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Wellness
FIRST NAME LAST NAME INT PREFIX
HOME ADDRESS/PHONE NUMBER
DATE OF BIRTH SS#

EMAIL ADDRESS

PRIMARY OFFICE ADD

OFFICE PHONE/FAX

PROVIDER NUMBERS
TAX ID#

TAXONOMY#

DEA#

PROF. MAL PRACTICE INS
STATE LIC.

NPI INDIVIDUAL

NPl GROUP

CAQH#

CLIA

MC IND

MC ILL

RR IND

RRILL

MEDICAID IND
MEDICAID ILL

NEED COPIES OF ITEMS LISTED BELOW

TYPE NEEDED
CV/RESUME
ALL LICENCE
DRIVERS LIC
DEA#

SECONDARY OFFICE ADD THIRD OFFICE ADD.

CONTACT PERSON

SPECIALTY

PRIMARY

BOARD CERT YES[_NO[]
SECONDARY

BOARD CERT YES[_No[]

DATE RECEIVED COMMENTS
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