
Claims  Enrollment Instructions

 

Blue Cross Blue Shield of Tennessee 

Attention Providers: 

To start sending your claims electronically to Blue Cross Blue Shield of Tennessee through 

EDS, you will need to follow the instructions below required by the payer. 

Payer: Blue Cross Blue Shield of Tennessee 

Payer ID: CBTN1 

For Enrollment Questions: 

 

 

  

Payer Enrollment Application: Electronic Billing Request 

Email or Fax Applications to : 

 

 

Processing Time: 

Payer estimates 30-45 business days from the date 

of submission.  Please contact enrollment 800-482-
3518 when you receive the approval letter from 

BCBSTN this way we allow the claims to go 

through. 

Special Instructions: 

BCBSTN requires that you have a BCBSTN ID 

Number before submitting the enrollment form. 

If you do not have a BCBS of TN Provider ID 

please contact BCBS of TN at (800) 924-7141, opt. 

2 obtain one prior to submitting request for EDI 

enrollment. 

Contact theEDSEnrollment Department at(800)
482-3518orEnrollment@edsedi.com

Contact theEDSEnrollment Department at(800)
482-3518orEnrollment@edsedi.com

800.482.3518
400 Vermillion St . Hastings. MN 55033 01/08/2021

mailto:Enrollment@dentalxchange.com
mailto:Enrollment@dentalxchange.com


Your confirmation letters will be faxed to the fax number listed above; if the fax number is left blank the confirmation will be sent to 
the mailing address on file.  Note: It is your responsibility to notify your billing agent or clearinghouse that you are now set up to send 
and receive electronic transactions.

Contact Name:  Phone: 

              

  

  

  

1Page  of 3    Provider Data

Electronic Billing Request

I. PERSONAL/GROUP/FACILITY INFORMATION - PLEASE PRINT LEGIBLY

II. ELECTRONIC BILLING INFORMATION - PLEASE PRINT LEGIBLY

Select ONE Option and include all applicable information.
(If you are unsure of the Submitters identification number, verify this information with your vendor before 

completing.)

Filing Direct with 
Purchased Software or In 
House Software

Software Company Name: 

Submitter Identification 
Number:  Ext:  Phone: 

 
      

Retrieval of Reports/Remits through Secure File Gateway (SFG)

Claims Acknowledgement 
             (277CA)**

  
Electronic 

Remittance  
Advice (835) 

  

                     

                      

                     

                  

                 

     

Billing Contact: Ext:  Phone: 

Third Party Submitter Identification Number: 

Address: City: State: Zip: 

            

           

                   

 

  
 Please provide information only for the agency that submits the claims to BlueCross BlueShield of TN.   

Billing Agent / Clearinghouse Name: 
Filing with third party/billing 
agent

Who will submit your 
claims? (select one)

  
 List existing mailboxes if associated with a group. (Ex: UBAAA.X12, PTAAA.X12, ECAAA.X12)

Additional ANSI Transactions 

    
             

    

  It is the provider's responsibility to obtain and review all electronic reports to ensure proper receipt of claims by BlueCross BlueShield of Tennessee. An 
electronic control number (ECTN) is issued for each EDI claim received and serves as the receipt confirmation.                                                                              
ANSI Format Testing Information, Companion Guides, Edit Listings, Secure File Gateway System Information, and the HIPAA Compliancy Self Testing Web 
Tool can be found on the BlueCross BlueShield of Tennessee Web site at www.bcbst.com/providers/ecomm/.                               
 
               
 

 Group Practice Name:

                               (Required)

 Fax: 

Claims Submission

 Provider Name:

ggonzalez
Text Box
Email Address:



                

                  

                       

                 



               

                   

                  

                  

                

                   

                    

                    

                  

                   

                    

                    

                     

                        

        

             

                  

        

                 

       

 
                  

          

 

 

 

 
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III. User Access - PLEASE PRINT LEGIBLY

                             

           

IV. ELECTRONIC TRANSMISSION ACKNOWLEDGEMENT 

The client sending and receiving data will:

Please list all individuals who will be accessing BlueCross BlueShield of Tennessee systems.  If more space is needed, please make 
additional copies of this page.  It is the responsibility of the client to notify BlueCross BlueShield of Tennessee when an individual listed 
below leaves the employment of the client or has a legal name change.  Failure to do so may result in the agreement being terminated.

Individual Names (New Users Only) - All fields required to set up USERS

Account Type First Name and Last Name Phone #      Email Address

ONLY 1 BATCH ID PER MAILBOX
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Please sign indicating your acceptance of the Electronic Transmission Acknowledgement.

All information contained in this profile will remain in effect unless otherwise notified.

Please fax to:   (423) 535-7523 or mail to:           BlueCross BlueShield of Tennessee
Attn:  Provider Network Services
1 Cameron Hill Circle, Ste 0007

          Chattanooga, TN  37402

(Please Print) 

(Required)

Email: eBusiness_sysconfig@bcbst.com 
                                   or Mail to:
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IV. ELECTRONIC TRANSMISSION ACKNOWLEDGEMENT- Continued: 

Name: 

Position: 

Signature:  Date: 
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