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ERA Payer Agreement Instructions for Ohio Medicaid 

Important Notes 

ERA transactions are available as an additional MedAvant contracted service.  To add ERAs to 
your contract please contact your MedAvant Sales person or Account Manager.  ERAs must be 
part of your MedAvant contract BEFORE completing this ERA Payer Agreement. 
Electronic Funds Transfer (EFT) is an arrangement between the Provider and the Payer. 
MedAvant does not manage or transmit EFTs. 
Before receiving ERAs from this Payer the Provider will need to: 

• Be enrolled with the payer and have a valid Provider Identification Number (PIN) before 
completing the ERA Enrollment Request.   

• To obtain a PIN for a specific payer, the provider or Billing Service must contact the payer's 
Provider Relations Department.  MedAvant cannot make this request for the provider.   

Guidelines for completing Ohio Medicaid Payer ID MC046 

• Provider must complete section 1 of the Ohio Medicaid 838 Trading Partner Designation Form. 
Please be sure to sign and date the form. 

• Forward both the Trading Partner Designation Form and ERA Request Form to MedAvant for 
processing.   

Return MedAvant's ERA Enrollment Request to MedAvant: 

MedAvant Enrollment Fax 
(770) 885-4559 

Physical address for USPS, FedEx, UPS, etc. 
Enrollment Department 

MedAvant 
1854 Shackleford Court, Suite 200 

Norcross, GA 30093 

MedAvant ERA Enrollment Request is located at: 
http://www.MedAvanthealth.com/payerlist/default.asp

Questions? Contact MedAvant enrollment at: 
(800) 792-5256 Option 1 

 



    

JFS 06306 (Rev. 10/2004) 

OHIO DEPARTMENT OF JOB AND FAMILY SERVICES 
DESIGNATION OF AN 835 or 834-820 TRADING PARTNER  

 
By completing and signing this form the provider authorizes the department to transmit member enrollment and remittance advice data in an 
X12-4010A1 format through the EDI Trading Partner listed in Section III of this form.  
Please print or type all of the information on this form. 
 
SECTION 1: MEDICAID PROVIDER INFORMATION (To be completed by the ODJFS Medicaid Provider) 
 
Reason for Notification to choose a Trading Partner (Check one) 

 
  Establishing electronic Trading Partner relationship      Effective Date_______________________________       

          (I do not currently have a Trading Partner relationship) 
 

  Changing Trading Partners               Effective Date ______________________________  
        
Provider Name _____________________________________________ Medicaid Provider 7-digit Number __________________ 

 Provider Street Address ____________________________________________________________________________________ 

    City ____________________________________ State ________________________ Zip Code___________  

Contact Person ___________________________________________________ Phone Number ____________________________ 

Email Address ___________________________________________________ Fax Number ______________________________ 

Authorized Signature _____________________________________Title ______________________   Date___________________  

               
SECTION II: DESIGNATION OF A TRADING PARTNER 
 
I understand that each Medicaid provider may designate only one EDI trading partner (TP) to receive the 835 or the 834-820 transaction(s). 
The trading partner listed in Section III is being designated as our organization’s/practice’s trading partner to receive the following transaction(s).  
 Choose all that apply: 

  835 (Fee for Service)         835 (Point of Sale)         834-820 (HMO or ECM) 
 
ODJFS currently has another trading partner designated to receive the 835 or 834-820 on behalf of the provider listed in Section I. 

 
  Yes      No 

If yes, provide the name of your current TP and their Medicaid trading partner number: 

Current TP name:          

 Current TP number:           
This TP will no longer be able to receive your transaction(s).  Your transaction(s) will go to the TP designated in Section III. 

Please enter the name of your new trading partner in Section III. 

Send the form to the Trading Partner designated in Section III for completion and signature. 

SECTION III: TRADING PARTNER INFORMATION (To be completed by the Trading Partner) 
 
Trading Partner Name ________________________________________ Trading Partner 7-digit Medicaid Number _________________ 

Contact Person __________________________________________________ Phone Number ____________________________ 

Email Address ___________________________________________________ Fax Number ______________________________ 

Authorized Signature _____________________________________Title ______________________   Date___________________ 

 

Instructions intended for the Trading Partner listed in Section III  
The trading partner must make sure all sections of the form have been completed.  The trading partner must maintain a copy of this completed 
form in their files and must forward a copy to ODJFS. 
Trading partners must send the completed JFS 06306 form to: 
 
Ohio Department of Job and Family Services 
MMIS-EDI-Support - TPMF Updates 
4200 E. Fifth Ave. – 1st Floor, Section E01 
Columbus, Ohio 43219-1851  or             Fax: (614) 644-8989 
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