MCKESSON

Empowering Healthcare

ERA Payer Agreement Instructions for Kansas City Blue Shield —
Payer ID BS024

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 Kansas City 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 Kansas City Blue Shield’s Electronic Remittance Advice
Enrollment Form.

Guidelines for completing: Kansas City Blue Shield
Electronic Remittance Advice Enrollment Form:

e Complete all required fields

e Submit one ERA 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 a copy of your 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 Kansas City Blue
Shield ERA.

Fax or E-mail Enrollment form to payer:

Attention: ASK, Inc
P.O. Box 3500
Topeka, KS 66601-3500

Fax: 785-290-0720

Fax a copy of the completed Kansas City Blue Shield ERA Agreement and
McKesson ERA Enrollment Request Form to:

McKesson EDI Enrolliment

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




Administrative
Services of
Kansas

EDI Enrollment Form Instructions
Application for Electronic Remits (835) Enrollment

Section 1

Request Type:

Indicate whether request is for a new enrollment or to add a provider number to an existing trading
partner number.

Section 2

Trading Partner Information:

Trading Partner Number - enter if you are an existing trading partner

Organization Name - print name of the organization submitting files or
trading partner

Mailing Address - print the address of the organization

City, State, Zip - print the city, state and zip code of the organization

Contact Name(s) - print the contact name(s) for the organization
(information will only be released to names on file)

Telephone # - print telephone number of organization

Fax # - print fax number of organization

E-mail Address - print e-mail address of contact at the organization

Section 3

Type of Organization (new trading partner enrollments only):
Please indicate if you are a clearinghouse or billing service. Leave blank if neither description fits the
organization.

Section 4

Vendor Information (new trading partner enroliments only):

Software Company Name - print name of software company that supports your
practice management software

Mailing Address - print address of software company

City, State, Zip - print city, state and zip code of software company

Contact Name(s) - print contact name(s) for the software company

Telephone # - print telephone number of software company

Fax # - print fax number of software company

E-mail Address - print e-mail address for software company

Section 5

Communication Type (new trading partner enrollments only):
Indicate whether you will be using Internet file transfer, a network service vendor, or FTP file transfer.
If using FTP, please indicate the compression and transfer type.
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Section 6

Billing Provider Numbers:

Enter all billing provider numbers you will be requesting remits under.

*** As of 12/1/07 — Requests to add provider numbers must include a valid NPI. Forms
received without the NPI will be returned.

Blue Cross and Blue Shield of Kansas — 6-digit group number

Blue Cross and Blue Shield of Kansas City — 8-digit group number

HealthNow New York, Blue Cross and Blue Shield Western New York, Blue Shield Northeastern New
York — Submit 12 digit payee numbers only.

NPI — 10 digit billing number

Section 7

Provider Information (only if different than trading partner information)

Provider/Organization - print name of provider/organization

Address - print address of provider/organization

City, State, Zip Code - print city, state and zip code of
provider/organization

Attention/Contact Name - print attention or contact name (optional)

Telephone # - print telephone number

Fax # - print fax number

E-mail Address - print e-mail address (optional)

Section 8

Signatures:

A signature is required from the provider or an authorized provider representative. By signing this
agreement it is understood that any previous 835 enroliment for the indicted provider number(s) will
be overridden.

Completed EDI enroliment forms may be sent to:
ASK, Inc.

P.O. Box 3500

Topeka, KS. 66601-3500

Fax number: 785-290-0720

***All pages of EDI enrollment form must be returned***
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EDI Enrollment Form
ANSI 835
Payment/Advice (004010X091A1)
Section 1: Request Type:

[ ] New enrollment (request for a new trading partner number)
[ Existing trading partner adding additional provider numbers

Section 2: Trading Partner Information:

Trading Partner Number: (for existing trading partner) 0001310

Organization Name: (legal name) MedAvant Health Solutions

Mailing Address: 1901 E. Alton Ave., Suite 100

City: Santa Ana,

State: CA Zip: 92705

Contact Name(s): Enroliment Department

Telephone # (800) 7925256 Opt. 1

Fax # (404) 877-3324

E-mail Address: Pprovider.enrollment@medavanthealth.com

Section 3: Type of Organization (new trading partner enrollment only):

Clearinghouse

[] Billing Service
(Leave blank if neither description fits the organization)

Section 4: Vendor Information (new trading partner enrollment only):

Software Company Name:

Mailing Address:

City:

State: Zip:

Contact Name:

Telephone #: ( )

Fax #: ( )

E-mail Address:
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Section 5: Communication Type (New Trading Partner enrollment only):

] Internet

[0 Network Service Vendor (i.e.: IVANS or Vision Share)
[0 FTP - choose compression type and transfer type if using FTP

Compression Type
[0 Encryption

[1 PKZip

0 UnixComp

[J UnixTar

0 UnixZip

[1 None

Transfer Type:
[1 ASCII

[0 Binary
[1None

Section 6: Billing Provider Numbers:
***Ag of 12/1/07 — Requests to add provider
without the NPI will be returned.

numbers must include a valid NPl. Forms received

Payer Payer Provider
Number(s)

Pl Provider Name

Blue Shield and
Blue Cross of
Kansas

Blue Shield and
Blue Cross of
Kansas City

HealthNow NY

BCBSWNY

BSNENY

Note: Payer provider numbers and NPI can only be loaded under one trading partner number for the 835

(electronic remittance).

Setup will be completed within 3-5 business days of receipt.

= [f interested in submitting 837(claims) complete EDI Enroliment Form for 837, or the EDI change
form, if you are an existing trading partner.

= NPI must be reported to payers before completing EDI enroliment.

Section 7: Provider Information:

Provider will be notified of 835 enrollment(s). Please submit provider information below if different than

trading partner information:
* = Required

Provider/Organization:

Address:

City, State, Zip:

Attention/Contact Name:

Telephone #: Fax#: *
E-mail Address:
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Section 8:

Signatures A signature is required from either the provider or an authorized provider representative.
Only one billing provider may be enrolled per form.

**Signing this agreement will override any previous 835 enrollments for the indicated provider numbers.

Provider or Providers Representative:

(Sign) (Date)

(Print Name) (Print Title)

General Information

Please provide in writing to ASK any future changes to the information contained in this EDI setup form within 5
business days of the change.

ASK will make every attempt to give 60 days notice of any material changes to the EDI system that may effect
trading partner data transmissions. Updates to any system changes will be made through e-mail list notification
on the ASK Web site. Trading partners are responsible for signing up for the e-mail list notifications.

In an effort to keep our records up to date, provider numbers with no activity for at least six months will be
removed from a trading partner number. Once removed from a trading partner number, the EDI enrollment form
will need to be completed to re-add this number.

Kansas law applies to this business relationship.

Completed forms can be sent to:
ASK, Inc.

P.O. Box 3500

Topeka, KS 66601-3500

Fax number: 785-290-0720

***All pages must be returned***
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