
 

 

Questions?  Please contact your EDI solutions 
reseller for help with EDI enrollment forms 

02/01/10 (NF-IE) 

 
Medicaid - Kentucky 

EDS 
Enrollment Instructions – Professional Claims and ERA 

                                  
    BEFORE enrolling, you MUST have a Practice Insight EDI customer account # with     
       billing provider record added.  Please contact your EDI solutions reseller  to confirm  
       your EDI account setup.  
 
    Make sure all required information is complete and accurate.  Recheck   
       provider numbers to be sure they are valid and accurate.  Invalid or incorrect provider IDs  
       will cause the enrollment to be delayed or rejected. 
 
    Make a copy of the completed enrollment pages.  Note the date and method of  
       submission.  Keep a copy of the completed request in case you should need to follow up  
       or resubmit. 
 

                    
FAX COMPLETED REQUEST FORMS TO 

Medicaid Kentucky    
Fax # 502-209-3242 

                           

                                       
837 - Initial Provider Enrollment and Re-Enrollment (Change of Service) 
 

•    If the provider has NOT submitted claims electronically to this payer or is currently submitting    
     electronic claims either directly or through a service, the provider must complete the     
     following enrollment forms: 

 
1. Cabinet For Health and Family Services Department For Medicaid Services 

Kentucky Medical Assistance Program (2 page form)  
 

 

835- Electronic Remittance Request  (New Request or Change of Service) 
 

•   If the provider wishes to authorize Practice Insight to retrieve 835 ERA files, the provider 
    must complete the following sections: 
   

1. 835/U277 Request for Electronic Remittance Advice (ERA)  (1 page form) 
• List all NPIs with Taxonomy codes and Medicaid provider IDs to receive 

remittances 

 
                 
             ALLOW 2-4 WEEKS FOR PROCESSING 
 
If it has been over 30 days since request was submitted and you have not yet 
received confirmation of enrollment, contact your reseller for assistance. 
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This addendum to the Provider Agreement is made and entered into as of the __________day of
(Day)

__________, __________, by and between the Commonwealth of Kentucky, Cabinet for Health and
(Month) (Year)

Family Services, Department for Medicaid Services, hereinafter referred to as the Cabinet, and

_____________________________________, ________________________________________________
(Provider Name) (Provider Address)

_________________________________________________________, ___________, ________________
(City) (State) (Zip Code)

hereinafter referred to as the provider.

WITNESSETH, THAT:

Whereas, the Cabinet fro Health and Family Services, Department for Medicaid Services, in the exercise of
its lawful duties in relation to the administration of the Kentucky Medical Assistance Program (Title XIX)
is required by applicable federal and state regulations and policies to enter into Provider Agreements; and

Whereas, the above-named Provider participates in the Kentucky Medical Assistance Program (KMAP) as

_____________________________, ___________________________, ____________________________
(Type of provider) (Provider Number) NPI (National Provider Identifier)

Now, therefore, it is hereby and herewith mutually agreed by and between the parties hereto as follows:

1. The Provider:

A. Desires to submit claims for services provided to recipients of the Kentucky Medical Assistance
Program (Title XIX) via electronic media rather than via paper forms prescribed by the KMAP

B. Agrees to assume responsibility for all electronic media claims, whether submitted directly or by
an agent

C. Acknowledges that the Provider’s signature on this Agreement Addendum constitutes compliance
with the following certification required of each individual claim transmittal by electronic media”

“This is to certify that the transmitted information is true, accurate, and complete and that any
subsequent transactions which alter the information contained therein will be reported to the
KMAP. I understand that payment and satisfaction of these claims will be from Federal and State
funds and that any false claims, statements, or documents or concealment of a material fact, may
by prosecuted under applicable Federal and State Law.”

D. Agrees to use EMC submittal procedures and record layouts as defined by the Cabinet

E. Agrees to refund any payments which result from claims being paid inappropriately or
inaccurately

F. Acknowledges that upon acceptance of this Agreement Addendum by the Cabinet, said
Addendum becomes part of the previously executed Provider Agreement. All provisions of the
Provider Agreement remain in force.



CABINET FOR HEALTH AND FAMILY SERVICES
DEPARTMENT FOR MEDICAID SERVICES

KENTUCKY MEDICAL ASSISTANCE PROGRAM

2

MAP-380
(Rev 06/09)

2. The Cabinet:

A. Agrees to accept electronic media claims for services performed by this provider and to reimburse
the provider in accordance with established policies

B. Agrees to assign to the provider or its agent a code to enable the media to be processed.

Either party shall have the right to terminate this Addendum upon written notice without cause.

This is to certify that the foregoing information is true, accurate, and complete.

I understand that payment of claims will be from Federal and State funds, and that any falsification,
or concealment of a material fact, may be prosecuted under Federal and State laws.

______________________________________________________________________________________
(Provider)

______________________________________________________________________________________
(Provider Signature)

____________________________________________, _________________________________________
(Contact Person) (First and Last Name) (Title)

____________________________________________, _________________________________________
(Date) (Telephone Number)

____________________________________________, _________________________________________
(Software Vendor and/or Billing Agency) (Media)

Please return form to:
Electronic Claims Submission

P.O. Box 2016
Frankfort, KY 40602-2016



E 
 
835/U277 Request for Electronic Remittance Advice (ERA) 
 
Enter Trading Partner ID to be used to retrieve ERA:  (10 digits begin 
with 99):  __________________________________________ 
Company Information: 
Company:  _________________________________________ 
Address:  __________________________________________ 
City:  ___________________ State: _____________ Zip: _________ 
Contact: _______________________________________ 
Phone:   ____________________Fax: _______________________ 
E-mail Address: _________________________________ 
_______________________________________________________ 

• Remittances will be provided on a weekly basis and include 
claims submitted electronically and on paper 

List the NPI, taxonomy to appear on the Electronic Remittance 
Advices (835) below: 
NPI   Taxonomy   KY Medicaid ID (if known) 

   
   
   
   
   
   

Please submit this form by one of the methods listed 

• Email:  KY_EDI_Helpdesk@eds.com 

• Fax: (502) 209-3242 

• Mail:  EDS – EDI Department – 656 Chamberlin Ave. – Frankfort, KY 40601 

mailto:KY_EDI_Helpdesk@eds.com
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