Application for EDI Partnership 
With Georgia State Board of Workers' Compensation 
	Name of Organization:
	     

	(If you have more than one, fill out a separate application for each.)

	
	

	Name of Contact:
	     

	
	

	SBWC ID #:
	     

	
	(5 Digit # supplied by GA SBWC)

	Contact Phone Number:
	     

	
	

	Contact Address:
	     

	
	

	
	     

	
	

	
	     

	
	

	Contact Email Address:
	     

	
	

	Current Status
	

	States your organization is
	     

	Sending EDI transmissions
	

	Currently
	     

	
	

	Please Identify the IAIABC
	     

	Version
	


Implementation Test

First Choice:

Group 1  FORMCHECKBOX 
  Group 2  FORMCHECKBOX 
Group 3  FORMCHECKBOX 

Second Choice:
Group 1  FORMCHECKBOX 
  Group 2  FORMCHECKBOX 
Group 3  FORMCHECKBOX 

Claims office Contact Information

Status = A (Add), C (Change), D (Delete) 

	Office Name           
	Status
	Person Name
	FEIN
	Phone Number
	Address
	Email Address
	2007 Claims Count

	1)
	     
	     
	     
	     
	     
	     
	     
	     

	2)
	     
	     
	     
	     
	     
	     
	     
	     

	3)
	     
	     
	     
	     
	     
	     
	     
	     

	4)
	     
	     
	     
	     
	     
	     
	     
	     

	5)
	     
	     
	     
	     
	     
	     
	     
	     

	6)
	     
	     
	     
	     
	     
	     
	     
	     

	7)
	     
	     
	     
	     
	     
	     
	     
	     

	8)
	     
	     
	     
	     
	     
	     
	     
	     

	9)
	     
	     
	     
	     
	     
	     
	     
	     

	10)
	     
	     
	     
	     
	     
	     
	     
	     

	11)
	     
	     
	     
	     
	     
	     
	     
	     

	12)
	     
	     
	     
	     
	     
	     
	     
	     

	13)
	     
	     
	     
	     
	     
	     
	     
	     

	14)
	     
	     
	     
	     
	     
	     
	     
	     

	15)
	     
	     
	     
	     
	     
	     
	     
	     

	16)
	     
	     
	     
	     
	     
	     
	     
	     

	17)
	     
	     
	     
	     
	     
	     
	     
	     








