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Overview

This PowerPoint provides
instructions on how to complete a
orovider enrollment application for
an individual provider via the
Workers” Compensation Medical
Bill Processing (WCMBP) Portal.




Accessing the WCMBP System

Go to the WCMBP Portal home page (https://owcpmed.dol.gov).

Select Provider Enrolilment.

"\ OFFICE OF WORKERS' COMPENSATION PROGRAMS FAQs | CONTACTUS Search n
’J MEDICAL BILL PROCESSING PORTAL

Home Provider + Claimant Login ~ Resources ~ Pharmacy/LMN ~  Contact Us

Injured and Il Workers: Providers:

Find a Provider > Provider Enrollment >
Provider Login >
How to Search for a Provider > Provider Manual >
Upcoming Webinars >
Claimant Login > Interested in treating OWCP workers >



https://owcpmed.dol.gov/

Accessing the WCMBP System for New Providers

Under the New Provider Enroll Online for Fast Approval section, select the Click here to begin the
enrolilment process link.

a3 e
New Provider Existing Providers Resume or Track an Enrollment Application
Enroll Online for Fast Approval

Click here to submit enrollment update or Click here to resume or track the in-progress
Click here to begin the enrollment process. |gm— modification. enrollment application.




Accessing the WCMBP System for New Providers, continued

x
New Enrollment

After selecting “Click here to begin the

If you have previously enrolled with OWCP or if you have submitted an enrollment

enrollment process |ink”, a dla|Ogue bOX application that was returned, please click Cancel and select one of the following links:
appea rs that COﬂfIrmS you Want to begln Previously enrolled: Click on the link for Existing Providers to log into OWCP Connect.
a new enro | | me nt Application Corrections: Click on the link for Resume or Track an Enrollment Application.

If you would like to proceed with completing a new provider enrollment application, please
click Continue.

Select Continue to begin a new
application. —E

Note: Providers who previously enrolled and need to update enrollment or track an existing

application select Cancel and then choose the appropriate “Existing Users” or “Resume or Track
Enrollment Application” link.



Login Through OWCP Connect

Enter email address and click Login.

United States Department of Labor 31}-{ OWCP

Office of Workers' Compensation Programs Offcw i Woriany Compiantion Programa

Protociing Inprocd Wareera Wriporubh et Carms oralely

Help | FAQL

OWCP Connect Existing User New User

Once your identity is verified, you can enroll and login to OWCPs

Medical Bill Processing Portal to: Login Using Email Address: First time using OWCP Connect?

Create a new account here.

* Look up a claimant's case number
fiagnosss codels) L CREATE
rocedures

resubmit bills and adjustments

= Find a claim

Forgot password?
W payment status

PASSEWORD RESET

|rment information

n provider er

Change Email?

CHANGE EMAIL
Infermation for Medical Providers

1. This process generally takes 3-5 minutes
2. Enroliment Tutorials (Click Here)
3. Contact Us (Click Here)

1 additional users who can use the portal



Login Through OWCP Connect

Enter the password and select Submit.

United States Department of Labor d=
g Office of Workers' Compensation Programs ® OWCP

ficn of Workers' Compensation Programs
h

g paind Wit ity il Corviunisritaly

Help | FAQ

Login Instructions

welcome Converted Providerl. piease verify your security image and enter password. Please make sure that the image and key phrase match

what you selected and entered when you created your

Security Image *\ atcount,
¥

Please enter a new

yassword that meets the criteria

listed bebow, and click SLIBMIT,

PASSWORD CRITERIA

Key Phrase Passwords must be at least 8 characters long
COHT| i of characters from the each of the following
Pasmword I ] four categories:
B
ul eld

Uppercase letters (including, but not limited to A,
B, C, ¥, Z, etc.)

Lowercase letters [inclueding, but not limited to a,

b, c, vy, z, efc.)

Special Characters [limited to ®, 7, |, @, 5, %, &, &,

MNumbers (including, but not limited to, 1, 2, 3, 4,



Completing an Enroliment Application

1. Select the Enrollment Type.
2. Select Submit.

Note: Enrollment Type Definitions are provided on the bottom portion of the screen. Be sure to select the
appropriate type for your practice, organization, or business.

Enroliment Type

Please select the applicable Enroliment Type

@®Individual | t=—

\_JGroup Practice

(OBilling Agent/Clearinghouse
OFacility/Agency/Organization/Institution
(Special Considerations

© Close © submit 4—9

Enrollment Type Definition

Individual -
+ Any provider who is eligible to receive a Type | National Provider |dentifier (NPI) through the National Plan and Provider Enumeration System (NPPES). Providers e

the Social Security Act, 42 U.5.C. 1395x(s).

s |ndividuals providing only non-medical services, attendant care, or personal care services, who do not need an NPI.



Completing an Enroliment Application

After selecting the enrollment type, the Basic Information page

displays. #  Basic Information L
1.  Select a Provider Type from drop-down list. Proveriype: | —SELECT— “f
If you select "Other Provider™ (96) or Non-Medical Vendor {53), please explain:
2. Check Programs to enroll in.
e
3. Select the Tax Identifier Type: Federal Employer Identification o —% Progem: [JoFEe [joowwe - CJpEEoe - [joawe
Number (FEIN) or Social Security Number (SSN). _
Tax ldentifier Type: :?:gglﬁl h e
4. If FEIN is selected in Step 3, enter the Organization Name (Legal e
Business Name ), the Organization Business Name (Doing Organization Name: (Legal Business Name)
Business As), and the Federal Employer Identification Number . (Doing Business As) FEIN:
(FEIN). If SSN was selected in Step 3, enter Last Name, First Name,
Middle Name (if applicable), and Social Security Number (SSN). Last Name: Middle Name
Note: The system will validate that the Name and First Name —
Tax Identification Number combination matches IRS records.
MNational Provider " y mail ress:
5. Enter an NPI and an Entity Type based on your W9, e R onter h * e
Entity Type: -—SELECT— w If Other, please explain:
6. CheCk |f yOU dO not want to be on the Online SearChable provider e — || do not wish to be included in an online searchable list of OWCP providers.

Reason:

listing. If checked, please supply a reason.

o o === | B Finish || € Cancel
7. Select Finish. 0




Completing an Enroliment Application

Write down your application number for your records and select Ok.

The application number will also be emailed to the account used for portal registration.

Application Number : 202 — Mame: Test, Test

Enrollment Type: Individuz
Basic Information

e

You have successfully completed the basic information on the Enrollment Application. This is your
Application #: 202

Please make note of this application number. This is the number

you will be required to use to track the status of your enrollment application. Do not lose this
number once you log off.

—p @ Ok




Completing an Enroliment Application

After completing Step 1, the enrollment steps display based on the information provided.

Note: To successfully submit the application, make sure to complete all Required steps. Selecting the caret within
the Required column sorts steps by required or optional.

Note: If you select the incorrect enrollment type or provider type, use the Purge button to delete all information
and restart the

enrollment application. Ocese | weqrescesersss [ @ e |

£ Enroll Provider -Facility/Agency/Organization/Institution s

Business Process Wizard-Provider Enroliment (Facility/Agency/Organization/Institution). Click on the Step # under the Step column

Step Required Start Date End Date Status Step Remark
AV AV

Step 1: Provider Basic Information Required 10/30/2024 10/30/2024 Complete

Step 2: Add Location Required Incomplete

Step 3: Add Taxonomies Required Incomplete

Step 4: Add Ownership Details Optional Incomplete

Step 5: Add Business Licenses and Certifications Required Incomplete

Step 6: Add Identifiers Required Incomplete

Step 7: Add EDI Submission Method Optional Incomplete

Step 8: Add EDI Submitter Details Optional Incomplete

Step 9: Add EDI Contact Infoermation Optional Incomplete

Step 10: Add Payment Details Required Incomplete

Step 11: Complete Provider Disclosure Required Incomplete

Step 12: View/Upload Attachments Optional Incomplete

Step 13: Submit Enrollment Application for Review Required Incomplete

View Page: 1 ©® Go | = Page Count SaveToCSV Viewing Page: 1 &« First | € Prev ¥ Next 3 Last



Completing an Enroliment Application

After completing Step 1, and before
moving on to Step 2, select Required © Close | = Required Credentials || @ Purge
Credentials. A separate window displays
the credentials that are required for your
provider type.

2 Enroll Provider -Facility/Agency

B Required Credentials For Provider Type ~
. . .
Note: Credentials requirements will
Provider Type Step Data Element Credentialing Note
. av av AY Av

change as per your provider type. | —

01-General HospitaLs  Step 01: Provider Basic Information NPI REQUIRED

01-General HospitaLs  Step 03: Add Taxonomies TAXONOMIES REQUIRED

01-General HospitaLs  Step 05: Add Licenses and Certifications  LICEMNSE & CERTIFICATION REQUIRED

M M M 01-General HospitaLs  Step 06: Add Identifiers Provider Medicare Number REQUIRED
EXIt O Ut Of th I S WI n d OW to m OVe O n 01-General HospitaLs  Step 12: View/Upload Attachmenis ACH FORM REQUIRED
llAd d L t' n 01-General HospitaLs  Step 12: View/Upload Attachments COPY OF LICENSE/CERTIFICATION REQUIRED ; IF LICENSE IS NOT REQUIRED BY STATE, ATTACH STATE APPROVAL LETTER

to t h e n eXt Ste pl O Ca I O n ° 01-General HospitaLs  Step 12: View/Upload Attachments PROVIDER ENROLLMENT FORM SIGNATURE PAGE REQUIRED

View Page: | 1 ®GCo | +Page Count | g SaveToCSV Viewing Page: 1 < First || € Pre » Next | 3 Last
Note: Cancel will not close this —

page.



Step 2: Add Location

O Close | ©Add a

CEE A

v

Locations List i Add Provider Location »
Business Name: “4_
Contact Last Name: PURL e ——) CONtact First Name: E
° - Phione Number: * Fax Number:
Email Address: L

By selecting this option, correspondence will only be available via Medical Bill Processing Portal and will not be mailed, except for IRS letters and
provider enrollment status correspondence.

MNote: OWCP is not responsible for undelivered correspondence notification emails due to invalid or outdated email address.

Select Add. P Next | | @ Cancel
Enter the Location Business Name.

Enter the Contact Last Name and Contact First Name.

Enter the Contact's Phone Number (do not add dashes or spaces).

If applicable, to opt-in for paperless correspondence, select the checkbox.

Enter the Contact Email Address.

Note: When the checkbox is selected, the Email Address field becomes mandatory
Select Next.

o /y [ ]I wish to opt-in for paperless correspondence.

Note: The Fax Number field is optional.



Step 2: Add Location

1. The physical address must be added as it is a required step. The address fields are initially disabled.
To enter address details, select + Address.
Type of Address: Physical Address v

Address Input Option: @Manually Input
End Date: 12/31/2009 &

Address Line 1: " Address Line 2:
Address Line 3:
City/Town: *
State/Province: i County: i

A

Country: ¥ Zip Code: - © Address a
ry P

W Next | € Cancel



Step 2: Add Physical Location

c ey Address Line 1: | | * Address Line 2:
(Enter Street Address or PO Box Only)
Address Line 3: A
City/Town: v
State/Province: v
County: v ¥
Country: ¥
e — Zip Code: = © Validate Address | G——
— @ OK || © Cancel
1. Enter the Physical Address Street Number and Street Name. \
2. Enter the Zip Code. R— "
3. Select Validate Address . (Complete address will auto populate after validation)
1350 -| 3224 ) Address
Possible Validation Results
» Address not found with Street Address and Zip Code Combination e ——> | W hext | | © Cancel

* Address validation successful

4. Select OK.
5.  When you return to the Location Address page, select Next.



Step 2: Add Mailing Location

Type of Address: Mailing Vv

Address Input Option: (®Manually Inputl()Same as Physical Address
End Date:  12/31/2999 B

Address Line 1: * Address Line 2:

Address Line 3:

City/Town:
State/Province: i County: B
Country: N Zip Code: . © Address | e

O oK © Cancel

\ 4

1. If mailing address is the same as the physical address, check the bubble that states
“Same as Physical Address”.
OR

2. Select +Address to Enter Mailing Address Street Number and Street Name if the
address is different.

3. Select OK.



Step 2: Add Mailing Location

© Close | © Add

- ‘ Locations List )

Business Name Location Details
AY AV
] Angel PA 1447 — °

1. The system displays the Location List, which confirms your address information entered.
2. Select Close to move on to the next step, Add Taxonomies.



Step 3: Add Taxonomies (1)

1. To include new taxonomy codes, select Add. To edit or remove existing codes, select Update.

O Close | © Add | # Update

Taxonomy List

When selecting Add, the Add Taxonomy Code page opens as shown. When selecting Update, the Manage
Specialty page opens.

i  Select Taxonomy Code Type/Specialty &

Taxonomy Code Type: v

Specialty: v *

Start Date:

£ Add Taxonomy Code -~

Available Taxonemy Codes Associated Taxonomy Codes *

»
«

©OK | @ cCancel



Step 3: Add Taxonomies (2)

2. From the Taxonomy Code Type drop-down list, select the applicable taxonomy code type.

Select Taxonomy Code Type/Specialty Lo
Taxonomy Code Type [ v
Specialty: v *
Start Date: = "

3. From the Specialty drop-down list, select the specialty type.

Select Taxonomy Code Type/Specialty Lo
Taxonomy Code Type: [ ~
Specialty: v *
Start Date: E
4. Select a Start Date.
Select Taxonomy Code Type/Specialty A
Taxonomy Code Type: [ v
Specialty: v *

—

_ Start Date: = _




Step 3: Add Taxonomies (3)

5. From the Available Taxonomy Codes that populate, highlight the codes applicable to your organization and
move them to the Associated Taxonomy Codes box.

Add Taxonomy Code A

Available Taxonomy Codes Associated Taxonomy Codes *
207RA0000X-Adolescent Medicine

207RAD001X-Advanced Heart Failure and Transplant Cardiology

207RA0201X-Allergy & Immunology

207RA0401X-Addiction Medicine
207RB0002X-Obesity Medicine
207RC0000X-Cardiovascular Disease «

207RC0D001X-Clinical Cardiac Electrophysiology
207RC0D200X-Critical Care Medicine

207RE0101X-Endocrinology, Diabetes & Metabolism
207RG0100X-Gastroenterology -

O oKk | ©Qcancel

Note: To select multiple codes at a time, press and hold the Ctrl key while selecting multiple codes at one time.
You can also use the double-left-facing arrows to add and remove codes from the Available Taxonomy
Codes and Associated Taxonomy Codes fields, if necessary.



Step 3: Add Taxonomies (4)

6. Select OK.

i Select Taxonomy Code Type/Specialty &

Taxonomy Code Type: 20-Allopathic & Osteopathic Physicians v §

Specialty: 7R-Internal Medicine v *
Start Date: = "
i  Add Taxonomy Code -

Available Taxonomy Codes Associated Taxonomy Codes *
207RA0000X-Adolescent Medicine 207RA0401X-Addiction Medicine
207RA0001X-Advanced Heart Failure and Transplant Cardiology 207RB0002X-Obesity Medicine
207RA0201X%-Allergy & Immunology 207RC0000X-Cardiovascular Disease
207RC0200X-Critical Care Medicine 3 | 207RC0001X-Clinical Cardiac Electrophysiology
207RE0101X-Endocrinology, Diabetes & Metabolism 207RG0100X-Gastroenterology
207RG0300X-Geriatric Medicine «

207RH0000X-Hematology

207RH0002X-Hospice and Palliative Medicine
207RH0003X-Hematology & Oncology
207RH0005X-Hypertension Specialist -

© oK | © cancel

Note: Taxonomy codes refer to the Healthcare Provider Taxonomy Code Set, which categorizes the type,
classification, or specialization of health care providers.



Step 3: Add Taxonomies (5)

7. To move to the next step, Add Ownership Details, select Close.

© close | @ Add | # Update

i Taxonomy List

Filter By : v And v And Operational Status: Active ~ () Go

@ Clear Filter  [&) Save Filter = ¥ My Filters ~

[J Taxonomy Code Type Specialty/Subspecialty Start Date End Date Operational Status Status Inactivation Date End Reason
AV AY AY AY AY AY AY AY AY
U 207RG0100X 20-Allopathic & Osteopathic Physicians 7R-Internal Medicine/G0100-Gastroenterology 02/02/2020 12/31/2999 Active In Review
U 207rRco001X 20-Allopathic & Osteopathic Physicians 7R-Internal Medicine/C0001-Clinical Cardiac Electrophysiology 02/02/2020 12/31/2999 Active In Review
O 207RC0O000X 20-Allopathic & Osteopathic Physicians 7R-Internal Medicine/C0000-Cardiovascular Disease 02/02/2020 12/31/2999 Active In Review
O 207RB0O00Z2X 20-Allopathic & Osteopathic Physicians 7R-Internal Medicine/B0002-Obesity Medicine 02/02/2020 12/31/2999 Active In Review
U 207TRAD401X 20-Allopathic & Osteopathic Physicians 7R-Internal Medicine/A0401-Addiction Medicine 02/02/2020 12/31/2999 Active In Review
UJ 207rR00000X 20-Allopathic & Osteopathic Physicians 7R-Internal Medicine/00000-Internal Medicine 01/01/1974 12/31/2999 Active Approved
O 193200000X 19-Group 32-WMulti-Specialty/00000-Multi-Specialty 01/01/1974 12/31/2999 Active Approved
View Page: 1 ® Go  ==Page Count SaveToCSV Viewing Page: 1 First | € Prev ¥ Next 3> Last



Step 4. Add Ownership Details (1)

Ownership Details list any business with more than a 5% interest in or where involvement is at an officer, director or agent
of the company.

. . 2 Add Ownership »
This step optional. If completed, you must B r=r—rre e — a R
complete required fields and select OK. B
Organization Name:

1. Select the Disclosure Type (Individual or Last Name: AL e > First Name:

Organlzatlon) OwnerShlp' Address Line 1: i IGGI'ESSUI'IQZ:
2. Enter SSN or FEIN. Address Line 3
3. Enter Organization Name or First and Last CityTown:

N a m e . State/Province:

County:

4. Select +Address to enter Street Number,

Street Name and Zip Code. Country:
5. Select OK. Lok - O Address |
Note: If the ownership information is the same
name, FEIN and address as previously entered, S [ s

select Copy Name and Tax. The information
will auto-populate.



Step 4. Add Ownership Details (2)

The system displays the Ownership List, which was entered.

©Close | @ Add

Ownership List »~
Filter By : ¥ ®co @ Clear Filter | [B) Save Filter ¥ My Filters «
Owmer ID Owner Name Ownership Type
oW AT AT
|554-98-612{) Test, Test Individual I
@ Delete | View Page: | 1 ®Go | #Page Count || fd SaveToCSV Viewing Page: 1 & First || € Pre » Next || ¥ Last

Select Close to move on to the next step, Add Professional License or Certification.

© Cloze | © Add
Oownership List ~
Filter By : v ®Go @ Clear Filter [ Save Filter ¥ My Filters =
Owner 1D Owner Name Ownership Type
LT AT AT
654-98-6120 Test, Test Individual
@ Delete | View Page: 1 ®Go || =Page Count || fd SaveToCSV Viewing Page: 1 @ First || € Pre ¥ Hext || 3 Last



Step 5: Add Professional License/Certification (1)

1. Select Add to enter License or FY I Yy p— 0

Certification information. icenselCertication Lis

2. Indicate if this is a required
certification or required

Add Professional License/Certification ol

« Please provide all professional license/certification required by your State to perform the service under your Provider Type.

1 f 1 f « OWCP will verify all your professional license/certification with your State's license issuer agency before your enroliment can be approved.
| I Ce n Se’ O r I t h I S S pec I I es th at « After your enroliment is approved, you are responsible to keep your professional license/certification information up to date.
« Expired license/certification will cause the termination of the provider status.
a certification or license is not
. « If you have a renewed professional license/certification under a different number, please make sure to enter it using the exact same
req Ul red . License/Certification Type.
)
3. Inthe Name field, enter the — Qo certcaton

(ON-License or Certification not required

recipient’s name.

4. In the License/Certification i D e
. H icense/Certification Type: * icence/Certification #: M—
Type field, enter the license or 0_" certicston vp eneaicareston® e

Certiflcatlon type. Initial Issue Date:

Issued State: v Issuer Agency:

it
*
it

Expiration Date:

5. In the License/Certification #
field, enter the license or
certificate number. o

Web Link:



Step 5: Add Professional License/Certification (2)

6. In the Initial Issue Date and
the Expiration Date fields,

Add Professional License/Certification Lo

« Please provide all professional license/certification required by your State to perform the service under your Provider Type.

e nte r O r Se | eCt th e | ﬂ |t| a | | SS U e « OWCP will verify all your professional license/certification with your State's license issuer agency before your enroliment can be approved.
a H « After your enroliment is approved, you are responsible to keep your professional license/certification information up to date.
date and expiration date. arerye i o _
« Expired license/certification will cause the termination of the provider status.
. . « If you have a renewed professional license/certification under a different number, please make sure to enter it using the exact same
/. Within the Issued State drop e
down list, select the state .
g (@®C-Certification
where the license or CYlerin

(ON-License or Certification not required

certification was issued. (Must
match the state of physical Name: .

a d d ress) License/Certification Type: * Licence/Certification #:

8. |n the I;SL-Ier .Agency fleldl Initial Issue Date: = 4—0_’ Expiration Date: I
enter t e ISSUIng agency' — Issued State: vt Issuer Agency:

9. Inthe Web Link field, enter the -
web link to the issuing agency. e_' '

10 Se|eCt OK @-; QoK © cancel




Step 5: Add Professional License/Certification (3)

The system displays the License/Certification List, which confirms your license or certification information
entered.

© Close
License/Certification List L
Filter By : v ® Go @ Clear Filter [ Save Filter = ¥ My Filters ~
[} License Category License/Certification Number License/Certification Type Issued State Initial Issue Date Expiration Date
AY AV AY AY AY AY
O License 03/01/2020 03/06/2020
@ Delete | View Page: 1 ®Go |+ Page Count |9 SaveToCSV Viewing Page: 1 & First || € Prev || ¥ Next | Last

Select Close to move on to the next step, Add Identifiers, which is optional.

License/Certification List ~
Filter By : e ®Go @ ClearFilter = [ Save Filter = ¥ My Filters
J License Category License/Certification Number License/Certification Type Issued State Initial Issue Date Expiration Date
AY AV AY AY AV AY
[ License 03/01/2020 03/06/2020
@ Delete | View Page: 1 ® Go || 4 Page Gount | fd SaveToCSV Viewing Page: 1 & First || € Prev | ® Next | Last



Step 6: Add Identifiers (Optional) (1)

o © Close | © Add | =pRequired Credentials / Enforcement Agency (DEA) Number

f Mher Provider 1D
T . . Previous Provider 1D
HH Provider Identifiers

Provider Medicare Number
United Mine Workers' of America (UMWA) Number

Add New Identifier -~
Identifier Type: Drug Enforcement Agency (DEA) N v Identifier Value: —— e
Start Date: B — 0 = End Date: =

e —_— OO0K | © Cancel

Select Add.

Select the identifier type from the Identifier Type drop-down list.

Enter the identifier value in the Identifier Value field.

Enter or select the start and end dates in the Start Date and End Date fields.

Select Ok.

Note This step is optional because all provider types do not require Identifiers. Identifiers are typically issued by external
entities that uniquely identify the provider. Refer to the Required Credentials button to check if your provider type requires an
identifier

ISP



Step 6: Add Identifiers (2)

The system displays the Provider Identifiers list, which confirms your identifiers entered.

O Close © Add || =» Required Credentials

Provider Identifiers L
Filter By : v ®Go @ ClearFilter [ Save Filter = ¥ My Filters v
| Identifier Type Identifier Value Start Date End Date
AV AV AY AV
) N1 1831277425 03/07/2020 03/07/2020
@ Delete | View Page: 1 ®© Go || 4 Page Count | B SaveToGSV Viewing Page: 1 & First € Prev | ¥ Next | 3 Last

Select Close to move on to the next step 7, Add EDI Submission Method.

Close ; |@ Add || =»Required Credentials

Provider Identifiers L
Filter By : v ®Go @ ClearFilter [ save Filter = ¥ My Filters +
| Identifier Type Identifier Value Start Date End Date
AV AY AY AY
O NPI 1831277425 03/07/2020 03/07/2020
@ Delete | View Page: 1 ®© Go || %= Page Count | g SaveToCSV Viewing Page: 1 &« First | € Prev > Next || 9 Last



Step 7: Add EDI Submission Method (Optional) (1)

Electronic Data Interchange (EDI) is the computer-to-computer exchange of business documents in a standard electronic
format between business partners.

You may check multiple Modes of Submission.

Select your Mode of Submission.

EDI Submission Details L
. 1 H 1 Mode of Submission: Billing Agent/Clearinghouse ] Web Interactive [J FTP Secured Batch [J web Batch () Paper
Note: If the Mode of Submission is TR LB e g 2
Billing Agent/Clearinghouse, you must Method When to Use
prOVIde the bllllng agent/C|ea ”nghouse Billing Agent/Clearinghouse For providers who use a 3rd party to bill
. Web Interactive For entering (keying) bills directly in the System
. FTP Secured Batch For submitting files via an SFTP site
OWCP ID in Step 8
Web Batch For upload/download of files in OWCP
N ote: |-|: th e B| | | Ta g Paper For submission through paper form ONLY.
1 1 - Web Batch method is often used by providers who submit their own HIPAA batch transactions. It allows a maximum file size of 50 MB.

Ag € nt/C | earin g ho use OWC P p rovi d er - Your EDI submission method is FTP Secured Batch if you submit and retrieve batches at a secure web folder assigned to you by OWCP.

. . . This method was designed with clearinghouses and billing agents in mind. It allows a maximum file size of 100 MB.
I D IS nOt aval |a b | e at the tl me Of - Don't select "Paper” if other submission method is selected. You can always submit paper form in addition to EDI Submission.

. . . - If the Billing Agent/Clearinghouse OWCP provider ID is not available at the time of completing your application, please select None/Paper.

com p | et| ng you ra p pl |Cat| (@) n, Pa per This information can be updated after you are enrolled as an active OWCP provider.

should be selected. This information
can be updated after you are enrolled
as an active OWCP provider.

O oK | © cancel



Step 7: Add EDI Submission Method (Optional) (2)

1. Select OK.

You may check multiple Modes of Submission.

i EDI Submission Details A
Mode of Submission: Billing Agent/Clearinghouse [_] Web Interactive () FTP Secured Batch (] web Batch (] Paper
Status:
Method When to Use
Billing Agent/Clearinghouse For providers who use a 3rd party to bill
Web Interactive For entering (keying) bills directly in the System
FTP Secured Batch For submitting files via an SFTP site
Web Batch For upload/download of files in OWCP
Paper For submission through paper form ONLY.
- Web Batch method is often used by providers who submit their own HIPAA batch transactions. It allows a maximum file size of 50 MB.
- Your EDI submission method is FTP Secured Batch if you submit and retrieve batches at a secure web folder assigned to you by OWCP.
This method was designed with clearinghouses and billing agents in mind. It allows a maximum file size of 100 MB.
- Don't select "Paper” if other submission method is selected. You can always submit paper form in addition to EDI Submission.
- If the Billing Agent/Clearinghouse OWCP provider ID is not available at the time of completing your application, please select None/Paper.
This information can be updated after you are enrolled as an active OWCP provider.
O oK || ©cancel




Step 8: Add EDI Submitter Details (Optional) (1)

Note: Step 8 is required if the EDI Submission Method is Billing Agent/Clearinghouse in Step 7.
1. Select Add on the Billing Agent/Clearinghouse/Submitter List page.

Note: If the Billing Agent/Clearinghouse OWCP provider ID is not available at the time of completing your application, return
to the previous step to select Paper. This information can be updated after you are enrolled as an active OWCP provider.

O Close || 0 Add | € ——— a

Billing Agent/Clearinghouse/Submitter List



Step 8: Add EDI Submitter Details (Optional) (2)

2. Enter the Billing Agent/Clearinghouse OWCP ID.
3. Enter the dates.
4. Select OK.

Associate Billing Agent/Clearinghouse A

Your Billing Agent/Clearinghouse must be enrolled with OWCP first.
Please obtain the Billing Agent/Clearinghouse’'s OWCP ID to complete this section.

If they are not yet enrolled, you can still complete your enroliment by temporarily choosing not to use Billing Agent/Clearinghouse.
You can add them later after they are enrolled with OWCP.

g - *
e > Billing Agent/Clearinghouse OWCP ID: |

Start Date: B e 5 End Date: =

0 —p | @ OK | | @ Cancel



Step 8: Add EDI Submitter Details (Optional) (3)

The system displays the Billing Agent/Clearinghouse, which confirms that the OWCP ID was entered.

© Close || @ Add

i Billing Agent/Clearinghouse/Submitter List

~
Filter By : ~ ®Go ® Clear Filter B Save Filter = § My Filters v
OWCP ID Billing Agent/Clearinghouse Start Date End Date
AV AY AY AV
I ABC Billing 02/23/2020 12/31/2999
©Delete | View Page: 1 ® Go || 4+ Page Count || & SaveToCSV Viewing Page: 1 &« First € Prev | ¥ Next |3 Last

5. Select Close to move on to the next Step 9, Add EDI Contact Information.

Billing Agent/Clearinghouse/Submitter List -
Filter By : ~ ® Go @ Clear Filter B Save Filter =~ § My Filters v
OWCP ID Billing AgentiClearinghouse Start Date End Date
AV AY AY AY
ABC Billing 02/23/2020 12/31/2999
@ Delete = View Page: 1 ® Go || = Page Count | SaveToCSV Viewing Page: 1 &« First | € Prev | ¥ Next |3 Last



Step 9: Add EDI Contact Information (Optional) (1)

Note: EDI Contact Information must be on file if we ¥ AadEp! Contact information -
HIF o —> Contact Title: | | *

need to ask the'Bl.Illng Ageht/CIearlnghouse any e . b o T

questions pertaining to their EDI enrollment and/or e L Fhone Number * Se—

future submissions and retrievals. Emai Adcress:

Address Line 1: I~ Address Line 2:
'ﬂ' Cloze 0 Add | G— a Address Line 3:
. . *
- City/Town:
T
uam

EDI Contact Information List

State/Province:
County:
Filter Bf . b Country:

*
*
u
Zip Code: - © Address — e

Note: This step is required if FTP Secured Batch or Web Batch was selected in Step 7.

SRESRIES N

©OK  ©cCancel

Select Add on the EDI Contact Information List page.

Enter the Title of the contact person to answer EDI questions if needed.
Enter the contact person’s First and Last Name.

Enter the 10-digit phone number.

Select +Address.

o= =



Step 9: Add EDI Contact Information (Optional) (2)

Note: This step is required if you selected FTP Secured Batch or Web Batch in Step 7.

1. Enter the Street Number and Name in Address Line 1.
2. Enter Zip Code.

3. Select Validate Address.

4. Select OK.

#  Address details -~

a = Address Line 1: P Address Line 2:

(Enter Street Address or PO Box Only)
Address Line 3:

City/Town: e
State/Province: v
County: v K



Step 9: Add EDI Contact Information (Optional) (3)

The system displays the EDI Contact Information List, which confirms the contact information entered.

@A :

EDI Contact Information List -~

Filter By : ~ ® Go @ ClearFilter | [&) Save Filter ¥ My Filters v
O Contact Title Contact Name Contact Phone Number Contact Email End Date
AV AV AV AV AV
EI 12/31/2989
@ Delete | View Page: 1 ® Go || =4 Page Count || (& SaveToCSV Viewing Page: 1 & First || € Prev || ¥ Next | 3 Last

5. Select Close to move on to the next step, Add Payment Details.

© Close | @ Add
#  EDI Contact Information List ~
Filter By : v ®Go ® Clear Filter B Save Filter = ¥ My Filters
Contact Title Contact Name Contact Phone Number Contact Email End Date
AY AY AV AV AV
12/31/2999
@ Delete | View Page: 1 ® Go || 4+ Page Count | fd SaveToCSV Viewing Page: 1 « First € Prev 2 Next  » Last



Step 10: Add Payment Details (1)

Note: Electronic Funds Transfer (EFT) is mandatory. Payment Details must be entered to receive payment from
OWCP.

Application Number:

1. Select Add.

Payment Details

Filter By :

(@]

The Payment Details and Financial Institution
Information page opens.

38

Name: Famiii ™

Enrollment Type: <

@ Clear Filter | [B) Save Filter My Filters v

Account Number Account Type Bank Name Routing Number
av

No Records Found!

Payment Details

Payment Method: Electronic Funds Transfer(Direct Deposit)
Financial Institution Information

This information is used for Automated Clearing House (ACH) payments with an addendum record that contains payment-related information
The information being collected required under the provision of 31 U.S.C. 3322 and 31 CFR 210.

This information will be used by the Treasury Department to transmit payment data by electronic means to vendor's financial institution
Failure to provide the requested information may delay or prevent the receipt of payments through the Automated Clearinghouse Payment System
Financial Institution Name:

*

Nine-Digit Routing Transit Number: ~
Financial Institution ACH Coordinator Name:

Phone Number:
Depositor Account Number:
Type of Account:  Checking * Depositor Account Title:

Address Line 1: Address Line 2:
(Enter Street Address or PO Box Only)
Address Line 3:
City/Town:
State/Province: County:
Country: Zip Code:

© Address
Signed by Representative: [

Title of Representative:

Representative Phone Number:

QoK | ©cancel



Step 10: Add Payment Details (2)

Note: The ACH form can be found on the WCMBP Portal Forms and References page:
https://owcpmed.dol.gov/portal/resources/forms-and-references/general.

2. Enter the Financial Institution Name (required), and Financial Institution ACH Coordinator Name (optional).

i  Financial Institution Information -~
This information is used for Automated Clearing House (ACH) payments with an addendum record that contains payment-related information.
The information being collected required under the provision of 31 U.S.C. 3322 and 31 CFR 210.
This information will be used by the Treasury Department to transmit payment data by electronic means to vendor's financial institution.
Failure to provide the requested information may delay or prevent the receipt of payments through the Automated Clearinghouse Payment System.

Financial Institution Name: | | ]’ Nine-Digit Routing Transit Number: &

Financial Institution ACH Coordinator Name: Phone Number:

Narmacitar Anamismt Ko lame

3. Enter the institution’s routing number.

i  Financial Institution Information ~
This information is used for Automated Clearing House (ACH) payments with an addendum record that contains payment-related information.

The information being collected required under the provision of 31 U.S.C. 3322 and 31 CFR 210.
This information will be used by the Treasury Department to transmit payment data by electronic means to vendor's ﬁna_ncial institution.

Failure to provide the requested information may delay or prevent the receipt of payments through the Automated Clearinghause Payment System.
Financial Institution Name: | | ]’ Nine-Digit Routing Transit Number: F
Financial Institution ACH Coordinator Name: Phone Number:

Mamamitar Anmminme Klss b e


https://owcpmed.dol.gov/portal/resources/forms-and-references/general

Step 10: Add Payment Details (3)

4. Enter your Depositor Account Number and select the Type of Account from the drop-down list (Checking or Saving).

i  Financial Institution Information 2

This information is used for Automated Clearing House (ACH) payments with an addendum record that contains payment-related information.

The information being collected required under the provision of 31 U.5.C. 3322 and 31 CFR 210.

This information will be used by the Treasury Department to transmit payment data by electronic means to vendor's financial institution.

Failure to provide the requested information may delay or prevent the receipt of payments through the Automated Clearinghouse Payment System.

* *

Financial Institution Name: Sample Bank Nine-Digit Routing Transit Number: 1:
Financial Institution ACH Coordinator Name: . Phone Number: 5! 37
Depositor Account Number: [ ]’
Type of Account:  Checking v’ Depositor Account Title:

5. Enter the Depositor Account Title (the name printed on your checks).

Financial Institution ACH Coordinator Name:  __ . ___ Phone Number:

Depositor Account Number: !

Type of Account:  Checking v Depositor Account Title:

Address Line 1: Address Line 2:



Step 10: Add Payment Details (4)

6. Select +Address to add the Financial Institution address. The address details dialog display.

LrEpUSIUl AGGOUTIL NUTTIET .

Type of Account: = Checking v Depositor Account Title:

Address Line 1: Address Line 2:
(Enter Street Address or PO Box Only)
Address Line 3:

City/Town:

State/Province: County:

Country: Zip Code: -

Signed by Representative: [ *

Title of Representative: Representative Phone Number:

7. Once the address is added, select the Signed by Representative checkbox to indicate that the ACH form has been signed
by a representative of the financial institution.

State/Province: New York County: Schenectady
Country: United States Zip Code: 12345 - | 0001 © Address
Signed by Representative: [ *
Title of Representative: Representative Phone Number: iy

© oK | | © cancel



Step 10: Add Payment Details (4)

8. Enter the title of the financial institution’s representative in the Title of Representative field and enter the representative’s
phone number in the Representative Phone Number field.

State/Province: New York County: Schenectady
Country: United States Zip Code: 12345 - | 0001 © Address
Signed by Representative: [ ] *
Title of Representative: Representative Phone Number: i
O OK | © cancel
9. Select OK.
WAL WY I W, INTWY TR T N A |I-I- \J\_,ll'CIIEL,lﬂU]'
Country: United States Zip Code: 12345 - 0001 © Address
Signed by Representative: *
Title of Representative: " Representative Phone Number: 5555555555 y
O oK | ©cancel




Step 10: Add Payment Details (5)

The system displays the Payment Details list, which confirms payment information was entered.

Qclose | © Add
Payment Details Lo
Filter By : v ®co @ Clear Filter B Save Filter T My Filters v
] Account Number Account Type Bank Name Routing Number
AV AY AY AY
W 3210 Checking Sample Bank 1 19
©Delete  View Page: 1 (® Go | < Page Count | g SaveToCSV Viewing Page: 1 < First € Prev ¥ Next 3)Last

10. Select Close to move on to the next Step 12, Complete Provider Disclosure.

Payment Details -~
Filter By : v ®co @ ClearFilter | [&) Save Filter ¥ My Filters v
(] Account Number Account Type Bank Name Routing Number

AV AY AY AY
0 w3210 Checking Sample Bank 1 19
@Delete  View Page: 1 ®Go | <4 Page Count | @ SaveToCSV Viewing Page: 1 < First | € Prev | » Next | 3 Last



Step 10: Add Payment Details (3)

The system displays the Payment Details List, which confirms payment information was entered.

OC OAdd
EDI Contact Information List -~
Filter By : ~ ® Go @ Clear Filter [ Save Filter = ¥ My Filters v
O Contact Title Contact Name Contact Phone Number Contact Email End Date
AV AV AV AV AY
I L 12/31/2999 I
@ Delete | View Page: 1 ®Go | 4 Page Count | ] SaveToCSV Viewing Page: 1 & First || € Prev || ¥ Next | Last

Select Close to move on to the next Step 11, Complete Provider Disclosure.

EDI Contact Information List -~

Filter By : v ® Go ® Clear Filter B Save Filter ¥ My Filters ~
O Contact Title Contact Name Contact Phone Number Contact Email End Date
AV AY AY AV AV
12/31/2999
@ Delete | View Page: | 1 ®Go | #Page Count | SaveToCSV Viewing Page: 1 &« First | € Prev > Next || Last



Step 11: Complete Provider Disclosure

1. Answer the two disclosure questions below:

Note: The Provider Disclosure page asks questions of the provider to confirm additional background information. If you
answer Yes to the first Disclosure question, provide details under the comments section including type of action, agency
undertaking adverse action, and date of action.

Answer the two disclosure questions below by selecting “Yes” or “No” from the drop-down list for each question, based

on the provider's background information. If you are a FECA provider enrolling as “Provider Type 75" (DME) and answer
"Yes" to the second question, provide the phone number used in your Medicare DMEPQOS enrollment.

2. Select Save, then select Close to move on to the next step, View/Upload Attachments.

|QCIose [ save |

Provider Disclo

a ’

If you answer Yes to the first Disclosure question, provide details including type of action, Agency undertaking adverse action and date of action.

Question Answer Comments
Within ten years of the date of this statement have you or any individual listed on this application had an action related to fraud or abuse in a government program taken against him or her resulting in (1) a [ Not Completed V]
felony or misdemeanor conviction; (2) a liability finding in civil proceedings; or (3) a settlement entered into in lieu of conviction? Mo

Mot Completed
(Required for FECA providers) For Provider Type "Medical Supplies/Durable Medical Equipment (DME) / Prosthetics / Orthotics” (75) only: Are you an accredited DMEPOS supplier enrolled with Medicare? If V. .
es

L

Yes; provide the phone number that you used in your Medicare DMEPOS enroliment.

View Page: 1 (®Go | <k Page Count | (i SaveToCSV Viewing Page: 1 < First <€ Prev = » Next 3 Last



Step 12: View/Upload Attachments (Optional) (1)

Note: In this Step, you can upload required attachments and submit this application electronically (via Direct Data Entry or
DDE). If attachments are not uploaded at the time of submission, you have the option to mail or fax required attachments with a
provider enrollment cover sheet. The application will stay in an “Awaiting Attachments Status” for 9 days. If the attachments and
cover sheet are not received within this timeframe, your application will be Returned to Provider (RTP). Select Required
Credentials to check what attachments are required for Provider Type.

Select Upload Attachments. © Close | (® Upload :ﬂ-:rtachmsnts =» Required Credenials éTew o
2. Select the document type from the Document i Attachment List -
Type drop-down list. ;
3. Select Choose File. The system opens the W | attachment w -
Open WindOW. Plegda select the file to be uploaded ! = e b __V — .
é Documeanype:I —SELECT— —

4. Locate and select the file from your local drive

that you need to upload and select Open. The  choose rie e crosen q
System Updates the Flle Name f|e|d The acceptable file extensions for the upload are.doc,.docx,.gif,.gZIp,.htm,.html,.jpeq,.jpg..ppt, .rif,.tf,.tff,.tst,.txt,.xls,.omp,.pdf,. xlsx,.zip

Filename cannot be longer than 50 characters
5. Select OK.

If you are unable to upload attachment{s) here, you can choose to mail or fax the copy following the instruction on the Submit Enrollment Applicat'gg for Review step.

File Name:

© Cancel



Step 12: View/Upload Attachments (Optional) (2)

The system displays the Attachment List, which confirms an attachment uploaded.

© Close (@ Upload Attachments || =p Required Credentials

Attachment List -~
O Repository Key File Name Document Type Uploaded Date
DI Provider Enrollment Application.pdf ACH Form 03/08/2020 12:50:43 AM I
© Delete | View Page: 1 ® Go || 4= Page Count | fd SaveToCSV Viewing Page: 1 € First € Prev > Next » Last

6. Select Close to move on to the next Step 13, Submit Enrollment Application for Review.

© Close ® Upload Attachments || =p Required Credentials

Attachment List ~
[l Repository Key File Name Document Type Uploaded Date
O . Provider Enrollment Application.pdf ACH Form 03/08/2020 12:50:43 AM
@ Delete | View Page: | 1 ® Go || ==Page Count | fd SaveToCSV Viewing Page: 1 € First || € Prev || ¥ Next |3 Last



Step 13: Submit Enrollment Application for Review

1. Enter your first and last name in

the First Name and Last Name
fields.

2. (Optional) Enter the title of the
signer in the Title field.

Note: Signature Date shows
the current date and cannot
be changed.

3. At the top of the screen, select
Submit Enrollment.

48

QO Ciose | © Submit Enroliment | uemm—— e

#  Final Submission

After you submit the enroliment, you cannot make further changes until your enroliment application is approved.

Confirm and Sign:

I, the undersigned, certify to the following: | have read the contents of this application, and the information contained herein is true, correct, and complete

| certify that | and my agents have currently in icenses, certifications, approvals, insurance, etc. required to properly provide the services and/or supplies for the OW

jurisdiction where the services and/or supplies are provided. | provide proof of such licenses, certifications, approvals, insurance, etc. upon the OWCP's request. | understand that al

renewal of necessary license, certification, approval, insurance, elc. required for me to properly provide services, shall be grounds for termination of enroliment/registration by the OWCI|

| tion contained herein. | agree to notify the OWCRP of any change in ownership, practice location and/or Final Adverse Action involving fraud or abuse within 30 days of the reporti
OWCP of any other changes to the information in this form within 90 days of the effective date of change
n\allam not currently sanctioned, suspended, debarred or excluded by any Federal or State Health Care Program, (e.g., Medicare, Medicaid, or any other Federal progran

First Name £ Last Name

Title Signature Date : 10/31/2023

~

Collection of this information by OWCP is necessary for its administration of the Federal Employees’ Compensation Act, the Black Lung Benefits Act, the Longshore and H
and the Energy Employees Occupational lliness Compensation Program Act, and is authorized under 20 CFR 10.800, 20 CFR 30.700, 20 CFR 702.145, 20 CFR 725.714 and 3
provided will be used to ensure accurate payment of medical and vocational rehabilitation provider bills and is protected by the Privacy Act of 1974, as amended (5 USC 55
systems of records: DOL/GOVT-1, DOL/OWCP-4 DOL/OWCP-9 and DOL/OWCP-11, published in the Federal Register, Vol. 81, page 25766, April 29, 2016, or as updated and |
submission of this form is voluntary; however, failure to provide the information (including SSN or EIN) will result in substantially delayed payment of bills. This informatio|
data processing contractors, and may also be disclosed to other federal and state agencies in connection with the administration of other programs, to the Department of .|
medical and other provider review boards. Additional disclosures may be made through the routine uses for information contained in the referenced systems of records.

Privacy Act Statement




Post-Submission Instructions

Note: If all steps are completed and attachments are uploaded via DDE, allow seven business days for
processing.

 |If the application is submitted with an “awaiting attachments” status, you have nine days to fax or mail the
attachments.

 |f attachments are received within that timeframe, allow seven business days for processing from the date on
which the attachments were received.

 |f attachments are not received in nine days when the application is submitted via DDE, the application will
be RTP.

» Faxed and Mailed applications will be RTP if incomplete or have missing attachments.
» Allow seven business days for processing from the date of receipt for faxed and mailed applications.



Attachment Submission Options

Once the enrollment application is completed, the provider can submit attachments that were not uploaded
using one of the following options to:

Via Mail Provider Enroliment
Department of Labor OWCP
PO Box 8312
London, KY 40742-8312

Via Fax 888.444.5335

Via DDE owcpmed.dol.gov
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