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IOWA MEDICAID 
ELECTRONIC CLAIMS ENROLLMENT REGISTRATION 

 
 
PAYER ID NUMBER 
 

 
CKIA1 

 
ELECTRONIC REGISTRATIONS 
 
Agreements Required 
 

 
Exhibit A 837D Registration 4010A1 

• Provider Information Section:  Please complete select a date 
you would like to begin, enter the providers Federal Tax ID 
or SSN (whichever will be used to submit claims), National 
Provider Identifier (NPI) and the Billing Provider 
ID only. 

• Facility Information Section:  Please complete all requested 
information. 

• Vendor Information Section:  Please complete all requested 
information. 

• Original Signature Section:  Please complete all requested 
information. 

 
EDI Enrollment Form 

• Please complete all requested information. 
 
Emdeon Business Services Provider Enrollment Form 

• Please complete all requested information.   
• This form must contain the BILLING (group) and 

RENDERING provider ids. 
 

 
SPECIAL NOTES 

 
• Noridian Administrative Services requires the attached paperwork 

(Exhibit A 837D Registration 4010A1 and EDI Enrollment Form) 
             be completed for BILLING PROVIDER ID NUMBERS.   
 

• Submitting paperwork with rendering provider id numbers will 
cause a delay in the processing of your request.  

 
 
SEND REGISTRATION FORMS TO 

 

 
Emdeon Business Services 
Attn:  Provider Registration 

220 Burnham Street 
South Windsor, CT 06074 

Or 
Fax  860-289-0055 
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ENROLLMENT CONFIRMATION 
 

 
Á Enrollment will be coordinated between Emdeon Business Services and 

Noridian Administrative Services. 
Á Emdeon Business Services will contact the provider or their software vendor 

when approval is received. 
 

 
CHANGING ELECTRONIC  
BILLING AGENTS 
 

 
If the Provider currently submits claims through another Billing Agent 
other than Emdeon Business Services each Provider must re-enroll 
following the procedures listed above. 
 

 
CONTACT PHONE NUMBERS 
 

 
EDI Support Services                                          800-967-7902 
Emdeon Business Services                                  888-255-7293 
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PROVIDER ENROLLMENT FORM 

 
 
Print/Type the following: 
 
Insurance Carrier:   IOWA MEDICAID 
 
Provider/Organization Name:  _______________________________________ 
 
Tax Identification or Social Security Number:  ___________________________ 

(Number that will be used to submit electronic claims) 
 

Software Vendor:  __________________________________________________ 
 
Group Number:   __________________________ 
 

Rendering Name and Number:   
 
______________________________  __________________________ 
 
______________________________  __________________________ 
 
______________________________  __________________________ 
 
______________________________  __________________________ 
 
Address:  _______________________________________________________ 
 
City, State, Zip Code:  _____________________________________________ 
 
Office Contact Name:  _____________________________________________ 
 
Telephone Number:  __________________ Fax Number:  ________________ 
 
 
Date:  _____________________________ 
 
 
 
 



Noridian Administrative Services, LLC (NAS) EDI Enrollment Form 
 
The provider agrees to the following provisions for submitting electronic data to Noridian Administrative Services, LLC (NAS).  
 

A. The Provider Agrees: 
 

1. They will exchange data electronically using only those transaction types and format (versions) specified by NAS EDI Support 
Services.  

2. That it will be responsible for all data submitted to NAS by itself, it’s employees, or its agents. 
3. That it will not disclose any information concerning a member/recipient/enrollees (“member”) to any other person or 

organization, except NAS, without the express written permission of the member or his/her parent or legal guardian, or where 
required for the care and treatment of a member who is unable to provide written consent, or to bill insurance primary or 
supplementary or as required by State or Federal law. 

4. That it will submit claims only on behalf of those members who have given their written authorization to do so, and to certify 
that required members signatures, or legally authorized signatures on behalf of members, are on file. 

5. That it will ensure that every electronic entry can be readily associated and identified with an original source document. Each 
source document must reflect the following information: 

• Member’s name, 
• Member’s health insurance claim number, 
• Date(s) of service, 
• Diagnosis/nature of illness, and 
• Procedure/service performed. 

6. That it will submit claims that are accurate, complete, and truthful. 
7. That they will take responsibility for technical or operational difficulties that arise out of third party services utilization.  
8. That it will retain all original source documentation and medical records pertaining to any such particular claim submitted to 

NAS for a period of at least 6 years, 3 months after the bill is paid. 
9. That it will affix the NAS-assigned unique identifier number of the provider on each claim electronically transmitted to the 

contractor. 
10. That the NAS-assigned unique identifier number constitutes the provider's legal electronic signature and an assurance by the 

provider that services were performed as billed. 
11. That it will affix the NAS-assigned unique Submitter ID/Trading Partner ID to each electronic file as designated by EDI Support 

Services. 
12. That it will use sufficient security procedures to ensure that all transmissions of documents are authorized and protect all 

member-specific data from improper access.  
13. That it will establish and maintain procedures and controls so that information concerning members, or any information 

obtained from NAS, shall not be used by agents, officers, or employees of the billing service except as provided by the 
contractor.  

14. That it will research and correct claim discrepancies. 
15. That it will notify the NAS within 2 business days if any transmitted data are received in an unintelligible or garbled form. 

 
 
B. Noridian Administrative Services, LLC (NAS) Agree To: 
 

1. Transmit to the provider an acknowledgement of claim receipt and additional claim information pertaining to editing done 
against specific edits.  

2. Affix the intermediary/carrier number, as its electronic signature, on each remittance advice sent to the provider. 
3. Ensure that payments to providers are timely.  
4. Establish and maintain procedures and controls so that all data is stored in a secure environment and any data concerning 

members or provider data is treated as protected. 
5. Provide support with items relating to the translation, payment and ongoing support of the EDI process.  

 
NOTICE: 
 
This document shall become effective when signed by the provider. The responsibilities and obligations contained in this document will 
remain in effect as long as electronic claims are submitted to NAS. Either party may terminate this arrangement by giving the other 
party (30) days written notice of its intent to terminate. In the event that the notice is mailed, the written notice of termination shall be 
deemed to have been given upon the date of mailing, as established by the postmark or other appropriate evidence of transmittal. 
 

C. Signature: (Complete the Signature Section Below.) 
 

I am authorized to sign this NAS EDI Enrollment form on behalf of the indicated party and I have read and agree to the foregoing 
provisions and acknowledge same by signing below. 
 

                                                             



________________________________________________________________ 
Provider’s Name                                            Phone Number                               
 
________________________________________________________________ 
Title  
 
________________________________________________________________ 
Provider/Group Number 
 
________________________________________________________________ 
Address 
 
________________________________________________________________ 
City/State/Zip 
 
________________________________________________________________ 
Authorized Signature 
 
________________________________________________________________ 
Title 
 
________________________________________________________________ 
Date 
 
 
NOTE: Mail BOTH pages of this NAS EDI Enrollment Form to EDI Support Services at PO Box 
9319, Fargo, ND 58106-9319. 
 
 

                                                             

dawn.vaughan
Sign Here

dawn.vaughan
not used
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