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WPS Electronic Data Services External Access Request Form
Secure EDI Website (MOVEit)







                                                Date of Request: ____________
Please complete the required portions of this Request Form to receive the necessary access for submission of Family Care/CLTS claim data via MOVEit.  

Managed Care Organization (MCO) / Children’s Long-Term Support Waiver (CLTS)
Spreadsheet Software*
(Check all applicable below)
· Excel



· Open Office
(Check all applicable below)



· CLTS
· Inclusa 
· Lakeland Care, Inc (LCI)

· My Choice Family Care (MCFC)





EXTERNAL USER INFORMATION*
	Name 
	

	Street Address
	

	City, State, ZIP
	

	Contact Person
	

	Email Address
	

	Contact Phone
	

	Name of Practice
	

	Tax ID Number
	

	EDI Submitter Number 
(WPS Use Only)
	


TYPE OF REQUEST (For WPS Use Only)
______ New Account ______ Terminate Account ______ Modify Account ______Request Data Transfer
*REQUIRED

EDI AUTHORIZATION—RESPONSIBLE PARTY FOR PRODUCT ACCESS

EDI Secure Website (MOVEit):

  
                               (To be completed BY EDI MOVEit administrator)
________   Granted
                       ________ Denied
                                      _________ Pending 
Denial Reason:   __________________________________________________________________________________

EDI MOVEit Administrator Signature:
______________________________________ Date: _______________

EDI Manager Signature:  _________________________________________________    Date: _______________

Controller of Data Signature:  ______________________________________________ Date: _______________

ACCOUNT CREATED 

User ID Assigned:  _______________________________

Level User Assigned: (check one)  ______ User
______  Group Admin (File Admin)     ______ Sysadmin

Group(s) Assigned to User (if any):  ____________________________________________________________________________________________________________________________________________________________________________

Group(s) Created to Accommodate Request: ___________________________________________________

Original, faxed, or emailed copies will be accepted. Please mail, fax, or email your completed agreement to:


WPS Health Insurance





Government Programs—Family Care/CLTS
P.O. Box 8190
Madison, WI 53708

Fax: 608-977-9809
FCWPS@wpsic.com
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