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EDI Claims

Electronic Data Interchange (EDI)
is a transfer of data between two
companies using the Internet.

AHC offers this service for
electronic claims processing to
you, FREE, through a partnership
with Office Ally (OA).

*ActivHealthCare only accepts EDI claims through Office Ally!




EDI Claims - Benefits

Why consider Office Ally?
* *No monthly fees
* Faster Payments
* Quick and easy
* Online access to claim status, history and summary reports
* Online claims correction capability

* Reduced costs for postage, printer cartridges and claim
forms

* Improved accuracy in claims processing
* Only acceptable proof for timely filing

*1f 50% of your monthly electronic submittals are Medicare or Non-Par, Office Ally will charge $19.95 for that month.

A ;




EDI Enroliment

Enrollment is easy!

 Download and complete the enrollment forms from
www.ActivHealthCare.com:

FDF
AHC EDI Provider Agreement Addendum

FOF
Office Ally Enrollment Form
FOF
Office Ally Business Associate Agreement

* Mail the original and signed enrollment forms to ActivHealthCare:

ActivHealthCare

Attn: EDI D
1926 Northlake Pkwy, suite 100
Tucker, GA 30084

o not send forms
to Office Ally!
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EDI Enrollment (continued)

Allow up to 30 days for enrollment. Office Ally will
contact your office for training, uploading and with
your username and password.

* OA will provide technical support in addition to training
on how to upload claims

 AHC will work with OA and your office during the start-up
phase
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Office Ally Online Tools

Patient Look-Up
View Claim History
Inventory Reporting
Code Search

Claim Fix

Eligibility Request
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Claims Follow-Up

Critical Step — Checking Your Claim’s Status!

Within 24 hours of upload, your file summary is ready. This report lists the
status of all claims received by OA. This acts as your receipt that your
claims have been entered into the OA system.

* Loginto www.officeally.com and click DOWNLOAD FILE SUMMARY
* Click the appropriate day on the calendar
 Below the calendar, click VIEW and then click OPEN

Please note: ANSI 837 users may receive an ERR Report in place of their file
summary. You should contact OA if you receive this report.
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ID Card Example — MHP

Questions?
CORESOURCE 855.402.8831
 Tovitemmrk Fompetn WAW. MY COrEs0LInee. oarm
Employee B saical Faan

Employer: Dependent Coveragl Yes
Gulfstream Aerospace . 4
Corp. .. Memorial |

Group # GAD00D
CS Savannah PPO
Employes:

Employee ID: E12345678

H?:anu liwe i, of receive services in Broyan,
Chatham, Effingham or Libary counlies a-uu
mad ulilize fha MHP Nebwork o racede [n-
tebwork benefits, I you llve ulside of these four
couniies, end sarvices ans provided oulside of
Ihasa four counties, you wit have accass ba the
MHP and Asina Signalune Adminlalralcrs
Habwarks.

Medical £lafee Submission

To confirm eligibility, verify benefits or check
the stalus of a claim, call CoreSource al
B55.402.8831 or visit our website al

W, |r|:,r¢¢re.-murce.cnm.

EDI: Payer ID CB&24

Mail: CoreSourca, Inc.
P.0. Box 105

Armald, MD 21012
This card does nol guarantes eligility or paymenl.

Care Management

Precarification is réquired for all hospilal

| admissions and specified cutpetien

| procadures. in an emargency, call within 48

] ﬁuu.rs or the next busiress day. For

recertification, pleass cell ActiveHealth at
GOE.3504.

coirtily will resull in a reduciion in

WnurirEn

il al
Relwark Daly

Primary Network

AHCO1 CoreSource
Payer |ID# CB624
PO Box 105
Arnold, MD 21012

HCFA Box 11c: MHP

Payor or “Mail To*
address



ID Card Example - Alliant Health Plan/PHCS

ALLIANT >
Group Mame:

Medical Deductible: 51000 7532000
HX Copay: 51075357560

R BIN: 510602
R GRP: AHP

Network name?

SUBSCRIBER:

gl?}"iEFtED BENEFITS: Medical/Prescription
003

4

THIS CARD 15 FOR IDEMTIFICATION PLEPC
Benefits may be dermed or reduced
Eligibifity and Banefits
Custormer Service Calls: Eligibilty, Benefits, £l
Pra-cort, Referral, Mental Health:
Fharpacctelaling:

Payor?

Submit Claims to:
MEIC - ¥58234; or
Alllant Health Plans, Inc

PO, Box 3708

Corpus Christi, TX 78463

Send claim
through?

PHCS,

anan

Group,
Copay: OW-525 SPOV - 550
ER- 5250 Urgent - 575

Hx PCh: NVT

{RES

AHCO1 Alliant Health Plan
Payer |ID# 58234
PO Box 3708
Corpus Christi, TX 78463-3708

HCFA Box 11c: PHCS
PHRARywhere

wwrw alliantplans.com

All inpatient and selected outpatient admissions must be pre-authorized within 24 hours
Rt b your plan documents tor mone details.

weerw . FHRAMywhere.com
Life-threatening situations, seek the nearest medical facility.

ActivHealthCare

Issued: 1272002074
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NPl Numbers - required

NPl numbers are not an option, they are required.

NPI numbers must be placed in the following locations of the
CMS1500 form:

* Box 24.j (treating provider’s NPl required)
* Box32.a
* Box 33.a

Failure to properly place NPl numbers on claims may result on a
denial, delay or return of the claim.
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1500
HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE GR05

AHC@1 Payor Name from ID Card
Payor Address from ID Card
Payor C|ty, State, Zip

RRIER

[ Pea - :4"
1. MEDICAR TR CHAM P FEGA R | 10 P e 1 m
EDICARE TcARE EFGA . OTER| 12 T Frogram in ltem 1)
[ iedicare sy P iktocicaic a3 [ (Sponsars SanN) [ | Marmber it} D.’.%WJ oo
2 PATI 'S NAME {Last Marra, Fiest Narma, Middbe Iniial) 3 DQHENTSEI SEX 4. INSURED/E NAME (Last Mama, Finit Name, Middla Initial)
L]
L )
'ATIENT S ADDRESS (Mo., Ser t H t V4 . PATIENT RELATIONS| TO INSURED T.EURED'S ADDRESS (Mo, Stroat)
a I e n S Sﬂ"D SnmseD Chi I:‘ 0'hnr|:| M [7)
CITY STATE | 8 PATIENT STATUS TY STATE =
P o e | — Insured’s z
oSNrmrmm Single 4]
P CODE | BRELCEEEE] ] zk coDE I f mspuo«s u Area Code) =
Full-T: Fast-Tima n o n T
( ) Empioyed [ [ ssudem ] G
9. OTIE INSURED'S NAME (Last Nama, First Name, Middie inisial) 10015 PATIENT'S GOMDIMON RELATED TOx 1. INNJRED'S POLICY GROUP OR FEca NU\‘!BEFI =
8
& OTHER INSURE] ICY OR GROUP NUMBER 3 MENT? {Current or Pravious) & INSURED'S OF BIRTH SE [4
MM [= Y =2
D YES D O F |:| 2
b QTHER INSURED'S DATE OF BIRTH SEX b, AT ACCIDENT? PLAGE (Staie) | . EMPLOVER'S NAME OFf SCHOGL NANE o
wl] f[] COves Owe I
c. EMPLOYER'S NAME OR SCHOOL MAME . OTHER ACCIDENT? ( e |Msum.uNethNﬁam e
Oves  Owo [ 2
o INSURANCE FLAN NAME OF PROGRAM NAME 0. RESERVED FOR LDCAL USE 15 THERE ANOTHER HEALTH BEMEFIT PLANT =
—_— [Oves [Iwo o yes retum mand complote tem 9 a-d.
READ BACK OF FORM BEFORE COMPLETING & SIGMING THIS FORM. 13, INSURED'S OR AUTHORIZED PERSONS SIGNATURE | authorize
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | autharizs th relonss of sry madical or ceer inormation ncassary paymeni of medical benedis io o undersigned physician or supplier for
8 peocess this claim. | also nequest payment of govemmant banafits sither b mysed or 10 the party who accepss assignment BOrices duscried b
e,
SIGNED DATE SIGNED A
" SleOf ?JFIQEMT ILLNESS [Firsl symplom) DR 15. IF PATIENT HAS HAD S-h.I-F SIHILAH ILLNESS. | 16. DATES Dﬁ“IIENY BNMN.EW WOR IN CUBRENT OCCUPATION A
M D Y 4|munv iAccidont] DR QIVE FIRST DATE MM L o M DD Y
PREGNANCY(LMF) FROM o
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE 178, 18. HOSPITALIZATION DATES, HELATED TO CURFRENT SERVICES
0] ] had [ Do Y
170, | NPy FROM TO
15, RESERVED FOR LOCAL USE 0. QUTSIDE LABT § CHARGES
[Oves [wo |
21, DIAGNOSIS OR NATURE OF ILLNESS Of INJURY (Felaio liems 1, 2, 3 or 4 i Bem 24E by Ling) 22. MED|CAID RESUBMISSION
—l_ £ ORIGINAL REF. NO
L A — | I —
#3. PRIOR AUTHORIZATION NUMBER DOCtO r.IS N PI
2 . —
4 A DATE(S) OF SERVICE [+ o PHOCEOURES 5E AVICES. OR SUPPLIES E F. G, ! H. I o %/
From To {Explain rvasual Circumeinnces) DIAGHOSIS oars g RENFPE“"E/ N umbper
MM oo hii MM DD EI-‘G CPTHCPCS | MODIFIER POINTER % CHARGES LTS | Pan | OUAL PROVIDER I E
=

| | | | (™ 14322895376
| L l | I | e
| . | . | | | | NP1

'_
f—
l_

Address/NPIl number
for who checks are
payable to

NAD O B W N
|_

FTASS'CNMSNT’ ?B TGTM].CH.A-HGE : 2. -IMQLINT PAID 0. BALANCE DUE
[]no [ s

W THItEP PAEHE Cent 4pYadtic denter
pEER S PN 4455 Highway 84 ( 4455 Highway 84

. Tucker, GA 30084-7069 Tucker, GA 30084-7069
—— Provider 1932992610 —_~"\14322895876 e

NUCC Instruction Manual available at: www.nuee.org o ——————mm——1"1"00 APPI 5-1500 (08-05) 11

31 SIGNA
INCLUDING DE

4—\— PHYSICIAN OR SUPPLIER |




If Mailing Paper Claims, Send Claims To:

ActivHealthCare
Coventry Health 1926 Northlake Pkwy,

Care of GA Claims Suite 100
Tucker, GA 30084

All Claims for ActivHealthCare
Networks 1926 Northlake Pkwy;,
(Alliant, Beech Street, First Suite 100

Health, etc) Tucker, GA 30084

Note: See Network Affiliate sheet. This applies to the networks that are to
b bmitted through Activ.
e submitted throug iv /’1@/
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If Filing EDI through Office Ally, Address Claims using this format:

AHC@1 Coventry |
Coventry Health 25133 |
Care of GA Claims P.0. Box 7711

London, KY 40742-7711

All Claims for AHC@1 “Name of Payor”
Networks Insurance co. payer ID
Address
(Alliant, MHP, First Health, etc) City, State, Zip
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Setting Up Payors

Some payors may necessitate that you set up the payor twice in your
management software. For example, Aetna will pay claims for AHC and non-

AHC employer groups.

1 AHC@1 Payor Name 2 (no prefix) Payor Name
|

Pay close attention to the network and payor information. Failure to
properly identify the payor information at the top of the CMS-1500 will
most likely result in your claim being processed out-of-network, creating
additional work for your office staff and patients.
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Contact Information

ActivHealthCare
1926 Northlake Pkwy, suite 100
Tucker, GA 30084
Phone: 770-455-0040
General Fax: 770-455-6188

O Like Us on Facebook

We are here to help you and your doctors with any questions or problems.
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Questions
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