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HEALTH PLANS®

We understand Colorado. We understand you.





Is provider a hospitalist?

	CAQH DATA FORM

	Last Name:
	
	First Name:
	
	M.I.:
	

	SS#:
	
	Degree:
	
	Specialty:
	
	TIN:
	

	DEA#:
	
	Provider NPI #:
	
	CO License #:
	

	DOB:
	
	PCP?:
	
	Group Name:
	

	CAQH ID:
	

	ADDRESS INFORMATION

	Primary Practice Address:
	

	
	

	Telephone:
	
	Fax:
	

	Office Contact:
	
	Job Title:
	
	Telephone:
	

	
	

	Other Practice Address:


	

	
	

	Telephone:
	
	Fax:
	

	
	

	Correspondence Address:
(Mailing Address)
	

	
	

	Telephone:
	
	Fax:
	

	
	

	Billing Address:

(Remit. Address)
	

	
	

	Telephone:
	
	Fax:
	


Please fax completed form to RMHP Provider Relations:
Front Range 303-967-2090
Southern Front Range 719-543-7694
Western Slope 970-244-7957










