Demographic Change Form User Guide

Access the Demographic Change Form
1. For best results use the Google Chrome browser.

2. To access the form from the Blue Cross Blue Shield of Texas website, click the Providers tab.

BlueCross BlueShield Ask IVY M
@ of Texas our virtual assistant

ﬁ Insurance Basics Shop Plans & Products Find a Doctor or Hospital Member Services Sign Up or Log In

Welcome Employers  Preducers | Pro Company Information ] Feedback Language Assistance [} En espafio

3. Onthe Providers Tab, select the Network Participation tab and then select How to Update Your
Information from the list of options.

Welcome Employers Producers

BlueCross BlueShield

of Texas
H Network Claims and Education &
Qe Participation Eligibility Reference
How To Jein

. Update Your Information I
Network Participa =
Change of Ownership

4. Scroll to Demographic Changes, then select Demographic Change Form.

Welcome Employers Producers H Feedback  Text Size: AAA

BlueCross BlueShield Company Information  Centact Us Search B
of Texas
H Network Claims and Education & Clinical Pharmacy Standards &
gme Participation Eligibility Reference Resources Program Requirements
Network Participation How to Update Your Information
How to Join Our Networks When seeking health care services, our members and other professionals trying to make referrals, often rely upon the

information in our online Provider Finder®. Having accurate and current information related to your office address,
additional locations, hours and other demographics makes it easier o complete these searches. It's very important that
Change of Ownership you inform Blue Cross and Blue Shield of Texas (BCBSTX) of demographic changes whenever any of your practice
information changes. As a provider, we ask that you submit ALL applicable information to avoid potential delays.
Change(s) may take up to 30 business days, so we ask that you always consider the impact of your change and the
timeliness of your submission.

I How to Update Your In10rmation|

*Refer to Navigating_Provider Finder & for assistance on checking Provider Finder for your information and for locating
other specialists and health care providers.

I Demographic Changes I

If you need to change existing demographic information, complete theI Demographic Change Form 7 fo initiate the
process

Version 1.0 TX Page 1 of 12 10/01/2020


https://www.bcbstx.com/provider/

Demographic Change Form User Guide
______________________________________________________________________________________________________________________________________|

5. Enter your information. Notice that * indicates a required field.

Change Existing Demographic Information

Identification Information
* Indicates required field

* Type of Provider Individual Provider Locum Tenens Group/Clinic Facility/Ancillary
Submitter Information Provider Information

* First Name: * Name of Provider/Group:

* Last Name: * Tax ID Number:

* Telephone Number:Ext: Rendering NPI:

* Job Title/Position: * Billing NPl Number:

* Email Address:

* Type Type 1 (Individual) Type 2 (Group)
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6. * Type of Provider (Note: Form needs to be completed and submitted for each applicable provider and/or
group provider record |ID#)
A. Individual Provider is a provider who will not be employing another professional provider
a. A provider who will be using his/her social security number (SSN) for tax purposes
b. A provider whose Federal Tax Identification Number (TIN) is legally in the provider's name
c. A provider who is not incorporated
d. A provider who practice exclusively in an inpatient or freestanding facility. Eligible specialties
include, but are not limited to, Anesthesia, Emergency Medicine, Radiology, Pathology,
Neonatology & Hospitalist.
B. Locum Tenens is a provider who temporarily fulfils the duties of another provider. These professionals
are still governed by their respective regulatory bodies
C. Group/Clinic
a. A provider who has a practice with more than one professional provider
b. A provider whose Federal Tax Identification Number (TIN) has a corporate legal name
c. A provider whose billing entity is incorporated
D. Facility/Ancillary are inpatient or freestanding facilities or ancillary (i.e., DME, Hearing Aid,
Rehab) providers.

7. Submitter Information

Required contact information of person completing the Demographic Change Form,
should we have questions on the data submitted.

o First and Last Name
Daytime Telephone Number
Job Title/Position

Email Address

(el elNe)

8. Provider Information

» Name of Provider/Group

» Tax ID

» Rendering NPI -A National Provider Identifier (NPI) is a 10-digit numerical identifier for providers of
health care services. Type 1 is at the practitioner level. It is a personal identifying number for the
individual healthcare provider. An individual is eligible for only one NPI.

» Billing NPl Number - A National Provider Identifier (NPI) is a 10-digit numerical identifier for
organizations such as physician groups, facilities, hospitals, home health agencies, labs and durable
medical equipment (DME) providers.

o0 Organizations must determine if they have “subparts” that need to be uniquely identified in
HIPAA standard transactions with their own NPIs. A subpart is a component of an organization
health care provider that furnishes health care and is not itself a separate legal entity.

o If anindividual is a health care provider and is incorporated, they may need to obtain an NPI
for themselves (Type 1) and an NPI for their corporation or limited liability company (LLC)
(Type 2).

See the Centers for Medicare & Medicaid Services (CMS) National Plan and Provider
Enumeration System to search the NPI Registry or to apply for your NPl number.
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Below screenshot is for Individual, Locum Tenens, or Facility/Ancillary Providers:

Type of Change

Name

NP/ Tax

Office Physical Address
Billing Address
Credentialing Address
Administrative Address
Other Provider Updates

Change Existing Demographic Information

Below screenshot is for Group/Clinic use. It has the “Remove Provider from Group/Location” option at the

bottom:

Type of Change

Name

NPI/Tax

Office Physical Address
Billing Address
Credentialing Address
Administrative Address
Other Provider Updates

Remove Provider from Group/Location

Change Existing Demographic Information
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Next Screenshots are in chronological order based on the Type of Change selected in the previous screenshot

Name:

Change Existing Demographic Information

Name Change

* Indicates required field

Attach signed and dated W-9 for name change. If you have multiple titles please list additional titles in the below comments box.

Current Name New Name
First Name: First Name:
Middle Mame Middle Name:
Last Name: Last Name:
Suffix: Suffix:
v v
Current Title: New Title:
Current Practice Name: New Practice Name:

Additional Information
Comments: * Effective Date of Change: Attach Documentation:

—

Combined file size = 0.0 MB
Choose File | No file chosen

[

Submit Form
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NPI/Tax ID;

Change Existing Demographic Information

NPI/Tax ID Change

* Indicates required field

Attach signed and dated W-9 with correct classification box checked.

Current Information New Information
Current Billing NFI Number: New Billing NPl Number:
Current Tax ID Number: New Tax 1D Number:

Additional Information
Comments: * Effective Date of Change: Attach Documentation:

e

Combined file size = 0.0 MB
Choose File | No file chosan

[+

Submit Form
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Office Physical Address/Satellite location: Complete all information.
For the Primary Location reply:
“Yes”, will replace current main physical location information.
“No” adds information as a directory location/satellite address.

Office Physical Address/Telephone/Fax/Email/lHours of Operation Change
* Indicates requined figid
Complela a separata form lor sach office physical address change requast. This information s utihzed for the member direclones A PO Box
address will not be acceplad as an official physical address, |f your pnmary address change involves moving 1o a different county, this could
impact your claims payment

Current Office Physical Addreas MNew Office Physical Address

Address Line 1 Address Line 1

Address Ling 2 Address Line 2

t ity

State Zip Code Slata Zip Code

Telaphone Number Exl Telephene Numbear Ext

Email Email

Fax Mumber Fax Number
Primary Location Yes No
Supenising Physician

Accepting New Patients

Hours of Operation Change
For more than ong set of hours for same day, please note in the commaents box balow
Open 24/7
Mon o Wad o Fn o Sun [+
Tue o Thu 1o Sal o
Amaericans with Disabilities Act (ADA)
® Ara tha lollowing slandards in accordance with the Amencans with Disabibties Act? Yas ® No

Additional Information

Commants ® Effective Date Altach Documentation

Combnned hle size = 00 MB

Choose File | No file chosen
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______________________________________________________________________________________________________________________________________|

Billing Address:

Change Existing Demographic Information

* Indicates reguired field

the group letternead.

Current Billing Address

Address Line 1:

Billing Address/Telephone/Fax/Email Change

New Billing Address

Address Line 1:

Changes requested to a group's information will only be accepted if submitted by the group. Supporting documentation must be submitted on

Address Line 2:

Address Line 2:

City:

City:

State: Zip Code:

v

Telephone Number: Ext:

)

State: Zip Code:

v

Telephone Number: Ext:

I

I

]
z

Additional Information
Comments:

* Effective Date of Change: Attach Documentation:

-

Combined file size = 0.0 MB
Choose File | No file chosen

[+

Submit Form
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______________________________________________________________________________________________________________________________________|

Credentialing Address:

Change Existing Demographic Information

*

Indicates required field

the group letterhead.

Current Credentialing Address

Address Line 1:

Credentialing Address/Telephone/Fax/Email Change

New Credentialing Address

Address Line 1:

Changes requested to a group's information will only be accepted if submitted by the group. Supporting documentation must be submitted on

Address Line 2:

Address Line 2:

City:

City:

State: Zip Code:

v

Telephone Number:  EXt:

State: Zip Code:

T

Telephone Number:  Ext:

Fax Mumber:

Credentialing Contact Name:

Additional Information
Comments:

* Effective Date of Change: Attach Documentation:

o0

Combined file size = 0.0 MB

Choose File | Mo file chosen

o

Submit Form
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Demographic Change Form User Guide

Administrative Address:

Change Existing Demographic Information

Administrative Address/Telephone/Fax/Email Change
* Indicates required field

Changes requested 1o a group's information will only be accepted if submitted by the group. Supporting documentation must be submitted on
the group letterhead.

Current Administrative Address New Administrative Address
Address Line 1 Address Line 1:
Address Line 2: Address Line 2:
City: City:
State: Zip Code: State: Zip Code:
v v
Telephone Number: Ext: Telephone Number:  Ext:
Email: Email:
Fax Number: Fax Mumber:

m

Administrative Contact Name:

Additional Information
Comments: * Effective Date of Change: Attach Documentation:

—

Combined file size = 0.0 MB
Choose File | No file chosen

M

Back Submit Form
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Other Provider Updates:

Change Existing Demographic Information

Other Provider Updates

* Indicates required fisld
Current Information

Hospital Privilege (list ally:

Ambulatory Surgery Center Privileges (list all):

New Information

Hospital Privilege (list all):

Ambulatory Surgery Center Privileges (list all):

License Number: License Number:

Specialty: Specialty:

Subspecialty Subspecialty:

Specialty Effective Date: Specialty Effective Date:

Specialty Certification Date: Specialty Certification Date:

Board Certified: Yes No Board Certified: Yes No
Provide Lactation Services Yes Mo Provide Lactation Services: Yes No
Date Of Birth: =
DEA Number:

DEA Number Expiration Date:

Languages (spoken or written):

Medical School Name

Date of Graduation:

Residency Hospital Name:

Residency Period:

From 5| To

Ethnicity

Additional Information

Comments: * Effective Date of Change: Attach Documentation:
Combined file size = 0.0 MB
Choose File | No file chosen
[
Back Submit Form
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Remove Provider from Group/Location:

Remove Provider from Group/Location

Indicates required field

If you are removing a provider from mere than two service locations, please Attach an Excel file with all applicable locations.
Individual Provider Information

* Individual Provider Name:

Individual's Type 1 NPI:

Other ID Number (Eg: Medicaid #, AP #, LTSS #, TPI #):

Provider Location Information

Remaove Provider from all locations on file

Address Line 1:

Address Line 2:

City:

State: Zip Code:

A

* Reason for leaving:

* Effective Date of Termination:

Add another location for removal

Additional Information
Comments: Attach Documentation:

Combined file size = 0.0 MB
Choose File | No file chosen

0

* | certify that the information submitted within this form is accurate and complete

Back Submit Form
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