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COUNTY OF LOS ANGELES – DEPARTMENT OF MENTAL HEALTH 
 

CHIEF INFORMATION OFFICE BUREAU 

DIRECT DATA ENTRY/ELECTRONIC DATA INTERCHANGE SELECTION 
AGREEMENT FORM    

  
Please select the method in which you will send/receive transactions and list all the provider name(s), 
organizational unit(s) and address(es) used in billing for under your Mental Health Service Agreement.    
  
  
Transaction Type 
  
Enter DDE or EDI for each Transaction:  
  
DDE or EDI    

Transaction and Type  
DDE or   
EDI  

  
Transaction and Type  

  270/271 Eligibility Inquiry/Response    837P/835 Professional Claim/Remittance Advice  
  276/277 Claim Status Inquiry/Reply to 276    837I/835 Institutional Claim/Remittance Advice  
DDE only  278 Request for Authorization  EDI only  997 Functional Acknowledgement  
  834 Benefit Enrollment and Maintenance     SIFT Legal Entity Extract Files 
 
  
*Legal Entity Number  __________   Legal Entity Name ______________________________   
  
Provider Number(s) and Provider Name(s)   
  
Provider Number  Provider Name  
    
    
    
    
    
    
    
    
    
    
    
 
*Applicable to SD/MC Contractor Providers  
List all provider numbers and provider names in the legal entity (SD/MC contract providers) or under the Federal Taxpayer/SSN 
(Fee-for-Service contract providers).  
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Contractor Information 
  
By execution hereof by duly authorized representatives, acknowledge, agree to and shall be bound by all the 
conditions of this Agreement.  
  

FFS Provider No  
Legal Entity No.   

  
  

FFS Provider Name  
Legal Entity Name   

  

Federal Taxpayer ID/  
 Or SSN:  

  

  
Authorized Person:  

  

  
Authorized Signature:  

  

  
Address:  

  

  
City/State/Zip:  

  

FFS or Legal Entity Business Contact Name:    

  
Title:  

  

  
Address:  

  

  
City/State/Zip:  

  

Area Code/Phone Number:    

  
Fax:  

  

  
E-mail:  

  

Technical/EDI Contact Name:    

  
Title:  

  

  
Address:  

  

  
City/State/Zip:  

  

Area Code/Phone Number:    

  
Fax:  

  

  
E-mail:  

  

Return Page 1 and 2 to the CIOB Help Desk  
EDI/DDE No. 100  
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