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	For Internal Use Only
	Account #
	     

	Submitter #
	     
	Password
	     

	# Purchased
	     
	Order #
	     

	Date Rec’d
	     
	Territory
	     


EDI Enrollment Form
	Section A.  Client Information

	VAR:  
	Strategic Business Systems
	Contact:
	Support Dept.
	Email:
	support@sbsmem.com

	Practice:
	     
	Contact:
	     
	Email:
	     

	Address:
	     
	City:
	     
	ST:
	  
	Zip:
	     
	Phone:
	(     )     -     
	Fax:
	(     )     -     


	Section B.  Insurance Filing Information

	Are you currently sending electronic claims?
 

 FORMCHECKBOX 
 Yes          FORMCHECKBOX 
 No
	Which Clearinghouse would you like Strategic to enroll your practice with?

 FORMCHECKBOX 
 McKesson/RelayHealth
 
 FORMCHECKBOX 
 THIN/Availity
 
 FORMCHECKBOX 
 Other:      
	Which state or Government do you file claims with?

Medicaid

 FORMCHECKBOX 
 Paper     FORMCHECKBOX 
 Electronic
 
Blue Cross
 FORMCHECKBOX 
 Paper     FORMCHECKBOX 
 Electronic
 
Medicare

 FORMCHECKBOX 
 Paper     FORMCHECKBOX 
 Electronic   

	If yes, how?
 
 FORMCHECKBOX 
  Clearinghouse, which one:       
      Submitter #:       
 FORMCHECKBOX 
  Direct to Payer, which one:          


	
	

	
	
	Do you file Medicare, Medicaid or Blue Cross in multiple states? 
 
 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No     If yes, in which states do you file:      


	Instructions for completing sections C and D

· Complete Section C with Group Practice information. If the name and address are the same as Section A, indicate such by writing the word SAME. However, the group IDs needs to be entered in the fields provided. If there is more than one group in your practice, attach another Strategic EDI enrollment form, and complete only sections C and D.

· Complete Section D with each provider’s INDIVIDUAL billing information. The enrollment form may be rejected without this information. Providing this information helps us to ensure your enrollments are completed properly and your database is configured correctly.


	Section C. Group Practice Information

	Group Name:
	     
	Tax ID #
	     
	Number of doctors enrolling:     

	Address:
	     
	Medicaid #
	     
	Number of groups enrolling:      

	City:
	     
	ST:
	  
	Zip:
	     
	Medicare #
	     
	Check all services for which you are enrolling:
 
 FORMCHECKBOX 
 Electronic HCFA                 FORMCHECKBOX 
 Electronic UB-92
 
 FORMCHECKBOX 
 Electronic Statements         FORMCHECKBOX 
 Remittance    

	Phone:
	(     )     -     
	Fax:
	(     )     -     
	Railroad Medicare #
	     
	


EDI Enrollment Form Cont…
	Section D. Provider Information

	Provider Name
	Specialty
	Tax ID
	UPIN
	ST License #
	Medicaid

Provider #
	Medicare

Provider #
	RR Medicare Provider #
	Blue Cross Provider #
	NPI #

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     


	This form was completed by:
	     
	Phone:
	(     )     -     
	Date Completed:
	     


	Please attach copies of payer agreements and any documentation received from payers and/or clearinghouse. 
You may either save this document and email it to support@sbsmem.com, or print & return a hard copy to us at the address below.  If you have any questions or would like to talk to someone, please contact Tillman Bunch at 901-362-1668.


Strategic Business Systems, Inc.

4919 Old Summer Road

Memphis, TN 38122

Fax: (901) 362-1680
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         Customer Initials ___________

