Emdeon requires setup for all payers listed in the table
below; please submit an

EMDEON CLAIMS PROVIDER SETUP FORM, a copy can
also be obtained at Emdeon website:

(Please use the Signature Claims/Emdeon Claims Provider Setup from found

at http://www.signatureclaims.net/DLFiles/ClaimsPSF1.pdf)

NGS requires both the EDI ENROLLMENT AGREEMENT,
and the PROVIDER AUTHORIZATION FORM to be
completed for submission of 837 claims.

Emdeon Payer ID Emdeon Submitter ID NGS Contractor Code
12M35 NY A CH0000548 13201
12M04 CT A CH0000548 13101
12004 — 12M28 VA/WV A | HM01241 00453
12M24 OH A Z7P6 00332
12MO8 IL A Z7P6 00131
12MO9 IN A Z7P6 00130
12M11 KY A Z7P6 00160
57011 RHHI CA A HM05480 00456
12M18 MI A HM16020 00452
12M29 WI A & FQHC HM54406 00450
SMNY2 NY B Queens CHBQO00810 13292
SMNY1 NY B Upstate CHBUO01588 13282
SMNYO NY B Downstate | CHO000546 13202
SMCTO CT B CHBC00638 13102
SMINO IN B ZD9G 00630
SMKYO KY B ZD9G 00660



http://www.emdeon.com/resourcepdfs/CLMPSF.pdf
http://www.ngsmedicare.com/OnlineForms/EDIEnrollmentAgreement.aspx�
http://www.ngsmedicare.com/OnlineForms/EDIProviderAuthForm.aspx�
BILL
Text Box
(Please use the Signature Claims/Emdeon Claims Provider Setup from found 
at http://www.signatureclaims.net/DLFiles/ClaimsPSF1.pdf)


EDI ENROLLMENT AGREEMENT
837 Claims Enrollment

Criteria:, Region: | Change Criteria

EDI Enrollment Agreement Form * - Required
Provider Name ' Submitter Status| -~ Flzaze Sel=ct - [v[° ENTER EMDEON § SUBMITTERID
ASSOQIATED TO THE EMDEON PAYERID
Title Submitter ID
(\_/
Address " Submitter Name Emdeon
City - e 5uhm|ttarType’ Emdeon Payer ID Emdeon Submitter ID
12135 HY A CHO000548
Email ¢ PTAN(s) * NPI(s) o 12004 CT A CHO000548
12004 VANV A HI01241
Verify Email * 120124 OH A Z7P6
N 12003 IL A Z7PG
Phone 121109 IN A Z7P§
12011 KY A Z7P6
CIMS EDI Enrollment Agreement ~| 7011 rrmIcA A HI05439
=| [12mz mia HRI16020
[The Provider agrees to the following provisions for submitting Medicare claims electronically to CMS orto CMS's contractors 120129 VI A & FOAC HI53405
SMNYZ NY B Queens CHBQO0E1D
|A. The Provider agrees: SMNY1 Y B Upstate CHBUD1588
SMNYQ NY B Downsiate CHO000546
1. Thatit will be respaonsible for all Medicare claims submitted to CMS by itself, its employees, orits agents SMCTOCT B CHBCO00638
2. Thatitwill not disclose any informatien concerning a Medicare beneficiary to any other persan or arganization, except CMS SMIND N E 709G
andlor its contractars, withoutthe express written permission of the Medicare beneficiary or his/her parent or legal guardian, or SIKYD KY B 708G
where required for the care and treatment of a beneficiary who is unable to provide written consent, or to bill insurance primary
or supplementary to Medicare, or as required by state or federal law
3. Thatitwill submit claims enly en behalf of those ledicare beneficiaries whe have given their written autherization to do so, and [,

ACCEPT
TERMS

|1 have read and accept the terms of the above agreement.

IMPORTANT: Once you click on the "Submit" button, this form must be printed, signed, dated, then faxed the EDI Enrollment
Department. Requests received 30 days past the Signature date will be returned. -- Additional fax information can be found on
the printed form. ,



http://www.ngsmedicare.com/OnlineForms/EDIEnrollmentAgreement.aspx�

PROVIDER AUTHORIZATION FORM
837 Claims Enrollment

Criteria: , Region: | Change Criteria

EDI Third-Party Provider Authorization Form
U.5. Department of Health and Human Senices

Select Transactions Authorized for this Submitter

CT [ asc x12 827 claim vao10a1
TRANSACTION TYPE [ rsc %12 276/277 Claim Status & Responze V401041
[Jasc x12 835 Remittance V4010A1
Name EMDEON - Name *
Operating as a| -- Ple===CIEARINGHOUSE ] Street
Submitter 1D Eﬂmmam * City/State/Zip F - [l
seet 3055 | ERANONPIKE STE1000. Contact Name
City/State/Zip NﬂSl.ME r W 31214_* Phone Number
Contact Name ENROLLMENTHELPDESK. Email Addrass
Phone Number 866.924.4634 * Verify Email Address
Email Addrass EME?REGSTRAW&W PTAN(s)
Verify Email AddresBAY ERREGISTRATION@EMDEON.COM NPI Number

Contractor Code| CHEOSE00DE FROMNGS UST [v]
BELOW

Emdeon Payer I0 Emdeon Submitter 1D NGS Contractor Code
Ch 120435 NY A CHO000543 13201
121104 CT A CHO000548 13101
12004 VAWV A HI01241 00453
12124 OH A ZTPG 00332
121108 IL A ZTP6 00131
120108 IN A ZTP6 00130
121011 KY A ZTP6 00160
57011 RHHI CA A HI05489 00456
120015 MIA HI1G020 00452
120128 WI A & FQHC HI54406 00450
SMNY2 NY B Queens CHBQO00310 13292
SMHNY1 NY B Upstate CHBU01538 13282
SMNYO NY B Downstate CHO000546 13202
SMCTOCTB CHBCO0638 13102
SMINOD IN B ZD9G 00630
SMKY0 KY B ZD3G 00660

Note: After completing the form on-line and printing it, be sure to
sign it, date it and fax it to EDI Customer Support at 502-423-
2356. A copy of the completed request should be retained for your
records. You will be notified via email by NGS EDI Enroliment
when your setup request is completed.


http://www.ngsmedicare.com/OnlineForms/EDIProviderAuthForm.aspx�



