Welcome to the e PREP provider portal page!

1. For DDA Services Providers enrolling with Maryland Medicaid for the first time, you
will need to create a user profile. In order to begin this process, please click the “Sign
Up” hyperlink shown below:

Welcome to ePEEP!
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2. On this page, you will enter your personal information (first and last name), create a
username, password and fill in all corresponding information followed by selecting the
“Next” button when completed.

Welcome to oPREP!
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3. In an attempt to increase security measures within the portal, please determine how you
would like to receive your authentication code - once you have made your selection, please click
‘Next”.
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4. Please enter your 6 digit authentication code and click ‘Verify’.
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Success

Select Login to continue

5. Once you have successfully entered and verified your security code, users will need
to login for the first time with your username (email address) and password. Both of
which were entered and created in the steps above.
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6. Once you have entered your credentials, you will be asked to create your business
profile. In order to do this, you must select “I’'m new to Medicaid and | don’t have an NPI or
provider ID.

Let's Create Your Business Profile

Q Verify NPI/Provider ID

Enter NPl or Provider ID

Required value

‘Youdon't have an NPI? Don't worry, you can check this option to create your

Business Profile without NPI or provider ID M a ryl a n d

I'm new to Maryland Medicaid and | do not have an NPl or Provider ID

e you oneof the following? DEPARTMENT OF HEALTH

[ <Select an Option= ~ ]

7. You will then be asked “Are you one of the following?” You will always select Atypical
Provider for DDA Services. The question box will turn green, and you will be able to
continue.

Let's Create Your Business Profile

Enter NPl or Provider ID

Required value

O Verify NPI/Provider ID

anNPI2 Don't worry,

e
Business Profile without NP or provider ID M a ryl a n d

I'm new to Maryland Medicaid and | do not have an NPI or Provider ID

Areyouoneof the following? DEPARTMENT OF HEALTH

l Avypical Provider v ]




8. Once you have entered your business profile name. The business profile name box will
turn green, and you will be able to create your business profile. (We recommend you use
the legal business name, which can be found on your IRS letter.)

Let's Create Your Business Profile

Thankyou! Itlooks like your organization is new to ePREP. Enter the Business

B a
f: @) Business Profile Name
-

[Go\d Hands, Inc|

> |
Maryland

DEPARTMENT OF HEALTH

9. Security questions portion: please select and correctly answer three corresponding
security questions as they pertain to your business. Once you have completed this portion,
you will be able to continue moving forward through the business profile creation process
by selecting “Next”.
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**It’s important to note that sometimes these security questions are bypassed and
are able to be completed later in the enrollment process**



10. Once your business profile has been created, you will be taken to the e PREP home
page shown below:
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11. From here, please click the “My Applications” tab / or building with the “My
Applications” heading attached shown above.

My Home Applications Accounts My Tools~ Help What's New!

12. Once you have successfully entered the “My Applications” tab, you will need to create a
new application in order to enroll your provider type with Maryland Medicaid. **Circled in
the screenshot below.**
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13. Application generation: Once you have clicked the “New Application” button, the
following selection will need to take place in order to generate your enrollment
application.

14. Application Generation Selection: please make the selections listed below:
e I'm new to Maryland Medicaid, and | want to create a new application
e I’'m a Facility, Clinic, Health Care Organization or Waiver Provider.
(We are always a waiver provider with DDA Services)

Please 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.

@ 0 O Let's get started!

D I'm enrolled in Maryland Medicaid, and | want to create an application
L]
B+ I'menrolled in Maryland Medicaid, and | want to affiliate with another provider

[: I'm new to Maryland Medicaid, and | want to create a new application

What kind of provider are you?
°®
@¥  I'man Individual health care practitioner
O oal
~  &m®  |'maGroup or FQHC health care practice
® I'm a Facility, Clinic, Health Care Organization or Waiver Provider.

oS
*  |want torevalidate or reenroll

)
I 4 | want to make changes to my account

Once you have made your choice, select Continue.

Here three business structures are presented: Please select the third option “Waiver Provider”.



e “Waiver Provider”

@ o O (Great‘ MNow select the business structure which best fits you as a Facility, Clinic, Health Care Organization or Waiver Pruvlder)

| need a Maryland Medicaid account to bill for health care services and | am applying as:

O Facility

(O Other Health Care Organization

) Waiver Provider
Reguired valoe

Once you have made your choice, select Continue

e Then you are asked are you a “Solo Practitioner” or “Organization”.
If you are a Solo Practitioner:

e You own the business 100 %
e You practice your business independently (no other employees)

® You are registered with the State Department of Assessment and Taxation (SDAT)
as a sole practitioner

If you are an organization: Which most are with DDA Services.
e There are at least 2 or more employees for this business
e You are not registered as a sole proprietor with SDAT

e Your business provides and submits Maryland Medicaid claims for health care
services at the location disclosed.

Select the option that best corresponds to your business and continue.



@ o O (Great! Now select the business structure which best fits yvou as a Facility, Clinic, Health Care Organization or Waiver vaider.)

| need a Maryland Medicaid account to bill for health care services and | am applying as:

O Facility
(O Other Health Care Organization
® Waiver Provider
(O Solo Practitioner
@ Organization
» This business provides and submits Maryland Medicaid claims for health care services at the location disclosed
on my application.
« This business is not a sole proprietorship.

= The owners of this business are responsible for all this organizations obligations.
Once you have made your choice, select Continue

You will now be asked your Provider Type:

® Provider type - in the drop-down box menu, please select the provider type DDA
Services Provider and click continue.

@ @ O

Start Application Business Structure Provider Type

@ Ckay you have chosen Waiver Organization for your application. Select your Provider Type from the drop-down list and press )
i fe) o Continue.

Provider Type

‘ DDA Services Provider v

Whenyou are ready, select Continue.

15.Successful Application Generation - Once you have generated the application, you
will be able to complete each required section from start to submission.
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16. Business Information:

™ Getting Started

In-Context Tutorials {ICTs) are available to assist in general areas of the Portal while filling out

your application

@ OO Justlook for the &

icon.

Getting Started

Familiarize yourself with all the elements of this page, including:

« Application structure
« Social tools
« Status indicators

f_ﬁ Check out these other helpful ICTs for Social Chat, Explanations, Share and Messages

(Al 2l U

Here you are asked to enter your business legal name. (As listed on your IRS letter).
Once you have entered your business legal name the name with turn green.

Contant

GettingStartea

El= information

» ] BusinessProfiie
& ComsziReron
G noresses

B oz

2 Information

p

SN Disciosure Information
2" signsture

B Suomit Application
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Business Profile

TIN/SDAT & Business License Summary

Legal name

a8

Requireauslue

Does your business use a registered Doing Business As (DBA) name?

Entity type <selertones

Requires valus

Business number
Required value

Extension

Global Hands, Inc Practice Website's URL

O Yes O No

Requireavaluz

F
)
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Please make sure to answer the following question correctly.

. . . . Ac (MRAY _ -
Does your business use a registered Doing Business As (DBA) name? () Yes @ No

If you select “Yes”, please attached enter the DBA name and the DBA statement document.

i i i i As ( A) — —
Does your business use a registered Doing Business As (DBA) name? @ Yes O No

og
o0

DBA name

Required value

Doing Business As (DBA) statement

(\) Drag and drop here or browse
50MB Maximum

17. Entity Type:

In this portion you will enter your Entity Type, the most common used for DDA services are:
e Corporation
e Limited Liability Company
e Non- profit 501 organization

If you select “Corporation” please upload Articles of Incorporation as seen below. Enter
corporate number and state incorporated.



Does your business use a registered Doing Business As (DBA) name?

Entity type

Corporate number
State incorporated
Business number

Extension

Global Hands, Inc Practice
Website's URL

[ Corporation ~

Articles of Incorporation

('\) Dragand drop here or browse
+ 50MB Maximum

Required value

<Select s State> ~

Required value

Required value

(O Yes @ Na

If you select “Non-Profit 501(c)” please upload 501(c) certificate along with your article

of Incorporation.

Entity type

[ Mon-profit Organization 501(c)

MNPO - Non-profit Organization 501(c)

(f\) Dragand drop here or browse
+ SOMBE Maximum

18. Business Number, Extension and Website’s URL:

Enter your business number which is your personal number. If you have a website for your
business enter the website’s URL.



Business number

o0
o0

(301) 779-9200

Extension

Global Hands , Inc Practice
Wiebsite's URL

19. TIN/SDAT & Business License:

The following segment you will enter your Provider Federal Tax Identification Number (TIN) or
Employer Identification Number (EIN). Along with your IRS letter in which they assigned you
your TIN or EIN number.

Content ©Expand All e @
o O 0
R Business Profile TIN/SDAT & Business License Summary Q
Getting Started Y it Dot TR T P E e
H Business Information 0
@ I need some additional information about your business. Don't forget to attach a clear copy of your
i O documentation.
[ 4 K] Business Profile o = o Q
aa Contact Person o Q
Provider Federal Tax
© Addresses o Identification Number (TIN) or
Employer Identification Number Required value
B Logisties ] (EIN)
TINEIN
Practice Information o (’\) Dragand drop here or browse
+ 50MB Maximum
m Disclosure Information O State Department of Assessment -
and Taxation (SDAT) number
£ Sinature O
Required value
B> Submit Application O

All should have an (SDAT) number. An SDAT number is a 9-digit number issued by the State of
Maryland department of assessment and taxation. If you do not know your number, you can find
it here: https://egov.maryland.gov/BusinessExpress/EntitySearch



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

State Department of Assessment N/A
and Taxation (SDAT) number

Required value

20. Summary: A summary will be generated with all the information entered in this section thus
far. After reviewing the information, select continue.

o 0 0

Business Profile TIN/SDAT & Business License Summary

@ o O (Le\?s «check it again to &void eny possible miEakes.)

[Z1 Summary: Business Profile

& Business Profile m

Legal name Global Hands . Inc

Droes your business use & registered Doing Business As (DBA) nams?

Oves@Mo

Entity type Mon-profit Organizstion 501{c)

NPO - Non-profit Organization 501(c)

‘f\’ Drazand grag ners ar browse
£

SDME Meaximum

Business number
Extension

Global Hands, Inc Practice VWebsite's URL

& TIN/SDAT & Business License

Provider Federal Tax Identification Number 88-008™
(TIN) or Employer Identification Number (EIN)

TIN/EIN

ﬁ Dragand dronhers ar browss
LS

S0MB Maximum

State Department of Assessment and a
Oz
Taxation (SDAT) number



21. Contact Person Information:

Please be sure to fill out the contact information correctly. The contact person should be the
managing employee of the application. If there are any questions regarding the application,
this person will be the direct contact person. Additionally, this person can be contacted during
regular business hours.

Content © Expand All C O
Contact Person Information Summary
Getting Started ) i eI S BT
I-E;-l Business Information O
Wha sheuld | contact if | have questions about your application?
o ¥ o O Please choose a contact person who will be available during regular business hours.
A eusiness Profile “'
} am Contact Person o]
First name
) Addresses (o]
Required value
D Logjstics O
Last name
Practice Information O IEIEE G
Title/Position
L‘ Disclosure Information o
Business number
& Cionature (o]
Signatur
4 = = Required value
B Submit Application O Extension
Fax Number

Correspondence email address

Required value

22. Summary: A summary will be generated with all the information entered in this section thus
far. After reviewing the information, select continue.



Content © Expand All C o

. Contact Person Information Summary
Getting Started . —
Iﬁl Business Information 0
‘Who should | contact if | have questions about your application?
o O Please choose a contact person who will be available during regular busingess hours.
JA Business Profile o
’ & Contact Person o]
@  Addresses o [2) Summary: Contact Person
D Logjstics o
& Contact Person Information
Practice Information 0
_ Firstname
‘e Disclosure Information 0
Last name
p‘. Signature 0
Title/Position
P Submit Application 0 Business number

Extension
Fax Number

Correspondence email

address

23. Service Address:

It important to remember the Service Address will change during each phase. For
Phase 1- the Service Address you should enter should be the administrative office
location. Please do not enter a P.O. Box. Enter physical location only.

Content © Expand All 7~ P
O O O O
Service Address Pay to Address Mailing Address Summary

Getting Started

Iﬂ Business Information
Your Maryland Medicaid account is based on the location where health care services will be provided.
HAs you type, a suggested address will appear that can auto-fill the rest of the form for you

H Business Profile ! w!‘ o] O Remember that a PO. box cannot be used as a service address.

an Contact Person

4 ) Addresses

Q. View Address

O O 0@ @ ©

Street nel
B Logistics
Required value
Practice Information Ste./Apt. # Suite
';_g Disclasure Information City City

Required value

g“ Signature

State/Province <Select a State> ™

@ O O O

B Submit Application Required value

County

ZIP Code/Postal Code

Required value



Please make sure to answer the following questions correctly. The first question all should

answer “Yes”.

Is this service location ADA (American Disabilities Act) accessible?

Does this service location have TTY capability?

24.Pay to Address:

@ Yes (O No

() Yes @ No

o0
o0

Here you will enter the address of where you want to receive payment for the services
provided. If it’s the same address as your administrative location, you can select Same
as Service Address as shown below:

Content

Getting Started

H Business Information

[H] Business Profile

’ @ Addresses
D Logistics

Practice Information

:‘s Disclosure Information

,j' Signature

P Submit Application

&a Contact Person

© Expand All
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@ O O O

raY

e

Service Address

s

Pay to Address

Mailing Address

s

@ o O Please let me know the address where you want to receive payments)

wu

Same as Service address

9 View Address
Street

Ste./ Apt. #
City
State/Province
County

ZIP Code/Postal Code

I 19 Bell Ln

I;u. te/Apt

I Whaleyville

I Maryland, MD

I Worcester

I 218720000

0

Summary

However, if you would like payments to be sent to a P.O. Box you can add the
address.



25. Mailing Address: Please enter an address where you would like MDH to send you
official correspondence. Again, you are given the option of selecting the same as
service address or same as pay to address. You can even enter a different address.
Once the information has been entered. Select Continue.

W

Service Address Pay to Address MaiHnEAddlsss Summary
Getting Started .
I’E] Business Information 0
£N 0 O (Last step! Add a mailing address where you want receive official Maryland Medicaid corresnondence,)
A Business Profile o wWu
an ContectPerson o Same as Service address 8
’ @ Addresses o
Same as pay to address.
[ Lozsres o
9 View Address
o &= [198elLn |
Practice Information
Ste./Apt. # ‘ te/Apt ‘
:‘\‘ Disclosure Information O
City ‘Wha eyville ‘
9\‘ Signature 0
State/Province ‘ Maryland. MD - ‘
P> Submit Application 0
County ‘Worcester ‘
ZIP Code/Postal Code ‘ 218720000 ‘

26. Summary: A summary will be generated with all the information entered in this
section thus far. After reviewing the information, select continue.



Content
GemingStamea
5] Business Infermation

[l Bustness Profiie
& ComactPerson

» ) Addresses
B omste

B Frectios information
a Disclosure Informaticn

S

#* Signature

B Submit Application

© Expand All

O ® 0@ @ @

@ 0O O o

Service Address Pay to Address Mailing Address

Brecty simple. rignt?
Just ook over your soresses to make sure they e coreet.
If srytning nesas cnsnging. just select Edit.

ESummary: Addresses

@ 0O
[} |

[ Service Address

9 View Aodress

Swrest 19BsliLn
Ste /Apt #
City Whaleyville
Stave/Provinee Marylsna, MD
County

ZIP Cone/Postal Cone 2

s this service locstion ADA (American Dissbilities Act) sccessible?

@YesONo

Does this service locstion hsve TTY capability?

OYes@No

& Pay-to Address

Same a3 Service saoress

QVigw Acdress

Streat 19Relln

27. Logistics & Practice Operation:
In this portion you will specify the hours of operations for your business. More
importantly your admin hours.

Content

Getting Started
IEI Business Information

IA Business Profile
o Contact Person

€ Addresses

’ D Logistics

Practice Information

©Expand All

O ®@ 0@ @

o]

O

Summary

Practice Operations

O

Summary

about your operations.

MNow for some more information about your business. Please answer these questions so | can learn more )

@ 0O
L} |

What are the business hours for this service location?

(O Open24/7

(O Open on specific business days/hours

Required value

Once you have selected “Open on specific business days/hours “you are able to change the
hours/days” accordantly. As shown below:



M

Practice Operations Summat
Getting Started . —actkepefaron i
H Business Information 0
@ Now for some more information about your business. Please answer these guestions so | can learn more
i ( ) about your cperations.
A Business Profie o =’ o
& Contact Person o
Wi i i ‘i ion? ~ ,
O . ® What are the business hours for this service location ©) Open 24/7
o @® Open on specific business days/hours
’ ] Logistics
Practice Information O
Monday From To
;‘g Disclosure Information (o] @ |D&:C-D AM ‘ 05:00 PM |
ﬂ“ Signature O Tuesday From To
[on @) o800 | os00PM |
Submit Applicatiof 0
B sunmit Application Wednesday From To
aD [os00am | os00PM |
Thursday From To
[on @) [os00am | os00PM |
Friday From To
[on @) o800 | os00PM |
Saturday From To
Sunday From To

3

Please make sure to answer the following questions correctly.

Has the staff of » Inc completed cultural competence training? ® Yes O No
o0
[=3=)
Is Inc accepting new patients? @ Yes O No
oo
o0

For the following question “What is the age range of the individual that will be treated at the
location?” you are able to enter the specific ages you were approved to provide services. (Note
if you are providing services to DDA Adults the age for an adult starts at age 21.)

You will only select “All ages” if approved to provide services for youth and adults.



Has the staff of , Inc completed cultural competence training?

Ist , Inc accepting new patients?

What is the age range of the patients that will be treated at this service location?

Starting age
® 21 88
Upto

Required value

@ Yes (O No

@ Yes (O No

@ Enteragerange () All ages

The last question in this segment allows you to add the languages provided in your

administrative location. As shown below:

DoesC . Inc provide |anguage services to their patients, other than English, at this location?

Language Services Offered

Spanish

O Portuguese
O italian

O French

O Japaness
O cantonese
O Mandarin
[ Other Chinese
[ Korean

O German
O Arabic

O armenian
O cambodian
O Farsi

O Hmong

O vietnamesa
[ Russian
[ Tagaleg

O Hina

® Yes () No



28. Summary: A summary will be generated with all the information entered in this section thus
far. After reviewing the information, select continue.

— = ————————

Practice Operations Summary

Thans for all those detsils, Teke a quick look 5% whst you g8ve me e check for eny errors. You can shweys select Edit to meke 2
29 5O e

GevtingStarteg

&1 susiness information

] 2usiness profile

[3 Summary: Logistics

® e C Qo @ o

} D Logistics

& Practice Operations

Practice Information

Wnst are wne busingss nours for nis service lscstion?
SN Disclosure Information

A° Signature OQpen 24/7

®Open on specific ousiness asys/ours

@ 0O O o

B Submit Applicstion

Monasy From 08:00 AM To 0500PM
Tussasy From 08:00 AM To 0500PM
Weonesasy From 08:00 AM To 0500PM
Thursasy From 08:00 AM To 0500PM
Friasy From 08:00 AM To 0500PM

Has the staff of{ 5. Inc completed cuftural competence training?

©¥e:ONe

s GRLEETENds, Inc scoegtingnew patients?

@YesONo
Wnat is tne sg= rangs of the pstients tnat will be trestea stonis service location?

@ Enter age range O All ages

Swringage 21

Unto

29. Practice Information: Please enter all provider information into the corresponding data
fields within this section. Select continue, after all information has been added.



Content © Expand All . .

. Licenses & Certificates Summary

Getting Started

IE[ Business Information

Here you can attach your professional licenses and certificates.

Start by uploading the professional license that permits you to provide health care services.
Practice Information £ O
B o

Make sure you provide clear copies @ somy analysts can read them.

’ @ Licenses & Certifications

a Additional Information Inc required to have a copy of their license, cerfificate, or permit from the O Yes ® No

appropriate board or authority? If Yes, you must include all required documentation on this

application
[t J— (o] o0
“aN Disclosure Information &a
* Signat o € Previ Conti
& Signature revious ontinue ¥

P Submit Application 0

30. Licenses & Certification: All DDA providers will answer “No” in this section at all phases.

Content © Expand All O O

Licenses & Certificates Summary
Getting Started . .

IH[ Business Information

Here you can attach your professional licenses and certificates.
that permits you to provide health care services.

Start by uploading the professional license

!’;!' o) O Make sure you provide clear copies @ so my analysts can read them.

o

Practice Information

000000

4 [ Licenses & Certifications o
2 8 8 [0} ] ) o ) .
& Additions| Information Is € . Inc required to have a copy of their license, certificate, or permit from the 0 Yes @ No
appropriate board or authority? If Yes, you must include all required documentation on this
application.

=)
)

"k Disclosure Information

p* Signature

@ O o

P Submit Application

31. Additional Information: The DDA Services provider type has a required addendum that
must be uploaded to the application submission.



Content © Expand All O O

Addenda/Supporting Documents Summa
Getting Started . L o

The provider type DDA Services Provider requires addenda and supporting documents to be attached to
o fe) O this application.

Select Addenda/Supporting Documents to select the required addenda and supporting decuments. Once you have completed the required attachments

H Business Information

e

Practice Information

@ Licenses & Certifications

select the Add button.
’ & Additional Information o
© Add
'%g Disclosure Information O «®
Addendal/Supporting Document Name Documents Actions
p\. Siznature o There is no addenda
B> Submit Application 0

e Select the +ADD button to upload the addenda. In this section, you can also add any
other supporting documents. Please click on the ‘Add’ button to name the Addendum.

Addenda/Supporting Document

Addenda/Supporting Document

Name
Required value

32. Addenda/ Supporting Documents - Please be sure to attach the Medical
Assistance Program Application Addendum
e PT 90— DDA Provider is the correct addenda needing to be attached
to this section of the application.
® You can find the needed Addendum by going to the Maryland Medicaid
website or by clicking on the following link and downloading the Addendum:

https://health.marvland.gov/mmcp/Pages/Provider-Enrollment.aspx



PT 90 — DDA Provide Services Addendum Example Phase 1:

Addendum for Participation in Maryland
Medical Assistance Program Application
MARYLAND FACILITY/ORGANIZATION
Department of Health PT 90 DDA

Additional documentation may be required to enroll as this provider type.
To obtain additional application materials, or if you have any questions, please contact the responsible DDA provider relations
regional team.

For additional assistance on completing the addendum, please contact the responsible DDA Provider

Relations regional team.

* SMRO - smro.providerrelations@maryland.gov

* CRMO - cmro.providerrelations@maryland.gov
e ESRO - esro.providerrelations@maryland.gov

* WMRO - wmro.providerrelations@maryland.gov

All providers are required to use the electronic Provider Revalidation and Enrollment Portal, or ePREP
(eprep.health.maryland.gov) for enroliment, information updates, provider affiliations and revalidations.

Please fill out the information below and upload the completed addendum to the “Additional Information” section
under “Practice Information” within the ePREP (eprep.health.maryland.gov) “Applications” tab, along with any
additional documents requested within the addendum.

Provider Information

ax ID:

Please visit health.maryland.gov/ePREP for more information about ePREP. If you have questions, please contact the
Provider Enrollment Helpline at 1-844-4MD-PROV (1-844-463-7768) Monday - Friday from 7am - 7pm.



On page 2, of the addendum please select” DDA Approved Service MA
Application”.

You are then instructed to completed Table 1 only. As shown in the instruction box in

red.
‘!‘1 Addendum for Participation in Maryland
1 . . . .
‘\’ Medical Assistance Program Application
MARYLAND FACILITY/ORGANIZATION
Department of Health PT 90 DDA
Additional documentation may be required to enroll as this provider type.
To obtaln additional application materlals, or If you have any questions, please contact the responsible DOA provider rela!
regional team.
Please indicate the type of application you are completing and follow the instructions associated with the
application type:
Select: Description: Instructions:
E}On Approved Enroll a direct-pay enabled MA * Complete Table 1, indicating all of the DDA
ice MA number ta bill for all DDA approved ¢ ity-based services provided
Application Approved community-based by your agency
services pravided by your agency s if you render licensed site-based services at
(7/1/20 and after). your primary office oddress, please complete
Table 2, indicating the licensed services
rendered at that oddress
] DDA Licensed Site Enroll a direct-pay enabled MA » Complete Table 2, indicating only the services
MA Application number to bill for site-specific, that are rendered at the site you are applying
licensed services (7/1/20 and for
after). This application is for a
single licensed site.
[JoDaA Provider Enroll as a Maryland Medical = Complete Table 1 and 2. For Table 2, please
(before 7/1/20) Assistance DDA Provider to provide indicate the licensed services rendered at all
DDA services (before 7/1/20). locations
[ update Update an existing MA number Depending on the type of MA enrollment you are
making an update to:

* Complete Table 1, if you are making an
updated to a DDA Approved Service MA
number
OR

* Complete Table 2, if you are making an update
to a DDA Licensed Site MA number
OR

» Complete Table 1 and 2, if you are making an
update to a DDA Provider (before 7/1/20) MA
number

Page 2 af &
V2 2021 effective 1/06/2021 PT 90 DDA




Table 1: DDA Approved Community — Based Services

On page 3, Please only select services in which you have been approved. Don’t select
services you have not been approved for.

) I} Addendum for Participation in Maryland
Medical Assistance Program Application

MARYLAND FACILITY/ORGANIZATION
Department of Health PT 90 DDA
Additional documentation may be required to enroll as this provider type.
To ob p , of if you have any questions, please contact the responsible DDA provider relations
regional team.
Please complete the appropriate table based on the type of you are and the
above. Please attach the ired doc ion with your issi

TABLE 1: DDA APPROVED COMMUNITY-BASED SERVICES

Service Required Documentation
] DDA Approved Behavioral DDA Service ] DDA Approved Community DDA Service Approval Letter
Supports (26) Approval Letter Development Services (2H)
o Behavioral Assessment
o Behavioral Plan
o Behavioral Consultation
o Brief Support
Implementation
Services
[] obA Approved Employment DOA Service "] DDA Approved Fiscal DDA Service Approval Letter
Services (21) Approval Letter Management Agency (2K)
o Discovery
s lob Development
= Follow Along Supports
o  Ongoing Job Supports
:  Co-worker Employment
Supports
o Customized Seif-
Employment
] DDA Approved Family Supports | DDA Service ] DDA Approved Housing DDA Service Approval Letter
) Approval Letter Supports (2L)
o  Family and Peer
Mentoring Supports
o Family Caregiver
Training and
Empowerment
o Participant Education,
Training and Advocacy
[T DDA Approved Nursing (2M) | DDA Service ] DDA Approved Organized DDA Service Approval
o Nurse Health Case Approval Letter Health Care Delivery System Letter, Signed Organized
Management (2n) Health Care Delivery System
o Nurse Case o Assistive Technology Form
Management and and Services
Delegation o Environmental
Assessment
o Environmental
Modification
©  Live-in Caregiver
Supports
Page3of8
V22021 effective 1/06/2021 PT 90 DDA

At the end of Table 1: You are asked if you have been approved to provide services to
the youth. If so, you will select “Yes” if not you will select “NO”.

Does your agency render services to individuals under the age of 21 (i.e. 20 years old and younger)? If yes, please

submit required documentation.
Select: Required Documentation
[Ives(am Department (DDA and OHCQ) Approval to Render Services and Supports in DDA's Home

and Community-Based Waivers - Children's Provider

[Ino




Additional information is needed to upload in this portion of the application. The
following documents are required:

e IRS Letter

e Board of Directors- full names, DOB, and Contact Information

e OHCQ License

e DDA Approval Letter

e PT 90 addenda

Please select continue once the documents have successfully
been uploaded to the application.

wunnen ~r Lapanu nn (-; ,\'
Addenda/Supporting Documents Summary
Getting Started . L
Iﬂ Business Information 0
The provider type DDA Services Provider requires addenda and supporting documents to be attached ta
- this application.
| o O o0O( e
Practice Information ‘
. ﬂ Licenses & Certifications ] Select Addenda/Supporting Documents to select the required addenda and supporting documents. Once you have completed the required attachments
select the Add button.
| R ]
- itional Informatian
© Add
:_\i Disclosure Information O
AddendalSupporting Document Name Documents Actions
-
i Signat O -
p" Signature IRS Letter @ ntiach s @ s
B Submit Application 0 Board of Directors @ Attach f h:ﬁ 88
OHCQ License & Attach 7 il |88
DDA Approval Letter @ Aiach Vs ?ii 88
PT 90 Addenda & Atach Z i |88
Showing 5 |w records per page.
Page 10f1

33. Summary: A summary will be generated with all the information entered in this
section thus far. After reviewing the information, select continue.



o Q

Addenda/Supporting Documents Summary

Okay, your provider type DDA Services Provider requires specific sddends o be included inthis spplication for enrcliment spproval.

@ 0 O Plzase sdd them by selecting the hyperlink.

[Z1 Summary: Additional Information

& Addenda/Supporting Documents

Addenda/Supporting Document Mame Documents

3 | stte
IR5 Letter & Attacn

Boerd of Directors @ Attach

OHCQ License & patacn

DDA Approval Letter é‘ Axtach

o0 A
PT 90 Addenda @ Attach

Showing 5§ B FECOrDS PEr pEgE.

34. Disclosure Information:

Adverse Action: Please fill out any adverse action information.

Actions

—



Content © Expand All C O

Contract/Program Actions Summary
Geming Startea
B susiness information
Naw plesse provide information sbous any sctions i sked inthef ions with 2 clear copy of each

requested document.

@ o O This information must be scourste. complete and true to the best of your knowledgs and belief.

aN Disclosurs Information

O 0 OO0 O0\Of O @ @ @

Has (RUEIENEE , Inc been terminstad, danied enrolimant, sUspenaed, restrictas by AgTeement or otherwiss sanctionsd by the
% Adverse Actions Megicsia program in Msrylsna ar in sny omer Stste. Madicsre, or sny governmentsl or private mecicsl insursnce programs
& Fines ana DevGow) -
B suvcontrectors
Hes (sl Inc ever been convicten of & crime related o the furnishingof, or billing for, megicsl care or supplies or whichis O Yer O Ne
s Cwnersnip/Comral Insrest conzicersa sn offense sgeinst public saministration or sgeinst pubic nealtn sna morsls in any Stete?
Reguirea value
@ Sizificant Transections
am Delegsueo Officials
He=Gl , Inc ever been found lisble for fraud or sbuse involving s government programin ny civil proceeding? O Yes O No
§* Signsture o Reguirsa value
8
Sunmit Applicstion ]
Has Glpinh Inc ever entereainto 8 settlement 1o resolve s procesaing relstes to frsud or souse involving s government
program?
Hes G Inc sver naxtnsir pusiness or professions] izense or cartificstion suspencen, sumenoerea, o N BNy VBV TSRS (4 vas () Ne
¥ Probas sgresments by any ity inthe stste?
Arethers currancly any ula resuitin tne sbove: O ves O o
Reguired value
o

=3

Once you have completed the adverse action page, please click continue. Please fill out
any fines or debts that the organization has. If the organization has none, please check
the box shown in the screenshot below: Select continue.

Content © Expand All C O

Fines and Debts (Gow.) Summary
Getting Started _—
Iﬂ Business Information
If yvou have any fines or debits to any organization related to Medicare, Medicaid or any other federal or state
fe) health care programs, please let me know of your payment arrangements.

Practice Information

Disclosure Information

his business has no current State or Federal government Fines/Debts

og

A Adverse Actions

iz
[ 2 & Fines and Debts (Gov)

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

S85% Owners

p/Control Interest
No Fines/Debts listed
@ Significant Transactions

& Delegsted Officisls

O OO0 00O e @ @ e e

(o]

,p" Signature

(=)

B Submit Application



35. Subcontractors:

Please answer ‘Yes’ or ‘No’ to this question as it corresponds to your organization.

Content © Expand All . .

Subcontractors Summary
Getting Started —_—

Iﬁl Business Information 0
Thanks for the information! Before movingon, please check this page for accuracy, and make any changes if
le] O needed.
Practice Information 0
aN Disclosure Information 0
El Summary: Subcontractors
A Adverse Actions L ]
Fines and Debts (Gov) ®
4 ™ Subcentractors
P Y subcontractor ®
P o Does 8 i have any subcontractors to which the applicant has contracted or delegated some of its management functions or
p-'iu Ownership/Control Interest
respansibilities of providing healthcare services, equipment, or supplies or with whom the applicant has entered into a contract, agreement,
@ Significant Transacticns O purchase order, lease, or leases of real property, to obtain space, supplies, equipment, or services provided under the Maryland Medicaid
Program?
& Delegsted Officials o]
OYes@No

g\‘ Signature

@ O

P> Submit Application

36. Ownership/ Control Interest:



Content © Expand All C O

Ownership/Control Interest Summary

Getting Started

I’E‘l Business Information

In this section, a complete disclosure of ownership and financial interest is required. Please add at least one
owner or those parties who have control interest in your Group. Keep inmind that you can share any record
I 0 o with another user, making it easy to complete your application.

List any Individuals or Entities who have 5% or more (direct or indirect) Ownership, control interest, or partnership interest in Global Hands , Inc?

Practice Information

:ﬂ‘ Disclosure Information

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

. Indirect entity owners do not need to disciose board members, officers, or directorsif those individuals’ only relationship with the applicant is through the
@‘\ Fines and Debts (Gov.)

4 @85 Ownership/Cantrol Interest

indirect owner.

©acd [lim]

& Siificant Transactions

O O 0O @0 @@ @ @ @ ©

& Delegated Officials

Type Name Ownership/Control Interest Status Actions x

No Ownership Control Interest listed

(o)

g" Signature

B Submi: Application o

* Please click ‘Add.’ Please enter each board member's name and address.

* Please identify if the organization is owned by an entity or an individual.

Add Ownership/Control Interest

(O Entity (O Individual

Required value

=+ Add % Cancel

Once you have made the appropriate selection: entity or individual; please list the name and
select + add to continue.



Add Ownership/Control Interest

(O Entity @ Individual
First name
Required value

Middle name

Last name

Required value

+ Add % Cancel

Please fill out the ownership individual/entity information.



rF 3 r %\ ¥y 3\ r d
U NS S S \)
Individual Information Ownership/Control Associations Adverse Actions Summary
Interest

Please enter the following information

First name

Middle name

Last name

Primary Residence Address

@ View Address
Street Address Line 1
Required value
Ste./ Apt. # Suite/Apt
City City
Required value
State/Province <Select s State>
Required value
County

County

Required value

ZIP Code/Postal Code ZIP Code/Postal Code

Required value

Social Security Number

Required value

P W N



National Provider Identification

N/A 88
(NPI)
Date of birth o
Required value
Age
Does ° urrently participate or has ever participated as a provider in the ) Yes O No

Maryland Medicaid program or in another states’ Medicaid program?
Required valus

Please make the appropriate selection for the individual/ entity listed as it corresponds to their
ownership involvement:

e The example shown below illustrates how you will need to add your Board President,
Director, or Chair of the Board.

You will need to select “Board Member”, enter the date in which they joined the
organization, and select “other “then enter under Specify their title within the
organization.



Individual Information Owmership/Control Interest Assoclatlons Adverse Actlons Summary

Plezse select one or more of the options thet apoly o

[0 3% or more Ownership Interest

]
a8
O Pertnarship
Bosrd Member
o0
a8
Effective date of control
0%/05/2022 o]
o Managing Employes
o0
=]
[ Az=n
o0
&
O Director/Officer
( Cither
o0
]
Specify
Diirector
Effective date

5

Required velue

=

Please answer the ‘Yes’ or ‘No’ questions about the associations involving the entity or individual



e —

Individual Information Ownership/Control Interest Assoclatlons Adverse Actlons Summary |
Associations/Family relations with subcontractors and owners of subcontractors l

Ownership of 5% or more on any subcontractor

Does T + have ownership with any of , Inc subcontractors disclosed in this application? O Yes O Neo '
Requirad value
Family Relations with subcontractor or subcontractor's owner{s)
Doss” have family relations with ar s , Ing: subcontractors disclosed in this application? ) Yes () Mo
Reguired value
28
Doe o have any family relations with any owner{s) of i, Ine subcontractors? ) Mo
Required value
AssociationsfFamily Relations with Individuals (O\VI'IEI'SJCOI"IU’N interest oprpIicant)
I=Ta affiliated with any Entities or is family ralated to any Individuals disclosed in this application? 0 Yes () Mo
Regquired value
28
Other Associations
Doss have any ownership or Conirol Interest in any other health care provider participating or not participating in O ez O N
Maryland Medicaid? L Yes ) Mo

Requirad value

=

37. Adverse Actions:

Please answer ‘Yes’ or ‘No’ to the questions involving any adverse actions associated with the individual
listed:



Content.

Gatting Started
] susiness information
B erectice informstion

aN Disclosure Information

A faverse Actions.
@ Fines ana Debis iGov)
B semconvamars
> ain Ownership/Control Interest
@ sizfoam Trsnsactions

& Delegaten Officials.
»

£ signature

B sunmit Application

© Expand All

OO0 G e e e Q@ © O O

o

=]

(O O @

'

Individual Information Owmership/Control Interest Associations

Program Actions

Ha: =nterminstac. seniec anrcllmant suzpencea, resri Zresment or ctnzr inea oy tne
Medicsid program in Msrylsnd or in sny ather Stste, Medicare, or sny gevernmentsl or private medicsl insurance program?

Has f ever bean convicted of s crime relsted to the fumishingof, or billing for, mediicsl care or supplies ar which is
i icagminiszration ar  public nesitn ena morsls in any State?

HesTa 0 ever been found lisble for frsud or sbuse involving s government programin eny civil proceeding?

Has 0 ever emtered into & settlement to resolve & procesding relaten 10 fraud or sbuse invalving s government progrsm?

Has1 ever had their business or professions license or certification suspended. surrendered, o in ey way restricted by

probation or agreements by sny licensing suthority in the state?

Are tners currently any I resuftin the sbov sanctions?

38. Significant Transactions: Please mark ‘Yes’ to the following question:

Content © Expand All

Getting Started
H Business Information
Practice Information

“'ﬁ Disclosure Information

A Adverse Actions
Fines and Debts (Gov)
Subcantrsctors.

Ownership/Control Interest

Significant Transactions

Delegated Officisls

-

& Signature

B» Submit Application

O 0O @ @ 00 @ @ @ ©

@ O

Adverse Actions

O Yes O No

Required value

O Yes O Ne

Reguirea value

O Yes O Ne

Requirea value

ves O Ne

Reguirea value

O Yes O Ne

Reguirea value

O Yes O No

Required value

@ o O ( Please carefully read this guestion and answer accordingly.

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

A. The ownership of any subcontractor 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 ions, occurring during the 5 year period ending on the
date of such request, BEBWGBA the provider and any wholly-owned supplier or
subcontractor

O

Summary

@® Yes (O Mo

Summary




39. Delegated Officials:

Please list any associated delegated officials in this section of the application by
selecting the ‘Add’ option. Should your organization chose not to disclose any
delegated officials at this time, please check the option shown below. Note that all
individuals identified in the Ownership/Control Interest section can already act as a
delegated official for the business.

Content © Expand All C O

R Delesated Officials Summary
Getting Started .
I-E] Business Information 0
Here's where you can designate all Delegated Officials for your health care business.
A Delegated Official is either 1) an individual with ownership/contral interest or 2) a W-2 employee (not a
Practice Information 0 contractor) to whom you wish to give authorization to sign Affiliate applications on behalf of your Group or
Organization.
"ﬂ Disclosure Information 0 Adding a Delegated Official is optional. If you choose not to add one, that means only your
"’w 0 O Group/Organization's authorized individuals may sign Affiliate applications.
A Adverse Actions ® .‘
@ Fines and Debis (Gov) L
o 5 i . Inc does not want to report any Delegated Officials at this time.
[ suscontrscrors
0o
85
A.P:il.n Ownership/Control Interest 0
& Sivficant Transactions L G
2 & Delegated Officials o
Legal Name Reported by Added Date Last Update Status Actions x
9" Signature o No Delegated Officials listed.

40. Signature Portion: Please read the required provider agreement and click ‘Agree’
Please fill out the required information to sign the application and once completed, click
submit:



Content © Expand All C e o

L
® Declarations E-Signature Summary
CetingStartea —
B3] susiness information o
You're simost resay to sign your epplication!
Even though 1 omitting your spplicstion through & PREP Portsl ang not on pager, your signsture s stil
formati [
=csics Infermeticn requiren. Using the electronic signsture featurs, you cen submit this spalication just like your hendwritten signature.
. ) @ fe) O Plesse resd the Maryland Medicsid Provider Agreement, and then check the boxes to declsre that you sgres with this proces:
38 Disclosure Information -
£ Signature (o]
2 thee ocess Agreement. T8
’ a E-Signature Meryland Medicaid Provids eement

review is required

Suamit Agpiizerion o
PE
LT n8VE r280, UNDErTIo0n. 800 sgTes vith e terms of tne Marylna Medicsia Provioer Agresment
Requireo value
2
LT clsretnat | neve lezsl sutnarization o sign tn ion for cFGLOBAL HANDS, INC.
Requireo value
2
3 2. have reviewed my spplication sna believe sl information end stischments are carrect to the best of my knowledge.
Requireo value
2
1, TP, declare under pensity of perjury under the lsws of Marylsnd tht the foregaing informstion and the infrmstion on all sttachments is true, sccurate snd complete, t
e best of my knowleags ana belieh ana tnst | sm sutherizeato Sign iz i 20 State Regulst
Required value
2

41. E- Signature: Please fill out the required fields and select continue.



I R ' — ,\'

~S
Declarations E Signature Summarn
Getting Started . v
I-E]_ Business Information o
To continue with the e-Signature process, | need to verify your personal information.
o After agresing to the declaration, make sure your Social Security Number and Date of Birth are identical to
Practice Information N .
what you entered in the Personal Information section of the Ownership/Control Interest sub-form.
~ !” Q fe) O Please treat this section the same way as if you were using your PIN at an ATM.
‘&N Disclosure Information 0 =
* Signature 0 I
2 If you need help with this section, please watch this In-Context Tutorial about e-signing a Group application. £
’ E E-Signature 0
I agree that my electronic signature is attributable as defined in Commercial Law Article § 21-208.
P Submit Application 0 2
SSN (last 4 digits) ‘Hﬁrﬁ,‘?rmm P ‘
Year of birth ‘ . 9 @ ‘

Email address

Password | ieeesessssss @

=

42. Before submitting the application. A final checklist will appear.

B> Submit Application o

’ [ Checklist
« submit O

43. A green check mark will be seen, if all documentation associated with each section's data
fields has been completed. If a document has not been uploaded, or the corresponding data
associated with a portion of the application is missing, a red X will appear next to the
incomplete section.



%

Form/SubForm/Section Documents Social Chat Explanations Messages Shared Complete Completed Actions
Getting Started 100 &

€] Getting Started 100 &
Business % 50 &

Information

€2 Business Profile b 4 0 &

44. Once all sections have a green check mark. Application is ready to be submitted.
Select Submit Application.

Content © Expand All o
Submit Application
Getting Started .
r:’;l Business Information 0
Oops! It seems your application isn't ready to be submittad. Please review the checklist again to be sure you
i fe) O have added all the required documents.
Practice Information 0 .‘
i‘ Disclosure Information 0 Please review all forms, sub-forms, and sections to ensure that all the required fields and documents are attached. Go to the Checklist sub-form to double
check
* Signature . » Show common mistakes that cause application deficiencies Show Me
B> Submit Application 0
4 Previous
[ Checklist L
4 o Submit o

Should you have any additional questions regarding the
enrollment process, please contact us at:
mdh.providerenrollment@maryland.gov

Once you have successfully completed phase |, you will receive a base MA# to bill for
unlicensed services in our LTSS billing system. This billing includes billing for:

® Personal Supports (via EVV), and



® Supported Living



