PAYER ID: 41150 SUBMITTER ID: 133052274
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Emdeon Claims Provider Information Form

*This form is to ensure accuracy in updating the appropriate account

1 | Provider Organization

Practice/ Facility Provider Name

Name

Tax ID Client ID Site ID
Address City/State éigde
Contact Name

E-mail Address Telephone Fax

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

Vendor Name IVDendor Submitter Division ID
Contact Name

E-mail Address

3 | Payer

Payer ID 41150 Health Services Management
Group ID Individual Provider ID NPI ID

4 | Confirmations

Send Emdeon Claim Confirmations To:

Special Instructions:

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

EMDEON REVISION FORM DATE: 04/10/2009



mailto:batchenrollment@Emdeon.com

- HSM Electronic Claims Enrollment Form - Emdeon

To register with HSM, Inc to submit claims electronically please complete this form and
return to Emdeon.

Date:

Clinic Name:

Electronie Claims Contact:

Phone:
Email:
Clinic/Payee Tax ID #: NPI:
Provider(s): NPI:
NPI:
NPI:
NPI:
NPI:
FOR HSM INTERNAL USE
APPROVED
DENIED

Reason for Denial

Date: Name:




	PAYERID: 41150
	SUBMITTERID: 133052274 
	CLIENTID: 
	SITEID: 
	FACILITYADDRESS: 
	FACILITYCITYSTATE: 
	FACILITYZIP: 
	CONTACTFAX: 
	VENDORNAME: 
	VENDORSUBMITTERID: 
	VENDORDIVISIONID: 
	VENDORCONTACT: 
	Payer ID and name: 41150 Health Services Management 
	GROUPPTAN: 
	INDIVIDUALPTAN: 
	VENDOREMAIL: 
	EMDEON REVISION FORM DATE: 04/10/2009
	FACILITYNAME: 
	CONTACTNAME: 
	CONTACTPHONE: 
	CONTACTEMAIL: 
	TAXID: 
	BILLINGNPI: 
	PROVIDERNAME: 
	AUTHORIZEDDATE: 
	INDIVIDUALNPI: 
	PROVIDERNAME1: 
	INDIVIDUALNPI1: 
	PROVIDERNAME2: 
	INDIVIDUALNPI2: 
	PROVIDERNAME3: 
	INDIVIDUALNPI3: 
	PROVIDERNAME4: 
	INDIVIDUALNPI4: 


