Dear Organization Provider,

Thank you for your interest in enrolling as a North Carolina Medicaid Provider. In order for us to

complete the process, please mail the following documents to CSC:

Complete and sign the following required documents:

· In State/Border Organization Provider Enrollment Application. The Authorized Individual listed on page 5 of the application must sign and date this application.

· NC Department Of Health And Human Services (DHHS) Provider Administrative Participation Agreement

· False Claims Letter of Attestation

· NC Division Of Medical Assistance (DMA) Provider Certification For Signature On File

· NC DHHS DMA Electronic Claims Submission (ECS) Agreement

· Substitute W-9 Request for Taxpayer Identification Number and Certification

You must also provide a current copy of the following:

· National Plan and Provider Enumeration System (NPPES) Letter

· Licenses, certifications, accreditations, endorsements, etc.

· Border Providers: Your home state’s Medicaid welcome letter.

Retain a copy of your completed In State/Border Organization Provider Enrollment Application

packet and all documentation submitted for your records. You will be notified by mail once the

enrollment process has been completed.

Billing information and clinical coverage polices (DMA): http://www.ncdhhs.gov/dma/provider/
Thank you again for your interest. If you have any questions or need additional information,

please feel free to contact NC Medicaid Provider Enrollment at the CSC EVC Center at 866-844-1113 or email the CSC EVC Center at NCMedicaid@csc.com.
Insert page 1 of NCDHHS In State Organization Provider Enrollment Application here
	CABHA Services (Choose all that apply)

	In order to become a CABHA provider, you must provide the following three services:


 FORMCHECKBOX 
 Comprehensive Clinical Assessment

 FORMCHECKBOX 
 Medication Management

 FORMCHECKBOX 
 Outpatient Therapy
	In addition to the three above, you must also select a minimum of two services below:


 FORMCHECKBOX 
 Assertive Community Treatment Team

 FORMCHECKBOX 
 Child and Adolescent Day Treatment

 FORMCHECKBOX 
 Child Residential Level II-Family/Program Type, III, or IV

 FORMCHECKBOX 
 Community Support Team

 FORMCHECKBOX 
 Intensive In-Home

 FORMCHECKBOX 
 Multi-Systemic Therapy

 FORMCHECKBOX 
 Opioid Treatment

 FORMCHECKBOX 
 Partial Hospitalization

 FORMCHECKBOX 
 Psychosocial Rehabilitation

 FORMCHECKBOX 
 Substance Abuse Comprehensive Outpatient Treatment Program

 FORMCHECKBOX 
 Substance Abuse Intensive Outpatient Program

 FORMCHECKBOX 
 Substance Abuse Medically Monitored Community Residential Treatment

 FORMCHECKBOX 
 Substance Abuse Non-Medical Community Residential Treatment
 FORMCHECKBOX 
 Therapeutic Family Services
	In addition to the above, you may also provide the following two services below:


 FORMCHECKBOX 
 Targeted Case Management for Mental Health and Substance Abuse

 FORMCHECKBOX 
 Peer Support

	Group Homes

	Bed Accommodations

	Type of Bed Accommodations
	# of

beds

	Residential Treatment Level II
	

	Residential Treatment Level III
	

	Residential treatment Level IV
	


Please complete the following to identify the attending providers to be identified with your CABHA:

	Attending Providers Information to be identified with this CABHA

	Attending Provider Name
	Medicaid Provider #
	NPI #

	
	
	


Identify the CABHA service(s) this attending will be responsible for: 

 FORMCHECKBOX 
 Comprehensive Clinical Assessment

 FORMCHECKBOX 
 Medication Management

 FORMCHECKBOX 
 Outpatient Therapy

 FORMCHECKBOX 
 Targeted Case Management for Mental Health and Substance Abuse

 FORMCHECKBOX 
 Assertive Community Treatment Team

 FORMCHECKBOX 
 Child and Adolescent Day Treatment

 FORMCHECKBOX 
 Child Residential Level II-Family/Program Type, III, or IV

 FORMCHECKBOX 
 Community Support Team

 FORMCHECKBOX 
 Intensive In-Home
 FORMCHECKBOX 
 Multi-Systemic Therapy

 FORMCHECKBOX 
 Opioid Treatment

 FORMCHECKBOX 
 Partial Hospitalization

 FORMCHECKBOX 
 Peer Support

 FORMCHECKBOX 
 Psychosocial Rehabilitation

 FORMCHECKBOX 
 Substance Abuse Comprehensive Outpatient Treatment Program

 FORMCHECKBOX 
 Substance Abuse Intensive Outpatient Program

 FORMCHECKBOX 
 Substance Abuse Medically Monitored Community Residential Treatment

 FORMCHECKBOX 
 Substance Abuse Non-Medical Community Residential Treatment

 FORMCHECKBOX 
 Therapeutic Family Services
	Attending Providers Information to be identified with this CABHA

	Attending Provider Name
	Medicaid Provider #
	NPI #

	
	
	


Identify the CABHA service(s) this attending will be responsible for: 

 FORMCHECKBOX 
 Comprehensive Clinical Assessment

 FORMCHECKBOX 
 Medication Management

 FORMCHECKBOX 
 Outpatient Therapy

 FORMCHECKBOX 
 Targeted Case Management for Mental Health and Substance Abuse

 FORMCHECKBOX 
 Assertive Community Treatment Team

 FORMCHECKBOX 
 Child and Adolescent Day Treatment

 FORMCHECKBOX 
 Child Residential Level II-Family/Program Type, III, or IV

 FORMCHECKBOX 
 Community Support Team

 FORMCHECKBOX 
 Intensive In-Home
 FORMCHECKBOX 
 Multi-Systemic Therapy

 FORMCHECKBOX 
 Opioid Treatment

 FORMCHECKBOX 
 Partial Hospitalization

 FORMCHECKBOX 
 Peer Support

 FORMCHECKBOX 
 Psychosocial Rehabilitation

 FORMCHECKBOX 
 Substance Abuse Comprehensive Outpatient Treatment Program

 FORMCHECKBOX 
 Substance Abuse Intensive Outpatient Program

 FORMCHECKBOX 
 Substance Abuse Medically Monitored Community Residential Treatment

 FORMCHECKBOX 
 Substance Abuse Non-Medical Community Residential Treatment

 FORMCHECKBOX 
 Therapeutic Family Services

	Attending Providers Information to be identified with this CABHA

	Attending Provider Name
	Medicaid Provider #
	NPI #

	
	
	


Identify the CABHA service(s) this attending will be responsible for: 

 FORMCHECKBOX 
 Comprehensive Clinical Assessment

 FORMCHECKBOX 
 Medication Management

 FORMCHECKBOX 
 Outpatient Therapy

 FORMCHECKBOX 
 Targeted Case Management for Mental Health and Substance Abuse

 FORMCHECKBOX 
 Assertive Community Treatment Team

 FORMCHECKBOX 
 Child and Adolescent Day Treatment

 FORMCHECKBOX 
 Child Residential Level II-Family/Program Type, III, or IV

 FORMCHECKBOX 
 Community Support Team

 FORMCHECKBOX 
 Intensive In-Home

 FORMCHECKBOX 
 Multi-Systemic Therapy

 FORMCHECKBOX 
 Opioid Treatment

 FORMCHECKBOX 
 Partial Hospitalization

 FORMCHECKBOX 
 Peer Support

 FORMCHECKBOX 
 Psychosocial Rehabilitation

 FORMCHECKBOX 
 Substance Abuse Comprehensive Outpatient Treatment Program

 FORMCHECKBOX 
 Substance Abuse Intensive Outpatient Program

 FORMCHECKBOX 
 Substance Abuse Medically Monitored Community Residential Treatment

 FORMCHECKBOX 
 Substance Abuse Non-Medical Community Residential Treatment

 FORMCHECKBOX 
 Therapeutic Family Services

	Attending Providers Information to be identified with this CABHA

	Attending Provider Name
	Medicaid Provider #
	NPI #

	
	
	


Identify the CABHA service(s) this attending will be responsible for: 

 FORMCHECKBOX 
 Comprehensive Clinical Assessment

 FORMCHECKBOX 
 Medication Management

 FORMCHECKBOX 
 Outpatient Therapy

 FORMCHECKBOX 
 Targeted Case Management for Mental Health and Substance Abuse

 FORMCHECKBOX 
 Assertive Community Treatment Team

 FORMCHECKBOX 
 Child and Adolescent Day Treatment

 FORMCHECKBOX 
 Child Residential Level II-Family/Program Type, III, or IV

 FORMCHECKBOX 
 Community Support Team

 FORMCHECKBOX 
 Intensive In-Home
 FORMCHECKBOX 
 Multi-Systemic Therapy

 FORMCHECKBOX 
 Opioid Treatment

 FORMCHECKBOX 
 Partial Hospitalization

 FORMCHECKBOX 
 Peer Support

 FORMCHECKBOX 
 Psychosocial Rehabilitation

 FORMCHECKBOX 
 Substance Abuse Comprehensive Outpatient Treatment Program

 FORMCHECKBOX 
 Substance Abuse Intensive Outpatient Program

 FORMCHECKBOX 
 Substance Abuse Medically Monitored Community Residential Treatment

 FORMCHECKBOX 
 Substance Abuse Non-Medical Community Residential Treatment

 FORMCHECKBOX 
 Therapeutic Family Services

	Attending Providers Information to be identified with this CABHA

	Attending Provider Name
	Medicaid Provider #
	NPI #

	
	
	


Identify the CABHA service(s) this attending will be responsible for: 

 FORMCHECKBOX 
 Comprehensive Clinical Assessment

 FORMCHECKBOX 
 Medication Management

 FORMCHECKBOX 
 Outpatient Therapy

 FORMCHECKBOX 
 Targeted Case Management for Mental Health and Substance Abuse

 FORMCHECKBOX 
 Assertive Community Treatment Team

 FORMCHECKBOX 
 Child and Adolescent Day Treatment

 FORMCHECKBOX 
 Child Residential Level II-Family/Program Type, III, or IV

 FORMCHECKBOX 
 Community Support Team

 FORMCHECKBOX 
 Intensive In-Home
 FORMCHECKBOX 
 Multi-Systemic Therapy

 FORMCHECKBOX 
 Opioid Treatment

 FORMCHECKBOX 
 Partial Hospitalization

 FORMCHECKBOX 
 Peer Support

 FORMCHECKBOX 
 Psychosocial Rehabilitation

 FORMCHECKBOX 
 Substance Abuse Comprehensive Outpatient Treatment Program

 FORMCHECKBOX 
 Substance Abuse Intensive Outpatient Program

 FORMCHECKBOX 
 Substance Abuse Medically Monitored Community Residential Treatment

 FORMCHECKBOX 
 Substance Abuse Non-Medical Community Residential Treatment

 FORMCHECKBOX 
 Therapeutic Family Services

	Attending Providers Information to be identified with this CABHA

	Attending Provider Name
	Medicaid Provider #
	NPI #

	
	
	


Identify the CABHA service(s) this attending will be responsible for: 

 FORMCHECKBOX 
 Comprehensive Clinical Assessment

 FORMCHECKBOX 
 Medication Management

 FORMCHECKBOX 
 Outpatient Therapy

 FORMCHECKBOX 
 Targeted Case Management for Mental Health and Substance Abuse

 FORMCHECKBOX 
 Assertive Community Treatment Team

 FORMCHECKBOX 
 Child and Adolescent Day Treatment

 FORMCHECKBOX 
 Child Residential Level II-Family/Program Type, III, or IV

 FORMCHECKBOX 
 Community Support Team

 FORMCHECKBOX 
 Intensive In-Home
 FORMCHECKBOX 
 Multi-Systemic Therapy

 FORMCHECKBOX 
 Opioid Treatment

 FORMCHECKBOX 
 Partial Hospitalization

 FORMCHECKBOX 
 Peer Support

 FORMCHECKBOX 
 Psychosocial Rehabilitation

 FORMCHECKBOX 
 Substance Abuse Comprehensive Outpatient Treatment Program

 FORMCHECKBOX 
 Substance Abuse Intensive Outpatient Program

 FORMCHECKBOX 
 Substance Abuse Medically Monitored Community Residential Treatment

 FORMCHECKBOX 
 Substance Abuse Non-Medical Community Residential Treatment

 FORMCHECKBOX 
 Therapeutic Family Services

	Attending Providers Information to be identified with this CABHA

	Attending Provider Name
	Medicaid Provider #
	NPI #

	
	
	


Identify the CABHA service(s) this attending will be responsible for: 

 FORMCHECKBOX 
 Comprehensive Clinical Assessment

 FORMCHECKBOX 
 Medication Management

 FORMCHECKBOX 
 Outpatient Therapy

 FORMCHECKBOX 
 Targeted Case Management for Mental Health and Substance Abuse

 FORMCHECKBOX 
 Assertive Community Treatment Team

 FORMCHECKBOX 
 Child and Adolescent Day Treatment

 FORMCHECKBOX 
 Child Residential Level II-Family/Program Type, III, or IV

 FORMCHECKBOX 
 Community Support Team

 FORMCHECKBOX 
 Intensive In-Home
 FORMCHECKBOX 
 Multi-Systemic Therapy

 FORMCHECKBOX 
 Opioid Treatment

 FORMCHECKBOX 
 Partial Hospitalization

 FORMCHECKBOX 
 Peer Support

 FORMCHECKBOX 
 Psychosocial Rehabilitation

 FORMCHECKBOX 
 Substance Abuse Comprehensive Outpatient Treatment Program

 FORMCHECKBOX 
 Substance Abuse Intensive Outpatient Program

 FORMCHECKBOX 
 Substance Abuse Medically Monitored Community Residential Treatment

 FORMCHECKBOX 
 Substance Abuse Non-Medical Community Residential Treatment

 FORMCHECKBOX 
 Therapeutic Family Services

	Attending Providers Information to be identified with this CABHA

	Attending Provider Name
	Medicaid Provider #
	NPI #

	
	
	


Identify the CABHA service(s) this attending will be responsible for: 

 FORMCHECKBOX 
 Comprehensive Clinical Assessment

 FORMCHECKBOX 
 Medication Management

 FORMCHECKBOX 
 Outpatient Therapy

 FORMCHECKBOX 
 Targeted Case Management for Mental Health and Substance Abuse

 FORMCHECKBOX 
 Assertive Community Treatment Team

 FORMCHECKBOX 
 Child and Adolescent Day Treatment

 FORMCHECKBOX 
 Child Residential Level II-Family/Program Type, III, or IV

 FORMCHECKBOX 
 Community Support Team

 FORMCHECKBOX 
 Intensive In-Home
 FORMCHECKBOX 
 Multi-Systemic Therapy

 FORMCHECKBOX 
 Opioid Treatment

 FORMCHECKBOX 
 Partial Hospitalization

 FORMCHECKBOX 
 Peer Support

 FORMCHECKBOX 
 Psychosocial Rehabilitation

 FORMCHECKBOX 
 Substance Abuse Comprehensive Outpatient Treatment Program

 FORMCHECKBOX 
 Substance Abuse Intensive Outpatient Program

 FORMCHECKBOX 
 Substance Abuse Medically Monitored Community Residential Treatment

 FORMCHECKBOX 
 Substance Abuse Non-Medical Community Residential Treatment

 FORMCHECKBOX 
 Therapeutic Family Services

	Attending Providers Information to be identified with this CABHA

	Attending Provider Name
	Medicaid Provider #
	NPI #

	
	
	


Identify the CABHA service(s) this attending will be responsible for: 

 FORMCHECKBOX 
 Comprehensive Clinical Assessment

 FORMCHECKBOX 
 Medication Management

 FORMCHECKBOX 
 Outpatient Therapy

 FORMCHECKBOX 
 Targeted Case Management for Mental Health and Substance Abuse

 FORMCHECKBOX 
 Assertive Community Treatment Team

 FORMCHECKBOX 
 Child and Adolescent Day Treatment

 FORMCHECKBOX 
 Child Residential Level II-Family/Program Type, III, or IV

 FORMCHECKBOX 
 Community Support Team

 FORMCHECKBOX 
 Intensive In-Home

 FORMCHECKBOX 
 Multi-Systemic Therapy

 FORMCHECKBOX 
 Opioid Treatment

 FORMCHECKBOX 
 Partial Hospitalization

 FORMCHECKBOX 
 Peer Support

 FORMCHECKBOX 
 Psychosocial Rehabilitation

 FORMCHECKBOX 
 Substance Abuse Comprehensive Outpatient Treatment Program

 FORMCHECKBOX 
 Substance Abuse Intensive Outpatient Program

 FORMCHECKBOX 
 Substance Abuse Medically Monitored Community Residential Treatment

 FORMCHECKBOX 
 Substance Abuse Non-Medical Community Residential Treatment

 FORMCHECKBOX 
 Therapeutic Family Services

	Attending Providers Information to be identified with this CABHA

	Attending Provider Name
	Medicaid Provider #
	NPI #

	
	
	


Identify the CABHA service(s) this attending will be responsible for: 

 FORMCHECKBOX 
 Comprehensive Clinical Assessment

 FORMCHECKBOX 
 Medication Management

 FORMCHECKBOX 
 Outpatient Therapy

 FORMCHECKBOX 
 Targeted Case Management for Mental Health and Substance Abuse

 FORMCHECKBOX 
 Assertive Community Treatment Team

 FORMCHECKBOX 
 Child and Adolescent Day Treatment

 FORMCHECKBOX 
 Child Residential Level II-Family/Program Type, III, or IV

 FORMCHECKBOX 
 Community Support Team

 FORMCHECKBOX 
 Intensive In-Home

 FORMCHECKBOX 
 Multi-Systemic Therapy

 FORMCHECKBOX 
 Opioid Treatment

 FORMCHECKBOX 
 Partial Hospitalization

 FORMCHECKBOX 
 Peer Support

 FORMCHECKBOX 
 Psychosocial Rehabilitation

 FORMCHECKBOX 
 Substance Abuse Comprehensive Outpatient Treatment Program

 FORMCHECKBOX 
 Substance Abuse Intensive Outpatient Program

 FORMCHECKBOX 
 Substance Abuse Medically Monitored Community Residential Treatment

 FORMCHECKBOX 
 Substance Abuse Non-Medical Community Residential Treatment

 FORMCHECKBOX 
 Therapeutic Family Services

(Copy and include additional attending provider number pages as needed)
Insert other necessary pages from the NCDHHS In State Organization Provider Enrollment Application
