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PROVIDER EFT ENROLLMENT 
 

Provider Information   

Select Provider Type:      Group ________             Individual _______ 

Provider TIN: ______________________________________ 

Provider NPI: ______________________________________ 

Provider Name: ____________________________________ 

DBA: _____________________________________________ 

Provider Street: ____________________________________ 

Provider City: ______________________________________ 

Provider State: _____________________________________ 

Provider Zip Code: __________________________________ 

 

Financial Institution Information 
Financial Institution Name: _____________________________________ 

Routing Number: _____________________________________________ 

Account Type (Checking or Savings): ______________________________ 

Account Number: _____________________________________________ 

 

Please send completed form to the Provider Network Department by email or fax:  

Email: provnetwork@svcmcny.org  

Fax: 212-356-4868  


	Group: 
	Individual: 
	Provider TIN: 
	Provider NPI: 
	Provider Name: 
	DBA: 
	Provider Street: 
	Provider City: 
	Provider State: 
	Provider Zip Code: 
	Financial Institution Name: 
	Routing Number: 
	Account Type Checking or Savings: 
	Account Number: 


