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1840 W 49TH ST STE 723, HIALEAH, FL 33012 
TOLL-FREE PH: (888) 483-8044    |      LOCAL PH: (786) 203-9259 

PROVIDERSERVICES@HELPINGHANDSTC.COM 
 

PROVIDER ROSTER 

Provider #1 

First Name: ______________________  Middle Initial:  ____________ Last Name: _____________________________ 

DOB: _______________  NPI Type 1: ______________________________ CAQH #: _______________________ 

SSN: ____________________________ Medicaid Provider # (if applicable): ___________________________  

Certification # (if applicable): ________________________________  

License # (if applicable): ______________________________ 

Employment Start Date: ____________________________   Degree Type:    ☐ MA      ☐ MS       ☐Other: ______ 

Provider #2 
 
First Name: ______________________  Middle Initial:  ____________ Last Name: _____________________________ 

DOB: _______________  NPI Type 1: ______________________________ CAQH #: _______________________ 

SSN: ____________________________ Medicaid Provider # (if applicable): ___________________________  

Certification # (if applicable): ________________________________  

License # (if applicable): ______________________________ 

Employment Start Date: ____________________________   Degree Type:    ☐ MA      ☐ MS       ☐Other: ______ 

Provider #3 
 
First Name: ______________________  Middle Initial:  ____________ Last Name: _____________________________ 

DOB: _______________  NPI Type 1: ______________________________ CAQH #: _______________________ 

SSN: ____________________________ Medicaid Provider # (if applicable): ___________________________  

Certification # (if applicable): ________________________________  

License # (if applicable): ______________________________ 
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TOLL-FREE PH: (888) 483-8044    |      LOCAL PH: (786) 203-9259 

PROVIDERSERVICES@HELPINGHANDSTC.COM 
 

Employment Start Date: ____________________________   Degree Type:    ☐ MA      ☐ MS       ☐Other: ______ 

Provider #4 
 
First Name: ______________________  Middle Initial:  ____________ Last Name: _____________________________ 

DOB: _______________  NPI Type 1: ______________________________ CAQH #: _______________________ 

SSN: ____________________________ Medicaid Provider # (if applicable): ___________________________  

Certification # (if applicable): ________________________________  

License # (if applicable): ______________________________ 

Employment Start Date: ____________________________   Degree Type:    ☐ MA      ☐ MS       ☐Other: ______ 

Provider #5 
 
First Name: ______________________  Middle Initial:  ____________ Last Name: _____________________________ 

DOB: _______________  NPI Type 1: ______________________________ CAQH #: _______________________ 

SSN: ____________________________ Medicaid Provider # (if applicable): ___________________________  

Certification # (if applicable): ________________________________  

License # (if applicable): ______________________________ 

Employment Start Date: ____________________________   Degree Type:    ☐ MA      ☐ MS       ☐Other: ______ 

Provider #6 
 
First Name: ______________________  Middle Initial:  ____________ Last Name: _____________________________ 

DOB: _______________  NPI Type 1: ______________________________ CAQH #: _______________________ 

SSN: ____________________________ Medicaid Provider # (if applicable): ___________________________  

Certification # (if applicable): ________________________________  

License # (if applicable): ______________________________ 
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Employment Start Date: ____________________________   Degree Type:    ☐ MA      ☐ MS       ☐Other: ______ 

Provider #7 
 
First Name: ______________________  Middle Initial:  ____________ Last Name: _____________________________ 

DOB: _______________  NPI Type 1: ______________________________ CAQH #: _______________________ 

SSN: ____________________________ Medicaid Provider # (if applicable): ___________________________  

Certification # (if applicable): ________________________________  

License # (if applicable): ______________________________ 

Employment Start Date: ____________________________   Degree Type:    ☐ MA      ☐ MS       ☐Other: ______ 

Provider #8 
 
First Name: ______________________  Middle Initial:  ____________ Last Name: _____________________________ 

DOB: _______________  NPI Type 1: ______________________________ CAQH #: _______________________ 

SSN: ____________________________ Medicaid Provider # (if applicable): ___________________________  

Certification # (if applicable): ________________________________  

License # (if applicable): ______________________________ 

Employment Start Date: ____________________________   Degree Type:    ☐ MA      ☐ MS       ☐Other: ______ 

Provider #9 
 
First Name: ______________________  Middle Initial:  ____________ Last Name: _____________________________ 

DOB: _______________  NPI Type 1: ______________________________ CAQH #: _______________________ 

SSN: ____________________________ Medicaid Provider # (if applicable): ___________________________  

Certification # (if applicable): ________________________________  

License # (if applicable): ______________________________ 
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1840 W 49TH ST STE 723, HIALEAH, FL 33012 
TOLL-FREE PH: (888) 483-8044    |      LOCAL PH: (786) 203-9259 
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Employment Start Date: ____________________________   Degree Type:    ☐ MA      ☐ MS       ☐Other: ______ 

Provider #10 
 
First Name: ______________________  Middle Initial:  ____________ Last Name: _____________________________ 

DOB: _______________  NPI Type 1: ______________________________ CAQH #: _______________________ 

SSN: ____________________________ Medicaid Provider # (if applicable): ___________________________  

Certification # (if applicable): ________________________________  

License # (if applicable): ______________________________ 

Employment Start Date: ____________________________   Degree Type:    ☐ MA      ☐ MS       ☐Other: ______ 

 

Please use additional sheets if needed. 
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