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Emdeon ERA Provider Information Form  
*This form is to ensure accuracy in updating the appropriate account 

1 Provider Organization 
Practice/ Facility 
Name 

 Provider Name  

Tax ID  Site ID  

Address  City/State  Zip 
Code 

 

Contact Name  

E-mail Address  Telephone   Fax   

2 Vendor (Emdeon certified vendor used to submit files to Emdeon) 

Vendor Name  Receiver ID  Division ID  

Contact Name  

E-mail Address  

3 Payer       

Payer ID  

Group ID Individual Provider ID  NPI ID        

   

 4 Confirmations   
Send Emdeon Claim Confirmations To:  

Special Instructions: 

 

 

 

 

 

 

 

 

 

 

     REVISED DATE:                                          

KDennis
Text Box
• All Payer Registration forms must contain signatures when applicable,
  stamped signatures or photocopies are accepted.
• SUBMIT COMPLETED FORM TO:
     Fax: (615) 231-4843
     E-mail:  batchenrollment@Emdeon.com

KDennis
Text Box
ENROLLMENT FORM MUST BE PROCESSED BY EMDEON

KDennis
Text Box
 If the group you are associated with is or has ever been approved to send claims to this payer
 then no additional EDI enrollment is necessary. If you have questions in regards to this please
 contact the payer for verification.



E6137

X


	Provider Information
	
	
	Provider NameABCBS/Medicare Provider Number


	Attach additional sheets if necessary
	Indicate the Format and Version of Receipt (Make only one selection in this section)
	
	Signature and Title  (Provider or Office Manager)Date




	ARCareERA.pdf
	Physician Medicare Part B
	Signature and Title (Provider or Office Manager) Date
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