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Overview
This document overviews Milestone 2 of a new application being submitted in the Provider Services Portal. Applications
are broken down into 4 milestones that must be completed before submission of an application for review.

Note: At this time the portal is only allowing enrollment for providers who have never been enrolled in NYS Medicaid
and is currently limited to individual practitioners. Groups, businesses and institutions will come at a later date.

Milestone 2 of an application

Milestone 2 of an application is broken down into steps 4-6. Steps that are optional will be marked as so on the left-hand
menu next to the step number.

Step 4 of Milestone 2 is for adding education/training/work history. This is an optional step. Click the show button arrow
on the purple instructions banner to display instructions relating to this step.

6 Milestone 1 v Education/Training/Work History

E, Milestone 2 ~ Information about provider education, training and work experience

Step 4 @ ® Instructions Show +
Add E ining/Work History

Step Requirements

Step 5 A

Add Payment Details —
Education @ ( Add )

Step 6 A
Add Locations/Doing Business As .
Training @ ' Add R
G Milestone 3 v
& Milestone 4 “ Work History @ ( Add M)
i oy
Supporting Documents @ ( Add
Step 5 of Milestone 2 is for adding payment details. Click Add at the bottom right to begin this step.
Milestc 1 .
& Miestone v Payment Details
£ Milestone 2 N Information on how and where claims will be reimbursed
Step4  Optional [@)] @ Instructions Show ~
Add Education/Training/Work History
Step Requirements
Step 5 A
Add Payment Details —
Payment Details @ ( Add )
Step 6 A
Add Locations/Doing Business As
& Milestone 3 v
& Milestone 4 v

Information like the Social Security Number/EIN/FEIN and Provider Name will be imported based on what was entered
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to generate the application. Payment method will be automatically selected as Electronic Funds Transfer (Direct
Deposit). Fields marked with a red asterisk are required fields.

Py e

& Milestone 2 @ Information on how and where claims will be reimbursed
Step 4 ([ EEEH @ @ Instructions Show
Add Education/Training/Work History
Step Requirements
Step 5 A
Add Payment Details Mode of Payment
A SSN/EIN/FEIN Provider Name *
Step 6
" . . @
Add Locations/Doing Business As
Payment Method
5 Milestone 3 ~ (@) Electronic Funds Transfer (Direct Deposit)
G Milestone 4 e Start Date* End Date
08/04/2025 B MM/DD
Financial Institution Information
Financial Institution Name * Routing Number*
Account Number* Type of Account*
Select v
Pay-To Contact Details
Contact Name * Phone Number * Email Address * Fax Number
(000) 000 - 0000 example@email com (000) 000 - 0000

The EFT agreement must be read in full by scrolling down, and then signed. The signature boxes will remain greyed out
until the entire EFT agreement has been read. Click the box that acknowledges that the EFT agreement has been read
and agreed to.

EF 1 Agreement

The Electronic Fund Transfer form will be pre-filled with the |nformal|un prDVIdEd on this page. But it must st\ll be swgned to signify the agreement with the terms on page 2 of
the EFT form. Beth pages must then be sentin along with any required d 1.This 1will appear on the form that gets created. However, the
signature field will be empty in the form and must therefore be signed before sending in the EFT Agreement.

Fa Agreement

Providers who receive payment of claims under the Title XIX (Medicaid) program in New York State Department of Health must agree to the following terms.
and conditions:

Legal Compliance: Provider shall abide by all federal and state laws governing the Medicaid program.

N

EFT information: Provider will submit the EFT information that includes the Payee, name of the bank, address of bank, transit number, account number, and a
bank letter or veided check on the account to which funds will be transferred

w

Acceptance of Funds: Provider agrees that evidence of credit to the proper account by Payee's bank pursuant to an EFT is sufficient to show acceptance of
medical assistance payments under the New York State Medicaid program. Provider certifies by such acceptance that Provider presented the claims for the
services shown on the Remittance Advice issued by the Depariment, and that the services were rendered by or under the supervision of Provider. The
provider understands that payment will be from federal and state funds and that any falsification, or concealment of a material fact, may be prosecuted under
federal and state laws

Lo

Notice of Change: Provider will notify the Department of any changes in Payee, Payee's name or address, or bank account details. This notification must be
supported in writing on company letterhead and include the provider's number(s) (MMIS 1D or NPI), new account number, routing number, and a brief
explanation for the change. The letter must also be signed by the provider and their title must be indicated

5. Alternate Payment Methods: For good cause (including but not limited to recovering overpayments from subsequent requests for claims payments), the
First Name * () Last Name* (i)
Date®

Click on Save Details in the middle right of the page after checking the box to agree
Click on Add under Address Details to enter the Pay-To address. This is the address where paper checks (if necessary)
and remittances will be sent to until Electronic or PDF Remits are set up. Fields marked with a red asterisk are required.
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Click on Validate Address. Click on Save after you validate the address.

Address Details
Type of Address*
Select 0 -

Plzase make a selection for Type of Address.

Address

Address Line 1*

Enter Street Address or PO Box Only

Address Line 2 Address Line 3
City/Town * State/Province *

Select w Select v
County Country *

Select w UNITED STATES v
Zip Code *

¢ Validate Address

Click on Add under Address Details again to enter the Financial Institute address details. Click on Validate Address and
then Save under the Validate Address button.

Address Details

Add
Address Type Tl Address Tl Actions
]
E] Pay-To Address 2. ]j
1-1 of 1 item 1~ of 1page

Supporting Documents

Add

Document Type Document Name File Name Remarks Uploaded By Uploaded Date

No records found!

G a2

Once the Pay-to Address and Financial Institution Address have been entered and validated, scroll up to the EFT
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agreement to download the EFT agreement. Note: This download button will not be available until both addresses have
been entered. Click on Download.

EFT Agreement

The Electronic Fund Transfer form will be pre-filled with the information provided on this page. But it must still be signed to signify the agreement with the terms on page 2 of

the EFT form. Both pages must then be sent in along with any additionally required documentation. This information will appear on the form that gets created. However, the
signature field will be empty in the form and must therefore be signed before sending in the EFT Agreement.

[Fo Agreement

(RS I

bl

-

Download

Providers who receive payment of claims under the Title XIX (Medicaid) program in New York State Department of Health must agree to the following terms
and conditions:

. Legal Compliance: Provider shall abide by all faederal and state laws governing the Medicaid program.

EFT information: Provider will submit the EFT information that includes the Payee, name of the bank, address of bank, transit number, account number, and a
bank letter or voided check on the account to which funds will be transferred.

Acceptance of Funds: Provider agrees that evidence of credit to the proper account by Payee's bank pursuant to an EFT is sufficient to show acceptance of
medical assistance payments under the New York State Medicaid program. Provider certifies by such acceptance that Provider presented the claims for the
services shown on the Remittance Advice issued by the Department, and that the services were rendered by or under the supervision of Provider. The
provider understands that payment will be from federal and state funds and that any falsification, or concealment of a material fact, may be prosecuted under
federal and state laws.

Notice of Change: Provider will notify the Department of any changes in Payee, Payee's name or address, or bank account details. This notification must be
supported in writing on company letterhead and include the provider's number(s) (MMIS 1D or NPI), new account number, routing number, and a brief
explanation for the change. The letter must also be signed by the provider and their title must be indicated.

ABnrentn Dinnsan: 2 Mot odn: Cox aood aouoo Soclbsdioo bt oo Beiiod bo cooouodos oo ousosodo e oolbooouont coosoeota far ol sousoonbad Hh.

Firo# Mama * 7y 1 act Mama ® /5

Once the EFT Agreement has been downloaded, it must be physically sighed and saved to then upload under the
Supporting Documents section of this step.

MODE OF PAYMENT

Payment Method
X1 Electronic Funds Transfer(EFT)

AUTHORIZED SIGNATURE

Original Signature of Practitioner/Authorized Representative

Click on Add under Supporting Documents. A new screen will pop up that allows you to upload supporting documents
for this step. File formats allowed: .gif, .jpg, .jpeg, .html, .htm, .pdf, .xls, .tif, .doc, .docx, .xlsx, .txt. Click on Upload
document. Click on Close when you have uploaded the documents
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Supporting Documents

Apolication 1D Enrollment Type
Individual

2 Required Documents

» Bank Letter or Cancelled Check
» EFT Agreement

Document Type *

Select

File Mame*

Applicant Type Hame
Fee For Service (Billing) |

Application Status

File must be under 10 MB in size

Added Documents

Document Type

Document Name

In Process
Document Name *
~ Select
Remarks
Choose
File Name Remarks

No records found!

Uploaded Date

Upload document

Close

Click on Save at the bottom right right once all details of this page have been completed. Click on Next Step at the

bottom right of the page.

Step 6 of Milestone 2 is for adding locations/doing business as. Click the show button arrow on the purple instructions

banner to display instructions relating to this step. Click Add at the bottom right.

£ Milestone 1 ~

£ Milestone 2 ~
Step4 Optional @
Add [Training/MWork History
Step 5 ®

Add Payment Details

Step 6 iy

Add Locations/Doing Business As

5 Milestone 3 -

& Milestone 4 ~

The next screen that will display is the Location Details page. Fields marked with red asterisks are required.

Locations/Doing Business As

Information on the locations where the provider practices

@ Instructions

Hide -~

« Familiarize yourself with the "Step Requirements’ link located immediately after the Instructions secfion. Here you will find any required documentation that will
need based on the STEP you are complefing. Some requirements will include hyperinks (URLs) to forms that will need fo be downloaded, filled out, uploaded

along with your submission.

» Provide required information to add locations and associated information

« Using a patient’s address as the location address is not permitted.

Locations
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£ Milestone 1 ~ N *Mandatory Fields
Locations/Doing Business As o
£ Milestone 2 s Information about the locatians where the provider practices
Step 4  Opional @ @ nstructions Show
Add Education/Training/Work History
Step s @ Lecation Details
Add Payment Details Location Type* Plage Of Service: Doing Business As (i)
Select ~ Select ~
Step & FiS

Add Locations/Doing Business As
Contact Details

£ Milestone 3 2 Phone Number* Extension Fublic Prone Number* Extension
0) 000
& Milestone 4 ~
Fax Number
000
Email Address* Public Email Address
example@ example@email com
Web Page Communication Prefersnce*
Select v

Office’s Information

Offers Office Based Surgery

Qves @ No

Is this Location TDDITDY equipped? ()

(O Yes (@) Mo

Handicap Accessible

O Yes @ No

Is this Location ASL capable? )
™ Yes /&) Na

Pediatric Services

() Yes (@) Mo

Age Restrictions.

() Yes (@) No

In Persen/Telehealth*

Select ~

Disability Accommodations

Select ~
Maximum Clients Offers OB-Gyn Services
Select ~
Languages Spoken
Selected Languages*
Select ~

Office Hours

[ 247

] Sunday

[ Monday

] Tuesday

[ Wednesday

[C] Thursday

[ Friday

[C] Saturday
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Address

Address Line 1*

Enter Street Address or PO Baox Only

Address Line 2 Address Line 2
CityTown * State/Province *

Select e Select ~
County Country*

Select e UNITED STATES ~
Zip Code® Latitude Longitude

Validate Address

-] e

Once you enter the details of the address, Click on Validate Address in the bottom right-hand corner. Click on Save
directly below Validate Address when all information is correct.

This will bring you back to the main page of the step. You will then need to click on the edit button of the address to add
additional information before the step is complete.

Locations/Doing Business As
Information on the locations where the provider practices

@ Instructions Show +

Locations ()

e : | % Show Filter ) Actions

[ Location T Location Type 11 Location Address 1L End Date T Actions
[ 01-Main Office Primary Practice Location 1213172900 R m|
1-1 of 1 item 1~ of 1page

This will bring you into the address details you just entered. Now there will be a ribbon at the top which will have two
sections that require additional information. These will be marked with a red warning triangle.

@ Instructions Show

Step Requirements

View Summary MNext Tab »

Location Details () Address PTISP/SSP & License/Certification = Optional Insurance | Optional Contacts = Optional +2

Location Details

07/31/2025



Version 3 Page 8 of 9

e W Provider Services Portal-Milestone 2

Click on the Address Tab first. This will bring you to a screen where you will select the Correspondence Address, which is

where any paper communications will be sent. Fields marked with red asterisks are required.

Address Details
Location Type of Address *
f [ Select o- ]

Fleaze make 3 selection for Type of Address.

Start Date* End Date

MM/DDYYYY B MM/DDYYYY B

Location Address

O Use the same as Location Address

Address
Address Line 1*
Enter Strest Address or PO Box Only
Address Line 2 Address Line 3
CityTown * State/Province *
Select e Select ~
County Country*
Select ~ UNITED STATES ~
Zip Code* Latitude Longitude

There is the option to have the Correspondence Address the same as, or different from the Location Address. Once you
enter the address details, click Validate Address then click Save underneath that.

Click PT/SP/SSP tab next. Fields marked with red asterisks are required. Select the specialty(s) from the box on the left
and click the arrow pointing to the right to move the specialty over. Click Save when you have moved all subspecialties
over.

+2 PT/SPISSP 4 License/Ceriification = Optienal Insurance | Optional Contacts | Optional Supporting Documents | Optional | +1
Provider Type/Specialty/ Subspecialty

Location Start Date* End Date

MM/DDYYYY B MM/DDYYYY B

Associate Provider Type/Specialty/ Subspecialty

Awailable Subspecialty Associated Subspecialty *

[C] Physician/Family Practice/No Subspecialty - 207Q00000X

9] (©)

Add Al 5 « Remove All

=
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Once you are completely satisfied with the information in Milestone 2, click on next step at the bottom right. A pop-up
screen will display the following information

Milestone Completed

g
Congratulations on Completing Milestone 2
fou've taken a significant step forward in the application process, and we are thrilled to see your progress.

Chick on 'Okay’ to proceed to ‘Milestones list'

You are now complete with Milestone 2. Click Okay to acknowledge and move on to the remainder of the application.
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