METZENBAUM CENTER
The Geauga County Board
Of Developmental Disabilities

8200 Ccedar Rd. Chesterland, OH 44026 // Phone: 440.729.9406
Fax: 440.729.0131 // Emergency Phone: 440.478.9029
metz@geaugadd.org

Accessing and Using DODDs Provider
Services Management (PSM) System to

Apply for Certification

1. Access the DODD website Goto
https://dodd.ohio.gov/Pages/default.aspx

2. Click on the Log In icon on the top right of the page

An Dficial Site of Chiogow @

SUFFORTING YOU &  SUFPORTING FORTING DOnD WHAT I5 DODD?T
YOUR FAMILY PROVIDERS COUNTYBOARDS FORMSE&RLULES ABOUTUS

How to Log In

Click the person icon at the top of the page wo use DODD

Apps

News Upcoming Events

3. Type in your DODD username and password, and click Log In.
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4. Click on Continue when this screen appears Make sure that
the selected information on the screen is correct

Oh - Department of
10 Developmental Disabilities
Please select following option to proceed:

(&) Continue with Logged In User Account
[ Account Type: Proviger Independent Roler CEQ, Cenfed |

'C) Creale an addiional New Account

o

IFpou have any questions of comments regarding yous request, please contact our TS Call Center for assistance.

Email: ITSCalkCenterdidodd ohio.goy, Phone: 1-800-617-6723 (Toll Fre) between 800 am: and 4 00 pum . Sefect Option 4

5. Once you are logged in, click on applications
I

APPLICATIONS  MYLEARNING  APP RELEASE NOTES MY PORTAL  SUPPORT CEMTER -

ANNOUNCEMENTS

WSS will be chown for maintenance starting Friday, DL710V2020 &t 4pm. It will be back up on Monday, 05/13/2020 at 8am. Sory Tor the inconvenence

For all npplication izsses excopt MALS

far MAIS: RN Tralners /MAIS access: Whon frylng fo apan MATS 1 1h
1 ma database@dadd ohio gov

Individual & Families  Providers  County Boards  UAT Testing  Training Testing

County Board Locations

= digd ot gov vider Search




6. From the menu, select PSM-portal

MYLEARNING APP RELEASE NOTES MY PORTAL SUPPORT CENTER ~

YOU & YOUR FAMILY TRAINING MEDICATION ADMINIS DN ABOUT US

PROVIDERS WAIVERS AND SERVICES ABUSER REGISTRY CONTACT US

COUNTY BOARDS HEALTH & WELFARE REPORT A CONCERN COMMUNICATION

FORMS AND RULES COMPLIAMCE REPORT FRAUD SUBSCRIBE

CAREERS WITH DODD | AW EQUAL OPPORTUMITY EMPLOYER AND PROVIDER OF SERVICES | 1-800-617-6733

7. To start a new application in the PSM-portal, click on the arrow in
the green box (Start a New Contract).

If you already have a draft application previously started, click the
arrow in the first blue box (Provider Certifications)

. Starta New Contract | sesse  Provider Certifications Fee Payment
—
- | — Information

e you Bgiphying b Do @ piowehi for Mo ek Puibres Iy vk’ cuntbnd contiicts and ek bt 1o pity PoiuEng Beo paymmmts view
lirst ima? Start Here © pendng Certification appécatons @ Hizdory of lag payment= ©




8. When starting a new application, the following screen opens.
There is also a list of all the fees. At the bottom click on
‘Continue’ to get to the next page.

Make sure you understand all the information in the application

Home Provider Dashboard

# Getting Started Infradctior /" 28 intert

g
Getting Started

Providers of services to peaple with developmental disabilities may be seif i is (ir )ar ies. B the health and safety of
people accessing services through the Ohio Department of Developmental Disnbullﬂas (DODD) Is important to us. DODD certifies both agency and independent providers of
services. An individual or agency is prohibitsd from providing any service until certification is obtained frem DODD.

« A birth cerfificate is a required document and will need to be submitted as part of your Inifial application, Indepandent of trangpariation services must
provide an official drivers’ abstract from the Bureau of Motor Venicles (BMV),

+ You will need to gather all documents (except the BCI) prior to completing the appiication, You must upload all of your documentation [except the BCI) when the
application system prompts you. Once this is completed. you will be able to pay your fee and submit your application, The BCil background check must be received
directly from the Ohio Atiormey G I's office. BCi Back ind Checks must be mailed directly frem the BCI office to the Ohio Depariment of Developmental
Disabiiities (DOCD). The background check process can take Up 10 30 days. so please aliow enough time for the Department to recelve the document. Whan
reguesting your BCI, please use the following cede for your reason fingerprinted: BCII Code: §123.159. The reason code for an FBI check is: 5126.28 (this code is to
be used for the FBI check anly). Any BCI specific questions you may have can be directed to the BCI call center at 1-877-224-0043

« Piease be aware that during the review process, you may be asked to provide additional documentation, if additional documentation is requasted, you will have 30
days to submit all of your required documentation. Flease nofe that if all documentation is not received within this timefine, the application will close and no further
action will be taken.

« The date that tha last of your application documentation is raceived {including receipt of tha BCI), is the date that your appiication will be submitted for review. DODD
will review your application within 30 days of this submission date.

- Following the review of your application and documentation by DCDD, your information will be submitted to Medicald for approval and issuing of a Medicald number.
For nevw agency applicants: Medicaid will likely reguire and conduct a site visit of your agency prier to the approval of a Medicald number.

+ New Siate of Ohio suppliers must first register oniine with the Chio Office of Budget and Management (OBM) using the Supplier Self-Registration module of the Ohio
Agministrative Knowledge System (OAKS), Ga to www.supplier.obm.chic.gov and click 'Register 8 New Account, Once you are assigned a Suppller Numoer, you wil
reed to upload a copy of an email or screenshot of your account showing your name and assigned Supplier Number in the document upload.

Fee Scheduie

9. The introduction page appears. Choose which type of provider
you are applying for then click Save and Continue.

ovider Dashboard 2
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Introduction




10. Demographic information appears to be filled out. You must first
fill out the Search for Existing Demographic Information box and
cllck search prior to filling out the remainder of the screen.

SR ¢ e A .- |
sl 1] |
Hame:
Introduction A G
Apglication Type:
Provider Type @ Status.
7 Agancy o Stant Date:

® Independent @
' Unpaid Support Broker €

Inciependent Provider Demographics €

Search for Existing Demographic Information
Social Security Number® Date of Birth*
— L -
First Nama" Migdle Initial Last Name*
Gender* Date of Birth* Saocial Security Number®
[ . [ i ]
| ' | W
T W 5 R e A
| @ l . | @ | m | B s e
First Name* Micdle Inifial Last Name*
Cender” Date of Birth® Social Securify Number®
[ ] - —— i | ]
City of Birth® Stats of Birth® Country of Birth"
e - v — -
Email* Soclal Security Number Effective Date”

e S, S == -

11. Click Next. Fill out the information, and check the boxes for
home office, billing address, mailing address and alternative
address if they are all the same. If you have alternative
addresses for any of those locations, do not click the box for it
and fill out the applicable screen.



Primary Service Location @

Middie Initial

HHome Office [CiBaling Address

Check the belaw check bores If the cormesponding address is the same a8 the Primary Address
Claternative Address

12. Once that page is complete, click ‘Save and Continue’.

13. On the next page, choose what service group applies to
what you are applying for (typically waiver and non-waiver
services), then click ‘Save and Continue’

Provider Dashboard

O\Waner & Non-Waiver Senvices ©
(3 Opportunities for Ohioans with Disabilities Provider Partner @

21 per-Wialier senvices onby €




14. A list of service categories will appear. Click on the + sign in
each category to expand it and find specific services.

Home Provider Dashboard

Services

® Waiver & Non-Walver Services @
 Oppertunities for Ohicans with Disatiiities Provider Partner ©
O Non-Waiver services only @

4 Employment Services =+ Adop and

+ Transporiation Services 4 Homemaker and Personal Care Services
+ Professional Services 4 Nutrition and Meal Services

+ Respite or Long Term Care Services + Adult Day Services

+ Suppari Brokerage + County Board Services

15. Choose which services you are applying to be certified in. When
choosing a service, a box will pop up describing the service. You
must hit proceed to add it. Do this for every service you are
applying to be certified to provide.

e o7 0 e

] L AT

wleard of DD . (5 Google &) Homa DODD 1| Homs Page | DODD Mylesrsing

Shared Living

‘Shared liing' means parsans! zars and suppor services provided toan adult by 8
caregiver wha lves it the Indiidual recaiving the senices. Shared Iving Is provided in
conjunclion with rasiding in the home and is part of the dythm of ife that raturaily occurs
when pacpe irve Together in the same home. Due io the enviranmeni providad by Iving
togstner in ihe same hams, sagrsgating inese aclives inf dissrete ssrvices & mpractizal
The DODD Provider Cerification Application Fed ks applicable Yor this senvice




16. All selected services will be listed at the bottom of the page.
Click ‘Save and Continue’ once you have added all services.
Select ALL services you want to be certified in. There is a fee to
add services once you are certified.

= Respite or Long Term Cane Services o+ Aduit Day Services

+ Support Brokerage + County Board Services

Zslected Sanvice County (By default. all sanvices are certified for the county of your primary address )

Certified Service My ates In the
£di  Shared Living LAKE

ance W Coniminicate Save And Gantinug

o Bled &

17.The More Information page will open including disclosures as
well as the document upload portion of the application and the
nondisclosure agreement and attestations.

[N . S . W YT S S W W W
More Infarmation

Are you a8 MBE (Minoeity Business Entarprise) Business?

Cryes Do

Are you an EDGE (Encouraging Diversity, Growth, and Equity} business?
£ Yas UNe

Are you cuffently or have you ever baen an smployer or employes at an agency serving i with P ilitizs?

2 Yes. | do have employment history al another DODD cerlified agency. (o, | do not have employment history at another DODD certified agenty.

Do you nave a family membar who provides or has pravided services for DODD to a develcpmentally disabled person? "Retative” sppiies to your curment of former spouse.
fes. | do have a relative who ts/was cerfified. CiNo_ | da not have a relative who is/was cerfified

Do you have a businass associate(s), whe are or were certified to provide services through the Ohio Department of D Disabities {D0DD)?
Ohvas, | do have a business associale who sivas certified Tho, | do not have a business associate who ishwas certifisd

if you have recelved your National Provider identifier (NP1y number, please report it hare.
WP Number

i you had a previous Natonsl Provider Hdentifier (NP1 number, please report it here,
- | NPiNumber




Summearny.

Ars you surrantly cerfified through the Chis Daparimient of Aging andiar the Chia Deparimant of Job and Family Senvices?
¥es UNo
Enter 2l the languages you speakivite
Language
~Salatt-
End Date

12042047

Sarvices
+ Shared Livirg

Language Start Date

Have you lived outside the State of Ohio within the fast § years (on or after 124/2012)7
2 Yag, an FBI repart s requiced. TiNo, | have five only within Ohlo within the last 5 yaars.

Have you ever been indicted or convicted of a violation of State or Federal law? (Background fae Investigations rule htlplidodd ohic.govRulesLaws/Documents/5123-2-2-02%
20EMec ive®202013-01-01.pdf)

Cfes TiNo

Ploase provide the Suppliar 1D assigned to you and your TIN (agency) or SSN (independant provider) by Ohio Shared Services Office of Budgat and Managemant. (This isa 10
digit number, including any lsading 0's ) If you already have a State of Ohic supplier number. please enter it here, Otherwise, new State of Ohio suppliers must first register
online with the Ciia Office of Budgat and Management (DEM) using the Supplier Ssi-Registration module of the Ofiio Administrative Knowledge System (OAKS), Goto

v supplier.obm,shic.gov and click ‘Register a New Accaunt’. Dnee you are assigned a Supplier Numibser, you will need to upload a copy of an email ar screenshiot of your
account showing your name and assigned Suppilier Numbar in the decument upload betow,

;.:h;'_ﬂ' i . !

Please proitde the Supplier ID assigned to yeu and your TIN (agency) or 55N (independent provider) by Ohio Shared Services Office of Budget and Management. (This iz
dight number, inciuding any leading 0's.) It you aireacy have a State of Ohlo suppiier number, please enter it ners. Otharwise, new State of Ohio suppliers must first register
oniing with tha Ohlo Office of Eudget and Management {OBM) using the Supplier Seit-Registration medule of the Ohia Administrative Knowledge System [OAKS). Go to

wwiw.supplier.com.chic.gev and click ‘Register 3 Maw Account. Once you are assigned a Suppier Number. you vill naed to uplead a copy of an emall or screenshot of your P
account showing your name and assigned Supplier Number in the decument upload telow. Application Number)
Supplier 1D~ Brovider Type:

Application Type:
Status:
Start Date:
Fee Due

Secondary Contacts ODM Fee Due :
Services

Piret Name Last Name ‘Email Phone. - Shased Livng

& Add SecondaryGontact

Pursuant o Adménistrative Code §123.2.2-01, Providers must "consent to be enralled in the Ohio attormey general's retained applicart fingerprint database (‘Rapback’)”
Rapback is a ciminal background check system. By initialing this consent and submitting your application, you are consenting o Raptack enroliment s part of your application|
pracessing.

I consent to by the Ohic T of O D in the Chio attomey general's retained app G
Indepandent Provider
Initials®




These decuments are required in order to be an Ohic Medicaid Provider. and you cannol becems cerified untl you have submitted these documents 1o the depariment. Y3
musst scan and upioad the documents here to procead with submitting your appcation

BCH Backgreund Checks cannet be uploaded to the Department. They must e malled direstly from the BCII office fe the Ohio Depariment of Devedopmental Disabliities.
Thie process can take up to 30 days, so pleass abow enough lime for the Department to recelve the document. When reguesting your BCII, please Lsa the follawing code
for your reason fingemprinted:

BCll Code: 5123.168

Please have your BGH sent to the following address (only BCIls will be accepted thraugh the mally

The Ohio Department of Developmental Disabilities
Antention Provider Cortification

30 E, Broad Streat

13th Fioor

Coiumbus, Ohio 43215

Max file size imit for upload is 75 MB and allowable file types are .doc, .docx, .pdf, jpeg. Jpg.Big, prg, txt 6F HF i

Please, enswre that all Reg D have a 0 g Document Upload except the BCI and FBI, as fsted
& hour Initiad Centification Training @ BC| Background Check @
[ Birtn Certificate @ cPR®
I First aid © [Tl High School Dipioma/GED @
[ initial Crverview @ [ o85S verification of Supplier Number @
[ Sociat Secunty Nurmbar @ I state of Ohio Idenification @

= ‘Shared Lving

Each indepandent pravider; sach CEQ af an agency provider; and each amployes, contractar, and employee of a coniracior of anagency provicer whe Is engaged In a dire|
services posiion must meet the foliowing requirements. Furthermene, by Initiaing this page. you indicate yeur understanding and assurance 1o comply with the foliewing

requiremants.

P T TERY i uz e 1y I 1 I LU LIRS UL, IO | L U IR B
hitpidodd ohio gov/RulesLaws/Pages/RulesinEflect aspx

= Applicant will comply vith the i is of Ohia A istrafive Code Chapter 51232,

= Applicant will comply with the reguirements of all relevant state and federal statutes and state and federal rules.

= hppiicant confirms that the Information provided In this application Is and te hisrepr false 2 or
Incomplete statements may resuft In a denial of the apal 1o In the of of a provider's certification.

- In accordance with Executive oruer 2011-03K, Applicant confimns: (1) i has reviewad and ive Croer 2011-03K, (2) it has reviewed and

undersiands the Ohio thics and conflict of inferest lews, and (3) it will take no action inconsistent with those laws and tha Order. Applicant understands that
failure to comely with Executive Order 2011-03K is grounds for denlal of the application or suspension or revocation of a provider's certification and may result
in-the loss of other contracts or grantz with the State of Ohio,

|41 accept the terms and conditions mentioned above.” =

Applicant initials’

g | will be provided access to systems, i ar pr that are secunty sensitive or have been |dentified as confidential by the Ghio .,
Departmant of Developmental Disabiifies (D0DD), tha State of Ohio, or the United States of Amenca. Each parson autherized to atcess DODD systems holds & positionaf |
trust ralative to this ink ion and must ize the to keep this information confidential and securs. As such, | agres to the following:

10
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hion Disclosie Agreement

Tl e,
+ That the inf o may rep Wfidental personal e health i o, of prof yi ation, the releass or disclosure of which may
be restricted or prohinited by state and faceral law,
« That | shall regard all such informeation as confidential anc theal | shal not disciose, reveal, communicals, imipart, or divuige the information or any summary or
synopsis of the information In-any manner or any fom whatscever,
~ Tha: DODD has instituted security measures designed io identify aiternpls to tamper with the websites, systems, of ary ‘and that
collected thraugh theses security may ba-used in ion with a crminal prosecution or other legal procesdings:
+ That DODD has insti | security designed io meniter and detect the unauthorized access or atiemat fo access information and that these security
may result in the collection of in that may be usad in connection with a criminal prosecution or other legal proceadings;
« That viclation of any of thess provisions may result in the cancellation of my sacurity access and referral o the approp !
By signing this st lac ge that | and agres to adhere Lo the limitations on access and disclosure described abave. =l
Applicant Initials’

Mo

e

Medicald Brovider Agresmient

This provides agresment & a contract between the Ohlo Department of Medicald (the Depariment) and the undersignad provider of medical assistance senices in which the
Pravider agress 1o comply With the terms of this provider agreaement, stale statutes, Dhio Administrafive Code rules, and Federal statutes and rules, and agress and canifies to:
T, AT IRy I SRR DS U UTE LR MM UTT AL 1 T TSR B T A LU T e | B U T TR VIS SIS T T SR IS U S U e e
of mere, o establish vriten polizies for 3l thelr own an 1o provide about the False Claims Act, provide remedias for false claims, A
‘a description of false ciaims laws, T - ions and detailed p s far and pi g fraud, waste and abuse.
14. Fuly cooperate with the Dapariment, its sgarts, and other state or feceral agencies engaged in ensuring the integrity of the Chic Medicaid program. Full cooperaticn

Medicaid Providar Agreement

Thiz: provicer agreamant it & contract betwean the Ohic Department of Medicaid (the Department) and the urdersignad provider of madical assistance services in which the

Provider agreas fo comply with the terms of this provider agreement. state stanutes. Ohio Administrative Code rules, and Fedaral statutes and rules, and agrees and certiles
A AR W SECLIL | SUSL Ul TS PGl POBILC IO ML, | TS TEUUETST T I e (0 (ME ) Col e o1 il s WL FEOEve Ivisnd ol | eI SE s U S0, 0U0ULUJY Pt yeal

of mars, 1o establish waitten policies for all their cwn emp and 1o provide i about the False Claims Act, provide remedies for false claims,
a description of fafse chaims laws, whislisblowsr protections and detalled provisions for detecling and preventing fraud. waste and abusa.

14. Fully cooperate with the Daparimant, its agents, and other state or federal agencies engaged in ensuring the infegrity of the Ohio Medicaid program. Full cooperation
includes, but s not limited to, making yourself and your records available upon request.

15 This provider agresment may be canceled by sither party upon 30 days wiitten nofice prior to termination date,

16 Hurther cerify that | am the individual practifioner who is-apphing for the provider number, or in the case of a business organization, | am the officer, chisf exstutive
officer, or general parner of the business arganizafion that is applying for the provider number. | further agres to be bound by this agreement, and certify that the
information | hawve given on this application is factual. As such, | have disclased ny name, social security number and date of birth on the application for enroliment, in
eccordance with 42 CFR, Part 485, Subpart E and 1002, Subpart A, as amended, and as specified In ruls 8150-1-17.3 of the Administrative Code.

The Medlcalid Agreement has changed since it was last agreed by you. Please read tha Agreement text end confirm your acceptance. m 3
11 accept the terms and conditions mentioned above.*

+* Shared Living

Type your full name as yeur Elsctronic Signatire.

| accept the terms and
conditions

. L= s

When uploading documents, they must be done one at a time. Click
the box of the document you are uploading, then upload the file
containing that information. For items like CPR and First Aid, they may
need to be uploaded twice to both categories

The application defaults to English as the language spoken/written.
You only have to add languages if you speak/write anything in addition
to English

11



18.0nce complete, select ‘Save and Continue’

19. If the application is complete, you will be able to review the
application to ensure everything is correct and submit it.

Once you submit the application, you will be redirected to the
payment page to pay your application fee.

If the page does not automatically redirect, you can access the
payment page from the PSM-portal home page

20.If information is missing, this screen appears describing what is
missing.

You will not be able to submit your application until you have all
documentation and the application is complete. Be sure to upload all
required information and fill in all required boxes.

Click Save and Exit to save the application as a draft to return to later.

Home  Provider Dashboard &

[ More Information

Summary

More Information

= Reguired disclosure fext staring with "Pleass provide the Supplier 1D assigned io you and your TIN {agency) or 55N (independsnt provider) b ™
- Please attest Rapbeck for Independent Provider

= 8 heur Infial Cenfication Tralning document |s required

= Sirlh Cartificate documant is required

-« CPR dacument is requined

= First Aid document is required

- High Scheol DiplemaGED document Is required

» Initial Sverview document is required

= 053 Verlfication of Supplier Number document is required
- Sosial Securtty Number document is required

= State of Ohio Identification decument Is required

= We2 document is equired

Ara you a MEE {Minority Business Enterprise) Business?

1 Yes @hg

Are you an EDGE (Encouraglng Oiversity, Growth, and Equily) business?

) Yes ®ihg

Are you currently or have you ever been an employer or emplayee at an agency sarving individials with i disabilities?

# Yas, | da have li it history at another DODD certified ageney. CNa, | do not have | history at ancthar DODD certifisd agency.

Da you have a family member who providas or has provided senices for DODD to-a deveiopmentally disabled parson? "Ralative” applies to your current or former spousa.
T Yes, | do have 2 relative who Is/was certfied. ®Nc. | do not have a relative who Isfras cedified
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