
Contract Inquiry Form

Date:

Instructions: Please submit this completed form and your W-9 form to your Account Executive or send them by email using the 
address provided at www.amerihealthcaritas.com/become-a-provider. Select Join Our Network Now, then choose the state. 

Select all plans you wish to join:

□  Medicaid

□  Long-term services and supports (LTSS)

□  Medicare dual-eligible special needs plan 
(D-SNP)

□  Marketplace/Exchange

Select the state  
of interest: 

New:

□  Indiana

□  Idaho

Existing: 

□  Delaware 

□  Florida 

□  New Hampshire 

□  North Carolina 

□  Ohio 

□  South Carolina

□  District of Columbia 

□  Louisiana

□  Michigan

□  Pennsylvania

 Provider specialty 

 Primary care provider (PCP)     Specialist — provider type/specialty: 
 Ancillary    Behavioral health     Hospital     Dental     Vision     Long-term care  
 Home- and community-based services   Other:      

Group or provider information

Legal entity name (W-9):

CAQH number (if applicable): Group NPI:

Tax ID number (TIN): County:

License number:

Medicaid number: Medicare/CCN number: 

Legal entity signatory:

Legal entity signatory title:

Notice correspondence information

Legal notice mailing address, including contact name:

Contact information for contract processing

Contact name: Title:

Mailing address: Contact email:

Primary address: □  Check if the primary address is the same as the mailing 
address.

Contact telephone: Fax number:
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