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Introduction

Representatives of providers, hospitals, and Support Coordinator Agencies (SCAs) submit
provider forms to Medicaid through the Provider Portal.

e Provider Portal Trusted Users are individuals who are authorized by Providers and
Medicaid to submit forms to Medicaid. These submitted forms notify Medicaid of
changes or new information for individuals who may be requesting or receiving Long
Term Care, Waiver, and Newborn health coverage.

The types of provider forms available depend on the type of provider. All of the forms previously
submitted through FNS will be submitted through the Provider Portal.

Before users are able to submit provider forms through the Provider Portal, they must register to
be associated to a provider. The image below shows the process for obtaining full access to all
Provider Portal functionality.

Create a Provider

Portal account in Submit Provider

Association
Request Form

the Self-Service
Portal

Once users have registered to be associated to a provider in the SSP, full access is granted to
the My Form Center screen. From the My Form Center screen, users have access to the
following functions:

e Register to be Associated to a Provider: This allows users to submit provider
registration forms or add additional provider associations to an account.

e Manage My Account: This allows users to update basic personal information such as
name, address, email address, phone number, and PIN.
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¢ New Forms: This allows users to submit specific forms (based on the provider type) on
behalf of providers to whom users are associated.

e Incomplete Forms: This allows users to return to forms that were initiated by the user
but that have not been submitted.

e Submitted Forms: This allows users to see all forms previously submitted by the user,
and depending on the form, users may also have the option to make edits.

e Update Provider Profiles: This function allows users to update/delete any provider
related information from their registered accounts.

This QRG introduces the basics of accessing the Self-Service Portal (SSP) for Provider Portal
Trusted Users and explains how to perform all functions in the Provider Portal.

Page 4 of 82



Lesson 1: Accessing the Self-Service Portal for Providers

This lesson explains how to create a Provider Portal account in the Self-Service Portal, which is
a requirement to access the Provider Portal.

STEPS INSTRUCTIONS

LOUISIANA

e
(#88)) L _J DEPARTMENT OF HEALTH & EnEspafiol Tidng Viét

Public Partner Provider

Long-Term Care

For information about health care

coverage options for elderly residents
or people with developmental

disabilities

CLICK HERE

By creating an account, you will be able to... Helpful Links

Apply for benefits, check the status of an application, report any household
changes, request a new card if you need one and renew your benefits. Login LOGIN

for any of these actions.
I forgot my password or User ID.

I would like to create an account.

From the Self-Service Portal home screen, click the Provider tab.
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INSTRUCTIONS

} F1ILMH‘;\ANA
(#8) LV DEPARTMENT OF HEALTH nEspafol Tikng ikt

Public Partner Provider

Are you a Partner? Helpful Links

such as assisting with Medicaid

Center. If you are a

l LOGIN & ENROLLMENT

An example rtner in an Appli

Partner and want to login or enroll click the "Login and Enroflment” button

Result: The Provider tab displays.

From the Provider tab, click the Login & Enrollment button.
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STEPS INSTRUCTIONS

F1 LOUISIANA
|-_| DEPARTMENT OF HEALTH

Provider Portal User Login & Registration

LOGIN
* UserID | forgot my User ID
* Password | forgot my Password

LOGIN

Resend Confirmation Email

CREATE AN ACCOUNT

To submit forms on behalf of providers, you must first create a User account

ick here to create your User Account.

If you would like to manually complete a form, the required forms can be found here.

BACK TO HOME PAGE

Result: The Provider Portal User Login & Registration screen displays.

Click the Click here to create your User Account hyperlink in the Create an
Account section.
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STEPS | INSTRUCTIONS

4.

CREATE A PROVIDER PORTAL TRUSTED USER ACCOUNT

SETTING UP YOUR ACCOUNT

There are four steps to setting up a secure account. After completing the four steps on this page, you will be able to login to your new account. Keep in mind
that this is a secure website run by the Louisiana Department of Health. By law, we must keep your information private and secure. If you already have an

nline account
If you have questions about setting up your account, please email the Medicaid Eligibility Systems Section at f

Some items have an asterisk (*) next to them. You must fill these items in before you can create your account

STEP 1: YOUR CONTACT INFORMATION

Please fill in your name and email address below

Phone Number (this number must have text messaging capabilities)

Result: The Create A Provider Portal Trusted User Account screen displays.
Note that the screen is lengthy and contains multiple sections. A summary of
information displays in sections below. Any field marked with an asterisk (*) is
required.

There are four steps to create a Trusted User account:

Section Description
Enter First Name, Middle Name, Last Name, Email
Address, and Phone Number

Step 1: Your Contact
Information

Step 2: Account

. Create a User ID, Password, and PIN
Credentials

Enter the characters from the CAPTCHA image exactly as
they display in the text field provided

Step 4: Confirm Your Confirm the email address associated to the account by
Email Address clicking the hyperlink in the confirmation email.

Step 3: Security Check
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STEPS INSTRUCTIONS

5.

STEP 2: ACCOUNT CREDENTIALS

To create an account, you will need to create a user ID, password, and PIN. For all of these, you should choose something that's easy for you ta remember but

hard for other people to guess. Keep in mind that you will need your PIN when electronically signing anything you submit to LDH.

User IDs must have a minimum of 8 characters and a maximum of 64 * User [D:
characters. User IDs must contain at least 1 letter, and can contain numbers
and the following special characters: *_", “@" and “" (underscore, at

symbol, hyphen, and period). User IDs cannot contain two consecutive

allowable special characters.

Password must have a minimum of 8 characters and contain at least 2 of the * Password:

following ories: Numeric Character (0-9), English Uppercase (A-Z),

and special c
* Retype Password:

PINs must consist of a combination of 6 base digits (0-9 * PIN:

Create a User ID, Password, and PIN in the Step 2: Account Credentials
section.

6_ STEP 3: SECURITY CHECK

Please enter the letters and/or numbers you see below. If you cannot tell what letter or numbers are being displayed, click on the "Refresh” button and the
system will display new letters and/or numbers. If you are us ng screen reader software or cannot tell what the letter and/or numbers are you can click on
the "Listen” button and the system will read them to you (please note: your computer must be able to play sound and your volume must be on for this to

work

. Refresh
B VR HK 7 °L|stun

* Enter the letters and/or numbers you see above

« PREVIOUS CREATE ACCOUNT »

Enter the characters from the CAPTCHA image exactly as they display in the text
field provided in the Step 3: Security Check section.

Click the Create Account button.

CONFIRM YOUR EMAIL ADDRESS

. An email with 8 hyperlink P been Lent U your emaill seooust, 7lease check yol I
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STEPS | INSTRUCTIONS

Result: The Confirm Your Email Address screen displays.

Click the Exit button after reviewing the text on the screen.

ACCOUNT UPDATE Successfully

The user checks their email for a unigue link to confirm their email address. The
user clicks that link.

Result: The Account Update Successfully screen displays. The user has created
a trusted user account and can now log in to the Provider Portal.

There is one final step. Users have to be associated to a provider, which is covered
in Lesson 2.

Click the Next button.

Process Tip!

For questions about setting up an account reach out to the Medicaid
Eligibility Systems Section via email-
medicaideligibilitysystemshelp@la.gov.
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STEPS INSTRUCTIONS

LOUISIANA

F
L-l DEPARTMENT OF HEALTH

Provider Portal User Login & Registration

LOGIN
*UserID | forgot my User ID
* Password | forgot my Password
eEEE———
LOGIN
Resend Confirmation Email ee———
CREATE AN ACCOUNT

To submit forms on behalf of providers, you must first create a User account.

Click here to create your User Account.

If you would like to manually complete a form, the required forms can be found here.

BACK TO HOME PAGE

Result: The Provider Portal User Login & Registration screen displays.

Users enter their User ID and Password into the fields and click the Login button.

Process Tip!
Although users can log in to their accounts in SSP, they will not be
able to submit forms for a provider until they receive a
correspondence confirming their approval for that provider.
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STEPS | INSTRUCTIONS

1.

My Form Center

: REGISTER TO BE ASSOCIATED TO A PROVIDER
o Register to be associated to a Provider. You may use this link to associate for the initial registration and for adding additional providers

NEW FORMS
= Start new forms
INCOMPLETE FORMS
= ;” Continue incomplete forms

SUBMITTED FORMS

=@ Review form status, edit, or cancel submitted form:s
UPDATE PROVIDER PROFILES
" pdate information for your associated Providers such as their phone number.

# MANAGE MY ACCOUNT

a Change or reset your password, PIN, and other account information

Result: The My Form Center screen displays.

The first time a user accesses the Provider Portal as a representative, only the
Register to Be Associated to a Provider and Manage My Account functions

display.

Process Tip!

Until Trusted Users are associated to a provider, users only have the
ability to register to be associated to a provider or make updates to

personal information. In order to submit forms on behalf of a provider,

Trusted Users MUST register to be associated to a provider. This is

covered in Lesson 2.
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Lesson 2: Submit Provider Association Request Form

This lesson explains how to submit a Provider Association Request form to be able to perform
all of the functions in the Provider Portal.

STEPS INSTRUCTIONS
1. Follow steps 9-10 in Lesson 1: Accessing the Self-Service Portal for Providers to
navigate to the My Form Center screen.

My Form Center

REGISTER TO BE ASSOCIATED TO A PROVIDER
o Register to be associated to a Provider. You may use this link to associate for the initial registration and for adding additional providers.

NEW FORMS

- _O Start new forms

INCOMPLETE FORMS

Continue incomplete farms

SUBMITTED FORMS

-
- . .
- Review form status, edit, or cancel submitted forms.

UPDATE PROVIDER PROFILES
’. Ipdate information for your associated Providers such as their phone number.

# MANAGE MY ACCOUNT

¢ Change or reset your password, PIN, and other account information

Result: The My Form Center screen displays.

Click the Register to be Associated to a Provider hyperlink.
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Provider Portal Registration

INSTRUCTIONS

In order to associate with a provider(s) or associate to additional providers, you will need to fill out the form below and accept the terms of the
Confidentiality Responsibilities Agreement. When you created your account, you were required to add a PIN. APIN is a 6 digit code used when submitting
this form. If you have forgotten your PIN, you may navigate to your Manage My Account screen to update this number.

YOUR CONTACT INFORMATION

If you would like to edit the information displayed below, please navigate to the Manage My Account page

First Name Middle Name: Last Name

Email Address

Phone Number:

PROVIDER ASSOCIATION

Please enter the exact Provider Number in the box below and hit the Search button.

* Provider Number: SEARCH

CONFIDENTIALITY RESPONSIBILITIES AGREEMENT

~
Federal Medicaid regulations, 42 CFR 431.300 et seq., and Louisiana law, R.S. 46:56, restrict the use or disclosure of information conceming
applicants/enrollees to purposes directly connected with the administration of Medicaid. Federal regulations at 45 CFR Parts 160 and 164 govern the
privacy and security of individually identifiable health information (HIPAA Privacy and Security Rules.)

v

Purposes directly related to the Medicaid program include:

P PRI TR

*Please check the box to let us know that you have read and agreed to the C ¥ P ibilities Ag above.

* First Name: * Last Name: * User PIN:

« PREVIOUS SUBMIT

Result: The Provider Portal Registration screen displays.
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STEPS | INSTRUCTIONS

Section Description

The Your Contact Information section pre-populates the
following information from the information entered when
creating a Provider Portal account:

1 e First Name
¢ Middle Name
Your Contact e Last Name
Information e Email Address

e Phone Number

Enter the Provider Number that will be associated to the
account, then click the Search button.

Note: LaMEDS pre-populates the following information
associated with the Provider Numer entered:

e Provider Name
e Provider Address
e Provider Type Code

2 After this information pre-populates, enter the following
information for the provider:
Provider
Association e Manager’s First Name
e Manager’s Last Name
¢ Manager’s Phone Number
To associate additional Providers, click the Add button.
To remove a provider, click the Delete icon next to the
Search button. Please note that association to at least one
provider is required.
Read the Confidentiality Responsibilities Agreement
carefully and check the box next to the following statement:
3 “Please check the box to let us know that you have read
and agreed to the Confidentiality Responsibilities
Confidentiality Agreement above”.
Responsibilities
Agreement

Sign the form by entering your First Name, Last Name, and
PIN into the appropriate fields.

Click the Submit button to continue.

Page 15 of 82



STEPS |

Registration Confirmation

You have completed the form and the information has been sent for processing. You can check on a form's status by navigating to the Submitted Forms
screen.

FORM SUMMARY

If you would like to review the form that you submitted and print or save a copy for your files, please click the Print PDF button below.

PRINT PDF

Keep in mind that you'll need to have a program called Adebe Acrobat Reader to see and print the summary. If you don't have this program on your
computer, you may install it for free by clicking on the button below:

FORM DETAILS

If you would like to check the status after navigating away from this screen, you may do so by going te the Submitted Forms screen and clicking the View

Form Status link.

PROVIDER MAME | SUBMITTED DATE CONTACT PERSON | APPLICANT FORM STATUS
PROVIDER ID |
FORM SUBTYPE

No data found.

« BACK TO FORM CENTER

Result: The Registration Confirmation screen displays.

1. Review a PDF of the Registration Form by clicking the Print PDF button.
2. Click the Back To Form Center button to return to the Form Center.

After clicking the Submit button, the Provider Association Request form goes to
Medicaid for processing. Once Medicaid has reviewed and processed the Provider
Association Request, users receive an email informing them whether their request
was approved or denied.

If users would like to request association to additional providers, navigate back to
the Provider Portal Registration screen and repeat the same process outlined in
this lesson.
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Lesson 3: Account Management

The first time users access the Provider Portal as a representative, they only have access to the
Register to Be Associated to a Provider and Manage My Account functions. In addition to
associating more providers to an account, users can manage their personal account information
and the information for the existing providers on their account through two functions on the My
Form Center screen:

¢ Manage My Account: This allows users to update basic personal information such as
name, address, email address, phone number, password, and PIN.

e Update Provider Profiles: This allows users to update or remove any provider-related
information associated with their account.

This lesson explains how to update basic personal information such as a user’'s name, address,
email address, phone number, password, and PIN. This lesson also explains users how to
update or remove any provider-related information associated with their accounts.

Manage My Account

STEPS INSTRUCTIONS

N A

ENT OF HEALTH

Provider Portal User Login & Registration

LOGIN

* UserID | forgot my User ID

* Password | forgot my Password
e——

LOGIN

Resend Confirmation Email eee——

CREATE AN ACCOUNT

To submit forms on behalf of providers, you must first create a User account.

Click here to create your User Account.

If you would like to manually complete a form, the required forms can be found here.

BACK TO HOME PAGE

From the Provider Portal User Login & Registration screen, enter the User ID
and Password associated to the account into the fields and click the Login button.
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STEPS INSTRUCTIONS

2.

My Form Center

REGISTER TO BE ASSOCIATED TO A PROVIDER
0 Register to be associated to a Provider. You may use this link to associate for the initial registration and for adding additional providers.

NEW FORMS
= Start new forms
INCOMPLETE FORMS
: Continue incomplete forms

Qi

SUBMITTED FORMS

Review form status, edit, or cancel submitted forms.

UPDATE PROVIDER PROFILES
’. Ipdate information for your associated Providers such as their phone number.

# MANAGE MY ACCOUNT

a ange or reset your password, PIN, and other account infermation

Result: The My Form Center screen displays.

Click the Manage My Account hyperlink to continue.
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STEPS INSTRUCTIONS

3. Manage My Account

Welcome to Manage My Account. Use the fields below to update your account information. Once you have updated your account information, click on the
“Update Account"” button to save your changes.

You can also change your password by clicking on the link in the "Change Your Password” section on this page.

If you would like to return to your My Form Center Page, click on the “Previous” button.

ange Your Password

You will be required to enter your username and password again. We ask you to provide this to protect your privacy.

Click here to change your password

— Update Your Contact Information

Update your contact information in the fields below.

*First Name: Middle Name: |:| *Last Name: | Smith
*Email Address: | susansmith@gmail.com I

*Confirm Email Address: Isusansmim@gmml.zcm I

Phone Number (this number must have text messaging capabilities): | 243 E

Current PIN Number

Update your PIN in the field below. Keep in mind that you will need your PIN when electronically signing anything you submit to LDH. So it's a good idea to
write this down and keep it in a safe place.

[— User Acceptance Agreement

General o
This Website (“Website~) is offered to you, the user (“User~), upon of the terms ana
conditions herein, without modification. User access and use of this site constitutes acceptance of these terms and
conaitions.

This Website is a State of Louisiana (“State”) computer system, provided as a public service. Authori.
use this system to conduct business with the State. User agrees to use this Website as permitted by
. not to: 1) ana

system, . sofe . . or 4

D *Please check the box to let us know that you have read and agreed to the Louisiana Department of Health User Acceptance Agreement above.

I m——
<< PREVIOUS UPDATE ACCOUNT  >>

Note to LDH: This is not a final screen shot.

Result: The Manage My Account screen displays.
The Manage My Account screen has the following sections:

e Change Your Password: This section provides a link to change the
password associated to the account.

e Update Your Contact Information: This section allows user to edit the
following information:

First Name

Last Name

Email Address

Phone Number

O O O O

e Current PIN: This section allows users to update the PIN associated to the
account. The PIN is used to electronically sign forms submitted through the
Provider Portal.

e User Acceptance Agreement: When making updates to a user’s profile,
read the User Acceptance Agreement carefully, and then click the checkbox
to confirm agreement with the terms.
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INSTRUCTIONS

Click the Update Account button to save any changes made to the information on
this screen.
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Update Provider Profiles

The Update Provider Profiles function allows users to update information for the providers
associated to their account. Users can update information for providers by editing information
previously entered, or can completely delete a provider associated to their account. This lesson
demonstrates how to update information for a provider.

STEPS INSTRUCTIONS

LOUISIAN

F
L_J] DEPARTMENT OF HEALTH

Provider Portal User Login & Registration

LOGIN
* UserID | forgot my User ID
* Password | forgot my Password
E——
LOGIN
Resend Confirmatien Email eee——

CREATE AN ACCOUNT

To submit forms on behalf of providers, you must first create a User account.

Click here to create your User Account.

If you would like to manually complete a form, the required forms can be found here.

BACK TO HOME PAGE

From the Provider Portal User Login & Registration screen, enter the User ID
and Password associated to the account and click the Login button.
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STEPS

INSTRUCTIONS

My Form Center

NEW FORMS

- -o Start new forms.

INCOMPLETE FORMS

Continue incomplete farms

SUBMITTED FORMS

-
— . .
- Review form status, edit, or cancel submitted forms

UPDATE PROVIDER PROFILES
’. Ipdate information for your associated Providers such as their phone number.

ﬁ MANAGE MY ACCOUNT

a ange or reset your password, PIN, and other account information

REGISTER TO BE ASSOCIATED TO A PROVIDER
0 Register to be associated to a Provider. You may use this link to associate for the initial registration and fi

of adding additional providers.

Result: The My Form Center screen displays.

Click the Update Provider Profiles hyperlink to continue.
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STEPS |

INSTRUCTIONS

UPDATE INFORMATION

remove. Then click the “Next” button to navigate to the selected update screens.

Select the “Update” check-box next to all the rows that you would like to update. Select the “Delete” check-box next to all the rows that you would like to

PROVIDER NAME PROVIDER ID PROVIDER PHONE # PROVIDER ADDRESS MANAGER NAME | ACTION
MANAGER PHONE
Amit 10000 Phone: 123-456-7890 ALONE Name: Amit Agarwal Update
Phone: 123-456-7890
Delete
Sumit 11002 Phone: 123-456-7890 ALONE Name: Amit Agarwal Update
Phone: 123-456-7890
Delete
Ram 11003 Phone: 123-456-7890 ALONE Name: Amit Agarwal Update
Phone: 123-456-7890
Delete
Shyam 11004 Phone: 123-456-7890 ALONE Name: Amit Agarwal Update
Phone: 123-456-7890
Delete
Yogesh 11005 Phone: 123-456-7890 ALONE Name: Amit Agarwal Update
Phone: 123-456-7890
Delete
Divya 11006 Phone: 123-456-7890 ALONE Name: Amit Agarwal Update
Phone: 123-456-7890
Delete
Sultan 11007 Phone: 123-456-7890 ALONE Name: Amit Agarwal Update
Phone: 123-456-7890
Delete
« BACK TO FORM CENTER NEXT »

Result: The Update Information screen displays.

The Update Information Summary Table displays the following data for each of

the providers to which a user is associated:

Provider Name

Provider ID

Provider Phone Number

Provider Address

Manager Name / Manager Phone

In the Action column, users select the Update or Delete checkbox depending on
which action they would like to perform for that particular provider.

Selecting the Delete checkbox on the Update Information screen eliminates the

association to the Provider.

Page 23 of 82




STEPS | INSTRUCTIONS

Multiple providers can be selected at one time.

Update Provider Details

PROVIDER DETAILS

Edit the fields that you would like to update. Then click the “Next” or “Submit” button to accept your changes.
Provider Number: 10000
Provider Name: Amit

Provider Address:  ALONE

Please enter the phone number that will be used for notifications related to Amit below.

* Phone Number: 123 - 456 -| 7890 Ext.: 123456

Please enter your manager’s contact information below.

* First Name: Amit " Last Name: Agarwal

* Phone Number: 123 - 456 - 7890 Ext.. 123456

« PREVIOUS SUBMIT
——

Result: The Provider Details screen displays.

The information at the top of the Provider Details screen pertains to the provider
as an institution, or to the facility itself. This information is read-only and cannot be
directly edited. The information for a manager can be updated.

The information pre-populates with information in the system. Update the phone
number associated to the provider. The following information can also be updated
for Managers:

e Manager’s First Name
e Manager’s Last Name
e Manager’s Phone Number

If multiple providers were selected on the Update Information screen, click the
Next button to update the information for the next provider selected. After reaching
the last provider selected, the Submit button displays.

Click the Submit button to save the updates made to the provider information.
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STEPS INSTRUCTIONS

5. [ —

PROVIDER DETAILS UPDATED SUCCESSFULLY

Your provider details have been updated successfully. Please click the butten below to return to your My Forms Center page.

« BACK TO FORM CENTER

Result: The Provider Details Updated Successfully screen displays.

Click the Back to Form Center button to return to the My Forms Center screen.
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Lesson 4: Submitting a New Form

The New Forms screen is where users perform the majority of their work in the Provider Portal.
This screen is where Providers submit forms on behalf of applicants, enrollees, or newborns.
The New Forms screen has four sections:

Select Provider
Select Form Type
Participant Search
Search Results

This lesson explains how to submit new forms on behalf of providers. In this lesson we use
Form — 148 Admission as an example. For information on how to submit other provider forms,
please reference the Appendix. Users can submit the following forms:

e 148W - Linkage

e 148W — Notice of Death
e 148W - Status Change
e 148W - Discharge

o 148W — Withdrawal

e 148 — Admission

e 148 — Transfer

e 148 — Discharge

e 148 — Notice of Death
e 148 — Status Change

¢ Demographic Change
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Submitting New Forms

STEPS INSTRUCTIONS

LOUISIANA

F
|-J DEPARTMENT OF HEALTH

Provider Portal User Login & Registration

LOGIN
* UserID | forgot my User ID
* Password | forgot my Password
rEE——
LOGIN
Resend Confirmation Email eees——
CREATE AN ACCOUNT

To submit forms on behalf of providers, you must first create a User account.

Click here to create your User Account.

If you would like to manually complete a form, the required forms can be found here.

BACK TO HOME PAGE

From the Provider Portal User Login & Registration screen, enter the User ID
and Password associated to the provider account into the fields and click the
Login button.
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STEPS INSTRUCTIONS

2.

My Form Center

REGISTER TO BE ASSOCIATED TO A PROVIDER
o Register to be associated to a Provider. You may use this link to associate for the initial registration and for adding additional providers.

NEW FORMS

Start new forms

INCOMPLETE FORMS

Continue incomplete forms

SUBMITTED FORMS

-
- . .
- Review form status, edit, or cancel submitted forms

UPDATE PROVIDER PROFILES
’. Update informaticn for your associated Providers such as their phone number.

# MANAGE MY ACCOUNT

a Change or reset your password, PIN, and other account information

Result: The My Form Center screen displays.

Select the New Forms hyperlink.

New Forms

SELECT PROVIDER

* Please select the Provider you are working for during this session: IAm\'t II 1

SELECT FORM TYPE

* Form Type: 2 I 148W (DAAS) * Form Subtype: 148 Admission I

Result: The New Forms screen displays.
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STEPS | INSTRUCTIONS

Section Description

Select the provider for whom you are submitting a form.
The Select Provider drop-down is the only field that
displays when the screen first loads.

This drop-down lists all approved providers associated to a
user’s profile. After selecting a provider, the subsequent
fields display.

Select Provider

Select the desired provider form from the Form Type &
Form Subtype drop-downs.

2
The Form Type and Form Subtype drop-downs list the
Select Form Type provider forms users are permitted to submit based on the
type of provider they represent. In the example on the
screen, Form 148 Admission was selected.

| APPLICANT SEARCH

Do you have the Medicaid ID Number? | No RESET

Do you have the Social Security Number? | No

First Name: Middle Name: * Last Name: Suffix:

Date of Birth: * Sex: Male Female

Residential Street Address:

pt., Suite, etc.:

City: * State * Zip Code:
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INSTRUCTIONS
Section Description

The Applicant Search section allows users to select the
individual for whom the provider form will be submitted.
This section helps representatives determine if an
individual already exists in LaMEDS.

There are two key questions in the Applicant Search
section: Do you have the Medicaid ID Number? and Do
you have the Social Security Number? A few scenarios
can occur depending on the answer to these two
guestions.

1. The first scenario occurs when users know the
Medicaid ID Number and the individual displays in
the Search Results table with a 100% match.

2. The second scenario occurs when users do not
have the Medicaid ID number, but do have the Social
Security Number. In this scenario, enter as much
information as possible for the individual:

3 e First Name
e Last Name
. e Date of Birth
Applicant Search .  Sex

Click the Search button to view the Search Results
Table. Once the search results for the individual
display, click the Select checkbox in the Action
column to select the correct result.

3. The third scenario is when users do not have the
Medicaid ID number and do not have the Social
Security Number. In this case, enter all other known
information for the individual:

e Residential Street Address

e City

e State

e Zip Code

Select the Search button to view the Search Results
Table. Once the search results for the individual
display, click the Select checkbox in the Action
column for the correct individual.

Process Tip!
\ When users fill out the search parameters on the New Form screen, if
SSN is not available, they should not enter 999-999-9999. Instead, it
is to be left blank. In such a case, street name and zip code become
mandatory.
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STEPS

PERCENTAGE MATCH

85.0%

64 0%

64.0%

49.0%

49.0%

45.0%

FULL NAME / DOB [ SEX

Name: Rob Stark
DOB: 09/01/1991
Sex: Male

Name: Talisa Stark
DOB: 02/03/1992
Sex: Female

Name: Catelyn Stark
DOB: 05/01/1951
Sex: Female

Name: Bran Stark
DOB: 09/08/2006
Sex: Male

Name: Bruce Stark
DOB: 07/07/1987
Sex: Male

Name: Rob Stark
DOB: 02/02/1988
Sex: Male

INSTRUCTIONS

SSN

228-01-1991

130-01-1994

390-01-1951

223-76-9182

847-58-7897

633-63-6363

RESIDENTIAL ADDRESS
987 Soap Opera Lane

New Orleans, LA, 70112

987 Soap Opera Lane
New Orleans, LA, 70112

987 Soap Opera Lane
New Orleans, LA, 70112

987 Soap Opera Lane

ne worleans
new orelans, LA, 70112

House 101

If you are not selecting an individual from the search, click “New Person” to create a new participant.

ACTION

EE——
Select

Select

Select

Select

Select

Select

New Person

« PREVIOUS NEXT »

Section

Description

Search Results

The Search Results table returns the results from the
information entered or selected in the previous three
sections. This table highlights the individual’s:

Percentage Match

Full Name
Date of Birth

Sex

SSN

Residential Address

(0]

Note: If searches do not result in a match
for the individual and users wish to
establish a new person, select the New
Person checkbox in the Action column.

Click the Next button to proceed to the first screen of the form selected from the
Form Type drop-down.
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STEPS | INSTRUCTIONS

4. 148 Admission

1 | SUBMITTING PROVIDER

Submitting Provider: Amit

Facility Representative:  Amit Agarwal

2 | PARTICIPANT INFORMATION

* First Name: Middle Name: * Last Name: Suffix:

* Sex: Male Female * Date of Birth: Social Security Number:

Result: The 148 Admission screen displays.

Section Description

1 Displays the Provider for whom the form is submitted. The
Submitting Provider and Facility Representative fields pre-
populate with the information selected on the New Forms
screen.

Submitting Provider

Displays the individual for whom the form is being
submitted. If users are able to locate the individual on the
New Forms screen either by entering his or her Medicaid
ID Number or Social Security Number, known fields pre-
populate.

e First Name
Middle Name
Last Name
Suffix
Sex
Male/Female
Date of Birth
Social Security Number

Participant Information

If users need to update any of the information in the
Participant Information section, select Yes from the Do
you need to make an update to the personal
information below? drop-down.
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STEPS | INSTRUCTIONS

PARTICIPANT CONTACT INFORMATION

3 | * Residential Address:

Apt., Suite, etc.:

* City: * State: * Zip Code:

Phone:

* Is the mailing address the same as the residential address above?

* Mailing Address:

Apt., Suite, etc.:

* City: * State: * Zip Code:

Section Description

Similar to the Participant Information section, all fields in
the Participant Contact Information section pre-populate
with the individual's information if users were able to locate
the individual on the New Forms screen.

If users need to update any of the contact information that
pre-populates for the individual, select Yes from the Do
you need to make an update to the address(es) and/or
phone number below? drop-down.

If users selected the New Person checkbox on the New
Forms screen, enter the following information for the
individual:

e Residential Address
Apt., Suite, Etc.
City
State
Zip Code
Phone
Is the mailing address the same as the residential
address above: User selects Yes to this question,
the mailing address section pre-populates with the
residential address information.

Participant Contact
Information
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STEPS INSTRUCTIONS
I : IDITIONAL DETAILS

Medicare No.: Insurance Co.: Parish:
MBI: Policy #: Marital Status:

* At admission, was the applicant receiving Waiver services?

5 ADMISSION INFORMATION

* Date of Admission:

* Is this the first time being admitted to a nursing facility?:

Medicaid Copay Date (if applicable):

* Source of Admission:

* Intended Payment Source:

Section Description
Enter the following information for the individual:

e Medicare No.
e Insurance Co.

4 .
e Parish
e Medicare Beneficiary Identifier (MBI)
Additional Details e Policy #

e Marital Status
e At admission, was the applicant receiving Waiver
services?

Enter the following admission information for the individual:

e Date of Admission

e Select Yes or No from the Is this the first time

S being admitted to a nursing facility? drop-down

¢ Medicaid Copay Date (if applicable)

e Select the appropriate source from the Source of
Admission drop-down.

e Select the Intended Payment Source from the
drop-down.

Admission Information
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NAL REPRESENTATIVE/CURATOR

INSTRUCTIONS

* Do you need to add a Personal Representative/Curator?

ELECTRONIC SIGNATURE

In order to submit the form, you must enter in your First Name, Last Name and PIN. If you forgot your PIN, you can save this form and navigate to the Manage

My Account screen.

* First Name: * Last Name: * PIN:
[ e |
SAVE DRAFT CANCEL SUBMIT
—
Section Description
6
Personal Select Yes or No from the Do you need to add a

Representative/Curator

Personal Representative/Curator? drop-down.

Electronic Sighature

Enter the following information for the provider
representative to electronically sign the form:

e First Name
e Last Name
e PIN

Click the Submit button.

Note: If the PIN information is forgotten, save the
information on the screen by clicking the Save Draft button
and navigate to the Manage My Account screen to
identify the PIN.
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STEPS |

INSTRUCTIONS

Form Confirmation

You have completed the form and the information has been sent for processing. You can check on a form's status by navigating to the Submitted Forms
SCrEen.
FORM SUMMARY

f you would like to review the form that you submitted and print or save a copy for your files, please click the Print PDF button below.

PRINT PDF

Keep in mind that you'll need to have a program called Adobe Acrobat Reader to see and print the summary. If you don't have this program on your
computer, you may install it for free by clicking on the button below:

FiY ... Adobe”
e i

FORM DETAILS

f you would like to check the status after navigating away from this screen, you may do so by going to the Submitted Forms screen and clicking the View

Form Status link.

PROVIDER NAME | SUBMITTED DATE CONTACT PERSON [ APPLICANT FORM STATUS
PROVIDER ID |
FORM SUBTYPE

01/30/2018 Rob Stark Submitted

I « BACK TO FORM CENTER I

Result: The Form Confirmation screen displays.

Click the Back to Form Center button to navigate back to the My Form Center
screen.

Process Tip!

In case of human error, if form submission causes an individual’'s
certification/segment to be closed, the provider must call LDH to rectify

this and manually open the case.
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Lesson 5: Incomplete Forms

When users start a provider form but are not able to complete it, users can save the form and
return to it later. The Incomplete Forms function in the Provider Portal allows users to view all
forms that have been started but not submitted.

Process Tip!
\ After starting a new form, users have 30 days to submit the form. Forms not
submitted within 30 days are purged from the Incomplete Forms queue.
Additionally, if the provider is inactive, the record of the form shows in the table,
but the link to continue the form will be disabled.

If a user wants to delete a form that is in Incomplete status, they will have to
navigate to the form itself and click the Cancel button.

STEPS | INSTRUCTIONS

My Form Center

REGISTER TO BE ASSOCIATED TO A PROVIDER

) be associated to a Provider. You may use this link to associate for the initial registration and for adding additional providers

NEW FORMS

Start new forms

sil &*

INCOMPLETE FORMS

¥

Continue incomplete forms

SUBMITTED FORMS

-
= Review form status, edit, or cancel submitted forme
UPDATE PROVIDER PROFILES
" pdate information for your associated Providers such as their phone number.

# MANAGE MY ACCOUNT

a Change or reset your password, PIN, and other account information

Result: The My Form Center screen displays.

Click the Incomplete Forms hyperlink to continue.
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STEPS |

INSTRUCTIONS
INCOMPLETE FORMS

If you have started a form but have not yet submitted it, a "Continue your form" link will be displayed below. You can click on that link to return to your
form. If you need to cancel a form from the list below, click on the "Continue your form" link and then click the "Cancel" button on the bottom of the form.

/N Please keep in mind, you have 30 days to complete and submit any incomplete forms. If a form is not submitted within 30 days, it will be deleted and
you will need to start a new form.

PROVIDER NAME / PROVIDER FORM START DATE CONTACT PERSON / SUBMIT BY CONTINUVE
PROVIDER ID TYPE APPLICANT

Provider Name TPL 01/09/2018 Caitlyn Stark 02/08/2018 CONTINUE
RAMGOOLAM ANDRES YOUR FORM
MD

Provider ID: 1000011

Provider Name: 142 BH 01/29/2018 Spongebob 02/28/2018 ‘IEONTINUE
RAMGOOLAM ANDRES SquarePants YOUR FORM

MD
Provider ID: 1000011

Provider Name: 142 BH 01/29/2018 Spongebob 02/28/2018 CONTINUE
RAMGOOLAM ANDRES SquarePants YOUR FORM
MD

Provider ID: 1000011

Provider Name TPL 01/30/2018 Caitlyn Stark 03/01/2018 CONTINUE
GREATHOUSE YOUR FORM
STEWART CMD

Provider ID: 1150271

« BACK TO FORM CENTER

Result: The Incomplete Forms screen displays.
Incomplete provider forms are organized in a table with the following columns:

Provider Name/Provider ID
Provider Form Type

Start Date

Contact Person/Applicant
Submit By

Pay special attention to the Submit By column because this is the last date users
can submit the form before it is deleted.

Click the Continue Your Form hyperlink to return to the form recently saved. Refer
to Lesson 4: Submitting a New Form to submit the form.
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Lesson 6: Submitted Forms
The Submitted Forms function allows users to view forms they have submitted within the past
5 years (from July 2018 onward).

STEPS INSTRUCTIONS
3.

My Form Center

REGISTER TO BE ASSOCIATED TO A PROVIDER
o Register to be associated to a Provider. You may use this link to associate for the initial registration and for adding additional providers.

NEW FORMS

- —
. - it new WL,
_-o Start new forms

INCOMPLETE FORMS

Continue incomplete forms

SUBMITTED FORMS

=@ Review form status, edit, or cancel submitted forms
UPDATE PROVIDER PROFILES
" Jpdate information for your associated Providers such as their phone number.

# MANAGE MY ACCOUNT

ﬁ ange or reset your password, PIN, and other account information

Result: The My Form Center screen displays.

Click the Submitted Forms hyperlink to continue.
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STEPS | INSTRUCTIONS
4' SUBMITTED FORMS
The table below displays forms you have submitted within the past 5 years.You can check the status, edit, and see a PDF copy of a form if it was
submitted in the past 12 months by clicking on the "View Form Status” link in the table below. Please make sure that your date range filter is no
greater than 1 month.
* Provider Name: * Form Subtype:
* From: *To:
« BACK TO FORM CENTER
Result: The Submitted Forms screen displays.
To view submitted forms enter the following information:
e Provider Name
e Form Subtype
e Date Range fields
Click the Filter button to view the search results.
5.

* Provider Name: RAMGOOLAM ANDRES MD * Form Subtype:

* From: 0l1/01/2018 * To:
PROVIDER NAME / FORM SUBTYPE SUBMITTED DATE CONTACT PERSON /
PROVIDER ID APPLICANT
Provider Name: 148 Transfer 01/03/2018 John Smith

RAMGOOLAM ANDRES MD
Provider ID: 1000011

Provider Name: 148 Transfer 01/24/2018 John Smith
RAMGOOLAM ANDRES MD
Provider ID: 1000011

Provider Name: 148 Transfer 01/10/2018 CaselTC Notes
RAMGOOLAM ANDRES MD
Provider ID: 1000011

148 Transfer
02/01/2018

FILTER »

ACTION

VIEW FORM
STATUS

VIEW FORM
STATUS

VIEW FORM
STATUS

Result: The Submitted Forms results table displays

Click the View Form Status hyperlink to continue.
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STEPS | INSTRUCTIONS

6. FORM STATUS CHECK
PROVIDER NAME / SUBMITTED DATE CONTACT PERSON / FORM STATUS DETAILS ACTION
PROVIDER ID / APPLICANT

FORM SUBTYPE

1/03/2018 John Smith Submitted Click "View PDF" to

« PREVIOUS

Result: The Form Status Check screen displays.

The Form Status Check table displays the following information for the Provider
listed on the form:

e Provider Name/Provider ID/Form Subtype: This column displays the
Provider’s information and the Form Type

e Submitted Date: The Submitted Date column shows the date the form was
submitted.

e Contact Person/Applicant: The Contact Person/Applicant column shows
the individual for whom the provider form was submitted.

¢ Form Status: The Form Status column displays one of the following
statuses for the form:

Submitted
Processed
Corrected
Invalid
Canceled

O O O O O

e Details: The Details column lists information about the applicant.

The Action column allows users to edit or cancel the form, depending on the form’s
type and status.

Click the View PDF hyperlink to view the status of a form for up to 1 year after the
form was submitted.

To cancel a form after submission, click the Cancel hyperlink. After the warning
message displays, click the Cancel hyperlink again to confirm the cancellation.

To edit a form after submission, click the Edit hyperlink and navigate back to the
form to complete any necessary edits.
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STEPS |

INSTRUCTIONS

Process Tip!

Forms can be edited or cancelled within 1 year from original
submission date.

-*- Demonstration Powered by HP Exstream 01/03/2018, Version 9.5.102 64-bit (DBCS) -*-

148 Transfer Form

Submitting Provider

Submitting Provider Facility Representative
RAMGOOLAM ANDRES MD Amit Agarwal

Participant Information

Effective Date of Change

First Name Middle Name Last Name Suffix
John Smith
Date of Birth Sex SSN Medicaid No
11/04/2017 Male 528364901 7769999495185

Participant Contact Information
Residential Address Apt, Suite, etc. City
5825 Florida BLVD Baton Rouge

Result: The PDF summary of the submitted form displays when the user selects
the View PDF hyperlink.
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Appendix

Provider Forms support the processing of Long-Term Care applications and cases. The provider
for the applicant/enrollee, such as a nursing home or a group home, submits Provider Forms on
behalf of the individual to support their initial admission into the facility or waiver program as well
as ongoing maintenance of their case in situations such as transfer of facility, discharge from
the facility or death. The list of Provider Forms that may arrive from the Provider Portal for an
LTC application or case is as follows:

= 148W - Linkage

= 148W — Notice of Death
= 148W - Status Change
= 148W - Discharge

= 148W — Withdrawal

= 148 — Admission

= 148 — Transfer

= 148 — Discharge

= 148 — Notice of Death

= 148 - Status Change

= Demographic Change

Included below are screenshots of the other forms Provider Portal users are able to submit on
behalf of a provider.
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Demographic Change

SUBMITTING PROVIDER

Submitting Provider:  RAMGOOLAM ANDRES MD

Facility Representative:  Amit Agarwal

PARTICIPANT INFORMATION

Middle Name: * Last Name: Suffix

* Date of Birth: Social Security - -
Number

* Sex Male

PARTICIPANT CONTACT INFORMATION

* Residential Address:

Apt, Suite, etc.:

. * State; *zip

City: Code:

Phane: - -

* Is the mailing address the same as the residential address abovel

* Mailing Address:

Apt., Suite, etc.;

. * State: - *Zip
City: Code:

PERSONAL ATIVE/CURATOR

* Do you need o add a Persanal Representative/Curator?

ELECTRONIC SIGNATURE

i order 1o submIT the farm, you must enter in your First Name, Last Name and PIN. If you forgot your PIN, you can save this form and navigate to the Manage
My Accau

* First Hame: * Last Name: *PIN

SAVE DRAFT CANCEL SuBMIT
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Form Demographic Change

Field ID Field Description
Displays the following information for the Support
Submitting Coordinator Agency:
1 .
Provider e Submitting Provider
e Facility Representative
Displays the following pre-populated information for the
applicant:
e First Name
e Middle Name
5 Participant e Last Name
Information e Suffix
e Sex
e Date of Birth
e Social Security Number
e Medicaid Number
Displays the following pre-populated information for the
applicant:
¢ Residential Address
- Cit
Participant * "y
e State
3 Contact Zio Cod
Information * Ip Lode
e Phone Number
e Select Yes to the Is the mailing address the
same as the residential address above? to
pre-populate the information in this section.
Personal_ Select Yes or No from the Do you need to add a
4 Representative/ .
Personal Representative/Curator? drop-down.
Curator
Enter the following information to electronically sign and
submit the form:
e First Name
5 Electronic e Last Name
Signature e PIN

Note: If the PIN information is forgotten, save the
information on the screen and navigate to the Manage
My Account screen to identify the PIN.
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142BH

SUBMITTING PROVIDER
Submitting Provider:  Amit

Faclllty Representative:  Amit Agarwal

PARTICIPANT INFORMATION

* Do you need to make an update to the perso

linform

tion below?

*FirstName:  Johny Middle Name “LastName: | Appleseed Sulfix: -
*Sexi (@ Male () Female  *DateofBith:  03/11/158s Social Security Number:  gpu - we -
Medicaid No.: 7769999487112
PARTICIPANT CONTACT INFORMATION
* Do you need to make an update Lo the addressies) and/or phone number below? | o ~
* Residential Address: | 628N 4thSt
Apt,, Suile, etc
* State: - * Zip Code:
Phone: - -
*Is the mailing address the same as the residential address above? ~
* Wailing Address:
Apt., Suite, ete
* oy * State: - * Zip Code:

ADDITIONAL DETAILS

talStatus:  Single-Never Mamed

FORM INFORMATION

® Coordinated System of Care (CSaC) Enrollment

*Walver Type: 1915(c) 1915(0)(3)

Freedom of Choice Date Signed:

* CANS Level:

* Living Setting;

Effective Date Range

*Waiver Proposal Begin Date:

“Waver Proposal End Date:

PERSONAL REPRESENTATIVE/CURATOR

* Do you need to add a Personal Representative/Cura

disenrolling:

Coordinated System of Care (CSoC) Enrollment

Coordinated System of Care {CSoC) Disenroliment

tor?

ELECTRONIC SIGNATURE

In order to submit the form, you must enter n your Fi
My Account screen

* First Hame:

tName, Last Name and PIN. If you forgot your PIN, you can save this ferm and navigate to the Manage

* Last Hame: = PIN:

SAVE DRAFT

CANCEL SUBMIT

Form 142 BH
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Field ID Field Description
Displays the following information for the Support
. Submitting Coordinator Agency:
Provider e Submitting Provider
e Facility Representative
Displays the following pre-populated information for the
applicant:
e Do you need to make an update to the
personal information below?
e First Name
Participant e Middle Name
2 Information e Last Name
o  Suffix
e Sex
e Date of Birth
e Social Security Number
e Medicaid Number
Displays the following pre-populated information for the
applicant:
e Do you need to update the address(es) and/or
phone number below?
. e Residential Address
Participant « City
3 Contact
Information ° SFate
e Zip Code
e Phone Number
e Select Yes to the Is the mailing address the
same as the residential address above? to
pre-populate the information in this section.
Enter the following information for the individual:
4 Additional
Details e Marital Status
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Select whether the participant is enrolling or
disenrolling by clicking one of the following radio
buttons:

e Coordinated System of Care (CSoC)
Enrollment

e Coordinated System of Care (CSoC)
Disenrollment

Note: Additional fields display based on whether the
Enroliment or Disenrollment radio button was selected.
If Coordinated System of Care (CSoC) Enroliment was
chosen, the following fields displays and must be
completed.

Coordinated System of Care (CSoC) Enroliment
e Select the radio button for one of the following

Waiver Types:
o 1915(c)

Form o 1915(b)(3)
Information e Select the Freedom of Choice Date Signed
e Select the appropriate value from the CANS
Level drop-down:
o Psychiatric Inpatient/5
o Nursing Facility/3
o PRTF/A4
o Therapeutic Group Home/2d
o CSOC Criteria/2
e Select the correct Living Setting from the
Living Setting drop-down
o Effective Date Range
e Enter the Waiver Proposal Begin Date
e Enter the Waiver Proposal End Date
Coordinated System of Care (CSoC) Disenrollment
e If the Coordinated System of Care (CSoC)
Disenrollment radio button was chosen, the
following fields displays and must be
completed.
Enter the Waiver Proposal End Date
Personal_ Select Yes or No from the Do you need to add a
Representative/ .
Curator Personal Representative/Curator? drop-down.
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Electronic
Signature

Enter the following information to electronically sign and
submit the form:

e First Name
e Last Name
e PIN

Note: If the PIN information is forgotten, save the
information on the screen and navigate to the Manage
My Account screen to identify the PIN.
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148 Transfer

SUBMITTING PROVIDER

RAMGOOUAM ANDRES MD

Facility Representative:  Amit Agarwal

PARTICIPANT INFORMATION
* Farst Name: Middle Name: * Last Name: Suffix
* Sex Male Female  *Date of Birth: Social Securty Number

PARTICIPANT CONTACT INFORMATION

* Residential Address:

ApL, Sulte, elc
* ity * State sde
Fhone =

* Is the mathing acdress the same as the residential address abovel

* Mailing Address:

Apt., Sulte, etc

* Gty * State - * Zip Code.
ADDITIONAL DETAILS

Medicare Mo msurance Cc Parish.

MBI yE: Marital Status

AL admission, was the 3pplicant receiving Waiver Services]

* Transfer Date:

Facility Name:

PERSONAL REPRESENTATIVE/CURATOR

8 a Personal Representative/Curator

ELECTRONIC SIGNATURE

* Last Name: I

the form, you must enter in your First Name. Last Name and PIN. I you forgot your PIN, you can save this form an

4 navigate to the Mana

Form 148 Transfer
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Field ID Field Description
Displays the following information for the Support
Submitting Coordinator Agency:
1 .
Provider e Submitting Provider
e Facility Representative
Displays the following pre-populated information for the
applicant:
e First Name
e Middle Name
5 Participant e Last Name
Information e Suffix
e Sex
e Date of Birth
e Social Security Number
e Medicaid Number
Displays the following pre-populated information for the
applicant:
e Residential Address
- Cit
Participant * "y
e State
3 Contact Zin Cod
Information * Ip Lode
e Phone Number
e Select Yes to the Is the mailing address the
same as the residential address above? to
pre-populate the information in this section.
Enter the following information for the individual:
e Medicare No.
e Insurance Co.
Additional * Parish
4 . L] MBI
Details .
o Policy #
e Marital Status
e At admission, was the applicant receiving
Waiver services?
T ‘ e Enter the Transfer Date
5 ranster e Enter the Facility Name
Information
Personal_ Select Yes or No from the Do you need to add a
6 Representative/ :
Curator Personal Representative/Curator? drop-down.
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Electronic
Signature

Enter the following information to electronically sign and
submit the form:

e First Name
e Last Name
e PIN

Note: If the PIN information is forgotten, save the
information on the screen and navigate to the Manage
My Account screen to identify the PIN.
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148 Status Change

SUBMITTING PROVIDER

Submitting Provider:  RAMGOOLAM ANDRES MD

Faciity Representative:  Amit Agarwal

PARTICIPANT INFORMATION

* Do you need to make an update to the personal information below?

st Name: | Rob Middle Name: *LastName: | Stark Suffix
*Sex (@) Male Female  * Date of Birth: 09/01/1991 Soctal Security Number.

Medicaid No.: 7769995616259

PARTICIPANT CONTACT INFORMATION

you need to make an update (o the address(es) and/or phone number below?

* Residential Address: 967 Soap Opera Lane

Apt., Sulte, etc

“City: | NewOrleans *State: | Loulskna . *2ipCode: | 0012

Orleans.

Phone . 8

5 the mailing addr

e same as the residential address above?

* Mailing Address:

Apt., Suite, etc

* 2ip Code:

ADDITIONAL DETAILS

nsurance Co. Parish:

Ml Policy # Marital Status:

Atadmission, was the applicant receiving Walver services?

STATUS CHANGE INFORMATION

) you would like to submit:

Returning to Facility

Resume Billing

Change Payment Source

IVE/CURATOR

* Do you need to add a Personal Representative/Curator?

ELECTRONIC SIGNATURE

In order te

mit the form, you must enter in your First Name, Last Name and PIN. If you forgot your PIN, you can save igate (0 the Manage]

My Account screen.
* First Name: * Last Name: *PIN
SAVE DRAFT

Form 148 Status Change
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Field ID Field Description
Displays the following information for the Support
. Submitting Coordinator Agency:
Provider e Submitting Provider
e Facility Representative
Displays the following pre-populated information for the
applicant:
e Do you need to make an update to the
personal information below?
e First Name
Participant e Middle Name
2 Information e Last Name
o  Suffix
e Sex
e Date of Birth
e Social Security Number
e Medicaid Number
Displays the following pre-populated information for the
applicant:
e Residential Address
Participant © Cly
3 Contact * S'tate
Information * Zip Code
e Phone Number
e Select Yes to the Is the mailing address the
same as the residential address above? to
pre-populate the information in this section.
Enter the following information for the individual:
e At admission, was the applicant receiving
Waiver services?
. e Medicare No.
Additional
4 . e Insurance Co.
Details .
e Parish
o MBI
e Policy #

e Marital Status
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Status Change

e Choose the status change(s) to submit by
selecting one of the following checkboxes:

Leaving Family

. @)
rmation > .
Informatio o Returning to Facility
o Resume Billing
o Change Payment Source
Personal' Select Yes or No from the Do you need to add a
Representative/ .
Personal Representative/Curator? drop-down.
Curator
Enter the following information to electronically sign and
submit the form:
e First Name
Electronic e Last Name
Sighature e PIN

Note: If the PIN information is forgotten, save the
information on the screen and navigate to the Manage
My Account screen to identify the PIN.
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148 PLI

SUBMITTING PROVIDER

10 the personal information below

*Doyour
*Fusthame: | Wb Misaie Name *lastName  Stark Suffx
*Sex () Male () Female  *Dateof Buth 011981 Soctal Secunty Number ey I e
Mesxaid No.

* Bewential Address: 381 Soup Opera Lane

Apt Suite, et

*Cry  MewOrieans *State  Lowsiana . *ZpCode | TOIR

* Parsh Orleans

Apt_ Sute, et

ADDITIONAL DETAILS

Mantal Status

ADD DETAILS

To add detaits for a record beiow, cick the “Add Detatts™ button, enter the internal Clatm Number HCN) and Status and click Update.
FROM DATE TODATE TOTAL DAYS INTERNAL CLAIM sTATUS acTion
NUMBER (1N)

PERSONAL REPRESENTATIVE/CURATOR

sonal Represen

ELECTRONIC SIGNATURE

1o the Manage

f you forgot your PIN, you

., Last Name an

* Last Name PN

SAVE DRAFT CANCEL  suBMIT

Form 148 PLI
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Field ID Field Description
Displays the following information for the Support
Submitting Coordinator Agency:
1 .
Provider e Submitting Provider
e Facility Representative
Displays the following pre-populated information for the
applicant:
e First Name
e Middle Name
5 Participant e Last Name
Information e Suffix
e Sex
e Date of Birth
e Social Security Number
e Medicaid Number
Displays the following pre-populated information for the
applicant:
¢ Residential Address
- Cit
Participant * "y
e State
3 Contact Zin Cod
Information * Ip Lode
e Phone Number
e Select Yes to the Is the mailing address the
same as the residential address above? to
pre-populate the information in this section.
Enter the following information for the individual:
4 Add|t|9nal e Marital Status
Details
e Level of Care
e Click the Add Details button to enter an
Internal Claim Number and Status
5 Add Details e Select the Update button in the Action column
to save the changes.
Personal_ Select Yes or No from the Do you need to add a
6 Representative/ :
Curator Personal Representative/Curator? drop-down.
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Electronic
Signature

Enter the following information to electronically sign and
submit the form:

e First Name
e Last Name
e PIN

Note: If the PIN information is forgotten, save the
information on the screen and navigate to the Manage
My Account screen to identify the PIN.
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148 Discharge

SUBMITTING PROVIDER

Submitting Provider:  SUltan

Facility Representative: ~ Amit Agarwal

PARTICIPANT INFORMATION

* First Name: Middle Name: * Last Name: Suffis: -

*sex: Male Female  * Date of Birth , Social Security - -

Number.

PARTICIPANT CONTACT INFORMATION

* Residential Address:

Apt., Sulte, etc

. “State: . “Zip
City: Code:
Phone: . -

*Is the malling address the same as the residential address above? -

* Mailing Address:

Apt., Sulte, etc.:

. * state: - *1p
City: Code:

ADDITIONAL DETAILS

Medicare No.: Insurance Co.: Parish:
MBI Palicy # Marital Status
At admission, was the applicant receiving Waiver services? -

DISCHARGE INF

* Discharge Date: 1 . *AdmitDate:

* Discharge to =
* Do you expeet this individual ta return to your facility?: -

PERSONAL REPRESENTATIVE/CURATOR

* Do you need to add a Personal Representative/Curator? -

ELECTRONIC SIGNATURE

In order to submit the form, you must enter In your First Name, Last Name and PIN. if you forgot your PIN, you can save this form and navigate to the Manags

My Account screen.

* First Name: *Last Name: *PIN:

SAVE DRAFT CANCEL SUBMIT

Form 148 Discharge
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Field ID Field Description
Displays the following information for the Support
Submitting Coordinator Agency:
1 .
Provider e Submitting Provider
e Facility Representative
Displays the following pre-populated information for the
applicant:
e First Name
e Middle Name
5 Participant e Last Name
Information e Suffix
e Sex
e Date of Birth
e Social Security Number
e Medicaid Number
Displays the following pre-populated information for the
applicant:
e Residential Address
- Cit
Participant * "y
e State
3 Contact Zin Cod
Information * Ip Lode
e Phone Number
e Select Yes to the Is the mailing address the
same as the residential address above? to
pre-populate the information in this section.
Enter the following information for the individual:
e Medicare No.
e Insurance Co.
Additional * Parish
4 . L] MBI
Details .
o Policy #
e Marital Status
e At admission, was the applicant receiving
Waiver services?
e Enter the Discharge Date
e Enter the Admit Date
e Select the appropriate value from the
5 Discharge Discharge to: drop-down.
Information e Select Yes or No from the Do you expect this

individual to return to your facility drop-
down.
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Personal
Representative/

Select Yes or No from the Do you need to add a
Personal Representative/Curator? drop-down.

Curator
Enter the following information to electronically sign and
submit the form:
e First Name
Electronic e Last Name
Signature e PIN

Note: If the PIN information is forgotten, save the
information on the screen and navigate to the Manage
My Account screen to identify the PIN.
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148 Notice of Death

SUBMITTING PROVIDER

Submitting Provider:  SUltan

Facility Representative:  Amit Agarwal

PARTICIPANT INFORMATION

* First Name: Middle Name:

* Sex Male Female  * Date of Burth:

* Last Name:

Social Security -

Number

Suffux

PARTICIPANT CONTACT INFORMATION

* Residential Address:

Apt., Suite, etc

. * State:

Cuy:

Phone . X

* Is the mailing address the same as the residential address above?

* Mailing Address:

Apt., Suite, etc

ADDITIONAL DETAILS

M8l Policy ¥

At admission, was the applicant receiving Waiver services?

DEATH INFORMATION

* Date of Death:

PERSONAL REPRESENTATIVE/CURATOR

* Do you need to add a Personal Representative/Curator?

ELECTRONIC SIGNATURE

In order to submit the form, you must enter in your First Name, Last Name and PIN. If you forgot your PIN, you can save this form and nav

My Account screen

* First Name: * Last Name:

%o. Insurance Co.

*2ip

Code:

Parish

Marital Status:

*PIN:

Form 148 Notice of Death
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Field ID Field Description
Displays the following information for the Support
Submitting Coordinator Agency:
1 .
Provider e Submitting Provider
e Facility Representative
Displays the following pre-populated information for the
applicant:
e First Name
e Middle Name
5 Participant e Last Name
Information e Suffix
e Sex
e Date of Birth
e Social Security Number
e Medicaid Number
Displays the following pre-populated information for the
applicant:
¢ Residential Address
- Cit
Participant * "y
e State
3 Contact Zin Cod
Information * Ip Lode
e Phone Number
e Select Yes to the Is the mailing address the
same as the residential address above? to
pre-populate the information in this section.
Enter the following information for the individual:
e Medicare No.
Additional * Insurance Co.
4 Details s Parish
e MBI
o Policy #
e Marital Status
5 Death e Enter the Date of Death for the individual.
Information
Personal_ Select Yes or No from the Do you need to add a
6 Representative/ :
Curator Personal Representative/Curator? drop-down.
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Electronic
Signature

Enter the following information to electronically sign and
submit the form:

e First Name
e Last Name
e PIN

Note: If the PIN information is forgotten, save the
information on the screen and navigate to the Manage
My Account screen to identify the PIN.
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148W Linkage

SUPPORT Cf \TOR AGENCY

Mame:  SUltan Provider &

Facility Representative:  Amit Agarwal

Address: ALOME

Phone Number: 1234567890

WAIVER TYPE

* Waives Type:

PARTICIPANT INFORMATION

* Doyou need to make an update to the persanal information below?

*Furst Name: | Sam Middle Name: *LastName: | Smith Suffx -
*Sex (@ Male () Female *DaicolBith: | 1ljoa/2c0l Soctal Security N —
Number:

Medicaid No.

65599519597

PARTICIPANT CONTACT INFORMATION

* Do you need to make an update to the addressies) and/or phane number below?

" Residential Address:  12th Main Street

Apt., Suite, etc.

" Baton Rouge *State: | Louisiana B

Cuty

*Parssh East Haton Rouge -

Phone: - L

* 15 the mailing acdress the same a5 (e residential adaress above? -
* Mailing Acdress:

Apt., Suite, etc.

- * State: - “2p
iy Code:

ADDITIONAL DETAILS

Medscare No Insusance Co. Parish

Mal Policy = Mantal Status: -
LINKAGE INFORMATION

* Select whether the participant is new to the program o

jed as a transition:

Program Linkage Date

Recerved as a transition

[ATIVE/CURATOR

36 2 Persanal Representat 0 be answered by non-HCBS providers only. -

ELECTRONIC SIGNATURE

In arder o submit the form, you must enter in your First Name, Last Name and PIN. If you forgot your PIN, you can save this form and navigate 1o the Ma

My Account screen

* First Name: * Last Name: PN

Form 148W Linkage
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Field ID

Field

Description

Support
Coordinator
Agency

Displays the following information for the Support
Coordinator Agency:

e Name

e Provider ID

¢ Facility Representative
e Address

e Phone Number

Waiver Type

Select the appropriate value from the Waiver Type
drop-down:

e ADHC
e Community Choice

Participant
Information

Displays the following pre-populated information for the
applicant:

e First Name

e Middle Name

e Last Name

e  Suffix

e Sex

e Date of Birth

e Social Security Number
e Medicaid Number

Note: If any of the information in the Participant
Information section needs to be updated, select Yes
from the Do you need to make an update to personal
information below? drop-down.

Participant
Contact
Information

Displays the following pre-populated information for the
applicant:

e Residential Address

e City

e State

e Zip Code

e Parish

e Phone Number

¢ Is the mailing address the same as the
residential address above?

Note: If any of the information in the Participant
Contact Information section needs to be updated,
select Yes from the Do you need to make an update
to the address(es) and/or phone number below?
drop-down.
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Enter the following information:

e Medicare No.

Additional * Parish
Details * MBI
e |nsurance Co.
e Policy#
e Marital Status
Denote whether the participant is new to the program or
received as a transition by selecting one of the
] following Linkage Information radio buttons:
Linkage
Information e Program Linkage Date
¢ Received as transition
Select Yes or No from the Do you need to add a
Personal Personal Representative/Curator? drop-down.
Representative/
Curator Note: This field is answered by non-HCBS providers
only.
Enter the following information to electronically sign and
submit the form:
e First Name
Electronic e Last Name
Sighature e PIN

Note: If the PIN information is forgotten, save the
information on the screen and navigate to the Manage
My Account screen to identify the PIN.
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148W Discharge

SUPPORT COORDINATOR AGENCY

Name:  SUitan Prowiders: 11007 Facility Representative:  Amit Agarwal

Address: ALONE

Phone Number: 1234567850

WAIVER TYPE

* Waiwes Type

RTICIPANT INFORMATION

* Do you need to make an update to the personal information below?

*Fust Name:  Sam Middle Mame “LasiName: | Smith Sultic .
"Sex @ Make @ Fomelc " Duteol Bih 11/0s/2001 SocialSecurity. wes - ee - sess

Humer
Medicald No.:  T16999951959

RTICIPANT CONTACT INFORMATION

* Do you need to make an update to the address(es) and/or phone number below?

* Residential Address:  12th Main Street

Apt., Suite, etc.

*  Balon Rouge *state:  Loulsiana *zp | 7os01
o Code:
* Parish East Baton Rouge -
Phane - -
* 15 the mailing acdress the same 35 the fesidential sddress above
* Mading Address:
Apt., Suite, ete
s * State - “np
City Code:
| D |
ADDITIONAL DETAILS
Medicare No nsurance Co.
Parsh Policy w:
it Marital Status:
T ——
DISCHARGE INFORMATION
* Date of Discharge Admit Date
*Reason

* Discharge to

PERSONAL REPRESENTATIVE/CURATOR

epresentative/Curator? (NOTE: to be answered by non-HCAS prowders only.)

* Do you need 1o add a Persor

ELECTRONIC SIGNATURE

save this form and

in arder to submit the form, you must enter in your First Name, Last Name and PIN. I you forgot your PIN, you ¢

My Account sereen

* Farst Name: * Last Name: “PIN:

Form 148W Discharge
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Field ID

Field

Description

Support
Coordinator
Agency

Displays the following information for the Support
Coordinator Agency:

e Name

e Provider ID

¢ Facility Representative
e Address

e Phone Number

Waiver Type

Select the appropriate value from the Waiver Type
drop-down:

e ADHC
e Community Choice

Participant
Information

Displays the following pre-populated information for the
applicant:

e First Name

e Middle Name

e Last Name

e  Suffix

e Sex

e Date of Birth

e Social Security Number
e Medicaid Number

Note: If any of the information in the Participant
Information section needs to be updated, select Yes
from the Do you need to make an update to personal
information below? drop-down.

Participant
Contact
Information

Displays the following pre-populated information for the
applicant:

e Residential Address

e City

e State

e Zip Code

e Parish

e Phone Number

¢ Is the mailing address the same as the
residential address above?

Note: If any of the information in the Participant
Contact Information section needs to be updated,
select Yes from the Do you need to make an update
to the address(es) and/or phone number below?
drop-down.
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Enter the following information:

e Medicare No.

- Parish
Additional * ans
: e MBI
Details
e Insurance Co.
e Policy#
e Marital Status
e Enter the Discharge Date
o Enter the Admit Date
Discharge e Select the appropriate reason for discharge
] from the Reason drop-down.
Information .
e Select the appropriate value from the
Discharge to: drop-down.
Select Yes or No from the Do you need to add a
Personal Personal Representative/Curator? drop-down.
Representative/
Curator Note: This field is answered by non-HCBS providers
only.
Enter the following information to electronically sign and
submit the form:
e First Name
Electronic e Last Name
Signature e PIN

Note: If the PIN information is forgotten, save the
information on the screen and navigate to the Manage
My Account screen to identify the PIN.
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148W Status Change

SUPPORT Cf \TOR AGENCY

Mame:  SUltan Providers: 11007 Facility Representatve:  Amit Agarwal

Address: ALOME

Phone Number: 1234567890

WAIVER TYPE

* Waiver Type: .

PARTICIPANT INFORMATION

* First Name: Mucdle Name * Last Name: Suffox -
" Sex Female  * Date of Birth Social Security - -
Number
PARTICIPANT CONTACT INFORMATION
* Residential Address:
Apt., Suite, etc
. * State: - e
Cuy Code:
Phone - -
* s the mailing acdress the same as the residential address above? -
* Mailing Acdress:
Ap., Suite, et
. * State: - “Zp
City Code:
ADDITIONAL DETAILS
Medicare No.: Insurance Co: Parsh .
e Palicy 5: Mantal Status: v

STATUS CHANGE INFORMATION (INCLUDES TRANSFERS)

* Select the status change(s) you would like to submit:

Temporary Facility/Rehabilitation Placement [NOT Discharged from Waiver)

Returned to Waiver from Temporary Facility/Rehabilitation Placement
Transferred from Region
Transitioned

Support Coordinator Agency Transler

Resigent Transitioned 1o Con

scharged from Facilty munity

[ATIVE/CURATOR

* Do you need to add a Personal Representative/Curator? (NOTE: to be answered by nan- HCBS providers only. .

ELECTRONIC SIGNATURE

na save this form and

o submi the form, you must enter in your First Name, Last Name and PIN. ifyou forgat

e 1o the Manage

My Account screen.

* Farst Name: * Last Name: “PIN:

Form 148W Status Change
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Field ID

Field

Description

Support
Coordinator
Agency

Displays the following information for the Support
Coordinator Agency:

e Name

e Provider ID

¢ Facility Representative
e Address

e Phone Number

Waiver Type

Select the appropriate value from the Waiver Type
drop-down:

e ADHC
e Community Choice

Participant
Information

Displays the following pre-populated information for the
applicant:

e First Name

e Middle Name

e Last Name

e  Suffix

e Sex

e Date of Birth

e Social Security Number
e Medicaid Number

Note: If any of the information in the Participant
Information section needs to be updated, select Yes
from the Do you need to make an update to personal
information below? drop-down.

Participant
Contact
Information

Displays the following pre-populated information for the
applicant:

e Residential Address

e City

e State

e Zip Code

e Phone Number

e Is the mailing address the same as the
residential address above?

Note: If any of the information in the Participant
Contact Information section needs to be updated,
select Yes from the Do you need to make an update
to the address(es) and/or phone number below?
drop-down.
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Additional
Details

Enter the following information:

e Medicare No.

e Parish

e MBI

e Insurance Co.
e Policy#

e Marital Status

Status Change

e Choose the status change(s) to submit by
selecting one of the following checkboxes:

o Temporary Facility/Rehabilitation
Placement
Returned to Waiver from Temporary

(@)

Information Facility/Rehabilitation Placement
o Transferred from Region
o Transitioned
o Support Coordinator Agency Transfer
o Resident Discharged from Facility and
Transitioned to Community
Select Yes or No from the Do you need to add a
Personal Personal Representative/Curator? drop-down.
Representative/
Curator Note: This field is answered by non-HCBS providers
only.
Enter the following information to electronically sign and
submit the form:
e First Name
Electronic e Last Name
Signature e PIN

Note: If the PIN information is forgotten, save the
information on the screen and navigate to the Manage
My Account screen to identify the PIN.
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148W Withdrawal

SUPPORT COORDINATOR AGENCY
Name:  RAMGOOLAM ANDRES MD Frowders: 1000011 Amit Agaraat
HID STCLARKSDALEMS
Phone Number
WAIVER TYPE
* Wanver Type:
PARTICIPANT INFORMATION
* D0 you meed to make a0 update 10 the personal information belw?
*Frsthame | Sam *lasthame: | Smah Suffoc .

Sex () Make () Femaie ate of Barth: | K1/Ds/2001 Social Security g,

Medicaid Mo TT6999951959

PARTICIPANT CONTACT INFORMATION

* Do you need to make n update 10 the addressies) and/or phone number below

* Resigential AGgress:  L2th Main Street

Apt. Sute, et
¢ BatonRouge St Lowsiana = 7o [l
Cay Code

* Paresh East Baton Rouge -

Apt. Sume, etc

. - State: - “np

Cay Code

ADDITIONAL DETAILS
Meducare No. Insurance (o
Pansh ~  Polky®

MBS Mantal Status
WITHDRAWAL INFORMATION

PERSOMAL REPRESENTATIVE/CURATOR

* Do you need to ade Curator? NOTE: 10 be amswered by non-HCBS providers oly.

Personsl Represent

ELECTRONIC SIGNATURE

Name, Last Name and PIN. € 10 the Manage

in cader to submit the form, you must enter in your Fi

My Account screen

* Last Name: P

Form 148W Withdrawal
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Field ID

Field

Description

Support
Coordinator
Agency

Displays the following information for the Support
Coordinator Agency:

e Name

e Provider ID

¢ Facility Representative
e Address

e Phone Number

Waiver Type

Select the appropriate value from the Waiver Type
drop-down:

e ADHC
e Community Choice

Participant
Information

Displays the following pre-populated information for the
applicant:

e First Name

e Middle Name

e Last Name

e  Suffix

e Sex

e Date of Birth

e Social Security Number
e Medicaid Number

Note: If any of the information in the Participant
Information section needs to be updated, select Yes
from the Do you need to make an update to personal
information below? drop-down.

Participant
Contact
Information

Displays the following pre-populated information for the
applicant:

e Residential Address

e City

e State

e Zip Code

e Parish

e Phone Number

¢ Is the mailing address the same as the
residential address above?

Note: If any of the information in the Participant
Contact Information section needs to be updated,
select Yes from the Do you need to make an update
to the address(es) and/or phone number below?
drop-down.
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Enter the following information:

e Medicare No.

Additional * Parish
Details * MBI
e Insurance Co.
e Policy#
e Marital Status
Withdrawal e Enter the Date of Withdrawal
Information
Select Yes or No from the Do you need to add a
Personal Personal Representative/Curator? drop-down.
Representative/
Curator Note: This field is answered by non-HCBS providers
only.
Enter the following information to electronically sign and
submit the form:
e First Name
Electronic e Last Name
Signature e PIN

Note: If the PIN information is forgotten, save the
information on the screen and navigate to the Manage
My Account screen to identify the PIN.
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148W Declined

SUPPORT COORDINATOR AGENCY

Name:  RAMGOOLAM ANDRES MD Providers: 1000011 Facility Representative:  Amit Agarwal

Address: 800 OHIO STCLARKSDALEMS

Phone Number.

WAIVER TYPE

* Waiver Type

PARTICIPANT INFORMATION

* First Name: Middie Name: * Last Name: Suffix

Female  *Dateof Birth: Social Secunty

Number

PARTICIPANT CONTACT INFORMATION

* Residential Address:

Apt., Suite, etc

. * State: - *zip
Caty: Code:
Phane: ! L

* Is the mailing address the same as the residential addre:

* Mailing Address:

Apt,, Suite, etc

. * State: v *Zip
City Code:
ADDITIONAL DETAILS

Medicare No, Insurance Co,

Parish: . Policy

MBI Marital Status:

DECLINED INF

* Declined date:

URATOR

* Do you need to add a Personal Representative/Curator? (NOTE: to be answered by non-HCBS providers only

ELECTRONIC SIGNATURE

In order to submit the form, you must enter in your First Name, Last Name and PIN. f you forgot your PIN, you can save this form and navigate to the Manage

My Account screen.

* First Name * Last Name: *PIN:

Form 148W Declined
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Field ID

Field

Description

Support
Coordinator
Agency

Displays the following information for the Support
Coordinator Agency:

e Name

e Provider ID

¢ Facility Representative
e Address

e Phone Number

Waiver Type

Select the appropriate value from the Waiver Type
drop-down:

e ADHC
e Community Choice

Participant
Information

Displays the following pre-populated information for the
applicant:

e First Name

e Middle Name

e Last Name

e  Suffix

e Sex

e Date of Birth

e Social Security Number
e Medicaid Number

Note: If any of the information in the Participant
Information section needs to be updated, select Yes
from the Do you need to make an update to personal
information below? drop-down.

Participant
Contact
Information

Displays the following pre-populated information for the
applicant:

e Residential Address

e City

e State

e Zip Code

e Phone Number

e Is the mailing address the same as the
residential address above?

Note: If any of the information in the Participant
Contact Information section needs to be updated,
select Yes from the Do you need to make an update
to the address(es) and/or phone number below?
drop-down.
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Enter the following information:

e Medicare No.

Additional * Parish
Details * MBI
e Insurance Co.
e Policy#
e Marital Status
Declined e Enter the Declined Information
Information
Select Yes or No from the Do you need to add a
Personal Personal Representative/Curator? drop-down.
Representative/
Curator Note: This field is answered by non-HCBS providers
only.
Enter the following information to electronically sign and
submit the form:
e First Name
Electronic e Last Name
Sighature e PIN

Note: If the PIN information is forgotten, save the
information on the screen and navigate to the Manage
My Account screen to identify the PIN.
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148W Notice of Death

SUPPORT COORDINATOR AGENCY

Name:  RAMGOOLAM ANDRES MD Providers: 1000011 Facility Representative:  Amit Agarwal

Address: 800 OHIO STCLARKSDALEMS

WAIVER TYPE

* Waiver Type

PARTICIPANT INFORMATION

* First Name Middle Name: * Last Name: Suffix
* Sex Male Female  *Dateof Birth: Soctal Security 8 -
Number

PARTICIPANT CONTACT INFORMATION

* Residential Address:

Apt., Suite, etc
. * State: - *zp
ty: Code:
Phane: = s

* Is the mailing address the same as the residential address above? v

* Mailing Address:

Apt., Suite, etc

. * State: - *zp
Caty: Code

ADDITIONAL DETAILS
5 W oo —
Parish: - Policy #:
MBI Marital Status: v
DEATH INF

* Date of Death:

PERSONAL REPRESENTATIVE/CURATOR

* Do you need to add a Personal Representative/Curator? (NOTE: to be answered by non-HCBS providers only

ELECTRONIC SIGNATURE

In order to submit the form, you must enter in your First Name, Last Name and PIN. If you forgot your PIN, you can save this form and navigate to the Manage

My Account screen.

First Name: * Last Name: *PIN:

Form 148W Notice of Death
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Field ID

Field

Description

Support
Coordinator
Agency

Displays the following information for the Support
Coordinator Agency:

e Name

e Provider ID

¢ Facility Representative
e Address

e Phone Number

Waiver Type

Select the appropriate value from the Waiver Type
drop-down:

e ADHC
e Community Choice

Participant
Information

Displays the following pre-populated information for the
applicant:

e First Name

e Middle Name

e Last Name

e  Suffix

e Sex

e Date of Birth

e Social Security Number
e Medicaid Number

Note: If any of the information in the Participant
Information section needs to be updated, select Yes
from the Do you need to make an update to personal
information below? drop-down.

Participant
Contact
Information

Displays the following pre-populated information for the
applicant:

e Residential Address

e City

e State

e Zip Code

e Phone Number

e Is the mailing address the same as the
residential address above?

Note: If any of the information in the Participant
Contact Information section needs to be updated,
select Yes from the Do you need to make an update
to the address(es) and/or phone number below?
drop-down.
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Enter the following information:

e Medicare No.

Additional * Parish
Details * MBI
e Insurance Co.
e Policy#
e Marital Status
Death e Enter the Date of Death for the individual.
Information
Select Yes or No from the Do you need to add a
Personal Personal Representative/Curator? drop-down.
Representative/
Curator Note: This field is answered by non-HCBS providers
only.
Enter the following information to electronically sign and
submit the form:
e First Name
Electronic e Last Name
Sighature e PIN

Note: If the PIN information is forgotten, save the
information on the screen and navigate to the Manage
My Account screen to identify the PIN.
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