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                  Electronic Data Interchange (EDI)                  
              
     Enrollment
                                       [   ]   Add        [   ]   Change                           Date:  ____ /____/____
   Name of Submitter: _____________________________         Position Title:  _____________________________
         (Last, First, MI)
	TRADING PARTNER INFORMATION (Required)

	 1 Medicaid/PCN Contract Number:

                                                                                                                                                                                                           
	2 Provider/Group Name:
                                                                                          

	 3 Mailing Address:

                                                                                                      
	4 City:
                                                              
	5 State:
                                     
	6. ZIP:
                                                 

	DATA CONTACT (Required)

	 7 Name:

                                                                                                                                                                                                                                                                                                                    
	8 Title:

                                                                                         

	 9 Phone Number:

   (               )
	10 Fax Number:
     (              )                                              
	11 Email Address:
                                                                                          

	EDI CONTACT (Required)

	12 Name:
                                                                                                                                                          
	13 Title:
                                                                                          

	14 Phone Number:

    (               )                                                              
	15 Fax Number:
    (               )                                               
	16 Email Address:
                                                                                          

	VENDOR/CLEARINGHOUSE (Optional)

	17 Name:
                                                                                                                                                          
	18 Point of Contact:
                                                                                          

	19 Phone Number:

    (               )                                                               
	20 Fax Number:
    (               )                                              
	21 Email Address:
                                                                                          

	TRADING PARTNER AND COMPLIANCE TESTING INFORMATION (Required)

	22
Transaction
	23 Trading Partner 

Number (HT Number)
	24 Testing Company Name
     & Internet Address
	25 Date
    Tested
	26 Certificate    Number (Optional)
	   FOR STATE USE ONLY

Action    Initials        Date

	837 P

Professional

Claims 
	                                                                                                
	                                      
	                     
	                                                              
	
	                 
	               

	

	837 I
Institutional

Claims 
	                                                                                                
	                                      
	                     
	                                                              
	
	             
	               

	

	837 D
Dental
Claims 
	                                                                                                
	                                      
	                     
	                                                              
	
	             
	               

	                           

	270

Eligibility

Inquiry
	                                                                                                
	               
	               
	             
	               

	

	276

Claim Status

Inquiry
	                                                                                                
	                                      
	                     
	                                                              
	               

	

	278
Prior

Authorization
	                                                                                                
	                                      
	                     
	                                                              
	               

	27 RECEIVABLE TRANSACTIONS (Circle those transaction(s) your system can receive)

	271

Eligibility

Response
	277 FE

Unsolicited

Claim Status

Response
	277

Claim Status

Response
	278

Prior

Authorization
	820

Premium

Payment
	834

Benefit

Enrollment
	997

Transaction

Acknowledgment
	835

Remittance Advice

TPN: _____________________


Utah Medicaid will email enrollment notification to the EDI Contact as listed on the enrollment form.  Upon receipt of approval, you may start transmitting those transactions to Utah Medicaid utilizing your Trading Partner Number (TPN).
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          Electronic Data Interchange (EDI)
      
     Enrollment

 SEQ CHAPTER \h \r 1INSTRUCTIONS FOR FILLING OUT ELECTRONIC DATA INTERCHANGE (EDI) ENROLLMENT FORM.  PLEASE PRINT OR TYPE ALL INFORMATION.
CHECK THE BOX TO INDICATE A NEW REQUEST (ADD) OR CHANGE TO A PREVIOUS REQUEST, DATE OF REQUEST, FULL NAME OF PERSON SUBMITTING REQUEST AND POSITION TITLE.  
 SEQ CHAPTER \h \r 1BOX #
Name



Instructions
Trading Partner Information. (Required)
 1.
Medicaid/PCN Contract Number

12 digit provider or group ID number assigned by Medicaid.
 2.
Provider/Group Name


Name of provider or group practice enrolled with Utah Medicaid.  If request is for a group practice, all providers will be considered enrolled.

 3.
Mailing Address



Self explanatory.

 4.
City




Self explanatory.

 5.
State



Self explanatory.

 6.
ZIP




Self explanatory.

Data Contact. (Required)
7.
Name



Name of person to contact for data content issues.

8.
Title




Business title of contact.

9.
Phone Number



Self explanatory.

10.
Fax Number



Self explanatory.

11.
Email Address



Self explanatory.

EDI Contact. (Required)
12.
Name



Name of person to contact for EDI transaction issues.

13.
Title




Business title of contact.

14.
Phone Number



Self explanatory.

15.
Fax Number



Self explanatory.

16.
Email Address



Self explanatory.

Vendor/Clearinghouse. (Optional)  If using a third party for creation of EDI transactions, complete this section.

17.
Vendor Name



Organization name of vendor or clearinghouse.

18.
Point of Contact



Name of individual to contact.

19.
Phone Number



Self explanatory.

20.
Fax Number



Self explanatory.

21.
Email Address



Self explanatory.

Trading Partner And Compliance Testing Information. (Required)
22.
Transaction



Level 4 testing compliance is required for all transactions your system is to send.  
23.
Trading Partner Number (TPN)

Trading Partner Number to be associated with the transaction.
24.
Testing Company Name


Name of company that performed Level 4 test. (Required for 837 Transactions only)

Internet Address



Internet address of company that performed test. (Required for 837 Transactions only)
25.
Date Tested



Date Level 4 test compliance was successfully completed.
26.
Certificate Number


Certification number assigned by testing company.  (Optional)

Receivable Transactions. (Optional)
27.
Receivable Transactions


Circle those transaction(s) your system can receive.  Enter TPN to be associated with the 835 transaction.

28.
Medicaid EDI Enrollment Response
    Definitions of action codes.  Medicaid will email the EDI Contact listed on enrollment form after processing.  Review the “For State Use Only” Action box for acceptance or rejection.  If enrollment is rejected, please note the reason(s) and resubmit your request after corrective action has been taken.  Upon notification of approved EDI transactions, transmit to Utah Medicaid utilizing your Trading Partner Number (TPN).

Email your form to MedicaidOps@utah.gov. , mail to Division of Health Care Financing, Bureau of Medicaid Operations, ATTN: OS&D-EDI, PO Box 143106, SLC, UT 84114-3016 or FAX: (801) 536-0498.     
UDOH-DHCF-EDI-WF 09/03
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MEDICAID FORM 











