 [image: image1.png](Ccmmumty

alth Gro



                                            PROVIDER CONTRACT APPLICATION                                                                                                                   

Contract Application Instructions

1) Complete the Provider Contract Application, if your contract type/specialty is one of the following:

a. Allied Health

b. Ambulance or Non-emergency transportation

c. Ambulatory Surgery Center

d. Birthing Center

e. Clinical Laboratory

f. Diagnostic Center 

g. Dialysis Center

h. DME

i. Health Education

j. Hearing Aid Dispenser

k. Home Health Care

l. Hospice

m. Hospital

n. Infusion Therapy

o. Intermediate Care Facility

p. Orthotics/Prosthetics

q. Skilled Nursing Facility

r. Urgent Care

2) A W-9 form is required to identify the contracting entity before contract issuance.  W-9 must accompany Contract Application.

3) If you are interested in submitting claims directly to CHG free of charge, you  may be able to do so by  setting-up via CHG’s Secure Web Portal at:  https://extra.chgsd.com/EDI/
4) For questions regarding EDI or using the secure web portal, please contact Allan Sombillo, EDI Applications Manager, at asombi@chgsd.com.
5) Please return application electronically as a Microsoft Word document (PDF AND FAXED COPIES WILL NOT BE ACCEPTED) to Maria Diaz, Contracting Administrative Assistant, at madiaz@chgsd.com .  W-9’s may be faxed to (619) 476-3836, if a PDF is not available.  For questions regarding the application, please contact Maria Diaz at (619) 498-6560.
6) If seeing patients under the age of 21 years, please apply to CCS.

http://www.dhcs.ca.gov/services/ccs/Pages/ProviderEnroll.aspx    
NOTE:  Approved Contract Applications require EDI set-up prior to contract issuance.
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