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835 Electronic Remittance Advice (Era) Enrollment Form 
 

Please complete the following information: 

☐   Activate Enrollment - Date:   _____________   OR   ☐  Terminate Enrollment -  Date:  _____________    

Provider Name: ____________________________________________________________________________________     
 
Provider Address: __________________________________________________________________________________     
 
City: ______________________________    State: _____________    Zip Code: _______________________________     
 
Provider Contact: ______________________________________ Provider Phone ___________________________     
 
Provider Tax Identification Number (TIN): _________________________________________________________ 
 
Provider National Provider Identifier (NPI): ________________________________________________________ 
 
Clearinghouse Name: _____________________________________________________________________________ 
 
Vendor Name: _____________________________________________________________________________________     
 
This authority is to remain in full force and effect until HealthPlan Services has received 
written notification from me on its termination in such time and such manner as to afford 
HealthPlan Services a reasonable time to act on notification. 
 

 
Authorized Signature: _________________________________________________   Date: __________________   
 
 

If the provider is a customer of Change Healthcare, enrollment forms can be completed at 
 https://connectcenter.changehealthcare.com/ . If there are any questions, please contact 

Change Healthcare at 1-800-527-8133, option 1. 

 

Electronic Remittance Advise (ERA) – New Enrollment 

https://apc01.safelinks.protection.outlook.com/?url=https%3A%2F%2Flinkprotect.cudasvc.com%2Furl%3Fa%3Dhttps%253a%252f%252fconnectcenter.changehealthcare.com%252f%26c%3DE%2C1%2CtOG0C3J5BcMfW9RmlYHeUBOVMfVc-xL14q4DZEIaFf_5wuoBQw0qmwY3Xb6vf8GrTuukYHXyk_NXhOTl4Fr6xn90jd7YJ-QrW6kWLnPitSWVX6XUX9adYno%2C%26typo%3D1&data=05%7C02%7Ceric.uhl%40wipro.com%7C722caf20c1914dbb996908dcc5e8a453%7C258ac4e4146a411e9dc879a9e12fd6da%7C0%7C0%7C638602851987639928%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=SqWmYxyN0nqWEFbWqPaYKi78hKf9NxR5ko6475a7uuo%3D&reserved=0
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