Active Credentialing Services, LLC
4318 Genesis Road Crossville, TN 38571
activecredservices@gmail.com
www.activecredentialing.com
931-248-1414
931-707-5178 fax
Gina Leary- Owner


Please provide thorough and accurate information. This is the information we will use to complete credentialing applications on your behalf. 

Personal Information 

Name:(First)_________________________ (MI) ________ (Last) _______________________________________________ 
Home Address: ________________________________________________________________________________________ 
Home Phone Number: __________________ Cell Phone: _________________ Pager: ___________________________ 
Date of Birth: _____/______/_____ Degree: _____________ E-mail Address: ___________________________________ 
Place of Birth: (city, state, county, country) ______________________________________________________________ 
Languages spoken by you: _____________________________________________________________________________ 

Practice Information 

Office Location #1 
Practice Structure: __________ Sole Proprietor ______________ Incorporated 
Will you be paid as a W-2 Employee or 1099/K-1 by your corporation?: ____________________________________ 
Tax ID #: ______-_______________________ Legal Name of Corporation: _____________________________________ 
‘Doing Business As’ Name: __________________________________________ Start Date: _______________________ 
Street Address: ________________________________________________________________________________________ 
City/State/Zip: ___________________________________________________county________________________________ 
Telephone Number: _________________________ Fax Number: _____________________________________________ 
Office Contact: _______________________________________________ Title: ___________________________________ 
Office Contact Telephone: ____________________________ E-mail Address: _________________________________ 
Office Hours: __________________________________________________________________________________________ 
Age Limitations: _________________________________ CLIA #: ______________________________________________ 
Do you provide lab, x-ray and or any other ancillary services in this office? ________________________________ 

Office Location #2 
Practice Structure: __________ Sole Proprietor ______________ Incorporated _______________________________
Will you be paid as a W-2 Employee or 1099/K-1 by your corporation?: ____________________________________ 
Tax ID #: ______-_______________________ Legal Name of Corporation: _____________________________________ 
‘Doing Business As’ Name: __________________________________________ Start Date: _______________________ 
Street Address: ________________________________________________________________________________________ 
City/State/Zip: ____________________________________________________county_______________________________ 
Telephone Number: _________________________ Fax Number: _____________________________________________ 
Office Contact: _______________________________________________ Title: ___________________________________ 
Office Contact Telephone: ____________________________ E-mail Address: _________________________________
Office Hours: __________________________________________________________________________________________ 
Age Limitations: _________________________________ CLIA #: ______________________________________________ 
Do you provide lab, x-ray and or any other ancillary services in this office?________________________________
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Please tell us about your MAILING address: (This is the address where you receive payments) 
Make Checks Payable To: ______________________________________________________________________________ 
P.O. Box or Street Address: ____________________________________________________________________________ 
City/State/Zip: _________________________________________________________________________________________ 
Please tell us about your BILLING address: (This is the address where the billing is performed. 
If it is a billing agency, please list their address). 
Name or Organization if Billing Agency: _________________________________________________________________ 
If Billing Agency, Please Provide Their Tax ID #: _________________________________________________________ 
P.O. Box or Street Address: ____________________________________________________________________________ 
City/State/Zip: _________________________________________________________________________________________ 
Telephone Number: _________________________ Fax Number: _____________________________________________ 
Billing Contact: _______________________________________________ Title: ___________________________________ 
Billing Contact Telephone: ____________________________ E-mail Address: _________________________________ 

Education 
Type of Education: (Circle One: Medical School, Internship, Residency, Fellowship, Undergraduate,
 Other) 
Institution Name: ____________________________________________________ Degree Earned: __________________ 
Address: ______________________________________________________________________________________________ 
City/State/Zip: _________________________________________________________________________________________ 
Specialty/Program Type: _____________________________ Program Director: _______________________________ 
Date Started: ______/________/________ Date Completed: ________/_________/________________________________ 
Honors Received: _____________________________ 

Type of Education: (Circle One: Medical School, Internship, Residency, Fellowship, Undergraduate, 
Other) 
Institution Name: ____________________________________________________ Degree Earned: __________________ 
Address: ______________________________________________________________________________________________ 
City/State/Zip: _________________________________________________________________________________________ 
Specialty/Program Type: _____________________________ Program Director:________________________________
Date Started: ___/____/___ Date Completed: _/__/____Honors Received: ____________________________________ 

Type of Education: (Circle One: Medical School, Internship, Residency, Fellowship, Undergraduate, 
Other) 
Institution Name: ____________________________________________________ Degree Earned: __________________ 
Address: ______________________________________________________________________________________________ 
City/State/Zip: _________________________________________________________________________________________ 
Specialty/Program Type: _____________________________ Program Director: _______________________________ 
Date Started: ______/________/________ Date Completed: __/___/___Honors Received: _______________________

Work Experience 
Practice Name: ________________________________________________________________________________________ 
Address: ______________________________________________________________________________________________ 
City/State/Zip: _________________________________________________________________________________________ 
Telephone: _______________________________ Position: ____________________________________________________ 
Reason for Leaving: ____________________________________________________________________________________ 
Start Date: ___/__/____End Date: ___/__/___Supervisor: ___________________________________________________ 
Previous Medicare Number (If Applicable): ______________________________________________________________ 
Previous Medicaid Number (If Applicable): ______________________________________________________________ 

Practice Name: ________________________________________________________________________________________ 
Address: ______________________________________________________________________________________________ 
City/State/Zip: _________________________________________________________________________________________ 
Telephone: _______________________________ Position: ____________________________________________________ 
Reason for Leaving: ____________________________________________________________________________________ 
Start Date: __/__/__ End Date: __/__/__Supervisor:________________________________________________________ 
Previous Medicare Number (If Applicable): ______________________________________________________________ 
Previous Medicaid Number (If Applicable): ______________________________________________________________
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Board Certification 

Specialty: __________________________________ Status: (Circle One: Certified, Eligible, Not Certified) 
Name of Board: ________________________________________________________________________________________ 
Certification Date: _________/_________/_________ Expiration Date: ________/________/_______________________ 
Specialty: __________________________________ Status: (Circle One: Certified, Eligible, Not Certified) 
Name of Board: _____________________________________________________________________________________ 
Certification Date: _________/_________/_________ Expiration Date: ________/________/____________________ 

Malpractice Information 

Please provide information for past 5 years. We do not answer questions regarding malpractice suits so please do not provide us with this information. You will be asked to complete that information on your credentialing applications if you have any current, previous or pending suits. 

Current Carrier Name: ____________________________________ Policy #: ____________________________________ 
Address: ______________________________________________________________________________________________ 
City/State/Zip: _________________________________________________________________________________________ 
Telephone Number: _____________________________ Fax Number: _________________________________________ 
Type of Policy: (Circle One: Claims Made, Occurrence) Limits: $____________________/$____________________ 
Tail coverage? _________________________________________________________________________________________ 
Start Date: ________/_________/________ Expiration Date: ________/________/_________________________________ 

Previous Carrier Name: ____________________________________ Policy #: ___________________________________ 
Address: ______________________________________________________________________________________________ 
City/State/Zip: _________________________________________________________________________________________ 
Telephone Number: _____________________________ Fax Number: _________________________________________ 
Type of Policy: (Circle One: Claims Made, Occurrence) Limits: $____________________/$____________________ 
Start Date: ________/_________/________ Expiration Date: ________/________/_________________________________ 

Previous Carrier Name: ____________________________________ Policy #: ___________________________________ 
Address: ______________________________________________________________________________________________ 
City/State/Zip: _________________________________________________________________________________________ 
Telephone Number: _____________________________ Fax Number: _________________________________________ 
Type of Policy: (Circle One: Claims Made, Occurrence) Limits: $____________________/$____________________ 
Start Date: ________/_________/________ Expiration Date: ________/________/_________________________________ 

Licensing 

State: ______ License Number: ______________ Current?: (Circle One: Yes, No) 
Issue Date: ________/_________/________ Expiration Date: ________/________/_______ 
State: ______ License Number: ______________ Current?: (Circle One: Yes, No) 
Issue Date: ________/_________/________ Expiration Date: ________/________/_______ 
State: ______ License Number: ______________ Current?: (Circle One: Yes, No) 
Issue Date: ________/_________/________ Expiration Date: ________/________/_______ 
Federal DEA #: _______________________________ 
Issue Date: ________/_________/________ Expiration Date: ________/________/_______ 
State Drug Certificate (If Applicable in your state): ______________________________ 
Issue Date: ________/_________/________ Expiration Date: ________/________/_______ 

Personal References (CAQH requires 3 references)

Name: ________________________________________ Relationship: ___________________________________________
Address: ______________________________________________________________________________________________ 
City/State/Zip: _________________________________________________________________________________________ 
Telephone Number: ____________________________________________________________________________________ 
Specialty: _____________________________________________________________________________________________
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Name: ________________________________________ Relationship: ___________________________________________ 
Address: ______________________________________________________________________________________________ 
City/State/Zip: _________________________________________________________________________________________ 
Telephone Number: ______________________________ Fax Number: ________________________________________ 
Specialty: _____________________________________________________________________________________________ 

Name: ________________________________________ Relationship: ___________________________________________ 
Address: ______________________________________________________________________________________________ 
City/State/Zip: _________________________________________________________________________________________ 
Telephone Number: ______________________________ Fax Number: ________________________________________
Specialty: _____________________________________________________________________________________________ 


Professional Organizations 

Organization: _______________________________________ Affiliation Dates: __________________________________ 
Organization: _______________________________________ Affiliation Dates: __________________________________ 
Organization: _______________________________________ Affiliation Dates: __________________________________ 
Organization: _______________________________________ Affiliation Dates: __________________________________

Call Coverage 

Name: ____________________________________ Specialty: ______________ Board Certified?____________________ 
Part of your group?: (Circle One: Yes, No) License # and state____________________________________________
Address: ______________________________________________________________________________________________ 
City/State/Zip: _________________________________________________________________________________________ 
Telephone: ______________________________________ Fax: _________________________________________________

Name: ____________________________________ Specialty: ______________ Board Certified?____________________ 
Part of your group?: (Circle One: Yes, No) License # and state____________________________________________
Address: ______________________________________________________________________________________________ 
City/State/Zip: _________________________________________________________________________________________ 
Telephone: ______________________________________ Fax: _________________________________________________ 

Name: _____________________________________Specialty: ______________ Board Certified?___________________ 
Part of your group?: (Circle One: Yes, No) License # and state____________________________________________
Address: ______________________________________________________________________________________________ 
City/State/Zip: _________________________________________________________________________________________ 
Telephone: ______________________________________ Fax: _________________________________________________ 

Name: _____________________________________Specialty: ______________ Board Certified?___________________ 
Part of your group?: (Circle One: Yes, No) License # and state____________________________________________
Address: ______________________________________________________________________________________________ 
City/State/Zip: _________________________________________________________________________________________ 
Telephone: ______________________________________ Fax: _________________________________________________ 

Name: _____________________________________Specialty: ______________ Board Certified?___________________ 
Part of your group?: (Circle One: Yes, No) License # and state____________________________________________
Address: ______________________________________________________________________________________________ 
City/State/Zip: _________________________________________________________________________________________ 
Telephone: ______________________________________ Fax: _________________________________________________

Hospital /Surgery Center Affiliations 

Facility Name: _________________________________________________ Type of Facility: ________________________ 
Address: ______________________________________________________________________________________________ 
City/State/Zip: _________________________________________________________________________________________ 
Telephone Number: _______________________________ Fax Number: _______________________________________ 
Department: ______________________________ Privilege Type (i.e. Active, Courtesy, Etc.): ___________________ 
Start Date: ________/_________/________ End Date: ________/________/________ Primary Facility? _____________ 
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Facility Name: _________________________________________________ Type of Facility: ________________________ 
Address: ______________________________________________________________________________________________ 
City/State/Zip: _________________________________________________________________________________________ 
Telephone Number: _______________________________ Fax Number: _______________________________________ 
Department: ______________________________ Privilege Type (i.e. Active, Courtesy, Etc.): ___________________ 
Start Date: ________/_________/________ End Date: ________/________/________ Primary Facility? _____________ 
Facility Name: _________________________________________________ Type of Facility: ________________________ 
Address: ______________________________________________________________________________________________ 
City/State/Zip: _________________________________________________________________________________________ 
Telephone Number: _______________________________ Fax Number: _______________________________________ 
Department: ______________________________ Privilege Type (i.e. Active, Courtesy, Etc.):___________________
Start Date: ________/_________/________ End Date: ________/________/________ Primary Facility? _____________
Facility Name: _________________________________________________ Type of Facility: ________________________ 
Address: ______________________________________________________________________________________________ 
City/State/Zip: _________________________________________________________________________________________ 
Telephone Number: _______________________________ Fax Number: _______________________________________ 
Department: ______________________________ Privilege Type (i.e. Active, Courtesy, Etc.): ___________________ 
Start Date: ________/_________/________ End Date: ________/________/________ Primary Facility? _____________ 


Supervising provider for PA’s and NP’s

Name:___________________________________Specialty____________________Board Certified__________________
Address__________________________________City____________________State______Zipcode__________________
Phone Number:__________________________Fax Number___________________________________________________
Admitting provider:_________________________________ Specialty________________Board Certified___________
Address:__________________________________City____________________State_____Zipcode___________________
Phone Number:__________________________Fax Number___________________________________________________













Please sign and date application below: 



Signed: _____________________________________________ Date: ____________________________________________ 
Printed Name: _________________________________________________________________________________________ 
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Below is a list of documents that are necessary for credentialing and will need to be provided along with your completed application: 

 Curriculum Vitae/Resume with 3 references (addresses and phone numbers) (Please make sure it is current) 
 State Medical License(s) – Current and Past 
 DEA/State Drug Certificate(s) 
 Malpractice Certificate 
 ACLS, BLS  
 Medical Degree Certificate 
 Internship, Residency, Fellowship Completion Certificates 
 Board Certificate 
 Diploma  
 CLIA Certificate 
 Driver’s License 
 Billing Agreement (if you use an outside billing agency) 
 IRS Form CP575 or Tax Coupon 
 Signed W-9 

 CAQH, NPI user and pw’s  






Active Credentialing Services, LLC
4318 Genesis Road Crossville, TN 38571
activecredservices@gmail.com
www.activecredentialing.com
931-248-1414
931-707-5178 fax
Gina Leary- Owner
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