
 

PRACTICE & PROVIDER PROFILE                                               

    

Practice Legal Name   

Practice DBA Name (if different)   

Principal's Name   

Remit Address Street   

Remit Address City, State, Zip   
    

Federal Tax ID #   

Group NPI#   

Medicare PTAN (Group)   

RR Medicare PTAN   
    

Main Office (Service Location1) Name:   

Main Office Street Address   

Main Office City, State, Zip   

Main Office Phone   

Main Office Fax   

Main Office Contact   

Main Office Contact Email   
Service Location 1 NPI (if applicable)   
    

Service Location 2 Name:   

Service Location 2 Street Address   

Service Location 2 City, State, Zip   

Service Location 2 Phone   

Service Location 2 Fax   

Service Location 2 Contact   

Service Location 2 Contact Email   
Service Location 2 NPI (if applicable)   

 

 

 



Principal Physician / Provider   

Full Name (First MI Last)   

Credentials   

License#   

Individual NPI   

UPIN# (MD's only)   

Email   

Phone#   

Taxonomy Code   

Notes   
 

Carrier   Participating?   Payer Provid.ID

BCBS          YES          NO        

Medicare         YES          NO        

Medicaid         YES          NO        

Tricare         YES          NO        
OTHERS:            

             

             

             

             

             

             
 

Please fax to: 
Greg Murphy 
President / Medibill Professionals 
Fax: 1+(800) 859-2093 
Questions? email greg@medibillpros.com 
 

 

(If more than one Physician / Provider, please continue below) 

 



#2  
Physician / Provider   

Full Name (First MI Last)   

Credentials   

License#   

Individual NPI   

UPIN# (MD's only)   

Email   

Phone#   

Taxonomy Code   

Notes   
 

Carrier   Participating?  Payer Provider ID 

BCBS          YES          NO        

Medicare         YES          NO        

Medicaid         YES          NO        

Tricare         YES          NO        
OTHERS:            

             

             

             

             

             

             
 


	Text1: 
	Text2: 
	Text3: 
	Text4: 
	Text5: 
	Text6: 
	Text7: 
	Text8: 
	Text9: 
	Text10: 
	Text11: 
	Text12: 
	Text13: 
	Text14: 
	Text15: 
	Text16: 
	Text17: 
	Text18: 
	Text19: 
	Text20: 
	Text21: 
	Text22: 
	Text23: 
	Text24: 
	Text25: 
	Text26: 
	Text27: 
	Text28: 
	Text29: 
	Text30: 
	Text31: 
	Text32: 
	Text33: 
	Text34: 
	Check Box1: Off
	Text35: 
	Check Box36: Off
	Check Box37: Off
	Check Box38: Off
	Text39: 
	Check Box40: Off
	Check Box41: Off
	Text42: 
	Check Box43: Off
	Check Box44: Off
	Text45: 
	Text46: 
	Text47: 
	Text48: 
	Text49: 
	Text50: 
	Text51: 
	Text52: 
	Text53: 
	Text54: 
	Text55: 
	Text56: 
	Text57: 
	Text58: 
	Text59: 
	Text60: 
	Text61: 
	Text62: 
	Text63: 
	Text64: 
	Text65: 
	Text66: 
	Check Box67: Off
	Check Box68: Off
	Text69: 
	Check Box70: Off
	Check Box71: Off
	Text72: 
	Check Box73: Off
	Check Box74: Off
	Text75: 
	Check Box76: Off
	Check Box77: Off
	Text78: 
	Text79: 
	Text80: 
	Text81: 
	Text82: 
	Text83: 
	Text84: 
	Text85: 
	Text86: 
	Text87: 
	Text88: 
	Text89: 
	Text90: 


