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PROVIDER APPLICATION CHECK-OFF LIST/SUPPLEMENTAL FORM

If you participate with Council for Affordable Quality Healthcare (CAQH), you do not need to complete the 

attached application.  However, you are required to provide your CAQH number so VPHP can download 

application to start the credentialing process.  If you would like to participate with CAQH or to request more 

information, go to www.CAQH.org.

Provider Name _______________________      CAQH Number __________________ 
Practice Name  _______________________      Tax ID Number __________________ 

Group NPI # _________________________     Individual NPI #*: _________________ 

VA Medicaid Number: _______________        (*All applications must have a NPI number.)       

Race/Ethnicity:  (Please circle below which applies): 
American Indian/ Alaskan Native                          Native Hawaiian/or other Pacific Islander                                        

Not Hispanic or Latino                                           Black/ African American 

Asian                                                                       White 
Hispanic / Latino                                                     Other_________________________ 

Language  ____________________ 
 

**If billing company is used:  indicate name, address, phone number and name used to 
 bill under: 

 ______________________________________________________________ 

 
Are you serving as a PCP:     Yes No  Both 

Primary Specialty: ______________________                               Secondary Specialty: ______________________ 

 

Completed Application: All sections must be completed.  If the section is not applicable, please write 

“N/A”.  If space is not sufficient, please attach a separate sheet referencing which section the information is 

pertinent to.  Not completing a section by indicating “See Attached” is not acceptable. 

Signed Contract(s): This is applicable to a new group requesting participation.  Note: If you are joining a 

current participating group you will not need to return a contract. 

Consent and Release Form: Original signature and date required. 

Curriculum Vitae: Must include a current/updated 5-year work history (including the group for which the 

application is being submitted).  Gaps greater than one month must be explained. 

Malpractice Certificate: Copy of current malpractice insurance (not to expire in 30 days) 

Professional License Certificate: Current copy of license. 

Federal DEA Certificate: Current copy. 
IRS W-9 Form: Please complete, sign and date according to the instructions provided. 

Company Ownership/Controlling Interest: Please complete, sign, date and return form with the 

credentialing application.  If section is not applicable, please write “N/A”.  If space is not sufficient, please 

attach a separate sheet referencing which section the information is pertinent to.  

 

Please mail information to: 

VIRGINIA PREMIER HEALTH PLAN, INC. 

ATTN: NETWORK DEVELOPMENT  

P.O. BOX 5307 

RICHMOND, VA 23220-0307 



SECONDARY SPECIALTY:

Professional Reference Form•

Consent / Release Form
Professional License Certificate
Federal DEA Certificate

Curriculum Vitae
Malpractice Certificate

VIRGINIA PREMIER
HEALTH PLAN, INC.

P.O. Box 5307 • Richmond, VA 23220-0307 • (804) 819-5151 (O) • (804) 819-5171 (F)

APPLICATION FOR PRIVILEGES TO PARTICIPATE

Pl

Please submit your Cultural Sensitivity or Cultural Competency Completion Certificate along with your credentialing
application. If you have not taken a course, please call 800-727-7536 ext. 5269 to get instructions on how to access the
course offered by VPHP.

ease print or type. Complete all sections and if the space is insufficient, attach information/explanation and reference the
section/question (not completing a section by indicating “see attached CV” is not acceptable). Only original and signed
(no stamped signature) applications and consent and release forms shall be accepted.

To initiate your request for participation, please complete this application, provide current copies of the following
information, and submit the complete packet to the Virginia Premier Health Plan, Inc. office within 30 days:

provapp1 (4 /08)

FOR OFFICE USE ONLY:

PERSONAL DATA:
LAST NAME: FIRST NAME: MIDDLE NAME:

Jr., Sr., Maiden, Other (include names under which you were enrolled or licensed): MALE OR FEMALE:

PROVIDER TYPE: (i.e. MD., DO, Other) SPECIALTY:

DATE APPLICATION MAILED: INITIALS: DATE APPLICATION RECEIVED: INITIALS:
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•

•

•

•

•

SOCIAL SECURITY NUMBER: INDIVIDUAL NPI

CITIZENSHIP: IF NOT CITIZEN OF THE UNITED STATES, STATUS

OF YOUR VISA:

ECFMG CERTIFICATION NO. (if applicable)

IN ADDITION TO ENGLISH

OTHER LANGUAGES SPOKEN:

LIST ALL CURRENT PROFESSIONAL LICENSE NUMBERS, STATE, EXPIRATION DATES, AND PROFESSION

LIST ALL CURRENT DRUG ENFORCEMENT ADMINISTRATION NUMBERS, STATE AND EXPIRATION DATES

LICENSURE:

STATE LICENSE NUMBER EXPIRATION DATE PROFESSION

STATE LICENSE NUMBER EXPIRATION DATE PROFESSION

PRIMARY CARE PHYSICIANS SPECIALIST
DARACE: TE OF BIRTH: (MM, DD, YY) BIRTHPLACE:
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PRIMARY OFFICE ADDRESS ( No., Street, City, State, Zip)

OFFICE HOURS:

OFFICE DATA:
PRACTICE TYPE

SOLO GROUP INPATIENT

NAME OF PRACTICE

GROUP NPI COUNTY

CONTACT PERSON / OFFICE MANAGER

FAX NO.:TELEPHONE NO.:

EMAIL ADDRESS:

24 HOUR TELEPHONE NO.:

BILLING ADDRESS (No., Street, City, State, Zip) (If different from primary office)

MAILING ADDRESS (If different from primary address) (No., Street, City, State, Zip)

SECONDARY OFFICE ADDRESS (No., Street, City, State, Zip)

OFFICE HOURS:

ATTACH SEPARATE SHEET FOR ADDITIONAL OFFICE ADDRESSES

PARTICIPATING PROVIDERS RENDERING COVERAGE AFTER HOURS OR IN ABSENCE

IF YOU ARE IN A GROUP PRACTICE, PLEASE LIST THE OTHER PROFESSIONALS IN THE PRACTICE AND INDICATE IF THEY ARE PARTICIPATING OR A P P LYING
BY AN “X”

GROUP NPI

TELEPHONE NO.: 24 HOUR TELEPHONE NO.: FAX NO.:

NAME SPECIALTY ADDRESS TELEPHONE NO.

MEDICAID #/NPI

MEDICAID #/NPI

MEDICAID #/NPI

NAME SPECIALTY PARTICIPATING APPLYING

MEDICAID #/NPI

MEDICAID #/NPI

MEDICAID #/NPI

FEDERAL TAX ID. NO. MEDICAID NO.

FEDERAL TAX I.D. NO. MEDICAID NO.

CREDENTIALING ADDRESS (If different from primary address) (No., Street, City, State, Zip)

DATE STARTED AT PRACTICE

COUNTY

CONTACT PERSON / OFFICE MANAGER

PRACTICE TYPE

SOLO GROUP INPATIENT

NAME OF PRACTICEDATE STARTED AT PRACTICE
SECONDARY ADDRESS:



INSTITUTION NAME

3

UNDERGRADUATE
EDUCATION:

ADDRESS & PHONE NO. DEGREE DATE
GRADUATED

PROFESSIONAL
INSTITUTION NAME ADDRESS & PHONE NO. DEGREE DATE

GRADUATED

IF MORE PROFESSIONAL SCHOOLS WERE BEGUN OR COMPLETED, PLEASE ATTACH INFORMATION.

INTERNSHIPS:
INSTITUTION NAME ADDRESS TELEPHONE NO. INTERNSHIP TYPE BEGIN/END DATE

IF MORE INTERNSHIPS WERE BEGUN OR COMPLETED, PLEASE ATTACH INFORMATION.

RESIDENCIES:
INSTITUTION NAME ADDRESS TELEPHONE NO. RESIDENCY TYPE BEGIN/END DATE

IF MORE RESIDENCIES WERE BEGUN OR COMPLETED, PLEASE ATTACH INFORMATION.

FELLOWSHIPS:
INSTITUTION NAME ADDRESS TELEPHONE NO. FELLOWSHIP TYPE BEGIN/END DATE

IF MORE FELLOWSHIPS WERE BEGUN OR COMPLETED, PLEASE ATTACH INFORMATION.
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IF THE ANSWER TO QUESTION ONE (1) IS YES, PLEASE ATTACH A SHEET WITH DETAILED INFORMATION

List your current admitting facilities. Please indicate category (staff status), and all departmental privileges including nature and extent of such privileges. Complete
address must be included. If more affiliations, please attach information.

NAME THE HOSPITAL YOU CONSIDER YOUR CURRENT PRIMARY ADMITTING FACILITY:___________________________________

BOARD CERTIFICATION:

HOSPITAL ADMITTING PRIVILEGES:

BOARD NAME SPECIALTY CERTIFICATE
NO.

CERT.
DATE

EXP. DATE RE-CERT. DATE EXP. DATE

PLEASE CHECK YES OR NO FOR EACH QUESTION AND ANSWER QUESTIONS COMPLETELY YES NO

1. Has your board certification ever been suspended or revoked, or are such actions currently pending?

2. If you are not board certified, are you eligible? If yes, on what date were you eligible?

Date:_________________________________ If no, reason_____________________________________________________________

3. If you are board eligible, please name the board(s) for which you are eligible.

Board(s)________________________________________________________________________________________________________________________________

FACILITY/
ORGANIZATION

ADDRESS TELEPHONE
NO.

CONTACT
PERSON

DATES
WORKED

STATUS/
PRIVILEGES

# OF
ADM/MONTH

RESTRICTIONS
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4. List all malpractice insurance carriers for the past five (5) years:

a) __________________________________________________ d) __________________________________________________

b) __________________________________________________ e) __________________________________________________

c) __________________________________________________

IF ANSWER(S) TO ANY OF THE ABOVE QUESTIONS ARE YES, PLEASE ATTACH DETAILED INFORMATION

INSURANCE:
PRESENT MALPRACTICE INSURANCE CARRIER ADDRESS CITY, STATE ZIP CODE

Policy #:___________________________

Claim Limit:________________________

Retroactive Date:_____________________

Aggregate Limit:_____________________

Policy Type:_____________________________

_______________________ Occurrence

_______________________ Claims Made

Effective Date:___________________

Expiration Date:__________________

PLEASE CHECK YES OR NO FOR EACH QUESTION AND ANSWER QUESTIONS COMPLETELY YES NO

1. Has your professional liability insurance coverage ever been terminated for any reason by an insurance company? (liability, non-payment, etc.)

2. Have you ever been denied professional liability insurance coverage or rated in a higher than average risk class for your professional specialty?

3. If the answer to question 1 or 2 is Yes, please state when and name of company:

DISCIPLINARY ACTIONS:

LEGAL ACTIONS:

HEALTH STATUS:

PLEASE CHECK YES OR NO FOR EACH QUESTION. IF ANY OF THE ANSWERS ARE YES, PLEASE ATTACH DETAILED INFORMATION. YES NO

1. Have any disciplinary actions ever been initiated and/or are any pending now against you by any state licensure board? (voluntary or involuntary)

2. Has your license to practice medicine in any state ever been denied, limited suspended, revoked, or voluntarily relinquished?

3. Have you ever been suspended, sanctioned, or otherwise restricted from participating in any private, federal, or state health insurance program
(for example, Medicare, Medicaid, or any managed care company)?

4. Have you ever been the subject of an investigation by any state, federal, or private agency concerning your participation in any state, federal, or
private health insurance program?

5. Have any of your federal DEA number(s) or other controlled substance numbers ever been limited, suspended, revoked, or voluntarily
 relinquished, or are proceedings toward any of those ends currently pending? (voluntary or involuntary)

6. Has your application for appointment or reappointment, or your privileges at any hospital or other health care facility, ever been denied, reduced,
suspended or revoked? (voluntary or involuntary)

7. Have you ever been denied membership or renewal thereof, or been subject to disciplinary proceedings in any professional organization?

PLEASE CHECK YES OR NO FOR EACH QUESTION. IF THE ANSWER TO EITHER OR THE FOLLOWING QUESTIONS IS YES, PLEASE ATTACH
DETAILED INFORMATION. EXPLANATIONS MUST INCLUDE COUNTY JURISDICTION IN WHICH THE SUIT WAS FILED, NAME OF THE PLAINTIFF,
THE DATE THE SUIT WAS FILED, AND ANY JUDGMENTS OR SETTLEMENTS.

YES NO

1. Have any professional liability claims, suits or judgments ever been made against you or are any such claims, suits, or judgments currently pending?

2. Have you ever been convicted of a felony or misdemeanor other than minor traffic violations?

IF THE ANSWER TO THE FOLLOWING QUESTION IS YES, PLEASE ATTACH INFORMATION. YES NO

1. Have you ever had, or are you currently aware of having any physical, mental, or emotional condition, or chemical dependency/substance abuse problem which
may interfere with your ability to perform the necessary functions of this position?
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Religious Counselor
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7/05

true and complete to the best of my knowledge. I understand and agree that in making this application, any misrepresentation or

I attest to the correctness and completeness of the information provided in the application.

I hereby acknowledge that this Consent and Release Form will be valid for a period of three years from the date it is signed by me,
that a photocopy or fax of this Consent and Release Form will serve as an original.
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SUPPLEMENTAL PROVIDER ENROLLMENT FORM 
 

COMPANY OWNERSHIP/CONTROL INTEREST STATEMENT:  

 

Please list names, addresses, and Social Security Numbers (SSN) for individuals and Employer Identification 

Numbers (EIN) for organizations having 5% or more direct or indirect ownership or a controlling interest in the 

entity or practice. Please provide a separate sheet with required information if necessary.  

 

Individual/Organization ___________________________________     SSN/EIN _____________________ 

Address _______________________________________________________________________________ 

 

Individual/Organization __________________________________      SSN/EIN _____________________ 

Addresses _____________________________________________________________________________ 
 

Individual/Organization __________________________________      SSN/EIN _____________________ 

Address _______________________________________________________________________________ 

 

Individual/Organization __________________________________      SSN/EIN _____________________ 

Address _______________________________________________________________________________ 

 

Are there any individuals/organizations having a 5% or more direct or indirect ownership or control interest in the 

entity or practice that have ever been debarred, suspended or otherwise excluded from federal or state health care 

programs (Medicare, Medicaid), or been convicted of a criminal offense related to their involvement in any 

Medicare, Medicaid or Title XX program? If yes, please provide the following information.    Yes           No 
 

Name __________________________________    Dates ________________    SSN/EIN ______________ 

Name __________________________________    Dates ________________    SSN/EIN ______________ 

 

Please list all officers, directors and managing employees. Please provide a separate sheet with the required 

information if necessary. 

 

Name __________________________________   Position __________________ SSN _______________   

Name __________________________________   Position __________________ SSN _______________   

Name __________________________________   Position __________________ SSN _______________  

Name __________________________________   Position __________________ SSN _______________ 
Name __________________________________   Position __________________ SSN _______________ 

Name __________________________________   Position __________________ SSN _______________  

Name __________________________________   Position __________________ SSN _______________     

 

Are there any directors, officers, agents, or managing employees of the entity or practice that have ever been 

debarred, suspended or otherwise excluded from federal or state health care programs (Medicare, Medicaid), or been 

convicted of a criminal offense related to their involvement in any Medicare, Medicaid or Title XX program? If yes, 

please provide the following information.    Yes           No 

 

Name __________________________________    Dates ________________    SSN _________________ 

Name __________________________________    Dates ________________    SSN _________________ 
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SUPPLEMENTAL PROVIDER ENROLLMENT FORM 
(Continuation) 

 

DISCLOSURE OF BUSINESS TRANSACTIONS: 

 

Please describe any business transactions during the past 12 months totaling more than $25,000 between you and 

any subcontractor owned by you or your company. Please include the name of the subcontractor and the nature of 

the business transaction.   

 

____________________________________________________________________________________________ 

 
____________________________________________________________________________________________ 

 

_____________________________________________________________________________________________ 

 

Please describe any significant business transactions during the past 5 years between you and any wholly owned 

supplier or between you and any subcontractor. Please include the name of the supplier or subcontractor and the 

nature of the business transaction. 

 

_____________________________________________________________________________________________ 
 

_____________________________________________________________________________________________ 

 

_____________________________________________________________________________________________ 

 

_____________________________________________________________________________________________ 

 

I certify that all information provided is current, true, correct, accurate, and complete to the best of my knowledge.  

 

Signature ___________________________________                              Date ____________________ 

 

Name (Print) ________________________________                              Position __________________ 

 


