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Dear provider:

We thank you for your interest in participating in our provider network.

As a first step you must complete the following form in all its parts. You must be
specific in your request to avoid delays and expedite its processing.

In addition, this form can be used to request changes in your current contract
with us. In the same way you must be specific in your request for agile
processing.

The form together with your credentials and necessary documents must be sent
to the e-mail address: providerrequest@mso-pr.com. It will be evaluated in the
next 14 days, and a notification will be sent with the determination and steps to
follow, if approved.

If you need more information, call Provider Services at 1-866-676-6060 (toll free)
from Monday to Friday from 7:00 a.m. to 7:00 p.m.

Contracting Department
MSO of Puerto Rico

La informacién contenida es privilegiada y confidencial y es para uso exclusivo del destinatario. Si usted recibe la misma por error, no estd autorizado a utilizar, distribuir o
fotocopiar la misma. Favor de notificar inmediatamente al remitente al 1-866-676-6060 para coordinar la devolucién de los documentos.

WWW.mso-pr.com PO BOX 71500 SAN JUAN PR 00936
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Provider Network Participation Request Form

The information contained here is privileged and confidential.

This document must be completed in all its parts, in the boxes that do not apply please write N/A.

Provider Billing Name
Name g
Renderi
endering Billing NPI
NPI
Specialty Tax Id
Email:
Medicare Advantage Plan de Salud del Gobierno
MMM Multi Health MMM Multi Health
MMM PMC First+Plus Northeast Region Southeast Region

For Primary Care Physicians (PCP) contract, please include the IPA or/and PMG Name and any Intetion Letter, if apply.

IPA Name PMG Name
IPA Administrator Signature PMG Administrator Signature
vontract Request Type
Corporate Individual Group Contract Add to Add Add Demographic
[ Contract [ Contract [ Contract ] Termination L Group [ Specialty [ Service O Change
Rate Service Specialty Vendor Explain:
H Change [] Change O Change D Change [] other
Address : Address :
Primary
Location Billing address
address
Phone: Phone:
Fax: Fax:
Hospital
Privileges Hospital Name
frres e Monday Tuesday Wednesday Thursday Friday Saturday Sunday
Hours
Additional Comments:
Date

Applicant Signature

Please remit filled form to email at providerrequest@mso-pr.com
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