
02,15,2014 

 

New Initial Applicant CAQH Notification Form 
 

 

DATE: ________________       SPECIALIST:  _______   PCP:  ________ 
 

 

New Practitioner’s First Name:________________M.I.:____ Last Name:________________Degree: ______ 
 

 

CAQH Practitioner’s 8-Digit Identification Number (if applicable):____________________________________ 
 

If No CAQH ID is available do you need one created? YES ____  NO ___ (in process w/another insurance agency) 
(The Practitioner must be credentialed by us for the ID to be created by us) 
 

Practitioner’s Social Security #: __________________  Practitioner’s Date of Birth (mm/dd/yy): __________ 
 

Contact Name: ____________________________ Contact Phone Number: (____)___________ ext. _______ 

 
Contact Name’s Email Address: ______________________________________________________________ 
(Additional information related to below may need sent to you, such as an application packet or provider agreements) 
 

Group Name:  ______________________________________________ TAX ID #: _____________________ 

 
Provider Address:  _________________________________________________________________________ 

 
City: ____________________________________ State: ________________  Zip: ______________________ 
 

 

Please check what entity/entities you are interested in having the practitioner join: 
 

 

*Need to apply for Hospital Privileges?  YES ____ NO ____  If yes, please check one or more of the following: 
*There is an application packet required for hospital privileges in addition to a completed CAQH. 
 

Riverside Methodist Hospital: ______ Grant Medical Center: ________    Doctors Hospital: _______ 

 

Grady Memorial Hospital: _______   Dublin Methodist Hospital: ________     Marion General Hospital_____ 
 

*Need to join Insurance Plans?  YES _____  NO ______  If yes, please check one or more of the following: 
*There are provider agreements required depending on which insurance plan and/or group the practitioner will be joining. 
 

Medical Group of Ohio (MGO): ____________  OhioHealth Group / HealthReach PPO: __________ 
 

Please return this form along with the Practitioner’s CV / Resume via fax to: 

Attention Bonnie Chapman  ---  Fax 614-566-0401  ---  Phone  614-566-0010 Option 2 

OHGCS provides high quality credentialing services on behalf of the following: 
 

Doctors Hospital  Dublin Methodist Hospital  Grady Memorial Hospital  Grant Medical Center  

Marion General Hospital The Medical Group of Ohio  OhioHealth Group (HealthReach & HealthReach Preferred) 

OhioHealth Physician Group, Inc. (GRMCFI)  Riverside Methodist Hospital 


