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ND MMIS QSP HCBS/DD PROFESSIONAL

WEB PORTAL TRAINING

LAURA HOLZWORTH, MEDICAL SERVICES DIVISION



ND MMIS Web Portal QSP  HCBS/DD Professional Claim 

Form Submission Instructions

Go to 

https://mmis.nd.gov/portals/wps/portal/EnterpriseHome

https://mmis.nd.gov/portals/wps/portal/EnterpriseHome


➢ Sign In - Provider
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➢ Provider Login
• USER ID and Password
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➢ Submit a Claim
• Claims

• Create Claims

• Create Professional Claim 
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➢New Professional Claim
• Is this a void/replacement?

✓ Defaults to “No.” 

✓ Select “Yes” only if you are replacing or voiding a previously 

processed claim.
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➢New Professional Claim
• Is this a void/replacement?

✓ Select “Yes” only if you are replacing or voiding a previously 

processed claim.

✓ Resubmission Type Code – Replacement or Void

✓ TCN to Void/Replace
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➢Enter - Billing Provider Taxonomy Code

➢Enter - Billing Provider Tax ID or SSN Number
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➢ Additional Billing Provider Information
• REQUIRED

• Select - Entity Qualifier – non-person or person

• Enter – Org/Last Name, Address, City, State and Zip Code
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➢ Is the Billing Provider also the Pay-To Address?
• Required - Defaults to “Yes” 

• Pay-To Address is different, select “No”

✓ Complete the Pay-To Address section with the Billing Provider 

Name, Address, City, State and Zip Code 
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➢ Is the Billing Provider also the Rendering Provider?
• Required - Default to “Yes”

• Rendering (Performing) Provider is different select “No”

✓ Enter – Rendering (Performing) Provider Medicaid Provider ID

✓ Enter – Rendering (Performing) Provider NPI Number

✓ Enter – Rendering (Performing) Provider Taxonomy Code
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➢ Member Information
• REQUIRED

• Enter - Member’s 9-digit ID number

• Enter - Member’s Last Name

• Enter - Member’s First Name

• Enter - Member’s Date of Birth

✓ Use format: MM/DD/YYYY

• Enter - Member’s Gender

✓ F = Female

✓ M = Male
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oMember Address
• REQUIRED

• Enter - Member’s Address, City, State and Zip Code
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➢ Claim Information
• Is this claim accident related?

✓ Yes or No

• Service Authorization # - if applicable

• Referral # - if applicable
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➢ Claim Note
• Add any pertinent information

✓ Example Note: Proving the One-Year Timely Filing Limit Policy 

Remittance Advice (RA) Date and TCN Number
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➢ Does this claim have Attachments? 
• Yes or No

✓ Yes

✓ Add Attachment
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Faxing in an Attachment



➢ Type Attachment
• Select the appropriate type of attachment

✓ Example:  Discharge Summary
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➢ Delivery Method
• Select the Facsimilie

• Faxed documentation needs to have a SFN177 cover form

• SFN 177 link: https://www.nd.gov/eforms/Doc/sfn00177.pdf

➢ SAVE

➢ Claim Submitted Confirmation Page may be substituted for the SFN 177
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https://www.nd.gov/eforms/Doc/sfn00177.pdf


MMIS ATTACHMENT COVER SHEET – SFN 177

➢ Required
• Provider NPI or Medicaid Number

• Member Medicaid Number

• Type of Attachment – Select only one
✓ Claim - Transaction Control Number (TCN)

✓ Service Authorization (SA) – SA Number

✓ Referral – Referral Number

✓ Other - Description
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➢ Does this claim have Attachments? 
• Yes or No

✓ Yes

✓ Add Attachment
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Electronic Only in an e-Attachment



➢ Type Attachment
• Select the appropriate type of attachment

✓ Example:  Discharge Summary
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➢ Delivery Method
• Select the Electronic Only

➢ Save
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➢ Save – System successfully saved the Information
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➢ File Name
• Cannot be more than 55 characters 

• Cannot have special characters: example !@#$

➢ Select Browse
• Insert/select file that is saved to your computer

➢ Description
• Content of attachment:  example Visit Documentation

➢ SAVE 
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➢ File Name
• Cannot be more than 55 characters 

• Cannot have special characters: example !@#$

➢ Select Browse
• Insert/select file that is saved to your computer

➢ Description
• Content of attachment:  example Periodontal Chart

➢ SAVE
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➢ Save – System successfully saved the Information

➢ Claim Attachment and Claim e-Attachment must be completed

➢ Note: If resubmitting/adjusting a claim, all documents need to be attached again.



➢ Claim Data
• Patient Account #

• Place of Service

• Assignment Code

• Benefits Assignment Certification

• Release of Information Code
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➢ Diagnosis Codes
• REQUIRED

• Version #  - Defaults to ICD-10 - if Date of Service is older than 

10/01/2015 select ICD-09

• Principal Diagnosis Code

✓ Enter the Diagnosis Code for the Member’s primary, 

secondary condition ect.
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➢ New Line Item 
• Service Date Begin and Service Date End - Use format: MM/DD/YYYY

• Place of Service

• Procedure Code

• Modifiers – if applicable

• Line Item Charge Amount

• Diagnosis Pointers – Primary, Secondary ect.

• Unit Code and Units
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➢ Service Authorization – if applicable
• Service Authorization #

• Referral # - if applicable

➢ Additional Service Line Information – if applicable
• EPSDT Indicator 

• Family Planning Indicator

• Emergency Indicator

• Co-pay Status
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➢ Print and Save for your records
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