
Eclipse Activation Request Form 

Provider Details

Hospital or Practice Name Provider Number

Street Address Line 1 Street Address Line 2

City State Post Code

Payment Details

Branch Number Account Number

Account Name E-mail Address

The e-mail address provided will be used to receipt claim responses relating to claim re-assessments. 
  
Electronic Remittance Advice (ERA) will be issued approximately 21 days from the date of receipt of the first 
claim as per your contract terms. 

Authorised Contact

Contact Name Position Title

Phone Number

  
  
Please submit this form to Eclipse@Medibank.com.au and CC your Hospital Contract & Relationship Manager.

mailto:Eclipse@Medibank.com.au

	fc-int01-generateAppearances: 
	Phone Number_kq6JuzMsuGXaWBai8LuzfA: 
	Position Title_MAesjJ6SRWs*wqkU*62xOg: 
	Contact Name_nt4EH*hffqy-KtvSbJvh0w: 
	E-mail Address_-CsACXr4uGtpW4Xj13*eng: 
	Account Name_MS9nWXhm2ayT5qUHfG29lw: 
	Account Number_a4*ts3*RVyJlfFbDnYNRww: 
	Branch Number_2ok5R3BcDs0qEA0f4VODgw: 
	Post Code_cMi2ImidAAXVsibrtFIbxA: 
	State_pgDTgND2x5lifttANqPkpw: []
	City_cewjWE3mGE6SemlAclGqYg: 
	Street Address Line 2_bgiy4Dw9JLipBBD7183uiA: 
	Street Address Line 1_Cn94cWf-dvq6bD*jKTf-HQ: 
	Provider Number_z*GAmfviinnrB5Eclc*kZQ: 
	Hospital or Practice Name_HUpBP*S95HpOy7iMKHR8vg: Insert details here


