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Instructions for Completing the Authorization Agreement for EFT 
 

The following instructions will guide you through the EFT Authorization process. If you 
are submitting multiple requests, a separate Authorization Agreement must be completed 
for each provider identification number (OSCAR, UPIN, or NSC). 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 Medicare direct deposits are made. In the 
meantime, all payments will be mailed via hard copy checks directly to the “Pay To” 
address that the Medicare contractor currently has on file. Please contact the Provider 
Enrollment Unit to verify the “Pay To” address. This agreement must be completely 
filled out. Omission of any information will delay the processing of your request. If you 
have any questions, please contact your Medicare contractor. For a list of contractors see 
www.cms.hhs.gov/providers/enrollment/contacts/.  

Please indicate your reason for completing this form: New EFT authorization; 
Change to your account information; or Termination of your EFT authorization.  

If you are authorizing EFT payments to the Home Office of a Chain Organization of 
which you are a member, you must attach a letter authorizing the contractor to make 
payment due the provider of service to the account maintained by the Home Office of the 
Chain Organization. The letter must be signed by an authorized official of the provider of 
service and an authorized official of the chain home office.  

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 enrolled with 
Medicare.  

For EFT payments to the Home Office of a Chain Organization, the depository account 
must be established in the legal business name of the Home Office, and must match the 
Home Office name provided above on this form, as well as the Home Office name 
provided in the appropriate sections of the relevant Form CMS-855 (Provider/Supplier 
Enrollment Application).  

Enter your Tax Identification Number as reported to the IRS. If the business is a 



corporation, provide the Federal Employer Identification Number (EIN), otherwise 
provide your SSN.  

Enter your Medicare Identification Number. If you are a Part A Provider, or certified 
Supplier this will be your 6-digit OSCAR number. If you are enrolled as an individual 
practitioner or a group practice this will be the 6-position alphanumeric UPIN. If you are 
enrolled as a supplier of durable medical equipment, this will be the 10-digit National 
Supplier Clearinghouse number.  

Enter your depository name (this is the name of the bank or qualifying financial 
institution that will receive the funds), address, name of a contact person, and contact 
person’s telephone number.  

Enter your electronic Routing Transit Number, Account Number, and the type of account 
in which deposits will be made (Checking or Saving). Attach a voided check, preprinted 
deposit slip, or confirmation of account information on bank letterhead for verification of 
your account number. The documentation on bank letterhead should confirm the name on 
the account, electronic routing transit number, account number and type, and the bank 
officer’s name and signature.  

If you do not submit this information, your EFT Authorization Agreement will 
be returned without further processing.  
Read the Authorization carefully. By your signature on this form you are certifying:  
1. That the account is drawn in the Name of the Physician or Individual Practitioner, 
or the Legal Business Name of the Provider/Supplier;  
2. The Physician/Provider/Supplier has sole control of the account to which EFT 
deposits are made in accordance with all applicable Medicare regulations and 
instructions;  
3. That all arrangements between the depository and the said 
Physician/Provider/Supplier are in accordance with all applicable Medicare regulations 
and instructions;  
4. The effective date of the EFT authorization; and  
5. That you will notify the Medicare contractor regarding any changes in the account 
in sufficient time to allow the contractor and the depository to act on the changes.  
 

The EFT authorization form must be signed and dated by the same Authorized 
Representative or a Delegated Official named on Form CMS-855 which the Medicare 
contractor has on file.  

Mail this form with the original signature (no Fax signatures can be accepted) to the 
Medicare Contractor that services your geographical area. For a listing of contractors, see 



www.cms.hhs.gov/providers/enrollment/contacts/.  
 
 
 
THIS FORM MUST BE MAILED (FAXED COPIES CANNOT BE 
ACCEPTED)  
Please complete the enclosed CMS 588 EFT form and mail the original to the address listed 
below:  

WPS Medicare Part B  
ATTN: EDI  

8120 Penn Avenue South  
Suite 200  

Bloomington, MN 55431  
 

 
 


