SHEBOYGAN COUNTY HEALTH & HUMAN SERVICES


PROVIDER IDENTIFICATION FORM
	PROVIDER NAME:
	     

	

	Form Completed by:
	     
	(name/title)

	

	Completed on:
	     


CONTACT & COMMUNICATION INFORMATION

	CONTRACT ADMINISTRATION


	Contact Name/Position:
	     

	

	Contract Mailing Address:
	     
	(street)

	

	
	     
	(city)
	     
	(state)
	     
	(zip)

	

	Phone:
	     
	Fax:
	     
	Email:
	     

	


PAYMENT AND BILLING COMMUNICATION

	Contact Name/Position:
	     

	

	Payment Mailing Address:
	     
	(street)

	

	
	     
	(city)
	     
	(state)
	     
	(zip)

	

	Phone:
	     
	Fax:
	     
	Email:
	     

	

	IDENTIFY PARENT ORGANIZATION, IF PROVIDER IS SUBSIDIARY


	Parent Organization/Contact Name:
	     

	

	Address:
	     
	(street)

	

	
	     
	(city)
	     
	(state)
	     
	(zip)

	

	Phone:
	     
	Fax:
	     
	Email:
	     

	

	OPERATIONAL/PROGRAM COMMUNICATION


	Name/Position:
	     

	

	Address:
	     
	(street)

	

	
	     
	(city)
	     
	(state)
	     
	(zip)

	

	Phone:
	     
	Fax:
	     
	Email:
	     


FACILITY INFORMATION

(If more than one facility, please record on separate page and attach)

	Facility Name:
	     


	Address:
	     
	(street)

	

	
	     
	(city)
	     
	(state)
	     
	(zip)

	

	Phone:
	     
	Fax:
	     
	Email:
	     


	Primary Operational Contact:
	     

	

	Address:
	     
	(street)

	

	
	     
	(city)
	     
	(state)
	     
	(zip)

	

	Phone:
	     
	Fax:
	     
	Email:
	     


	Primary Financial Contact:
	     

	

	Address:
	     
	(street)

	

	
	     
	(city)
	     
	(state)
	     
	(zip)

	

	Phone:
	     
	Fax:
	     
	Email:
	     

	

	Type of Facility
	     

	
	

	Bed Capacity:
	     

	
	

	Type of Services Provided:
	     

	
	


	Is Facility Medicaid Certified?  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
If yes, License Status is 
	     

	

	Effective Date
	     
	Lapse Date
	     

	


Purchase Authorizations should be sent to or email to:

	Contact: 
	     


	Mailing Address or Email
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