
INDIANA WORKERS’ COMPENSATION BOARD

MASTER TRADING PARTNER PROFILE

TRADING PARTNER TYPE:



X_ Jurisdiction



__ Claims Administrator



__ Service Bureau


__ Other (specify): 




__ Employer





MASTER TRADING PARTNER INFORMATION:



Name:

Indiana Worker's Compensation Board





Master FEIN:
356000158








Phy Address:
402 West Washington Street, Room W196





City:

Indianapolis








State:

IN

Postal Code: 
46204-2753





Mail Address:











City:












State:



Postal Code:





CONTACT INFORMATION:


Business Contact:




Technical Contacts:


Name:  

  Rob Howell                                                  Name:  
 
              
         


Title                       Senior Systems Analyst                 
              Title: 
_______________                


Phone:

  (317) 233-0396                                             Phone:    _______________


FAX:   
                317-233-5493                                                FAX:   
_______________                                                

              Email:

  rhowell@wcb.in.gov                              Email:
_______________

Complete if using ANSI
ANSI Sender/Receiver Qualifier:     Production:_____   Test _____

ANSI Sender/Receiver ID:               Production______  Test______

                                                            TRANSMISSION PROFILE --  SENDER'S RESPONSE
Return this page to:


RECEIVER NAME:  Indiana Workers’ Compensation Board


RECEIVER IDENTIFIER:  Receiver FEIN:  35--6000158       Receiver Postal Code:  46204-2753 

PROFILE ID: 



DESCRIPTION:
Indiana EDI Transmission Requirements

SENDER SELECTIONS/INFORMATION:

MASTER TRADING PARTNER INFORMATION:









Name:






FEIN:






SENDER NAME:












TRADING PARTNER TYPE:
__ Jurisdiction      __ Claims Admin      __ Employer      __Carrier     





                                            __ Other  

SENDER IDENTIFIER:  Sender FEIN: 



Sender Postal Code: 




        TRANSACTION INFORMATION                                        ACKNOWLEDGMENT INFORMATION
	PRIVATE 

Transaction

IAIABC/ANSI
	Format
	Release/

Version
	Projected

Number

per Trans
	
	Mode
	Level

	148/148
	
	
	
	
	
	

	A49/148
	
	
	
	
	
	

	POC/271
	
	
	
	
	
	

	MED 837
	
	
	
	
	
	

	PRIVATE 
AKI/824
	
	
	


TRANSMISSION FREQUENCY (select only one from Receiver's options):

         Daily


         Weekly -- SUN   MON  TUE  WED  THU   FRI  SAT


         Monthly
Day (1-31):   ____ 


         Quarterly 
Month(s):   JAN   FEB   MAR   APR   MAY   JUN   JUL   AUG   SEP   OCT   NOV   DEC  




Day (1-31):   ____ 


           Annually
Month:   JAN   FEB   MAR   APR   MAY   JUN   JUL   AUG   SEP   OCT   NOV   DEC  




Day (1-31):   ____ 
 


     Other:  







SELECTED MEDIA:         Electronic Mailbox          Direct Connect   ____VAN*  ____FTP  ____Email
*VAN Information:  (If Applicable) 

ELECTRONIC MAILBOX INFORMATION:


Network:
_______________
	PRIVATE 

	TEST
	PROD

	PRIVATE 
Mailbox Acct ID:
	
	

	User ID:
	
	

	PRIVATE 
Message Class:
	
	


CONTACT INFORMATION


Business Contact:





Technical Contact

Name ______________________________



Name ______________________________

Title  ______________________________



Title  ______________________________

Address ____________________________



Address ____________________________

City _______________________________



City _______________________________

State ______________________________



State _______________________________

Zip   ______________________________                                               Zip ________________________________

Phone _____________________________



Phone ______________________________

E-Mail ____________________________



E-Mail _____________________________

Fax _______________________________



Fax ________________________________
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