GEORGIA STATE BOARD OF WORKERS’ COMPENSATION 

EDI TRADING PARTNER PROFILE
VENDOR NAME*:         






Date*:        
IMPORTANT:  Complete all fields designated with an asterisk ( * ).  Form will be returned if any required fields are missing.

Submit to:



 
Receiver Name: Georgia State Board of Workers’ Compensation     

E-mail:      
      edi@sbwc.ga.gov 
Telephone:
      404.656.3818
TRADING PARTNER TYPE*:  FORMCHECKBOX 
 Claims Administrator
TYPE OF TRADING PARTNER AGREEMENT*:  FORMCHECKBOX 
Initial     FORMCHECKBOX 
 Revision     FORMCHECKBOX 
 Vendor Change








            Previous Vendor Name:        
MASTER Trading Partner Information:

Sender Legal Name* (no abbreviations):     
Sender ID: The Federal Employer Identification Number of the claims administrator. This, along with your 9-digit Postal Code (Zip+4), will be used to identify a unique trading partner. The Sender FEIN and Postal Code provided below should be the same FEIN and Postal Code that will be sent for the SENDER ID in the Header Record for EDI Claims transmissions.

Sender FEIN*:      
Postal Code* (9 digits):       –      
Mailing Address/Office Location:

Address Line 1*:       
Address Line 2:        
City*:       


State*:      


Postal Code*:      –      
Contact Information for the person who can answer questions about this Trading Partner Profile:



 




Name:
     





Title:
     





Phone:
     





FAX:
     





E-mail:
     


Is the Master Trading Partner Address/Office Location provided above also an active claims office location at which workers’ compensation claims will be handled/adjusted?     * 

Will addresses/office locations other than, or in addition to, the Master Trading Partner address/office location be handling/adjusting EDI filings?      * 
- IF YES, PLEASE LIST ALL LOCATIONS ON SECOND PAGE.
GEORGIA STATE BOARD OF WORKERS’ COMPENSATION 

EDI TRADING PARTNER PROFILE
INDIVIDUAL Trading Partner OFFICE Information:

Complete the GA_EDI_TP Address and the contact information below for each address/office location that will be handling/adjusting EDI filings to SBWC. Include multiple sheets if necessary. 

***FOR EACH COMPANY/OFFICE LOCATION LISTED BELOW, YOU MUST SUBMIT A SEPARATE EDI TRADING PARTNER INSURER LIST.
For example, if Heather’s Insurance Company with postal code 30303-0000 is listed below, there should be an INSURER LIST which would list all insurers for which the specific location (30303-0000) would be sending for.
Claim Administrator Name:      

Claim Administrator FEIN*:       
Address Line 1*:       
Address Line 2:        
City*:       


State*:      
Postal Code*:      –      
Claim Administrator Name:      

Claim Administrator FEIN*:       
Address Line 1*:       
Address Line 2:        
City*:       


State*:      
Postal Code*:      –      
Claim Administrator Name:      

Claim Administrator FEIN*:       
Address Line 1*:       
Address Line 2:        
City*:       


State*:      
Postal Code*:      –      
Claim Administrator Name:      

Claim Administrator FEIN*:       
Address Line 1*:       
Address Line 2:        
City*:       


State*:      
Postal Code*:      –      
Claim Administrator Name:      

Claim Administrator FEIN*:       
Address Line 1*:       
Address Line 2:        
City*:       


State*:      
Postal Code*:      –      
Claim Administrator Name:      

Claim Administrator FEIN*:       
Address Line 1*:       
Address Line 2:        
City*:       


State*:      
Postal Code*:      –      
Claim Administrator Name:      

Claim Administrator FEIN*:       
Address Line 1*:       
Address Line 2:        
City*:       


State*:      
Postal Code*:      –      
Claim Administrator Name:      

Claim Administrator FEIN*:       
Address Line 1*:       
Address Line 2:        
City*:       


State*:      
Postal Code*:      –      
PAGE  
GA_EDI-1(03/13/2019) 




