) emdeon™

business services

220 Burnham Street ® South Windsor, CT 06074
888-255-7293 e Fax 860-289-0055

Participation in Dental Electronic Remittance Advice (ERA) is limited to those provider’s whose practice
management software vendor is participating in ERA with Emdeon or to those provider’s who have a
Dental Provider Services (DPS) account. Please contact your software vendor to verify participation or
register for a DPS account at www.emdeondental.com

FLORIDA MEDICAID
DENTAL ELECTRONIC REMITTANCE ADVICE (ERA) ENROLLMENT REGISTRATION

PAYER ID NUMBER CKFL1

ELECTRONIC REGISTRATIONS Emdeon Dental Provider Enrollment Form
e  Please complete all requested information.

Agreements Required
Florida EDI Information Sheet

e Please complete all requested information

Agency for Health Care Administration Electronic Remittance Voucher
Agreement
e  Please complete all requested information

SPECIAL NOTES All Providers are required to have an assigned Florida Medicaid Provider ID and
currently be sending their Florida Medicaid claims electronically through
Emdeon Business Services prior to requesting enroliment for ERAs.

SEND REGISTRATION FORMS TO Emdeon Business Services
220 Burnham Street

South Windsor, CT 06074
Attn: Provider Enroliment

ENROLLMENT CONFIRMATION ERA enrollments take approximately 20-25 business days for completion. Once
complete, Emdeon Dental will notify the provider or their software vendor to

expect to begin receiving ERAs from Florida Medicaid.

CHANGING ELECTRONIC If the Provider currently receives ERAS through another Billing Agent other than

BILLING AGENTS Emdeon Business Services each Provider must re-enroll following the procedures
listed above.
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Participation in Dental Electronic Remittance Advice (ERA) is limited to those provider’s whose practice
management software vendor is participating in ERA with Emdeon or to those provider’s who have a
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DISCONTINUING ERA If a provider wishes to discontinue receiving ERAs from Florida Medicaid he
would need to mail his request on office letterhead to:

ACS State Healthcare — Provider Enrollment
2308 Killearn Center Blvd., Ste 100
Tallahassee, FL 32309

CONTACT PHONE NUMBERS Florida Medicaid Provider Enrollment 800-377-8216
Emdeon Business Services Provider Enrollment 888-255-7293
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PROVIDER ENROLLMENT FORM

Print/Type the following:
Insurance Carrier: Florida Medicaid - ERA payer ID CKFL1

Provider/Organization Name:

Tax Identification or Social Security Number:
(Number that will be used to submit electronic claims)

Software Vendor:

Group Number:
(If applicable)

Group NPI:
(if applicable)

Rendering
Name Number NPI
Address:
City, State, Zip Code:
Office Contact Name:
Telephone Number: Fax Number:

Email Address:

Date:
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Medicaid Provider Enrollment Application For Fiscal Agent Use:

Agency for Health Care Administration
Electronic Remittance Voucher Agreement

Any provider planning to receive claim remittance voucher s (explanation of benefits)
electronically must complete thisform. If you sign this agreement, you will not receive
remittance voucher (RV) banner messages when you receive payment information. If you
have any questionsregarding eectronic remittance vouchers, please call the fiscal agent EDI
technical support at 1-800-829-0218.

This AGREEMENT made and entered into this day of , ,
by and between the Agency for Health Care Administration, hereinafter called the “Agency,” acting in its
own right as the Agency responsible for administering the Medical Assistance Program (Title XIX and
XX1), and by , hereinafter called “Provider.”

(Provider Name)

WITNESSETH:
In consideration of the mutual promises and covenants contained herein and other good and valuable
consideration, the parties hereto agree as follows:

The Agency shdl alow the Provider to receive remittance vouchers through Internet download from the
fiscal agent’s Internet web site. Please check who will be receiving your remittance vouchers.

O Yourseif or Company
[ Billing Agent (Vendor)

Name Telephone Number
Address Medicaid Provider Number
06074
City State ZIP Code
BY: SIG
(Provider/Representative Signature) (Date)

Medicaid Provider ID Number
If not assigned, the fi scal agent will complete.

Visit the fiscal agent web site for electronic versions of all enrollment forms: http://floridamedicaid.acs-inc.com

APPLICATION Page 18 AHCA Form 2200-0003 (December 2002)
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