TEAM
KENTUCKY.

Authorized Delegate

Authorized Delegates are Kentucky Medicaid Partner Portal Application (KY MPPA) users
who have obtained written permission from the Provider, Group, or Entity to submit
information to DMS (Department for Medicaid Services) on their behalf. With this
permission, the Provider, Officer, Owner, or Board Member is not required to create a KY
MPPA account to review, e-Sign, and submit information to DMS. Any Partner Portal user
who works on behalf of a Provider, Group, or Entity can be an Authorized Delegate.

To become an Authorized Delegate the user must have a Partner Portal account in their
own name and with their own email address. They must also have an Authorized Delegate
form signed by the Provider, Officer, Owner, or Board Member.

The Authorized Delegate must:

e Belinked to an existing Medicaid ID with the Credentialing Agent role.

o To be linked to the Medicaid ID please call the Partner Portal Technical
Support Staff.

e Start new enrollment applications by selecting “l am a Credentialing Agent” and
only listing their email address in the Communication Email Address field on the 1.1
Basic Information screen.

e Choose the “Authorized Delegate” option on the 10.0 Submit screen when
submitting any item to DMS.

e Upload a copy of the Authorized Delegate form on the 10.0 Submit screen.

Kentucky.gov  Partner Portal TRAIN NS EN0 s )

Dashboard Apphicaton Mantenance {"A‘:lrﬁrmdeﬂ:e Admenistrabon

= esecl one of the three roles below

| am a Provider enrolling as an Individual
Lam an Owner. Officer or Board Membar who |s legally authorized 1o enroll 3 Group/Entity

| am a Credentialing Agent
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For further assistance with navigation, invitations, or account creation please contact the
Partner Portal Technical Support Center at 877-838-5085. Select option 1 and option 1,
again, to speak with a customer service representative.
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Completing the Authorized Delegate form

Provider, Group, Entity Officer ‘
Owner or Board Member name

Provider, Group,
Entity Officer
Owner or Board
Member name

Complete this
side for
Individual
Provider
Medicaid ID's
only.

For further assistance with navigation, invitations, or account creation please contact the

KY Deapartmant for Medicaid Services
Division of Program Integrity / Provider Licensing and Certification

KY Modicaid Partner Portal Application - Authorized Delegate Form

i . understand and acknowledge that | am legally responsible for my Kentucky
Medicaid Provider Number and to be in compliance with all applicable Medicaid Rules and Regulations as outlined

n 42 USE Section 13200-7h, KRS 205, %07 KAR 1:671, or 507 EAR 1:672, Ilnmmlhlmmm*unamlu .

basis my Kentucky Medcaid Provider file for accuracy, which will require a Kentucky Medlunu Pgn-tr RN

An:llcahﬂn [KY BMPPA] account.

i |t hereby suthorize {amuual. group, entity), or their

duly appointed designee, when completing Kentucky Department for Mednld Services (XY DMS) Provider "

Enroliment information (new, revalidation, and maintenance information 10 be updated) and electronically
submitting to KY DMS:

L To act as a proxy agent for me in the preparation, signature, and submission of New Enroliment,
Maintenance information, and Revalidations. This proxy includes creating a user account into the internet-
based systems of the KEY DMS, Kentucky Medicaid Partner Portal Application [KY BMPPA).

2. Torelease my signature electronically, of electronically sign, all KY MPPA applications and only KY MPPA
applications necessary for enroliment and updates to required information for KY  Medicald Provider
Ligensing and Certification,

This proxy applies only to KY DMS Provider Licensing and Certification activities as outlined above,

Initial Submigsion; The initial submission of this form requires signature to be within 30 days of submission of a
Maintenance, Revalld or new Enroll . The effective date of this delegation shall run untdl the next

Revalidation date of my Kentucky Medicaid Provider information, on file with KY DMS Provider Licensing and
Certification. This time period shall be no longer than 5 years from date of my ensoliment, or untdl revoked by
miyself, the Provider, Owner, Officer or Board member, or at a time of a change of information that requires being
updated with KY DMS, i.e., name change.

Bewoking Delegation: To revoke this delegation, | acknowledge that | must go into (or create an account with) the
Kentucky Online Gateway (KOG), and de-link the credentialing agent andfor Authorized Delegave, therety

prohibiting the credentialing agent and/or Authorized Delegate from parforming updates to my KY hMedicaid
information,

mumrmm-m mﬂin.quu‘
Mame Printed: Ownar/Officer or Board Mamber Name Printed:
Individual Provider NPL: Growp NP
Social Security Number: Social Security Number: N/A to Groug/Entity
Federal Tax identification Number: N/A 1o an Group Federal Tax Identification Number:
Inddividial Provider
Individual Provider Signatune: Growp Owner (Officer or Board Member Signature:
Date Signed: | Date Signed:
Authorized Delegate Form Orctober 2019, Version2.0

Credentialing
Agent or
Credentialing

| Organization

Name

Complete
this side for
Group or
Entity

" Medicaid
1D's only.

Partner Portal Technical Support Center at 877-838-5085. Select option 1 and option 1,
again, to speak with a customer service representative.
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Form and Signature Requirements

The initial submission of the Authorized Delegate form requires the signature to be within
30 days of submission of a Maintenance, Revalidation, or New Enrollment.

The effective date of the delegation shall be no longer than five years from the date of the
enrollment, or until revoked by the Authorized Delegate, the Provider, Owner, Officer, or
Board Member, or at a time of a change of information requires being updated with
Kentucky DMS (i.e. Provider or Authorized Delegate’s name changes).

Submitting as an Authorized Delegate

e Onthe 10.0 Submit screen, select “Authorized Delegate”.

e Ifthisis the first time submitting an Authorized Delegate form, select “No Form
Found”.

e Browse files on your computer to locate the file and upload it to Partner Portal then
complete the e-Signature page.
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If no form has

" = previc:usly been

Subma .

uploaded, you will see

g “No form found” and will
be required to upbad

8 e b the form.
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Subamut as

[ ] rgdenbakng Agant - Sand to Prowder to Submd Proy #il log-n to Pariner Portal and submi appic ation

2 & Authorized Delegaie - E-sgn and Submit on bebeZ-of the Prowder (Requres Authorzed Debegate form)

< Click on Ik 10 re -ea‘:-‘o

-] Ok hery i cownioag’ Tempiade o A Aaringr fortal dushorgi Detegate Listier

10,0 Submit i Upload the completed Authorzed Delegate form and Chick on E-sign & Submi
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For further assistance with navigation, invitations, or account creation please contact the
Partner Portal Technical Support Center at 877-838-5085. Select option 1 and option 1,
again, to speak with a customer service representative.
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