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Key Objectives

The purpose of this session Is to familiarize
providers with how to sign up for
Electronic Funds Transfer (EFT)
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EFT — Required Users

 All billing (pay-to) providers:
* Professional
 Institutional
* Dental
* Pharmacy

* Practitioners who have private practices and bill using their
own NPI

* |ndividual practitioners in groups who do not have ‘Group-Only
status



EFT — Ineligible Users

 Practitioners who are enrolled as OPRA providers (Ordering,
Prescribing, Referring and Attending) cannot receive payment
from Medicaid

* Non-billing providers such as:
* Physician Assistants
 Supervising Pharmacists
* ‘Group-Only’ Practitioners



EFT — ‘Group Only' Exempt

1

‘Group Only’ Practitioners are exempt from the EFT Requirement. This is because ‘Group-
Only’ providers cannot be paid for a claim under their own NPI.

2
To enroll as a ‘Group-Only’ provider, please sybmit form 426801 — located in the eMedNY
Halgell pages.

3

Existing enrolled providers can change their status to ‘Group-Only’ using form 426801. The
‘Group-Only’ form must be processed prior to ETIN certification statement processing.

A

New providers can indicate ‘Group Only’ on their new enrollment form and notices will be
sent to providers once processed.




EFT — Requirements

INDIVIDUAL PRACTITIONER REQUIREMENTS

* Individual NPI or Medicaid Identification Number
 Enter only one provider number per application form
» Bank account information

 Social Security number or Tax ID number supplied to Medicaid at the
time of enroliment

NOTE: Individual providers who want to deposit funds into a group bank
account still need to enter their individual social security numbers



EFT — Requirements

GROUP PRACTICE REQUIREMENTS

* Group NPI Number
e Bank account information

 The providers' or organizations’ Social Security number or Tax ID number
supplied to Medicaid at the time of enroliment



EFT — Requirements

ADDITIONAL REQUIREMENTS

 One EFT form and attachment can be used for facilities

* |f a practice wants to submit for all their providers - individual forms must
be signed and submitted by the individual providers

* Only need to submit one voided check or bank letter






EFT — Authorization Form Reqguest

eMedNY Website - www.eMedNY.org
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EFT — Authorization Form Reqguest
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EFT — Authorization Form Reqguest

EFT Authorization Form

Provider

“provider  Provider Outreach
Enwugﬁﬂ Manuals and Training

Provider Enrollment > Provider Maintenance Forms

m Support Tools Center L

To view a PDF document, your
computer must have Adobe
Reader installed. For some of

Provider Maintenance Forms

PLEASE TAKE NOTE: YWe recently removed many of the maintenance forms from this page. Links to forms such as our forms (typeable forms), you
Change of Address and Request to Participate as a Group Member are now accessed on the Provider Enrollment will ”eef‘i\ghim;ﬂ ’559'1;
page by clicking on your provider type. versiolralnoue header. Jou

can download the program by
clicking the button below:
L

All forms and packets are typeable.
This enhancement alleviates problems related to legibility of the information entered (BERE iornis: ?F: BE* READER®

Please open and type your information into the form, then print, sign and mail in to eMedN\‘( N
| Please use the tab key or the mouse to move from field to field on typeable forms

eMedNY is not responsible for
issues regarding the installation
of Adobe Reader. Contact

%. @) = Available on the Provider Enrollment Portal Adobe directly for information.
Certification Statement/Instructions for Existing ETINs Pended Claim Recycle Request Form
Default Electronic Transmitter Identification Number (ETIN) Prior Approval Roster Request Form

Selection Form Provider Flectronic/Paper Transmitter

Identification Number (ETIN)

Electronic Funds Transfer (EFT) Authorization Form

MNOTE: Instead of filling out the EFT Authorization Form above, you
can complete the form online at: https://portal.emedny.ora/provider/ Remittance Consent and Copy Request Forms

Request For Provider Reports

Electronic Prior Approval Request Form

Reguest to Disaffiliate/Delete an ETIN

Electronic or PDF Remittance Advice Request

Service Bureau Electronic/Paper Transmitter
MNOTE: Instead of filling out the Electronic or PDF Remittance Advice . . _
Request Form above, you can complete the form online at: Identification Number (ETIN)
https://portal.emedny.org/provider/ C

Paper Remittance Sort Request Form Trading_Partner Agreement




EFT — Authorization Form Reqguest

ELECTRONIC FUNDS TRANSFER AUTHORIZATION FORM

INSTRUCTIONS FOR COMPLETING THIS FORM FOLLOW ON PAGES 3-5

|Provider Information |

Provider Name
Provider Address
Street

City State/Provincs ZIP Code/Postal Code

| Provider Identifiers Information |
rovider Identifiers

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

National Provider Identifier (NPI) (Required, unless exempt):

Other Identifiers — Assigning Authority — New York Medicaid
Trading Partner ID: MMIS Provider ID # (Required, if NPI exempt):

Provider Contact Information

Provider ontact Name
Contact Telephone Number Extension
Email Address Fax Number

Y Y




EFT — Authorization Form Reqguest

Financial Institution Information

Financial Institution Name
Financial Institution Address

Street )
City State/Provirice ZIP Code/Postal Code

Financial Institution Routing Number
Type of Account at Financial Institution (Check one)  CHECKING  OR [~ SAVINGS
Provider's Account Number with Financial Institution

Account Number Linkage to Provider Identifier
Provider Tax Identification Number (TIN) OR National Provider Identifier (NPI)

LEAVE THIS SECTION BLANK




EFT — Authorization Form Reqguest

Submission Information \

Reason for Submission I~ New Enroliment OR [ Change Enroliment
Include with Enroliment Submission — Original Voided Check  OR [ Original Bank Letter

Authorized Signature: If submitting the form for a practitioner, the practitioner must sign below.
If submitting this form for a group, business or institution, the axihGrized representative must sign below.

Written Signature of Person Submitting Enrollment Submission Date

Printed Name of Person Submitting Printed Title of Person Submitting Enrollment

The eMedNY Fiscal Agent contractor for the New York State Department of Health will have the right to
recover any amount that has been credited to your account incorrectly.




EFT — Authorization Form Reqguest

Hame 1 1 7
Address
City, State, ZIP
Date:

Pay to the
order of N $

Void
Bank Name N

Memo:

I 123456789, I. (12 34567890,n" 117

e e - e ——

= Account Number
Routing Number

Bank Name




EFT — Authorization Form Reqguest

THE CORN EXCHANGE BANK s Bank Letterhead

WELLLAN AND LAY EE STRLETS
AEW VORK

= Indicate the intentions of the letter.
Tre C . b -

et e S Letter must contain:
S uteg et e | ©  Provider’'s Account information

At 0Ot rperilbery . 12 M TEILO

P . e Routing number of the bank

e, e Providers Tax ID

- ¢;. . ==l The notary seal must be original and from
S the bank representative.

No photocopies.

Ceverty A. Loty All documents must be original.




EFT — Important Reminders

1 The original defaced/voided check OR Original
O g blank letter - on letterhead from your banking
institution - notarized by bank officer

The Tay. Id entered In this section must match the
< provider name on the EFT form

All banking information fields must match the EFT
3. : - account being set up. Contact your banking
Financial Institution institution for assistance. Indicate if the account is
Information Checking or Savings.




EFT — Important Reminders

A The signature must be original. No photocopies or
stamped signatures are allowed. Include the title
of the person signing the EFT application

Submission Information

NOTe.The practitioner must sign and enter their
title. For groups, businesses, and institutions, the
authorized representative must sign and enter
their title

EFT Authorization Forms that do not comply with these instructions will be rejected



EFT — Mailing Address

Mail the completed Electronic Funds Transfer (EFT) form and attachments to:

EFT Processing
eMedNY Provider Services
P.O. Box 4616
Rensselaer, New York 12144-4616



Reference and Contact Information

« eMedNY Website

www.emedny.org

« Electronic Funds Transfer Form

https://www.emedny.org/info/ProviderEnrollment/ProviderMaintForms/701101
EFT FORM _EFT_ Enrollment_Form.pdf

« eMedNY Call Center
800-343-9000



eMed

Conclusion

Electronic Funds Transfer
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