Please Fax or Email Completed Form to:

Y
O H{?

Q}:‘ < Provider EFT Fax: 866-612-7862
i T Email: KYHC_EDISETUP.USEM@cgi.com
Enroliment & Incomplete enroliment forms will be returned.

COOPERATIVE Maintenance Form

Kentucky Health Cooperative, Inc. is hereby authorized to deposit payments for claims to the account listed below.
Unless denoted, ALL Sections require completion for EFT set up.
Copy of voided check or deposit slip must accompany enrollment form.

STATUS (check one)
O ENROLL U CHANGE/UPDATE O TERMINATE

PROVIDER NAME

NPI TAX ID NUMBER

ADMINISTRATIVE CONTACT TITLE PHONE NUMBER

BANKING INFORMATION

ACCOUNT TYPE
U CHECKING (ATTACH VOIDED CHECK) U SAVINGS (ATTACH DEPOSIT SLIP)

FINANCIAL INSTITUTION

2010101010 9999999999 ,.oic of check)

TRANSIT (Routing) / ABA NUMBER ~ s ~ -7 ACCOUNT
NUMBER

(ex. 010101010) (ex. 999999999)

An authorized signer on the bank account must sign this form.
This is a legal document.

PRINT SIGNATURE:

NAME:

TITLE: PHONE
NUMBER:

DATE FAX NUMBER:

SlGNED (OPTIONAL)






