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APPENDIX A 

ONCE TESTING IS COMPLETE 
Vendors should complete the Integration Testing Checklist throughout the course of testing. Once testing has been completed, please email the completed testing checklist 
to CareBridge for validation evvintegration@carebridgehealth.com. CareBridge will verify that all test cases were successfully passed and provide confirmation that the 
vendor is able to begin submitting production data.  If any test cases had to be omitted due to vendor capabilities, they should provide a rationale for why that test case 
cannot be complete and (if necessary) a mitigation plan for provider agencies to ensure claims will not be impacted. 

INTEGRATION TESTING CHECKLIST 
Vendor Information CareBridge Review 
Field Value Field Value 
Vendor Name Date of Final Review 
Development Environment Username Production Enabled? Yes ☐ No ☐ Comments: 
Production Environment Username Date Enabled  

Configuration changes? Yes ☐ No ☐ Comments: 

TC# TC File Name Tested? ApptID Used Vendor CareBridge Date Pass? 
Y N for Test Case Tester Initials Reviewer Initials Reviewed Y N 

1 ☐ ☐ ☐ ☐

2 ☐ ☐ ☐ ☐

3 ☐ ☐ ☐ ☐

4a ☐ ☐ ☐ ☐

4b ☐ ☐ ☐ ☐

4c ☐ ☐ ☐ ☐

5 ☐ ☐ ☐ ☐

6 ☐ ☐ ☐ ☐

7 ☐ ☐ ☐ ☐

8 ☐ ☐ ☐ ☐

9 ☐ ☐ ☐ ☐

10 ☐ ☐ ☐ ☐

11 ☐ ☐ ☐ ☐

12 ☐ ☐ ☐ ☐

13 ☐ ☐ ☐ ☐ 

mailto:evvintegration@carebridgehealth.com

	Check Box6: Off
	Check Box7: Off
	Check Box8: Off
	Check Box9: Off
	Check Box10: Off
	Check Box11: Off
	Check Box12: Off
	Check Box13: Off
	Check Box14: Off
	Check Box15: Off
	Check Box16: Off
	Check Box17: Off
	Check Box18: Off
	Check Box19: Off
	Check Box20: Off
	Check Box21: Off
	Check Box22: Off
	Check Box23: Off
	Check Box24: Off
	Check Box25: Off
	Check Box26: Off
	Check Box27: Off
	Check Box28: Off
	Check Box29: Off
	Check Box30: Off
	Check Box31: Off
	Check Box32: Off
	Check Box33: Off
	Check Box34: Off
	Check Box35: Off
	Check Box36: Off
	37: Off
	38: Off
	39: Off
	40: Off
	41: Off
	42: Off
	43: Off
	44: Off
	45: Off
	46: Off
	47: Off
	48: Off
	49: Off
	50: Off
	51: Off
	52: Off
	53: Off
	54: Off
	55: Off
	56: Off
	57: Off
	58: Off
	59: Off
	60: Off
	61: Off
	62: Off
	63: Off
	65: Off
	66: Off
	T1: 
	0: 
	1: 
	2: 
	3: 
	4: 
	5: 
	6: 
	7: 
	8: 
	9: 
	10: 
	11: 
	12: 
	13: 
	0: 
	1: 
	2: 


	Text8: 
	0: 
	1: 
	2: 
	3: 
	4: 
	5: 
	6: 
	7: 
	8: 
	9: 
	10: 
	11: 
	12: 
	13: 
	14: 
	0: 
	1: 


	Text9: 
	0: 
	1: 
	2: 
	3: 
	4: 
	5: 
	6: 
	7: 
	8: 
	9: 
	10: 
	11: 
	12: 
	13: 
	14: 
	15: 

	Text10: 
	0: 
	1: 
	2: 
	3: 
	4: 
	5: 
	6: 
	7: 
	8: 
	9: 
	10: 
	11: 
	12: 
	13: 
	14: 
	15: 

	Date11_af_date: 
	0: 
	0: 
	1: 
	2: 
	3: 
	4: 
	0: 
	1: 
	2: 
	3: 
	4: 
	5: 
	6: 
	7: 
	8: 
	9: 
	10: 
	11: 



	Check Box37: 
	0: 
	0: Off
	1: Off

	1: 
	0: Off
	1: Off


	Text38: 
	Text39: 
	Text40: 
	0: 
	1: 
	2: 

	Date12: 
	Date1100: 


