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ChildNet Associate Member Application

	  I.  IDENTIFYING INFORMATION

	Last Name: 
	First:   
	Middle:  

	Specialty:    
	License Number:

	Do you intend to serve as a primary care provider?  (  Yes        (   No  (If yes, please choose one)   Family/ General   Internal Med   Pediatrician
Do you intend to serve as a specialist?                      (  Yes        (   No  (If yes, please list specialty(s)) 

	Please check all that apply:

(   Solo Practice                                                                         (   Group Practice 

(   Single Specialty                                                                    (   Multi-Specialty 


	III.  PRACTICE INFORMATION

	Practice Name: 
	Tax ID#: 

	Primary Practice Address:

	Office Phone:
	Office Fax:

	Provider E-Mail:
	

	Administrator/Contracting:
	Phone Number: 

	Administrator E-Mail:
	

	Office Manager: 
	Phone Number: 

	Office Manager E-Mail: 

	Does your practice/group employ any allied health professionals (e.g. nurse practitioners, physician assistants, psychologists, etc.)?  (  Yes  ( No

If so, please list:

                          Name:                                          Type of Provider:                                                     E-Mail Address

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


	 II.  BILLING INFORMATION

	Billing Company:  

	Street Address: 
	City:  
	State:   
	Zip:  

	Contact:  

	Telephone Number:  
	E-Mail: 
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