PROVIDER RE-CREDENTIALING APPLICATION PART 3
¥**ALL INFORMATION ON THIS PAGE IS REQUIRED***

Please print legibly or type, with all questions answered.

Last Name First Name M.L
Date of Birth Social Security Number

Tax ID Number NPI Number

E-MAIL

Primary Practice Address

Phone Number Fax Number

Do you have additional locations? Y/N

If your office location(s) information has changed or any additional offices have been opened in the
last 36 months, please complete the PROVIDER LOCATION INFORMATION form (part 4).

Chiropractic School Attended Year of Graduation

GA License Number Expiration Date

List all other states in which you hold or have held a license:

State License Number Exp. Date
State License Number Exp. Date
Medicare Provider Number UPIN Number

PROVIDER WORK HISTORY Please list work history for the past 5 years

/ to Present
Current Practice Month Year
/ /
Previous Practice Month Year Month Year

REASON FOR WORK HISTORY GAPS OF ONE MONTH OR MORE

/ to /
Reason for gap in work history Month  Year Month  Year




