
Hospital Contact Form 
All information must be completed for processing. 

 

Send completed form to: 

eQHealth Solutions 
Attention: Provider Education and Outreach  

Fax: (630) 317-5101 
Notice: It is important to notify eQHealth Solutions immediately when contacts change.  

Hospital 12 Digit Medicaid Number 

Provider Name 

Hospital Address  

City                                                                                      State                Zip 

Mailing Address (Add if different) 

Street Address 

City                                                                                      State                Zip 

Position/Contact Type Full Name 
Prof. 
Suffix 

 Exact Title Phone Fax Email 

Administrator/CEO       

CFO       

Medical Director       

Hospital-assigned eQHealth Liaison       

Hospital-assigned Quality Contact       

Hospital-assigned Web Administrator       

Hospital-assigned 2nd Web Administrator       

Hospital CEO or CFO Signature(must be signed for eQHealth Liaison change) 

eQHealth Liaison Signature(required for Web Administrator or Quality change) 

        Date: 

ONLY FILL IN THE CONTACTS YOU WANT TO UPDATE 

initiator:ilprovidereducation@eqhs.org;wfState:distributed;wfType:email;workflowId:68d7cb735ba0cb4994acb7d341ea92b6
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