
   

 

SOLO PROVIDER RECORD ID INFORMATION FORM PACKET  
 

The Solo Provider Record ID Information Form Packet should be completed by  any of the following :  

 A provider who will not be employing another professional provider  

 A provider who will be using his/her soc ial security number (SSN) for tax purposes  

 A provider whose Federal Tax Identification Number (TIN) is legally in the providerôs name 

 A provider who is not incorporated  
 

The attached packet contains all of the forms that are required to be completed to as sign a Blue Cross and 

Blue Shield of Texas (BCBSTX) internal Solo Provider Record ID.  Please fully complete all applicable 

information in its entirety and forward the completed packet along with a copy of the providerôs State 

License and completed W -9 to BCBSTX Provider Administration by fax (prefe rred method)  or by mail .  The 

fax number and mailing address are indicated below.  
 

A.  Provider of Service Information ï Please indicate only one specialty which represents the 

majority of the providerôs practice  on the Provider Record ID Application Form on page 2 .  

Residents should note that a Provider R ecord ID will not be assigned, nor can 

reimbursement be made for their services in an approved residency program.  
 

B.  Billing Information ï Social Security Number, Fede ral Tax Identification Number .  W-9 Form 

must be completed in its entirety; the name that will appear on any reimbursement or Form 1099 

will be the p arty to which payment is made. We will only make provider payments to the individual 

that rendered the serv ice(s) and supplied a Tax Identification Number belonging to the named 

individual. If an individual provider wishes to be paid directly, the provider must qualify to receive 

an internal Solo  ( Individual )  Provider Record ID which will be established in the name that matches 

the TAX Identification Number suppli ed. If you are applying for an internal Solo Provider Record ID, 

please complete the Provider Record ID Application Form on page 2 and the W -9 Form on page 3.  

 

C. Individual PARPLAN contract is attached at  the back of this packet if you are interested in 

joining.  
 

In the event there are changes to your information, i.e. , TIN, NPI and /or any other contact information  or 

address change , please notify us as soon as possible so that we may correct your records.  Any such 

change that is not reported could affect our ability to make accurate payment to you. These changes or 

any Provider Record ID questions should be directed to the Provider Administration department indicated 

below.  
 

After BCBSTX has processed your  information and has established your Solo Provider Record ID, the 

Provider Administ ration department  will notify your office  by mail . 

 

     

 

 

 

 

 

 

 

 

We look forward to assisting you in the future.  
 

Blue Cross and Blue Shield of Texas  

Attn: Provider Admini stration  

P.O. Box 650267  

Dallas, TX  75265 -0267  

Phone: 972 - 996 - 9610  

Fax: 972 - 996 - 8445  

 

IMPORTANT ï Please Note:   Your assigned BCBSTX internal Solo Provider Record ID does NOT mean  

that you are a participating provider.  Until you are contracted & credentialed and have an effective date 

with BlueChoice ®  PPO/POS and/or HMO Blue ®  Texas, your claims will be processed as out -of -network as 

applicable.  
 

To become a BCBSTX participating provider, you will need to be contracted & credentialed with 

BlueChoice PPO/POS and/or HMO Blue Texas.  Please visit the BCBSTX provider website at 

bcbstx.com/provider , click o n the Network Participation tab and go to ñHow to Join BCBSTX Provider 
Networks ò for contracting information and CAQH credentialing information. 
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SOLO PROVIDER RECORD ID INFORMATION FORM  
 

Return This Form To:  Blue Cross and Blue Shield of Texas  Phone: 972 - 996 - 9610  

 Attn:  Provider Administration  Fax: 972 - 996 - 844 5  

 P.O. Box 650267   

 Dallas, TX 75265 - 0267   

 
A.  Provider of Service Information (Print or Type)  Address No. 1  Place of Practice /  Phon e #  /  Fax #  
Provider Name (as shown on W -9):  
 
 

Address :  
 

Suite  #:  

Provider Date of Birth:  City  
 

State  
 

Zip  County  
 

Specialty:  AANA Certification #:  
Effective Date:  

Area Code/Phone #:  
 

State License #:  
 

Area Code/Fax #:  
 

Type 1 NPI :  
 

Email Address :  

CAQH Provider ID:  Contact Name :  
 

Is provider currently in a:   Residency Program  Yes Ž No Ž 
                                        Fellowship Program  Yes Ž No Ž 

Area Code/Phone #:  
 

B.  Billing Information  Address No. 2  Accounting Address  /  Mail Check To:  

Social Security Number (SSN):  Address:  
 

Suite #:  

Tax Identification Number (TIN) :  
 
 

City  
 

State  
 

Zip  County  
 

Area Code/Phone #:  
 

1.  Is this your personal taxpayer number?   
             Yes Ž  No Ž 
 

Area Code/Fax #:  
 

Email Address:  

2.  Does it belong to a Corporation, partnership, etc?  

                          Yes Ž  No Ž 
 

Contact Name :  
 

Area Code/Phone #:  
 

To the best of my knowledge, the information supplied on this document is accurate and complete.  

Upon submission of this application, provider hereby releases this information to Blue Cross 

and Blue Shield of Texas for the purpose  of establishing a BCBSTX Solo Provider Record ID.  

For Advanced Practice Nurses (APNs):  

(1)  Please attach written protocols or other written authorization by physician who currently 
participates with Blue Cross and Blue  Shiel d of Texas and/ or HMO Blue Texas.  

(2)  Please provide the name of the physician who participates with Blue Cross and Blue Shield of 
Texas and/ or HMO Blue Texas with whom you have written protocols or other written 

authorization.  

Physician Name:  ________________________ __________ Physician Speci alty:  ______________________  

Please complete all information above. This form will be returned if incomplete.  

Attach copies of:  State License (required)  & W - 9 (required)  

Return completed forms to:  

     Blue Cross and Blue Shield of Texas  
     Attn: Provid er Administration  
     P.O. Box 650267  
     Dallas, TX 75265 -0267  
     Phone: 972 -996 -9610  
     Fax: 972 - 996 - 8445  
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