VAR CLIENT REGISTRATION FORM INSTRUCTIONS

A Client Registration Form (CRF) is required to register providers with RelayHealth and initiate the transaction process. 
*** Please save this document on your desktop and then type the information using the Word document form in the next page ***
General Instructions

• A CRF should be completed for each Tax Identification Number

• Billing Service information must be included if applicable

• Provider Information section should include the individual provider names for a group practice

Practice Information

The following information is needed:

1. The Practice Information section should list the service address of the provider

2. Tax ID/SS Number (EIN that will be used to submit claims electronically)

3. Enter VAR Name: MedicServe 14875

Billing Service Information

The following information is needed:

1. Billing Service demographic information

2. Contact information for approval notices

3. If provider is NOT associated to a Billing Service, this section can be left blank.

Registration Information

Please include any previously assigned RelayHealth identification numbers in this section.

o Vendor IDs are assigned to each VAR Your VAR should provide their RelayHealth Vendor ID.

Note: The Vendor ID is: 200702

o If the group is associated to a Billing Service, include the Billing ID. The Billing Service should provide their RelayHealth assigned Billing ID.

Note: If the Billing Service does not have a Billing ID, a CRF is needed for the Billing Service prior to registering their customers.

o If the provider is not associated to a Billing Service, they will be enrolling for a Billing ID. Therefore, only the Vendor number will be entered into this form.

Transaction Type

Please indicate which transaction type you signed your contract for.

Note: If you sign up for A La Carte Flat Fee Billing you must indicate what services you would like included.

Eligibility

Please select if you wish to be enrolled for Eligibility

Note: This is only the initial eligibility set up and additional agreements will be necessary to complete the Eligibility enrollment process.

Practice Management System

Please indicate the Practice Management System you are currently using (MediSoft).

Current EDI Service Type

Please indicate as applies.

Note: If you are an existing MedAvant client and migrating to RelayHealth please indicate your Client ID as requested.

Communication Method

Please indicate if you are currently using Broadband or Dial Up.

Provider Information

If you are completing as a Group, please list all Individual Providers associated with the group.

Completed Forms
• The completed & signed CRF should be returned to MedicServe 
Fax (631) 941-1013 or scan & email to relaycontracts@medicserve.com

.

• An email will then be sent to you with the assigned identification numbers to the contact listed on the CRF for the Billing Service and/or VAR.
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* Incomplete or illegible forms will cause a delay in processing and will be returned.
	Practice Information
Please type or print clearly

	Group/Provider Name:     

	Provider Address:     

	City, State, Zip:      

	Phone Number:     

	Fax Number:     

	Email:     

	Contact Name:     

	Tax ID:     

	VAR Name: MEDICSERVE,  14875

	VAR Contact: ROBYNNE DODD         

	VAR Email:  relaycontracts@medicserve.com    

	                 Billing Service Information
                               *If applicable


	B/S Name:     

	B/S Address:     

	City, State, Zip      

	B/S Contact:     

	B/S Phone:     

	B/S Email:     

	B/S  Tax ID :     


	               Practice Management System
           MediSoft:  FORMCHECKBOX 
                Lytec:

	                 Current EDI Service Type

New MSLC Client:     FORMCHECKBOX 
  

Existing Medavant:     FORMCHECKBOX 
  Client ID:     
Other Clearinghouse:  FORMCHECKBOX 



	                     Communication Method 
Broadband:  FORMCHECKBOX 
                 Dial Up:




	
       Registration Information

	Ven
Vendor ID: 200702

	
Billing ID:     

	Submitter ID:
Submitter ID:      


	                 Provider Names (First & Last)

	     

	     

	     


	     

	     

	Transaction Type

	Ven      Flat F     FORMCHECKBOX 
 Flat Fee (Per Provider)   FORMCHECKBOX 
 Per Transaction Services
   FORMCHECKBOX 
 Per Transa                   (Please choose a la carte or bundled option)
                  FORMCHECKBOX 
      FORMCHECKBOX 
 A La Carte Flat Fee Services – select transaction type(s)
             FORMCHECKBOX 
Electronic Claims

             FORMCHECKBOX 
Electronic Remittance

 FORMCHECKBOX 
Eligibility Verification

              FORMCHECKBOX 
    FORMCHECKBOX 
       FORMCHECKBOX 
  EDI Bundled Services (includes Claims, ERA & Eligibility)



	                                                                     Internal Use Only

	Super User ID:      
	Sales Associate Initials:     
Date:                   Medal:      

	Password:      
	RelayHealth Submission Date:      
RelayHealth Confirmation Date:      

	Enrollment/Registration ID:     
	MSLC Date Received:     Completed By:      





VAR Client Registration Form


MedicServe Phone: 631-941-1014


MedicServe Fax:     631-941-1013


Email: relaycontracts@medicserve.com
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