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Client Intake Form

Section 1: Provider Information
Full Name: _____________________________________________
Credential (MD, NP, PA, etc.): _____________________________
NPI Number: ____________________________________________
Date of Birth: __________________   Last 4 of SSN: ____________
Specialty: ______________________________________________
License Number: ________________  State: ____________________
DEA Number: ____________________  Medicare PTAN (if applicable): ____________________
Medicaid Number: _______________  CAQH ID: __________________

Section 2: Practice/Business Information
Business Name: _________________________________________
Practice Address: _________________________________________
Phone: ____________________  Fax: __________________________
Email: ____________________  Billing Contact (if different): _____________

Section 3: Requested Services
Please check all that apply:
☐ Initial Credentialing     ☐ Re-Credentialing     ☐ Enrollment Updates
☐ CAQH Profile Setup        ☐ Medicare Enrollment  ☐ Medicaid Enrollment
☐ Other (please describe): __________________________________________

Section 4: Insurance Payers
List all insurance payers or networks to be credentialed with:
_________________________________________________________
________________________________________________________

Section 5: Additional Information / Notes
_________________________________________________________
_________________________________________________________

Signature: _____________________________________      Date: ________________
Printed Name: ___________________________________
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