QUIC SUBMITTER/PROVIDER ENROLLMENT FORM

SUBMITTER INFORMATION
   Name:      Quality Systems, Inc.          


QSI Federal Tax ID: 952888568

   Address: 18111 Von Karman Ave, #600     

Contact: QSI QUIC Department 
       Irvine, CA 92612                                             Fax: 949-255-2605
                Phone: (949) 255-2600         




Please fill out this form COMPLETELY.

Fax back the completed form to QSI QUIC Network at least 2 weeks in advance of live claim submission.

--------------------------------------------------------- Client/Contact Info -------------------------------------------------------------------------------
Client Mnemonics: _______   Client Name: __________________________________ Today’s Date:___________

Contact:______________________________ Phone: ___________________ E-mail:_____________________________ 

(Name of person submitting this form)

 Clinic #: ______
Location #: ______ Practice Name:___________________________________




(If using Location Logic)   


(if different from client name, above)        
------------------------------------------ Request Type ----------------------------------------------
1. [  ] Add New SubID (select reason):




[  ] Modify Existing SubID:___________
    [ ] This is a new clinic







[ ] Name Change

    [ ] This is a new office/location for existing clinic



[ ] Address Change

    [ ] This is for individual doctor(s); separate SubID is needed because:  

[ ] Phone# Change

        
[ ] Doctor(s) are paid under a different TaxID



[ ] TaxID# Change

       
[ ] Billing is by doctor name because:______________________

[ ] Prov# Change



  
[ ] Specialists require use of different name/ID (carriers:______________)

       
[ ] Other:________________________________________________________________ 

Date clinic will start sending claims:_______________

2. If this clinic has any hard-coding2 or special needs, please specify: _________________________

-------------------------------------------- Provider/Office Billing Client/Contact Info -------------------------------------------
3. Bill by Group/Company Name [  ] OR by Doctor Name [  ] (select one, and provide name below)


 Billing Entity Name:____________________________________________

4. Billing Address:_______________________________________________________

              
      City:___________________, State:_________, Zip:_______ 

5. REGION/LOCATION PHONE1:_______________________

     6a. TAX ID TYPE:____EIN  ____SSN   
6b. TAX ID:________________
  *** COMPLETE APPLICABLE INSURANCE INFORMATION BELOW***

	
	Billed for this 

SubID?
	State
	Billing Group Provider#
	Billing Provider#

Field used in ,83

	Medicaid
	
	
	
	

	Delta
	
	
	
	

	Blue Cross/Shield
	
	
	
	

	United Concordia
	
	National
	
	


Notes to Practice: 

1. The phone number is used as an identifier for payment with some carriers such as MetLife. If the phone number you enrolled with is not the same as the phone number you list on this form, you may get rejected claims.
2.  “Hardcoding” is set-up in the clinic control book, typically by your Customer Support Representative on client request to force values such as Provider IDs or doctor names for certain or all carriers. Contact your CSR if you are not sure of the hard coding set up or for further details.

3. Suggested Reminders:

· Verify Set-up of ,83 with provider numbers in all used fields

· Complete Special Enrollment forms for carriers requiring it (see payor list).

· Enter SubID received from QSI in ,83

· Verify successful first batch of claims (accepted at carrier, and paid)
See http://quic.qsii.com for special enrollment forms and information about QUIC Services


