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Electronic Funds Transfer (EFT) Agreement

PART I – PRACTICE INFORMATION 
Name ______________________________________________________________ 
Primary Billing Address _________________________________________________ 
City ____________________________  State _________  Zip Code ______________ 
Provider Legal Business Name ____________________________________________ 
Tax Identification Number: (Designate SSN or EIN) __ __ __ __ __ __ __ __ __  

PART II – DEPOSITORY INFORMATION (Financial Institution) 
Depository Name ________________________________________________________ 
Street Address __________________________________________________________ 
City ____________________________  State __________  Zip Code _______________ 
Depository Telephone Number _______________________________________________ Depository Contact Person ___________________________________________________ 
Depository Routing Transit Number (nine digits) __ __ __ __ __ __ __ __ __  
Depositor Account Number ___________________________________________________ 
Type of Account (Check one)        Checking Account          Savings Account 



*Please include a voided check or confirmation of account information on bank letterhead. When submitting the documentation, it should contain the name on the account, electronic routing transit number, account number and type, and the bank officer’s name signature. This information will be used to verify your account number.
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PART III – CONTACT PERSON
Name ______________________________________________________________ 
Telephone Number _________________________ Fax Number ________________________ 
Address _____________________________________________________________________ 
City _____________________________  State _____________  Zip Code ________________ 
E-mail Address _ ______________________________________________________________

PART IV - AUTHORIZATION 
I hereby authorize EviCore healthcare to initiate credit entries to the account at the bank listed above for all claims payments. This agreement will remain in effect until I notify EviCore healthcare of the desire to cancel or change this service or until EviCore healthcare notifies me that this service has been terminated. I understand I must allow reasonable time for my instructions to be executed. I authorize and request the bank listed above to accept any credit entries by EviCore healthcare to such account and to credit the same to such account. I am responsible for notifying EviCore healthcare of any changes to my banking information.

Authorized Signature __________________________________________________________ 
Printed Name _________________________________________________________________ 
Title ____________________________________  Date _______________________________ 

*Once completed, you may submit this form via email to EviCoreEFTEnroll@evicore.com.
If you have any questions, please use the ECRM link below: 
Provider Services (PRC) Request Pathway
ECRM Link: https://ecrm.evernorth.com/ecrm
Within ECRM:
Under Categories, 
•	Select Client & Provider Services
•	Select Request Type – Network Support
•	Select sub-request Type – Provider Info Update (EFT/ERA Enrollment)
•	Enter the required information and submit the request.
Electronic Claim Submission
EviCore accepts electronic claim submission through Availity and Waystar. The 835 file can be accessed through the eviCore.com portal or by contacting the Clearinghouse vendor directly.
Cigna claims use payer ID 62160 when submitting electronically.


Updated 09.2026

image1.emf

