	Other Practice Information Instructions:  Please complete this section for each practice location. 
(Additional Copy)

	Site Address:       
	Type of service provided:                     FORMCHECKBOX 
 primary care specialist    

                                                              FORMCHECKBOX 
 non-primary care specialist

	List the names of colleagues providing regular coverage, their specialties and coverage arrangements:       


	After hours, back office phone number for health plan business use only:       

	Office business hours, hours that patients are seen:       

	Evening or weekend hours:       

	Do you want to list site in the directory?
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	Do you make 24-hour/7 day a week phone coverage available? 

If Yes, Indicate type of coverage arrangements.       
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	BILLING INFORMATION:

	E-mail for billing contact:        @      
	Department name if hospital based:       

	Who check should be payable to:       
	Billing representative’s name:       

	Practice limitations: (patient ages, sex)       

	Availability of interpreters (specify languages):       

	Do you provide handicap accessibility for each of the following areas: 

	Building
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	Parking
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	Restroom
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	Is the site accessible by public transportation? 
 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	If yes, indicate types of transportation.       

	Does your site provide childcare services? (for each site)
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	Does your site have other services for the disabled (Test Telephony – TTY, American Sign Language – ASL, or other)?
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	Does your office qualify as a minority business enterprise?

	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	Do you or someone in your office have the following additional certifications? (show expiration dates.)

	BLS (Basic Life Support)
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	Expiration date:   /    

	ACLS (Advanced Cardiac Life Support)
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	Expiration date:   /    

	ALSO (Advance Life Support in OB)
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	Expiration date:   /    

	PALS (Pediatric Advanced Life Support) Classification
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	Expiration date:   /    

	ATLS (Advanced Trauma Life Support) Certified
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	Expiration date:   /    

	NALS (Neonatal Advanced Life Support)
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	Expiration date:   /    

	NRS (Neonatal Resuscitation Program) Classification
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	Expiration date:   /    

	CPR classification
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	Expiration date:   /    

	Other (Please list on an Explanation Form(s)) 

	Additional office services provided:

	Laboratory services provided
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	Flexible sigmoidoscopy
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	Radiology Service
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	Tympanometry/audiometry screening
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No


	EKGs
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	Asthma treatment
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	Care of minor lacerations
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	Osteopathic manipulation
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	Pulmonary function

	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	IV hydration/treatment
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	Allergy injections, allergy skin testing
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	Cardiac stress tests
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	Office gynecology (routine pelvic/pap) 
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	Physical therapy
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	Drawing blood
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	Additional office procedures provided
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	Age appropriate immunizations
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	Surgical procedures

	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	Is anesthesia administered in your office?
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	If yes, what category of anesthesia do you use?       

	Specify the class or category:       
	Who administers it?       
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