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Overview

This PowerPoint provides
instructions on how to complete
an application for a group via the
Workers” Compensation Medical
Bill Process (WCMBP) Portal.




Accessing the WCMBP System

Go to the WCMBP Portal homepage (https://owcpmed.dol.gov/).

Select Provider Enrollment.

;0'; OFFICE OF WORKERS' COMPENSATION PROGRAMS

; FAQs CONTACT US
) MEDICAL BILL PROCESSING PORTAL

e Provider ~ Claimant Login ~ Resources ~ Pharmacy/LMN ~  Contact Us

Find a Provider > Provider Enrollment >

How to Search for a Provider > Provider Login >

Claimant Login >
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https://owcpmed.dol.gov/

Accessing the WCMBP System for New Providers

Providers first need to register with OWCP Connect before starting a new enrollment or accessing the new
system.

OWCP Connect is the mechanism by which all users are authenticated.

a3 e
New Provider Existing Providers Resume or Track an Enrollment Application
Enroll Online for Fast Approval

Click here to submit enrollment update or Click here to resume or track the in-progress
Click here to begin the enrollment process. |gm— modification. enrollment application.
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Accessing the WCMBP System for New Providers, continued

x
New Enrollment

After selecting “Click here to begin the

If you have previously enrolled with OWCP or if you have submitted an enrollment

. . o L . o
eﬂI’O”meﬂt process ||nk . a dla|Ogue bOX application that was returned, please click Cancel and select one of the following links:
Conf”_ms that you Want tO begln a new Previously enrolled: Click on the link for Existing Providers to log into OWCP Connect.
enro | | me nt Application Corrections: Click on the link for Resume or Track an Enrollment Application.

If you would like to proceed with completing a new provider enrollment application, please
click Continue.

Select Continue to begin a new
application. —E

Note: Providers who previously enrolled and need to update enroliment or track an existing

application select Cancel and then choose the appropriate “Existing Users” or “Resume or Track
Enrollment Application” link.
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Completing an Enroliment Application

1. Select the Enrollment Type.
2. Select Submit.

Note: Enrollment Type Definitions are provided below. Select the appropriate type for your practice,
organization, or business.

i Enroliment Type
Please select the applicable Enroliment Type

P R—
= ringhouse
(C)Facility/Agency/Organization/Institution

-';'-G_rqup Practice

© Close | €@ Submit <
@ Enroliment Type Definition

Individual -
= Any provider who is eligible to receive a Type | National Provider Identifier (NPI) through the National Plan and Provider Enumeration System (NPPES). Providers eligible to receive an NPI are those who

« Individuals providing only non-medical services, attendant care, or personal care services, who do not need an NPI.

Group Practice -
« One or more health care practitioners who practice their profession at a common location (whether or not they share common facilities, common supporting staff, or common eguipment) and have formed

at which they practice. These entities have a Type Il National Provider |dentifier (NP1) from the National Plan and Provider Enumeration System (NPPES)
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Completing an Enroliment Application

1. Select a Provider Type from drop down menu. a
Basic Information o
2. Check a Program(s) to enroll in. _ 1 .
Provider Type: -—SELECT— v
3. Select the TaX |dentiﬁer Type (FElN or SSN) If you select "Other Provider” (96) or Non-Medical Vendor (53), please explain:
4. |If FEIN is selected in step 3, enter “Legal Business Name® of e T T T
Organization, "“Doing Business As” Organization Name, and t
Federal Employer Identification Number (FEIN). Toxdntr Ty @FEN e
If SSN was selected in step 3, enter Last Name, First Name,
Middle Name (if applicable), and Social Security Number Organization Name: (Legal Business Name)
(SSN) Busgreiasn;lz:;:g? (Doing Business As) FEIN:
Note: The system will validate that the Name/
Tax Identification Number combination matches IRS records. Last Name: Middle Name
First Name SSN:
5. Enter an NPI and an Entity Type based on your W9.

. Proy!de.r (NP1 Email Address:
6. Check if you do not want to be on the online searchable e BN

o o o Entity Type: -—SELECT— w [ If Other, pl lain:
provider listing. If checked, please supply a reason. e - er, please explain
— ] | do not wish to be included in an online searchable list of OWCP providers.
7. Select Finish. Reason:



Completing an Enroliment Application

Write down your application number for your records and select Ok.

The application number will also be emailed to you.

Application Number ; 202 | e Mame:; test

Enrollment Type: Group Practice

Basic Information ~

You have successfully completed the basic information on the Enrollment Application. This is your
Application #: 202

Please make note of this application number. This is the number

you will be required to use to track the status of your enrcllment application. Do not lose this
number once you log off.

S - Y1}
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Completing an Enroliment Application

Complete,each step Start/End Date

Application Number Name: Registration Enrollment Type: Group Practice
O cioe || pReqird cracurian Optional vs Required Complete vs Incomplete Status
£  Enroll Provider -Group Practice i

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

Step Required Start Date End Date Status Step Remark

Step 1: Provider Basic Information Required 06/15/2023 06/15/2023 Complete

Step 2: Add Location Required 06/15/2023 06/15/2023 Complete

Step 3: Add Taxonomies Required 06/15/2023 06/15/2023 Complete

Step 4: Add Ownership Details Optional Incomplete

Step 5: Add Business Licenses and Certifications Optional 06/15/2023 06/15/2023 Complete

Step 6: Add |dentifiers Optional Incomplete

Step 7: Add EDI Submission Method Optional Incomplete

Step &: Add EDI Submitter Details Optional Incomplete

Step 9: Add EDI Contact Information Optional Incomplete

Step 10: Add Servicing Provider Information Required 06/15/2023 06/15/2023 Complete

Step 11: Add Payment Details Required 06/15/2023 06/15/2023 Complete

Step 12: Complete Provider Disclosure Required 06/15/2023 06/15/2023 Complete

Step 13: View/Upload Attachments Optional Incomplete

Step 14: Submit Enrollment Application for Review Required 06/15/2023 Incomplete Enroliment Application has not been Submitted

View Page: | 1 ®Go #=Page Count (i SaveToCSV Viewing Page: 1 €¢ First € Prev ¥ Next 3 Last

Step 1 is completed. Based on the information provided in step 1, the enroliment steps display.

Note: If you selected the incorrect enroliment type or provider type, use the Purge button to delete all information and restart
the enrollment application.
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Completing an Enroliment Application

Before completing the next steps, select

Required Credentials. A separate O Close J] = Requred Credentials || @ Purse
WindOW diSp|ayS the Cl’edentia|s that are CE Enroll Provider -Group Practice
required for your provider type.
. . Required Credentials For Provider Type »
Note: Credential requirements change
depending on the selected provider type. Provider Type Step Data Element Credentialing Note
71-Physical Step 01: Provider Basic
Therapist Information NP REQUIRED
1' EXIt OUt Of thIS WIndOW to move :_;eF;:;S;al Step 03: Add Taxonomies TAXONOMIES REQUIRED
on to the next step, “Add 1 Physia
. ) Step 13: View/Upload Attachments ACH FORM REQUIRED
Locatlon 1 Therapist
’ 71-Physical e PROVIDER ENROLLMENT FORM SIGNATURE
Therapist Step 13: View/Upload Attachments ez REQUIRED
View Page: 1 (® Go | <= Page Count Viewing Page: 1
] SaveToCSV ¢¢ First € Prev > Next 3 Last
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Step 2: Add Location

OC'OSB oAdd —— a

Locations List -

Business Name: | | —

e == Contact Last Name: [ Contact First Name: P
Phone Number: * — ° Fax Number:
e — | PP Next © Cancel

Email Address:

Select the Add button.
Enter Location Business Name.
Enter Contact Person First and Last Name.

Enter Contact Person Phone Number. (Do not add dashes or spaces)
. Select Next.

ote: Email Address and Fax Number entries are optional.
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Step 2: Add Location

1. You must add your physical address, select + Address.

Type of Address: Physical Address v
Address Input Option: @Manually Input
EndDate: 12/31/2999 &

Address Line 1: * Address Line 2:
Address Line 3:
City/Town: i
State/Province: i County: ¥
Country: * Zip Code: - © Address | <———— a

W Next | € Cancel

12 GCNSI



Step 2: Add Physical Location

a ey Address Line 1: | | i Address Line 2:
(Enter Street Address or PO Box Only) .
Address Line 3:
City/Town: v T
State/Province: N
County: v T
Country: v *
e —— Zip Code: - © Validate Address | Gr———
—— | | @ OK || © Cancel
1. Enter the Physical Address Street Number and Street Name. \ :
2. Enter the Zip Code. pRDomET
3. Select Validate Address. (Complete address will auto populated after validation) 1850 3994 © Address
Possible Validation Results e ———— [ et | [ © cancel
» Address not found with Street Address and Zip Code Combination
* Address validation successful Note: If you receive the "Address not found”
validation result, ensure that you entered the correct
4. Select OK. address. If so, there are no additional actions that
5. When you return to the Location Address page, select the Next button. you need to complete.
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Step 2: Add Mailing Location

Type of Address: Mailing Vv

Address Input Option: (®Manually Input{(OSame as Physical Address
End Date: 12/31/2999 &

Address Line 1: * Address Line 2:

Address Line 3:

City/Town:
State/Province: N County: B
Country: N Zip Code: - © Address | e

O oK © Cancel

v

1. If mailing address is the same as the physical address, check the bubble that states
“Same as Physical Address”.
OR

2. Select +Address to Enter Mailing Address Street Number and Street Name if the
address is different.

3. Select OK.
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Step 2: Add Mailing Location

© Close | © Add

. ‘ Locations List )

Business Name Location Details
AY AY
] Angel PA 1447 — 0

1. The system displays the Location List, which confirms your address information entered.
2. Select Close to move on to the next step, "Add Taxonomies”.
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Step 3: Add Taxonomies
°—> © Ciose || © Add 4—“

2. Use the dropdown menu to view #  Taxonomy List
your existing Taxonomy Code Type.

1. Select Add.

#i  Select Taxonomy Code Type/Specialty A

3. Select Specialty type. Taxonomy Code Type: | —— e
4. Available Taxonomy codes will Sposial: | W

populate. Highlight the codes that e e o -

are a Iicable tO our or anization Available Taxonomy Codes Associated Taxonomy Codes *

PP your org : e .
Move applicable codes to 2
Associated Taxonomy Codes. =

5. Select OK.

6. Select Close to move on to the next 6 ,
step, "Add Ownership Details.”

QoK | Qcancel

Note: Taxonomy codes refer to the Healthcare Provider Taxonomy Code Set, which categorize the type, classification, and/or
specialization of health care providers.
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Step 4. Add Ownership Details

Ownership Details list any business with more than a 5% interest in or where involvement is at an officer, director or agent of the
company.

This step is optional. If completed, you must
complete required fields and select OK.

. L. 2 Add Ownership ol
1. Select the Disclosure Type (Individual or Y Trerr— —~ e —
Organization) Ownership. orcaniraton ame.
ganization Name:
2. Enter SSN or FElN Last Name: j— e —— First Name:
Enter Organization Name or First/Last Address Lne 1 sz
N ame Address Line 3:
City/Town:
4. Enter +Address to enter Street Number, N . 0
Street Name and Zip Code. - .
5. Se|eCt OK Country:
o 5 o o Zip Code: = © Address e
Note: If the ownership information is the same -
name, FEIN and address as previously entered, !

select Copy Name and Tax. The information
will auto populate.
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Step 4. Add Ownership Details

e—» € Close || @ Add

Ownership List

Filter By : v O co
Owmner ID Owner Name
oY AY
48-6434834 test Organization
& Delete | View Page: 1 ®co | | 4 e ] SaveToCsV Viewing Page: 1

1. The system displays the Ownership List, which was entered.

2. Select Close to move on to the next step, "Add Licenses and Certifications.”

18
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(® Clear Filter | [ SaveFilter = ¥ My Filters =
Ownership Type
AT
— @
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Step 5: Add Business License and Certification

1. Select Add to enter License and Ocose | Qasy a

Certification information. e s s

2. Indicate if this is a required
Certification or reqUIred ||Cense #f  Add Business License/Certification

or |f th |S S pecrﬁes that a « Please provide all business license/certification required by your State to perform the service under your Group Practice Enroliment Type.

~

« Servicing provider and professional licensure information will be required on Step 10 of this application or modification.

certification or license is not )
requ ired. @C-Certification
8:'—:}39%9 Certificati t ired
o =License or Lertmncation no reqmre
3. In the Name field, enter the

recipient’s name. 0\ N ¢ — e

4. In the License/certification License/Certification Type: * Licence/Certification #: * 4_6
Type field, enter the license or

. . Initial Issue Date: L Expiration Date: & -
certification type. . )
Issued State: v Issuer Agency:
5. In the License/Certification # o L i
field, enter the license or 4

certificate number.

© oK | © cancel
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Step 5: Add Business License and Certification

6. In the Initial Issue Date and

the EXpiration Date fleldS #  Add Business License/Certification ~

enter or Select the in |t|a | issue « Please provide all business license/certification required by your State to perform the service under your Group Practice Enroliment Type.
. . « Servicing provider and professional licensure information will be required on Step 10 of this application or modification.
date and expiration date.

*

7. Within the Issued State drop- @c-Certeton
dOWn |iSt, Se|eCt the state (ON-License or Certification not required

where the license or
certification was issued. (Must
matCh the state Of thSicaI License/Certification Type: * Licence/Certification #: *

address - -
) Initial Issue Date: '\ e_> Expiration Date: & "

8. In the Issuer Agency field, G
. . - |ssued State: Issuer Agency: * —
enter the issuing agency.

*
Name:

9. Inthe Web Link field, enter the e—' Web Link:
web link to the issuing agency.
10. Select OK. Q— o oo
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Step 5: Add License/Certification

1. The system displays the License or Certification List, which confirms your license/certification information
entered.

2. Select Close to move on to the next step "Add Identifiers”.

License/Certification List »
Filter By : ~ ® Go (® Clear Filter B Save Filter = ¥ My Filters v
| License Category License/Certification Number License/Certification Type Issued State Initial Issue Date Expiration Date
AY AV AY AY AY AY
a e [ | | iGenSE 03/01/2020 03/06/2020
@ Delete | View Page: 1 ® Go | = Page Count | g SaveToCSV Viewing Page: 1 € First || € Prev | ¥ Next | 3 Last
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Step 6: Add |dentifiers (Optional)

Q © Close | © Add || =»Required Credentials / Enforcament Agency (DEA) Number

f Other Provider 1D
T . i Previous Provider 1D
HH Provider Identifiers

Prowvider Medicare Number
United Mine Workers' of America (UMWA) Number

Add New Identifier -
Identifier Type: Drug Enforcement Agency (DEA) N Identifier Value: 4*__ e
Start Date: B — ° == End Date: =

e —p | @ OK | | © Cancel

Select Add.

Select the identifier type from the “Identifier Type” drop-down menu.

Enter the identifier value in the “Identifier Value” field.

Enter or select the start and end dates in the “Start Date” and “End Date” fields.

Select OK.

Note This step is optional because all provider types do not require Identifiers. Identifiers are typically issued by external

entities that uniquely identify the provider. Please refer to the “Required Credentials” button to check if your provider type
requires an identifier.

22 GCNSI

PN



Step 6: Add |dentifiers (Optional)

1. The system displays the Provider Identifiers list, which confirms your identifiers entered.
2. Select Close to move on to the next step, "Add EDI Submission Method.”

Provider Identifiers s

Filter By : v ®Go (® Clear Filter B Save Filter =~ ¥ My Filters v
O Identifier Type Identifier Value Start Date End Date
AV AV AV AY
LI NP 03/07/2020 03/07/2020
@ Delete | View Page: 1 ® Go || = Page Count || fd SaveToCSV Viewing Page: 1 ¢« First € Prev | ® Next | Last
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Step 7: Add EDI Submission Method (Optional)

1. Select your “Mode of Submission.”
2. Select OK.

Note: Electronic Data Interchange (EDI) is the computer-to-computer exchange of business documents in a standard
electronic format between business partners. If the Mode of Submission is Billing Agent/Clearinghouse, you must provide the
billing agent/clearinghouse OWCP ID in Step 8.

EDI Submission Details A

a =P | Mode of Submission: [ | Billing Agent/Clearinghouse [ ] Web Interactive [ ]FTP Secured Batch [ ]Web Batch [ ]1None

Method When to Use

Billing Agent/Clearinghouse For providers who use a 3rd party to bill

Web Interactive For entering (keying) bills directly in the System

FTP Batch For submitting files via an SFTP site

Web Batch For upload/download of files in the System

None For submission through paper form ONLY.

- Web Batch method is often used by providers who submit their own HIPAA batch transactions. It allows a maximum file size of 50 MB.

- Your EDI submission method is FTP Secured Batch if you submit and retrieve batches at a secure web folder assigned to you by OWCP. This method was 0
designed with clearinghouses and billing agents in mind. It allows a maximum file size of 100 MB.

- Don"t select "None" if other submission method is selected. You can always submit paper form in addition to EDI Submission. 1

QoK | ©cancel
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Step 8: Add EDI Submitter Details (Optional)

Note: Step 8 is required if the EDI Submission Method is Billing Agent/Clearinghouse in Step 7.

1. Select the Add button on the Billing Agent/Clearinghouse/Submitter List page.  [©Ciose || © add 4—“
2. Enter the "Billing Agent/Clearinghouse OWCP ID #  Billing Agent/Clearinghouse/Submitter List
3. Enter the date(s). Fitery:[ v]
4. Select OK.
Associate Billing Agent/Clearinghouse A

Your Billing Agent/Clearinghouse must be enrolled with OWCP first.
Please obtain the Billing Agent/Clearinghouse’'s OWCP ID to complete this section.

If they are not yet enrolled, you can still complete your enrollment by temporarily choosing not to use Billing Agent/Clearinghouse.
You can add them later after they are enrolled with OWCP.

e . *
e ) Billing Agent/Clearinghouse OWCP ID: |

Start Date: ﬁ N G —— e — End Date: ﬁ

° —p @ OK | © Cancel
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Step 8: Add EDI Submitter Details (Optional)

1. The system displays the Billing Agent/Clearinghouse, which confirms their OWCP ID was entered.
2. Select Close to move on to the next step, "Add EDI Contact Information.”

0 el | ) Close || @ Add

Billing Agent/Clearinghouse/Submitter List -
Filter By : v ®Go (® Clear Filter B Save Filter ¥ My Filters «
| OWCP ID Billing Agent/Clearinghouse Start Date End Date
AY AY AY AY
a — [] ABC Billing 02/23/2020 12/31/2999
@ Delete | View Page: | 1 ® Go | = Page Count || ] SaveToCSV Viewing Page: 1 <« First || € Prev | » Next || Last
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Step 9: Add EDI Contact Information (Optional)

) Cloze || ) Add | €
—> Contact Title: | | "
HH
mEm Last Name: * 4- -’ First Name:
" Fax Number:

EDI Contact Information List
° sl Phone Number:
Email Address:

Filter By : L

Address Line 1: I~ Address Line 2:
Address Line 3:
City/Town:
State/Province:

Note: This step is required if FTP Secured Batch or Web

County:

Batch was selected in Step 7. EDI Contact Information will oo

need to be on file if we need to ask the Billing oo _ o] € e
Agent/Clearinghouse any questions pertaining to their e
EDI enrollment and/or future submissions and retrievals.

< 5 () [

Select the Add button on the EDI Contact Information List page.

Enter the Title of the contact person to answer EDI questions if needed.
Enter contact person’s First and Last Name.

Enter 10-digit phone number.

Select +Address.

CRE I
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Step 9: Add EDI Contact Information (Optional)

Note: This step is required if FTP Secured Batch or Web Batch was selected in Step 7.

1. Enter Street Number and Name in Address Line 1.
2. Enter Zip Code.
3. Select Validate Address.
4. Select OK.
#  Address details o

a =  Address Line 1: P Address Line 2:

(Enter Street Address or PO Box Only)
Address Line 3:

City/Town: i
State/Province: v E
County: v K

*
o el Zip Code: - © Validaie Address 4—6
0 ——> | @ OK | | @ Cancel
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Step 9: Add EDI Contact Information (Optional)

EDI Contact Information List N
Filter By : ~ ® Go (® Clear Filter B Save Filter =~ Y My Filters v
O Contact Title Contact Name Contact Phone Number Contact Email End Date
AV AY AV AY AV
a—» O 12/31/2999
@ Delete | View Page: 1 ® Go | 4= Page Count | g SaveToCSV Viewing Page: 1 ¢ First | € Prev | ¥ Next || Last

1. The system displays the EDI Contact Information List, which confirms contact information entered.
2. Select Close to move on to the next step, "Add Servicing Providers.”
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Add Servicing Providers

Note: There is no limit to how many OClose || @Add | +— a
servicing providers can be added to your
practice. 22 Servicing Providers
Select Add #  Associate Servicing Provider -~
1 . o p Tax Identifier Type: @FEIN
Select the “Tax Identifier Type” SSN. Ossn < 0

Organization Name:

Enter the individual servicing provider’s
First and Last Name and SSN.

Organization Business Name: FEIN:

Last Name: Middle Name:
4. Select the provider type from the e | e s
“Provider Type” drop down. 0 a
— Provider Type: ---SELECT--- === National Provider Identifier (NPI):
5. Enter the NPI. —
6- E nte r u p to 5 ta XO n O my COd es :i;:;r;s()e::erﬁfication License/Certification Type License/Certification Number Issued State Initial Issue Date Expiration Date
Enter all the license/certification — v v = =
information. v v = =

8. SeleCt OK. 6# © oK | | © Cancel
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Step 10: Add Servicing Providers

Servicing Providers A

Filter By : ' ® Go ® Clear Filter  [& Save Filter = ¥ My Filters v

If the group or facility has more than 9 servicing providers, the group/facility itself is responsible for validating its providers' individual licenses.

[l SSNI/FEIN Provider Name NPI Provider Type
AY AY AY AY
a — ] 25 - Physician (MD) & Physician (DO)
O Delete | View Page: 1 ® Go | == Page Count | fg SaveToCSV Viewing Page: 1 ¢« First | € Prev > Next | » Last

1. The system displays the Servicing Providers Information, which confirms the servicing providers
information entered.
2. Select Close to move on to the next step, “Add Payment Details."
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Step 11: Add Payment Details

Note: Electronic Funds Transfer (EFT) is mandatory. Payment Details must be entered to receive
payment from OWCP. The ACH form must be signed, uploaded, faxed or mailed. If faxed or mailed,
the enrollment cover sheet is needed. The ACH form can be found on the WCMBP Portal Forms and
References page: https://owcpmed.dol.gov/portal/resources/forms-and-references/general.

Payment Details -

OClose | ©@Add G

Payment Details

Payment Method: Electronic Funds Transfer{ Direct Deposit)

2 Financial Institution Information

‘”e 1. Select Add.
— Financial Institution Name: ) 3 Mine-Digit Routing Transit Mumber R G
ACH ot N o thaater 2. Enter the name of the financial institution.
Japogitor Account Number: | = . . H ! .
RARRESRRRS ° 3. Enter the institution’s routing number.
— Type of Account: | | | v’ Dapositor Account Titke .
. 4. Your depositor account number,
Address Lina 1 Address Lina 2
i 0 5. Select the “Type of Account” from the drop
Address Line 3 City/Town . .
S i down (Checking or Saving).
Country 2 Coge " [@ox | [@cancal | 6. Enter the "Depositor Account Title" (The
SR name that is printed on your checks).
The ACH form has 1o be signed by a Financial Insiilution Representalive,
Please upload the copy of the signed form in "ViewUpload Afachments” step or mail it in (o complete your enraliment
Title of Representative: Representative Phone Number
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Step 11: Add Payment Details, continued

Paymant Details

Payment Method:

Electronic Funds Transfer|Direct Deposit)

B! PFinancial Institution Information

Financial Institution Name:

ACH Coordinator Name:

Dopositor Account Numbar:

Type of Account: | |

Address Line 1

Mine-Digit Routing Transit Mumber

Phone Mumbar:

acking vl Depositon Account Title

Address Lina 2

e ) | Signed by Representative:

(Enter Streei Address or FO Bon Only)
Address Line 3 City/Town
StateProvince County
Country Zip Code © sdoves
The ACH form has 1o be signed Dy a Financial iInstitution Representative.
Please upload the copy of the signed fomm in “View/Upload Attachments” step or mail It in o complete your anralimeant
Representative Phone Mumber I
epresentative Phone Numbe -

o > Title of Representative

33
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Select + Address to enter address.

Once address is added, select the “Signed by
Representative” check box to indicate that
the ACH form has been signed by a
representative of the financial institution.

Enter the title of the financial institution’s
representative in the "Title of
Representative” field.

Enter the representative’s phone number in
the “Representative Phone Number” field.

Select OK.
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Step 11: Add Payment Details, continued

(> BT

EDI Contact Information List Lo

Filter By : v ® Go (® Clear Filter B Save Filter =~ ¥ My Filters v
[l Contact Title Contact Name Contact Phone Number Contact Email End Date
AY AV AY AY AV
a—» L 12/31/2999
© Delete | View Page: 1 ® Go | 4 Page Count || f&] SaveToCSV Viewing Page: 1 € First | € Prev | ¥ Next | Last

1. The system displays the Payment Details List, which confirms payment information was entered.
2. Select Close to move on to the next step 12, “Complete Provider Disclosure.”
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Step 12: Complete Provider Disclosure

1. Answer the 2 disclosure questions below:

Note: Provider Disclosure page asks questions of the provider to confirm additional background information. If you

answer Yes to the first Disclosure question, please provide details under comments section including type of action,
agency undertaking adverse action and date of action.

If you are a FECA provider enrolling in Provider “75" Durable Medical Equipment (DME) and answer “Yes”, provide the
phone number that you used in your Medicare DMEPOS enrollment.

2. Select Save and then select Close to move on to the next step, “View/Upload Attachments.”

© Close éBSaveé 4—0

Provider Disclosure

If you answer Yes to the first Disclosure question, provide details including type of action, Agency undertaking adverse action and date of action.

Question Answer Comments
Within ten years of the date of this statement have you or any individual listed on this application had an action related to fraud or abuse in a government program taken against him or her resulting in (1) a = Not Completed v
a ; felony or misdemeanor conviction; (2) a liability finding in civil proceedings; or (3) a settlement entered into in lieu of conviction? *

No
(Required for FECA providers) For Provider Type "Medical Supplies/Durable Medical Equipment (DME) / Prosthetics / Orthotics” (75) only: Are you an accredited DMEPOS supplier enrolled with

Not Completed
Medicare? If Yes; provide the phone number that you used in your Medicare DMEPOS enrollment.

Yes

View Page: 1 ® Go 4 Page Count |fd SaveToCSV Viewing Page: 1

¢ First € Prev > Next ¥ Last
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Step 13: View/Upload Attachments (Optional)

Note: In this Step, you are able to upload required attachments and submit this application electronically (via Direct Data Entry
or DDE). If attachments are not uploaded at the time of submission, you have the option to mail or fax required attachments
with a provider enroliment sheet. The application will stay in an "Awaiting Attachments Status” for 9 days. If the attachments and
cover sheet are not received within this timeframe, your application will be Returned to Provider (RTPed). Please select Required

Credentials to check what attachments are required for Provider Type.

a £ Close

AttachmenIList
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Select Upload Attachments.

Select the document type from the Document
Type drop-down menu.

Select the Choose File button. (The system
displays the Open window.)

Locate and select the file from your local drive
that you need to upload and select the
"Open” button. (The system updates the File
Name field.)

Select Ok.

+' Open
« v 4 || « Documents > Test v|o | serchTest

(D Upload Attachments

Attachment

=p Required Credentials i i #- o e
Storyboards A Name -
% OneDrive - CNSI No items match your search,
[0 This pC
B 3D Objects
[ Desktop
% Documents Select a file to preview
¥ Downloads
D Music
=] Pictures
Videos. N
5 Windows ()
= CNSl-Learnina-Devel ¥ < >
—— AiFies >
\ 4
Cancel

Pl select the file to be uploaded
DocumentType:I —SELECE—

File Mame: | Choose

ile file chosen

The acceptable file extensions for the urtload are.doc,.docx,.g if,.gz;..mm,.html,.jpeg..jpg,.ppt. JItf,.tif, tiff,.1st,. txt,. XIS, .bmp,. pdf,.xlsx,.zip

Filename cannot be longer than 50 cha
If you are unable to upload attachment{

cters

1 here, you can choose to mail or fax the copy following the instruction on the Submit Enrollment Applicatigg for Review step.
(tb*ﬁﬂmm
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Step 13: View/Upload Attachments (Optional)

1. The system displays the Attachment List, which confirms an attachment uploaded.

2. Select Close to move on to the next step 14, “Submit Enrollment Application for Review.”

Attachment List A
O Repository Key File Name Document Type Uploaded Date
a-’ [ Provider Enroliment Application.pdf ACH Form 03/08/2020 12:50:43 AM
© Delete | View Page: 1 ® Go & Page Count | g SaveToCSV Viewing Page: 1 ¢ First € Prev || ¥ Next  Last

37 GCNSI



Submitting an Enroliment Application

Once the enrollment application is completed, Note: If all steps are completed and attachments are uploaded via
the provider can submit: DDE, allow 7 business days for processing.

» If application is submitted with an “awaiting attachments” status,

Via Mail Provider Enrollment you have 9 days to fax or mail the attachments.
Department of Labor OWCP « If attachments are received within that timeframe, allow 7 business
PO Box 8312 days for processing from the date on which the attachments were
London, KY 40742-8312 received.
« If attachments are not received in 9 days when application is
Via Fax 888.444.5335 submitted via DDE, the application will be RTPed.

» Faxed and/or Mailed applications will be RTPed if incomplete
and/or have missing attachments.

» Allow 7 business days for processing from date of receipt for faxed
and/or mailed applications.

Via DDE owcpmed.dol.gov
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Step 14: Submit Enrollment Application for Review

1. Select this link to print the
Signature Page (Page 8) to sign
and date it.

. © Close | © Submit Enrolimen D — e
Note: To upload the signature —
page, select Close and return to Final Submission
Step 12 to upload the attachment.  instctions for submiting signature and supporting documenation:

. 1. Click this link to download and print the signature page, which is page 8 of OWCP-1168. Additional pages from the pdf OWCP-1168 are not required to complete this
The signature page can also be
3. Upload the signature page and other supporting documents.

2. Review the Terms on the Signature page, sign and date. Wet signature only. No stamps or electronic signatures are acceptable.
fa Xed O r m a | | ed | n Wlth Cove r 4. You can also click this link to open the cover sheet and signature page, enter the Application Number and print. Then mail or fax the cover sheet, signature page, an
below.

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

sheet.
Provider Enrollment: e
2. Select this link to obtain and Department of Labor - OWCP

print the cover sheet to attach e
to faxed or mailed attachments.

3. Select Submit Enrollment.
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