PAYER ID: 12K11

SUBMITTER ID: 9900001464

O emdeon”

Emdeon Claims Provider Information Form

*This form is to ensure accuracy in updating the appropriate account

1 | Provider Organization

Practice/ Facility Provider Name

Name

Tax ID Client ID Site ID
Address City/State éigde
Contact Name

E-mail Address Telephone Fax

2 Vendor (Emdeon certified vendor used to submit files to Emdeon)

Vendor Name IVDendor Submitter Division ID

Contact Name

E-mail Address

3 | Payer
Payer ID 12K11 KENTUCKY MEDICAID
Group ID Individual Provider ID NPI ID

4 | Confirmations

Send Emdeon Claim Confirmations To:

Special Instructions:

* All Payer Registration forms must contain original signatures,
NO stamped signatures or photocopies are accepted.

« SUBMIT COMPLETED FORM TO:
Emdeon
Donelson Corporate Ctr Bldg 3
3055 Lebanon Pike Ste 1000
NASHVILLE, TN 37214-2230
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D. Agrees to use EMC submittal procedures and record layouts as defined
by the Cabinet.
E. Agrees to refund any payments which result from claims being paid

inappropriately or inaccurately.

F. Acknowledges that upon acceptance of this Agreement Addendum by the
Cabinet, said Addendum becomes part of the previously executed Provider
Agreement. All provisions of the Provider Agreement remain in force.

G. Agrees to refund to the State the processing fee incurred for proces-
sing any electronic media billing submitted with an error rate of 25%

or greater.

2. The Cabinet:

A. Agrees to accept electronic media claims for services performed by
This provider and to reimburse the provider in accordance with estab-

lished policies.

B. Agrees to assign to the provider or its agent a code to enable the
media to be processed.

C. Reserves the right of billing the provider the processing fee incurred
by the Cabinet for all claims submitted by any electronic media billing
that are found to have a 25% or greater error rate.

Either party shall have the right to terminate this Addendum upon written notice

without cause.

PROVIDER

BY:

Signature of Provider

CABINET FOR HUMAN RESOURCES
Department for Medicaid Services

BY:

Signature of Authorized Official
or Designee

Contact Name: Name:
Title: Title:
Date: Date:

Telephone No.:

Software Vendor
And/or Billing Agency:

Emdeon

Media: PC

to

PC

12 DMS 3003
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MAP-246 (Rev 5/20/2003)

Agreement Between the Kentucky Department for Medicaid Services
And
Electronic Media Billing Agency

This agreement regards the submission of claims via electronic media to the Kentucky Medicaid Program
(KMP).

The Emdeon 9900001464 has
(Name of Billing Agency)

entered into a contract with ,
(Name of Provider)

, to submit claims via electronic media for services provided to

(Provider Number)
KMP recipients. The billing agency agrees:

1. Billing Agency also agrees to maintain appropriate security safeguards and means it feels are
necessary regarding the electronic, physical and administrative protection of data in accordance
with the HIPAA Security Standards once finalized.

2. To maintain or have access to a record of all claims submitted for payment for a period of at least
six (6) years, and to provide this information to the KMP or designated agents of the KMP upon
request;

3. To submit claim information as directed by the provider and in compliance with the HIPAA
transaction and code set regulations by the appropriate due date, understanding the submission
of an electronic media claim is a claim for Medicaid payment and that any person who, with intent
to defraud or deceive, makes, or causes to be made or assists in the preparation of any false
statement, misrepresentation or omission of a material fact in any claim or application for any
payment, regardless of amount, knowing the same to be false, is subject to civil and/or criminal
sanctions under applicable state and federal statutes.

4. To maintain on file an authorized signature from the provider, authorizing all billings submitted to
the KMP or its agents.

5. To protect the confidentiality of data and the privacy rights of the recipient’s whose data is
transported in accordance with the HIPAA privacy regulations and with their provider’s business
associate agreement. Billing agency agrees to take “reasonable steps” to cure the breach or to
end any uncovered violations of confidentiality or security of data under their control.

The Department for Medicaid Services agrees:

1. To assign a code to the billing agency to enable the media to be processed;
2. To reimburse the provider in accordance with established policies.

3. To maintain appropriate security safeguards and means it feels are necessary regarding the
electronic, physical and administrative protection of data in accordance with HIPAA Security
Standards once finalized.

4. To protect the confidentiality of data and the privacy rights of the recipient’'s whose data is
transported in accordance with the HIPAA privacy regulations.

This agreement may be terminated upon written notice by either party without cause.

Signature, Authorized Agent of Billing Agency

Date:

Contact Name:  Lori Gibson

Signature, Representative of the Telephone No: _ 800-845-6592
Department for Medicaid Services

Date: Media: [1 -POS K| -PCtoPC [1 -CD
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