MCKESSON

Empowering Healthcare

ERA Payer Agreement Instructions for Minnisota Blue Shield —
Payer ID BS085

Important Notes

ERA transactions are available as an additional McKesson contracted service.
To add ERAs to your contract please contact your McKesson Sales person or
Value Added Reseller. ERAs must be part of your McKesson contract BEFORE
requesting ERA service through the McKesson EDI Enroliment Department.

Electronic Funds Transfer (EFT) is an arrangement between the
Physician/Provider and the Payer. McKesson does not manage or transmit
EFTs.

Before receiving ERAs for Minnisota Blue Shield the Physician/Provider must:

Be processing claims electronically with this payer

Contract with McKesson for All Payer ERA service

Complete an ERA Enrollment Request Form

Complete Minnisota Blue Shield’s Electronic Remittance Advice
Enrollment Form.

Guidelines for completing: Minnisota Blue Shield
Electronic Remittance Advice Enrollment Form:

e Complete all required fields

e Submit one ERA/EFT Payer Agreement for each Physician/Group Tax ID.

e Once the agreement is open in Adobe Reader you can type information
onto the form.

e Forward original ERA agreement along with your McKesson ERA
Enrollment Request Form to the Enrollment Team for processing.

e Please allow up to 30 days for approval and receipt of Minnisota Blue
Shield ERA.

Fax or E-mail Enrollment form to payer
Attention: ClearConnect Registration
E-mail: register@clearconnect.com
Fax: 651-662-7290

Fax Minnisota Blue Shield ERA Agreement and
McKesson ERA Enrollment Request Form to:

McKesson EDI Enrollment

800-633-4763



MCKESSON

Empowering Healthcare

ERA Enrollment Request Form

Client Information:

[ Existing Phoenix Customer

[ New Phoenix Customer

Client Name:

Client ID:
If new Customer leave
this field blank

Date of
Request:

Phone Number:

Fax Number:

Provider Information:

Complete one form for each Tax ID

Individual NPI:

Group NPI:

Provider/Group Name:

Address:

Tax ID:

City:

State:

Zip:

ERA Payer Information:

Refer to Instruction sheet attached for location of the Phoenix Payer List and Carrier Agreement Map.

Provider # | Payer ID

Payer Name

Date Sent to Payer

Service Used (ie: FedEX,

UPS, USPS)

Tracking # (if applicable)

Return to McKesson Support Services — Fax # 800-633-4763




— Electronic Claim Payment/
< > 835 Y

- Remittance Advice Transaction
ClearConnect

Trading Partner Registration Form For Registration UPDATES ONLY * (check all that apply)
O Business Name [ Connection Method (Direct/Indirect) [ Connectivity Type

For accurate completion of this form, please see registration [ Business Address [ Contracting Provider ID O contact Info
instructions found at www.clearconnect.com. O Tax ID O Clearinghouse or Billing Service [ Other
Business Information

Type of Business: Business Name (enter name on the line below) Trading Partner ID (if assigned):

(choose one) * D required if making UPDATES

O Provider Street Address (P.O. Boxes are not accepted) 102203

[ Clearinghouse

[ Billing Service National Provider ID (NPI):

O Software Vendor Please attach separate sheet for multiple NPIs

OCentral Billing Office |City State ZIP Code

[ Service Bureau

Business Federal Tax ID:

Phone Fax

Contact Information

Primary Contact Secondary Contact Connectivity Contact
|Name Name Name
|Phone Fax Phone Fax Phone Fax
JE-mail E-mail E-mail

The 835 transaction is NOT AVAILABLE through PC-ACE Connect software at ths time.

Connectivity Method (choose either Indirect or Direct)

Indirect - Connecting through a Clearinghouse (CH), Central Billing Office (CBO), Billing Service (BS), or Service Bureau (SB)

MedAvant Healthcare Solutions (id# 102203) 800-792-5256 Option 1

Name of CH, CBO, BS, SB Phone

[ Direct - Connecting directly to ClearConnect (A SIGNED AGREEMENT IS REQUIRED, found at www.clearconnect.com)

Direct Connection Type* (Select one type - Please see 835 Registration Instructions for details on the connection type options)

[ Internet: VPN to Client O Internet: VPN to VPN [ Internet: SSH (Secure Copy) [ Dial-Up (Required for PC-ACE)
* Additional Forms may be required when registering. Please see Registration Instructions for forms.

Payers: At this time ClearConnect only routes 835s for Blue Cross and Blue Shield of Minnesota & CCStpa

Contracting Provider IDs (list all IDs for which you want to receive 835s)

& Please do not list Individual Physician Numbers (IPNs) here, only Contracting Provider IDs.

Send completed Registration Form via Fax: 651-662-7290 or E-mail: register@clearconnect.com, Attention: ClearConnect Registration

For Questions call 1-866-251-6742
© ClearConnect v09.2005
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	THIS PAYER EDI AGREEMENT MUST BE PROCESSED THROUGH EMDEON’S PAYER ENROLLMENT DEPARTMENT.
	THIS IS DUE TO PAYER SPECIFIC ENROLLMENT REQUIREMENTS.   DO NOT SEND THIS PAYER EDI AGREEMENT DIRECT TO THE PAYER.
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	For Initial Enrollment with this payer: 
	 If you have NOT submitted claims electronically to this payer, the Payer requires Payer Registration forms.  Please complete all fields on the following page(s) as well as the attached Payer Registration forms and return to Emdeon for processing.
	 All Payer Registration forms must contain original signatures in BLUE INK, no stamped signatures or photocopies accepted.
	 Registration with the payer takes 1 week.
	 Your Payer Registration form must include a valid Provider ID.  Listing an invalid Provider ID will delay the process.
	 This payer accepts group agreements.
	 You may obtain the form from our enrollment web site http://www.emdeon.com.
	For Re-Enrollment (COS Change of Service) with this payer:
	 If you have submitted claims electronically to this payer in the past, either directly or through another clearinghouse, and would like to submit through Emdeon, the Payer requires payer registration forms.
	 All Payer Registration forms must contain original signatures in BLUE INK, no stamped signatures or photocopies accepted.
	 Registration with this payer takes 1 week.
	 Your Payer Registration form must include a valid Provider ID.  Listing an invalid Provider ID will delay the process.
	 This payer accepts group agreements.
	 You may obtain the form from our enrollment web site http://www.emdeon.com.
	If you are already APPROVED by this payer to submit through Emdeon:
	 If you have already received an approval from this payer to submit claims electronically through Emdeon, you must notify Emdeon so that we may process your approval in our enrollment systems. Please submit a Client Provided Approval Form to Enrollment for processing. 
	o You may obtain the form from our enrollment web site http://www.emdeon.com..or by calling our Fax on Demand service at 1-800-760-2804 (doc# 1450).
	o The Client Provided Approval form must be submitted to: payerregistration@emdeon.com  or faxed to 615-885-3713.
	 
	Payer Registration Reminders:
	 Please keep a copy of all forms for your records.
	 Please verify that all pages in the agreement are included when mailing.
	 Please ensure that all required fields are completed and legible.
	 Please provide a physical address below in case we need to Fed-Ex your agreement back to you.
	 Please remember to sign and date all documents. Your software vendor must be certified to send All-Payer claims to Emdeon.  Please contact your vendor if you have questions regarding certification.
	 To obtain forms or additional payer information, visit our website: http://www.emdeon.com. 
	                                                                             
	                                                                                   MINNESOTA BCBS ERA                                            
	                                                                
	Instructions for submitting Payer Registration Forms:
	 You must include this page when submitting Payer Registration forms to Emdeon
	 Registration forms must be submitted to the address  below
	 To obtain forms or additional payer information, visit our website: http://www.emdeon.com.
	This Registration form is for a:           Provider            Group

	Name*
	Physical Address*
	City, State, Zip*
	Contact Name*
	Contact Phone
	Contact Fax
	Contact Email Address §
	 NPI ID*
	 


	 Group ID*
	 Provider ID*  
	 Tax ID*   SSN
	Site ID*
	Vendor Submitter ID*
	Division ID*
	Vendor Name*
	Additional Info
	* Required Information if applicable.  § All Approval Notifications will be sent to this address
	Submit Original Payer Registration forms that require original signatures to:
	       Emdeon Business Services   
	Attn:  Enrollment Dept
	Donelson Corporate Ctr Bldg 3
	3055 Lebanon Pike Ste 2000   Nashville, TN  37214 
	                                    Fax: (615) 231-4843
	Email:  batchenrollment@emdeon.com 
	To avoid claim rejection, please do not submit electronic claims before receiving Emdeon Approval Notification.       
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	This Registration form is for a:           Provider            Group
	 NPI ID*
	Attn:  Enrollment Dept
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	 Emdeon ERA Provider Information Form 
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	Provider Organization
	Practice/ Facility Name

	Vendor (Emdeon certified vendor used to submit files to Emdeon)
	Vendor Name
	Receiver ID
	Division ID
	Contact Name
	E-mail Address
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