PASSPORT

PRACTICE DEMOGRAPHIC FORM

Practice NPI Practice Tax ID

Practice Name

Primary Address

City State Zip Code County

Primary Phone Primary Fax

REMIT ADDRESS

Remit Address

City State Zip Code County

Remit Phone Remit Fax

OFFICE HOURS

Monday — Friday

From To

OR

Specified Days and Times

PRACTICE LIMITATIONS IF APPLICABLE

Male Only Female Only Both
Min Age Max Age

Other

PLEASE NOTE:
The Practice Demographic Form cannot be processed without attaching the “Adding a Practitioner”
Form(s).

For credentialing information, please call (502) 588-8578 or
email passport.credentialing@passporthealthplan.com.



mailto:passport.credentialing@passporthealthplan.com

	Practice NPI: 
	Practice Tax ID: 
	Practice Name: 
	Primary Address: 
	City: 
	State: 
	Zip Code: 
	County: 
	Primary Phone: 
	Primary Fax: 
	Remit Address: 
	City_2: 
	State_2: 
	Zip Code_2: 
	County_2: 
	Remit Phone: 
	Remit Fax: 
	Monday  Friday: 
	To: 
	Specified Days and Times: 
	1: 
	2: 
	Male Only: 
	Female Only: 
	Min Age: 
	Other: 


