Payer Agreement Instructions for North Dakota Blue Shield - BS057

Important Notes

The provider must be enrolled with the payer and have a valid Provider Identification Number
(PIN) before completing the agreement to submit electronic claims. Please wait until the PIN has
been assigned before completing these forms requesting submission of electronic claims. Please

do not list the PIN as "pending".

To obtain a PIN for a specific payer, the provider or Billing Service must contact the payer's
Provider Relations Department. ProxyMed, Inc. cannot make this request for the provider.

e If making copies include all pages of this agreement and be sure they are all legible.

e Submit one agreement for each Group ID.

o This agreement must be signed with the original signature of the provider or authorized
agent. BLUE INK IS PREFERED. Stamped signatures will not be accepted.

e Incomplete or incorrect agreements will be returned delaying enrollment and approval.

e Approval will take 4- 6 weeks. If you receive an approval letter from the payer, contact us
via phone or fax a copy to us. DO NOT transmit your claims until you receive an approval
letter from ProxyMed or your claims will reject.

Guidelines for completing: North Dakota Blue Shield — Payer ID BS057

Step 1. Complete the Professional (837P) Claim Registration Form following the instructions

provided below.

Professional (837P) Claim Registration

Provider Information

Instructions

What date would you like to start testing ......

Effective date of agreement.

Item 2: Federal Tax ID/SSN:

Complete as indicated.

Item 3: Lines of Business

State and Line of Business is pre-filled.

Enter your Clinic # (ND Blue Shield Group/
Provider ID) for this line of business.

Facility Information

Instructions

Item 4: Name, Mailing Address, City, State, Zip,
Physical Address, City, State, Zip, Contact,
Telephone, Fax, E-Mail:

Complete as indicated.

Vendor Information

Instructions

Item 5: Software Vendor Information
Billing Service Information
Clearinghouse Information

See the instructions provided by Noridian for the
description of a Software Vendor and Billing
Service. The Clearinghouse information has
been pre-filled.

Item 6: ERA

Not applicable. No entry required.

Item 7: Method of Electronic Access

Pre-filled. No entry required.
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Original Signature

Instructions

Item 8: Signature:

Original ink signature of the provider or
signature of someone from the facility with a
management position or higher. If this is a
provider/facility with a group provider/clinic
number, signature must be someone with the
authority to enter into contracts on behalf of the
group. Blue ink is preferred. Stamped
signatures are not acceptable.

Print Name:

Print name of person signing.

Title:

Title of person signing.

Step 2. In addition to the Professional (837P) Claim Registration Form, Noridian requires that a
Trading Partner Agreement be completed also. Please download the TPA from Noridian’s website
at http://www.noridianmedicare.com/provider/edi/pdf/bcbsnd/tpa_agreement.pdf.

Electronic Trading Partner Agreement

Page 1

Instructions

1% Paragraph

List the name and address of the Trading
Partner. The Trading Partner is the Practice/
Provider.

IX. Miscellaneous, Section 9.1

Instructions

Trading Partner, Address, City, State, Zip Code,
Attention, Title:

Complete as indicated with the name and
address of the Practice/ Provider.

X. Signatures, Trading Partner

Instructions

By, Name Printed, Title:

This agreement must be signed with the original
signature of the provider or authorized agent.
Stamped signatures will not be accepted.

Tax ID #, Address, City, State, Zip, Contact
Person, Title, Telephone:

Complete as indicated.

Step 3. Complete both the 837P Form and the TPA and mail both agreements to Noridian at the
address provided below. Failure to complete and mail both agreements to Noridian will result in
Noridian denying your request to send electronic claims.

Return the 837P Form and the TPA to the Payer:

Mailing Address |

Noridian Administration Services, LLC (NAS)
EDI Support Services
P.O. Box 9319
Fargo, North Dakota 58106-9319
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4010A1 (837P) Professional Claim Registration
Form Completion Instructions

These instructions will assist you in completing the 837P Professional Claim Registration, Version 4010A1 form. The
information provided will be used to set your facility up for testing the 4010A 1 version of electronic claims. All sections
must be filled out. Print legibly and complete every section as accurately as possible. If a section is not applicable, write
“N/A”. If you have any additional questions, contact EDI Support Services (EDISS) at (800) 967-7902.

PROVIDER INFORMATION

This date indicates when the provider will be ready to begin the testing process and it will aid EDISS in assigning a
date for a testing appointment.

Provide the Federal Tax ID or the Social Security Number of the provider.

The Lines of Business (LOB) section will indicate for which LOBs this provider is requesting the 837P. Fill out the
appropriate blanks for each LOB with the appropriate billing/clinic number, and check the one state that applies for
that LOB. Only one billing provider/clinic number can be entered for each LOB. If multiple numbers need to be
entered for a single LOB then a separate registration form must be completed. TriWest (TriCare) providers are
instructed to provide the Tax ID or the Social Security Number to identify a group or solo provider. Note: North
Dakota Workers Compensation will be known as North Dakota Workforce Safety & Insurance and the
corresponding billing number should be the provider's 9-digit Federal Tax ID and his/her 3-digit Location Code.

FACILITY INFORMATION

4. Fill in all of the blanks with the requested information for the provider/clinic that is applying for electronic claim

submission.

VENDOR INFORMATION

5.

PC-ACE Pro32 is EDISS’s low-cost billing and remittance advice viewing/printing software solution. If you plan on
using this software please indicate this by placing a checkmark in the correct box. If you marked “No” for the PC-
ACE Pro32, fill out the software vendor information section with the information requested. If your facility utilizes a
billing service or clearinghouse, fill out the applicable section.

a. Software Vendor — An entity that supplies the medical billing software used within your office for electronic
submissions.

b. Billing Service — An entity that creates the actual claims on behalf of the provider and sends them to EDISS.

c. Clearinghouse — An entity that receives provider data, then translates and forwards the data to EDISS.

If the provider would like to receive an electronic remittance advice (835) in the ANSI 4010A1 version, check the
“Yes” box; you must also complete the Exhibit A, 835 registration form and forward it to EDISS. If the provider
does not choose to receive an electronic remittance, check the “No” box; an Exhibit A, an 835 registration form is not
required.

The method of electronic access indicates the actual connection to EDISS being requested.

a. IVANS or VisionShare are companies that offer connection alternatives to dialing EDISS directly.

e IVANS offers a single connection for multiple HIPAA transactions. IVANS has many connecting
phone numbers and may have a toll free number in your area. For more information on IVANS, go to
www.noridianmedicare.com.

e VisionShare offers a high-speed, secure, connection alternative to direct dial. This network-based
connectivity eliminates the need for modems. For more information on VisionShare, go to
www.noridianmedicare.com.

b. Direct Dial Up — Choose this option if the Trading Partner plans to dial EDISS’s test/production phone lines
directly. These numbers may be long distance and all charges will be the responsibility of the provider. If
this option is selected, indicate the protocol that will be used in the connection. If the protocol being used is
not known, Zmodem is a default.

ORIGINAL SIGNATURE

8.

The signature section needs to be filled out completely and signed in ink by the provider. If the provider's signature is not
available, a signature of someone from the facility holding a management position or higher will be accepted. If the
provider/facility has been assigned a group provider/clinic number, EDISS requires the signature of the individual who has the
authority to enter into contracts on behalf of the group. The form with an original ink signature must be mailed to EDISS to
avoid any interruptions in your ability to exchange data with EDISS.
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Exhibit A
837P Registration 4010A1

(To be completed by EDI Support Services)
Trading Partner #:

Submitter #:

837P PROFESSIONAL CLAIM
REGISTRATION, VERSION 4010A1

Noridian Administrative Services, LLC (NAS)
EDI Support Services
PO Box 9319

EDI SUPPORT SERVICES

Phone number: (800) 967-7902
Contact us via e-mail at: hipaa_edi@noridian.com
Visit our website at: www.noridianmedicare.com

Fargo, ND 58106-9319

The information you provide on this EDI registration is used to set your facility up for electronic 837 Professional claims
submission. Print legibly and complete every section as accurately as possible. If a section is not applicable, write
“N/A”. If you have any questions concerning the correct completion of the form, please contact us for assistance. Once you
are approved for EDI production status, notify us by using the Electronic Claims Termination/Change Form whenever this
information changes. Faxed copies of this form will not be accepted.

PROVIDER INFORMATION

1. What date would you like to start testing your electronic Professional claims transactions based on the information stated
below? / /

2. Federal Tax ID/SSN:

3. Select all lines of business that apply. Fill in the blank with the appropriate billing provider/clinic number.

Lines of Business
Medicare B (check one)
[JAK [JAz [Jco [JHI [JIA [IND

CINV [JOR [ISD [JWA [IWY ........... Billing Provider #:
Medicaid (check one)
CIIA  IND e Billing Provider #:

TriWest (TriCare) (check one)
LIND LAWY o, Federal Tax ID/SSN #:

Workforce Safety & Insurance (formerly Workers Compensation)

LND e Billing Provider #: /
Federal Tax ID  Location Code

Blue Shield (check one)
ND  [LIWY e Clinic #:
North Dakota Vision Services, Inc. [ JND .c.ocvvvverrveeenne. Clinic #:
FACILITY INFORMATION

4. Please fill in the facility information for the provider/clinic that will be sending electronic claims.

Name:

Mailing Address:
City: State: Zip:
Physical Address:
City: State: Zip:
Contact:

Telephone: ( ) Fax: ( )
E-Mail:
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Exhibit A
837P Registration 4010A1

VENDOR INFORMATION

5. Do you want to order PC-ACE Pro32 software for use in your office? [lYes [No

(If yes, please fill out a PC-ACE Pro32 Software License Agreement. If no, please inform us below what software you will be using.)
Software Vendor Information

Vendor Name:
Software Product Name:

Address:

City: State: Zip:
Contact:

Telephone: ( ) Fax: ( )

Billing Service Information
Billing Service Name:

Software Product Name:

Address:

City: State: Zip:
Contact:

Telephone: ( ) Fax: ( )

Clearinghouse Information
Clearinghouse Name:

Software Product Name:

Address:

City: State: Zip:
Contact:

Telephone: ( ) Fax: ( )

6. Do you want to receive an Electronic Remittance Advice (ERA*)?

* An ERA is an electronic copy of the payment data received on the paper remittance. You must have a
software program to print or post this data.

[] Yes [No (Ifyes, fill out the Exhibit A, 835 Health Care Claim Payment/Advice Form.)

7. Method of Electronic Access (check one)
[ ] IVANS (Please refer to the IVANS section of our website at: www.noridianmedicare.com)
[] VisionShare (Please refer to the VisionShare section of our website at: www.noridianmedicare.com)
[] Dial-up (If dial-up, check desired protocol below)
[] Zmodem [] Ymodem [ ] Kermit [] Other
ORIGINAL SIGNATURE
8. An appropriate original ink signature (refer to the Form Completion Instructions) is required for this document. Blue

ink is preferred. The form with an original ink signature must be mailed to EDISS to avoid any interruptions
in your ability to exchange data with EDISS.

I am authorized to sign this document on behalf of the provider/facility, and I authorize the set-up noted above
for the 837P Professional Claim transaction.

Signature:

Print name:
Title:
Date: / /
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