Healthy Blue f&sithy Connections e
BlueChoice® HealthPlan of SC MEDICAID @@
New Provider Application

To apply for participation in the Healthy Blue provider network, please complete this
form.

Provider website:

What languages (including American Sign Language) are offered by your staff?

Have you completed cultural competency training? @ Yes O No

Do your office, exam rooms and equipment

accommodate people with physical disabilities? Yes @ No

Providers can be connected to more than one location. Please list all practice locations
to which you are connected.

Note, if you are a primary care physician and would like members assigned to you at a
location, please select yes. By selecting yes, membership will be assigned, and you will
receive a Gap in Care Report for that location.

Practice name: EIN #:
Address:

City, State and ZIP:
Phone: Fax:

Office contact:

Does this provider want members assigned to him/her at this location? Yes O No

Practice name: EIN #:
Address:

City, State and ZIP:
Phone: Fax:

Office contact:

Does this provider want members assigned to him/her at this location? O Yes O No

www.HealthyBlueSC.com

BlueChoice HealthPlan is an independent licensee of the Blue Cross and Blue Shield Association. BlueChoice HealthPlan has contracted
with Amerigroup Partnership Plan, LLC. an independent company, for services to support administration of Healthy Connections.

To report fraud, call our confidential Fraud Hotline at 877-725-2702. You may also call the South Carolina Department of Health and Human
Services Fraud Hotline at 888-364-3224 or email fraudres@scdhhs.gov.
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Address:

City, State and ZIP:

Phone: Fax:

Office contact:

Does this provider want members assigned to him/her at this location?

Practice name: EIN #:

Yes @ No

Address:

City, State and ZIP:

Phone: Fax:

Office contact:

Does this provider want members assigned to him/her at this location?

Practice name: EIN #:

O Yes @ No

Address:

City, State and ZIP:

Phone: Fax:

Office contact:

Does this provider want members assigned to him/her at this location?

O Yes O No

Email the completed form and required documents to Provider.Blue.Enroll@bcbssc.com

or fax 803-870-8919.


mailto:Provider.Blue.Enroll@bcbssc.com
https://web.southcarolinablues.com/UserFiles/scblues/Documents/Providers/Credentialing/BCMC_184899_18%20Credentialing%20Checklist_Online_Final.pdf
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