
Attachment to Provider Notice 
February 2020 

 

 

Hospital Assessment Payment Form 
 

Facility Name: 

 

Facility Tax ID: 

 

System Affiliated With: 

 

Contact Name for Directed Payments:  

 

Contact Phone for Directed Payments: 

 

Contact Email for Directed Payments: 

 

EFT Information: 
 

Bank Name: 

 

Account # 

 

Routing # 

 

Check Information: 
 

Address: 

 

Pay to Name:  

 

Attention of: 

 


