
(Medical Office Letterhead)

Medical Office Name

Street Address

City, State, Zip Code

Tax ID: (tax ID)

Dated: _______________________

(Payer Name)
(Payer Street Address)
(Payer City, State, Zip Code

RE:
Provider Name: ___________________________


Provider Number: _________________________


Current Submitter Number: __________________

To Whom It May Concern:

I am currently set up to send claims electronically to (payer name). I wish to remove my current Submitter Number ID: (current submitter number) from my Provider Number: (provider number), and link my Provider Number to (clearinghouse name) and Submitter Number: (submitter number). 
(Clearinghouse name) will be submitting my (insurance company name) claims electronically on my behalf.

Please do not hesitate to contact me for further assistance.

Sincerely,

_____________________ 
Signature/Title

(must be provider or president, CEO, or owner of the group)
_____________________ 
Print Name

_____________________ 
Date




Request to Change Submitter








