Converting a CMS 8550 to a CMS 855I
Enroliment

How To Guide

Page 1 of 16



Internet-based PECOS allows an Individual provider currently enrolled in Medicare solely to order and
refer to easily convert their CMS 8550 enrollment to a CMS 855/ enrollment and vice versa.

This How to Guide only covers the scenario of converting from a CMS 8550 to a CMS 8551 enrollment.
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Step 1: User Logs into PECOS at https://pecos.cms.hhs.gov/pecos/login.do.

Medicare Enroliment

for Providers and Suppliers

Welcome to the Medicare Provider Enroliment, Chain, and Ownership System (PECOS)

(%) Red asterisk indicates a required field.

and manage Medicare enrollment information

USER LOGIN BECOME A REGIS

You may use your NPPES or PECOS username and
password to login.

ay register for a user account if you are: an Individual
Practitioner, Authorized or Delegated Official for a Provider or
Supplier Organization, or an individual who works on behalf of
Providers or Suppliers.

* UserID

Register for a user account

* Password

Note: If you are a Medical Provider or Supplier, you must register for
an NP 13 before enrolling with Medicare

Individual providers — access PECOS
using the same user Id and password
used for NPPES.

Organization providers — access
PECOS using the user Id and
password created in the PECOS I&A
system.

Forgot Password?&

lanage/Update User Profiel™

If you are having issues with your User ID/Password and are unable to log in, please contact the External User Services (EUS) Help Desk
at 1-866-484-8049/TTY 1-866-523-4759

Step 2: User selects My Enrollments.

Medicare Enrollment

for Providers and Suppliers

Home

Welcome John Provider

Motifications
VWelcome to PECOS
MNote: JavaScript must be enabled in your internet browser for PECOS to work properly. If JavaScript

is currently disabled in your browser, refer to the Accessibility section in PECOS Help for instructions
on enabling JavaScript

Manage Medicare and Account Information

(MY ENROLLMENTS &3] [ ACCOUNT MANAGEMENT £

« Enroll in Medicare for the first time = Update your user account information

. request or remove access to organizations
= View and update existing Medicare 4 E

information = Manage access to Medicare enrollments

= Continue working on sawved
applications
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https://pecos.cms.hhs.gov/pecos/login.do

Step 3: User selects View Enroliments.

My Enroliments

New Application

Before you get started, please review the following checklists of information necessary to complete an
enrollment via Internet-based PECOS:

+ Checklist for Sole Proprietor or Solely Owned Organizations (eq. LLC. PC) using PECOS L=

+ Checklist for Individual Physician and Non-Physician Practitioners using PECOS &

» Checklist for Provider or Supplier Organization using PECOS L=

To enroll in the Medicare program for the first time or to create a new enrollment, please click the
"New Application” button below.

[ NEWAPPLICATION @ |

Existing Associates

In order to view Medicare applications and enroliments for an associate, please click on the "View
Enrollments" button next to an associate listed below

Name: JANE PROVIDER  NPI: 1437439379 [VIEW ENROLLMENTS ]

Step 4: From the My Enrollments page the User selects New Application.
MNew Application

Before you get started, please review the following checklists of information necessary to complete an
enrollment via Internet-based PECOS:

= Checklist for Sole Proprietor or Solely Owned Organizations (eq. LLC, PC) using PECOS =

« Checklist for Individual Physician and MNon-Physician Practitioners using PECQS =3

« Checklist for Provider or Supplier Qrganization using PECOS =

To enroll in the Medicare program for the first time or to create a new enrollment for this associate,
please click the "Mew Application” button below

[ NEW APPLICATION

Name: JAME PROVIDER NP XXM XX XX

Existing Enroliments

Contractor: NOVITAS SOLUTIONS, INC.
Enrollment Type: 8550
Typel/Specialty: PODIATRY

State: MARYLAND
Status: APFPROVED

(8 PREVIOUS PAGE |
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Step 5: User chooses which provider the application is being created for.

Application Questionnaire

[*) Red asterisk indicates a required field.
Applicant Identification

You are associated to the following Employer:

*Which provider is the application being created for?

[@ Jane Provider Pr’auj:]

NEXT PAGE B

B CANCEL
Step 6: User answers “No” to the ordering and referring question.

Application Questionnaire

{*) Red asterisk indicates a required field.

Ordering and Referring
*|s the applicant enrclling solely to order and refer? Answering Yes to this question means

that you, or any arganization you may be employed by, will not send claims to a Medicare
contractor for any service you furnish.

O Yes
® No

(@ PREVIOUS PAGE | NEXT PAGE B

@ CANCEL

Page 5 of 16



Step 7: User selects the enrollment they would like to convert to create their CMS 8551 enroliment.

Application Questionnaire

(*) Red asterisk indicates a required field.

Convert 8550 to 8551

*You are currently enrclled in Medicare for the scle purpose of ordering and referring
sernvices. Select an existing ardering and referring enrallment which you weould like to convert
to an 8551 enrcllment. The enrollment information frem the ordering and referring enrclliment
chosen for conversion will be auto-populated on your 8551 application.

Contractor: MOVITAS SOLUTIONS, INC.
Enrollment Type: 8250
TypelSpecialty: PODIATRY
State: MARYLAMND
Status: AFFROVED

[ &) | do not want to auto-populate my new application with information from any of my
existing enrollments.

(8 PREVIOUS PAGE | NEXT PAGE B

B CcANCEL

Step 8: User completes the Applicant Description questionnaire.

Application Questionnaire

(*) Red asterisk indicates a required field,
Applicant Description

Flease read through all the descriptions and then choose the one that best matches your
situatian.

*lam applying as a:

2 Sole Owner of a PA, PC or LLC
= You are the only owner of a business, setup as a corporation, through which you give
healthcare services.

= Your business is legally separate from your personal assets.

® Self-Employed/Sole Proprietor
= You give all your healthcare services from a facility that you own, lease or rent.

You are the only owner of a business that gives healthcare services.

You and your business are legally one and the same. You are personally responsible
for any of the business’s financial obligations.

You reportthe business’s income and losses on your personal tax return.

' Group Member Only
= You give all your healthcare services as an employee of a group practice or clinic.

= You have an arrangement with your employerto send in Medicare claims and get paid
forthe services you have given.

O Group Member and is Self-Employed
« You give some healthcare services as an employee of a group practice or clinic.

= You have an arrangement with your employerto send in Medicare claims and get paid
forthe services you have given.

= You also give some healthcare services from a facility that you own, lease or rent.

= The income you make through self-employment is part of your personal assets.

O Disregarded Entity

« You are the only owner of a business, setup as a corporation, through which you give
healthcare services.

* You and your business are considered legally one and the same.
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Step 9: User confirms applicant identification information.

Application Questionnaire

(") Red asterisk indicates a required field,
Applicant Identification Information

* First Name

* Last Name

* Social Security Number (SSH)
123-45-67849

* Date of Birth
mm/ddiyyyy

(@ PREVIOUS PAGE | NEXT PAGE B

@ CANCEL

Step 10: User selects the State/Territory where services will be rendered.

Application Questionnaire

(*) Red asterisk indicates a required field.
State/Territory Where Healthcare Services Rendered

Flease select a single stateterritory where the applicant renders healthcare services.

* State/Territory
MARYLAMD v

(@ PREVIOUS PAGE | NEXT PAGE B

@ CANCEL
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Step 11: User selects their Medicare specialty.

Application Questionnaire

(*) Red asterisk indicates a required field,

Primary Medicare Services Rendered
HNote: A separate application is required for each primary healthcare service rendered.
* Please selectthe primary Medicare Services rendered by the applicant.

®partB Physician Specialties

[ PODIATRY v

OpartB Hon-physician Specialties

(@ PREVIOUS PAGE | NEXT PAGE B

@ CANCEL

Step 12: User completes the Identification Numbers questionnaire.

Application Questionnaire

(*) Red asterisk indicates a required field.

Identification Numbers

* Does the applicant want Medicare payments reported under the applicant's EIMN
instead ofthe applicant's S3M7 (to qualify for this payment arrangement, the applicant
must be a sole proprietor and cannot reassign all Medicare payments)

O Yes
® Ho

Ownership Information

* Effective Date of Ownership
mm/ddiyyyy
01/01/2012

(555) 555-5555 x Extension
4105550500 |X| |

(el il

(8 PREVIOUS PAGE | NEXT PAGE B
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Step 13: User completes the Reassignment of Benefits question.

Application Questionnaire

(*) Red asterisk indicates a required field.
Reassignment of Benefits

* |5 the applicant employed by a business or individual that will receive the practitioners
IMedicare claims payments?

O Yes
@ Ho

(@ PREVIOUS PAGE | [ NEXT PAGE B

B CANCEL

Step 14: User confirms the reason for the application and clicks “Start Application.”

Confirm Reason for Application

Medicare Part B Enrollment

Based on your responses, the following reason for application was identified.

+ A Medicare Part B practitioner is enrolling in the Medicare program for the first time
using their social security number (55N). No reassignment of benefits exists with this
application.

The application is for:

Hame Social Security Number (SSH) Practitioner Specialty State

Jane  Provider  JOGCA0G00 PODIATRY MARYLAMD

Clicking on the "Start Application’ button will create a Medicare application using the above
information.

Please note: After you click "Start Application’ a Web Tracking ID will be created. This does not
mean that your application has been submitted.

Atthe conclusion of this process:

* The applicatian is submitted to the appropriate Medicare fee-for-service contractor(s) for
processing

The practitioner must sign a statement cerifying the submitted information

The cerification statement, additional required signatures, and required attachments must
he electronically signed or mailed to the identified fee-for-service contractar(s)

The Medicare enrollment is finalized after the fee-for-service contractor processes this
application and approves the information

Any required andf/or supporting documentation not upleaded must be mailed in to the fee-for
-service contractor

[ STARTAPPLICATION @ |

B CANCEL
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Step 15: User completes all topics not marked with a check mark including the Withdraw Existing

Medicare Enrollments section.

| Fast Track View | | ErrorWaming Check [[Fl |

Enrodimant 100 0022 XXX XX XX
Pacil: ADIISITELS 012000004
Wihalr Tracking I0: TS XXX XX XX

Reason for Application

Practitionsr is Enrodiing In Madicans for the First Tims

Topics

Complatad Topks

Physical Location and "Spectal Payments” Address

Rendering HeaRncare Sendces 3 a Pallent's Home

CMmMCEtion IMommation

Crganlzation Control -""03'% fionmition abot Orga

natvigual control Emg

o Parsonal Information n""ﬂ'% nionmiation about Personal Infonmation
o Practitionar Spsciaity -""!3'5 Fiammation about PraciRionsr Spechily
PAR Ftatus Intormation -""!3'% Pionmation 3bout PAR Status Infonmation

< Physkeal Location and ~Spscisl Paymants™ Addrass B more intarmation bout
Rendsring Heatthcars 3arvicss at a Patlent's Homs - BATS

ResidentFaliow status @ mone inormation spou ResienuFelion St
Corraspondancs Addrace BB rore inmarmation 2bout Carespondence Acdress

+ Lieanss and Cartincation intormetion B mare 1oz

o Finzl sdverss sctions “""!3'% nionmation about Final Adverze Actions

Patlent Racords Sho

Storage Location —

Billing sgsncy Bl

Withdraw Existing Medicare Enrollments mure information about
Withdraw Existing Medicare Enrollments

* contset Porson B mars intormetion zpow
Elsctronk Funds Transtsr  @mare ivomation 2

Reguirsd andior Supporting Cocumsantation
andior Supparting Docamentation

Exlsting Medkzare Enroliments

WWithdraw Existing Madicars Enrclimsnts -"'03'% FiionmEtion about 'WEndraw
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Step 16: User must confirm, in the Withdraw Existing Medicare Enrollments section, that they wish to
have their existing Medicare enrollment (CMS 8550) withdrawn once this application is submitted. An
individual provider completing a new application to bill Medicare for services rendered must confirm
the withdrawal of all their current ordering and referring only enrollments.

Withdraw Existing Medicare Enroliments

Topic Summary

This topic requests that the practitioner confirm the enrolliments which will be withdrawn from
Medicare when this application is submitted.

(more information about withdrawal of enrollments)

Enrollments to be Withdrawn

Flease confirm that you wish to withdraw from Medicare the enrollments | CONFIRM B

displayed below by clicking the [Confirm] button.

This application cannot be submitted unless you agree to withdraw these enrcllments. If you do
not wish to submit this application and withdraw these enrollments fram Medicare at this time,
oryou change your mind after clicking the [Confirm] button, you may navigate back to the My
Enrollments page and delete this application or use this page to unconfirm your decision and
withhaold this application from submission.

Contractor: 12302 - NOVITAS SOLUTIONS, INC. - MARYLAND
Enrollment Type: 8250

TypelSpecialty: FODIATRY

State: MARYLAMND

Status: APPROVED

(@ PREVIOUS TOPIC GO TO ERROR CHECK (@ | [ RETURN TO TOPICS @ |
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Step 17: Once all topics are completed, the User begins the submission process.

| Fast Track Wow || En'n:hnl-l-'?a.mj.r:-gc.hmi:nl

Enrodimsant 1D 00 x>0 X XX
PaciD: ADD0517E 150050 S
Vs Tracking ID: Tooz XXX XX XX

Razson Tor Applicstion

Practitiznar ls Enrcliing In Madicars for tha First Tims

Completsd Topdcs

e Parsonsl Informsthoen -""'l:l-i mionmEation Shout

L Practitioner Spociatty B mane ivormztion soout

L PAR Status information B more ormation soous AR S

e Physical Location and ~ Spectal Payments™ sooress B mone iormetion aoow

Frresical Location and “Special Payments™ Address

o Rendsring Heslthcars Servicss at a Patlent's Homs B mare normz
Femdsr g Feancans Zenfioss 2t aFEllET s —omE

= RestdentFaliow Status Elmore ormation sbout ResidersTeliow
Corrsspondsncs Addnses -"'l:\-% Sralng) SIoeT SO TEsDoncEn s Aodnsss

o Licsnss and Cartficstion Infonmestion -"’l:l'é mriormEton ot Lkosriss s
Certifcation rformathon

L Fin=l Adwarss actions -"’l:l'é mriarmEton St Final Acusrss Actions

e Grﬂanlm‘"‘ﬂ'ﬂ Controd -'”'l:l'i gralpa) =l e gl e :";E'

e ndhviklual Conbrod -_"l:l_i mianmation abowt Indkikdual Comfno

e patient Records storage Location  E@mors imsormetion aoou
S-T'J-E;E L3t hom

‘.l H""ﬂﬂ .ﬁ.ﬂ@nﬂ -"'ﬂ-i riorEtlon ot B g -d'\.;%-:_-'

L Contsct Parson -""I:I-E riforEtlon about  (Contact Person

e Elsctronis Funds Transfar -"l:l-i FoNMERcn About Ekectronls Funds Transker

e Faguirsd andicr Supporting Doowmsntsthen -_"l:l_i nionmation Sbout
FeoUinad andar SUpDart Mg ) Sy

o

Vith-draw Existing Medicars Enrclimsnts -"’l:i'i MISCNMEEkon Sl '

CRraliments

=RINg =slar]

P ———

[viEW AND PRNT &3 | [ BEGIN suBMIssION 3
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Step 18: Provider is given the option to e-sign the enrollment application or print, sign and mail a hard
copy certification statement to the Medicare contractor.

Medicare Enroliment

for Providers and Suppliers
Applicant:  John Provider | PEDIATRIC MEDICINE | MARYLAND

Topics ‘ Topics for this Enrollment v | [SELECTD

My Application Progress NN | 0%

Home > My Enrellments > |nitial Enrollment > Submission Process

E-Signature Option

(*) Red asterisk indicates a required field.
Electronic Signature

The following documents are available for electronic signature

+ Certification Statement

*Would you like to proceed with the Electronic Signature process?
@  Yes.

O Ne, | choose to submit a hard copy of the supporting decuments to CMS$ containing my
traditional hand-written signature signed in ink

NEXT PAGE B
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Step 19: If the Provider chooses the e-signature option they must review and agree to the Terms and
Conditions and validate their identity.

E-Signature Submission

{*} Red asterick Indicates a required Tiedd

E-Signature Instructions
To e

Certification Statement Terms and Conditions

Provider must agree to the terms

Certification Statement for Individual Practitioners

(D]

and conditions by checking the
box and validate their identity
before proceeding with e-

signature.

es, | agree to the certification statement terms and conditions. | g£rtify that | intend
my electronic signature on this certification statement to be the lpdElly binding
equivalent of my traditional handwritten signature.

Complete Your E-Signature

he e-signature pro

€5, you must validate your identity by

In order to
progieifg the required |

* First Mame

= Last Name

= Diate of Birth
mmddYyyy

= Social Security Mumber [55N)

125456789

* Telephone

[ @@ PREVIOUS PAGE | [ MEXT PAGE )
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Step 20: User reviews the Submission Page and clicks the “Complete Submission” button.

Subi

n Page

(*) Red asterisk indicates a required field,
Contact and Processing

The Medicare Contractor(s) listed here would be responsible for processing your electronic and
printed application materials. If more than one contractor is listed, you must mail copies of print
documents to each contractor listed. You must mail all required print documents within 15
days of submitting the electronic part of your application.

Note: Itis recommended that the applicant select the Medicare Contractor of the Chain Home
Office.

* Fee-For-Service Contractor

NOVITAS SOLUTIONS, INC. v

NOWVITAS SOLUTIONS, INC.
PROVIDER ENROLLMENT SERVICES
P.0.BOX 880157

CAMP HILL, PA 17089-0157

Required and Supporting Documents

The following are Required and Supporting Documents that must be mailed in or uploaded as
part of your submission. Some documents may not be applicable for digital upload. Please
vigw the notes below.

Hotes:

+ The following CMS Ferms should not be uploaded to your submission and may resultin
delays in application processing: Form CMS-8554, Ferm CMS-855B, Form CMS-8551, Form
CM3-855R, Form CM3-8553, Form CM3-8550C, Form CMS-588, or any certification
staternent(s) and authorization staternent{s).

+ Any cerification staterment(s), authorization statement(s), or CMS-588 forms must be e-
signed or mailed as part of the submission and should not be uploaded. Uploading these
documents may cause a delay in processing the application and may require further action
ifthese documents are not e-signed or mailed

Required Documents:

View and Print =1 Certification Statement for Individual Practitioners

View and Print 3 Copy of CMS-588 Electronic Funds Transfer Authorization Agreement

Supporting Documents:

Required Supporting Documentation

1. Written confirmation fram the IRS confirming your Tax Identification Number with the Legal
Business Mame (e.g., CP 575) provided in Section 4. (NOTE: This information is needed if
the application is enrolling a professional corporation, professional association, or limited
liakility company with this application, oris enrclling as a sole proprietor using an Employer
Identification Mumber.)

2. Written confirmation from the IRS confirming your Limited Liability Company (LLC) is
automatically classified as a Disregarded Entity. (e.g., Form 8832). (NOTE: A disregarded
entity is an eligible entity that is treated as an entity not separate from its sinale owner for
income tax purposes. A disregarded entity” is treated as separate from its owner.}

FEiB o, i SO b, 5 L= rs Daes LA s i1
1 Comalelad Fanm CNY 480 - BesScais Partic paling Phiyacen o JSugplsi Al sment
1 Farm CHE S84, Sushonzaasn Franeds Trarester §

4 B

1 Cepy of B3 Oetermination Lefer. ¥ grovider b registersd with fre RS as rampidit
Cyptoresl Sopponing Doo umEniaen

T e SO I 0e0U e TR0 OF MRS OF A0 naR0n a5 radoed

maets i POF famak re
e waln POF ooor

v B Adone dora bl Begder® 2 F o spenence
b (e bl G U Ll verian of tres o oged &7

| @ PREVoUS MacE | | | coMPLETE susmissas )
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Step 21: User is directed to the Submission Confirmation page.

Submizsion Confirmation - Print Your Receipt

Submission Complete

You have successfully submitted your application!

Remember to:

n may ke delaysd or not procs

3y el

Enrcliment Tracking Information

Applicant Name: Jans Prowvidar

Submitted Date: Z& - BEFTEMBER - 2012
Submitted By: Jans Prowvider

Contact Email[s):
DOHOKN O AKX KN

Reason(s) for submission:

CWITAS SOLUTICNS, INC.

DER EMROLLMENT SERVICES

NOTE: Upon approval of your CMS 8551 application your CMS 8550 will be removed. In the event your
CMS 8551 application is not approved no action will be taken with your CMS 8550 application, and it

will remain in effect.
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