ELECTRONIC MEDIA NOTIFICATION JFS 06301/0DMRED 1/2007)
Please complete this form and submit with your Ohio Mediaid application to:

Ohio Department of MRDD
Frovider Certification Unit
35 East Chestnut 5th Floor
Columbus, OH 43215

Cihio Medicaid Pravider Humber

Pravider Name

Sireet Address

City, State and Zip Code Telephane Number(Include Area Code)

The Medicaid provider is ultimately respnsible for the sccuracy and validity reporting of all Medcaid claims
subrnitted far payment. A provider wsingan elactronic media claim submitter should ensure throwgh a legal
contract that the electronic madia claim submiker raports claim informaticn only & directad by the provider. &
copy of all sonlracts between the provder and slectranic meda claim submitter must be mads avalable o ODJFS
upon request. Baoth the individual andie alectronic media claim submitter must maintain a record of all Medicad
claims submited for payment

Claim Type: U ciinic O Inpatient Hospital (H] Pharmacy DTransp-urlatmn L pental
O Laboratory O Physician 0 Home Health [J Outpatent Hospital [ Vision

O Medical Supply [ Medicare Crossover L] W aiver Sendces

Billing agency authorized to submit claims for provide r listed abowe is:

Sgent's Hame Provider M.lnhlr
QHID DEPARTMENT OF MRDD / mm-?f Iln' /f" h

e /3 MM

Previous agent no Iungﬂr Euhmit'hng}éizma for provi EL[ lis

Agenfs Hame ! Pravider Number

Agent's Aughorized Signature

Provider's Aufhorized Sigrabure (signabeme musl be thal of the provider or an Marme ard Titke of Parm Signing This Farm
afficar of the organization whosabilling numbar s on this farm) {phaase primt this information)
Effective Date Rule 5101:3-18-06 of the Ohio Administrative Code requires to provide

this information. Should you fail to complete this form and not
provide the required information to ODJFS, your Medicaid Claims will

be delayed or rejected.

JEE0E301 (ODMRDD 1/2007)
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