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Payer ID: 00324

CarePlus Health Plan
270

Enroliment Instructions:
e Please save this document to your computer. Open the file in the Adobe Reader program and type
directly onto the form.
e Complete the form using the provider’s billing/group information as credentialed with this payer.
e 270 transactions are available to In-Network providers only.
e Once completed, save for your records, and process as indicated below.
e EDI enrollment processing timeframe is approximately 2-5 business days.

270 Eligibility Transactions:
Complete all applicable fields on the Realtime Provider Information Form.
Provider’s 7-digit Provider ID is required.

Submit Completed Document:
Email or Fax to:
RTenrollment@changehealthcare.com
615-885-3713
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Send completed form to:
RTEnroliment@changehealthcare.com

CHANGE Fax: (615) 885-3713 S
HEALTHCARE Eligibility

Payer Information
Payer ID Payer Est Days | Multi CH

CPHP CAREPLUS HEALTH PLANS, INC. 5 No

Special Enrollment Instructions

Vendor Information

Submitter ID | Submitter Name

| 460477436 ClaimRemedi

m— Provider Information

=——— | TaxID Provider Number Name

m—  Address City State | Zip
== | Contact Name Contact Phone

Contact Email Address

Confirmation Addresses
Primary Email Address Secondary Email Address

eligibilityenrollment@esolutionsinc.com
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