
 
 

WHAT FORM(S) SHOULD I DO? 

• Emdeon ERA Enrollment form 

• Electronic Remittance Advice (ERA) Authorization Agreement 

WHERE SHOULD I SEND THE FORM(S)? 

• Email the Emdeon ERA Enrollment form to support@officeally.com 

o Email Subject should indicate “Emdeon ERA Enrollment” 

• Email Electronic Remittance Advice (ERA) Authorization Agreement form to 
batchenrollment@changehealthcare.com   

WHAT IS THE TURNAROUND TIME FOR ERA ENROLLMENT? 

• Standard processing time is 15 business days. 

 

1199 NATIONAL BENEFIT FUND (13162)  
ERA ENROLLMENT INSTRUCTIONS 
 

 
Of f ice Al ly  |  P.O.  Box 872020 | Van cou ver ,  WA 98687 

www.off i ceal ly .com  
 

Phone: 360-975-7000 
Fax: 360-896-2151 

mailto:support@officeally.com


In order to enroll to receive ERAs electronically from this payer, please fill out this form and return it via 
email to Support@officeally.com , the Email Subject should read:  Emdeon ERA Enrollment.  

PAYER INFORMATION OF THE PAYER YOU ARE ENROLLING FOR ERAS FROM: 

PROVIDER INFORMATION: 

Provider Name: 

Provider Address: 

PROVIDER IDENTIFIERS INFORMATION:  

Provider Federal Tax Identification Number (TIN) 
OR Employer Identification Number (EIN): 

National Provider Identifier (NPI): 

PROVIDER CONTACT INFORMATION: 

Provider Contact Name: 

Telephone Number: 

Email Address: 

SUBMISSION INFORMATION: 

Reason for Submission:  

Authorized Signature: 

Note: Electronic Signature (typed name) of Person Submitting ERA Enrollment.  

EMDEON ERA ENROLLMENT FORM

Off ice Al ly  |  P.O.  Box 872020 | Van cou ver ,  WA 98687 
www.off i ceal ly .com  

Phone: 360-975-7000 
Fax: 360-896-2151 

ELECTRONIC REMITTANCE ADVICE INFORMATION:

Preference for Aggregation 
of Remittance Data:

Note: Account Number Linkage to Provider Identifier. Must match prefernce for EFT payments.



 

Payer Information 
CPID  Payer ID  Payer  Type  Est Days  Multi CH 

           

Special Enrollment Instructions 

 

Vendor Information 
Submitter ID  Submitter Name 

   

Provider Information 
Tax ID  NPI  Provider Number  Name 

       

Address  City  State  Zip 

       

Contact Name  Contact Phone 

   

Contact Email Address 

 

Confirmation Addresses 
Primary Email Address  Secondary Email Address 

   

ERA Receiver 

Distribution Detail 

 
 



Electronic Remittance Advice (ERA) Authorization Agreement 
Page 1 – Definitions for DEG group data elements contained in Appendix.
DEG1 PROVIDER INFORMATION

Provider Name
Doing Business As Name 

(DBA)
Provider Address 

Street
City

State/Province
Zip Code/Postal Code

DEG2 PROVIDER IDENTIFIERS INFORMATION
Provider Federal Tax Identification 
Number (TIN) or Employer  
Identification Number (EIN)
National Provider Identifier 

(NPI)
DEG3 PROVIDER CONTACT INFORMATION

Provider Contact 
Telephone 

Email 
Fax 

DEG7 ELECTRONIC REMITTANCE ADVICE INFORMATION
Preference For Aggregation of Remittance Data (e.g., Account Number Linkage to Provider Identifier) - Select from 
below

Provider Tax Identification Number
(TIN)

National Provider Identifier 
(NPI)

Method of Retrieval
DEG8 ELECTRONIC REMITTANCE ADVICE CLEARINGHOUSE INFORMATION

Clearinghouse Name
Clearinghouse Contact 

Name
Telephone Number

Email Address
DEG10 SUBMISSION INFORMATION
Reasons For Submission – Select from below

New Enrollment 

Change Enrollment 

Cancel Enrollment

EMDEON

ENROLLMENT HELP DESK

payerregistration@emdeon.com



Electronic Remittance Advice (ERA) Authorization Agreement 
Page 2 – Definitions for DEG group data elements contained in Appendix.
Authorized Signature
Written Signature of Person 

Submitting Enrollment
Printed Name of Person 

Submitting Enrollment
Printed Title of Person 
Submitting Enrollment

Authorization Agreement – By signing above, I hereby agree that I have read and agree to the terms and conditions 
stated in the Authorization Agreement below. 


	1199_NationalBenefitFund_Inst_20180613
	what form(s) should I do?
	WHERE SHOULD I SEND THE FORM(S)?
	what is the turnaround time for era enrollment?

	Emdeon_ERA_ENR_Form_20180613
	13162erap
	Emdeon_ERA_ENR_Form_20180629.pdf
	Humana_Cariten_ERA_ENR_10302013
	Humana ERA Instructions_10312013
	WHICH FORMS SHOULD I DO?
	WHERE SHOULD I SEND THE FORMS?
	WHAT IS THE TURN AROUND TIME?
	HOW CAN I CHECK THE STATUS OF MY ERA ENROLLMENT?


	Emdeon ERA ENR_Aggregation_20131231
	Coventry 25133_ERA_ENR_11182013
	Emdeon Provider Set Up Enrollment Form_ERA_10292013_SaveIn
	Payer Information of the payer you are enrolling for ERAs from:
	Provider Information:
	Provider identifiers information:
	Provider Contact Information:
	Submission Information:



	Humana_Cariten_ERA_ENR_10302013
	Humana_Cariten ERA Enrollment Form_10302013
	61101ERAP




	Submit Label: Send completed form to:
	DataTransaction: *330897513,,*
	ClearinghouseLogo: 
	ChangeEmail: Batchenrollment@changehealthcare.com
	ChangeMailingAddress: Change Healthcare
Attn: Enrollment Dept. (IADU-DC2)
301 Data Court
Dubuque, IA 52003
	ChangeFax: Fax: (615) 885-3713
	ProductLabel: Remittance
	SOURCE: RESOURCE LIBRARY
	PRODUCT: REMITTANCE
	CPID: 5405
	PAYERID: 13162
	PayerProduct: 1199 NATIONAL BENEFIT FUND
	ProviderType: Professional
	Follow-upDaysOut: 15
	Mult_Submission: No
	SpecialInstructions2: 
	VENDORSUBMITTERID: 330897513
	VENDORNAME: Office Ally, Inc 
	INDIVIDUALID: 
	FACILITYNAME: 
	HiddenStateField: 
	CONFIRMATIONEMAIL: 
	CONFIRMATIONEMAIL2: 
	DISTRIBUTION: 
	ChangeOnlyText: For Change Healthcare use only
	Button: 
	PROVIDERNAME: 
	DoingBusiness: 
	FACILITYADDRESS: 
	FACILITYCITY: 
	FACILITYSTATE: [Off]
	FACILITYZIP: 
	TAXID: 
	BILLINGNPI: 
	CONTACTNAME: 
	CONTACTPHONE: 
	CONTACTEMAIL: 
	CONTACTFAX: 
	Preference for Aggregation: 
	Text2: 
	AggregationTaxID: 
	AggregationNPI: 
	Text1: 
	NewExistingCheckbox: AUTO
	Whether you are changing vendors: AUTO
	AUTHORIZEDSIGNATURE: Complete agreement, print, and obtain signature.
	AUTHORIZEDNAME: 
	CONTACTTITLE: [ ]
	SubmitButton: 
	Payer ID: 1199 NATIONAL BENEFIT FUND (13162)
	Provider Name: 
	Provider Street Address: 
	Provider City: 
	Provider State: 
	Provider Zip Code: 
	Provider Tax ID: 
	Provider NPI: 
	Provider Contact Name: 
	Provider Contact Telephone: 
	Provider Contact Email: 
	Reason for Submission: [New ERA Enrollment]
	Authorized Signature: 
	Preference for Aggregation of Remittance Data: [Select One]


