Provider Management Program

Registering in the PMP system to be an OOD Provider




Provider Registration — Registering to be an OOD Provider

Once you have OH|ID credentials and are logged in to the PMP application, you can register to be an OOD provider.

Click on your name in the top right corner of the PMP
welcome screen. A drop-down menu will appear.

accounts.

Log In
PMP

Select Registration Guidelines from the drop-down menu
to review the guidelines provided and gather the information
needed to complete your registration.

Then click Provider Registration.

An official State of Ohio site. Chio.gov
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The PMP is an online program to apply with Opportunities for Ohioans with Disabilities (OOD) to become a new provider and for current approved providers to manage their provider

« Provider applicants can start the application process online and will receive ongoing communication throughout the process

* New provider applicants and current providers can easily manage aspects of their provider accounts and upload documents right from the portal

* Please note that approved providers are provided mandatory trainings from OOD

« Once an application or updates are processed, the information will appear on the Provider Search at 0od.ohlo.gov

« The OOD Provider & Contract Management Unit (PCMU) will work with new providers through the application process, new Provider Orientation, and as you get started with the agency

STOP! Training vendors, and medical, psychological, and dental providers should NOT apply via the PMP, and should contact a local office to learn more about partnering with OOD.
The PMP is the system dedicated for providers of services on the Vocational Rehabllitation Fee Schedule.
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Thank you for your interest in becoming a provider for Opportunities for Ohioans with Disabilities (OOD). Prior to beginning
the provider application process in the PMP, you will need to review the Become a VR Provider page and video on the 00D
website. Here, you will find information including provider qualifications, service definitions and rates; as well as the steps
for applying to become an 00D provider.

Before you begin the application process, please make sure to have the following ready:

Your organization’s Tax ID/EIN,

Your “OH ID” (only if you currently do business with the State of Ohio),

Your organizations’ executive, fiscal, and community contact names and information,

Copies of provider agency and staff credentials, and

Be prepared to select which services you are interested in and qualified to provide, as well as which counties you would
like to serve.

Your provider application in process will remain active for ninety (90) days. After ninety (90) days, any incomplete
applications in process will be closed. Provider applications should only begin their application once they have all materials
on hand. You may write to pcmu@ood.ohio.gov to request a closed application in process be reopened.




1. Provider Details — Adding Provider Information

o In the Provider Details tab, type your Provider Information in the fields provided.

(All fields marked with a red asterisk* are required to be filled out.)

Provider Registration

¢ L Prowider Detalli® 1. Comucng®

Peossicher Namse"
Then click Next. .
Acddress 1*
ity*
-‘ Email”
Provider Registration
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2. Contacts — Adding Contacts

o On the Contacts tab, click Add Contact.

Provider Regsstration

« 1 Provider Detads* / 2. Contaces®

FellName + Frmad Contact Type Statun

o Check the appropriate box(es) for Contact Type, enter required

information, and click Save.

Theve see o Contaits to Sspliry

Prowider Registration

4 L Prowioer Detals® 1!" & Contsty’

Farsl Mama" Madile Hame Lasd Name”
[P b Teni]
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You must have at least one Fiscal AND one Participant contact. This contact
can be the same or different people. (Other contact types are not required.)

A The Clear All button removes all the inputted data. (i.e., resets the form).

Titke

Cofitmet Type
B Participant

Executier
Bl Fiscal

Wi Manage



2. Contacts — Updating or Deleting Contacts

o Click Edit or Delete to modify or remove existing contacts, as needed. Then click Next.

—

Provider Registration

Full Name ¢ Email Contact Type Status

Usergusde Testl userguidetest@gmail.com Participant; Fiscal Active

« L Provider Detalls* ( 2.Contacts® 3. Additional Locations 4. Subcontractors 5. Services* 6. Background Attestation®

@ Edit @ Delete

Who We Are 8. Documents” 9. Disclost »

+ Add Contact

1-10f1items




3. Aaditional Locations — Adding Additional Contacts to New Location

When an additional location is added, the Additional Contacts section will appear. Multiple contacts can be added, but at least one is required for each location.

o If you've added and saved an additional location, click on Add Contact to
create a contact for that location. Then enter all required contact information
and click Save. (Repeat, as needed, to add all additional contacts.) Click Done. o Once all additional locations and their additional contacts
have been added, click Next.
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This tab is not required. Click Next to leave blank.



4. Subcontractors — Adding a Subcontractor

o On the Subcontractors tab, click Add Subcontractor to add any
subcontractors, if applicable. Then enter all required information and click Save.
(Repeat, as needed, to add all subcontractors.)

Provider Registration

'l 1. Prowider Details ( 2. Contacis ( 3, Additional Localions f’ 4. Subcontractors ey kgr s & "
First Name" Middle Name Last Name®
Disnna Doe
Address 1" Address 2
1234 Lala Loopy Lane STE 44, 3nd Fir.
City* State Zip Code + Ext” .
Po— otio S Once all subcontractors have been added, click Next.
Phone + Ext.’ Ermail®
514 555-6549 dicnna dos@ood ohig gav Prowider Begistrabon
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Full Nama Email
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A This tab is not required. Click Next to leave blank. =




5. Services — Selecting Services and Counties to Add

o B e Saviles (el @l /A Saiia @ From the Service sectlon., click the drop-down. caret to.expar?d and view the list
of services. Select a service and its corresponding counties. Click Save.

Provider Registration

«  LProviderDetails '  2Contacts 3 AdditionalLocations w4 Subcontractors  w/  5.Services Background Atestat Wha W Dacun . Provider Registration
« LProviderDetaits w 2.Contacts %/  3.Additionallocations v 4. Subcontractors v | 5.Services
Add Service g -
Service Name Service County Requined Form Stanus __—
Service
Please select service... v

Theere are no Services o display.

|,

Please select service. ..
Assistive Technology - Computer Access (Credential) «[) Athens [ Augla
Assistive Technology - Computer Access (Non-Credential) .
- Assistive Technology - General (Credential} D Clermont D Clintg
« B s M Mo iterm to display Assistive Technology - General (Non-Credential)
+[ ) Delaware [ Erie
Accictivia Tarhnnlam: _ Uama Madifiratinne (Cradantiall
Service®
Assistive Technology - Home Modifications (Credential) v
* Credential Request Form is required
Service County”
() Adams [ Allen () Ashland () Ashtabula () Athens () Auglaize () Belmont () Brown
() Butler [ Carroll () Champaign [ Clark () Clermont () Clinton () Columbiana (1) Coshocton
() Crawford [0 Cuyahoga () Darke () Defiance () Delaware () Erie Fairfield () Fayette
Franklin () Fulton () Gallia () Greene () Geauga () Guernsey () Hamilton () Hancock
If a service is selected that requires an additional form, you will ik s O Henry O Highland O Hocking O Holmes 0 Huron 0 Jackson

see the name of the form next to an asterisk (*). In this example,

G HER

a Credential Request Form is required.




5. Services — Updating or Deleting Services and Counties, Cont.

e Repeat steps 11 and 12, as needed, until all services and counties are added. Then click Next.

Provider Registration

« 1. Provider Details \/ 2. Contacts

Service Name

Assistive Technology - Home Modifications
[Credential)

Clinical Low Vision Services

h « 1 > M

Previous

/ 3. Additional Locations

Service County
Franklin; Fairfield

Franklin; Delaware; Fairfield

/ 4. Subcontractors

J 5. Services

Required Form
Credential Request Form

Addendum Farm

Status

Pending

Pending

[& Edit  [§ Delete

@ Edit  [@ Delete

1-20f 2 items

Click Edit or Delete to modify or remove existing
services, as needed. Then click Next.

==

Status

Pendin (@ Edit  [d] Delete

Pending (£ Edit  [§] Delete




6. Background Attestation — Answering Attestation Questions

@ On the Background Attestation tab, provide responses to the questions in the
Comments field provided. For questions 3 — 5, select the appropriate Yes/No toggle

response.

Provider Registration
L Provider Detans / 2 Contacts ( 3. AOGIDONM LoCations

1) What is your agency’s Mission Statement?*

v esubconuaaors  of  s.services  f  6.Background Attestation

@ After ALL questions are answered, click Next.

Comments

2) Please provide a summary of your agency's expenience working with

Comments

3) Has the agency, owner, or members of management ever had a license or

sspended?”

Yy action taken or has been revoked of

Comments

4) Have you, any managers or supervisors of the agency, or any staff

Comments

lost

S) Have you, any managers or supervisors of the agency., or any staff
revocations through any State agencies, Bcensing boards, or review bodies?”

or had any findings, actions or status

Comments

=3

1) What Is your agency's Mission Statement?*

The mission of 00D is with through y and
not onty embraces this mission but is also reflective of the rich diversity of the Ohicans we serve

00D strives to hire, sustain, and promote a workforce that

2) Please provide a summary of your agency’s experience working with with 1 I g g

Ohio is at its best when indivi with ies can find fulfilling

and enjoy all our great state has to offer. if you have a disability and want to work, we can help!

3) Has the agency, owner, or members of management ever had a license or
suspended?”

fication that has had inary action taken or has been revoked or

Comments

4) Have you, any managers or supervisors of the agency, or any staff members ever been indicted or convicted of a violation of State or Federal law?”

Comments

_—y

S) Have you, any managers or supervisors of the agency, or any seaff lost a profs license or
revocations through any State agencies, licensing boards, or review bodies?”

of had any findings, actions or tatus

Comments




/. Who We Are — Tell Us About Your Organization I

0 On the Who We Are tab, input a detailed summary of who your organization is, if applicable. This will appear on the Provider Search web page: Provider
Name column > Who We Are icon in the results grid.

Provider Registration

4 L Provider Detalls \f 2. Contacts V" 3, Additional Locations V’r 4, Subcontractors 1{" 5. Services V" 6, Background Attestation V’r 1. Who We Are

Wit We Are

* The information in the “Who We Are” section speaks for the provider organization. This section may not speak for the view or opinions of 000, Sharing this information does not mean that
Q0D agrees, but it is available to inform you and support your provider selection,

F

A This tab is not required. Click Next to leave blank.




8. Documents — Uploading Files

Supporting documentation can be added to your registration, if applicable, but Background Check documentation is required.

@ Click the drop-down caret to expand and view
@ Click Upload. the list of document types. Select files... to select

a document from your files. Click Open.

Click Done on the message confirming your
document uploaded successfully.

Upload File(s) X

Select a Document Type

Upload File(s) @

Accreditation Review

»

Select » Document Type Addendum Proposal

Background Check

Insurance Policy
Sefect files..

JRT Curriculum Proposal

Miscellaneous Training

Other Materials

Upload File(s) X

Select a Document Type
Background Check X | v

Select files... + Done

Background_Check_9Apr2025.docx

File(s) uploaded successfully

A As different document types and files are added, new folders will be created for each document type. Click Next. clesrtst




9. Disclosure — Let us know if you work with any other agencies

@ On the Disclosure tab, select Yes or No radio buttons to provide responses to the questions.
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9. Disclosure — Let us know if you work with any other agencies, Cont.

If Yes is selected, fill in the details.

o Lasditiona Locations. w4 Subcostractors  wf | S Serviees® o Background Attestation®  w" TWhowWedre v B Docsments®

1] Do you currentty work with any local, State, or Federal agencies?®
e ONo
Piease sebect all county, state, federal, or other governmental entity e g. Medicaid, Ofio Department of Developmental Disabilities, o] with which your
arganization |s currently licersed, certified, or from wiich you receive funding. include agencies both within Ofio and in other states.”
Le<al and State Agencles Federal Agencies

Pleate sebect one o mone kocal and 15ae agencies - Plewue webect one or more federsd agencie.

For gy agendy not lnsed above, please enber the agency name and state

Faar gy agany nost It abowe, pleass enser the sgency nama snd s
Agenay Name Stace Agency Name State

Mo sddeicnal bacal and state agencies have been provided. W additional lederal agencies have been previded.
L

e v no display W a4 B8 = W

Fiease select 3¢ leadt one apeacy o specily otier apency

] Has your organization ever been subject v any fines, ausdit o rm-wri'lrdlnp. suspensions, cfiminal changes, of ether Corrective or Gsciplinary sctions ssusd by
any gerermemental entity you cunremly o presiously worked with?”

#Yes CNe

Flease describe

v

9. Disclosure”

By ioeeret 1o display

If you work with Local and State Agencies select the drop-down
caret and look for all the applicable options.

o (

/ 5 Servies® f 0. Backs

«f rasacemiocations v 4 Subcoatractors

1) Do you currently work with any local, State, or Federal agencies?”
®Yes ONo

Please select all county, state, federal, or other governmental entity (e.g. Medicald, Ohio Depart)
tionlscurently licensed, cestified, or from which you recetve funding. Include agencies

Plaane seldect oo O more focal and siate agencies

For any agency not listed above, please enter the agency name and state
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1
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4 Subcontractors w5 Services® w6 pack
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9. Disclosure — Let us know it you work with any other agencies, Cont.

@ If you don't find the agency from the provided drop-down list, click Add and enter

Agency Name and State and click Save.

Local and State Agencies

Department of (hadeen & Youth © X v

e

© Cancel =
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Click Edit or Delete if you wish to change the inputted values
and click Next.

Lecal and State Agencies

Department of Behavioral Health )

For sny agency not listed sbove, please anter the Sgency name and state

Agency Name

ace
Y
ARETCY Alabama
v
E] 1 1 £ 3 3

Repeat steps 23 - 25 if working with Federal
Agencies.

i




10. Review, Acknowledge & Submit — Verity and Review Your Information

. . . Provider Registration
Carefully review all the information entered.

If Changes are needed, CliCk the appropriate 4 Subcontractors « 5. Services® V’ 6. Background Attestation® V’ 7. Who We Are Q/ &. Documents® 'f’ 4. Disclosure® ( 10, Review, Acknowledge & Subs »
tab from the strip and update.

Provider Details Services
Provvicher Mame S5H or TaxiDVEIN
<l service Name service County Required Form Status
Additional Locations Asslstive Technology - Home Medifications
. Franklin; Falrfield Credentlal Request Form Pending @ View
(Credential)
Clinical Low Vision Services Franklin; Delaware; Fairfield Addendum Form Pending @ View
Address 1 Address 2 City Phone
400 E. Campus View Bivd. STE 300 Columbus (614) 555-9876 @ View -
4 4 1 » m 1.20f21tems
<
« <H ., . . Background Attestation
Attestation Questions Response Comments
The mission of 0OD Is to empower Ohloans with disabllities -
Subcontractors through employ ., disability . and
1) What Is your agency's Mission Statement? Independence. 00D strives to hire, sustain, and promaote a
workforce that not only embraces this misslon but Is also reflective
of the rich diversity of the Ohloans we serve.
Full Name Email Phone Status 7) Please provide a summary of your agency’s experlence working Ohio s at Its best when Individuals with disabilities can find
B Soe@ood.on y . . with Individuals with disabllities In obtaining competitive fulfilling employment and enjoy all our great state has to offer. If
planna boe fonna.doegood.ofio.gov (614) 353-6543 Fending (DU Integrated employment. you have a disability and want to work, we can help!
3) Has the agency, owner, or members of management ever had a
license or certification that has had disciplinary action taken or has No
been revoked or suspended?
4) Have you, any managers or supervisors of the agency, or any staff
members ever been Indicted or convicted of a viclation of State or No
Federal law?
5) Have you, any managers or supervisors of the agency, or any staff
members lost a professional icense or certification, or had any o
- findings, actlons or status revocations through any State agencles,
licensing boards, or review bodies? -
W o4 1 » M 1-1oflnems




10. Review, Acknowledge & Submit — Initial and Submit Your Application, Cont

@ In the Acknowledgement section, carefully read the entire acknowledgement. In the Initials textbox, input 2 — 3 characters and click Submit.

Who We are

B We et Sptemens Stann

Disclosure

1) Do you currently wovk with any local, Seate, of Fecersl agenches?’
L -

Plaade select 53 County, SLane, feORral, Of OLNEY Jovernmental entity (¢ g Meacaid, O Dapartment of Developmantal Distalimies, #12 ) wilh whith your
OEASIZINCA IS Curmently SCensed, CoUTd, or from which you receive funding. INCILSe 2peaCies DOTH within Ohio 450 In OThee staces”

Lecal and State Agencies Federal Agencies
e - v L -
ADOAD LOCH Wu) Sae Ageriey L0es Feten s Ageriny
Ageecy Mare =g Age~cy Narre e
TEsY Aatava e eas [ )
v
. > ~1cfl ke " . 1 .

2) Has yOur Srganizasion ever Deen Uit [0 sy Snes, 0O &€ review INONES, SUTPINEOns, Craminal (A, Of OUN! COMECTIvE OF SISCiplinary ACTons Hsued

Dy any go #0UTy yOU CLITeaLly of po )y weched witn

Yo No

TESY

1+3041 e

Q Once your initial application has been submitted, the Provider Registration link will no longer be active. Change requests can only be submitted once your initial application has

been fully processed.

Acknowledgement

Oppormunes o0 Ohians with D0 (000) 5 the Suate of OO 20Ty TN Serves ORISAS WIth SEADMNLES 10 SCNEVE QuaiTy #Mpioyment 202 INCePendence. ONO Law alicws 00D
Y P £ WOrk S eCTly with INCAIOua ighout e o PIOCHLS 1O WOrk S anS 1045 Shared goal To BaCome & pecvicer, the

IHVIRTRSIOS DT FPUST SUBONE 0 APOIKATINN LNOUE T PTOVaer Managerent Portal (PUP) 10 D COMKNMEC 280 Spprowed 10f Services

000 partners with ¥ P 10 SCPPOET INTIASUALS with CHaDETIES. T0 Peovice th Dest services, 000 will maninar and enderce relevant 1ules 404 reuiatons st
Sontn Dy Stane Law ana the Onio A Cooe When anse, 000 supp P 10 COMply with State Law and COD reguirements OO0 may Support Sroviders Ihrough
OGO LIMAINES, FORIOOML MEEUNES, SAOvICH Feviews, ICHICA SLA0ance, STenste BT DIOCESIS, CO5L FCOVOrY, buip of services, o1 8 N ACTON Plan 0 ReIp Cetaerming

A0¥S FOLONE IMPEOVEMEE N3 10 work LowMC Ioeeniied goals.
The Provicer 380 COATECT MARSRIMENt LaIL 100k FOrmard 0o working with you IOughout the process of DICSmIng & new 000 peovider

By Sipning the Provicer Acknowleagement fomm, | sgree:

1. TRSE the Iniial 3ppUCADON 803/0F Cureent Provider ied g counDes of 1ge ans offerings, 15 accusate and

2. To promptly upaene Dhe PAP a5 600000 with sty Changes 15 the IorMation Comained in the PMP system,

370 malecan ana subemit S 1QUited COrUICATIONS BLCOCIANONS FeQutred fO0 Afty SeVCes BINNE SYoviced 10 remain is g0 stanang &5 an 000 Previoer,
4 To Only provice Services My SRency i QUL 12 Offer A0 INAL Bave DGO APSIOVES NS Sutharized by 000,

5. 7O Nave 2l 6rrployees £e0d S5C UNSHSZANS T D of (2 VOCADOSS! ReBairation (V) Provicer Mancal,

€. To lotlow the Vocauonsl Rebatalration (V) Proveder Mancal and Provider Rules, and

7.70 a0t Dy any relevant Onis Codes gVRp

By ugning Dricw, | herely CrTify TR | Bave U StAGTY 1O SHEN TN SOCUMENE S0 el of the ALy LHTNS Selow
et

=

By signing below, | hereby certify that | have the authority to sign this document on behalf of the entity listed below.

Initials”

MDD

Previous Submit




Checking your Application Status

@ After submitting your application, you can check your application status on the My Applications / Change Requests screen. You can NOT submit change
requests until your Provider Registration has been fully processed.

My Applications / Change Requests

Tchets Applicanon Type Created On Statss Reacon S Acoons
& Update Provider intormatson

20813 Provider Reghracon 09/23/2026 1506 P xctive A @ Click the Required Forms link to access additional forms
needed. Click Done once complete.

Required Forms

Upload View Documents

*NOTE: only certain forms are available for download.

Required Forms

The following are the forms required for the selected services

1+10f1nems

¢ Credential Request Form
e Addendum Form

» Once your registration has been submitted, you can upload documents at any time using the Upload/View Documents link.
+ Additional forms located under the Required Forms link will reset once your Provider Registration or Service Change Request has been processed.




Contact

Opportunities for Ohioans with Disabilities

@ pcmu@ood.ohio.gov



mailto:pcmu@ood.ohio.gov
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