Companion P&C

Rea Solutions. Real Pesple. Real Smart,”

Return Completed Form and Required
Documents TO:

Fax Number: 803-264-5149

E-Mail:
www.network@companionworkgroup.com

PARTICIPATION REQUEST FORM

STEP 1: INFORMATION FROM PROVIDER
Today’s Date:

Provider Type: [_] Acute Care Hospital [ ] Ancillary Services [ ] Individual Practitioner [ ] Group
(Per license) D SNF L__] Rehab Hospital O Psych Hospital D Ambulance D ASC D Other

Specialty:

Legal Name:

(Per assigned Tax ID number, i.e. as filed on annual Tax Return)

DBA:

If group practice, please attach roster with each practitioner’s name and specialty.

Contact Name:

Contact Phone#:

(Party receiving application and who will be able to provide additional information if required)

E-Mail Address

(Party receiving application)

E-Mail Address

(Party receiving contract)

Mailing Address:

(For Primary Practice Location)

City State Zip
Billing Address (if not the same as Mailing Address):

City State Zip

Request Form Completed by:

Phone#:

Comments:

Please Attach Copy of Completed W-9; Letter assigning Tax ID number and Sample Claim Form, see attached.

| STEP 2: RECEIVED COMPANIION PROPERTIES & CASUALTY (CPC) to be completed by CPC

Date Received:

Date Application Sent: By:

I STEP 3: FILE INFORMATION to be completed by CPC

Date Completed Application Revd:

Confidential

01/17/2008
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