PAYER ID: 12K62

SUBMITTER ID: 103626

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 12K62 HAWAII 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

EMDEON REVISION FORM DATE: 04/16/2009
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Department of Health and Social Services
PROVIDER INFORMATION SUBMISSION AGREEMENT

The following constitutes an Information Submissidgreement between a provider enrolled in the Adask
Department of Health and Social Services Medicaigtance Program Provider”), and the State of Alaska,
Department of Health and Social ServiceStéte”). The terms of this agreement govern the submissfon o
clinical and financial information sent to the $tat support of services performed by the Provider.

l, , as
Provider, enter into this Provider Information Suksion Agreement with the State as
authorization to submit clinical and financial infeation directly to the State either: (1)
electronically by me; or (2) in an electronic omppaformat through a Billing Agent on my
behalf. All information submitted under the ternfstlis agreement is in support of services
performed by me.

Section |. Terms of AgreementTd be completed by the “Provider”

1. | am the Provider named above

2. | agree to comply with all state and federaldas they apply to the State of Alaska, Departrokhtealth and
Social Services programs in which | participate.

3. | agree that payment and satisfaction of claihe | submit or that are submitted by my Billinggent,

including electronic transactions, will be from &dl and state funds, and that any false claimsgsents, or
documents, or concealment of a material fact, neagrbsecuted under applicable federal or state laws

4, | agree that | am fully responsible for all infation and claims submitted by my Billing Agentroe and that
all overpayments made to me by the State will paiceby me.
5. | agree to comply with the current and futureviwistrative Simplification provisions of the Hdallnsurance

Portability and Accountability Act (HIPAA) for allervices, information, and transactions, includdfegtronic
transactions, privacy, and security regulations.

6. | agree that any transactions completed undgeratireement will be compliant with all state aaddral laws
including Title VIl of the Civil Rights Act of 1964which prohibits exclusion or discrimination orethasis of
race, color, religion, sex, or national origin.

7. | agree to test any changes or maodificationmyelectronic file or file layout or my Billing Ag#’s electronic
file or file layout and seek approval of my tesbsussion by the State. | understand that failurddso may
result in claim processing delays.

8. | agree to provide the State 30 days noticestaip or change electronic file or file layout Sfieations for
information submissions. | agree to cooperate bypsmitting test transactions to the State durirggtaup
period prior to any transmission to the Statenderstand that the duration of testing may be 38 damore.

9. | agree, as applicable, to submit Alaska-spedfita elements in accordance with State of Alddkdical
Assistance Provider Billing Manuals, Companion @gidand other State Program Guides to the extant th
Alaska-specific data elements do not change thenmgar intent of any of the Health and Human Sms
(HHS) Transaction Standard’s implementation speatibns (45 CFR Part 162.915(d)) and/or do nonhgka
any definition, data condition or use of a datamglet or segment as proscribed in the HHS Transactio
Standard Regulation. (45 CFR Part 162.915(a)).

Please visihttp://MedicaidAlaska.corfor the most current information Page 1 of 4
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Section |. Terms of Agreement, continuelio e completed by the “Providér”

10. | agree that | have the responsibility to eagbat all information submitted is complete anduaate, and tha
all electronic transactions meet the standardsHI®YAA compliance, regardless of whether | use dirigjl
Agent, a clearinghouse, a billing service, or othierd party submitter, or whether | directly sulbmi
transactions or information.

11. | agree that | will not submit claims that mag payable by another resource, unless specifieadiyed by
federal or state rules, or for claims that haveay been paid.

12. | agree to comply with state and federal resgadention laws that govern records maintainednigyBilling
Agent or me and to provide access to my recordgfadecords maintained on my behalf by my Bill&gent
for reviews and audits as required by state anerédaws.

13. | agree to protect my assigned State identiinanumbers (including submitter numbers) andeSpaisswords
against unauthorized use.

14. | agree that any changes in my business owipeesid/or with my Billing Agent will not change m
responsibility or liability under this agreementtilisuch time as | make written notification tetBtate or its
designee of any such change.

15. (a) I agree to notify the State, by the clokbusiness on the next working day for the Statélakka, if for
any reason | revoke or terminate any agreementthéttabove Billing Agent.

(b) I agree to notify the State of any change yoammy Billing Agent’s address, telephone, or otrexjuired
information within 3 working days.

(c) | agree to execute a new Department of Heatith Social Services Information Submission Agregmen
prior to allowing any Billing Agent to submit inforation to the State on my behalf.

16. | plan to submit the following: (Check onlye)n

[l Non-HIPAA-Compliant Information [] HIPAA-Compliant Information

17. (a) I will be sendinglaimsin the following format: (Check all that apply)

1 Paper [ Electronic
(b) 1'will be sendingther informationin the following format: (Check all that apply)
[l Paper O Electronic
18. I, or my billing agent on my behalf, intendstabmit the following types of transactions:
[1  Eligibility Request/Response (270/271)
(| Claims Status Request/Response (276/277)
| Prior Authorization Request/Response (278/278)
H Remittance Advice (835)
Dental (837 D)
[0  Institutional (837 1)
Il Professional (837 P)
(| Pharmacy (NCPDP- batch)
| N/A (Not Applicable)
19. I will be sending claims and other informatiqi©heck only one box)

a. | Directly from myoffice systento the State

b O Through PayerpathSM to the State (if so, skig2b)

c O Through Point of Sale to the State (if so, s&ig21)

d. [ Through aBilling Agent or Clearinghoust the State (if so, skip to #21)
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20. Software Vendor Information: (Complete thisnitenly if box 19a is checked)

Vendor Name Telephone number Fax Number

Vendor Address City State Zip+4

Vendor Contact Name Contact Telephone Number CoBRtddail Address (if available)
21. Billing Agent Information: | authorize the folving Billing Agent to submit information, includinclaims,

on my behalf{Complete this item ONLY if you will be billing irettly through a Billing Agent, Clearinghousg,
contractor, or other entity)

Emdeon 800-845-6592 option 1 615-231-4843

Billing Agent’s Business Name Billing Agent’s Telepne Number Billing Agent’s Fax Number
3055 Lebanon Rd Nashville TN 37214-

Billing Agent’'s Mailing Address City State Zip+4
SAML

Billing Agent’s Physical Address City State Zip+4
Enroliment  Help Desk 866-924-4634 payerregistration@emdeon.com

Billing Agent’s Contact Name Contact’s Telephonenhber Contact’'s E-Mail Address (if applicable)

22.

Contact Person’s Informatiomis section is to be completed with the name(s) tefephone number(s) of the individual(s), other
than yourself or the billing agent listed above,owdan answer questions about the information fbedsin this Information Submission
Agreement. You do not need to furnish any namgstif want all questions directed to y@theck hered if you want all questions
directed to you.

Contact Name Contact Telephone number ContacNuaxber

Contact Address City State Zip+4

Contact E-Mail Address

23.

| understand and agree to comply with all items numbered 1-22 listed above. By my signature below, |
acknowledge my responsibility for compliance with this agreement and my authority to enter into this
agreement on behalf of the Provider. Additionally, by my signature below, I, the Provider, authorize the
Billing Agent named above to submit information, including claims, on my behalf. No photocopies or
facsmile signatures will be accepted.

Provider Business Name (print) State Provider Identification Number

(Only one ID per Agreement see instructions)

Provider's Name* or Authorized Representative’s Né&m Title as applicable (print)

Signature of Provider* or Authorized Representative Date of Signature

Individuals and sole proprietors must sign thedwn enrollment agreement form.

**An authorized representative is an appointed afthl to whom the provider has granted the legal hatity to enroll the provider in the
Medicaid program, to make changes and/or updatedhe provider’s status in the Medicaid program (e.gew practice locations, changes of
address, etc.), and to commit the provider to fulligide by the laws, regulations, and program insttions of the Medicaid program. The
authorized official must be the provider's generphrtner, chairman of the board, chief financial affer, chief executive officer, president,
direct owner of 5% or more of the provider's orgamaition, or must hold a position of similar statushd authority within the provider's
organization
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| Section II. Definitions

“Billing Agent” used in this agreement means: AnijliBg Agent, Clearinghouse, billing service, othhird
party submitter, contractors, or other entity subing information directly to the Alaska Medical gistance
Program, State of Alaska, Department of Health@ocial Services, on behalf of an enrolled Provider.

“Provider” used in this agreement means: A party ghproperly enrolled in the State of Alaska Dépant of
Health and Social Services program(s) includingdicable, the Alaska Medical Assistance Progiaamd,
authorized to provide and be reimbursed for coveesuices.

“State” used in this agreement means: The Statdladka, Department of Health and Social Servioests
designee.

| Section lll. To Be Completed by the State or itsiDeee

The State agrees to continue to mail checks, ranté&t advices, resubmission turnaround documents etc
directly to the Provider, Provider's Billing Agentr other entity as recorded on the State’s Medicai

Management Information System (MMIS) provider amdbraitter files. The State agrees to comply with all

HIPAA laws.

O This agreement is effective and begins on the day of , 20___. The above
Provider is authorized to submit information, whiohy include claims, to the State.

| This agreement is effective and begins on the day of , 20 . The above
Provider has authorized the Billing Agent identifiabove to submit information, which may include
claims, to the State on the Provider’s behalf.

Signed this day of , 20

State Representative or designee Name, Title,ibagdplicable, designee’s Company or Agency Name)

State or State’s designee Signature Date of Sigmat

Section IV. To Be Completed by the State or itsifre=e

Begin date End date

Test Submitter # assigned to this Provider
Production Submitter # assigned to this Provider
Termination effective date: Datmiteation notification received:
Hard copy file updated MMIS file updated:
Electronic submitter
file updated:
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