) emdeon™

business services
220 Burnham Street ® South Windsor CT 06074

Vox 888-255-7293 e Fax 860-289-0055

PROVIDER ENROLLMENT FORM

Print/Type the following:

Insurance Carrier: Georgia Medicaid — payer ID CKGA1

Provider/Organization Name:

Tax Identification or Social Security Number:
(Number that will be used to submit electronic claims)

Software Vendor:

Group Number:
(if applicable)

Group NPI Number:
(if applicable)

Rendering
Name Number NPI

Address:

City, State, Zip Code:

Office Contact Name:

Telephone Number: Fax Number:

Date:
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m My Georgia Medicaid
al B vs W Prrtnersue ELECTRONIC DATA INTERCHANGE
TRADING PARTNER ENROLLMENT FORM

.\

A. SUBMITTER INFORMATION

PLEASE INDICATE YOUR CLASSIFICATION:

X Provider [] Software Vendor ] Clearinghouse

[ Billing Agent

A1. | Submitter Name:

Business Address:

City, State, Zip:

Telephone Number: Fax Number:

Provider Number: EIN:

Group Provider Number: ProviQer
Specialty:

Email Address:

Billing Agents must provide the following SSN:

information: NOT USED

DOB (MM@/WT USED J

A2. | If you are currently submitting electronic claims directly to ACS EDI Gateway, Inc. D@

for a different plan, please indicate your five-digit submitter ID: (six digits for GA)

A3. | Please indicate contact information, if different from Submitter Information in Section A1:

Contact Name: Contact Title:

Business Address:

City, State, Zip:

Telephone Number: Fax Number:

E-Mail Address:

Contact Name: Contact Title:

Business Address:

City, State, Zip:

Telephone Number: Fax Number:

E-Mail Address:

Please return complete forms via Mail or FAX to: 850-385-1705
ACS EDI Gateway, Inc., ATTN: EDI ENROLLMENT UNIT 2324 Killearn Center Blvd. Tallahassee FL. 32309
(Incomplete forms will cause a delay in processing and are subject to return.)
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ACS EDI Update Form

ACS EDI Gateway, Inc.
1-800-987-6715

WWWw.acs-gcro.com

A. IDENTIFICATION INFORMATION

Please indicate your Provider/Business name:

**This number consists of 9 numeric digits and 1-2 alpha characters**

Please indicate your provider ID (if applicable):

Please indicate your ACS EDI Trading Partner ID (if applicable):
(Your trading partner ID was issued to you at the time of enrollment with ACS
EDI. You may find this ID on your ACS EDI Logon/Welcome form.) A trading parmer ID could range from 3-8 digits

B. CONTACT INFORMATION

Last name:

First name:

Contact
individual:

Please indicate a contact person for
your business. (7his should be the
person to contact if we have questions
concerning this request?)

Contact phone #: Contact fax #:

C. SPECIAL REQUEST |

Please select the option that best fits your request and sign below in section D. (Check all that apply)
U I am no longer interested in being a trading partner with ACS EDI Gateway, Inc. Please discontinue my trading partner
profile. My ACS Gateway logon user name and user ID are as follows:

|| User name: User ID: ||

U I wish to change my relationship with my current Billing Agent/Clearinghouse as indicated below:

Action Provider Name Provider Number g ; ?,ngjthZZ Z JL’feS (i.e.: 997, IZ :1 i?;’;f D
Remove

O L]

O Add |_| 12203

(You may attach an additional sheet if necessary]

U Other:

D. PLEASE SIGN AND DATE BELOW (required)

Requester name (please print):

< _sinnste),,

Signature of requester:

Please return completed form to:
or mail to:

NOU=ESED

McRae, GA 31055
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