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For Application Questions:
Plan First
PO Box 202915
Helena MT 59620

1-855-854-1399 In-State Toll Free
1-406-444-6446 Helena Area and Out of State
MT Relay Service 711

Email: planfirst@mt.gov
Fax: 1-406-444-3846
Website: dphhs.mt.gov/planfirst

For Provider Enrollment or Claims Questions:
Provider Relations Unit and Provider Enroliment Unit
PO Box 4936
Helena MT 59604

1-800-624-3958 In-State and Out-of-State
1-406-442-1837 Helena
Email: MTPRHelpdesk@ACS-inc.com

Send paper claims to:
Claims Processing Unit
PO Box 8000
Helena MT 59604

Provider Policy Questions:
Liz LeLacheur
1-406-444-6002
Email: elelacheur@mt.gov
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Plan First is a State of Montana program that covers family planning services for eligible
Montana women.

Eligibility Criteria:

o A Montana resident

o A female age 19 through 44

o Able to bear children and not presently pregnant

o Without any other family planning coverage

o Have annual income not greater than 211% of Federal Poverty Level (FPL) guidelines

Tip
* A person should apply even if they think their income is too high. Some income is not
counted when determining eligibility.

2014 Federal Poverty Level (211%)
Family size Yearly
Family Income

$25,207
$33,977
$42,746
$51,516
$60,286
$69055
$77,825
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Plan First application at https://app.mt.gov/planfirst/.
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Montana's Official State Website

Instructions

How Do I Feedback

DEPARTMENT OF PUBLIC HEALTH AND HUMAN SERVICES

Contact Us

Plan First is a Montana Medicaid family
planning health care program for women 19
through 44. Plan First covers family
planning for eligible Montanans. To begin
the application process click the appropriate

button below.

To find out more about Plan First or to get
help completing your application:

e 1-855-854-1399 In-State Toll Free
e 1-406-444-6446 Qut-of-State
e 444-5446 Helena Area

]’lgﬁ First

o MT Relay Service 711

e planfirst@mt.gov

| am a Medical Professional

| am a Citizen

[ TRY THE DEMO



https://app.mt.gov/planfirst/

Tip

» ePass usernames and passwords are case sensitive!

EPASS MONTANA

Wiorking B Living Omillire Serwice= Bursime—= Sowenmrmesnt

Welcome to ePass Montana Instruckions How Do I Feedback

ePass Montana is a convenient and secure wayw to use vour state government
zervices. State agencies may request vour username, but will newver request vour
password. Mewver share vour password with anvone.

Existing Customer Mew Customer

Username: Faz=word:
Zreate an eFass Montana account by

=electing the button below:
Fornmot wowuer pEsswworg =

Montzns Stete Emplonwess [ Creaste an Account ]
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Bpoe== Y owar Sowenmmesnt Working 8 Living Omlline Service=s Bursine=x Govermment

Instructions Instructions How Do 1 Feedback

If wou already hawve an ePass account:
Enter wour eFass username and password. You will see yvour customizable portal page.
If woudo not hawve an ePass account:
Click on the 'create an account’ button. Enter all required information including a username and password.
Important information:
» Your uzername must be at least & characters.
e Your password must be at least 8 characters, and contain both letters and numbers.
» Your username and password are case sensitive.
o YOUR HINT IS IMPORTAMNT! Malke sure that vour hint will remind vou of vour password. Mt.gowv cannot
retrieve your password for vou. The only way to retrieve vour password is to hawve vour hint emailed

to wou at one of the e-mail addresses vou provide when =etting up vour account.

After =etting up vour account, vou will either be taken to vour customizable portal page, or to the service
vou were logging into, depending where yvou began.

Changing yvour account information:

It i= important to keep vour account information up-to-date. You can edit vour account by logging into
ePass and selecting 'Edit My Account’ from the menu on the upper right of the page.

[ Back ] [ Home: ]




EPASS MONTANA

Mantana's OMficial Biate Waballe

&oo=== Your Govemment Tourism Working & Living Online Services Busine=s Government Education

How Do I Instructions  How Dol Feedback

How doIgetmy passwordifIforgetit?

Simply go to the ePass home page and click on Forgot vour password?, You will be asked to enter the
uzername on the account, and your pazsword hint will be e-mailed to the e-mail address you entered with
vour account. It 1s impaortant to note that there 1s no other way to get your password.

How do Iadd my own URLs to my customized portal page?

Just type the URL into the My Favorites' section of your customizable ePass portal page, enter a name for
the link, and click ‘Add. You can add as many links as you like. You may delete the links at any time.

Back ] ’ Home

Privacy & Sacurfty Acceccibllity Contact Us S=arch




e What a Medical Professional sees:

mt.gov. &

N ——— —r i ~ h
o PLAN FIRST

State Website

Montana's Official

Instructions How Do 1 Feadback Contact Us Logowt

Medical professionals can collect supporting documentation.
You must view original citizenship and identity documents, make copies, sign/date the copies and

submit the copies with the completed application.
You can submit income and expense documents without seeing originals.

Wiew and print a list of acceptable documents.

Begin a New Application

Click the "Continue” Button to Start a New Application.

essibility Contact Us

OPHHS Home Fic Privacy B Security Acc



* What a Medical Professional will see if they return to the site and have
one or more incomplete applications:

s

PLAN FIRST

Instructions Howw Do I Feaedback Contact U=

Medical professionals can collect supporting documentation.
You must view original citizenship and identity documents, make copies, sign/date the copies and

submit the copies with the completed application.
You can submit income and expense documents without seeing originals.

wiew and print a list of acceptable documents.

Begin a Wew Application Return to an Application

Click the "Continue" Button to Start a Mew Application. Select the Applicant and Click "Continue".

Select Applicant: MEDICAL PROFESSIONAL DB}’DBHB?Z[V]

[ Continue with Application ]




* What a Citizen sees:

PLAN FIRST

“>mMt.gov. 4

Mcrtana's Dificial S3iete Nebsite

How Do I Fomsdibmecke

Welcome . What would you like to do?

Fleaze note DPHHS will allow wou to collect, copy, and submit supporting documents for applicantz. By
doing =0 vou are certifying authenticity.

Begin a New Application Upload Supporting

. ) Documentation
Clickthe "Continue” Butten to Start a New Application,

Clickthe "Continue"” Button to Uplead Supperting

| | Clocumentation




Tip
A Citizen has the option to “Begin a New Application” or “Upload Supporting
Documentation” upon initial login to the service. They need not have submitted
a completed application to see the upload option. This allows applicants who

may not have applied online to still be able to upload supporting
documentation.

TEMT. SOV, i

PLAM FIRST

Mcocrtana's Dificial Stete Nebsite

Howe Do I

Welcome . What would yvou like to do?

Flease note DPHHS will allow wou to collect, copw, and submit supporting documents for applicants. By
doing =o wou are certifving authenticity.

Begin a New Application Upload Supporting

) ) Documentation
Clickthe "Continue"” Button to Start a Mew Spplication.

Clickthe "Continue" Button to Uplead Supporting
Ciocumentaticn




Tips

* Do not use the “Back Arrow” * Use “Edit my Application”

Montana's Dfficial State Website

/\_!Dt gOV. 2

M Edit My Application

) ati Instructions How Do I Feadback Contact Us Logout

1 An error has been detected in one or more of the answers provided below. The @ jcon indicates
which item({s) need to be corrected; place your mouse on the [T icon for additional details.

_________________________________________________________________________________________________________________________

Applicant Information

@ Are you female?

L\ An error has been @I Indicates required information is needed to
detected. continue.

Save and Exit Incomplete pages will not be

. DON'T FORGETto— | caved!




Tips

. '.‘_f_'::' indicates more information is available by hovering over the icon
with computer mouse pointer.

* Incomplete applications will be deleted after 60 days of inactivity and
cannot be retrieved.



~mt.gov.
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Maontana's RQfficial State Website

M Edit My Application

Instructions

Important - Do not uze the back button. Use the "Edit my Application™ option above.

PLAN FIRST

How Do 1 Feedback

Progress:
Applicant Information

Are you female?

O ves O No

Are you currently pregnant?

O ves O No

Are you able to bear children?

O ves O No

Are you a Montana Resident?

O ves O No

Date of Birth: (Format:MM/DD/YYYY)

| Home | | Save and Exit | | Continue

Contact Us

Logowt

B s



* Dropdown boxes will appear in the Application Information
section if applicant is ineligible:

Applicant Information

Are you female?

Q ves @ No

You are not eligible for Plan First. You may be eligible for Medicaid. You can apply for Medicaid
online at MontanaConnections.mt.gov or at any Office of Public Assistance. Click here to find Office
of Public Assistance. You may also call 1-800-332-2272 or email citizensadvocate@mt.gov.

Are you currently pregnant?

® ves O No

You are not eligible for Plan First. You may be eligible for Medicaid. You can apply for Medicaid
online at MontanaConnections.mt.gov or at any Office of Public Assistance. Click here to find Office
of Public Assistance. You may also call 1-800-332-2272 or email citizensadvocate@mt.gov,

Are you able to bear children?

O Yes @® No



* Applicant demographic information is entered under the Personal
Information section.

“mt.gov.

Manrana’'s oficial STmie YWasbE mi1a PLAN FIRRST

m Edit My A pplcation o Do I

Frogress -11:-“:‘

Personal Information

FPlezasae enterthe Applicant Information belowve Fields marked with an Fare requiraed.

FFirst Mame: PAI: FLast Name:

Fhate of Birth: (Format D FSocial Security Number:

Mailing Address

Foddress: *ip Codea:
FTity: F5tata:
Montana 3]

FCTounty
[

Streaet Address (if different than mailing address)



Tip
* Medical Professionals, if a patient gives permission, enter yourself and
your information in the Additional Contact Information section.

TEME.ZOV. i i |

PLAN FIRST

Montana's Official State Website

m Edit My Application Instructions How Do I Feedback Contact Us Logout

Important - Do not uge the back button. Use the "Edit rmy Application™ option abowe. N

[i:]

55.

Additional Contact Information (Optional)

If you prefer we contact someone else if we have additional guestions, please provide his or her
information. By listing this person you are granting the Department of Public Health and Human
Services permission to share your Plan First program information with them. This page is optional,
howewver if data is entered into this page the fields with an * are required.

*First Name: MI: *Last Name:

*mex/Gender:

[x]

Mailing Address

*Address: *=City:




* Applicant health insurance coverage is entered under the Health
Insurance Information section.

"iTI | PLAN FIRST

Montana's Qificial State Webeita EE

M Edit My Application Instructions | HowDo I | Feedback | Contact Us | Logout

Progress: - 23%

Important - Do not use the back button. Uze the "Edit my Application™ option above.

Health Insurance Information

Do you have health insurance?

O Yes ® No

‘ Home | ‘ Save and Bxit | | Continue

DPHHS Home  Services  Privacy & Security  Accessibility  Contact Us

Pimt.gov



Tip
* Most insurance cards contain much of the information needed. If the
applicant isn’t the policy holder then the name and Social Security Number
of the policy holder is entered.

“>mt.gov.

Montama's Dfficial State Website

B Edit My Application Instructions How Do I Feedback Contact Us Logout

Important - Do not use the back button. Use the "Edit my Application™ option above. S

Health Insurance Information

Do you have health insurance?

® ves O Mo

NOTE: You will be required to provide DPHHS with a copy of the front and back of your insurance
card(s). Please answer the following:

Name of Insurance Company:

Address of Insurance Company

Address: City:

State: Zip Code:




Tip
* Medical professionals can collect supporting documentation:

= Original citizenship and identity documents must be viewed, copies
made, signed/dated by the medical professional and submitted.

* Income and expense documents can be submitted without seeing
originals.

PLAN FIRST

Montana's Official State Website

mm Edit My Application Instructions How Do I Feadback Contact Us

Important - Do not u=se the back button. Use the "Edit my Application™ option abowe. _ 295,

Citizenship and Identity

Are you a U.S. Citizen?
® ves O Mo

Include proof of U.S. citizenship or alien status and proof of identity (original documents or
certified copies must be prowvided]).

Proof of U S citizenship and identity or legal immigration status is only needed for the Plan First
applicant, not for other family members. The complete list of acceptable documents can be found
at www.planfirst. mt.gow.

Please provide one of these four documents:

=« U. 5. Passport

« Certificate of Maturalization (M-550 or M-570)
Certificate of U S Citizenship (N-560 or M-561
Tribal Documents

If vyou do not have a U.S. Passport, a Certificate of Maturalization, a Certificate of U.S. Citizenship,
or Tribal Documents please prowvide one of the Alternate Documents and one of the Photo ID
Documents below:



e |If the applicant is not a U. S. Citizen then the following dropdown
will be displayed:

Important - Do not uze the back butten. Uze the "Edit my Application™ option abowve.

Proqress: _ 29%

7]

4

Citizenship and Identity

Are you a U.S. Citizen?
O yYes @ No

Enter Alien Registration Number:

If you entered your Alien Registration Number on the line above, provide a copy of one of the
items listed below as proof of the Alien Registration NMumber:

Alien Registration Receipt Card, Permanent Resident Card, or Green Card

Passport with the following unexpired stamps or attachments: Arrival-Departure Record (I-94)
including the stamp showing status, Resident Alien Form (I-551) or Temporary Resident Card
(I-688B or I-766)

A court-ordered notice for asylum

Other proof of lawful immigration status

Proof of U S citizenship and identity or legal immigration status is only needed for the Plan First

applicant, not for other family members. The complete list of acceptable documents can be found
at www.planfirst.mt.gov.




Completing the Race and Ethnicity section is optional:

“mMt.gov.

e | PLAM FIRST
mm Edit My A pplication

Hoer Do I

Race and Ethnicity

These guesticns regarding ethnicand racial background are voluntary and will notbe used to

determine your benafit level or eligibility. Questions about ethnic and racial backgrocund are authorized

byv Title WI of the Civil Rights Actof 1564. The reascn forthis information isto assure thatprogram
beneaefits are distributed vithout regard to race, coloror naticnal crigin

Flesse answer the following:

Saelect one:

2 Hispanic/Latine 2 Mon-Hispanic/Latino

Select onea:
2 Ameri di - i O Asi
! Aamerican Indian er Alaskan Mative Asian
3 Mative Hawaiian or Pacific Islander r Black or African &American
I-_-I

! white/Caucasian O Unknown

CIEFHHS Hommc Scrwicca Frivoecy & Scoority | Scoocamality

=t



* The applicant IS NOT counted in the number entered in the
Additional Household Members section!

7amt.gov.

MORCana 8 L1°tieia =131a Wacging

el PLAN FIRST

W Edit My Applcation Instructions How Do I | [Fesdback Contact Us | Lopout

Mipriant - Do nof use e D3k bulon. Lise he "Sdk my Application” option 00

Additional Household Members

How many relatives live with you? Relatives are related to you by blood, marriage oradoption.

Do notinclude yourselfin this number.

v

| Home | | SaveandBExit | | Continue |

DFHHS Hoec Scrvicea Privacy & Scoorily Socxibility Confadt Lh



* In the Expenses section list money the household pays for child
support and/or dependent care (child or adult).

LT R EE R TR

Expenses

Does anyone in your household pay for child support and/or dependent care (child or adult)?

O Yes @ No

‘ Home ‘ ‘ Save and Exit ‘ ‘ Continue ‘

¢
DPHHS Home  Services  Privacy B Security  Accessibility  Contact Us "mt-gﬂ



For each dependent with a care expense list the current total monthly cost
and the household’s portion of that monthly cost.

Fields marked with an * are required for each dependent.

*Dependent First Name: *Dependent Last Name:

*Identify the expense:

W

*Current total monthly cost: *Household's share:

Does anyone outside the household pay all or a portion of this expense?

O ves O No

|  Add this Expense |

| Home | | Save and Exit | | Continue




If all or a portion of a dependent care expense is paid by anyone
OUTSIDE THE HOUSEHOLD enter that information in this section:

Does anyone gutside the household pay all or a portion of this expense?

® Yes O No

*Payer's First Name: *Payer's Last Name:

*Payer's Telephone Number:

AND/OR

*Program Name: *Program Telephone Number:

| Add this Expense |




* The Employment Income section:

Employment Income

[s anyone in the household currently employed?

OvYes ® No

‘ Home ‘ ‘ Save and Exit ‘ ‘ Continue ‘

Pimt.gov

DPHHS Home  Services  Privacy & Security  Accessibility  Contact Us



“mMt.gov.

FLAN FIRST

Moncana's Gfficial Staie Ve b piie

B Edit My A pplcation Drschrscthons Hoer Do I 4 Contact LUs Losgout

Progress: I s

Employment Income

Isanycene inthe household currently employaed?

& ves K3

List all household members who have worked, will work, or are currently working any kind of job
this month {including work done in a previous monthland inthe next 12 months. Includs:
present employment (full-time and part-time ). seasonal. spotjobs. tips. commissions, work:
study. Foreach individual list each job separately.

Please provide copies of documents to support the incomes you list.

Household membear:

FFirst Name: FLast Mame:

F*Employer Name:

Faarly Armount Bafore Taxes:

[ Add this.Job ]




* The Other Income section:

“-mt.gov. 4

MORrana & LI°7IcIa 5213718 FEEE RIS

PLAN FIRST

B Edit My Applcation Ingtructions How Do [ | Fesdback Contact Us Logout

Progress

Other Income

Does the household receive any otherincome (notfrem emplu:',-rnenl::l?fﬂ

O ves 10

Save and Exit ] [ Continue

CFHHE Here Servieea Frivacy & Seorily Aoty Corfad U



e Other Income definition is seen by hovering over the blue icon with
computer mouse pointer.

Other Income

Does the household receive any other income (not from employment)? @

® Yes O Nc Income not from employment includes: Social Security,
Supplemental Security Income, Unemployment
Insurance, Workers’ Compensation, Child
Provide inC Support/Alimony, Assistance Payment from a Tribe or
Please pro' Other State, General Assistance (includes County or .
BIA), Interest/Dividends, Veterans Benefits, Military
 Allotment, Retirement Benefits/Pensions, Lease Income,
The followi goyities, Foster Care Payments, Temporary Disability
Insurance, Other.

« Pay stubs, pay envelopes, earnings statements rrom employers

« Award letters for Sodial Security, Supplemental Security Income, Unemployment Insurance
benefits, Workers Compensation, Veterans Administration benefits, pensions, etc.

 Child support and/or alimony stubs or payment records

» Bank statements for checking accounts and savings accounts

s Financial statements for certificates of deposit or stocks and bonds

» Federal income tax returns, bookkeeping records, expense records if self-employed

» Rental income or sales contract records/ledgers



e The application is not complete yet - read and select “Continue”.

“>mt.gov.

Manrana £ 1°7Icia =2TETe NESEE RIS F.LAN FIH'ET

B Edit My A pplcation Instructions How Do I

Progress _ 64%

Affirmation
I undertand...
Flan Firstwill keep whatvou tell us private as reguired by lavs

Flan Firstservices are limited to family planning and birth contrel services for eligible woemen who nead
family planning services.

Ideclareunder penalty of pedury that I have read all statements on this form and the information 1

give istrue, correct, and complete to the best of my knowledge. I understand I can be penalized if I
knowingly give false infoermation.

By clicking the "Continue" button belowI certify under penalty of pedury. thatall my answers are
correct and complete to the best of my knowledge.

| SaveandExit | | Continue |

CFHHS Hormc Scrvicca Fricacy & Scoarily  SoccxsiBelity Comach L



e The application is not complete yet - read and select “Continue”.

“>mt.gov.

Manrana s 1°7Iicial =21a1e Weacpne I“ - 1 F.LAN FIHST

B Edit My A pplcation Instructions How Da I C Contact s Logaut

Finalizing Your Application

Yourapplication is almeostcomplete.

Tosubmityourapplication to the Department of PublicHealth BHuman Services click the "Continue”
button. You will have the cpportunity to print. save and/or email your application priorto exiting the
service. Note: Your application will not be submitted until you arrive on the "Confirmation™

page.

Saveand Exit | | Continue |

DFHHS Horme Scrvicca Privacy & Scoowrily Sccxilality Confach L



* An Applicant’s supporting documents are uploaded at the Upload
Documentation section or can be faxed, emailed, or mailed.

* The application is not complete yet. After uploading select “Continue”
or if not uploading, select “I do not want to upload”.

 Citizens can return later and upload documents.

“>mt.gov.

Montama's Official State Websita

M Edit My Application Instructions How Do I Feadback Contact Us Logout

Important - Do not use the back button. Use the "Edit vy Application”™ option above. e

Upload Documentation

If you wish to upload a document, complete the fields below and select the "Browse” button to view
vour computer's hard drive for the document. Once the document is found, please select the 'Upload’
button. You may upload as many documents as vou like. Once you have finished uploading your
document{s), select the "Save and Exit" button.

Fields marked with an * are required.

*First Mame: *Last Name:

Social Security Number: (Ex: 123-45-5739 Phone Number: (ex: 40s-555-1234

Email Address: (Ex: usernams @domain, com

County within which you are applying for benefits:




* The Upload Summary page shows the document(s) that will be uploaded
with the application. This is the opportunity to delete document(s) you have
uploaded in error.

* The application is not complete yet - select “Continue”.

< mMt.gov

Moncan a‘s o Sraie Week =iis

FLAN FIRRST

mm Edat My A pplcation Inshrecthons How Do I Pl Contnct L Losgoast

Upload Summary

“ou have entered the following information. Reviewand click on "Continuae"to proceed with submitting
vourapplicaticon. Te editthis informaticon, click on the "Back"button. Us= the "Delaets" butten to
remowve =& file from the list.

FirstNams

LastMams
LastFourDigits of SSM
“hons FMumber

Email &address
County

Motes

Filesto be uploadad:




* The application is not complete yet - read and select “Continue”.

FLAM FIREST

. EdEt My A polcabion Instrctions Horer Do I Feodnock Contact s Logous

Froaoress |00

Checklist and MNext Steps

T owur application is almost completae. Th= following i=s = list of possiblae warifi

wour application. The complete list of acceptable documeants canmn b= fFound at

Social Security Mambeaer:

- Copy of Social Security card or acceptable altermativa

Citizenship amd ITdemtity:

Faedaerazl lawreguires Flam Firstto s=e= the origimnal or & certified copy. Plamn First will malke a copy of amny
origimnal docurmeaents provided anmnd returm the criginals to vyou. You do ot neaed to give the docurmantto
Flan First im person: Plam First will accept an criginmnal document or caertified copy in paerscon. by mail. or
Ffrom a person authorized Bbv the applicantto brimg orsend the documeantto Plam First.

Proof of LI S citi=menshipand identity orlegalimmigraticon status isonlymneaedad forthe Plam First
applicamnt. The completa list of acceptable docurmeaents camn b= found atw l=anfirst.mtbt.gow.

Prowvide one of thesae fourdocurmeaents:

- . S. Fassport
- Zertificate of Maturalization (M-S0 orMN-5S7F7 0]
- Zertificate of U S Citizenship (N-SS0 or MN-5S5 1

- Tribal Docurmeaents

IFfvou do mnocthawewsas a .S, Passport, & Caertificate of Maturalization, a Caertificate of LS. Citizmenship. or
Tribal Doccurmeants prowvide one ofthe Altermate DocumMmeants and one ofthe Photo ID Docurmants

beaelowe

MNext Steps:

=« If information omn yvour application changes after yvou send the application, call or email:

1-855-854-1399 In-State Toll Free

1-405-494944-544s Out-of State and Helena Area

MT Relay Service 711

o planfirst@mt.gow

= We will review your application as guickly as possible. Please allow up to four weeks for us to
make a decision.

& If information is missing, we will send you a letter tellilng yvou what else you need to send.

= ‘We will send yvou a letter to tell vou if vou get Plan First services. If vou are not eligible, we will
send you a letter to tell vou wihy.

00

0

Click the print, email and/or sawve options below to retain a copy for yvour records. When finished click
the "Continue” button to proceed.

[ Home ] [ Sawe and Exit ] [ Continue ]




* The application is not complete yet - read and select “Continue”.

FLAM FIR5T

N Edit My A pplcation Instructions How Da I

Effective Date and Complaints

Your application is almost complete.
Effective date

Ifdetermined eligible foerenrcllmeant, Plan First becomes effective on the first day of the month in which

FPlan First received your application.

If eligible,you are coverad for L2 months from the date your coverage begins unless you become
ineligiple.You will receive a renewal application to renewvyour coverage before the end ofthe 12 month
coverage period.

Complaints:

Plan First is operated underARM 27.22.701,27.86.1701, 37.86.1705/6,, and MCA SZ-4-212/1105,
S2-5-11Z2. If you are notsatisfied with the acticnstaken on your application for Plan First, you hawve
the rightto a fairhearing.You can askfora fairhearing by calling L-200-2682-221 2. Ifyouusea TTY.

call L-200-2xxx-2xmxrxes The call is free.You can alsc ask fora fairhearing by writing to:

Department of PublicHealth and Human Services
Office of Fair Hearings

PO Box 2029532

Helena MT SS520-2535=




Tip
* The Confirmation page is the ONLY opportunity to get an applicant copy of

the application and the Document Summary Sheet.
e Application is complete and has been submitted.

FLAM FIRR5T

m Edik My A pplcalion Horew Do I

Confirmation
Application
Congratulaticons your application has been submitted to the Department of Public Health BEEHuman

Services. Someone from the Department will contact you. This will be your only opportunity to print.
sawve oremail a copy of yourapplication. Selectkone ormore ofthe opticons belowor click the "Exit”

(o =l

Documentation

You have also succesfully uplcaded supporting documentaticon.You Mmay print, sawve, ocremail a copy of

wour DDocument Summary Sheset belove Selectone or more of the options belowor click the "Exit”

(o =l

button.




For Application Questions:
Plan First
PO Box 202915
Helena MT 59620

1-855-854-1399 In-State Toll Free
1-406-444-6446 Helena Area and Out of State
MT Relay Service 711

Email: planfirst@mt.gov
Fax: 1-406-444-3846
Website: dphhs.mt.gov/planfirst

For Provider Enrollment or Claims Questions:
Provider Relations Unit and Provider Enroliment Unit
PO Box 4936
Helena MT 59604

1-800-624-3958 In-State and Out-of-State
1-406-442-1837 Helena
Email: MTPRHelpdesk@ACS-inc.com

Send paper claims to:
Claims Processing Unit
PO Box 8000
Helena MT 59604

Provider Policy Questions:

elelacheur@mt.gov
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