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Thank you for your interest in submitting Blue Cross of California claims electronically.

Enclosed you will find electronic claim enrollment paperwork.

Please complete the attached forms and mail to the address listed below:

Blue Cross of California

Medical EDI Services

Attn: EDI Enrollment

P.O. Box 4173


Woodland Hills, CA 91365‑4173

Please insure that you complete all forms, any incomplete forms will be returned.

Once we receive your completed enrollment paper work, we will begin the process of establishing your Logon ID, Submitter ID and Password. As soon as this information is available, I will notify you. It usually takes approximately I to 2 weeks to complete enrollment processing.

If you have any questions regarding the enrollment process, please contact me at 818‑703‑4278, or Susan Rackstraw at 818‑703‑4065. 

Sincerely,
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William M. Barba

Medical EDI Services
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Blue Cross of California

SPC Asynchronous Communication

New Client Worksheet

I. Site Information

Client Name:











Contact Name:










Address:











City, State Zip:










Phone Number:










FAX Number:









II. System Information

Billing Software Vendor Name: Stratford Software, Inc


Software Support Name & Phone Number: 1-800-274-4868


Software Format: NSF 2.00 / BCC PROPRIETARY / ANSI-837
(please circle)

Computer Type: IBM PC









Protocol Selected: ZMODEM / KERMIT / XMODEM‑ I K

(please circle) 

Communication Software:

ProComm ver 2.01 DOS



(include version number)


ProComm ver 32 WIN9x

Note: Please Include completed Logon Agreement Policy

For Blue Cross Internal Use

SPC ID: 

SPC Password: 
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BID Assignment:


PROVIDER ENROLLMENT FORM

PROVIDER INFORMATION

Provider Name: 












Check/EOB Address:












City:





State:


Zip Code:




Telephone No:  (
) 
 - 

Contact Name:







Practice Address:  












City:





State:


Zip Code:




Telephone No:  (
) 
 - 

Contact Name:







EIN:



or SSN:



License No:





___________  Change       X        Add  

 Delete

SUBMITTER INFORMATION

Submitter Name:












Street Address:













City:





State:


Zip Code:




Telephone No:  (
) 
 - 

Contact Name:







Transmission Method.
ANSI 837

Submitter ID.​







Form Completed By:






Date:







PROVIDER AGREEMENT

FOR ELECTRONIC CLAIMS PROCESSING

This agreement is made by and between Blue Cross of California, herein called "Blue

Cross" and 












herein called "Provider". 

(Provider Name and SSN or EIN)

A. TERM AND TERMINATION

This agreement shall commence on the date it is signed by Provider and continue until terminated by either party upon thirty (30) days written notice to the other. This Agreement may be amended by Blue Cross at any time upon thirty (30) days written notice.

B. OBLIGATIONS OF PROVIDER

In consideration of the agreement of Blue Cross to permit Provider to submit claims by means of an electronic medium in lieu of written requests for payment, Provider agrees:

1. To submit claims in the format specified by Blue Cross and described in Blue Cross' written instructions to Providers, as amended from time to time.

2. To maintain claims, medical and financial patient records (including patient signatures ad appropriate signatures on behalf of patients) in a matter which will assure that all electronic medium claims can be readily associated and identified with a written source document.

3. To retain source documents and source records for seventy-two months following submission of the applicable claim to Blue Cross for payment and to maintain records as required by state law.

4. To permit Blue Cross to audit provider records at reasonable times upon request.

5. To permit Blue Cross to adjust any incorrect payments through set-off or by any legal means.



6. To accept responsibility for all electronic claims submitted by Provider to Blue Cross, to research and to correct any and all claims discrepancies and to indemnify and hold Blue Cross harmless from any and all liabilities, costs and damages resulting from claims discrepancies in claims submitted by Provider. "Claims discrepancies" means any material variation between electronic claim submitted and the applicable source document.

7. If Provider is a dully licensed group practice, Provider shall give Blue Cross advance notice of any changes (including name and other appropriate identifiers) in the composition of the medical group.

C. OBLIGATIONS OF BLUE CROSS

1. To accept claims from Provider through electronic media.

2. To provide written instructions to Provider regarding the form and manner of submitting electronic claims.

PROVIDER





BLUE CROSS OF CALIFORNIA

Provider Name (Print or Type)

Authorized Signature

Date


Authorized Signature


Date

Printed/Typed Authorized Name


Printed/Typed Authorized Name
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