
 Claims 	Enrollment 	Instructions
 
 

 

Medicaid of Wyoming 
 

Attention Providers: 
 

To start sending your claims electronically to Medicaid of Wyoming through EDS, you will need to 
print and review the enrollment form.  Please sign the form and submit to EDS.  
 

Payer: Medicaid of Wyoming 

Payer ID: CKWY1 

For Enrollment Questions: 

 

  
 

Payer Enrollment Applications: Wyoming Medicaid Clearinghouse 
Authorization Form 
 

Please mail Original Wyoming Medicaid 
Clearinghouse Authorization Form to: 

  
EDI Health Group, Inc. 
Attn: Enrollment 
17701 Cowan, Suite 250 
Irvine, CA 92614 
 

Processing Time: 
Payer estimates 5-10 business days from the date of 
submission.  EDS will notify you of approval. 

Special Instructions: Original Document Required 

 
 

Contact the EDS Enrollment Department at (800)
482-3518 ext or Enrollment@edsedi.com

800.482.3518
400 Vermillion St . Hastings. MN 55033 01/08/2021
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Wyoming Medicaid Clearinghouse Authorization Form 

Complete one form for each pay-to provider.  Do not complete this form for treating or rendering providers. 

Note: Only pay-to/group providers need to be authorized, treating/rendering providers do not. 

Provider Name  

NPI or Provider 
Number 

 

Tax – ID  

Physical Address  

City, State, Zip Code  

Telephone Number  

Fax Number  

Email Address  

Contact Name  

Contact Phone 
Number 

 

Contact Email  

 

Mark which transactions the clearinghouse is authorized to send/receive on your behalf: 

X 
X12N 5010 999 Implementation Acknowledgement (required) 

X 
X12N 5010 277CA Claim Acknowledgement (required) 

 X12N 5010 276/277 Health Care Claim Status Request and Response  
X12N 5010 270/271 Health Care Eligibility Benefit Inquiry and 
Response 

 

X12N 5010 278 Health Care Services – Request for Review and Response; 
Health Care Services Notification and Acknowledgement (Prior 
Authorizations)  

X12N 5010 837 Health Care Claim (Professional, Institutional, and 
Dental) 

 X12N 5010 835 Health Care Claim Payment/Advice (Remittance Advice)   
 

 
I, ________________________________________________________, representative of the provider above  
   Provider/Provider’s Representative 
 
___________________________________________________, authorize the clearinghouse _______________________ 
Name of Provider            Clearinghouse Name 
 
TPID __________________ to submit/accept the above transactions on my behalf.  
            Trading Partner ID 
 
________________________________________________________________ __________________ 
Provider / Provider Representative Signature      Date 

  
Please return to: 

Wyoming Medicaid 
Attn: EDI Services 

PO Box 667 
Cheyenne, WY  82003-0667 
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