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[bookmark: _Toc53996179]Introduction
Discover your Provider (DyP) is a solution built to provide wide-ranging functionality through the Provider Portal to include Provider Enrollment, Provider Self Service, and support for additional functionality.  The purpose of the current guide is to provide useful enrollment information to individual providers.  Also, this guide is intended to make the enrollment processes easier to navigate and understand.  Individual providers must enroll using the Provider Enrollment portal to have the ability to submit claims and receive payment for covered services.  After an enrollment application is submitted, a confirmation email is sent to the specified email address.
[bookmark: _Toc53996180]Getting Started
Before you begin the enrollment process, gather all the information you will need to enter during each step.  Please review the following checklist:
· Social Security Number
· National Provider Identifier
[bookmark: _Toc53996181]Landing Page
The Discover your Provider landing page is not only a ground for the provider registration and/or login, but also an instrument for patients to search for an acting provider in their area.  The landing page also provides information on the system features as well as specific information for providers.  
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[bookmark: _Toc53996207]Figure 1:  Provider Enrollment Welcome Page






[bookmark: _Toc53996182]User Registration
For a new user to register in the system, take the following steps:
1. On the landing page, click Sign In/Register.
2. On the Login pop-up window, click Register.
3. On the Register to Provider Portal pop-up window that opens, specify the following data and click Register: 
· Email – email address, required
· Password – password that must match the following criteria:  8 or more characters; upper- and lower-case letters; number and symbol; required
· Validate Password – confirm the password
· Organization Name – the official name of organization, optional
· Organization Description – short description of an organization, optional
· Prefix – name prefix, optional
· First Name – first name, required
· Middle Name – middle name, optional
· Last Name – last name, required
· Suffix – name suffix, optional
· Phone – phone number, required
· Extension – name extension, optional 
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[bookmark: _Toc53996208]Figure 2:  Register to Provider Portal
 [image: ]
[bookmark: _Toc53996209]Figure 3: Register to Provider Portal continued
[bookmark: _Toc53996183]User Registration Page
If you moved to the registration page by mistake and you already have an account, click the Already have an account? Log in link (found below) to move to the Login page.
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[bookmark: _Toc53996210]Figure 4:  Navigate to Login Screen
Once you have entered the correct data and clicked Register, the Registration successful message is displayed.  Follow the link from your designated email to confirm registration.  
[image: ]
[bookmark: _Toc53996211]Figure 5: Registration Successful Message
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[bookmark: _Toc53996212]Figure 6:  Successful Registration Email Notification
Once you click on the link you will be sent to this screen shown below.  Click on the Back to Log In button and it will bring you back to the sign in page. 
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[bookmark: _Toc53996213]Figure 7:  Confirmation screen
[bookmark: _Toc53996184]User Login
To log in to the system, on the landing page, click Sign In/Register.  The Log into Provider Portal pop-up window opens.  Specify the following data and click Log In:
· Username – email address specified during the registration
· Password – password specified during the registration
[image: ]
[bookmark: _Toc53996214]Figure 8:  Login Page

[bookmark: _Toc53996185]Login Page
If you do not remember your password, click the Forgot password? Link and follow the steps to restore your password.
If you are not registered in the system, click Register.
Password Reset
To reset your password in case you forgot it, take the following steps:
1. Click Forgot Password? On the user login page.
2. On the Restore password page that opens, enter your email address and click Reset Password.  Otherwise, click Back to Log In.
3. Check your email and follow the link provided in it to restore the password.
4. On the Change password page, enter your new password, confirm it, and click Change Password.  The password change email confirmation is sent to you email address.  

[bookmark: _Toc53996186]Dashboard
After logging in to the Provider Enrollment Portal for the first time, the Welcome page is displayed.
[image: ]
[bookmark: _Toc53996215]Figure 9:  Welcome page
[bookmark: _Toc53996187]Enrollment Types
The Provider Management system provides the following types of enrollment depending on the type of provider:
· Individual enrollment
· Group enrollment
· Facility enrollment
· Pharmacy enrollment
· Ordering/referring/prescribing provider enrollment
· Provider Enrollment Manager enrollment 

[bookmark: _Toc53996188]Security Sign
If you are logging in as an already enrolled provider, the Dashboard page has a different view with all functionality enabled.  First however, you will see the following security sign:  
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[bookmark: _Toc53996216]Figure 10:  Security Sign
You must click ‘Agree’ before you are able to proceed.  This will occur every time you log into DyP. 
Once you click ‘Agree you will receive the following pop-up:
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[bookmark: _Toc53996217]Figure 11:  Security Pop-Up
Now that you have agreed and entered the secured website you are able to see the following on the DyP dashboard. 
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[bookmark: _Toc53996218]Figure 12:  approved provider dashboard
[bookmark: _Toc53996189]Starting the Enrollment Process for an Individual Enrollment Application
To start filling in the individual enrollment application, follow the steps:  
1. On the Dashboard page, select the payer and the Individual Enrollment type.
2. On the Individual enrollment application page that opens, fill in all the required sections, and click Submit on the final Summary page.
[bookmark: _Toc53996190]Identifying Information Section
The Identifying information section is used to describe the provider general information such as first and last name, gender, date of birth, as well as SSN and other tax-related data.  
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[bookmark: _Toc53996219]Figure 13:  Identifying Information section, part 1
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[bookmark: _Toc53996220]Figure 14:  Identifying Information section, part 2
[bookmark: _Toc53996191]Program Participation Section
The Program Participation section is prefilled with Medicaid fee-for-service.  The provider can click next knowing that this is the program they want to participate in. 
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[bookmark: _Toc53996221]Figure 15:  Program Participation section

[bookmark: _Toc53996192]Provider Identifier Number Section
The current section is used to indicate the provider NPI, as well as indicate if a provider is already enrolled in another state and/or wants to participate in Medicare P4P program.  
The National provider identification field has a verification mechanism for NPI numbers.  While entering, the system provides the list of available NPIs that match the entered value.  If the NPI number is not valid, it will be impossible to proceed with enrollment.  
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[bookmark: _Toc53996222]Figure 16:  Provider Identifier Number section, part 1
Following the Alternative identifiers there are additional questions found in the Provider Identifiers section under the section title Additional Information.
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[bookmark: _Toc53996223]Figure 17:  Provider Identifier Number section, part 2

[bookmark: _Toc53996193]Address Details
The current section includes information for provider mailing, billing, and service location addresses. 
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[bookmark: _Toc53996224]Figure 18:  Address Details section, part 1
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[bookmark: _Toc53996225]Figure 19:  Address Details section, part 2
[bookmark: _Toc43279068][bookmark: _Toc53996194]Taxonomy/License/Affiliation Information
This section you will select your taxonomy and additional taxonomy if applicable.  Then you will add your license information in the table if prompted to do so based on your taxonomy.  Then you can add your affiliation.  
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[bookmark: _Toc53996226]Figure 20:  Taxonomy/License/Affiliation Information section, part 1
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[bookmark: _Toc53996227]Figure 21:  Taxonomy/License/Affiliation Information section, part 2


[bookmark: _Toc53996195]Primary Service Location Section
In the current section you will add your primary location address information and the contact person’s information for that primary location.  You can also specify the gender of patients to be served, their age range, spoken languages, specify if the service is available in all counties or not, and open office hours.
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[bookmark: _Toc53996228]Figure 22:  Primary Service Location section, part 1
[image: ]
[bookmark: _Toc53996229]Figure 23:  Primary Service Location section, part 2
[bookmark: _Toc53996196]Secondary Service Location Section
In the current section you will add your secondary location address information and the contact person’s information for that location.  You can also specify the gender of patients to be served, their age range, spoken languages, specify if the service is available in all counties or not, and open office hours. You can add a maximum of 9 additional locations this way.
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[bookmark: _Toc53996230]Figure 24:  Secondary Service Location section 
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[bookmark: _Toc53996231]Figure 25:  Secondary Service Location button to create additional locations

[bookmark: _Toc53996197]Request Retroactive Adjustment Section
This section gives you the option to state if you would like your enrollment to be retroactive.  By selecting yes, two lines will populate allowing you to fill in the reason and the date for which you’d like your enrollment to begin on.  The second question is regarding if you are an out-of-state provider and whether you are enrolled with another Medicaid or CHIP program.  
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[bookmark: _Toc53996232]Figure 26:  Request Retroactive Adjustment section
[bookmark: _Toc53996198]Ownership Section
The current section is used to indicate whether provider has ownership of an organization billing Medicare and/or if any of the provider family are related to the provider practice.
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[bookmark: _Toc53996233]Figure 27:  Ownership section, part 1
If you select “Yes” to any of the questions a table will populate specific to the question so that you may enter in the pertinent information.  See below screenshot for an example.  
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[bookmark: _Toc53996234]Figure 28:  Ownership section part 2



[bookmark: _Toc53996199]Key Personnel
This section is for if you have a Managing Employee such as a Director, Supervisor, Manager, Officer, and/or Agent that you want documented on the enrollment.  When you click on the + ADD LINE button it opens a table for you to fill out with all their important information.  
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[bookmark: _Toc53996235]Figure 29:  Key Personnel section, part 1
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[bookmark: _Toc53996236]Figure 30:  Key Personnel section, part 2

[bookmark: _Toc53996200]Exclusion/Sanction Section
The current section is used to indicate whether a provider or provider family member were convicted of a felony or excluded from a federal program and if there were any criminal fines, administrative sanctions, program exclusions, suspension of payment, etc.  Note that these are mandatory questions.  You will need to answer either yes or no to each question in order to successfully submit the application. 
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[bookmark: _Toc53996237]Figure 31:  Exclusion/Sanction section

[bookmark: _Toc53996201]Upload Documents Section
The current section is used to upload different files and documents so that to accompany the enrollment application.  These files include bank account number, current effective and non-expired license, board certification, trading partner agreement, NPI designation letter, etc.  These documents must be attached to the corresponding sections. 
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[bookmark: _Toc53996238]Figure 32:  Upload Documents section
Once you have uploaded a document you will see the title with a white checkmark in a green circle under the section where you uploaded the document.  See screenshot below. 
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[bookmark: _Toc53996239]Figure 33:  Upload Documents section, verified check mark


[bookmark: _Toc53996202]Authorized Signature Section
The current section provides information on a person who is submitting the enrollment including the electronic signature, printed title of a person submitting enrollment, and submission date.  Note that the Title of the authorizing signer is a mandatory field.  

[bookmark: _Toc53996240]Figure 34:  Authorized Signature section
[image: ]
[bookmark: _Toc53996241]Figure 35:  Authorized Signature section
[bookmark: _Toc53996203]Affiliation Section
This section is if a provider wants to affiliate to another group.  This tab is not utilized for an individual enrollment.  To navigate on click on ‘Next’ or you may click on the Provider Agreement tab found below the Affiliation tab and continue.  
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[bookmark: _Toc53996242]Figure 36:  Affiliation section

[bookmark: _Toc53996204]Provider Agreement Section 
This section is where the user will read through, understand the agreement, and then sign the document.  To electronically sign the agreement, click on the ‘Agree and Sign’ button found at the bottom of the tab.  Upon submitting your signature, you will return to the tab.  From there you will see your name at the bottom of the document.  Then click the ‘Next’ button.  The next several screen shots depict the signing process.  
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[bookmark: _Toc51579591][bookmark: _Toc53996243]Figure 37:  Provider Agreement:
[image: ]
[bookmark: _Toc51579592][bookmark: _Toc53996244]Figure 38:  Provider Agreement:  Signature Loading page
[image: ]
[bookmark: _Toc51579593][bookmark: _Toc53996245]Figure 39:  Provider Agreement:  Getting Started
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[bookmark: _Toc53996246]Figure 40:  Provider Agreement:  Signature page
[image: ]
[bookmark: _Toc51579594][bookmark: _Toc53996247]Figure 41:  Provider Agreement:  Signature page continued
[image: ]
[bookmark: _Toc51579595][bookmark: _Toc53996248]Figure 42:  Provider Agreement:  Final page

[bookmark: _Toc43279112][bookmark: _Toc52700920][bookmark: _Toc53996205]Payment 
If you must pay a payment this screen will be active.  Click on ‘DOWNLOAD INVOICE’ to complete your payment to enroll in the program.  
                        [image: ]                 
[bookmark: _Toc52700960][bookmark: _Toc53996249]Figure 43:  Payment Information details
Once you have downloaded the invoice open it up and follow the instructions inside.  When sending a check make the check payable to ‘Wyoming Medicaid’ or ‘Division of Healthcare Financing’.  Send your payment by check to 2515 Warren Ave, Suite 503, Cheyenne, WY 82001. 
After you have successfully downloaded the invoice the user will be sent back to their application and they will be brought back to the Payment tab.  From there click on ‘Next’.   

[bookmark: _Toc53996206]Summary Section
On the Summary section, provider certifies that the entered information is true, accurate, and complete by selecting the corresponding Sign and agree to Terms and Conditions option.  Clicking Proceed to Sign navigates provider to the Dashboard page from where they can sign an application.  
[image: ]
[bookmark: _Toc53996250]Figure 44:  Summary section

On the Dashboard page that opens, the enrollment application is in the Ready for sign status.  Click Sign to move to the application signature page. 
[image: ]
[bookmark: _Toc53996251]Figure 45:  Dashboard page that opens after the application submission
The screen below appears while the signature site is loading.  
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[bookmark: _Toc53996252]Figure 46:  Loading Signature Page
Then this screen appears.  It will have all your information.  Click on “Get Started”.  
[image: ]
[bookmark: _Toc53996253]Figure 47:  Signature Page, Get Started
Once you have electronically signed the document twice you will get the green banner asking you to “Please click ‘Continue’.  
[image: ]
[bookmark: _Toc53996254]Figure 48:  Signature Page, after signing
After you click ‘Continue’ you must agree to the Terms of Service by clicking ‘I agree’.  
[image: ]
[bookmark: _Toc53996255]Figure 49:  Signature Page, almost done
Then you will be brought back to the DyP portal where the following message will be displayed.  
[image: ]
[bookmark: _Toc53996256]Figure 50:  Submitted successfully pop-up

On the finish page, click Navigate to dashboard to view the status of your submitted application (can be already under review by an internal user).
 [image: ]
[bookmark: _Toc53996257]Figure 51:  Dashboard page that appears after submitting application

From this page (shown above), you can view or download the application package by clicking the corresponding buttons.  
The attachments zip application package archive includes the following documents:
· enrollmentApplication.pdf
· Payment_receipt <number>.pdf
· Plus, documents uploaded on the Upload documents tab during the application fill-in (if any)
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Key Personnel

Managing Employee Type First Name Middle Name

+ADD LINE
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Key Personnel

Key Personnel

Man FirstN Middle Last Countr Statec County %%

SSN  Date

Edit row
Managing Employee Type ~  FirstName

Middle Name Last Name

SSN Date of Birth ]
Country of Birth ~  Stateof Birth -
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Exclusion/Sanction Information

Exclusion/Sanction Information

Have you ever been convicted of a criminal offense in any State? *

O Yes @ nNo

Have you ever had your license sanctioned, suspended or revoked in any State?

O Yes @ nNo

Have you ever been fined or had civil money penalties under any State or Federal
Program? *

O Yes @ nNo

Have you ever been sanctioned, debarred, suspended, or excluded from any State or
Federal Program? *

O Yes @ nNo
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Upload Documents

Allowed formats: * pg, *jpeg, *png, *pdf, *txt, *.csv, *doc, *.docx, *xis, *xisx

Current license *

A photocopy of the current license showing an effective and

expiration date. If you are enrolling to bill for services already UPLOAD FILES
provided, also enclose a photocopy of your license covering that

date of service.

Applicable board certification
A photocopy of applicable board certification. UPLOAD FILES
CLIA certification

Enclose a copy of the current CLIA certification for each of the
practice locations reported on this application (I you perform
Iaboratory services).

UPLOAD FILES

Additional documents including NCQA Accreditation

All other additional documents UPLOAD FILES

If you are a Pay-To provider, please mail your completed W-9 form along with your Electronic
Funding Transaction (EFT) information to Wyoming Medicaid at the following address:: <<ENTER
ADDRESS>>
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Current license *

A photocopy of the current license showing an effective and
expiration date. If you are enrolling to billfor services already
provided, also enclose a photocopy of your license covering that
date of service.

@ License.docx

UPLOAD FILES
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Authorized Signature

Authorized Signature

Electronic signature of person submitting enrollment

Title of person submitting enroliment *

Submission date
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Group affiliation information

There are no providers yet

BACK NEXT
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Dashboard

Upload Documents

Authorized Signature

Affiliation

Provider Agreement

Payment

Complete 100%

: Individual Provider Enroliment Application + All changes saved

« Provider Agreement

(AW Ntelicaid, CHIP, Commanicabe Diseas T reutment(Ryan White) Program, frcas and Cervica Cancer Scrcening Colorectal

[ ross.fossil2020+tmg4@gmail.com

W yoming Department of Heslh Provider Paticipation Agrccment

e, Tt 3 o lrors Deemon o Cobdren's el Tk e pphcats ot sl
Healthcare Provider and Pharmacy Agreement

STATE OF WYOMING
DEPARTMENT OF HEALTH
V13 e 63030, PRES WS Tty

Parties. The partes to this Falthcars Povider and Pharmacy Agresment (Agreement)ar the (Provider), whose name and
addron ae delncstodon pa scven (1) of this Agreemcnt, and the Wsoming Depariment of Health (WDH), whose addrss .
Heschler Buiding. 122 Went 29 Stel, 4 West, Cheyennc, WY 82002

Purpossof Agrasment. The purpose of this Agrocment i 0 cnsre thtthe Provider, who umishes srvices o lens of WDH
medical bl programs, bk and recivespayment o such services inaccordance withappicable . WDH medical benefit
proaraens incode th following: Maisid, Kid Care Chikren'sHeslh Insursnce Program (CHIP), Commusicsble Discare
Tcament (Ryan Whic) rogram, Breastand Cervical Cancer Srcening, ColorcalScrccning, Tik 25 Involuntry Detction,
and Chikdren's Spocial Ficalth(individually Program o collctively the Programs).
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'V HELLOSIGN
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Dashboard

'V HELLOSIGN Get Started

og Department of Health Provider Participation Agreement
(Al Medicaid, CHIP, Communicable Disease Treatment (Ryan White) Program, Breast and Cervical Cancer Screening, Colorectal
Sereening, Title 25 Involuntary Detention, and Children's Special Health Provider applicants must complets

Healthcare Provider and Pharmacy Agreement

STATE OF WYOMING
DEPARTMENT OF HEALTH

2¢ as Revsed 62030, PRESM, HHS Technology

The parties to this Healthcare Provider and Pharmacy Agreement (Agreement) are the (Provider), whose name and
address arc delincated on page seven (7) of this Agrecment, and the Wyoming Department of Health (WDH), whose address s
Herschler Building, 122 West 25* Street, 4 West, e, WY 82002
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veo DS LerT @)

‘Signatures. In witness thercof, the parties o this Agreement cither personally or through their duly authorized representatives,
have executed this Agreement on the dates set out below, and certfy that they have read, understood, and agreed o the terms

‘and conditions of all seven pages of this Agreement and that the information furnishe is true, accurate, and complete.

Ross Fossil
Printed Name of Individual Practitioner or Organization

707 Sheridan Ave Cody

§2414-3409

Street City

Click to sign

Full Name

ceo

Zip Code

10/ 16 /2020

Signature of Individual Practitioner or Legally Authorized Representative Title

Date stamp
(Date, Time)
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Dashboard 020+mga@gmail.com

is Agreement and that the information furnished is true, accurate, and comple

nd conditions ¢

Ross Fossil

Printed Name of Individual Practitioner or Organization

707 Sheridan Ave Cody Wyomis §24143409
Street City State 7ip Code
KN\J u?”\’[/ Ross Fossil ceo 10716/ 2020

Signature of Individual Practitioner or Legally Authorized Representative Title Date stamp

(Date, Time)
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Almost done.

1 agree to be legally bound by this document and the
. Click on 'l Agree" to sign this document.

Wyoming Department of Health Provider Participation Agreement
(AW Medicaid, CHIP, Communicable Discase Treatment (Ryan White) Program, Breast and Cervical Cancer Screening, Colorectal

Sereening, Title 25 Involuntary Detention, and Children's Special Health Provider applicants must complete)
Healthcare Provider and Pharmacy Agreement
STATE OF WYOMING

DEPARTMENT OF HEALTH
V1.2 s Revisd 2020, PRESM. HHS Technology

Parties, The partes to this Healtheare Provider and Pharmacy Agreement (Agreement) are the (Provider), whose name and
address are delincated on page seven (7) of this Agrocment, and the Wyoming Department of Health (WDH), whose addrcss is
Herschler Building. 122 West 25 Street, 4 West, Cheyenne, WY $2002.
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Payment information

First Name
Ross.

Application Contact Email
ross.fossil2020@gmail.com

Meailing Address Line 1
707 Sheridan Ave

Meailing Address City
Cody

Please download the invoice to proceed with the payment

DOWNLOAD
INVOICE
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Summary

‘The provider certifies that the information provided on this enrollment form is, o the best of the provider's
knowledge, true, accurate and complete and that the provider has read this entire form before signing

First name Lastname
Ross Fossil

[J sign and agree to Terms and Conditions

BACK PROCEED TO SIGN
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Welcome, Ross Fossil!

Individual Provider Enrollment Application

STATUS PAYER

Medicaid
READY FORSIGN v

CREATED
06/11/2020

LAST EDITED
06/11/2020

o -

TRACKING NUMBER
000-000-006
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'V HELLOSIGN

Discover *| 06/11/2020 Click to sign )
[ ) your
Provider™

Application Submitted Data

Tracking ID 000-000-006
Application name Enrollment Application
Submitted at 6/11/20, 12:57 PM

Identifying Information

Medicaid Payment

Will you receive payments directly from Medicaid? Yes
General Information

Title or Degree MD
First Name Ross

Last Name Fossil
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© You have completed all required fields. Please ciick ‘Cor

viscover

[ ) your
Provider™

Application Submitted Data

Tracking ID
Application name
Submitted at

Ross Fossil

000-000-006
Enrollment Application
6/11/20, 12:57 PM

*

e s sl
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Almost done.

1 agree to be legally bound by this document and the
Hellosign Terms of Service. Click on 'l Agree' to sign this document.

Discover 0ss Fossil

[ ] your
Provider™

o

e Koss Fossl
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]

Done!

Your application was submitted
successfully

Navigate to dashboard
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Dashboard (S rossfossil2020+mga@gmail.com

Welcome, Ross Fossil!

@ View ¥ Download
Individual Provider Enrollment Application

STATUS PAYER CREATED LAST EDITED TRACKING NUMBER

Medicaid 10/16/2020 10/16/2020 000-001-884
SUBMITTED v
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