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PROVIDER APPLICATION
PROVIDER INFORMATION
Provider Name _____________________________________________________________
Address __________________________________________________________________
City, State and Zip __________________________________________________________

Telephone Number ____________________ Fax Number ___________________________

Toll Free Number ___________________     Website Address ____________________   __  
Medicare NSC # _________________________NPI # _______________________________
Provider Name if different from above___________________________________________

TAXPAYER INFORMATION
Taxpayer Name _______________________ Tax ID # _____________________________

Business name, if different from Taxpayer Name __________________________________

Select One:
Individual
Corporation
Partnership 
Other (specify) _______________
REMITTANCE INFORMATION

Address __________________________________________________________________
City, State and Zip __________________________________________________________

Telephone Number ____________________ Fax Number ___________________________

CONTACT INFORMATION

Person Completing Application, Title_____________________________________________

Telephone Number __________________________________________________________
Email Address _____________________________________________________________

ACCREDITATION INFORMATION
Accreditation Certification (Please attach most recent copies)

Agency _______________________________ Effective Date ________________________

If pending, date scheduled ___________________________________________________
Please include copies of the following documents when you return your application:
Business License

W9 Form

Certificate of Liability Insurance

Certificate of Facility Accreditation  
List of all locations
Reserved for use by DMEnsion:

Application Received _____________________ Reviewed By ________________________

Application Review Notification ________________________________________________

Business Attestation

List the names of all officers of the Corporation and their titles:
List names, addresses and occupations of all owners or others with direct or indirect economic interest in the provider’s capital profits:
List any past or pending investigations, legal actions or matters subject to arbitration brought involving the Applicant (Provider), including any key management or executive staff, by a government agency (state or federal) over the past five years on matters relating to payments from governmental entities, both federal and state, for healthcare.  Provide a brief explanation of each action, including the following information:
Legal Names of the Parties ____________________________________________

Circumstances _____________________________________________________

Status (pending or closed) ____________________________________________
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