
INDIVIDUAL PROVIDER MEDICARE APPLICATION QUESTIONAIRE 
 
 

1. Where were you Born? City _____________, State__________________ or 
Country __________________ 

 
2. Name of Medical School: 

_____________________________________________________________ 
 

3. Year of Graduation: 
_____________________________________________________________ 

  
4. Correspondence Address if different from office: 

_____________________________________________________________ 
 

5. Primary Specialty / Secondary Specialty 
_______________________________/______________________________ 

 
      LIST ALL THE LOCATIONS AND ADDRESS WHERE PATIENTS ARE 
BEING TREATED: (PRACTICE LOCATIONS NAME & ADDRESS) 
 
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
LIST THE NAME, MEDICARE PROVIDER# AND NPI#  OF ANY 
REASSIGNMENT / GROUP YOU ARE CURRENTLY ASSOCIATED 
WITH:_____________________________________________________________
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________ 


