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Enrollment Form

Submitter Information
                 FORMCHECKBOX 
 New
    FORMCHECKBOX 
 Upgrade     
     

    Date:


	Practice/Office Name:
	

	Street Address:
	

	City:
	
	State:
	
	Zip:
	

	Main Contact:
	
	Title:
	

	Telephone:
	
	Facsimile:
	

	Are you an Integrated-ActivHealthCare Member?
	 FORMCHECKBOX 
 YES     FORMCHECKBOX 
 NO 
	
	Payer ID for Integrated-ActivHealthCare claims – AHCØ2


Practice Type: 




Specialty: 
Chiropractic

	
	
	
	
	

	Forms used:       FORMCHECKBOX 
  HCFA 1500             FORMCHECKBOX 
  UB92

	 FORMCHECKBOX 

	Billing Service
	 FORMCHECKBOX 

	Solo Practice
	 FORMCHECKBOX 

	Group Practice
	EIN#:
	     

	

	Name of Provider(s) 
	Tax ID #
	State License #
	CLIA #
	NPI#

	
	
	
	     
	     

	
	
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     


	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     


Payer Information  (Please list any payers that require pre-enrollment – enrollment is automatic for all other payers on our payer list.  Please do not request pre-enrollment for payers that you do not send claims to.)

	 FORMCHECKBOX 
  Champus/TriCare
	
	 FORMCHECKBOX 
  Medicare- certain states
	

	 FORMCHECKBOX 
  Railroad Medicare
	
	 FORMCHECKBOX 
  Medicaid – certain states
	

	
	

	
	

	
	

	
	

	
	


User Information (Individual actually submitting claims):
	First Name:
	     
	Last Name:
	     

	Title
	     
	Telephone:
	(      )       

	E-Mail Address (REQUIRED):
	     


System Information:
	Internet Service Provider:
	     

	Practice Management/

Billing Software:
	Software/Version: 
	     

	
	Software Vendor: 
	     

	
	Technical Support Name: 
	     

	
	Technical Support Telephone:
	     


· Payer/Provider ensures that all data submitted to Office Ally is valid and represents services performed accurately.  

· Office Ally shall not be deemed responsible for any claims transactions that fail due to incorrect/invalid data and all such rejections shall be the sole responsibility of the submitter for correction and resubmission. The received date of the claims shall be the date the claim is actually transmitted to the payer. 

· Claims for IPA’s only: By signing below, Provider directs Office Ally to automatically reprocess all claims rejected due to 'Member Not Found' and “Member Not Eligible At Time of Service”(). Reprocessing will take place seven (7) days, fourteen (14) days and twenty-one (21) days after the initial rejection.  Provider will be notified: 1) at the time of the original rejection, and 2) at the time that the claim is accepted, or after the third attempt to reprocess at day (21) if the claim is still rejected for ‘Member Not Found’ or ‘Member Not Eligible At Time of Service.’   Provider also understands that if the member is found to be eligible after reprocessing the date that the claim is received by payer will be the date that Office Ally actually transmits the claim to Payer.

· Pre-Enrollment Requirement: Certain payers require pre-enrollment which must be completed and approved before claims can be sent electronically.  These payers include, but are not limited to Railroad Medicare, TriCare, see our payer list for a complete listing.  These forms are available on our website, or by request.  It is your responsibility to ensure that these forms are done properly and approved.  
( Initial Here _____________ to Indicate You Have Read and Understand Pre-Enrollment Requirements
· Medicare/Medi-Cal/Medicaid:  If your monthly claim volume exceeds 50% Medicare and/or Medi-Cal/Medicaid, your account is subject to a Medicare/Medi-Cal/Medicaid processing fee of $19.95 per month*.    You will only be charged this fee for months in which you exceed the 50% limit.  If your Medicare/Medi-Cal/Medicaid claim volume is less than 50%, you will not be charged.  Totals are calculated per account (username.)  *Rates and payer list are subject to change
( Initial Here ____________ to Indicate You Have Read and Understand Medicare/Medi-Cal/Medi-Caid Requirements
·  All claims that Office Ally is able to submit electronically are done so FREE OF CHARGE.  Any claims that Office Ally has to print and mail are done so at a rate of $ 0.35 cents per page* if you select this option below.  The provider or biller will be invoiced monthly for these paper claims.  

· I hereby elect – you are required to make a choice by initialing next to the option you are choosing.

Select only one: 

	________
	Do not print any claims for me.  I understand that if I transmit claims that cannot be sent electronically, they will be rejected back to me.   

	________
	I hereby allow Office Ally to print and mail to the appropriate payers the claims that are not accepted electronically as indicated by our payer list and your pre-enrollment status, and agree to pay Office Ally $0.35/claim*. 


· Office Ally EDI Enrollment form insert for Integrated-ActivHealthCare

( Initial Here _________ to indicate You Have Read and Understand the following paragraph that was included in your agreement with Integrated-ActivHealthCare, LLC. and which is equally applicable under this agreement: 

Office Ally will forward to Integrated-ActivHealthCare claim data for all claims received from Provider, except that with respect to Non-Affiliated Claims, Office Ally will delete patient name and such other data as is necessary to ensure that the data forwarded to Integrated-ActivHealthCare on such Non-Affiliated Claims do not constitute “protected health information” under The Health Insurance Portability and Accountability Act of 1996 (“HIPAA”) and such data and actions do not otherwise contravene any applicable law.  With respect to Affiliated Claims, on HCFA Form 837, Provider authorizes Integrated-ActivHealthCare and Office Ally to change the taxpayer identification number (box 25) from Provider to Integrated-ActivHealthCare and change the billing address (box 33) to Integrated-ActivHealthCare’s designated office billing address when such changes are applicable as indicated by “Claims Filing:” address on the applicable Integrated-ActivHealthCare Term Summary Sheet referenced in paragraph 2I of the Provider Agreement.   Such data will be analyzed to evaluate the effectiveness of and to manage chiropractic care and the network as well as for marketing and credentialing purposes. Any existing data analysis specific to Provider will be made available by Integrated-ActivHealthCare to Provider upon reasonable written request.  

· I hereby also acknowledge the execution of a separate instrument entitled “Business Associate/Trading Partner Agreement” pursuant to the Health Insurance Portability and Accountability Act of 1996 (“HIPAA”).
                                                                                                       Laurie Kirkland

___________________________________________           _________________________________________
Provider or Authorized Representative     Date

Office Ally Representative   
Date
Fax enrollment to (770) 455-6188
or mail to: Integrated-ActivHealthCare

P. O. Box 969

Lilburn, GA  30048  
Questions? Call (866) 374-9558
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