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Course Overview

 This course will explain the changes that are occurring with
Non-Emergency Medical Transportation (NEMT) providers as
well as guide you through an overview of the Enrollment
Application.

 Demonstrate how to navigate to and understand the Status and
Management Page.

« Demonstrate how to navigate to Skillport and enroll in upcoming
provider training classes.
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Course Objectives

At the end of this training, you will be able to:

» Explain the changes that are occurring with NEMT providers
» Understand the Provider Enrollment Application process

» Navigate to the NCTracks Provider Portal Status and
Management page and understand the content.

* Navigate to Skillport for more information on provider training
and courses available.
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What's New

 Effective May 1, 2016 county contracted NEMT providers will be able to
enroll through NCTracks to become NC Medicaid providers.

« Effective August 1, 2016 county contracted NEMT providers will submit
and receive payments for services rendered to NC Medicaid beneficiaries
through NCTracks.

* The County Department of Social Services (DSS) will continue to contract
with NEMT providers

* The County Department of Social Service (DSS) will issue Prior
Authorizations for NEMT services for NC Medicaid beneficiaries.
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Overview of the Process
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Provider Enroliment
Application Processes
for Non-Emergency
Medical Transportation
(NEMT) Providers
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Application Processes

*Provider Enrollment — Providers will complete
a Provider Enroliment application if they wish to
participate in NC Medicaid.
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Submission of Application

» Office Administrator (OA) will complete and or submit the Enroliment
application online.

A $100 NC Application Fee is required, the provider will make the payment
online.

In-State providers only.

Organization and Atypical Organizations — NEMT providers can enroll with a
National Provider Identifier (NPI), but they are not required to obtain an NPI.
NEMT providers can enroll as Atypical providers.

Taxonomy — 343900000X — Non- Emergency Medical Transport (VAN).
ACA Fee of $554 is required.

ACA Site Visit is required.

Online Training is required.

No certification, accreditation or license required.

— Note: DSS certifies the agency

— DSS grants prior approvals for each service
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Credentialing

* CSRA Enrollment Department will credential the
application. The Office Administrator will be
contacted via email if more information Is
required.

* Public Consulting Group (PCG) will conduct an
on-site Visit.
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Credentialing cont.

*When the application is approved, the
provider will receive a Welcome Letter via
email.

*|f the application Is denied, the provider will
receive a Denial Letter via email.
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Provider Enrollment
Application
Demonstration
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Let's See It
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https://tng.nctracks.com/content/public

me Providers Recipients Operations

Home
Welcome to NCTracks, the new multi-payer Medicaid Management Information System for
the N.C. Department of Health and Human Services (N.C. DHHS).

PROVIDERS - Click on the Providers tab above (or the link below) to enter the Provider
Portal. Providers can click on the Pharmacy link below for information on drug coverage.

RECIPIENTS - Click on the Recipients tab above (or the link below) to enter the Recipient
Partal. Recipients can view eligibility information and pay premiums (if required).

STATE and FISCAL AGENT Staff - Click on the Operations tab above to access the Operations Portal and ShareMNET.

Getting Started - ICD-10 Provider User Guides and

Jusst qatting N ICD-10 is here! Training

started with Check this This section

NCTracks? Follow webpage for includes User —

these easy steps announcements, Guides and Fact

to begin using FAQs, and Shests designed '\

the new system. updates to help N.C. 2

read on @ regarding the DHHS providers understand how Lo use
:VCT‘Q‘E“ NCTracks, as well as information about
implemantation Provider Tralning.
of ICD-10.
read on @ NMote: You can also use the Search feature

{in the upper right corner of every
webpage) to locate resources of interest
on a particular Lopic. read on ®
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Home Providers Reci

Home b Providers ¥ Getting Started

Getting Started

Provider Communication

Currently Enrolled Provider
(CEP) Registration

Claims
Prior Approval
Provider Enrollment

Provider Re-credentialing /Re-
wverification

Provider Policies, Manuals,
Guidelines and Forms

Provider User Guides and
Training

ICD-10
Dental Services
Pharmacy Services

Trading Partner Information

ents Operations

Getting Started

Just getting started with NCTracks? Follow these easy steps to begin using the new
system.

Step 1 - All Users must have an NCID

o If you do not have an NCID, go tand click on Register!

Step 2 Identify the Office Administrator

o The Office Administrator must be either an owner or a managing employee.
o An Office Administrator can be the Office Administrator for one or more NPIs.
Step 3 - Register with NCTracks

o In order to have access to the NCTracks Provider portal, each provider (MPI}) must complete the
NCTracks Currently Enrolled Provider (CEP) Registration. This registration captures information about
your Office Administrator, as well as your Electronic Funds Transfer (EFT) information, so you can receive
payment from MCTracks. See NCTracks Step-by-Step Registration for instructions on how to register.

Step 4 — Add Users and Assign User Access

o One of the features of the new NCTracks Provider Portal is the ability for providers to control the level
of access they give to their staff members. Staff members can be granted access based on their area of
responsibility. For example, front office staff may need access to recipient eligibility information, but may
not be involved with submitting claims.

o Office Administrators can set up user access for the staff in their organization who will be using the

[ N UNDY ¥ R T T | PR I N el PR [ -y wpy PR U P eyt | [y k.
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Home | Providers Recipients
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2 b Provicers

HiTracks registration for lagacy
DHHS providers
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Provider Enroliment

i 2 perscn VOl

Enrcll now o provide Medicaid
services in North Carclina!

N
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Providers
ICD-10 is coming on October 1. Are you ready?
There are a variety of resources to help, including:

ICD-10 Crosswalk - Plug in your ICD-9 codes and see
the corresponding ICD-10 codes used in NCTracks

(e

ICD-10 FAQs - Search Frequently Asked Questions for help with a variety of ICD-10
topics

ICD-10 Inbox - Have a question about how ICD-10
impacts your practice? Email us for a personal reply

ICD-10 Announcements - Watch for updates on testing and training for NCTracks

To access all of these resources and more, click on the ICD-10 link on the left

Providers of services from the Division of Mental Health/Developmental Disabilities/Substance
Abuse Services should contact their LME/MCO to obtain information regarding eligibility, claims status
and payment, etc.

Provider Announcements

EMDS Viewer Issue in Chrome

Sep 8, 2015 Effective Sep 15t 2015, Chrome has disabled NPAPI based plugins and this will keep
Chrome from ... read on ®

Ho NCTracks Checkwrite on June 30

Jun 12, 2015 As stated in the published approved 2015 checkwrite schedules, "MCTracks will issue
30 ... read on ®

Attention: Pharmactcts and Prescribers
Mo More Fax Forms for A+KIDS and ASAP

Jun 11, 2015 Effective June 5, 2015, the N.C. Division of Medical Assistance (DMA) re-instated the
Off-Label ... read on @

Possible Delay in Some EFT Postings Today
Jun 10, 2015 There is @ possible delay in the posting of some electronic funds transfers (EFTs) from
NCTracks ... read on &

What you told us sbout IC0-10 this time

NCTracks Secure Portal

ihoomes the s=cure HCTracks: Fortal

Password Help

o
%-
HED3:F st

Quick Links
= NCTracks Issues List [XLSX

25 KEY

cks Contact
formation (PDF, 113 KB)
Checkwrite
FOF, 47 KB}
NCTracks Checlowrite
dule - DMH, DPFH, and
ORHCC [PDF, 4B KB}

= NCTracks User Access Setup
{PDF, 2782 KB)

= Cover Shest for Claim
Attachments {DOCK, 32 KB)

L AVRS Festurss Job Aid (PDF
48 KB}

NCTracks Glossary of Terms

State Agencies

s Department of Health and
Human Services

7 Division of Health Service
Renulation

7 Division of Medical
A ce

? Division of Mental Health,

Services
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English, Spanish

NCTracks Login AA | Help

The NCTracks Web Portal contains information that is private and confidential.

Only users of legal age or with parental consent authorized by the North Carolina Medicaid Management Information Systems
(NC MMIS) may utilize or access NCTracks Web Portal for approved purposes. Any unauthorized use, inappropriate use, or
disclosure of this system or any information contained therein is prohibited and may result in revocation of access and/or legal
action. If you are not an authorized individual, this private and confidential information is not intended for you. If yvou are not
authorized to access this content, please click 'Cancel’.

MNC MMIS retains the right to monitor, record, distribute, or review any user's electronic activity, files, data, or messages. Any
evidence of illegal or actionable activity may be disclosed to law enforcement officials.

By continuing, you agree that you are authorized to access confidential eligibility, enrollment and other health insurance
coverage information. Please read more in our Leoal and Privacy Policy pages.

YOur ACCOUNT

& All users are required to have an NCID to log in to secure arsas.
# Passwords are case-sensitive. Please ensurs your Caps Lock key is off.

[User ID (NCID): | | Password:
Forgot Login Forgot Password

il" Log In| |Clear||Cancel

About Legal Privacy Accessibility Contact Us System Reguirements Report Fraud

ahhc "

-k 3 human servics
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Provider Location/Enroliment Application Type

Provider Portal | Eligibility | Prior Approval | Claims Referral | Code Search = Enrollment | Administration | Payment Trading Partner | Consent Forms

¢ Home ¢ Provider Enrollment t Online Provider Enrollment Ap...

Contact Information Online Provider Enrollment Application & | AA | Hep
If you have any questions regarding ¥ indicates = required field Legend -
completion of Provider Enrollment, please 8
contact CSC Call Center.
Phone: 800-688-6696 PROVIDER LOCATION !
Fax: 919-851-4014
Email: NCTracksprovider@nctracks.com Please enter the 9-digit ZIP Code (ZIP +4) of your primary practice location for determination of In-State, Border, or Out-of-State enrollment.
s ZIP Code:
Quick Links ?
# PROVIDER EMROLLMENT. APPLICATION TYPE
Status and Management ]
# Provider Enrollment Home Individual
(7 PE Supporting Information _| An individual provider is a person enrolled directly who may have an affiliation with an organization or may bill independently for services. When you are
- . | completing the Individual Provider Enroliment application, you will be given the opportunity to also enroll as a Primary Care Provider (PCP) in the CCNC/CA
(# PE Terms and Conditions program if your provider type qualifies you to be a PCP.

& Provider Qualifications and
Requirements Checklist

Organization

®| An Organization is an entity, fadility, or institution that may be an affiliation of individual providers. When you are completing an Organization Provider
Enrollment application, you will be given the opportunity to also enroll as a PCP in the CCNC/CA program if your provider type qualifies you to be a PCP.
Atypical Organization

Are you an atypical organization? As defined by CMS: Atypical providers are providers that do not provide health care, as defined under HIPAA in Federal

] regulations at 45 CFR section 160.103. Taxi services, home and vehicle modifications, and respite services are examples of atypical providers reimbursed by
the Medicaid program. Even if these atypical providers submit HIPAA transactions, they still do not meet the HIPAA definition of health care and therefore
cannot receive an NPI.

Billing Agent

] Billing Agents and Clearinghouses are third party entities—businesses—that submit information directly to CSC as the NC DHHS Fiscal Agent on behalf of an
enrolled provider.

Blzase be surs to complete all

required fields with valid content. Next. 2
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Provider Portal

‘ Eligihiilv| Prior Approval | Claims Referral | Code Search | Enrollme: t‘ Administration Payment Trading Partner Consent Forms
r Home } Provider Enroliment + Online Provider Enrollment Ap... |

Provider Enrollment

NOTE: Data is not saved unless the 'Next'

Organization Basic Information & | AA | Help
* indicates a required field Legend v
IDENTIFYING INFORMATION
# OQrganization Name:

* EIN: (00-0000000
# Email:

*# Month of Fiscal Year End: | -- Select One - [v]

DoING BUSINESS As (DBA)

# Do you operate under a trade or company name?

OWHERSHIP INFORMATION

% Business Type:

-- Select Cne —

OFFICE ADMINISTRATOR (AUTHORIZED INDIVIDUAL)

?
Individual authorized to receive information or make business decisions on behalf of applying provider. This role currently belongs to the person populated
elow.

% Last Name: * First Name:
Middle Name:

Suffix: | -- Select One -- [¥]
(Enter your full middle name)

(000) 000-0000 | ext.

Office Fax #: |(000) 000-0000
- Select One — []

[E]1 attest that I have entered the full legal name of the individual, and the individual does not have a middle name.

EFFECTIVE DATE REQUESTED

The effective date is the earliest date a provider may begin billing for services. The effective date of enrollment may not be more than 365 days prior to the date
that a complete Provider Enrollment Packet is received and may not precede, as applicable, the current date of your licensure or the current date of your letter
of endorsement.

Note: CCNC/CA participation effective date may not be retroactively requested.

* Effective Date: 03/31/2016 =

Dlasca ha cura tn cnmalare sl
Plzaze be sure to complete =l
required fields with valid content.
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Basic Information — Organization

=)

OWNERSHIP INFORMATION

s Business Type:  CORPORATION [=]
+
?
REGISTERING WITH MC SECRETARY OF STATE =
* Are you required by law to register with NC Secretary of State?
@ Yes () MNo
# Secretary of State 1D =:
+

=)

OFFICE ADMINISTRATOR (AUTHORIZED INDIVIDUAL)

Individual authorized to receive information or make business decisions on behalf of applying provider. This rele currently belongs to the person populated

below.

* Last name: [N # First Name: [

Middle Mame: Suffix: | -- Select One -- [¥]
{Enter your full middle name)

# contact email: [INIEIEIEGEEE
# office Phone =: || IEGNGNGNGNGNGNGEGEGEGEGE =< Office Fax #: |[(000)

[ 1 attest that I have entered the full legal name of the individual, and the individual does not have a middle name.

* Is this contact person an Owner or Managing Employee?
) Oowner ) Managing Employee

=)

EFFECTIVE DATE REQUESTED

The effective date is the earliest date a provider may begin billing for services. The effective date of enrollment may not be more than 365 days prior to the
date that a complete Provider Enrollment Packet is received and may not precede, as applicable, the current date of your licensure or the current date of your
letter of endorsement.

Note: CCNC/CA participation effective date may not be retroactively requested.

Effective Date: [10/14/2013 =

Please be sure to complete all
required fialds with valid content. Next 1
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Terms & Conditions

Terms and Conditions = A~ A* | Help

# indicates a required fisld

MORTH CAROLINA DEPARTMENT OF HEALTH AND HUMANM SERVICES PROWVIDER ADMINISTRATIVE PARTICIPATION
AGREEMENT

1. Parties to the Asreement
This sgreement is entered inta by and between the Morth Carolina Department of Health and Human Services hereinafter referred to as the
"Departrment”, and the abowe identified provider, hereinafter referred to as the "Prowvider.”

2. Agreement Document

The agreement Documents shall consist of this agreement, any addendurm, and the Prowider's application, incorparated hersin by reference. Mo
alterations or modifications shall be made to the terms of this Agreement unless through a written amendment executed by both parties. In
the ewvent of any conflict between the terms of this Agreement and any of its addenda, the terms of this sgreement shall control.

3. Governing Law and Venue

This agreesment shall be governed by the laws of the State of Morth Carolina, exclusive of its conflicts of laws provisions. In the ewvent of a
lawsuit imvolving this agresment, venues shall be proper only in WwWake County, Morth Carolina. This agreement shall not be construed as waiving
ary immunity to suit or liability including, without limitation, sovereign immunity, which may be available to the Department.

The Provider agrees to operate and provide services in accordance with all federal and state laws, regulations and rules, and all policies,
provider manuals, implementation updates, and bulletins published by the Departrment, its Divisions andsor its fiscal agent in effect at the time
the service is rendered, which are incorporated into this Agreement by this reference.

&l provider administrative participation agreements with the Departrment are terminable at will, Mothing in these Regulations creates in the
provider a property right or liberty right in continued participation in the Medicaid program.

4. License=
The Provider agrees to:

&, Be licensed, certified, registered, accredited andsor endorsed as required by State andsor Federal laws and regulations, and NS DHHS
policies and procedures at all times that services are provided.

B. Motify the Department within sewven (7 calendar days of learning of any adverse action initiated against the license, certification,
registration, accreditation andsor endarsement of the Provider or amy of its officers, agents, or employees.

<. Mot bill the Department for services rendered during the lapse, for whatewver reason, of any required license, certification,
registration, accraeditation and or endorserment as required by State andsor Federal law or policy.

5. Billing and Payment
The Provider agrees:

2. To submit claims for services rendered to eligible recipients of the Departrment's medical or behawvioral health care benefits,
hereinafter referred to as "recipients", in accordance with rules and billing instructions in effect at the time the service is rendered.
Prowvider agrees to be responsible for research and correction of all billing discrepancies.

E. To accept as sole and complete remuneration the amount paid in accordance with the reimbursement rate for services cowvered by
the Department, except for payments from legally liable third parties, authorized co-payments andsor deductibles by recipients for
goods, serwices, or supplies provided to a recipient if such are not covered by the Department.

. That in no event shall the Departrment be liable or responsible, either directly or indirectly, to any subcontractor of the provider or
any other party that may provide services.

O. To be held to all the terms of this agresment even though a third party agent may be invealved in billing claims to the Department. It
is a breach of this sagreement to discount client accounts to a third party agent or to pay a third party agent a percentage of the
armount collected.

E. To inwvestigate and bill other insurers and third parties, including the mMedicare program, it applicable, before billing the Department,
when the recipient iz sligible for payment for health care or related services from another IMSUFeEr or person.

F. To not bill the recipient or any other person for items and services cowered by Department and to refund payments made by or on
behalf of the recipient for any period of time the recipient is Department approved, including dates for which the recipient is
retroactively entitled to Department services.

To accept assignment of Medicare payment in order to receive payvment from the Department for amounts not covered by Medicare
for dually eligible recipients.

To refund or allow the Department to recoup or recover any monies received in error or in excess of the amount to which the
Prowider is entitled from the Department (am overpaymentl as soomn as the provider becames aware of said error andysor overpayment
or within thirty {203 calendar daws of a request for repayment by the Department, regardless of whether the error was caused by the
prowider or the Departrment andsor its agents.

I. That payment for cowvered services by the Department is limited to those serwvices certified as medically necessary for the proper
rmamagement, control, or treatment of recipient's medical or behavioral meeds and provided under the physician's or practitioner's
direction and supervision.

3. That items or services provided under arrangements or contracts between the Provider and outside entities and professionals shall

meet the requirements of paragraph <.

That payment and satisfaction of claims will be from federal and state funds.

That claims are subject to the Medical assistance Prowvider False Claims act and the federal False Claims &ct.

irn

That the Departrent may withhold, payments because of irregularity for whatewer cause until such irregularity is resolved, or may
recoup or recowver overpayments, penalties or invalid payments due to error of the Provider andsor the Department and their agents,
all provider numbers in which the provider has an interest are egually subject to such withholding, recoupment or recowery until such
cwerpayment, penalty, or invalid payment is repaid to the Department.

rd That khillimAas Aand renarts related o services rendered skhall ke sohmitted il the forrmar o and frennencw shmecified ko the Dbivisicon andAor



Basic Information Completed

Basic Information Completed & | A- A* | Help

# indicates a required field

>
ELECTROMIC SIGHATURE -
Your Electronic Signature PIN will be sent to the email address provided on the Basic Information
page. You will need this PIN to electronically sign this enrollment application upon submission. Your PIN
will also be used to electronically sign future secure submissions.
[ O]
Our records indicate that an Electronic Signature PIN has already been associated with this Office
Administrator's MNCID. Please use the current PIMN to electronically sign this application upon submission.
If you hawve lost or forgotten your PIN, yvou will have the opportunity to reset it upon submission.
>
APPLICATION RETRIEVAL -
You have successfully completed the basic information portion of the enrollment application.
If you wish to retrieve and complete your saved application, use the Status Management link from the
Provider Enrollment Home. You'll need your NCID and password to sign into the NCTracks portal. Please
complete this application within 90 days for submission to the state. If it is not completed within 90
days, the incomplete application will be deleted.
+
{{ Previous Mext ¥

A licati Last Updated: 2009-11-22
FRilzstion = RoEbs I Sawve Draft Cancel Enrcllment
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Previous Health Plan

Provider Portal

¢t Home } Provider Enrollment ¢ Online Provider Enrollment Ap...

Provider Enrollment

NOTE: Data is not saved unless the 'Next’
buttan is activated.

" Orgenizsation Basic Information

" Tems and Conditions
Previous Health Plan
HeslthiBenefit Plan Selection
Ownership Information
Addresses

Review Application

CSRA::

‘ Eligibility | Prior Approval ‘ Claims ‘ Referral | Code Search ‘ Enroliment | Administration ‘ Payment | Trading Partner  Consent Forms

Previous Health Plan Information

# indicates a required field

Legend -

?
PrEVIOUS HEALTH PLAN INFORMATION :

s Have you previously been enrolled as a provider with Division of Medical Assistance (DMA), Division of Mental Health, Developmental Disabilities and Substance
Abuse Services (DMH), Division of Public Health (DPH), Migrant Health, or NC Health Choice?

O Yes {diNo

{{ Previous Plezss be sure to complets =l

required fields with valid content. el

Save Draft| |Delete Draft
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r Provider Portal Eligibility = Prior Approval | Claims Referral Enrollment | Administration | Payment Trading Partner

¢ Home } Provider Enrollment t Online Provider Enrollment Ap...

Provider Enrollment Health / Benefit Plan Selection & | AA | Help
MNOTE: Data is not saved unless the 'Mext' M indicates a reguired field Legend -»
button is activated.

Which NC DHHS Health Plan(s) are you applying for at this time?
# Oranizsion Basic Information What are the qualifications and requirements for the NC DHHS Health Plans?

See DHHS Provider Qualifications and Requirements Checklist /.

o Terms and Conditions

o# Previous Hesith Plan

Division OF MEDICAL AsSSISTAHCE (DMA)

HesithBensfit Plen Selecfion Please select any coverage types for which you wish to enrcoll by checking the corresponding box.

Crwnership Information If you are a behavioral health provider who does not provide services to the Medicaid 0-3 population or to Health Choice recipients, do not enroll in Medicaid or

. Health Choice in this application. Contact your Local Management Entity/Managed Care Organization (LME/MCQ).
resses

If applying for Medicaid and/or NCHC (Children), a $100 NC Application fee may be required. Upon application submission, you will be directed to Paypoint to
Review Applicstion make the payment upon application submission if you are required to pay the fee.

Under the Federal Guidelines of the Affordable Care Act it may be necessary to collect an additional fee provided you have not paid this fee in your domiciled

State or to the Medicare program vendor. If collection or proof of payment of this fee is required, you will be contacted during the credentialing process of your
application.

Division of Medical Assistance (DMA)
Medicaid

{l Previous Blzase be surs to complete all

required fields with valid content. Hext 1

Save Draft| |Delete Draft
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Ownership Information

Provider Portal

Eligibility = Prior Approval | Claims

¢t Home } Provider Enrollment ¢ Online Provider Enrollment Ap...

Provider Enrollment

NOTE: Dats is not saved unless the ‘Next'
button is activated.

Contact EVC Center

4" Organization Basic Information

Terms and Conditions

Health'Benefit Plan Selection

L4
" Previous Health Plan
L

Ownership Information
Addresses

Review Apoplication

Ownership Information

¥ indicates a required fisld

©Yes & No

© an individual

{t Previous

SHAREHOLDER/PARTHER IMFORMATION
Add Shareholder/Partner

s This shareholder/partner is:

) a business

Referral | Code Search | Enrollment

Administration | Payment

# Do you have one or more Shareholders/Partners with 5% or more ownership?

Trading Partner

Please complete the required information for each shareholder/partner with 5% or more ownership.

L

=l

AA | Help

Legend

Please be sure to complete all
required fields with valid content.

Mext 1

-

Save Draft| |Delete Draft

CSRA::
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Provider Enrollment

NOTE: Data is not saved unless the 'Next'
button is activated.

«" Orpanization Basic Information

4 Terms and Conditions

o Previous Heslth Plan

o Hesith/Benefit Flan Selection
Ownership Information
Addresses

Review Application

Ownership Information

Ownership Information

# indicates a required field

s# Do you have one or more Shareholders/Partners with 5% or more ownership?
@ Yes (1 No

SHAREHOLDER/PARTHER IHFORMATION

Add Shareholder/Partner

Please complete the required information for each shareholder/partner with 5% or more ownership.
s This shareholder/partner is:
#@fan individual O a business

Individual Information
# Last Name:

# Address Line 1:
Address Line 2:

s City:
# State: | NORTH CARCLINA [*]
% ZIP Code:  [00000-0000

s Relationship to Another

-- Select One -- [|
Disclosing Person:

s Percent of Ownership/Control
Interest:

{l Previous

# First Name:

Middle Name: Suffix:
{Enter your full middle name)
s Date of Birth:  \mm/dd/yyyy = # SSN:
% Gender: | -- Select One -- [¥]
# Email:

s Phone Number:

& | AA | Help

Legend v

-- Select One -- [¥|

(000) 000-0000

[OI 1 attest that I have entered the full legal name of the individual, and the individual does not have a middle name.

%o

Clear

+

Flease be sure to complete zll
required fields with valid content.
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Addresses

Provider Portal

Provider Enrollment

NOTE: Data is not saved unless the 'Next'
button is activatad.

Contact EVC Center]

o Individual Basic Information
o Terms and Conditions

* Previous Health Plan

ealth/Benefit Plan Seledtion

CSRA=

Addresses & AA  Heb
® indicates a required field

PORTAL-DEV
*Home } Provider Enrollment * Online Provider Enrollment Ap...

Legend -

PrIMARY PHYSICAL LOCATION

This is the primary physical location where service will be rendered, or in the case of mobile services, where management/supervision occurs

% Office Phone #: axt, Office Fax #:  |(000) 000-0000

Address

s Address Line 1: NE\L“'\_H\-.__“

Address Line 2: CEY il
¢ City: % State:  NC
ZIP Code: 27707-0000

County: +
?
109% REPORTING /PAY-TO ADDRESS :
All provider records with the same Employee Identification Mumber (EIN) must have the same 1099 Reporting Address. You only need to
submit one application per EIN. Upon application approval, all records with the same EIN will be updated with the new address.
% Do you have a separate Pay-To address?
©iYes () No
E 3
?
CORRESPONDENCE ADDRESS

This is the address where all paper and accounting correspondence is to be mailed.

# Do you have a separate correspondence address?
D Yes ©No

+.
?
SERVICE LOCATIONS
# Do you have additional service locations?
D Yes ©No
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Addresses

CSRA=

SERVICE LOCATIONS
Da you have additional service locations?

o

& ves O Mo

Service Locations

Add Service Locations

Service Location Mame:

# Office Phone #: ext,

% Address Line 1.
Address Line 2:
* City:

¥ State: --

# ZIP Code:

{{ Pravious

+
?
?
Office Fax #:
'
County
I‘u’erif:.r Address
IAdd Clear
+
Please be sure to complete all
required fields with valid content, Next 1
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Taxonomy Classification

i Provider Portal

Eligibility = Prior Approval Claims Referral Enrollment

¢} Home } Provider Enrollment t Online Provider Enrollment Ap...

Provider Enrollment

NOTE: Data is not saved unless the 'Next'
button is activated.

o Orpanization Basic Information

Terms and Conditions
Previous Heslth Plan

Heslth/Bensfit Plan Selection

Orawnership Information

UL UL UL U

Addresses

Taxonomy Classification
Howrs of Operation
Services

Agents/Mansging Employees

Method of Claim/Electronic Submission

EFT Account Information

Exclusion Sancfion Information

Review Application

Taxonomy Classification

# indicates a reguired field

TYPE, CLASSIFICATION AMD AREA OF SPECIALIZATION
You may enter up to 15 Taxonomy Classifications.
Provider Type: TRANSPORTATION SERVICES

Classification: Non-emergency Medical Transport (VAN)
Area of Specialization: Mone

Add Taxonomy Classification

Please complete all the required fields and click the Add button.

s Provider Type: -- Select One -- El
# Classification: -- Select One -- =]
# Area of Specialization: -- Select One -- [

i Previous

Administration = Payment

Trading Partner

Ty

=l

AA | Help

Legend i

Please select the Taxonomy Classification(s) under which you will be conducting business with NCTracks. All taxonomies selected should have been reported to the
Mational Plan & Provider Enumeration System (NPPES) when you enumerated this MPI.

If a submitted taxonomy has not been reported to NPPES, please report it within the next 20 days.

Please select a Provider Type, Classification and Area of Specialization from the following drop-down lists that best describe the services you will be rendering.

= TAXONOMY CLASSIFICATION - 343900000X - NON-EMERGENCY MEDICAL TRANSPORT (VAN)

Edit | Delete

Flease be sure to complete =l
required fields with valid content.

Save Draft

Add | |Clear

Next 1

Delete Draft

CSRA::
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Accreditation

Provider Enrollment

MNOTE: Datz is not saved unless the 'Next'

butten is activated.

Contact EV'C Center ¥

Previous Health Plan
Heslth/Bensfit Plan Selection
Cravnership Informeation
Addresses

Taxonomy Classification

Accreditation

Hours of Operation

Services

Agents/Managing Employees

Method of Claim/Electronic Submission

FT Account Informeation
Exclusion Sanction Information

Rewview Application

CSRA=

Accreditation

% indicates 3 required field

ACCREDITATIONS

Select an accreditation type from the drop down list and provide the accreditation number.

Accreditation Type:
Accreditation #:
Effective Date:

CERTIFICATIONS

-- Select One --

mim,/dd/yyyy

=]

Expiration Date:

Select a certification type from the drop down list and provide the certifying entity and certification number.

Certification Type:
Certifying Entity:
State:
Certification #:
Effective Date:

LICENSES

Select a license type from the drop down list and provide the license number.

License Agency:

License Type:
State:

License #:
Effective Date:

-- Select One --
-- Select One --

MORTH CAROLIN]

mim,/dd/yyyy

-- Select One --
-- Select One --

MORTH CAROLIN]

mim,/dd/yyyy

bl

[

[=]
[=]

[=]
[=]

Expiration Date:

Expiration Date:

mm/dd/yyyy

mm/dd/yyyy

mm/dd/yyyy

& | AA | Help

Legend b

Add||Clear

Add||Clear
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Hours :

# Does this facility operate 24,77
O ves @ Mo

Flease indicate the hours each day a provider is available to see redpients at this location. Monday hours may be copied to the remaining
weekdays by dicking the 'Copy' link, Totals will be calculated autom atically,

Mote: The total number of hours entered must be greater than zero,

— PROVIDER HOURS OF OPERATION

Day From to From to Total

Monday Copy s 8:00 AM 12:00 PM -- Select -- » - Seledt - ¥ 4
Tuesday 8:00 AM ™ 12:00 PM % -- Select -- ™ - Select -- ¥ 4
wednesday :00 AM W 12:00 PM » -- Select - ¥ - Seled -- @ ES
Thursday 00 AM 1z:00 PM -- Select - w - Seledt -- w 4
Friday 100 AM W 1z:00 PM w -- Select -- - Seled -- ¥ ES
Saturday -- Seled -- ¥ -- Select -- w -- Select -- w0 - Seledt -- ]
Sunday -- Select -- & -- Select -- & -- Select -- % - Select -- (¥ o}

Total hours per week 20

CCMC/CA Exception

Pritnary Care Providers (PCPs) must be available at each practice site a minimum of 30 hours per week, Your total number of office hours does
not meet CCHC/CA partidpation guidelines, Please enter wour reason for exception in the CCHMNCACA Exception box, aApproval for the exception
is not a guarantee.

# Exception:

After-Hours Coverage :

MNote to CCNC/CA providers: The phone number will be the number that appears on a redpients Medicaid Identification (MID ) card . Referring
autom atically to the Emergency Department or Hospital Switchboard is not acceptable.

* after-hours or 2447 (919 333-4444  ext,
Responder Phone #:

s Type of after-hours or 24/7 responder coverage:
Answering Service

Phone message that gives number of provider
Hospital operator who pages on-call provider
Call forward or stay-on-line transferring
Murse Triage Service

24 hour hospital switchboard

ER Triage

Physician on call

Eo0OoCcoOooo

Other

*# Describe 'Other': My other coverage

5/3/2016
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Services

CSRA=:

Services

indicates a required field

IMTERFRETATION SERWICES

# oare Oral Interpretation Services availabler
Oves  OMNo

# Is Braille supported?
Oiwes  ONo

# Is Sign Language supported?
Owes (O MNo

LAMGUAGES SUPPORTED IN DIFFICE

¥ Languages:
Available Gptions
0z - Spanish
03 - Arabic

04 - Armenian
05 - Burmese
05 - Cambodian
07 - Chinese
02 - Creole

029 - Croation
10 - Farsi

11 - French

12 - French Creole
132 - German

14 - Greek

15 - Hindi

16 - Hmong

17 - Italian

SPECIAL MEEDS

[0 eehaviorally Disruptive O elindsvisually Impaired
[1 peaf/Hearing Impaired ] intellectual and Development Disability
[] Physically Handicapped [l Sexually Aggressive

# I= this location TDDATTY Equipped?
®ves (ONo

M TDDATTY Office Phone #: ext,

MEW PaTIENTS ACCEPTED
M Are wou accepting new patients?y

Owes @ Mo

# Do wvou accept siblings of established patients?
@ wes O Mo

M FAEDICAID FOR PREGMANT Women [ RPN
1 serve MPW patients only.
21 serve both MPW and Medicaid patients,
{1 do not serve MPYW patients.

Selected CGptions

A- AT | Help

Legend -

-

-

-

-~

-
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Agents/Managing

CSRA:

Provider Enrollment

NOTE: Datz is not saved unless the ‘Next'

butron is activared.
Contact EVC Centel

« Oraanization Besic Information

o Terms and Condiions

ious Heslth Flan

Heslth/Benefit Plan Selection

Ownership Informy

v
U
U
o Addresses
v
v
T

Taxonomy Clsssification

Accreditstion

Hour

ration

Services

tronic Submission

unt Information
Esxclusion Sanetion Informstion

Review Application

Employees

Agents and Managing Employees & | AA | Help

# indicates 2 required field ey -

RELATIONSHIP DISCLOSURE
As required by 42 CFR 1002.3, providers must disdose the following for each individual officer, managing employee, director, board member, and Electronic
Funds Transfer (EFT) authorized individual.
Failure to provide the required information may result in a denial for participation.
Does the applicant have any agent(s) and/or managing employee(s)? Yes
‘Managing Relationships
Please add all managing relationships below.

MANAGING RELATIONSHIP - WOODS , TERRY (AUTHORIZED INDIVIDUAL MANAGING C

NEWLY ADDED

After completing all required fields, dick the Submit button to save.

Last Name : WOODS First Name :  TERRY
Middle Name : Suffix: |- Select One -- [¥]
s Date of Birth:  |mm/dd/yyyy = #5SSN 567-64-6913
* Email: # Phone Number: (000) 000-0000
*# Business Relationship: |- Select One -- [¥]

[7 I attest that I have entered the full legal name of the individual, and the individual does not have a middle name.

* Address Line 1:
Address Line 2:

¢ City:
AuuTEss Lne £
*# City:
% State: | — [x]
s ZIP Code: |00000-0000

Verify Address

Add Relationship

Please complete all the required fields and click the Add button.

* Last Name: * First Name:

Middle Name: Suffix: -- Select One -- [¥]
(Enter your full middle name)

 Date of Birth: = # SSN:
s Email: s Phone Number: (000) 000-0000
# Business Relationship: | -- Selact One -- [+

[O 1 attest that I have entered the full legal name of the individual, and the individual does not have a middle name.

s Address Line 1:
Address Line 2:
# City:
# State: | - [x]
* ZIP Code: |00000-0000

- Please be sure to complete all
{t Previous required fields with valid content.
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Method of Claim/Electronic Submission

Provider Enrollment Method of Claim and Electronic Transactions & | AA | Help

MOTE: Data is not saved unless the 'Next' ¥ indicates a required field
button is activated.

Contact EVC Center 5

Legend b

# METHOD OF TRANSACTION
«” Organization Basic Inforrnation
Please select how the enrolling billing agent will be sending and receiving claims. (Select all that apply)

required fields with valid content.

Agents/Managing Employees
Save Draft| |Delete Draft
Method of Claim/Electronic Submission

o Terms and Conditions
o Previous Health Pian Submit a single claim via the NCTracks Provider Portal
o HostinBenaft Flan Seleci [7] Submit a batch claim via NCTracks
[==1 f CHE ME an seleclon
2 - Billing Agent
Cravnership Information
4
o Addresses INCOMING ELECTROMIC TRANSACTIONS :
71 #* Will a billing agent receive any electronic transactions?
axonony Classification s
l@i¥Yes (' No
o Accreditstion
Py
o Hours of Opersation
o Senvices PPN oy — Please be sure to complete all Next 1
>l
@)

FT Account Information
Exclusion Sancfion Informsation

Review Applicsfion

CSRA-'-‘. 5/3/2016 36




Associate Billing Agent

Associate Billing Agent & | A- A* | Help

¥ indicates a raquired field l.!:t-!.'-l"lﬂ -
BitiinGg AGENT INFORMATION =
Search for Authorized Billing Agents :
Choose a search method, then add all Authorzed Billing Agents from Results.
Search
# Billing Agent ID:  test
Last Mame: First Mame:
A e o B s B o i,
|5|:an:h
1D Mamea Address
[ 123456789 John Doe 1 123 Main Strest, Anytown, NC
T 223456789 John Doe [1 123 Second Street, Anytown, NC
[T 3234567890 John Doe 111 123 Third Street, Anytown, WC
3 results (displaying 1-3] prev. 1 ekt
1Add

5/3/2016 37
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EFT Account Information

EFT Account Information & AA | Hep
¥ indicates a reguired field Legend =
?

ACCOUNT INFORMATION
# Routing Number:

# Account Number: W Account Mumber
Confirmation:

# Account Type: - Select One - -
# Bank Name:
¥ Bank Address Line 1:

Bank Address Line 2:

* Cit‘f:
¥ State: MNORTH CAROLIMNA -
¥ ZIP Code: (00000-0000
I Verify Address
.+
; Please be sure to complete all
it Previous required fields with valid content. Next 1
I Save Draft Cancel Enrollment
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Exclusion/Sanctions

Exclusion Sanction Information = A- A* | Help
M indicates a required field Legend -
B
EXCLUSION SANCTION INFORMATION K

The questions below must be answered for the enrolling prowvider, its owners, and agentsT in accordance with 42 CFR 455.100; 101;
104; 106 and 42 CFR 1002.3.

® Tan agent is defined as any person who has been delegated the authority to obligate or act on behalf of a provider. This may
include managing employees, general managers, business managers, office managers, administrators; Electronic Funds Transfer
{EFT) authorized individuals, individual officers, directors, board members, etc.

-

All applicable adwverse legal actions must be reported, regardless of whether any records were expunged or any appeals are
pending.

For each question answered yes, you must submit a complete copy of the applicable criminal complaint, Consent Order,
documentation, and/or final disposition clearly indicating the final resolution. Submitting a written explanation in lieu of supporting
documentation may result in the denial of this application.

W AL Has the applicant, managing employees, owners, or agents ever been convicted of a felony, had adjudication withheld on a felony,
pled no contest to a felony, or entered into a pre-trial agreement for a felony?

@ Yes < Mo

Please add up to 5 Infraction/Conviction Dates.

Infraction/ Conwviction Date
e | 1/23/1987
0 1/23/94

=

[aaa|| crear

 B. Has the applicant, managing employees, owners, or agents ewver had disciplinary action taken against any business or professional
license held in this or any other state, or has your license to practice ewver been restricted, reduced, or revoked in this or any other
state or been prewviously found by a licensing, certifying, or professional standards board or agency to hawve wviclated the standards or
conditions relating to licensure or certification or the qgquality of services provided, or entered into a Consent Order issued by a licensing,
certifying, or professional standards board or agency?

O Yes & Mo

#*» C. Has the applicant, managing employees, owners, or agents ever been denied enrcllment, been suspended, excluded, terminated, or
involuntarily withdrawn from Medicare, Medicaid, or any other gowvernment or private health care or health insurance program in any
state, or been employed by a corporation, business, or professional association that has ewver been suspended, excluded, terminated, or

involuntarily withdrawn from Medicare, Medicaid, or any other gowvernment or priwvate health care or health insurance program in any
state?

O rves < Mo

 D. Has the applicant, managing employees, owners, or agents ever had suspended payments from Medicare or Medicaid in any state,

or been employed by a corporation, business, or professional association that ever had suspended payments from Medicare or Medicaid
in any state?

O Yes & Mo

*» E. Has the applicant, managing employees, owners, or agents ewver had civil monetary penalties levied by Medicare, Medicaid, or other

State or Federal Agency or Program, including the Division of Health Service Regulation (DHSR), even if the fine(s) have been paid in
full?

O Yes & Mo

*» F. Does the applicant, managing employees, owners, or agents owe money to Medicare or Medicaid that has not been paid?

O Yes & Mo

*» S. Has the applicant, managing employees, owners, or agents ever been convicted under federal or state law of a criminal offense
related to the neglect or abuse of a patient in connection with the delivery of any health care goods or services?

O Yes & Mo

CSRA:
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Review Application

Review Application S | A~ A* | Help

ELECTROMIC SIGHATURE - EMAIL CONFIRMATION

® Please confirm that the email address below is correct. If you don't already hawve one, an
Electronic Signature PIN will be sent to this address upon submitting the next page. You will need
access to this email address to retrieve/reset your PIN and complete this Online Application.

& If the email below is incorrect, you may now navigate back to the Basic Information page to
Llpdate it. (Remember to click 'Mext' on the Basic Information page to store your change.)

Contact Email: abc@123.com

REWVIEW APPLICATION

To review your application in Adobe PDF format, click 'Review Application' below. If you have
successfully completed all required information for your provider enrollment application and are satisfied
the information is complete and accurate, you may proceed to the Attachments/Submit Electronic
Application page by clicking 'Next'.

I Review Application [

{{ Previous Mext ¥

application Last Updated: 2009-11-22 cancel Enrollment

/~| PDF documents on this page require the free Adobe Reader to view and
print.
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n and Submit Electronic Application

Provider Enrollment

NOTE: Data is not saved unless the 'Next'

button is activated.

Contact EVC Center 5

4 QKRR YRR

Organization Basic Information
Terms and Conditions
Previous Health Plan
Health/Benefit Plan Selection
Ownership Information
Addresses

Taxonomy Classification
Accreditation

Hours of Operation

Senvices

Agents/Managing Employees

Method of Claim/Electronic Submission

EFT Account Information
Exclusion Sanction Information

Review Application

Sign and Submit Electronic Application & ' AA | Hep
# indicates a required field Legend -
If for any reason you navigate away from this page without clicking "Submit Now’, you will be required to re-enter the information.
5

ELECTRONIC SIGNATURE CONFIRMATION

Attestation: I have read and agreed to the terms and conditions of participation. By submitting this form, I confirm the information contained in the documents
submitted with the application/enrollment documents/Administrative Participation Agreement are true, accurate, complete, and current as of the date this
electronic document is submitted. I do hereby attest that any falsification, omission, or concealment of material fact may subject me to administrative, civil, or
criminal liability.

% Login ID (NCID):
Forgot Login ID

* Password:
Forgot Password

® If this is your first Provider Enrollment submission, your Electronic Signature PIN has now been sent to TEST@FAKEEMAIL.COM. Please retrieve it now to
complete submission. If the email is incorrect, you may now navigate back to the Basic Information page to update it. (Remember to click Next on the Basic
Information page to store your change.)

® If there is a PIN already associated with this NCID, please use it now. If you have forgotten your PIN, you may reset it by entering you Login ID (NCID) and
Password and dlicking the 'Forgot PIN' link. The PIN will be sent to your email address.

Please contact the CSC EVC Center at 800-688-6696 if you have any trouble with your Electronic Signature PIN Number.

# PIM: Forgot PIN

Please review the documents you are going to electronically sign.
® Agreement and Attestations

>
REQUIRED ATTACHMENTS :
2610 Wycliff Rd, RALEIGH, NC 27607-3073
Your application indicates that you are enrolling as:
® TRANSPORTATION SERVICES, Non-emergency Medical Transport (VAN), None
The following documents are required with your Provider Enrollment Application. They can be submitted electronically and/or by regular mail.
® No Required Attachments for the Taxonomy
>
ONLINE APPLICATION SUBMISSION :
You may now submit your Online Application by clicking 'Submit Now' below. After submitting you will have the option to print a copy of the completed
application for your records.
You will also receive instructions to finalize the application process on the next page.
Submit Later Submit Now
+

CSRA=




Submit Application- Final Steps

Final Steps & | AA

#¥ indicates a required field Legend

OMNLINE SUBMISSION COMPLETE

Thank you for submitting the online portion of your application.

Please save/print the following documents for your records

& Online Application
® Cover Shest

® Review Agreement

Mow that you have submitted your online application, you will not be able to retrieve the application or reprint application documents.

REQUIRED ATTACHMENTS
2610 Wycliff Rd, RALEIGH, NC 27607-3073

Your application indicates that you are enrolling as:
e [[[TRANSPORTATION SERVICES, Mon-emergency Medical Transport (VAN), Nonel]]

The following documents are required with your Provider Enrollment Application. They can be submitted electronically and/or by regular mail.

® No Required Attachments for the Taxonomy

ELECTRONMIC ATTACHMENTS

If you need to submit electronic attachments, you may do so at this time by clicking the Upload Documents button below. You can alsoc submit electronic
attachments on the Status Management Page.

Help

(LN ]

(LN ]

Upload Documents

Return to Provider Enrollment Status and Management Home

CSRA=
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Upload Documents

Provider Portal

¢ Home } Provider Enrollment } Online Provider Enrollment Ap...

Provider Enrollment Upload Documents

Contact EVC Center ¥5 ¥ indicates a required fisld

ELECTRONIC ATTACHMENTS

JPEG, GIF, PNG).

To upload a file:

# Click the Browse button.

® Locate the file and add. Note: The file name will display to the right of the Browse button.
® Click the Upload Document button to submit the file to NCTracks.

at the right hand corner of the screen.

Mo files have been uploaded.

Only one file can be uploaded at a time. Maximum 10 files can be uploaded per application. A File cannot be more than 25 MB.
The following file types may be attached: MS-Word, MS-Excel, WordPerfect, MS-Write, Open Office, text, Power Point, Zip, PageMaker, Adobe PDF, image(TIFF,

® When upload is successful, a message will be displayed with the file name. If you wish to print a record of submitted attachments, click the printer icon located

| Eliuihilit_v| PriorApprovall Claims | Referral | Code Search | Enroliment | Administration | Payment | Trading Partner | Consent Forms

& | AA | Help
Legend b i
>

Upload Document

Return to Provider Enrellment Status and Management Page

CSRA=
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Status and

Management Page
Demonstration
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Status and Management Page

Objective:
‘Understand how to navigate to the Status and
Management Page

*Understand the sections within the page
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i Welcome, I

Provider Portal Eligibdlity  Prior Approval Clasms  Relerral  Code Search | Ensolimant

Administration  Payment  Trading Panner
¥ Mioame Oinlrye Applicasion
Status and Manmgeman
Message Center for Hazel Dula O —— Halp
Announcements

Date: Feb 10, 2016 12:00:00 AM Attention: All Providers
Stay on top of NCTracks - sign up for the newsletter
The best way (o stay on top of updates to NCTracks is to sy
you are not already recerving the newsletter, vou can §
Communicabo n the Prosss T

mewsletter, bul important bime-se

bscribe to the MCTracks Communications and Updates newsletter. 1f
he by clicking on the link under the heading "Sagn Up for NCTracks

g & page. Signeng up will ensure that yoo recene ot only the regulsr
ity e essages Sent nid emaad,

[ Wecon—Jomcs Acumsaions

. | Provider User Status and
i Training Administration | Management

CSRA::
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Status and Management Page

Status and Management & | AA | Help

¥ indicates = required fisld Legend v

Welcome to Provider Enrollment Status and Management
Please choose from the options below to manage your enrollment status.

SUBMITTED APPLICATIONS

Below is the status of applications you have submitted.

)

If status is Payment Pending, we have received initial confirmation from Paypoint that your payment was confirmed; it may take up to 48 hours to verify the
payment. If status is Pay Now, your NC Application Fee payment was not made or failed; click Pay Now to make payment.

If status of the application is in Payment Pending, Returned, or In Review, you can upload supporting documentation by clicking the Upload Documents
hyperlink.

+ RecorRD RESULTS

|

=~

SAVED APPLICATIONS

Please remember that your application must be submitted to the State within 90 days of the date it was created. If not completed within 90 days, the incomplete
application will be deleted.

+ RECORD RESULTS

NO DATA FOUND

=

MANAGE CHANGE REQUESTl

If you are a behavioral health provider contracted with a Local Management Entity/Managed Care Organization (LME/MCOQ) and you update your data in a
NCTracks Manage Change Request application, please ensure your LME/MCO has the same updated data on file.

The following provider accounts associated with your NCID are active. Please select the account with which you would like to submit a Manage Change Request,
then click 'Update'.

+ RecorD RESULTS

+ |

’
NO DATA FOUND

.

:

MAINTAIN ELIGIBILITY =

NO DATA FOUND
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Provider Training
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& Welcome, i

Provider Portal Eligibility = Prior Approval  Claime  Referrsl | Code Search | Ensoliment  Administration  Payment  Trading Pariner  Consent Forms

* Home

Message Center for Hazel Dula

=i

Announcements - —
Date: Feb 10, 2016 12:00:00 AM Attention: All Providers

Siay on top of NCTracks - sign up for the newsletier

The best way te stay on top of updates to NCTracks s to subseribe to the NCTracks Communications and Lipdlafes newsletter, 1f

nbe by clicking on the link under the heading "S5gn Up for NCTracks
age. Signang up will ensure that you recesve ot only the regular
Sitive Mestages Serd via emad

you are not diready recaiving the newstetter, you can sul
Communscations”™ on the Pr TmLnICALions ¥

rewsletter, but impoctant time

User Status and
Administration| Management

Provider
Training

5/3/2016
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Search for Category Language

SEARCHZPLEARN" | Al [¥] [engish can [+] TR

MY PLAN

MY PROGRESS

CATALOG

Instructor Led Training

Welcome to NC Department of Health and Human Services (DHHS)
NCTracks Training Center!

Urgent! Please complete the following prior to accessing training
opportunities:

1. Update your Profile! In order to receive credit for all training opportunities,
you must update your Profile Page.

2. Browser Test! Ensure your system is properly configured to utilize Skillsoft

Welcome csc_admin, Logged In: Apr 13,

CSRA=
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SEARCH &P LEARN"

MY PLAN

MY PROGRESS

CATALOG

Instructor Led Training

Search for Category

Language

E & B =

All

Publisher Custom Content
Provider Training - Not Current
State Operations Training

CSC Staff Operations Training

2

Provider Training Folder

[¥] [engish an [] gy

Welcome csc |

CSRA=
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Provider Training — Skillport

SEARCH {2 LEARN"

MY PLAN

MY PROGRESS

CATALOG

Instructor Led Training

Search for Category Language

Al [=] [Engish tam [=] M

5]

Publisher Custom Content

Provider Training - Not Current

State Operations Training

CSC Staff Operations Training

| Pravider Training Folder

= !“ User Guides (reference library)

B[ | Pre-Go Live Instructor Led Training (ILT) Guides

B [ | Reference Documents

= || provider Computer-Based Training (CBT) & Instructor Led Training (ILT)

|| cBTs

|| 1LTs: on-site

!, ILTs: Remote via WebEx
g Provider Training for Enhancements to Recipient Eligibility Inquiry
ﬁ NCTracks Crossover Workshop

DME Claims Processing Webinar

Due: Apr 30, 2014

ILTs: WebEx Archived Recordings

Provider Web Portal Applications Webinar @

Due: Mov 18, 2014

Provider Web Portal Applications Participant User Guide ©

Submitting Dental and Orthodontic Claims @

Due: Feb 10, 2016

Prior Approvals: Dental & Orthodontic

New Office Administrator

Submitting a Claim/Recipient Eligibility Verification DPH EHDI/Sickle Cell

Submitting a Professional Claim/Recipient Eligibility Verification DPH ITP

Prior Approval DPH EHDI/Sickle Cell

Prior Approval Inquiry DPH ITP

ICD 10 System Changes

ES User Role_Abbreviated MCRs_Upload Documents

O E & =
B SN G G

L B Ey

&

53

OO I @

CSRA::
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Provider Training —Provider Resources

NC DHHS website -

NCTracks Provider Portal -
- Announcements, FAQs, User Guides, Fact Sheets, Issues List

Email List Manager —
- Providers who unsubscribe will not receive any emails — Come back!

Regional Provider Relations Representatives
- Request help using link in footer of every NCTracks webpage

Provider Training
- Instructor-Led (on-site and remote), CBTs, and Participant User Guides

CS -'-‘. 5/3/2016 53


http://www.ncdhhs.gov/
http://www.nctracks.nc.gov/
http://www.nctracks.nc.gov/content/public/providers/provider-communications.html
https://www.nctracks.nc.gov/content/public/contact.html

Provider Training — Recommended Resources

From the NCTracks Provider Portal
(Provider User Guides and Training)

* How to Enroll in NC Medicaid as an Organization
* How to Select a Billing Agent and Other Claims Submission Options in NCTracks

From Skillport
(Provider Catalog)

* Change Office Administrator Application Process

* Assign Enrollment Specialist User Roles

* General NCTracks Provider Portal Overview Computer Based Training (CBT)
* Provider User Provisioning Participant User Guide
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Wrap Up/Summary

You now are now able to do the following:
» Understand the Provider Enrollment Application processes

» Navigate to the NCTracks Provider Portal to the Status and

Management page and check the status of your enroliment
application.

» Register for classes through Skillport.
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Q&A
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