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	PATIENT STATEMENTS SETUP FORM

	Section 1: General Information

	Frequency of Transmissions
	Daily (5days/wk) FORMCHECKBOX 

	Daily (7days/wk) FORMCHECKBOX 

	Weekly  FORMCHECKBOX 

	Monthly  FORMCHECKBOX 


	Anticipated quantity per transmission?
	     

	Do you want your statement files to be auto-released after upload?
If yes, you will have approximately 30 minutes to review the file prior to release.
If no, you will need to manually release each file.
	Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 


	Software Used
	     

	Section 2: Statement Information

	Sub Account of:
	     

	Entity Name (top left corner)
	     

	Return

Address
	Street
	     

	
	City
	     
	State
	  
	Zip Code
	     -    

	Remit To 

Address
	Street
	     

	
	City
	     
	State
	  
	Zip Code
	     -    

	Bottom of

Statement

Address
	Street
	     

	
	City
	     
	State
	  
	Zip Code
	     -    

	Phone
	(   )-   -    
	Toll Free
Number
	(   )-   -    

	Tax ID
	     
	Credit Cards Accepted
	MC  FORMCHECKBOX 
   Visa   FORMCHECKBOX 
  Discover   FORMCHECKBOX 
Amex   FORMCHECKBOX 
  None   FORMCHECKBOX 


	Business Hours on statements?    Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 

	Business Hours?        


	Do you want the account number to appear in the Bill-To window of outgoing 

envelope?

This helps to identify return mail without opening the envelope.
	Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 


	Do not print any bills equal to or less than: 
	$     

	Do you wish to have your company logo appear on the statements?  

If so, please forward logo with this document. 
	Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 


	Section 3: Signature

	Executed contract terms for statements processing must be on file before this request can be processed.

NOTE: 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 invalid or undeliverable statements 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
	     

	Section 4: Internal Use Only

	Account Code: IPLEXUS5

	Account Username: ip1     
	Account Password:      -01


	PATIENT STATEMENTS SETUP FORM (pg 2)

	Section 5: 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 6: Additional Information

	Return proofs for review to this email address:
	     

	i-Plexus requires a postage deposit that is equal to the anticipated monthly statement volume x $0.42. Upon receipt of the statement deposit invoice, please remit payment to:

i-Plexus Solutions, Inc

P.O. Box 1369

Alpharetta, GA 30009

When mailing a check, please remember to write your invoice number on the check to avoid any delays in processing the payment. Additionally, credit card payments are accepted. If you would like to process the deposit payment via credit card, please contact i-Plexus Accounting Department at 800-279-8390. Please have your invoice number ready before you call.



	Email deposit invoice to this email address:
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