
HP-3345 01-2022 

 
 
 
 
 

 
Requested Transactions: 

 X12 270/271  

  X12 820 
  X12 277ca  
  X12 834 *2 
  X12 276/277 

  X12 997/999  
  X12 837 Professional *1 
  X12 837 Institutional *1 
  X12 837 Dental *1  

 

  X12 837 Dental *1  
  HSA/HRA/FSA  

 
 

 
 
*1 Will you be using a clearing house (yes/no)?___________________ 
 
*2 Will you be sending Full or ACD files? ______________________ 
 

 
Frequency of Files (Daily/Weekly/Bi-weekly/Monthly)? _____________________________ 
 
 

Complete all below: Complete all fields 
 
 
Group Name: ____________________________________________________________    
 
 
Vendor Name: ___________________________________________________________ 
 
Vendor Address: __________________________________________________________ 
 
 
City_____________________________________  State _______   Zip Code ___________ 
  
 
Technical Contact Business name:_______________________________________________ 
 
Technical representative name: ___________________   Phone number: _________________ 
 
Technical representative email address:  __________________________________________ 
 
 

 

 

 

 

PO Box 91110 
Sioux Falls, SD 57109 

 (888) 535-4831 
Fax: (605) 328-7001 

sanfordhealthplan.com  

sanfordhealthplan.com 


