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Purpose 
• Provide Local Departments of Social Services (LDSS) with the training necessary
to successfully complete the New York State (NYS) Medicaid Provider Enrollment 
application. 

• Ongoing discussions will continue with the LDSS and the Department until the 
implementation date of January 1, 2020. 
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Background 
• On July 29, 2019, a letter was mailed to LDSS commissioners, notifying them of an 
additional, optional mechanism for payment; the county can use for certain CFCO
services. (e.g., Assistive Technology, Environmental Modification, Vehicle Modification) 

• The Direct Billing option is an optional payment mechanism that will allow the LDSS to 
bill the Medicaid program directly for such services.  

• Under this option, the LDSS will enroll to be a Provider of Services for the NYS Medicaid 
Program. 

• To help facilitate the provider enrollment process, the Department will waive the provider
application fee. 

• This payment mechanism provides a pathway to accelerate the time period for
reimbursement. 
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How to Enroll as a 
Provider of Services 

for the 
NYS Medicaid Program 
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Whars Hew lnfonnation lanuals 7 Contacts 

Provider Enrollment & Maintenance 

New Enrollment Already Enrolled 

IF ANY OF THESE QUESTIONS APPLY TO YOU, 
CLICK ON YOUR PROVIDER TYPE ON THE RIGHT 

Provider List Filter 
a radio button to filter the list of providers below 

.\ 
Pract1t1oner 

Business 
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Group 

• Adult Day Health Care (AOHC) Program 

• Applied Behavior Analysts (ABA) 

• Ambulatory Surgery Centers (ASC) 

• Assis ted living Program (ALP) 

• Audiologist 

• Bridges to Health Waiver (B2H) 

• Care at Home Waiver (CAH) 

• Case Management 

• Certified Asthma Educa tor (CAE) 

• Certified Diabetes Educator (COE) 

• Chemical Dependency Program (CDP) 

• Child (Fosler) Care Agency 
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Steps to Submit MMIS Application 
1. Go to https://www.emedny.org 
2. Click on the Provider Enrollment Tab 3 

a 

3. The Provider Enrollment & 
Maintenance page will populate. 
This screen provides useful
information and necessary links to 
complete the application process: 
a) Provider List Filter 
b) Enrollment Guide 

Note: Materials are updated periodically. Current 
versions must be used directly from the website. 

b 

https://www.emedny.org/


Prov·der List fi ter SelOron to filter Ille [1st of providers below 

&,,_ . 
Pract t10 er 
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1Q M H 
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Adu lt Day H ealth Care (ADHC ) Progr a m 

A m bulato ry Surgery Cente r s (ASC ) 

Ass isted L iv i11 g P rogram (A L P) 

B r idges to H ea lth W a iv er (B2H ) 

Care at H ome W a iver (CAH ) 

Case M anag:em ent 

C h em ica l Depe nd ency Pro gram (CDP ) 

C hild ( Foster) Care Age11 cy 

C hildren 's H ea lth and Beh av iora l 
Transf o r ma tion 

C lin ic Diag111ostic &__2rea tme11t Cente r (ID& T C ) 
Co Ll l'l !JI Fif~l 9!,_Dlce Op'\JOfll (CF CO) 

Con su mer D ir ecte d Persona l A ssis ta n ce 
P rogram ( CD PAP) & (CDPAP-F I) Fisca l 
Inte rm ediary 

Early In te rv e n tion P ro gram (E l) 

1Freestan di11 g C li11 ic ( D & T C ) 

Har m Re duct io 11 Se rv ices 

Hea 11h Homes 

Hem o dia ly s is Ce11ter (freestan d ing ) 
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4 
Provider List Filter 
4. Select the Institution radio button 

on the right hand side under the 
Provider List Filter. This will 
change the Provider index listed 
below. 

5. In the list below, select Community
First Choice Option (CFCO). 

5 
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Provider Enrollmei1t & Maintenance 

CO MMUNI Y FIRST CHOICIE: 
OPTION (CFCO) 
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a 6. The Community First Choice 
Option page opens. This screen 
provides useful information and 
general instructions: 
a) The Category of Service (0264) for 

all CFCO services listed. 
b) INSTITUTION Enrollment Form 
c) General Instruction for the 

Enrollment Form includes 
collapsible information under each 
heading: 
• Additional Instructions for the 
Enrollment Form 

• Requirements & Additional
Forms 

• Maintenance Forms 
• Mailing Instructions 

c 

b 



Cornple1e 1his Enrollmelilt fom1 if you are: 

1. ,pplyililg' , r inrnal EINROLUMENT en ,LRJEA Y ENRO LEID alile elilromng a11olher NPI, 

2. Respondililg lo a tetter ins me ing ymr o REVALI DATE yourenrnll ent or 
3. Seelting1 REINSTATEMENT or REACTIIV. ,· ION O· ~our previous enrollme11I, or 
4. Re;pm1ing an O'WNERS IP CH .NGE, or 

5. Re,:porling ai RECEIIVERS IP 

. SllTUTION Enrollme1nt Form 

New York State Medicaid 
Enrollment Form 

Th•d•; )'OIi re.- rcur intere5L in enwling trmh lhe New Yott Stsle M'i:dic.n ld1 
Progr.sm. A5 a M~ pnn'ider. JOU .;sgree lt:l c:;crnF'J with lJl!C! rule5.. R!gulaliom 
...i ollicial ~ ol 1t., Del"'m,..,, inolu<fing, but no< lim~ed ID. i>:,,t 5(M ol 
18 NYCRR ~'~~ Tllle 18). litto 18 cztn ho ra...d b'f ~ 11H, w-, ...i 
Regl!lli:ltiClls IS'lk r1 the Dep:u-tmenl of H!!!!:Ulh"s. 'fttlsi'le. WfW h:::;,/lb DY gpy 

YOIU wfl bi!!! al ri·1znlciill rm. 'f yoo rendet" sesvices tJ MetbC be!:~ici.J~ bei.Jore. 
5u:ocz:ssfuUy mm,pje!!Slg f'II!!! ,er.sdlmenl ,pmc:ein. P'a)mer1t wi net! be mad'.e fm any 
ditirm sutmiltl!!d for set"l'icz·5, c.se, OI' SLfJ:Ples furni5'hed be!fore lhe mro1kne11L d~ 
;uJ~ b)' Im:! Dep,1rtrnent o f H'eaJfh.. It you hi!.ve .my questioos, ca,~ lhe 
,eMedNY Call Cerrtor a.t {800) 343-BIIOO. 

Commer ptinlir,; the lnstnJCtiOflS 'to Compl«mt Enmlrn..Jrt !Form before 
C011tinuM!J. Ph~.i!Se comple:te pi1gltS 2 :tflrcu!Jh I ; form mlJSI ba, Gcmplalud in its 
,a;ntlrl!'ly. 

New Yon: Stn!"s Penonal PUl';NiJ Prokdion La.- reques us. ID lnknm ~ pet'sa:I ~ 
'lihDm 'Ml r;~ personal rib:matbn 'Ml)' we are i,equestq ~ma md ba.tl"WI! wtl 
use L 'hie ~ ~ • per:mA r::r:opcr ~ kl ~1.1 as a Medcaid 
prt'Mdef, a,:o,xd]n.g kl ,the pra.isk,ns ci apple.abe ~ iaDd Fed era Law iaDd ~u~bns. 
Col~ ot ·thB lnf'oonnln Is~ by ~nn ;J157. b r1' ~ $oc&all~ Law. 
TWs dxmatbn wtl be used as ODC!I dement Olt wanous ~~payment ts. made b 
lhe:g!JDlts-orseMCH llffls'hcd .andi'orbany !pos,11~.au:lbi nMJ,Jlmctby'thcState:« 
Fedetill authorities. Thts.1ffl:umaJ:>onwll -iltsoti,easet:11Ds.rtisfyrthe.repxlrlgr-equi~ 
mpo,;«t ._ us '1f Slat• >nd t'«f,nj R.og'"all:r:lo (e.g .. "I' IRS b f'l.)!IOl!nl inbmalion 
.ttper.li'lg ,purposes>- ~we ID Ff'(Mde us..,... .the **r:millkwl .._, prewnt esciibls'~ hi 
H!ICDrtis.~s;aiylDendl~asat.b:l.i:ald !~ - The:n'onn.:rlmw111beama~ 
by I IN! 1New YDlti. SQlJ!, ~ cl .,_,lh,, Otb ci Hl!.alll ~ Program, 1t>Msaon 
-af OHIPOpendons., BIJR!auo'I P,~Enrctnmt, J!Jt!.:inv, NewYor.t. 

EMEDH'l!--43615111l1J1JU11 
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Enrollment Form 
7. Click on the INSTITUTION 

Enrollment Form. The New York 
State Medicaid Enrollment Form will 
populate in a separate window.  
Scroll to page 2 to begin completing 
the form. 



NY MEDICAID PROVIDER ENROLLMENT FORM 
for 

TITUTIONS & RATE-BASED PROVIDERS 

illing Provider Managed Care Only (Non Billing) 

Enter 4-dl.gil code(s) given in the Instructions: 

ew Enrollment C Revalidation 

0264 

eMedNY 
PO Box4603 

Rensselaer, NY 12144,4603 

(not currently enrolled) (enrolled; required to reva lidate) 

Change of Ownership 

(enrolled, comp lyi ng wi th 42CFR Part 
455.104) 

1[] Reinstatement/Reactivation 

(not currently enrolled) 

Enrollment Effective Date ~ 90 clays ago) 
(MMIDDIYYVYI O 1/01/2020 

f[] Receivership 

FEIN 
En e C nty 

(enrolled with appointed Receiver) 

D 
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Page 2: Top Section 
8. In the Top Section of page 2 complete the 

following fields: 
• Billing Provider: Select the associated 
check box 

• Category(s) of Service: Enter 0264 
• New Enrollment: Select the check box 
• Enrollment Effective Date: Enter 
01/01/2020 

• FEIN: Enter the district’s Federal 
Employer Identification Number
(County’s tax ID #) 

• NPI: Leave blank 

Enter County Tax ID Leave Blank 



ra 
Leave Blank 

eave t:3 ank 
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Page 2: Top Section (continued) 
8. In the Top Section of page 2 complete the following fields (continued): 

• Applicant / Business Name field: Enter the “Name of County DSS – CFCO” 
• NY Medicaid ID: Leave blank 
• Doing Business As (DBA) Name: Leave blank 

Leave Blank 

Leave Blank 



MOD D , sta e nte· "4 7" 
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Page 2: Top Section (continued) 
8. In the Top Section of page 2 complete the following fields (continued): 

• License # Assoc section: Leave blank 
• Fiscal Year Date (MM/DD): Enter your county’s fiscal year 
• Control of Facility: 

o Enter 58 for Upstate 
o Enter 47 for Downstate 

Leave Blank 

Leave Blank 

Do NOT select an option 

Upstate enter “58”     Downstate enter “47” 

Do NOT select an option 

Enter Fiscal Year Date (MM/DD) 



of Beds .· rrf req iJ red r: ddress - REQ IIRED: 
Le, Bia k. 

12-Smte 73-Volu rnU!ry I · ot-'for-Profl1. 
19,JO~her: Explau, q w 
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Page 2: Top Section (continued) 
8. In the Top Section of page 2 complete the following fields (continued): 

• Leave blank the following fields: 
• DEA or NYS Cont, Subs Lic # 
• Effective Date 
• Expiration Date 
• Are you enrolled in Medicare? 
• # of Beds 

• Applicant’s e-Mail Address field: Enter the e-Mail address where you would 
like receive notification pertaining to the MMIS number 

• Ownership Code: Select 70 

Leave Blank 

Leave Blank Leave Blank 

Do Not select an option 
Enter e-Mail address 

Leave Blank 



State 

. f eXlternslon) q w 
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Page 2: CORRESPONDENCE Section 
9. In the CORRESPONDENCE section fill in the following fields: 

• Attention:  Enter an office or room number (Note: Do not enter an individual’s name) 
• Street Address, City, State and Zip Code: Enter the street address where letters and claim forms 
should be sent 

• The Suite / Department /Floor: Enter if applicable 
• County: Enter your county name in the field (Boroughs) 
• Telephone number: Enter your 10 digit number 
• Fax Number: Enter your 10 digit number 



·11tenUon: 

Vonk) 
Department 
of Health 
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Page 2: PAY TO ADDRESS Section 
10. In the PAY TO ADDRESS section fill in the following fields: 

• Attention: Enter an office or room number (Note: Do not enter an individual’s name) 
• Street Address, City, State and Zip Code: Enter the street address where checks & remittance 
statements should be sent until EFT and e-Remits are in place 

• The Suite / Department /Floor: Enter if applicable 
• County: Enter your county name in the field (Boroughs) 
• Telephone number: Enter your 10 digit number 
• Fax Number: Enter your 10 digit number 



CORPOIRATE AD1DIRESS. (mdicate ·- iere Annllell Tex ool.lmertts ( arm 10001)i shmJ'ld be sent) 
N01lE: 'The· address su .: lied w.UI be· ·1-11.aredl Iii Med lead alread . re·--. ml·~ am address 'for lhe FEIN llistedl above. 
At en.t.an: Street Address o PO Box Suite I Depail'lmel'lt I Fl.co 

State 

Tele ho e Number (wt e)(ternslon) q w 
RK 
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Department 
of Health 
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Page 2: CORPORATE ADDRESS Section 
11. In the CORORATE ADDRESS section fill in the following fields: 

• Attention: Enter an office or room number (Note: Do not enter an individual’s name) 
• Street Address, City, State and Zip Code: Enter the street address where Annual Tax Documents 
should be sent 
Note: The address supplied will be ignored if Medicaid already recognizes an address for the FEIN
listed above 

• The Suite / Department /Floor: Enter if applicable. 
• County: Enter your county name in the field. (Boroughs) 
• Telephone number: Enter your 10 digit number 
• Fax Number: Enter your 10 digit number 



'.CIE ADDRESS : Onliy rt llistedl on your lllceniSe, I cenlfica~lon 
Val"d Te ep,hon: , 11wmbers are, 1 qu"red for each S"ervice address. 

Auen:tfon: S1treet Address (PO Box is on. acooptable) 

Clily State 

County (flf iln1 New \'iork ·. *Tetepho,ne Number 1(w/ exten,sfon) 

Suite I Depanment I Flloor 

Zip Code (9 dfgit)i 

FaxNum1ber 
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Page 2: SERVICE ADDRESS Section 
12. In the SERVICE ADDRESS section fill in the following fields. 

• Attention: Enter an office or room number (Note: Do not enter an individual’s name) 
• Street Address, City, State and Zip Code: Enter the address where the approvals letters 
should be mailed 

• Suite/Department/Floor: Enter if applicable. 
• County: Enter your county name in the field. (Boroughs) 
• Telephone number: Enter your 10 digit number 
• Fax Number: Enter your 10 digit number 



Dll1SCLOSURE OF OWNIER.SHIIP AND CONTROL 

Comp_lfflio:n is req;u·red by 42 CFR Part 4.55. 104. F·ailum ro prnwd:e, the l:nfom:'latton reque,S;ted wi ll cause tho appti ca.t/tm, to he Mtam:ed. 
1C:llck hem to 1111av ew deff1111Uons andl 1po'I ey tburnd ,at 18NYCRR, Secdorn1504.1 bef-0:1110 com,pletl111g1 th is f:Ol'ffl . ~frf ad'dllirorna!I space Its 
1111eeded, copy foJl'ffl;, ,all ,entries must be on the farm~. 

-SECTtONI 1: 

Dl:scloslng E.ntlfy I Aippllc-ant (El'llli ty named Ol'll page 2 of lthls applica'tfon) 

Enttliy Name 
lbany County DSS - CFCO 

FEJI N 
cl I I Cv,mty s Tax ID# 

Nl:I (if exempl, leave lllan1k) 
L 
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Page 4: Disclosing Entity / Applicant 
13) In the Disclosing Entity/Applicant section complete the following fields: 

• Entity Name: Enter the exact same name that was entered in step 8 
• FEIN: Enter the district’s Federal Employer Identification Number (County’s 
tax ID #) 

• NPI: Leave blank 

Leave Blank Enter County’s Tax ID # 



Ownership in Applicant (per 42 CFR, Part 455.104(b)(1)(i)- (EnUtles and/or Individuals) 
Co lhis e lo re rt additional owners . 

Name of Individual °' Entity Trtle Crt Indiv idual) 

lbany County DSS - CFCO Le ve Blank 
Address (Ho me Address if lndMdual: Primary Address if Corporation} - Street 

SSN (~ individual) FEIN (if entity) % of ownership (~ none. put 0%) 

Le ·e Ba k. 100% 

Date of Birth (~ Individual) (MMIDDIYYYY) 

Leave Blank 
City. Slate & Zip Code (9 digit) 

NPI or NY Medicaid ID (~ none. write None) 

None 
For lndlviduals Onfy: tf you are re\a to another person with an ownership or control interest in the Applicant. complete the following: 

Name of other OWner: Relationship to other ONner {parent, child, sibling, spouse}: 

Enter County's Tax ID# 

q w 
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Page 4:Ownership in Applicant 
14. In the Ownership in Applicant

section complete the following fields: 
• Entity Name: Enter the exact same name 
that was entered in step 8. 

• Title and Date of Birth: Leave blank 
• Address and City State & Zip Code: Use 
the same address located on the LCM 
letter 

• SSN: Leave blank 
• FEIN: Enter County Tax ID # 
• % of Ownership field: Enter 100% 
• NPI or NY Medicaid ID: Enter None 
• For Individuals Only and For 
Corporations Only sections: Leave blank 

Leave Blank Leave Blank 

Leave Blank 

Leave Blank 
Leave Blank 

Enter County’s Tax ID # 



Name· o Individual or Entity Dare· of B"rth (if individual} (1MMl'DDNYYYl 

Address (Homo Addll'DS 1if lndlvldua: : Pnlmary Address if Corporation) - :Stll'Ht City, State & ~Ip Code (9 digi ) 

SSN 1(tt inclividu.r ) FEIN ~- miM % of Own rship ~~ 0000, pu 0%)1 NP I o:r NY Medicaid ID ri · oone, \Wle None) 

Name· of ,other Dimer: Re1alions111p to other OwMJ ~par,ent, ch· d, s'lllin9, spouse): 

1) ___ ===~== 2) _ _ ===- -==- S) ---===~ ==~ 

q w 
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Page 4: Bottom Section 
15. Leave the bottom section of page 4 blank. 

Leave 
Blank 



1ION 2: 

10w·ne1rstdp, In Other Disclos ng Enlitlas (ODE) (per 42 CFR, Pan456.104'(a .(3))- (Com,plete rrrany 
ldern~llfledl I'm See:tlcm 1 has an ovrmersh'lp or control I rnterest ·1n ODE} 

Name· (from S ction 1 )1 Name· ,of OIDE NP'J or Mooicaid ID of OD~ 
Albany Gou 111ty DSS - C FCO 

Name· (from Sectio 1} Name· ,o'f OIDE NP'J or M'edicaid ID or ODE 

q w 
RK 

ATE 
Department 
of Health 
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Page 5: Section 2 
16. In the Ownership in Other Disclosing Entities (ODE) complete the following 

fields: 
• Name (from Section1): Enter the exact same name that was entered in step 8 
• NAME of ODE: Enter Medicaid enrolled entities under your county EIN(if 
applicable) Make additional copies of this page if necessary. 

• NPI or Medicaid ID of ODE: If ODE disclosed provide NPI/Medicaid ID 



.SECT1ION 3: 

10wne1rshlp, in Suboonl!ract,o:r:s If lhe App'licant l"Las an o'!M'lersl'llp or con.tml lntere~t. of S% or more rn a 
suboon~ractor and an Owner of tl'le Applicant. also has an ownership or control Interest in lhe subcon:tractor, complete the 
boxes below. If tnose identified In ~his Seolion have a familial re'lationship, wi th a person with ownership ,or oon~rol interest rn 
one of ~hese subco11.traotors com 'lete Seo,liorn 4 . 

Owner's Name (from Secilon 1} S ocontracto:r Nam,e Tax ldemificalion Numbe:r 

Owner's Name (from Section 1 ) Tax ldemificalion Numoo:r 

.SECT1ION 4,: 

Famlllal R.elationshlp in Subcontractors (Co.m.plete ,r those tdentlIrl'ed in, Seclion 3 have a •"'famma1 relationslilip 
wi th a person w th ,ownership ,or 001urol interest rn one ,of the suboon~racn:ors identified In Sect!lon 3). 
*pare.mt, ch[ld, slblln ·• spouse 
Owner's Name S ocontracto:r's Name Name 8o F.rmJlia.1 Re; alions! · ·p 

Owner's Name Name & F.rmilia.1 R~lalion~p 

q w 
RK 

ATE 
Department 
of Health 
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Page 5: Sections 3 & 4 
17.Leave Section 3 & Section 4 blank. 

Leave Blank 

Leave Blank 



SECT1ION 5: 

Agents, Managing Employees ,& Tlhose wllh a C,onl ro l llnteres't - lnctuding, but not necessarily 
llim[ted t.o, l!he foll.owtng: Faoil'ty Adlmfnisimtor, al Members of 'tti.e Board ,of Drreotors , Managing Employees, CompHance 
Officer, Laboratory Direotor, SupeNf.sing1 Pliarmac~t (although ,unusual, 1/Norie. Indicate ~ in the first "Name"fit:Jd oolaw). 
lndlud'e ram.ma, rel'a~loi,,slilip to the App'licant. (spouse, parent, cli,[ld, sib1ing), if any. 

Completion of all fier.ds is required by 42 CIFR Pan 455.104. Fair.ure to, proviide tlil:e· 'nfonnati'on, reques,ted Will ca use the 
appl .cation to be returned. atck here to review definitions andl poU:cy ·fou nd at 18NYCRR, Secllon 504.1. If addltrrma1 space 
ls needed coov form; all entrles must be on, lhe form. ,,..... 

Name I Assoclalion ·1ype 1(S86 i rlStruclions) 

Home Adtlress I City & State I Zip Code {9 digil) - SSN I Date of Birth fMMfDDNYYY) 

I 
Familial Aelaoonsh ip 

Name I Associalion lFype (s,e;e i rlSt rucl ions) 

Home Adtlrass I City & State I Zip Code (9 digil) 

SSN I Date of Birth fMMfDDNYYYI 

I 
Familial A-laoonshJp q w 

RK 
ATE 

Department 
of Health 
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Page 5 & 6: Section 5 
There must be at least one agent, managing employee or those with a control
interest entered. NYSDOH is recommending that the first individual entered would 
be the Local District Commissioner. If applicable the second individual should be 
the Compliance Officer. 

LDSS Commissioner 

LDSS Compliance Officer 



SECTION 5: 

Agents, Managing Employees & Those with a Control Interest - Including, but not necessarily 
limited lo, the following: Facility Administrator, all Members of the Board of Directors, Managing Employees, Compliance 
Officer, Laboratory Director, Supervis ing Pharmacist /a~hough unusual, if None. Indicate tlJJJ!IE in the f11St "Name· field below/. 
Include familial relationship lo the Applican t (spouse, parent, child , sibling), if any. 

Completion of all fields Is required by 42 CFR Part 455.104 . Failure to provide the i nfonnation req uested will cause the 
appl icatio n to be returned. a lck here lo review definitions and policy found al 18NYCRR, Section 504.1. If additional space 
is needed. coov form: all entries must be on the form_ 

Name 

Home Address 

SSN 

Name 

Home Address 

SSN 

I Association Type (see instructions} 

I City & Stale I Zip Code (9 digil) 

I Date of Birth (MMIDD/YYYY) I Familial Relalionship 

I Associallon Type (see lnslrucllons) 

I City & Stale I Zip Code (9 digil) 

I Date of Birth (MM/DD/YYYY) 

cw TOIUC I Department 
"""' """"'"""' of Health 

I Familial Relalionship 

HOW.ARD A. ZUCKER, M..0. J.O.. .,,,_....,,.. SAUY DIIUt.JM,, Mi., it.H. 
u~~CM!ffl._k>IW" 

,._cruntY 
I~ Walhs,akm A1Wlla 
~ . Y1221D 

July 2", 2'110 

1M PJfP0H of tha •11mtt II 10 r,ton,, Loe,I C)q,wmcrrt1 d Scci;at $e,yicm1 (LDSSsJ ot an 
atdbOr'lal oi.,tionol lid'tinilim,O,-p~it.YNY.,.. r~e~Ootn1mntyFl,.t c,,..;i1c.t 
Ol>llM ICFOO) _,i..,. l~ .. o,.,.,.,,,,,... '"°"'~C81!0<\ V"'lt1o , • .,;rfwt>on ....., ... 
Teidl'IOl!OO'f1 trlet are pro.\lided c.y tilUUH l .. nofl-f.ledlc:iid IW!t.plfod r;,nwm •. 
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Page 5 & 6: Section 5 
17. In the Agents, Managing 

Employees & Those with a 
Control Interest complete the 
following fields: LDSS Commissioner 
• Name: Enter Full Legal Name 
• Association Type: See next slide for LDSS Compliance Officer 
instructions 

• Home Address, City, State, Zip
Code: Use home address of the 
Managing Employee 

• SSN: Enter Social Security Number 
• DOB: Enter Date of Birth 
• Familial Relationship: Leave Blank 

Repeat the steps above for all individual’s identified as defined in 
https://regs.health.ny.gov/content/section-5041-policy-and-scope 

https://regs.health.ny.gov/content/section-5041-policy-and-scope


1.;1 , , ._......,_.._....,, ...v 1v 1111•~ cu, '-'11 11.1 ,..,..,;i, 11 1u .,;11 1. ...,._. v ,, u,._ •v •• • •4 

Home Address City & State Zip Code {9 d"gil) 

ss Dale of e· h (MMIDDIYYYY Fami ial Relalionsh'ip 

q w 
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Page 5 & 6: Section 5 – Association Type 
19. In the Association Type field enter 

the letter B, F, H, M, P or U which 
best corresponds to the individual's 
role: 
• B: Board of Directors Member 

• LDSS Commissioner 
• F: Facility Administrator 
• H: Compliance Officer 
• M: Managing Employee 
• P: Supervising Pharmacist 
• U: Laboratory Director 

August 2019 



SECTION 6: 

Respond to these questions on behalf of: 1. the Applicant 
2. all individuals and entities identified in Sections 1 & 5 
3. any entity in which the Applicant has a 5% or more ownership 

1. Have any of the individuals/entities (1 , 2 and 3) been terminated, denied enrollment, suspended, restricted by 
Agreement or otherwise sanctioned by the Medicaid Program in New York or in any other State, Medicare, or 
any other governmental or private medical insurance program? 

Cll Yes Cll No 

2. Have any of the individuals/entities (1 , 2 and 3) ever been convicted of a crime related to the furni shing of, or 
billing for, medical care or supplies or which is considered an offense involving theft or fraud or an offense 
against public administration or against public health and morals in any State? 

Cll Yes Cll No 

3. Have any of the indiv iduals/entities (1 , 2 and 3) ever had their business or professional license or certification , 
or the license of an entity in which they had an ownership interest over 5% ever been revoked, suspended , 
surrendered , or in any way restricted by probation or agreement by any licensing authority in any State? 

CII Yes C No 

4. Is there currently pending any proceedings tha t could resu lt in the above stated sanctions for the individuals/ 
entities (1 , 2 and 3)? 

D Yes Cl No 

NOTE: AU questions must be answered. If you answered "Yes· to any or the quesuons above, you 
must complete and submit the "Prior Conduct Questionnaire· available at www.emedny.org. 
Please continue and Answer Questions 5 through 9. 

q w 
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Page 7: Section 6 – Question 1 – 4 
20. Complete all questions in section 6 
NOTE: If you answered “Yes” to Q1 –
Q4, you must submit the “Prior Conduct 
Questionnaire” available at 
www.emedny.org 

http://www.emedny.org/


u a,.,J , v a ~v, uvu v , u ,v V NJU" \j v rn v m u v ., ,. 

WHOEVER KNOWINGLY AND WILLFULLY MAKES OR CAUSES TO BE MADE A FALSE STATEMENT OR 
REPRESENTATION ON THIS STATEMENT MAY BE PROSECUTED UNDER APPLICABLE FEDERAL OR STATE LAWS. 
IN ADDITION, KNOWINGLY AND WILLFULLY FAILING TO FULLY AND ACCURATELY DISCLOSE THE INFORMATION 
REQUESTED MAY RESULT IN DENIAL OF A REQUEST TO PARTICIPATE OR WHERE THE ENTITY ALREADY 
PARTICIPATES, A TERMINATION OF ITS AGREEMENT OR CONTRACT WITH THE STATE AGENCY OR SECRETARY, 
AS APPROPRIATE. 

Print or Type the Name of Person Signing Below Title 

II Applicant I Provider is a legal entity other than a person, the person signing this enroDment document on behalf ol the 
Appl icant I Provider warrants that he/she has legal authority to bind the Applica nt / Provider. (NOTE: fo r Changes or 
Ownership, New Owner or Representative must sign). 

Signature of Applicant / Provider or Authorized Representative Date [MMIDDIYYYY) 

Name & Telephone Number of Person who Prepared Application 

EMEDNY-436601 (01/19) 8 

q w 
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Page 8: Signature and Affirmation 
21. Read the affirmation prior to signing. 
22. Print or type the name of the person signing the application. Note: Must be an 

individual listed in Section 1 or 5. 
23. Sign the form and date. Note: Must be an individual listed in Section 1 or 5. 
24. Enter the telephone number of the person who prepared the application. 



General Instructions for the Enrollment Form 

_Ri_ Ad_di_tio_na_l ln_st_ruc_ti_ons_ro_ri_he_£nro_11_me_nt_Fom_, ___________ 0 ·-~~~~===~~~~~~::=~===-------------;;;;;;;;;;;;;;;;::::::===============:--~;~· 
!fl Requirements & Additional Forms r':\. 

~ Requirements & Additional Forms • \t::;,, 
ti Maintenance Forms 

~ Mail ing Instructions @j DOH Letter which waives the application foe for your CIFOO Dist:rict 

f!j IRS Assignment Letter iim:licating the FEIN and Ap[plicant Name on ~he E111rnllment Fonn (W-9 NOT ACC EPTABLE). IRS 

Assjg111me111t Leiter (Form: SS-4) ca111 be obtain-ed by going to IRS.Gov or call IRS al 1-800-829-4933 

@j Loca l Dist11lict Commissioners App,roval Letter 

@j 8P-P-l ication Fee Exe mP-tion - fo rm #520101 

@j Electronic Funds Tra nsfer (EFT) Aut orizatio n - fo rm #70 11 0 1 ( NOT REQU IRED for revali dalio if EFT is a ready i 111 p ace and 1110 

change is requesled or if you are emo lcngi as ai Managed Caire Only noni-billing provider) 

@j ETIN Certification Statement for New Enrollments - form #490602 (NOT REQU IRED for revalidali o or reinstatementlreaclivalian, or i 

yol.l are e1ruol[ing as a M anaged Care On.ly non-billing provider). If you alr,eady have an existing ETIN Ill at you w'ish to affi[iale wi lh, submit the 

Certi cation Statemenl fo r Exis:li'ngi ETINs (EM EDNY 490601 ) after you receive yourn IPirovideir ID. T h.is foirm is avai lab le on eMedny.orgi 1.mde1r 

"Mainlenance Fomi.s" 

@j Prior Conduct Questionnaire - fo rm #431001 (I yo1.1 ans111er es• to questions 11-4 in section 6 of the enrollment applica ·on, you must 

complete this ·orm). 

OMIG Pilio vid er Go:rnp l'~ance Certifii:cafio 11 - Gonfi1"mati1m nol i.c-e for lhe OM IG Provi.der C@ml!'llance Prngrnn m a!y be l"e{!Ui red . Visit www.omigJ!v.,gov to detem1jrre 

i' lhe A1J11J1l1canlf Prnvidern1.u.st icompliy. lfyes, a oopy ofthecon rmalion notice (1J1ri11led ·mn ttie webS:i e) mu,sl be incl1.1ded 11~i~h ~his applfoation. 
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Requirement & Additional Forms 



& Additional Forms 

(0 DOH Letter which waives the application fee for your CFCO District 

(W.9 NOT ACCEPTABLE). IRS 

0 Electronjc Funds Transfer (IB) Aythorjzation • form #701101 (NOT REQUIRED !Of revall(la on If EFT IS. ready rn place Ind no 
change 1, req~1ted or~ you are enro1<119 a, a M~Mged Care Onty non-bolllog provider) 

0 ETIN Certification Statement for New Enrollments - form #490602 (NOT REQUIRED ror revab<la on°' reinstatemerwreaCliVati<HI, °' ~ 
you are enromng as a Managed Care 0nty non-blSng p,ovlder) II you already have an e,6sf,ng E11N that you wish to a ate w,ll> submt lhe 
Certif1Cah0n S!Jloment tor E>o$hng ETINS (EMEDNY 490601) •Iler you rec,,ive your Provider ID. TIiis rorm iS avJ lallle on oMedny org under 
9Maintenance Form1• 

(0 Prior Conduct Ouestionnaire • form #431001 (11 you ansv,.,,r 'Yes· to questtoos t-4., sectJoo s orlhe enro11men1 applocalJOfl you mUS1 

complete this lormi 

A 

OMIG Provider Compli.ance Certification. Conflffflalioo notice for Ole OMIG Provider ComplJanoe Program may be required Vi:stt ~-g!l[ IO delermlne 

d me Appricant I PrOV!der must comply If yes a copy 01 mo conf,ima on noli<:e (prinled rrOfR 1ne weDsrte) mus1 be included ,,.,u, m .. appieabon. 

~~;,{'(lrolM I Department 
~lff""""· of Health 
,Q/Nl!IREW 11!1. ,cOOIMO HO~IP.RD ·"- ZUCMER, !I..D-. .!1 ,D. 

Comml~r 
SALLY IIRHI.I • MLS .• lu.l. 
~ ... Dtipul)' Commis81oner 

July 29, 201!1 

The l)Url)Qee of 1w 18lter is ~ inform L.w;Jl D<,p~nt:. <JI $:i<;i.11 s..,,.;ce,. (LDSSs} ~ an 
il!dd~iooat. qpjie11;il m;,,;h;ini ;111 f<lr p;iyrrn,nl 1h"')' may use, fo1 cf!l'l;m c.immunll)' Fln1t CIIOlce 
Oplion (CFCO) aer\!1ce9 ie.g .• Eltll1roomen1111l Modtfl~loo. Vehicle Mooificstio A&&i&liVII 

e-chl:1 IJl' l lllet ara J:l'<)'licled by entities I t .aro non, di~aid •:moll pra•i!lt:rs. 

Tt.e Dlre.::I BIiiing Op&n Is an optlooal pa'lfflE!nt machaniem t t v1 allov1 lit0 L.OSS ~ <firn~U:, 
lllll the Medicaid ,xogram or $uc.h _.,;',;,c:;. T 0i~ 8 irl!J ~ion i,; n iitlililitJn to t Spedal 
Pfli~r;t F1,111d P"'°"""' 1h31 h.;;; l',een ~Mil'llillie:9te41o LDSS9 in 19 OHII" AIMD-03. An LDSS 
may clioO!ae lo u9e bet 1he Direct EIIUlr,g pa~mant lll)OOn end t~ ~peaal r>ro]ed i:l,llld pil<)IIT!enl 
proc:iess. An lDSS lh.at choos s noC t<> we,, l1i!l Dir~ Bilmg p;,:i•'"""'t cti~ili'I ml1S'I uge Ille 
Sp,:,,;i;;,1 Pmje<:I Fund ptac,;s... 

B1>111 the Spe,;:~J Pni.18~ f yr,;! ~ Im Dirllct Bilin,g op'l ioo wer" !IIJecifoca iie..-elll!led b)' lfle 
Di:,~rtm.,n! to ~ddre,;;; Got1oem;; r ·s,;;a fly LDSSs MOUlilel Irle ab IL)' to racewe pa~moot for 
CFCO B0Nloe9 prooded by nD111-Medic9Kl enroll9d l)f0Vi.J8[!;, 

The Difect Billif19 Oplio 

Under lhis ql)1ioo, 1h WSS will 1111n;i l IQ bo " Prm,id.,, al s.,,..,;,,,., f<lr i ,., New Y<'.lfk st· e 
(NYS) ,,1e;1,t3,1 IPrQjJl'am. To help r:at:1llll!Le the prOlrlaer enrollment process. a Department 
w w.eli,e lfte provider ewllcellcn lee. For lbs fe0 Jo b9 w@i'f"d ~f Pi!ff ,;1rfimit jhi,; h~lcr a,km11 
'tlbb YWC NYS Me</ii;;;,id F.: rqllrnont "ROO""lian and indUcie lhe CFCO Category of Sef!llee 
Codi, 0264. 
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Requirement & Additional Forms 
The DOH Letter: The LCM was sent via 
e-Mail on 7/29/19. The LCM MUST be 
included with the application. This will
allow the application fee to be waived. 



& Additional forms 

(?j DOH Letter which waives the application fee for your CFCO District 

(?j IRS Assignment Lener indicating the FEIN and Appl icant Name on the Enrollment Fonn CN-9 t OT ACCEP ABLE). IRS 

Assignment LeHer (Form SS-4) ~ be obtained by gong lo IRS Gov or caA IRS al 1-M0-329-4933 

(?j Local District Commissioners Approval Letter 

0 ~RllcaUon Fee ExemRtlon . form #520101 

@ Electronic Funds Transfer (EFT) Authorization • form 11701101 (tlOT REQUIRED ror rev Ida on if EFT JS a ready in place and no 
change is requesled or if you are enro no as a Manage~ Care Only non- provider) 

@ ETIN Certificalion Slatement for New Enrollments • form #490602 (NOT REQUIRED for rev ICla on or reinstatemenl/reaclrvabon, or rt 

you are enrol ing as a Managed Care Only non-bllng provider) If you a~eady have an existing ETII thal you l'IISh to affiliate l'llth submit lhe 
Certifubon Statement lor Exis ng ETills (EMED IV 49060 I) after you receive your Provider ID. This lorm 1s available one edny org under 

"Maintenance Forms· 

@ Prior Conduct Oueslionnaire • form #431001 (II you an 1er -Yes· to questions 1-4 In section 6 of the enrollment appbcatlon you must 
complete this rorm~ 

OMIG Provider Compliance Certification • Coof11111ation notk:e for the O , IG Provide, Compliance PrOIJram may be required Visil YAWi Q!!!!J.!lY. g~ lo delernme 

d the Applieant I Provider must comply If yes. a copy of the con rma on notice (printed from tile webs e) must be included with tll application. 
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Requirement & Additional Forms 
IRS Assignment Letter: IRS 
Assignment letter (Form: SS-4) can be 
obtained by going to IRS.Gov or call
IRS at 1-800-829-4933 
Note: W-9 not acceptable 

Local District Commissioners 
Approval Letter: A letter from the 
LDSS Commissioner must accompany
the application stating that the request 
for a MMIS number has been approved 
for CFCO. 



& Additional Forms 

0 DOH Letter which waives the application fee for your CFCO District 

0 IRS Assignment Letter indicating the FEIN and Appl icant Name on the Enrollment Form (W-9 NOT ACCEPTABLE) IRS 
Assignment Letter (Fcnn SS-4) can be obtained by going to IRS Gov or caa IRS at 1-800-829-4933 

0 local District Commissioners Approval letter 

0 6Jlplicalion Fee Exemption - fonn #520101 

0 Electronic Funds Transfer ~fT) Authorization - form #701101 (NOT REQUIRED for revallda OIi rt EFT is akeady m place and no 
ehange 1s requested or rt you are enrolng as a Managed Care 0ntf non- ng pioVlder) 

@ ETIN Certification Statement for New Enrollments • fonn !1490602 (NOT REQUIRED for revalida oo or remtatemenVreactivation, or d 
y011 are enrol ing as a Managed Care Only non-bi ing provider). If y011 a~e~ have an exisling ETIN that y011 wish to aflifiate 1'llth. submit the 
Cerlificabon Statement for E.ias ng ETI s (EME0 IY 490601) after you receive your Provider ID. This fonn is avilJlable one~ edny org under 
"Mam enance Forms· 

@ Prior Conduct Questionnaire· form #431001 (If you answer -Yes lo questions 1-4 in secilon 6 of lhe eniol menl appllcahon you must 
eomplele lhls form). 

0MIG Provider Compliance Certification -Confirma on notice for Ille 0MIG PrOVlder Compliance Program may be requred. VISlt 1V1w; Q!!l!L"Y.9Q!! to delerm11e I 
rt the Appl1Can1 f Pro\lldtr must comply If yes, a C09'f of ttit con rma on nobee (printed from the webs e) must be included l'lith 1h15 app!icabon. 
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Requirement & Additional Forms 
Application Fee Exemption: This form 
is not required.  It has been replaced by 
the DOH letter. 
Electronic Funds Transfer (EFT)
Authorization – Form & ETIN 
Certification Statement : For both the 
EFT Authorization and the ETIN 
Certification, eMedNY recommends 
doing new applications for both even if 
there are existing ETIN numbers and 
EFT authorizations for your County. 



1. Keep .a copy of a I documents submitted! 

2. Send the completed enrcHment form req · ired do ments, an ad i ·on:al arms to· 
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The LDSS MMIS Application Shared Mailbox 
This mailbox is on the Health Commerce System to protect personal and confidential information included in the MMIS 
applications. The link for the Health Commerce System is: 
https://commerce.health.state.ny.us/public/hcs_login.html 
You must have an active HCS account to access the system, once logged in, click All Applications from the drop-down menu and 
choose Secure File Transfer. 

3. Once you launch the Secure File Transfer, a screen appears giving you the option of Send Package. 
4. Click on the icon next to the “TO:” box, (that will pull up a search field box.) 
5. Then type LDSS MMIS into the search box (that will pull up the icon for LDSS MMIS Application Shared Mailbox, which you 
then should select.) 
6. You should now see “To: LDSS MMIS Application Shared Mailbox” at the bottom of the screen. 
7. Click on OK and it will bring you to the new package screen that will allow you to send a secure e-mail and include an 
attachment. 

For routine questions without protected information, e-mails can be sent to; 
LDSS.MMIS.Applications@health.ny.gov 

August 2019 

https://commerce.health.state.ny.us/public/hcs_login.html
mailto:LDSS.MMIS.Applications@health.ny.gov
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Submission of Application & Additional
Information 
• Keep a copy of ALL documents submitted 

• Send the complete enrollment form, required documents and additional
forms to https://commerce.health.state.ny.us/public/hcs_login.html 

o This mailbox is on the Health Commerce System to protect personal and 
confidential information included in the MMIS applications. 

o You must have an active HCS account to access the system. 

August 2019 

https://commerce.health.state.ny.us/public/hcs_login.html
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Submission of Application & Additional
Information 
• Once logged in, click All Applications from the drop down menu and chose 
Secure File Transfer. 

• Once you launch the Secure File Transfer, a screen appears giving you the 
option of Send Package (choose that option) 

• In the TO: box, click on the icon next to the TO: That will pull up a search field 
box. 

• Type LDSS MMIS into the search box. That will pull up the icon for LDSS
MMIS Application Shared Mailbox. 

• Click on it-you will see To: LDSS MMIS Application Shared Mailbox at the 
bottom of the screen.  

• Click on OK and it will bring you to the new package screen that will allow you 
to send a secure e-mail and include an attachment. 
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NYSDOH Review and 
Submission to Provider 
Enrollment 

August 2019 



q w 
RK 

ATE 
Department 
of Health 

 
   
  

   
 

 
 

    
     

    

35 

Review and Submission 
• As soon as the application is received at the Bureau of Managed Long Term Care 
(MLTC), it will be reviewed for accuracy and completeness. 

• If required application fields are incorrect or blank, a notification will be sent to the 
designated contact for each county to review, correct, and resubmit the 
application to MLTC. 

• Once an application has been determined to be complete, it will be forwarded to 
the Bureau of Provider Enrollment for processing.  

• As long as the information provided is accurate and complete, Provider
Enrollment will issue a CFCO specific MMIS number to the County. 

• This MMIS number should be used to submit CFCO services to eMedNY for 
reimbursement. 

August 2019 
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Next Steps 
Additional training for claim submissions and reimbursement will be scheduled with 
eMedNY shortly. All claims for CFCO will be submitted as 837I (institutional) type 
claims. 

Welcome Letters will be sent once your application has been reviewed and 
approved.  Please be aware that your Welcome Letter will state “COS 0264 –
HHAS: Vendor Personal Care Ser”. It will not state CFCO. All CFCO services will 
be included under Category of Service 0264. The districts should note the COS
Code (number) only and the “CFCO” identification on the end of their enrolled 
name. 

August 2019 
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For assistance or questions, please contact: 

• The eMedNY Call Center at 
1-800-343-9000 (Option 2, then Option 3) 

• LDSS.MMIS.Applications@health.ny.gov 

mailto:LDSS.MMIS.Applications@health.ny.gov
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QUESTIONS 

August 2019 
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