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HMSA PROVIDER APPLICATION FORM

DENTAL PROVIDERS

Provider #

(HMSA Use Only)

PLEASE TYPE OR PRINT USING BALLPOINT PEN. IF BOX DOES NOT APPLY TO YOU, PLEASE INDICATE ‘NOT APPLICABLE'.

1. Individual NPI

2. Date of Birth

3. Gender

ad Male O Female

4. Provider's Full Name (Last, First Middle Initial)

5. Type of Degree (circle one)

DDS DMD

6. Social Security Number

7. Provider's Business Name

8. Tax Identification Number

9. Correspondence Address (for Provider Update and any non-payment-related mailings)

10. Type of Provider
DENTIST

11. Hawaii State License #

12. Date Issued:

Expiration Date:

13. DEA#

14. DEA Expiration Date

15. Clinical Lab Inspection Approval (CLIA) #: (if applicable)

16. CLIA Start/End Dates (if applicable)

17. Provider's Medicare PIN# (if applicable)

18. Medicare Opt Out Provider
(if applicable)

O Yes
d No

20. Controlled Substance #

Expiration Date:

19. Graduation date from professional school

21. BOARD CERTIFICATION

(Specialty of Practice and Specialty of Certification — All specialty providers are required to complete this section)

Specialty

Certification Number

Certification Date

Eligibility/Residency Completion
Date

1.

2.

3.

22. Interested in participating with HMSA?

d No a Yes

If yes, indicate the specialty you would like to be marketed in HMSA's roster listing):

23. PROGRAMS AVAILABLE:

O Dental PPO Plan

O Dental HMO Plan

O TRICARE

O PCP (maximum # of members )

O Specialist

Note: HMSA will make its best efforts to control enroliment in order to avoid exceeding your reasonably agreed upon capacity. However, you acknowledge that in
some circumstances enroliment is not entirely within the control of HMSA.
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PRIMARY LOCATION (Check appropriate box): 4d  Primary U4 Secondary

24. Business Location Address (include suite #/room #, city, state and zip code): 1 Do not publish this location

25. Billing/Mailing Address for Payment (include suite/room #, city, state and zip code and/or P.O. Box)

26. What arrangements in your practice ensure continuous 24-hour accessibility to dental services (i.e. emergency and vacation coverage?)
Please provide name, address and telephone number of dentist(s) covering for you.

PAYMENT INFORMATION

27. Name of clinic or group practice (if applicable)

28. Tax ID number of clinic or group 29. Billing NPI Number 30. Mail payment to:
(NOTE: Payment checks will be made out to
provider name or clinic/group practice U Billing address

associated with this NPl number.)
U Business location address

PRACTICE INFORMATION

31. Appointment phone number (will be published | 32. E-mail address (it available) 33. Fax number
in website directory)

34 Number of office staff that speaks languages | 35. Number of office staff (including provider) 36. Handicap accessibility
other than English (including American Sign
Language: 3 Yes
O No

37. LANGUAGES SPOKEN (Please check appropriate box(es))

Provider  Staff Provider  Staff Provider  Staff Provider Staff
a a Cantonese a a Korean a d  Thai a @ oOther Languages
a a Hawaiian a a Mandarin a a Tongan
a a llocano a a Samoan a a Vietnamese
a a Japanese a a Tagalog a a Sign Language

NOTE: For additional locations, please submit additional copies of this page.

38. Effective Date of Practice 39.

a U Accessto
interpreter services

(Month/Day/Year) Signature Date
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