@ BlueCross BlueShield
. Y of lllinois

Provider Onboarding Form

User Guide for Groups/Clinics

Blue Cross and Blue Shield of Illinois, a Division of Health Care Service Corporation,

a Mutual Legal Reserve Company, an Independent Licensee of the Blue Cross and Blue Shield Association 253471.0225



Access the Provider Onboarding ONliNe FOIMM.......cociiiiiriinienienieneesiestesteste st st aesvessaesbesbeens 1

New Application or Retrieve Saved APPlCAtioN ......ccoviiriiiienieiiecteee e 2
Y=l (=Ta = T Tl o = (o ] o USSP PRSP 4
IN Network — Add NeW GroUP/ClINIC.....eiiiiriiieneeierieneeie ettt sttt s st sbe st e sbesaeessesaeen 5
In Network - Add Providers to an EXisting Group/CliNIC........c.coueeieriiiniieniinienieeieeieeee et 7
ENFOI @S @ PrOVIOEI ..ttt sttt et st sae e s b s e snesneennennees 9
A. Group Practice INfOrmMatioN.......c.ccuiiiiriieienieeie et sbe e b e sbeesbeesbaesae e 9
B. Additional Group Practitioner INfOrmation .......c.ccoecuevierierieniine e 9
C. Office PRYSICal LOCAtION .viiviiiiiiietieeeseeseestee ettt et sttt s e s saae e esaaessaeesaeenaeenaeensasnns 10
D. Additional Addresses & Contact INfOrmMation ........cccoeveeiereniineneeeeseee e 12
E. Practice INfOrmMation ....cc.eeierieiieiiseetesestee ettt st st sb e s se b sbe s e e sbessnennens 13
e O =T (o] o] o F= 11 =TT 14
G ATEACNIMENTS ..ttt s e b e s bt et e s b e s st et e sbeesse b e sate b e sbeeanenbesaeennes 14
H. COMMIBNTS ..ttt sttt b e s bt s bt e s bt e s abe e sab e e sabeesabeesabeesaneesaneens 15
Lo AL STATION . ..e et s b e s b s bt s bt s b e s b e e sbeeeas 15
REVIEW @NA SUDIMIL c..eiiiiiieieieeeee et sttt sttt st sb e st e st sae et e sbesasenbesbesasenee 16
VICW SUMIMIAIY ..ttt ettt et sttt ettt st e s bt e s bt e e bt e s bt e e bte s bt e e bt e s st e esbesneeenseesneeenbesanneeseesnnnens 18

[ g = T oY 0} 1 2 g T=) € ) a F R 19



Access the Provider Onboarding Online Form

1. For best results use the Google Chrome browser.
2. To access the form from the Blue Cross and Blue Shield of lllinois website, click the Providers tab.

Wakoma  Employwrs  Producens  Providers Compasy Informaticen Contact Us  Languige Assistance

@ BlueCross BlueShield

of llinois

& Metwork Claims and Education and Clinical Pharmacy Standards and
Participation Eligibality Reference Center Resources Programs Requirements

Network Participation

Network Participation '
Join Qur Network !
Welcome to Our Network

Medicaid

Medicare Advantage Plans

Contracting BT
Credentialing b
Provider Network Consultant
Assignments

Verify and Update Your information

3. On the Providers tab, select the Network Participation tab and then select Join Our Network from the list of options.
4. Click the link to the Provider Onboarding Form.

Join Our Network

Blue Cross and Blue Shield of lllinois (BCBSIL) contracts with physicians, facilities and other health care professionals to form our
provider networks, which are essential for delivering quality, accessible and cost-effective health care services to our members.

We welcome you to apply to join our provider networks.
Five Easy Steps To Join!
STEP 1 - Complete an application.

Individual and Medical Groups/Clinics: To apply to join our networks, fill out the online Provider Onboarding Form .

« To add new network(s) to an existing contract, fill out the online Provider Onboarding Form = for Contract as Solo or Add New
Group/Clinic then select the new network(s) you wish to join.

5. The Provider Enrollment form opens.

6. Adisclaimer appears reminding you that there are additional processes outside of the enrollment process that need
to happen before you are accepted as a participating provider.

Welcome to the BCBSIL Provider Onboarding Form!

This is the first step of the process to enroll in our networks.

Please use Google Chrome for the best experience.
Do NOT use autofill to complete the form

c. or you may need to re-submit the form. G

Please follow the pop-up text bubbles and
hover over the blue question marks.
They will guide you through completing the form.

Participation in BCBSIL professional networks is available to providers in the
BCBSIL service area only. If you are providing services from another state to
BCBSIL members, please file claims through your local plan using the
BlueCard Program.

Begin Form!



New Application or Retrieve Saved Application

Note: Click the () for more information about the field.

1. Use Chrome Browser and do not use autofill to complete the form.
2. To start a new application, select the New Application button and answer the security questions.

3. To retrieve a Saved application, enter the application ID and answer the security questions using the same answers
used to complete the initial form (capitalization and spelling matter!).

A Partially Saved Application must be completed and submitted within 30 days. After 30 days, the application will not be
available to retrieve.

Raguised*
Mgw | Ripirignvs Saved Applcation =

Hew Apphcation

() Pstrieve Saves Appication

Application 0"

Security Cusations 1° Security Anvear 1°
Security Chaeations 2 Security nswer 2

—



4. Click Save and Exit and be sure to note your Application ID number. You will need the Application ID and the answers
to the security questions to log back in.

Save and Exit

Do you want to Save the Data and Exit? Please remember your Application 1D
553866 and answers to your Security Questions to retrieve your application

Save and Continue

Save and Exit

5. You may utilize the Walk Me Through button to get helpful tips as you complete the application. You must fill out
all required red asterisk (*) fields to proceed.

izl MLIST Fill Ut all reguired (=) fields 1o prooead
W recosTimeand l'.ﬂl'ﬂll!ﬂ &l Teedkds o e=ach w121’.ltﬂ!"|
delgy in procoIsng your requecst

6. Click the Continue to Enter Your Information button at the bottom of the screen.

Conlinue to Enter Your Information




Select Participation
This section allows you to enter submitter information and to select the type of participation you prefer.

1. Enter the name and contact information of the person submitting the form. All email correspondence related to
this case will go to this contact.

Select whether to participate in network or participate out-of-network.

If you are a dental provider and would like to be setup as out-of-network for medical claims, select out-of-network.

Submitter Information

Foegquined -

First Namse * Middle Initial

Last Hame * Suffix

Email Address * Telephone Number *

Job Title! Position *

Please select from one of the following options: *

Particpate Bi-nibaork Participale out-al-nebwon

2. Click the Continue to Enter Your Information button.

Continue to Enter Your Information

Next, you will have the option to select Add New Group/Clinic or Add Providers to an Existing Group/Clinic.
Add New Group/Clinic

Use this option if you are a brand-new group, have a new clinic with a new NPI, or wish to add a new network to your
contract. For example, you wish to add Blue Choice PPOM to your existing PPO contract.

Click here to advance to page 5 for instructions on Add New Group/Clinic.
Add Providers to an Existing Group/Clinic
Use this option to add new providers to a group that is already contracted with BCBSIL.

Click here to proceed to page 7 for further instructions to Add Provider to an Existing Group/Clinic.



In Network - Add New Group/Clinic

Contracting is the process by which a group applies for and obtains participation in the Blue Cross and Blue Shield
of lllinois network(s).

1. Please note that as a group/clinic, you will be required to complete the Roster.

Desnioad the Roster Template
Y mesE down ead and
GEmplete the rester naw,

Yord will pio st IE IN Tha “AHSChMENtS” section
s wall Pl vl ey Salanys. with JOUr FeqUST
Pieaze complete the eatice form.

Hyou eave som fatds blank
1L wAll Sy ST BrooEEEeg of pour Feguess

Gnly wie the lasest version of the rester,
T WEPIIONS Wil AOT T BICERLRS

i thot ikt doweniicad BUTEDN £0 CORTINUE

2. Select the Add New Group/Clinic button if you intend to contract as a Group/Clinic.

Note: If you wish to participate in our networks as an LLC, please complete the “Add New Group/Clinic” application and
provide your type 2 NPI.

Note: If you need to change demographics under your current contract, please use the Demographic Change Form.

Note: If your Tax ID is registered with the IRS as a group or corporation (PC, LLC, PLLC, S-Corp) you must contract with
BCBSIL as a group and not a solo provider even if there is only one rendering provider within your group. Please refer
to the 147-C form issued from the IRS.

Quick Tip: If you wish to contract with our commercial PPO plans, you must select PPO Network and you may select
Blue Choice PPO. This network is narrower and differs in its reimbursement from the PPO network.

Quick Tip: If you wish to participate in Blue Cross Community Health Plans> or Blue Cross Community MMAI
(Medicare-Medicaid Plan)*, you must be registered with the Illinois Department of Healthcare and Family Services on
the lllinois Medicaid Program Advanced Cloud Technology file.

Quick Tip: BCBSIL does not contract directly with providers for HMO lllinois®; Blue Advantage HMO®Y; and
Blue Precision HMOM networks. To participate in these networks, contact a Medical Group/IPA contracting with
BCBSIL by viewing the HMO Medical Group/IPA listing. Click Continue to Enrollment.

Reguired *
Provider Roster Instructions

Required *
Please downiload the template
Complete e fomm for *
e Provides

Complete the form for: *
Contract as Solo Provide e, Hoad n
Conbriect 2 5ok Provider Contract as Solo Provider

# 2 kon of this
(9] Add New Group/Clinic 8 Add New Group/Clinic
d fofmn. Please note thal only the
i Add Providers to an Existing Group/Clinic
Add Providers 1o an Existing Group/Clinic approved Roster be
accepled, and il i requined 1o
COMmplete YOur Submisson Network *
Submitting a different roster
Hetwork ® template or failing to upload the
i e PP rasber will resull in your Submission Unselect all

[J Biue Choice PPO
[] Blue Cross Community Health Plan (Medicaid)
[] Blue Cross Community MMAI (Medicare-Medicaid Plan)
[[] Blue Cross Medicare Advantage (HMO) $ (MA HMO) and Blue Cross Medicare Advantage (PPO) (MA PPO)
HMO lllinois *; Blue Advantage HMO¥; Blue Precision HMOS*and Blue FocusCares™ networks
MyBlue Plus
Participation Provider Option (PPO) Professional Network
« ;

attach the Uiniversal LAMHP

ool

Template & the end of the provides
ensoliment process, i you wish o do
B0

Dowrikoad Provider
Y

Roosier lemplate



https://tinyurl.com/4jdzwcka
https://www.bcbsil.com/docs/provider/il/network/join/hmo-ipa-contract-list.pdf

Download the roster template.

Roster Template

1. The roster template is an Excel document that will be filled out like a form. Please leave the roster in the Excel format
and do not convert to other formats such as Numbers or PDF.

2. The roster template may be downloaded and completed at a later time. Please save the application and note your
application ID to log back into the form without losing your data.

3. Please be sure to always download the most recent roster template as we make updates periodically and cannot
accept outdated formats.

4. Complete one line (row) for each rendering provider/service location/specialty to be added.
Quick Tip: If a provider has two specialties, each specialty should be listed on its own line (row).

Note: Please be sure to scroll all the way to the right to view all columns.

iy

0o~ e s
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?
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|NPE Namber | Leense madicare 1D | Medicald 1D |Organization Namae:

Standard template updt_20220216 | Standardized template Grid

@®

. Use the Standardized Template Grid Tab to find more details about information that is being requested.

B

Standardized Template Definition Grid

Effectivs date= date provider should be effective with network

Tax id =Provider's billing Tax Mo special characters, just rumbers ooooooood

Ll ber= Individusl provides’s NM [Type 1)

License = Medical state hoence member for the state in which you practice

Medicare & = assigned namber by CWS

Medicaid & = assigned HFS mumber

Ovganiration name = Contracting entity’s name [name on contract)

Office name = Provider’s office name

First name = Provider’s first name

Last name = Provider's Lyst name

Middle name = Provider's middis name

BIEIEIEIEIZIEFIRIEIERR

Title= Prosides’s Degrees (MOVDOSAPN/PA, etc)

Date of birth= Pronader's birth date (o) o oo
Standard template updt 20220216 Standardized template Grid

{ +'



Disclaimer

On the next screen you will see this Disclaimer. You must wait until your application has processed before you are
considered a contracted provider.

Disclaimer

Please note complating this application does NOT mean that you are 3
participating provides. I you are requatting 1o be eontracted, ploase note that
your claims may pay out of network for services rendered until your contracts
have boon accopted, the croedontialing procoss has boon complated, and you
recaive an affactive date. This form 5 not for credentialing and providers must

completa a CAQH application.

Click here to continue to Enroll as a Provider.

In Network - Add Providers to an Existing Group/Clinic

Use this option to add new providers to a group that is already contracted with BCBSIL. You will see the disclaimer below
telling you to complete the roster with only the new provider/s that you are adding to the group. You will not list
providers who are already linked to the group.

Disclaimer Requited e ———

Please downboad the lemplate
below and complete the Provider
Complete the BCBS Roster available on this page and include your new Contract as Salo Provider Roster. Once complete, upload in
the Attachments section of this

Compilete the form for, *

provider(s) information only on this template. Upload this template in the Add New Group/Clinic = i
form. Please note that only the

Attachments section of this form. (®) Add Providers to an Existing Group/Clinic approved Roster template will be
accepled, and R is required to
complete your submission.
Submitting a different rosler

Existing Group Practice Name * lempiate of failng to upload the
] ' SMITH & SMITH #1 SPECIALISTS i i 1
Continue Cancel roster will result in your submission
being rejected and a new

submission needed
Existing Group Type 2 NP1 (Organization) * it anc MART etk
Providers: you have the oplion to
attach the Universal IAMHP Roster
Complete the fields and download the roster template. Template a1 he end of e provider

enroliment process, If you wish fo oo
50

EX 12345678%

Existing Group Tax |dentification Number
(TIN) Employer Identification Number
(EIN}

o Downicad Provider

Roster lempiate

Ceonfirm Existing Group Tax ldentification
Number (TIN)/ Employer ldentification
Mumber (EIN) *



Roster Template
1. You will be prompted to download the roster template. The roster template is an Excel document that will be filled out
like a form. Please leave the roster in the Excel format and do not convert to other formats such as Numbers or PDF.

2. The roster template may be downloaded and completed at a later time. Please save the application and note your
application ID to log back into the form without losing your data.

3. Please be sure to always download the most recent roster template as we make updates periodically and cannot
accept outdated formats.

4. Complete one line (row) for each rendering provider/service location/specialty to be added.
Quick Tip: If a provider has two specialties, each specialty should be listed on its own line (row).
Note: Please be sure to scroll all the way to the right to view all columns.

1

‘M—m L] NP Numb L Madicare 1D |Maedicald 1D |Organization Name

LT 0 RN T R TR S

ua
=1

Standard template updt_20220216 | Standardized ternplate Grid )

Use the Standardized Template Grid Tab to find more details about information that is being requested.

r & B
Standardized Template Definition Grid
Effesctnes dates date provider should be effective with network
Tax id =Provider's billing Tax jNo specisl characters, just numbers sooooooog)
NPl number= Individus] provides"s MM (Type 1)
License = Medical state losnoe mamber for the stale in which you practice
Medicane & = acsigned namber by Chis
Medicaid # = assigned HIFS mumber
Owganiration name = Contracting sntity™s name fname on contract)
Office name = Provider’s office name
First name = Providers first name
Last name = Provider's Llast name
Middle name = Prowvider's middlis name
Title= Provides"s Depres (MO/DOJAPNSPA, etc)
Date of birth= Provider's birth date (o o oo
Standard template updt_20220216 Standardized template Grid *

BIEBIEEB|Z|E|FIRIEIEIRR

Disclaimer

On the next screen you will see this Disclaimer. You must wait until your application has processed before you are
considered a contracted provider.

Disclaimer

Please note completing this application does NOT mean that you are a
participating providor. If you are requesting to be contracted, please note that
your claims may pay out of network for services rendered until your contracts
have been accopted, the crodontialing procose hae beon comploted, and you
recoive an offective date. This form is not for credentialing and providers must

complete a CAQH application



You will continue past the Disclaimer and complete section G Attachments. Please see page 14.

Enroll as a Provider

In this section you will provide important details about the individual provider or group/clinic and the services they will
provide.

A. Group Practice Information

1. Open the section by clicking the arrow in the title bar.

|F|,_‘. Group Practice Information

Group Practice Name * Group Practice Start Date *
Type 2 NPI (Organization) * Tax Identification Number (TIN) *
Edit
+ Add NPI Confirm Tax Identification Number(TIN) *

Group Website URL "

N/A

B. Additional Group Practitioner Information

1. Open the section by clicking the arrow in the title bar.

This section is where you will select the group type, specialty and any addition provider type, specialty, or sub-specialties
that are needed.

(B) Additional Group Practitioner Information

2. Enter Provider Type/Specialty/Sub-Specialties

Primary Provider Type/ Specialty/ Sub-Specialties

Primary Group Type * Primary Group Specialty *
Select Provider Type v Select Specialty b
Additional Provider Type/ Specialty/ Sub-Specialties

Group Type

Click Continue to Enroliment.



C. Office Physical Location

Please save your location information first before you continue to the next section. Accepting New Patients: if you are
participating in specific networks, please include them in the Comments section.

Note: Office Physical Location Address:

* Asuggested Address will populate that is validated by the United States Postal Service.
* A PO BOXis not a valid entry for the Office Physical Location Address.
Note: Click the (?) for more information about the field.

1. Open the section by clicking the arrow in the title bar.

At a minimum, complete all required (*) fields. However, if additional data is recommended be sure to enter it now to
prevent a delay in the processing of your request.

C) Office Physical Location

2. Reequired * Is this location a certified Opioid Treatment Program?* | ) Yes ( ) Mo 2]
Lecation Namie o Office Conact Name *
Is counseling provided for Opioid Use Disorders at this location?* Yes Mo °
Would you prefer to keep the MAT answers private? You can choose to not disclose this
Telephone Number - Fax Mumber

informatien with our members®

Yes No

Address Line 1° Address Line 2
—_—
M This is Primary Location for this
City * State * Group
This location is accepling new
Select Sahe e
patients
Zipeods * Email Address *
Hours of Operation* @
NA
Time Zone™
Appointment Phone Number -
Open 247 Office is closed By appointment onfy
Location Offers 'n.-lﬂﬂlld‘ﬂ. Line Services ?*
Mon Tue Wed Thu Fri Sat Sun
Rvquired for povernmend busness
Opening Time Closing Time
Medication Assisted Treatment R ]| Bt

Please Fill Form completely

Is Medication Assisted Treatment for Opiloid Use Disorders provided at this location?® +Add Time

Yes

+ Add Day

Tips for Hours of Operation
* Add Time allows a maximum of 3 time sets.
* Times cannot overlap. Enter Hours of Operation.

Note: Be sure to enter the Time Zone and if this is the Primary Location for this provider. You may also select the Option
to include this location is accepting new patients.

10



Americans with Disabilities Act (ADA) Treating Categories @

Are the following standards in accordance with Amencan with Disabilities Act? = Does the Plﬂﬂd.r treat the Hlﬂ'ﬂiﬂﬂ? N
O s O Mo
NyEs. plenea chack: ot sl one: Please check at least one:
(] site Accessiie (] Exam Tatie
ST = I [ ] Homebound [] cooccuning Disorders
(] Esterior Busding [] cose Praximity to Public Transportation D Homeess i:l HIV! AIDS
(3 ey BE (] Bindness or Visually Impaired (] Pnysical Disavies
(] ExamRoom ] scae
[T vimeeicnaie Accessivie Haitvays I:] Chranic liness [] Deatness or Hard of Hearing

(], Sty s (] wmeeknar accesse servce Counters (] serious Mental iiness
[ ] Accessitie Lins ] wen S
(] wmeeschar accessaie

Drinking Fountains

Treating Categories @

Dows the provider treat the following? *

Please check at least one:

(] Homebouna [] coocoumng Disormers
] Homeless [] wnimos

(] Bindness or visually Impasea [] Physicai Disabaties

[] cneonic mness [] Deatness or Hara of Heanng

(] serious Mental tiness

Associations @ Confirm Tax ID
RE-TYPE THE TAX ID

Are you associated with:

If selected, all fields for each Association are required
[ community Mental Heatth Center (CMHC)

[ 1P anaepenaent Prysician Association) [ S e Tax ID
EX A12 EX_ 1234567890
Name Site Number Tax ID
EX A12 EX. 1234567850
Confirm Tax ID

RE-TYPE THE TAX ID
Confirm Tax ID

RE-TYPE THE TAXID

[7] Aural Heatth Ciinic (RHC) (] indian Health Services Facility
(] PHO (Physician Hospital Organization) e i
Name Site Number Tax ID
EX A12 EX. 1234567890
[T Planned Parenthood (] core service Agency (CSA)
Confirm Tax ID
Name Name

RE-TYPE THE TAX ID

[[] Heatn system

. 9

[ Federaly Quaified Heattn Center (FQHC)

Name Site Number Tax ID
EX A12 EX. 1234567890



3. Once the save button is hit, it will condense and look like this. If you have any additional locations, you will select
“Add New Location.” If not, you will continue to the next section.

Office Physical Location «"

Reguired *
Enroll as a Provider Co

Address

+ Add New Location

Phone

*0

D. Additional Addresses & Contact Information
Enter information about the correspondence address, the billing address, and the administrative contact.

1. Open the section by clicking the arrow in the title bar.

(D) Additional Addresses & Contact Information

Note: You can use an existing address OR choose “use different address.” If you select “use different address” you will be
prompted to enter it. Do NOT use autofill to complete the form or you may need to re-submit the form.

Required *

Correspondence Address* @

Use different dddress Safme &3 Prirafy Ofice Piysacal Localion

Billing Address *

Administrative Contact *

Mame * Job TilePosition =

Telephone Number * Fax Number

Email Address *

Comments

12



E. Practice Information
This section contains information specific to the services the practice offers.

1. Open the section by clicking the arrow in the title bar.

2. Enter the Telemedicine and Telehealth information. At a minimum, complete all required (*) fields. However, if
additional data is recommended be sure to enter it now to prevent a delay in the processing of your request.

Required *

Telemedicine

Do you render Telemedicine Services? * Yes () No

Scheduling Telephone Number

X (234) 567-8901

Same Phone Number as Primary Office Physical Location

Telehealth

Do you render Telehealth Services? * _' Yes () No

Lab Services

Do you render Laboratory Services? * ™) ves () Mo

CLIA Number Describe testing methodology

X. 1204567890

13



F. Questionnaire

Note: This section will remain blank as it does not apply to our Group/Clinic Onboarding.

G. Attachments

In this section you will attach all the supporting documentation needed to complete your enrollment.

1.
Attachments "

Note: To contract as a New Group/Clinic, a W9 or IRS 147C is required. A Provider Roster is required. Please see the
“Read Me" tab within the Roster for detailed instructions on how to add additional locations.

Note: The "Disclosure of Ownership & Control Interest form” is not required by BCBSIL.

Note: Independent Lab Providers: Complete the Independent Lab Questionnaire and attach here.

Do not add attachments until you are ready to submit the application. Attachments will
not be saved if not submitted.

Browse your PC 1o attach the required files, Then, click on "Upload” to save the attachments
within the enroliment form. File cannot exceed SMB. File formats accepted: .bmp, .doc, .docx,
gif, jpeg, .jpg, -pdf, .png, txt, xis, xsx. An Attachment filename must be less than or equal to

140 alphanumeric characters long.
Download Roster

Select Document Type: @ Which documents are required?

b

F+Y Upload Document

If you uploaded a document in error, click Remove to delete it.

Test Document.pdf Remove
32 KB

14


https://www.bcbsil.com/docs/provider/il/network/join/independent-lab-questionnaire.pdf

H. Comments
This section allows you to enter comments.

1. Open the section by clicking the arrow in the title bar.

Comments W

2. Type any comments, up to 2000 characters.

|. Attestation

This section serves as your confirmation that all information entered is accurate and complete.

1. Open the section by clicking the arrow in the title bar.

Attestation v

| cerify that the information submitted within this form is accurate and complate.

Authorized Name = Title =

EX. JOHN SMITH EX. ADMINISTRATOR
Tax Identification Number * Today's Date

EX. 1234567590 10M 712023

Confirm Tax ldentification Number *

RE-TYPE THE TAX IDENTIFICATION HUMBER

Continue to Review Information

15



Review and Submit

1. Open each section by clicking the blue title bar for that section. Once each section is complete, a checkmark will
appear on the section header, and you will be able to proceed through the form.Example of a complete form. Al

(A) Group Practice Information «

sections have a checkmark and the Continue to Review Information button is active.

Select 2 Enler Your Envoll as 4 Review View
Participation Information a Provider and Submit Summary

v v 0

roup Practice Information +

) Additional Group Practitioner Information v
ffice Physical Location +*

| Additional Addresses & Contact Information +

actice Information +

Start Over | { Save ‘ Back Continue to Review Information

Click Continue to Review Information

16



2. Example of incomplete application. Checkmarks are missing in Sections C and G and the Continue to Review
Information button is greyed out. Please go back and complete the missing information. Once completed, the
Continue to Review button will become active and change color to blue.

Select 2 Enter Your 3 Enroll as Review View
Pastacipation Informaton 2 Provsder and Submit Summary

v v @)

() Group Practice Information +"
(B) Additional Group Practitioner Information

T) Office Physical Location

) Additional Addresses & Contact Information v

(E) Practice: Information +*
(F) Questionnaire

G Attachments
::C‘.mnmcnb v

1) Attestation +*

S1an Over | ‘ Save ‘ | Back ‘ Continue 1o Review iommaton
)

3. If you want to abandon this enrollment and start over, click the Start Over button. You will lose all the data you have
previously entered. You will receive a confirmation message asking if you are sure you want to do this.

Start Over

4. When you are sure all data is complete and correct, click Submit Enroliment.

Submit Enrollment

17



View Summary

1. Once you have submitted your enrollment, you will receive a summary page that shows the data that you entered
and submitted. The Application ID is listed in the View Summary header.

PPrint a copy for my records

View Summary

you for completing the BCBS oliment. We will nolify you once your applic
al your claims m ndared untl y
(i 5 (i

Application 1D

2. If you want to print the summary, click the Print Friendly Version. You can then print the summary or save it as a PDF.

Print Friendly Version

3. If you have questions about your enrollment, contact the team at Blue Cross and Blue Shield of lllinois using the
Provider Network Consultant Assignments list.

Contact Us

For status or if you have questions regarding your submission please contact your network consuttant or click here

hitps:fiveww. bebsil. comiproviderinetwork/provider_network_consultant html

18


https://www.bcbsil.com/provider/network/network/provider-network-consultant

Email Confirmation

1. An email confirmation will be sent from BCBSIL to the contact listed on the Submitter Information page. The case
number is listed in the email. The Case number (not the application ID) should be used to check Case Status in the
Case Status Checker or when emailing your assigned Provider Network Consultant or PNC Mailbox.

' BlueCross BlueShield of lllinois

Test,

Thank you for contacting Blue Cross and Blue Shield of [llinois.

This email is to acknowledge receipt of your request, case number 02192472 for Test Individual

Once completed, a notification will be sent to the email address provided on vour Provider On-boarding Form.

To check the status of your case. please click on status checker or for any questions. contact your Network Consultant or click here:

https://www bebsil com/provider/network ‘provider_network consultant html

Sincerely,
Blue Cross and Blue Shield of Illinos

Powered by: Salesforce M

Blue Cross and Blue Shield of Illinois, a Division of Health Care Service Corporation,
a Mutual Legal Reserve Company., an Independent Licensee of the Blue Cross and Blue Shield Association

© 2024 Health Care Service Corporation. All rights reserved.

2. To check the status of your credentialing process, enter your NPI or license number in our Credentialing Status
Checker link.

If you have questions about your enrollment, contact your assigned PNC or PNC Mailbox. Professional PNC
Assignment List.

3. Once the application has completed processing and you are accepted as a provider into our Networks, you will
receive a Welcome email with your networks and network effective dates. The Welcome email will be sent to the
Submitter's email address.

Please check the Provider Finder® to ensure your information is accurate.
To check the Provider Finder, click on link to the provider website.
Scroll down to bottom, click on Provider Finder

If any Demographic Information needs to be updated, please complete the Demographic Change Form.
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Sample Welcome Email
|

e I

Congratulations, your request to become a Blue Cross and Blue Shaeld of [llinows (BCBSIL) contracted provider has been approved

[Neror that vou are a network provider, we strongly encourage you 1o use all avalable electronic options. For more information on electromc data mterchange (EDT)
transactions, refer to the Claums and Elgibaline section of our website

I Network Name [hqwor:::fﬂli“
!ECE - Blue Chowce PPO 3023.03-31 BCO - Blue Choace  |3023-03- |BCS - Professsonal Blue 202303 [[PPO - Preferred Provader 023-03-
[Preferred e Ohptions |31 Chodce PPO 31 EARITAtION p1

I-‘]cue verafy that all yeur mformation 1 commect on our Provider Finder®. 1f vou need to change existing demographac mformanon, complere the Demopraphac Change
Eorm. For any questzons, contact yvour Network Consultant or click here: hitps.woarne bebaal com, provader network provider_petwork comsuitan: heml

To view the BCBSIL Provider Manual, access the Fee Schedule Request Form, or for general mmformanon, please visat our website ot bebsil com provader.

Meed help petting started with BCBSIL, locate vour sssagned Provader Metorork Consuliant. We look forward to senning vou!
Smmcerely,
BCBSIL Network Operations

4. If you are new to Blue Cross and Blue Shield of lllinois be sure to visit the Welcome to Our Network page on our
website where we list helpful tools and resources to get you started.

A Network Claims and
Participation Eligibility

Network Participation

Network Participation

Join Our Network
(Welcome to Our Network)

Medicaid

Medicare Advantage Plans

Contracting
Credentialing

Provider Network Consultant
Assignments

Verify and Update Your Information

20


https://www.bcbsil.com/provider/network/network/welcome

5. The page lists many helpful resources for both new and established providers.

Welcome to Our Network

Welcome to Blue Cross and Blue Shield of lllinois! We're so glad you've chosen to join us a5 a participating provider,

Stop here if you haven't completed all the steps on our Join Our Network page.

Steps for Success

We know it can seem like a lot to take in at first, Here's a to-do list to help you start to settle in. Contact information is included at
the bottom if you have guestions.

Maote: There may be differences for government programs (Medicaid/Medicare Advantage) andfor HMO members. Refer to your
participating provider agreement for more information.

Step 1 - Sign Up for Introductory Training

We offer free training, including on demand orientation modules for new providers. Visit our Webinars and Workshops page for
links, dates, times and online registration,

If you have questions related to the Provider Onboarding Form or the Onboarding Process, please contact your
assigned PNC or PNC Mailbox. Be sure to include all provider information: Name, Tax ID, NPIs, Case number, etc.
Professional PNC Assignment List.
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