
Emergency Department Medicaid Reimbursement Request Form
	Entity Type
	 Hospital
	 Physician Group

	Legal Facility Name
	     

	

	Physical Address
	Street Address:      
     

	
	City:

      
	State:

      
	Zip Code +4: 

     

	

	Billing Address
	Street Address:      
     

	
	City:

      
	State:

      
	Zip Code +4: 

     

	

	Contact Name
	     

	Contact Phone Number(s)
	     

	Contact Email address
	     

	

	Taxonomy Code
	     

	Tax ID #
	     

	Hospital/ Group NPI #
	     

	Please list all provider associated Medicaid #/ NPI # pairs you intend to use 
	     


	PROVIDER BILLING OPTIONS

	Submission through Provider Portal:
Claims can be entered directly into our provider portal. For login and password information, please email AlphaSupport@AllianceBHC.org. 


	Provider Direct Electronic Billing (837)

If agency would like to submit an 837, please submit a TRADING PARTNER AGREEMENT (TPA)-Electronic Data Interchange (EDI) and refer to the 837I Companion guides.  These documents can be located on our website at http://www.alliancebhc.org/providers/finance-and-claims-forms 


	Submission of Paper claims

May be mailed to:
Alliance Health
Attn: Claims Department

5200 West Paramount Parkway, Suite 200

Morrisville, NC 27560

	Financial and Claim assistance: Claims@AllianceBHC.org

	For Initial Submission, please attach a completed W-9, EFT Authorization Agreement and claims to this form. 


