                                       Summit Medical Billing Services

                                               15509 SE Mill Plain #93

                                                Vancouver, WA 98684

                                                 Phone # 360-896-0276

                                                  Fax # 360-597-4714

                                               lila@summitmedbill.com


PROVIDER ENROLLMENT FORM
Provider’s Full Name and Title ___________________________________
Practice Name_________________________________________________  Address_______________________________________________________ City__________ State____ Zip Code___________   County________________ E-mail address___________________________
Telephone number (required) _______________Fax number_______________
Date of Birth___/___/___
State License(s) Number (required) _________________________________________________
Social Security Number (required) __________________________________________________
Practice Tax ID_________________________________________________
Individual Tax ID Number________________________________________
CAQH_______________________IndivNPI_________________________
Group CAQH__________________Grp NPI_________________________

Please include a current copy of your liability insurance (first sheet only),  

Along with a copy of your current license(s) of your chosen field of practice and a current W-9.
Medicare Provider Number_______________________________________
Medicaid Provider Number_______________________________________
Blue Cross/Shield Provider Number________________________________         
BCBS FED number____________________________________________
CUP Provider Number (WA only)_________________________________
CHAMP VA Provider Number____________________________________
TOXONOMY NUMBER(S)______________________________________

Workers’ Comp Number _________________________________________________________
Aetna Provider Number________________________________________
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