
 

 

 

 

 

 

 

 

 

 

 

 

This is a two-step enrollment request. Please complete the following: 

1. Health New England 835 Healthcare Electronic Remittance Advice ERA Request & EFT 

Enrollment Form (pages 2-3) 

a. Email the completed form to penrollment@hne.com 

2. Once the payer has informed you the enrollment has processed and approved, you must email a 

copy of the completed form to payerenrollment@officeally.com with 

a. Email Subject: Health New England ERA Enrollment_(insert NPI) 

b. Email Body: 

i. Please find the attached ERA Enrollment Form. The payer has approved this enrollment 

request on XX/XX/202X. 

 

 

  

 

 

 

 

Standard Processing Time is up to 20 Business Days. 

 

 

 

 

 

 

Once Office Ally has received confirmation from the payer’s EDI Vendor that the approval is in their 

system, we will update you of the approval.  
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835 HEALTHCARE ELECTRONIC REMITTANCE  

ADVICE (ERA) REQUEST & COMPENSATION  

ELECTRONIC FUNDS TRANSFER (EFT) ENROLLMENT FORM

Fax: 413.233.2665 or Email: penrollment@hne.com

If you would like to submit this form through our website, please click link to go to: https://www.hnedirect.com/eft/EFTPage1.aspx. 

*Indicates required fields within each section. Incomplete and/or illegible fields may cause your enrollment to be delayed.
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SELECT AN ENROLLMENT TYPE ERA ONLY EFT ONLY BOTH ERA & EFT

  PLEASE SELECT THE OPTION(S) THAT APPLY 

*PROVIDER/GROUP/FACILITY NAME

*PROVIDER TAX ID (MULTIPLE TAX IDs SEE ATTACHMENT 1) (TAX FIELDS MUST CONTAIN 9 DIGITS) PROVIDER NPI (NPI FIELDS MUST CONTAIN 10 DIGITS)

*PROVIDER CONTACT NAME *PROVIDER CONTACT PHONE NUMBER *PROVIDER CONTACT EMAIL 

*PROVIDER BILLING ADDRESS *CITY *STATE *ZIP

SECTION A - PROVIDER/GROUP/FACILITY INFORMATION 

INDIVIDUAL PROVIDER GROUP/PRACTICE FACILITY BOTH GROUP & FACILITY

SECTION B - VENDOR INFORMATION/CLEARINGHOUSE/BILLING AGENT (IF YOU ARE USING A VENDOR THE FOLLOWING INFORMATION IS REQUIRED. CLICK HERE TO SEE LIST OF VENDORS.)

VENDOR NAME       VENDOR TAX ID

VENDOR CONTACT PHONE NUMBER       BY CHECKING HERE, PROVIDER AUTHORIZES HEALTH NEW ENGLAND, INC. TO 
      TRANSMIT PROVIDER’S 835 FILES TO VENDOR.  

PROVIDER, ________________________________________________________________________________, HEREBY APPOINTS __________________________________________________,
PROVIDER NAME/PROVIDER REPRESENTATIVE NAME (PLEASE PRINT) VENDOR NAME (PLEASE PRINT)

TO ACT AS THE AUTHORIZED AGENT FOR THE PURPOSE OF RETRIEVING THE 835 ERA ELECTRONICALLY FROM HEALTH NEW ENGLAND, INC.

SECTION D - PROVIDER CERTIFICATION 

THE UNDERSIGNED PROVIDER, _____________________________________________________________________________________________,

HEREBY CERTIFIES TO HEALTH NEW ENGLAND, INC. THE FOLLOWING WITH RESPECT TO THE 835 ELECTRONIC 
REMITTANCE ADVICE:

• Provider will coordinate receipt of remittance test file(s) from the designated clearinghouse/vendor if a vendor is named.
• Provider acknowledges that it will complete the test file(s) and use the 835 ERA data for posting to their accounting systems.
• Provider will notify their EDI Vendor of their intention to begin ERA testing.
• Provider agrees that upon approval of this Certification and the initiation of routine ERA processing, Provider will no longer receive a

hard copy EOR (Explanation of Remittance) after thirty (30) days from production.
• Provider, or an authorized representative of Provider, will notify Health New England, Inc. in writing of any changes or corrections

required in the ERA process.

PROVIDER NAME (PLEASE PRINT)

NEW ENROLLMENT

CHANGE TO ENROLLMENT

CANCEL ENROLLMENT

SECTION C - ERA ACKNOWLEDGMENT

Providers who choose to receive 835 transactions directly from HNE may elect to return a 999 Acknowledgement file. HNE does not require 
this but if you do opt in, you must always transmit the acknowledgement file. 

    Please check here if you will be sending an 999 Acknowledgement file.

(Continue to the next page).CORP 4123-0420

One Monarch Place, Suite 1500
Springfield, MA 01144-1500
healthnewengland.org

CHC1

CHC1

581651222

800-521-8133 Option 1 



SECTION E - EFT/FINANCIAL INSTITUTION

New EFT enrollments or changes to existing EFT banking information will take up to fifteen business days to complete. 
New ERA enrollments or changes to existing ERA information will take up to thirty-five business days to complete. 

*FINANCIAL INSTITUTION/BANK NAME 

*NAME AS IT APPEARS ON BANK ACCOUNT

*BANK ADDRESS *CITY *STATE *ZIP

*TYPE OF BANK ACCOUNT *BANK ROUTING NUMBER *BANK ACCOUNT NUMBER
CHECKING SAVINGS

CHECKING SAVINGS

Please complete this section only if you need to list additional Tax IDs that are in addition to the one listed in Section A.
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The undersigned Provider hereby authorizes and requests Health New England, Inc. (HNE) to effect payment for all amounts owed to the 
Provider by HNE as such amounts become payable. Payment shall be made by initiating entries to the Provider’s account in the bank or  
financial institution indicated above. The Provider authorizes and requests said bank or financial institution to credit the same to  
such account.

This authorization is active as of two weeks after HNE receives the request and shall remain in effect until terminated. The Provider may  
terminate this authorization without cause by giving 15 days prior written notice to HNE. HNE may terminate this authorization without cause  
at any time.

I agree that if unearned or erroneous payment is credited to my account by HNE, I will immediately repay HNE the full amount of such 
unearned or erroneous pay. I also agree to allow an automatic reversal of any deposits made in error.

SECTION G - PROVIDER AUTHORIZATION/SIGNATURE

ATTACHMENT 1 - MULTIPLE TAX IDs

FACILITY/GROUP/PRACTICE/PROVIDER NAME TAX ID (TAX FIELDS MUST CONTAIN 9 DIGITS) NPI (NPI FIELDS MUST CONTAIN 10 DIGITS) BILLING ADDRESS

AUTHORIZED REPRESENTATIVE SIGNATURE PRINT TITLE

PRINTED NAME OF AUTHORIZED REPRESENTATIVE DATE

AUTHORIZED REPRESENTATIVE PHONE NUMBER AUTHORIZED REPRESENTATIVE EMAIL

X

*PREVIOUS BANK NAME

*PREVIOUS BANK ADDRESS *CITY *STATE *ZIP

*TYPE OF BANK ACCOUNT *PREVIOUS BANK ROUTING NUMBER *PREVIOUS BANK ACCOUNT NUMBER

IF YOU ARE REQUESTING AN EFT CHANGE (YOUR BANK AND/OR BANK ACCOUNT NUMBER), THE FOLLOWING INFORMATION IS REQUIRED:SECTION F -  CHANGE/CANCEL ENROLLMENT

CORP 4123-0420





ECHO Health, Inc. ||  868 Corporate Way  ||  Westlake, Ohio 44145  || Phone: 440-835-3511  ||  Fax: 440-835-5656  ||  www.EchoHealthInc.com


EFT (Electronic Funds Transfer) and 
ERA (Electronic Remittance Advice) Enrollment Form 


           EFT & ERA            EFT Only            ERA Only


Provider Name: 
            (Complete legal name of institution, corporate entity, practice or individual provider)


Street: 
  (The number and street name where a person or organization can be found)


City:          State/ Province:                         ZIP Code/Postal Code:
        (City associated with provider address field)       


INSTRUCTIONS
 » This is a fillable form. Information can be typed into the form on your screen, or print the form and fill in the information. 
 » Complete all sections that apply to your enrollment choice (EFT, ERA, or both EFT and ERA).
 » Enrollments are handled at the TAX ID level. All NPIs associated with the specified TIN will be automatically enrolled.
 » If your TAX ID would like to receive payments via more than one bank account, please contact EDI@EchoHealthinc.com.
 » E-sign, or print and manually sign form. Mail, fax or email (secure email is recommended) your completed enrollment form to ECHO 


Health, Inc.
 » For information about the status of your enrollment, or for any other questions, please contact ECHO at 440-835-3511 or             


EDI@EchoHealthinc.com.


Payer / Insurance Company Name: ___________________________________________________________


ECHO Draft Number ___________________________   ECHO Draft Amount ___________________


(ISO-3166-2 Two Character 
Code associated with the 
State/Province/Region of the 
applicable Country.)


(System of postal-zone codes [zip stands 
for “zone improvement plan”] introduced 
in the U.S. in 1963 to improve mail delivery 
and exploit electronic reading and sorting 
capabilities.)


Provider Identifiers


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


Does provider have a National Provider Identifier (NPI) Number?          Yes         No


If “Yes,” enter NPI. National Provider Identifier (NPI):
(A Health Insurance Portability and Accountability Act (HIPAA) Administrative Simplification Standard. The NPI is a unique identification number for 
covered healthcare providers. Covered healthcare providers and all health plans and healthcare clearinghouses must use NPIs in the administrative 
and financial transactions adopted under HIPAA. The NPI is a 10-position, intelligence-free numeric identifier (10-digit number). This means that the 
numbers do not carry other information about healthcare providers, such as the state in which they live or their medical specialty. The NPI must be 
used in lieu of legacy provider identifiers in the HIPAA standards transactions.)                  


(A Federal Tax Identification Number, also known as an Employer Identification Number [EIN], is used to identify a business entity)


(Please specify only one Payer per form)


EFT-ERA Fillable -  r4D-3D-FREE ACH ECHO


For security purposes, please supply an ECHO Draft Number and matching Draft Amount to validate against your Tax ID. The Draft Number 
will be a 9-digit payment number beginning with a 1 or a 9. NOTE: For ERA only, Draft Number and Draft Amount are not required.
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1-Form Select


2-Provider Information


3-Provider Identifiers Information
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Provider Contact Name:
    (Name of contact in provider office for handling EFT issues)


Telephone Number:       E-mail Address: 
                            (Associated with contact person)                       (An electronic mail address at which the health plan might contact the provider)  


Provider Agent Name: 
    (Name of provider’s authorized agent)


Provider Agent Contact Name:
    (Name of contact in agent office for handling EFT issues)


Telephone Number:       E-mail Address: 
(Associated with contact person)                        (An electronic mail address at which the health plan might contact the provider)


Provider Contact Name:
    (Name of contact in provider office for handling ERA issues)


Telephone Number:       E-mail Address: 
                            (Associated with contact person)                       (An electronic mail address at which the health plan might contact the provider)  


Financial Institution Name:
    (Official name of the provider’s financial institution)


Financial Institution Routing Number:
                    (A 9-digit identifier of the financial institution where the provider maintains an account to which payments are to be deposited)


Type of Account at Financial Institution: 
     (The type of account the provider will use to receive EFT payment, e.g., Checking, Saving)


Provider’s Account Number with Financial Institution:
         (Provider’s account number at the financial institution to which EFT payments are to be deposited) 


Account Number Linkage to Provider Identifier. Select one option below.
(Provider preference for grouping [bulking] claim payments – must match preference for v5010 X12 835 advice)


              Provider Tax Identification Number (TIN)              National Provider Identifier (NPI)


6-Financial Institution Information


Provider Agent Name: 
    (Name of provider’s authorized agent)


Provider Agent Contact Name:
    (Name of contact in agent office for handling ERA issues)


Telephone Number:       E-mail Address: 
(Associated with contact person)              (An electronic mail address at which the health plan might contact the provider agent)


EFT-ERA Fillable -  r4D-3D-FREE ACH ECHO Page 2 of 3


4-Provider Contact Information


5-Provider Agent Information (If Applicable)


5A-Provider Agent Information (If Applicable)


4A-Provider Contact Information
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Preference for Aggregation of Remittance Data (e.g., Account Number Linkage to Provider Identifier)
(Provider preference for grouping [bulking] claim payment remittance advice – must match preference for EFT payment)


Does provider have a National Provider Identifier (NPI) Number?             Yes          No


     Provider Tax Identification Number (TIN):
              (Required if NPI is not applicable)


     National Provider Identifier (NPI):
              (Required if TIN is not applicable)


Method of Retrieval:
        (The method in which the provider will receive the ERA from the health plan [e.g., download from health plan website, clearinghouse, etc.])


Clearinghouse Name:
                        (Official name of provider’s clearinghouse)


Clearinghouse Contact Name:
         (Name of a contact in the clearinghouse office for handling ERA issues)


Clearinghouse Telephone Number:
                        (Telephone number of contact)


Clearinghouse E-mail Address: 
    (An electronic mail address at which the health plan might contact the provider’s clearinghouse)


Reason for Submission:           New Enrollment           Change Enrollment           Cancel Enrollment


Printed Name of Person Submitting Enrollment:
  (The printed name of the person signing the form; may be used with electronic and paper-based manual enrollment)


        Submission Date (CCYYMMDD):
     (The date on which the enrollment is submitted)  


Authorized Signature (The signature of an individual authorized by the provider or its agent to initiate, modify or terminate an enrollment.  
  May be used with electronic and paper-based manual enrollment). Please sign electronically OR write signature in.


   Electronic Signature of Person Submitting Enrollment: 


   Written Signature of Person Submitting Enrollment:
 (A [usually cursive] rendering of a name unique to a particular person used as confirmation of authorization and identity)


 


Vendor Name:  
     (Official name of provider’s vendor)


Vendor Contact Name:  
    (Name of a contact in vendor office for handing ERA issues)


Vendor Telephone Number:
    (Telephone number of contact)


Vendor Email Address:
    (An electronic mail address at which the health plan might contact the provider’s vendor)


Mail, fax or e-mail completed form (secure e-mail is recommended) to ECHO Health, Inc. If by email send to: EDI@EchoHealthinc.com.


EFT-ERA Fillable -  r4D-3D-FREE ACH ECHO Page 3 of 3


7-Electronic Remittance Advice Information


8-Electronic Remittance Advice Clearinghouse Information


10-Submission Information


9-Electronic Remittance Advice Vendor Information


OR
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