	[image: image1.jpg]@ Companion P&C

Real Solutions, Real People. Real Smart:*







Provider Information Credentialing-Re-Credentialing Application
Return completed form to:

Companion P & C
51 Clemson Road

Columbia, South Carolina 29229
ATTN: Network Management Department
Or 

Fax To:  803-264-5149

Attach to Form
 FORMCHECKBOX 
       W-9

 FORMCHECKBOX 
       Current Malpractice Insurance Face Sheet
 FORMCHECKBOX 
       Current General Liability Insurance Face Sheet
 FORMCHECKBOX 
        Current DEA License

 FORMCHECKBOX 
        Current CSR License, if applicable

 FORMCHECKBOX 
        NPI Assignment Letter

 FORMCHECKBOX 
       Sample Billing Form (HCFA or UB92)

           (Example attached).
 FORMCHECKBOX 
      Copy of CLIA (Laboratory)
 FORMCHECKBOX 
       List of Services Provided, and All Service Locales

 FORMCHECKBOX 
       Roster of employed physician providers, if applicable

 FORMCHECKBOX 
       Contact Information; subcontract with for Anesthesia,   Radiology, ER Physicians, etcetera, if applicable.

I.  GENERAL INFORMATION:

Full Legal Name: _________________________________________________
d/b/a ____________________________________________________________
Primary Service Address:  __________________________________________
City       



  State       
Zip ____________
Phone #: ______________ 
E-Mail Address__________________________
Tax ID Number: ________________ NPI Number: ______________________
(Please attach sheet for additional service locations, if group please attach roster list of all members).

II. CONTRACT REPRESENTATIVE CONTACT INFORMATION:

Mailing Address: __________________________________________________
City ____________________________ State       

Zip _____________
Contract Person’s Name:______________________      Title:  ________    
Contract Person’s Phone #: ____________________ Fax # __________________
 Email ______________________________________
III. CREDENTIALING REPRESENTATIVE CONTACT INFORMATION:

Mailing Address: ___________________________________________________
City ____________________________ State       
Zip _____________
Credentialing Person’s Name:___________________      Title:  ______    
Credentialing Person’s Phone #:  ___________     Fax #   ____________    
Email  __________________________________   
 VI. BILLING OFFICE CONTACT INFORMATION:

Mailing Address:      ___________________________________

City ____________________________ State      
Zip _____________
Billing Office Contact:      ______________________________________________
Billing Office Phone #: _______________ Fax #  __________     Email  ____________________    
V. CLAIMS PAYMENT INFORMATION:

Mailing Address: ____________________________________________________

City 
___________________________      State  __   Zip  ______    
Phone Number: ___________________ Fax #  _______________     
Email  ____________________________    
VI. NOTICE ADDRESS:

Notice Address: _____________________________________________________ 
City   ______________________________    State ________    Zip ___________
Attention:  ____________________________________________    Title   ____    
VII.
APPLICATION ATTESTATION

On behalf of Provider, I hereby attest that the information provided in this Application is true and accurate to the best of my understanding.  

Person Completing This Form:
Signature: 







Name: __________________________________________
Title: ___________________________________________
Phone #: ________________________
Fax #: 
__________________________
Email Address:    _____________________________  
Date: 
__________________
ANY SUBSEQUENT CHANGES IN THE INFORMATION HEREIN 

SHALL BE SENT TO:

Companion Property & Casualty
51 Clemson Road

Columbia, South Carolina 29229
ATTN: Network Management Department

Or 

Fax To:  803-264-5149

Questions Contact:   Crystal Cabbagestalk – 803-264-1362
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