
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      __ 

Either mail or fax the completed form to: 
eMedNY Roster Retrieval  |  PO Box 4605  |  Rensselaer, NY 12144

Fax: 518-257-4304 
10/10/2023
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