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SAN FRANCISCO
HEALTH PLAN"

Here for you




Note: Provider Adds are welcome in any format (e.g. Excel, or your group’s form) that covers all the information requested below.

Network (BTP, CHI, CHN, JAD, NEM, NMS, HIL, or UCS): _________
Effective Date of addition: ________

	DESCRIPTION
	INFORMATION

	Last Name and Degree:
	
	

	First Name and Middle Initial:
	
	--

	Date of Birth and Gender:
	
	

	California License Number and Expiration Date:
	
	

	DEA Number and Expiration Date:
	
	

	Social Security Number:
	

	Tax ID Number: 
	

	NPI Number:
	

	Hospital Affiliations (list all known):
	

	Last Credentialing Date:
	

	Primary Specialty (ABMS Recognized Only):
	

	Secondary Specialty (ies):
	

	Board Status (Certified, Eligible, N/A) and Date:
	
	

	Office Staff Language Abilities (other than English):
	

	Provider Language Abilities (other than English):
	

	Provider Ethnicity:
	

	Provider Type (PCP, Specialist, Mid-Level):
	

	If Mid-Level, List Supervising PCP Name:
	

	Medi-Cal Panel Status

	Open to New Patients by request? (Y/N):
	Open to New Patients by default? (Y/N):

	Provider sees: 
	Gender (M/F/All):
	Ages (to/from):

	
	CCS (Y/N):
	CHDP (Y/N):
	CPSP (Y/N):

	Clinic Name (if applicable):
	

	Street Address:
	

	City and Zip:
	

	Office Hours:
	

	Telephone Number:
	

	Fax Number:
	

	E-Mail Address:
	


Please fill out completely.  Incomplete forms will not be processed.  Thank you.
Send completed forms to:  SFHP Provider Relations Department
E-mail – provider.relations@sfhp.org
   FAX – (415) 615-6450
San Francisco Health Plan


Network Provider Add Form











