
Arkansas Preferred Physician Application For MultiPlan Use Only
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Specialty

Please indicate the specialties in which you would like to receive referrals for new patients. 

Primary Specialty
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Other
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Please indicate language(s) spoken by provider in addition to English ______________________________________________________________________________

Please indicate if you communicate in Sign Language          ■ Yes   ■ No
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Professional Liability (Malpractice)

Do you intend to maintain your current professional liability insurance limits?  If no, please enclose a detailed explanation.  ■ Yes   ■ No

Comprehensive General Liability
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DEA Certification

*Do you administer or prescribe controlled substances (Schedule II, III, V medications)?

■ Yes: DEA Certificate #

■ No: I do not administer or prescribe controlled substances; I do not have a DEA number.

Address Information I

• Please provide practice, billing and mailing information for each office in which you see patients under this contract.
• Attach additional sheets if necessary.

Address 1 (Please provide your payment address first. Note: If this is also a practice address, it cannot be a P.O. Box.)

■ Payment Address ■ Practice Address ■ Mailing Address

Street Suite

City State Zip

Phone Numbers

Appointments Billing

Ext. Ext.

Fax

Is This Office

Your primary practice location?    ■ Yes   ■ ?yrotcerid eht ni raeppa ot hsiw uoy sserdda nAoN     ■ Yes   ■ No
Open to new patients?    ■ Yes   ■ ?stneitap deppacidnah ot elbisseccAoN     ■ Yes   ■ No

Office Hours

MONDAY TUESDAY WEDNESDAY THURSDAY FRIDAY SATURDAY SUNDAY

From - To From - To From - To From - To From - To From - To From - To

After hours call coverage __________________________________________________________________________________________________________________
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Arkansas State Medical Board

License Number:

_______________________________________________

Thank you for your interest in participating with MultiPlan, Inc. This application will serve to qualify you for participation in both the PHCS Network (primary PPO) and The MultiPlan 

Network (complementary network). To ensure appropriate referrals and facilitate timely payment of claims, we ask that you complete all items on this form. Items marked with 

an asterisk (*) will be kept confidential to the extent permitted by law. If you need assistance completing this form, please call our Service Operations Department at 1-800-950-7040.



Average Appointment Scheduling Time

New patient __________Hours / Days / Weeks Routine Visit __________Hours / Days / Weeks Urgent Visit __________Hours / Days / Weeks

* Information will be kept confidential to the extent permitted by law.
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Contact Name
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Tax I.D. Information I – Address I

• Information listed below will assist MultiPlan clients to pay your claims properly.
• All information must correspond to the W-9 Form submitted to the IRS.

Tax Identification Number
Tax ID Name ______________________________________________________________________

Tax ID Address ____________________________________________________________________

(Note: This name must match the name associated with the Tax ID number on your W-9 Form.)

Tax ID Name ______________________________________________________________________

Tax ID Address ____________________________________________________________________

(Note: This name must match the name associated with the Tax ID number on your W-9 Form.)
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Address Information II

• Please provide practice, billing and mailing information for each office in which you see patients under this contract.
• Attach additional sheets if necessary.

■ Payment Address ■ Practice Address ■ Mailing Address

Street Suite

City State Zip

Phone Numbers

Appointments Billing

Ext. Ext.

Fax

Is This Office

Your primary practice location?    ■ Yes   ■ ?yrotcerid eht ni raeppa ot hsiw uoy sserdda nAoN     ■ Yes   ■ No
Open to new patients?    ■ Yes   ■ ?stneitap deppacidnah ot elbisseccAoN     ■ Yes   ■ No

Office Hours

MONDAY TUESDAY WEDNESDAY THURSDAY FRIDAY SATURDAY SUNDAY

From - To From - To From - To From - To From - To From - To From - To

After hours call coverage __________________________________________________________________________________________________________________

Average Appointment Scheduling Time

New patient __________Hours / Days / Weeks Routine Visit __________Hours / Days / Weeks Urgent Visit __________Hours / Days / Weeks
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Tax I.D. Information II – Address II

• Information listed below will assist MultiPlan clients to pay your claims properly.
• All information must correspond to the W-9 Form submitted to the IRS.

Tax Identification Number
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I hereby submit this application for participation with MultiPlan, Inc. through the PHCS Network and The MultiPlan Network. I understand that this
application will be reviewed based on the information I have provided herein.

I hereby certify that the information contained and enclosed with this form is complete, accurate and true, and that information found to be false could
result in denial or subsequent termination of my participation in the PHCS Network and The MultiPlan Network.

A photocopy of this permission will be as valid as the original.

X ________________________________________________________ _________________________________________________ ____________________
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* Information will be kept confidential to the extent permitted by law. Questions?  Call  1-800-950-7040

PRVP077-AR (12/07) 1100 Winter St. Waltham, MA 02451-9370

Page 3

1. ■ Completed and signed Arkansas Preferred Physician Application.

2. ■ One (1) completed and signed copy of the MultiPlan Participating Professional Agreement (with all Exhibits stapled to each Agreement).

3. ■ Copy of W-9 Form.

4. ■ Copy of Curriculum Vitae. (optional)

Donʼt Forget To

■ Sign and date the Application

■ Keep a photocopy of the Application for your records.
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PPO Fee Schedule ______________________________________ Agreement ID ______________________________________________

OA Fee Schedule ______________________________________ Agreement ID ______________________________________________

AUTHORIZATION AND RELEASE

I hereby authorize the Arkansas State Medical Board to provide my credentialing

information gathered by the Board to _________________________________________

(a Credentialing Organization) with whom I am affiliating and seek privileges.

This Authorization shall remain in effect for a period not to exceed two (2) years or until

revoked by me in writing.

Typed or Printed Name of Physician:_____________________________________

Licensure Number:___________________________________________________

Signature of Physician:______________________________Date:______________
(Stamped signature is not acceptable)

*This document does not authorize the Arkansas State Medical Board to release information collected to

third parties except as later authorized by the above physician and Arkansas law.

A&R.doc

Revised: 6/30/03 LJM; Rev. 3/14/05 ANM




