
NAME  

PROVIDER ID 

This form is used to request a copy of a Prior Approval Roster or Missing Information Letter. 
Please select only one of the following:   

 Prior Approval Roster  

Missing Information Letter 

Please send to: 

Attention:  ________ 

Address:  

City, State, Zip Code:  

Phone:   /   / 

I give eMedNY authorization to release information regarding my Prior Approval Roster or 
Missing Information Letter. 

Signature of Provider 

Date      __ 

eMedNY Roster Retrieval 
PO Box 4605 
Rensselaer, NY 12144 09/26/2023 


	undefined_2: 
	undefined: 
	Phone: 
	City State Zip Code: 
	Address: 
	PROVIDER ID: 
	NAME: 
	Routing Sheet required: Off
	Text1: 
	pa type: Off
	Text2: 
	Text3: 
	prior type: Off
	PA_number: 
	Text4: 
	Text5: 
	Text6: 
	Text7: 
	routing_sheet_req: Off
	Text8: 


