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Arizona Health Care Cost Containment System

FAO Enrollment

This guide explains how to complete the enrollment process for providers when the provider being enrolled:
e s a Facility/Agency/Organization (FAO)

e Has a National Provider Identifier (NPI)

These providers include:
e Hospitals

e Nursing Facilities

e Assisted Living Facilities

e Rural Health Clinics

e Federally Qualified Health Clinics
e Laboratories and Imaging Centers
e Rehabilitation Centers

e Mental Health Facilities

e Dialysis Centers

e Qutpatient Surgical Centers

Beginning an Application

To begin an application, select the “Facility/Agency/Organization (FAO, Hospital, Nursing, Various Entities)” option, then
select “Submit.”

§ Identity Cloud Service X @ Welcome to MMIS x  + - ®
&« C {} @& az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet % O o
APEP < My Inbox ~ Provider v >

A valenzuela,veronica ~ B Note Pad @ Extemal Links ~ My Favorites ~ &y Print © Help

> Provider Portal > New Enroliment

Enroliment Type -~
Select the Applicable Enroliment Type
() Individual/Sole Proprietor
() Regular Individual/Sole Proprietor or Rendering/Servicing Provider

() Group Practice (Corporation, Partnership, LLC, etc.

() Contractor/MCO

() Managed Care Organization
() Correctional Facilities
() Tribal Behavioral Health
() Department Of Economic Security
() Atypical (non-medical) provider (Choose this option if you do not have a NPI)

() Individual (Driver, Home Help/Personal Care, Carpenter, efc.)

() Agency (Child Care Institution, Home Help/Personal Care Agency, Transportation Company, Local Education Agency etc.)

>

Page 1D: pgNewEnrollBasicStep(Provider) Environment: AZ_UAT R10c-1.1 Server Time: 06/22/2020 07.52:11 MST
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Enrollment Overview

Each provider must complete steps 1 through 13 to submit the application.
e Status column: This column will change from “Incomplete” to “Complete” as steps are completed.

e Step Remark column: This column will alert you to any problems in completing the step.
e Blue font: indicates a hyperlink.

e Steps display in blue font when the step is ready for data entry.

e In order to skip steps, you must first complete steps 1 through 4 in numerical order to make the remainder of
steps available.

e * An asterisk indicates required fields. Required fields must be completed to proceed forward.

NOTE: It is important to ensure all data entered is accurate and valid.

Step 1: Provider Basic Information
1. Select Step 1: “Provider Basic Information.”

@ Welcome to MMIS - Google Chrome = X

& az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet
% Print @ Help

Basic Information: Enter required fields and click Finish button.

.
Legal Entity Name: 2 IAs shown on the Income Tax Return) I
Entity Business Name: *l Domg Business As) I EIN/TIN: &
Tribal Type: v
NPI =
i Wa Information ~
'W-9 Entity Type: v|® W-9 Entity Type (If Other):

Profit Status: v|*

© Confirm || #Finish || @ Cance!

Page ID: digAddBasicinformationStep1 (Provider)

2. Basic Information: Enter the provider’s basic information.
e Legal Entity Name: As shown on the provider’s Income Tax Return
e Entity Business Name: Provider’s “Doing Business Name”

Note: If you are an employee of a facility, agency, or organization and you do not have an EIN, the FAO for which
you work must have an application registered with AHCCCS before you can continue to register yourself as a
provider. You will not be able to submit your application until your employer does so first.



AHCCCS

Arizona Health Care Cost Containment System

3. Tribal Type: Select the drop-down option if you provide services for tribal members. Leave the questions blank
if not applicable.

e |HS-Indian Health Service

e Privately owned on tribal land

e Tribally owned on tribal land
NPI: Your 10-digit National Provider Identifier (NPI) number is required. If you do not have an NPI number,
cancel the enrollment by clicking the “Cancel” button at the bottom of the page, return to the Enroliment Type
page, and choose another provider type if applicable.

@ Welcome to MMIS - Google Chrome = X

& az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet
B Print @ Help

Basic Information: Enter required fields and click Finish button.

i Basic Information &
Legal Entity Name: | City Fire EMS * (As shown on the Income Tax Return)
Entity Business Name: | City Fire Protection Districi| * (Doing Business As) EINTIN: | 991122334 &
Tribal Type v

NPL

IHS - Indian Health Service

] i A
WS Information Privately owned on fribal land

W-9 Entity Type: | Tribally owned on tribal land v|* W-9 Entity Type (If Other):

Profit Status: | FOR-PROFIT, CLOSELY HELD v | *

@© Confirm || ##Finish || @ Cancel

Page ID: digAddBasicinformationStep 1(Provider)
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4. W-9 Entity Type: IRS W-9 information provided must match IRS reports.
e Corporate-Charitable applies for non-profits.
e Corporate-Non-Charitable applies for many private companies.

e  Profit Status: Non-Profit, For-Profit, and Closely Held are the most common Profit Status Codes that
apply for non-profit and private companies.

5. Once complete select, “Finish,” to proceed forward.

@ Welcome to MMIS - Google Chrome x

@ az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet
2 Print @ Help
Basic Information: Enter required fields and click Finish button.

i Basic Information

~
Legal Entity Name:  City Fire EMS * (As shown on the Income Tax Refum)
Entity Business Name: | City Fire Protection Districl| * (Doing Business As) EINTIN: | 991122334 *
Tribal Type: | Privately owned on tribal land v
NPI: | 1073008074 |*
= W3 Information -
W.9 Entity Type: | Proprietary - Individual v |® W.9 Entity Type (If Other):
Profit Status: | FOR-PROFIT, CLOSELY HELD v | #

Page ID: digAddBasicinformationStep1 (Provider)

Note: Write down your Application ID and keep it in a safe place. If you misplace the Application ID, check your
email account used during the User Registration process to retrieve the email containing the Application ID. If you
are unable to locate the email containing the Application ID, please contact the AHCCCS Provider Enrollment team.
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6. To continue with the application, select “OK.” By selecting “OK,” this will take you to “Step 2: Add Locations”.
This step is required prior to submission of the application.

@ Welcome to MMIS - Google Chrome = P

& az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet
& Print @ Help

Application ID: 20200622158341 Name: City Fire Protection District

Basic Information &

You have successfully completed the basic information on the Enroliment Application.

IYcurAppIication ID is: 20200622158341 I

Please make note of this Application ID. This is the number you will be required
to use to track the status of your enroliment application. Without this number,
you will not be able to access your application and your information will be deleted.

Please make sure to complete your application and submit it for State Review within 30
calendar days OR your application will be deleted.

Page ID: dighddBasicinformationStep3(Provider)

7. Once the application has been established, you will be brought to the “Business Process Wizard or BPW.” This
page breaks down the full application into multiple steps. Step 1, Provider Basic Information, has already been
completed which will be indicated in the “Status” column.

o The “Required” column tells you which of the steps are “required” and which are “optional” to
submit the application.

Note: To complete the next step, “Click” the blue hyperlink. Currently, only Step 2 has a hyper link. However, once
you complete Step 4, every step will display a hyper link, allowing you to complete the steps in any order.
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Step2: Add Locations
1. Select “Step 2: Add Locations.”

§@ |dentity Cloud Service X @ Business Process Wizard Start X 4 = X
&« C (Y} @ az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet “ O o

APEP < My Inbox ~ Provider ~ b4

4 valenzuela,veronica ~ Note Pad External Links ~ % My Favorites ~ @ Help
> Provider Porfal > New Enroliment > FAQ Enroliment
Application ID: 20200622158341 Name: City Fire Protection District
Enroll Provider - FAQ &0

Business Process Wizard - Provider Enroliment (FAO). Click on the Step # under the Step Column.

Step Required Start Date End Date Status Step Remark
Step 1: Provider Basic Information Required 0872212020 0872212020 Complete
| step 2: 4dd Locations Jrequirsd Incomplete
Step 3: Add Gorrespondence Address Required Incomplete
Step 4: Add Provider Type/Specialties/Subspecialties Required Incomplete
Step 5: Assosiate Billing ProvidenOther Assotiations Optional Incomplate
Step 6: Add License/Cerfification/Other Optional Incomplete
Step 7: Add Additional Information Optional Incomplete
Step 8: Add Provider Gontroling Interest/Ownership Details Required Incomplate
Step 9: Add Taxonomy Details Required Incomplete
Siep 10: Fee Payment Optional Incomplete
Step 11: Upload Documents Optional Incomplste
Step 12: Complete Enrollment Checkiist Required Incomplete
Step 13: Submit Enrollment Application for Approval Required Incomplete

2. Select “Add,” to open up the details page to add a Primary Practice Location and Pay-To-Address for the
location(s). Adding additional servicing locations are optional.

Note: If you are already registered with AHCCCS, you will see a list of your locations under the “Locations List.” For a
new enrollment, this list will be empty.

§# |dentity Cloud Service X @ Provider Location list for Enrollm X + - X

&« C {} & az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet % O o

APEP < My Inbox ~ Provider v >

A valenzuela,veronica v Note Pad @ External Links v % My Favorites v @ Help
> Provider Portal > New Enroliment > FAO Enrollment
Application ID: 20200622158341 Name: City Fire Protection District
lose: ay to address is required for Primary Practice Location. To Add/Modify Pay to address, click on Primary Practice Location hyperlink
Locations List Ll

Filter By v @cGo Bsave Filters | ¥ My Filters™

Doing Business As Location Type Location Details End Date
D AY AY AY AY

No Records Found !

Page 1D: pglocationListForEnrmnt i Server Time: 06/22/2020 08:13:21 MST
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3. Select: Primary Practice Location” in the drop down menu. Complete all required fields, then select “Validate
Address” and “OK” to proceed forward.

Note: Enter your street address on Address line 1 and your five-digit zip code, then “Click,” “Validate Address.” The
remainder of the address fields will automatically populate and be validated by the information from the U.S. Postal
Service.

4. Every “Primary Practice Location,” requires hours of operation. Fill in these fields as appropriate.
5. Select, “OK,” when complete.

@ Welcome to MMIS - Google Chrome =

x
& az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet# ]
Application ID: 20200822158341 Name: City Fire Protection District
Add Provider Location ~
Location Type: I Primary Practice Location ¥ I
Doing Business As: End Date: E]
If a department or drawer number is required enter the information in line TWO. (For example: DEPT 222 or
DEPARTMENT 222, DRAWR 1111 or DRAWER 1111) If an attention line is required, please enter the
information in Line THREE. (For example: ATTN: Billing Dept.)
ATTENTION: Address Submission only requires Address Line 1 and Zip Code, then click the VALIDATE
ADDRESS button. Once clicked, the remaining address fields will be populated and validated by the
USPS. I Address Line 1 and Zip Code combination is not valid, an error will be returned.
Address validation successful
Address Line 1: | 801 E Jefferson St - Address Line 2:
(Enter Street Address or PO Box Only)
Address Line 3: City/Town: | Phoenix vk
State/Province: | ARIZONA v|* County: | Maricopa
Country: UNITED STATES v | Zip Code: | 85034 * | 2217
Web Page:

Please enter the hours your office is open for each day. If you are closed on a given day select "Closed” in the "Open At" drop down.

ge ID: digEnrlAddLocation({Provider)

Day: Open At: AMIPM Close At: AM/PM Day: Open At: AM/IPM Close At: AM/PM
Sunday: 12:00 w|* AM - | 1159 w |* AN~y Thursday: 12:00 ~ | * AM - | 11:59 w |* AM &
PM PM PM PM
Monday: | 1200 v | * AM -y 159 v * AM | Friday: | 1200 v * AM - 159 v * AM |
PM FM PM PM
Tuesday: 12:00 | * AM - |y 159 v | * AM s Saturday: 12:00 w | * AM - | M50 v * AM -y
PM PM PM PM
Wednesday: | 1200 v | * AM - |, 11550 w |® AM |
PM FM
Handicap Accessible: | No Language(s) Spoken: | ENGIisN
Arabic {For Multiple Selection, use Ctrl Key)

Cantonese -

Page ID: digEnriAddLocation(Provider)
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6. Select the “Primary Practice location” link to add Pay-To Address. The link will display in Blue font under the

“Location Type” field.

Note: A message at the top will indicate a “Pay to Address is required for the Primary Practice Location. To
Add/Modify Pay to Address, click on the Primary Practice Location hyperlink.”

&% Identity Cloud Service X @ Provider Location listfor Enrallr X+

&« c 0 & az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet r [v] o

APEP < My Inbox~  Provider~

+ My Favorites v

A valenzuela,veronica ~

> Provider Porfal » Mew Enroliment » FAO Enroliment

Application ID: 20200822158341 Name: City Fire Protection District

[« It | © 2dd | Pay to address is required for Primary Practice Location. To Add/Medify Pay to address, click on Primary Practice Location hyperlink

Locations List ~
Filter By v ®@co Bsave Fiiters | ¥ My Filters™
Doing Business As Location Type Location Details End Date
v av av av
m] 801 E Jefferson St Phoenix, ARIZONA 55034 1213172999
i Delete | View Page: | 1 ©co SaVeToXLS Viewing Page: 1 «rist | 4 ¥ Ned | |3 Last

22020 09:11:25 MST

pglLocationListForEndmnt(Provi

7. Select “Add Address.”

@ Identity Cloud Service X @ Location Details x +

&« C )} @& az-uat-evo.cns-inc.com/evoBrix/CNSIContralServiet %+ 0O o

APEP < My Inbox ~ Provider ~

Note Pad @ External Links v My Favorites v

3 Provider Portal > New Enroliment > FAO Enroliment > General

Application ID: 20200622158341 Name: City Fire Protection District

Bysave | Toadd additional addresses, click "Add Address™ button,

Tuesday: 1200 ~ | * AN - M50 w|* AM -] Saturday: 12:00 v % AM - |, 150 v |*® AM |
PM PM PM PM
Wednesday: | 12200 v |* AM - 1159 w | * AM -],
PM P
Handicap Accessible: No v
Language(s) Spoken: | English
N Arabic
{For Matiple Selection, uss Cl | Canignoce =
End Date: | 12/31/2999 B
Address List »
Address Type Address End Date
Oay av av
[ Lecation 801E Jefferson St. Phoenix, ARIZONA 85034 121312999
Viewing Page: 1 wret| € >rea »oim | (4)

1l Delete | View Page: | 1 ©Go SaveToXLS
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8. Type of Address: Select “Pay-To-Address” in the drop-down menu. Carefully enter, review and “Validate
Address” the address. When complete, select “OK” to proceed forward.

Note: If the “Pay to Address” is the same is the Primary Practice Location, Click the “Location Address: radio button
Copy this Location Address” to copy the address. Then click “OK.”

@ Welcome to MMIS - Google Chrome = x

@ az-uat-evo.cns-inc.com/evoBrix/CNSIContralServiet
2 Print @ Help

Application ID: 20200622158341 Name: City Fire Protection District

Add Provider Location Address »

I Type of Address: | Pay To v I End Date:

Location Address: (Copy This Location Address _
If a department or drawer number is required enter the information in line TWO.{For example: DEPT 222 or DEPARTMENT 222,

DRAWR 1111 or DRAWER 1111) If an attention line is required, please enter the information in Line THREE. (For example:
ATTN: Billing Dept.)

ATTENTION: Address Submission only requires Address Line 1 and Zip Code, then click the VALIDATE
ADDRESS button. Once clicked, the remaining address fields will be populated and validated by the
USPS. If Address Line 1 and Zip Code combination is not valid, an error will be returned.

Address validation successful

Address Line 1: | 701 E Jefferson St * Address Line 2:
(Enter Street Address or PO Box Only)
Address Line 3: City/Town: | Phoenix v *
State/Province: | ARIZONA v |* County: | Maricopa
Country: | UNITED STATES v |* Zip Code: | 85034 * - 2215 | © validate Address |

& Cance!

Page ID: digEnriLocationAddress(Provider)
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9. The Provider Practice Location(s) will now display in the Address list.

ralenzuela,veroni Note Pad @ Extemnal Links ~ “ My Favorites ~

y Track Application 3 FAO Enrollment 3 General

Application ID: 20200622158341 Name: City Fire Protection District

To add additional addresses, click "Add Address™ button.

Location Details b

Doing Business As: Location Type: Primary Practice Location
Web Page:

Please enter the hours your office is open for each day. If you are closed on a given day select "Closed” in the "Open At" drop down.

Day: Open At: AM/PM Close At: AM/PM Day: Open At: AM/PM Close At: AM/PM
Sunday: 1200 w | *  |AM -, 159 ~|* |AM =/ Thursday: |12:00 v = |[AM -/, 1M59 w|x  |[AM =,
P PM PM PM
: 1200 ~ * AWM 159 ~|[* |AM iday: 1200 v * |AM 159 ~|* |AM
Monday: PM * M * Friday: oM * M *
Tuesday: 1200 ~ %  |AM =+ 1159 ~ [*  |AM <[, Saturday: 12:00 ~ % |AM < | M50 | [AM <,
PM PM PM PM
s (1200 v | AWM 159 ~|[* |AM
Wednesday: v o * b B *

Handicap Accessible: |No v

English
Language(s) Spoken:
guage(s) Sp Arabic
For Multiple Selection, "
(For Multiple e i key) | Cantonese -
End Date: | 12/31/2999 |
Address List =
o
Address Type Address End Date
AY av
801 E Jefferson St, Phoenix, ARIZONA 85034 12/31/2999
701 E Jefierson St, Phoenix, ARIZONA 85034 12/31/2999
1 oger T B SaveTonis o g &« Fist | | € Prov ? Next  Last G

Page ID: pgEnrolimentl ocationGeneral(Provider) Environment: AZ_UAT R10

Note: To add additional practice locations and pay to addresses, select “Add Address” and repeat steps 1 through 8. To
continue without adding another service location, select “Save” and then select “Close” to proceed forward.

§@ |dentity Cloud Service X @ Provider Location list for Enrallm. X 4 - x
&« c 0 & az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet r [v] o
APEP < My Inbox ~ Provider ~ >

A valenzuela,veronica ~ Note Pad @ Extemal Linl % My Favorites v & Print @ Help

> Provider Porfal > New Enroliment > FAO Enrollment

Application ID: 20200822158341 Name: City Fire Protection District
0 Close. I [ Add | Pay to address is required for Primary Practice Location. To Add/Modify Pay to address, click on Primary Practice Location hyperlink
Locations List ~
Filter By v ®@co Bsave Fiiters | ¥ My Filters™
Doing Business As Location Type Location Details End Date
m av av av
O Other Office/Servicing Location 811 E Jefferson St Phoenix. ARIZONA 85034 127312999
m] Primary Practice Location 801 E Jefierson St. Phoenix, ARIZONA 85034 1213112999
il Delete | View Page: | 1 ®@ce Era SaveToXLS Viewing Page: 1 Krist € ¥» Next |3 Last

Page ID: pgLocationListForEnrimnt(Pro Z_UAT R10c-1.1 212020 09:31.08 MST

10
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Step 3: Add Correspondence Address
1. Select “Step 3”: Add Correspondence Address.”

§@ |dentity Cloud Service x s Wizard Sttt X 4 = X
&« C (Y} @ az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet “ O o

APEP < My Inbox ~ Provider ~ b4

X valenzuela,veronica ~

Note Pad Extemal Links~ % My Favorites ~ Prit @ Help

> Provider Porfal > New Enroliment > FAQ Enroliment

Application ID: 20200622158341 Name: City Fire Protection District

Enroll Provider - FAO o

Business Process Wizard - Provider Enroliment (FAO). Click on the Step # under the Step Column.
Step

Required Start Date End Date Status Step Remark
Step 1: Provider Basic Information Required 0872212020 0872212020 Complete
Required 0672272020 0672272020 Complete
Step 3: Add Gorrespondence Address I Required Incomplete
Siep 4. Add Provider Type/Speciallies/ Subspecialties Required Incomplete
Step 5: Assosiate Billing ProvidenOther Assotiations Optional Incomplate
Step 6: Add License/Cerfification/Other Optional Incomplete
Step 7: Add Additional Information Optional Incomplete
Step 8: Add Provider Gontroling Interest/Ownership Details Required Incomplate
Step 9: Add Taxonomy Details Required Incomplete
Siep 10: Fee Payment Optional Incomplete
Step 11: Upload Documents Optional Incomplste
Step 12: Complete Enrollment Checkiist Required Incomplete
Step 13: Submit Enrollment Application for Approval Required Incomplete

ge ID: pgBPWOrga

2. Select “Add.”

§% Identity Cloud Service X Correspondence Address Details X+

&« C (Y} & az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet “ 0O o

APEP < My Inbox ~ Provider » >

4 valenzuela,veronica

@ Extemal Linl & Print @ Help

> Provider Portal > New Enrcliment > FAO Enroliment > General

Application ID: 20200622158341 Name: City Fire Protection District

Correspondence Address List

Address Type Address End Date
s av av

No Records Found !

spondenceListForEnrimnt(Provider)

3. Inthe “Communication Preference” field, select “Standard Mail” or “Email.”

Note: Only one option may be selected. All notices will go to the mailing address or email address entered on this
screen.

11
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4. Carefully enter, review and click “Validate Address” option. When complete, select “OK.”

@ Welcome to MMIS - Google Chrome = x

@ az-uat-evo.cns-inc.com/evoBrix/CNSIContralServiet

Pi @ Help

Application ID: 20200622158341 Name: City Fire Protection District
Add Correspondence Address -~
Phone Number: | (602) 417-7670 * Extn:| 5 Fax Number: | (602) 256-1474
Communication Preference: | Emal v * Email Address: | email@company.com o
End Date: =
If a department or drawer number is required enter the information in line TWO.(For example: DEPT 222 or DEPARTMENT 222,
DRAWR 1111 or DRAWER 1111) If an attention line is required, please enter the information in Line THREE. {(For example:
ATTN: Billing Dept.)
ATTENTION: Address Submission only requires Address Line 1 and Zip Code, then click the VALIDATE
ADDRESS button. Once clicked, the remaining address fields will be populated and validated by the
USPS. If Address Line 1 and Zip Code combination is not valid, an error will be returned.
Address validation successful
Address Line 1: | 701 E Jefferson St * Address Line 2:
(Enter Street Address or PO Box Only)
Address Line 3: City/Town: | Phoenix v|*
State/Province: | ARIZONA | * County: | Maricopa
Country: | UNITED STATES v | * Zip Code: | 85034 * - 2215 € validate Address

Page ID: digEnriCorrespondenceAddress(Provider)

5. Select “close” to proceed forward.

§ Identity Cloud Service X @ Corespondence Address Details X =+ - X

&« C {} & az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet % O o

APEP < My Inbox~ Provider v ?

- Note Pad @ External

A valenzuela,veroni

> Provider Portal > Mew Enrollment > FAO Enroliment > General

Application ID: 20200622158341 Name: City Fire Protection District

Correspondence Address List ~
Address Type Address End Date
D av AT AY
[ Gorrespendence 701 E Jefierson St, Phoenix, ARIZONA 85034 12/31/2899

SaveToXLS Viewing Page: 1 «Fist | <€

W Delete | View Page: | 1

Server Tim 2020 09:34:02 MST

Page ID

12
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Step 4: Add Provider Type Specialties/Subspecialties
1. Select “Step 4: Add Provider Type Specialties/Subspecialties.”

Wizard Start x + — x

§@ |dentity Cloud Service X @ Busine

&« C (Y} & az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet “ 0O o

APEP < My Inbox ~ Provider » >

A valenzuela,veronica NotePad @ External Lin

S Prit @ Help

> Provider Porfal > New Enroliment > FAO Enrollment

Application ID: 20200622158341 Name: City Fire Protection District

Enroll Provider - FAO »

Business Process Wizard - Provider Enroliment (FAO). Click on the Step # under the Step Column.

Step Required Start Date End Date Status Step Remark
Step 1: Provider Basic Information Required 0612272020 0612272020 Complete
Step 2: Add Locations Required 0612272020 06/22/2020 Complete
Step 3: Add Correspondence Address Required 0612272020 0612272020 Complete
l Step 4: Add Provider Type/Specialties/Subspecialties I Required 0612272020 Incomplste Please add required speciallies
BIED 2. AESOCIAlE BNNG PTOVIAST OMET RSSOUIZNoNS. Optianal Incomplete
Step 6: Add License/Cerfification/Other Optional Incomplete
Step 7: Add Additional Information Optional Incomplete
Step 8: Add Provider Confrolling Interest/Ownership Details Required Incomplete
Step 9: Add Taxonomy Details Required Incomplete
Step 10: Fee Payment Optional Incomplete
Step 11: Upload Documents Optional Incomplate
Step 12: Gomplete Enrollment Checkiist Required Incomplete
Step 13: Submit Enrollment Application for Approval Required Incomplete

ge ID: pgBPWOrganizationStar(Provider) i £ 3 09:34:18 MST

2. Select “Add.”

§# |dentity Cloud Service X @ Specalty List x  + = *

&« C {Y & az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet * 0O 0

APEP < My Inbox ~ Provider v >

nzuela,veronica ~ i i 2y Print © Help

> Provider Porfal > New Enroliment » FAO Enrollment

Application ID: 20200622158341 Name: City Fire Protection District

Provider Type/Specialty/Subspecialty List ~
Filter By ~ ®ce BAsave Filters | ¥ My Filters™
Specialty/Subspecialty Provider Type End Date
oar av av

No Records Found !

istForEnrimni(Provi L Server Timi 09:34:41 MST

Complete the “Add Provider Type/Specialty” and “Add Subspecialty” fields as appropriate.
Select, appropriate “Provider Type” in the drop-down option.

Select, the “Specialty” in the drop-down option, or “No Specialty” if applicable.

Add “Subspecialty”:

o v A W

13
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e Select, “Associated Subspecialty”: “No Subspecialty”
Note: For new enrollments, the “Add Provider Type/Specialty & Add Subspecialty” fields will display empty.

7. When complete, select “OK” to proceed forward.

@ Welcome to MMIS - Google Chrome = x
& az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet
% Print @ Help
Application ID: 20200822158341 Name: City Fire Protection District
Add Provider Type/Specialty ~
Provider Type: | —SELECT— wv|®
Specialty: | ¥ | ¥
Select "No Specialty’ if applicable.

End Date: =2

Add Subspecialty ~

Available A &

»

Select'No Subspecialty” if applicable.

Page ID: digEnrlAddSpecialties(Provider)

The image below is an example of a completed provider type.

@ Welcome to MMIS - Google Chrome = X
& az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet
2 Print @ Help
Application ID: 20200622158341 Name: City Fire Protection District
Add Provider Type/Specialty ~
Provider Type: | EMERGENCY TRANSPORTATION w|*
Specialty: [ NO SPECIALTY REQUIRED v &
Select ‘No Specialty’ if applicable.
End Date: ]
Add Subspecialty »
Available *
No Subspecialty
»
«
Select 'No Subspecialty” if applicable.
+ 0K || @ Cancel
Page ID: digEnriAddSpeciaties(Provider)

Note: Once Step 4 is completed, the rest of the enrollment steps become available and may be completed in any order

prior submission.
14
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Step 5: Association Billing Provider/Other Associations

The next step is Step 5, which is marked as “Optional.” This step is for an Associate Billing Provider, in other words, an

employee of the facility, agency, or organization that has already started an application with AHCCCS. If this does not
apply to you skip, to Step 6.

To complete Step 5:

1. Select “Step 5: Associate Billing Provider/Other Associations.”

§# |dentity Cloud Service X @ Business Process Wizard Start X 4 = X

&« C (Y} @ az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet “ O o
APEP < My Inbox ~ Provider ~ b4

nmnu:a - ki NotePad @ External Links~ S MyFavorites~ @ Print @ Help

> Provider Portal > New Enroliment > FAQ Enroliment

Application ID: 20200622158341 Name: City Fire Protection District
Enroll Provider - FAQ &

Business Process Wizard - Provider Enroliment (FAO). Click on the Step # under the Step Column.

- Step Required Start Date End Date Status Step Remark
Step 1: Provider Basic Information Required 0612272020 0672272020 Complete
Step 2: Add Locations Required 0612272020 0672212020 Complste
Step 3: Add Gorrespondence Address Required 061222020 062272020 Complete
Siep 4: Add Provider Type/Specialties/Subspecialties Required 0612272020 0672272020 Complete
I‘Slap 5: Associate Biling Pravider/Other Associations IDpnona\ Incompiste
Step 6: Add License/Cerfification/Other Required Incomplete Please add required License/Certification
= Step 7: Add Additional Information Optional Incomplete
Step 8: Add Provider Confrolling Interest/Ownership Details Required Incomplste
Step 9: Add Taxonomy Details Required Incomplete
Siep 10: Fee Payment Required Incomplete Please add Fee Payments
Step 11: Upload Documents Required Incomplste Please upload required documents.
Step 12: Complete Enrollment Checkiist Required Incomplete
Step 13: Submit Enrollment Application for Approval Required Incomplete
1 =

ge ID: pgBPWOrganizationStari(Provider) Environment AZ_UAT R10¢-1.1 - 120 09:36:19 MST
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2. Select, “Add.”

§# |dentity Cloud Service X @ Billing Provider/Other A

ciatio X +

&« Cc 0 @ az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet

o%x 0@
APEP € Myibox+  Provider~

>
A valenzuela,veronica ~

@ Extemal Links ~ H My Favy
> Provider Portal > New Enroliment > FAO Enroliment

Application ID: 20200622158341

Name: City Fire Protection District

Billing Provider/Other Associations List ~
Filter By

Bsave Filters | ¥ My Filters™
NPIVAHCCCS ID Provider Name

Start Date End Date
0= av

Status
av

av av

No Records Found !

Page ID: pgBilingProviderListForEnrmni(Provider)

Server Time: 06/22/2020 09:37:02 M&

3. Enter the six-digit AHCCCS ID or 10-digit NPI of the billing provider. Select “Confirm Provider.” Once the provider

is confirmed, select “OK” to complete the association.

Note: If your provider is known to AHCCCS, the Provider Name field is auto-populated.

@ Welcome to MMIS - Google Chrome
-

= X
az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet

Application ID: 20200622158341 Name: City Fire Protection District

Billing i Other A iations
I Enter NPHAHCCCS 1D of Billing Provider/Other Associations and click "Confirm Provider.” I
Type: NP v %
ID: | 1568863250 *

Provider Name: P32 VHS OF PHOENIX INC
Start Date: | 08/22/2020 | *

End Date: &

Page ID: digBillingProviderID(Provider)
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4, Select, “Close”, to advance forward

§# |dentity Cloud Service X @ Billing Provider/Other Associatic: X 4

<« Cc O
APEP <

@ az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet

My Inbox ~ Provider =

A valenzu

,veronica ~

> Provider Portal > New Enroliment > FAO Enrollment

Application ID: 20200622158341

Billing Provider/Other Associations List

Filter By ~
NPIAHCCCS ID Provider Name
av av

P3 VHS OF PHOENIX INCG

Name: City Fire Protection District

Start Date

av

0612212020

[ 1568663250
Viewing Page: 1

i Delsts | View Page: | 1 SaveToXLS

nment: AZ_UAT R10c-

Page ID: pgBilingProviderListForEnrmni(Provider)

= X
* 0@
d @ Extemal Links ~ My Favorites ~ @ Help
-
Bsave Filters | ¥ My Filters™
End Date Status
av av
123112899 Approved

Step 6: Add License/Certification/Other
1. Select “Step 6: Add License/Certification/Other.”

cess Wizard Start x +

§@ |dentity Cloud Service x

< c O

@ az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet

< My Inbox ~ Provider »

> Provider Porfal > New Enroliment > FAQ Enroliment

n ID: 20200622158341 Name: City Fire Protection District

Applical

Enroll Provider - FAQ

Step Required Start Date End Date

Step 1: Provider Basic Information Required 06/22/2020 06/22/2020

Step 2: Add Locations. Required 06/22/2020 06/22/2020

Step 3: Add Comrespondence Address Required 06/2212020 0612212020

Step 4: Add Provider Type/Specialties/Subspecialties Required 06/22/2020 081222020

Step 5: Associate Billing Provider/Other Associations Optional 06/22/2020 06/22/2020
l Step 6: Add License/Cerlification/Other 'Requ\red

Step 7: Add Additicnal Information Optional

Step 8: Add Provider Gontrolling Interest/Ownership Details Required

Step 9: Add Taxonomy Details Required

Step 10: Fee Payment Required

Step 11: Upload Documents Required

Step 12: Complete Enrollment Checkist Required

Siep 13 Submit Enrallment Application for Approval Required

age ID: pgBPWOrga

17

Note Pad

Status
Complete
Complete
Complete
Complete
Complste
Incomplete
Incomplete
Incompiste
Incomplete
Incomplete
Incomplste
Incomplete

Incomplete

External Links v

Step Remark

J My Favorites +

A

Business Process Wizard - Provider Enroliment (FAO). Click on the Step # under the Step Column.

Please add required License/Cerfification.

Please add Fee Paymenis.

Please upload required documents.

09:43:36




AHCCCS

Arizona Health Care Cost Containment System

2. Select “Add.”

§# |dentity Cloud Service X @ LicenseCertification List x + - X

&« C {} & az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet “ O o

APEP < My Inbox ~ Provider v >

A valenzuela,veronica v @ External Links v % My Favorites v

> Provider Portal > Mew Enroliment > FAQ Enroliment

Application ID: 20200622158341 Name: City Fire Protection District
S License/Certification/Other List ~
Filter By v ®co BAsave Filters | F My Filters™
License/Cert./Other Type License/Cert./Other £ Valid Flag Effective Date End Date
[ &v av av av Av

No Records Found !

Page ID: palicensel istForEnrimnt{Provider) Environment: AZ_UAT R10¢-1.1 Server Time: 06/22/2020 09:43:56 MST

3. Carefully enter the License/Certification/Other List Information. Once complete, select “Confirm
License/Certification”, and Select “OK.” Repeat for each available License/Certification.

Note: The licenses and certifications listed in the drop-down menu are based on the specialty you indicated in
Step 4: Add Provider Type Specialty/Sub-Specialties.

@ Welcome to MMIS - Google Chrome = x
& az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet
& Print @ Help
Application ID: 20200822158341 Name: City Fire Protection District
Add License/Certification/Other -~
License/Certification/Other Type: | Department of Health Services v|* License/Certification/Other # | CON *
State: | Arizona v|*
Valid Flag: No
Effective Date: | 06222020 |B = End Date: El

If you choose to continue to enroll and wish to validate your license again prior to submitting your application, click "OK". Submission of an application with an invalid license will prolong the application approval process.

@ Confirm License/Certification/Other

Page ID: digEnrimntAddLicense(Provider)
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4. Select, “Close”, to proceed forward.

§@ |dentity Cloud Service X @ LicenseCertification List X+ = x

&« c 0 & az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet r [v] o

APEP < My Inbox~  Provider~ ?

2 valenzuela,veron

> Provider Porfal > New Enroliment > FAO Enrollment

Application ID: 20200822158341 Name: City Fire Protection District

© Acd

License/Certification/Other List ~

Filter By v ®@co Bsave Fiiters | ¥ My Filters™
License/Cert.Other Type License/Cert/Other # Valid Flag Effective Date End Date
D AY av AY AY AY
(] Department of Health Services GON No 062272020 121312999

1l Delete | View Page: | 1 SaVeToXLS Viewing Page: 1 «Fist € P » Nex

Page ID: pgl Server Tim 212020 09:45:31 MST

Step 7: Add Additional Information

Note: This step is optional for most providers; For FAOs, this link allows you to add information about bed types.

1. Select, “Step 7: Add Additional Information.”

ocess Wizard Start x + — x

§@ |dentity Cloud Service x

&« C (Y} @ az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet “ O o

APEP < My Inbox ~ Provider » >

A valenzuela,veronica NotePad @ ExternalLinksv s MyFavorites> @ Print @ Help

> Provider Porfal > New Enroliment > FAQ Enroliment

Application ID: 20200622158341 Name: City Fire Protection District

Enroll Provider - FAO o

Business Process Wizard - Provider Enroliment (FAO). Click on the Step # under the Step Column.

Step Required Start Date End Date Status Step Remark
Step 1: Provider Basic Information Required 0612272020 0672212020 Complete

Step 2: Add Locations Required 06/22/2020 06/22/2020 Complete

Step 3: Add Gorrespondence Address Required 061222020 0672272020 Complete

Step 4: Add Provider Type/Specialties/Subspecialties Required 061222020 0672272020 Complete

Step 5: Assosiate Billing ProvidenOther Assoiations Optianal 06/22/2020 0672272020 Complete

Step 6: Add License/Cerfification/Other Required 06/22/2020 06/22/2020 Complele

Step 7: Add Additional Information 'plluha\ Incomplete

Step o: Add Frovider Controlling InteresyOwNErsnip Detalls Required Incomplets

Step 9: Add Taxonomy Details Required Incomplete

Step 10: Fee Payment Required Incomplete Please add Fee Payments.

Step 11: Upload Documents Required Incomplete Flease upload required documents.
Step 12: Gomplete Enrollment Checkiist Required Incomplete

Step 13: Submit Enrollment Application for Approval Required Incomplete

age ID: pgBPWOrgan Server Tim 2020 09:46:39 MST
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2. Select, “Add,” under Bed Information to bring up details window for bed information.

§# |dentity Cloud Service X @ Provider Additional Info listfor £ X = - X
&« C {} @& az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet “ O o
APEP < My Inbox ~ Provider v >

A valenzuela,veronica ~

> Provider Portal > New Enroliment > FAO Enrollment

Application ID: 20200622158341 Name: City Fire Protection District

Bed Information

Filter By ®co BASave Filters T My Filters™
Bed Type Bed(s){Unit{s) Start Date

End Date
] 4v av av

av

No Records Found !

NPI Information

Filter By w ®@co Bsave Filters T My Filters™
NPI Start Date
D AY AV

1073008074 0672212020
m]

W Delete | View Page: | 1 © o

End Date

av

12312999

SaveToXLS iewing Bane-gl <€ First

¥ Net | » Last
Page ID: pgAdditionalinfoListForEnAmnt(Provider)

Server Time: 06/22/2020 09:47-07 MST

Select, “Bed Type,” drop-down option.
Select, “Bed Unit(s): insert the number of beds.

Select, “Calendar” option, add “Start Date” for bed type.
Click “OK.”

@ Welcome to MMIS - Google Chrome

- X
@ az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet
Application ID: 20200622158341 Name: City Fire Protection District
Add Bed Information 2
Bed Type: | —SELECT— v | * Bed(s)/Unit(s): &
Start Date: @ End Date: ]

Page ID: digEnrimntAddBedinfo(Provider)
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7. Select, “Close,” to proceed forward.

@ Welcome to MMIS - Google Chrome = X

@ az-uat-evo.cns-inc.com/evoBrix/CNSIContralServiet

Application ID: 20200622158341 Name: City Fire Protection District
Add NPI Information 2
NPI: =
Start Date: E * End Date: &
0K || @ cancel

& Identity Cloud Service X @ Provider Additional Info listfor £ X 4 = X
&« C {Y & az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet * 0O 0

APEP < My Inbox~  Provider~ 4

A valenzuela,veronica ~

@ Extemnal

ks ~ + My Favorites ~

> Provider Porfal > New Enroliment » FAO Enrollment

Application ID: 20200822158341 Name: City Fire Protection District

Bed Information ~

© 2dd
Filter By ®co PAsave Filters ¥ My Filters™
Bed Type Bed(s)iUnit(s) Start Date End Date

(M av a7 av

No Records Found !

NPI Information ~
O aad
Filter By w ©Go BAsave Filters ¥ My Filters™
NPI Start Date End Date
[ av av av
[ 1073008074 0672272020 1213172998

1 Delsts | View Page: | 1 Go

SaveToKLS Viewing Page: 1 «rist | €

Page 1D orEnrimni(Provide: Server Tim

21



AHCCCS

Arizona Health Care Cost Containment System

Step 8: Add Provider Controlling Interest/Ownership Details

Note: It's important that all information notated on this page is carefully read

Per Medicaid Provider Manual ~

PROVIDER OWNERSHIP AND CONTROL DISCLOSURES
Provider Enrollment Information, including home address, date of birth, and Social Security Number, is required from providers and other disclosed individuals (e.g., owners, managing employees, agents, etc )
REQUIRED DISCLOSURE INFORMATION

Provider (including fiscal agents and managed care entities) are required to disclose the following information on ownership and control during enroliment, revalidation and within 35 days after any change in ownership:

« The name and address of any person (individual or corporation) with ownership or control interest. The address for corporate enfifies must include, as applicable, primary business address, every business location and P.O. Box address.
Date of birth and Social Security Number (in the case of an individual).
Other Tax Identification Number, in the case of corporation, with an ownership or control interest or of any subcontractor in which the disclosing entity has a five percent or more interest.

‘Whether the person (individual or corporation) with an ownership or conirol interest is related to ancther person with ownership or control interest as a spouse, parent, child or sibling; or whether the person (individual or corporation) with an
ownership or control interest of any subcontractor in which the disclosing enfity has a five percent or more interest is related to another person with ownership or control interest as a spouse, parent, child or sibling.

The name of any other fiscal agent or manage care entity in which an owner has an ownership or control interest in an entity that is reimbursable by Medicaid and/or Medicare.

‘The name, address, date of birth and Social Security Number of any managing employee.

REQUIRED OWNERS

« Managing Employee is mandatory for all enroliment types.

« There must be at least one other ownership type in addition to Managing Employee.

« |f any of the following 10 owner types are selected: Corporate-Charitable 501(c]3, Corporate-Non Charitable, Corporate-Publicly Traded, Corporate-Not Publicly Traded, Holding Company, Indirect Owner, Limited Liability Company,
Subcontractor, Foreign, Nonresident Alien for the keyed Tax 1D, then at least 1 of the following 5 owner types must also be selected in addition: Board of Directors, Chief Executive Officer, Chief Financial Officer, Chief Information Officer, or
Chief Operating Officer.

« |f you select any of the following ownership types: Managing Employee, Board of Directors, Chief Executive Officer, Chief Information Officer, Chief Operating Officer, or Chief Financial Officer, you must add at least 1 additional ownership
type that is not from ameng that list.

« For the Contractor/fMCO Enrollment Type, 3 ownership records must be added:

(1) Agent
(2) Board of Directors, Chief Executive Officer, Chief Financial Cfficer, Chief Information Officer, or Chief Operating Officer
(3) Managing Employee

1. Select “Step 8: Add “Provider Controlling Interest/Ownership Details”

§@ |dentity Cloud Service X @ Business Process Wizard Start X 4 = X

&« C (Y} & az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet “ 0O o ! )

APEP < My Inbox ~ Provider » >

4 valenzuela,veronica ~ Note Pad @ External Links ~ © Help
> Provider Portal > New Enroliment 3 FAO Enroliment
Application ID: 20200622158341 Name: City Fire Protection District
O Close: N
Enroll Provider - FAO »

Business Process Wizard - Provider Enroliment (FAO). Click on the Step # under the Step Column.

Step Required Start Date End Date Status Step Remark
Step 1: Provider Basic Information Required 06/222020 06/22/2020 Complete
Step 2: Add Locations Required 06/22/2020 06/22/2020 Complete
Step 3: Add Correspondence Address Required 06/222020 06/22/2020 Complete
Siep 4 Add Provider Type/Specialties/Subspecialties Required 06/2212020 062272020 Complete
Step 5: Assosiate Billing Providen/Other Associations Optianal 06/22/2020 062272020 Complete
Step 6: Add License/Cerfification/Other Required 06/22/2020 06/22/2020 Complele
Step 7: Add Additicnal Information Opfional 06/222020 06/22/2020 Complete
lmm |nteresu-0wneusmp Details IRequued Incomplete
ep 3 axonomy Detalls Required Incomplete
Step 10: Fes Payment Required Incomplete Please add Fee Payments.
Step 11: Upload Documents Required Incomplats Please upload required documents.
Step 12: Gomplete Enrollment Checkiist Required Incomplete
Siep 13: Submit Enrollment Application for Approval Required Incomplete

age ID: pgBPWOrganizationStart(Provider) Server Time: 06/22/2020 09:54:05 MST
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2. Clicking the link takes you to a page that describes who should provide details of ownership or controlling
interest.

‘QUIRED OWNERS I

« Managing Employee is mandatory for all enroliment types.

« There must be at least one other ownership type in addition to Managing Employee.

« If any of the following 10 owner types are selected: Corporate-Charitable 501[c]3, Corporate-Non Charitable, Corporate-Publicly Traded, Corporate-Not Publicly Traded, Holding Company, Indirect Owner, Limited Liability Company,
Subcontractor, Foreign, Nonresident Alien for the keyed Tax |D, then at least 1 of the following 5 owner types must also be selecied in addition: Board of Directors, Chief Executive Officer, Chief Financial Officer, Chief Information Officer, or
Chief Operating Officer.

« If you select any of the following ownership types: Managing Employee, Board of Directors, Chief Executive Officer, Chief Information Officer, Chief Operating Officer, or Chief Financial Officer, you must add at least 1 additional ownership
type that is not from ameng that list.

« For the Contractor/MCO Enrollment Type, 3 ownership records must be added.

(1) Agent
(2) Board of Directors, Chief Executive Officer, Chief Financial Cfficer, Chief Information Officer, or Chief Operating Officer

(3) Managing Employee

3. Select “Actions” then select “Add Owner” to add ownership information. Repeat this step if there are multiple
owners.

Note: The “Actions” drop-down menu offers you the option to Add an Owner, Import Owner, specify Owner

Relationships, and provide details about Owners Adverse Action (if applicable).

4. Select, “Add Owner,” in the drop-down menu.

§# |dentity Cloud Service X @ Provider Qwner List x  + - b

&« C {Y & az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet « 0O o L )

APEP < My Inbox ~ Provider ~ b4

X valenzuela,veronica ~ Note Pad Extemal Links~ % My Favorites ~ Prit @ Help

> Provider Portal > Mew Enrollment > FAO Enroliment > General

Application ID: 20200622158341 Name: City Fire Protection District

Add Owner

nual ~

Import Owner

ROL DISCLOSURES
Owners Relatienships

Provider g ing home address, date of birth, and Social Security Number, is required from providers and other disclosed individuals (e.g., owners, managing employees, agents, eic.).

Owners Adverse Action

REQUIRER IoN

Provider (including fiscal agents and managed care entities) are required to disclose the following information on ownership and control during enroliment, revalidation and within 35 days afier any change in ovmership:

The name and address of any person (individual or ) with ip or control interest. The address for corporate entifies must include, as applicable, primary business address, every business location and P.O. Box address.
Date of birth and Social Security Number (in the case of an individual).

Other Tax Identification Number, in the case of corporation, with an ownership or control interest or of any subcontractor in which the disclosing entity has a five percent or more inferest.

‘Whether the person (individual or corporation) with an ownership or conirol interest is related to another person with ownership or control interest as a spouse, parent, child or sibling; or whether the person (individual or corporation) with an
ownership or control interest of any subcontractor in which the disclosing entity has a five percent or more interest is related to another person with ownership or control interest as a spouse, parent, child or sibling.

The name of any cther fiscal agent or manage care entity in which an owner has an ownership or control interest in an entity that is reimbursable by Medicaid and/or Medicare.

The name, address, date of birth and Social Security Number of any managing employee.

REQUIRED OWNERS

+ Managing Employee is mandatory for all enroliment types.

« There must be at least one other ownership type in addifien to Managing Employee.

« Ifany of the following 10 owner types are selected: Corporate-Charitable 501(c]3, Corporate-Non Charitable, Corporate-Publicly Traded, Corporate-Not Publicly Traded, Holding Company, Indirect Owner, Limited Liability Gompany,
Subcontractor, Foreign, Nonresident Alien for the keyed Tax ID, then at least 1 of the following 5 owner types must also be selected in addition: Board of Directors, Chief Executive Officer, Chief Financial Officer, Chief Information Officer, or -
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5. Select, “Type,” In this example Individual Sole Proprietor is selected as owner type. Complete all required fields.

6. Select, “OK.”

Note: The proprietor has 100% ownership and is the same individual as the Managing Employee.

Application ID: 20200622158341 Name: City Fire Protection District

Provider Controlling Interest’Ownership

ndividual/Sole Proprietor v [ 1] Percentage Owned: | 100 * ~

SSN: | 010020333 | * EINITIN:

Legal Entity Name: Entity Business Name:

(As shown on the Income Tax Retum) (Doing Business As)

Owner NPI:
First Name: | Easter * Last Name: | Bunny =
Suffix: v pog: | 01012000 | | =
Phone Number: | (802) 417-7670 * Extn:| 5 Email:
Start Date: | 08222020 @ | = End Date: =l

Please ensure you are providing the home address of this provider. Failure to do so may result in this application/modification being denied.

Address Type: Home Address

ATTENTION: Address Submission only requires Address Line 1 and Zip Code, then click the
VALIDATE ADDRESS button. Once clicked, the remaining address fields will be populated and
validated by the USPS. If Address Line 1 and Zip Code combination is not valid, an error will be
returned.

@ Welcome to MMIS - Google Chrome - b
@ az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet

Print @ Help

Application ID: 20200622158341 Name: City Fire Protection District

uwner et "
First Name: | Easter * Last Name: | Bunny =
Suffix: v pos: |0i012000 @ | =
Phone Number: | (802) 417-7670 * Extn:| 5 Email:
Start Date: | 06/2212020 | & | * End Date: =]
Please ensure you are providing the home address of this provider. Failure to do so may result in this application/medification being denied.
Address Type: Home Address
ATTENTION: Address Submission only requires Address Line 1 and Zip Code, then click the
VALIDATE ADDRESS button. Once clicked, the remaining address fields will be populated and
validated by the USPS. If Address Line 1 and Zip Code combination is not valid, an error will be
returned.
Address validation successful
Address Line 1: | 701 W Jeffersen St * Address Line 2:
(Enter Street Address or PO Box Only)
Address Line 3: City/Town: | Phoenix v *
State/Province: | ARIZONA v County: | Maricopa ~
Country: | UNITED STATES v ® Zip Code: | 83007 | * -| 2908 € validate Address

Page ID: digEnrimntAddOwner{Provider)
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§# |dentity Cloud Service X @ Provider Owner List x + = x
&« C {} @& az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet “ O o
APEP < My Inbox ~ Provider v >

> Provider Portal > New Enroliment > FAO Enroliment > General

Application ID: 20200622158341

© Actions ™ | )
SULLUIIGLLI, FUIEIGI, INUITESIUGTL ATIEH UL LS RNEYEU A 1L, WIRT dlIEdst | UL U IIIVINIY 2 UWIEE YDES TIUSL disU UG SEIRLEY 0 UUILUTL DUdIU U LITSUUTS, UTIET CARLULIVE UINLEI, LI FINGHLGE IS ST TGN Wi, o
Chief Operating Officer.
= Ifyou selectany of the following ownership types: Managing Employee. Board of Direciors, Chief Execulive Officer, Chief Information Officer. Chief Operating Officer, or Chief Financial Officer, you must add at least 1 additional ownership
type that is not from among that list
« For the Contracio’MCO Enroliment Type, 3
(1) Agent
(2) Board of Directors, Chief Executive Officer, Chief Financial Officer, Chief Information Officer, or Chief Operating Officer

Name: City Fire Protection District

p records must be added:

(3) Managing Employee

Owners List A
Filter By v And @ ce BAsave Filters T My Filters™
Owner SSN/EIN/TIN Owner Information Owner Type Address Start Date End Date ip Status Adverse Action Percentage owned
D av AV AV AV AV AV AV AY AV
D 010020333 Bunny Easter Individual/Sole Proprietor 701 W Jefferson St 06/22/2020 1213172999 Mot Completed Mot Compileted 100
(] 010020333 Claus,Santa Managing Employee 7H W Jeflerson St 062212020 1213172999 Not Completed Not Compieted 0
Tl Delete | View Page: | 1 SaveToXLS Viewing Page: 1 €€ First ¥ Nedt | Last

Page ID: pgown

6. Select “Owner’s Relationships.” This option
“Owners Relationship” to disclose and establish Owner’s Relationships.

@ |dentity Cloud Service X @ Provider Owner List x  + = x
&« C {} @& az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet 0O o
APEP < My Inbox ~ Provider ~ >

> Provider Portal > New Enroliment > FAO Enroliment > General

Application ID: 20200822158341 Name: City Fire Protection District

Subcd Add
Chief

wnar ent Alien for the keyed Tax ID, then at least 1 of the following 5 owner types must also be selected in addition: Board of Directors, Chief Executive Officer, Chief Financial Officer, Chief Information Officer, or s

Import Owner
« liyou P ywnership types: Managing Employee, Board of Directors, Chief Executive Officer, Chief Information Officer, Chief Operating Officer, or Chief Financial Officer, you must add at least 1 additional ownership
LY Owners Relationships 38

« Forth Owners Adverse Action it Type, 3 ownership records must be added:

(2) Board of Directors, Chief Executive Officer, Chief Financial Officer, Chief Information Officer, or Chief Operating Officer

requires an action to proceed forward. Select “Actions,” then select

Tl Delste | View Page:

Page 1D: pgOwnx

SaveToXLS

Viewing Page: 1

Environment: AZ_UAT R10

< First

(3) Managing Employee
Owners List ~
Filter By ~ And @ ge BAsave Filters ¥ My Filters™
Owner SSN/EINITIN Owner Information Owmer Type Address Start Date End Date Relationship Status Adverse Action Percentage owned
v av av av av av av av av
[[] 010020333 Bunny Easter IndivigualiSole Proprietor 701 W Jefferson St 0612212020 123172989 Hot Completed Mot Completed 100
[] 010020333 Claus Santa Managing Emplayee 711 W Jefierson St 0612212020 123172989 Not Completed Mot Completed 0

Server Timi

text » Last

®

10:05:03 MST

7. Complete the drop-down fields to describe the relationship between provider owners.

Note: If owners have no familial relationship, clicking the “NO” option to the questions at the top will eliminate the

drop-down menu. No relationship will need to be specified.
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8. When all information has been entered, select “Save” then “Close.”

= *

@ Welcome to MMIS - Google Chrome

@ az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet
& Print @ Help

Application ID: 20200622158341 Name: City Fire Protection District

Add Relationship

Do any of the Owners have the following relationship (Daughter, Daughter-In Law, Father, Father-In Law, Mother, MotherIn Law, Sibling, Son, Son-In Law, Self, Spouse) 7| _J¥es (_No (Click Save to update) I

Owner List
Bysave Filters T My Filters™

Show Owners | 4]l v | @Go

w Selected Owner:Bunny, Easter ~ SSN/EIN/TIN:010020333 Status:Completed

Assoc. Owner SSN/EINTIN Type Relation to Bunny, Easter Relation to Assoc. Owner
None v

Claus,Santa 010020333 Managing Employee Mone v

Viewing Page: 1 4 First

SaveToXLS

View Page: | 1 (o]

> Selected Owner.Claus, Santa ~ SSN/EIN/TIN:010020333 Status:Completed

Page 1D: dighddModifyOwnerRelationship(Provider)

9. For each provider owner, you must disclose any adverse actions taken. Select “Actions,” then select “Owners

Adverse Action.”

§# |dentity Cloud Service X @ Provider Owner List x +

&« Cc 0 @ az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet

APEP < My Inbox~ Provider v

Note Pad @ Extemnal Links ~

A valenzuela,veroni

> Provider Portal > New Enroliment > FAO Enroliment > General

Application ID: 20200622158341 Name: City Fire Protection District

Actions ¥

Chief ™ Add Owner
« lfyou

yped Import Owner kL
« Forth Owners Relationships it Type, 3 ownership records must be added:

Owners Adverse Action
“hief Executive Officer, Chief Financial Officer, Chief Information Officer, or Chief Operating Officer

(3) Managing Employee

ywnership types: Managing Employee, Board of Directors, Chief Executive Officer, Chief Information Officer, Chief Operating Officer, or Chief Financial Officer, you must add at least 1 additional ownership

Owners List ~
Filter By ~ And  @ao BAsave Filters ¥ My Filters™
Owner SSN/EINITIN Owner Information Owner Type Address Start Date End Date Relationship Status Adverse Action Percentage owned
oar av av av av av av av av
[] 010020333 Praprietor 701 W Jefferson St 0612272020 1213172099 Completed Not Completed 100
[ 010020333 Claus Santa Managing Emplayee 711 W Jeflerson St 0612272020 123172989 Completed Mot Completed 0
Viewing Page: 1 Lo Lfey

SaveToXLS

il Delete | View Page: | 1

Server Tim 2020 10:07°59 MST

Page ID: pgOwnerListForEnrimnt
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10. For each owner, indicate if any adverse actions have been taken by answering “Yes” or “No.”

@ Owners with Adverse Action - Google Chrome

- X
@ az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet
& Print @ Help
Application ID: 20200622158341 Name: City Fire Protection District
FINAL ADVERSE LEGAL ACTIONS/CONVICTIONS ~

This section captures information regarding actions, which include but are not limited to, conviction, termination, sanction, suspension, revocation, exclusion, preclusion, determination, conclusion, finding, or other adverse or potentially adverse
action. All actions must be reported regardless of whether any records were expunged or otherwise removed or whether any appeals are pending.

Respond fo the following guestions on behalf of the following Responsive Enfities: the applicant, the entity that the applicant represents; all individuals and entities with an ownership or control interest, all agents, managing employees and key
personnel; and any entity in which the applicant (and the entity represented by the applicant) has a 5% or more ownership interest

QOwners with Adverse Action

~
Filtar By v Al v ®co BAsave Filters ¥ My Filters™
Owner Name SSNEINTIN Adverse Action Status
v av av
[] Bunny.Easter 010020333 Hot Completed
D Claus,Santa 010020333

Hol Completed
View Page: 1

SaveToXLS Viewing Page: 1

pgEnmntAdverse,

11. If “YES,” additional fields requiring a response to relevant details will populate. Click “OK” when complete.

@ Welcome to MMIS - Geogle Chrome

- X
@ az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet

int @ Help

Application ID: 20200622158341 Name: City Fire Protection District

Final Adverse Legal Actions/Convictions fer Owner

1. Have any Responsive Entities, on or after August 21, 1996, been convicled (as defined in 42 C.FR. ¢ 1001.2, and including convictions that are the result of plea agreemenis, no contest plea, Afford plea, or nolo coniendere plea) of any of the
following:

a. Afederal or state felony;

b. Any criminal offense, under federal or state law, related to the delivery of an item or service under Medicaid, Medicare, AHCCCS, or a state health care program, including the ps of 1t or i services relating to
the delivery of items or services under any such program;

© Any criminal offense, under state or federal 2w, related to the abuse or neglect of a patient in connection with the delivery of a healtn care item or service, as further explained in 42 C.FR. & 1001.101(b);

d. Any criminal offense, under federal or siate law. related to the thefl, fraud, embezzlement, breach of fiduciary duty, or other financial misconduct in connection with the delivery of a health care item or service, including the performance of
management or administrative services relating to the delivery of items or services under any such program;

e. Any misdemeanor conviction, under federal or state law, related to the inferference with or obstruction of any investigation into any criminal offense described in 42 C.FR. ¢ 1001.101 or 1001.201

f. Any misdemeanor conviction, under federal or state law, relaied to the unlawiul manufacture, distribution, prescription, or dispensing of a controlled substance; or
g. Any criminal offense related to public assistance or welfare fraud.

v responsive Entities been terminated, denied enroliment, suspended, revoked, precluded, determined ineligible, restricted by Agreement, or otherwise sanctioned by Medicare, AHCCCS, a Medicaid program in any other state, or any
other governmental or private medical insurance program?

3. Have any Responsive Entities had their business or professional license, certification, permit, or the licensure of an entity in which they had an ownership interest of 5% or more ever been revoked, suspended, ferminaied, surrendered, placed
on probation, or restricted by Agreement by any licensing authority in any State?

Is there currently any pending proceedings, such as but not limited to an indiciment, pending plea, or investigation, that could result in any sanction, conviction (as defined in 42 C.FR. £ 1001.2, and including convictions that are the result of
plea agreements, no contest plea, Alford plea, or nolo contendere plea), or action for any Responsive Entity?

Page ID: digFinalAdverseActionsforOwner(Provider)
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12. Repeat this step for each disclosed Owner and Managing Employee.

@ Owners with Adverse Action - Google Chrome - x

@ az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet
Print @ Help

Application ID: 20200822158341 Name: City Fire Protection District

FINAL ADVERSE LEGAL ACTIONS/CONVICTIONS ~

This section captures information regarding actions, which include but are not limited to, conviction, termination, sanction, suspension, revocation, exclusion, preciusion, determination, conclusion, finding, or other advarse or potentially adverse
action. All actions must be reported regardiess of whether any records were expunged or otherwise removed or whether any appeals are pending.

Respond to the following guestions on behalf of the following Responsive Enfities: the applicant, the entity that the applicant represents; all individuals and entities with an ownership or control interest, all agents, managing employees and key
personnel; and any entity in which the applicant (and the entity represented by ihe applicant) has a 5% or more ownership interest.

Owners with Adverse Action &
Filter By v All v @co BAsave Filters ¥ My Filters™
Owner Name SSN/EINTIN Adverse Action Status
oOar av av
[ Bunny Easter 010020333 Completed
[ Claus, Santa 010020333 Completed
View Page: | 1 @ce SaveToXLS Viewing Page: 1 € First ¥ Ned P Last
® ok

Page ID: pgEnfimntAdverse,

This is an example of a completed Provider Controlling Interest/Owners Detail page. Note: The “Relationship Status”
and Adverse Action” columns reflect as “Completed” for all disclosed Owner Types allowing you to proceed forward.

§# |dentity Cloud Service X @ Provider Qwner List x  + - b

& C {} & az-uat-evo.cns-inc.com/evoBri/CNSIControlServiet « 0O o

APEP < My Inbox ~ Provider ~ b4

X valenzuela,veronica ~

Note Pad
> Provider Portal > Mew Enrollment > FAO Enroliment > General
Application ID: 20200622158341 Name: City Fire Protection District

O ciose I+ EETIERIN

=y e

Fa e s 4 e e S

§ e e, S AR e, S SR S e, i

.

Subcontractor, Foreign, Nonresident Alien for the keyed Tax ID, then at least 1 of the following 5 owner types must also be selected in addition: Board of Directors, Chief Executive Officer, Chief Financial Officer, Chief Information Officer, or
Chief Operating Officer.

« [fyou select any of the following ownership types: Managing Employee, Board of Directors, Chief Executive Officer, Chief Information Officer, Chief Operating Officer, or Chief Financial Officer, you must add at least 1 additional ownership
type that is not from among that list.
« For the Contractor/MCO Enrollment Type, 3 ownership records must be added:
(1) Agent
(2) Board of Directors, Chief Executive Officer, Chief Financial Officer, Chief Information Officer, or Chief Operating Officer
(3) Managing Employee

Owners List ~
Filter By ~ And  @ce BAsave Filters ¥ My Filters™
Owner SSN/EINITIN Owner Information Owner Type Address Start Date End Date Relationship Status Adverse Action Percentage owned
oar av av av av av av av av
[] 010020333 Bunny Easter Individual/Sole Proprietor 701 W Jefferson St 0612272020 1213172099 Completed Completed 100
[ 010020333 Claus Santa Managing Emplayee 711 W Jeflerson St 0612272020 123172989 Completed Completed 0
i Celste | View Page: | 1 © Go SaveToxLS Viewing Page: 1 e % Last @

Step 9: Add Taxonomy Details

This step is related to the providers’ National Provider Identifier (NPI) number.
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Note: Taxonomy codes are reflective on the NPPES NPI Registry website; visit https://npiregistry.cms.hhs.gov/

1. Select “Step 9: Add Taxonomy Details.”

§# |dentity Cloud Service X @ BusinessPr Wizard Start X+ = x
&« C {} @& az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet “ O o

APEP < My Inbox ~ Provider v >

> Provider Portal > New Enroliment > FAO Enrollment

Application ID: 20200622158341 Name: City Fire Protection District
.

Enroll Provider - FAQ ~

Business Process Wizard - Provider Enroliment (FAQ). Click on the Step # under the Step Column.

Step Required Start Date End Date Status Step Remark
Step 1: Provider Basic Information Required 06/22/2020 0672272020 Complete
Step 2: Add Locations Required 06/22/2020 06/22/2020 Complele
Step 3: Add Correspondence Address Required 0612272020 0672272020 Complete
Step 4: Add Provider Type/Specialties/Subspecialties Required 0612272020 0672272020 Complete
Step 5 Associate Billing Provider/Other Associations Optional 06/22/2020 0672212020 Complete
Step 6: Add License/Cerfification/Other Required 061222020 0672272020 Complete
Step 7: Add Additional Information Optional 0612272020 0672212020 Complats
Step 8: Add Provider Gonfrolling Interest/Ownership Details Required 06/22/2020 062272020 Gomplete
I Step 9: Add Taxonomy Details Inaquuea Incomplete
Step 10: Fes Payment Required Incomplets Flease add Fee Payments
Step 11: Upload Documents Required Incomplete Please upload required documents.
Step 12: Complete Enroliment Checkist Required Incomplete
Step 13: Submit Enrollment Application for Approval Required Incomplete

Page 1D pgBPWOrganizationStart(Provider) Z_UAT R10c-1.1 2272020 10:09°40 MST

2. Select, “Add.”

§# |dentity Cloud Service X @ Taconomy x  + = X

&« C {} & az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet “ O o

APEP < My Inbox ~ Provider v >

> Provider Portal > Mew Enroliment > FAQ Enroliment

Application ID: 20200622158341 Name: City Fire Protection District

Taxenomy List ~
Filter By v @cGo Bsave Filters | ¥ My Filters™
Taxenomy Code Description Start Date End Date
0 av av av av

No Records Found !

Page 1D: pgTaxonomyListForEnrimnt(Provide: Z_UAT R10c-1.1 2272020 10:10:06 MST

3. Enter your taxonomy code and start date. A Taxonomy list is available for reference by selecting, “Arrow” link
next to the Taxonomy Code field.
4, Select, “OK.”
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@ Welcome to MMIS - Google Chrome = X
@ az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet
2 Print @ Help
Application ID: 20200622158341 Name: City Fire Protection District
Add Taxonomy »
Taxonomy Code: | 3416L0300X
Description:  Land Transport
Start Date: | 06/22/2020 | & | * End Date: =]
wuw.nuce.org/index.phpZoption=comn L & &ltemid=126
“ ”
5. Select “Close,” to proceed forward.
§# |dentity Cloud Service X @ Taxonomy x  + - *
&« C {} & az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet “ O o

APEP < My Inbox ~ Provider v >

A valenzuela,veronica ~

B Note Pad @ Extemnal Links ~ My Favorites ~ 2y Print © Help

> Provider Portal > Mew Enroliment > FAQ Enroliment

Application ID: 20200622158341 Name: City Fire Protection District

Taxonomy List

~
Filter By v @cGo Bsave Filters | ¥ My Filters™
Taxenomy Code Description Start Date End Date
0 av av av av
[] 3416L0300% Land Transport 0612202020 1213172999
il Delete | View Page: | 1 ®co | [iPage Count SaveToXLS Viewing Page: 1 Wrist | € Prev | ¥ Next |3 Last

Page ID: pgTaxonomyListForEnrmnt(Provider) Environment AZ_UAT R10c-1.1

Server Time: 06/22/2020 10:11:21 MST

Step 10: Fee Payment
States are required to collect a “Fee Payment” on Institutional providers prior to execution of the Provider Participation
Agreement. The “Fee Payment” is part of the screening process at Enrollment, Reactivation, Revalidation and some

Modification requests adding an additional service address to provider’s ID. The “Fee Payment” increases each calendar
year mandated by federal government.
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1. Select, “Step 10: Fee Payment.”

@ |dentity Cloud Service X

cess Wizard Start . X+ _

&« c 0 & az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet r [v] o

APEP < My Inbox~  Provider~ ?

A valenzuela,veronica ~

@ Extemal Links v % My Favorites v

Print © Help

> Provider Porfal » Mew Enroliment » FAO Enroliment

Application ID: 20200822158341 Name: City Fire Protection District
-

Enroll Provider - FAO ~

Business Process Wizard - Provider Enroliment (FAQ). Click on the Step # under the Step Column.

Step Required Start Date End Date Status Step Remark
Step 1: Provider Basic Information Required 06/2212020 06/22/2020 Complele
Step 2: Add Locations. Required 06/222020 06/22/2020 Complete
Step 3: Add Correspondence Address Required 06/22/2020 06/22/2020 Complete
Step 4: Add Provider Type/Specialties/Subspecialties Required 062212020 067222020 Complete
Step 5: Associate Billing Provider/Other Associations Optional 06/22/2020 06/22/2020 Complete
Step 6: Add License/Certification/Other Required 06/222020 06/22/2020 Complete
Step 7: Add Additional Information Optional 062212020 06/22/2020 Complete
Step 8: Add Provider Controlling Interest/Ownership Details Required 06/222020 06/22/2020 Complete
Step 9: Add Taxonomy Details Required 06/22/2020 06/22/2020 Complete
l Step 10: Fee Payment I:.equuea Incomplete Please add Fes Payments.
Siep 11: Upload Documents Required Incomplete Please upload required documents
Step 12: Complete Enrollment Checklist Required Incomplete
Step 13: Submit Enrollment Application for Approval Required Incomplete

Page ID: pgBPWOrganizatior AZ_UAT R10¢-1.1

1. Select, “Add.”

@ |dentity Cloud Service X @ FeePayment List x  + = x

&« C {} @& az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet % O o

APEP < My Inbox ~ Provider ~ >

A valenzuela,veronica ~

@ Extemal Links v % My Favorites v

Print © Help

> Provider Porfal » Mew Enroliment » FAO Enroliment

Application ID: 20200822158341 Name: City Fire Protection District

Fee Payment List ~
Filter By v ®Go BAsave Filters | ¥ My Filters™
Payment Id Payment Reason Payment Amount Fee Option Payment Made To Payment Status Confirmation Number Payment Date
[ av av av av av av av av

No Records Found !

Page 1D: pgEnrimnF AZ_UAT R10c-1.1 Server Tim

2. Select applicable “Fee Payment” option.

Note: With the exception of “Pay Fee”, all other options selected are subject to federal and state approval and
could require additional information.
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3. Select, “OK” to proceed forward.

@ Welcome to MMIS - Google Chrome = x

@ az-uat-evo.cns-inc.com/evoBrix/CNSIContralServiet

Application ID: 20200622158341 Name: City Fire Protection District

Fee Payment A~ A

Payment Reason: New Enroliment

Options Description
@ |PayF Select this option in order to pay fee to AHCCCS. Once the AHCCCS Provider 1D is received via corespondence of if there is an existing AHCCCS Provider 1D, please pay the fee in the payment gateway
ay Fee
g using the following link: hitps://\www.azahcccs. gov/PlansProviders/NewProviders/EnrolimentF nt.html

() |Fee Paid to Medicare |Selact this option if you have paid the enroliment fee to the Centers for Medicare Services. This is subject to federal and state approval

_. |Fee Paid to Medicaid |Select this option if you can supply documentation demonsirating that you have already paid the enrollment fee to the Medicaid program of another state. Select the pregram name and payment date in the
in Another State section below. Upload your receipt or documentation of payment in the "Upload Documents” step. This is subject to federal and state approval.

_ |Request Hardship  |Select this option to request "Hardship Waiver® from the Provider Registration unit. A "Hardship Letter” must be written and uploaded in the "Upload Documents” step. You can continue submitting the
‘Waiver enroliment application/modification request. This is subject fo federal and state approval

/AHCCCS Prior
Select this option if you have paid the fee to AHCCCS within the |ast 12 months from the current date for a related provider entity within your organization

' Payment
Fee Paid To: v Payment Date: =]
Payment Status: ‘Confirmation Number:

Q D)

Page ID: digFeePayment(Provider)

4. Select, “Close” to proceed forward.
Note: The “Payment Status” column now indicates that the fee payment is pending.

@ |dentity Cloud Service X @ FeePayment List x  + = x

&« C {} @& az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet % O o

APEP < My Inbox~  Provider~ 4

g B

nzuela,veronica v Note Pad @ Extemnal Link:

Print © Help

> Provider Porfal » Mew Enroliment » FAO Enroliment

Application ID: 20200822158341 Name: City Fire Protection District
O Close: I D Acd
Fee Payment List ~
Filter By v ®Go BAsave Filters | ¥ My Filters™
Payment Id Payment Reason Payment Amount Fee Option Payment Made To Payment Status Confirmation Number Payment Date
[ av av av av av av av
[ TRTITGIGIC New Enroliment Pay Fee Pending 06/22/2020
il Delete | View Page: | 1 @ co SaveToxLs Viewing Page: 1 ®Fist | € Prev | ¥ Ned |9 Last

Server Timi

Step 11: Upload Documents

Note: Providers must upload an electronic copy of all applicable licenses, certifications and W-9 forms in this step.

1. Select “Step 11: Upload Documents.”
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&% !dentity Cloud Service x cess Wizard Start X = X
LT ty

&« C {} @& az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet % O o

APEP < My Inbox~ Provider v ?

A valenzuela,veronica ~ d @ Extemnal Links ~ My Favorites ~ © Help
> Provider Portal > New Enroliment > FAO Enroliment
Application ID: 20200622158341 Name: City Fire Protection District
lose
Enroll Provider - FAO ~

Business Process Wizard - Provider Enroliment (FAQ). Click on the Step # under the Step Column.

Step Required Start Date End Date Status Step Remark
Step 1: Provider Basic Information Required 061222020 06/22/2020 Complele

Step 2: Add Locations Required 082212020 0812212020 Complete

Step 3: Add Cormespondence Address Required 062212020 061222020 Complete

Step 4: Add Provider Type/Specialties/Subspecialties Required 06/22/2020 067222020 Complele

Step 5: Assosiate Billing Provider/Other Associations Optional 082212020 0812212020 Complete

Step 6: Add Licensa/Cartfication/Other Required 062212020 061222020 Complete

Step 7: Add Additional Information Optional 062212020 06/22/2020 Complete

Step 8: Add Provider Controliing InterestiOvnership Details Required 0812212020 0812212020 Complete

Step 9: Add Taxonomy Detals Required 062212020 061222020 Complete

Step 10: Fee Payment Required 062212020 067222020 Complete

ISIEp 11: Upload Documents IRBqqud Incomplete Please upload required documents.

Step 12: Complete Enrollment Checklist Required Incomplete

Step 13: Submit Enrollment Application for Approval Required Incomplete

Page ID: pgBPWOrganizationStart(Provider)

2. Select “Add.”

§@ |dentity Cloud Service x @ Po

ider Upload Document list - X + — x

&« C (Y} @ az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet “ O o

APEP < My Inbox ~ Provider ~ b4

A valenzuela,veronica +

NotePad @ ExternalLinksv s MyFavorites> @ Print @ Help

> Provider Porfal > New Enroliment > FAQ Enroliment

Application ID: 20200622158341 Name: City Fire Protection District

Document List &

Filter By ~ ®co Bysave Filters T My Filters™
Document ID Document Type Document Name File Name Start Date End Date Uploaded By Uploaded Date Document Status
av av av av av av av av av

No Records Found !

age ID: pgEnrimntDocumentList(Provider) Server Time: 06/22/2020 10-15:00 MST
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3. Select the applicable Document Type and Document Name. Select “Browse” to find the document on your
machine.

4, Select, a “Start Date” and “End Date” for each uploaded document.

Note: The “Start Date” is the license/certificate date of issuance. If the license/certificate has a renewal date, this
date will serve as the “End Date.” If the license/certificate does not have a renewal date, the “End Date” can be
left blank.

5. Select “OK.”

Note: Document types that may be uploaded include PDF, Word, Excel, and photo formats such as PNG and JPEG.

@ Welcome to MMIS - Google Chrome - b

& az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet

2 Print @ Help

Application ID: 20200622158341 Name: City Fire Protection District
Upload Document ~
Document Type: | —SELECT— v |* Document Name: v *
File Name: No file chosen
Start Date: B
End Date: &

Remark:

a: S

Page ID: digEnrimntAttachment(Provider)

34



AHCCCS

Arizona Health Care Cost Containment System

6. Repeat steps 1 through 5 for each document to upload.

7. Once “Upload Documents” has been completed, each Uploaded Document will display with document name
and start/end dates.

8. Select “Close” to proceed forward.

§# |dentity Cloud Service X @ Provider Upload Document list = X 4 = X

&« C (Y} @ az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet “ O o
APEP < My Inbox ~ Provider ~ b4

mnica - Note Pad External Links + % My Favorites ~ Print @ Help

> Provider Portal > New Enroliment > FAQ Enroliment

Application ID: 20200622158341 Name: City Fire Protection District

Document List o
O sad
Filter By ~ ®co BSave Filters | My Filters™
Document ID Document Type Document Name File Name Start Date End Date Uploaded By Uploaded Date Document Status
0 ar av av av av av av av av
D 75058177 License Department of Health Services license upload doc.pdf 06/22/2020 1213172999 veronica valenzuela 06/22/2020 In Process
D 75056178 Tax Request For Tin And Certification w9 upload doc paf 06/22/2020 1213172989 'Veronica valenzuela 06/22/2020 In Process

SaveToXLS Viewing Page: 1 « First

i Delete | View Page: | 1 » Last

ge ID: pgEnrimntDocumentList(Provider) i : - 06/22/2020 10:16:46 MST

Step 12: Complete Enrollment Checklist
1. Select “Step 12: Complete Enrollment Checklist.”

§@ |dentity Cloud Service X @ Business s Wizard Sttt X 4 - X

&« C (Y} @ az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet “ O o
APEP < My Inbox ~ Provider ~ b4

Ienmnica - NotePad @ External Li Print @ Help

> Provider Porfal > New Enroliment > FAQ Enroliment

Application ID: 20200622158341 Name: City Fire Protection District

Enroll Provider - FAO o

Business Process Wizard - Provider Enroliment (FAO). Click on the Step # under the Step Column.

Step Required Start Date End Date Status Step Remark
Step 1: Provider Basic Information Required 061222020 061222020 Complete
Step 2: Add Locations Required 0612202020 0612202020 Complete
Step 3: Add Correspendence Address Required 062212020 062212020 Complete
Step 4: Add Provider Type/Specialties/Subspecialties Required 06/22/2020 06/22/2020 Complete
Step 5: Associate Billing Provider/Other Associations Optional 061222020 061222020 Complete
Step 6: Add License/Certiication/Other Reaquired 0612272020 0612202020 Complete
Step 7: Add Additional Information Optional 061222020 061222020 Complete
Step 8: Add Provider Confrolling Interest/Ownership Details Required 061222020 061222020 Complete
Step 9: Add Taxonomy Details Required 062212020 062212020 Complete
Step 10: Fee Payment Required 061222020 061222020 Complete
Step 11: Upload Documents Required 061222020 061222020 Complete

| Step 12: Complete Enroliment Checkiist | Required Incomplete
Step 13: Submit Enrollment Application for Approval Required Incomplete

10:17:03 MST
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2. Answer each question and provide any additional information in the comments field. After reviewing the
information, select “Save” and then select “Close.”

Note: Specific questions could result in additional information needed, resulting in potential completed steps
requiring review and an action taken by the provider prior to submission.

§# |dentity Cloud Service X @ Provider Checklist x + = x
&« C {} @& az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet % O o

< My Inbox ~ Provider v >
APEP

> Provider Portal > New Enroliment > FAO Enroliment > Provider Gheck List

Application ID: 20200622158341 Name: City Fire Protection District
Provider Checklist ~

Question Answer Comments
av av av

Do you need to request a Retroactive or Future Enroliment Date? If Yes, enter the requested date in the comment field fo be considered Not Completed ~

Do you wish o end date your enrallment? If yes, enter date in comment fisld Mot Completed v

Are you currently excluded from any Arizona or other state program? If yes, provide stale of exclusion and program in comment field Not Completed ~

Are you currently excluded from any federal program? If yes. provide the program and date in comment field Not Completed v

Have you ever had a criminal or healthcare program-related conviction? If yes. provide type of conviction and date in comment field. Not Completed ~

Have you ever had a judgment under any false claims acl? If yes. list judgment and dale in comments field Not Completed v

Have you been enrolled by another Stale’s Medicaid Program. If yes. provide each state and effeciive date of enrollment in comments field. Not Completed ~

Have you ever had a program exclusion/debarment? If yes. provide program and date in comments field. Not Completed ~

Have you ever had civil monetary penalty? If yes, provide penalty type and date. If yes, please specify federal or state in comments field. Not Completed -

Are you trying to reactivate a provider previously active with AHCCCS whose status became inaclive or lapsed for any reason? If yes, please add the previous AHCCCS ID in the comments field again. | Noi Completed ~

Page ID: pgProvider onment: AZ_U, E 2020 10:20:39 MST

3. Carefully review the “Answer” column. If any steps show “Not Completed,” select the “Not Completed” link to
return and complete required information.

@ |dentity Cloud Service X @ Provider Checklist x  +

IS C () & ar-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet * 0 Q

APEP < My Inbox~  Provider~ ?

> Provider Portal » New Enroliment 3 FAO Enroliment 3 Provider Check List

Application ID: 20200822158341 Name: City Fire Protection District
Bsae
Provider Checklist ~

Question nswer jComments
av hv av

Do you need to request a Retroaclive or Future Enroliment Dale? If Ves, enter the requesied dale in the commenl fisld to be considered No ~

Do you wish o end dale your enrallment? If yes. enter date in comment field No v

Are you currently excluded from any Arizona or other state program? If yes. provide stale of exclusion and program in comment field No v

Are you currently excluded from any federal program? If yes, provide the program and daie in comment field. No v

Have you ever had a criminal or healthcare program-related conviction? If yes, provide type of conviction and date in comment field. No v

Have you ever had a judgment under any false claims act? If yes, list judgment and date in comments field No ~

Have you been enrolled by another State's Medicaid Program. If yes, provide each state and effective date of enrollment in comments field. No ~

Have you ever had a program exclusion/debarment? If yes. provide program and date in comments field No ~

Have you ever had civil monetary penalty? If yes. pravide penalty type and date. If yes, please specify federal or state in comments field Not Completed ~

Are you Irying to reactivate a provider previously active with AHCCCS whose status became inaclive or lapsed for any reason? If yes, please add the previous AHCCCS 1D in the comments field again. | No v

10:20:39 MST
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4. After reviewing the information, select “Save” and then select “Close.”

§ Identity Cloud Service X @ Provider Checkiist x  + - b

< c 0O @ az-uat-evo.cns-inc.com/evoBrix/CNSICentrolServiet #« 0 o

APE P < My Inbox ~ Provider = >

> Provider Portal > New Enrollment > FAO Enroliment > Provider Check List

Application ID: 20200622158341 Name: City Fire Protection District

Provider Checklist A
Question Answer Comments.
av av av
Do you need o request a Retroactive or Fulure Enroliment Date? If Yes, enter the requested date in the comment field fo be considered. Mo v
Do you wish to end date your enrollment? If yes, enter date in comment field No v
Are you currently excluded from any Arizona or other state program? If yes, provide state of exclusion and program in comment field No v
Are you currently excluded from any federal program? If yes, provide the program and date in comment fild No v
Have you ever had a criminal or healthcare program-related conviction? If yes, provide type of conviction and date in comment field No v
Have you ever had a judgment under any false claims act? If yes, list judgment and date in comments field No v
Have you been enrolled by another State's Medicaid Program. If yes. provide each state and effective date of enroliment in comments field No v
Have you ever had a program exclusion/debarment? If yes, provide program and date in comments field. No v
Have you ever had civil monetary penalty? If yes, provide penalty type and date. If yes, please specify federal or state in comments field. No v
Are you trying fo reactivate @ provider previously active with AHCGCS whose stafus became inactive or lapsed for any reasen? If yes, please add the previous AHCGCS ID in the comments field again. | Mo v

Step 13: Submit Enrollment Application for Approval

Note: If a step is displaying “Incomplete” in the Status column, Please return to that step and complete all required
fields.

1. Select “Step 13: Submit Enrollment Application for Approval.”

&% !dentity Cloud Service x cess Wizard Start X = X
LT ty

&« C {} @& az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet % O o

APEP < My Inbox~ Provider~ >

A valenzuela,veronica ~ Note Pad @ Extemnal Links ~ My Favorites ~ © Help
> Provider Portal > New Enroliment > FAO Enroliment
Application ID: 20200522158341 Name: City Fire Protection District
lose:
Enroll Provider - FAO ~

Business Process Wizard - Provider Enroliment (FAQ). Click on the Step # under the Step Column.

Step Required Start Date End Date Status Step Remark
Step 1: Provider Basic Information Required 06/22/2020 06/22/2020 Complete
Step 2: Add Locations. Required 06/22/2020 06/22/2020 Complete
Step 3: Add Correspondence Address Required 06/22/2020 06/22/2020 Complete
Step 4: Add Provider Type/Specialties/Subspecialties Required 06/22/2020 06/22/2020 Complete
Step 5: Associate Billing Provider/Other Associations Optional 06/22/2020 06/22/2020 Cemplete
Step 6: Add License/Certification/Other Required 06/22/2020 06/22/2020 Complete
Step 7: Add Additional Information Optional 06/22/2020 06/22/2020 Complete
Step 8: Add Provider Controlling Interest/Ownership Details Required 06/22/2020 06/22/2020 Cemplete
Step 9: Add Taxonomy Details Required 06/22/2020 06/22/2020 Complete
Step 10: Fee Payment Required 06/22/2020 06/22/2020 Complete
Step 11: Upload Documents Required 06/22/2020 06/22/2020 Cemplete
Step 12: Complete Enrollment Checklist Required 06/22/2020 06/22/2020 Complete
| step 13: Suomit Enroliment Application for Approval ) Require Incomplete

age 1D: pgBPWOrganizationStari(Provider)
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2. Select, “Next.”

Note: By selecting “Next,” this indicates the information you are submitting is accurate.

§% |dentity Cloud Service X @ Welcome to MMIS x  + - bos
&« C {} @& az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet % O o
APEP < My Inbox ~ Provider v >

A valenzuela,veronica ~

@ Extemnal Links ~ % My Favorites ~ & Print © Help

> Provider Porfal > New Enroliment > FAO Enrollment

Application ID: 20200522158341

Final Submission

Name: City Fire Protection District

Application ID:  20200622158341 EnrollmentType: Facility/Agency/Organization (FAO-Hospital, Nursing

Facility, Various Entities)

The information submitted for enroliment shall be verified and reviewed by the State.

During this time, any changes to the information shall not be accepted.

| agree that the information submitted as a part of the application is correct (Private and Confidential).

Application Document Checklist

Forms/Documents Special Instructions Source Required
av av av av

No Records Found !

Page 1D: pgSubmitEnrimni(Provider)

Environment AZ_UAT R10c-1.1 Server Time: 06/22/2020 10:24:13 MST

3. Carefully review the Provider Participation Agreement.

Note: The image below is an example of a Provider Participation Agreement. Prior to submission, each provider
must review the Medicaid Provider Participation Agreement in its entirety.

§@ |dentity Cloud Service X @ Welcome to MMIS X+ - x
&« c 0 & az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet r [v] o
APEP < My Inbox ~ Provider ~ >

A valenzuela,veronica ~ I Note Pad @ Extemal Links ~ % My Favorites v & Print @ Help

> Provider Porfal > New Enroliment > FAO Enrollment

Application ID: 20200622158341 Name: City Fire Protection District

[« X S | @ submit Application | After reading the Terms and Conditions be sure to check the agreement box located at the end of the document.

Provider Participation Agreament
A.PURPOSE:

This Agreement is made and entered into as of the date executed below by and between the Arizona Health Care Cost Containment System ("AHCCCS" or the "Administration”) and the
Provider, as identified above, pursuant to Title XIX and Title XX of the Social Security Act and A.R.S. §36-2901 et seq. to govemn: (1) the registration of, and payment to, the Provider for
the health care services provided by the Provider to fee-for service eligible persons who are not enrolled with a Contractor who is providing member services under contract with AHCCCS
(Contractor) or who receive emergency services only; (2) the registration of and for the Provider to participate and deliver health care services to eligible persons who are enrolled with a
Contractor; and (3) the registration of the Provider who wishes to participate and qualify under the one-time only waiver option.

Therefore, for and in consideration of the mutual covenants, promises, representations and assurances contained in this Agreement, and for good and valuable consideration, AHCCCS
and the Provider do hereby acknowledge and expressly agree as fallows:

B.GENERAL TERMS AND CONDITIONS:

1.Pursuant to 42 CFR. §431.107, the Provider is prohibited from participation in the AHCCCS system unless a provider participation agreement with the Administration is in effect. The
Provider may not enter into or continue any contracts for the delivery of health care services to any AHCCCS eligible person, including contracts with any Contractor, if this Agreement is
terminated. Furthermore, AHCCCS will not pay the Provider for any services rendered if there is no Agreement in effect at the time the services were rendered or at the time a claim for
services rendered is submitted.

2.All AHCCCS guidelines, policies and manuals, including but not limited to the AHCCCS Medical Policy Manual, AHCCCS Fee-For-Service Manual, AHCCCS Claims Clues, and Reporting
Guides are hereby incorporated by reference into this Agreement. Guidelines, policies and manuals are available on the AHCCCS website.

3.When AHCCGS issues an amendment, revision, update or other change to modify this Agreement or documents incorporated by reference that are a part of this Agreement, the
provisions of such amendment, revision, update or other change will be deemed accepted by the Provider thirty (30) calendar days after the date AHCCCS publishes the change to the

AHCCCS website, even if the amendment, revision, update or other change has not been signed by the Provider. If the Provider gives written notice to AHCCCS of Provider's refusal to

dConditions(Provider) =\ AZ R1

rver Time: 06/22/2020 10:26:00
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4. Select the “Check box” indicating agreement with the Provider Participation Agreement. The signor’s full name
and date will automatically display.

5. Select “Submit Application.”

§% |dentity Cloud Service X @ Welcome to MMIS x  + = X

&« C {} @& az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet % O o

APEP < My Inbox ~ Provider v >

A valenzuela,veronica ~ @ Extemnal Links ~ My Favorite

> Provider Portal > New Enroliment > FAO Enrollment

Application ID: 20200622 158341 Name: City Fire Protection District

fter reading the Terms and Conditions be sure to check the agreement box located at the end of the document.

Provider as determined by AHCCCS-OIG or a law enfarcement autharity, unless the state determines that good cause exists not to suspend such payments -
33.Upon any termination of this Agreement, the Provider expressly agrees to assist in providing for the smooth and orderly transition of care for members assigned to the Provider.
ELECTRONIC SIGNATURE: This Acknowledgement is to let you know that by submitting an electronic signature, you are providing an electronic mark, that is held to the same standard
as a legally binding equivalent of a handwritten signature provided by you on behalf of your organization. For purposes of the acknowledgement, a digital mark is considered a typed legal
First and Last name (legal name may include middle name, initial or suffix) followed by the typed date. Any document requiring an electronic signature may contain a signature
acknowledgment statement provided in the same area requiring the electronic signature
AGREEMENT & ACKNOWLEDGEMENT:| agree that my electronic signature is the legally binding equivalent to my handwritten signature. Whenever | execute an electronic signature, it
has the same validity and meaning as my handwritten signature. | will not, at any time in the future, repudiate the meaning of my electronic signature or claim that my electronic signature
is not legally binding. Likewise, |, on behalf of the organization that | am authorized to represent, consent to do business electronically. This electronic signature will function as
acknowledgement that | am authorized to represent and bind the organization for which this documentation is submitted. An electronic record will be kept of the documentation with which
the electronic signature is associated. This electronic record will be retained and capable of being reproduced for future use. It is also acknowledged that this electronic signature meets
the standard identified in A.R.S. § 44-7031 for uniqueness, verification, sole control, and record linkage applicable for Arizona.
The undersigned attest that they have entered into an agreement effective on the date indicated below. Both parties agree an authorized representative of the enrolling entity has the
authority to sign and submit this electronic agreement and to maintain enroliment information through AHCCCS Provider Registration.

il | have read, understand, and having had an opportunity to review this Agreement with counsel, agree to abide by all the terms and conditions set
forth in this Agreement.

First Name: | veronica Last Name: valenzuela Date: 06/22/2020 @

ge |D: pgEnrTermsAndConditions(Provi . Server Time: 06/22/2020 10:26:00

Note: This returns you back to the BPW. A message should display letting you know your application has been
successfully submitted. You can return back to APEP to track the status of your application with the Application ID
number. You are also provided with your AHCCCS ID. FAOs will need their Application ID and AHCCCS ID to submit
their enrollment fee.

6. Select, “Close.”

§@ |dentity Cloud Service X @ Business Process Wizard Start X 4 = X
&« C (Y} & az-uat-evo.cns-inc.com/evoBrix/CNSIControlServiet “ 0O o
APEP < My Inbox ~ Provider >

A valenzuela,veronica + My Favorites ~ & Print @ Help

> Provider Porfal > New Enroliment > FAO Enrollment

Application ID: 20200622158341 Name: City Fire Protection District
Your Application Number 20200622158341 has been successfully submitted for State review. Return with this application number to track the status of your application. I
Your AHCCCS ID is 079643,

Enroll Provider - FAO A

Business Process Wizard - Provider Enroliment (FAO). Click on the Step # under the Step Column.

Step Required Start Date End Date Status Step Remark
Step 1: Provider Basic Information Required 0612272020 082212020 Complete
Step 2: Add Locations Required 0612272020 062212020 Complets
Step 3: Add Gorrespondence Address Required 0612272020 06/22/2020 Complete
Step 4: Add Provider Type/Specialties/Subspecialties Required 0612272020 082212020 Complete
Step 5: Assosiale Billing Providen/Other Associations Cptional 0612272020 0672212020 Complete
Step 6: Add License/Cerfification/Other Required 061222020 0672212020 Complete
Step 7: Add Additional Information Optional 0612272020 0812212020 Complete
Step 8: Add Provider Confrolling Interest/Ownership Details Required 0612272020 0672212020 Complete
Step 9: Add Taxonomy Details Required 0612272020 06/2212020 Complete
Step 10: Fee Payment Required 061222020 06/2212020 Complete
Step 11: Upload Documents Required 0612272020 0672212020 Complete
Step 12: Complete Enrollment Checkiist Required 061222020 06/2212020 Complete

Page 1D: pgBPWOrgar Server Time: 06/22/20;




