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PRACTITIONER CREDENTIALING CHECKLIST FOR 

CAQH APPLICATION SUBISSION
ALL valid unexpired applicable documents listed below MUST be included with the FULL CAQH application document.   We cannot accept CAQH Summary.
Notice to applicants:  Encore conducts continuous open enrollment for new practitioners who meet minimum criteria.  Minimum criteria for consideration by Encore Credentialing Committee are:

Unrestricted, non-probationary license to practice* current DEA certificate if prescribing controlled substances,*board certification or completion of an approved residency program in practicing specialty, adequate professional liability insurance, admitting privileges at Encore participating hospitals for those who normally admit, lack of Medicare/Medicaid sanctions, signed Encore agreement for participation.  
Providers not meeting the minimum criteria above need not apply.
Please ( if all items are completed and enclosed:

(  Attestation and Release form signed and dated with current date. 

(   Copy of State License(s) 

(  Copy of Federal DEA Certificate(s) – If a physician has more than one office where controlled substances are administered and/or dispensed, each office must be registered.  However, if a physician only administers and/or dispenses at the principal office and only writes prescription orders at the other office or offices, only the principal office need be registered, provided each office is within the same state.
(   Copy of Controlled Substances Registration (CSR)
(   Copy of Board Certification, if applicable.

(   Copy of ECFMG Certificate, if applicable.

(   Copy of Professional Liability (Malpractice) Insurance Face sheet.  

( Education and Training documents i.e. degrees, board certifications, residency certification/letter from program, fellowship certificates/letter.  Documents must reflect education and training program has been completed.   
(  Completed malpractice detail for all cases within the past five (5) years which are                               pending or closed.
· CV including Work History – Must be current.  List start and end dates for all employment for the past five (5) years.

· HCFA or UB-Complete a sample for billing address verification.

· W-9 – Tax Identification Number
In case we have questions, please supply the name of the person whom we should contact:










_________________________


Name




Phone



E-Mail









Fax


Return to:
Encore Health Network 








ATTN:  Provider Relations Department



8520 Allison Pointe Blvd, #200


Indianapolis, IN  46250-4299




Revision 09112015
Practitioner Rights:  You have the right to review information submitted in support of your application, to correct erroneous information and to receive the status of your application, upon request.

ATTESTATION AND RELEASE
I, the undersigned, hereby attest that the information given in or attached to this Application is correct and complete and fairly represents the current level of my training, experience, capability and competence to practice at the level requested.  I specifically authorize Encore Health Network and its authorized representatives to consult with any third party who may have information bearing on the subject matter addressed by this Application and to inspect or obtain any reports, records, recommendations or other documents or disclosures of third parties that may be material to the questions in this Application.  I also specifically authorize any third parties to release information to Encore Health Network and its authorized representatives upon request.  I hereby release Encore Health Network and its authorized representatives and any third parties, from any liability for any such reports, records, recommendation or any other documents of disclosures involving me that are made, requested or received by Encore Health Network, and/or your authorized representatives to, from or by any third parties, including otherwise privileged or confidential information, made or given in good faith and relating to the subject matter addressed by this Application.  I understand that falsification or omission of information can result in rejection of this Application.
Applicant Signature __________________________________________________________________________
Print Name _________________________________________________________________________________
Print Degree __________

Date  ____________________________________
