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Please TYPE or PRINT.
	Physician Information

	Last Name:

     
	First Name:

     
	Middle Initial:

     

	Degree (MD, DO, etc.):

     
	Ethnicity (optional):

     
	Gender:

 FORMCHECKBOX 
 Male     FORMCHECKBOX 
 Female
	Date of Birth:

MO / DY / YEAR

	EPSDT Certified? 

 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No
	Indicate how you would like to participate in our network:

 FORMCHECKBOX 
 Primary Care Physician/Provider (PCP)
 FORMCHECKBOX 
 Specialist
 FORMCHECKBOX 
 Both

	Tax ID Number:

     
	Group (Type II) 10-Digit NPI Number
:

     

	Legal Business Name:

     
	DBA (if different from Legal Business Name):

     

	License Number:

     
	Medicaid ID Number
:

     

	CAQH ID Number*
:

     
	Individual (Type I) 10-Digit NPI Number:

     

	Provider Practice Information

	Indicate if you are a:

 FORMCHECKBOX 
 Individual Practice
 FORMCHECKBOX 
 Group Practice
 FORMCHECKBOX 
 Federally Qualified Health Clinic
 FORMCHECKBOX 
 Rural Health Clinic
 FORMCHECKBOX 
 Tribal Health Center
 FORMCHECKBOX 
 Community Health Center
 FORMCHECKBOX 
 School-Based Health Clinic
 FORMCHECKBOX 
 Department of Health
 FORMCHECKBOX 
 Other      

	Indicate service types provided: 
 FORMCHECKBOX 
 Medical
 FORMCHECKBOX 
 Dental
 FORMCHECKBOX 
 Vision
 FORMCHECKBOX 
 Other:      

	DEA Number:

     

	Billing Information

	Primary Billing Information (Name):

     

	Remittance Address (for receiving payments):

     

	City:

     
	State:

     
	ZIP Code:

     

	Correspondence Address (for receiving provider communications):

     

	City:

     
	State:

     
	ZIP Code:

     

	Phone Number:

     
	Fax Number:

     

	Billing NPI Number (10-Digit):

     
	Primary Tax ID Number:

     

	Secondary Billing Information (Name – if different from Primary Billing Location):

     

	Address:

     

	City:

     
	State:

     
	ZIP Code:

     

	Phone Number:

     
	Fax Number:

     

	Billing NPI Number (10-Digit):

     
	Secondary Tax ID Number:

     

	Current Hospital Privileges

	1.      
	2.      

	3.      
	4.      


Please complete the following page. Please attach a separate sheet for additional office locations.

	Provider Practice Location Information

	Primary Office Name:

     
	Group (Type II) 10-Digit NPI Number
:

     

	Address:      
	Contact Name:      

	City:      
	State:      
	County:      
	ZIP Code:      

	Phone Number:      
	Fax Number:      
	Email Address:      

	Languages (Other than English) Physician/Staff uses with patients:

1.
     

 FORMCHECKBOX 
 Physician
2.
     

 FORMCHECKBOX 
 Physician
3.
     

 FORMCHECKBOX 
 Physician


     

 FORMCHECKBOX 
 Staff

     

 FORMCHECKBOX 
 Staff

     

 FORMCHECKBOX 
 Staff

	Office Hours (i.e., M-F, 9-5):      
	Office on public transportation route:  FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

	PCP Maximum Capacity Number:      
	

	LIMITATIONS per location:

Age Restrictions:
From       To      
Gender:  FORMCHECKBOX 
 Male     FORMCHECKBOX 
 Female
Other:      

	Does this site offer:

ECI (Early Childhood Intervention) care>
 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

EPSDT (Early and Periodic Screening, Diagnosis and Treatment) care?
 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No
	Do you provide:

ABD (Aged, Blind, or Disabled) care?
 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

CSHCN (Children with Special Health Care Needs) care:
 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

	Indicate your Specialty(ies) for this site below (i.e., Family Practice):

1.      

Board Certified?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
2.      

Board Certified?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

3.      

Board Certified?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
4.      

Board Certified?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No


	Provider Practice Location Information

	Secondary Office Name:

     
	Group (Type II) 10-Digit NPI Number4:

     

	Address:      
	Contact Name:      

	City:      
	State:      
	County:      
	ZIP Code:      

	Phone Number:      
	Fax Number:      
	Email Address:      

	Languages (Other than English) Physician/Staff uses with patients:

1.
     

 FORMCHECKBOX 
 Physician
2.
     

 FORMCHECKBOX 
 Physician
3.
     

 FORMCHECKBOX 
 Physician


     

 FORMCHECKBOX 
 Staff

     

 FORMCHECKBOX 
 Staff

     

 FORMCHECKBOX 
 Staff

	Office Hours (i.e., M-F, 9-5):      
	Office on public transportation route:  FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

	PCP Maximum Capacity Number:      
	

	LIMITATIONS per location:

Age Restrictions:
From       To      
Gender:  FORMCHECKBOX 
 Male     FORMCHECKBOX 
 Female
Other:      

	Does this site offer:

ECI (Early Childhood Intervention) care>
 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

EPSDT (Early and Periodic Screening, Diagnosis and Treatment) care?
 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No
	Do you provide:

ABD (Aged, Blind, or Disabled) care?
 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

CSHCN (Children with Special Health Care Needs) care:
 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

	Indicate your Specialty(ies) for this site below (i.e., Family Practice):

1.      

Board Certified?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
2.      

Board Certified?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

3.      

Board Certified?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
4.      

Board Certified?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No


	Provider Practice Location Information

	Tertiary Office Name:

     
	Group (Type II) 10-Digit NPI Number4:

     

	Address:      
	Contact Name:      

	City:      
	State:      
	County:      
	ZIP Code:      

	Phone Number:      
	Fax Number:      
	Email Address:      

	Languages (Other than English) Physician/Staff uses with patients:

1.
     

 FORMCHECKBOX 
 Physician
2.
     

 FORMCHECKBOX 
 Physician
3.
     

 FORMCHECKBOX 
 Physician


     

 FORMCHECKBOX 
 Staff

     

 FORMCHECKBOX 
 Staff

     

 FORMCHECKBOX 
 Staff

	Office Hours (i.e., M-F, 9-5):      
	Office on public transportation route:  FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

	PCP Maximum Capacity Number:      
	

	LIMITATIONS per location:

Age Restrictions:
From       To      
Gender:  FORMCHECKBOX 
 Male     FORMCHECKBOX 
 Female
Other:      

	Does this site offer:

ECI (Early Childhood Intervention) care>
 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

EPSDT (Early and Periodic Screening, Diagnosis and Treatment) care?
 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No
	Do you provide:

ABD (Aged, Blind, or Disabled) care?
 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

CSHCN (Children with Special Health Care Needs) care:
 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

	Indicate your Specialty(ies) for this site below (i.e., Family Practice):

1.      

Board Certified?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
2.      

Board Certified?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

3.      

Board Certified?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
4.      

Board Certified?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No


� If you don’t have an NPI number, visit the Centers for Medicare & Medicaid Services website at www.cms.hhs.gov/NationalProvIdentStand or dial 1-800-465-3203. For the most efficient application processing and the fastest receipt of NPIs, visit the National Plan and Provider Enumeration System website at www.nppes.cms.hhs.gov and apply online.


� Medicaid ID number is also known as the state ID. For example, in Texas - the TPI; for Indiana - the IHCP; for Kansas - the KMAP number; etc.


� Credentialing information must be provided for each physician covered under the Medicaid Agreement. In order to streamline this process, we have included information about joining the Council for Affordable Quality Healthcare (CAQH). CAQH is an online service that streamlines the credentialing process. To find out more about registering for this service, please visit the website at https://caqh.geoaccess.com or call CAQH toll-free at 1-888-599-1771. If you already use CAQH, please provide your CAQH ID Number, as indicated, and log into your CAQH account to authorize UniCare Health Plan of Kansas, Inc. to obtain your credentialing information.


� Provide additional group (Type II) NPI Number, if different than information provided on page 1.
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