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	PRACTICE NAME
	 
	 
	  
	
	     SPECIFY ONE:

	LINKIA PROVIDER #
	 
	 
	 
	
	PRIMARY CLAIMS
	COB CLAIMS

	PRACTICE TELEPHONE #:
	 
	 
	 
	
	 
	 

	PRACTICE FAX #:
	    
	 
	 
	
	ONLY ONE CATEGORY PER BATCH 

	SUBMITTER NAME:
	 
	 
	 
	
	
	

	DATE:
	 
	 
	 
	
	
	

	CLAIM COUNT:
	 
	 
	 
	
	
	

	
	***LIMIT BATCHES TO 25 CLAIMS OR LESS***
	
	
	

	CLAIM COUNT DISCREPANCY:
	 
	 
	 
	
	
	

	
	
	
	
	
	
	

	PROCESS SUMMARY
	
	
	
	
	
	

	Facilities to batch and submit claims, with coversheet to: 
	
	
	
	

	Linkia, LLC
	
	
	
	
	
	

	PO BOX 10357
	
	
	
	
	
	

	Gaithersburg, MD 20898-0357
	
	
	
	
	
	

	
	
	
	
	
	
	

	LINKIA verifies claim count.  Discrepancies, if any, will be communicated to practice via fax.
	
	

	
	
	
	
	
	
	

	***********LINKIA Internal Use Only*************

	
	
	
	
	
	
	

	Confirmation date:
	 
	 
	
	
	
	

	
	 
	 
	
	
	
	

	Discrepancy: 
	      Fax date:
	 
	N/A
	 
	
	

	
	
	
	
	
	
	

	LINKIA Processor:
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