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Physician Profile Sheet 
 

Please complete all items.  If an item does not apply, please answer N/A. 
 
Date:   ___________________________________ 
 
Name:  ______________________________________________________ 
 
Specialty: ____________________________________________________       
 

Practice Legal Name:  ____________________________________________________________ 

Tax ID #:                          ____________________________________________________________ 

Office Manager’s Name:    ____________________________________________________________ 

Practice E-Mail Address: ____________________________________________________________ 

Business Address:           ___________________________________________________________ 

                ___________________________________________________________ 

Office Phone:                 _____________________________     Fax:  _______________________ 

Physician’s Emergency #:      ____________________________________________________________ 
 

Home Address:   _____________________________________________________________ 

  _____________________________________________________________ 

  _____________________________________________________________ 

Home Phone:   _____________________________    Cell:  ________________________ 

Physician’s Personal Email: _____________________________    Birth date:  __________________ 

License (State & Number):  _____________________________    Expiration date: _____________ 

(List All)  ____________________________________________________________ 

 DEA Number:          ______________________________   Expiration date: _____________ 

UPIN Number:          ____________________________________________________________ 

NPI Number:  ____________________________________________________________ 

Medicare Number:          _____________________    Medicaid Number: __________________ 

Board Certified:            (YES)________         (NO) ________        Date: _______________       

Name of Certifying Boards:   ____________________________________________________________ 

  ____________________________________________________________ 
 
FOR OFFICE USE ONLY: 
 
Date Received:  _______________________________________ Received By:   ___________________________ 
 
Credentialing Began: __________________________________ Credentialing Complete:   ________________ 
 
Contract Start Date : ___________________________________ 


