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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 Brower 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.

et Appbe stn

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.

Rapgpingd -
M | Fipiriang S Applcation =

Hew Apphcation

(@) Refrieve Sxved Apphcation

Application 1D

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

ama ol it pet

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 refrieve 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

Psguined
First Name Middle Initial
Last Name " Suffix
AITH CRTIGNAL
Email Address * Telephone Number *

Please select from one of the fiollowing options: *

Pasticipate n-nabwork ) Participate cat-ol-nabwork



2. Click the Continue to Enter Your Information button.

nue to Enter Your Information

In Network - Contract as a Solo Provider

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

1. Please note that as an individual provider you will not complete the Roster.

Mew Updates to the Roster!

Pl i fminl Wil G od Sopdiain musb T oLl B
Ao mpay and eEIESING roUR orboaedeng
wdd 1538 updated & WL 20

Wi P bL Ssm a0 T N wErSHOn from s page
il 3k (T weh your Jpplcatien

2. Select the Contract as Solo Provider button if you intend to contract as an Individual.

Note: If your Tax ID is registered with the IRS as a group or corporation (PC, LLC, PLLC, S-Corp) you must contract with
Blue Cross and Blue Shield of lllinois 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.

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

Quick Tip: If you wish to contract with our commercial PPO plans, you must select PPO Network and you may select
Blue Choice PPO*M. 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.

Which form should I fill out?

Required -

Complete the form for: *

( : ) Contract as Solo Provider
' : ) Add New Group/Clinic

( : ) Add Providers to an Existing Group/Clinic

Network *

FIND

Unselect all

Blue Choice PPO
Blue Cross Community Health Plan (Medicaid)
Blue Cross Community MMAI (Medicare-Medicaid Plan)
Blue Cross Medicare Advantage (HMO) = (MA HMQ) and Blue Cross Medicare Advantage (PPO)™ (MA PPO)
HMO lllinois *; Blue Advantage HMOM: Blue Precision HMOand Blue FocusCare™ networks
MyBiue Plus
Participation Provider Option (PPO) Professional Network
T 7

OoooooOd

Click Continue to Enroliment.


https://hcscprovider.my.salesforce-sites.com/ILDemographUpdate

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

Pleassa note compdating this application does NOT mean that You are a
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
mecabva an aflectnég date. This farm =m0l Tor crpdantaling and provedoers miust

completa a CAQH application.

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. Practitioner Information

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

i:.-":n Practtioner Informaton

2. Indicate if the provider is currently in a residency program.

Note: If a user selects that they are in a residency program they will not be able to proceed with the form.

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.

3. Select the primary provider type and primary provider specialty from the drop-down list.

Credentialing is the process by which Blue Cross and Blue Shield of lllinois reviews and validates the professional
qualifications of physicians and certain other providers who apply for participation in our networks, ensuring they meet
our professional standards.

Note: If the provider type requires Credentialing, you will be prompted for the Council for Affordable Quality Healthcare®
number. The system checks to validate the number entered. Learn more.

Credentialing is required for Professional Provider Types: MD, DO, PsyD, PHD, AUD, BCBA, OD, DC, CNM, DPM, LCSW,
LCPC, LMFT, PA, APN, ANP, CNP, CNS, LAC, DN and RD.

Enter a valid IL license or IN license if you are in Lake County, IN.

Quick Tip: Enter the Tax ID twice. Once the TAX ID is entered into the Confirm Tax Identification field, be sure click out of
the box to ensure it matches the first TIN entered.


https://proview.caqh.org/Login/Index?ReturnUrl=%2f

Note: An individual provider may contract under their Social Security Number or for more security, their IRS issued Tax ID.

Redguined -
I3 the: provider currently in a residency program? © Yes Ne @
Primary Provider Type = Primary Provider Specialty *
Sebect Provider Type ¢ Select Specialty L ﬂ
Board Certified
CACQH Number License Numbser *

Tax Identificaticn Number (TIN) *

Confirm Tax ldentification Number [TIN)*

B. Personal Information

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.

‘B) Personal Infermation

2. Enter Provider Information

Risgiinsd -

Same as Submitter

First Name * Middle Initial

Last Namae * Suuffix

Title(s) * Date of Birth =

Gender ®

Mals Fasmshe

Click Continue to Enroliment.



C. Additional Personal & Practitioner Information

The section contains additional personal information about the individual. 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.

Note: Click the 7 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.

|E| Additional Personal & Practitioner Information

2. | ege

Apphyinsy s+ ()
Frimary e Pryicaan Provades

Spacalty Care Proyiaiun® Prisith

Addiional Provider Typel Specialty? Sub-Speciahies

Prowider Type

L

Madical Crllege Hame

Madical Collega Stan Dete BonSical Collings Erd Date

Risidency Hodgital Hams

Residency Saan Dane Hirsidency End Daie

Medicare Mumbey

Medicakd Mumbes

3. Note: If the NPI number is invalid, you will receive a message. You will have to attach your NPl Enumerator Response
in the Attachments section of this enrollment form.

If the NPI number is not recognized by nppes.com, the system will not allow you to submit the application.



4. Quick Tip: Cultural Competency Training is recommended for providers requesting participation in Medicaid networks.

DEA Murmbsi

Heorapital Admitting Frivileges Admitting Hospital Typs 2 HF

+ Add Hospital Admitiing Prisdleges
Armbailatcay Surgery Center Prbvileges

Language(i) Spoken

Cultursl Compatoncy Training Completed Completion Dase

Vigd Mo

Typa 1 NPT (eeciericlisal] *

Social Security Kumbes

Conlis Social Security Numbsr

Ethasdcity

o

D. Office Physical Location
Enter information about the physical location(s) of the office(s).

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

(D) Office Physical Location

2. If you have multiple offices in one Street Address, be sure to include the Suite Number for each.
Note: A PO Box is not a valid entry for the Office Physical Location Address.



Note: You can enter multiple locations.

Required =
Location Name @ Office Contact Nama *
OPTIONAL EX_ JOHM SMITH
Telephone Number = Fax Number
EX. [234) 567-8501 OPTIOHAL
Address Line 1° Addresa Line 2
&x Sweesl Address & Suile Mo
City * State *
. Gpringfeld Fabact Slate hd
Lipoode Email Address *
ex 12345 or 123456TED EX HAME GCOMPANY COM
O wa
Appointment Phone Number * Start Date at This Locathon *
EX. (234} 567-8901 MDDV

Location Offers Language Line Services = () Yes () Mo
Fisguined ko povermmend business

Lactation Service

Do you provide lactation | breastleeding support services, including counseling and

education™
™ '
O v O v

3. 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.

Madication Assisied Treatment

Iy Medicpnion s Tesgimear ine Dpicid Lier Cosoadery peovified o his. loc a7

L)
ey LU
1§ E0imasing Srovised Re Oiioid Une Dr fiety o B oaon ™ et L] [+]
T8 F P o] sl dma Tt ] 6 dboncjuaicind Wil s Al |oosatomitl [MAT I fon Cgmiad Llia
Dusordery? ©

es L]

Wina b il el 1 Baa Des MAT ictovin & prowiile ! Thid 1k « Rt 150 0007 i bk 11
IO, T G by

Ve L

v b g P B Ll pon, (e b all B sk
Fuantn Fians Visks oy
A L e
oc o Wils: Driy
Sernrg Hars Vol Oy
Taled Mparery | ol Vads Oedy

Sarwioe(t] periormed o1 this ke aton Saprt iy Pirysician

CFTERAL i

= fulell Sarvn Sapervining Plrpiician Frps 1899

BN KPLEANISD

Sepmrvaniing Plrpbcen Sjecaly

mnct ey



4. 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.

This is Primary Location for this
Provider

| This location is accepting new
patients

Hours of Operation* @

Time Zone*

Open 2477 | Office is closed By appointment only

Mon Tue Wed Thu Fri Sat Sun

Opening Time Closing Time

hh 00 AMPM hh 00 AMPM
Please Fill Form completely

+Add Time

+Add Day

Tips for Hours of Operation

e Add Time allows a maximum of three time sets.
* Times cannot overlap.

CET
Opan 2477 Officd b8 Chosd By appoaramint anky
]
Ll Tua Wad This Fr Sal Sun
Opaning Time Closing Tima
Dei= || D0= || AM L 05+ (D0= | PM
Wi | 00= | AP mne | (00 | AMPM = Declote Time

Priease compimety fil cut tris secton

=hda Tire

* Add Day function allows a maximum of 7 days. * Ak Day
* Each day can be used only once in a single time block.

Time Zone
[+
Opan 24/7 Offica is clesad By appontmant oy
[~
Mun Tus  Wed Thu Fri Sat Sun
Opaning Time €lesing Time
v |loo-|lam = s |00 [PM v
+/Add Time
Offics = closed By appoatmant anly
%]
Mon Tus Wed The Fri Sal Sun
Opening Time Closing Time
b |00 = | | AMPM = Fihe | |00~ | | AWM

Plaarss completely il out this seciion

+icid Time:

10



If any of the network(s) selected in the Enter Your Information section are Medicare or Medicaid networks, the Treating
Categories are required.

Americans with Disabilities Act (ADA)

A the following stardards in accordance with American with Disabiities Act? *
ves () Mo

I yos. please chedk at Was! one

Sita Arcesiibie | Exam Tabla
Pariing Acoassiaity e Racepbon Araa
Exianicr Bullding Cloge PTosimity b Public Transporation
Interior Buiding Restroom
Exam Rioam | meate

‘Whoelthar ACasainin Halbvas
Adibiiitis Orab Bars VWheokhair ACosssitie Service Couniers
Acressithy Lits Wide Doonways and Passagrwiys
Whasschar Accessibin Drinkang
Fountaing

Treating Categories @

Does the provider treat the following 7 *

Ploase check a1 least one

Homstoung Co-Cuccurming Disonen
Homeless HIMY A

| Emnness or Visualy Impairesd Emymical Deabibties
Chionic Biness Daalngss of Hand of Hesing

5. Please enter details, if applicable.

ooty (il baaln Camar (RO

Masea Bita Blurmlia Taw D

Confirm Tax i

FE-T¥ME THEL TAK 10

Community Mantal Heakn Cemier (CAMHE)

Homes Sitm Wumbser Ta 10

X AND X ATIASETE0N

ol Tas W

RC-TPC THE TAN 0

Flural Heann Sinke (-] [ Ireiar Heanh Gorvees Focfty
Harea Hame
L ] | e Gervicn Agemcy (00M)
Harma Hams
©| s
Click Save.

Note: It is important that you do this after creating each location. You will not be able to proceed with the enroliment
process until the location is saved.

11



6. Once you save the location, a Card View is created.
Note: The iy indicates that this location is the Primary Location.

If you need to edit the information, click / . Don't forget to save your changes.

Review the information.
I

Address
100 N Michigan Ave
Chicago. IL 60601

Phone
3125551234

w

7. If you need to add additional locations, click the Add New Location button.

+ Add New Locatior

8. Complete the applicable information and click Save.
9. Cancel button cancels your changes and returns you to the Card View.

Cancel ‘

Delete button deletes the location.

12



E. Additional Addresses & Contact Information
Enter any additional addresses and contact information for the locations.

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

) Additional Addresses & Contact Information

2. You can enter different addresses for each of the address requirements or use the same address(es). Designate
which address to use by selecting the appropriate option for each address type.

If you chose to use a different address, you are prompted to enter it.
Correspondence Address = @

s erent adcness Sam as Primany Ofos Phrysical Location

Biling Address *

LHa St plikeit Sgrre irk Pvrnry M Phryiscal Lodatan

Sarmat i COMES pOndenod Addness

Credentialing Address *

Sarma i Primary Ofop Physacal Lacation Samg a5 Comepondenc A

& parod e, Eullervy K200 iy el Bdirerd

3. Enter the information for the Administrative Contact.

Administrative Contact *

Name * Job Title/Position *

Telephone Number * Fax Number

Email Address *

Comments

13



F. 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.

Practice Information w

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.

Requirsd * What Typas of Servicns di you offer via Telsbsalth? Pleass select ona =
9 Tt - Mol Caig [+] Tabahials - Othie Madial Name of
Sarviad
Telemedicine o et - Comseltalon °
. ©
Do you render Telemadicineg Sarvices? © Yas No ] I )
a SEH]
Scheduling Telephone Number
. 2 = D Toshaalh wFamiy Caregiver in Diferent Place? e Wo
Same Phone Mumiber as Primary Ofice Physical Location Lab Services
Do you render Laboratory Senvices? Va3 Mo
Telehealth CLIA Nusmbser Descaibe testing methodology
Do you render Telehealth Services? * |i. Yas No

Scheduling Telephone Number *

Same Phone Mumber as Primary Office Physical Location

What Modality do you use? Please select one *

Telehealth awailable via awdio only Telehealth available via audio and

vided

G. Questionnaire - Section is not applicable to your plan

1.
uestionnaire] A

Section is not applicable to your plan

Enroll as a Provider

Share your provider information with
us to enroll as a provider.

14



H. Attachments

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

1.
Attachments “w

2. Select the document type from the list.

Required Documents:
All the document types are not required. We require a W-9 or IRS 147C for Individual provider enrollment.

3. Click the Upload Document button.
Locate the file on your hard drive and upload. Repeat steps 2-4 for each document.
Note: The “Disclosure of Ownership & Control Interest form” is not required by BCBSIL.

NL-.I’)A,-...,A\.A..-\A-«- H + A A~ +ha + oy
Ol€E. be sure you arc dalldlllilig thic CONTeCt UULUNTICTIL LU UHE UOLUTTICTIL Lype

[H) Adachments

i s 084 ammaehmantn uvtl pin B0 PaScY B LB the Sppleatisn, Ricvmast will

Enrod as a Providar o b mavied ol el subraiied
i i CA

Brosrss vour P | afach e iapaied Bes Then chol on 'Uplsad” i sarce #w allacie
wtinthe errolimerchor Pl cant enceed S8 F ool brwp, o, 4o
i, jpoq. pg. pd. prg. b s e An Aftschme t fesame mus be bess than or equel B
150 abharumsds chancen g
Toconbract as 2 Soio Frovder aViF or (RS

TG B [edgiEnsd

Sedect Docimant Tpa: I Whith docarmeats s equred

o

Attaciimenc nps

* Only attach the documents requested in the list.

* Size cannot exceed 5MB.

* File names cannot exceed 140 characters.

* File types accepted: .bmp, .doc, .docx, .gif, .jpeg, .jpg, .pdf, .png.
If you uploaded a document in error, click Remove to delete it.

Test Document.pdf Remove
32 KB



[. Comments
This section allows you to enter comments.

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

Comments b4

2. Type any comments, up to 2000 characters.

J. 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

I certify that the information submitted within this form is accurate and complate.

Authorized Name * Title *

EX. JOHHN SMITH EX. ADMINISTRATOR
Tax ldentification Number * Today's Date

EX. 1234567890 10712023

Confirm Tax ldentification Number *

RE-TYPE THE TAX IDENTI

Review and Submit

Continue to Review Information

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.

‘A) Practitioner Information

16



2. Example of a complete form. All sections have a checkmark and the Continue to Review Information button is active.

Select 2 Eniter Your 3 Envcll as 4 Rewiew 5 Viaw
Parficipation Irdarrration a Piovider and Subimel STy

v v O

Fractiboner Informmation q(
ersonal Infomation «

diditional Personal & Practiioner Information

Whee Physical Location «

additional Addr Contact Information «

— r ol —
s - |® o | m
| | |

Click Continue to Review Information

3. Example of incomplete application. Checkmarks are missing in Sections C, D, E, F, H and ] 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.

Practitioner Information +"
Personal Information +*
>} Additional Personal & Practitioner Information
fice Physical Location

Additional Addresses & Contact Information
Practice Info
Questionnaire "

'H) Attachments

Comments «

Altestation|

Start Over ‘ [ Save ]a [ Back Continue to Review Information

17
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4. 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

5. When you are sure all data is complete and correct, click Submit Enrollment.

Submit Enrollment

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

I requested o be contrac

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 guestions about your enrollment, contact our team 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:/fvwww bebsil. comfprovider/networki/provider_network_consultant himi

18


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

Email Confirmation

1. An email confirmation will be sent from Blue Cross and Blue Shield of lllinois 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 vou 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 Illinois

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.


https://tinyurl.com/5yxns69b
https://tinyurl.com/5yxns69b
https://www.bcbsil.com/pdf/education/prov_network_consultant_list.pdf
https://www.bcbsil.com/provider/network/network/provider-network-consultant
https://www.bcbsil.com/provider
https://tinyurl.com/4jdzwcka

Sample Welcome Email
|

o= [ I
Congramulations, your request to become a Blue Cross and Blue Shaeld of [llinoss (BCBSIL) contracted provider has been approved

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

| Network Name

[BCE - Blue Chowe PPO

BCO - Blue Choace  |2023-03- |BCS - Professional Blue 2023-03- [PPO - Preferred Provider 2023-03-
Prefemed.

2023-03-31 I3 3 3
Options 131 Choace PPO 31 EARLTARON Bl

P]tu.e verfy that all vewr mformation 15 comrect on our Provider Finder®. If vou need 1o change existing demographae mformanon, complete the Demogpraphuc Change
Form. For any questions, contact yvour Network Consultant or click here: hitps.warn bebail com provider petwork provider_petwork consultan: heml

[To view the BCBSIL Provader Manual, access the Fee Schedule Request Form, or for general informanon. please visa our website ar bebsal com provader.
Need help getiing started with BCBSIL, locate vour sssigned Provider Netowork Consulient. We look forward to serving vou!
mmncerely,

BCBSIL Network Operations

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

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
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https://www.bcbsil.com/provider/network/network/welcome
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 Ilincis! We're so glad you've chosen to join us as a participating provider,
Stop here if you haven't completed all the steps on our Join Qur Metwork 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 questions.

Mote: There may be differences for government programs (MedicaidMedicare Advantage) andfor HMO members. Refer to your
pa rticipating prouider 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 Warkshops page for
links, dates, times and online registraticn.

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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