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COMMONWEALTH OF MASSACHUSETTS
DEPARTMENT OF INDUSTRIAL ACCIDENTS 

EDI TRADING PARTNER PROFILE

IMPORTANT:  Complete all fields designated with an asterisk ( * ).  Form will be returned if any required fields are missing.   

=======================================================================

PLEASE REFER TO ATTACHED INSURER’S LIST AND COMPLETE EACH INSURER’S/TRADING PARTNER INFORMATION.  SEND UPDATES ON EDI TP PROFILE AS IT APPLIES TO INSURER INFORMATION.
======================================================================================
Submit to:





                 
 Date  

     
Receiver Name: Commonwealth of Massachusetts, Department of Industrial Accidents     

E-mail:      
 francisco.pena@dia.state.ma.us 
TRADING PARTNER TYPE* (check all that apply): 

 FORMCHECKBOX 
Insurer         FORMCHECKBOX 
 Self-Insurer       FORMCHECKBOX 
 Service Co/Third Party Administrator
             
 FORMCHECKBOX 
 Large Deductible Employer Handling Its Own Claims

MASTER Trading Partner Information:

Sender Legal Name* (no abbreviations):     
Sender ID: The Federal Employer Identification Number of your business entity. This, along with your 9-digit Postal Code (Zip+4), will be used to identify a unique trading partner. The Sender FEIN and Postal Code provided below should be the same FEIN and Postal Code that will be sent for the SENDER ID in the Header Record for your Claims EDI transmissions.

Sender FEIN*:      
Postal Code* (9 digits):       –      
Physical Address/Office Location:
Address Line 1*:
     
Address Line 2:
     
City*:      


State*:      


Postal Code*:       –      
Mailing Address/Office Location:

Address Line 1*:       
Address Line 2:        
City*:       


State*:      


Postal Code*:      –      
Contact Information:

Business Contact*:



Technical Contact*:
Name:
     




Name:
     
Title:
     




Title:
     
Phone:
     




Phone:  
     
FAX:
     




FAX:
     
E-mail:
     




E-mail:        
Claims Handling Location Contact*:

Preparer Information*:
Name:
     




Name:
     
Title:
     




Title:
     
Phone:
     




Phone:  
     
FAX:
     




FAX:
     
E-mail:
     




E-mail:        
EDI FROI Trading Partner Insurer/Claim Administrator ID List 
     Date Prepared:



____________________


                Sender Company Name:

______________________________


                Sender E-mail Address:

 
______________________________


                Sender Master FEIN: 


_____________________________


     Sender Physical Postal Code (Zip+4):  _____________________________


     Trading Partner Type:


_____________________________
     Revision:    yes   or    no

This list will be used to reconcile FROI profile identification records.  If, after filing this form with the Department, any entries are added or removed from the listing, the trading partner shall submit a revised EDI Trading Partner Insurer/Claim Administrator ID List for changes only.
List all insurer/claim administrator FEINs and claim administrator postal codes that will be reported by the Sender. For each claim administrator, all physical adjusting locations must be listed separately. Please remove hyphens from FEINs and postal codes and format numeric fields as text fields.
	#
	Insurer/Claim Administrator/Self-Insurer Legal Name
	FEIN #
	Postal Code (Zip+4)**
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	Please add additional lines and pages as needed.
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