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ERA-ENROLLMENT INSTRUCTIONS)
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{ N
WHICH FORMS SHOULD | COMPLETE?

. J
- Change Healthcare ERA Enrollment Form
- Assertus Provider Enrollment Form

[ WHERE SHOULD | SEND THE FORM(S)? ]
- Email the Change Healthcare EDI Enrollment form along with the Assertus Provider Enrollment form

to batchenrollment@changehealthcare.com
[ WHAT IS THE TURNAROUND TIME? ]

- Standard Processing Time is approximately 14 days.

Office Ally, Inc | PO Box 872020 | Vancouver, WA 98687 | (360) 975-7000


mailto:batchenrollment@changehealthcare.com

Send completed form to:
Batchenrollment@changehealthcare.com

CHANGE Fax: (615) 885-3713

HEALTHCARE Remittance
Payer Information
CPID Payer ID | Payer Type Est Days | Multi CH
6712 L0170 |MEDICAL CARD SYSTEMS (MCS) REFORMA | Professional 14 No

Special Enrollment Instructions

Vendor Information

Submitter ID | Submitter Name

330897513 Office Ally
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

OFFALLEY

For Change Healthcare use only

© 2017, Change Healthcare, All Rights Reserved Last Revised Date: 08/02/21



PROVIDER ENROLLMENT

TRANSMISSION AUTHORIZATION

By completing and signing this authorization, the healthcare Provider is authorizing Assertus Holdings, LLC to interchange its electronic

Healthcare transactions with the Trading Partner acting as a Delegate Transmission Site for the Healthcare Provider as reported hereunder.

Delegate Transmission Site Site Account Number NPI
CHC1 581651222

Provider Name Phone Fax
Type Email

|:| Solo Practitioner |:| Group Practice

Street Address

Postal Address I:I Same as Street Address

Off

Notes:

Authorization

Hereby, | certify that I'm the Provider referenced above or an authorized representative and that the reported NPI on this form belongs to the Provider referenced above, and | authorize ASSERTUS

Holdings, LLC for the interchange of related health care transactions thru the Delegate Transmission Site reported on this form. | understand that this authorization will remain active until canceled in

writing. | also understand that it is my responsibility to monitor that every claims file submitted to Assertus has a positive confirmation receipt received and that | need to report to Assertus any missing

confirmation receipts.

Billing Provider Authorized Signature

Complete agreement, print, and obtain signature.

Date:

ASSERTUS Authorized Signature

Date:

Approved 2019




	MedCardSystem-Prof-ERA-ENR-Instructions-20230906
	L0170ERAP

	Submit Label: Send completed form to:
	DataTransaction: *330897513,,*
	ClearinghouseLogo: 
	ChangeEmail: Batchenrollment@changehealthcare.com
	ChangeMailingAddress: Change Healthcare
Attn: Shelia Steven; Enrollment
100 Airpark Center East
Nashville, TN 37217
	ChangeFax: Fax: (615) 885-3713
	ProductLabel: Remittance
	SOURCE: RESOURCE LIBRARY
	PRODUCT: REMITTANCE
	CPID: 6712
	PAYERID: L0170
	PayerProduct: MEDICAL CARD SYSTEMS (MCS) REFORMA
	ProviderType: Professional
	Follow-upDaysOut: 14
	Mult_Submission: No
	SpecialInstructions2: 
	VENDORSUBMITTERID: 330897513
	VENDORNAME: Office Ally
	TAXID: 
	INDIVIDUALID: 
	FACILITYNAME: 
	CONTACTNAME: 
	CONFIRMATIONEMAIL: 
	CONFIRMATIONEMAIL2: 
	DISTRIBUTION: OFFALLEY
	ChangeOnlyText: For Change Healthcare use only
	Button: 
	CopyrightLabel: © 2017, Change Healthcare, All Rights Reserved
	CreateLastRevisedDate: Last Revised Date: 08/02/21
	BILLINGNPI: 
	PROVIDERNAME: 
	CONTACTPHONE: 
	ProviderFax_1: 
	SoloGroupCheckBox: Off
	hiddensubmission: 
	CONTACTEMAIL: 
	SameAsStreetAddresscheckbox: Off
	SameAsStreetAddress: 
	FACILITYADDRESS: 
	PA: 
	MailingStreetAddress_1: 
	MailingCity_1: 
	MailingState_1: [ ]
	HiddenStateField: 
	MailingZip_1: 

	FACILITYCITY: 
	FACILITYSTATE: [Off]
	HiddenStateField: 
	FACILITYZIP: 
	AUTHORIZEDSIGNATURE: Complete agreement, print, and obtain signature.
	AUTHORIZEDDATE: 
	SubmitButton: 


