
 

  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


EDI TRANSACTION ENROLLMENT 
  

Please or type in form fill document below.  Illegible or incomplete  documents will not be processed. 
 
 

PROVIDER ENROLLMENT INFORMATION 
 

Provider Type  Professional (Medical)  Institutional (Hospital)  Dental 
Practice Name       
Contact(s)       
Address       
City, St, Zip       

 New Client Request 
 Add / Change of Info 

Email       Tax ID Number 
Phone (     )        (     )              

 

IDAHO, OREGON & WASHINGTON SUBMITTERS ONLY 
 

Remits downloaded by:    Provider’s Office      Billing Service      Clearinghouse 
Name       
Address       
City, St, Zip       
Email       Availity Remit ID 
Phone (     )        (     )              

 

UTAH SUBMITTERS ONLY 
 

  UHINT UHIN Trading Partner ID Transmitting 
Claims Via:          Proclaim:    New Install      Existing Proclaim User       

 

SELECT TRANSACTION TYPE 
NOTE:    *   Utah submitters will no longer receive paper remits once electronic remits have been activated. 
                **837 enrollment is for Utah submitters only.  Contact Availity at 800-282-4548 for 837 enrollment  for  
                    Idaho, Oregon and Washington. 
 

270 / 271 – Eligibility Request & Response 
276 / 277 – Claim Status Inquiry & Response 

835 – Remittance Advice *electronic copy only for Utah 
837 – Claim Submission  **Utah submitters  only  

 

LIST REGENCE PROVIDER NAME(S) & ID NUMBER(S) 
Idaho = 12 digits                Oregon = 9 digits               Utah = 14 digits               Washington = 4 to 6 digits 

(attach list if needed) 
 

Legacy Provider ID Individual NPI Provider Name 
                  
                  
                  
                  
                  
                  
                  
                  
                  
                  
                  

 

Please email or fax this form to: 
 

IDAHO  OREGON UTAH WASHINGTON 
Phone 

Fax 
Email 

800 713-1693 
877-329-3342 
edisupport@regence.com 

Phone 
Fax 

Email 

800 713-1693 
877-329-3342 
edisupport@regence.com 

Phone 
Fax 

Email 

801-333-2900 or 888-344-5583 
877-329-3342 
edisupport@regence.com 

Phone 
Fax 

Email 

206 464-3822 or 800 373-1477 
877-329-3342 
edisupport@regence.com 
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