
 

  PAYER ID:            SUBMITTER ID:    

 Emdeon Claims 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


BCBSLA Clearinghouse Client Update/Add 
Web MD Institutional P0003785 

 Add New Client  

 Change/Add new provider Number for existing Clients  
Print the provider name as it 
appears on each BCBSLA Payment 
Register.  

Provider Name: 

Print the provider’s 
Federal Tax ID  

Fed Tax ID # 

Print   all BCBSLA Provider 
Numbers as it appears in the 
Paid Prov. No. field on the 
BCBSLA Payment Registers.   

BCBSLA Provider Number(s) : 

If CH is authorized 
to retrieve ERA’s, 
circle the format 
needed.   

Electronic 
Remittance 
Advice 

   835 or 320

   835 or 320

   835 or 320

   835 or 320

   835 or 320

   835 or 320

   835 or 320

   835 or 320

   835 or 320

   835 or 320

   835 or 320

 
 
Provider/Clinic/Location Name _________________________________________ Date: __________   
 
Completed by:  __________________________________________ Phone #: ___________________  
 
COMPLETED FORMS CAN BE FAXED: 225-298-2945  

Or Mailed: BCBSLA EDI CH  P.O. BOX 98029 BR, La 70809   
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