If this opens vertically, close and open in a different browser (eg. Firefox) In order for
the "Click to Start" to work, download and open in Adobe.

Internet-based Provider Enrollment, Chain and
Ownership System (PECOS)

Enrollment Example

Before starting the application process, you may want to watch the
PECOS Enrollment Tutorial

Click to Start

https://www.youtube.com/embed/cGjGmgb3UZQ?rel=0&autoplay=0

(xojo.14 "6°9) 195m0.q Juaiayip p Buisn uadoal pup 2502 ‘Aljp2IaA suado Syl Ji


https://www.youtube.com/embed/cGjGmqb3UZQ?rel=0&autoplay=0

Home

Wealcome

Hetifications

Nelcome to PECOS.

Manage Medicare and Account |

MY ENROLLMENTS B3 }

« Enrmol nledicars farte first

+ View and update existing

« Contnue wordng on savad

time

Medizare informatior

applications

rmation

ACCOUNT MANAGEMENT (|

o Lpdate vour Lser zccountinformaton,
recusstor ramove acoess to Jrgarizaficns

¢ Wanace access to Medicare enrcliments

'S
. User &ccount

Manage Access




Home > Ky Enrolments

Hew Bpplication Kedicare “erl &

_ . . SErvcas
o enallinthz Med care crogram for the fissttime ot cozate a new enrcliren;, please Jok f-e

Tew Applicetizn” tubon be E"-v/

1
NEW APPLICATION (@ | B yecige s
- ; Serveas
Existing Associates (ol onias
Heme

“here are no Assoc alss cuenty presetfor the defails providsd.

Ha-onal P-awice
HeTt fimr ‘AP




Application Questionnaire

(*) Red asterisk indicates a required field.

Applicant Description
FPlease select the description that best malches the provider.®

 Sole Owner of a PA, PC or LLC

The applicant provides practitioner services through an incorporated business of which
hesshe is the only owner ({the practitioner and business are legally distinct).

" Self Employed
The applicant prowvades healthcare senaces from a facility that he/she ownsileasesirents (the
practitioner and busingsSacelegalbotio-Satio.

Group Member Only
e applicapt reassigns to a group practjce/clinic or individual nE

© Group Member and IS Seif-Employed

The applicant is sell-employed and provides healthcare services as an employee of another
provider.

o Disregarded Entity

The applicant prowvides healthcare seraces through a business which he/she is the onty
owner that chooses (0 be disregarded as separate from the business (The practitioner and
business are considered legally the same).

(@@ PREVIOUS PAGE | | NEXT PAGE @)

@ CANCEL |

B3 soic owner

Professional
Corporation (PC)

Professional
Association (PA)

Limited Liabilit
Company (LLC)

Disregarded Entity




Home > My Enrollments > Application Questionnaire

Application Questionnaire

(*} Red aztersk ndicates &8 required field.

Applicant [dentification Information

First Hame*
JOHN Enter your First and Last
name EXACTLY as it

Lact Namo® appears on your Medical

| License.
DOE

social Secunty Number (5 SN
123-45.5780

123-45-6789

Date of Birth®
mvddinnyry

01/18/1974

| & PREVIOUS PAGE | | NEXT PAGE g3




ome > My Enroliments > Application Questionnaire

Application Questionnaire

(*) Red asterisk indicates a required field,
State/Territory Where Healthcare Services Rendered

Please select a single statefterritory where the applicant renders healthcare senvices.

StateTerritory’
caFoRvA |18

@ PREVIOUS PAGE | | NEXT PAGE @)

@ CANCEL |




Home > My Enrollments > Application Questionnaire

Application Questionnaire

(*} Red asterish indicatos a required ficld.
Primary Medicare Services Rendered

Please selertthe primary Medicare Senvices rendered by the applicant *

Hole: A sepadidle dpplicalivn is reguired Tor each prirnary hedllhcare sermvice rendeggd.
Part B Physcician Specialtias™ /

|'ﬁ'l|
% INTERNAL MEDICINE Ad
Part B Non-physician Specialties”

M | Selert Non-Physician Sperrfy

Part B Supplier Services”

I o UG TR T o T
&3 | Gelect Supplier Type

Part A Provider Senr'rn_':ea‘*
Select Provider Type

Indefined Type Specification




Home > My Enroliments > Application Questionnaire

Application Questionnaire

(*) Red asterisk indicates a required field.
Reassignment of Benefits

|s the applicant employed by a business or individual that will receive the practitioner's
Medicare claims payments?*

c No

@ PREVIOUS PAGE | | NEXT PAGE @]




Huing = Ky Emiolhnenls = Applica Gon Guesionmai e

Confirm Reason for Application

Medicare Part B Enrollment

Based on your responses, the following reason for application was identified.

¢ A Medicare Part B practitioner is enrofling in the Medicare program for the first time
using thelr soclal securlty number (S5N). HO reassignment of benefits exisis with this

application.

The application is for:

p Lo
ractitioner State

Social Security Mumber [S5N
ocia curity Nurmber | | Speciatty

Hame

Clicking on the "Star Application” button will create a Medicare application using the above
information.

Atthe conclusion afthis process:

| e apphcation 1S submitted to the appropnate Medicare ree-tol-senvice contractor(s)ror
processing
« The practiioner must sign a statement cerifying the submitted information

« The cerification statement, addifional required signatures, and required attachments must

YOUR NAME YOURSSN YOUR SPECIALTY CALIFORNIA

be mailed to the identified fee-for-senice contractor(s)

Foossignmont

Mroctitioncr Spociothy

+ .
. Foo-for-Sorvico
Contractor

Cortificotion

Statemant




Home = Ly Enrollments > Initial Enrclimant = Perscnal Informaticn

Pearsonal Information

Topic Summiarny =] Appleatt

Tris topic reqaests perscnal ard idertifizztion ivfzreation abo_tihe applicart &8 (mors
informaticn about Personal ‘mformaton

ADD INFORMATION (B |/

Personal Irformatior

M3 =ersonzl nformztior bas bezn listed. —lease clizk "&dd n"o'metior” bove,

| # eeTiiou TR TAECE | | NEXTTORIC B3|




Home = My Forcllments > Imitizl Fnrollment > Personal Information = AN

Personal Information

[*) Red asterick imdicates a required field.

Cther Name for the Applicant

Dioes the applicant have any other name to supply?(e.q. former or maiden name,
professional name, etc.)®

CYes Answer
das
Applicable

T No

Other Mame
Indrriduall




Home = My Enrelmenis > [nital Enrellment > Perzondl information = ADD

Personal Information

|*| 324 asterisk ndicat2z a required field

Birth Imlormation
Counltry of Birth®
|-ted Cizte: v SEECTH
' el P LT e ol |
State of Birth®
Selet Stake) T2 Titory r

@ PREVIOUS PAGE | NEXT PAGE |




Home > Ly Enrollmands * Intal Earoliment » Persona nformaton = ADD

Persanal Information

WadicalFrofassional School Information

: . ) Red zzter sk indicale = = requ rec faid.
Medizal School or ofher Erofassiona’ School *

YOUR MEDICAL SCHOOL NAME
Year of Gracuat or _]Z

YYYY
2002

| B FREVIOUS PAGE | SWVE B




Home = My Enrodmanis > Indigl Eargdment * Fersongl iInfcrmation

FPersonal Information

Topic Sammary

“Fis topiz 2q.ests persona and iden:f czion mormatios aboatthe app icani, ™ Imorg
information about Perzonal Informatiza

Persaral Imlarmation

OO W NCRU N300 R X0 M 00

Date of Birth: 01/18/1974

Sccial SeCurity Number, 123-45-6789

Gender: Mae

Druqg Eafarcement Agency [DEA) Humbar KO00MKEKE
Coantry of Bwrth: Jited Siztes

State of Birth; MY

Medical School or other Frofess:onal Schook

Yearof Craduaton: 0000

ECITE |

Aoplcant




[{.pmﬁ - PTECOIOT B SPECEIY

The practitioner spedatyfcrthis snrollmert is listed below for your reference. Tris topic allows L
you tc identify any seconday specialies “or the practtioner. {morz information about

Praciitioner Specialty) By Tt
\ Specialty

Practitoner Specialty Information

Practitioner specialties Secondary
Physcian Saecialiies

Practitioner Type: Physiciar

Primary Physician Specisity Secondary Physician Specialties
INTERMAL MED CINE
PULMCNARY DISEASE ~ [DELETE @)
CRTICAL CARS
DELETE
(INTENSIVIZTS) ey

@ PREVIOUS TOPIC | NEXT TOPIC 3 |




Home > My Enroliments > Initial Enroliment > License and Certification Information > ADD

License and Certification Information

(*) Red asterisk indicates a required field.

Type of Information

Whattype of information would you like to enter? *

® License Information License Look-up

MD Look-up DO Look-up

) Certification Information

NEXT PAGE (|

@ CANCEL |




Home > My Enroliments > Initial Enrollment > ResidentFellow Status

Residency/Fellowship Status

(*) Red asterisk indicates a required field.

Topic Summary

The topic requests information about the applicant's residency or fellowship status (more

information about Residency/Fellow Status)

Is the applicant currently in an approved training program as either a resident or a fellow?”

@ Yes —

¢ No

ADD INFORMATION (@ |

Residency/Fellowship Status Information

No Residency or Fellowship Status has been listed Please answer the question above.

Residency

Fellowship




Home = My Enrcliments > Initigl Enrol'ment > PAR Status

PAR Status

Topic Summary

Ths topicrequesis in‘ormation o cederming ifire apolican: agrees 1 accepl cs5 gnment for all
covered servces provdedfo Medicars Detents S8 {more informaton about PAR Status:

FAR 5tatas Irformation

Dees the zpplicent acree to acoept assicnment for all coveed senv ces prov ded o Macizare
patienis®*

X Yes

.- il H:'

PAR Statws Infcrmation

Mo PAR Saus Informaticn has baen | sled =lzzse saled the arswer so the above
cuestion

Help

n FLAR Sietis

n Fee-Ta—-Semvize
cort-acior




Home > My Enrollments > [nitial Enrollment > Correspondence Address

Correspondence Address

Toplc Summary

This topic requests imformation about the correspondence address for the applicant.
(mare information abont Correspondence Address)

Mote: Oo not us e the cantact information of a2 billimg agency, staffing company, or managing
organization as the contact information.

correspondence Addre ss InTormation

Aduress; KO0 K000 000
JOOOCK 00K XX 123456789
Unitad States

Telephome: (00 KO-X00K

Fax: (0o00) XeX-Xxxx

(EiTE )

|@ PREVIOUS TOPIC

NEXT TOPIC ﬂh




Home = My Enroliments = Initial Enroliment > Adverse Legal Actioms

Adverse Legal Actions m

(*] Rocd astcrisk indicotcs a requincd Ficld,
Topic Summary _

The topic requests information about adverse legal actions imposed against the applicant.
{more information about Adverse | egal Actions)

Adverse Legal
Action

Revocation
| laz an adverse legal action ever been imposed against an applicant under any
current or former name or business entity? *

™ Yes Answer B rederal
as Non-HFrocurement
T No Applicable i
Adverse Legal Actions That Must be Reported BB reoeral Procurement
Frogram
Convictions

1. Anyfelony conviction under Federal or State law, regardiess of whether it was health
care related.

2. Any misdemeanor conviction, under Federal or State law, related to; (a) the delivery of
an item or senvice under Medicare or a State health care program, or (b)the abuse or
neglect of a patient in connection with the delivery ot a hiealth care item or Senvice.

3. Any misdemeanor conwviction, under Federal or State [aw, related to theft, fraud,
embezzlement, breach of fiduciary duty, or other financial misconduct in cannection
wilkr he delivery ol & heallh care ilern o1 sgivice.

4 Any misdemeanor conwviction, under Federal or State [aw, relating to the interference
with or obpstruction of any Investigation Into any criminal offense described In 42 C.F.R.
Zoction 1001.101 or 1001 201.

Do ANy Misdemeanar comviction, under Federal or state law, relatng w e unlawiul
manufacture  distribution, prescription, or diapensing of a confrolled substance.




AN Any mlsdemeanor conylicthon, under Mederal or State law, related to theft, fraud,
errribse o nl, Bk of Tichoacziaory cboly, oo olbiess Toarezial eovissczoecloe] fnocoerarere:lion
with thie delivery of 2 health Ccare item or sendace.

4.  AnyY misdemeanor convicton, under Federal or State law, relating 1o the Interterence
with ar nhstriction of any Invectigation into any ciominal offonan deacdbed in 42 G F R
Section 1001101 or 1001201,

£

Any misdaemaanor conviction, under Fadaral or State law, relating to the unlawful
manufactura, dlstributlon, prescrption, or dizpen=zing of a cantrollad substance,

Exclusions, Hevocations or SUuspensions

9. Any revocation or suspension of a hcense to provide health care by any State lcensing
Althority This Includes the surrender of such & llcense whille a formal dlscipliinany
procesding was pending before a State licensing authority.

!'l\..'l

Ay revocalion o suspansion of accredil=lion.

3. Any suspsnsion o gxclusion iorm parlicigabion in, or any sanclon imposed by, 2
| ederal or ‘State health care program, ar any debarment rrom particigation nany
Fozoderraal Froreaalive: Rreonczhr pruorezaneierecaed o0 recer preorczoneeeermnd proceggrsarnn

= Sy raerieml Medicz oo pragroreen] ssispovresiom wmcferr sy BMeiclios oo Bellineg moaomfee

| ADD INFORMATION €3 |

Acwerse | egal A&chons intormatecn

Mo adverze egal actions fave ean igted. | Ylease anzwer the guestiion above.

&3 PREVIOUS TOPIC | | NEXT TOPIC BB




Homz » WY Enroimants » Inifial Farodmenl * Pigsical Location and ~Special Payments” Addrass > 400

Physical Location and "Special Payments” Address

I*! Red s izrz s incicates a reqJ wec feld,

nalon 2! Proader Hantifzr (hH:

Negse proade bz N3tco s Posdarldznver (-1l zooies k= indiv 33 Fz kebional
rorcer oertfer P 133 tean seLedferthe ndvicv el Erestbe Zamiiad o Tis
203 (T

akiona! Provider deirmar (KP,~

0123456789 Website to NPI Look-up:
http://npinumberlookup.org/

NEXT PaGE @

ﬂ Y0IE Frovidsr
Earile KA




Home = My Fnrolliments > Inlflal Fnrollment > Physical | ecatlon and " Specldal Payments” Address > AN

Physical Location and "Special Payments" Address

(*] Hed aetariek indicates a required fiald.
Mhysical Location Addross

Effective Date of Information®
mimy/dd/yyyy

Appointment Start Date

Location Name®

California
Address Line 1%

200 West Arbor Drive You can find your program's address and mail code on the
Address Line 2 OGME website:
(Enter Mail Code = MC####)
City* https://meded.ucsd.edu/index.cfm/gme/credentials_verification/
San Diego

State/Territory™® CA

ZIP Code + 4*
92103-your mail code

| @ PRCVIOUS PAGL | | NOxT PAGE BB




Home > My Enroliments > Initial Enroliment > Physical Location and "Special Payments"” Address > ADD

Address Verification

(*) Red asterisk indicates a required field.
Address Verification

The address you have provided did not verify with the United States Postal Service (USPS)
database. We have identified a verified, standardized address that corresponds to the address
you provided.

Please select the address that you would like to submit: *

This should be your
Address you entered: program’s 4 digit mail

code.
® 10 0akst.
Your Town, NY 55555 (4444 /

| @ PREVIOUS PAGE | | NEXT PAGE (@)




Home = My Enrollmenis = Initial Enrol'mant > Fhysical Locaton and "Special Paymants" Address = ADD

Physical Location and " Specizl Payments"” Address

(*) Red azterisk rcicates & required fiac.

Physical Location Contact Information

Telephone *
355) 355-5355 x Exienzipd

(123) 321-1234

Fax

[ = = T ==
pal ] -0

E-mal Address _ Upongraduation, you will lose access to your ucsd.edu

PersonalEmail@yahoo.com email account. Using your personal email address is
strongly recommended.

| @ PREVIOUS PAGE | NEXT PAGE B




Home = My Enrollmonts = Initial Enrollment = PMhysical Location and " Special FMayments” Address = ADD

Physical Location and "Special Payments" Address

[*} Red asteriek indicates a required fiald.
You must resolve the following crror(s) to continue

w [he Telegphone HNumber must e in the following format (95
cumecl numbiel

0 O0O0-0000. Please re-enter the
o
numbear.

| e Fax umzer must e in the ollowing Tormat (Bhbhl bhh-hhbb Hlease re-enter thie carrect

Physical Location Contact Intormation
Telephone *
[333) 335-3333

T et

L ® Extension
(123) 321-1234

Fax

(555) 555-5655

F-mall Arddress

| PRLVIOUS PAGL |

| NDxT PAGE @)




Home > MyEnrolments * Inifial Enrcliment > Fhvsicsl Locaton and  Special Paymems” Address > ADD

Physical Location and "Special Payments® Address

CLIA Humbers — e Clnica Lzbo~zlory
Imorov=mznt
Flease pravida 2ny L& numBers ==&l apa v this phvsical locas on. i
(CLIA] Murker
oL& Sumber
| ADD NORE B

hote: Leethe 20d Fore bultc 1o add more hia™ one CLIA 1T Der,

B PREVIOUS PaGE | NEXT PAGE [




Homs = My Enrollmentz » Intial Enrodment » Physical Locaton and "Special Pagmenis” Address = ADD

Physical Lecation and "Special Payments™ Address Help
FDA Numbzre —— DA/ Radiaslay
iMzmrmegrashy]
> ease provde 2ny FOARzdio ogy (Ma~mogzphy) Zeifizat on ~umEers shat apoly to this Cerkfeation Himbar
chysical locatizn,

FOARad ology | Mammography) Certication Bumber

(AODNORED |

Notes Lz b-e Add Moz buston 1o =dd more tha~ ore F2ARzdio ogy (Mammaog-zphy) Ce~fizat on
“umer.

| PREVIOUS PAGE | NEXT PAGE @




Home > My Enrollments > Initial Enrollment > Physical Location and " Special Payments” Address > ADD

Physical Location and "Special Payments” Address

(*) Red asterisk indicates a required field.
Practice Location Type

IS this practice location a:*
——Select Type— v
—-Select Type—

Private Practice Office Se’r’rini

Retirement/Assisted living community
Other health care facility

|@ PREVioUs PAGE | | NEXT PacE (@)




Hoine = My Epnpcdlimenils = Initial Ennolliment = Physical Lecalon and " Special Payimenls™ Addass

FPhysical Location and "Special Payments"” Address

= ADD

[} Hod astornak indicates a requircd hicid.
"Specidl Paymnenls” Addiess Soneslic)

Counlry

| Imired SirRtes ~ [aFELECT B )

Payment | o-rateeen BName:

ElTaclive Dol of ImPosrmaliomn =
ey

Appointment Start Date _

Address Lime 1 ¢

200 West Arbor Drive You can find your program's address and mail code on the
OGME website:

(Enter Mail Code = MC#i###) https://meded.ucsd edu/index.cfm/gme/credentials_verification/
City
San Diego

StateTerrtorny *
California

ZIP Cudu+1 *
92103-your mail code

| B PREVIOUS PAGE | | save I |




Home > My Enrollments > Initial Enrollment > Physical Location and " Special Payments"” Address

Physical Location and "Special Payments” Address

Topic Summary

This topic requests information about the Physical Location and "Special Payments®™ Address of

the applicant’s practice location andror base of operatlons. {more Informaton about
Physical Location and " Special Payments" Address)

ADD INFORMATION 3 |

Hhy sical Location and " Speceal Faymenis Address” Information

Identification Number{s}

Mational Provider ldentifier{NPT):

| E_l:uTnp
John Doe

Location Type: Practice Location

Physical Address: Payment Address:
10 Oak St
Your Town, NY 55555 44444
[EDITE)) [(DELETEE) (EDITE) [(DELETE@]

CLIA and FDA Certification Number{s):

(xo0@)

“Special Paymente”
Address

NPI Look Up

Website to NPT Look-up:
http://npinumberlookup.org/




CLIA and FDA Certification Number{s).

NORIHERN YWESITUCHESTER HOSPIHAL

Locaton Type: Practice Location
Phvaical Addreas:

(EoT@) [(DELETE@)

CLIA and FDA Ceartification Humbear{s):

ANNER

Payment Addresa;

(EDm@)

(DELETE BB




Home = My Enrollments = Imitial Enrollmeant > Rendering Healthcare Services at a Patient's Home

Rendering Healthcare Services at the Patient's Home

(*) Red astcriak indicatcs a required ficld,

Topic Summany

This topic requests information about the locations where this applicant renders healthcare
senvices in a paticnt's home. You may cither listyour locations indiwidually by the citics or zip

codes you senvice or you may identify the state. {more information about Rendering
Healthcare Services at the Pationt's Home)

Coes the applicant render nealth care senvices In patlents homes’#?*

I Yag

XH:}

| ADD INFORMATION & |

Renderinyg Heallhcaie Services al the Palienl's Hoone

Mo luocalions have been lisled. Plegase answer the gueslion abowe,




Home = My Enrollments = Initial Enrclliment > Individual Control

Individuals with Managing Control

lopiCc SUummary

This topic requests information ahaot individoals with ownearship intferest inandior managing
conb ol of the gpplicanl

All managing employeas for the practice locations listed onthis enrallment must be reportad.
imora informatiom about Individuals with Mamaging Control)

Does the applicant have any individuals having managing control (managing employeesito
repnrt?

) Yes

X o
| ApDINFORMATION B | _

anaging Employccs informaotion

(@ PrEVIOUS TOPIC |

NEXT ToPic [ |

{*) Red asterisk Indicates a required fleld.

Litnnilesd Pa ligrssliig

Fivea Parcent (5987

or Kore Ownership

Control

Partner

Mana.ging Lontrol




Home > My Enrollments > Initial Enrollment > Patient Records Storage Location

Patient Records Storage Location

(*) Red a=terizK indicates a required fizla.

Topic Summary Practice Lacation

This topic requests informaticn abou where patient medica reccords zre stored. {more .
information about Record Storage Location) & Base of Ope-ations

Wherz zre tha patient's mediczl racoros stored (Corcurrent ard “ormer patientsi? *

w
X At one ofthe Practice Locations or Base(s) of Operations reported on this enroliment e

Al a different location
Indesendent

[ragiostic Testitg
ADD INFORMATION B3 | Faciities (DTF)

Fatiert Fecords Storage Location Information
Moble Facilites:
Portable Units

Mo patientrecords storage locations have been lisled. Please answer the question above.

(@ PREVIOUS TOPIC | | NEXT TOPIC @)




Home = My Enroliments > Initial Enrollment > Contact Information

Topic Summary B ——

The topic requests informaion about the person or persons that the Medicare confractor should

contact if any questions exist about the application, “® more information about Contact
Person)

| ADDINFORMATION £ |

Contact Person Information

Mc contact person has been listed. Please click "Add Informatior™ above.

|@ PREVIOUS TOPIC

| RETURN TO TOPICS 3 |




Hume = My Enpedliments = Ioitial Enodhimenl = Contact nfonmation

lopic Summary _—

The topic reguests information about the person or persons that the Medicare contractor should

contact it any questions exist about the apphication. ntmﬂ-r@- ntormatiom about Contact
Pargon)

| ADD INFORMATION B |

Comntoct e raon Information

LES bRt b E e

Address: XXIOOOOOOOOOOOHK
000000000000, MY 300003000

Telephome: (3000) 3000 200K

Fasx: (H000) MOO-B00K

E-mail Address: XxXXXExxx.com

[ ELn] B UELE | ER

(@ prEvIOuS TOPIC |

| RETURN TO TOPICS I |




Homc = My Enroiimcnis = Inftlal Enrclimeont

Topics for this Enrcllment

| mrodlment IR RO R KM Parti T W W s M B H

iHeoson for Applcateoen

FPractiomer 12 Lnrclhng m Medicares for the | irat mme

Tupics

Thig dala reguired Moy his arrollmmenl 2pplication is groupsd inloe lopics. o ordern o alechianically
subronl this corollmmenl opplication, vou mosl cormplele all of e Tallowing lopics.

Yoru pray wieyy and prinb s eoroleoenl appdicalion ol areye Beoee douring e ernollimenl provess by
clickintg he YWicw and Prinl bollon Dolow.

ThiSs applicatdon 1S collccting the Tollowlng 1oplocs:

Completed Topins

L Personal Information mors infermation about Personal Infoermation

i Praclilivngr Spocially oty infoerrnalion aboul Praclilions Spacially

il BPAR Stalwss Pen (o sre Ciom BE ;o6 infurmation sboul PAR Slalus Informiation

e e ~alicny i X il [ 2l rmor e inforrnalion abaul
Phyzlcal Locatlon and "spoclal PFaymonts™ Address

W

Bondoring Healincare Senyices 313 MPatent's Home morc Information about
Rendering Healthcare Senvices at a Patlent's Homae




of

<

“

Practitionar Speciaity B8 more information about Practtionar Specialty

PAR Status Infonmation rii e infformmabion aboul PAR Slalus Infurmndlion

Physical Location and "Special Payments" Addross | mora information about

Physical Location and "Special Payments™ Address

Rendering Healthcare Services at a Patient's Home mare information about
Rendering Healthcare Semvices at a Patient’s Home

Resident/Fellow Status more information about ResidentFellow Status

Correspondence Address more information about Correspondence Address

License and Certrhcation Info rmation - more inrormation apout License and
[Zermmcaton Intarmatinn

Adverse Legal Actions more information about Adverse Legal Actions

Imcdrvedinal (Conirod - maore intnrmAaton Anoat Inodinaco Al L2omtrol

Patient Recorda Storage Location mare information abouwt Matient Records
storage Location

Bllllng Agency mare InTormation abpout BHIING AQency

Contact Merson mare information about Contact Person




Home > My Enroliments = Initigl Enrollment = Submission Process

Submission Process

Submis=ion Nrocess Overviow _

The following steps must be complete d to submit this application:

= Step. Lrror Check: System checks for data errors or inconsistencies.

» Step 2. S5elect Fee-For-Service Contractor; Additional information is asked o help identify
lhie Medicdre Fee-Fur-Sevice Conltaclor who will process Lhis apelicalion.

& STep i, SelecTt Skanararies: The Indlvicduals requiren o sign this application will e
identmed.

= Stoep 4. Printing and Mailing: Review and print the formes required for or associated with this
application.

» Step 5. Submit Submit the application to electronically route it for processing.

e Slep 6. Print Receipl A receipl of the elechonic subrmission is provided,

Click™Moxt Page' to begin the Errar Chock

| NCXT PAGC 8|

'@ CANCEL




rome = My Enrolmeats > Indial Enroliment = Submission Process

Submission Procass: Error Check

Nio Errare or Wamnings Exist = ———

MO IS o0 aIr 38 e T E TN errc imertanp calion. Flease proceac itk e
SLAMNSSICH process

NEXT PAGE @]

@ conce |




Home > My Enrollmanic > Inifial Enrolment = Submics:on Process

Medicare Fee-for-Service Comtractor Help

(*! Fed asteriz ndicates a requirad Feld,

N TRt
Medicara Fae-For-Senvice Comtractor Selection Fee-1or-servics
Concractar

~leasa select a Fae-Fo-Sarv ce Conraclor

The Fee-Fo~Szryce Condrzctor will arswer the applicanfs questiors process the errclimert
appicetion, and pay the appizenfs claims.

note: 1is recommerdec -hatte Eﬂl]li[ElI'I'. celac] the Fee-For-5Sendce Conraclar ofthe Chgir
“ome ice.

reefor-Senvice Contractor®
SATIONA. GOVEINMENT SERVICES -

[ﬂ PREVIOLS mmE] [ MEXT PAGE B

@ CANCEL |




Homz » My Enmolments * Inifia' Enrollment » Sabmiss:on Process

Submission Process

ignatory for Individual Enroliment

The “ollow ng i~ divid. al Cracmoner ~ust provids a signzture

s+ John Doe

8 PREVIOUS PAGE | | NEXT PAGE @)
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Homea = My Enrcllmments = Inital Enrollment = Submission Process

Submission Process

Frinting and Malling Instructions CAREFULLY READ THIS ENTIRE SECTION BEFORE PROCEEDING.

Each docunrent isted below may be sawved to vour computer andior printed for your personal
racorcl=s by clickitmg his “iaw and Prinl™ link nexl o sach docurmsnl Only the Cuorlificalion £
Athorzation Statemontisy and the roeaguinnd supporting docomentation moast e printeod and
maAalled tn the Medicare contractor isted nelow ease do not mal A copy ot ths applicaton to
the Medicare contractor it yvou are submithng it electromically.

1. Fnnt submission Matenals: Font all required suppaorting docdments. Chck on the “Visw
Arnd Priol™ link rasl o "Lisl ol Supportinng Docurmmanlalion” Below Tor g lisl ol suppoiling
docurnicrlalion reloewvarnl o hivs applicalion,

Y. Klal ems to Feebor-Sennice Medicare Contractor: | he identhed Medicare contractor 1s
rasponsible o processing glechonically subrmillsd 2nd mmgiled midlarials Tor his
enrolimont application In order to complete the proocessing of youur applicaton, mall thie
Cerrfoation f Antharization Statement(=) and all required sapporting documentatdon fo the
Medicare contractor listed pelow within & days of your electranic subnssion. Falure to do
s rnEy rasullin g rejseclion.




MNATIOMAL GONWT TRMMITNT S RWVICT S

PO BOx 4702
SYRACLISE, MY

Srticen
= wiow and Print

= Wieww and Print

= view and Print

= wiow and Print

Mofe:

13221-4792

Moo meent Hame

Carlificalivrn Slalarmanl fwr Individual Praclilivnisns
1 15t of Bupporting | ocuamentahon

Cupy of this Applicalion
(For vour records only, please do not mail}

CME-A60 Medicars Parlicipaling Physician on Suppligr Agrasimnenl

+ | orsecunty reasnns, SinciAl Henunty Mumbers and the year ot b on Diate of | irth felos sl
ol gpeear i lhe prinled Medicare appliczlion, [T you plan Lo roail your prinded applicalion Lo
the Medicare contractor instead of submitting it electronically, please review the application
andinzertthe Soclal Sccurlty RMumbors and yoar of Dirth where they arc regulirced but not

idimplayacd,

= Diocuments in POF format require the B2 Adobe Acrobat Readen®. f vou experience
problems with PMF dornments please & download the latestversion ofthe Reader®

[“ PRI VIS PAC ] [ NE XTI PAL u]

|@ cancCEL |




Supporting Documantation for Individual Practiioners

Plazzz mail all app &t & suppet g docur-2ntation 1o vour Kled cere “ze-far-senice conlreclor

Addilior g Cocamer:zionmavalso De 'ﬂques'::l oy vour Med Zee fee-jiserice copfre o valicdzs

[Rorrrak an mat 30 havz repotadin his apo 222

C o703l documeantation 12 rezammendad Ic 2351stin processing his erallmar: 22 omiss o

Required Supporting Documentation - = ————

1 Cifpy of Hationzl Prow der der=e 21 rocalior JFazyou received Tomihe Metic-al Zlar
“romider Enum:z-alion Sy m (NFPES)

¢ dntten confiraaban o the [RS comfireing yaur - 2 lderification Hur- ber with he Lec3
Jusiresshamedz 3 GP &1 (e This informabon is needed ifbe app icer: i
=2qrolling & probessic=al cyporaton, orofessional assazas o, orlimiled dl ¥ Compzy
wilhthiz 2oofizazon, or eroll 19 35 3 20 2 oropr 220 usir 2 a1 Eraloye - [dendificalion

L mber)

2 Sopgls)of all =ederal Stale ar o'y local (cibvicow =7y Bosingss licer 225, cartificat ans
=dfar 1z Jistratior 2 soeafiza yrecaiedio coerale 22 = nealth care 1zziliy

4 Completed Fom CHS BE3—A1borralion acreemen: of Slechor - Fuads Trzasfer. Mote ifa

= wmwlinr - rnade raesiom s reemmarce 0o neemaRdellio cad i med e om0 EREAmae o 0 Sfnar

Habonal =rovrde”
kemtifizr HH

Adverze =23l
Sction

E ecironiz Fund
Trzseri==T1i

Secoy Conse:
—orm




Optional documentation is recommended to assist in proces<ing this enrollment submis<sion.

Hequired Suppormng | ncnmeantatinm

Copy of Matlenal Frovider Identifer (4F1) notncation that you recelved fram the Mattanal Flan
Frovider Enumeration System NFPES).

Writen confirmation Trom the RS confirming vour Tax [dentifcation Mumber with the Legal
Business Narme (2.0, ©F 575 (Nale. This infurmalion is needed il the applicant is

e ulling 4 professivndl corporalion, prolessiondl dssaciglion, ur Himniled liabilily cormpedny
with this application, or enrolling as a sole proprietor using an Employver Identification
FHumber.}

Copyis) of all Federal, 3tate, and/or local icity/countyy business licenses, cerifications
and/or registrations specifically required to operate as a health care facility.

Completed Form CMS Z88—Authorization Agreement of Electronic Funds Transfer. Mote if a
zupplier already receives payments elactronically and iz not making a change to hisfher
banking information, the CMS-200 i3 not required.

Copyis) of all professional school degrees or cerificates, profeassional licenses, andlor
cvidonco of qualifying coursoe work.

Required, if applicable, Supporting Decumentation

1.

Completcd Form CME 460 Medicare Padicipating Physician or Supplicer Agrecmaent.

Optienal Supporting Documaoentation

iy B
2,

Socurity Consent Form.

Any additional documentation or letters of explanation az nesded

[PRINT @] [cLosC @)

Adverse Legal
Action

- Flectronic: Fund
Tranefar (EFT]

Securty Consant
Form




Home > My Enrollmanis = Initigl Enrollmani 3 Submission Process

Fas-fa-Sevice
Confractar

Submit Electromcally

You are nowi ready lo suormic th s Medicare Application for processing. Plezse revew the
summary be ow to ensure this is e apgl caticn anc "ezsor you w-s1 10 suomic. Lipon
stbm ssior, tre enroliment informat on is sentts a fee-forsenice conracior for process ng.

Ay comrections to this zpplicatior mus: e caordinzted tarougn the W edicars Zoniractor. TacerclD

Applicant Hame: | John Doe
Tracking'lx 111222333444555

Reason(s) for sabrission:

¢ Alledcase PEr B pradditionar is enta ling nthe Madicars prograr “or the arsttme i oilfor
Pzt B sersces. Arcassignmert of benefts mzy axist.

| @ PREVIOUS PAGE | | suswmT B




submission Recaipt
Submission Complete —

You have asuccessfully submitted your enroliment!

Remember:

= You musthave all certifcation statements and other documents requiring a slgnature
signcd by the indmnvidual dizplaycd on cach pnmted rorm

= You mustmall all glgned Termes and supporing documentatlon 1o your Feg-For-sen/ica

contractor. An cnroliment apphcation cannot &e wlly processoed untll all these items have
been recejved

= Youshould pnntthis pagc hor your rccords

= You may print adgditional coplas of an enrollmant, certificatlon s1@tament. or st of supponring
documentation (thcsSc documents can Dc accessocdmom the My Enroliments paqo)

Empolimenl Trackimg bofoo s Gon —

Applcant Name:xisy XX ey
Trackimg (D pO000000 00000000 K
Submitted Date: XX - JUIKE - 2009
Submitted By MEMNx X aeyy

Contact Lmenls):
SOOI C O




Caroliment Tracking Information — ————

Sgrplicsaml Mliarmer: WX RN MK HN
Tracking IN: XK EEEIH KN HE
Lubrmrikted Dkatesr XK - JLUIMRL - 200y
Submnitted By Rl RnER
Conlacl BEinail{s)

SR T e SO

Reason{s) for auhmiasion:

= A MNMedlcare Mart O practitloner |2 enralllng In the Medlcars program for the first time to Bl for
FPoul B ssezewiceesrs Sorceesesaigprorrnesre] ool BeervesTlss enveay romisil

Rlirdlcans Cnnfrachor]s)

Redicarns ComntractonaiThe [dentifled contractors are rezpons|Qle for processing electronlcally
sivnfarrnillezch sanvek eevenibozel roealezeienlss Toer Thids ooorodlerner] seprprliczlion I yomn breven? roiemes Thoarn ciraee

contracior, you will nead o subnut all cartihcation statemeants and supporting documantation to
eqAch contractor

Pl M AL S PRI ] LS8 L
P r Ry 470308

SYRALUSE RNY 32270104 —

| PRINT @3] [MYENROLLMENTS @3]
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Final Step

*  Print, sign and date the two-page Certification
Statement and mail it along with all requested
supporting documentation to the Medicare

contractor

Note: Do not mail the CMS-855 paper that can
be printed from Internet-based PECOS.

Retain this information for your records.
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