
  

  

 
	 					 	

 	 	 	

	 	

	 	 	 	

	 	

 

	 	 	

 

 

	 	 	

 

 

	 	 	

 

 

Date:
Are you registered with CAQH (requirement)?

Yes No
If Yes, CAQH Provider ID: Social Security:

Last Name: First Name: Middle Initial:

Date of Birth: Individual NPI: Medicaid ID #: 

Provider Type (MD, DO, PhD, etc.):     

Are you a hospital based only provider not practicing 
in an office setting?	 Yes	 No 

Telehealth?
Yes No

Tax ID:

Practice
Name:
Primary Office Street Address:	 Suite #: 

Primary Office City:	 State:	 County:	 Zip: 

Primary Telephone: Primary Fax:

Group NPI(s): 

Secondary Office Street Address:	 Suite #: 

Secondary Office City:	 State:	 County:	 Zip: 

Secondary Telephone: Secondary Fax:

Group NPI(s): 

Covering Location #1* Street Address: Suite #:

Covering Location #1 City:	 State:	 County:	 Zip: 

Covering Location #1 Telephone: Covering Location #1 Fax: 

Group NPI(s): 

Covering Location #2* Street Address: Suite #:

Covering Location #2 City:	 State:	 County:	 Zip: 

Covering Location #2 Telephone: Covering Location #2 Fax: 

Group NPI(s): 

Covering Location #3* Street Address: Suite #:

Covering Location #3 City:	 State:	 County:	 Zip: 

Covering Location #3 Telephone: Covering Location #3 Fax: 

Group NPI(s): 

* If you have more than three covering locations please use a copy of this form to add the additional locations only. You do not have to complete the other fields again.

Continued on other side 

Medicare ID #: 

Rev. Date 3/22 

Email Address to be displayed in Directory: Website Address to be displayed in Directory:



                        

      

      

      

 
                      

    

     
           

	 	 	 	 	 	 	 	 	 	 	 	 	
    

	 	 	 	 	 	 	 	 	 	 	 	 	
  

	 	
    

	 	 	 	 	 	 	 	
	 	 	 	 	 	 	 	 	 	

Credentialing Contact Information: 

Applying As:  Specialist  Primary Care Physician PCP Panel:  Open Panel  Closed Panel 
Accepting Existing Patients 

Primary Specialty: *Practitioners Taxonomy: Secondary Specialty: *Practitioners Taxonomy:

Please list any patient 
age restrictions: 

Gender Limitations: 
Male Only        Female Only 

Are you board certified?	
Yes  No 

If Yes, board name:	 Exp. Date 

Please list any medical related organizations you have ownership with, e.g., laboratory, home healthy agency, radiology facility, 
mobile testing, MRI, etc: 

If you provide direct laboratory services, please indicate the TIN utilized and provide Clinical Laboratory Information Act (CLIA) 
information. Attach a copy of your CLIA certificate or waiver if you have one. 
Do you have 
a CLIA Certificate? 

Yes  No 

Do you have a CLIA waiver?       Yes  No     Type of Service Provided: 

Certificate Number:	 CLIA Name: 
Certificate Expiration Date:	 Tax ID #: 

Note: If you have already completed your application with CAQH, please ensure that you have authorized Granite State Health Plan to 
access your data. This can be done by calling CAQH at (888) 599-1771 or by logging into your account and adding Home State Health 
Plan to your list of authorized plans. Using the CAQH Universal Credentialing Data Source does not grant participation or constitute 
applying for participation with Granite State Health Plan. 

*Practitioners taxonomies listed must match the taxonomies listed on NPPES and CAQH provider report.

NHhealthyfamilies.com 
ambetter.nhhealthyfamilies.com 

1-866-769-3085 (NH Healthy Families) 
1-844-265-1278 (Ambetter) 
TDD/TTY: 1-855-742-0123 

Rev. Date 3/22 





Accessibility Report





		Filename: 

		NHHF-AMB-CAQH-Form-Fillable-20220307.pdf









		Report created by: 

		



		Organization: 

		







[Enter personal and organization information through the Preferences > Identity dialog.]



Summary



The checker found no problems in this document.





		Needs manual check: 2



		Passed manually: 0



		Failed manually: 0



		Skipped: 6



		Passed: 24



		Failed: 0







Detailed Report





		Document





		Rule Name		Status		Description



		Accessibility permission flag		Passed		Accessibility permission flag must be set



		Image-only PDF		Passed		Document is not image-only PDF



		Tagged PDF		Passed		Document is tagged PDF



		Logical Reading Order		Needs manual check		Document structure provides a logical reading order



		Primary language		Passed		Text language is specified



		Title		Passed		Document title is showing in title bar



		Bookmarks		Passed		Bookmarks are present in large documents



		Color contrast		Needs manual check		Document has appropriate color contrast



		Page Content





		Rule Name		Status		Description



		Tagged content		Skipped		All page content is tagged



		Tagged annotations		Passed		All annotations are tagged



		Tab order		Passed		Tab order is consistent with structure order



		Character encoding		Passed		Reliable character encoding is provided



		Tagged multimedia		Passed		All multimedia objects are tagged



		Screen flicker		Passed		Page will not cause screen flicker



		Scripts		Passed		No inaccessible scripts



		Timed responses		Passed		Page does not require timed responses



		Navigation links		Passed		Navigation links are not repetitive



		Forms





		Rule Name		Status		Description



		Tagged form fields		Skipped		All form fields are tagged



		Field descriptions		Passed		All form fields have description



		Alternate Text





		Rule Name		Status		Description



		Figures alternate text		Passed		Figures require alternate text



		Nested alternate text		Passed		Alternate text that will never be read



		Associated with content		Passed		Alternate text must be associated with some content



		Hides annotation		Passed		Alternate text should not hide annotation



		Other elements alternate text		Skipped		Other elements that require alternate text



		Tables





		Rule Name		Status		Description



		Rows		Passed		TR must be a child of Table, THead, TBody, or TFoot



		TH and TD		Passed		TH and TD must be children of TR



		Headers		Passed		Tables should have headers



		Regularity		Skipped		Tables must contain the same number of columns in each row and rows in each column



		Summary		Skipped		Tables must have a summary



		Lists





		Rule Name		Status		Description



		List items		Passed		LI must be a child of L



		Lbl and LBody		Passed		Lbl and LBody must be children of LI



		Headings





		Rule Name		Status		Description



		Appropriate nesting		Skipped		Appropriate nesting










Back to Top

	Date: 
	Are you registered with CAQH requirement: Off
	If Yes CAQH Provider ID: 
	Social Security: 
	Date of Birth: 
	Individual NPI: 
	Medicaid ID: 
	Provider Type MD DO PhD etc: 
	Are you a hospital based only provider not practicing in an: Off
	undefined: Off
	undefined_2: Off
	Tax ID: 
	Practice Name: 
	Email Address: 
	Primary Office Street Address: 
	Suite: 
	Primary Office City: 
	County: 
	Zip: 
	Primary Telephone: 
	Primary Fax: 
	Group NPIs: 
	Secondary Office Street Address: 
	Suite_2: 
	Secondary Office City: 
	State_2: 
	County_2: 
	Zip_2: 
	Secondary Telephone: 
	Secondary Fax: 
	Group NPIs_2: 
	Covering Location 1 Street Address: 
	County_3: 
	Zip_3: 
	Covering Location 1 Telephone: 
	Covering Location 1 Fax: 
	Group NPIs_3: 
	Covering Location 2 Street Address: 
	Suite_4: 
	Covering Location 2 City: 
	County_4: 
	Zip_4: 
	Covering Location 2 Telephone: 
	Covering Location 2 Fax: 
	Group NPIs_4: 
	Covering Location 3 Street Address: 
	Suite_5: 
	Covering Location 3 City: 
	State_4: 
	County_5: 
	Zip_5: 
	Covering Location 3 Telephone: 
	Covering Location 3 Fax: 
	Group NPIs_5: 
	undefined_3: Off
	undefined_4: Off
	Open Panel: Off
	Closed Panel: Off
	Accepting Existing Patients: Off
	Please list any patient age restrictions: 
	undefined_5: Off
	undefined_6: Off
	Are you board certified: Off
	If Yes board name: 
	Exp Date: 
	Please list any medical related organizations you have ownership with eg laboratory home healthy agency radiology facility mobile testing MRI etc: 
	a CLIA Certificate: Off
	undefined_7: Off
	undefined_8: Off
	Type of Service Provided: 
	Last Name: 
	First Name: 
	Middle Initial: 
	Suite_3: 
	Covering Location 1 City: 
	State: 
	State_3: 
	Credentialing Contact Information: 
	Secondary Specialty: 
	Practitioners Taxonomy: 
	Practitioners Taxonomy 2: 
	Primary Specialty: 
	Certificate Number: 
	CLIA Name: 
	Cert Exp Date: 
	Tax ID #: 
	Medicare ID: 
	Website Address: 


