Clear Form Data
FILLABLE FORM

For use by Billing Intermediaries and Clearinghouses only.

Minnesota Health Care Programs (MHCP)

Minnesota Department of Human Services PrOVid e r setu p Fo rm

DHS-4087-ENG 9-08

Use this form to notify DHS whenever providers are added or removed from your list. Copy as needed.

SUBMITTER ID (UMPI) SUBMITTER NAME
A320060100 SignatureClaims
NAME OF PERSON COMPLETING THIS FORM ADDRESS
POBox 7011
PHONE Ty STATE ZIP CODE
( 818 ) 368-5501 Northridge CA |91327

MHCP Pay-To Provider

PAY-TO PROVIDER NAME

NPI/UMPI

LINK TO OUR SUBMITTER ID - EFFECTIVE DATE (MM/DD/YYYY)

PAY-TO PROVIDER CONTACT NAME

PHONE NUMBER

( )

REMOVE LINK TO OUR SUBMITTER ID — EFFECTIVE DATE (MM/DD/YYYY)

PAY-TO PROVIDER SIGNATURE DATE (MM/DD/YYYY) CHOOSE ONE:
[ ]Claim [ JERA [ ]Both
°
MHCP Pay-To Provider
PAY-TO PROVIDER NAME NPI/UMPI LINK TO OUR SUBMITTER ID - EFFECTIVE DATE (MM/DD/YYYY)
PAY-TO PROVIDER CONTACT NAME PHONE NUMBER REMOVE LINK TO OUR SUBMITTER ID — EFFECTIVE DATE (MM/DD/YYYY)
( )
PAY-TO PROVIDER SIGNATURE DATE (MM/DD/YYYY) CHOOSE ONE:
[ ]Claim [ JERA [ ]Both
°
MHCP Pay-To Provider
PAY-TO PROVIDER NAME NPI/UMPI LINK TO OUR SUBMITTER ID - EFFECTIVE DATE (MM/DD/YYYY)
PAY-TO PROVIDER CONTACT NAME PHONE NUMBER REMOVE LINK TO OUR SUBMITTER ID — EFFECTIVE DATE (MM/DD/YYYY)
( )
PAY-TO PROVIDER SIGNATURE DATE (MM/DD/YYYY) CHOOSE ONE:
[ ]Claim [ JERA [ ]Both

Fax this form to MHCP Provider Enrollment at (651) 431-7462 or mail to

DHS Provider Enrollment
PO Box 64987

St. Paul, MN 55164-0987




2 Siagnature
\“ 23
-

P.O. Box 7011 Northridge, Ca 91327-7011 * (818) 368-5501 * www.signatureclaims.net

Provider Sign-up Form Information

Minnesota Medicaid

Fill out just one section labeled “MHCP Pay-To Provider”

Make sure to SIGN it, and check if you want to only send in claims, or if you want
to also receive your ERA (Electronic Remittance Advice) as well.

Fax this form to MHCP Provider Enrollment at (651) 431-7462 or mail toDHS
Provider EnrollmentPO Box 64987St. Paul, MN 55164-0987



http://www.signatureclaims.net/
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