
 

  PAYER ID:            SUBMITTER ID:    

 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   Client 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  
 

Vendor Submitter 
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:    
 
       

 All Payer Registration forms must contain signatures when applicable, stamped signatures or 
photocopies are accepted. 

 SUBMIT COMPLETED FORM TO: 
   Fax: (615) 231-4843 
   Email:  batchenrollment@Emdeon.com 
 

 

EMDEON REVISION FORM DATE:  

mailto:batchenrollment@Emdeon.com


X

X
Emdeon

26 Century Blvd., Ste. 601, 5th Colonnade

Nashville, TN  37214 800-845-6592

Enrollment Help Desk

X

X

582573488



(Provider’s Letterhead) 
 
 

(Date) 
 
 
Attention: Andy Rumford 
 
We would like to start receiving Electronic Remittance through the following 
clearinghouse: 
 
Emdeon  
One-Century Place 
26 Century Blvd, Ste 601 
Nashville, TN 37214 
800-735-8254 
Submitter ID: 582573488 
 
 
Here is our Provider Information 
 
 
Provider Name: 
Provider Address: 
Provider Tax ID (9-digits): 
BCBS DE Provider ID: 
 
 
Sincerely, 
 
 
 
(Provider Name & Signature) 
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