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	ELECTRONIC CLAIMS SETUP FORM

	Please choose ONE of the following:

	NEW
	 FORMCHECKBOX 

	ADD
	 FORMCHECKBOX 

	CHANGE
	 FORMCHECKBOX 

	DELETE
	 FORMCHECKBOX 


	Referred to by?:
	     

	Section 1: Client Account Level Information

	Billing Service?
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 


	Administrative Contact
	     

	Phone
	(   )-   -    
	Fax
	(   )-   -    
	Email
	

	Client Account Name
	     

	Invoicing

Address
	Street
	     

	
	City
	     
	State
	  
	Zip Code
	     -    

	PMS Software Type
	     

	Software Vendor Name
	     

	Vendor 

Phone
	(   )-   -    
	Vendor

Fax
	(   )-   -    
	Vendor

Email
	     

	File Format
	 FORMDROPDOWN 

	File Extension(s)
	     

	Submission Method
	 FORMDROPDOWN 


	Account Username
	     
	Account Password
	     

	Section 2: Billing Level Information

	Practice/Facility Pay-To Name (Box 33)
	     

	Address
	Street
	     

	
	City
	     
	State
	  
	Zip Code
	     -    

	Tax ID
	     
	EIN  FORMCHECKBOX 
    SSN  FORMCHECKBOX 

	Billing NPI
	     

	CLIA
	     
	Billing Taxonomy Code
	     

	

	Billing Level Practice Identification Numbers

	Payer Type
	Payer Name (if other)
	Billing PTAN
	Billing NPI
	State
	LOB
	Curr Enrl?

	 FORMDROPDOWN 

	     
	     
	     
	  
	 FORMDROPDOWN 

	Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 


	 FORMDROPDOWN 

	     
	     
	     
	  
	 FORMDROPDOWN 

	Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 


	 FORMDROPDOWN 

	     
	     
	     
	  
	 FORMDROPDOWN 

	Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 


	 FORMDROPDOWN 

	     
	     
	     
	  
	 FORMDROPDOWN 

	Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 


	 FORMDROPDOWN 

	     
	     
	     
	  
	 FORMDROPDOWN 

	Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 


	 FORMDROPDOWN 

	     
	     
	     
	  
	 FORMDROPDOWN 

	Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 


	Section 3: Claim and Rendering Level Information

	Practice/Facility Physical Name (Box 32)
	'If different than Pay-To address'

	Physical

Address
(if different)
	Street
	     

	
	City
	     
	State
	  
	Zip Code
	     -    

	Rendering Level Provider (1)
	     
	Credentials
	     

	Payer Type
	Payer Name (if other)
	Indiv PTAN
	Indiv NPI
	State
	LOB
	Curr Enrl?

	 FORMDROPDOWN 

	
	
	
	  
	 FORMDROPDOWN 

	Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 


	 FORMDROPDOWN 

	
	
	
	  
	 FORMDROPDOWN 

	Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 


	 FORMDROPDOWN 

	
	
	
	  
	 FORMDROPDOWN 

	Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 


	 FORMDROPDOWN 

	
	
	
	  
	 FORMDROPDOWN 

	Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 


	 FORMDROPDOWN 

	
	
	
	  
	 FORMDROPDOWN 

	Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 


	 FORMDROPDOWN 

	
	
	
	  
	 FORMDROPDOWN 

	Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 


	Rendering Level Provider (2)
	     
	Credentials
	     

	Payer Type
	Payer Name (if other)
	Indiv PTAN
	Indiv NPI
	State
	LOB
	Curr Enrl?

	 FORMDROPDOWN 

	
	
	
	  
	 FORMDROPDOWN 

	Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 


	 FORMDROPDOWN 

	
	
	
	  
	 FORMDROPDOWN 

	Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 


	 FORMDROPDOWN 

	
	
	
	  
	 FORMDROPDOWN 

	Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 


	 FORMDROPDOWN 

	
	
	
	  
	 FORMDROPDOWN 

	Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 


	 FORMDROPDOWN 

	
	
	
	  
	 FORMDROPDOWN 

	Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 


	 FORMDROPDOWN 

	
	
	
	  
	 FORMDROPDOWN 

	Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 


	Rendering Level Provider (3)
	     
	Credentials
	     

	Payer Type
	Payer Name (if other)
	Indiv PTAN
	Indiv NPI
	State
	LOB
	Curr Enrl?

	 FORMDROPDOWN 

	
	
	
	  
	 FORMDROPDOWN 

	Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 


	 FORMDROPDOWN 

	
	
	
	  
	 FORMDROPDOWN 

	Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 


	 FORMDROPDOWN 

	
	
	
	  
	 FORMDROPDOWN 

	Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 


	 FORMDROPDOWN 

	
	
	
	  
	 FORMDROPDOWN 

	Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 


	 FORMDROPDOWN 

	
	
	
	  
	 FORMDROPDOWN 

	Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 


	 FORMDROPDOWN 

	
	
	
	  
	 FORMDROPDOWN 

	Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 


	Rendering Level Provider (4)
	     
	Credentials
	     

	Payer Type
	Payer Name (if other)
	Indiv PTAN
	Indiv NPI
	State
	LOB
	Curr Enrl?

	 FORMDROPDOWN 

	
	
	
	  
	 FORMDROPDOWN 

	Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 


	 FORMDROPDOWN 

	
	
	
	  
	 FORMDROPDOWN 

	Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 


	 FORMDROPDOWN 

	
	
	
	  
	 FORMDROPDOWN 

	Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 


	 FORMDROPDOWN 

	
	
	
	  
	 FORMDROPDOWN 

	Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 


	 FORMDROPDOWN 

	
	
	
	  
	 FORMDROPDOWN 

	Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 


	 FORMDROPDOWN 

	
	
	
	  
	 FORMDROPDOWN 

	Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 


	Section 4: Completed Forms

	PLEASE RETURN COMPLETED FORMS VIA EMAIL OR FAX TO I-PLEXUS SOLUTIONS, INC:

	Email
	implementations@iplexus.net
	Phone
	800-279-8390
	Fax
	210-855-3545

	Section 5: Comments

	     

	Section 6: Signature

	Executed contract terms for claims processing must be on file before this request can be processed.
NOTE: If there are more than (4) four providers or if you have multiple locations with different provider ID s assigned under each

location, please reuse this form as often as needed.

By signing this form, you certify that the information above is accurate and correct and that you agree that neither i-Plexus nor it s EDI

suppliers are liable for rejections, denials, late payments or non-payments due to the inaccuracy of information provided to us on this

form.  (You may type name in signature field and it will be accepted as a valid authorization for this document.)

	Signature
	     
	Printed Name
	     

	Title
	     
	Date
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