificate p qui for the Addenda/Supporting documents that are
lected

&4 NPl TeonomySseciity [ ] ==
4 & Addrtonsl Information o
%M Disclosure Information o Selec] Addenda/Supporting Docments tlselect the required sdoencs snd supportinggocuments. Once you have oo requirea
48® Rencering Provicer Affilistions o]
P —— (o] Addenda/Supporting Document Name Documents Actions x

There is no addends

B Submit Application 0

If you hawe questions, please contact the Provider Enrolliment Helpline at 1-844-3MD-PROV [1-84.
mMonday — Friday from 9am — Spm.

All providers are required 1o use the electronic Provider Revalidation and Enrollment Portal, or ePREP
{eprep.health.maryland.gov) for enroliment, information updates, provider affiliations and revalidation:

Please fill out the information below and upload the completed addendum to the “Additional Informati
“Practice Information™ within the ePREP (gprep . bealth maryland.gov) “Applications” tab, along with amy
documents requested within the addendum.

Pr 1 o fior n

Pl

55N

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

DoulE BT [CReckThe TREIAE S0re TRt you Rave every
certification listed for that arganization. Examples of certificates are below.]

O Ancient Song Doula Services
*  Full Spectrum Labor & Postpartum Certification
2 Childbirth International (CB1)
®  Birth Doula AND Doula &

J  The Childbirth and Postpartum Professienal Assoclation (CAPPA):

*  Certified Labor Doula AND Certified Postpartum Doula AND Certified Community Lactation Educater Certification
1 Doulas of North America (DONA) k

*  Birth Doula € AND Doula &

) Doula Trainings Intemational

*  Full Spectrum Doula Certification QR
*  Birth Doula Certification AND Postpartum Doula Certification

0 Black Doula Training, formerly the International Black Doula Institute (1BDI)

*  Pregnancy & Childbirth Doula Certification AND & Newborn C AND Lac
Certificate of Completion
Qa Childhirth (ICEA)
*  Birth Doula C aND Doula ¢

O Mamatoto Village
*  Community Birth Worker Certification
O Maternitywise:
*  Labor Doula Certification AND Postpartum Doula Certification

Attestation of Liability Insurance [Check one]
O Yes, | have adequate liability insurance.

O Ne.


https://health.maryland.gov/mmcp/provider/Documents/application-addenda/DL_DoulaIndividual_ePREPAddendum_V3.pdf
https://health.maryland.gov/mmcp/provider/Documents/application-addenda/DL_DoulaIndividual_ePREPAddendum_V3.pdf

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

Now plesse provide information sbiout any sdverse actions ss specihcslly sskedin the following
au = clear copy of
 Informaticn (] >~ 0 O\ Trisiormstionmustoe sccurste, rue st of your kncwieags and velief
‘aM Disclosure Information ]
Has 1beentermingseq. oeniea enrollment. suspenoed, restrictea by
| 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 ]
IBY susosnractors o
Has —
" o billingfor, medical care or suppies or which isc ‘
g Qwnership/Contral Inmtarest . i B N
saministration or sgainst punlic hesitn snamorsls in sny State? | e
@ SgieanTenssaons o E
am Delegeted Officisls o Has 1ever been found lisble for frsud or sbuse imvolving s

governmert progremin sny civil procesding?

7 signanure

@ O

Hes nered into 8 settlement to resolve s proceedingrelated

Sutmit Agplication
opl o fraud or sbuse inmvolvin nment program?

r professionsl license or cerntification

+2ver naa heir buzin

suspended, surrendered, or in ny Wey restricted by probation or sgreements by sny

licensingsuthority in'the state?

I Are there currently any proceedings thet could result in the above-sisted sanctions?

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

ProvierType Do ] iew Messee
. . i Application 1D

%“ Creation Date  11/20/2023

Package Type Group Biling

Content oExpand All C O

Fines and Debts (Gov) Summary

s

Ifyou neve sny fines or debts to sny organizstion relsted to Medicare, Medicsid or any other
i o O fedaral or sete haelth cars programs, please lat me know of your payment arrengements.

| H_'\is buziness has no current Stete or Federal government Fines/|

Getting Started

r Business Information

a Prectice Informaticn

C0C000

‘aM Disclosure Information

A Aoverss Actions

’ @ Fines and Debts (Gov.)

ID Subcontractors

:ﬁn Ownership/Control Interest

Type Agency Name Amount Date Issued Date to be Paid-in-full Documents Actions x

Ma Fines/Debts listed
@ Significent Transsctions

O OO0 OO e @ o o

; Delegatad Officisls

==

o]

w Rendering Provider Affilistions




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
. . i Application D

Crestion Date 11/20/2023

Package Type Group Billing

Content © Expand All O O

Subcontractors Summary

s

Awezsoms, Thiz part is even simpler. It's related to any subcontractors you may
i 0 O or may not have.

Does have any subcontractar.
or delegasted some of its management fun, s
healthezre services, aquipment, or supplies or wi n the applicant

a contract, agreement, purchase ordes, lease, or leases of real property. to obtain space
supplies, equipment, or services provided under the Maryland Medicaid Program?

=

Getting Started

rﬂ Business Information
a Practice Information

C000ePe

‘aM Disclosure Information

A Amverss Artions

@ Fines and Debts (Gov)

’ ID Subcontractors

:ﬁ’n Cwnership/Cantrol Interest

OO0 O0Ce®@ e @ © o o

@ Significent Transections

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 select 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.

Content © Expand All C O

Ownership/Control Interest Summary

Cetting Started

rE-I_ Business Information

In thiz section. s complete disclosure of ovwmership ana financial interest is requirea. Please scd et
least one owner or those parties who heve conrol interest in your Group. Keep inmind that you

fo) O can share any record with angther user, makingit essy to complete your spplication.
=

ww s

List any Individusls or Entitiss whe heve 53 or more (direct or indirect) Ownership, control interest. or partnership interest in

a Prectice Information

000ee

'3} Disclosure Information

_A paverse Actions All board members, officers, directors, agents, and managing employees must be disclosed in this section.

@ _ o ) Ingirect entity owners do not need to disclose board members, officers. or directars if those individuals' only relationship with the spplicant is
@ Fines =nd Dabs (Gov)

Y suncontractars

4 S8 Cwnership/Cantrol Interest

through the indirect owner.

@ Significent Transactions

OO0 0O @@ 0 O @ O

am Delagated Officiais
am DEleEEdUme Type Name Ownership/Control Interest Status Actions x

Mo Ownership Control Interest listed.

AP® Rendering Provider Affilistions

o 0

A signature



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

I::. et

Required value
e u

|5 this Entity & corporstion?

Requireﬂ[\-glue

) Enticy @ Individus]

Add Ownership/Control Interest >

First name

Middle name

Last marme

Beouiced walye

Ll |

B3 —]

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”.

Y subcontractars

) &% Ownership/Control Interest
@ Significent Transactions

& Delegated Officials

AP Rendering Provider Affilistions

A% Siznature

B Submit Application

O0O@ e

@ 0 O

¥ View Address
Street

Ste./Apt.#

City

State/Province

| Maryland, MD

~]

T
e
A
> S
< —
A
f—

Coty | Ealtimore
ZIP Code/Postal Code |
Social Security Number | -
Mational Provider Identification " N
(NPI)
Please explain ‘ NA ‘
Ot ot irth | s[o]= of—
Age
Dices currently participate or has ever participated 2= a provider in .

the Maryland Medicaid program or in another states’ Medicaid program? =

) Yes O Mo

Reguired value




STEP 24: Ownership/Control Interest: Select how the individual or entity is affiliated with you, fill out
the required information if applicable, then select “Continue”.

Nl === L e Plesse select one or more of the options that apply to a

||: 5% or more Ownership Interest | @
|
Check i

% = | spplican
[ Menaging Empl

O Agert

Practice Information

‘& Disclosure Information

A Aaverss Arions
@ Fines end Debs (Gov)
ID Subcontractors

’ :ﬁ’n Onwnership/Control Interest

& Significent Transections

O 0O c e o @ @ O

; Delegated Officisls

o]

W Rendering Provider Affilistions

,p" Signature

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:

o]

Content E: ind All QS r @
o o °® ® O O >
_ ® Individual Information Crwnership/Control Assoclations Adverse Actlons Summary Q
Getting Started Interest -
&3] Business information ® Associations/Family relations with subcontractors and owners of subcontractors e
Practice Information L ] Ownership of 5% or more on any subcontractor @
I
Does . have awnership with any of | aubcontractars -
‘&M Disclosure Information o disclosed in this application? O Yes O No
Required value
A Agverse Actions L J
& Fineszno Deot (Gov) L
|D o ——— [ Family Relations with subcontractor or subcontractor's owner(s)
P 223 ownershipiContrl intsrest o Does have family relstions with any of TETETRT
ubcontractors disclosed in this applicati J Yes U
@ Ssignificant Transsctions o Required vslue
o Delegated Officials o] 23
A3® Renoering Proviger Affilistions o] . . i
Does + have any family relations with any cwner(s) of SRR
Inc. subcontractara? =
P —— (] Requirsn velus
B Supmit Application o



STEP 26: Significant Transactions: This answer should be “yes”. Double check that the information is
correct and make any changes necessary. When finished select “Continue”.

Content

Getting Started
rﬂ-l_ Business Information
a Practice Informaticn

‘aM Disclosure Information

A maverse Actions

@ Fines and Diebts (Gow)

E Subcontractors

:ﬁ’n Ownership/Cantral Interest

’ @ Significant Trenzactions

; Delegated Officlsls

W Rendering Provider Affilistions

© Expand All

O 0O @ o O ¢ o O

o

the date
subcontractor.

@ fo] O (Pleasa carefully resd this question and answer socoruingiy.)
=

Department of Health, or the Maryland Department of Healh, full and complete
information will be supplied within 35 days of the date of request, concerning:

O O

Significant Transactlons

Summary

agree that upon request by the Secretary of the Maryland ® Yes O Mo

4. The gwnership of any subcontractor with which the Title ¥IX Provider has had, during
the previous 12 months, business transactions in an aggregate amount in excess of
$25,000.00 and

B. Any significa

nt business transactions, occurring during the 5 year period ending on
ot such request,

the provider and any whally-cwned supplier or

o000CPe

STEP 27: Delegated Officials: Please list any associated delegated officials in this section of the

application by selecting the ‘Add’ option. Should you choose not to disclose any delegated officials at
this time, please select the check box then select “Continue”.
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Getting Started

r Business Informstion
a Practice Information
a Dizclesure Information

/1 Amverse Actions

@ Fines and Debts (Gov)

IE Subcontractors

:ﬁ’- Ownership/Control Interest

@ Significent Transections
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W Rendering Provider Affilistions
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Submit Applicstion

© Expand Al

O ® ® ® @ O © o O

o

o

@oo

L § |

O O

Delegated Officials Summary

Here's where you can designate &ll Delegstea Officials for your health care business.

A Delegaea Official is either 1) en individual with ovnership/control inverest or 2} a W-2 employes
[net & contractor] to whom you wish to give authorization to sign Affiliate spplications on benalf of

your Group or Organizstion

Aoding a Delegsted Officizl iz optional. If you choose not to sdd one, That mesns. only:E\:vur
Group,/Orgenization's authorized individusls may sign Affiliste spplications.

does not want to report any Delegated Officials at this time.
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STEP 28: Signature: First, read the Maryland Medicaid Provider Agreement, then select the check

boxes and “Continue”.

Content ' Expand All

Getting Started

a ProfileInformstion
Iﬂ Business Information
B Prectice nformation
“ Disclosure Informetion
4" RenderingSignature
’ B E-Signature

P~ Submit Applicstion

O O e e e o o

@

O O O

Declarations E-Signature Summary

“¥ou're slmest resdy to sign your spplication!

Even though you're completing and subritting this Affillste applicstion theough ePREP Portal, and not o psper, your
signsture Is still required. Using the electronic signature festure, you can submit this spplication just ke your
nangwriten signature.

@ o O Before checking the ceclarstions below, plesse reza the Marylsnd Medicend Provider Agreement.

Plesse note that Inorder to continue with the e-Slgnature process, you must read the Provider Agresment.

IM_S riang Meglcsid Provider Agreement I “

heve resd, understood, end agres with the terms of the Maryland Medicald Prowvider Agresment.
B
hewe reviewsd my applicetion and believe all Information and attschments are correct to the bestof my knowledge.
B
declare under penalty of perjury under the laws of Maryland that the foregpingInformation and the Infermiation on all
Bttachments Is true, accurste snd comphate, tothe best of my knowdedge and bellef, and that | sm suthorlzed to 2ign this spplicstion pursuant
o State Regulstions.
B

STEP 29: Signature: Select the check box, enter the required personal information, and then select

“Continue”.

.i! Disclosure Information

" RenderingSignsture

4 [B Esignaturs

P Submit Applicatk

Ifyou need helpwithithis section, plesse wetch this In-Contest Tutorial sbout e-signinga Rendering applicsd

N

=gree that my electromic signature iz sttributable 25 defined In Commercial Law Article § 21-208.

S5M (last 4 dligits)

Year of birth e

Required value

a
€
<«

Password

Required value
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STEP 30: submit Application Checklist: Double check the information on this page and then select

“Continue”.

Content.

Getting Startea

[Ef] Business informstion
B Pracuce informeuon

@ Disclosure Informetio

4Fs RenderingProvider Affillations
£ Signature
B Submit Application

| T g e
( Suomit

STEP 31: submit Application: When

process.

tting Started

a Profile Infiarmation

[ Business

a Prectice Inform:
i" Disclosure Informetion
4" RenderingSignsture
B> Submit Application

M Crecsiz
3 o Submit
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Document Attachment

Application

Excedlens [0} Tnis Tnis 1s your final seument review.

@oo

The Ac

7S CEM DELTEC 0 MENSEE SN Previsw Your doCUMEnts.

Al legible documens lisued Delow MUST e STTaChed to this spelicstion before submITIng

Document

TINEIN
W-9 Farm

Addenda’Supporting Document

NP Tawonomy Specisity

Ef] Addrtional
Informanicn

Form/SubFormy/Section

Business Information/Business Profile/ TIN/SDAT &Business Licen

Business Information/Busine sz Profile/ TIN/SDAT &Business Licsn
Practice Informetion‘Addizions] Informetion/AddendaSupporting
Documents

] Adverse Actlons

[ contract/Program

Actions

[ License Actions

7] Fines ana Debrs
{Gone )

[™ Fnes and Debts
G

RenoerinzSiznature
£ E-Signature
[ Dedisrations
[ E-Signsture

Submit Application
] Checkiist
£ Submit

[ Submit Appiication

o

Submit Application

Mandstory

s

s

Yes

Attached Actions
8 @ 1y
8 @ 1y
&8 = 1y

100

100

100

100

100

00

x 30

00

»x a

x

this apg

@OO

, you ean't make any changes to1t.

Thank you for gvingme such Important Information and for letting me guide you alongyeur jourmey.

joi, Dina Dowla! Mow your applicetion s resdy to be submitted for spproval. Rememiber that once you submit

Provider Agreement

N

AR IR T S Y T T

3

Please review sl forms, sub-forme, end sections to ensure that &l the required fields and docwments are attached. Go to the Checklist sub-form to double check.

» Show common mistakes that cause application deficiencies

000000

ready, select “Submit Application” to complete the application
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