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

Provider Sign-up Form Information

Emdeon/Value Options

Complete ALL forms.

Email ALL forms to:
batchenrollment@emdeon.com
 
Send a copy to:
admin@signatureclaims.net

http://www.signatureclaims.net/


 Emdeon Claims Provider Setup Form

1  Provider Organization 
Practice/Facility Name   

Provider Name   

Provider 
 Specialty Code 

  Tax ID    Site ID   

Practice/Facility 
Provider Address 

Street   

City    State    Zip Code   

Contact Name   
Contact Phone 
Number 

 

2  Vendor (Emdeon Certified Vendor used to submit files to Emdeon) 
Vendor Name   

Vendor Submitter ID   

Contact Name    Contact Phone Number   

3  Report Method 
TSO ID    Communication Protocol/Output   

Report Type 
Repository Report Options.pdf 
Human_Read_Specsv.pdf

    Revised 10.20.2008 
 

 

  Report Format   

4  Payer 
M = Medical          Commercial Only     H = Hospital          Commercial Only 

Please list additional payers below 
Check the Emdeon Payer List to see if additional enrollment is required at:      http://www.emdeon.com/PayerLists/payerlists.php 

Payer ID  Group ID  Individual ID  NPI ID  Payer ID  Group ID  Individual ID  NPI ID 

               

               

               

               

                

               

5   Confirmations    (Enter E-mail address)

   Confirmations    (Enter E-mail address)

Email:  batchenrollment@emdeon.com   
Fax:  (615) 885‐3713   

 

http://www.emdeon.com/PayerLists/payerlists.php
mailto:batchenrollment@emdeon.com


 

  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









	CLIENTID: 
	SITEID: 
	FACILITYCITYSTATE: 
	VENDORNAME: SIGNATURE CLAIMS
	VENDORSUBMITTERID: 20-3506468
	VENDORDIVISIONID: 
	VENDORCONTACT: 20-3506468
	GROUPPTAN: 
	VENDOREMAIL: bi11@signatureclaims.net
	PAYERID: SX173
	SUBMITTERID: EMDEON
	Payer ID and name: SX173 VALUE OPTIONS MEDICAL
	EMDEON REVISION FORM DATE: 04/10/08
	Check Box1: Off
	Check Box2: Off
	Check Box3: Off
	Check Box4: Off
	Check Box5: Off
	Check Box6: Off
	Check Box7: Off
	Check Box8: Off
	Check Box9: Off
	Check Box10: Off
	Check Box11: Off
	Check Box12: Off
	Check Box13: Off
	Check Box14: Off
	Check Box15: Off
	Check Box16: Off
	Check Box17: Off
	Check Box18: Off
	Check Box19: Off
	Check Box20: Off
	Check Box21: Off
	Check Box22: Off
	Check Box23: Off
	Check Box24: Off
	Check Box25: Off
	Check Box26: Off
	Check Box27: Off
	Check Box28: Off
	Check Box29: Off
	Check Box30: Off
	Check Box31: Off
	Check Box32: Off
	CONTACTEMAIL: 
	CONTACTNAME: 
	FACILITYNAME: 
	PTAN: 
	BILLINGNPI: 
	TAXID: 
	FACILITYADDRESS: 
	FACILITYADDRESS2: 
	FACILITYCITY: 
	FACILITYSTATE: 
	FACILITYZIP: 
	CONTACTPHONE: 
	CONTACTFAX: 
	Check Box34: Off
	Check Box35: Off
	AUTHORIZEDNAME: 
	AUTHORIZEDTITLE: 
	AUTHORIZEDDATE: 
	PROVIDERNAME: 
	INDIVIDUALNPI: 
	INDIVIDUALPTAN: 
	facility name: 
	prov name: 
	speccode: 
	tax id: 
	siteid: 0001
	facility address: 
	city: 
	state: 
	zip: 
	cpontact name: 
	contact phone1: 
	vendor name: SIGNATURE CLAIMS
	submitterid: 20-3506468
	vendor contact: BILL GREENLAND
	contact phone: 818 368-5501
	tso: EDFK
	report type: 
	report format: PRINT READABLE
	medical comm: 
	hop[ comm: 
	pid: 
	grpid: 
	indid: 
	npiid2: 
	pid3: 
	grpid3: 
	indid3: 
	npiid23: 
	pid4: 
	grpid4: 
	indid4: 
	npiid24: 
	pid5: 
	grpid5: 
	indid5: 
	npiid25: 
	pid6: 
	grpid6: 
	indid6: 
	npiid26: 
	pid7: 
	grpid7: 
	indid7: 
	npiid27: 
	pid2: 
	grpid2: 
	indid2: 
	nid3: 
	pid23: 
	grpid23: 
	indid23: 
	nid33: 
	pid24: 
	grpid24: 
	indid24: 
	nid34: 
	pid25: 
	grpid25: 
	indid25: 
	nid35: 
	pid26: 
	grpid26: 
	indid26: 
	nid36: 
	pid27: 
	grpid27: 
	indid27: 
	nid37: 
	conf1: bi11@signatureclaims.net
	conf2: 
	COMM PROTOCL: [S= Commlink]


