Provider Credentialing & Data Management Webinar

For the listening benefit of webinar
attendees, we have muted all lines
and will be starting our presentation
shortly.

* This helps prevent background
noise (e.g., unmuted phones or
phones put on hold) during the
webinar.

 This also means we are unable
to hear you during the webinar.

* Please submit your questions

directly through the webinar ‘
platform only.

(

.

How to submit questions:

* Open the Q&A feature at
the bottom of your screen,
type your question related
to today’s training webinar
and hit “enter.”

« Once your question is
answered, it will appear in
the “Answered” tab.

 All questions will be
answered by the end of the
webinar.
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PROVIDER CREDENTIALING &

DATA MANAGEMENT

February 2023

Melonie Martin
Louisiana

HMO Louisiana, Inc. is a subsidiary of Blue Cross and Blue Shield of Louisiana. Both companies are independent licensees of the Blue Cross Blue Shield Association.

Vantage is a Louisiana-based company that is partnered with Blue Cross and Blue Shield of Louisiana (Blue Cross), including HMO Louisiana, Inc., to credential and recredential our network
providers.



Blue Cross Credentialing

We credential and recredential all
practitioners and facilities that participate
in our networks, and we partner with
Vantage Health Plan and sympIrCVO to
conduct credentialing verification
processes for our commercial and Blue
Advantage networks.
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Credentialing Overview




Joining Our Networks

There are two types of Blue Cross provider records a
provider can obtain:

1. You may request network participation as a participating
provider.

2. You may request just a provider record as a
non-participating provider for the purpose of filing
claims.



Participating vs.

Non-participating Providers

Participating Provider

» Provider has entered into a contractual agreement with Blue
Cross to provide covered services to our members.

» Payments are based on the provider's schedule of allowable
charges.

* Provider may bill the member for any deductible,
coinsurance, copayment and/or non-covered service.
Provider agrees not to collect any amount over the allowable
charge from the member.

» Payment goes directly to the participating provider.

* Participating providers see increased Blue Cross patient
volume since members receive higher benefits when using
network providers.

* Only participating providers are listed in our online provider
directory featured on our corporate website
(www.bcbsla.com).




Participating vs.

Non-participating Providers

Non-participating Provider

Provider has chosen not to sign a network agreement
with Blue Cross.

We establish a non-participating rate for covered services
rendered by non-participating providers.

The provider may balance bill the member for all amounts
not paid by Blue Cross with the exception of services
covered under the No Surprises Act.

In most situations, Blue Cross payments for claims to a
non-participating provider are sent directly to the
member.

Some members may have no benefits for services
provided by non-participating providers without
obtaining prior approval.

Non-participating providers are not listed in our online
provider directory.



» Since 1996, we have been dedicated to fully credentialing providers who
apply for network participation.

» Our credentialing program is accredited by the Utilization Review
Accreditation Commission (URACQ).

« To participate in our networks, providers must meet certain criteria as
regulated by our accreditation body and the Blue Cross Blue Shield
Association.

« We credential professional and facility providers.

* Included on the next slides are brief overviews of our processes, criteria
and requirements for providers to request network participation.

‘ Credentialing Overview for Participating Providers
N
N




Credentialing Process

» The initial credentialing process can take up to 90
days after all required information is received.

» Providers will remain non-participating in our
networks until a signed agreement is received by
our contracting department.

* The credentialing committee approves
credentialing twice per month.

* Network providers are recredentialed every three
years from their last credentialing acceptance date.

Inquire about your initial credentialing status by contacting our
Provider Credentialing & Data Management (PCDM)
Department at PCDMstatus@bcbsla.com.




Credentialing Committee

The Credentialing Committee:

« Has the final authority to make
decisions regarding provider
participation.

» Provides guidance and suggestions for
the credentialing process.

* Is made up of a diverse group of
network providers from across the state
with no other management role at Blue
Cross.

* Includes multiple Blue Cross employees
from Medical Management and
Provider Credentialing & Data
Management.
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Credentialing Delegation Program
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The Credentialing Delegation Program is an extension of our
accredited credentialing program.

An approved delegation entity essentially credentials its own
providers and sends the information to Blue Cross to create
their provider records.

This program allows you to expedite your credentialing
experience so you can complete the Blue Cross credentialing
process with fewer steps.

Available to groups with 50 or more practitioners.

After a provider group is approved as a delegation entity, it will
not be necessary to submit provider applications to be set up in
the Blue Cross system.

The Credentialing Delegation Program guide explains the steps
network provider groups must take and the documents
required to become a delegated entity.

If you have any questions about the Credentialing Delegation
Program, please email credentialing.delegation@bcbsla.com.

2@ Louisiana

Credentialing Delegation Program

The Credentialing Delegation Program is an extension of Blue Cross and Blue Shield of Louisiana’s URAC-
accredited credentialing program. This program allows you to expedite your credentialing experience so you
can complete the credentialing process with fewer steps.

Below are the steps you need to take and the documents that are reguired to become a delegated entity with

Blue Cross.

Step 1: Desktop Review

ired doc
Current credentia| Ing pla /ngra cription
Approved credentialing policies and prucedures
Crosswalk of URAC standards to plan’s P&Ps

nts for your desktop re

(will be provided to complete)

Sample letters, applications, documents and verlficatians

Step 2: Onsite Review

Credentialing Delegation Contract
We will provide the contract bath parties are required ta sign befare you become an approved Blue
Cross Credentialing Delegation Entity.

Documents required for review during onsite review

+  Credentialing unit organizational chart

schematic (hierarchy)

+  Credentialing staff meeting minutes

(previous year preceding site visit only)

+ List and files of providers denied/

terminated by (redemia\mg Committee
(previous year preceding site visit only)

+ Examples of letters mailed to providers

(acceptance, denial, terminated)

+ List of providers wha have filed appeals of

Credentialing Committee decision

+ Documentation of ongaing training for

existing credentialing staff and new hires

+ Confidentiality statement form

(credentialing persannel and credentialing
members)

*  Recredentialing performance/quality

monitoring examples

+  Credentialing verification checklist (for file)

1BNWZ443 08717

i s e B/ i of
nd incorporated as

Shisld Asso)

+  Credentialing audit checklist (or other form

of proof of audit or quality review)

+ Al sub-delegation binders, as applicable
+  List of practitioners for file review (The

list will be requested closer to the site
visit. Thirty files will be selected for review
during the site visit to ensure compliance
of all standards is met.)

« List of internal and external Credentialing

Committee members

+ Credentialing Committee meeting minutes

{previous year preceding site visit only)

- Minutes of committee meetings

documen tting P&Ps being approved

+  Minutes of committee meetings

documenting any credentialing related
delegated functions, as applicable

+ Minutes of committee documenting

performance manitaring

ndependent licensee of the Blue Cross and Blue
s Featin Sarien B ety ity Company.




Effective Dates

For non-participating providers
(requesting a provider record only):

Presently, we allow non-participating
effective dates up to two years back [ ]
for providers who want a provider EE ==

record only for filing claims. HEH EE
EEEEEEN

ﬁ




Effective Dates

For participating providers:

We cannot retroactively allow network participation prior to a provider’s credentialing date. Our
accrediting organization strictly prohibits it. Effective dates are based on:

Delegation

Program Providers

New Providers Not Credentialed

Providers Already Credentialed

The effective date
for delegated
providers is based
on approval of the
Credentialing
Delegation
spreadsheet by our
Medical Director.

If you are eligible for reimbursement
during credentialing (joining an
existing contracted group), then it is
one month prior to the date of receipt
of application; OR

If you are not eligible for
reimbursement during credentialing,
then it is the approved date by the
Credentialing Committee AND the
execution of your network agreement.

If the requested effective date on the Provider
Update Request Form (Existing Providers Joining a
New Provider Group) is within 90 days of the
calendar date, then it will be that date, but not
before the group’s effective date.

If the requested effective date on the Provider
Update Request Form (Existing Providers Joining a
New Provider Group) is greater than 90 days of the
calendar date, then it will be 90 days from the day
the information was received, but not before the
group’s effective date.




Reimbursement During Credentialing

Reimbursement During Credentialing applies to all professional provider types, when
criteria are met.

Reimbursement During Credentialing will be granted to all professional providers
joining an existing contracted provider group. This allows for in-network
reimbursement on submitted claims during the credentialing process.

This provision does not apply for solo practitioners.

Providers should not file/submit claims until receiving a provider
number letter from our PCDM Department notifying you of the
Reimbursement During Credentialing effective date. If you have any
questions about the Reimbursement During Credentialing Process,
contact PCDM at 1-800-716-2299, option 2 or
PCDMstatus@bcbsla.com.

More information can be found on our guide at www.bcbsla.com/providers >Resources >Forms
>How to Request Reimbursement During Credentialing.

14



Finding Forms on Our Credentialing Webpage

To join our networks, you must complete and submit documentation to start the credentialing

process or to obtain a provider record.

15

o0 LOUISKN oo s vt e e o Go to the Join Our Networks

page then, select Professional
Providers or Facilities and

Welcome to Blue Cross and Blue Shield of Louisiana Provider Credentialing . .

Since 1996, we have been dedicated 1o fully credentialing providers wno apply for network participation. Our Hospltals to flnd:

credentialing program is accredited by the Utilization Review Accreditation Commission (URAC). All proviger
nfarmation cotained during the credentialing process is considersd highly confidential

 Credentialing packets

* Quick links to the Provider

Vol Update Request Form
Professional Providers Facilities and Hospitals
o oz * Credentialing criteria for

professional, facility and
hospital-based providers

www.bcbsla.com/providers >Network Enrollment >Join Our Networks




Easily Complete Forms with DocuSign®

Credentialing packets: Forms:

* Professional (initial) * Provider Update Request Form — to update information such as:

» Facility (initial) -

Demographic Information — for updating contact information.

Existing Providers Joining a New Provider Group — if you are
joining an existing provider group or clinic or adding new
providers to your group.

Add Practice Location — to add a practice location(s).
Remove Practice Location — to remove a practice location(s).

Tax Identification Number (TIN) Change — to change your Tax ID
number.

Terminate Network Participation — to terminate existing
network participation or an entire provider record.

EFT Term/Change Request — to change your electronic funds
transfer (EFT) information or to cancel receiving payments via
this method.

* EFT Enrollment Form — to begin receiving payments via electronic
funds transfer (EFT).

After submitting your documents through DocuSign,
please do not send via email.




Easily Complete Forms with DocuSign®

Complete, sign and submit applications and forms to the PCDM Department digitally with
DocuSign.

This streamlines submissions by reducing the need to print and submit hardcopy documents,
allowing for a more direct submission of information to Blue Cross.

It allows you to electronically upload support documentation and even receive reminder alerts
to complete submission and confirm receipt.

What is DocuS|gn? . . &9 Louisiana

As an innovator in e-signature technology, DocuSign helps Docusion” Guide
organizations connect and automate how various documents
are prepared, signed and managed.

Step 1: Click the link for the needed Blue Cross form,

There
enter

To help with this transition, we created a DocuSign® Guide

that is available online at www.bcbsla.com/providers >Network
Enrollment >Join Our Networks >Professional Providers/Facilities
and Hospitals >Join Our Networks.




Easily Complete Forms with DocuSign®

FINISH FINISH LATER OTHER ACTIONS »

Enller texd

DocuSign Envelope 1D: 1A01C5AT-3503-4226-8119-DEAZ32BR2TAD

. . Provider Update Request Form
@@ Louisiana

START

Navigation tool Complete this form to report updated information on your practice to Blue Cross and Blue Shield of Louisiana.
guides you through

fields. This request applies to: [®) Individual Provider [ Provider Group/Clinic

CURRENT GEMNERAL INFORMATION

Provider Last Mame

e Initial

Ty

Required - Provider Mational Provider
) Identifier (MPI) - Please enter 10 numbers
Tax ID Num Instructions correspond to ™| only with no special characters.

requirement of the active field. '1|

GroupfClinic Naty

Group/Clinid

Tooltips provide
information about field
requirements.

Are you a primary care provider (PCP)? Effective Date of

Oves O o

orized representative completing this form on behalf of 4

Red outline indicates a ) REPRESENTATIVE
required field.

Lt Phone Mumber Contact Email Address

| L i
Submission Information (form completed by)

Signg Sign rized Representative Date
4 February 18, 2021




Frequently Asked Questions
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Overview Credentialing Process Join Our Networlcs Update Your Information Frequently Asked Questions

Frequently Asked Questions

» Credentialing Application and Process

How long does it take to complete the credentialing process?
The process can take up to 90 deys for completion once BCBSLA receives all the reguired information.

How will | know if Blue Cross received my application?
Onee your applicatio

cation iz finalized through DocuSign®, you will receive a confirmation ernail to notify you the signing process is complete and submitted
to Blue Cross for processing.

What credentialing forms are available online?
BCBSLA offers both the professional provider application and the facility credentialing application online through DocuSign. They can be found wnder
the Provider Networks =Join Our Metworks section of this site.

Do | need to submit a full credentialing application?
If the provider iz NOT credentialed. please fully complete and submit the professional inftial credentialing packet. Facilities should submit the fac
nitizl credentialing packet.

oy

How do | know what credentialing criteria are required specifically for my specialty type?
We have charts online to help you determine what criteria are needed. These charts are based on provider specialty. They are available on this site
under Provider Metworks =Jain Our Metworks and look under the appropriste section (Professional Provider or Facilities or Hospitals).

What are the requirements for reimbursement during credentialing?
Select provider types that meet specific criteria may be eligible for reimbursement during the credentizling process. A Click here for full details.

How do | know if | have been approved for reimbursement during credentialing?
A Record Assignment letter will be emailed to the group comespondence email address on file. If you were approved the letter w t
approved end the date the reimbursement during credentialing iz effective. If you are not epproved, your Record Assignment letter will notify you of the

reason.

www.bcbsla.com/providers >Network Enroliment >Join Our Networks

>Professional Providers/Facilities and Hospitals >Frequently Asked Questions




Initial Credentialing
for Professional Providers




Credentialing Criteria for Professional Providers
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The following professional provider types must meet certain criteria to
participate in our networks:

Acupuncturists

Applied Behavioral Analysts (ABA)
Audiologist

Certified Nurse Midwife (CNM)

Certified Registered Nurse Anesthetist (CRNA)

Certified Registered Nurse First Assistants
(CRNFA)

Clinical Nurse Specialist (CNS)

Doctor of Chiropractic (DC)

Doctor of Osteopathic (DO)

Doctor of Medicine (MD)

Doctor of Podiatric Medicine (DPM)
Doctor of Dental Surgery (DDS)
Doctor of Medicine in Dentistry (DMD)

Hearing Aid Dealer

Licensed Addictive Counselor (LAC)
Licensed Professional Counselor (LPC)
Licensed Clinical Social Worker (LCSW)
Nurse Practitioner (NP)

Occupational Therapist (OT)
Optometrist (OD)

Physician Assistant (PA)

Psychologist (PhD)

Physical Therapist (PT)

Registered Dietician & Nutritionist (RD)
Registered Nurse First Assistants (RNFA)

Speech-Language Pathologist & Audiologist
(SLP)

View the Credentialing Criteria for these professional provider types at
www.bcbsla.com/providers >Network Enrollment >Join Our Networks
>Professional Providers >Credentialing Process.




Telehealth Only Providers

Our credentialing policy includes guidance for the provision of telehealth services to our
members in the following scenarios:

* Louisiana-based, in-network provider
» Must be in process of or have completed credentialing/contracting to participate in our network.

 OQut-of-state provider with Louisiana-based practice
» Must be employed or affiliated with a Louisiana-based group or entity.
« Must have a Louisiana State license as required for their specialty.

* If not licensed in the state of Louisiana, then a Telehealth Permit issued by the Louisiana Board of
Medical Examiners (LSBME) is required (includes the condition of maintaining affiliation with a
Louisiana based practice or entity).

 Out-of-state provider without Louisiana-based practice affiliations
* Must be credentialed/contracted with another Blue Plan.

» Can be individually credentialed/contracted or part of a group or entity that is
credentialed/contracted with the out-of-state Blue Plan.

« Claims filing is based on where the provider is physically located when rendering the telehealth
service.

« National telehealth solution/vendor

» A national telehealth solution contracts directly with Blue Cross to offer our members telehealth
services accessible in the home plan region and outside of it to ensure access while members are out
22 of their home plan area.



Hospital-based Providers

« A hospital-based provider is defined as a provider that only sees patients
as a result of their being admitted or directed to the hospital.

« The classification as a hospital-based provider applies for the hospital
location only and NOT for any other practice locations outside the
hospital.

« Hospital-based providers can be allowed to participate in our networks
without credentialing requirements. We do not list those providers in the
directory and allow the hospital’s credentialing to stand.

« Reimbursement effective date is based on the provider’s start date.

A provider is NOT considered hospital-based if you have patients referred
directly to you from another physician or organization or if the member can
make an appointment with the physician.

23



Required Documentation

. Credentialing Checklist
I_O U IS I a n a for ;:of‘::sli:\:? Pro‘\el?delfs

You may choose to participate in our networks under a new provider agreement or join a provider group with an existing agreement. You can also simply obtain a
provider record as a non-participating provider for the purpose of filing claims. Please complete the appropriate checklist below. All required documents must be
fully completed with a signature and date. Requests that are incomplete or missing information will be returned and the processing time will start over once all
required information is received. If you have any questions about our credentialing requirements, please visit our Provider page at www.bcbsla.com/providers
>Provider Networks >Join Our Networks. See Professional Providers Credentialing Criteria for more information.

. . [ 1 wish to obtain a Blue Cross record
] 1 wish to PARTICIPATE in Blue Cross' network(s) only as a NON-PARTICIPATING provider
[0 New Contract O Joining an Existing Group I Complete the Lovisiana
Our Provider Contract Depar will contact you Upon approval, we will add you to existing network Standardized Credentialing
regarding a new network agreement. agreements applicable to your organization. Application
O Complete the Louisiana Standardized Reimb: ir tialing will apply from [0 Complete the iLinkBlue Service Agreement
Credentialing Application the date of your application [ Complete the Business Associate
O Attachment A - Location Hours O Complete the Louisiana Standardized Addendum to the iLinkBlue
Credentialing Application (if not currentl
O Complete the iLinkBlue Service Agreement credentiolegy | TPcanon (ifnt currently o szifl’::?;'::mnk e
[ Complete the Business Associate Addendum to P
e T inCBlue Serite moreement O Attachment A - Location Hours Transfer (EFT) Enrollment Form
I Complete the Electronic Funds Transfer (EFT) D) Endlase a copy of state license = g:mrs':;:ti';: :L"‘;f;jgf
Enrollment Form O Enclose a copy of DEA/CDS Licenses (where epre g
licable)
I Enclose a canceled check/bank letter anp! nictrat
confirming account O Enclose a copy of Malpractice Liability Certificate L' Complete the Administrative
g ) Representative Acknowledgment
[ Complete the Administrative Representative o é”fy of policy defd:mg":ssage) st
Registration Form nclose a copy of the Collaborating Physician
Oe 9 ete the Admi N Agreement/Supervising Physician Agreement 00 Enclose an EIN Letter
omplete the Administrative Representative (NP/PA). Collaborating physician must O Enclose a W-8 Form
Acknowledgment F S
cknowledgment Form participate in the same network as the applicant. O Enclose a copy of state license
1 Enclose an EIN Letter Py
O Enclose a W-g Form
I Enclose a copy of state license
1 Enclose a copy of DEA registration and CDS
license (as applicable)
1 Enclose a copy of Malpractice Liability Certificate
(copy of policy declarations page)
I Enclose a copy of the Collaborating Physician
g ising Physician Ag
(NP/PA)
I Enclose a copy of Malpractice Liability Certificate
(copy of policy declarations page)
18NW2513 R12/22 Blue Cross and Blue Shield of Louisiana is an independent licensee of the Blue Cross Blue Shield Association.

» The Professional (initial) credentialing

packet includes a checklist of all
required documents.

To join our networks through a new
contract, or joining an existing group,
complete the checklist under “l wish to
PARTICIPATE in Blue Cross’ network(s).”

If you want a provider record only for
filing claims, complete the checklist
under “I wish to obtain a Blue Cross
record only as a NON-PARTICIPATING
provider.”

* You must complete the applicable checklist and submit all the

indicated documents.

 Credentialing packets with incomplete, missing information or
submitted incorrectly will be returned.




Initial Credentialing Application for Professional Providers

i LOUISIANA STANDARDIZED CREDENTIALING APPLICATION

Blue Cross uses the Louisiana Standardized S R
Credentialing Application (LSCA) for initial N T

Fome Saeet Addiess. ] ‘sm |upm

credentialing. e M e

|sm ‘ZwCodc |BlinnEmrai Fax Numeer
= Contact Person Fhne Hurber
|sm: ‘Z!?Oms |:‘m-spumuar=| Fa Numier

!mmaPem Fhane NuTBer

Iam ‘z’wm | P Humser

Type of Practce: Qsoo  OMumspecsityGoup O Sl SpeetyGrup 0 Hospeal based
OHospitiemploed 0 HeakhplanPayor-cuned

- A 3 name.
| o | T ] W |

Do yeu practce at this lecation: - O Fullbme 0 Parttime O Cther (Speshy)

111111

Find our credentialing links at www.bcbsla.com/providers

>Provider Networks >Join Our Networks.




2

LSCA Attachment A - Location Hours
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This new form is required as an attachment
to the LSCA.

Use this form to report the number of hours
per day the professional provider is available
for patient appointments at each practice
location.

Location information reported on this form
must correlate to the locations reported on
the LSCA, as applicable.

We use the information from this form to
determine if the provider meets the

qualifications to be listed in our provider
directory.

This form is also used report
telehealth services.

Credentialing Application
Attachment A

Louisiana

Blue Cross and Blue Shield of Louisiana limits the published locations of professional providers in our online provider
directories based on the ability to schedule patient appointments at each location. This form is required as an attachment
to the professional credentialing application. Location information reported below must correlate to the locations reported
on the credentialing application, as applicable. Please report the number of hours per day the professional provider is
available for patient appointments at each practice location.

[GENERAL INFORMATION
Individual Provider Last Name

First Name Middle Initial

Individual Provider NP1 Group/Clinic Tax ID Number

LOCATION INFORMATION

(Skip this section if completing the LSCA. Please complete this section if using the CAQH credentialing verification process.)

Billing Address (here you wan payments sent) Contact Person Telephone Number

Gity State: ZIP Code Billing Email Fax Number

Correspondence Address fwhere you want communications sent) Contact Person Telephone Number

City State ZIP Code Correspondence Email Fax Number

Medical Records Address where you want medical records requests sent) Contact Person Telephone Number

City State ZIP Code Medical Records Email Fax Number

FOR THE PRIMARY PRACTICE LOCATION REPORTED ON THE CREDENTIALING APPLICATION

Group NPI

Do you, the provider, offer telehealth services? - Yes I No By indicating “Yes,” Blue Cross will identify the provider in our provider
directories as offering telehealth services at this location.
Practice Hours (available appointment hours):

Mon, Tues. Wed.

Thurs. ‘ Fri. ‘ Sat. Sun

For this practice location (please select at least one option):
1 lam available to see patients at least 8 hours per week on a regular basis.

[0 Isee patients here at least one day per month, but less than one day per week on a regular basis.
0 1 cover or fill-in for colleagues within the same medical group on an as-needed basis only.

1 I read tests or provide other services but do not see patients at this location.

0 1 do not practice here, but this location is within the medical group with which 1 am employed.

This form is for professional providers only.

This form should be submitted with the Credentialing Application.

In order to be listed in the directory, professional providers must be

available to schedule patients' appointments a minimum of 8 hours

per week at the location listed.




Initial Credentialing
for Facilities




Credentialing Criteria for Facility Providers
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Ambulance Service
Ambulatory Surgical Center
Birthing Centers

Cardiac Cath Lab (Outpatient)
Diagnostic Services

Dialysis Facility

DME Supplier

Emergency Medicine Physician Groups

Home Health Agency
Home Infusion
Hospice

Hospitals

The following facility provider types must meet certain criteria
requirements to participate in our networks:

|OP/PHP Psych/CDU
Laboratory
Lithotripsy/Orthotripsy
Nursing Home
Radiation Center
Residential Treatment
Retail Health Clinic
Skilled Nursing Facility
Sleep Lab/Center
Specialty Pharmacy
Urgent Care Clinic

View the Credentialing Criteria for these facility provider types at
www.bcbsla.com/providers >Network Enroliment >Join Our Networks
>Facilities and Hospitals >Credentialing Process.




New Initial Facility Application

FACILITY CREDENTIALING APPLICATION

ORGANIZATION SPECIALTY - FIRST PRACTICE LOCATION

[T Alcohol/Drug Rehabilitation Center (CDL) I~ Infusion Therapy Provider M Radiology (Diagnostic)

L] L] L]
Blue Cross will begin using a
I~ Ambulatory Surgical Center I~ Home 7 PETS

I~ CDU {Free Standing) I~ Intensive Qutpatient Program I Rehabilitation Center (Physical) (Free Standing)
ol . . . [T Charlty-Acute Care Hospital I~ Laboratory I Renal Dialysls Center
F | t C d t | 5 [~ Comprehensive Outpatient I Lithotripter Facllity I Residential Treatment Center
o Rehabilitation Facility I™ Long Term Acute Care Facility I Retall Health Clinic
n eW a C I I y re e n I a I n g ﬁ ™ DME [~ Qutpatient Cardiac Catheterization Facility M1 Rural Health Clinic*
I~ Emergency Medicine Physiclans Group [T Partial Hospitalization Program I Skilled Nursing Facility {Free Standing)
[~ Federally QualiNed Health Center” [T Psychiatric Hospital (Free Standing) M Sleep Disorder Clinic/Lab

I~ Home Health Agency I Psychiatric Hospital I Specialty Pharmacy

. .
I \ | I C a t I O I I I™ Haspice I~ Radiation Center I"1 State Owned Psychiatric Hospital
° I~ Hospital M Urgent Care Clinic/Walk-In Clinic

“Reguirements for Federally Qualified Health Centes and Rural Health Clinic may vary by health plan M Other:

FIRST PRACTICE LOCATION

Facility Name:
. Physical Address:
5 iy State: ZIP Code:
E Parish/County: Physical Address Email
MainPhone.— Appointment Phone: Fax:
Facility Contact: TIN: NPI Number:

Office Hours: 1 H i |
MON TUES WED THURS R SAT SUN

Where should payments be sent?
Street Address:

City:. State: ZIP Code:
Contact Phone:. Fa Email.

Where should communications be sent?
Street Address:

City:. State: ZIP Code:
Contact: Phone: Fax: Email:

Whereshould mexdis! recore requests be sent?
Street Address:

City:
Contact:

State: ZIP Code:

RECORDS — CORRESPONDENCE — BILLING

Phone:

Does the office offer handicapped access for:
Building? I'lYes | No Parking? | Yes | No Restroom? | Yes | INo Other:

Accessible by public transportation:
Bus? | Yes | No Courier Service? | Yes | No Other:

Offers services for the disabled
Text Telephone (TTY)? Il Yes | No American Sign Language? | Yes | INo Mental/Physical Impairment Services? | Yes || MNo
Other:

ACCESSIBILITY

Does the office meet the American With Disabilities Accessibility {ADA) Requirements? [MYes T No

Patient Ages: (Piease check the age ranges of the client populations you treat)
Motob nar-11 F12-18 M19-65 [~ Over6s M All ages Other friease specify):

29



Required Credentialing Forms for Facilities

Blue Cross still accepts
the HDO Information
Form and affiliated
attachments.

30

The HDO Information Form may also require an
HDO (Health Delivery Organization) attachment as
indicated by facility type:

HDO Attachment A: Ambulance Company
HDO Attachment B: DME Supplier or Pharmacy

HDO Attachment C: Hospital, Ambulatory
Surgical Center or Free-standing Skilled Nursing
Facilities

HDO Attachment D: Urgent Care Clinic/Walk-In
Clinic

HDO Attachment E: Diagnostic Radiology
(Free-standing)

HDO Attachment F: Retail Health Clinics

HDO Attachment G: Laboratory

HDO Attachment H: Outpatient Cath Lab



Required Credentialing Forms for Facilities

AS
N’P\\C—ab\e

Blue Cross also accepts
the Facility Information
Form and affiliated
attachments.

Select facility types must also complete a Facility
Information Form(s) as indicated by facility type:

Facility Information Form A: Ambulance Company

Facility Information Form B: DME Supplier or
Pharmacy

Facility Information Form C: Ambulatory Surgical
Center, Hospital, IOP/PHP Psych/CDU, Skilled
Nursing Facility, Long Term Acute Care,
Rehabilitation Center

Facility Information Form D: Urgent Care Clinic/
Walk-in Clinic

Facility Information Form E: Diagnostic Radiology
(Free Standing)

Facility Information Form F: Retail Health Clinics
Facility Information Form G: Laboratory
Facility Information Form H: Outpatient Cath Lab



Required Supporting Documentation for Facilities

Blue Cross still accepts the HDO application checklist.

FACILITY CREDENTIALING APPLICATION CHECK

All required documents must be fully completed (as applicable). Requests that are incomplete or missing information will
be returned and the processing time will start over once all required information is received. Please return the completed checklist
and required documents with the Facility Credentialing Application.

I~ Include a Facility Credentialing Application.

[~ Include applicable Facility Information Form Attachments (required as part of the facility credentialing /recredentialing process for Blue
Cross and Blue Shield of Louisiana):

[~ Facility Information Form Attachment A: Ambulance Company

[~ Facility Information Form Attachment B: DME Supplier

[~ Facility Information Form Attachment C: Ambulatory Surgical Center, Hospital, IDP/PHP Psych/CDU, Skilled Nursing Facility, C Yo u m u st c o m p I ete

Long Term Acute Care, Rehabilitation Center

.
[~ Facility Information Form Attachment D: Urgent Care/Walk-in Clinic t h p p I b I
[~ Facility Information Form Attachment E: Diagnostic Services e a I c a e
I~ Facility Information Form Attachment F: Retail Health Clinic h kI e t d b o t
[~ Facility Information Form Attachment G: Laboratory C ec I S a n s u m I
[~ Facility Information Form Attachment H: Outpatient Cath Lab

o .
[~ If accredited, include a copy of the current Accreditation Certificate. a I I I n d I Ca ted

I~ Include a copy of current state license.

documents.

I~ Include an EIN Letter.

[~ Include a copy of Malpractice Liability Certificate. DME providers only need to submit Products Liability Insurance Coverage
Information

[~ Include a copy of the DEQ license for Radiation Center,

o o
I~ Include a copy of the Act 354 Form for Ambulatory Surgical Center and Hespital {required as part of the facility credentialing/ c red e nt I a I I n g pa c kets
recredentialing process for Vantage Health Plan).
I~ If facility has 50+ beds, include a f the Patient Safety Regulation Attestation for Gi | Acute Hospital, Skilled N Facility, th pI t
e e e o Gl e S with incomplete,
o . o o
missing information
I~ Include a copy of the Federal Qualified RHC Letter for Rural Health Clinic {required as part of the facility credentialing/recredentialing o
process for Vantage Health Plan). o r S u b m Itte d
. o
incorrectly will be

returned.

I~ Include a copy of the Surety Bond for DME Suppliers (required as part of the facility credentialing/recredentialing process for Vantage
Health Plan).

SUBMIT ALL REQUIRED DOCUMENTS USING ONE OF THE OPTIONS BELOW
Mail: Email.
Vantage Health Plan - Credentialing Dept. recredentialing@vhpla.com

130 DeSiard Street, Suite 300
Monroe, LATI201




Recredentialing Process

(for both Professional Providers & Facilities)




Blue Cross Recredentialing Process

Use the chart below for the recredentialing process:

Process initiated by: Vantage:

Form(s) to complete for professional CAQH Application or Louisiana Standardized
provider recredentialing: Credentialing Application (LSCA).

Facility Credentialing Application, Facility Credentialing
Application Checklist and any applicable Facility
Information Form Attachments.

Form(s) to complete for facility
reverification:

To Vantage based on instructions included with

Where to submit forms: o
recredentialing form.

Verification Process: Vantage

Vantage by email: recredentialing@vhpla.com
Who to contact: Vantage by phone: (318) 807-4755




Credentialing Update

We partner with symplrCVO, to assist with the
primary source verification of our credentialing and
recredentialing applications.

Providers in the credentialing and recredentialing
process may be directly contacted by symplrCVO to
verify application details and supporting
documentation.

K gk
1111

If you have additional questions, you may email our Provider Relations
Department at provider.relations@bcbsla.com. We appreciate your

understanding as we work to expedite application processing.




LOUISIANA STANDARDIZED CREDENTIALING APPLICATION
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Find our credentialing links at www.bcbsla.com/providers

>Network Enrollment >Join Our Networks.




Required Recredentialing Supporting
Documentation for Professional Providers

The following documents must be submitted with your recredentialing
application:

Copy of state license.

Copy of DEA registration and CDS license (as applicable).

Copy of Malpractice Liability Certificate (copy of policy declarations page).
Complete the LSCA Attachment A - Location Hours.

Enclose a copy of the Collaborative Physician Agreement/Supervising
Physician Agreement for NPs and PAs.

* You must complete the applicable checklist and submit all the
indicated documents.

« Recredentialing packets with incomplete, missing information
or submitted incorrectly will be returned.




Facility Credentialing Application

FACILITY CREDENTIALING APPLICATION

ORGANIZATION SPECIALTY - FIRST PRACTICE LOCATION
[T Alcohol/Drug Rehabilitation Center (CDL) I~ Infusion Therapy Provider M Radiology (Diagnostic)

L] L]
W I I F I | I I~ Ambulance Services I7 suite I Diagnostic Imaging
I~ Ambulatory Surgical Center I~ Home 7 PETS

I~ CDU {Free Standing) I~ Intensive Qutpatient Program I Rehabilitation Center (Physical) (Free Standing)

. . . . . [T Charlty-Acute Care Hospital I~ Laboratory I Renal Dialysls Center
C d t I | t t 5 [~ Comprehensive Outpatient I Lithotripter Facllity I Residential Treatment Center
‘ \ o Rehabilitation Facility I™ Long Term Acute Care Facility I Retall Health Clinic
re e n I a I n g p p I C a I O n O ﬁ = DME [T Outpatient Cardiac Catheterization Faciity M1 Rural Health Clinic*
I~ Emergency Medicine Physiclans Group [T Partial Hospitalization Program I Skilled Nursing Facility {Free Standing)
[~ Federally QualiNed Health Center” [T Psychiatric Hospital (Free Standing) M Sleep Disorder Clinic/Lab

I~ Home Health Agency I Psychiatric Hospital I Specialty Pharmacy

. e e .
recredential facilities " o " oo R vy
° I~ Hospital M Urgent Care Clinic/Walk-In Clinic

“Reguirements for Federally Qualified Health Centes and Rural Health Clinic may vary by health plan M Other:

FIRST PRACTICE LOCATION

Facility Name:
. Physical Address:
5 iy State: ZIP Code:
E Parish/County: Physical Address Email
MainPhone.— Appointment Phone: Fax:
Facility Contact: TIN: NPI Number:

Office Hours: 1 H i |
MON TUES WED THURS R SAT SUN

Where should payments be sent?
Street Address:

City:. State: ZIP Code:
Contact Phone:. Fa Email.

Where should communications be sent?
Street Address:

City:. State: ZIP Code:
Contact: Phone: Fax: Email:

Whereshould mexdis! recore requests be sent?
Street Address:

City:
Contact:

State: ZIP Code:

RECORDS — CORRESPONDENCE — BILLING

Phone:

Does the office offer handicapped access for:
Building? I'lYes | No Parking? | Yes | No Restroom? | Yes | INo Other:

Accessible by public transportation:
Bus? | Yes | No Courier Service? | Yes | No Other:

Offers services for the disabled
Text Telephone (TTY)? Il Yes | No American Sign Language? | Yes | INo Mental/Physical Impairment Services? | Yes || MNo
Other:

ACCESSIBILITY

Does the office meet the American With Disabilities Accessibility {ADA) Requirements? [MYes T No

Patient Ages: (Piease check the age ranges of the client populations you treat)
Motob nar-11 F12-18 M19-65 [~ Over6s M All ages Other friease specify):

38



Other Required Forms

(for both Professional Providers & Facilities)




iLinkBlue Application Packet

iLinkBlue is our secure online tool for professional and facility healthcare providers. It is designed to help
you quickly complete important functions such as eligibility and coverage verification, claims filing and
review, payment queries and transactions.

The iLinkBlue Application Packet is included in our credentialing packets. These documents are required
to access iLinkBlue and become a participating provider.

Below are the four parts:

& © Lovisiana e

2 ayand

L
betwsen

LOUISIANA HEALTH SERWICE & INDEMNITY COMPANY. N

022 HEALTH PLAN'),

Averue Baton Rouge, Lovisars 70808 snd

A

mmmmmmm

Administrative Representative
Re

B LOUISIANG s rasentm % Louisiana Bl Puda Traostes @ Lovisiana s

[ ———

et 5T
e s Sl L Tt e e o Ly e reprmartane s mange

This adssedum, £ Addenchum') |5 Hoctis upon wccution, and amends and s mack part af he.
ikl Serice Agroement [Agrsment’} oy ord betweer

Previder ame:

40

iLinkBlue Service
Agreement

Business Associate Electronic Funds Administrative
Addendum Transfer (EFT) Representative

Enrolilment Form Registration Form

www.bcbsla.com/providers >Electronic Services >iLinkBlue.

The iLinkBlue Application Packet is also available online at
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iLinkBlue Application Packet

Included in the iLinkBlue packet:

The iLinkBlue Service Agreement is a
legal agreement between the provider and
Blue Cross and Blue Shield of Louisiana
required for accessing iLinkBlue.

@ ® Louisiana ...

THIS AGREEMEMT, made and entered Inta asof the,
baravan

day of 20 fy and

=LOUIEIARS HEALTH SERVICE & INDEMMITY COMPANY, INC—

[d/hy/a BLUE CROSS AND BLUE SHEELD OF LOUESLANA], (hereinafier referned 1o 2z "HEALTH PLANT, &
Louisiana corparatian domidled inthe Farsh of East Baban Rouge, herein represented by its duly
sutharized and undersigned officer, whose permanent mailing address i dedlared to be 3525 Raeitz
Averie, Baton Rouge, Louisiana 708095, and

Provicder Hair

A

Oy, State. BHp:

(Feerginalter refarrad 12 B "PROVIDER"), and who are the paeties 10 this AGREEMENT and for the
consideration amd upan the terms and condifons Pereinaer axpressec. oo hanshy sgnes a5 foliows

Section I Agreement

11 HEALTH FLAN grants to PROVIDER socess to HEALTH PLAN'E iLinkE lie wabslts in acoordarce
with tha Tarve of Lisa and Security Polcy that s sauallable on the iLinkS ke log-in and walcoma
screers. PROVIDER understands and agrees that such Terms of LUse and Security Folicy maybs
changed by HEALTH PLAM from time bo time under HEALTH FLAN's sale discretion, and that
PACVIDER will be bound by such tarms as a condition of s use of the ilinkBlus website.

13 FRCOVIDER agrees that it shall furnish, supply, configure, maintain, and service ol appropriate
and applicable parsonal compuier eguipment, telecommunication software and hardware, LAN
earfigurstions and emironmentd, and Intamet connectily necsdany and reguined to sooess tha
electranic senices provided by HEALTH PLAN, PROVIDER hurtfer agrees. (i it is respongible for
rErlaining this compuler eguipment in proper working condition

13 HEALTH FLAM agrees o provice user instruclion manuals and documentation or
cormespandence, o assist the FROVIDER in the proper use of the ilinkBlue webisite, HEALTH
FLAN shal proside sekphons ard other PROVIDER suppart services it ceanns reasanable,
Monday through Friday from 2 ame - 4:30 pon. C5T, with the escoption of HEALTH PLAM affice:
chosure due to annourced holidays or any unfareseen droumstances.

KTEDORAT PEPAT i o s b i Lo ek s i s ralaparcing Kesnasa. ot che ks (ncs s st Shiskd i
bbb el el | ko i W B | ety Ty




iLinkBlue Application Packet

Included in the iLinkBlue packet:

The Business Associate Addendum is
used to grant third-party agents such as a
billing agency or management company
access to iLinkBlue under the provider's
iLinkBlue Service Agreement.

It is required only if the provider uses a
billing agency or management company
that will need to access iLinkBlue on behalf
of the provider.

S LOUISIANG i o Adcensun

This addendum ["Addendum”} |s eflectve upan exscution, and amends and k made part of the
iLinkBlue Service Agresment [agreement’) by and betwesn:

Frovider Kamae:

Address,

City. State, Tp:
Ihereinafter referred bo 2z “PROVIDER”),
Bursiness Asscciate's Mame:

Afdress

City, Seate, Tip:

[hereinalter refirred Lo &2 “BUSINESS ASSOCIATE"), ard

Loaiiziana Mealth Service & Indemnity Company. Inc.
dfbfa Blse Croms and Bhee Shield of Lowisians

5525 Reitz Ave,

Baten Rodge, LA 70809

[herainafter referred to as "HEALTH PLAN")

'WHEREAS, PROVIDER has swscitad tha iLinkBlug Sardos Agresmant with HEALTH PLAM, through
which FROVIDER has been given access ta HEALTH PLAN's iLinkBlue websie

'WHEREAS, FROVIDER has contracbed BUSINESS ASE0CIATE to conduct certain administrative senices
on PROVIDER'S behall, and &5 part of BUSIMESS ASSOCIATE S redpansibilitied PROVIDER reeds to
provide BUSINESS ASSOCTATE with access 1o the ilinkBlue website.

'WHEREAS, FRCVICER ard HEALTH PLAN are both Covered Enfities and the information to be
e ed Bvessn BLISINESS ASSOCIATE acting on PROVIDER'S behalf snd HEALTH PLAN through the
iinkBlie webrile is confiserilial and Pratected Health Infarmation under the 1ems of e Haslth
Insurance Pariabilty and Accauntabilny Act of 1336 CHIPAAT), and the Healih Information Techralagy
for Ecancmic and Clindcal Haalth &ct, as Inconporated in the American Recovany and Ralmvestment Act
of 2008 ["HITECH'), and their respective reguiations and administratise guidanoe.

P R Y VR S T




Electronic Funds Transfer (EFT) Enrollment Form

@ Louisiana el i
T rece

e 0ur Bl Croms ared Ebuse Shiesc of Loulshana peyTmeants i slectrmn funds Fanafer (EFT, please compses the

ol iy indeeTisiben. B sasst

Kacatian. P cOMmact yuur Srancial st Lo assings 1o Be
or

» EFT is a free provider service where Blue Cross deposits
your payment directly into your checking account.

« With iLinkBlue, you have access to EFT notifications and
Payment Registers/Remittance Advices (can be printed
directly).

« All Blue Cross providers must be part of our EFT
program, including those signed up for iLinkBlue.

— == * The EFT Enrolliment Form includes a guide with detailed
e instructions on how to complete the form.

@ Lovisiana st

These forms are also available online at
www.bcbsla.com/providers >Resources >Forms.

To change or update your Blue Cross payments via EFT,

complete the Provider Update Request Form.




Administrative Representative Registration
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We require that each provider organization designate at

least one administrative representative to self-manage
user access to our secure online services.

o1 Administrative Representative
2® Louisiana Registation Fom
Complete each i
provi it tive i

at your Please include the information for the
is servicing, as well as contact information for both the administrative
i mal

Your administrative representative is responsible for
managing your secure access to the following Blue Cross
online services:

— iLinkBlue
— BCBSLA authorizations
— Behavioral health authorizations

— Pre-service review for out-of-area members
(BlueCard® members)

— and more

If you are part of a provider group or facility that already
has registered an administrative representative with Blue

Cross, you do not have to submit the Administrative
Representative Registration Form.

The Administrative Representative Registration packet is also available online
at www.bcbsla.com/providers >Electronic Services >Admin Reps.




Provider Directory

45

Keeping your information up to date with us is extremely important to help our members find you.

We publish demographic information in our online provider directory. The directory is available on
our website at www.bcbsla.com.

It is the contractual responsibility of all participating providers to contact Provider Credentialing &
Data Management to update your information as soon as it changes. This includes:

* Addresses (location information)

* Phone numbers

* Accepting new patients

» Providers working at certain locations

— In order to be listed in the directory, professional providers must be available to

schedule patients' appointments a minimum of 8 hours per week at the location
listed.

— Provide information about telehealth services.

To improve the accuracy of our online provider directory, we are making changes to help create the
most accurate directory for our members.

Our Provider Credentialing & Data Management team will work with you to help ensure your
information is current and accurate.




Provider Attestation Form

* Due to requirements of the federal Consolidated Appropriation Acts (CAA) 2021,
our PCDM Department is sending a Provider Attestation Form every 90 days to
all providers listed in our online provider directories to review their information
as it appears in our directories.

« If any of your information is not correct, there will be an option within the
Provider Attestation Form to complete and return our Provider Update Request
Form. This allows us to update the information we publish in our directories.

&1® Louisiana

« The form is emailed in a DocuSign format, prepopulated
with the information we have on file. The provider must
verify and attest to the accuracy of the information.

....................

semsazroszz

)) Providers who do not complete attestation of their
information will be removed from our online provider directories.

46




How to Update Your Information

47

It is important that we always have your most current information. Our revised Provider Update
Request Form now accommodates all your change requests, which are handled directly by our
Provider Data Management team.

& @ Louisiana

Provider Update Request

aaaaaaaaa

ppppppp

‘‘‘‘‘‘‘‘‘‘‘‘

When you access the form, check the appropriate box to indicate the type of
change needed. You may select more than one option.

Provider Information allows you to update your address, phone, fax, email
address, hours of operation and more.

EFT Termination or Change option is to update your EFT information.

Existing Providers Joining a New Provider Group is used to link an individual
provider to an existing provider group or clinic.

Terminate Network Participation is to request termination from one or more of
our networks.

Tax ID Number Change is to report a change in your Tax ID number.

Add a New Practice Location is for when a provider is adding practice location(s)
on an existing Tax ID.

Remove Practice Location is for when a provider is removing a practice
location(s) on an existing Tax ID.

This form link is available online at www.bcbsla.com/providers >Resources >Forms.




Provider Update Request Form

* Indicate on the Provider Request Form they type of change
you are requesting.

* You will only need to fill out the section of this form that
needs updating. Filling out the entire form is not required.

TYPE OF CHANGE

Check all applicable boxes below to indicate the information you wish to change. This allows you to

complete the required sections of the forms, as appropriate.

O Demographic Information

[] Electronic Funds Transfer (EFT)
Termination or Change

(does not apply for Blue Advantage EFT
update)

O Existing Providers Joining a New
Provider Group (includes solo
providers creating a hew provider group)

[0 Termination Request

[0 TaxID Number Change

[0 Add New Practice Location
(Existing Tax ID)

[J Remove Practice Location
(Existing Tax ID)

48




Provider Update Request Form

Complete the checklist:

« Some changes on our Provider
Update Request Form include a
checklist of required supporting
documentation needed to complete
your request.

* Please ensure all requested items on
the checklist are included or
completed before submitting.

« Submissions that are missing
checklist items will be returned.

49

For this practice location (please select at least one option):

O | am available to see patients at least 16 hours per week on a regular basis.

O | see patients here at least one day per month, but less than cne day per week on a regular basis,
O | cover or fill-in for colleagues within the same medical group on an as-needed basis only.

O | read tests or provide other services but do not see patients at this location.

O | do not practice here, but this location is within the medical group with which | am employed.
SECOND PHYSIC
Physical Address

City, State and ZIP Code | Phone Number Fax Number
Email Address
Type of Practice: O Mo change O Scko O Multi-spedialty Group O Single Specialty Group
O Hospital-based O Hospital-employed 3O Healthplan/Payor-cwned

Accepting New Patients Age Range of Patients (check all that apply)
O New O Existing Only O 0-6years O 7-11years O 12-18years O 19-65years [ Owver&5
O Other O All Ages O Other:

Meon., Tues. Wed. Thurs, Fri. Sat. Sun.
Office Hours - - - - - - -
Practice Hours (available appointment hours)

Ion,

Tues. Wed. ‘ Thurs. ‘ Fii. ‘ Sat. Sun,

For this practice location (please select at least one option):

O |am available to see patients at least 16 hours per week on a regular basis.
O | see patients here at least one day per menth, but less than one day per week on a regular basis,
O | cover or fill-in for colleagues within the same medical group on an as-needed basis only,
1| read tests or neovide other senvices but do not see natients at thic lncation

O 1do not practice here, but this location is within the medical group with which | am employed.

Before retuming this form te Blue Cross, please ensure the following:

O A copy of the Malpractice Liability Insurance Certificate is attached
O Check if this 3 new group or clinic not already on file with Blue Cross and complete the included ilinkBlue agreement
packet (Note: current providers joining groups that are on file do not need to complete the iLinkBlue packet.




Provider Credentialing & Data Management (PCDM)

Provider Network Setup, Credentialing, Contracting & Demographic Change

Vielka Valdez, Director, Provider Network Operations
vielka.valdez@bcbsla.com

Kaci Guidry, Manager, Provider Credentialing and Data Management
kaci.guidry@bcbsla.com

Kristin Ross, Manager, Provider Contract Administration
kristin.ross@bcbsla.com

Chrisy Cavalier, Supervisor, Provider Information (PCDM Status)
chrisy.cavalier@bcbsla.com

If you would like to check the status on your credentialing application or provider data change or update,
please contact the Provider Credentialing & Data Management Department by emailing
PCDMstatus@bcbsla.com or by calling 1-800-716-2299, option 2.



mailto:vielka.valdez@bcbsla.com
mailto:aci.guidry@bcbsla.com
mailto:kristin.ross@bcbsla.com
mailto:hrisy.cavalier@bcbsla.com

ADDRESSING YOUR

FEEDBACKe

At this time, we will address the - “ ‘
questions you submitted h -
electronically through the
webinar platform.

You may also email questions
after the webinar to
provider.relations@bcbsla.com.



mailto:provider.relations@bcbsla.com
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