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Instructions for Completing the

Authorization Agreement for EFT

This agreement must be completely filled out. Omission of any information will delay the processing of your request. If you have any questions, please call your OGB Provider Services Representative.

If you are submitting multiple requests, a separate Authorization Agreement must be completed for each provider tax identification number.

All EFT requests are subject to a 15-day pre-certification period in which all accounts are verified by the qualifying financial institution before any OGB direct deposits are made. 

OGB requires both the original copy, that should be mailed, and a copy that should be submitted via fax. The signed and completed original form must be mailed to:  Office of Group Benefits, Attn:  Denise Overton, P.O. Box 44036, Baton Rouge, LA  70804 and the copy should be faxed to 225-248-4607, Attention: Denise Overton.
OGB Originator General Information
	Company Name

	State of Louisiana, Office of Group Benefits

	Address
	Suite
	City
	State
	Zip

	7389 Florida Blvd.
	400
	Baton Rouge
	LA
	70806

	Contact Name
	Title
	Phone

	Denise Overton
	IT Liaison Officer Supervisor
	(  225 ) 925-6944

	EFT Group E-Mail Address   eft@ogb.state.la.us
	EFT Group Fax Number        (  225 ) 248-4607
	


Section I:  Provider Information
Indicate the reason for completing this form: New EFT authorization; Change to your account information; or Termination of your EFT authorization. 
Name of Clearinghouse:  Enter the name of your clearinghouse and all contact information. 

Facility/Office Name:  Enter the Name of the Physician or Individual Practitioner or the Legal Business Name of the Provider/Supplier as reported to the Internal Revenue Service (IRS). The account to which EFT payments are made must exclusively bear the Name of the Physician or Individual Practitioner or the Legal Business Name of the Person or entity.  
Payee Tax Identification Number:  Enter exactly as reported to the IRS. 
National Provider Identifier:  Enter exactly as issued by the National Plan & Provider Enumeration System. 

First, Second & Third Contact Name:  Enter the name of the contact persons, e-mail addresses, and telephone and fax numbers.  The email addresses provided will be the addresses to which the EFT transaction notifications and remittance advices will be sent.  If claims are outsourced to a billing service, one of the contacts should be a clinic employee as it is always best to have more than one contact.

Depository Name:  Enter the name of the bank or qualifying financial institution that will receive the funds, the electronic routing transit number, and bank account number.  The depository account must be established in the legal business name of the Pay to Provider and must match the name provided in the Facility/Office Name field on the form.  Attach a copy of a voided check along with the EFT document.
Output Information Option:  If no option is checked, then a notification email will be sent when an EFT occurs to the specified addresses located in Section 1.   The email will contain a secured website link where you can view the ERA.
If an option is checked:
835 X12 Download - Download option involves downloading from OGB EFT agent (bank) website.

X12 835 Transmission - Provider will receive an 835 file from OGB agent (bank) Not available at this time.
X12 835 Transmission to Third Party (additional documentation required) - Example transmission to the providers clearinghouse. Not yet available to all providers
 

Section II:
  Automated Banking Set Up
To be completed by OGB’s EFT agent.

Section III:  OGB Internal System Set Up
To be completed by the OGB EFT staff.

Section IV:
  X12 835 Recipient Information
Providers electing to use EFT, who wish their ERA’s to be sent to another party, should also complete the X12 835 Recipient Information form along with the Authorization Agreement for EFT. Both sections V and VI must be completed by the Third Party ERA.

Please note:  The email address listed will receive all correspondence regarding the ERA transmissions.

Section V:
  Name, TIN, and NPI 
All providers electing to use EFT should complete this section.
Please list EACH facility/office name with their Name, TIN, and NPI number.  The X12 835 will have an ERA for all facilities/office names listed.
If you have any questions, please contact your OGB Marketing Representative.

Section I:  Provider Information

PLEASE PRINT CLEARLY
	Please Select One:

	New EFT Authorization________   Change to your account information _______   Termination of EFT authorization_______ 

	Name of Clearinghouse
       

	Clearinghouse Contact

                                                                                
	Phone number of Clearinghouse Contact

	
	(      )

	E-Mail Address of Clearinghouse


	Facility/Office Name 
	Payee Tax ID
	National Provider Identifier

	
	
	

	Facility/Office Address                                                                                                                                                                                       
	Suite
	City
	State
	Zip

	
	
	
	
	

	First Contact Name      FORMCHECKBOX 
 Mr.         FORMCHECKBOX 
Mrs.       FORMCHECKBOX 
Ms. 
	Phone of Contact Person
	Fax of Contact Person


	
	(       )
	(       )

	E-Mail Address of Contact Person            

            

	Depository Name
	Receiving Bank Routing Number ABA BPR13
	Receiving Bank Account Number(s) BPR15

	
	
	


Attach copy of voided check and a W9 along with EFT document 
	Second Contact Name   FORMCHECKBOX 
 Mr.         FORMCHECKBOX 
Mrs.       FORMCHECKBOX 
 Ms.
	Phone number of contact Person


	
	(      )

	E-Mail Address of Contact Person


	  Fax Number of Contact Person 

	
	(       )

	Third Contact Name      FORMCHECKBOX 
 Mr.         FORMCHECKBOX 
Mrs.       FORMCHECKBOX 
 Ms.
	  Phone number of contact Person

	                                                                       
	(       )

	E-Mail Address of Contact Person
	   Fax Number of Contact Person

	
	(       )


Output Information Option:

 FORMCHECKBOX 
 835 X12 Download           FORMCHECKBOX 
 X12 835 Transmission   
 FORMCHECKBOX 
 X12 835 Transmission to Third Party (additional documentation required)  

Section II:
  Automated Banking Set Up
	For Automated Banking Use Only
	

	Control Number Assigned
	TMOL Customer Number

	
	

	Implemented By
	Requested Production Date

	
	


Section III:  OGB Internal System Set Up
	Completed By EFT Group

                                 

	Internal Provider Record Number

	Internal Provider Name                                                          



	
	

	 Bank Notified            /            /                                

 ____               

Date Received From Bank                /           /       
	Received back from Bank            /          /
	Provider Notified             /           /

	Notes:                                                                           
  

	Print Name
	Phone Number
	Date Completed

	
	(        )
	              /            /            


OGB ELECTRONIC FUNDS TRANSFER APPLICATION
To receive your OGB payments via electronic funds transfer (EFT), please complete the following information for EACH payment location and/or Tax ID.  Please note:  This form must be signed by the business manager, CEO or the person in authority.

CONSENT

I hereby authorize OGB to initiate, if necessary, debit entries and adjustments for any credit entries in error to my checking or savings account indicated above and the depositaries named above, to credit and/or debit the same to such account.  My signature confirms that I hold such authority to enter into this transaction.

This information is to remain in effect until OGB has received written notification through submission of a termination/change form.

	Signature:


	Date:

	Printed Name:


	Title:



Section IV:  X12 835 Recipient Information  


                    Page ____ of ____
Name of Clearinghouse:              _____________________________________________
Clearinghouse Contact:               _____________________________________________
Contact Telephone:                    _____________________________________________
Contact Email:                           _____________________________________________
Contact Facsimile:                      _____________________________________________
Section V:  Name, TIN and NPI of provider(s)
Facility/Office name:                   _____________________________________________ 

Payee Tax identification number:  _____________________________________________
National Provider Identifier:         _____________________________________________
Facility/Office name:                   _____________________________________________
Payee Tax identification number:  _____________________________________________

National Provider Identifier:         _____________________________________________
Facility/Office name:                   _____________________________________________
Payee Tax identification number:  _____________________________________________
National Provider Identifier:         _____________________________________________
Facility/Office name:                   _____________________________________________
Payee Tax identification number:  _____________________________________________
National Provider Identifier:         _____________________________________________
Facility/Office name:                   _____________________________________________
Payee Tax identification number: _____________________________________________
National Provider Identifier:       ______________________________________________
If additional providers are needed to be listed, please print and number copies of this form.
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