
  
     

 

             
 

  
 

 
 

   
 

 
 

   
                                                                                 

  
 

   

  

  

   

   
 

   
                            

       

 
         

    
                                                                                                     

 

 

  

   

   
                                                                                                                                                                                  

   
 

                                                                                                                 
 

 

   

   

   
 
 

 

 

 

 

 

 

  

 

 
    

       
 
 

     
                               

 

_____________________________________________________________________________________________ 

_____________________________________________________________________________________________ 

_________________________________________________________________________________________ 

New Clinic/Group Application 
Arkansas Blue Cross and Blue Shield  Health Advantage  USAble Corporation 

Type of Clinic Services: □ Primary Care □ Specialty Care □ Emergency Services 

Name of Clinic/Group 

Signage name displayed to patients (if different from above) 

Effective Date _______________________Clinic/Group EIN ____________________________________________ 
(Attach IRS verification of EIN) 

Clinic/Group NPI# ______________________________________________________________________________ 

 Street  Address of Clinic/Group ________________________________________________________________ 

__________________________________________________ County_________________________________ 

Phone # for Patient Appointments ____________________________________________________________ 

Clinic/Group Fax # __________________________________________________________________________ 

Contact Person ______________________________________Contact Phone # _________________________ 

Office hours at this location-
Open/Close Open/Close Open/Close Open/Close Open/Close Open/Close Open/Close 

Mon. _______ Tues. ________Wed__________ Thurs._________ Fri.___________ Sat.________ Sun.________ 

Web URL__________________________________________________________________________________ 

 Correspondence Address of Clinic/Group________________________________________________________ 
(If different than above) 

__________________________________________________________ County____________________________________ 

Correspondence Phone #_____________________________________________________________________ 

Clinic/Group Fax # __________________________________________________________________________ 

Contact Person ______________________________________Contact Phone # _________________________ 

 Payment  Address of Clinic/Group 

(If different than above) 
_____________________________________________________________County__________________________________ 

Payment Phone # ___________________________________________________________________________ 

Clinic/Group Fax # __________________________________________________________________________ 

Contact Person ______________________________________Contact Phone # _________________________ 

________________________________________________________________________ Title ________________________________ 
Print Name and Title of Authorized Facility Representative 

Signature _______________________________________________________________ Date ________________________________ 
NO STAMPS OR DIGITAL SIGNATURES 



 

     

   

     

   

 
                            

       

 

     

   

     

   

 
                            

       

 

     

   

     

   

 
                            

       

 

     

   

     

   

 
                            

        

 

     

   

     

   

 
                            

        

 

 

    

Additional Locations 

 Location Name __________________________________________________________________________________ 

Address ________________________________________________________________________________________ 

Phone ________________________________________ Fax ______________________________________________ 

Office hours at this location-

Open/Close Open/Close Open/Close Open/Close Open/Close Open/Close Open/Close 

Mon. _______ Tues. ________Wed__________ Thurs._________ Fri.___________ Sat.________ Sun.________ 

 Location Name __________________________________________________________________________________ 

Address ________________________________________________________________________________________ 

Phone ________________________________________ Fax ______________________________________________ 

Office hours at this location-

Open/Close Open/Close Open/Close Open/Close Open/Close Open/Close Open/Close 

Mon. _______ Tues. ________Wed__________ Thurs._________ Fri.___________ Sat.________ Sun.________ 

 Location Name __________________________________________________________________________________ 

Address ________________________________________________________________________________________ 

Phone ________________________________________ Fax ______________________________________________ 

Office hours at this location-

Open/Close Open/Close Open/Close Open/Close Open/Close Open/Close Open/Close 

Mon. _______ Tues. ________Wed__________ Thurs._________ Fri.___________ Sat.________ Sun.________ 

 Location Name __________________________________________________________________________________ 

Address ________________________________________________________________________________________ 

Phone ________________________________________ Fax ______________________________________________ 

Office hours at this location-

Open/Close Open/Close Open/Close Open/Close Open/Close Open/Close Open/Close 

Mon. _______ Tues. ________Wed__________ Thurs._________ Fri.___________ Sat.________ Sun.________ 

 Location Name __________________________________________________________________________________ 

Address ________________________________________________________________________________________ 

Phone ________________________________________ Fax ______________________________________________ 

Office hours at this location-

Open/Close Open/Close Open/Close Open/Close Open/Close Open/Close Open/Close 

Mon. _______ Tues. ________Wed__________ Thurs._________ Fri.___________ Sat.________ Sun.________ 

* This form may be copied for any additional locations 
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