Resubmitting RTPd Enroliment Application

Quick Reference Guide

Resubmitting To Provider Enrollment Application

If a Return to Provider (RTP) letter is received after submitting an
application, the applicant can make the required updates to the initial
application and resubmit it.

If an RTP letter is received, complete the following steps:

1. From the WCMBP Portal, select the Provider tab, then select
Enrollments.

Home Provider -  Claimant Login +  Resources ~ Pharmacy/LMN ~  Contact Us

Provider Home N
Enrollments d i:' 1 'OrkerS:

Authorizations

Billing

Payments
ow to Search for a Provider >

2. Select the Click here to resume or track the in-progress enroliment
application link.

Get Started in the New Medical Bill Process System

A new medical bill process system was launched on April 27, 2020, offering providers more efficient bill processing. Enroll today to receive
payment for services you provide to claimants approved by OWCP for workers’ compensation

o (23

New Provider Legacy Provider Resume or Track an Enroliment
For fast approval, enroll online If | successfully enrolled with Application
Conduent before Aprll 27, 2020, Clich

Click here to begin the enroliment Click here to resume or track the in
process do I need to re-enroli? progress enroliment application
No! However, you must register 1o access
e new systen




Resubmitting RTPd Enroliment Application

Quick Reference Guide

Resubmitting To Provider Enrollment Application

3. Login via OWCP Connect with the email address used during OWCP
Connect registration.

7 United States Department of Labor
Office of Workers' Compensation Programs

OWCP Connect

About OWCP Connect

4. Enter the password created during OWCP Connect registration, then
select Submit.

Key Phrase ABC

Password * ||

* Required Field
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5. Inthe Application Number field, enter the application number provided
during the initial enrollment.

6. Inthe SSN/FEIN field, enter the Social Security Number (SSN) or Federal
Employer Identification Number (FEIN) used during the initial enrollment.

7. Select Submit to return to the application and make necessary
adjustments.

eCAMS”
{Chy"
O @ 1 Profile: @ External Links @ Help

» Track Application
O close | @ Submit

Track Existing Application

Please provide the Application and SSN/FEIN to track your application.
Application Number: E’

SSNIFEIN: C | o

Note: All required steps in the application will be marked with the status of
Incomplete. Each required step must be opened to verify the information is
correct.

8. Open each step, verify the information is correct, and close the step. The
step status will be marked Complete.

Application Number : 20210314080445 Name: ProviderRTP Enroliment Type: Indrmdual
OChee  DRequred Credertias  © Muge

H  Enroll Provider Individual

Business Process Wizard-Provider Enroliment (Indevidual) Click on the Step 8 under the Step column

Step Required Start Date End D Stal s

Step 1 Provider Basc informaton Requred V142021 0142021 compiete

Step 2 Add Locason Requred 03142021 0142021 compiet

Step 3 Add Taxonomies Required 034142021 0M142021  incomplete

Step 4 Add Ownership Detads Optonal 0342021 01402 Comglete

Step 5. Add Licenses and Certiications Required 03142021 0142021 omplete

Step 6. Add identbers Opbonal 03142021 03142021 Complete

Step 7. Add EDI Submission Method Opbonal 0142021 03142021 Complete

Step 8 Add £DI Submdier Detaits Requred 0M142021 0142021 ompiete

Step 9 Add EDI Contact information Required 03142021 0W142021 omplete

Step 10 Add Payment Details Required 0142021 0142021 Incomplete

Step 11 Complete Provider Dasclosure Required 03142021 031142021 ompicte

Step 12 View/Upload Attachments Optonal 03142021 0W1472021 Complete

Step 13 Submit Enroliment Apphcation for Review Required 03142021 o0M142021 Incompiet
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Note: After verifying the data in each step and making any required
updates, the last step is to submit the enrollment application.

9. Select Step 13: Submit Enrollment Application for Review.

Track Application » Individual Enroliment
Application Number : 20210314080446 Name: Provider-RTP Enroliment Type: Indwidual
OCse | =pRequired Credentisls | ©
#  Enroll Provider -Individual

Business Process Wizard-Provider Enroliment (Individual). Click on the Step # under the Step column

Step Required Start Date End Date Status s
Step 1: Provider Basic Information Required 0311422021 03/1472021 Complete
Step 2: Add Location Required 0311422021 03/1422021 Complete
Step 3: Add Taxonomies Required 031472021 03/1472021 Complete
Step 4: Add Ownership Details Optional 0311472021 03/142021 Complete
Step 5: Add Licenses and Certifications Required 0311472021 03/14/2021 Complete
Step 6: Add Identifiers Optional 0311472021 03/1472021 Complete
Step 7: Add EDI Submission Method Optional 0311472021 03/142021 Complete
Step 8: Add EDI Submitter Details Required 0311472021 037142021 Complete
Step 9: Add EDI Contact Information Required 0311472021 03/142021 Complete
Step 10: Add Payment Details Required 031142021 0311472021 Complete
Step 11: Complete Provider Disclosure Required 0311472021 03/14722021 Complete
Step 12 View/Upioad Attachments| Optional 0311472021 031142021 Complete
Step 13: Submit Enroliment Application for Review Required 031472021 03/1472021 Incomplete
View Page: 1 O + SaveToCSV Viewing Page: 1 € First € Pre

10. If there are any typographical errors, edit the first and last name in the
First Name and Last Name fields.

11. (Optional) Enter the title of the individual signing the Title field.

12. To submit enrollment again, select Submit Enrollment. The enrollment
application will change to In Review status.

OcClose  © Submit Emollmenr‘_g

#  Final Submission .

After you submit the enroliment, you cannot make further changes until your enroliment application is approved.

Confirm and Sign:

1, the undersigned, certify to the following: | have read the contents of this application, and the information contained herein is true, correct, and complete

| certify that | and my agents have currently in effect all necessary licenses, certifications, approvals, insurance, etc. required to property provide the services and/or supplies for the OWCRP in the state, county
jurisdiction where the services and/or supplies are provided. | will provide proof of such licenses, certifications, approvals, insurance, etc. upon the OWCP's request. | understand that any revocation, withdr
renewal of necessary license, certification, approval, insurance, etc. required for me to properly provide services, shall be grounds for termination of enroliment/registration by the OWCP. | authorize the OWCP to v
information contained herein. | agree to notify the OWCP of any change in ownership, practice location and/or Final Adverse Action involving fraud or abuse within 30 days of the reportable event. In addition, | agree to

notify the OWCP of any other changes 1o the information in this form within 90 days of the effective date of change

| also certify that | am not currently sanctioned, suspended, debarred or excluded by any Federal or State Health Care Program, (e.g., Medicare, Medicaid, or any other Federal program), or otherwise prohibited from v

First Name 4 _—® Last Name
m Title Signature Date : 10/31/2023

Privacy Act Statement

Collection of this information by OWCP is necessary for its administration of the Federal Employees’' Compensation Act, the Black Lung Benefits Act, the Longshore and Harbor Workers' Compensation Act
and the Energy Employ Occ | lliness Comp: tion Program Act, and is authorized under 20 CFR 10.800, 20 CFR 30.700, 20 CFR 702.145, 20 CFR 725.714 and 33 USC 918(b). The information
provided will be used to ensure accurate payment of medical and vocational rehabilitation provider bills and is protected by the Privacy Act of 1974, as amended (5 USC 552a) in accordance with the following
systems of records: DOL/GOVT-1, DOLUOWCP-4 DOL/OWCP-9 and DOL/OWCP-11, published in the Federal Register, Vol. 81, page 25766, April 29, 2016, or as and rep C and
submission of this form is voluntary; however, failure to provide the information (including SSN or EIN) will result in substantially delayed payment of bills. This information will be furnished to OWCP and its
data processing contractors, and may also be disclosed to other federal and state agencies in connection with the administration of other programs, to the Department of Justice for litigation purposes, and to
medical and other provider review boards. Additional disclosures may be made through the routine uses for inf on contained in the ref. ed systems of records.
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