General instructions:
Delta Dental requires both the EFT and ERA forms to be completed.

1.

Electronic Remittance Advice (ERA)
enrollment form instructions

2. Once we receive the completed forms and/or confirmation from the clearinghouse to set up the provider
(if applicable), allow 2-3 weeks for the enroliment process. The enrollment process includes pre-note
verification, provider/clinic/facility name and TIN confirmation with IRS and verifying NPIs.

NOTE: Each clearinghouse may require providers to complete a separate enrollment form.
If there are multiple NPIs under one TIN, complete one ERA/EFT enroliment form and complete the List of

NPI page included with this form. If there are different bank account for each NPIs, complete one ERA/EFT
form for each.

4. For questions regarding the forms, please send an email to edigroup@modahealth.com.

Completing the ERA Form

1.

Provider information

a.

Provider name — provider/clinic/facility name as listed
inthe W9 or IRS EIN assignment letter.

b. Doing business as name — DBA name if applicable.
c. Provider address — this can be the billing address or

physical location.

Provider identifiers information

a.

. Provider TIN or EIN — provider/clinic/facility TIN or EIN.

National Provider Identifier — provide Type Il NPl if
enrolling a clinic, provider group or facility. If enrolling
an individual provider or sole proprietor, provide
Type Il NPIif you have one, otherwise provide Type I.

Other identifier/taxonomy code — provide if known
but this is not a requirement.

. Provider contact information

Provider contact name — name of contact person for
the provider/clinic/facility.

Telephone number and extension — provider
telephone and extension for the contact person.

Email address — email address of the provider
contact person.

Electronic Remittance Advice information

a.

Preference for aggregation of remittance data
(e.g account number linkage to provider identifier:

o Provider Federal Tax Identification Number —
provide provider/clinic/facility TIN.

o National Provider Identifier — provide Type Il NPI
if enrolling a clinic, provider group or facility. If
enrolling an individual provider or sole proprietor,
provide Type II NPI, if you have one, otherwise
provide Type I.

b. Method of retrieval — generally this should be

“Clearinghouse.”

. Electronic Remittance Advice

clearinghouse information

a. Clearinghouse name — provide clearinghouse name.

See the clearinghouse list below.

Delta Dental of Oregon and Alaska

6. Submission information

a.

Reason for submission — check if enroliment is new,
change or cancel.

Authorized signature — digital or written and printed
name of the authorized personnel.

. Submission date — date form is submitted to Moda.

Changes to an existing 835 setup

Bank account update

Complete new EFT enrollment form and fax to DDOR. Allow 10
business days for bank account update as this requires pre-
note verification.

Clearinghouse update

Complete new ERA enrollment form. Providers must contact
their clearinghouses for specific instructions on their
enrollment process.

Other updates

Change in Tax Identification Number (TIN), Employer
Identification Number (EIN) and/or National Provider
Identification (NPI)

a.

Providers are required to contact Delta Dental
Professional Relations department to update the TIN,
EIN or NPlin our provider records:
dpr@modahealth.com

Phone 888-374-8905

Fax 503-243-3965

Contact clearinghouse for their specific instructions
on their enrollment process.

Providers will need to complete and submit new ERA
and EFT forms.

Change in billing or physical address

a.

Providers are required to contact Delta Dental
Professional Relations department to update
the address in our provider records. See above
contact information.

New forms are not necessary as this does not affect
the delivery of payment or ERA.

Cancellation of 835 setup

To cancel 835 setup, send an email request to
edigroup@modahealth.com.
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m Delta Dental of OR/AK ERA
Clearinghouse Connection for ERA/EFT enrollment

Clearinghouse name

Contact and general enrollment information for Delta Dental of Oregon and Alaska.

APEXEDI

Complete the Delta Dental ERA and EFT form and mail or fax to contact information on the forms.
If you have any questions regarding Apex EDI, see below contact information:
www.apexedi.com

Astra Practice Partners

DAISY requires providers to complete the ERA Quick Post Astra Practice Partners Customer
Enrollment Agreement.

Please contact Astra Practice Partners regarding this.
Complete the Delta Dental ERA form and EFT form and mail or fax to contact information on the forms.
If you have any questions regarding Astra Practice Partners, see below contact information:

800-368-6401
www.astrapracticepartners.com

EDI Health Group, Inc —
DentalXChange

Complete the Delta Dental ERA form and EFT form and send or fax to EHG.
EHG processes the provider enroliment forms, then forwarded to Delta Dental to start the set up.
If you have any questions regarding EHG, see below contact information:

800-576-6412
www.Dentalxchange.com

Tesia — PCI (Dental)

Complete the Delta Dental ERA and EFT form and send or fax to contact information on the forms.
If you have any questions regarding Tesia-PCl, see below contact information:
vynedental.com

Trizetto /Gateway EDI

Trizetto/Gateway EDI requires provider to enroll with them first in order to receive ERA from
Delta Dental.

Complete the Delta Dental ERA form and EFT form and fax to Gateway EDI Provider Enroliment
314-898-1932.

Once Trizetto/Gateway EDI completes processing the provider enrollment forms, these are
forwarded to Delta Dental for processing.

For any question regarding this process, please contact Trizetto/Gateway EDI:

Provider Enrollment — 800-969-3666
www.trizettoprovider.com
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m Delta Dental Electronic Remittance Advice (ERA)

enrollment form and instructions

Section 1 » Provider information

Provider name: Doing business as name (DBA):
Street:
City: State/Province: ZIP code/Postal code:

Section 2 » Provider identifiers information

Provider Federal Tax Identification Number (TIN) or Employer Identification Number (EIN):

National Provider Identifier (NPI):

Other identifier(s); provider taxonomy code:

Section 3 » Provider contact information

Provider contact name: Telephone number:

Telephone extension:

Email address:

Section 4 » Electronic Remittance Advice information

Preference for Aggregation of Remittance Data (e.g. account number linkage to provider identifier)

Provider Tax Identification (TIN): National Provider Identifier (NPI):

Method of retrieval:

Section 5 » Electronic Remittance Advice Clearinghouse information

‘ Clearinghouse name:

Section 6 » Submission information

Reason for submission

I New enrollment Change enroliment Cancel enrollment

Digital signature:

Written signature:

Printed name: Printed title:

Submission date (ccyymmdd):

Confidential when completed. Please mail or fax to:

Delta Dental of Oregon and Alaska
ATTN: EDI Department

601SW 2nd Ave

Portland, OR 97204

Fax number: 503-412-4068

NOTE: Do not send completed form via email. Do not include enrollment
form instructions or nondiscrimination notice when returning forms.

Delta Dental of Oregon and Alaska
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List of additional NPl under same TIN/EIN and same bank account:

NPI Physical Address if clinic has multiple locations
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General instructions:

1.

Electronic Fund Transfer (EFT)
enrollment form instructions

Delta Dental requires both the EFT and ERA forms to be completed.

2. Once we receive the completed forms and/or confirmation from the clearinghouse to set up the provider
(if applicable), allow 2-3 weeks for the enroliment process. The enrollment process includes pre-note
verification, provider/clinic/facility name and TIN confirmation with IRS and verifying NPIs.

3. If there are multiple NPIs under one TIN, complete one ERA/EFT enrollment form and complete the List of
NPI page included with this form. If there are different bank account for each NPIs, complete one ERA/EFT

form for each.

4. For questions regarding the forms, please send an email to edigroup@modahealth.com.

Completing the EFT Form

1.

Provider information

a. Provider name — provider/clinic/facility name as
listed in the W9 or IRS EIN Assignment letter.

b. Doing business as name — DBA name if applicable.

c. Provider address — this can be the billing address or
physical location.

. Provider identifiers information

a. Provider TIN or EIN — provider/clinic/facility TIN or EIN.

b. National provider identifier — provide Type Il NPl if
enrolling a clinic, provider group or facility. If enrolling
an individual provider or sole proprietor, provide Type
II NPl if you have one, otherwise provide Type I.

c. Otheridentifier/Taxonomy code — provide if known
but this is not a requirement.

Provider contact information

a. Provider contact name — name of contact person for
the provider/clinic/facility.

b. Telephone number and extension — provider
telephone and extension for the contact person.

c. Email address — email address of the provider
contact person.

Financial institution information

a. Financial institution name — provide name of
financial institution.

b. Financialinstitution routing number — provide the
ACH Transit Routing Number.

c. Type of account at financial institution — ‘Checking’
or ‘Savings’.

d. Provider’s account number with Financial Institution —
provide the checking or savings account number.

e. Account number linkage to provider identifier:
Tax Identification Number (TIN) — provider/clinic/
facility TIN linked to the checking account.
National Provider Identifier (NPI) — provider/clinic/
facility NPl linked to the checking account.

. Submission information

a. Reason for submission — check if enrollment is new
or change.

b. Authorized signature — digital or written and printed
name of the authorized personnel.

c. Submission date — date form is submitted to Moda.

Delta Dental of Oregon and Alaska

Delta Dental National Solution —
Electronic Funds Transfer

Complete the attached attestation form to let us know
if you'd like to be included in the Delta Dental national
solution for EFT.

Changes to an existing 835 setup

Bank account update

Complete new EFT enrollment form and fax to DDOR. Allow 10
business days for bank account update as this requires pre-
note verification.

Clearinghouse update

Complete new ERA enrollment form. Providers must contact
their clearinghouses for specific instructions on their
enrollment process.

Other updates

Change in Tax Identification Number (TIN), Employer
Identification Number (EIN) and/or National Provider
Identification (NPI)

a. Providers are required to contact Delta Dental
Professional Relations department to update the TIN,
EIN or NPl'in our provider records:
dpr@modahealth.com
Phone 888-374-8905
Fax503-243-3965

b. Contact clearinghouse for their specific instructions
on their enrollment process.

c. Providers will need to complete and submit new ERA
and EFT forms.

Change in billing or physical address

a. Providers are required to contact Delta Dental
Professional Relations department to update
the address in our provider records. See above
contactinformation.

b. New forms are not necessary as this does not affect
the delivery of payment or ERA.

Cancellation of 835 setup

To cancel 835 setup, send an email request to
edigroup@modahealth.com.

A

moda



m Electronic Fund Transfer (EFT) enrollment form

Section 1 » Provider information

Provider name:

Doing business as name (DBA):

Street:

City:

State/Province: ZIP code/Postal code:

Section 2 » Provider identifiers information

Provider Federal Tax Identification Number (TIN) or Employer Identification Number (EIN):

National Provider Identifier (NPI):

Other identifier(s); provider taxonomy code:

Section 3 » Provider contact information

Provider contact name:

Telephone number: Telephone extension:

Email address:

Section 4 » Financial institution information

Financial institution name:

Financial institution routing number:

Type of account at financial institution:
Checking Savings

Provider’s account number with financial institution:

Provider Tax Identification Number (TIN):

National Provider Identifier (NPI):

Section 5 » Submission information

Reason for submission

New enrollment Change enroliment Cancel enrollment

Digital signature:

Written signature:

Printed name:

Printed title: Submission date (ccyymmdd):

Confidential when completed. Please mail or fax to:

Delta Dental of Oregon and Alaska
ATTN: EDI Department

601SW 2nd Ave

Portland, OR 97204

Fax number: 503-412-4068

NOTE: Do not send completed form via email. Do not include enrollment
form instructions or nondiscrimination notice when returning forms.

Delta Dental of Oregon and Alaska
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m Delta Dental National Solution — Electronic Funds Transfer

To reduce the amount of EFT enroliment forms your office needs to complete, you now have the option to ask us to share your EFT
information with other Delta Dental member companies nationwide (for when you see patients with employers headquartered in
other states).

Please note, this attestation is for Oregon and Alaska dentists only. You will need to work with your local Delta Dental if you are a
dentist from another state.

Mark your preference, below, so we can handle as requested:

Yes — please share my enroliment information nationally.
No — use the information provided only for Delta Dental of OR and AK.

Dentist/Office name

Authorizing signature Title

I have read the Terms and conditions (required)
Terms and conditions

In consideration for the provision of direct deposit services, by signing above, and notwithstanding any language to the
contrary herein, you hereby acknowledge and agree that (i) any information you have provided, including but not limited to,
the information you supplied under the heading “Banking Information”, may be transferred, shared or otherwise provided by
us to or with any entity that is an affiliate of Delta Dental, as defined above, with other Delta Dental member companies and
their affiliates, and with Delta Dental Plans Association, for use in connection with funds to be deposited to your account,

(i) allow at least 3 weeks to process any election to discontinue enroliment in this direct deposit program, it may not be
effective to halt any deposits that were initiated while your enrollment in this direct deposit program was in effect, and (iii)

in the absence of gross negligence or willful misconduct, neither we, any of our members and affiliates, other Delta Dental
member companies and their affiliates, or Delta Dental Plans Association, will be responsible for any damages, or for any fee,
charge or other expense assessed against the Bank Account identified, in connection with this direct deposit program.

Further, by accepting these terms, you represent and warrant that (i) all of the information you supplied is true and accurate, (ii)
the information provided under the heading “Banking Information,” identifies a bank account held by the Business you identified,
and (iii) the signatory to this Direct Deposit Enrollment Form (“Form”) has all necessary power and authority to execute this Form.

Please fax your response to Dental Professional Relations at 503-243-3965 or email to dpr@modahealth.com.
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Moda Health nondiscrimination notice

Moda, Inc. complies with applicable
federal civil rights laws. We do not

discriminate on the basis of race, color,
national origin, age, disability or sex.

Moda provides free, timely aids and
services to people with disabilities

to help them communicate with us
effectively. These accommmodations
include sign language interpreters and
written information in other formats.

If your primary language is not
English, Moda also provides free,
timely interpretation services and/or
materials written in other languages.

If you need any of the services
listed above, contact:

Customer Service,
503-243-2987 or 800-342-0526
(TDD/TTY 711)

If you believe that Moda has failed to
provide these services or discriminated
in another way on the basis of race,
color, national origin, age, disability

or sex, you can file a written grievance
by mailing or faxing it to:

Moda, Inc.

Attention: Appeal Unit
601SW Second Ave.
Portland, OR 97204
Fax: 503-412-4003

If you need assistance filing
agrievance, please call the
applicable Customer Service
department listed to the left.

You can also file a civil rights complaint
with the U.S. Department of Health and
Human Services Office for Civil Rights at
ocrportal.nhs.gov/ocr/portal/lobby.jsf,
or by mail or phone to:

U.S. Department of Health

and Human Services

200 Independence Ave. SW, Room 509F
HHH Building, Washington, DC 20201

800-368-1019, 800-537-7697 (TDD).

Office for Civil Rights complaint
forms are available at
hhs.gov/ocr/office/file/index.html.

Moda'’s efforts to assure

nondiscrimination are coordinated by:

Tom Bikales, VP Legal Affairs
601SW Second Ave.

Portland, OR 97204
855-232-9111
compliance@modahealth.com

ATENCION: Si habla espafiol,
hay disponibles servicios de
ayuda con el idioma sin costo
alguno para usted. Llame al
1-877-605-3229 (TTY: 711).

AEE AR TR > AJBEIREES
EHBIRTE - SBHE 1-877-605-3229
(BB AERH 711)

CHU Y: Néu ban néi tiéng
Viét, c6 dich vu hé trg ngén
ng mién phi cho ban. Goi
1-877-605-3229 (TTY:711)

Fof: RZ & 20| x| &
ME|AE o] Z5tAl2{H Ct &
A2t E A2t FAI7| B CE.
3} 1-877-605-3229 (TTY: 711)

PAUNAWA: Kung nagsasalita
ka ng Tagalog, ang mga
serbisyong tulong sa wika, ay
walang bayad, at magagamit
mo. Tumawag sa numerong
1-877-605-3229 (TTY: 711)

BHUMAHWE! Ecnn Bol roBopuTte
No-pyccKK, BOCMOJb3yNTECh
6ecnnaTHOW A3bIKOBOW
nogaep»xkKomn. MNo3soHuTe

no ten. 1-877-605-3229
(TekcToBbIN TenedoH: 711).

Gladd @lligd Ay yall Chan®i G 1Y) 4t
Ay Jeail Ulae ol dalia 453l 3aclie
(71 : =il ailell) 1-877-605-3229

ATANSYON: Si ou pale Kreydl
Ayisyen, nou ofri sévis gratis pou
ede w nan lang ou pale a. Rele
nan 1-877-605-3229 (moun ki
itilize sistem TTY rele : 711)

ATTENTION : sivous étes
locuteurs francophones, le
service d’'assistance linguistique
gratuit est disponible. Appelez
au 1-877-605-3229 (TTY : 711)

UWAGA: Dla oséb méwigcych
po polsku dostepna jest
bezptatna pomoc jezykowa.
Zadzwon: 1-877-605-3229
(obstuga TTY: 711)

ATENCAOQ: Caso fale portugués,
estdo disponiveis servicos
gratuitos de ajuda linguistica.
Telefone para 1-877-605-3229
(TERMINAL: 711)

ATTENZIONE: Se parla
italiano, sono disponibili per

lei servizi gratuiti di assistenza
linguistica. Chiamare il numero
1-877-605-3229 (TTY: 711)

AR BARFEECHLEDAICIE
BAEY —ERZERTRELTS
WEJ, 1-877-605-3229 (TTY,
TLEAT A 2= AN
E71) K THBRELTTEL,

Achtung: Falls Sie Deutsch
sprechen, stehen lhnen kostenlos
Sprachassistenzdienste

zur Verflgung. Rufen sie
1-877-605-3229 (TTY: 711)

0 G ol 4 AS (S ea ) A
) OB, G a4 den 5 Gk i€
1-877-605-3229 L a2 5 se Lak
A8 il (TTY: 711)

YBATA! AKwo Bn rosopute
YKPaTHCbKOI0, A/1A BaC [OCTYMHI
6e3KOLITOBHI KOHCYnbTauil
pigHoto MoBoto. 3aTenedoHyiite
1-877-605-3229 (TTY: 711)

ATENTIE: Daca vorbiti limba
romand, va punem la dispozitie
serviciul de asistenta lingvistica
in mod gratuit. Sunati la
1-877-605-3229 (TTY 711)

THOV CEEB TOOM: Yog hais
tias koj hais lus Hmoob, muaj
cov kev pab cuam txhais lus,
pub dawb rau koj. Hu rau
1-877-605-3229 (TTY: 711)

Talsansii: Kanas
‘W@]cﬂ'ﬂsl' ﬂﬂm
A41N50 LU AY52198
HAAANUN NI LEANT
Y19 1-877-605-3229 (TTY: 711)

(fion o 155 S un wm antgi
[tﬂtijLni"‘WI[ﬁjﬁnHﬁS[Iﬂﬁn
Mantaasaiy fnesn
§SIANAHAT (U GIATQIAmS
[R5 8 1-877-605-3229 (TTY: 711)

HUBACHIISA: Yoo afaan
Kshtik kan dubbattan ta’e
tajaajiloonni gargaarsaa
isiniif jira 1-877-605-3229
(TTY:711) tiin bilbilaa.
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