Provider Registration Form

Personal Information

Title

First Name

Middle Name

Last Name

Date of Birth (YYYY-MM-DD)

Gender

SSN

Birth Country

Birth State

Professional Info

License Type

NPl Number

Specialty

Sub-Specialty

Role

Contact Address

Email

Phone

Address

City

State

Zip Code

Login Credentials

CAQH Number




CAQH Username
CAQH Password
PECOS Username

PECOS Password

Education

Education Entry 1
School

Degree
Start Date
End Date
City

State
Country
Education Entry 2
School
Degree
Start Date
End Date
City

State
Country
Training

Training Entry 1
Type

Institution

Affiliated University




Start Date

End Date
Program Type
Director
Training Entry 2
Type

Institution
Affiliated University
Start Date

End Date
Program Type

Director

Work History

Work History Entry 1
Employer

Address

Role

Start Date

End Date
Description

Work History Entry 2
Employer

Address

Role

Start Date

End Date




Description

Professional Documents Data

Hospital Name
Hospital State
Liability Insurance #
Liability State

State License #
License State

DEA Number

DEA State
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