SAMPLE LETTER TO PROVIDERS

(Confirmation of Eastern Alliance as WC Insurer)

(Date)

(Provider)

(Address)

(City, State, Zip Code)
Dear (Medical Provider):

Your facility is listed on the Workers’ Compensation Provider Panel for (Insured Name).  Please be advised that effective (Effective Date) Eastern Alliance Insurance Group will be the workers’ compensation insurance carrier for (Insured Name).

Please forward medical bills and reports for injuries occurring on/after (Effective Date) to the following address:

Eastern Alliance Insurance Group

P.O. Box 14138
Lexington, KY 40512
Phone:  (855) 533-3444
Fax:
 (717) 481-5272
E-mail: IRindexing@eains.com 

Thank you for your continuing cooperation in providing quality care to our employees.

Sincerely,

cc:  Eastern Alliance Insurance Group

