
Authorization Form for 835 Remittance Advice First Health and Mail 
Handlers

I,_____________________________, hereby request to receive the 835 – Electronic 
Remittance Advice for me and any other provider who uses the Tax ID number
_____________.  I have the authority to make this request on behalf of the tax ID billing 
group and will assume responsibility for delivering the transactions to individual 
providers using this Tax ID in accordance with HIPAA privacy requirements concerning 
protected health information (PHI).

___________________________________ ___________________________________________
Requestor Name (please print)             Requestor Signature

_____________________________
Tax ID

________________________________________________________
1099 Name associated with Tax ID  (please print) 
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