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For Initial Enroliment with this payer:

e If you have NOT submitted claims electronically to this payer, the Payer requires Payer
Registration forms. Please complete all fields on the following page(s) as well as the attached
Payer Registration forms and return to Emdeon for processing.

e Registration with Emdeon takes 14 business days.

e Your Payer Registration form must include a valid Provider ID. Listing an invalid Provider ID will
delay the process.

e This payer accepts group agreements.

e You may obtain the form from our enrollment web site http://www.emdeon.com. or by calling our
Fax on Demand service at 800-760-2804 (doc# 1083)

For Re-Enrollment (COS Change of Service) with this payer:

e If you have submitted claims electronically to this payer in the past, either directly or through
another clearinghouse, and would like to submit through Emdeon, the Payer requires payer
registration forms.

e Registration with Emdeon takes 14 business days.

e Your Payer Registration form must include a valid Provider ID. Listing an invalid Provider ID will
delay the process.

e This payer accepts group agreements.

e You may obtain the form from our enrollment web site http://www.emdeon.com. or by calling our
Fax on Demand service at 800-760-2804 (doc# 1083)

If you are already APPROVED by this payer to submit through Emdeon:

o If you have already received an approval from this payer to submit claims electronically through
Emdeon, you must notify Emdeon so that we may process your approval in our enroliment
systems. Please submit a Client Provided Approval Form to Enrollment for processing.

0 You may obtain the form from our enrollment web site http://www.Emdeon.com.or by
calling our Fax on Demand service at 1-800-760-2804 (doc# 1450).

0 The Client Provided Approval form must be submitted to:
payerregistration@Emdeon.com , or faxed to 615-885-3713.

Payer Registration Reminders:

e Please keep a copy of all forms for your records.

e Please verify that all pages in the agreement are included when mailing.

e Please ensure that all required fields are completed and legible.

e Please provide a physical address below in case we need to Fed-Ex your agreement back to
you.

¢ Please remember to sign and date all documents. Your software vendor must be certified to send
All-Payer claims to Emdeon. Please contact your vendor if you have questions regarding
certification.

e To obtain forms or additional payer information, visit our website: http://www.Emdeon.com.
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Instructions for submitting Payer Registration Forms:

e You must include this page when submitting Payer Registration forms to Emdeon

¢ Registration forms must be submitted to the address below

e To obtain forms or additional payer information, visit our website: http://www.Emdeon.com.

This Registration form is for a: [ ]Provider DGroup

Name*

Physical Address*

City, State, Zip*

Contact Name*

Contact Phone

Contact Fax

Contact Email

Address 3
[IGroup ID*
NPI ID*
H [ IProvider ID*
[Tax ID*[] SSN Site ID*
Vendor Submitter ID* Division ID*

Vendor Name*

Additional Info

* Required Information if applicable. S All Approval Notifications will be sent to this address

Submit Original Payer Registration forms that require original signatures to:
Emdeon Business Services
Attn: Enrollment Dept
Donelson Corporate Ctr Bldg 3
3055 Lebanon Pike Ste 2000
Nashville, TN 37214

For all other forms: Fax: (615) 231-4843
Email: batchenrollment@Emdeon.com

To avoid claim rejection, please do not submit electronic claims before receiving Emdeon
Approval Notification.
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Horizon.

Horizon Blue Cross Blue Shield of New Jersey

a

Mulking Healthcare Worls.

Health Care Professional, Hospital, Facility or Trading Partner Name:

Address:

ELECTRONIC TRANSACTION AUTHORIZATION

City:

State: Zip code:

Contact:

Phone:

Fax:

E-mail Address:

ML TTY
rax 1s

Hospital and Facility Number:

(Required for Hospital, Facility, Physician & Other Health Care Professional) (Required for Hospital and Facility only)

Alpha Suffix(s)

(Required for Multispecialty Groups with assigned suffix)

Mode of Transmission:
Please check only one.

Specific to:

Rules and Regulations

Q  HorizonNet 2000
Or
0  *Software Vendor

In the case that we use HorizonNet 2000, we agree to authorize Horizon Blue Cross Blue Shield of
New Jersey access to our Horizon BCBSNJ Electronic Submission ID for installation on our computer
In the case that we use a software vendor, we agree to authorize our software vendor access to our
Horizon BCBSNIJ Electronic Submission ID for installation on our computer. We agree to maintain t
confidentiality of our Submission ID and Password and prevent unauthorized users from committin
data security violations with our Submission ID and Password. We realize that it is our responsibili
to retrieve any and all reports that are put in our electronic mailbox by Horizon BCBSNJ detailing thg
results of our transmission(s). We agree to notify Horizon BCBSNI if we discontinue sending electro
transmissions through HorizonNet 2000 or the below named software vendor and before beginning to
any other Trading Partner to send electronic transmissions.

¢ *Clearinghouse
Or

Q *Billing Service

We agree to authorize the billing service or clearinghouse named below to submit our Horizon
BCBSNI claims electronically. We realize that it is our responsibility to assure that we receive
from our billing service or clearinghouse any and all reports that are sent electronically from
Horizon BCBSNI to our billing service or clearinghouse detailing the results of our
transmission(s). We agree to notify Horizon BCBSNI if we discontinue sending electronic
transmission through the below named trading partner and before beginning to use any other
trading partner to send electronic transmissions.

Q Hospital , Facility,

Physician or
Other Health

Care Professional

Programming
Horizon BCBSNJ

Specification

We agree to fully program all aspects of the Horizon BCBSNJ Specification for the transactions
we desire to send electronically to assure accurate and complete data transmission. We agree to
program all transaction specific edits as outlined in the Horizon BCBSNIJ Specification to assure a
limited number of rejects. We agree to make all programming changes requested by Horizon
BCBSN]J as promptly as reasonably possible. We agree to maintain the confidentiality of our Test
and Production Submission IDs and Passwords and prevent unauthorized users from committing
data security violations with our Submission IDs and Passwords. We realize that it is our
responsibility to retrieve any and all reports that are put in our electronic mailbox by Horizon
BCBSNIJ detailing the results of our transmission(s). We agree to notify Horizon BCBSNJ if we
discontinue sending electronic transmissions and before beginning to use other means of electronic
transmissions.

*1f you checked Software Vendor, Clearinghouse or Billing Service (“Trading Partner”), please provide the

name of your software

Name of Trading Partner:

vendor, clearinghouse, or billing service below:

C:\Documents and Settings\KDennis\My Documents\EDI Electronic Transaction Authorization form 10-30-06.doc
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Electronic Transactions Available:
Please check the electronic transactions that you are applying for:

Authorization

(Reg Auth)

Claims: We agree that the information on claims submitted electronically will be true, accurate and
¥ Physician or complete; and agree to keep such records as are necessary to disclose fully the extent of
other Health services and allow Horizon BCBSNJ reasonable access to all source documents and
—C-lr—‘? . medical records related to any claim. We accept the liability for all claims submitted to
-EL‘“—Q—(S)SQ—@ Horizon BCBSNJ and will promptly refund any overpayment made by Horizon BCBSNJ
O =k on electronic claims. We realize that anyone who falsifies electronic claims information
0 Hospital or S . . .
Facilit may, on conviction, be subject to fines and/or imprisonment under Federal Law. We agree
that it is our responsibility to reconcile claim response reports / messages received from
Horizon BCBSNJ, including acknowledgement of claim receipt from Horizon BCBSNJ, to
assure our claims were received by Horizon BCBSNJ.
O Requests for We agree that any and all Req Auths sent electronically contain true, accurate and complete]

information. We agree that it is our responsibility to assure that Horizon BCBSNIJ has

ranatya

A T4 + 4 A+
TECCIVEQ our Req Auths by reconcuing résponse reports rétumcea to us.

0 Eligibility We realize that the eligibility information returned by Horizon BCBSNJ is contingent on
the information available at the moment of transmission. We understand that eligibility for
a particular patient may change between the time of inquiry and the time the claim is
processed. Payment determinations will be made based on eligibility at the time that
services are provided.

O Referrals We agree that any and all information contained on our electronic referrals is based on
medical necessity. We understand that acceptance of this referral does not guarantee
payment. We understand that payments are determined based on contracts and contract
limitations. We agree that it is our responsibility to assure that Horizon BCBSNIJ has
received our referrals by reconciling response reports returned to us.

0 Payment Advice | We realize that the payment advice information returned by Horizon BCBSNJ is contingent
on the information available at the moment of transmission. Payment determinations will
be made based on eligibility at the time that services are provided, and may be subject to
change.

O Premium We realize that this transaction is used for the purpose of reporting payroll deducted and

Payment other group premiums for all users sending premium payments to Horizon BCBSNJ. We
agree that it is our responsibility to ensure funds are available to cover premiums.

O Benefit We agree that the information submitted electronically will be true, accurate and complete.

Enrollment We realize this transaction is used only to transfer enrollment information from the sponsor
of the insurance coverage, benefits, or policy to Horizon BCBSNJ. We accept the liability
for all files submitted to Horizon BCBSNJ.

0 Claim Status We realize that the request for the status of a health care claim or encounter is contingent
on the claim information available at the time of transmission.

Signature Title

Print / Type Name Date

Mail completed form to:

Horizon Blue Cross Blue Shield of New Jersey
EDI Services PP-11C
3 Penn Plaza East
Newark, NJ 07105-2200
Fax: 1-973-466-6415
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