
 

 

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

7/25/2011 (Interim Form until SD MedX system ready)  
                                               https://dss.sd.gov/sdmedx/ 

  
 

Medicaid – SOUTH DAKOTA 
South Dakota Department of Social Services 

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. 
 
     Keep 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 FORM PAGES TO- 

Medicaid South Dakota, ATTN:  Tracy Shields 
605-773-5246 

                                      
 
 
837-CLAIMS and 835-ERAs Enrollment   (New) or Re-Enrollment (Change of Service) 
 
To authorize Practice Insight as submitter of 837 electronic claims and/or receiver of 835-ERAs 
(electronic remits), the following form must be completed and submitted for the billing provider group  
or individual provider (if individual provider is billing solo). 

    
1- Hospital Nursing Home/LTC, HCFA 1500,  And Pharmacy Electronic Media  

Provider Agreement (2 pages) 
  

   SEE top of FIRST PAGE –  ENTER    Billing Provider’s Name  
 
   ON SECOND PAGE -         ENTER     Billing Provider’s information, to include the Medicaid 
      SD Provider Number, NPI # and Tax ID #.  Authorized Signature for Provider is also  
      required. Be sure to include Title of signer (TYPED) and Date for signature. 
 
    SEE bottom of SECOND PAGE… “835 Electronic Remit” 
              Place      for    Yes  or  No  (to indicate whether or not the provider wishes to 
                                                        authorize Practice Insight to retrieve electronic remits.) 
 
                   

 

ALLOW 2-4 WEEKS FOR PROCESSING 
 

If it has been over 20 business days since request was submitted and you have not 
yet received confirmation of enrollment, contact your reseller or software support 

vendor for assistance or call Medicaid South Dakota at 1-866-718-0084. 
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HOSPITAL, NURSING HOME/LTC, HCFA 1500, AND PHARMACY 
ELECTRONIC MEDIA PROVIDER AGREEMENT 

 
 
Pursuant to Administrative Rule of South Dakota (67:16:35:05) this agreement is made and entered 
into by and between the Department of Social Services, State of South Dakota, also referred to as the 
“South Dakota Medical Assistance Program" and _____________________________________,  
also referred to as the “Provider".  The purpose of this agreement is to enable the Provider to submit 
claims to the South Dakota Medical Assistance Program Agency with the use of electronic media. 
 
It is hereby agreed as follows: 
 
A. GENERAL PROVISIONS 
 
1. This agreement will be automatically renewed for one year on July 1 if neither party gives 

notice requesting termination, except that the duration of this agreement may be limited 
pursuant to action by the South Dakota Medical Assistance Program in excluding a provider for 
fraud or abuse pursuant to 42 CFR Part 1002.  This agreement may be voluntarily terminated 
by either party by giving thirty (30) days written notice to the other party. 

 
2. This agreement may be modified in writing by mutual consent of the South Dakota Medical 

Assistance Program and the Provider.  Any such modification shall be attached to this 
agreement and become a part thereof. 

 
3. The Provider must be an authorized medical assistance provider with a signed Standard 

Provider Agreement on file in order to enter into this agreement. 
 
4. This agreement will in no way supersede the Standard Provider Agreement. 
 
B. RESPONSIBILITIES OF THE PROVIDER/BILLING AGENT 
 
1. Claims submitted by electronic media must comply with the format specifications defined by 

the South Dakota Medical Assistance Program.  Failure to comply with the format 
specifications will result in the electronic claim being rejected. 

 
2. The provider will notify the South Dakota Medical Assistance Program if the provider changes 

software providers or billing agents. 
 
C. RESPONSIBILITIES OF THE SOUTH DAKOTA MEDICAL ASSISTANCE PROGRAM 
 
If the above mentioned requirements are met the South Dakota Medical Assistance Program shall be 
responsible for the following: 
 
1. The South Dakota Medical Assistance Program will process and reimburse the Provider in a 

timely manner for all covered services submitted via electronic media. 
 
2. The South Dakota Medical Assistance Program will notify the Provider/Billing Agent of any 

changes that may occur in the format specifications. 
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PROVIDER 
 
Provider Type:   _____HCFA    _____Hospital    _____Pharmacy    _____Nursing Home/LTC 
 
How are you submitting?   ______POS   ______Launch Pad/Web Application 
 
 
_______________________________________  ____________________________ 
Provider Name (Typed)      Provider Number 
 
  National Provider Identification (NPI) Number:  ____________________________ 
 
         ____________________________ 
_______________________________________  Tax ID Number  
Authorized Signature 
         ____________________________ 
         E-Mail Address 
_______________________________________ 
Contact Person (Typed)      ____________________________ 
         Telephone Number 
 
_______________________________________  ____________________________ 
Title (Typed)        Date 
 
♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦ 

BILLING AGENCY 
 
_______________________________________  ____________________________ 
Billing Agency       Billing Agency Submitter Number  
 
_______________________________________  ____________________________ 
Street Address       City, State and Zip Code 
 
_______________________________________  ____________________________ 
Contact Person (Typed)      Telephone Number 
 
_______________________________________ 
E-Mail Address 
 

835 Electronic Remit _____YES _____NO     277 Claim Status Response _____YES _____NO 

♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦ 
TO BE COMPLETED BY SOUTH DAKOTA MEDICAL ASSISTANCE PROGRAM 

 
 
      Approved By:        
Start Date__________________       Larry Iversen, Division Director 
 
          Date: ________________________________ 
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