K&\/A

CONTRACT REQUEST FORM

Contract Contact
Name: Email:
Phone: Fax:
Type Of Contract

O Primary Care O Urgent Care

O Specialty O Hospitalist

O Ancillary O Hospital Based

O Skilled Nursing

Vendor Information

Tax ID Name:
Tax ID Number:
Specialty:
Group NPI (NPI-2):
Practice Type O Solo Practice
O Group Practice
Primary Office Address:
Location: Phone: ‘ Fax:
Email:
Office Hours:

**IF MULTIPLE LOCATIONS PLEASE LIST OUT ON ROSTER**

Provider Information

Provider Name:

NPI:

Specialty

CAQH #:

**]F THERE ARE MULTIPLE PROVIDERS, PLEASE SUBMIT A
GROUP ROSTER WITH THE ABOVE INFORMATION**

Please submit the following documents

O W9
OO0 Roster

Kindly return the completed form with the requested documents to
Providernetworkservices@Kovahealthcare.org
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