Group Name (if applicable):

Group EIN:

Address: Phone:

City, State, Zip Code: Back Line Phone:

Contact Person: Fax:

Provider (Rendering Physician): Title: Specialty:

Provider EIN or SS #: UPIN #:

Supervising Physician (if applicable): Title: Taxonomy #:

OR Medicare PIN / Group #: OR Blue Cross PIN/ Group #: NPI #:

PacificSource #: OR DHS PIN / Group #: RR Medicare PIN / Group #:
Providence #: DME #: Other:

Your email Address:

Authorizing Signature:

Please fax or email to the above. You will receive a confirmation email upon receipt. Thank You!




