ARKANSAS BLUE CROSS5 BLUE SHIELD
PAPER AND ELECTRONIC REGISTRATION REQUIREMENTS

PAPER | .EGISTRATIONS

Agreem. .nts Required None required.

ELECTRONIC REGISTRATIONS

Agreem :nts Required Provider must sign and return to United Concordia an original copy of the
Dental Electronic Dafa Inferchange Enroflment Form. Only participating
Arkansas Blue Cross Blue Shield Providers may send electronic claims.

Return the completed form to;
Dental Electronic Services
PO Box 898215

Camp Hill, PA 17089-8215

Claims cannot be forwarded electronically until confirmation is received

by CPS. \
SPECIF . NOTES
ECS P ovider
Re-Re strations If currently submitting electronic claims through another clearinghouse, the

provider must follow the above procedures for electronic registrations

Lest Revizion Dafe 4/18/97
CPS, Inc. 220 Burnham St., 5. Wind:ur, CT 06074 - 840/289-6090



Arkansias
4@ BlueCross BlucShicld Retumn To: Dental Electronic Services

F.O. Box 898215
Camp Hill, PA 17082-521 1

Dental
Electronic Data Interchange Enrollment Form

FLAREE UF PROVEEEN, SUFFLIER, OR GRUUP

AL ESE
STMEET =
oIy STATE 2iF CUE
|
LCONTALT FERSOM TELEFHIHE HUKMBER PFROVIDER HO.

The following cleim types be subiminsd eleciranically: »
" .ﬁrh:u:lﬁlu Croas mud e ﬁhi:hl%-:nu] Pluns {except Tor FEP cluins)
. Healih Advaniage Preventive Dentsl Rider

Flesse check one: b
Mew electronic biller using & Cleatingho illing Sepvice.
Mame of ClearinghouseTlling Service LA gﬁi 1 STOF HERE, PLEASL
FROCEED TO REVERSE SIDE
New electronic biller usang Dental Clabms Express (DCE). STOP HERE, PLEASE PROCEED T0 REVERSE

S1DE.
a Mew electronic biller ming the sofrware vendor listod below. FLEASE COMPLETE PARTS A, B, AND C.
O Existimy elecironic biller sdding ikls new provider 1o source nie, 94 . STOP HERE. PLEASE

FROCEED TO REVERSE SIDE.

FART A: CHECK WITH YENDOHR TO ENSURE SOFTWARE CAPABILITY:

Muitie ol Saflware Vendor

15 your soliware cupable of relreving repors? O ves ONO
Da you wish lo retrieve Submisslon Amnalysis Reparts Electronically? O ves O o
Ll o wish s retrieve Mecongiliation Electromically? O YES O NO
FART B: FPLEASE CHECK ONE:
O Mationsl Stusdasd Format (NSF) OR o American National Swandard Instiute (ANST)
gpecily wersion Element Separalor
: Segment Separator
Compeside Scparator

FART C: ELECTRONIC BILLING MEDLA DMAL-UF (TELEPHONE TRANSMISSION)
FLEASE SELECT YOUR MODEM TYPE:

= Asiguheoguus:
Specily Mudem Type- O pinp O HayesZ-Modem

. Senchronoys:

Arkarsas By Uriss il Blue Shivld, & Sotuel lisiviney Coingiains
L] |||-d'|'|l'|'l||-|l'll| Fdwmimiss ol e 18l U riiss paial Blae Side il Assan (ES T



sl o Dits Interchange (ED) Enrollment Form

e s pder agrees bo the following prasisions (or submiiling
sanial e electranscally 1o Uniteld Cancsdia Comipamies, |nc.,
HOC o belisll of Arkansas Blue Cross and Bise Shicld

TR P Jl‘ll.lllllﬂ'.l.

A THE FREOS TDER AGREES:

. That o will b responsible for all Denital clzims submiticd 1o
LICC! by dsell, i employees, o iis agents.

& That il will past i lose any information concerming a Dental
wbseriber vt oo i miy oller person o ongenieson excepl

LIEC! ar A 4 dlbout the express wiitlen permission af the
Dental sab v o -, nsor o hisher parent or legal geardian, or
Migee ey o o e cwre and treatment of @ suhscribessponsor

wiid % wushle o provide wollen consenl, of (o Bl insumince
primary or spplementary W Dental, of & reguised by Sale o
Federal Liw,
3. That i w.ll submit claims anly on behall of those Dentul
bensficianss who kave given their wrigien suthorizagion 1o da su,
and 1o ecrufy Uil redguired sibsériben/sponsor signalures, of
legally auborssd signsteres on behall of benslicieries, e an
i
4. That ol will ensure thal every elecinanic eniry cun be readily
weicdie and b aified with an originel sowrce document. Esch
srarce discuimeen 1 must reflect the following information:

= Subscrber/sponser's name,

» Suhserilies/sponsar’s [ental Insurance claim number

o Proceduredservice perfanned
5. UCCI and ABCHS have the right o ssdil end coafirm
o stion subendited by Use provider and shall have secess io all
affginal | ouree documems and medical reconds related W the
provider' s submissins, including the  subscribes/sponsor’s
iaithie faaon wiod sigrature.  All incomect paymenis thal s
discovers | us o resull of sach um sudit shall be sdyjusicd according
o UL ued ACHS gpadelines
&, Thet it will ensare thal ol cluims lof pruiery payment by
ABCIS have been devedeped for other msurance oyl 1eant
and B ARCHS i+ (ke primasy payer.

7. Thaa v will submii claims thal are accuruie, consplels, and
(ESH LA T

K. Thot §t will rein sl original sowroe documoniation and
ity il records pertabing w any such puricular Dental claim (o
L jreriod of ut leost & yewrs, 3 months sbler the bill is pasd.
9, Wt it will use sailiceenl securily procedisncs w cnsure thal ol
Liwismisssens of documents are suthoriosd and prolecs all

.ﬂ_r.-.':ihc.r.i’:lpdm:m' specific datn fram mpropst Boueis

i, That i owiil ockaowledge that all claims will be paid From
OIS Fundy That te submisgion of swch claims i 2 clabm fof
puyment gnder one of the ABCHS programs, and ihat anyon:
wiha tlarepresants of fabiilies or cuuses o be misrepresenied of
fulsilin il mny record o olber imbormalion telaling (o ket clakm thal
is resjuired purasant o this Agresmeni may, upon conviciion, be
subjeet i a i o =ndfor imprisonment under spplicable Federal,
Suite ol Lo o 1ow,

1 L. Tl i willd cstablish snd maintain procsduses and coptrols so
ibat imbpemimiion  copcerning  Dendal  benclickarics, or any
inlior aios abiainel om UOCT or ABCES shall not be uwsed by
ugents officers, or employees of the billing services exoepl is
pravichad by the contrucior (in accordance with § 1 106 (u) of the
Acd],

I3, Tniatt b will mescanch and comect cluim discrepancies.

13, That it will nosify UCCT within 2 business days if amy
trase: itz daia | 1 received in an umintclligible or gurlled form.
14. That by eniuliing 1o submit Dendal clasms electramically i
UCCY, it remaing respansible for thase claims. In accepling
chmir. submitted electmnically @ LCC] fram any Billing service
ar thriugh e uss of o pamicular product which acconaplishes this
process, UCCT is not aliesding to ihe opproprisieness of the
methads uscd by the biling servies o w the nccuracy of 2
particular vendor's product which purponedly [ocilitales such
electionie submisklons,  The provider fumeshing the flem or
service for wham payment is clalmed wnder LICC] retains the

respainsihility for amy claim regandless of the fommas in wikich
ehitasey 1o subamsl the cluim

0, USITED COMCORMA COMPANLES, INC., WOHLKKING
M BELLALF OF ARKANSAS BLUE CROSS AND BLUE
SHIELD, WiLL:

I, Trassmit 1o the provider an acknow t of claian receipa,
2. AlMin the intermedianycartisr o & ks clectromic
Signadiere om each remitlance udvice sent 1o the peavider.

3. Emsure that payments 1o providers are timely in aocordence
pilicies estahlished for ABCBS policyholders

4. Ercise Bhal pa comrsctar may requine the pravider io

amy or mll electronic services from the coatractor or from mny
subsidiary of the conimctor or fram any company for which ithe
contraclor has en inlérest. The contructor will make altemative
means available to ery electranic hiller to obinin swch services,

5. Ensure thal all Deatal eloctranks billers hove equal nceess to
any services (el UCCT mokes available (o providers or iheir
billing services, regardless of e ebectroaie billing leckniques of
service they choose. Equsl nocess will be gramied 10 any scrvices
LICCH selbs directly, nlfnmly,wh?'mmm

6. Mutify the provider within 2 business days if any transmified
duis are received m an uninielligible or garbled fomm,

NOTICE: Federal, Siate or Local law shall g veii both the
imterprettion of ikis document and the sppropriate jenisdiction
end wenue for appealing any final decislon mad. by UCCT sn
behall of ABCHS policyholders,

This document shall become effeciive when signed by the
provider, The responsibilities and obligaikons contined in this
document will remain in effect us long & Dentd claims are
sabeniised 1o UCCH on behalf of ABCES jwlicyholocrs. Either
ABCHS ar the provider may lermingle tis < angemsnl by giving
the ather purty (4] days wrelten notice of 1w inent W leaminats.
In ihe eveni ihat the notice i mailed, the writben notice af
termination shall be decred ko hitve bezn j iven wppn e date of
mufling, as emublished by the postmark o other pppropnsie
evidence of transmidial,

iC. SIGMATURE:

1 wm nuthorized 1o skgn this docement on behall of Wi indicased
party, and | have resd asd agree o the foregoing provisions and
acknowledge mme by signing belaw:

PRUYIDER'S HAME {please priat or type)

TITLE

ADDRESS

Ty STATE ZIF CODE

SIGNATURE

DATE




@ @ OMB 0938-0225

o=
mua;mﬁ CERTIFICATE OF RESPONSIBILITY
lue Shield
- degmang ESC I1

(To be Exwecuted Between the Physician or Supplier and B11ling Service)

It is recognized by CLAIMS PROCESSING SEFVICE, TuC(nerinafter refarred to
Billing Service

as the BEilling Agent or Billing Service), that certain advantages will accrue to

it and the undersigned physician or supplier through an arrangement whereby the

Billing Agent can submit claims on behalf of the undersigned physician or

supplier by alectronic madium to BLUE CROSS AND ELUE SHIELD OF ALABAMA
Carrier

(herefnafter referred to as the Carrier), rather than by written requests for

payment. This agreement between me and the Billing Agent is to be used far

purpose of allowing the Carrier to process claims submitted on my behalf by

the Bi1ling Agent. Therefore, the undersigned physician or supplier agrees to

the following:

1. | lereby authorize the Billing Agent to submit claims on my behalf, and
I hergby warrant that the services have been rendered by me.

2. I ayree that the Secretary of HHS, his designee or agent, or the Carrier
has the right to audit and confirm any informaétion submitted by me, and
has access to my claim documentation records and all records, including
medical recards, in my office or any other place for that purpasa. Any
incorrect payments which are discovered as a result of such an audit
»i1l be adjusted according to the applicable provisions of the Social
Security Act as amended, Federal Regulations, or Medicare guidelines.

3. 1 £hall not knowingly submit claims which conflict with the Social
Security Act as amended, Federal Regulations, or Medicare guidelines.

&, [ ugree that all original source documents will be maintained. I will
ensure that every electronic entry can be associated and identified
with a source document. A1l original source documents will be retained
fur 3 period of seventy-two (72) months following tre month of payment
by the Carrier. Medical records will be retained pursuant to the
applicable State law.

5. In submitting machine readable claims, ! wnderstand that | am certifying
that required patient signatures or appropriate signatures on behalf of
pitients are on file in accordance with prescribed procedures and that

- anyona who misrepresents or falsifies essential Medicare claims infor-
mation may, upon conviction, be subject to fine and imprisonment under
Federal law. If assigmment is accepted, | agres that the reasonable
cherge, as determined by the carrier, shall be the full charge for the
carvices on the claims.

§. Tne Carrier has the right not to accept claims covered by this agreement
Tor any reason.



1 ;"i e
7. I underitend that I am responsible for any Medicare cliim submitted
on my Lorslf by the Bi1ling Agent and that [ am l1iable for amy subse-
quent LJ ufTisnTt oT that pavment.

B. | UNDIRZIAND THAT THE SUBMISSION OF AN ELECTROMIC HEDIUM CLAIHM IS5 A
CLALA Fur MEDICARE PAYMENT ARD THAT ANYONE WHO WISREPREZENTS OR
FALSIFLLL ANY RECORD OR OTHER INFORMATION ES::-NTIAL TO THAT CLAIM DR
THAT 12 FEQUIRED PURSUANT TO THIS AGREEMEN- -¥ UPON CORVICTION, BE
SUBJECT (0 FINE AND IMPRISONMENT UNDER FEDE:-L LAW.

| have read <1 d sgree to the above by signing below on this day of
, In the year ;

E ey ons ?rﬂf—ib&;ﬂg E:t:r"u"l:_‘i;J ¥nc.
Physician -- Supplier Name (Princ) Bi1ling Service Hame
890 Burahe sk -
S50, Wia ey P, 1 D_in_b"lq
Address Rddress ’ :

M '“'Q—w-—ﬂ
signature gnature

Provider Humbl.r




