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General Information    PLEASE PRINT IN BLACK INK OR TYPE YOUR ANSWERS.  THANK YOU.

 IM emaN tsriF e                                                           SuffixmaN tsaL
______________________________________________________________      ___________________ _______________________________________________________________________________         _____________

SS#
___ ___ ___ /___ ___ /___ ___ ___ ___ Gender  = M = F Date of Birth: ________________

License and Identification Numbers

Practice and Office Information    PLEASE LIST ALL OFFICE LOCATIONS WHERE YOUR PATIENTS ARE TREATED.  
IF YOU HAVE MORE THAN TWO LOCATIONS, PLEASE ATTACH A SHEET GIVING THE OTHER LOCATIONS.

Location 1 PROVIDER START DATE AT THIS LOCATION _______ / _______ / _______

Name of Practice 
____________________________________________________________________________________________

Contact Name and Title
____________________________________________________________________________________________

Address 
____________________________________________________________________________________________

 etatS ytiC
______________________________________________________ __________________________________

 edoC piZ ytnuoC
___________________________________________________ ___ ___ ___ ___ ___–___ ___ ___ ___

Office Phone Number(s) Tax ID#
(___ ___ ___ ) ___ ___ ___–___ ___ ___ ___      ___________________________
Office Fax Number Email Address
(___ ___ ___ ) ___ ___ ___–___ ___ ___ ___      ______________________________________

Office Hours: M ____ to _____  T____ to _____ W____ to ____ TH____ to _____ F____ to _____ S____ to _____ SU_____ to ____

Provider Application

Billing Location 1

__________________________________________________________________________________________

Address 
__________________________________________________________________________________________

City                                                   State   
____________________________________________________________________________________

County                                          Zip Code 
______________________________________________ ___ ___ ___ ___ ___–___ ___ ___ ___

Phone Number                             Tax ID#
(___ ___ ___ ) ___ ___ ___–___ ___ ___ ___        ______________________

MONTH       DAY YEAR

REV 0609

www.ppousanetwork.com

Have you previously been licensed in any other state?   = Yes   = No   If yes, when and what state ____________________________

Reserved for office use only

Degree: =
= CNS = CCNS = CNM  = ACU = LCSW = OLSW = RD = ND = DOM = AUD = APRN = LP = CO = LMFT

MD = DO = DPM = OD = PhD = EdD = PsyD = PT = OT = ST = NP = PA O= THER ________CRNA =

License Number                           State Expiry Date 
__________________________________________ ________________ ___ ___ /___ ___ /___ ___

License Number                           State Expiry Date 
__________________________________________ ________________ ___ ___ /___ ___ /___ ___

 # eracideM# diacideM
_____________________________________________________    _____________________________________________________   ______________________________________________________________________________

Federal DEA Number Expiry Date 
__________________________________________ ___ ___ /___ ___ /___ ___

State DEA Number State        Expiry Date 
__________________________________________ ____________ ___ ___ /___ ___ /___ ___

= DC

Specialty Information
This information is needed for our paper and electronic directories. Please mark the applicable box(es) shown below.
Please indicate the corresponding location for each specialty by location number.

Please provide the additional information requested below concerning Board status.

Board Certified     Yes = No = Eligible =

Specialty
____________________________________________________________________________________________

Name of Certifying Board
____________________________________________________________________________________________

Date Certified ___ ___ /___ ___ /___ ___ Valid Until ___ ___ /___ ___ /___ ___

=Allergy/Immunology
=Anesthesiology
=Cardiology
=Cardiovascular Surger
=Chiropractor

y

=Colon/Rectal Surgery
=Critical Care Medicine
=Critical Care Surgery
=Dermatology
=Emergency Medicine
=Endocrinology

=Family Practice
=Gastroenterology
=General Practice
=General Surgery
=Gerontology
=Gynecology (no OB)
=Gynecological Oncology
=Hand Surgery

=Head & Neck Surgery
=Hematology
=Hematology/Oncology
= Infectious Diseases
= Internal Medicine
=Maxillofacial Surgery
=Neonatology/Perinatology
=Nephrology
=Neurology
=Neuropsychiatry
=Neurosurgery
=Nuclear Medicine
=Obstetrics/Gynecology
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=Ophthalmology
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=Orthopedic Surgery
=Otolaryngology/ENT
=Pathology

=Pediatrics
=Pediatric    

Allergy/Immunology
=Pediatric Cardiology
=Pediatric Critical Care 

Medicine
=Pediatric Endocrinology
=Pediatric 

Hematology/Oncology
=Pediatric Infectious Diseases
=Pediatric Nephrology
=Pediatric Neurology
=Pediatric Pulmonology
=Pediatric Surgery
=Perinatology
=Physical/Rehab. Medicine
=Plastic/Reconstructive 

Surgery
=Podiatry
=Psychiatry

=Psychiatry, Child
=Psychology
=Pulmonology
=Radiation Oncology
=Radiology/Rad. 

Subspecialties
=Reproductive Endocrinology
=Rheumatology

=Thoracic Surgery
=Urology
=Vascular Surgery
=Other

___________________

___________________

Board Certified     Yes = No = Eligible =
Specialty
____________________________________________________________________________________________

Name of Certifying Board
____________________________________________________________________________________________

Date Certified ___ ___ /___ ___ /___ ___ Valid Until ___ ___ /___ ___ /___ ___
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Educational Background

Medical / Specialty School Name
___________________________________________________________________________________________

Address 
___________________________________________________________________________________________

etatS ytiC
__________________________________________________________ ______________________________

Zip Code From To 
___ ___ ___ ___ ___–___ ___ ___ ___ ___ ___ /___ ___ /___ ___ ___ ___ /___ ___ /___ ___

Internship Facility
________________________________________________________________________________________________

Address 
________________________________________________________________________________________________

etatS ytiC
__________________________________________________________ ______________________________

Zip Code Graduation Date 
___ ___ ___ ___ ___–___ ___ ___ ___ ___ ___ /___ ___ /___ ___

If applicable:  Foreign Medical Graduate Number ____________________________________________________

Residency Facility
_______________________________________________________________________________________________________

Address 
_________________________________________________________________________________________

C etatS yti
__________________________________________________________ ____________________________

Zip Code From                    To 
___ ___ ___ ___ ___–___ ___ ___ ___ ___ ___ /___ ___ /___ ___ ___ ___ /___ ___ /___ ___

Fellowship Facility
_______________________________________________________________________________________________________

Address 
_________________________________________________________________________________________

etatS ytiC
__________________________________________________________ ____________________________

Zip Code From To 
___ ___ ___ ___ ___–___ ___ ___ ___ ___ ___ /___ ___ /___ ___ ___ ___ /___ ___ /___ ___

=Family Medicine

=Optometry

=Social Worker
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www.ppousanetwork.com
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Are You in an Accountable Care Organization (ACO)?
Are You a Patient Centered Medical Home (PCMH)?	
Are You Accredited as an ACO or PCMH?

Name of Accrediting Entity_____________________________________________ Accredited as  = ACO   = PCMH



Specialty Information
This information is needed for our paper and electronic directories. Please mark the applicable box(es) shown below.
Please indicate the corresponding location for each specialty by location number.

Please provide the additional information requested below concerning Board status.

Board Certified     Yes = No = Eligible =

Specialty
____________________________________________________________________________________________

Name of Certifying Board
____________________________________________________________________________________________

Date Certified ___ ___ /___ ___ /___ ___ Valid Until ___ ___ /___ ___ /___ ___

=Allergy/Immunology
=Anesthesiology
=Cardiology
=Cardiovascular Surger
=Chiropractor

y

=Colon/Rectal Surgery
=Critical Care Medicine
=Critical Care Surgery
=Dermatology
=Emergency Medicine
=Endocrinology

=Family Practice
=Gastroenterology
=General Practice
=General Surgery
=Gerontology
=Gynecology (no OB)
=Gynecological Oncology
=Hand Surgery

=Head & Neck Surgery
=Hematology
=Hematology/Oncology
= Infectious Diseases
= Internal Medicine
=Maxillofacial Surgery
=Neonatology/Perinatology
=Nephrology
=Neurology
=Neuropsychiatry
=Neurosurgery
=Nuclear Medicine
=Obstetrics/Gynecology
=Oncology
=Ophthalmology

=Oral Surgery
=Orthopedic Surgery
=Otolaryngology/ENT
=Pathology

=Pediatrics
=Pediatric    

Allergy/Immunology
=Pediatric Cardiology
=Pediatric Critical Care 

Medicine
=Pediatric Endocrinology
=Pediatric 

Hematology/Oncology
=Pediatric Infectious Diseases
=Pediatric Nephrology
=Pediatric Neurology
=Pediatric Pulmonology
=Pediatric Surgery
=Perinatology
=Physical/Rehab. Medicine
=Plastic/Reconstructive 

Surgery
=Podiatry
=Psychiatry

=Psychiatry, Child
=Psychology
=Pulmonology
=Radiation Oncology
=Radiology/Rad. 

Subspecialties
=Reproductive Endocrinology
=Rheumatology

=Thoracic Surgery
=Urology
=Vascular Surgery
=Other

___________________

___________________

Board Certified     Yes = No = Eligible =
Specialty
____________________________________________________________________________________________

Name of Certifying Board
____________________________________________________________________________________________

Date Certified ___ ___ /___ ___ /___ ___ Valid Until ___ ___ /___ ___ /___ ___
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Educational Background

Medical / Specialty School Name
___________________________________________________________________________________________

Address 
___________________________________________________________________________________________

etatS ytiC
__________________________________________________________ ______________________________

Zip Code From To 
___ ___ ___ ___ ___–___ ___ ___ ___ ___ ___ /___ ___ /___ ___ ___ ___ /___ ___ /___ ___

Internship Facility
________________________________________________________________________________________________

Address 
________________________________________________________________________________________________

etatS ytiC
__________________________________________________________ ______________________________

Zip Code Graduation Date 
___ ___ ___ ___ ___–___ ___ ___ ___ ___ ___ /___ ___ /___ ___

If applicable:  Foreign Medical Graduate Number ____________________________________________________

Residency Facility
_______________________________________________________________________________________________________

Address 
_________________________________________________________________________________________

C etatS yti
__________________________________________________________ ____________________________

Zip Code From                    To 
___ ___ ___ ___ ___–___ ___ ___ ___ ___ ___ /___ ___ /___ ___ ___ ___ /___ ___ /___ ___

Fellowship Facility
_______________________________________________________________________________________________________

Address 
_________________________________________________________________________________________

etatS ytiC
__________________________________________________________ ____________________________

Zip Code From To 
___ ___ ___ ___ ___–___ ___ ___ ___ ___ ___ /___ ___ /___ ___ ___ ___ /___ ___ /___ ___

=Family Medicine

=Optometry

=Social Worker

Professional Education:

Attach copy of diploma, if international graduate, submit ECFMG certificate. If additional space is needed please photocopy this page and attach.

Name of School		  Degree		  Dates of Attendance (mm/yyyy)	

_________________________________________________	 _ __________________	 From:_ __________	 To:____________
Address	 Graduation Date (mm/yyyy)

_________________________________________________	 _ ______________________________________________________
City	 State	 County	 Zip

_________________________________________________	 _ ______________________________________________________
Telephone Number	 Fax Number

_________________________________________________	 _ ______________________________________________________

Professional Training–Internship/Residency/Fellowship:

Training Institution	 Program: 	

_________________________________________________	 = Internship 	 = Fellowship 	 = Residency
Address	

_________________________________________________	 _ ______________________________________________________
City	 State	 County	 Zip

_________________________________________________	 _ ______________________________________________________
Telephone Number (if known)	 Fax Number (if known)

_________________________________________________	 _ ______________________________________________________
Type of Training/Specialty	 Dates of Training (mm/yyyy)

_________________________________________________	 _ ______________________________________________________

Was program successfully completed?	 = Yes	 = No

Professional Training–Internship/Residency/Fellowship:

Training Institution	 Program: 	

_________________________________________________	 = Internship 	 = Fellowship 	 = Residency
Address	

_________________________________________________	 _ ______________________________________________________
City	 State	 County	 Zip

_________________________________________________	 _ ______________________________________________________
Telephone Number (if known)	 Fax Number (if known)

_________________________________________________	 _ ______________________________________________________
Type of Training/Specialty	 Dates of Training (mm/yyyy)

_________________________________________________	 _ ______________________________________________________

Was program successfully completed?	 = Yes	 = No

Professional Training–Internship/Residency/Fellowship:

Training Institution	 Program: 	

_________________________________________________	 = Internship 	 = Fellowship 	 = Residency
Address	

_________________________________________________	 _ ______________________________________________________
City	 State	 County	 Zip

_________________________________________________	 _ ______________________________________________________
Telephone Number (if known)	 Fax Number (if known)

_________________________________________________	 _ ______________________________________________________
Type of Training/Specialty	 Dates of Training (mm/yyyy)

_________________________________________________	 _ ______________________________________________________

Was program successfully completed?	 = Yes	 = No
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____________________________________________________________________________________________

Telephone Number 
____________________________________________________________________________________________

Address 
______________________________________________________________________________________

etatS ytiC
__________________________________________________________ _________________________

Zip Code
___ ___ ___ ___ ___–___ ___ ___ ___

Hospital Name
______________________________________________________________________________________

Telephone Number 
______________________________________________________________________________________

Address 
____________________________________________________________________________________________

City State
__________________________________________________________ ______________________________

Zip Code
___ ___ ___ ___ ___–___ ___ ___ ___

Professional Liability Insurance Information

Name of Insurance Carrier
____________________________________________________________________________________________

Telephone Number 
____________________________________________________________________________________________

Address 
____________________________________________________________________________________________

etatS ytiC
__________________________________________________________ ______________________________

Zip Code 
___ ___ ___ ___ ___–___ ___ ___ ___

Address 
______________________________________________________________________________________

etatS ytiC
__________________________________________________________ _________________________

Zip Code
___ ___ ___ ___ ___–___ ___ ___ ___

Policy Number
____________________________________________________________________________________

Date Insured                        Expiry Date
___ ___ /___ ___ /___ ___ ___ ___ /___ ___ /___ ___

Per Occurrence                          Aggregate 
$________________________________________    $ _____________________________________

REV 0609

Dental Specialty, if applicable:
General Dentist	 = Yes	 = No
(If your practice is other than general dentistry, please complete Board Certification information below.)

Do you administer general anesthesia or conscious sedation?		 = Yes	 = No    
If you do, certification date __________________________

REV 0210REV 0611

Name of Certifying Entity_________________________________________________________ 						    
 

Hospital Affiliations, if applicable:



We must have the following information in order for us to process your Application.
= Completed, Signed, and Dated Application (Please include all separate sheets and any required written explanations)
= Original Signed Participating Provider Agreement
= Proof of Malpractice Coverage (Copy of the Certificate of Insurance or policy face sheet which reflects expiry date, insured’s name, 

and malpractice limits)
=

=

Copy of Your W-9
Letter of reference or recommendation or oversight from supervisors (North Carolina only)

Credentialing Contact Information (If different than practice location.)

____________________________________________________________________________________________ Office Phone Number(s)(___ ___ ___ ) ___ ___ ___–___ ___ ___ ___

Address 
____________________________________________________________________________________________ Office Fax Number        (___ ___ ___ ) ___ ___ ___–___ ___ ___ ___

City                                                   State Zip Code
Contact ______________________________________

Authorization

Provider Signature* ______________________________________________________________________________________ Date*___________________________________
(original signature required)

Additional contact name: _____________________________________ Phone: ____________________
If you have any questions about this Application, call toll free Medical 800-821-4991, option 3 or Dental 800-505-8880, option 1.

*Your Application cannot be processed without your signature and date. 

PO Box 6707

Lee’ s Summit, MO 64064 -6707

www.ppousanetwork.com

Provider Printed Name ________________________________________________________

Participating Provider hereby certifies that the information provided on the Credentialing Application is true and complete and correct to the best of his or 
her knowledge. Participating Provider hereby authorizes GEHA to contact individuals and organizations to obtain information pertaining to his or her 
qualifications for the credentialing and any subsequent recredentialing processes. Participating Provider agrees that GEHA, its subsidiaries, employees or 
representatives, and individuals or organizations providing information to GEHA shall not be liable for any act or omission related to the verification of the 
information provided in the Credentialing Application or recredentialing process. GEHA will treat information in the Credentialing Application that is not 
publicly available as confidential, unless disclosure is required by law, regulation or an accrediting organization. Participating Provider agrees to advise 
GEHA of any changes in the information provided on the Credentialing Application. Participating Provider understands that submission of the Credentialing 
Application does not guarantee participation in the PPO USA or Connection Dental Network. A photocopy of this page shall be considered a valid authorization.
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Professional and Health Status AN EXPLANATION OF EACH YES ANSWER IS REQUIRED.

Are you or have you been subject to:
Suspension or limitation of hospital privileges? = Yes = No
Suspension as a Medicare or Medicaid provider? = Yes = No
Professional liability insurance denied, cancelled

or not renewed? = Yes = No
State licensing investigation or action? = Yes = No
Revoked or suspended license? = Yes = No

DEA licensing investigation or action?                 = Yes = No
Plead guilty or convicted of a felony or misdemeanor?                  = Yes = No
Chronic illness, physical defects or substance 

abuse that would impair your ability to practice?= Yes = No
Do you currently use illegal drugs?                     = Yes = No

Malpractice Litigation Information: AN EXPLANATION OF EACH MALPRACTICE ACTION WITH THE DATE OF OCCURRENCE IS REQUIRED.

PLEASE DO NOT LEAVE BLANKS.

Number of cases currently open: _____________________________________________ Number of cases closed with payment: _______________________________

Number of cases closed without payment: _________________________________

REV 0611

We must have the following information in order for us to process your Application.
= Completed, Signed, and Dated Application (Please include all separate sheets and any required written explanations)
= Original Signed Participating Provider Agreement
= Proof of Malpractice Coverage (Copy of the Certificate of Insurance or policy face sheet which reflects expiry date, insured’s name, 

and malpractice limits)
=

=

Copy of Your W-9
Letter of reference or recommendation or oversight from supervisors (North Carolina only)

Credentialing Contact Information (If different than practice location.)

____________________________________________________________________________________________ Office Phone Number(s)(___ ___ ___ ) ___ ___ ___–___ ___ ___ ___

Address 
____________________________________________________________________________________________ Office Fax Number        (___ ___ ___ ) ___ ___ ___–___ ___ ___ ___

City                                                   State Zip Code
Contact ______________________________________

Authorization

Provider Signature* ______________________________________________________________________________________ Date*___________________________________
(original signature required)

Additional contact name: _____________________________________ Phone: ____________________
If you have any questions about this Application, call toll free Medical 800-821-4991, option 3 or Dental 800-505-8880, option 1.

*Your Application cannot be processed without your signature and date. 

PO Box 6707

Lee’ s Summit, MO 64064 -6707

www.ppousanetwork.com

Provider Printed Name ________________________________________________________

Participating Provider hereby certifies that the information provided on the Credentialing Application is true and complete and correct to the best of his or 
her knowledge. Participating Provider hereby authorizes GEHA to contact individuals and organizations to obtain information pertaining to his or her 
qualifications for the credentialing and any subsequent recredentialing processes. Participating Provider agrees that GEHA, its subsidiaries, employees or 
representatives, and individuals or organizations providing information to GEHA shall not be liable for any act or omission related to the verification of the 
information provided in the Credentialing Application or recredentialing process. GEHA will treat information in the Credentialing Application that is not 
publicly available as confidential, unless disclosure is required by law, regulation or an accrediting organization. Participating Provider agrees to advise 
GEHA of any changes in the information provided on the Credentialing Application. Participating Provider understands that submission of the Credentialing 
Application does not guarantee participation in the PPO USA or Connection Dental Network. A photocopy of this page shall be considered a valid authorization.
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Professional and Health Status AN EXPLANATION OF EACH YES ANSWER IS REQUIRED.

Are you or have you been subject to:
Suspension or limitation of hospital privileges? = Yes = No
Suspension as a Medicare or Medicaid provider? = Yes = No
Professional liability insurance denied, cancelled

or not renewed? = Yes = No
State licensing investigation or action? = Yes = No
Revoked or suspended license? = Yes = No

DEA licensing investigation or action?                 = Yes = No
Plead guilty or convicted of a felony or misdemeanor?                  = Yes = No
Chronic illness, physical defects or substance 

abuse that would impair your ability to practice?= Yes = No
Do you currently use illegal drugs?                     = Yes = No

Malpractice Litigation Information: AN EXPLANATION OF EACH MALPRACTICE ACTION WITH THE DATE OF OCCURRENCE IS REQUIRED.

PLEASE DO NOT LEAVE BLANKS.

Number of cases currently open: _____________________________________________ Number of cases closed with payment: _______________________________

Number of cases closed without payment: _________________________________

We must have the following information in order for us to process your Application.
= Completed, Signed, and Dated Application (Please include all separate sheets and any required written explanations)
= Original Signed Participating Provider Agreement
= Proof of Malpractice Coverage (Copy of the Certificate of Insurance or policy face sheet which reflects expiry date, insured’s name, 

and malpractice limits)
=

=

Copy of Your W-9
Letter of reference or recommendation or oversight from supervisors (North Carolina only)

Credentialing Contact Information (If different than practice location.)

____________________________________________________________________________________________ Office Phone Number(s)(___ ___ ___ ) ___ ___ ___–___ ___ ___ ___

Address 
____________________________________________________________________________________________ Office Fax Number        (___ ___ ___ ) ___ ___ ___–___ ___ ___ ___

City                                                   State Zip Code
Contact ______________________________________

Authorization

Provider Signature* ______________________________________________________________________________________ Date*___________________________________
(original signature required)

Additional contact name: _____________________________________ Phone: ____________________
If you have any questions about this Application, call toll free Medical 800-821-4991, option 3 or Dental 800-505-8880, option 1.

*Your Application cannot be processed without your signature and date. 

PO Box 6707

Lee’ s Summit, MO 64064 -6707

www.ppousanetwork.com

Provider Printed Name ________________________________________________________

Participating Provider hereby certifies that the information provided on the Credentialing Application is true and complete and correct to the best of his or 
her knowledge. Participating Provider hereby authorizes GEHA to contact individuals and organizations to obtain information pertaining to his or her 
qualifications for the credentialing and any subsequent recredentialing processes. Participating Provider agrees that GEHA, its subsidiaries, employees or 
representatives, and individuals or organizations providing information to GEHA shall not be liable for any act or omission related to the verification of the 
information provided in the Credentialing Application or recredentialing process. GEHA will treat information in the Credentialing Application that is not 
publicly available as confidential, unless disclosure is required by law, regulation or an accrediting organization. Participating Provider agrees to advise 
GEHA of any changes in the information provided on the Credentialing Application. Participating Provider understands that submission of the Credentialing 
Application does not guarantee participation in the PPO USA or Connection Dental Network. A photocopy of this page shall be considered a valid authorization.
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Professional and Health Status AN EXPLANATION OF EACH YES ANSWER IS REQUIRED.

Are you or have you been subject to:
Suspension or limitation of hospital privileges? = Yes = No
Suspension as a Medicare or Medicaid provider? = Yes = No
Professional liability insurance denied, cancelled

or not renewed? = Yes = No
State licensing investigation or action? = Yes = No
Revoked or suspended license? = Yes = No

DEA licensing investigation or action?                 = Yes = No
Plead guilty or convicted of a felony or misdemeanor?                  = Yes = No
Chronic illness, physical defects or substance 

abuse that would impair your ability to practice?= Yes = No
Do you currently use illegal drugs?                     = Yes = No

Malpractice Litigation Information: AN EXPLANATION OF EACH MALPRACTICE ACTION WITH THE DATE OF OCCURRENCE IS REQUIRED.

PLEASE DO NOT LEAVE BLANKS.

Number of cases currently open: _____________________________________________ Number of cases closed with payment: _______________________________

Number of cases closed without payment: _________________________________

General Information    PLEASE PRINT IN BLACK INK OR TYPE YOUR ANSWERS.   THANK YOU.

Last Name First Name MI 
_____________________________________________________________________________________ _______________________________________________________________________________          _____________

Degree: = MD = DO = DPM = OD = PhD = EdD = PsyD = PT = OT = ST = NP = PA = CRNA = OTHER_________
SS#
___ ___ ___ /___ ___ /___ ___ ___ ___ Gender  = M = F Date of Birth: ________________

License and Identification Numbers

Medical License Number State Expiry Date 
__________________________________________ ________________ ___ ___ /___ ___ /___ ___

Medical License Number State Expiry Date 
__________________________________________ ________________ ___ ___ /___ ___ /___ ___

Medicaid # Medicare #                                     NPI#
____________________________________________   ______________________________________________                 ____________________________________________            ____________________________________ 

Practice and Office Information    PLEASE LIST ALL OFFICE LOCATIONS WHERE YOUR PATIENTS ARE TREATED.  
IF YOU HAVE MORE THAN TWO LOCATIONS, PLEASE ATTACH A SHEET GIVING THE OTHER LOCATIONS.

Location 1 PROVIDER START DATE AT THIS LOCATION _______ / _______ / _______

Name of Practice 
____________________________________________________________________________________________

Office Manager/Contact Name
____________________________________________________________________________________________

Address 
____________________________________________________________________________________________

City State 
______________________________________________________ __________________________________

County Zip Code 
___________________________________________________ ___ ___ ___ ___ ___–___ ___ ___ ___

Office Phone Number(s) Tax ID#
(___ ___ ___ ) ___ ___ ___–___ ___ ___ ___      ___________________________
Office Fax Number Email Address
(___ ___ ___ ) ___ ___ ___–___ ___ ___ ___      ______________________________________

Office Hours: M____ to _____  T____ to _____ W____ to ____ TH____ to _____ F____ to _____ S____ to _____ SU_____ to ____

Location 2 PROVIDER START DATE AT THIS LOCATION _______ / _______ / _______

Name of Practice 
____________________________________________________________________________________________

Office Manager/Contact Name
____________________________________________________________________________________________

Address 
____________________________________________________________________________________________

City State 
______________________________________________________ __________________________________

County Zip Code 
___________________________________________________ ___ ___ ___ ___ ___–___ ___ ___ ___

Office Phone Number(s) Tax ID#
(___ ___ ___ ) ___ ___ ___–___ ___ ___ ___      ___________________________
Office Fax Number Email Address
(___ ___ ___ ) ___ ___ ___–___ ___ ___ ___      ______________________________________

Office Hours:   M____ to _____  T____ to _____ W____ to _____ TH____ to _____ F____ to _____ S____ to _____ SU_____ to ____

Do You Provide Services For:  

New Patients = Yes = No
Medicare Patients = Yes = No
Medicaid Patients = Yes = No
Handicap Access = Yes = No
Schedule Same Day Appointments = Yes = No
Difficult To Schedule New Patients = Yes        = No

Federal DEA Number Expiry Date 
__________________________________________ ___ ___ /___ ___ /___ ___

State DEA Number State        Expiry Date 
__________________________________________ ____________ ___ ___ /___ ___ /___ ___

Provider Application

Billing Location 1

__________________________________________________________________________________________

Address 
__________________________________________________________________________________________

City                                                   State   
____________________________________________________________________________________

County                                          Zip Code 
______________________________________________ ___ ___ ___ ___ ___–___ ___ ___ ___

Phone Number                             Tax ID#
(___ ___ ___ ) ___ ___ ___–___ ___ ___ ___        ______________________

Billing Location 2

___________________________________________________________________________________________

Address 
___________________________________________________________________________________________

City State 
______________________________________________________ _____________________________

County                                           Zip Code 
_______________________________________________    ___ ___ ___ ___ ___–___ ___ ___ ___

Phone Number      Tax ID#
(___ ___ ___ ) ___ ___ ___–___ ___ ___ ___         _______________________

MONTH       DAY YEAR

MONTH       DAY YEAR

Patient Age Limits: _____ Minimum Age
_____ Maximum Age

Languages Spoken In Office Other Than English: ________________________

REV 11/05

www.ppousanetwork.com

We must have the following information in order for us to process your Application.
= Completed, Signed, and Dated Application (Please include all separate sheets and any required written explanations)
= Original Signed Participating Provider Agreement
= Proof of Malpractice Coverage (Copy of the Certificate of Insurance or policy face sheet which reflects expiry date, insured’s name, 

and malpractice limits)
=

=

Copy of Your W-9
Letter of reference or recommendation or oversight from supervisors (North Carolina only)

Credentialing Contact Information (If different than practice location.)

____________________________________________________________________________________________ Office Phone Number(s)(___ ___ ___ ) ___ ___ ___–___ ___ ___ ___

Address 
____________________________________________________________________________________________ Office Fax Number        (___ ___ ___ ) ___ ___ ___–___ ___ ___ ___

City                                                   State Zip Code
Contact ______________________________________

Authorization

Provider Signature* ______________________________________________________________________________________ Date*___________________________________
(original signature required)

Additional contact name: _____________________________________ Phone: ____________________
If you have any questions about this Application, call toll free Medical 800-821-4991, option 3 or Dental 800-505-8880, option 1.

*Your Application cannot be processed without your signature and date. 

PO Box 6707

Lee’ s Summit, MO 64064 -6707

www.ppousanetwork.com

Provider Printed Name ________________________________________________________

Participating Provider hereby certifies that the information provided on the Credentialing Application is true and complete and correct to the best of his or 
her knowledge. Participating Provider hereby authorizes GEHA to contact individuals and organizations to obtain information pertaining to his or her 
qualifications for the credentialing and any subsequent recredentialing processes. Participating Provider agrees that GEHA, its subsidiaries, employees or 
representatives, and individuals or organizations providing information to GEHA shall not be liable for any act or omission related to the verification of the 
information provided in the Credentialing Application or recredentialing process. GEHA will treat information in the Credentialing Application that is not 
publicly available as confidential, unless disclosure is required by law, regulation or an accrediting organization. Participating Provider agrees to advise 
GEHA of any changes in the information provided on the Credentialing Application. Participating Provider understands that submission of the Credentialing 
Application does not guarantee participation in the PPO USA or Connection Dental Network. A photocopy of this page shall be considered a valid authorization.
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Professional and Health Status AN EXPLANATION OF EACH YES ANSWER IS REQUIRED.

Are you or have you been subject to:
Suspension or limitation of hospital privileges? = Yes = No
Suspension as a Medicare or Medicaid provider? = Yes = No
Professional liability insurance denied, cancelled

or not renewed? = Yes = No
State licensing investigation or action? = Yes = No
Revoked or suspended license? = Yes = No

DEA licensing investigation or action?                 = Yes = No
Plead guilty or convicted of a felony or misdemeanor?                  = Yes = No
Chronic illness, physical defects or substance 

abuse that would impair your ability to practice?= Yes = No
Do you currently use illegal drugs?                     = Yes = No

Malpractice Litigation Information: AN EXPLANATION OF EACH MALPRACTICE ACTION WITH THE DATE OF OCCURRENCE IS REQUIRED.

PLEASE DO NOT LEAVE BLANKS.

Number of cases currently open: _____________________________________________ Number of cases closed with payment: _______________________________

Number of cases closed without payment: _________________________________

We must have the following information in order for us to process your Application.
= Completed, Signed, and Dated Application (Please include all separate sheets and any required written explanations)
= Original Signed Participating Provider Agreement
= Proof of Malpractice Coverage (Copy of the Certificate of Insurance or policy face sheet which reflects expiry date, insured’s name, 

and malpractice limits)
=

=

Copy of Your W-9
Letter of reference or recommendation or oversight from supervisors (North Carolina only)

Credentialing Contact Information (If different than practice location.)

____________________________________________________________________________________________ Office Phone Number(s)(___ ___ ___ ) ___ ___ ___–___ ___ ___ ___

Address 
____________________________________________________________________________________________ Office Fax Number        (___ ___ ___ ) ___ ___ ___–___ ___ ___ ___

City                                                   State Zip Code
Contact ______________________________________

Authorization

Provider Signature* ______________________________________________________________________________________ Date*___________________________________
(original signature required)

Additional contact name: _____________________________________ Phone: ____________________
If you have any questions about this Application, call toll free Medical 800-821-4991, option 3 or Dental 800-505-8880, option 1.

*Your Application cannot be processed without your signature and date. 

PO Box 6707

Lee’ s Summit, MO 64064 -6707

www.ppousanetwork.com

Provider Printed Name ________________________________________________________

Participating Provider hereby certifies that the information provided on the Credentialing Application is true and complete and correct to the best of his or 
her knowledge. Participating Provider hereby authorizes GEHA to contact individuals and organizations to obtain information pertaining to his or her 
qualifications for the credentialing and any subsequent recredentialing processes. Participating Provider agrees that GEHA, its subsidiaries, employees or 
representatives, and individuals or organizations providing information to GEHA shall not be liable for any act or omission related to the verification of the 
information provided in the Credentialing Application or recredentialing process. GEHA will treat information in the Credentialing Application that is not 
publicly available as confidential, unless disclosure is required by law, regulation or an accrediting organization. Participating Provider agrees to advise 
GEHA of any changes in the information provided on the Credentialing Application. Participating Provider understands that submission of the Credentialing 
Application does not guarantee participation in the PPO USA or Connection Dental Network. A photocopy of this page shall be considered a valid authorization.

Page 5

Professional and Health Status AN EXPLANATION OF EACH YES ANSWER IS REQUIRED.

Are you or have you been subject to:
Suspension or limitation of hospital privileges? = Yes = No
Suspension as a Medicare or Medicaid provider? = Yes = No
Professional liability insurance denied, cancelled

or not renewed? = Yes = No
State licensing investigation or action? = Yes = No
Revoked or suspended license? = Yes = No

DEA licensing investigation or action?                 = Yes = No
Plead guilty or convicted of a felony or misdemeanor?                  = Yes = No
Chronic illness, physical defects or substance 

abuse that would impair your ability to practice?= Yes = No
Do you currently use illegal drugs?                     = Yes = No

Malpractice Litigation Information: AN EXPLANATION OF EACH MALPRACTICE ACTION WITH THE DATE OF OCCURRENCE IS REQUIRED.

PLEASE DO NOT LEAVE BLANKS.

Number of cases currently open: _____________________________________________ Number of cases closed with payment: _______________________________

Number of cases closed without payment: _________________________________

www.connectiondental.com

We must have the following information in order for us to process your Application.
= Completed, Signed, and Dated Application (Please include all separate sheets and any required written explanations)
= Original Signed Participating Provider Agreement
= Proof of Malpractice Coverage (Copy of the Certificate of Insurance or policy face sheet which reflects expiry date, insured’s name, 

and malpractice limits)
=

=

Copy of Your W-9
Letter of reference or recommendation or oversight from supervisors (North Carolina only)

Credentialing Contact Information (If different than practice location.)

____________________________________________________________________________________________ Office Phone Number(s)(___ ___ ___ ) ___ ___ ___–___ ___ ___ ___

Address 
____________________________________________________________________________________________ Office Fax Number        (___ ___ ___ ) ___ ___ ___–___ ___ ___ ___

City                                                   State Zip Code
Contact ______________________________________

Authorization

Provider Signature* ______________________________________________________________________________________ Date*___________________________________
(original signature required)

Additional contact name: _____________________________________ Phone: ____________________
If you have any questions about this Application, call toll free Medical 800-821-4991, option 3 or Dental 800-505-8880, option 1.

*Your Application cannot be processed without your signature and date. 

PO Box 6707

Lee’ s Summit, MO 64064 -6707

www.ppousanetwork.com

Provider Printed Name ________________________________________________________

Participating Provider hereby certifies that the information provided on the Credentialing Application is true and complete and correct to the best of his or 
her knowledge. Participating Provider hereby authorizes GEHA to contact individuals and organizations to obtain information pertaining to his or her 
qualifications for the credentialing and any subsequent recredentialing processes. Participating Provider agrees that GEHA, its subsidiaries, employees or 
representatives, and individuals or organizations providing information to GEHA shall not be liable for any act or omission related to the verification of the 
information provided in the Credentialing Application or recredentialing process. GEHA will treat information in the Credentialing Application that is not 
publicly available as confidential, unless disclosure is required by law, regulation or an accrediting organization. Participating Provider agrees to advise 
GEHA of any changes in the information provided on the Credentialing Application. Participating Provider understands that submission of the Credentialing 
Application does not guarantee participation in the PPO USA or Connection Dental Network. A photocopy of this page shall be considered a valid authorization.
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Professional and Health Status AN EXPLANATION OF EACH YES ANSWER IS REQUIRED.

Are you or have you been subject to:
Suspension or limitation of hospital privileges? = Yes = No
Suspension as a Medicare or Medicaid provider? = Yes = No
Professional liability insurance denied, cancelled

or not renewed? = Yes = No
State licensing investigation or action? = Yes = No
Revoked or suspended license? = Yes = No

DEA licensing investigation or action?                 = Yes = No
Plead guilty or convicted of a felony or misdemeanor?                  = Yes = No
Chronic illness, physical defects or substance 

abuse that would impair your ability to practice?= Yes = No
Do you currently use illegal drugs?                     = Yes = No

Malpractice Litigation Information: AN EXPLANATION OF EACH MALPRACTICE ACTION WITH THE DATE OF OCCURRENCE IS REQUIRED.

PLEASE DO NOT LEAVE BLANKS.

Number of cases currently open: _____________________________________________ Number of cases closed with payment: _______________________________

Number of cases closed without payment: _________________________________


