Humana Gold Choice - FQHC Clinic Reimbursement Information  


Clinic Name: ____________________________________________________________

Clinic Affiliation (hospital owned, independent, other):____________________________
(If hospital owned - # of beds): ______________________________________________

Street Address (and P.O. Box if applicable): ___________________________________

City, State, Zip Code: _____________________________________________________

Contact Name: __________________________________________________________

Telephone Number: ______________________________________________________

Fax Number: ___________________________________________________________

Email Address: __________________________________________________________

Federal Tax ID Number: ____________________________________________________

Medicare Number: ________________________________________________________


FQHC  Per-Visit or Cost-Based Reimbursement:
_____________________________________________________

Effective Date of Current Rate: __________________________________________

Please fax completed form to:

1.312.601.0022


                                                                 Attention: Sandy Erickson
Questions?  Please contact me at 1.952.652.1003 or via email at serickson@humana.com
