
 
           

                               

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

09/21/2011 (NF) 
http://www.cgsmedicare.com/kyb/index.html# 

      

                 Medicare Part B- KENTUCKY 
                               Cigna Government Services 
           Enrollment Instructions – Professional Claims & 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.  In particular, make sure provider IDs  
      are valid.  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 all the pages that are submitted, in case you need to follow up on this request. 

 
                    

FAX COMPLETED FORMS TO- 
Cigna Government Services 

615-664-5947 
                                      

 
837-Claims and  835-ERAs  
  Initial Provider Enrollment (NEW) or Re-Enrollment (Change of Service) 
 

To authorize Practice Insight as submitter of electronic claims and receiver of electronic reports these 
forms must be completed for each Medicare billing provider group or individual provider, if billing solo. 
 

1. J15  EDI Application  (2 pages; only use 2nd page to enroll additional billing providers) 
             SEE  “Date:”   Enter Date the application is completed. 

SEE  “Providers for Whom Submitter Will be Transmitting”- ENTER the Billing Provider’s information. 
          Optional for ERAs:   For each Billing Provider-  Put  for “Receive Electronic Remittances                                                                     

 
2. J15  Provider Authorization Form (1 page)  (Must be completed for each Billing Provider). 

              SEE  “Action Requested”  Put   for “Electronic Remittance” (Optional- only if requesting ERAs) 
              SEE  “Provider for whom Submitter will be granted access”- Enter Billing Provider’s Information. 
              SEE bottom of page “Signature” and “Date”  (Provider or Authorized person in provider’s office must sign). 
 
IF this is the first time the billing provider(s) is enrolling to submit electronic claims to Medicare, then this next 
form must also be completed and submitted.  If the provider has been submitting electronic claims to Medicare, then the 
provider should already have an agreement on file with Medicare and this form is not necessary. 
 

3.  J15  Medicare Electronic Data  Interchange (EDI)  Enrollment Agreement (3 pages) 
 SEE  Page 3, Section C. Signature   
   Enter the Billing Provider’s information to include billing provider’s specific information, to include-- 
   Provider’s PTAN # and NPI #.  (If billing as group, enter group NPI # and group Medicare PTAN #.) 
    “Authorized Signature”, Signer’s  “Printed Name”, “Title”  and “Date” also required.   
  IMPORTANT— The provider’s address entered on this form MUST be the same address that Medicare   
  has on file for this provider.  Also, all 3 pages of this Enrollment Agreement must be submitted.  

 
 

                    
                   ALLOW 2-4 WEEKS FOR PROCESSING 

 

If it has been 20 days since the request has been submitted and you have not 
received confirmation of edi enrollment, call Cigna Government Services EDI 
Department  at 1-866-758-5666 to get status of your edi enrollment request. 









EDI Enrollment (Agreement) Form & Instructions

The J15 EDI Enrollment Form (commonly referred to as the EDI Agreement) should be 
only by 

 

Medicare Provider Number and  

 
  each 

 

 

Note: 
the 
The  enclosed for each 

IMPORTANT NOTE:



EDI Enrollment (Agreement) Form & Instructions

Medicare Electronic Data Interchange (EDI) 
Enrollment Agreement
A.   

 



EDI Enrollment (Agreement) Form & Instructions

B.  

Note: 



EDI Enrollment (Agreement) Form & Instructions

C.  

 Provider Name:

 Address:

City: State: Zip:

Phone:

Authorized Signature:

By (Print Name):

Title:

Date: Medicare Provider Number:

 
  

 
 

 

Or mail completed form to: 
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