
 
 

INDIVIDUAL PROVIDER INFORMATION 
FILL OUT ONE FOR EACH DR, ARNP, PA, PSYD, PHD, LCSW 

 
LLENAR UNA PARA CADA PROVEEDOR 

 
 

Provider name          ________________________________________________ 
 
Specialty                     ________________________________________________ 
 
Address of office _________________________________________________ 
 
   _________________________________________________ 
 
   _________________________________________________ 
 
Telephone #  _________________________________________________ 
 
Cell phone #  _________________________________________________ 
 
Fax #   _________________________________________________ 
 
Email   _________________________________________________ 
 
Date of birth  _________________________________________________ 
 
Social Security # _________________________________________________ 
 
Medical license # _________________________________________________ 
 
DEA license #  _________________________________________________ 
 
Medicare provider # _________________________________________________ 
 
Medicaid provider # _________________________________________________ 
 
BCBS #  _________________________________________________ 
 
Upin #   _________________________________________________ 
 
NPI   _________________________________________________ 
 
CAQH   _________________________________________________ 


