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CHANGE OF OPERATOR (PROVIDER)

Introduction

This document discusses the steps and functions of initiating a Change of Operator (CHOP) in PNM.
In the overall process, files will be initiated by the Exiting Provider when a Change of Operator is
requested. Once the Change of Operator (CHOP) is initiated by the Exiting Provider, the Entering
Provider will complete a new enroliment application.

The Entering
Provider begins
a new

Exiting Provider
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Initial Login to PNM

In this section of the user manual we will review the initial steps of logging into PNM. All users will log into the
PNM system by using IOP (Innovate Ohio Platform).

Step 1: Visit the PNM web addess: https://ohpnm.omes.maximus.com/OH_PNM_PRD/Account/Login.aspx

Step 2: Enter the User ID and click ‘Next’
Step 3: Click ‘Go to IOP’

Login

Please enter your User ID

Don't have an Account? Click here Forgot User ID?

Latest News
§ When creating a new account, you will be required to create an OH|ID.
L

OHJID s a secured web portal designed for Ohioans to access information and conduct business with a vanety of state agencies, including Medicaid, all in
one place.

Why use OH|ID?

In terms of digital identity and cybersecunity, OH|ID is Best-of-Breed. It meets all federal and state digital secunity guidelines and is regularly audited to ensure your data and
personal information remain private and secured

OH|ID is powered by the InnovateOhio Platform, a key component of Governor Mike DeWine and Lt Governor Jon Husted's InnovateChia vision fo improve citizen
interactions with the state by making them more dynamic, data-driven, and customer-centered.

Be sure to register your OHJID account with non-work email address. Your OH|ID account is your personal account and will remain yo Logl n

the future
QDM Trading Partners, Click here Please enter your User ID
e Go to lOP
Don't have an Account? Click here Forgot User ID?

Latest News
§ When creating a new account, you will be required to create an OH|ID.
L)

.- JHIID is a secured web portal designed for Ohioans to access information and conduct business with a variety of state agencies, including Medicaid, all in

onep

Why use OH|ID?

In terms of digital identity and cybersecurity, OH|ID is Best-of-Breed. It meets all federal and state digital security guidelines and is regularly audited to ensure your data and
personal information remain private and secured

QOHIID is powered by the InnovateOhio Platform, a key component of Governor Mike DeWine and Lt. Governor Jon Husted's InnovateOhio vision to improve citizen
interactions with the state by making them more dynamic, data-driven, and customer-centered.

Be sure to register your OH|ID account with non-work email address. Your OH|ID account is your personal account and will remain yours, regardless of where you work in
the future:

(ODM Trading Partners, Click here
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Step 4: The system will prompt you to enter your username and password on the IOP login screen illustrated
below

& OH|ID

Ohio's Digital Identity. One State. One Account.

Register once, use across many State of Ohio websites

C Create Account )

Logln

e OH|ID

Password =

Forgot OH|ID? | Forgot password?

Whoever knowingly, or intentionally accesses a computer or computer system without authorization or exceeds the
access o which that person is authorized, and by means of such access, obtains, alters, damages, destroys, or
discloses information, or prevents authorized use of the information operated by the State of Ohio, shall be subject to

Step 5: The next screen such penalties allowed by law Al activities on this system may be recorded and/or monitored Individuals using this

) . system expressly consent to such monitoring and evidence of possible misconduct or abuse may be provided to
will allow you to Accept appropriate officials. Users who access this system consent to the provisions of confidentiality of the information being
the Terms’ to log into the accessed, but have no expectation of privacy while using this system.
PNM system by clicking

In the event that an unauthorized user is able to access information to which they are not entitled, the user should
the terms box immediately contact the site administrator

6 O Yes, | have read the agreement
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Initiating a CHOP (Exiting Proivder)
This section demonstrates the CHOP (Change of Operator) process when initiated by the Exiting Provider.

Step 1: From the list of providers on the Homepage/Dashboard, click on the link under Reg ID or Provider for
the provider that will be the ‘Exiting Provider’ for the CHOP

Ohio * Provider Network Management  Medicaid Home  Learning Contact  Fee Schedule ‘.tlainingplwidel OLogum

New Provider 7

| a ‘g
N e DD Contract DD Facility < v Revalidation Due
Pravider Type NPI Medicaid ID Locatic Submit Dat:
} i - w : - gt
¥ T T T T

[ I Tl A Al T 3 | T
480143 Training Nursing  Complete NURSING { || Dual Certified 43231-7605  09/21/ 09/20/24 09721124
Eacility FACILITY Skilled Nursing
Facility
490144 TheresaTraner  Submitied Physical [ | Physical 43085 - 4706 08/20/21
Therapist, Therapy
Individual
460193 Traiin g Complete NURSING ] Dual Certied 43231-7605 0924121 0924724 0024124
i FACILITY Skilled Nursing
Manage Frovider F&Ciﬁw
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Step 2: On the Provider Management Home page, under the Manage Application section, click the ‘+’ icon to
expand the Enrollment Actions

Provider Management Home

Registration Information

Provider Name Medicaid ID Effective Date Revalidation Due Date Term Date
Training Nursing Facility Two 0000053 08/15/2022 08/15/2025

Manage Application

Enroliment Actions e + Enrollment Action Selections:

Programs + Program Selections:

Self Service + Self Service Selections:

Step 3: Under the Enroliment Actions, click the hyperlink labeled ‘Initiate CHOP’

Manage Application

Enrollment Actions _ Enroliment Action Selections:
Begin ODM Enroliment Profile Update
Add ODA Services
Edit Key Provider Identifiers
Request Disenroliment
Initiate CHOP

Submit 90 Day Closure

Step 4: A pop-up appears requesting a 45-day notice. Click ‘Choose File’ to locate the document on your
computer. Once located, select the document, and click ‘Open.” When the file has been selected, click
‘Upload.’

Initiate 45 Days Notice
Choose File |No file chosen

Initiate 45 Days Notice
Choose File | Notice.pdf

o =N

Uploading the ‘45 Days Notice’ begins the CHOP process. PNM will —
display a message stating that the CHOP has been initiated. CHOP has been initiated. i
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Entering a New Provider (Entering Provider)

Now the Entering Provider needs to provide their records to continue the CHOP process. This section
demonstrates the entering of the new Provider.

Step 1: From the Homepage/Dashboard, click ‘New Provider?’ to begin a new application.

Ohio A  Provider Network Management  Medicaid Home Learning Contact  Fee Schedule .lilainingprovidel (0] Log out
m Pending Agent Requests | Account Administration New Provider 7

| Facilif i
T T All T T T T T T

All All T T
460143 Training Nursing Complete NURSING - Dual Certified 43231 - 7605 08721721 09720021 00121724
Eacilty FACILITY Skilled Mursing
0 Facility
L
400144 Theresa Traner  Submitted Physical [ Physical 43085 - 4706 00/20/24
Therapist, Therapy
Individual
400193 Training Nursing Complete NURSING - Dual Certified 43231 - 7605 09/24121 09724121 00124724
FEacility 92421 FACILITY Skilled Nursing
Facility

Step 2: Under Application Type, click ‘Select’ for the Change of Operator option

“Please note that you have 10 days to complete your application. After 10 days, your information will be removed and
you will have to re-start the process from the beginning of the application.”

Standard application Ordering, Referring, Prescribing Change of Operator MCP Single Case
Use this application if you are applying to Use this application if you are applying solely for Use this option if you want lo initiate a Change Use this application if you are entering into a
become a new individual, group, facility, or the purpose of Ordenng, Referring or of Operator for Skilled Nursing Facility or Single Case agreement with a Managed Care
institutional provider to provide fee-for-service Prescnbing Intermediate Care Facility for individuals with Plan
for the State Medicaid program intellectual disabilities

Click here for more application types

Step 3: Click ‘Facility/Institution’

Application Type Change of Operator Change

e Facility/Institution
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Step 4: On the Key ldentifiers page, fill out the required fields and click ‘Save’

Application Type

Category*

Provider Type*

Name of Business Entity*
Exiting Provider Medicaid ID
Exiting Provider NPI

Exiting Provider Name

Tax ID Type*
Tax ID*

NPI*
Requested Effective Date*

Zip Code*
Zip Code Extension*

Change of Operator

Facility/Institution

86 - NURSING FACILITY v
Training Nursing Facility New

0000053

1972517738

Training Nursing Facility Two
Business Name as it appears on your IRS Assignment |efter

@EIN OSSN
181164991
1811649916
8/15/2022
43231
7605

Change

Change

Step 5: Select a Taxonomy from the drop-down menu and click ‘Save’ again.

Taxonomy is required

Application Type

Category*

Provider Type*

Name of Business Entity*
Exiting Provider Medicaid ID
Exiting Provider NPI

Exiting Provider Name

Tax ID Type*

Tax ID*

NP

Requested Effective Date*
Zip Code*

Zip Code Extension*

Taxonomy*

Change of Operator

Facility/Insfitution

86 - NURSING FACILITY v
Training Nursing Facility New

0000053

1972517738

Training Nursing Facility Two
Business Name as it appears on your IRS Assignment letter

@EIN OSSN

181164991

1811649916

8/15/2022

4321

7605

Nursing Facility/Intermediate Care Facility (313M00000X)  ~

o ERK=3
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Step 6: Fill all the necessary fields on the application and click ‘Next’ at the top of the page. Begin with

completing the Provider Information section.

Provider Information
This s a required section.

Name of Business Entity*
DBA*

Practice Type*
Ownership Type*

Tax ID*

NPI

NPI Start Date

Provider Type*
Revalidation Date
Enrollment Status

Enrollment Status Reason

ERrIa

Training Test Nursing Facility bd

176085664

1760856645

1111672015

86 - NURSING FACILITY v @
Not Set Yet

Not Set Yet

Not Set Yet

Step 7: Fill all the necessary fields for Primary Contact on the application and click ‘Next’ at the top of the page

Primary Contact Information
This is a required section.

KN E

Name*  Tom Trainer
The pmary
Title
Address 1* 2400 Corporate Exchange Drive
Address 2
City*  Columbus
State* OH v
County v
Zipt 43231
ﬂ Ext Zip
Phone Number 1*  (614) 5554321
Phone Ext 1
O Yes @ NO indosie this 53 cell phose  you wish to receies text message
‘Standard text messaging and data rates may apoly
Phone Number 2
Phone Ext 2
OYes @NO jnsererm
‘Standard text messaging and data rates may 8pply
Fax Number 1
Fax Number 2
Email Address 1*  trainer@trainingfacility com
Email Address 2
Office Manager
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Step 8: If you want, enter Credentialing Contact information, and click ‘Next.” If you want to skip this section,
click ‘Next’ before entering information

Add Contact
Ma records found
(8

*Contact Name

*Practice Name

*Contact Phone No
Contact Phone Extension
Contact Fax No

*Contact Email

Step 9: Enter the Primary Service Address details and click ‘Next’

Note: The Primary Service location address information is the same as the information for the Exiting Provider
and cannot be changed by the Provider. It is greyed out.

This is a required section.

Organization Name*  Training Nursing Facility New
Primary Service Address* 2400 CORPORATE EXCHANGE DR
Address 2
City'  COLUMBUS
State* OH -
County v
Zipt 43231
ExtZip* 7605
Phone Number 1*  (614) 555-4321
Phone Ext 1
Phone Number 2
Phone Ext 2
Fax Number 1
Fax Number 2

Contact Name

Email Address 1*  trainer@newnursing com

10
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Step 10: Enter the Billing & Payment Address details and click ‘Next.’ If the address is the same as the
Practice Location (Primary Service Address) you can check the box at the top of the page

Billing & Payment Address
This is a required section.

Same as Practice Location

Address Type

O Individual ® Organization

Organization Name*  Training Test Nursing Facility

Title

Address 1" 2400 CORPORATE EXCHANGE DR

Address 2

City*  COLUMBUS

State®  OH
i County  Franklin County
Zipt 43231
ExtZip* 7605

Phone Number 1*  (514) 555-4321

Phone Ext 1

Phone Number 2

Phone Ext 2

Fax Number 1

Fax Number 2

Contact Name

Email Address 1*  trainer@trainingfacility. com

N

Step 11: Enter the Correspondence Address details and click ‘Next.’ If the address is the same as the Practice
Location (Primary Service Address) you can check the box at the top of the page

Correspondence Address
This is a required section

Same as Practice Location
Address Type
Organization Name*
Address 1*
Address 2
City*
State*
County
— ]
7 Ext Zip*
Phone Number 1*
Phone Ext 1
Phone Number 2
Phone Ext 2
Fax Number 1
Fax Number 2
Contact Name

Email Address 1*

O Individual ® Organization

Training Test Nursing Facility
2400 CORPORATE EXCHANGE DR

COLUMBUS
OH

Franklin County
43231

7605

(614) 555-4321

trainer@trainingfacility.com

e oo [ | s

11
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Step 12: Enter the 1099 Address details and click ‘Next.’ If the address is the same as the Practice Location
(Primary Service Address) you can check the box at the top of the page

This is a required section g

Same as Practice Location
Address Type O Individual @ Organization
Organization Name*  Training Test Nursing Facility
Address 1* 2400 CORPORATE EXCHANGE DR

Address 2
City*  COLUMBUS
State* OH v
County  Franklin County v
Pp—aly Zp 41
ExtZip" 7605

Phone Number 1*  (614) 555-4321
Phone Ext 1
Phone Number 2
Phone Ext 2
Fax Number 1

Email Address 1*  trainer@trainingfacility com
IRS Tax Type SSN © FEIN
IRS Tax ID 176085664
Tax Exempt OYes ®No

W9 Form OYes ®No

Form 147 OYes ®No
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Step 13: Enter the Home Office Address details and click ‘Next.’ If the address is the same as the Practice
Location (Primary Service Address) you can check the box at the top of the page

Home Office Address m

This is a required section

Same as Practice Location
Address Type O Individual @ Organization

Organization Name*  Training Test Nursing Facility
Title
Address 1* 2400 CORPORATE EXCHANGE DR
Address 2

City"  COLUMBUS

State*  OH v

A County  Franklin County v
zipt 43231
ExtZip® 7605

Phone Number 1*  (614) 555-4321
Phone Ext 1
Phone Number 2
Phone Ext 2
Fax Number 1
Fax Number 2

Contact Name

Email Address 1*  trainer@trainingfacility. com

13
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Step 14: Click the ‘Add New’ button to add the Long-Term Care Address(es). If the address is the same as the
Practice Location (Primary Service Address) you can check the box at the top of the page. Make sure toe
select the location type from the drop-down menu.

This is a required section

No records found.
Same as Practice Location
Location Type*  Facility Address i
Address Type Individual ~ Organization
Organization Name*  Training Test Nursing Fagility
Address 1* 2400 CORPORATE EXCHANGE DR
Address 2
- City* COLUMBUS
State* OH v
County .
Zip" 4321
ExtZip* 7605
Phone Number1*  (614) 555-4321
Phone Ext 1
Phone Number 2
Phone Ext 2
Fax Number 1
Fax Number 2
Contact Name

Email Address 1*  trainer@irainingfacility.com

Step 15: Add new Specialties by clicking ‘Add New’ button, enter the details and then click ‘Next’ to continue

This is a required section.

Primary Specialties are not editable by provider after application submission @

Add New
W History

Specialty* v

=1 Start Date* | 8/16/2022

End Date 12/31/2299

14
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Step 16: Add additional taxonomies if relevant by clicking ‘Add New’ then enter the details and click on ‘Next’
to continue

Specialties El 4 K3

This is a required section.

Primary Specialties are not editable by provider after application submission. @
e S S S
870 Medicaid Only Nursing Facility Yes 05/16/2022 12/31/2299 INACTIVE

Step 17: Add an out of state Medicare number and/or Medicaid number by clicking the corresponding ‘Add
New’ button. Enter the details and then click ‘Next’ to continue

Note: If Medicare Enroliment Status is in process, then upload the Medicare Enrollment Certificate.

This is not a required section. To skip this section click on Next button.

Medicare Number @

No records found

Medicaid @
No Other State Medicaid Number found

15
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Step 18: Answer the question at the top of the page with either ‘Yes’ or ‘No.’

If ‘No’ is answered, click ‘Next’ to proceed.

If ‘Yes’ is answered, indicate which MCP(s) you wish to indicate interest in contracting with. Click ‘Next’ to
proceed

MCP Affiation NN EE N
This 1 not a required section. To skip this section click on Next button

Are you interested in contracting with any of the Ohio Medicaid Managed Care Plans? @ ®Yes ONo

Indicate your interested in possible participation with one or more Ohio Medicaid Managed Care Plans
J AmeriHealth Caritas
O Anthem Blue Cross
J Aetna
[JBuckeye
O CareSource
[JHumana
O Molina
O United Health Care

Please Note: This indication does not ensure a contract with the Ohio Medicaid Managed Care Plans. Providers must still go thru the plan’s contracting process, if
. applicable

Confirmed MCP Affiliations

m Start Date End Date Provider Type Tracking Number MITS Specialty

No MCP affiliations found.

16
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Step 19: Answer the question at the top of the page for Nursing Facility Ventilator with either “Yes’ or ‘No.’
If ‘No’ is selected, click ‘Next to proceed.

If ‘Yes’ is selected, then additional questions must be answered, and this will add additional specialties to the
entering provider’s record. Click ‘Save’ to continue

Nursing Facility Ventilator

This is a required section

Are you applying as a new nursing facility ventilator provider? ONo @ Yes @

Ventilator Questions
Ventilators are connected to emergency outlets connecled to a backup generator in an amount sufficient to meet the needs of ventilator dependent individuals.

ONo OYes

Respiralory care professional (RCP) is on-site at least 5 hours per week

ONo O Yes

Registered Nurse (RN) with 1-year experience working with ventilator dependent individuals is in the facility at least 5 hours per week
ONo ©OYes

If ordered by a physician, initial therapy assessments can be done within 48 hours of receipt of order.

ONo OYes

If ordered by a physician, therapy is available for up to 2 hours per day, 6 days per week for each ventilator dependent individual

ONo O Yes

Stat laboratory services are available 24 hours per day, 7 days per week with results within 4 hours

ONo OYes

For new admissions, pain medications can be administered within two hours from receipt of physician order.

ONo OYes

Has not been a special focus facility in past 6 months.

ONo O Yes

Weaning Questions

Aweaning protocol is in place established by a physician trained in pulmonary medicine who is available by phone 24 hours per day 7 days per week while weaning
services are provided

ONo OYes

Arespiratory care professional (RGP) with training in basic life support is on-site 8 hours per day 7 days per week and available by phone during the remaining hours of
the day while weaning services are provided

ONo O Yes

ARegistered Nurse (RN) with training in basic life support is on-site 24 hours per day 7 days per week while weaning services are provided

ONo OYes

Step 20: A message pop-up appears. Click ‘OK’ to approve additional specialties

Your facility is approved for the Nursing Facility Chronic Ventilator Program effective 82412021 1:09:04 PM

Your facility is approved for the Nursing Facility Weaning Program effective 972472021 1:09:04 PM
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Step 21: Complete the W9 form page by selecting the appropriate category, indicating the form you are
uploading, and upload the form under the Required Document heading. Click ‘Next’ to proceed

This is a required section

Information from the Identification page displayed below. @
Corrections to this information must be made in Organization/Individual Identification and Primary Contact sections of the Identification page.

Legal Business Name:  Training Nursing Facility New

EIN: 181164991
Select the most appropriate category below:

© Individual/sole proprietor of single-member LLC
@ C Corporation

S Corporation

Parinership

Trust/Estate

Limited Liability C Corporation
Limited Liability S Corporation
Limited Liability Partnership
Other

(0]
o]
o]
(0]
o]
o]
(0]
®

Indicate the form you are uploading
®@W9

O Form 147

** Please visit https:/www.irs gov/forms-pubs/about-form-w-9 to obtain a copy of the W9 with instructions.

Required Document

@ W9_54.pdf Download — Remove

18
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Step 22: On the EFT Banking Information page, answer the question at the top of the page with either ‘Yes’ or
‘No.’

If ‘No’ is answered, click ‘Next’ to proceed

If ‘Yes’ is answered, information needs to be added under the Banking Information and EFT Contact sections.
To provider this information, click ‘Add New’ under each section.

When all information has been entered, click ‘Next’ to proceed

EFT Banking Information mm

This is not a required section. To skip this section click on Next button

Do you expect to receive payments directly from the State Medicaid Program (For example: Fee-for-Service Claims, Medicare Crossover Claims,
Supplemental Pool Payments, Electronic Health Records Payments, etc.) as opposed to only payments from the Managed Care Contractors?

@Yes ONo

Instructions

READ INSTRUCTIONS BEFORE COMPLETING

« Electronic Fund Transfer (EFT) enrollment is required for a provider to enroll with the State Medicaid Program.

« Medicaid providers must submit this form to receive payment via EFT (Electronic Fund Transfer). It is also the responsibility of the Medicaid provider to ensure
this information is updated, as necessary

« The State Medicaid Program transmits the EFT wia the NACHA standard CCD + format.

« Itis the responsibility of the Provider to contact their financial institution to request the receipt of all data contained within the ACH information field (including
the RTN Reassociation Trace Number) of the CCD + Addenda Record. This Trace Number uniquely identifies the transaction set and aids in reassociating
payments and remittance advices.

O Check here if the bank is outside of the United States. Per 1902(a)(80) of the Social Security Act, the State shall not provide any payment to any financial
.. institution or entity located outside the United States

Please enter your banking information below.
Banking Information

No banking information found.

2 em

EFT Contact
No EFT contact found
(22)
Confirm

By selecting the confirmation box below, the submitting individual is attesting and acknowledging on behalf of the Medicaid Provider listed above that
« He orshe s authorized to complete and submit this Enrollment Form
« The information provided is accurate and true.

1 confirm the information provided is true and accurate.

19
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Step 23: On the Application Fee page, select to pay the fee via credit card or request a waiver of the
application fee by selecting the appropriate button.

If paying by credit card, click ‘Select Payment’ and enter your credit card information.

If requesting a fee waiver, select the waiver reason from the drop-down menu, enter comments, and upload ad

proof of payment document

When all details are entered, click ‘Next’

Application Fee [ swe | Gancol | Provious | next |

This is a required section

Application Fee

All prospective, re-enrolling, and reactivating institutional providers are required to pay an application fee. You may request a waiver of the fee if you are already
enrolled in Medicare and have already paid the application fee to Medicare. You may also request a waiver of the fee if you have paid the fee lo another State
Medicaid program. The current amount of the fee is $535.00

You may also request a waiver of the fee if you have paid within the past 5 years
Fee Amount  $595.00

Fee Status  Pending

Payment Type O Credit Card
@ © Request Waiver of Application Fee

B e Please note your Registration 1D on the check
Amount* §595 00

Waiver Reason -

Comments Y

Fee Payment History

No payment information found.

Step 24: Enter the Owner Information. Scroll down and expand the ‘Owner, Managing Employee and
Controlling Interest Information’ by clicking the ‘+’ icon

the Provider Person or Provider Entity has direct or indirect ownership or control interest of 5 percent or more.

b. List whether any of the persons named in |i(a) is related to another as a spouse, parent, child or sibling; and

¢. List the name, address and TIN of any other Prosider Enfity in which a Person with an Ownership or Control Interast in the Provider Entity also has an Ownarship or Conlrol Interest:
42 CFR. §455.104

ITEM I

a. AProvider Entity must list the name, address, DOB, SN and TIN for any Subcontractor with whorn the Provider Entity has had singular business transactions totaling more than
§25,000 during the 12-month period ending on the date of the request; and

b. AProvider Entity must list any significant business transactions between the Provider Entity and any Subcontractor or Wholly Owned Supplier during the 5-year period ending on the
date of the request. 42 CF R §455.105

ITEM IV (if you are a sole Provider you will fill out both parts of this item —

4) i about your employees

b) is about yourself

. If you are filing out this form for Purpose 1 {1.e. on behalf of the Provider Entity) please list the following:

1. List the name, home address, DOB and SSN of each Person with an Ownership or Control Interest in the Provider Enlity or is an Agent or Managing Employee of the Provider Enfity;
2 Pilgase list the name, home address, DOB and SSN of each Person with an Ownership or Control Interest in the Provider Entity that has been convicted of a criminal ofiense related to
that person’s involvement in any program under Medicare, Medicaid or the titke XX services program since the inception of those programs. 42 C.F.R. §455.108 Provider Entities shall
search the List of Excluded Individuals/Enfities (LEIE) each month for the names of the Providers Entities” employees and contractors.

b. If you are filling cut this form for Purpose 2 (i.e. enroliment of a Provider Person) please fill ot this section providing information only about yourself.

Signature: If this form is being completed for a Provider Enfity, the signature below MUST be the written signature of a Responsible Party for the business. If the form is being filled out
for a Provider Persen the person must sign the form,

+ Definitions & Requirements
@ * Owner, Managing Employee and Controlling Interest Information
+ Real Estate Owners

+ Additional Disclosure

+ Questions

20
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Step 25: Click ‘Add New’

IR N U7 FRUESSL. %2 L. 49T, U3

ITEM IV (if you are a sole Provider you will fill out both parts of this sem —

3) is about your employees

b) is about yourself

. If you are filling out this form for Purpose 1 (i.e. on behalf of the Provider Entity) please list the following:

1. List the name, home address, DOE and SSN of each Person with an Ownership or Control Interest in the Provider Entity or is an Agent or Managing Employee of the Provider Enfity,
2. Please list the name, home address, DOB and S3N of each Person with an Ownership or Control Interest in the Provider Entity that has been convicted of a criminal offense related to
that person's involvement in any program under Medicare, Medicaid or the fitle XX services program since the incepbon of those programs. 42 C.F.R. §455.106 Provider Entiies shall

search the List of Excluded Individuals/Entities (LEIE) each month for the names of the Providers Entilies’ smployees and contractors.
b. If you are filling out this form for Purpose 2 (i.e. enroliment of a Prowder Person) please fill out this section providing information only about yourself

Signature: If this form is being completed for a Provider Enfity, below MUST be the wri ofa Party for the business_ If the form is being filled out

for a Provider Person the person must sign the form

+ Definitions & Requirements.

- Owner, Managing Employee and Controlling Interest Information

No owner information found.

List the name, home address (no P.O. Box addresses), Dale of Birth (D0B), Social Security Number (SSN) and percentage owned for each person with a direct or indirect ownership
or control inferest of 5 percent or more in the provider entity. In addition, list the same information for any subconfractor in which the provider enfity has direct or indirect ownership or
control interest of 5 percent or mare. If you are an individual AND you are a solo practiioner and you own 100 percent of your practice then you would just list yourself as 100%

owner.

Step 26: Fill owner’s information and click ‘Save’

e

QTN IUTIIGE S WL 0L BIT NENIG; SUMITI0, LD, SO0 IR Y R Ol SULAA U A W WIRATT UG NI CEL 100 [

@ Owner Type* {Indluidi.lal

Qwner Title N ~

Affiliation Type -
Address 1*
Address 2
City*

State* -

County w~
Zip*

Percentage of Ownership*

Owner End Date  12/31/2209

29

c

-
6 Thank you for your|
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CHANGE OF OPERATOR (PROVIDER)

Step 27: Expand the ‘Questions’ section by clicking the ‘+’ icon and answer additional questions. Then click
‘Next’

Note: If ‘Yes’ is answered to a question, additional details need to be provided

- Questions

@ | Are any of the above mentioned persons related to one another as a spouse, parent, child, or sibling?
O Yes

® No

E_Does any person who has an ownership or control interest in this provider entity also have an ownership or control interest with another provider enfity?
O Yes

® No

iHa\re you or any individuals or organizations hawing a direct or indirect ownership or controlling interest of 5 percent or more in the professional association or practice,
| any managing employees or other employees been indicted or convicted of a criminal offense related to the involvement of such persons. or organizations in any of the
iprograms established by Tithes XV1II, XIX, or XX?

O Yes

® No

| Have you as the Provider, or any Owner, Authorized Agent, Associate, Manager, Employee, Directors; or Officers of the Institution, Agency, Organization, or Practice ever
| been indiicled or convicted of a violation of State or Federal Law?

O Yes

® No

Step 28: On the Required Documents page, scroll down to locate any required documents Upload documents

by clicking ‘Browse.” Once all documents have been uploaded, click ‘Next’

Uploaded Documents

Please note that you will not be able to delete uploaded documents once your application has been submitted

No uploaded documents found.

Choose File | No file chosen
Name lksa j ricci
Description

Required Document

(ODM 03620 ODM 03620
@ SitevisitPhote.png_13.png Download  Remove

Real Estate Documents Real £

SiteViaitChecklist_10.pdf Doanload  Hemows

Required Documents (490207) m m m
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CHANGE OF OPERATOR (PROVIDER)

Step 29: Enter Change of Operator information, which could include the following:

CHOP Type
Purchase Price

Sub-lease Amount

Total Annual Master Lease Amount

Effective Date of CHOP

When information has been entered, click ‘Next’

Change of Operator Information
This is a required section

El K3

Change of Operator Information

CHOPType  SALE OR TRANSFER OF OWNERSHIP INTEREST v
@ Exiting Operator Medicaid ID 0000053
Purchase Price | §545,000.00
Sub-lease Amount  $0.00
Total Initial Annual Master Lease Amount  §0.00

Effective Date of CHOP  8/12/2022

Step 30: On the Agreements page, agree to the terms by marking the checkboxes as checked

> G PTG > > & =0

‘W8 Form* Application Fee* ‘Owner information® Required Documents* Change of Operator Information* Agleemenh

Nursing Facility Ventilator*

Agreements
This 1s a required secticn

50

Jump To: Provider Information

Generate PDF
C o RS

Ohio Medicaid Provider Agreement

Note: The Provider Agreement in the scroll box must be read and responded to in its entirety before proceeding to the next step.
A TZILTE 10 CNECK TS DOX SN2l D8 TAXEN DY UM 10 MEEN At YOu WAIVE YOUr NgNTS [0 a rEMroactive PEnca oF MONTNS ProT (0 e Gale ULIM apRoves your Sppicanion. 1Mis agreement IS

limited to 5 years from the effective date.

If you mo&t this provision, please check this box

Long Term Care Facility (LTCF) Agreement

Certification Status / Agreement Period The following terms of this agreement are contingent upon continued certification by the Secretary of the U.S. Department of Health and Human
Services, or the Ohio Department of Health, which is the stale survey agency.
Department Reaponsibilities This provider agreement is 3 conlract between the Ohio Dapartment of Medicaid (ODM) and the undersigned provider of Medicaid senices. ODM shall make -

Provider Agreement Attestation

|| | have read the cantents of this application, and the information contained herein is true, comect and complets. | agree to notify Ghio Mecicaid of any future chanaes to the
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CHANGE OF OPERATOR (PROVIDER)

Step 31: Fill Provider Agreement Signature fields and click ‘Save’

Provider Agreement Signature

Name of Person Attesting*: Tom Trainer v

Provider Name: Training Test Nursing Facility

9 I

User ID: provadmin

Step 32: Click ‘Submit for Review’ at the top of the screen

Jump To: Provider Information
Nanlng Facility Ventilator' ‘W8 Form* Application Fee* ownll Information* anuind Documents* Change ofopnmr Information* Agmmenu‘

32
Agrasments B T T
This is a required section

Ohio Medicaid Provider Agreement

Note: The Provider Agreement in the scroll box must be read and responded to in its entirety before proceeding to the next step.
Ail Providers must read the statements below and agree fo the ferms
Executive Order 2007-018 Agreement
In acoordance with Executive Order 2007-018, Vendor or Grantae, by signature on this document, certifies: (1) it has reviewed and understands Executive Order 2007-018, (2) has reviewed
and understands the Ohio ethics and conflict of interest laws, and (3) will take no action inconsistent with those laws and this order, The Viendor or Granlee understands that failure to comply

with Executive Order 2007-048 is, in itself, grounds for termination of this contract or grant and may resull in the loss ofolhnrmﬂm:is or grants with the State of Ohio. A copy of the
Executive Order can be found on our website at: hiip-imedicaid ohio gewPROVIDE aspx

False Statement Agreement
Whoever knowingly and willfully makes, or causes 1o be made, a false stalement or representation on fhis statement, may be prosecuted under applicable federal or siale laws. In addition, if a
persan knowingly and willfully fails to fully and accurately disclose the information requested Ohio Department of Medicaid may deny the request to participate or, if the entity already
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CHANGE OF OPERATOR (PROVIDER)

Step 33: Return to the homepage to view that the Provider has been submitted.

a Ohio A Provider Network Management  Medicaid Home  Leaming  Contact  Fee Schedule A trainingprovider ) Log out -
£ Loading..

= | | z DD Contract DD Facility " Revalidation Due
pe i petecie [ A MMW O
T T Al Al T v All T T T T T ¥

490143 Training Nursing Complete NURSING [ | Dual Certfied 43231-7605 092121 09120121 09121124
Eacilty FACILITY Skiled Nursing
Facility
60144 Theresa Trainer  Submited Physical [ | Bhysical 43085 - 4706 09720121
Therapist, Therapy
Individual
400193 Training Nursing Complete NURSING [ | Dual Certfied 43231-7605  oodr2t 0072421 0912424
Eaciiy 92421 FACILITY Skifled Nursing
Facilty

490207 Training Nursing - Submitted NURSING Dual Certfied 43231-T605 0924121
@ Eaciity20 FACILITY Skiled Nursing

Facility




CHANGE OF OPERATOR (PROVIDER)

Confirmation of Building CHOP

Once the CHOP is completed and the new Entering Provider is approved and enrolled, you can verify that the
Exiting Provider’s building is associated with the Entering Provider. To do this, click on the Reg ID or Provider
name hyperlink on the homepage/dashboard (A).

Select Provider | Pending Agent Requests | Account Administration

e .
T |7

Al T

490143 Training Nursing Complete NURSING 1457821579 0863423
Eacilty FACILITY
400144 Theresa Tramer  Submitted Physical 1841631760
Therapist,
Individual
490193 Training Nursing Complate NURSING 1659593044 9983441
Eacility 92421 FACILITY
490207 Training Nursing  Submitted NURSING 1780044651
Eacliy 20 FACILITY

_ | . DD Contract DD Facility N 7 Revalidation Due
Provider T | net 8 Effective Date | Submit Dte
B e s e e
T All T T ¥ T T T

Dual Certified 43231 - 7605
Skilled Nursing
Facility

Physical 43085 - 4706
Therapy

Dual Certified 43231 - 7605
Skilled Nursing
Facility

Dual Certified 43231 - 7605
Skilled Nursing
Facility

New Provider ?

09021124

09724124

On the Provider Management Home page, expand the Self Service section by clicking the ‘+’ icon. Click ‘View

Provider File’ (B).

Self Service

_ Self Service Selections:

(2) View Provider File

Provider Correspondence

Remittance Advice
Recipient Eligibility
Claims

Prior Authorization

Cost Reports and Rate Setting

Hospice

Payment Innovation Reports

Attachments

26



CHANGE OF OPERATOR (PROVIDER)

You can find the Building Medicaid ID by searching for the Entering Provider- in the header information (C).

-
Ohlo * Provider Network Management ~ Medicaid Home  Leaming Contact  Fee Schedule llisachop (')Logotll

Provider Name Medicaid ID NPI

Provider Type  NURSING FACILITY Risk Level  Limited Effective Date  08/18/2021
Application Type  Change of Operator Enroliment Type  New Revalidation Date ~ 08/18/2024
Application Status  Complete

Enrollment Status  ACTIVE Reason Code ACTIVE

C Building Medicaid ID 175117541

Jump To: Provider Information

O > @D =-> @ o> = O =

Provider Information* Primary Contact Information* Credentialing Contact Office Information Primary Service Address* Billing & Payment Address*
4 »
Generate PDF
Provider Information m
Name of Business Entity* Golden Girls Villa ~

DBA* GGV
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