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HEALTHCARE Remittance
CPID Payer ID | Payer Type Est Days | Multi CH
6720 L0230 | CareFirst BlueCross BlueShield Community | professional 5 No
Health Plan District of Columbia (CareFirst
CHPDCQ)

Special Enrollment Instructions

Vendor Information

Submitter ID | Submitter Name

Provider Information

Tax ID NPI Provider Number Name
Address City State | Zip
Contact Name Contact Phone

Contact Email Address

Confirmation Addresses
Primary Email Address Secondary Email Address

ERA Receiver

Distribution Detail
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