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MEDICAID PROVIDER ENROLLMENT APPLICATION

Provider Enroliment : ' 0
RETURN THIS National Heritage Insurance Co. : o
FORMTO: 7800 Shosi Creek Bivd. [ - rormmcuscony ],
Austin, Texas 78757

NOTICE: PLEASE NOTIFY THIO DEPARTMINT OF ANY CHANGES TO THE
ADOVE |HFORMATION INCLUDING ADDRESS TO PREVENT CLAIM REJECTS

OR WRONG PAYMENTS. i

[LL (NFORMATION MUST BE COMPLETED OR MARKED N/A, AND CONTAIN A VALID SIGRATURE T0 BE PROCESSED.
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E. O. S. FEDERAL CORPORATION {3
O
PROVIDER INFORMATION DATA FORM %
£
G
NAME DATA: 3
:q
If Individual . 1f Group or Company H
LAST NAME: Mackenzie ; &
FIRST NAME: Johw NaME: ) oo M. Mac,keuz./a,,y.b.
INITIAL: M u
TITLE: M D &
T 0
ADDRESS:
Physical Address Accounting Address
STREET: 1080 . DAshwoodl
CITY: Ft. Woy e
STATE: Texs S
ZIP CODE: T O\ Q
JEIHONE: (#7) 335 - 2329
Blue Cross/Shield Provider Number A-J 81 8
IRS Tax # J3832-b%80O Type S E = Employer Identification Number

S = Social Security Number
State License # £ D 3% 0

Narcotic License f AM SY¥ 27068

PHYSICIANS:

Field of Specialty: 06—63:\)

EYEGLASS SUPPLIERS:
Eyeglass Option (A or B)
LABS:

Lab Certification #
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aTionaL HeriTtace Insurance Company
Exchange Park
Austin, Texas 78757 7800 Shoa! Creek Bivd.
(512) 458-5111
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Dear )Zéz/

The National Herjfage Insurance Company (NHIC) has cancelled your Medicaid
Provider number gagi !EZZ % This action was taken because We show
that there had Heen no claims filed on this number over a period of one

year. However if you wish to have your number reinstated please complete
the attached Medicaid Provider Enrollment Application and return it to us

with any claims you have pending.

Ly Te/0

If you have any questions please call.

Sincerely

Wikwot/-Lalits

Deborah Roberts
Unit Analyst
Provider Enrolliment

DR:dr
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NaTionaL HeriTace INSURANCE Company
. :rhmﬂnrlt

Austin, Texes 78757 7800 Shoal Creek Bivd.
[512) 458-5111
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Dear s~ A_
Thank you for your request to be reinstated into the Medicaid (Title XIX)
Program. Your Medicaid Provider number { \ has been reactivated.

Any claims with dates of service 90 days prior to the date on this letter can
be processed.

A supply of labels and forms has been ordered for your Medicaid claims f1l1nq
If we can be of further service to you please let us know.

Sincerely,

Debbie Cain
Enroliment Analyst
Provider Enroliment

DC:dr
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E. D. S. FEDERAL CORPORATION

PROVIDER INFORMATION DATA FORM

NAME DATA:

If Individual If Group or Company
LAST NAME: B Aﬁ AeHENZIE
FIRST NAME: NAME : :

INITIAL: %

TITLE: M B

—

ADDRESS

CITY: CoRT _PIOETR

STATE:

rekes
ZIP CODE: 2
PHONE: (81D 3‘3?7- 28 3% O

Blue Cross/Shield Provider Number JD 000 D vl 832

IRS Tax JM Type S E = Employer Identification Number
S = Social Security Number

State License # E @3 Q"’Cp
Narcotic License f M@f

PHYSICIANS:

Field of Specialty:

EYEGLASS SUPPLIERS:

Eyeglass Option . (A or B)"
LABS:

Lab Certification #

Physical Address Accounting Address
| STREET: (080 . mSHé@@@j
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