BRIGHAM AND
/ WOMEN'S HOSPITAL

PROVIDER INFORMATION FORM

PHYSICIAN INFORMATION

PHYSICIAN NAME:

(AS APPEARS ON MEDICAL LICENSE AND INCLUDE MIDDLE INITIAL IF NOT ON LICENSE)

SEX:

DATE OF BIRTH:

PRACTICE INFORMATION

PRACTICE NAME:

PRACTICE STREET ADDRESS:

PRACTICE CITY, STATE

PRACTICE ZIP CODE:

PRACTICE PHONE NUMBER:

PRACTICE FAX NUMBER:

Must be a secure fax line according to HIPAA regulations. Our new
standard protocol is to fax all of our reports.

MAILING ADDRESS:

(IF DIFFERENT THAN ABOVE)

SPECIALTY:

PROVIDER NUMBERS

UNIVERSAL PROVIDER NUMBER (UPIN):

MA LICENSE NUMBER:

(PLEASE NOTE IF MA LICENSE NUMBER IS FULL, LIMITED OR TEMPORARY.)
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