MCKESSON

Empowering Healthcare

ERA Payer Agreement Instructions for Blue Shield UT BS088

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 ERASs for Blue Shield UT the Physician/Provider must:

e Be processing claims electronically with this payer
e Contract with McKesson for All Payer ERA service
e Complete an ERA Enroliment Request Form

Guidelines for completing Blue Shield UT ERA Payer BS088

e Complete all required fields

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

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

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

Fax or email Enrollment Form to the payer:

Payer Contact Information

Email: edisupport@regence.com
Fax: 877-329-3342

Fax ERA Enrollment Request Form and EDI Transaction Enrollment Form to

1-800-633-4763



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




EDI TRANSACTION ENROLLMENT

Please or type in form fill document below. Illegible or incomplete documents will not be processed.

Provider Type

PROVIDER ENROLLMENT INFORMATION
Professional (Medical) [ Institutional (Hospital) [] Dental

Practice Name

Contact(s)

Address

New Client Request

City, St, Zip

[] Add / Change of Info

Email

Tax ID Number

Phone ( ) ( )

IDAHO, OREGON & WASHINGTON SUBMITTERS ONLY
O Provider's Office  [] Billing Service

Remits downloaded by: [ Clearinghouse

Name

Address

City, St, Zip

Email
Phone ( )

Availity Remit ID

( )
UTAH SUBMITTERS ONLY

[] UHINT
[ Proclaim: [J New Install

SELECT TRANSACTION TYPE
* Utah submitters will no longer receive paper remits once electronic remits have been activated.
**837 enrollment is for Utah submitters only. Contact Availity at 800-282-4548 for 837 enrollment for
Idaho, Oregon and Washington.

UHIN Trading Partner ID
HT001106-001

Transmitting
Claims Via:

[] Existing Proclaim User

NOTE:

835 — Remittance Advice *electronic copy only for Utah
[] 837 — Claim Submission **Utah submitters only

[] 270/ 271 — Eligibility Request & Response
[] 276/ 277 — Claim Status Inquiry & Response

LIST REGENCE PROVIDER NAME(S) & ID NUMBER(S)

Idaho = 12 digits Oregon = 9 digits Utah = 14 digits

(attach list if needed)

Washington = 4 to 6 digits

Legacy Provider ID Individual NPI Provider Name

Please email or fax this form to:

OREGON UTAH

800 713-1693 801-333-2900 or 888-344-5583
877-329-3342 877-329-3342
edisupport@regence.com edisupport@regence.com

IDAHO
800 713-1693
877-329-3342
edisupport@regence.com

WASHINGTON

206 464-3822 or 800 373-1477
877-329-3342
edisupport@regence.com

Phone
Fax
Email

Phone
Fax
Email

Phone
Fax
Email

Phone
Fax
Email
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