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3.3 Provider Subsystem Reporting Functionality

The reports produced by this subsystem are as follows:

· NMMP0100 – RP001 – Provider Daily Activity Report

· NMMP0300 – RP003 – Provider Information Sheet 

· NMMP0300 – RP004 – Provider Address Mailing Labels (3 Across) 

· NMMP0400 – RP005 – Address Labels List

· NMMP0600 – RP006 – Approval Notice Letter

· NMMP0600 – RP007 – Denial Notice Letter

· NMMP0600 – RP008 – Termination Letter 

· NMMP0900 – RP009 – License Renewal/Recertification List

· NMMP0900 – RP010 – Recertification Letter

· NMMP1100 – RP011 – Pending Application Reminder Listing

· NMMP0600 – RP012 – Pending Letter 

· NMMP1300 – RP013 – Re-verification List

· NMMP1300 – RP014 – Re-verification Letter

· NMMP1300 – RP015 – Provider Turnaround Document

· NMMP1600 – RP016 – Provider Duplicate SSN Report

· NMMP1700 – RP017 – Provider Duplicate Name Report

· NMMP1800 – RP018 – Provider Duplicate License Report by Board Type

· NMMP1900 – RP019 – CLIA Certification Update Error Report

· NMMP2000 – RP020 – CLIA Certification Update Report

· NMMPxxxx – RP021 – Provider Report Request Criteria Pages (where xxxx = 0300, 0400

         or 1100)

· NMMP2200 – RP022 – MCO Provider Affiliation Error Report

· NMMP3800 – RP023 – Hospice Provider Listing 

· NMMP3900 – RP024 – Personal Care Option Provider Audit

· NMMP2700 – RP025 – Provider Address Change Listing

· NMMP4000 – RP026 – LEIE Database Match Report

· NMMP1100 – RP027 – Delimited File from report RP011

NEW MEXICO OMNICAID MMIS PROVIDER SUBSYSTEM

REPORT SPECIFICATION

PROVIDER DAILY ACTIVITY REPORT

	Report ID:  NMMP0100-RP001

	Frequency:

	Retention:
	Output Medium:
	Report Recipient:

	Daily
	150 Generations
	Refer to the FAO Report Distribution Master 
	Provider Relations

	Description:

This summary report provides control to ensure that all provider activity is properly entered into the system.  It reads 2 parameters, the Start Run Date (2001) and the End Run Date (2002). The report will reflect online activity from the Start Date through the End Date.  If the report is for one day, the start and end dates will be the same.  For each provider type, previous totals of active providers, number of providers enrolled (made active) within the start and end dates, number of providers terminated within the start and end dates, and new total of active providers are calculated.  These counts are calculated from the enrollment status. 

In the last two columns on the report, providers’ changed and total transactions are counted.  This processing is independent of the enrollment processing described above, but uses the same parameters.  This part of the program accesses the transaction log table, which is updated each night with transactions that occurred online during that day.  Change transactions are counted.  If a provider was made active or an existing provider was terminated, these transactions are added to the total transaction column, but not the changed column.  Thus, the total transaction column includes the number in the providers changed column plus the providers who were made active and the providers who were terminated from the system.

  

	Sort Sequence(s) and Control Breaks

	Sort Sequence:

Provider Type
	Total 

N
	Page Break

N
	

	Notes:

If a provider was changed within the start and end date parameters, it will be reflected in this report. The effective dates are not used in reporting. Reporting is based on changes to the audit time stamp.


                                  NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM   

          PROCESSING DATE  99/99/9999

   REPT:  NMMP0100-RP001                    HUMAN SERVICES DEPARTMENT       

                 PROCESSING TIME  99:99:99

                                                                                          


             PAGE  ZZZ,ZZ9

                             P R O V I D E R   D A I L Y   A C T I V I T Y   R E P O R T

                                           PREVIOUS    PROVIDERS   PROVIDERS       NEW      PROVIDERS     TOTAL

      PROVIDER TYPE                          TOTAL      ENROLLED   TERMINATED     TOTAL      CHANGED   TRANSACTIONS

   -----------------------------------     --------    ---------   ----------    -------    ---------  ------------

   XXX XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX     999,999     999,999     999,999      999,999     999,999     999,999

   XXX XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX     999,999     999,999     999,999      999,999     999,999     999,999

   XXX XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX     999,999     999,999     999,999      999,999     999,999     999,999

   XXX XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX     999,999     999,999     999,999      999,999     999,999     999,999

   XXX XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX     999,999     999,999     999,999      999,999     999,999     999,999

   XXX XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX     999,999     999,999     999,999      999,999     999,999     999,999

   XXX XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX     999,999     999,999     999,999      999,999     999,999     999,999

   XXX XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX     999,999     999,999     999,999      999,999     999,999     999,999

   XXX XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX     999,999     999,999     999,999      999,999     999,999     999,999

   XXX XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX     999,999     999,999     999,999      999,999     999,999     999,999

   XXX XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX     999,999     999,999     999,999      999,999     999,999     999,999

                                            * * *  END OF REPORT  * * *

	NEW MEXICO OMNICAID MMIS PROVIDER SUBSYSTEM 

REPORT EXHIBIT

	PROVIDER DAILY ACTIVITY REPORT

	NMMP0100-RP001


	Column Name
	Description
	Source
	DED Number
	NoteRef

	Provider Type
	Provider Type Code

A code that designates the State’s classification of providers.
	P_PROV_TB:

P_TY_CD
	204
	

	(Provider Type Description)
	Provider Type Description 

The long description of the provider type retrieved from a valid value table.
	Valid Value

 Table 204.
	
	

	Previous Total
	The total of all active providers enrolled with this provider type previous to the start run date.
	Calculated from P_ENROL_STAT_TB
	
	

	Providers Enrolled
	The number of providers of this type activated from the start run date through the end run date.
	Calculated from P_ENROL_STAT_TB
	
	

	Providers Terminated
	The number of providers with this type terminated from the start run date through the end run date.
	Calculated from P_ENROL_STAT_TB
	
	

	New Total
	The total number of active providers of this type.  Calculated by adding the Previous Total to the Providers Enrolled, then subtracting the Providers Terminated.
	Calculated 


	
	

	Providers Changed
	The number of Change transactions for this provider type occurring from the start run date through the end run date. 
	Calculated from Log Transaction Table
	
	1

	Total Transactions
	The total number of transactions for this provider type from the start run date through the end run date.  This includes changes and providers that were made active or terminations.
	Calculated from Log Transaction Table
	
	1


Notes:

1. The calculations are independent of the first 4 columns.

NEW MEXICO OMNICAID MMIS PROVIDER SUBSYSTEM

REPORT SPECIFICATION

PROVIDER INFORMATION SHEET

	Report ID: NMMP0300-RP003

	Frequency:

	Retention:
	Output Medium:
	Report Recipient:

	On Request
	10 Generations
	Refer to the FAO Report Distribution Master 
	Provider Relations

	Description:

This report contains all provider data.  Users may file this report in the individual provider’s correspondence folder, as the report serves as a reference for answering inquiries about a given provider.



	Sort Sequence(s) and Control Breaks

	Sort Sequence:
As requested
	Total 

N
	Page Break

N
	

	Notes:

N/A




                                   NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM                        PROCESSING DATE:  99/99/9999

   REPT:  NMMP0300-RP003                    HUMAN SERVICES DEPARTMENT                   
                 PROCESSING TIME:  99:99:99

                                                                                        
                 PAGE:  ZZZ,ZZ9

                                    P R O V I D E R   I N F O R M A T I O N   S H E E T

   PROVIDER NUMBER: XXXXXXXX                          DBA: XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX
      USER:  XXXXXXX

   NAME AND PRACTICE LOCATION ADDRESS                 MULTI LOCATION IND: X                    ADD DATE        : 99/99/9999

   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                BUSN LOCATION IND : X                    ENTERPRISE ID   : XXXXXXXX

   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                     PRACTICE TYPE     : X    XXXXXXXXXX      NABP ID         : XXXXXXXXXXX 

   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                     COUNTY            : XX   XXXXXXXXXX      SSN             : XXX-XX-XXXX

   XXXXXXXXXXXXXXXXXXXX XX XXXXX                      SOLE COMMUN BASED : X                    FEIN            : XX-XXXXXXX

                                                      IHS IND           : X                    NPI             : XXXXXXXXXX

   TELEPHONE: (XXX) XXX-XXXX                          FAX NUMBER: (XXX) XXX-XXXX               
   PROV TYPE      : XXX  XXXXXXXXXX                   GROUP INDICATOR   : X    XXXXXXXXXX      BILLING CODE    : X

   PROV NOTES     : X                                 APPLICATION DATE  : 99/99/9999           DEA NUMBER      : XXXXXXXXXXX

   PROFIT IND     : X                                 GROSS TAX NUM     : XXXXXXXXX            EPSDT ONLY      : X

   TAX DISCOUNT   : X                                 REVERIFY DATE     : 99/99/9999           PROF/TECH IND   : X


  W-9 DATE SIGNED: 99/99/9999                        PHARMACY CLASS    : X                    FISCAL YR END MO: XX


  PSYCH SOC REHAB: X

   SPECIALTY: XXX XXXXXXXXXX BEG DT: 99/99/9999 END DT: 99/99/9999  SPECIALTY: XXX XXXXXXXXXX BEG DT: 99/99/9999 END DT: 99/99/9999  

   SPECIALTY: XXX XXXXXXXXXX BEG DT: 99/99/9999 END DT: 99/99/9999  SPECIALTY: XXX XXXXXXXXXX BEG DT: 99/99/9999 END DT: 99/99/9999  

   LIC NUMBER  LIC BEG DATE  LIC END DATE  LIC BOARD  TYPE  STATE  RESTRICT  VERIFIED 

   ----------   ----------    ----------   ---------  ----  -----  --------  --------              

   XXXXXXXXXX   99/99/9999    99/99/9999   XXXXXXXX    XX    XX       X         X

   XXXXXXXXXX   99/99/9999    99/99/9999   XXXXXXXX    XX    XX       X         X

    ------ ENROLLMENT ------

      STATUS        EFF DATE

    XX XXXXXXXXXX   99/99/9999

    XX XXXXXXXXXX   99/99/9999

    XX XXXXXXXXXX   99/99/9999

   NEW PROVIDER ID     : XXXXXXXX  

   PREVIOUS PROVIDER ID: XXXXXXXX  EFF DATE: 99/99/9999

                         XXXXXXXX  EFF DATE: 99/99/9999

                         XXXXXXXX  EFF DATE: 99/99/9999

                                   NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM                       PROCESSING DATE:  99/99/9999

   REPT:  NMMP0300-RP003                    HUMAN SERVICES DEPARTMENT                   
                 PROCESSING TIME:  99:99:99

                                                                                        
                 PAGE:  ZZZ,ZZ9

                                    P R O V I D E R   I N F O R M A T I O N   S H E E T

   PROVIDER NUMBER: XXXXXXXX     PROV NAME: XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

   -------- GROUP MEMBERSHIP -----------  BILL AGENT  ASSOCIATION                                                                              

   BEGIN DT      END   DT     GROUP NUM   PROV NUM    PROV NUM                                                                                                         

   ----------    ----------   ---------   ---------   -----------                                            

   99/99/9999    99/99/9999   XXXXXXXX     XXXXXXXX   XXXXXXXX          

   99/99/9999    99/99/9999   XXXXXXXX     XXXXXXXX   XXXXXXXX                                                         


        

   99/99/9999    99/99/9999   XXXXXXXX     XXXXXXXX   XXXXXXXX

   99/99/9999    99/99/9999   XXXXXXXX     XXXXXXXX   XXXXXXXX          

   99/99/9999    99/99/9999   XXXXXXXX     XXXXXXXX   XXXXXXXX            

   99/99/9999    99/99/9999   XXXXXXXX     XXXXXXXX   XXXXXXXX          

   99/99/9999    99/99/9999   XXXXXXXX     XXXXXXXX   XXXXXXXX          

   99/99/9999    99/99/9999   XXXXXXXX     XXXXXXXX   XXXXXXXX

   99/99/9999    99/99/9999   XXXXXXXX     XXXXXXXX   XXXXXXXX    

   MEDICARE PARTICIPATION: X   FED VACCINE FOR CHILDREN PARTICIPATION: X

   PROV FACILITY TYPE    : X   BEGIN DT: 99/99/9999 END DT: 99/99/9999

   NURSING FACILITY CLASS: X XXXXXXXXXX                     

   BILLING MEDIA     : X XXXXXXXXXX X XXXXXXXXXX X XXXXXXXXXX                           

   BULLETIN MEDIA    : X XXXXXXXXXX   BULLETIN COPIES: ZZ9                                         

   REMIT MEDIA       : X XXXXXXXXXX X XXXXXXXXXX                                                   

   PROV REMIT SEQ    : X XXXXXXXXXX   BACKUP WITHHOLDING IND: X

   PRINT SUSPENSE    : X XXXXXXXXXX   EFT ACCOUNT #         : XXXXXXXXXXXXXXX                                                                                  

   BANK ID NUMBER    : XXXXXXXXX

   LANGUAGES: X  XXXXXXXXXX

              X  XXXXXXXXXX       


  ------------------------------------- DISPENSING FEES ------------------------------------                                                                        

   AMOUNT      EFFECTIVE DATE    AMOUNT      EFFECTIVE DATE      AMOUNT      EFFECTIVE DATE

   --------    --------------   --------     --------------     --------     --------------     



  99999.99 
XX/XX/XXXX     99999.99      XX/XX/XXXX        99999.99       XX/XX/XXXX

   


           NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM                        PROCESSING DATE:  99/99/9999

   REPT:  NMMP0300-RP003                    HUMAN SERVICES DEPARTMENT                                       PROCESSING TIME:  99:99:99

                                                                                                    PAGE:  ZZZ,ZZ9

                              P R O V I D E R   I N F O R M A T I O N   S H E E T

   PROVIDER NUMBER: XXXXXXXX     PROV NAME: XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

   -------BILLING ADDRESS ----------       -------- MAIL-TO ADDRESS ---------  ------------ INSTITUTIONAL BED DATA -----------

                                                                                          DATE     TOTAL  INT C  SK C  IP C                    

   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX          XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX               --------   ------ ----- ----- -----                  

   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX          XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX               99/99/9999 ZZ, ZZ9 Z,ZZ9 Z,ZZ9 Z,ZZ9                   

   XXXXXXXXXXXXXXXXXXXX  XX  XXXXXX        XXXXXXXXXXXXXXXXXXXX   XX  XXXXXX

   --------------------------------------------------- HOLD/REVIEW INFORMATION-----------------------------------------------------

   BEGIN DATE: 99/99/9999  END DATE: 99/99/9999  ACTION: XXXXXXXX  LOCATION: XXXXXXXX   REASON: XXXXXXXX  DATE USED: XXXXXXXX 

   CLAIM TYPES: XXX XXX XXX XXX XXX XXX XXX XXX XXX XXX XXX XXX XXX XXX XXX XXX XXX XXX XXX XXX  

   PROGRAMS   : XXX XXX XXX XXX XXX    RESTRICT/SANCTION CODE: X

   SERVICE CODE RANGES

   --------------------

    FROM PROCEDURE: XXXXXXX      FROM DIAGNOSIS: XXXXXXXXXX          FROM DRG: XXXXX          FROM REVENUE: XXXXXXX   

      TO PROCEDURE: XXXXXXX        TO DIAGNOSIS: XXXXXXXXXX            TO DRG: XXXXX            TO REVENUE: XXXXXXX   

   ------------------------------------------- INDIVIDUAL PROVIDERS IN GROUP PRACTICE ---------------------------------------------

   XXXXXXXX   XXXXXXXX   XXXXXXXX    XXXXXXXX    XXXXXXXX    XXXXXXXX    XXXXXXXX    XXXXXXXX    XXXXXXXX    XXXXXXXX 

   XXXXXXXX   XXXXXXXX   XXXXXXXX    XXXXXXXX    XXXXXXXX    XXXXXXXX    XXXXXXXX    XXXXXXXX    XXXXXXXX    XXXXXXXX  

   ------------------------------------------- INDIVIDUAL PROVIDERS FOR BILLING AGENT ---------------------------------------------

   XXXXXXXX   XXXXXXXX   XXXXXXXX    XXXXXXXX    XXXXXXXX    XXXXXXXX    XXXXXXXX    XXXXXXXX    XXXXXXXX    XXXXXXXX  

   XXXXXXXX   XXXXXXXX   XXXXXXXX    XXXXXXXX    XXXXXXXX    XXXXXXXX    XXXXXXXX    XXXXXXXX    XXXXXXXX    XXXXXXXX

   ------------------------------------------- INDIVIDUAL PROVIDERS FOR ASSOCIATION ---------------------------------------------

   XXXXXXXX   XXXXXXXX   XXXXXXXX    XXXXXXXX    XXXXXXXX    XXXXXXXX    XXXXXXXX    XXXXXXXX    XXXXXXXX    XXXXXXXX

   XXXXXXXX   XXXXXXXX   XXXXXXXX    XXXXXXXX    XXXXXXXX    XXXXXXXX    XXXXXXXX    XXXXXXXX    XXXXXXXX    XXXXXXXX  


  --------------------------------------- MANAGED CARE AFFILIATION CROSS-REFERENCE -----------------------------------------


  MEDICAID PROVIDER NUMBER: XXXXXXXX     MCO ASSIGNED PROVIDER NUMBER: XXXXXXXXXXXXXXX

   AFFILIATION BEG DT : XX/XX/XXXX   AFFILIATION END DT: XX/XX/XXXX         PCP INDICATOR: X     CONTRACT TYPE: XX

   MEDICAID PROVIDER NUMBER: XXXXXXXX     MCO ASSIGNED PROVIDER NUMBER: XXXXXXXXXXXXXXX

   AFFILIATION BEG DT : XX/XX/XXXX   AFFILIATION END DT: XX/XX/XXXX         PCP INDICATOR: X     CONTRACT TYPE: XX

                                      NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM                    PROCESSING DATE:  99/99/9999

   REPT:  NMMP0300-RP003                    HUMAN SERVICES DEPARTMENT                                      PROCESSING TIME:  99:99:99

                                                                                                           PAGE:  ZZZ,ZZ9

                                    P R O V I D E R   I N F O R M A T I O N   S H E E T

   PROVIDER NUMBER: XXXXXXXX     PROV NAME: XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

   ------------------------------------------------- CLIA INFORMATION --------------------------------------------------

   BEGIN DT       END DT      CLIA ID   TYPE                                   

   --------     ----------   ---------- ----    

   99/99/9999   99/99/9999   XXXXXXXXXX  X     

   99/99/9999   99/99/9999   XXXXXXXXXX  X     

   --------------------------------------------- MEDICARE/CARRIER DATA ----------------------------------

   MEDICARE                                                    CARRIER                        

   NUMBER       CARRIER ID  TYPE  BEGIN DT   END DT             NAME                ADDRESS            CITY     ST   ZIP   PHONE NUM                   

   ----------   ----------   --  ----------  ----------  -------------------- --------------------  ----------  --  ------ ----------

   XXXXXXXXXX   XXXXXXXXXX   XX  99/99/9999  99/99/9999  XXXXXXXXXXXXXXXXXXXX XXXXXXXXXXXXXXXXXXXX  XXXXXXXXXX  XX  XXXXX  (XXX)XXX-XXXX                                        

   XXXXXXXXXX   XXXXXXXXXX   XX  99/99/9999  99/99/9999  XXXXXXXXXXXXXXXXXXXX XXXXXXXXXXXXXXXXXXXX  XXXXXXXXXX  XX  XXXXX  (XXX)XXX-XXXX                                        

   -----------------------------------------------  HOSPITAL DATA ---------------------------------------

   COST SETTLE DATE: 99/99/9999                BEGIN DATE    END DATE

                                               99/99/9999  99/99/9999

   DISPROPORTIONATE SHARE

        99/99/9999  99/99/9999

                                               99/99/9999  99/99/9999

                                               99/99/9999  99/99/9999

   ------------------------------------------------- MAJOR PROGRAMS -----------------------------------------------------------

   BEGIN DATE  END DATE    PROGRAM            BEGIN DATE  END DATE     PROGRAM           BEGIN DATE  END DATE    PROGRAM

   ----------------------------------------   ---------------------------------------   -------------------------------------

   99/99/9999 99/99/9999   XXXXXXXXX          99/99/9999 99/99/9999    XXXXXXXXX        99/99/9999 99/99/9999    XXXXXXXXX

   99/99/9999 99/99/9999   XXXXXXXXX          99/99/9999 99/99/9999    XXXXXXXXX        99/99/9999 99/99/9999    XXXXXXXXX

                                                * * *  END OF REPORT  * * *

NEW MEXICO OMNICAID MMIS PROVIDER SUBSYSTEM

REPORT EXHIBIT

PROVIDER INFORMATION SHEET

NMMP0300-RP003

	Column Name
	Description
	Source
	DED Number

	 Provider Number
	Provider Number

A unique number the system assigns to the provider for MMIS claims processing.
	P_PROV_TB: 

P_ID
	

	 DBA Name
	Doing Business As Name

The name that a provider is commonly referred to, as opposed to their legal name.
	P_PROV_TB:

P_DBA_NAM
	

	 User
	User ID

A unique identification retrieved from the system security table.  
	System 
	

	Name and Practice

Location Address 
	Provider Name

The legal name of the provider.
	P_PROV_TB:

P_NAM
	

	
	Provider Address Line 1

The first line of the location address.
	P_ADDR_TB:

P_LINE1_AD
	

	
	Provider Address Line 2.

The second line of the location address.
	P_ADDR_TB: 

P_LINE2_AD
	

	
	Provider City

The city of the provider’s location address.
	P_ADDR_TB:

P_CITY_NAM
	

	
	Provider State Code

The abbreviation of the state of the provider’s location address.
	P_ADDR_TB:

P_ST_CD
	2638

	
	Provider Zip Code-5

The first 5 digits of the zip code of the provider’s location address.
	P_ADDR_TB:

P_ZIP5_CD
	

	Multi Location Ind
	The Multiple Location Indicator 

A Y or N indicator that tells if the provider has more than one physical business location.
	P_PROV_TB:

P_MULTI_LOCN_IND


	

	add date
	 The date that the provider was put on the system.
	P_PROV_TB:

P_ADD_DT
	

	Busn Location Ind
	Business Location Indicator 

A code indicating if this provider’s location address is in-state, out-of-state, or border.
	P_PROV_TB: 

P_LOCN_CD


	0190

	Enterprise ID
	Enterprise ID

A column used to group associated providers.
	P_PROV_TB:

P_NTRPRS_ID
	

	Practice Type
	Practice Type

The provider’s legal organizational type.
	P_PROV_TB: P_PRACT_TY_CD
	0203

	NABP ID
	National Association of Boards of Pharmacy ID
	P_PROV_TB:

P_NABP_NUM
	

	County
	Provider County

The county where the provider is located.
	P_ADDR_TB:

P_CNTY_CD
	2639

	SSN
	Social Security Number

The Social Security Administration assigns this number to individuals.  The provider supplies this number on the enrollment forms.
	P_PROV_TB:

P_SSN_NUM
	

	Sole Commun Based
	Sole Community Based Provider

A Y or N indicator that tells if the provider is the only one servicing the community.
	P_PROV_TB:

P_SOLE_COMM_IND
	

	FEIN
	The Provider Federal Employer Identification Number 

The provider’s unique number that the Internal Revenue Service assigns to incorporated businesses for federal income tax reporting purposes.
	P_PROV_TB:

P_FED_TAX_ID
	

	IHS Ind
	Indian Health System Indicator
	P_PROV_TB:

P_IHS_IND
	

	NPI
	National Provider Number
	P_NPI_XMTCH_TB:

P_NPI_ID
	1595

	Telephone
	Provider Phone Number

The phone number for a provider’s location address.
	P_ADDR_TB:

P_PHON_NUM
	

	Fax Number
	Provider Fax Number

The fax number for a provider’s location address.
	P_ADDR_TB:

P_FAX_NUM
	

	UPIN
	Provider Unique Physician Identification Number

A number that Medicare carriers assign to physicians.  The provider supplies this number on the enrollment forms.
	P_PROV_TB:

P_UPIN_NUM
	

	Prov Type
	Provider Type

A code that designates the’State's classification of providers.
	P_PROV_TB:

P_TY_CD
	0204

	Group Indicator
	Group Indicator

Indicates if the provider is a group or both.
	P_PROV_TB:

P_INDIV_GRP_CD
	0205

	Billing Code
	Indicates if the provider can provide services, bill for services, if they are restricted to sending encounter claims and if they are presumptive eligibility determiners.
	P_PROV_TB:

P_BLNG_CD
	2661

	Prov Notes
	Provider Notes

A Y or N indicator to designate if there are any notes associated with this provider.

If P_NOTE_TXT_LEN is greater than zero, a Y will be placed in this field.

If P_NOTE_TXT_LEN is less than or equal to zero, an N will be placed in this field.
	P_NOTES_TB:

P_NOTE_TXT_LEN
	

	Application Date
	Application Date

The date the provider signs the initial provider enrollment package.
	P_PROV_TB:

P_APPL_DT
	

	DEA Number
	The Provider Drug Enforcement Agency Number

The provider's unique identification number that the National Pharmaceutical Association and/or the U.S. Drug Enforcement assigns to a pharmacy.
Ls also known as National Pharmacy Number.
	P_PROV_TB:

P_DEA_NUM
	

	Profit Ind
	Profit Indicator

An indicator that tells if the provider is a profit or non-profit organization.
	P_PROV_TB:

P_PROFIT_IND
	

	Gross Receipt Num
	Gross Receipts Tax Number

The Provider’s gross receipts tax number.
	P_PROV_TB:

P_GROSS_TAX_NUM
	

	EPSDT Only
	EPSDT Only

A Y or N indicator that tells if the provider is licensed to provide only EPSDT services.
	P_PROV_TB:

P_EPSDT_ONLY_IND
	

	Tax Discount
	Tax Discount

A Y or N indicator that tells if the provider is to receive a tax break.
	P_PROV_TB:

P_TAX_DISCT_IND
	

	Reverify Date
	Reverification Date

The date in which the provider data was last verified.  A reverification letter and a turnaround document are sent to the provider 22 months after this date. 
	P_PROV_TB:

P_REVER_DT
	

	Prof/Tech Ind
	Professional/Technical Indicator

 Indicates whether a provider is certified to perform the professional or technical component of a laboratory or diagnostic procedure.
	P_PROV_TB:

P_PROF_TECH_IND
	

	W-9 Date Signed
	W-9 Date Signed

The date the provider’s W-9 form was signed.
	P_PROV_TB:

P_W9_SIGNED_DT
	

	Pharmacy Class
	Pharmacy Class

The type of pharmacy.
	P_PROV_TB:

P_PHRM_CLS_CD
	1615

	Fiscal YR END MO
	Fiscal Year End Month

The calendar month in which the provider’s fiscal year ends.
	P_PROV_TB:

P_FSCL_END_MO_NUM
	

	PSYCH SOC REHAB
	Psycho Social Rehab Indicator

Indicates Psycho Social Rehab Providers for whom PA edits are bypassed.
	P_PROV_TB:

P_PSY_SOC_IND
	2113

	Specialty (Code)
	Specialty Code

A code indicating a provider's certified medical specialty.
	P_SPECL_TB:

P_SPECL_CD
	2653

	
	 Specialty Description

 The short description of the specialty code retrieved from a Valid Value table.
	 Short description from valid value table 2653.
	

	Beg Date
	Provider Specialty Begin Date

 The effective date for a provider's specialty.
	P_SPECL_TB:

P_SPECL_BEG_DT
	

	End Date
	Provider Specialty End Date 

 The end date for a provider's specialty.
	P_SPECL_TB:

P_SPECL_END_DT
	

	 Lic Number
	License Number

This is the provider's license number for the specific license type applicable to the provider.
	P_LIC_CERT_TB:

P_LIC_CERT_NUM
	

	Lic Begin Date
	License Begin Date

The effective date of the provider's license or certification.
	P_LIC_CERT_TB:

P_LIC_EFF_DT
	

	Lic End Date
	License End Date

The expiration date of the provider's license or certification.
	P_LIC_CERT_TB:

P_LIC_EXPIR_DT
	

	Lic Board
	License Certification Board Number 

 The code identifying an organization that issues a license or certification.
	P_LIC_CERT_TB:

P_LIC_BRD_NUM
	

	Lic Type
	License Type Code

 The type of license or certification issued to providers.
	P_LIC_CERT_TB:

P_LIC_TY_CERT_CD
	1503

	Lic State
	License State

The state that issued the license.
	P_LIC_CERT_TB:

P_ST_CD
	2638

	Lic Restriction
	License Restriction Code

A value that tells if there is a restriction on the license.
	P_LIC_CERT_TB:

P_LIC_RSTRCT_CD
	1571

	Lic Verified
	License Verification Indicator

A Y or N flag that tells if the license is verified.
	P_LIC_CERT_TB:

P_LIC_VRFY_IND
	

	Enrollment Status  (Code)    

 
	Enrollment Status Code

A code indicating the enrollment status of the provider.  The enrollment status is the primary mechanism that tracks the enrollment of a provider into the Medicaid program.
	P_ENROL_STAT_TB:

P_ENROL_STAT_TY_CD
	189

	Enrollment Status

 (Description)
	Enrollment Status Short Description

The short description of the enrollment status code retrieved from a valid values table.
	Valid Value Table 189 
	

	Enrollment Eff Date
	Enrollment Status Effective Date

The date the associated enrollment status became effective for this provider.  A status is no longer effective when the next status becomes effective.
	P_ENROL_STAT_TB:

P_ STAT_EFF_DT
	

	New PROVIDER ID
	New Provider Number

The current provider number.
	P_PROV_TB:

P_ID
	

	Previous Provider ID
	Previous Provider ID 

A past provider ID terminated due to a change of ownership.
	P_AFFL_TB:

P_MEMBER_P_ID
	

	Eff Date
	Previous Enrollment Status Effective Date

The date that the previous provider was terminated.
	P_AFFL_TB:

P_AFFL_BEG_DT
	

	Group Membership
	The 3 types of groups are: group practice, billing agent or association.  If the begin and end dates are filled in below, the group num or bill agent num or Association num will be filled in.  
	
	

	Begin Date
	Provider Affiliation Begin Date 

 The beginning date of an affiliation between two providers.
	P_AFFL_TB:

P_AFFL_BEG_DT
	

	Group Membership End Date
	Provider Affiliation End Date

The ending date of an affiliation between two providers.
	P_AFFL_TB:

P_AFFL_END_DT
	

	Group Num
	Group Provider Number

The provider ID of a group provider.
	P_AFFL_TB:

P_GROUP_P_ID
	

	Bill Agent Prov

Num
	Billing Provider Number

The provider ID of a Billing Agent.
	P_AFFL_TB:

P_GROUP_P_ID
	

	Association Prov Num
	Association Provider Number

The provider ID of a association
	P_AFFL_TB:

P_GROUP_P_ID
	

	Medicare PARTICIPATION IND
	Medicare Indicator

A Y or N indicator that tells if the provider is enrolled in Medicare.
	 P_PROV_TB:

 P_MCARE_IND
	

	Fed Vaccine for 

Children  

Participation
	Fed Vaccine for Children Participation Indicator

A Y or N indicator that tells if the provider participates in the Federal Vaccines for Children program.  This is currently not in use.
	P_PROV_TB:

P_FED_VAC_CHLD_IND
	

	Prov Facility Type
	Facility Type

The type of facility for institutional providers.
	P_PROV_TB:

P_FACI_TY_CD
	

	Begin Dt
	Facility Begin Date

The beginning date when the provider used the facility type.
	P_PROV_TB:

P_FACI_BEG_DT
	

	End Dt
	Facility End Date

The end date when the provider used the facility type.
	P_PROV_TB:

P_FACI_END_DT
	

	Nursing Facility Class
	Nursing Facility Class Code

A code that describes the type of nursing care and a short description of the code.
	P_PROV_TB:

P_NF_CLS_CD
	1591

	Billing Media Cd
	The Billing Media Code

 A code indicating the various types of media providers use to bill claims.
	P_BLNG_MEDM_TB:

P_BLNG_MEDM_CD
	2650

	Languages
	Languages

The language code a provider can speak and a short description of the code.
	P_LANG_TB:

P_LANG_CD
	196

	Bulletin Media
	Bulletin Media

The medium code used to send the provider bulletins and a short description of the code.
	P_PROV_TB:

P_BLLTN_MEDM_CD
	1525

	Bulletin Copies
	The number of copies of the bulletin to send.
	P_PROV_TB:

P_BLLTN_COPY_NUM
	

	Remit Media
	The Remittance Advice Medium Code 

The media the system uses to deliver remittance advices to a payee and a short description of the code.
	P_PROV_TB:

P_RA_MEDM_CD
	1621

	Prov Remit Seq
	The Provider Remittance Advice Sort Sequence Code

 A code that tells the order in which the system is to sort claims on the Remittance Advice and a short description of the code.
	P_PROV_TB:

P_RA_SORT_SEQ_CD
	178

	Backup Witholding Ind
	Backup Withholding Indicator 

A Y or N flag that tells if backup withholding is active for this provider.
	P_PROV_TB:

P_BKUP_WHOLD_IND
	

	Print Suspense 
	The Provider Remittance Advice Print Suspense Code

 This code instructs the system to print or not to print suspended claims on the provider's RA and a short description of the code.
	P_PROV_TB:

P_RA_PRT_SUSP_CD
	179

	EFT Account Number
	EFT Account Number 

The provider’s bank account number, which the State uses to make direct deposits for the payment of claims.
	P_PROV_TB:

P_EFT_ACCT_NUM
	

	Bank ID Number
	 Bank ID Number 

 The bank number that the State uses to make direct deposits into the provider’s account.
	P_PROV_TB:

P_BIN_NUM
	

	Languages
	Languages

The language code a provider can speak and a short description of the code.
	P_LANG_TB:

P_LANG_CD
	196

	DISPENSING FEES
	
	
	

	Amount
	Dispensing Fee Amount

A fee that the provider charges for with dispensing drugs.
	P_DISP_FEE_TB:

P_DISP_FEE_AMT
	

	Effective Date
	Dispensing Fee Effective Date 

The start date that the dispensing fee is used.
	P_DISP_FEE_TB:

P_DISP_FEE_DT
	

	Billing Address
	Provider Address Line 1

The first line of the billing address used for billing and payments.
	P_ADDR_TB:

P_LINE1_AD
	

	
	Provider Address Line 2.

The second line of the billing address.
	P_ADDR_TB:

P_LINE2_AD
	

	
	Provider City

The city of the provider’s billing address.
	P_ADDR_TB:

P_CITY_NAM
	

	
	Provider State Code

The abbreviation of the state of the provider’s billing address.
	P_ADDR_TB:

P_ST_CD
	

	
	Provider Zip Code-5

The first 5 digits of the zip code of the provider’s billing address.
	P_ADDR_TB:

P_ZIP5_CD
	

	Mail-To Address
	Provider Address Line 1

The first line of the mailing address for mailing RAs, correspondence, etc.
	P_ADDR_TB:

P_LINE1_AD
	

	
	Provider Address Line 2.

The second line of the mailing address.
	P_ADDR_TB:

P_LINE2_AD
	

	
	Provider City

The city of the provider’s mailing address.
	P_ADDR_TB:

P_CITY_NAM
	

	
	Provider State Code

The abbreviation of the state of the provider’s mailing address.
	P_ADDR_TB:

P_ST_CD
	

	
	Provider Zip Code-5

The first 5 digits of the zip code of the provider’s mailing address.
	P_ADDR_TB:

P_ZIP5_CD
	

	Institutional Bed Data-

Effective Date
	The date that the user last updated the bed total attributes for the provider.
	P_NUM_BED_TB:

P_NUM_BED_EFF_DT
	

	Institutional Bed Data- Total
	The total number of beds for the provider.
	P_NUM_BED_TB:

P_TOT_BED_NUM
	

	Institutional Bed Data- INT C
	The number of intermediate level beds for the provider.
	P_NUM_BED_TB:

P_INTR_BED_NUM
	

	Institutional Bed Data- SK C
	The number of skilled nursing beds for the provider.
	P_NUM_BED_TB:

P_SKILL_BED_NUM
	

	Institutional Bed Data- IP C
	The total number of inpatient beds for the provider.
	P_NUM_BED_TB:

P_IP_BED_NUM
	

	Hold/Review

Information- Begin Date
	The first day of a date range during which a specific provider's claims are subject to pre-payment review.
	P_REVW_TB:

P_REVW_BEG_DT
	

	Hold/Review

Information- End Date
	The last day of a date range during which a specific provider's claims are subject to pre-payment review.
	P_REVW_TB:

P_REVW_END_DT
	

	Hold /Review

Information- Action
	Provider Review Action Type
Indicates what the system should do with those claims meeting the provider review criteria.
	P_REVW_TB:

P_REVW_ACTN_CD
	1625

	Hold /Review

Information- LOCATION
	The location for suspended claims to be routed.
	P_REVW_TB:

P_REVW_LOCN_CD
	192

	Hold /Review

Information- Reason
	The reason for the review.
	P_REVW_TB:

P_REVW_RSN_CD
	193

	Hold /Review

Information- 

DATE Used
	Indicates whether the service or receipt date on the claim will be used for comparison to the review begin and end dates.
	P_REVW_TB:

P_REVW_DT_IND
	191

	Hold /Review

Information- CLAIM Types
	The claims types to be reviewed.
	P_REVW_CLM_ TB:

C_HDR_TY_CD
	

	Hold /Review

Information- Programs
	The programs to be reviewed.
	P_REVW_ PROG_TB:

P_PROG_CD
	

	Restrict/Sanction Code
	Restriction/Sanction Code

Indicates if restrictions have been placed on the provider from HCFA or SURS or if there are no restrictions (NONE).
	P_REVW_TB:

P_RSTRCT_SANC_CD
	

	Service Code Ranges-

From Procedure
	The first code in the procedure code range applicable to the provider review.
	P_REVW_SVC_TB:

P_SVC_FR_PROC_CD


	

	Service Code Ranges-

To Procedure
	The last code in the procedure code range applicable to the provider review.
	P_REVW_SVC_TB:

P_SVC_THRU_PROC_CD


	

	Service Code Ranges-

From Diagnosis
	The first code in the diagnosis code range applicable to the provider review.
	P_REVW_SVC_TB:

P_SVC_FR_DIAG_CD
	

	Service Code Ranges-

To Diagnosis
	The last code in the diagnosis code range applicable to the provider review.
	P_REVW_SVC_TB:

P_SVC_THRU_DIAG_CD


	

	Service Code Ranges- From DRG
	The first code in the DRG code range applicable to the provider review.
	P_REVW_SVC_TB:

P_SVC_FR_DRG_CD
	

	 Service Code Ranges- To DRG
	The last code in the DRG code range applicable to the provider review.
	P_REVW_SVC_TB:

P_SVC_THRU_DRG_CD
	

	Service Code Ranges-

From Revenue
	The first code in the procedure code range applicable to the provider review.
	P_REVW_SVC_TB:

P_SVC_FR_REV_CD
	

	Service Code Ranges-

To Revenue
	The last code in the procedure code range applicable to the provider review.
	P_REVW_SVC_TB:

P_SVC_THRU_REV_CD
	

	Individual Providers In   

Group Practice
	The IDs of providers who are in this group.

	P_AFFL_TB:

P_MEMBER_P_ID
	

	Individual Providers   

For Billing Agent
	The IDs of providers for this billing agent

	P_AFFL_TB:

P_MEMBER_P_ID
	

	Individual Providers  

For Association
	The IDs of providers for this association

	P_AFFL_TB:

P_MEMBER_P_ID
	

	MANAGED CARE AFFILIATION CROSS-REFERENCE
	
	
	

	Medicaid Provider 

Number
	The provider ID that is assigned to individual providers in the MCO by OmniCaid.
	P_MC_AFFL_X_TB:

P_MEMBER_P_ID
	

	MCO Assigned Provider Number
	The provider number that is assigned by the MCO.  This number is used within the MCO and is not used in OmniCaid. 
	P_MC_AFFL_X_TB:

P_MCO_ASGN_ID
	

	Affiliation Beg Dt
	The date that the affiliation between the MCO and the provider begins.
	P_MC_AFFL_X_TB:

P_CNTRCT_STAT_B_DT
	

	Affiliation End Dt
	The date that the affiliation between the MCO and the provider ends.
	P_MC_AFFL_X_TB:

P_CNTRCT_STAT_E_DT
	

	PCP Indicator
	Indicates if this is a primary care provider.
	P_MC_AFFL_X_TB:

P_PCP_IND
	

	Contract Type
	A code that describes the type of contract between the MCO and the provider.


	P_MC_AFFL_X_TB:

P_SUB_CNTRCT_TY_CD
	

	CLIA Information- Begin Date
	The date the provider obtains a specific CLIA certification.
	 P_CLIA_CERT_TB:

P_CLIA_CERT_EFF_DT
	

	CLIA Information- End Date
	The date the provider's specific CLIA certification ended.
	P_CLIA_CERT_TB:

P_ CERT_EXPIR_DT
	

	CLIA ID
	Provider CLIA Number
A number HCFA assigns to laboratories.  The number indicates that HCFA has certified the laboratory to perform specific procedures.  
	P_CLIA_CERT_TB:

P_CLIA_NUM
	

	CLIA Type
	Shows the certification classification for the laboratory.
	P_CLIA_CERT_TB:

P_CLIA_CERT_TY_CD
	

	MEDICARE/ CARRIER DATA 
	
	P_PROV_TB:

P_NAM
	

	Medicare Number
	Indicates the Medicare number of the Medicaid provider who is to receive payments for claims submitted under the associated Medicare number.
	P_MCARE_TB:

P_MCARE_NUM
	

	Carrier ID
	CARRIER ID
The MMIS identification number of the Carrier.
	P_MCARE_TB:

P_MC_CARR_ID
	

	Carrier- TyPE
	The type of coverage provided by the carrier. (Type A or B or both.)
	P_MCARE_TB:

P_MCARE_PART_A_IND or P_MCARE_PART_B_IND 
	

	Carrier- Begin Dt
	The first day of a date range during which a Medicare number is effective.
	P_MCARE_TB:

P_MCARE_BEG_DT
	

	Carrier- End Dt
	The last day of a date range during which the Medicare number is effective.
	P_MCARE_TB:

P_MCARE_END_DT
	

	Carrier Name
	The name of the Medicare carrier.
	P_MCARE_CARR_TB:

P_MC_CARR_NAM
	

	Carrier- Address
	The address of the Medicare carrier.
	P_MCARE_CARR_TB:

P_MC_CARR_AD
	

	Carrier- City
	The Medicare carrier address city. 
	P_MCARE_CARR_TB:

P_MC_CARR_CITY_NAM
	

	Carrier- State
	The Medicare carrier address state.
	P_MCARE_CARR_TB:

P_MC_CARR_ST_CD
	

	Carrier- Zip
	The Medicare carrier address zip code.
	P_MCARE_CARR_TB

P_MC_CARR_ZIP_CD
	

	Carrier- Phone Number
	The Medicare carrier’s phone number.
	P_MCARE_CARR_TB:

P_MC_CARR_PHON_NUM
	

	Hospital Data- Cost Settle Date
	The annual date of the hospital’s cost settlement.
	P_PROV_TB:

P_COST_STTLMT_DT
	

	Hospital Data- Begin Date
	The first day of a date range during which the hospital may bill claims.
	P_PROV_TB:

P_FACI_BEG_DT
	

	Hospital Data- 

End Date
	The last day of a date range during which the hospital can bill claims.
	P_PROV_TB:

P_FAC_END_DT
	

	Disproportionate Share- Begin Date
	 The starting date when the hospital is deemed to be a disproportionate share provider.
	P_DISP_SHARE_TB:

P_DISP_SHR_BEG_DT
	

	Disproportionate Share- End Date
	 The ending date when the hospital is deemed to be a disproportionate share provider.
	P_DISP_SHARE_TB:

P_DISP_SHR_END_DT
	

	Major Programs-

Begin Date
	The first day of a date range during which the provider may bill claims for and receive payment for the associated program.
	P_PROG_TB:

P_PROG_BEG_DT
	

	Major Programs- 

End Date
	The last day of a date range during which the provider may bill claims for and receive payment for the associated program.
	P_PROG_TB:

P_PROG_END_DT
	

	Program
	The name of the program that the provider participates in for the begin and end date above.
	P_PROG_TB:

P_PROG_CD
	1620


NEW MEXICO OMNICAID MMIS PROVIDER SUBSYSTEM 

REPORT SPECIFICATION

PROVIDER ADDRESS MAILING LABELS (3 ACROSS)

	Report ID:  NMMP0400-RP004

	Frequency:

	Retention:
	Output Medium:
	Report Recipient:

	On Request
	10 Generations
	Refer to the FAO Report Distribution Master 
	Requestor

	Description:

This output consists of a set of address labels for each provider to be used for mass mailings of manuals, instructions, or letters to providers based on a user-defined set of values.  Provider type is printed on the label for control purposes.  Labels are requested via user selection windows where the user can define the sort sequence.



	Sort Sequence(s) and Control Breaks

	Sort Sequence:
As requested by user.  Default is provider ID.
	Total 

N
	Page Break

N
	

	Notes:  

The address type- mailing, billing, or location can be selected by the user.  If the requested address is billing, and no billing address exists, the mailing address is printed on the label if it exists, or if the mailing address also does not exist, then the location address is printed on the label.  If the requested address is location, and no location address exists, the mailing address is printed on the label if it exists, or if the mailing address also does not exist, then the billing address is printed on the label.  If the requested address is mailing, and no mailing address exists, the location address is printed on the label if it exists, or if the location address also does not exist, then the billing address is printed on the label.  If no address type is requested, the mailing address is printed on the label if it exists, or if no mailing address exists, the location address is printed on the label if it exists, or if the location address also does not exist, then the billing address is printed on the label.
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                                            * * *  END OF REPORT  * * *

NEW MEXICO OMNICAID MMIS PROVIDER SUBSYSTEM

REPORT EXHIBIT

PROVIDER ADDRESS MAILING LABELS (3-ACROSS FORMS)

NMMP0400-RP004

	Column Name
	Description
	Source
	DED Number

	(Provider ID)
	A unique number the system assigns to the provider for MMIS claims processing.    
	P_PROV_TB:

P_ID
	

	(Provider Type)
	A code that designates the State's classification of providers.

	P_PROV_TB:

P_TY_CD
	204

	(Provider Name)
	The provider’s legal name.
	P_PROV_TB:

P_NAM
	

	(Address)
	The first address line.
	P_ADDR_TB:

P_LINE1_AD
	

	(Address)
	The second address line.
	P_ADDR_TB:

P_LINE2_AD
	

	(City)
	The address city.
	P_ADDR_TB:

P_CITY_NAM
	

	(St)
	The address state.
	P_ADDR_TB:

P_ST_CD
	2638

	(Zip)
	The address zip code.

Format is XXXXX-XXXX
	P_ADDR_TB:

P_ZIP5_CD -

P_ZIP4_CD
	


NEW MEXICO OMNICAID MMIS PROVIDER SUBSYSTEM 

REPORT SPECIFICATION

ADDRESS LABELS LIST

	Report ID:  NMMP0400-RP005

	Frequency:

	Retention:
	Output Medium:
	Report Recipient:

	On Request
	10 Generations
	Refer to the FAO Report Distribution Master 
	 Requestor

	Description:

This report contains a listing of each address label generated.  It is used for verification purposes.



	Sort Sequence(s) and Control Breaks

	Sort Sequence:
As requested by user.  Default is provider ID.
	Total 

N
	Page Break

N
	

	Notes:

If the requested address is billing, and no billing address exists, the mailing address is used if it exists, or if the mailing address also does not exist, then the location address is used.  If the requested address is location, and no location address exists, the mailing address is used if it exists, or if the mailing address also does not exist, then the billing address is used.  If the requested address is mailing, and no mailing address exists, the location address is used if it exists, or if the location address also does not exist, then the billing address is used.  If no address type is requested, the mailing address is used if it exists, or if no mailing address exists, the location address is used if it exists, or if the location address also does not exist, then the billing address is used.




                                                   NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM   

   PROCESSING DATE  99/99/9999

 REPT:  NMMP0400-RP005                    HUMAN SERVICES DEPARTMENT       

                  PROCESSING TIME  99:99:99

                                                                                                                                                                                              

       PAGE:      ZZZ,ZZ9










                                           

A D D R E S S   L A B E L S   L I S T

 REQUESTOR:   XXXXXXXXXXXXXXX XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 


 CITY     :   XXXXXXXXXXXXXXXXXXXX

                                                                                                            




PROVIDER   




              PROV

    ID                PROVIDER NAME                       ADDRESS
      

        CITY             ST    ZIP    TYPE

---------   -------------------------------------   ---------------------------------   --------------------   --   -----   ----

 XXXXXXXX   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   XXXXXXXXXXXXXXXXXXXX   XX   XXXXX   XXX

 XXXXXXXX   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   XXXXXXXXXXXXXXXXXXXX   XX   XXXXX   XXX

 XXXXXXXX   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   XXXXXXXXXXXXXXXXXXXX   XX   XXXXX   XXX

 XXXXXXXX   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   XXXXXXXXXXXXXXXXXXXX   XX   XXXXX   XXX

* * *  END OF REPORT  * * *

NEW MEXICO OMNICAID MMIS PROVIDER SUBSYSTEM

REPORT EXHIBIT

ADDRESS LABELS LIST

NMMP0400-RP005

	Column Name
	Description
	Source
	DED Number

	 Requestor
	The person who requested the report.
	System
	

	 City
	Location of requestor.
	System
	

	 PROVIDER ID
	A unique number the system assigns to the provider for MMIS claims processing.  
	P_PROV_TB:

P_ID
	

	 Provider Name
	The provider’s legal name.
	P_PROV_TB:

P_NAM
	

	 Address 
	The first address line.
	P_ADDR_TB:

P_LINE1_AD
	

	 City
	The address city.
	P_ADDR_TB:

P_CITY_NAM
	

	 ST
	The address state.
	P_ADDR_TB:

P_ST_CD
	2638



	 Zip
	The address zip code.
	P_ADDR_TB: 

P_ZIP5_CD
	

	 Prov Type
	A code that designates the State’s classification of providers.
	P_PROV_TB:

P_TY_CD
	0204


NEW MEXICO OMNICAID MMIS PROVIDER SUBSYSTEM 

REPORT SPECIFICATION

APPROVAL NOTICE FORM REPORT

	Report ID:  NMMP0600-RP006

	Frequency:

	Retention:
	Output Medium:
	Report Recipient:

	Daily
	26 Generations
	Refer to the FAO Report Distribution Master 
	Provider Relations

	Description:

Form letters are sent to providers notifying them of their approval as a Medicaid provider.  Three different letters can be sent, depending on the billing code.  A general approval letter is sent if the providers can submit claims, a second letters is sent to providers that cannot submit claims, and a third letter is sent to presumptive eligibility determiners. 

STATUS
BILL CD
     LETTER



60 

H (HIPP)                General Approval Letter

                                                       M (MCO)

                                                       B (Bill-only)

                                                       X (Crossover)     

                                                       U (Unrestricted) 

60 

S (Svc Only)
     Approval – Can’t Submit Claims

60                      P (PE)                     Approval for Presumptive Eligibility 

  

	Sort Sequence(s) and Control Breaks

	Sort Sequence:
Provider ID
	Total 

N
	Page Break

N
	

	Notes:
1.  If Mail-to address does not exist, Billing address is used.  If Billing address also does not exist, Location address is used.

2.  Encounter-Only providers do not get letters. 


3.  Providers are made active online.

4.  The state has provided two formats for welcome letters. One format is to be used for all provider types except LTC provider types 211, 212, 214, 215, 344 and 363.  The other letter is for those long-term care provider types.

5. This letter is printed in Abq. NM office.


	Report ID
	NMMP0600-RP006


	Title
	Approval Notice Form Report /All provider types except LTC 211, 212, 214, 215, 344 and 363

	
	Created when a provider receives a status of Active and has a billing code indicating that they can submit claims. 



      XXXXXXXXXXXX 99, 9999

                  Provider Enrollment/Credentialing

                  XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

                  XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

                  XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

                  XXXXXXXXXXXXXXXXXXXX   XX XXXXX-XXXX
RE: Provider # XXXXXXXX

       Provider Type/ Specialty: XXX/XXX,XXX,XXX,XXX,XXX,XXX,XXX,XXX

       NPI # XXXXXXXXXX

Dear Provider:

We would like to take this opportunity to welcome you to the New Mexico Medicaid

Program.  Your provider number is XXXXXXXX, and the date of your enrollment

is effective from 99/99/9999.  Your Medicaid provider enrollment period ends

when your current license expires.  To keep your provider number active and

current, please submit a copy of your license prior to the expiration date.

The license should be submitted to the following address.  If your provider

name, address, telephone number, professional license, certification, board

specialty, corporate name, corporate ownership, or any other information you

supplied on your provider participation agreement changes, please notify us in

writing at the following address.  Providers are required to notify us at the

address below as soon as possible, but at least 60 days prior to a change of

ownership.

                           Attn: Provider Enrollment

                           Xerox State Healthcare, LLC

                           New Mexico Medicaid Project

                                P.O. Box 27460

                            Albuquerque, NM 87125-7460

If you have any questions about your enrollment or participation in the New

Mexico Medicaid Program, please contact the Provider Enrollment Unit.  Call

center staff are available to answer your questions between the hours of 8:00

AM to 4:00 PM Monday through Friday at 1-800-299-7304 or 505-246-9988.

Only claims with service dates on or after the effective enrollment date can

be accepted for processing.  All claims must be received by Xerox State

Healthcare, LLC within 90 days from the date of this notice and within 210 days

of the date of service.  If you are not yet approved to bill electronically

submit the claims on paper and attach a copy of this letter to each claim to

meet the filing limit.  Contact Xerox State Healthcare, LLC New Mexico Medicaid

Project HIPAA Helpdesk at 505-246-0710 or 1-800-299-7304 to set up electronic

billing for future claims.  For proper identification and payment, all claims

must be billed with the complete provider name and identification number.

You have 90 days from the date of this letter to submit those claims, unless you

provided services on the basis of an individualized education plan or an

individualized family service plan through a school or if the service was

provided by an Indian Health Service facility or Tribal 638 operated facility.

School based services must submit claims within 120 days from the date of this

notice, not to exceed 210 days from the date of service.  IHS/Tribal 638

must submit claims to the fiscal agent within the Federal filing limit of two

years.

Claims must be billed using the complete provider name and the provider's NPI,

unless the provider is an 'atypical' provider who is exempt from obtaining an

NPI in which case the assigned provider number should be used.

If the provider has more than one location under the same NPI, the claim must

also include the billing provider ZIP code (+4) which must be the ZIP (+4) for

the physical location which matches the Medicaid ID for that location.  If the

provider has more than one line of business associated with the same NPI,

taxonomy must also be submitted on the claim whenever the NPI is used for the

billing and rendering providers.

Please familiarize yourself with the Medical Assistance Division Program Manual

and Billing Instructions specific to the service you provide.  These documents

are available on the New Mexico Medical Assistance Division's website at

http://www.hsd.state.nm.us/mad/providerpackets/index.html.  The documents

contain information about covered services, service limitations, services that

are not covered under the program, and also services that require prior

approval.  It is the provider's responsibility to access these instructions or

ask for paper copies to be provided, to understand the information provided, and

to comply with the requirements.

New Mexico Medicaid requires Electronic billing and Electronic Funds Transfer

(EFT) payment method.  [2/1/95; 8.302.2.9 NMAC - Rn,8 NMAC 4.MAD. 702, 5/1/04;

A, 5/1/10].  For more information about these policies please refer to the HSD

website: http://www.hsd.state.nm.us/mad.  Please register on the New Mexico

Medicaid Web Portal at https://nmmedicaid.acs-inc.com or contact Xerox State

Healthcare, LLC New Mexico Medicaid Project Provider Helpdesk at 505-246-0710

or 800-299-7304.

Xerox State Healthcare, LLC New Mexico Medicaid Project Provider Relations

call center staff is available to answer your questions Monday, Tuesday,

Wednesday and Friday between the hours of 8:00 AM to 5:00 PM and Thursday

8:00 AM to 4:00 PM at 505-246-0710 or 800-299-7304.
Sincerely

Xerox State Healthcare, LLC

New Mexico Medicaid Project

Provider Enrollment
	Report ID
	NMMP0600-RP006


	Title
	Approval Notice Form Report /LTC provider types 211, 212, 214, 215, 344, 363 only

	
	Created when a provider receives a status of Active and has a billing code indicating that they can submit claims. 


 
      XXXXXXXXXXXX 99, 9999

                  Provider Enrollment/Credentialing

                  XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

                  XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

                  XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

                  XXXXXXXXXXXXXXXXXXXX   XX XXXXX-XXXX
RE: Provider # XXXXXXXX

Provider Type/ Specialty: XXX/XXX,XXX,XXX,XXX,XXX,XXX,XXX,XXX       

NPI # XXXXXXXXXX

Dear Provider:

We would like to take this opportunity to welcome you to the New Mexico Medicaid

Program.  Your provider number is XXXXXXXX, and the date of your enrollment

is effective from 99/99/9999.  Your Medicaid provider enrollment period ends

when your current license expires.  To keep your provider number active and

current, please submit a copy of your license prior to the expiration date.

The license should be submitted to the following address.  If your provider

name, address, telephone number, professional license, certification, board

specialty, corporate name, corporate ownership, or any other information you

supplied on your provider participation agreement changes, please notify us in

writing at the following address.  Providers are required to notify us at the

address below as soon as possible, but at least 60 days prior to a change of

ownership.

Long Term Services & Support Bureau

Medical Assistance Division

P.O. Box 2348

Santa Fe, NM 87504-2348

If you have any questions about your enrollment or participation in the New

Mexico Medicaid Program, please contact the Provider Enrollment Unit.  Call

center staff are available to answer your questions between the hours of 8:00

AM to 4:00 PM Monday through Friday at 1-800-299-7304 or 505-246-9988.

Only claims with service dates on or after the effective enrollment date can

be accepted for processing.  All claims must be received by Xerox State

Healthcare, LLC within 90 days from the date of this notice and within 210 days

of the date of service.  If you are not yet approved to bill electronically

submit the claims on paper and attach a copy of this letter to each claim to

meet the filing limit.  Contact Xerox State Healthcare, LLC New Mexico Medicaid

Project HIPAA Helpdesk at 505-246-0710 or 1-800-299-7304 to set up electronic

billing for future claims.  For proper identification and payment, all claims

must be billed with the complete provider name and identification number.

You have 90 days from the date of this letter to submit those claims, unless you

provided services on the basis of an individualized education plan or an individualized family service plan through a school or if the service was

provided by an Indian Health Service facility or Tribal 638 operated facility.

School based services must submit claims within 120 days from the date of this

notice, not to exceed 210 days from the date of service.  IHS/Tribal 638

must submit claims to the fiscal agent within the Federal filing limit of two

years.

Claims must be billed using the complete provider name and the provider's NPI,

unless the provider is an 'atypical' provider who is exempt from obtaining an

NPI in which case the assigned provider number should be used.

If the provider has more than one location under the same NPI, the claim must

also include the billing provider ZIP code (+4) which must be the ZIP (+4) for

the physical location which matches the Medicaid ID for that location.  If the

provider has more than one line of business associated with the same NPI,

taxonomy must also be submitted on the claim whenever the NPI is used for the

billing and rendering providers.

Please familiarize yourself with the Medical Assistance Division Program Manual

and Billing Instructions specific to the service you provide.  These documents

are available on the New Mexico Medical Assistance Division's website at

http://www.hsd.state.nm.us/mad/providerpackets/index.html.  The documents

contain information about covered services, service limitations, services that

are not covered under the program, and also services that require prior

approval.  It is the provider's responsibility to access these instructions or

ask for paper copies to be provided, to understand the information provided, and

to comply with the requirements.

New Mexico Medicaid requires Electronic billing and Electronic Funds Transfer

(EFT) payment method.  [2/1/95; 8.302.2.9 NMAC - Rn,8 NMAC 4.MAD. 702, 5/1/04;

A, 5/1/10].  For more information about these policies please refer to the HSD

website: http://www.hsd.state.nm.us/mad.  Please register on the New Mexico

Medicaid Web Portal at https://nmmedicaid.acs-inc.com or contact Xerox State

Healthcare, LLC New Mexico Medicaid Project Provider Helpdesk at 505-246-0710

or 800-299-7304.

Xerox State Healthcare, LLC New Mexico Medicaid Project Provider Relations

call center staff is available to answer your questions Monday, Tuesday,

Wednesday and Friday between the hours of 8:00 AM to 5:00 PM and Thursday

8:00 AM to 4:00 PM at 505-246-0710 or 800-299-7304.

Sincerely,

Xerox State Healthcare, LLC

New Mexico Medicaid Project
Provider Enrollment

	Report ID
	NMMP0600-RP006


	Title
	Approval Notice Form Report 

	
	Created when a provider receives a status of Active and has a billing code indicating that they cannot submit claims.  



      XXXXXXXXXXXX 99, 9999

                  Provider Enrollment/Credentialing

                  XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

                  XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

                  XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

                  XXXXXXXXXXXXXXXXXXXX   XX XXXXX-XXXX
RE: Provider # XXXXXXXX

Provider Type/ Specialty: XXX/XXX,XXX,XXX,XXX,XXX,XXX,XXX,XXX

NPI # XXXXXXXXXX

Dear Provider:

Your participation in the New Mexico Medicaid Program has been approved

effective for services provided on and after 99/99/9999.  Your New Mexico

provider number is XXXXXXXX.  You must use this number when communicating with

the Medicaid program.

Your enrollment does not allow you to receive direct reimbursement for rendered

services.  Claims must be submitted through an enrolled group or institutional

provider.

Please familiarize yourself with the Medical Assistance Division Program Manual

and Billing Instructions specific to the service you provide.  These documents

are available on the New Mexico Medical Assistance Division's website at

http://www.hsd.state.nm.us/mad/providerpackets/index.html.  The documents

contain information about covered services, service limitations, services that

are not covered under the program, and also services that require prior

approval.  It is the provider's responsibility to access these instructions or

ask for paper copies to be provided, to understand the information provided, and

to comply with the requirements.

If you have any questions about your enrollment or participation in the New

Mexico Medicaid Program, please contact the Provider Enrollment Unit.  Call

center staff are available to answer your questions between the hours of 8:00 AM

to 4:00 PM Monday through Friday at 1-800-299-7304 or 505-246-9988.

Please notify the Medicaid Program promptly if information on your enrollment

application changes -- particularly changes of address, tax reporting

information, and group affiliations, etc.  For your protection, requests for

enrollment changes must be made in writing and sent to the address below.

                           Attn: Provider Enrollment

                           Xerox State Healthcare, LLC

                           New Mexico Medicaid Project

                                P.O. Box 27460

                            Albuquerque, NM 87125-7460

Sincerely

Xerox State Healthcare, LLC

New Mexico Medicaid Project

Provider Enrollment

	Report ID
	NMMP0600-RP006


	Title
	Approval Notice Form Report 

	
	Created when a presumptive eligibility provider receives a status of Active.



XXXXXXXXXXXX 99, 9999


Provider Enrollment/Credentialing

XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX


XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX


XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

              XXXXXXXXXXXXXXXXXXXX   XX XXXXX-XXXX
RE: Provider # XXXXXXXX

       Provider Type/ Specialty: XXX/XXX,XXX,XXX,XXX,XXX,XXX,XXX,XXX
Dear XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX:

[image: image1.png]Welcome to the Presunptive Eligibility Program! You have been enrolled as an
active Presumptive Eligibility Determiner (PED) sffective 01/22/2015. Your PED
number is 02427281. You should use this number to check and enter client
eligibility in the New Wexico Medicaid Portal(Portal). You will also use this
humber to screen clients for eligibility on Your ELigibility System New Mexico
for PEDs (YESHU-PE)

https://w.yes. state.nm.us/ Jsp/access/nyAccess /PELogin. Jsp.

PEDs should alvays check client eligibility and enter FE approvals in the
Portal at https://namedcaid.acs-inc.con. To do this, you will need to
register as a user on the Portal. If you need instructions on how to register
s a user, please e-nail the New Mexico Human Services Department PE Program
Staff at HSD.PEDeterminers@state.nm.us.

In the extreme instances where an internet connection or access to the Portal
is not available, client eligibility may be checked by phone and PE approvals
may be entered via fax. Please refer to the Presumptive ELigibility (PE) and
Presumptive Eligibility Plus (PE+) Training Manual. This manual is available
for download at https://nasedcaid.acs-inc.com in the Provider Section /Public
Information /lore /Presurptive Eligibility Forms and Training area of the
Portal.

If you have questions regarding your eligibility as a PED, please call Xerox
State Healthcare, LLC New Mexico Medicaid Project PE Determiner Enrollment
Unit at 505-246-3988 or 1-800-299-7304.

Thank you for your participation in New Mexico's Presumptive Eligibility
Deterniner Progrant

sincerely,

PE Determiner Earollment Unit
Xerox State Healthcars, LLC
New Mexico Wedicaid Project
?.0. Box 27460

albuguerque, N 87125-7460




NEW MEXICO OMNICAID MMIS PROVIDER SUBSYSTEM

REPORT EXHIBIT

APPROVAL NOTICE FORM

NMMP0600-RP006

	Column Name
	Description
	Source
	DED Number

	 (Letter Date)
	The date on which the letter was produced.
	Daily Provider Run Date
	

	 (Provider Name)
	The provider’s legal name.
	P_PROV_TB:

P_NAM
	

	 (Provider Address)
	The first address line of the provider’s default address.  The default address is the first address available in the following order: Mail-to address, then Billing address, then Location address.
	P_ADDR_TB:

P_LINE1_AD
	

	 (Provider Address)
	The second line of the provider’s default address.
	P_ADDR_TB

P_LINE2_AD:
	

	 (Provider Address)
	The default address city.
	P_ADDR_TB:

P_CITY_NAM
	

	 (Provider Address)
	The default address state.
	P_ADDR_TB:

P_ST_CD
	2638



	 (Provider Address)
	The zip code defined in the user's default address.

 Format is XXXXX-XXXX.  

 If the zip code is missing or wrong, a routine is called to enter the correct zip code.
	P_ADDR_TB:

P_ZIP5_CD -

P_ZIP4_CD
	

	 (RE: Provider #)
	A unique number the system assigns to the provider for MMIS claims processing.  The last character is a check digit, and the system randomly assigns the remaining digits.
	P_PROV_TB:

P_ID
	

	(Provider Type/ Specialty)
	The provider type and specialties associated with the provider 
	P_PROV_TB: P_TY_CD

P_SPECL_TB:  P_SPECL_CD
	(Provider Type/ Specialty)

	 (Provider Number)
	A unique number the system assigns to the provider for MMIS claims processing.  The last character is a check digit, and the system randomly assigns the remaining digits.
	P_PROV_TB:

P_ID
	

	  (Effective Date)
	The first date the provider became active for Medicaid.
	 P_ENROL_STAT _TB:

 P_STAT_EFF_DT
	

	(Dear name)
	The name of the provider the letter is being sent to.
	P_PROV_TB:P_NAM
	


NEW MEXICO MMIS PROVIDER SUBSYSTEM 

REPORT SPECIFICATION

DENIAL NOTICE FORM REPORT

	Report ID:  NMMP0600-RP007

	Frequency:

	Retention:
	Output Medium:
	Report Recipient:

	Daily
	26 Generations
	Refer to the FAO Report Distribution Master 
	Provider Relations

	Description:

This output is a form letter that is sent to a provider whose application to participate in the Medicaid program has been denied.  Only one of the following letters will be sent to a single provider, based upon the most recent enrollment status code in the provider database record.  

STATUS


LETTER



20



Deny- invalid license

21



Deny- two numbers

22 Deny- duplicate provider

                          23                                                Deny- not eligible



24



Deny- other

	Sort Sequence(s) and Control Breaks

	Sort Sequence:
Provider ID


	Total 

N


	Page Break

N


	

	Notes:
1.  If Mail-to address does not exist, Billing address is used.  If Billing address also does not exist, Location address is used

2.  Providers with a billing type code of  “Encounter Only” do not get letters.

3.  Providers are denied on-line.

4.  Status 21- Deny Two Numbers – This letter is sent to the provider when it is discovered that the provider has two provider IDs.  One of them is   denied with a status of 21.

5.  Status 22- Deny Duplicate provider – This letter is sent to the provider when the provider on the application already has a provider ID.  The provider on the application is put into the system with a status of 22. 
6. This letter is printed in Abq. NM office.  


	Report ID
	NMMP0600-RP007


	Title
	Denial Notice Form Report 

	
	Created when a provider receives status (20) Denied - Invalid License 


XXXXXXXXXXXX 99, 9999


Provider Enrollment/Credentialing

             XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

             XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

             XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

             XXXXXXXXXXXXXXXXXXXX   XX XXXXX-XXXX
RE: Provider # XXXXXXXX

       NPI # XXXXXXXXXX

Dear Provider:

Participation in the New Mexico Medicaid Program requires submission of

verifiable licensure and certification documentation.  The licensure or

certification information submitted with your application does not meet

enrollment requirements.  Accordingly, your application for enrollment is not

approved.

If you have any questions, you may contact our office at the address noted below

or call the Provider Enrollment Unit.  Call center staff are available to

answer your questions between the hours of 8:00 to 4:00 PM Monday through

Friday at 1-800-299-7304 or 505-246-9988.

Xerox State Healthcare, LLC

New Mexico Medicaid Project

Provider Enrollment

P.O. Box 27460

Albuquerque, NM 87125-7460

	Report ID
	NMMP0600-RP007

	Title
	Denial Notice Form Report

	
	Created when a provider receives status (21) Denied - Two provider numbers 


XXXXXXXXXXXX 99, 9999


Provider Enrollment/Credentialing

             XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

             XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

             XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

             XXXXXXXXXXXXXXXXXXXX   XX XXXXX-XXXX
RE: Provider # XXXXXXXX

       NPI # XXXXXXXXXX

Dear Provider:

Our records indicate that you have been assigned more than one Medicaid

provider number authorized to submit claims for the same types of services.

Medicaid regulations prohibit allowing a provider to have more than one active

provider number for the same service categories.  Accordingly, we are required

to terminate one of the numbers currently assigned to you.

Provider number XXXXXXXX is being denied effective 99/99/9999.

To acknowledge receipt of this letter, please sign and return it to the address

shown below.  If you have any questions about the information in this letter or

participation in the New Mexico Medicaid Program, please call the Provider

Enrollment Unit. Call center staff are available to answer your questions

between the hours of 8:00 AM to 4:00 PM Monday through Friday at

1-800-299-7304 or 505-246-9988.

Xerox State Healthcare, LLC

New Mexico Medicaid Project

Provider Enrollment

P.O. Box 27460

Albuquerque, NM 87125-7460

____________________________________________      ________________________

   Signature                                                                                  Date

	Report ID
	NMMP0600-RP007


	Title
	Denial Notice Form Report 

	
	Created when a provider receives status (22) Denied - Already has a number 


XXXXXXXXXXXX 99, 9999


Provider Enrollment/Credentialing

             XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

             XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

 XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX             XXXXXXXXXXXXXXXXXXXX   XX XXXXX-XXXX
RE: Provider # XXXXXXXX

       NPI # XXXXXXXXXX

Dear Provider:

In response to your application for participation in the New Mexico Medicaid

Program, our records show that a New Mexico Medicaid provider number was

previously issued to you.

If you have any questions about your enrollment or participation in the New

Mexico Medicaid Program, please contact the Provider Enrollment Unit.  Call

center staff are available to answer your questions between the hours of 8:00 AM

to 4:00 PM Monday through Friday at 1-800-299-7304 or 505-246-9988.

Please notify the Medicaid Program promptly if information on your enrollment

application changes -- particularly changes of address, tax reporting

information, and group affiliations, etc.  For your protection requests for

enrollment changes must be made in writing and sent to the address below.

Xerox State Healthcare, LLC

New Mexico Medicaid Project

Provider Enrollment

P.O. Box 27460

Albuquerque, NM 87125-7460

	Report ID
	NMMP0600-RP007


	Title
	Denial Notice Form Report 

	
	Created when a provider receives status (23)  Denied - Not eligible


XXXXXXXXXXXX 99, 9999


Provider Enrollment/Credentialing


XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

            XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

            XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

             XXXXXXXXXXXXXXXXXXXX   XX XXXXX-XXXX
RE: Provider # XXXXXXXX

       NPI # XXXXXXXXXX

Dear Provider:

After reviewing the information provided on your application, we find that you

do not meet the requirements for participation in the New Mexico Medicaid

program.  Accordingly, your application for enrollment is not approved.

If you have any questions, you may contact our office at the address noted below

or call the Provider Enrollment Unit.  Call center staff are available to

answer your questions between the hours of 8:00 AM to 4:00 PM Monday through

Friday at 1-800-299-7304 or 505-246-9988.

Xerox State Healthcare, LLC

New Mexico Medicaid Project

Provider Enrollment

P.O. Box 27460

Albuquerque, NM 87125-7460

	Report ID
	NMMP0600-RP007


	Title
	Denial Notice Form Report

	
	Created when a provider receives status (24) Denied - Other reasons 


XXXXXXXXXXXX 99, 9999


Provider Enrollment/Credentialing

             XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

             XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

 XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX             XXXXXXXXXXXXXXXXXXXX   XX XXXXX-XXXX
RE: Provider # XXXXXXXX

       NPI # XXXXXXXXXX

Dear Provider:

We have been advised by the New Mexico Medical Assistance Division, the administrative authority for the New Mexico Medicaid Program, that your application for participation in the New Mexico Medicaid Program has not been approved.   

If you have any questions, you may contact our office at the address noted below or call the Provider Enrollment Unit. Call center staff are available to answer your questions between the hours of 8:00 AM to 4:00 PM Monday through Friday at 1-800-299-7304 or 505-246-9988.

Xerox State Healthcare, LLC

New Mexico Medicaid Project
Provider Enrollment

P.O. Box 27460

Albuquerque, NM 87125 - 7460
NEW MEXICO OMNICAID MMIS PROVIDER SUBSYSTEM 

REPORT EXHIBIT

DENIAL NOTICE FORM

NMMP0600-RP007

	Column Name
	Description
	Source
	DED Number

	 (LETTER DATE)
	The date on which the letter was produced.
	Daily Provider Run Date
	

	 (PROVIDER NAME)
	The provider’s legal name.
	P_PROV_TB:

P_NAM
	

	 (PROVIDER ADDRESS)
	The first line of the provider’s default address.  The default address is the first address available in the following order: Mail-to, then Billing address, then Location address.
	P_ADDR_TB:

P_LINE1_AD
	

	 (PROVIDER ADDRESS)
	The second line of the provider’s default address.
	P_ADDR_TB:

P_LINE2_AD
	

	 (PROVIDER ADDRESS)
	The default address city.
	P_ADDR_TB:

P_CITY_NAM
	

	 (PROVIDER ADDRESS)
	The default address state.
	P_ADDR_TB:

P_ST_CD
	2638



	 (PROVIDER ADDRESS)
	The default address zip code

 Format is XXXXX-XXXX.

 If the zip code is missing or wrong, a routine is called to enter the correct zip code.
	P_ADDR_TB:

P_ZIP5_CD – 

P_ZIP4_CD
	

	(RE: Provider #)
	A unique number the system assigns to the provider for MMIS claims processing.  The last character is a check digit, and the system randomly assigns the remaining digits.
	P_PROV_TB:

P_ID
	

	 (For status 21- deny 2 numbers) 
	Provider # being denied.
	P_LETTER_TB:

P_D
	

	 (For status 21- deny 2 numbers) 
	The effective date the provider was denied.
	P_ENROL_STAT_TB:

P_STAT_EFF_DT
	


NEW MEXICO OMNICAID MMIS PROVIDER SUBSYSTEM 

REPORT SPECIFICATION

TERMINATION LETTER TO PROVIDER

	Report ID:  NMMP0600-RP008

	Frequency:

	Retention:
	Output Medium:
	Report Recipient:

	Daily
	10 Generations
	Refer to the FAO Report Distribution Master 
	Provider Relations

	Description:

This report is a form letter that is sent to providers who have been terminated.

The reason for termination is printed on the letter.  This reason is based on the enrollment status.

STATUS
LETTER

3 Terminate- license revoked

4

Terminate- license expired



6

Terminate- change of owner



10 Terminate- voluntary

13

Terminate- no reverification

	Sort Sequence(s) and Control Breaks

	Sort Sequence:
Provider Number
	Total 

N
	Page Break

N
	

	Notes:

1.  If Mail-to address does not exist, Billing address is used.  If Billing address also does not exist, Location address is used

2.  Provider with a billing type code of “Encounter Only” does not get letters.
3.  Providers are terminated online and by the monthly recertification and reverification programs.

4.  This letter is printed in Abq. NM office.




	Report ID
	NMMP0600-RP008


	Title
	Termination Letter 

	
	Created when a provider receives status of terminated license. 


XXXXXXXXXXXX 99, 9999


Provider Enrollment/Credentialing

             XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

             XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

             XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

             XXXXXXXXXXXXXXXXXXXX   XX XXXXX-XXXX
RE: Provider # XXXXXXXX

       NPI # XXXXXXXXXX

Dear Provider:

This is to notify you that participation in the New Mexico Medicaid Program has

been terminated for provider number 98686364 effective 04/30/2013.  Claims for

services provided prior to this date may be submitted for processing.

The reason for termination is indicated below:

XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

If you have any questions, please contact our office at the address noted

below, or call the Provider Enrollment Unit.  Call center staff are available to

answer your questions between the hours of 8:00 AM to 4:00 PM Monday through

Friday at 1-800-299-7304 or 505-246-9988.

Xerox State Healthcare, LLC

New Mexico Medicaid Project

Provider Enrollment

P.O. Box 27460

Albuquerque, NM 87125-7460

NEW MEXICO OMNICAID MMIS PROVIDER SUBSYSTEM

REPORT EXHIBIT

PROVIDER TERMINATION LETTER

NMMP0600-RP008

	Column Name
	Description
	Source
	DED Number

	(LETTER DATE)
	The date on which the letter was produced.
	Daily Provider Run Date
	

	(PROVIDER NAME)
	The provider’s legal name.
	P_PROV_TB:

P_NAM
	

	(PROVIDER ADDRESS)
	The first line of the provider’s default address.  The default address is the first address available in the following order:  Mail-to address, then Billing address, then Location address.
	P_ADDR_TB:

P_LINE1_AD
	

	(PROVIDER ADDRESS)
	The second line of the provider’s default address
	P_ADDR_TB:

P_LINE2_AD
	

	(PROVIDER ADDRESS)
	The default address city.
	P_ADDR_TB:

P_CITY_NAM
	

	(PROVIDER ADDRESS)
	The default address state.
	P_ADDR_TB:

P_ST_CD
	2638

	(PROVIDER ADDRESS)
	The default address zip code.

 Format is XXXXX-XXXX.

 If the zip code is missing or wrong, a routine is called to enter the correct zip code.
	P_ADDR_TB:

P_ZIP5_CD – 

P_ZIP4_CD
	

	(RE: Provider #)
	A unique number the system assigns to the provider for MMIS claims processing.  The last character is a check digit, and the system randomly assigns the remaining digits.
	P_PROV_TB:

P_ID
	

	(PROVIDER NUMBER)
	A unique number the system assigns to the provider for MMIS claims processing.  The last character is a check digit, and the system randomly assigns the remaining digits.
	P_PROV_TB:

P_ID
	

	(EFFECTIVE DATE)
	The date the associated enrollment status became effective for this provider.
	P_ENROL_STAT_TB:

P_STAT_EFF_DT
	

	(TERMINATION REASON)
	 The reason the provider was terminated.
	 Long description of valid table WVP0189D 
	0189


NEW MEXICO OMNICAID MMIS PROVIDER SUBSYSTEM

REPORT SPECIFICATION

LICENSE RENEWAL/RECERTIFICATION LIST

	Report ID:  NMMP0900-RP009

	Frequency:

	Retention:
	Output Medium:
	Report Recipient:

	Monthly
	24 Generations
	Refer to the FAO Report Distribution Master 
	Provider Relations

	Description:

This report first lists active providers whose license and/or certification expired more than 30 days ago.   Next, the report lists active providers whose license and/or certification is due to expire within 90 days of the current date.  Providers continue to appear on this report until the recertification date on the provider database is updated to a date more than 90 days into the future or until the provider is terminated.   A provider may be shown multiple times due to more than one license expiring within 90 days.



	Sort Sequence(s) and Control Breaks

	Sort Sequence:
Provider Number


	Total 

N


	Page Break

N


	

	Notes:

1.  Providers with a billing type code of “Encounter Only” are not included on this report.

2.  Provider types 463, 701-704, 801-803 are not included on the report.



                                     NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM                    PROCESSING DATE: 99/99/9999

   REPT:  NMMP0900-RP009                    HUMAN SERVICES DEPARTMENT                                     PROCESSING TIME:  99:99:99

                                                                                                                     PAGE:  ZZZ,ZZ9
                           L I C E N S E   R E N E W A L  /  R E C E R T I F I C A T I O N  L I S T


                                                  XXXXXXXXXXXXXX

    PROVIDER                                                                EXPIRE         ---- LICENSE INFORMATION ------ 

     NUMBER     NPI           PROVIDER NAME                                  DATE          NUMBER     TYPE  ST  ISSUED   

   ----------   ----------    -----------------------------------          ----------      ------------------------------- 

    XXXXXXXX    XXXXXXXXXX    XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX           99/99/9999     XXXXXXXXXX  XXX  XX  99/99/9999 

    XXXXXXXX    XXXXXXXXXX    XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX           99/99/9999     XXXXXXXXXX  XXX  XX  99/99/9999                   

                                                     * * *  END OF REPORT  * * *

NEW MEXICO OMNICAID MMIS PROVIDER SUBSYSTEM

REPORT EXHIBIT

LICENSE RENEWAL/RECERTIFICATION LIST

NMMP0900-RP009

	Column Name
	Description
	Source
	DED Number

	HEADING LITERAL
	 “Over 30 days”- these are the providers whose license expired more than 30 days ago.

 “Within 90 days” - these are the providers whose license is due to expire within the next 90 days.
	
	

	EXPIRE DATE
	The expiration date of the provider’s license or certification.
	P_LIC_CERT_TB:

P_LIC_EXPIR_DT
	

	PROVIDER

NAME
	The provider’s legal name.
	P_PROV_TB:

P_NAM
	

	PROVIDER                 

NUMBER
	A unique number the system assigns to the provider for MMIS claims processing.
The last character is a check digit, and the system randomly assigns the remaining digits.
	P_PROV_TB:

P_ID
	

	NPI
	National Provider Identifier
	P_NPI_XMTCH_TB:

P_NPI_ID
	

	(LICENSE)                   

NUMBER
	This is the provider's license number for the specific license type applicable to the provider.
	P_LIC_CERT_TB:

P_LIC_CERT_NUM
	

	(LICENSE) TYPE
	License Type Code indicates the type of license or certification issued to providers.

	P_LIC_CERT_TB:

P_LIC_CERT_CD
	1503

	(LICENSE) ST
	The state that issued the license.
	P_LIC_CERT_TB:

P_ST_CD
	2638

	(LICENSE)                 

ISSUED
	Provider License Certification Effective Date
The effective date of the provider's license or certification.
	P_LIC_CERT_TB:

P_LIC_EFF_DT
	


NEW MEXICO OMNICAID MMIS PROVIDER SUBSYSTEM

REPORT SPECIFICATION

RECERTIFICATION LETTER

	Report ID:  NMMP0900-RP010

	Frequency:

	Retention:
	Output Medium:
	Report Recipient:

	Monthly
	24 Generations
	Refer to the FAO Report Distribution Master 
	Provider Relations

	Description:

These letters are sent to active providers whose license and/or certification is due to expire, or have already expired.  A reminder letter is sent 90 days prior to the license and/or certification expiration. This letter is sent every month until the license and/or certification is renewed or the license and/or certification has expired more than 30 days ago.  A warning letter is sent 30 days after the license and/or certification has expired.  If a license and/or certification has been expired for over 60 days, the provider’s active status is changed to “Terminated” by the system.  This will trigger a termination letter to be sent to the provider in the daily letter generation cycle.  



	Sort Sequence(s) and Control Breaks

	Sort Sequence:
Provider Number 


	Total 

N


	Page Break

N


	

	Notes:

1.   If Mail-to address does not exist, Billing address is used.  If Billing address also does not exist, Location address is used

2. Providers with a billing type code of “Encounter Only” do not get letters.

3. Provider types  463, 701-704, 801-803 do not get re-certification letters.
4. Provider types 221, 463, 701-705, 801-803 do not get termination letters. 
5. This letter is printed by 3rd party vendor (Postal Pros).



	Report ID
	NMMP0900-RP010

	Title
	Provider License Renewal/Recertification Letter  - 90 days prior to expiration

	
	


XXXXXXXXXXXX 99, 9999

Provider Enrollment/Credentialing

XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

 XXXXXXXXXXXXXXXXXXXX   XX XXXXX-XXXX

Dear Provider:

Our records show that your XXXXXXXXXX license or certification will expire within the next 90 days.  This is a reminder to renew your licensure or certification in order to continue participation in the New Mexico Medicaid Program under provider number XXXXXXXX, NPI XXXXXXXXXX.  

To continue participation in the New Mexico Medicaid Program, you must submit proof of licensure or certification renewal or your Medicaid Provider Agreement and Medicaid number will be cancelled.  As soon as your license or certification renewal is received, please attach a copy of the renewal to this letter and return it to the address noted below or FAX it to 505-246-9085 Attn: Provider Enrollment.

If our information is incorrect or if you have any questions, please contact our office at the address noted below or call the Provider Enrollment Unit. Call center staff are available to answer your questions between the hours of 8:00 AM to 4:00 PM Monday through Friday at 1-800-299-7304 or 505-246-9988.

Xerox State Healthcare, LLC

New Mexico Medicaid Project

Provider Enrollment

P.O. Box 27460

Albuquerque, NM 87125 - 7460
	Report ID
	NMMP0900-RP010


	Title
	Provider License Renewal/Recertification Letter  - 30 days after expiration


XXXXXXXXXXXX 99, 9999

Provider Enrollment/Credentialing

XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

 XXXXXXXXXXXXXXXXXXXX   XX XXXXX-XXXX

Dear Provider:

Our records show your license or certification number XXXXXXXXXX has expired, and we have not received a copy of your licensure or certification renewal.  To continue participation in the New Mexico Medicaid Program under provider number XXXXXXXX, NPI XXXXXXXXXX, you must provide a copy of your current license or certification.  

Please attach a copy of your current license or certification to this letter and return it to the address noted below within the next 15 days or FAX it to 505-246-9085 Attn: Provider Enrollment.  We will be required to terminate your Medicaid Provider agreement and Medicaid number without this information.

If our information is incorrect or if you have any questions, please contact our office at the address noted below or call the Provider Enrollment Unit. Call center staff are available to answer your questions between the hours of 8:00 AM to 4:00 PM Monday through Friday at 1-800-299-7304 or 505-246-9988.

Xerox State Healthcare, LLC

New Mexico Medicaid Project
Provider Enrollment

P.O. Box 27460

NEW MEXICO OMNICAID MMIS PROVIDER SUBSYSTEM 

REPORT EXHIBIT

PROVIDER LICENSE RENEWAL/RECERTIFICATION LETTER

NMMP0900-RP010

	Column Name
	Description
	Source
	DED Number

	LETTER DATE
	The date this letter was produced.
	Daily Provider Run Date
	

	(PROVIDER NAME)
	The provider’s legal name.
	P_PROV_TB:

P_NAM
	

	(PROVIDER ADDRESS)
	The first line of the provider’s default address.  The default address is the first address available in the following order: Mail-to address, then Billing address, then Location address.
	P_ADDR_TB:

P_LINE1_AD
	

	(PROVIDER ADDRESS)
	The second line of the provider’s default address.
	P_ADDR_TB:

P_LINE2_AD
	

	(PROVIDER ADDRESS)
	The default address city.
	P_ADDR_TB:

P_CITY_NAM
	

	(PROVIDER ADDRESS)
	The default address state.
	P_ADDR_TB:

P_ST_CD
	2638

	(PROVIDER ADDRESS)
	The default address zip code.

 Format is XXXXX-XXXX.

 If the zip code is missing or wrong, a routine is called to enter the correct zip code.
	P_ADDR_TB:

P_ZIP5_CD –

P_ZIP4_CD
	

	(LICENSE NUMBER)
	License certification number.
	P_LIC_CERT_TB: P_LIC_CERT_NUM
	

	(PROVIDER NUMBER)
	A unique number the system assigns to the provider for MMIS claims processing. The last character is a check digit, and the system randomly assigns the remaining digits.
	P_PROV_TB:

P_ID
	

	(NPI)
	National Provider Identifier
	P_NPI_XMTCH_TB:

P_NPI_ID
	1595


NEW MEXICO OMNICAID MMIS PROVIDER SUBSYSTEM

REPORT SPECIFICATION

PENDING APPLICATION REMINDER LISTING

	Report ID:  NMMP1100-RP011

	Frequency:

	Retention:
	Output Medium:
	Report Recipient:

	Weekly or On Request 
	10 Generations
	Refer to the FAO Report Distribution Master 
	Provider Relations

	Description:
This is a listing of all providers whose applications for enrollment in the Medicaid program are pending. The providers are identified on the provider database by an enrollment status code.   Provider location address is printed.



	Sort Sequence(s) and Control Breaks

	Sort Sequence:

Application Date

Provider Type

Provider Name


	Total 

N

N

N
	Page Break

N

N

N
	

	Notes:

1. If Mail-to address does not exist, Billing address is used.  If Billing address also does not exist, Location address is used

2. Providers with a billing type code of “Encounter Only” do not get letters.

3. Provider types 211-218, 344, 463, 701-704, 801-803 do not get re-certification letters.
4.  Provider types 201-205, 211-218, 221, 344, 463, 701-705, 801-803 do not get termination letters. 
The enrollment status associated with Pend date will be (40-Pending No Lic, 41–Pending Signed Agreement, 42-Pending Missing Doc, 43-Pending Rate Determination, 44-Pending Status Approval, 45-Pending W9 Missing or Incomplt and 46-Pend License/Cert Verif).

	Notes:

1.  Providers with a billing type code of “Encounter Only” are not included on the list.
2.  Providers are given pending statuses online.


                                   NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM                            PROCESSING DATE:  99/99/9999

   REPT:  NMMP1100-RP011                     HUMAN SERVICES DEPARTMENT                                      PROCESSING TIME:  99:99:99

                                                                                                        
           PAGE:  ZZZ,ZZ9

                                  P E N D I N G   A P P L I C A T I O N   R E M I N D E R

                                                     L I S T I N G

  PROV NUM                                                                                                      APPL DATE PROV  USER

  NPI        PROVIDER NAME                       ADDRESS                        CITY               ST CNTY STAT PEND DATE TYPE  ID #

  ---------- ------------------------------------- ---------------------------- ------------------   --  ---  -  --------  ---  -------

   XXXXXXXX   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX XXXXXXXXXXXXXXXXXXXXXXXXXXXX XXXXXXXXXXXXXXXXXXXX XX  XX   X 99-99-9999 XXX  XXXXXXX

   XXXXXXXXXX                                       XXXXXXXXXXXXXXXXXXXXXXXXXXXX                                 99-99-9999 


  XXXXXXXX   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX XXXXXXXXXXXXXXXXXXXXXXXXXXXX XXXXXXXXXXXXXXXXXXXX XX  XX   X 99-99-9999 XXX  XXXXXXX

   XXXXXXXXXX                                       XXXXXXXXXXXXXXXXXXXXXXXXXXXX                                 99-99-9999  

                                            * * *  END OF REPORT  * * *

NEW MEXICO OMNICAID MMIS PROVIDER SUBSYSTEM

REPORT EXHIBIT

PENDING APPLICATION REMINDER LISTING

NMMP1100-RP011

	Column Name
	Description
	Source
	DED Number

	Prov Num
	A unique number the system assigns to the provider for MMIS claims processing.  The last character is a check digit, and the system randomly assigns the remaining digits.
	P_PROV_TB:

P_ID
	

	NPI
	National Provider Identifier
	P_NPI_XMTCH_TB:

P_NPI_ID
	1595

	Provider Name
	The provider’s legal name.
	P_PROV_TB:

P_NAM
	

	Address
	The first address line.
	P_ADDR_TB:

P_LINE1_AD
	

	Address
	The second address line.
	P_ADDR_TB:

P_LINE2_AD
	

	City
	The address city.
	P_ADDR_TB:

P_CITY_NAM
	

	ST
	The address state.
	P_ADDR_TB:

P_ST_CD
	2638

	Cnty
	The address county.
	P_ADDR_TB:

P_CNTY_CD
	2639

	Stat
	Provider Enrollment Status Type Code
A code indicating the enrollment status of the provider.  The enrollment status is the primary mechanism that tracks the enrollment of a provider into the Medicaid program.
	P_ENROL_STAT_TB:

 P_ENROL_STAT_TY_CD


	

	Appl Date
	The date the provider signs the initial provider enrollment package.
	P_PROV_TB:

P_APPL_DT
	

	PEND DATE
	The effective date for the provider's status regarding participation as a Medicaid provider.
	P_ENROL_STAT_TB:

P_STAT_EFF_DT
	PEND DATE

	 Prov Type
	A code that designates the State’s classification of providers.

	P_PROV_TB:

P_TY_CD
	204

	 User ID #
	The ID of the user who requested the report.
	 P_RPT_REQ_TB:

G_AUD_USER_ID
	


NEW MEXICO OMNICAID MMIS PROVIDER SUBSYSTEM 

REPORT SPECIFICATION

PENDING LETTER TO PROVIDER

	Report ID:  NMMP0600-RP012

	Frequency:

	Retention:
	Output Medium:
	Report Recipient:

	Daily
	26 Generations
	Refer to the FAO Report Distribution Master 
	Provider Relations

	Description: 

This letter is sent to all providers that have a current enrollment status of pending.  An “X” is marked on the letter next to the instructions on what is needed for resolution.  

For Enrollment Status 40 - Pending - No license, temporary license or Status 46 - Pending License/Certification verification, the instructions say “Send a copy of your license …”

For Enrollment Status 41 - Pending - No signed agreement, the instructions say, “Please sign the enclosed agreement….”

For Enrollment Status 42 - Missing documentation, the instructions say, “Complete the information…”.

For Enrollment Status 45 - Pending W9-Missing or incomplete, the instructions say, “Complete the enclosed W-9 form…”

For Enrollment Status 43 - Pending rate determination or Enrollment Status 44 - Pending state approval, the instructions say, “Waiting state approval.”


	Sort Sequence(s) and Control Breaks

	Sort Sequence:
Provider Number
	Total 

N
	Page Break

N
	

	Notes:

1.  If Mail-to address does not exist, Billing address is used.  If Billing address also does not exist, Location address is used.

2.  Providers with a billing type code of “Encounter Only” do not get letters.
3. This letter is printed in Abq. NM office.



	Report ID
	NMMP0600-RP012


	Title
	Pending Letter 

	
	Sent to all providers in a pending status on the day that the status is assigned 


XXXXXXXXXXXX 99, 9999

Provider Enrollment/Credentialing

XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

 XXXXXXXXXXXXXXXXXXXX   XX XXXXX-XXXX

RE: Provider # XXXXXXXX

       NPI # XXXXXXXXXX

Dear Provider:

Your application for enrollment as a participating provider in the New Mexico

Medicaid Program has been received and is being processed as indicated below.

The following information is required to complete your enrollment:

     __ __     Send a copy of your license to practice or engage in business.

               For temporary medical permits issued by the licensing agency,

               send a copy of the letter issued by the Board.

     _____     Please sign the enclosed provider agreement.  The provider

               agreement must be signed personally by the enrollee.

     _____     Complete the information indicated on the application form.

     _____     Complete the enclosed W-9 form.

                 -  The Tax Information Number for an individual practitioner

                    must be the Social Security Number

                 -  The name of the provider must match the name assigned to

                    the Tax Identification Number

     _____     Waiting state approval.

Please return the required documentation with this letter to the address below.

Your prompt response will allow us to finalize your application.  If you have

any questions, please contact the Provider Enrollment Unit.  Call center staff

are available to answer your questions between the hours of 8:00 AM to 4:00 PM

Monday through Friday at 1-800-299-7304 or 505-246-9988.

Xerox State Healthcare, LLC

New Mexico Medicaid Project

Provider Enrollment

P.O. Box 27460

Albuquerque, NM 87125-7460

NEW MEXICO OMNICAID MMIS PROVIDER SUBSYSTEM 

REPORT EXHIBIT

PENDING PROVIDER'S LETTER

NMMP0600-RP012

	Column Name
	Description
	Source
	DED Number

	(LETTER DATE)
	The date on which the letter was produced.
	Daily Provider Run Date
	

	(PROVIDER NAME)
	The provider’s legal name.
	P_PROV_TB:

P_NAM
	

	(PROVIDER ADDRESS)
	The first line of the provider’s default address.  The default address is the first address available in the following order: Mail-to address, then Billing address, then Location address.
	P_ADDR_TB:

P_LINE1_AD
	

	(PROVIDER ADDRESS)
	The second line of the provider’s default address.  
	P_ADDR_TB:

P_LINE2_AD
	

	(PROVIDER ADDRESS)
	The default address city.
	P_ADDR_TB:

P_CITY_NAM
	

	(PROVIDER ADDRESS)
	The default address state.
	P_ADDR_TB:

P_ST_CD
	2638

	(PROVIDER ADDRESS)
	The default address zip code.

Format is XXXXX-XXXX.

 If the zip code is missing or wrong, a routine is called to enter the correct zip code.
	P_ADDR_TB:

P_ZIP5_CD –

P_ZIP4_CD
	

	(RE: Provider #)
	A unique number the system assigns to the provider for MMIS claims processing.  The last character is a check digit, and the system randomly assigns the remaining digits.
	P_PROV_TB:

P_ID
	


NEW MEXICO OMNICAID MMIS PROVIDER SUBSYSTEM 

REPORT SPECIFICATION

REVERIFICATION LIST

	Report ID:  NMMP1300-RP013

	Frequency:

	Retention:
	Output Medium:
	Report Recipient:

	Monthly
	24 Generations
	Refer to the FAO Report Distribution Master 
	Provider Relations

	Description:

This report produces a list of those providers whose reverification date is more than or equal to 36 months past and more than or equal to 34 months past.  Providers continue to appear on this report until the reverification date on the provider database is updated or until the provider has been terminated.  Only providers whose enrollment status code indicates that they are active appear on this report.  



	Sort Sequence(s) and Control Breaks

	Sort Sequence:
Provider Number


	Total 

N


	Page Break

N


	

	Notes:
Providers with a billing type code of “Encounter Only” are not included on the list.

Provider types 463, 701-705, 801-803, 821, 822, 831-833, and 899 are not included on the list. 




                                  NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM                             PROCESSING DATE:  99/99/9999

   REPT:  NMMP1300-RP013                    HUMAN SERVICES DEPARTMENT                                       PROCESSING TIME:  99:99:99

                                                                                                                       PAGE:  ZZZ,ZZ9
                                        R E V E R I F I C A T I O N   L I S T

                                                    XXXXXXXXXXXXXX

    PROVIDER                                                       REVERIFY       

     NUMBER    NPI         PROVIDER NAME                            DATE           

   ----------  ----------  -----------------------------------    ----------      

    XXXXXXXX   XXXXXXXXXX  XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX    99/99/9999      

    XXXXXXXX   XXXXXXXXXX  XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX    99/99/9999      

    XXXXXXXX   XXXXXXXXXX  XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX    99/99/9999      

    XXXXXXXX   XXXXXXXXXX  XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX    99/99/9999                                                      

                                            * * *  END OF REPORT  * * *

NEW MEXICO OMNICAID MMIS PROVIDER SUBSYSTEM

REPORT EXHIBIT

REVERIFICATION LIST

NMMP1300-RP013

	Column Name
	Description
	Source
	DED Number

	HEADING LITERAL
	If the data being reported is for the over 36 months category, the heading will be “Over 36 months”.  If the data being reported is for the over 34 months category, the heading will be “Over 34 months”.
	
	

	PROVIDER

NUMBER
	A unique number the system assigns to the provider for MMIS claims processing.
The last character is a check digit, and the system randomly assigns the remaining digits.
	P_PROV_TB:

P_ID
	

	NPI
	National Provider Identifier
	P_NPI_XMTCH_TB:

P_NPI_ID
	1595

	PROVIDER

NAME
	The provider’s legal name.
	P_PROV_TB:

P_NAM
	

	REVERIFY DATE
	Provider Reverification Date
The last date that the provider's information was reverified.
	P_PROV_TB:

P_REVER_DT
	


NEW MEXICO OMNICAID MMIS PROVIDER SUBSYSTEM 

REPORT SPECIFICATION

REVERIFICATION LETTER

	Report ID:  NMMP1300-RP014

	Frequency:

	Retention:
	Output Medium:
	Report Recipient:

	Monthly
	24 Generations
	Refer to the FAO Report Distribution Master
	Provider Relations

	Description:

These letters notify providers whose information is due to be reverified.  A reminder letter is sent 34 months after the last reverification date.  This letter is sent each month until the provider has sent in the reverification information or until the reverification date is more than or equal to 36 months ago.  The next letter is sent 36 months after the last reverification date.  This letter is sent each month until the provider has sent in the reverification information or until the reverification date is more than or equal to 38 months ago.  

Each letter is sent along with a Turnaround Document.  (See RP015.)  Only providers whose enrollment status code indicates that they are active are sent the reminder and warning letters.  When the reverification date has past by more than or equal to 38 months, the provider’s status is changed to “terminated.”  The provider will receive a letter explaining the termination in the next daily batch cycle.



	Sort Sequence(s) and Control Breaks

	Sort Sequence:
Provider Number


	Notes:

If Mail-to address does not exist, Billing address is used.  If the Billing address also does not exist, the Location address is used.

Provider with a billing type code of “Encounter Only” does not get letters.

Provider types 463, 701-705, 801-803, 821-822, 831-833, 899 do not get re-verification letters.

Provider type 221 does not get termination letters.

This letter is printed by a 3rd party vendor (Postal Pros).




	Report ID
	NMMP1300-RP014


	Title
	Provider Reverification Letter – sent 34 months after the reverification date.    


XXXXXXXXXXXX 99, 9999

Provider Enrollment/Credentialing

XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX3XXXXXXXXX4XXXXX

XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX3XXXXXXXXX4XXXXX

XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX3XXXXXXXXX4XXXXX

 XXXXXXXXXXXXXXXXXXXX   XX XXXXX-XXXX

Dear Provider:

We have not yet received a signed reverification form or a completed verification of enrollment information document.  To continue participation in the New Mexico Medicaid Program under provider number XXXXXXXX, NPI XXXXXXXXXX, please fill out the reverification form enclosed and return it to the address noted below within the next 15 days. We will be required to terminate your Medicaid participation without this information.  

We would also like to verify and update your New Mexico Medicaid enrollment records at this time.  Please review the enclosed enrollment document for accuracy and make any necessary corrections and additions in the spaces provided.

If our information is incorrect or if you have any questions, please contact the Provider Enrollment Unit. Call center staff are available to answer your questions between the hours of 8:00 AM to 4:00 PM Monday through Friday at 1-800-299-7304 or 505-246-9988.

Xerox State Healthcare, LLC

New Mexico Medicaid Project
Provider Enrollment

P.O. Box 27460

Albuquerque, NM 87125 – 7460
	Report ID
	NMMP1300-RP014


	Title
	Provider Reverification Letter – Sent 36 months after the reverification date.


XXXXXXXXXXXX 99, 9999

Provider Enrollment/Credentialing

XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX3XXXXXXXXX4XXXXX

XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX3XXXXXXXXX4XXXXX

XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX3XXXXXXXXX4XXXXX

 XXXXXXXXXXXXXXXXXXXX   XX XXXXX-XXXX

Dear Provider:

We have not yet received a signed reverification form or a completed verification of enrollment information document.  To continue participation in the New Mexico Medicaid Program under provider number XXXXXXXX, NPI XXXXXXXXXX, please fill out the reverification form enclosed and return it to the address noted below within the next 15 days. We will be required to terminate your Medicaid participation without this information.  

We would also like to verify and update your New Mexico Medicaid enrollment records at this time.  Please review the enclosed enrollment document for accuracy and make any necessary corrections and additions in the spaces provided.

If our information is incorrect or if you have any questions, please contact the Provider Enrollment Unit. Call center staff are available to answer your questions between the hours of 8:00 AM to 4:00 PM Monday through Friday at 1-800-299-7304 or 505-246-9988.

Xerox State Healthcare, LLC

New Mexico Medicaid Project
Provider Enrollment

P.O. Box 27460

Albuquerque, NM 87125 - 7460

NEW MEXICO OMNICAID MMIS PROVIDER SUBSYSTEM 

REPORT EXHIBIT

PROVIDER REVERIFICATION LETTER

NMMP1300-RP014

	Column Name
	Description
	Source
	DED Number

	(LETTER DATE)
	 The date the letter is produced.
	System.
	

	(PROVIDER NAME)
	The provider’s legal name.
	P_PROV_TB:

P_NAM
	

	(PROVIDER ADDRESS)
	The first line of the provider’s default address.  The default address is the first address available in the following order: Mail-toaddress, then Billing address, then Location address.
	P_ADDR_TB:

P_LINE1_AD
	

	(PROVIDER ADDRESS)
	The second line of the provider’s default address.
	P_ADDR_TB:

P_LINE2_AD
	

	(PROVIDER ADDRESS)
	The default address city.
	P_ADDR_TB:

P_CITY_NAM
	

	(PROVIDER ADDRESS)
	The default address state.
	P_ADDR_TB:

P_ST_CD
	2638



	(PROVIDER ADDRESS)
	The default address zip code.

 Format is XXXXX-XXXX. 

 If the zip code is missing or wrong, a routine is called to enter the correct zip code.
	P_ADDR_TB:

P_ZIP5_CD – 

P_ZIP4_CD
	

	(PROVIDER NUMBER)
	A unique number the system assigns to the provider for MMIS claims processing. The last character is a check digit, and the system randomly assigns the remaining digits.
	P_PROV_TB

P_ID
	

	(NPI)
	National Provider Identifier
	P_NPI_XMTCH_TB:

P_NPI_ID
	1595

	(RETURN DATE)
	The current date + 45 days for the “over 34 months” letter.
	Current date + 45 days.
	


NEW MEXICO OMNICAID MMIS PROVIDER SUBSYSTEM 

REPORT SPECIFICATION

PROVIDER TURNAROUND DOCUMENT

	Report ID
	NMMP1300-RP015


	Title
	Provider Reverification Letter – sent 34 months after the reverification date.    


	Report ID:  NMMP1300-RP015

	Frequency:

	Retention:
	Output Medium:
	Report Recipient:

	Monthly
	24 Generations
	Refer to the FAO Report Distribution Master 
	Provider Relations

	Description: 

This report lists provider information to be sent to providers. It is requested every two years for verification and returned to the Department in order to keep MMIS provider information current and accurate.  The document is accompanied by one of 2 letters.  The first letter is 34 months after the last reverification date.  The second letter is sent 36 months after the last reverification date.   Also, when the document is sent, the fiscal agent manually includes a reverification form for the provider to sign and return. 

Only providers whose enrollment status code indicates that they are active are sent letters. 

Do not display providers if their affiliation is less than and not equal to the provider reverification date minus 2 years.

 

	Sort Sequence(s) and Control Breaks

	Sort Sequence:
Provider Number


	Total 

N


	Page Break

N


	

	Notes:

Provider with a billing type code of “Encounter Only” does not get this document.
Provider types 463, 701-705, 801-803, 821-822, 831-833, 899 do not get this document.



NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM               PROCESSING DATE:  99/99/9999

REPT:  NMMP1300-RP015                         HUMAN SERVICES DEPARTMENT                             PROCESSING TIME:  99:99:99

                                                                                                           PAGE  ZZZ,ZZ9

                                      P R O V I D E R   T U R N A R O U N D   D O C U M E N T 

   PROVIDER NUMBER: XXXXXXXX

                     ---------------------- ADDRESSES ---------------------------

   NAME/LOCATION ADDRESS                       -------------MAIL-TO ADDRESS------       --------BILLING ADDRESS ---------                                                              

   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX      

   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX              XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX           XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX              XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX           XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                      

   XXXXXXXXXXXXXXXXXXXX XX 99999-9999          XXXXXXXXXXXXXXXXXXXX  XX 99999-9999      XXXXXXXXXXXXXXXXXXXX  XX 99999-9999

   TELEPHONE (XXX): XXX-XXXX FAX (XXX): XXX-XXXX  COUNTY CODE: XX  XXXXXXXXXX

   PROV TYPE: XXX XXXXXXXXXX  

   TYPE PRACTICE: X XXXXXXXXXX                                                 

   NPI NUMBER: XXXXXXXXXXX – already on report      EMC MEDIA:   X XXXXXXXXXX X XXXXXXXXXX X XXXXXXXXXX

   DEA NUMBER: XXXXXXXXXXX                          REMIT MEDIA: X XXXXXXXXXX 

   
REMIT SEQ:   X XXXXXXXXXX

   SSN: XXX-XX-XXXX          DATE OF BIRTH: 99/99/9999                                           

   FEDERAL EMPLOYEE ID NUM: XXXXXXXXX NON PROFIT? (CIRCLE ONE)  YES   NO   

   NABP ID: XXXXXXXXXXX               

   FACILITY TYPE: X XXXXXXXXXX                        EMAIL ADDRESS:XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 

   NURSING FACILITY CLASS: X XXXXXXXXXX

   FISCAL MONTH END:  XX                                                       
   -------------------------------------------------- LICENSE -------------------------------------------------- 

   LIC NUMBER: XXXXXXXXXX   BEG DATE: 99/99/9999   END DATE: 99/99/9999   BOARD: 99999999   TYPE: XX   STATE: XX   

   LIC NUMBER: XXXXXXXXXX   BEG DATE: 99/99/9999   END DATE: 99/99/9999   BOARD: 99999999   TYPE: XX   STATE: XX

   LIC NUMBER: XXXXXXXXXX   BEG DATE: 99/99/9999   END DATE: 99/99/9999   BOARD: 99999999   TYPE: XX   STATE: XX

   LIC NUMBER: XXXXXXXXXX   BEG DATE: 99/99/9999   END DATE: 99/99/9999   BOARD: 99999999   TYPE: XX   STATE: XX 

   
                          NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM                        PROCESSING DATE:  99/99/9999

   REPT:  NMMP1300-RP015                     HUMAN SERVICES DEPARTMENT                                      PROCESSING TIME:  99:99:99

                                                                                                                       PAGE:  ZZZ,ZZ9

   PROVIDER NUMBER: XXXXXXXX                         P R O V I D E R   T U R N A R O U N D   D O C U M E N T

   SPECIALTY: XXX XXXXXXXXXX  BEG DATE: 99/99/9999  END DATE: 99/99/9999 

   SPECIALTY: XXX XXXXXXXXXX  BEG DATE: 99/99/9999  END DATE: 99/99/9999

   SPECIALTY: XXX XXXXXXXXXX  BEG DATE: 99/99/9999  END DATE: 99/99/9999 

   SPECIALTY: XXX XXXXXXXXXX  BEG DATE: 99/99/9999  END DATE: 99/99/9999

   SPECIALTY: XXX XXXXXXXXXX  BEG DATE: 99/99/9999  END DATE: 99/99/9999

   SPECIALTY: XXX XXXXXXXXXX  BEG DATE: 99/99/9999  END DATE: 99/99/9999   

   -------------------------- GROUP MEMBERSHIP --------------------------------

   GROUP NUMBER               NAME                       BEGIN       END DATE

   ------------  -----------------------------------    --------     --------

   XXXXXXXX      XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX    99/99/9999   99/99/9999

   XXXXXXXX      XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX    99/99/9999   99/99/9999

   XXXXXXXX      XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX    99/99/9999   99/99/9999

   XXXXXXXX      XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX    99/99/9999   99/99/9999

   XXXXXXXX      XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX    99/99/9999   99/99/9999

   XXXXXXXX      XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX    99/99/9999   99/99/9999

   XXXXXXXX      XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX    99/99/9999   99/99/9999

   XXXXXXXX      XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX    99/99/9999   99/99/9999

   XXXXXXXX      XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX    99/99/9999   99/99/9999

   XXXXXXXX      XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX    99/99/9999   99/99/9999

   ------------------- BILLING-AGENT ---------------------------

   PROV NUMBERS               NAME                       BEGIN

   ------------  -----------------------------------    --------

   XXXXXXXX      XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX    99/99/9999

   XXXXXXXX      XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX    99/99/9999

   XXXXXXXX      XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX    99/99/9999

   XXXXXXXX      XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX    99/99/9999

   XXXXXXXX      XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX    99/99/9999

   XXXXXXXX      XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX    99/99/9999

   XXXXXXXX      XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX    99/99/9999

   XXXXXXXX      XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX    99/99/9999

   XXXXXXXX      XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX    99/99/9999

   XXXXXXXX      XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX    99/99/9999

   
                          NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM                        PROCESSING DATE:  99/99/9999

   REPT:  NMMP1300-RP015                     HUMAN SERVICES DEPARTMENT                                     PROCESSING TIME:  99:99:99

                                                                                                                      PAGE:  ZZZ,ZZ9

      PROVIDER NUMBER: XXXXXXXX           P R O V I D E R   T U R N A R O U N D   D O C U M E N T

   ----------------------- ASSOCIATION ---------------------------

   PROV NUMBERS               NAME                       BEGIN

   ------------  -----------------------------------    --------

   XXXXXXXX      XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX    99/99/9999

   XXXXXXXX      XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX    99/99/9999

   XXXXXXXX      XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX    99/99/9999

   XXXXXXXX      XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX    99/99/9999

   XXXXXXXX      XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX    99/99/9999

   XXXXXXXX      XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX    99/99/9999

   XXXXXXXX      XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX    99/99/9999

   XXXXXXXX      XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX    99/99/9999

   ----------------------------MCO--------------------------------

   PROV NUMBERS               NAME                       BEGIN

   ------------  -----------------------------------    --------

   XXXXXXXX      XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX    99/99/9999

   XXXXXXXX      XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX    99/99/9999

   XXXXXXXX      XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX    99/99/9999

   XXXXXXXX      XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX    99/99/9999

   XXXXXXXX      XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX    99/99/9999

   XXXXXXXX      XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX    99/99/9999

-------------------------------------- INDIVIDUAL PROVIDERS IN GROUP PRACTICE ---------------------------------------------

     NUMBER                    NAME                   END DATE     NUMBER                    NAME                       END DATE

   ----------  -----------------------------------   ----------  ----------   --------------------------------------    ----------

   XXXXXXXX    XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   XXXXXXXXXX  XXXXXXXX     XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX    XXXXXXXXXX 

   XXXXXXXX    XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   XXXXXXXXXX  XXXXXXXX     XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX    XXXXXXXXXX 

   XXXXXXXX    XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   XXXXXXXXXX  XXXXXXXX     XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX    XXXXXXXXXX

   XXXXXXXX    XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   XXXXXXXXXX  XXXXXXXX     XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX    XXXXXXXXXX

   XXXXXXXX    XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   XXXXXXXXXX  XXXXXXXX     XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX    XXXXXXXXXX

   XXXXXXXX    XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   XXXXXXXXXX  XXXXXXXX     XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX    XXXXXXXXXX

   ----------------------------------- INDIVIDUAL PROVIDERS FOR BILLING AGENT ----------------------------------------------

     NUMBER                    NAME                  NUMBER                    NAME

   ----------  -----------------------------------   --------     --------------------------------------

   XXXXXXXX    XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   XXXXXXXX     XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

   XXXXXXXX    XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   XXXXXXXX     XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

   XXXXXXXX    XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   XXXXXXXX     XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

                                  NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM                        PROCESSING DATE:  99/99/9999   REPT:  NMMP1300-RP015                     HUMAN SERVICES DEPARTMENT                                         PROCESSING TIME:  99:99:99

                                                                                                                       PAGE:  ZZZ,ZZ9

        PROVIDER NUMBER: XXXXXXXX              P R O V I D E R   T U R N A R O U N D   D O C U M E N T

   ----------------------------------- INDIVIDUAL PROVIDERS IN ASSOCIATION -------------------------------------------------

     NUMBER                    NAME                   NUMBER     

   ----------  -----------------------------------   --------  

   XXXXXXXX    XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   XXXXXXXX     XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

   XXXXXXXX    XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   XXXXXXXX     XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

   XXXXXXXX    XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   XXXXXXXX     XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

   ---- LABORATORY CLASSIFICATIONS -----

   BEGIN DT     END   DT      CLIA ID   TYPE

   --------     --------    ----------  ----   

   99/99/9999   99/99/9999  XXXXXXXXXX    X 

 DISCLOSURE INFORMATION:

 -----------------------

 All providers are required to comply with the disclosure requirements specified in 42 CFR, Part 455, Subpart B, including but

 not limited to disclosure upon request of information regarding ownership and control, business transactions, and person(s) convicted
 of crimes.  This includes information about ownership of any subcontractor and any significant business transactions between the

 provider and subcontractor and/or provider and any wholly owned supplier.  The Provider Agreement will be terminated if the Provider

 fails to disclose ownership or control information as required by Federal Law.

 Please respond to the following questions as applicable:

 Question #1 is required to be answered by all providers:

     1.  Has the provider, or any person who has ownership or control interest in the provider, or any person who is an agent or

     managing employee of the provider, been convicted of a criminal offense related to that persons involvement in any program under

     Medicare, Medicaid, or the Title XX services program since the inception of those programs?  If yes, give the name(s) of person

     (s) and description(s) of offense(s). Please use additional pages if necessary.

         ___ YES       ____ NO
     NAME                                    SOCIAL SECURITY NUMBER       DATE OF BIRTH            DESCRIPTION

     -------------------------------------------------------------------------------------------------------------------------------

     A.

     B.

     C.

     D.

 Definition: A managing employee is a "general manager, business manager, administrator, director or other individual who exercises

 operational or managerial control over, or who directly or indirectly conducts the day-to-day operations of an institution,

 organization, or agency." (42 CFR section 455.101) Managing employees are in a position to exert influence over the conduct of the

 provider’s operations and includes officers, governing boards, or board of directors.

Question #2 is to be answered by all providers, who receive payment directly from NM Medicaid - including non-profit organizations and charities:
Question #2 does not apply to Individual providers who perform services within a group or other organization and payment is made to the group or organization.
     2. Federal regulation requires the following information to be disclosed on all managing employees.
        Please use additional pages if necessary.

        NAME                    ADDRESS                                                     SOCIAL SECURITY NUMBER      DATE OF BIRTH

        -----------------------------------------------------------------------------------------------------------------------------

        A.

        B.

        C.

        D.

Questions # 3 - 5 are to be answered by all facilities or organizations who receive payments directly from NM Medicaid.
Questions 3-5 do not apply to Individual practitioners who perform services within a group or organization and payment is made to the group or organization.
     3. Provide the name and address of each person with an ownership or control interest in the provider or in any subcontractor in

        which the provider has direct or indirect ownership of 5% or more. Please use additional pages if necessary.

        NAME                    ADDRESS                                                     SOCIAL SECURITY NUMBER      DATE OF BIRTH
(if individual) or TAX ID  (for individuals)

                                                                                          (if not an individual) 

        -----------------------------------------------------------------------------------------------------------------------------

        A.

        B.

        C.

     4. Is any person named in question #3 related to another as spouse, parent, child, or sibling? If yes, give the name(s) of

        person(s) and relationship(s). Please use additional pages if necessary. NOTE: Designate relationship to each person listed

        in question #3 by using A., B., C., etc.

        NAME                    RELATIONSHIP

        -----------------------------------------------------------------------------------------------------------------------------

        A.

        B.

        C.

     5. Does any person (individual or corporation) named in question #3 have an ownership or control interest in any other Medicaid

        provider or in any entity that does not participate in Medicaid but is required to disclose certain ownership and control 

        information because of participation in any of the programs established under Title V, XVII, or XX of the Social Security 

        Act? (This includes participation in any federal, state, or jointly funded healthcare programs such as Medicaid;

        Medicare Part A; Medicare Part B; Medicare Part C; Medicare Part D; CHAMPUS; and programs established under parts XIX, XX,

        and XXI of the Social Security Act.) If yes, give the name(s), Medicaid provider identification number(s),and address(es) of

        the Medicaid provider or entity.
        Please use additional pages if necessary.

         ___ YES       ____ NO

        NAME                    ADDRESS                                                                      MEDICAID PROVIDER NUMBER

        -----------------------------------------------------------------------------------------------------------------------------

        A.

        B.

        C.

 Question #6 A - C is to be answered by all providers:

 A) Have you ever had a license revoked, suspended or denied in any state?                           __ YES __ NO  Initial ______    

 B) Have you or any of the owners or principals ever been convicted of any criminal offense?         __ YES __ NO  Initial ______    

 C) Have you or any of the owners or principals ever been excluded or suspended from                                                 

    participation in Title XVIII (Medicare), Title XIX (Medicaid) or any other health care program?  __ YES __ NO  Initial ______    

 If YES to any of the above three questions, attach a brief statement of situation; date; state; city, county and professional        

  association or court which handled the matter; any precinct case identification and the adjudication or other result.                                                                                                   

 All responses must be initialed by the provider or the document will be returned to you without an update being applied to your file.

 Whoever knowingly and willfully makes or causes to be made a false statement or representation of this statement, may be prosecuted

 under applicable federal or State laws. In addition, knowingly and willfully failing to fully and accurately disclose the information
 requested may result in a termination of your agreement or contract with the State agency. Failure to return an updated

 reverification form, complete with the required disclosure responses and signature, will result in the termination of your 

 participation with NM Medicaid.

                                       ORIGINAL SIGNATURE REQUIRED - PLEASE USE BLUE INK ONLY

 INDIVIDUAL PROVIDER:

 --------------------

                                  I understand that payment of claims will be from Federal and State funds and that any falsification

 ------------------------------------------------------------------------------------------------------------------------------------

                                  or concealment of a material fact may be prosecuted under Federal and State law.
                                 "I have reviewed the Articles of Agreement of the Provider Participation Agreement (MAD 

                              335) and/or the Provider Participation Agreement - Individual within a Group (MAD 312) 

                              currently available at: 

      



   https://nmmedicaid.acs-inc.com/static/PDFs/ProvEnrollPacket/MAD335.pdf or

                              https://nmmedicaid.acs-inc.com/static/PDFs/ProvEnrollPacket/MAD312.pdf and agree 

                              to abide by all the terms specified within the Agreement. I agree that by signing this 

                              reverificaation form that I am renewing my agreement with the Medical Assistance 

                              Division/State of New Mexico/Human Services Dept."
 -----------------------------------------------------------------------------------------------------------------

 Printed name of Individual Practitioner:

 ------------------------------------------------------------------------------------------------------------------------------------

 Signature of Individual Practitioner:                                                                  Date:

 ------------------------------------------------------------------------------------------------------------------------------------

 FACILITIES AND NON-PRACTITIONER ORGANIZATIONS:

 ----------------------------------------------

                                  I understand that payment of claims will be from Federal and State funds and that any falsification

 ------------------------------------------------------------------------------------------------------------------------------------

                                  or concealment of a material fact may be prosecuted under Federal and State law.
                              "I have reviewed the Articles of Agreement of the Provider Participation Agreement (MAD 

                               335) and/or the Provider Participation Agreement - Individual within a Group (MAD 312)

                               currently available at:

                               https://nmmedicaid.acs-inc.com/static/PDFs/ProvEnrollPacket/MAD335.pdf or

                               https://nmmedicaid.acs-inc.com/static/PDFs/ProvEnrollPacket/MAD312.pdf and
                               agree to abide by all the terms specified within the Agreement. I agree that by signing   

                               this reverification form that I am renewing my agreement with the Medical Assistance  

                               Division/State of New Mexico/Human Services Dept."
 ----------------------------------------------------------------------------------------------------------------

 Printed name of Authorized Representative:

 ------------------------------------------------------------------------------------------------------------------------------------

 Title/Position:

 ------------------------------------------------------------------------------------------------------------------------------------

 Address:

 ------------------------------------------------------------------------------------------------------------------------------------

 Telephone Number:

 ------------------------------------------------------------------------------------------------------------------------------------

 Signature of Authorized Representative:

 ------------------------------------------------------------------------------------------------------------------------------------

 Date:

 ------------------------------------------------------------------------------------------------------------------------------------

                                        * * *  END OF REPORT  * * *

NEW MEXICO OMNICAID MMIS PROVIDER SUBSYSTEM

REPORT EXHIBIT

PROVIDER TURNAROUND DOCUMENT

NMMP1300-RP015

	Column Name
	Description
	Source
	DED Number

	PROVIDER NUMBER
	A unique number the system assigns to the provider for MMIS claims processing.  The last character is a check digit, and the system randomly assigns the remaining digits.
	P_PROV_TB:

P_ID
	

	NAME/LOCATION ADDRESS
	The provider’s legal name.
	P_PROV_TB:

P_NAM
	

	
	This address designates the location of the provider’s business.

The first address line.
	P_ADDR_TB:

P_LINE1_AD
	

	
	The second address line.
	P_ADDR_TB:

P_LINE2_AD
	

	
	The address city.
	P_ADDR_TB:

P_CITY_NAM
	

	
	State Code
	P_ADDR_TB:

P_ST_CD
	2638

	
	Zip Code

Format is XXXXX-XXXX
	P_ADDR_TB:

P_ZIP5_CD – 

P_ZIP4_CD
	

	MAIL-TO ADDRESS
	This address is used to send correspondence to the provider.

The first address line.
	P_ADDR_TB:

P_LINE1_AD
	

	
	The second address line.
	P_ADDR_TB:

P_LINE2_AD
	

	
	The address city.
	P_ADDR_TB:

P_CITY_NAM
	

	
	State Code
	P_ADDR_TB:

P_ST_CD
	

	
	Zip Code

Format is XXXXX-XXXX.
	P_ADDR_TB:

P_ZIP5_CD – 

P_ZIP4_CD
	

	BILLING ADDRESS
	This address is used to send Remittance Advices to the provider.
	P_ADDR_TB:

P_LINE1_AD
	

	
	The second address line.
	P_ADDR_TB:

P_LINE2_AD
	

	
	The address city.
	P_ADDR_TB:

P_CITY_NAM
	

	
	State Code
	P_ADDR_TB:

P_ST_CD
	

	
	Zip Code

Format is XXXXX-XXXX.
	P_ADDR_TB:

P_ZIP5_CD –

P_ZIP4_CD
	

	TELEPHONE
	The phone number of the location address.
	P_ADDR_TB:

P_PHON_NUM
	

	FAX
	The provider’s fax number at the location address.
	P_ADDR_TB:

P_FAX_NUM
	

	COUNTY CODE
	The county number that the provider’s practice is in.
	P_ADDR_TB:

P_CNTY_CD
	2639

	(County Description)
	The short description of the county code
	Valid Value Table 2639.
	

	PROV TYPE
	A code that designates the State's classification of providers.

	P_PROV_TB:

P_TY_CD
	204

	(Prov Type Description)
	The short description of the provider type
	Valid Value Table 204
	

	TYPE PRACTICE
	The provider’s legal organizational type.

	P_PROV_TB:

P_PRACT_TY_CD
	203

	(Practice Type Description)
	The short description of the practice types.
	Valid Value Table 203
	

	NPI NUMBER
	National Provider ID
	P_NPI_XMTCH_TB:

P_NPI_ID


	1595

	EMC MEDIA
	A code indicating the type of media a provider can use to bill claims.
	P_BLNG_MEDM_TB:

P_BLNG_MEDM_CD
	2650

	(EMC Media Description)
	The short description of EMC Media.
	Valid Value Table 2650
	

	DEA NUMBER
	The Provider Drug Enforcement Agency Number is a unique identification number that the National Pharmaceutical Association and/or the U.S. Drug Enforcement assigns to a pharmacy.  Also known as National Pharmacy Number.
	P_PROV_TB:

P_DEA_NUM
	

	REMIT MEDIA
	The code that indicates the media the system is to use to deliver RAs to a payee.
	P_PROV_TB:

P_RA_MEDM_CD
	1621



	(Remit Media Description)
	The short description of Remit Media.
	Valid Value Table 1621
	

	REMIT SEQ
	Indicates the order the system is to sort claims on the RAs.
	P_PROV_TB:

P_RA_SORT_SEQ_CD
	178

	SSN
	Provider Social Security Number
The Social Security Administration assigns this number to individuals.  The
provider supplies this number on the enrollment forms.
	P_PROV_TB:

P_SSN_NUM
	

	Date of Birth
	Provider date of birth for Individual or Sole proprietor business type 
	P_PROV_TB:

P_DOB_DT
	

	FEDERAL EMPLOYEE ID NUM
	The Provider Federal Tax Identification is a unique number that the Internal Revenue Service assigns to incorporated businesses for federal income tax reporting purposes.
	P_PROV_TB:

P_FED_TAX_ID
	

	NABP ID
	National association of Boards of Pharmacy ID
	P_PROV_TB:

P_NABP_NUM
	

	FACILITY TYPE
	The type of facility an institutional provider has been designated.
	P_PROV_TB:

P_FACI_TY_CD
	1558

	(Facility Type Description)
	The short description of Facility Type
	Valid Value Table 1558
	

	EMAIL
	The provider location email address
	P_ADDR_TB. P_EMAIL_ADR_TEXT
	

	(Language Description)
	The short description of Languages
	Valid Value Table 196
	

	NURSING FACILITY CLASS
	The class of nursing facility.
	P_PROV_TB:

P_NF_CLS_CD
	1591

	(Nursing Facility Class Description)
	The short description of Nursing Facility Class Description
	Valid Value Table 1591
	

	FISCAL MONTH END DATE
	The month that the provider’s fiscal year ends.
	P_PROV_TB:

P_FSCL_END_MO_NUM
	

	LIC NUMBER
	This is the provider’s license number for the specific license type
applicable to the provider.
	P_LIC_CERT_TB:

P_LIC_CERT_NUM
	

	LIC BEGIN DATE
	The effective date of the provider’s license or certification.
	P_LIC_CERT_TB:

P_LIC_EFF_DT
	

	LIC END DATE
	The expiration date of the provider’s license or certification.
	P_LIC_CERT_TB:

P_LIC_EXPIR_DT
	

	LIC BOARD
	The License Certification Board Code is the code identifying the organization that issued the license or certification.
	P_LIC_CERT_TB:

P_LIC_BRD_NUM
	

	LIC TYPE
	License Type Code indicates the type of license or certification issued
to providers.
	P_LIC_CERT_TB:

P_LIC_CERT_CD
	1503

	LIC STATE
	The state that issued the license.
	P_LIC_CERT_TB:

P_ST_CD
	2638

	SPECIALITY
	A code indicating a provider’s certified medical specialty.

	P_SPECL_TB:

P_SPECL_CD
	2653

	(SPECIALTY DESCRIPTION)
	The short description of the specialty code.
	Valid Value Table 2653.
	

	(SPECIALTY) BEG DATE
	Provider Specialty Begin Date
The effective beginning date for a provider’s specialty.
	P_SPECL_TB:

P_SPECL_BEG_DT
	

	(SPECIALTY) END DATE
	Provider Specialty End Date
The ending date for a provider’s specialty.
	P_SPECL_TB:

P_SPECL_END_DT
	

	(GROUP MEMBERSHIP) GROUP NUMBER
	The provider ID of the group this provider belongs to.     
	P_AFFL_TB:

P_GROUP_P_ID
	

	(GROUP MEMBERSHIP) NAME
	The provider’s legal name.
	P_PROV_TB:

P_NAM
	

	(GROUP MEMBERSHIP) BEGIN
	The beginning date of an affiliation between two providers.
	P_AFFL_TB: 

P_AFFL_BEG_DT
	

	(GROUP MEMBERSHIP) END
	The ending date of an affiliation between the provider and the billing agent.
	P_AFFL_TB:

P_AFFL_END_DT
	(BILLING AGENT) END

	(BILLING AGENT) PROV NUMBERS
	The provider ID for the billing agent.
	P_AFFL_TB:

P_GROUP_P_ID
	

	(BILLLING AGENT) NAME
	The provider’s legal name.
	P_PROV_TB:

P_NAM
	

	(BILLING AGENT) BEGIN
	The beginning date of an affiliation between the provider and the billing agent.
	P_AFFL_TB:

P_AFFL_BEG_DT
	

	(ASSOCIATION) PROV NUMBERS
	The provider ID for the billing agent.
	P_AFFL_TB:

P_GROUP_P_ID
	

	(ASSOCIATION) NAME
	The provider’s legal name.
	P_PROV_TB:

P_NAM
	

	(ASSOCIATION) BEGIN
	The beginning date of an affiliation between the provider and the association.
	P_AFFL_TB:

P_AFFL_BEG_DT
	

	(MCO) PROV NUMBERS
	The provider ID for the MCO.
	P_MC_AFFL_X_TB:

P_MCO_P_ID
	

	(MCO) NAME
	The MCO’s legal name.
	P_PROV_TB:

P_NAM
	

	(MCO) BEGIN
	The beginning date of an affiliation between the provider and the MCO.
	P_MC_AFFL_X_TB:

P_CNTRCT_STAT_B_DT
	

	INDIVIDUAL PROVIDERS IN GROUP PRACTICE NUMBER
	Provider IDs of providers who are members of this group.
	P_AFFL_TB:

P_MEMBER_P_ID
	

	INDIVIDUAL PROVIDERS IN GROUP PRACTICE NAME
	The provider’s legal name.
	P_PROV_TB:

P_NAM
	

	INDIVIDUAL PROVIDERS IN GROUP PRACTICE END DATE
	The end date of an affiliation between the provider and the group.
	P_AFFL_TB:

P_AFFL_END_DT
	

	INDIVIDUAL PROVIDERS FOR BILLING AGENT NUMBER
	Provider IDs of providers who are represented by this billing agent.
	P_AFFL_TB:

P_GROUP_P_ID
	

	INDIVIDUAL PROVIDERS FOR BILLING AGENT NAME
	The provider’s legal name.
	P_PROV_TB:

P_NAM
	

	INDIVIDUAL PROVIDERS IN ASSOCIATION
	Provider IDs of providers who are in the association.
	P_AFFL_TB:

P_MEMBER_P_ID
	

	INDIVIDUAL PROVIDERS IN ASSOCIATION
	The association’s legal name.
	P_PROV_TB:

P_NAM
	

	(LABORATORY CLASSIFICATIONS) BEGIN DT
	The date a CLIA certification became effective.
	P_CLIA_CERT_TB:

P_CLIA_CERT_EFF_DT
	

	(LABORATORY CLASSIFICATIONS) END DT
	The date a CLIA certification expires.
	P_CLIA_CERT_TB:

P_CERT_EXPIR_DT
	

	(LABORATORY CLASSIFICATIONS) CLIA ID
	A number HCFA assigns to laboratories.  The number indicates HCFA has certified the laboratory to perform specific procedures.  NOTE: Multiple providers may have the same CLIA number (PROV_CLIA_NUM).
	P_CLIA_CERT_TB:

P_CLIA_NUM
	

	(LABORATORY CLASSIFICATIONS) TYPE
	Shows the certification classification for the laboratory.
	P_CLIA_CERT_TB:

P_CLIA_CERT_TY_CD
	2651



	The following 4 fields are filled in by the provider and returned to the Fiscal agent:
	
	
	

	Question 1 – 6; Individual Provider; Facilities and Non-Practitioner Organizations; 
	Filled in by provider.
	
	


NEW MEXICO OMNICAID MMIS PROVIDER SUBSYSTEM 

REPORT SPECIFICATION

PROVIDER DUPLICATE SSN REPORT

	Report ID:  NMMP1600-RP016

	Frequency:

	Retention:
	Output Medium:
	Report Recipient:

	Monthly and On Request
	12 Generations
	Refer to the FAO Report Distribution Master 
	Requestor

	Description: 

This report shows all active providers that have the same SSN and provider types.  



	Sort Sequence(s) and Control Breaks

	Sort Sequence:
Provider SSN

Provider Type

Provider Sort Name
	Total 

N

N

N
	Page Break

N

N

N
	

	Notes:
The address on the listing is the location address.




    NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM                         PROCESSING DATE:  99/99/9999

 REPT:  NMMP1600-RP016                
         HUMAN SERVICES DEPARTMENT
  
                        PROCESSING TIME:  99:99:99






 









            PAGE:  ZZZ,ZZ9




               P R O V I D E R   D U P L I C A T E   S S N   R E P O R T

PROVIDER                                                                                               PROVIDER    LICENSE

 NUMBER    NPI                    PROVIDER NAME                     CITY             ST    ZIP          TYPE       NUMBER        SSN

---------- ----------   -----------------------------------   ------------------     --   -----        -----    ------------  -----------

XXXXXXXX   XXXXXXXXXX   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   XXXXXXXXXXXXXXXXXXXX   XX   XXXXX         XXX     XXXXXXXXXX    XXX-XX-XXXX

XXXXXXXX   XXXXXXXXXX   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   XXXXXXXXXXXXXXXXXXXX   XX   XXXXX         XXX     XXXXXXXXXX    XXX-XX-XXXX

XXXXXXXX   XXXXXXXXXX   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   XXXXXXXXXXXXXXXXXXXX   XX   XXXXX         XXX     XXXXXXXXXX    XXX-XX-XXXX

XXXXXXXX   XXXXXXXXXX   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   XXXXXXXXXXXXXXXXXXXX   XX   XXXXX         XXX     XXXXXXXXXX    XXX-XX-XXXX

                                            * * *  END OF REPORT  * * *

NEW MEXICO OMNICAID MMIS PROVIDER SUBSYSTEM

REPORT EXHIBIT

PROVIDER DUPLICATE SSN LISTING

NMMP1600-RP016

	Column Name
	Description
	Source
	DED Number

	PROVIDER NUMBER
	A unique number the system assigns to the provider for MMIS claims processing.
The first character is a check digit, and the system randomly assigns the remaining digits.
	P_PROV_TB:

P_ID
	

	NPI
	National Provider Identifier
	P_NPI_XMTCH_TB:

P_NPI_ID
	1595

	PROVIDER NAME
	The provider name used for sorting.
	P_PROV_TB:

P_SORT_NAM
	

	CITY
	The address city.
	P_ADDR_TB:

P_CITY_NAM
	

	ST
	The address state.
	P_ADDR_TB:

P_ST_CD
	2638

	ZIP
	The address zip code.
	P_ADDR_TB:

P_ZIP5_CD
	

	PROVIDER TYPE
	A code that designates the State’s classification of providers.

	P_PROV_TB:

P_TY_CD
	204

	LICENSE NUMBER
	This is the provider’s license number for the specific license type
applicable to the provider.
	P_LIC_CERT_TB:

P_LIC_CERT_ NUM
	

	SSN
	Provider Social Security Number
The Social Security Administration assigns this number to individuals.  The
provider supplies this number on the enrollment forms.
	P_PROV_TB:

P_SSN_NUM
	


NEW MEXICO OMNICAID MMIS PROVIDER SUBSYSTEM 

REPORT SPECIFICATION

PROVIDER DUPLICATE NAME REPORT

	Report ID:  NMMP1700-RP017

	Frequency:

	Retention:
	Output Medium:
	Report Recipient:

	Monthly or On Request
	12 Generations
	Refer to the FAO Report Distribution Master 
	Requestor

	Description: 

This report shows all active providers that have the same provider name, DBA name and provider type.



	Sort Sequence(s) and Control Breaks

	Sort Sequence:
Provider Name
	Total 

N
	Page Break

N
	

	Notes:
The address on the listing is the location address.





                               NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM                          PROCESSING DATE:  99/99/9999

   REPT:  NMMP1700-RP017                     HUMAN SERVICES DEPARTMENT                                      PROCESSING TIME:  99:99:99

                 

                                                                                        PAGE:  ZZZ,ZZ9

                           P R O V I D E R   D U P L I C A T E   N A M E   R E P O R T

         PROVIDER                                                                                            PROV    LICENSE       TAX ID

          NUMBER     NPI           PROVIDER NAME                         CITY                 ST    ZIP      TYPE     NUMBER       NUMBER

        ----------   ----------    ------------------------------------- ------------------   --   -----     ----  ----------    -----------

        XXXXXXXX     XXXXXXXXXX    XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX XXXXXXXXXXXXXXXXXXXX XX   XXXXX     XXX   XXXXXXXXXX    XXXXXXXXX

        XXXXXXXX     XXXXXXXXXX    XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX XXXXXXXXXXXXXXXXXXXX XX   XXXXX     XXX   XXXXXXXXXX    XXXXXXXXX

        XXXXXXXX     XXXXXXXXXX    XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX XXXXXXXXXXXXXXXXXXXX XX   XXXXX     XXX   XXXXXXXXXX    XXXXXXXXX

        XXXXXXXX     XXXXXXXXXX    XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX XXXXXXXXXXXXXXXXXXXX XX   XXXXX     XXX   XXXXXXXXXX    XXXXXXXXX

                                            * * *  END OF REPORT  * * *
NEW MEXICO OMNICAID MMIS PROVIDER SUBSYSTEM

REPORT EXHIBIT

PROVIDER DUPLICATE NAME

NMMP1700-RP017

	Column Name
	Description
	Source
	DED Number

	PROVIDER NUMBER
	A unique number the system assigns to the provider for MMIS claims processing.
The first character is a check digit, and the system randomly assigns the remaining digits.
	P_PROV_TB:

P_ID
	

	NPI
	National Provider Identifier
	P_NPI_XMTCH_TB:

P_NPI_ID
	1595

	PROVIDER NAME
	The provider’s legal name.
	P_PROV_TB:

P_NAM
	

	CITY
	The address city.
	P_ADDR_TB:

P_CITY_NAM
	

	ST
	The address state.
	P_ADDR_TB:

P_ST_CD
	2638

	ZIP
	The address zip code.
	P_ADDR_TB:

P_ZIP5_CD
	

	PROVIDER TYPE
	The provider’s legal organizational type.

	P_PROV_TB:

P_PRACT_TY_CD
	203

	LICENSE NUMBER
	This is the provider’s license number for the specific license type
applicable to the provider.
	P_LIC_CERT_TB:

 P_LIC_CERT_NUM
	

	TAX ID NUMBER
	The Provider Federal Tax Identification is the provider’s unique number that the Internal Revenue Service assigns to incorporated businesses for federal income tax reporting purposes.
	P_PROV_TB:

P_FED_TAX_ID
	


NEW MEXICO OMNICAID MMIS PROVIDER SUBSYSTEM 

REPORT SPECIFICATION

PROVIDER DUPLICATE LICENSE REPORT BY BOARD TYPE

	Report ID:  NMMP1800-RP018

	Frequency:

	Retention:
	Output Medium:
	Report Recipient:

	Monthly or On Request
	12 Generations
	Refer to the FAO Report Distribution Master 
	Requestor

	Description: 

This report shows all active providers that have the same license number within the same state for the same provider type.



	Sort Sequence(s) and Control Breaks

	Sort Sequence:



Authorization Type
Y
Y

Provider License Number
Y
Y

Provider License State

Provider Type
	Total 

N

N

    N
N
N
	Page Break

N

N

N
	

	Notes:  

The address on the listing is the location address.




   
                                     NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM            PROCESSING DATE:  99/99/9999

  REPT:  NMMP1800-RP018                  HUMAN SERVICES DEPARTMENT          

PROCESSING TIME:  99:99:99














  
    PAGE:  ZZZ,ZZ9

                             P R O V I D E R   D U P L I C A T E   L I C E N S E   R E P O R T

                                                  B Y   B O A R D   T Y P E

   ------ LICENSE -----  PROVIDER                                                                                    PROVIDER    TAX ID

    NUMBER     ST  TYPE   NUMBER   NPI               PROVIDER NAME                  CITY              ST   ZIP        TYPE       NUMBER

   ----------  --  ---- --------- ---------- ------------------------------------ ------------------  --  -----  ------------- -----------

   XXXXXXXXXX  XX   XX  XXXXXXXX  XXXXXXXXXX XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX XXXXXXXXXXXXXXXXXXXX  XX XXXXX  XXX XXXXXXXXXX XXXXXXXXX

   XXXXXXXXXX  XX   XX  XXXXXXXX  XXXXXXXXXX XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX XXXXXXXXXXXXXXXXXXXX  XX XXXXX  XXX XXXXXXXXXX XXXXXXXXX

   XXXXXXXXXX  XX   XX  XXXXXXXX  XXXXXXXXXX XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX XXXXXXXXXXXXXXXXXXXX  XX XXXXX  XXX XXXXXXXXXX XXXXXXXXX

   XXXXXXXXXX  XX   XX  XXXXXXXX  XXXXXXXXXX XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX XXXXXXXXXXXXXXXXXXXX  XX XXXXX  XXX XXXXXXXXXX XXXXXXXXX

                                            * * *  END OF REPORT  * * *

NEW MEXICO OMNICAID MMIS PROVIDER SUBSYSTEM

REPORT EXHIBIT

Provider Duplicate License by Board Type

NMMP2400-RP018

	Column Name
	Description
	Source
	DED Number

	LICENSE NUMBER
	This is the provider’s license number for the specific license type
applicable to the provider.
	P_LIC_CERT_TB:

P_LIC_CERT_NUM
	

	LICENSE ST
	The state that issued the license.
	P_LIC_CERT_TB:

P_ STCD
	2638

	LICENSE TYPE
	License Type Code indicates the type of license or certification issued
to providers.
	P_LIC_CERT_TB:

P_LIC_CERT_CD
	1503

	PROVIDER NUMBER
	A unique number the system assigns to the provider for MMIS claims processing.
The first character is a check digit, and the system randomly assigns the remaining digits.
	P_PROV_TB:

P_ID
	

	NPI
	National Provider Identifier
	P_NPI_XMTCH_TB:

P_NPI_ID
	1595

	PROVIDER NAME
	The provider’s legal name.
	P_PROV_TB:

P_NAM
	

	CITY
	The address city.
	P_ADDR_TB:

P_CITY_NAM
	

	STATE
	The address state.
	P_ADDR_TB:

P_ST_CD
	2638

	ZIP
	The address zip code.
	P_ADDR_TB:

P_ZIP5_CD
	

	PROVIDER TYPE
	A code that designates the State’s classification of providers.

	P_PROV_TB:

P_TY_CD
	204

	(PROVIDER TYPE DESCRIPTION)
	The short description of provider type.
	Valid Value table 204.
	

	TAX ID NUMBER
	The Provider Federal Tax Identification is the provider’s unique number that the Internal Revenue Service assigns to incorporated businesses for federal income tax reporting purposes.
	P_PROV_TB:

P_FED_TAX_ID
	


NEW MEXICO MMIS PROVIDER SUBSYSTEM

REPORT SPECIFICATION

CLIA CERTIFICATION UPDATE ERROR REPORT

	Report ID:  NMMP1900-RP019

	Frequency:

	Retention:
	Output Medium:
	Report Recipient:

	When the CLIA Interface job is run. 
	12 Generations
	Refer to the FAO Report Distribution Master 
	Provider Relations

	Description: 

This report is produced by the CLIA Interface program and identifies the records that failed to update the provider database.

If the update was good, then they are listed on NMMP2000-RP020 (Update Report).



	Sort Sequence(s) and Control Breaks

	Sort Sequence:
Provider CLIA ID
	Total 

N
	Page Break

N
	

	Notes:

Very few edits are done on the CLIA interface record.  Only 2 edits will appear on the error report.  They are:

1. INVALID CLIA UPDATE CODE – this error occurs when the update code on the incoming record is not A (add), D (delete) or U (update).

2. NO PROVIDER WITH CLIA NUMBR – This error occurs when a provider is not on the OmniCaid database with the CLIA number sent in the interface. 




   

                 NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM                          PROCESSING DATE:  99/99/9999

   REPT:  NMMP1900-RP019                     HUMAN SERVICES DEPARTMENT                                      PROCESSING TIME:  99:99:99

                                  

                                                                         PAGE:  ZZZ,ZZ9

                                         PROVIDER MASTER - CLIA CERTIFICATION

                                                  UPDATE ERROR REPORT

    CLIA ID/                                                        RECORD    UPDATE    BEGIN     END

    PROV NUM          PROVIDER NAME/ADDRESS         UPDATE ITEM      TYPE      CODE     DATE      DATE         UPDATE MESSAGE

   -----------  ----------------------------------- ------------  ----------  ------  ---------- ---------- -----------------------

   XXXXXXXXXX   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX  XXXXXXXXXX   XXXXXXXXXX  XXXXXX  99/99/9999 99/99/9999 XXXXXXXXXXXXXXXXXXXXXXX

   XXXXXXXX     XXXXXXXXXXXXXXXXXXXXXXXXXX

                XXXXXXXXXXXXXXXXXXXXXXXXXX

                XXXXXXXXXXXXXXXXXX XX XXXXXX

   XXXXXXXXXX   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX  XXXXXXXXXX   XXXXXXXXXX  XXXXXX  99/99/9999 99/99/9999 XXXXXXXXXXXXXXXXXXXXXXX

   XXXXXXXX     XXXXXXXXXXXXXXXXXXXXXXXXXX

                XXXXXXXXXXXXXXXXXXXXXXXXXX

                XXXXXXXXXXXXXXXXXX XX XXXXXX

   XXXXXXXXXX   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX  XXXXXXXXXX   XXXXXXXXXX  XXXXXX  99/99/9999 99/99/9999 XXXXXXXXXXXXXXXXXXXXXXX

   XXXXXXXX     XXXXXXXXXXXXXXXXXXXXXXXXXX

                XXXXXXXXXXXXXXXXXXXXXXXXXX

                XXXXXXXXXXXXXXXXXX XX XXXXXX

   XXXXXXXXXX   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX  XXXXXXXXXX   XXXXXXXXXX  XXXXXX  99/99/9999 99/99/9999 XXXXXXXXXXXXXXXXXXXXXXX

   XXXXXXXX     XXXXXXXXXXXXXXXXXXXXXXXXXX

                XXXXXXXXXXXXXXXXXXXXXXXXXX

                XXXXXXXXXXXXXXXXXX XX XXXXXX

                                            * * *  END OF REPORT  * * *

NEW MEXICO OMNICAID MMIS PROVIDER SUBSYSTEM

REPORT EXHIBIT

CLIA CERTIFICATION UPDATE ERROR REPORT

NMMP1900-RP019

	Column Name
	Description
	Source
	DED Number

	CLIA ID
	A number HCFA assigns to laboratories.  The number indicates that HCFA has certified the laboratory to perform specific procedures. 
	CLIA INPUT INTERFACE FILE

CLIA-ID
	

	PROV NUM
	A unique number the system assigns to the provider for MMIS claims processing.
The first character is a check digit, and the system randomly assigns the remaining digits.
	P_PROV_TB

P_ID


	

	PROVIDER NAME
	The provider’s legal name.
	P_PROV_TB

P_NAM
	

	PROVIDER ADDRESS
	The first address line.
	P_ADDR_TB

P_LINE1_AD
	

	PROVIDER ADDRESS
	The second address line.
	P_ADDR_TB

P_LINE2_AD
	

	PROVIDER ADDRESS
	The address city.
	P_ADDR_TB

P_CITY_NAM
	

	PROVIDER ADDRESS
	The address state.
	P_ADDR_TB

P_ST_CD
	

	PROVIDER ADDRESS
	The address zip code.
	P_ADDR_TB

P_ZIP5_CD
	

	UPDATE ITEM
	Field updated.  Short description of CLIA-CERT-TYPE
	CLIA INPUT INTERFACE FILE

Derived from CLIA-CERT-TYPE
	

	RECORD TYPE
	Short description of CLIA Record Type 3.  “CLIA CERT”.
	CLIA INPUT INTERFACE FILE

CLIA-RECORD-TYPE
	

	UPDATE CODE
	Add, Change, Delete.
	CLIA INPUT INTERFACE FILE

CLIA-UPDATE-CODE
	

	BEGIN DATE
	The date the provider obtained a specific CLIA certification.
	CLIA INPUT INTERFACE FILE

CLIA-CERT-BEG-DT
	

	END DATE
	The date the provider’s specific CLIA certification ended.
	CLIA INPUT INTERFACE FILE

CLIA-CERT-END-DT
	

	UPDATE MESSAGE
	Program message.
	System
	


NEW MEXICO OMNICAID MMIS PROVIDER SUBSYSTEM 

REPORT SPECIFICATION

 CLIA CERTIFICATION UPDATE REPORT

	Report ID:  NMMP2000-RP020

	Frequency:

	Retention:
	Output Medium:
	Report Recipient:

	When the CLIA Interface job is run
	12 Generations
	Refer to the FAO Report Distribution Master 
	Provider Relations

	Description: 

This report contains provider data from the provider CLIA table updated with the CLIA interface record.  This report identifies the records as updated images of the provider database after the CLIA updates have been applied.  

Any errors are reported on the CLIA Interface Error Report (NMMP1900-RP019).



	Sort Sequence(s) and Control Breaks

	Sort Sequence:
CLIA ID
	Total 

N
	Page Break

N
	

	Notes:

On each interface record is an update code- A (Add), U (Update), and D (delete).  Because the user can update any of the CLIA data online, the update code may not reflect the processing that is done by the program.  For example, an Add on the CLIA record may already be on the system and the program will actually Update this data.  The following 2 messages may appear for each provider

1.  CLIA DATA- ADDED OR UPDATED

2.  CLIA DATA WAS DELETED  (This message will be given when CLIA data is actually deleted, and when the program tried to delete the data but could it did not exist.




  

                NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM                           PROCESSING DATE:  99/99/9999

   REPT:  NMMP2000-RP020                     HUMAN SERVICES DEPARTMENT                                      PROCESSING TIME:  99:99:99

                                                                                                 
                     PAGE:  ZZZ,ZZ9

                                          PROVIDER MASTER - CLIA CERTIFICATION

                                                      UPDATE REPORT

    CLIA ID/                                                        RECORD    UPDATE    BEGIN     END

    PROV NUM          PROVIDER NAME/ADDRESS         UPDATE ITEM      TYPE      CODE     DATE      DATE         UPDATE MESSAGE

   -----------  ----------------------------------- ------------  ----------  ------  ---------- ---------- -----------------------

   XXXXXXXXXX   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX  XXXXXXXXXX   XXXXXXXXXX  XXXXXX  99/99/9999 99/99/9999 XXXXXXXXXXXXXXXXXXXXXXX

   XXXXXXXX     XXXXXXXXXXXXXXXXXXXXXXXXXX

                XXXXXXXXXXXXXXXXXXXXXXXXXX

                XXXXXXXXXXXXXXXXXX XX XXXXXX

   XXXXXXXXXX   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX  XXXXXXXXXX   XXXXXXXXXX  XXXXXX  99/99/9999 99/99/9999 XXXXXXXXXXXXXXXXXXXXXXX

   XXXXXXXX     XXXXXXXXXXXXXXXXXXXXXXXXXX

                XXXXXXXXXXXXXXXXXXXXXXXXXX

                XXXXXXXXXXXXXXXXXX XX XXXXXX

   XXXXXXXXXX   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX  XXXXXXXXXX   XXXXXXXXXX  XXXXXX  99/99/9999 99/99/9999 XXXXXXXXXXXXXXXXXXXXXXX

   XXXXXXXX     XXXXXXXXXXXXXXXXXXXXXXXXXX

                XXXXXXXXXXXXXXXXXXXXXXXXXX

                XXXXXXXXXXXXXXXXXX XX XXXXXX

   XXXXXXXXXX   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX  XXXXXXXXXX   XXXXXXXXXX  XXXXXX  99/99/9999 99/99/9999 XXXXXXXXXXXXXXXXXXXXXXX

   XXXXXXXX     XXXXXXXXXXXXXXXXXXXXXXXXXX

                XXXXXXXXXXXXXXXXXXXXXXXXXX

                XXXXXXXXXXXXXXXXXX XX XXXXXX

                                            * * *  END OF REPORT  * * *

NEW MEXICO OMNICAID MMIS PROVIDER SUBSYSTEM

REPORT EXHIBIT

PROVIDER MASTER - CLIA CERTIFICATION UPDATE REPORT

NMMP1900-RP020

	Column Name
	Description
	Source
	DED Number

	CLIA ID
	A number HCFA assigns to laboratories.  The number indicates that HCFA has certified the laboratory to perform specific procedures.  
	CLIA INPUT INTERFACE FILE

CLIA-ID
	

	PROV NUM
	A unique number the system assigns to the provider for MMIS claims processing.  The first character is a check digit, and the system randomly assigns the remaining digits.
	P_PROV_TB:

P_ID


	

	PROVIDER NAME
	The provider’s legal name.
	P_PROV_TB:

P_NAM
	

	PROVIDER ADDRESS
	The first address line.
	P_ADDR_TB:

P_LINE1_AD
	

	PROVIDER ADDRESS
	The second address line.
	P_ADDR_TB:

P_LINE2_AD
	

	PROVIDER ADDRESS
	The address city.
	P_ADDR_TB:

P_CITY_NAM
	

	PROVIDER ADDRESS
	The address state.
	P_ADDR_TB:

P_ST_CD
	

	PROVIDER ADDRESS
	The address zip code.
	P_ADDR_TB:

P_ZIP5_CD
	

	UPDATE ITEM
	Field updated.
	CLIA INPUT INTERFACE FILE

Derived from CLIA-CERT-TYPE
	

	RECORD TYPE
	CLIA Record Type.
	CLIA INPUT INTERFACE FILE

CLIA-RECORD-TYPE
	

	UPDATE CODE
	Add, Change, Delete.
	CLIA INPUT INTERFACE FILE

CLIA-UPDATE-CODE
	

	BEGIN DATE
	The date the provider obtains a specific CLIA certification.
	CLIA INPUT INTERFACE FILE

CLIA-CERT-BEG-DT
	

	END DATE
	The date the provider’s specific CLIA certification ended.
	CLIA INPUT INTERFACE FILE

CLIA-CERT-END-DT
	

	UPDATE MESSAGE
	P_PROG_TB message.
	System
	


NEW MEXICO OMNICAID MMIS PROVIDER SUBSYSTEM 

REPORT SPECIFICATION

PROVIDER REPORT REQUEST CRITERIA PAGES

	Report ID:   NMMPxxxx -RP021  (where xxxx = 0300, 0400 or 1100)



	Frequency:

	Retention:
	Output Medium:
	Report Recipient:

	On Request
	N/A
	Refer to the FAO Report Distribution Master 
	Requestor

	Description: 

This summary report displays the user who logged on and submitted the request, the date and time of the request.  The name of the requested report, the person who requested the report, the delivery address, and any criteria that were used to select/sort/print the report. 



	Sort Sequence(s) and Control Breaks

	Sort Sequence:
User ID

Date

Time
	Total 

N

N

N
	Page Break

N

N

N
	

	Notes:

The name of the report in the report ID will be based on the report that is being requested.  For example, if the mailing labels are requested, the report ID will be NMMP0300-RP021.




                                  NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM                        PROCESSING DATE:  99/99/9999

   REPT:  XXXX9999-RP021                     HUMAN SERVICES DEPARTMENT                                      PROCESSING TIME:  99:99:99

                        

                                                                                 PAGE:  ZZZ,ZZ9

                                           REPORT REQUEST CRITERIA

   USER  ID     DATE      TIME             REPORT REQUESTED               REQUESTOR                      DELIVERY ADDRESS

   --------  ----------  --------  ------------------------------  ------------------------------  ------------------------------  

   XXXXXXX   99/99/9999  99:99:99  XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX  XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX  XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

                                 
***   SELECTION CRITERIA   ***

   SETS OF MAILING LABELS REQUESTED:
99


ADDRESS TYPE:
X XXXXXXXXXX

   ENTERPRISE ID CHOSEN:  
XXXXXXXX          


MEDICARE PARTICIPANTS ONLY: X

   GROUP MEMBERS INCLUDED: X  




BUSINESS LOCATION CHOSEN: X XXXXXXXXXX

   SORT FIELDS: 



XX XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX  

                
XX XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX  

   ENROLLMENT STATUSES CHOSEN:




                  XX XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

    

XX XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

   MAJOR PROGRAMS CHOSEN:



X  XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX



X  XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

   BILLING MEDIA CHOSEN:    

                  X  XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX



X  XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

   PROVIDER TYPES CHOSEN:

    

XXX XXXXXXXXXX  XXX XXXXXXXXXX   XXX XXXXXXXXXX   XXX XXXXXXXXXX   XXX XXXXXXXXXX   XXX XXXXXXXXXX 

                  XXX XXXXXXXXXX  XXX XXXXXXXXXX   XXX XXXXXXXXXX   XXX XXXXXXXXXX   XXX XXXXXXXXXX   XXX XXXXXXXXXX 

   SPECIALTIES CHOSEN:

    

XXX XXXXXXXXXX  XXX XXXXXXXXXX   XXX XXXXXXXXXX   XXX XXXXXXXXXX   XXX XXXXXXXXXX   XXX XXXXXXXXXX 

                  XXX XXXXXXXXXX  XXX XXXXXXXXXX   XXX XXXXXXXXXX   XXX XXXXXXXXXX   XXX XXXXXXXXXX   XXX XXXXXXXXXX 

   COUNTIES CHOSEN:

    

XX  XXXXXXXXXX  XX  XXXXXXXXXX   XX  XXXXXXXXXX   XX  XXXXXXXXXX   XX  XXXXXXXXXX   XX  XXXXXXXXXX 

                  XX  XXXXXXXXXX  XX  XXXXXXXXXX   XX  XXXXXXXXXX   XX  XXXXXXXXXX   XX  XXXXXXXXXX   XX  XXXXXXXXXX 

NEW MEXICO OMNICAID MMIS PROVIDER SUBSYSTEM

REPORT EXHIBIT

PROVIDER REPORT REQUEST CRITERIA PAGES

XXXX9999-RP021

	Column Name
	Description
	Source
	DED Number

	USER ID
	CTEC ID of the person submitting the request.
	P_RPT_REQ_TB:

G_AUD_USER_ID
	

	DATE
	The date report was requested

	P_RPT_REQ_TB:

P_RPT_REQ_TS
	

	TIME
	The time report was requested

	P_RPT_REQ_TB:

P_RPT_REQ_TS
	

	REPORT REQUESTED
	The name of the report requested.
	P_RPT_REQ_TB:

P_RPT_REQ_CD
	356



	REQUESTOR
	The person who requested the report.
	P_RPT_REQ_TB:

P_REQUESTOR_NAM
	

	DELIVERY ADDRESS
	The address where the report is to be sent.
	P_RPT_REQ_TB:

P_DELIVERY_AD
	

	SETS OF MAILING LABELS REQ
	The number of sets of mailing labels requested.
	P_RPT_REQ_TB:

P_LABEL_SETS_NUM
	

	PROV ADDRESS TYPE
	The address type print on mailing labels.
	P_RPT_REQ_TB:

P_ADR_TY_CD
	202

	ENTERPRISE ID CHOSEN
	The ID used to group associated providers.
	P_RPT_REQ_TB:

P_NTRPRS_ID
	

	MEDICARE PARTICPANTS ONLY
	An indicator showing if only Medicare participants are included in the report.
	P_RPT_REQ_TB:

P_MCARE_IND
	

	GROUP MEMBER INCLUDED
	Indicates if group members are included.
	P_RPT_REQ_TB:

P_INCL_GRP_MEM_IND
	

	BUSINESS LOCATION CHOSEN
	Indicates if in-state, out-of-state, or border providers should be included in the report.
	P_RPT_REQ_TB:

P_LOCN_CD
	

	SORT FIELDS
	The sort field code for the report requested.
	P_RPT_REQ_SORT_TB:

P_SORT_CD
	3418

	(SORT FIELD DESCRIPTION)
	The description of the field being sorted on.
	Valid Value Table 3418
	

	ENROLL STATUSES CHOSEN
	Enrollment statuses of providers included on the report requested
	P_RPT_REQ_STAT_TB:

P_ENROL_STAT_TY_CD
	189

	MAJOR PROGRAMS CHOSEN
	Major Programs included in the report.
	P_RPT_REQ_PROG_TB:

P_PROG_CD
	1620

	BILLING MEDIA CHOSEN
	Shows the billing media included on the report.
	P_RPT_REQ_BLNG_TB:

P_BLNG_CD
	2661

	PROVIDER TYPES CHOSEN
	Provider types included in the report.
	P_RPT_REQ_TY_TB:

P_TY_CD
	204

	SPECIALTIES CHOSEN
	Specialty types included in the report.

	P_RPT_REQ_SPECL_TB:

P_SPECL_CD
	2653

	COUNTIES CHOSEN
	Counties included in the report.
	P_RPT_REQ_CNTY_TB:

P_CNTY_CD
	2639


NEW MEXICO MMIS PROVIDER SUBSYSTEM 

REPORT SPECIFICATION

MCO PROVIDER AFFILIATION ERROR REPORT

	Report ID:  NMMP2200-RP022

	Frequency:

	Retention:
	Output Medium:
	Report Recipient:

	On Request
	12 Generations
	Refer to the FAO Report Distribution Master 
	Managed Care Organization

	Description: 

This report contains provider data from the Provider Network Affiliation Interface record.  It identifies the records that failed to update the provider database.



	Sort Sequence(s) and Control Breaks

	Sort Sequence:
MCO Provider ID 

MCO Assigned ID

Provider ID
	Total 

N

N

N
	Page Break

Y

N

N
	

	Notes:

N/A




   

                   NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM                       PROCESSING DATE:  99/99/9999

   REPT:  NMMP2200-RP022                     HUMAN SERVICES DEPARTMENT                                     PROCESSING TIME:  99:99:99

                                                                                                                     PAGE:  ZZZ,ZZ9

                       M C O   P R O V I D E R   A F F I L I A T I O N   E R R O R   R E P O R T

  MCO Provider ID : XXXXXXXX     MCO NAME: XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

                               PCP  PROV  PROV         CNTRCT    CNTRTC   SUBCONTRACTOR    SUBC      

  NPI             EIN/SSN      IND  TYPE  SPECL  STAT BEG DATE  END DATE       ID          TYPE  MISSING OR INVALID FIELDS


  ----------      ---------    ---  ----  -----  ---- --------  --------  ---------------  ----  -------------------------

  XXXXXXXXXX      XXXXXXXXX     X   XXX    XXX    XX  XXXXXXXX  XXXXXXXX  XXXXXXXXXXXXXXX   XX   XXXXXXXXXXXXXXXXXXXXXXXXX

                                                                                                 XXXXXXXXXXXXXXXXXXXXXXXXX

                                                                                                 XXXXXXXXXXXXXXXXXXXXXXXXX    

NEW MEXICO OMNICAID MMIS PROVIDER SUBSYSTEM

REPORT EXHIBIT

MCO PROVIDER AFFILIATION UPDATE ERROR REPORT

NMMP2200-RP022

	Column Name
	Description
	Source
	DED Number

	MCO PROVIDER ID
	A unique number the system assigns to the MCO for MMIS claims processing. 
	MCO Interface
	

	MCO NAME
	The name of the managed care organization.
	P_PROV_TB:

P_NAM
	

	NPI
	National Provider Identifier
	MCO Interface:

MCO-PROV-NPI-NO              
	

	EIN/SSN
	The Provider Federal Employer Identification Number 

The provider’s unique number that the Internal Revenue Service assigns to incorporated businesses for federal income tax reporting purposes.

Social Security Number

The Social Security Administration assigns this number to individuals.  The provider supplies this number on the enrollment forms.
	MCO Interface:

MCO-PROVIDER-EIN-SSN (qualifier = “EI”)

MCO-PROVIDER-EIN-SSN (qualifier = “SY”)
	

	PCP IND
	A flag that tells if the provider is a primary care provider.
	MCO Interface:

PCP-INDICATOR
	

	PROV TYPE
	Categorizes the provider.
	MCO Interface:

AFF-PROV-TYPE
	

	PROV SPECL
	Tells what field the provider specializes in.
	MCO Interface:

AFF-SPECIALTY
	

	STAT
	The status of the contract between the network provider and the MCO.


	MCO Interface:

MCO-CONTRACT-TYPE
	

	CONTRACT BEG DATE
	The date that the provider begins the contract with the MCO.
	MCO Interface:

CONTRACT-STATUS-BEGIN-DATE
	

	CONTRACT END DATE
	The date that the provider ends the contract with the MCO.
	MCO Interface:

CONTRACT-STATUS-END-DATE
	

	SUBCONTRACTOR ID
	The ID that the MCO assigns to a subcontractor.
	MCO Interface: SUBCONTRACTOR-AFFIL-PROV-NUM
	

	SUBCONTRACTOR TYPE
	The type of affiliation that a network provider has with a subcontractor.
	MCO Interface:

SUBCONTRACTOR-AFFILIATION-TYPE
	

	MISSING OR INVALID FIELDS
	Lists the fields in error that prevents the record from updating the Provider database.   See Provider Subsystem exhibit, NMMP2200-RP022 MCO Provider Affiliate Error Report – Error Messages, for a detailed explanation of these messages.
	System generated
	


NEW MEXICO MMIS PROVIDER SUBSYSTEM 

REPORT SPECIFICATION

HOSPICE PROVIDER LISTING

	Report ID:  NMMP3800-RP023

	Frequency:

	Retention:
	Output Medium:
	Report Recipient:

	Annual
	40 Generations
	Refer to the FAO Report Distribution Master 
	NM Medicaid Utilization Review/MAD

	Description: 

This report provides an annual production report of all Medicaid Hospice providers from the previous twelve months of service.  The NM Medicaid Utilization Review (NMMUR) Contractror, currently Blue Cross & Blue Shield of New Mexico, conducts Hospice provider audits on an annual basis.  Hospice agency listings are necessary to determine a sample for each audit of each annum that is to be performed.



	Sort Sequence(s) and Control Breaks

	Sort Sequence:
N/A
	Total 

N
	Page Break

N
	

	Notes:

N/A
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                                           HOSPICE PROVIDER LISTING   

                                      FOR THE PERIOD XX/XX/XXXX THRU XX/XX/XXXX

                                                                                ELIG        ELIG      CANCEL

NAME                            ADDRESS                                  TYPE   START       END        CODE PROV ID   COUNTY

------------------------------------------------------------------------------------------------------------------------------------------- 

XXXXXXXXXXXXXXXXXXXXXXXXXXXXX   XXXXXXXXXXXXXXXXXXXXXXXXX                 XXX   XXXX-XX-XX  XXXX-XX-XX  XX  XXXXXXXX    XX                                                          

                                                       XXXXXXXXXXXXX     XXXXXXXXXXXX

XXXXXXXXXXXXXXXXXXXXXXXXXXXXX   XXXXXXXXXXXXXXXXXXXXXXXXX                 XXX   XXXX-XX-XX  XXXX-XX-XX  XX  XXXXXXXX    XX                                                          

                                                       XXXXXXXXXXXXX     XXXXXXXXXXXX

XXXXXXXXXXXXXXXXXXXXXXXXXXXXX   XXXXXXXXXXXXXXXXXXXXXXXXX                 XXX   XXXX-XX-XX  XXXX-XX-XX  XX  XXXXXXXX    XX                                                          

                                                       XXXXXXXXXXXXX     XXXXXXXXXXXX

XXXXXXXXXXXXXXXXXXXXXXXXXXXXX   XXXXXXXXXXXXXXXXXXXXXXXXX                 XXX   XXXX-XX-XX  XXXX-XX-XX  XX  XXXXXXXX    XX                                                          

                                                       XXXXXXXXXXXXX     XXXXXXXXXXXX

XXXXXXXXXXXXXXXXXXXXXXXXXXXXX   XXXXXXXXXXXXXXXXXXXXXXXXX                 XXX   XXXX-XX-XX  XXXX-XX-XX  XX  XXXXXXXX    XX                                                          

                                                       XXXXXXXXXXXXX     XXXXXXXXXXXX

XXXXXXXXXXXXXXXXXXXXXXXXXXXXX   XXXXXXXXXXXXXXXXXXXXXXXXX                 XXX   XXXX-XX-XX  XXXX-XX-XX  XX  XXXXXXXX    XX                                                          

                                                       XXXXXXXXXXXXX     XXXXXXXXXXXX

XXXXXXXXXXXXXXXXXXXXXXXXXXXXX   XXXXXXXXXXXXXXXXXXXXXXXXX                 XXX   XXXX-XX-XX  XXXX-XX-XX  XX  XXXXXXXX    XX                                                          

                                                       XXXXXXXXXXXXX     XXXXXXXXXXXX

XXXXXXXXXXXXXXXXXXXXXXXXXXXXX   XXXXXXXXXXXXXXXXXXXXXXXXX                 XXX   XXXX-XX-XX  XXXX-XX-XX  XX  XXXXXXXX    XX                                                          

                                                       XXXXXXXXXXXXX     XXXXXXXXXXXX

XXXXXXXXXXXXXXXXXXXXXXXXXXXXX   XXXXXXXXXXXXXXXXXXXXXXXXX                 XXX   XXXX-XX-XX  XXXX-XX-XX  XX  XXXXXXXX    XX                                                          

                                                       XXXXXXXXXXXXX     XXXXXXXXXXXX

XXXXXXXXXXXXXXXXXXXXXXXXXXXXX   XXXXXXXXXXXXXXXXXXXXXXXXX                 XXX   XXXX-XX-XX  XXXX-XX-XX  XX  XXXXXXXX    XX                                                          

                                                       XXXXXXXXXXXXX     XXXXXXXXXXXX

XXXXXXXXXXXXXXXXXXXXXXXXXXXXX   XXXXXXXXXXXXXXXXXXXXXXXXX                 XXX   XXXX-XX-XX  XXXX-XX-XX  XX  XXXXXXXX    XX                                                          

                                                       XXXXXXXXXXXXX     XXXXXXXXXXXX

XXXXXXXXXXXXXXXXXXXXXXXXXXXXX   XXXXXXXXXXXXXXXXXXXXXXXXX                 XXX   XXXX-XX-XX  XXXX-XX-XX  XX  XXXXXXXX    XX                                                          

                                                       XXXXXXXXXXXXX     XXXXXXXXXXXX

XXXXXXXXXXXXXXXXXXXXXXXXXXXXX   XXXXXXXXXXXXXXXXXXXXXXXXX                 XXX   XXXX-XX-XX  XXXX-XX-XX  XX  XXXXXXXX    XX                                                          

                                                       XXXXXXXXXXXXX     XXXXXXXXXXXX

XXXXXXXXXXXXXXXXXXXXXXXXXXXXX   XXXXXXXXXXXXXXXXXXXXXXXXX                 XXX   XXXX-XX-XX  XXXX-XX-XX  XX  XXXXXXXX    XX                                                          

                                                       XXXXXXXXXXXXX     XXXXXXXXXXXX

XXXXXXXXXXXXXXXXXXXXXXXXXXXXX   XXXXXXXXXXXXXXXXXXXXXXXXX                 XXX   XXXX-XX-XX  XXXX-XX-XX  XX  XXXXXXXX    XX                                                          

                                                       XXXXXXXXXXXXX     XXXXXXXXXXXX

                                                      * * *  END OF REPORT  * * *

NEW MEXICO OMNICAID MMIS PROVIDER SUBSYSTEM

REPORT EXHIBIT

HOSPICE PROVIDER LISTING
NMMP3800-RP023

	Column Name
	Description
	Source
	DED Number

	 NAME
	The name of the provider.
	P_PROV_TB:

P_LAST_NAM
	

	 ADDRESS
	The street address, city name, state code, and zip code of the provider’s location address.
	P_ADDR_TB:

P_LINE1_AD, P_CITY_NAM,

P_ST_CD,  

P_ZIP4_CD,

P_ZIP5_CD
	

	TYPE

	A code that designates the State’sclassification of provider, in this case 362 for Hospice. 
	P_PROV_TB:

P_TYPE_CD
	

	ELIG START
	The effective date for the provider’s status regarding participation as a Medicaid provider.
	P_ENROL_STAT_TB:

P_STAT_EFF_DT
	

	ELIG END
	The effective end date for the provider’s status regarding participation as a Medicaid provider. This date is determined by evaluating the current enrollment status of the provider and the P_STAT_EFF_DT.
	P_ENROL_STAT_TB:

P_STAT_EFF_DT
	

	CANCEL CODE
	The enrollment status of the provider.
	P_ENROL_STAT_TB:

P_ENROL_STAT_TY_CD
	

	PROV ID
	A unique number that the system assigns to the provider for MMIS claims processing.
	P_PROV_TB:

P_ID
	

	county code
	The county code of the provider’s location address.
	P_ADDR_TB:

P_CNTY_CD
	


NEW MEXICO MMIS PROVIDER SUBSYSTEM 

REPORT SPECIFICATION

PERSONAL CARE OPTION PROVIDER AUDIT

	Report ID:  NMMP3900-RP024

	Frequency:

	Retention:
	Output Medium:
	Report Recipient:

	Quarterly
	40 Generations
	Refer to the FAO Report Distribution Master 
	NM Medicaid Utilization Review/MAD

	Description: 

This report provides a quarterly production report of all Medicaid Home Health Care providers and Personal Care Option providers from the previous six months of service.  The NM Medicaid Utilization Review (NMMUR) Contractror, currently Blue Cross & Blue Shield of New Mexico, conducts Home Health Care and Personal Care Option provider audits on a quarterly basis, in which each type of audit alternates with the other.  Home Health Care and Personal Care Options agency listings are necessary to determine a sample for each audit of each quarter that is to be performed.



	Sort Sequence(s) and Control Breaks

	Sort Sequence:
Provider ID
	Total 

N
	Page Break

N
	

	Notes:

N/A
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                                           HOME HEALTH CARE PROVIDER AUDIT   

                                      FOR THE PERIOD XX/XX/XXXX THRU XX/XX/XXXX

                                                                                                                        PAID CLAIMS

                                                                                          TOTAL PAID          TOTAL    PER RECIPIENT

PROVIDER NAME                    PROV ID   ADDRESS                       COUNTY             CLAIMS         RECIPIENTS    PER MONTH 

------------------------------------------------------------------------------------------------------------------------------------------- 

XXXXXXXXXXXXXXXXXXXXXXXXXXXXX    XXXXXXXX  XXXXXXXXXXXXXXXXXXXXXXXXX       XX             $999,999             999        $999,999                                                           

                                           XXXXXXXXXXXXXXXXXXXXXXXXX                    

XXXXXXXXXXXXXXXXXXXXXXXXXXXXX    XXXXXXXX  XXXXXXXXXXXXXXXXXXXXXXXXX       XX             $999,999             999        $999,999                                                           

                                           XXXXXXXXXXXXXXXXXXXXXXXXX                    

XXXXXXXXXXXXXXXXXXXXXXXXXXXXX    XXXXXXXX  XXXXXXXXXXXXXXXXXXXXXXXXX       XX             $999,999             999        $999,999                                                           

                                           XXXXXXXXXXXXXXXXXXXXXXXXX                    

XXXXXXXXXXXXXXXXXXXXXXXXXXXXX    XXXXXXXX  XXXXXXXXXXXXXXXXXXXXXXXXX       XX             $999,999             999        $999,999                                                           

                                           XXXXXXXXXXXXXXXXXXXXXXXXX                    

XXXXXXXXXXXXXXXXXXXXXXXXXXXXX    XXXXXXXX  XXXXXXXXXXXXXXXXXXXXXXXXX       XX             $999,999             999        $999,999                                                           

                                           XXXXXXXXXXXXXXXXXXXXXXXXX                    

XXXXXXXXXXXXXXXXXXXXXXXXXXXXX    XXXXXXXX  XXXXXXXXXXXXXXXXXXXXXXXXX       XX             $999,999             999        $999,999                                                           

                                           XXXXXXXXXXXXXXXXXXXXXXXXX                    

XXXXXXXXXXXXXXXXXXXXXXXXXXXXX    XXXXXXXX  XXXXXXXXXXXXXXXXXXXXXXXXX       XX             $999,999             999        $999,999                                                           

                                           XXXXXXXXXXXXXXXXXXXXXXXXX                    

XXXXXXXXXXXXXXXXXXXXXXXXXXXXX    XXXXXXXX  XXXXXXXXXXXXXXXXXXXXXXXXX       XX             $999,999             999        $999,999                                                           

                                           XXXXXXXXXXXXXXXXXXXXXXXXX                    

XXXXXXXXXXXXXXXXXXXXXXXXXXXXX    XXXXXXXX  XXXXXXXXXXXXXXXXXXXXXXXXX       XX             $999,999             999        $999,999                                                           

                                           XXXXXXXXXXXXXXXXXXXXXXXXX                    

XXXXXXXXXXXXXXXXXXXXXXXXXXXXX    XXXXXXXX  XXXXXXXXXXXXXXXXXXXXXXXXX       XX             $999,999             999        $999,999                                                           

                                           XXXXXXXXXXXXXXXXXXXXXXXXX                    

XXXXXXXXXXXXXXXXXXXXXXXXXXXXX    XXXXXXXX  XXXXXXXXXXXXXXXXXXXXXXXXX       XX             $999,999             999        $999,999                                                           

                                           XXXXXXXXXXXXXXXXXXXXXXXXX                    

                                            * * *  END OF REPORT  * * *

NEW MEXICO OMNICAID MMIS PROVIDER SUBSYSTEM

REPORT EXHIBIT

PERSONAL CARE OPTION PROVIDER AUDIT
NMMP3900-RP024

	Column Name
	Description
	Source
	DED Number

	PROVIDER NAME
	The name of the provider.
	P_PROV_TB:

P_LAST_NAM
	

	PROVIDER ID
	The number that the uniquely identifies the provider.
	P_PROV_TB:

P_ID
	

	PROVIDER ADDRESS
	The street address of the provider.
	P_ADDR_TB:

P_LINE1_AD
	

	CITY NAME
	The city name of the provider’s location address.
	P_ADDR_TB:

P_CITY_NAM
	

	state code
	The State code of the provider’s location address.
	P_ADDR_TB:

P_ST_CD
	

	zip code
	The zip code of the provider’s location address.
	P_ADDR_TB:

P_ZIP5_CD
	

	county code
	The county code of the provider’s location address.
	P_ADDR_TB:

P_CNTY_CD
	

	total paid claims
	The total amount of paid claims for the provider in which the first date of service falls within the specified time period (quarter) of the report.
	X_HDR_TB:

C_TOT_REIMB_AMT
	

	total recipients
	The total number of unduplicated recipients whose first date of service with the provider falls within the specified time period (quarter) of the report.
	X_HDR_TB:

B_SYS_ID
	


NEW MEXICO OMNICAID MMIS PROVIDER SUBSYSTEM

REPORT SPECIFICATION

PROVIDER ADDRESS CHANGE LISTING

	Report ID:  NMMP2700-RP025

	Frequency:

	Retention:
	Output Medium:
	Report Recipient:

	Daily
	90 Generations
	Refer to the FAO Report Distribution Master 
	Provider Relations

	Description:

This job looks for updates to provider addresses and then runs it through code-1 to insure that the address is consistent with the code-1. If any inconsistencies are found, the address is updated with the information retrieved from code-1.
  

	Sort Sequence(s) and Control Breaks

	Sort Sequence:


	Total 

N
	Page Break

N
	

	Notes:
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                                           PROVIDER ADDRESS CHANGE LISTING

                  MAILING

                   TYPE

         PROV ID   CODE    ADDRESS                                        CITY                 COUNTY STATE    ZIP CD

  ----------------------------------------------------------------------------------------------------------------------------------

  BEFORE XXXXXXXXX  X      XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                 XXXXXXXXXXXXXXXXXXXX  XX     XX      XXXXX-XXXX

  AFTER  XXXXXXXXX  X      XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                 XXXXXXXXXXXXXXXXXXXX  XX     XX      XXXXX-XXXX 

  BEFORE XXXXXXXXX  X      XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                 XXXXXXXXXXXXXXXXXXXX  XX     XX      XXXXX-XXXX

  AFTER  XXXXXXXXX  X      XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                 XXXXXXXXXXXXXXXXXXXX  XX     XX      XXXXX-XXXX 

  BEFORE XXXXXXXXX  X      XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                 XXXXXXXXXXXXXXXXXXXX  XX     XX      XXXXX-XXXX

  AFTER  XXXXXXXXX  X      XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                 XXXXXXXXXXXXXXXXXXXX  XX     XX      XXXXX-XXXX 

  BEFORE XXXXXXXXX  X      XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                 XXXXXXXXXXXXXXXXXXXX  XX     XX      XXXXX-XXXX

  AFTER  XXXXXXXXX  X      XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                 XXXXXXXXXXXXXXXXXXXX  XX     XX      XXXXX-XXXX

	NEW MEXICO OMNICAID MMIS PROVIDER SUBSYSTEM 

REPORT EXHIBIT

	PROVIDER ADDRESS CHANGE LISTING

	NMMP2700-RP025

	Column Name
	Description
	Source
	DED Number
	NoteRef

	 Provider id
	A unique number the system assigns to the provider for MMIS claims processing.
	P_PROV_TB: 

P_ID
	
	

	Mailing Type code
	Provider mailing type code. A code that describes that address as the mailing, billing or location address of the provider.
	P_ADDR_TB:

P_CD P_ADR_TY_CD
	
	

	ADDRESS
	The first and  second lines of the mailing address.
	P_ADDR_TB:

P_LINE1_AD

P_LINE2_AD
	
	

	city
	Provider City

The city of the provider’s mailing address.
	P_ADDR_TB:

P_CITY_NAM
	
	

	county
	Provider County Code

The two digit county code of the provider’s mailing address.
	P_ADDR_TB:

P_CNTY_CD
	
	

	state
	Provider State Code

The abbreviation of the state of the provider’s mailing address.
	P_ADDR_TB:

P_ST_CD
	
	

	zip cd
	Provider Zip Code

The zip code of the provider’s mailing address.
	P_ADDR_TB:

P_ZIP5_CD

P_ZIP4_CD
	
	


NEW MEXICO OMNICAID MMIS PROVIDER SUBSYSTEM

REPORT SPECIFICATION

LEIE DATABASE MATCH REPORT

	Report ID:  NMMP4000-RP026

	Frequency:

	Retention:
	Output Medium:
	Report Recipient:

	On Request
	24 Generations
	Refer to the FAO Report Distribution Master 
	Provider Relations

	Description:

This job compares the LEIE Name and Address against Provider Name and Address.  When a match is found print the Name and all the Addresses to the report to be worked manually.
  

	Sort Sequence(s) and Control Breaks

	Sort Sequence:

LEIE Record


	Total 

N
	Page Break

Y
	

	Notes:
1. The LEIE database will have the last, first and middle name populated or the business name, not both.  The report will only show one or the other in the heading portion. 
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                                                 LEIE DATABASE MATCHING
XXXXXXXXX0XXXXXXXXX0XXXXXXXXX0 XXXXXXXXX0XXXXX XXXXXXXXX0XXXXX

XXXXXXXXX0XXXXXXXXX0XXXXXXXXX0
XXXXXXXXX0XXXXXXXXX0XXXXXXXXX0
XXXXXXXXX0XXXXXXXXX0 XX  99999      99/99/99

PID       Last Name                             First Name       MID  Bus Name                          NPI         SSN      FED Tax

          TY  Address                            City                   ST   ZIP
XXXXXXXX  XXXXXXXXX0XXXXXXXXX0XXXXXXXXX0XXXXX   XXXXXXXXX0XXXXX   X   XXXXXXXXX0XXXXXXXXX0XXXXXXXXX0   XXXXXXXXX0 XXXXXXXXX  XXXXXXXXX

          X   XXXXXXXXX0XXXXXXXXX0XXXXXXXXX0     XXXXXXXXX0XXXXXXXXX0   XX   XXXXX

          X   XXXXXXXXX0XXXXXXXXX0XXXXXXXXX0     XXXXXXXXX0XXXXXXXXX0   XX   XXXXX

          X   XXXXXXXXX0XXXXXXXXX0XXXXXXXXX0     XXXXXXXXX0XXXXXXXXX0   XX   XXXXX

XXXXXXXX  XXXXXXXXX0XXXXXXXXX0XXXXXXXXX0XXXXX   XXXXXXXXX0XXXXX   X   XXXXXXXXX0XXXXXXXXX0XXXXXXXXX0   XXXXXXXXX0 XXXXXXXXX  XXXXXXXXX

          X   XXXXXXXXX0XXXXXXXXX0XXXXXXXXX0     XXXXXXXXX0XXXXXXXXX0   XX   XXXXX

          X   XXXXXXXXX0XXXXXXXXX0XXXXXXXXX0     XXXXXXXXX0XXXXXXXXX0   XX   XXXXX

          X   XXXXXXXXX0XXXXXXXXX0XXXXXXXXX0     XXXXXXXXX0XXXXXXXXX0   XX   XXXXX

	NEW MEXICO OMNICAID MMIS PROVIDER SUBSYSTEM 

REPORT EXHIBIT

	LEIE DATABASE MATCHING

	NMMP4000-RP026

	Column Name
	Description
	Source
	DED Number
	NoteRef

	LEIE Last Name
	LEIE last name.
	LEIE Input file
	
	

	LEIE First NAME
	LEIE first name.
	LEIE Input file
	
	

	LEIE Middle Name
	LEIE middle name.
	LEIE Input file
	
	

	LEIE BUSINESS NAME
	LEIE business name.
	LEIE Input file
	
	1

	LEIE ADDRESS LINE 
	LEIE address.
	LEIE Input file
	
	

	LEIE CITY
	LEIE city
	LEIE Input file
	
	

	LEIE STATE
	LEIE state.
	LEIE Input file
	
	

	LEIE ZIP
	LEIE zip
	LEIE Input file
	
	

	LEIE Date of birth
	LEIE date of birth
	LEIE Input file
	
	

	 Provider id
	A unique number the system assigns to the provider for MMIS claims processing.
	P_PROV_TB: 

P_ID
	
	

	Provider last name
	The providers last name.
	P_PROV_TB: P_LAST_NAM
	
	

	provider first name
	The providers first name.
	P_PROV_TB: P_FST_NAM
	
	

	provider middle intial
	The providers middles initial.
	P_PROV_TB:P_MI_NAM: 
	
	

	provider name
	The legal name of the provider.
	P_PROV_TB:P_NAM 
	
	

	provider npi
	The national provider id.
	P_PROV_TB: P_NPI_NUM
	
	

	Provider ssn
	The providers social security number
	P_PROV_TB: P_SSN_NUM
	
	

	provider fed tax id
	The providers federal tax identification number
	P_PROV_TB:P_FED_TAX_ID
	
	

	Mailing Type code
	Provider mailing type code. A code that describes that address as the mailing, billing or location address of the provider.
	P_ADDR_TB:

P_CD P_ADR_TY_CD
	
	

	ADDRESS
	The first line of the mailing address.
	P_ADDR_TB:

P_LINE1_AD
	
	

	city
	Provider City

The city of the provider’s mailing address.
	P_ADDR_TB:

P_CITY_NAM
	
	

	state
	Provider State Code

The abbreviation of the state of the provider’s mailing address.
	P_ADDR_TB:

P_ST_CD
	
	

	zip cd
	Provider Zip Code

The zip code of the provider’s mailing address.
	P_ADDR_TB:

P_ZIP5_CD
	
	


NEW MEXICO OMNICAID MMIS PROVIDER SUBSYSTEM

REPORT SPECIFICATION

PENDING APPLICATION REMINDER LISTING

	Report ID:  NMMP1100-RP027

	Frequency:

	Retention:
	Output Medium:
	Report Recipient:

	Weekly or On Request 
	10 Generations
	COLD 
	Provider Relations

	Description:
This is a listing of all providers whose applications for enrollment in the Medicaid program are pending. The providers are identified on the provider database by an enrollment status code.   Provider location address is printed.  This is a copy of the NMMP1100-RP027 report put into a delimited file for the State.  Makes it easy for data manipulation.  



	Sort Sequence(s) and Control Breaks

	Sort Sequence:

Application Date

Provider Type

Provider Name


	Total 

N

N

N
	Page Break

N

N

N
	

	Notes:

1. If Mail-to address does not exist, Billing address is used.  If Billing address also does not exist, Location address is used.

2.  Providers with a billing type code of “Encounter Only” do not get letters.
3. Provider types 211-218, 344, 463, 701-704, 801-803 do not get re-certification letters.
4. Provider types 201-205, 211-218, 221, 344, 463, 701-705, 801-803 do not get termination letters. 
5. The enrollment status associated with Pend date will be (40-Pending No Lic, 41–Pending Signed Agreement, 42-Pending Missing Doc, 43-Pending Rate Determination, 44-Pending Status Approval, 45-Pending W9 Missing or Incomplt and 46-Pend License/Cert Verif).


	Notes:

1.  Providers with a billing type code of “Encounter Only” are not included on the list.
2.  Providers are given pending statuses online.


                             NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM                          PROCESSING DATE:  99/99/9999
REPT:  NMMP1100-RP027                       HUMAN SERVICES DEPARTMENT                                   PROCESSING TIME:  99:99:99
                                                                                                                   PAGE:        1
PROV ID   ;NPI ID    ;NAME                               ;ADDR 1                        ;ADDR 2                        ;CITY              ;ST;CNTY;ENRL STAT TY CD;APPL DT   ;PEND DT   ;PROV TYPE;USER ID

XXXXXXXX  ; XXXXXXXXXX  ; XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX; XXXXXXXXXXXXXXXXXXXXXXXXXXXX; XXXXXXXXXXXXXXXXXXXXXXXXXXXX                              ; XXXXXXXXXXXXXXXXXXXX;XX; XX ; XX;99-99-9999;99-99-9999;XXX; XXXXXXX
XXXXXXXX  ; XXXXXXXXXX  ; XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX; XXXXXXXXXXXXXXXXXXXXXXXXXXXX; XXXXXXXXXXXXXXXXXXXXXXXXXXXX                              ; XXXXXXXXXXXXXXXXXXXX;XX; XX ; XX;99-99-9999;99-99-9999;XXX; XXXXXXX
XXXXXXXX  ; XXXXXXXXXX  ; XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX; XXXXXXXXXXXXXXXXXXXXXXXXXXXX; XXXXXXXXXXXXXXXXXXXXXXXXXXXX                              ; XXXXXXXXXXXXXXXXXXXX;XX; XX ; XX;99-99-9999;99-99-9999;XXX; XXXXXXX
XXXXXXXX  ; XXXXXXXXXX  ; XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX; XXXXXXXXXXXXXXXXXXXXXXXXXXXX; XXXXXXXXXXXXXXXXXXXXXXXXXXXX                              ; XXXXXXXXXXXXXXXXXXXX;XX; XX ; XX;99-99-9999;99-99-9999;XXX; XXXXXXX
NEW MEXICO OMNICAID MMIS PROVIDER SUBSYSTEM

REPORT EXHIBIT

PENDING APPLICATION REMINDER LISTING

NMMP1100-RP027

	Column Name
	Description
	Source
	DED Number

	Prov Num
	A unique number the system assigns to the provider for MMIS claims processing.  The last character is a check digit, and the system randomly assigns the remaining digits.
	P_PROV_TB:

P_ID
	

	NPI
	National Provider Identifier
	P_NPI_XMTCH_TB:

P_NPI_ID
	1595

	Provider Name
	The provider’s legal name.
	P_PROV_TB:

P_NAM
	

	Address
	The first address line.
	P_ADDR_TB:

P_LINE1_AD
	

	Address
	The second address line.
	P_ADDR_TB:

P_LINE2_AD
	

	City
	The address city.
	P_ADDR_TB:

P_CITY_NAM
	

	ST
	The address state.
	P_ADDR_TB:

P_ST_CD
	2638

	Cnty
	The address county.
	P_ADDR_TB:

P_CNTY_CD
	2639

	Stat
	Provider Enrollment Status Type Code
A code indicating the enrollment status of the provider.  The enrollment status is the primary mechanism that tracks the enrollment of a provider into the Medicaid program.
	P_ENROL_STAT_TB:

 P_ENROL_STAT_TY_CD


	

	Appl Date
	The date the provider signs the initial provider enrollment package.
	P_PROV_TB:

P_APPL_DT
	

	PEND DATE
	The effective date for the provider's status regarding participation as a Medicaid provider.
	P_ENROL_STAT_TB:

P_STAT_EFF_DT
	

	 Prov Type
	A code that designates the State’s classification of providers.

	P_PROV_TB:

P_TY_CD
	204

	 User ID #
	The ID of the user who requested the report.
	 P_RPT_REQ_TB:

G_AUD_USER_ID
	


This documentation is managed and provided by
Reports 3.3 – 1
 Xerox for the New Mexico Medicaid contract

