Kansas Medical Assistance Program SIA Application: Step-by-step guide

KMAP Enrollment:

Go to https://portal.kmap-state-ks.us/PublicPage

Click START, or Resume application
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https://portal.kmap-state-ks.us/PublicPage

Select 008 Stand alone Mental Disease hospital or 009 for a Psych Unit

Please select the below parameters to generate a checklist enlisting the credentials and documents required to complete an envollment application All the credentials that are fumish
* Enrollment Type

d in the applicati be current F d or expi ials vil cause your application to be retumed
© * Provider Type o
Faciity ~ | Hospital -
* Specialty © TaxID Type o
[008-mental Diseases (Hospital) <] een SSN
select a value. 39 * | will accept patients in the following programs: °
009-General Hospital ith a Psychiatric Unit
011-Psychiatric Hospital
012-Rehabilitation Hospital
| D C e s s

This page is generating your pre-check list of what you will need to complete the application



grnwel Hegltheors Soluions

Pre-Enroliment Checidist

Enroliment Type Provider Type

Facility Hospital

Speciality Type Tax ID Type

008-Mental Diseases (Hospital) e EIN SSN

Are you Medicare enrolled? 1 will accept patients in the following programs:
® Yes No FFS and MCO

Please find below the credentials and documents required to complete the enroliment
application. The requirements may still vary based on any other criteria that you may enter during
the enroliment application. All the credentials mentioned here that are furnished in the application
must be current. Future dated or expired credentials will cause your application 10 be retumned.

* Malpractice Information details are required.
+ Bed Information details are required.

+ Medicare Participation details are required.
» Capacity details are required.

« Application Fee details NI required.

Required Attachments:

» Section 12 Attestation/Consent and Release Form details are required.

+ Federal W-9 Form detalls are required.

* Hospital License details are required.

« Approval Letter from the Kansas Department for Aging and Disability Services. details
are required.

« Copy of Declaration Sheet and/ or Certificate of Insurance (Professional Malpractice
and Comprehensive General Liability Insurance Policies) details are required

Click the START in the right down corner to start the application.

Fill out all the required information marked by blue * and create an account.
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Click Register button and you get the confirmation below
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You will get an email like the one below and you can resume your application later form the link in the
email



New Enrollment Registration Notification

. ol
Kansas-Provider-Enroliment@gainwelltechnologies.com 2" &
To © —-.. o 3:16 PM
12026

Retention Policy 3 Year Delete (Entire Mailbox) (3 years) Expires 11/14/2026

@ If there are problems with how this message is displayed, click here to view it in 3 web browser

Congratulations! You have successfully registered your provider enrollment application with the
Kansas Medical Assistance Program. Below is the tracking number and password associated with your
enroliment application.

Application Tracking Number:
Password: F*****#8x3

4
Provider Reference: SIA Test App

To resume a previously saved enrollment application, click the link below, enter your application

tracking number and the password. Please note, an application pending submission will be inactive 30
days after the last date it was updated.

https://portal.kmap-state-ks.us/ProviderEnrollment/EnrolimentResume/

If you have any questions or concerns, please contact Provider Enrollment at 1-800-933-6593.

There are 12 steps that are shown on the progress bar at the top of the page
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1. Enrollment Type FACILITY (Once selected, it cannot be changed once you move to the next
page), Provider Type is HOPSPITAL (Once selected, it cannot be changed once you move to the



next page. SAVE AND CONTINUE.
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P i
Step 1: General Information - Tracking Number: 7923540668 @ SIPTan 1
S8 Teur A
PROCAFSS

CANGEL

# Lnnoliment [ype
Faciky

O * Provider hype & % Lotecdve ase ]

= |5k

avakie

Make sure you Select YES for Medicare Enrolled

il Lnalmesl Inlomnatn

* Enllnant Typa
Faclity

© % Piovidr Typs B % Fiective Nate

= | hasoba = | s

BE| o

Racuired Fisks (

et Irvlnmlion

he Provider Mame mrust 2e e cursntrame ondax campertion, of cherlepal documonts, The lepal name and Prowder Fedoral Tax idomificstizn umbes (TIN) mess match e imomation on 2 ¥ 8 forbusinesses and Inemal Bmvemue

* Lepal Name @ Tax Name

@ Doing Businzss &s Name
Tes! Location

]

e you currenty enrollcd as a Frovider?

es % Ma
Were you previoushy corvlied a5 2 Provider?
ves O Ma
re you Modicare enroled?
) Yes Mn
i
&
11

pikatin i

for anrlsant inlo the Fas-for.
iests Plestsen andinc] i a

® | will accept patients in the following programs: L]
E iz

Aire you registered with CAGH?
Yes % MNa

Title @ % Last Kame @ * First Kame © Midda Kame o Suftix

Select FFC/ MCO or BOTH

| i ﬂi::ﬂ.i:u = fr enullmact inlo the Fee-for-Service [FFS) program on'y. &l nol be shared with the othe siste Macaged Cam Organizations. Yoo el need 1o am
Informatianal purpescs. Fizase selecl e aporcprialz apion

A | will archpl parsnts i tha Tolkeing programs:
1
FFS only

MCCNS) vy 3

11> and WCC

d

Select EACH of the MCO separately .




and M

® Plaiin Baliact st furcapriaimis 00 etibch yows ara BE@ying. You must chiiss o Bas oia. ]

mﬂu-lhihulﬁsln&
Surmwer Health Plan -

Unitzd Healthceres Communits Flan

You will have all the selected plans showing up

PR -
* Plaiin fabiact it furcaguimis 00 tisch e ara BE@ying. You must chiiss o Bas oia. ]

[ aETHA RETTER HEALTH 0F HS |m4 FLAN X LINITED HEAI THCARE COMMUNTY FLAM X
A v svsgistnil with CACHT U]

Jgs ® No
L)
o

Provide contact for the KMAP to contact at your organization. Email is not marked as required, but IT IS
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SAVE AND CONTINUE

2. Select New Specialty:

008 for Mental Health Disease for Hospital or 009 for Psych Unit

Taxonomy: Hospitals/Psychiatric Hospitals.
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3. Select Location



SELECT NEW for the Primary Location, fill out all the required fields like address, emil and phone
number

CREATENEW

4. Addresses

Maybe all the same or different.
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5. Capacity:



Step 5: Capacity - Tracking Number; 7923540668 @ STEPSOF 14
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6. Organization Details

Only the fist 2 fields are required
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7. Credentials

Medicaid Program
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Medicare Participation is required.

CREATE NEW

Medicare Type Effective Date

Consider for Medicare Crossover Claims

* Medicare Number @ % Medicare Type @ % Effective Date © % End Date -]

Mem(am Program L Medicare T 111572023 & 12312299 @| e
* Are you enrolled in other state Medicaid programs? f sf
Yes No CANCEL
| o | al

8. Provider Type

Bed Information is Required (psychiatric beds, # of beds, effective date and open end date)

9. Other

you will need Malpractice Detail - itis required
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10. New provider self-disclosure.

Create new for each. Subcontractor and Business transaction are not required, all the rest are required.

PRIVACY ACT NOTICE STATEMENT

This statement explains the use and disclosure of inform
Security Numbers (SSNs) and dates of bil

tion about providers and the authority and purposes for which taxpayer identification numbers, including Social
DOB), may be requested and used

Any information provided in connection with pre
State Medical Assistance Program. This information will also be used to ensure that no pay
information may also be provided 1o the U.S. DHHS Centers for Medicare and Medicaid Sel
Medicaid Fraud Control Unit, or other federal, state or logical agencies as appropri

ider enroliment will be used to verify eligibility to participate as a provider and for purposes of the administration of the
nts will be made to providers who are excluded from participation. Any

s, the Intemal Revenue Service, State Office of the Allomey General, the

roviding this information is mandatory to be eligible to enroll as a provider with the State Medical Assistance Program, pursuant to 42 CFR § 455 and CFR § 438. Failure
1o submit the requested information may res| a denial of enroliment as a provider, or denial of continued enroliment as a provider and deactivation of all provider
numbers used by the provider (o obtain reimbursement from the State Medical Assistance Program

OWNERSHIP/CONTROLLING INTEREST

requires individuals and en
person affiliated with the provider. For n
§ 438.602 (b)

ownership, control, management or a business relationship to submit a separate disclosure form for each entit
information on federal disclosure requirements, see 42 CFR § 455.100 — 106, 42 CFR § 455.436, 42 CFR § 1002.3, and CFR

DISCLOSURE FORMS

Answer all questions. I you do not believe that a question is applicable, select a response of "No”. If you respond “Yes™ to any question, please provide the additional information that may be
e

isclosur

m Create New
Provider Self Disclosure New
rovider Self Disclosure e CREATE NEW
-Contr isclos Newr
Sub-Contractor Disclosure = CREATE NEW
N
Ownership and Control Interest New CREATE NEW
M: Empl New
lanaging Employees v CREATE NEW
Business Transaction b CREATE NEW

11. Attachments
To attach — choose File transfer in the drop down.

Drop down should match the lines in the Attachment type



Proof of board certification or proof of residency is required for the requested specialty

Below are the list of required attachments, Please submit al of the required documentation to continua with the enrolimant

chment Type
Saction 12 Attastation/Consent and Relaasa Form NO
Federal W-9 Form NO
Hospial License NO
Approval Letler from the Kansas Depariment for Aging and Disablity Services. NO
ch  of Declaration Shest and! or Gertificate of Insurance (Professional Malpractice and Comprehensive General Liabilty Insurance NO
olicies)

CREATE NEW

12. Fees

Her LS Ninal fule bUZb-+, S1ate MEaicalo programs must CONIECT an appiication Tee 101 New Proviaer appiications ana reactivations Gue 1o Deing terminatea for any
reason. The following providers are exempt from the application fee:

= * Individual providers or non-physician practitioners

« ® Providers who are enrolled with Medicare

« * Providers who paid the application fee o efther Medicare or another state Medicald plan after March 25, 2011

The application fee for 2023 is $688. Payment must be made In the form of @ check or money order made out to the state of Kansas-Medicaid. If a request Is returned to

the applicant as incomplete after January 1. 2023 the new fee will be required

if an application is received and deemed to require an application fee and one is not a
returned to the provider requesting proper payment

ached or payment is not in an

eptable format, the entire application will be

n fee

A

lease Answer all questions If you ans 0" to all the questions below, then you must pay an appl

Application Fee Questions

Service Location - If the service location is enrolled in Medicare a fee payment is not requiieeh

1.1s the service location enrolled in Medicare?

® Yes No

* Date Enrolled o

location has paid an application fee to another Medicaid program then a fee payment is not required
n?

> another state’s Medicaid program for the service locati

Waiver Received - If you have received a waiver from the programs mentioned below a fee payment is not required
3. Have you received a waiver of the application fee from Medicare or another state’s Medicaid program because of financial hardship?

Yes No

Financial Hardship - If you are requesting a waiver for financial hardship, please submit a letter explaining the financial hardship along with your enroliment application
including proof of inability to pay and a list of all attempts made to raise the required fee from outside sources, such as a loan denial

4. Are you requesting a waiver of the application fee because of financial hardship?

Yes No

Amount Due

13. MCO Consent




rim -

Required Fields ( % )

e
Aetna Better Health of KS Inc
* ¥ | Agree o
Title © * LastName © % FirstName © Middle Name @ Date -]
Doe John 111512023
Sunflower Health Plan
*v| | Agree @ o
Title © # Last Name © * First Name © Middle Name @ Date °
Doe John 11872023
United Healthcare Community Plan
* v/ | Agree o
Title © * LastName © % First Name © Middle Name @ Date o
Doe John 11512023
|

14. Agree and Submit

Click Proceed, Read the agreement, Click Agree, Click Yes for the pop-up Agreement confirmation, Click |
Accept, enter your information (name and email are required)

Click REQUEST VERIFICATION CODE

=
® © O] sem x +
€« C R ) hips//portalionap-state-ks.us
Y certty

agreement

3uch person 10 the provider fie  Message  Help Q

B-808 9% > st |2 38 hb-.

New Enroliment Verification Code

E .

Please use the following Verification code for provider, Test Location
| Accapt v
Verification Code: 0
Title © # Last Name © ® FistName © Mddie Name
L o If your application has closed or you chose “Finish Later”, this verification code will no longer be valic
To request a new code:
Canmeats

1. Return to the main menu

2. Select “Resume Enroliment”™

3. Enter the ATN & Password

4. Click on "Agreements” at the top of the page and click "Request Verlfication Code”

1 you are not the intended reciplent, please contact the sender and destroy all coples and the origins
* Vorification Email ID

message.

1f you have any questions, please contact KMAP Provider Enoliment at 1-800-933.6593.

Sinceroly,
é Check yout emad and enter the code immedsalely before
you leave the appication p nthe p Kansas Medical Assistance Program
DO NOT NAVIGATE AWAY FROM PAGE : 2
Once you fecene the code i the emai, please enter the venfication coos and click Submit
REQUEST VERIFICATION CODE Vurification Code Subeméssion Date 11152023

S— T

You will get an email with the Verification code, enter the code in the Verification Code and Click
Submit. Click YES on the Alert Window.




You will receive a Confirmation page

Gainwell 1echnologies Medicala

gaunwell ‘Medicaid Management Soitions
Contact Us
A ) vew Submit
[ Punt @
Congratulations! You have successfully submitted your provider enrollment application. Please reference the tracking number below for all inquiries related to this application.
Tracking Number 7923540668
Coversheet

Sincersly
State Medical Assistance Program

sppsheproductBosinueltschnologies com
‘ontac! us. 1-800-399-9999

© 2023 Gainwed Technclogies. Allnghts reserved

P
s

'
Kansas Medical Assistance Program anCare
Topdo KS UM  Commier Line s 30 NGs0es  [7om the office of the Fiscal Agent

Kansas Medical Assistance Program i

Office of the Fiscal Agent Tracking #: 7923540668 G i o
P.0. BOX 3571

Topeka, KS 66601-3571

Contact :

John Doe

6500 SE FORBES AVE

TOPEKA, Kansas

United States 66619-1446

Enroliment form for the following provider:

John Doe
Test Location

6500 SE FORBES AVE
TOPEKA, Kansas
UNITED STATES-666191446

Listed below are the additional attachments necessary to successfully complete your enroliment as a KMAP
provider. The information listed below must be sent along with your printed application cover sheet.
Please include this letter as your cover sheet.

* Section 12 Attestation/Consent and Release Form
* Federal W-9 Form
* Hospital License

* Approval Letter from the Kansas Department for Aging and Disability Services.




You will also receive a confirmation email
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New Enroliment Complete Notification - Message (HTML)

File Message  Help Q Tell me what you want to do

New Enrollment Complete Notification

To © 408 PM

‘ Kansas-Provider-Enroliment@gainwelltechnologies.com

Retention Policy 3 Year Delete (Entire Mailbox) (3 years) Expires 11/14/2026

@ If there are problems with how this message is displayed, click here to view it in a web browser.

Congratulations! You have successfully completed your provider enroliment application
with the Kansas Medical Assistance Program. Below is your tracking number that has !
been associated with your enrollment application.

Tracking Number:
Password; ***#iin

Download the coversheet and remit it with the following, as appropriate:

- Required documentation that you indicated would be submitted by mail
- The application fee, if one is owed. Payment must be made by bank-certified check or
money order, payable to Kansas Medicaid.

https://portal.kmap-state-ks.us/ProviderEnrollment/EnrollmentStatu

We cannot process your application until all documentation and fee payment (if
required) has been received.

Kansas Medical Assistance Program
Provider Enroliment
Contact us: 1-800-933-6593

Application will be processed once received.

NOTE: After the application is submitted — you might be invited by Gainwell to make corrections and/or
submit additional documentation. Please watch your email for those to ensure the application does not
expire ( Submitted application will expire in 90 days)



