Authorization for Electronic Funds Transfer
(Automatic Deposit)

Dear Provider:

Effective November 1, 2017, Provider Enrollment will no longer accept provider enrollment applications without a completed authorization for Electronic Funds Transfer (EFT).  Providers must utilize EFT, which allows your Medicaid payments to be directly deposited into your bank account.  In addition to providing more secure payment and decreased administrative costs, you will notice a difference in your cash flow with EFT because it makes your money available sooner than the actual clearance date of paper checks.  Additionally, please verify that your Remittance Advice is set to electronic delivery.  Arkansas Medicaid appreciates your cooperation in allowing us to become more efficient and more environmentally friendly.  
When enrolling as a Medicaid provider, you must complete the Authorization for Electronic Funds Transfer form and attach a VOIDED CHECK OR A LETTER FROM THE BANK REFLECTING THE BANK’S ABA NUMBER AND YOUR ACCOUNT NUMBER to have your Medicaid payment automatically deposited.
If you have any further questions concerning this letter, please contact the Provider Assistance Center at 501-376-2211 (local or out-of-state) or 1-800-457-4454 (in-state WATS).

Sincerely,

Arkansas Department of Human Services

Authorization for Electronic Funds Transfer

(Automatic Deposit)
Name of Medicaid Provider  _________________________________________________________________
Provider ID #  _________________________________
Taxonomy Code_________________________________
Provider

Telephone

Address  

Number  

City, State  

Zip Code  

Type of Authorization

 FORMCHECKBOX 
   New

 FORMCHECKBOX 
   Change

 FORMCHECKBOX 
   Cancel

   FORMCHECKBOX 
   Checking
 FORMCHECKBOX 
   Savings  (if not indicated will be automatically entered as checking)
ABA Transit
Bank Account

Number


Number


A COPY OF A VOIDED CHECK OR A LETTER FROM THE BANK IS REQUIRED TO VERIFY THESE NUMBERS.  THE NAME ON THE VOIDED CHECK OR LETTER FROM BANK MUST MATCH THE NAME OF THE MEDICAID PROVIDER STATED ABOVE.  TEMPORARY CHECKS ARE INVALID IF THEY DO NOT HAVE THE PROVIDER’S NAME AND ADDRESS PRINTED BY THE BANK.

Name of

Bank


Bank Address  

City, State  

Zip Code  


I hereby authorize the Arkansas Medicaid Program/Title XIX, to initiate credit entries to my bank account as indicated above and the depository named above to credit the same to such account.  I understand I am responsible for the validity on this form.

I understand in endorsing or depositing this check that payment will be from Federal and State funds and that any falsification or concealment of a material fact, may be prosecuted under Federal and State laws.


Provider’s Original Signature (required)

Please return this form to:

Medicaid Provider Enrollment Unit

DXC Technology
P.O. Box 8105

Little Rock, AR 72203-8105
(Rev. 11/1/17)

