
GOVERNMENT OF THE DISTRICT OF COLUMBIA 
Department of Health 

Medical Assistance Administration 
 

 
 
Dear Medicaid Provider: 
 
As an added service for our Medicaid providers, the Medical Assistance Administration (MAA) is 
offering the direct deposit option for your Medicaid claims payments. MAA implemented the direct 
deposit program for all Medicaid providers in 2003. As a result, this program enabled the District of 
Columbia to realize cost savings and increase efficiencies by replacing claims payment checks with 
electronic transfer of funds to Medicaid providers. 
 
Your money will be credited directly to your account within 48 hours after the District’s Office of 
Finance and Treasury (OFT) releases payment to all vendors. You will continue to receive the standard 
Medicaid remittance advice informing you of each direct deposit transaction. 
 
To take advantage of the convenience and speed of direct deposit, please complete the enclosed (4) forms, 
make a copy for your records and return the originals to the following address. Enclosed are instructions 
to follow for completing the forms. 
 

ACS 
P.O. Box 34761 

Attn: Provider Enrollment 
Washington, DC 20043 

 
To ensure timely processing, the enclosed forms listed below need to be completely filled out. 

• Medicaid Provider ACH/Direct Deposit Enrollment Form 
• W-9 Form – Request for Taxpayer Identification & Certification 
• Direct Deposit Authorization Form 
• Supplier/Vendor Information Form 

 
Please allow four to six weeks to establish your direct deposit account. If you have any questions 
regarding this option, please contact the Office of Program Operations on 202-698-2000. 
 
Sincerely, 
Office of Program Operations 
Medical Assistance Administration 
 
 
 
 
 
 
 
 

DC Medicaid Direct Deposit Application 



 

F
Completing Direct Depo

 
 
 
The following instructions will assist you in comp
to give full and accurate information for each ques
Columbia Medical Assistance Administration’s (M
one Medicaid provider number (assigned by ACS)
forms) for each Medicaid provider number. 
 
Return all completed forms to ACS as soon as pos
(4) forms to the Provider Services Unit at 202-906
processing time. 

INSTRUCTIONS 
1. Medicaid Provider ACH/Direct Deposit Enroll
   (Please complete all fields) 
 

Please complete all fields and have this sign
representative. 

o Name of Provider – actual p
o Medicaid Provider Number
o Federal Tax Identification N
o ABA/Routing Transit Num
o Address, City, State, Zip – 
o Point of Contact – person to
o Section 2 – have CFO print

 
2. W-9 Form – Request for Taxpayer Identificati
    (Provide “either” your Employer Tax ID number 
 

Detailed instructions are on pages 2, 3, and 
the Internal Revenue Service (IRS). 

o Name – enter your “compa
registered on file with the I
“company name” is differen

o Business Name – list trade 
o Type – if incorporated, sele
o Address – enter address on 
o Part I – enter employer iden

Social Security number if y
o Part II – have appropriate o
o Print the name of the person

 

DC Medicaid Direct Deposit Application 
 
or 
sit Enrollment Forms (4) 

leting the four (4) forms listed below. It is necessary 
tion to ensure enrollment in the District of 
AA) Direct Deposit Plan. If you have more than 

, you will need to complete a complete packet (4 

sible. Please direct all questions regarding these four 
-8318 or 202-698-2000. Allow 6-8 weeks 
ment Form 

ed by the Chief Financial Officer or authorized 

rovider name 
 – 9-digit number assigned by ACS 
umber 

ber – checking account information from bank 
address of provider 
 contact for additional information 

 and sign this section 

on & Certification 
or Social Security number – do not provide both!) 

4 of the form. Enter information that is on file with 

ny name” or the name of your organization as 
RS on Line #1; only complete Line #2 if the 
t. 

names used, if any 
ct “Corporation” 
file with the IRS 
tification number (i.e., TAX ID); only provide your 
ou do not have an employer identification number 
fficial (i.e., CEO, CFO, VP) sign and date form 
 signing the form directly below the signature line 



3. Direct Deposit Authorization Form 
   (Your bank must complete and sign this form) 
 

Complete Sections 1 and 2. Your BANK must complete, verify, and sign Sections 1 and 3. An 
official bank representative must sign and date the form. You can also include a “voided” deposit 
slip for the account that claims payments should be transmitted to. 

o Name of Person entitled to Payment – enter name of organization 
o Government Agency Name – agency name and/or department 
o Government Agency Address – address of agency and/or department 
o Name and Address of Financial Institution – enter bank name and branch 
o Type of Depositor – select “Checking” 
o Depositor Account Number – enter checking account number 
o ABA/Routing Transit Number – have bank complete this section 

 
4. Supplier/Vendor Information Form 
   (Complete Sections 1 and 3) 
 
 Column 1, Row 1 – select “New Vendor 
 Business Entity Section 

o Attorney – select “N” for no 
o Supplier Vendor Type – select 5 for vendor-business and circle (5) on page 2, 

question #6 
o Ownership Code – select “N” for medical corporation and circle (N) on page 2, 

question #7 Note: If address in question #1 is out of the District of Columbia, 
select “O” for out of state corporation 

o Enter address information provided on all forms 
o 1099 – circle “N” for no 

 Payment Address 
o One Time Payment – leave this blank 
o Question 3 – enter address and telephone number of your banking institution 

(branch level or main office; cannot be a P.O. box) 
 Section 5 – leave blank. The Medical Assistance Administration will complete this section. 
 Section 6 – circle “5” for vendor-business 
 Section 7 – circle “N” for Medical Corporation 
 
MAA must receive “original” copies and signatures so they may be placed in your permanent file. Please 
review your completed for prior to submission and return all four (4) original forms together as soon as 
possible to: 
 
 

ACS 
P.O. Box 34761 

Attn: Provider Enrollment 
Washington, DC 20043 

 
Questions – contact Provider Services at 202-906-8318 

 

DC Medicaid Direct Deposit Application 



 
 

GOVERNMENT OF THE DISTRICT OF COLUMBIA 
DEPARTMENT OF HEALTH 

MEDICAL ASSISTANCE ADMINISTRATION 
 

2100 MARTIN LUTHER KING, JR. AVENUE, SE 
SUITE 302 

WASHINGTON, DC 20020 
 

MEDICAID PROVIDER 
ACH/DIRECT DEPOSIT ENROLLMENT FORM 

 
SECTION 1 

(All fields must be completed) 
Name of Provider ______________________________________________________________________ 

Medicaid Provider Number (9-digit number assigned by ACS) __________________________________ 

Federal Tax Identification Number ________________________________________________________ 

Bank Account Number __________________________________________________________________ 

ABA/Routing Transit Number ____________________________________________________________ 

Address _________________________________________  State __________  Zip _________________ 

Point of Contact _______________________________  Telephone Number _______________________ 

 

 
SECTION 2 

(To be completed by the Chief Financial Officer or Authorized Representative) 
 

CERTIFICATION 
 
I confirm the identity of the above Medicaid provider, name, provider number, federal tax identification 
number, bank account number, and routing number. As a representative of the above named Medicaid 
Provider, I certify that the information is correct and the provider approves of the direct deposit option. 
 
 
CFO or Authorized Representative ________________________________________________________ 
                                                         (print or type) 
 
Signature of Representative ______________________________________________________________ 
 
Telephone Number __________________________________  Date _____________________________ 
 
 
MAA Provider Enrollment Form 
Provider Number Verification 
 

DC Medicaid Direct Deposit Application 



DC Medicaid Direct Deposit Application 

 



Government of the District of Columbia 
Office of the Chief Financial Officer 

Office of Finance and Treasury 
 

Direct Deposit Authorization Form 
(Please read the reverse side carefully before completing this form) 

 
SECTION 1 

(TO BE COMPLETED BY PAYEE) 
A. NAME OF PAYEE (last, first, middle initial) 

ADDRESS (street, route, P.O. Box, APO/FPO) 

B. ORGANIZATION CODE ID: 
 
 
 

CITY                                     STATE             ZIP 

TELEPHONE NUMBER 
 
HOME                                  WORK 
NAME OF PERSON(S) ENTITLED TO PAYMENT 

SOCIAL SECURITY NUMBER 

C. NAME AND ADDRESS OF FINANCIAL INSTITUTION 

GOVERNMENT AGENCY NAME D. TYPE OF DEPOSITOR ACCOUNT 
      ο Checking            ο Savings 

E. DEPOSITOR ACCOUNT NUMBER GOVERNMENT AGENCY ADDRESS 

F. ABA/ROUTING TRANSIT NUMBER 

 
SECTION 2 

PAYEE/JOINT PAYEE CERTIFICATION 
I certify that I am entitled to the payment identified above, and that I 
have read and understood the back of this form. In signing this form, I 
authorize my payment to be sent to the financial institution named 
below to be deposited to the designated account. 

JOINT ACCOUNT HOLDERS CERTIFICATION 
(optional) 

I certify that I have read and understood the back of this form, 
including the SPECIAL NOTICE TO JOINT ACCOUNT HOLDERS. 

SIGNATURE                                                                 DATE SIGNATURE                                                                 DATE 

SIGNATURE                                                                 DATE SIGNATURE                                                                 DATE 

 
SECTION 3 

(TO BE COMPLETED BY FINANCIAL INSTITUTION) 
FINANCIAL INSTITUTION CERTIFICATION 

I confirm the identity of the above named payee(s) and the account number, routing number and title. As a representative of the above named 
financial institution, I certify that the financial institution agrees to receive and deposit the payment identified above. 
PRINT OR TYPE 
REPRESENTATIVE’S NAME 

SIGNATURE OF 
REPRESENTATIVE 

TELEPHONE NUMBER DATE 
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