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() emdeon-

Provider Payer Notification Form

PAYER ID

CLAIMS

[ ]

ERA

1 Provider Organization

Practice Name

Provider Name

Tax ID

Site ID

**Client id

PROVIDER ID

‘ GROUP ID ‘

NPI

ADDRESS

CITY, STATE, ZIP

Contact Name

Contact phone

*Payer Assigned submitter ID

Additional Information

*APPLICIBLE PAYERS ONLY

** Claim Master customers required

To avoid claim rejection, please do not submit claims before receiving Emdeon Response Notification.

Submit faxes and email to:

Fax: (615)231-4843
Email: payerregistration@emdeon.com



mailto:payerregistration@emdeon.com




	Text98: 
	Text99: 
	Text100: 
	Text101: 
	Text102: 
	Text103: 
	Text104: 
	Text105: 
	Text106: 
	Text107: 
	Text108: 
	Text109: 
	Text110: 
	Text111: 
	Text112: 
	Text113: 
	Text114: 
	Check Box115: Off
	Check Box116: Off


