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RHODE ISLAND MEDICAID 
ELECTRONIC CLAIMS ENROLLMENT REGISTRATION 

 
 
PAYER ID NUMBER 
 

 
CKRI1 

 
ELECTRONIC REGISTRATIONS 
 
Agreements Required 
 

 
Trading Partner Agreement ID Change/Add form 

• Pg 3: Article II. Please list all provider numbers and names.  
Group practices must list the group name and group number as 
well as all rendering provider names and numbers.  An authorized 
signature and date is also required.  If necessary copies of this 
page may be added to accommodate more than 3 providers. 

• Pg 4:  Requires the signature of our Provider Enrollment 
Supervisor, please make sure to mail the packet to the address 
below to allow her to sign this form. 

 
Emdeon Business Services Provider Enrollment Form 

• Please supply all requested information 
 

 
SEND REGISTRATION FORMS TO: 

 

 
Please mail completed forms to: 
 
Emdeon Business Services 
220 Burnham Street 
South Windsor, CT 06074 
Attn:  Provider Enrollment 
 

 
ENROLLMENT CONFIRMATION 
 

 
Emdeon Business Services will contact the Provider or their software 
vendor when it has received confirmation from EDS / Rhode Island 
Medicaid that the Provider is authorized to send electronic claims. 
 

 
CHANGING ELECTRONIC  
BILLING AGENTS 
 

 
If the Provider currently submits claims through another Billing Agent 
other than Emdeon Business Services each Provider  
must re-enroll following the above instructions. 
 

 
CONTACT PHONE NUMBERS 
 

 
Emdeon Business Services                                       888-255-7293 
Rhode Island Medicaid Provider Relations               401-784-8100 
 

 
 
 



 
220 Burnham Street ● South Windsor CT 06074 

Vox 888-255-7293 ● Fax 860-289-0055 
 

Page 2 of 2 
11/29/2005 

PROVIDER ENROLLMENT FORM 
 

 
Print/Type the following: 
 
Insurance Carrier: RHODE ISLAND MEDICAID   
 
Provider/Organization Name:  _______________________________________ 
 
Tax Identification or Social Security Number:  ___________________________ 

(Number that will be used to submit electronic claims) 
 

Software Vendor:  __________________________________________________ 
 
Group Number:   __________________________ 
 

Rendering Name and Number:   
 
______________________________  __________________________ 
 
______________________________  __________________________ 
 
______________________________  __________________________ 
 
______________________________  __________________________ 
 
Address:  _______________________________________________________ 
 
City, State, Zip Code:  _____________________________________________ 
 
Office Contact Name:  _____________________________________________ 
 
Telephone Number:  __________________ Fax Number:  ________________ 
 
 
Date:  _____________________________ 
 
 
 
 



 
 
 
Trading Partner Execution: 
TRADING PARTNER 
 
________________________________________ 
Signed 
________________________________________ 
Name 
________________________________________ 
Title 
________________________________________ 

  
 
  

 
 
 
 

DO NOT FAX 
 

Please mail this certification to the  
Following address: 

 
 

EDS  
Attn: EDI Coordinator 

P.O. Box 2010 
Warwick, RI 02887-2010 

 
 
 
 

 

dawn.vaughan
Text Box
Provider Enrollment Supervisor


