PRIMARY CARE MEDICAL PROVIDER (PCMP) INFORMATION FORM

PCMP BILLING PROVIDER ID (PRACTICE) INFORMATION

FULL LEGAL Name:

(Full LEGAL name as used in the PCMP Contract)

DBA Name:

(Indicates Doing Business As (DBA) Group Practice name or Clinic name)

Medicaid Billing Provider ID #(s):

* Please list all Billing IDs that the
contract covers.

NPI # (National Provider Identifier):

Type of Practice: (Check only one) [ individual ] Group [ Rural Health Clinic
|:| Federally Qualified Health Clinic |:| Indian Health Clinic

Practice contact person:

(name) ( direct phone number)

(email) Note: This information will not be published or shared.

Primary PCMP Location Address:

(Your primary practice / clinic location that is located in the RCCO with which you contracted)

Business Street Address:

City: State: Zip:

Telephone: Fax:

Business email address:




RCCO Affiliations (RCCO 1 - Rocky Mountain Health Plan; RCCOs 2,3,& 5 — Colorado Access; RCCO 4 — Integrated
Community Health Partners; RCCO 6 — Colorado Community Health Alliance; RCCO 7 — Community Health Partnership, aka
Community Care of Central Colorado):

(List the RCCO(s) with which the PCMP has a contract)

Secondary PCMP Location Address: if applicable
(Additional practice/clinic locations which may, or may not, be located in the RCCO with which your primary
practice location has contracted)

Business Street Address:

City: State: Zip:

Telephone: Fax:

Business email address:

Additional PCMP Location Address: if applicable

Business Street Address:

City: State: Zip:

Telephone: Fax:

Business email address:

PLEASE LIST ALL ADDITIONAL PRACTICE LOCATIONS ASSOCIATED WITH THIS PCMP BILLING PROVIDER ID; USE
ADDITIONAL SHEETS IF NECESSARY.



