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UHA Health 
Electronic Remittance Advise Request 

__________________________________________________________


___

In order for a provider to receive electronic invoice payments from UHA, this form must be processed by Post-n-Track and UHA. After you have completed this document, please email it to 

Remits@post-n-track.com
Provider Information

Provider Name: ______________________________________ FTIN(s): _____________________________
Phone: __________________
E-mail Address: __________________

Practice Address: __________________________________________________________________________
Payment Contact (if different from above)
Name:___________________________________________  Title: _______________________________
Address: _________________________________________________________________________________

E-mail Address: ________________________________ Phone: _____________________________________
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