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Regular Individual Enrollment Checklist

A Regular Individual Provider is a provider that owns his/her own practice. This provider will receive
payments directly from SDMA for services rendered at their practice.
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The table below contains a list of required fields for each step when enrolling as a Regular Individual Provider.
In the parenthesis you will find the options for that field. If there are a large number of options for the required
fields, those options are located at the bottom of the document (See Required Field Names in bold)

Step 1 Provider Basic Information

Required Field

Prior Selection (If field is
conditional required)

Your Data

Tax ldentifier Type (FEIN, SSN)

FEIN

Tax Identifier Type: FEIN

Organization Name

Tax Identifier Type:

Organization Business Name

Tax Identifier Type:

SSN

Tax ldentifier Type:

Provider First Name

Tax Identifier Type:

Provider Last Name

Tax Identifier Typ

Servicing Type (Regular Individual,
Servicing only)

Tax Identifier T

NPI

W-9 Entity Type_

W-9 Entity Type (If Other)

Enrollment Request Date

Required Field

required)

Your Data

Location Type (Base and Servicing)

Location Name

Accept New Recipient (Yes, No
Business Name at This Locati
Contact First Name

Contact Last Name

Address

Phone Number

Communication
Preference: E-Mailil

Authorization

Step 3 Specializations

Required Field

Prior Selection (If field is
conditional required)

Your Data

Location (select from pre
locations)

Administration

Provider Type_

Specialty (Depends on Provider Type
selected)

Associated Subspecialties (Depends on
Specialty selected)
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Step 4 Ownership Details

Required Field Prior Selection (If field is Your Data
conditional required)

Owner Type (Individual Ownership,
Organization Ownership)

SSN/FEIN

Parent Organization

Parent Organization (If Other) Parent Organization:
Other

Percentage Owned

Relationship to Provider (Child, None,
Parent, Self, Sibling, Spouse)

Ownership Start Date

Address of Owner

Operator Type (Lessee, Management
Contract, Sublessee)

Operator SSN/FEIN

Operator Doing Business As

Operator Organization Name

Operator Start Date

Operator Address

Managing or convicted employee name(s)

Required Field Your Data

Location (chosen from dropd

License/Certification Typ

License/Certification #

Effective Date

End Date

Required Field ion (If field is Your Data

required)

Start Date

2p 9 Malpractice Insurance Information

Required Field

Prior Selection (If field is Your Data
conditional required)

Location (chosen from ©

Malpractice Insurance Na

Step 10 Federal Tax Details

Required Field Prior Selection (If field is Your Data
conditional required)

Address

Phone Number

Step 11 Claim Submission Method
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Required Field

Prior Selection (If field is
conditional required)

Your Data

None (It is recommended that you select at
least one Mode.) (Web Batch, Billing
Agent/Clearinghouse, FTP Secured Batch,

Online(Direct Data Entry))

Claim Submission Method

Required Step

Web Batch

Billing Agent

FTP Secure Batch

Online (Direct Data Entry)

Step 12

Required Field

Your Data

Software Vendor Company Name

Software Product Name

Software Version

Software Protocol

Contact Title (Software Vendor)

Contact First Name (Software

) 13 EDI'S itter Details
ior Sele (If field is
.3 uired)

Your Data

ransaction Response:
Yes

Step 14 EDI Contact Information

Required Field

Prior Selection (If field is
conditional required)

Your Data

EDI Contact Title

EDI Contact First Name

EDI Contact Last Name

EDI Contact Phone Number

EDI Contact Address

Associated Transactions

Step 15

Billing Provider Information

Required Field

Prior Selection (If field is
conditional required)

Your Data
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Step 16 Payment Details

Required Field Prior Selection (If field is Your Data
conditional required)

Location

Payment Method

Bank Name

Routing Number

Account Number

Account Type

Payment Notification Preference (E-Mail,
Letter)

E-mail Address Payment Notificati
Preference: E-

Step 17 Complete Enrog Checklist

Required Information nswer is Yes

Have you or any employee ever had an Assessment t
(Yes, No) (If Yes, a comment is required)

Have you or any employee ever had an Administrative San
you? (Yes, No) (If Yes, a comment is required

Have you or any employee ever had a Susp
you? (Yes, No) (If Yes, a comment is require

Have you or any employee ever had a Restit
(Yes, No) (If Yes, a comment is required)

Judgment Pend

0) (If Yes, a comment is required)

en placed on the MED, LEIE, or similar
ent is required)

2en charged with or convicted of any theft
If Yes, a comment is required)

Has any state or federa
administrative action aga
comment is required)

care program ever taken any type of
applicant or employees? (Yes, No) (If Yes, a

Has Applicant, or employees, ever been charged with or convicted of any
health related crimes? (Yes, No) (If Yes, a comment is required)

Has Applicant, or employees, ever been charged with or convicted of a crime
involving the abuse of a child or an elderly adult? (Yes, No) (If Yes, a
comment is required)
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Step 18 View/Upload Attachments

Required Field

Prior Selection (If field is Your Data
conditional required)

Wheelchair Addendum (if applicable)

Verification of Service (Out of State
Provider) (if applicable)

School Addendum (if applicable)

PCP Addendum (if applicable)

Licenses and Certifications (if applicable)

EDI Required Documentation (if
applicable)

Contracts and Agreements (if applicable)

Attestation Form (if applicable)

Step 19 Submi

t Enrollment Ap n for Review

Required Field

Prior Selecti
condition

None
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List of options for required fields

W-9 Entity Type: (Corporation, Governmental Entity, Hospital Exempt from Tax or BACK
Government Owned, Individual/Sole Proprietor, LLC Filing as Corporation, LLC Filing as
Disregarded Entity, LLC Filing as a Partnership, LLC Filing as Sole Proprietor, LTC Facility
Exempt from Tax or Government Owned, Other, Partnership)

Provider Type: (10 - Behavioral Health & Social Service Providers, 11 - Chiropractic
Providers, 12 - Dental Providers, 13 - Dietary & Nutritional Service Providers, ye and

Vision Services Provider, 16 - Nursing Service Providers, 17 - Other Servic ers, 18 -
Pharmacy Service Providers, 19 — Group, 20 - Allopathic & Osteopathic P

BACK

Rehabilitative and Restorative Service Providers, 23 - Speech, Lan ing Service
Providers, 24 - Technologists, Technicians & Other Technical Seryxic
Agencies, 26 - Ambulatory Health Care Facilities, 27 - Hospital dnits, 28 — i —

Residential Treatment Facilities, 33 — Suppliers, 34 - Tra
Assistants & Advanced Practice Nursing Providers, 37
- Respite Care Facility)

ion Services, 36 - Physician
ng Service Related Providers; 3‘
Parent Organization: (Accredo Health Group, Alegent He als and Clinics, BACK
Apria Healthcare, Avera Health, Banner Health Bethesda H

Initiatives, Evangelical Lutheran Good Samarita [ i Iden Living, Hennepin

Health Clinic, MedCenter One Health, Mercy W i alth System, None,

Other, Planned Parenthood, Regional Health, ] [
License/Certification Type: (ABCD Certification, A ' ification, BACK
Agency/Facility License, Air Amb [ , C bulatory Surgical

Center Certification, American iati Speech Hearing

Language Association Cert ifi e American Board of Sleep

Medicine, Business Lice ~ ificati HAP Certification, CLIA Certification,
Permit, DEA Number,

of Oral Surgery Reside ificatiop [
DHHS/BDS License, Dent [ ' ermit, Graduation of Residency
i [ ) me Health Agency License,
, Letter of Registration, Medicare
ing Home License, PROF. BD Certification, Pharmacy
i gistration, Professional License, RNFA Certification,

' t of Health Diabetes Recognition Letter, SD Dept

i p Lab Accreditation by the American Academy
se, X-Ray Technologist Registration)

of Huma
of Sleep

igibility Inquiry, 271 - Eligibility Response, 276 - Claim Back
esponse, 277U - Unsolicited Claims Status Response, 278
Prior Authorization Response, 820 - Premium Payment
(For MCO Providers Benefit Enrollment (For MCO Providers Only), 835 -
Healthcare Claim Pay ice, 837D - Dental Claim outbound, 837D - Dental Claim, 8371 -
Institutional Claim outbound, 837P - Professional Claim, 837P - Professional Claim outbound
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