INSTRUCTIONS FOR COMPLETING THE
IOWA MEDICAID HCBS WAIVER PROVIDER APPLICATION FORM

I.  GENERAL SECTION

1
National Provider Identifier. Complete this section only if you are a current Iowa Medicaid Provider. Enter the National Provider Identifier (NPI) for the provider. If you do not have an NPI, enter your ten-digit Iowa Medicaid Provider number (starting with “X00….).

2-7
Enter the location information for the provider.

8-9
County Name and Number.  Enter the name and number of the county of residence (if out of state – enter the name and number of the county served).

10
Telephone Number.  Enter area code and phone number.

11
Cellular Telephone Number.  Enter area code and phone number, if available.

12
Fax.  Enter area code and fax number, if available.

13
E-mail Address.  Enter e-mail address, if available.  By providing us with your e-mail address, you agree that we may communicate with you by electronic mail.

14
Desired Effective Date for Enrollment.  This date cannot be retroactive before the first of the month in which the application was signed.  Providers cannot bill or be paid for service provided prior to DHS agreement to the service.

15
HCBS Waiver.  Indicate the HCBS waiver program(s) for which application is being made.  You may apply for more than one waiver type.  Waiver types marked in this question should be the same as the ones circled in question 17 (for individuals) or question 25 (for agencies and businesses).

II.  INDIVIDUAL APPLICANTS APPLYING FOR CONSUMER-DIRECTED ATTENDANT CARE

If you are applying on behalf of an agency, proceed to section III.

If you are an individual applying for services other than Consumer-Directed Attendant Care, proceed to Section III.  (This is not common!)

16
Social Security Number.  Enter your social security number here.

17
Indicate that you are applying for Consumer-Directed Attendant Care by checking the service and standard boxes.

· Individuals who apply to provide Consumer-Directed Attendant Care are required to submit proof of age and must send in a copy of either a birth certificate OR a driver’s license.  The date of birth must be clearly visible or it will not be accepted.

· All of the forms must be completed.  Individuals must fill out the W-9 form.  All taxes on income earned from providing CDAC services are the responsibility of the individual providing the service.

Note:  The CDAC provider cannot bill or be paid for service provided prior to Department of Human Service written approval of this service.  That is indicated by the case manager or DHS service worker attaching the HCBS Consumer-Directed Attendant Care Agreement, form 470-3372, to the service plan in the, AIDS/HIV, Brain Injury, Elderly, Ill and Handicapped, Mental Retardation and Physical Disability waivers.  Any payments made prior to the case manager or DHS service worker written approval of this service are fraud, and referrals for recovery and prosecution of this federal offense will be made.

18
Signature.  Original signature required.  Applications not properly signed will be returned.

19
Date.  Enter date application is signed.

III.  AGENCIES AND BUSINESSES APPLYING FOR WAIVER SERVICES

16
Tax ID Number.  Enter your IRS Tax ID number.

17
Contact Person.  Enter the name of the person who should be contacted for questions in regards to the application.

18-22
Self-explanatory.

23
Claims in Process Information.  Paid and denied claims will automatically be reported to you.  You have three choices regarding suspended claims, i.e., claims currently in process pending resolution of one or more issues.  Those choices are:

Y =
Print suspended claims only once.  You will be notified only once that we have received your claim and that it is in process.  You will not be notified about the claim again until it either pays or denies.

A =
Print all suspended claims until paid or denied.  You will be notified every week about all claims that are in process.

N =
Do not print suspended claims.  You will receive no notice concerning claims in process until they either pay or deny.

24
Remittance Sequence.  Choose which sequence your claims will be reported to you.  The choices are:
By Member Name.  Claims will be reported in alphabetic order by member’s last name.

By Member ID.  Claims will be reported in numeric order by member’s Medicaid ID number.

25
Indicate which services under which waivers you are applying for, and which standards you meet.  Include with the application the documentation that the specific requirement is met.

26
Signature.  Original signature required.  Applications not properly signed will be returned.

27
Date.  Enter date application is signed.  Applications that are not dated will be returned.

Iowa Department of Human Services

Medicaid HCBS Waiver Provider Application

	When completed send to:

Iowa Medicaid Enterprise

Provider Services

P.O. Box 36450

Des Moines, IA  50315
	Make sure you have read
the instructions before completing this form!
	For questions, contact:

Provider Services

Tel. (800) 338-7909 or

(515) 725-1004 (local)

	Individual applicants applying to provide Consumer-Directed Attendant Care (CDAC) should complete sections I and II.

Agencies and businesses applying to provide waiver services should complete sections I and III.

	I.  GENERAL SECTION


	
1.   National Provider Identifier (NPI) or Medicaid Number (if you are not currently a Medicaid provider, leave blank)
	
	
	
	
	
	
	
	
	
	

	
2.
Provider Name

	
3.
Mailing Address

	
4.
Street Address (if different
from the mailing address)

	
5.
City
	6.
State
	
	

	
7.
Zip Code (please enter 9-digit zip code, if known)
	
	
	
	
	
	–
	
	
	
	

	
8.
County Name
	
	
	
	
	
	
	
	
	
	
	
	
	
	9.
County Number
	
	

	
10.
Telephone Number (daytime)
	(
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	–
	
	
	
	

	11.
Cellular Telephone Number (optional)
	(
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	–
	
	
	
	

	12.
Fax Number (if available)
	(
	
	
	
	)
	
	
	
	–
	
	
	
	

	13.
E-mail Address (please, print)

	14.
Desired Effective Date for Enrollment (MM/DD/YYYY)
(THIS DATE CANNOT BE RETROACTIVE BEFORE THE FIRST OF THE MONTH IN WHICH THE APPLICATION IS SIGNED!)
	
	
	/
	
	
	/
	
	
	
	

	15.
Indicate the HCBS waiver program(s) for which application is being made

	Ill & Handicapped (IH) 
AIDS/HIV (AH)

Elderly (E)

Children’s Mental Health (CMH)
	 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

	Mentally Retarded (MR)

Brain Injury (BI)*

Physical Disability (PD)
	 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

	* –
Those wishing to provide services under the Brain Injury waiver need to submit documentation indicating training or experience with persons with brain injury.  Training classes are available through DHS.  A list of available times and locations is available online at:  http://www.dhs.state.ia.us/dhs2005/dhs_homepage/medical_assistance/medical_insurance/help_ownhome.html.

Agencies applying for Home and Vehicle Modifications (HVM), Specialized Medical Equipment (SME), Personal Emergency Response (PERS), and Transportation under the BI waiver are exempt from the training requirement.


If you are an individual applicant applying for Consumer-Directed Attendant Care (CDAC), please, proceed to section II.  Otherwise, proceed to section III.

	II.  INDIVIDUAL APPLICANTS APPLYING FOR CONSUMER-DIRECTED ATTENDANT CARE


	16.
Social Security Number
	
	
	
	–
	
	
	–
	
	
	
	


	17.
Indicate that you are applying for Consumer-Directed Attendant Care (CDAC) by checking boxes below and circling the waiver(s) for which you are applying.

	Service and Requirements
	
	Circle the waiver(s) for which
you are applying

	(  04 – Consumer Directed Attendant Care (CDAC)

	(  21 –
Individual Applicant (Attach a photocopy of birth certificate OR driver’s license.  The document must show name and date of birth.)
	(
	IH
	AH
	E
	MR
	BI*
	PD
	

	*
A requirement of the BI waiver program is that all providers attend a six hour BI “train the trainer” inservice prior to certification.  There is no charge to you for this training.  This training can be waived if you have experience or training in working with persons with brain injuries.  If you have the experience or training in this area, please submit written documentation with this application.

Upon receipt of the documentation, it will be reviewed for approval.  If the documentation is found to be insufficient, you will be required to take BI training.  Your application will be forwarded on to an HCBS Regional Specialist who will coordinate the required BI training.  The specialist will be in contact with you to inform you of upcoming BI training in your area.  You cannot become a BI waiver provider without attending the required training or having the training waived through your experience and training.

A list of available training times and locations can be found on the HCBS website at:  http://www.ime.state.ia.us/HCBS/help_ownhome.html

	Read and sign the following statement:

	As a Medicaid provider of consumer-directed attendant care services:

· I understand that if I am the parent or stepparent of a consumer aged 17 or under, or the spouse of a consumer, that I may not provide services to those individuals.

· I understand that I may not provide consumer-directed attendant care services for a consumer for whom I am a caretaker and for whom I am the beneficiary of respite services that are funded by an HCBS waiver.

· I understand that all consumer-directed attendant care service activities are supportive.  I must be qualified by prior training and/or experience and/or a certificate of formal training to carry out the consumer’s plan of care pursuant to the department approved service plan.

· I understand that I must describe in detail my training and/or experience on form 470‑3372, HCBS Consumer-Directed Attendant Care Agreement, and this will be reviewed and approved by the Medicaid case manager (not AAA case manager) or service worker for appropriateness of training and/or experience prior to provision of services.  Form 470‑3372 becomes an attachment to and a part of the service plan.  I will receive direction and training from consumers for activities to maintain independence that are not medical in nature.  I will receive from licensed nurses and therapists on-the-job training and supervision for skilled activities described on form 470‑3372.  All training and experience must be sufficient to protect the health, welfare, and safety of the consumer.

· I have made a copy of this application for my own records.

· I hereby confirm that all information provided by me on this form is true and correct to my best knowledge.

	18.
Signature

	19.
Date
	
	
	/
	
	
	/
	
	
	
	


Note:
Once the Enrollment Renewal process has been completed, you will receive notification from the Iowa Medicaid Enterprise.
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