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Provider Website Enrollment Form
Please complete each section in its entirety.  PLEASE PRINT CLEARLY.  Incomplete information may delay set-up.
 Note: You must be a participating provider with Cenpatico Behavioral Health to utilize the Peach State Health Plan web portal.
Provider Account Information (may be an individual provider or a larger group or multi-specialty group)

	Practice Name:
	
	Total # Providers:
	

	Site Name (if different)
	

	Mailing Address:
	

	
	

	City, State, Zip:
	
	Tax ID No:
	

	Phone #:
	
	Additional Tax ID No:
	

	Fax #:
	
	
	

	Specialty:
	
	
	


Billing Agency Information (is applicable when you use an outside billing agency)
	Agency Name:
	
	Agency Tax ID No:
	

	Mailing Address:
	

	City, State, Zip:
	

	Phone #:
	
	Fax #: 
	


General Contact Information

	Practice Manager Name:
	
	Phone # w/ Ext:
	

	Email:
	
	Fax #:
	

	Secondary Name:
	
	Phone # w/ Ext:
	

	Email:
	
	Fax #:
	


Additional Contact Information for Enrollment & Training

	Enrollment/Training Contact:
	
	Phone # w/ Ext:
	

	Email:
	
	Fax #:
	


Remarks/Comments: 





















































Please fax completed document to 1- 866-694-3731
Payer Selection

Please indicate below which types of claims your organization will be sending via the Peach State Health Plan Provider Web Portal. 

	Lines of Business 
	Professional 


	Institutional 



	 (CBH) Claims 
	
	

	CBH Prior Authorization Request
	
	


User Information (The individuals that will be accessing the web portal)

1) List the names, email addresses & phone numbers w/ extensions of those who will be using the web portal. Each user will have a unique login and password.

2) Check the functionality each user will need access to (if applicable).  (Attach additional page if necessary)

	User Name 

(First, Last)
	Email Address
	Phone # + Ext.
	Claim Submission
	Electronic Remit
	Eligibility
	Prior Auth
	All
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