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Network Enrollment and Credentialing
ORGANIZATION APPLICATION

Provider Organization Staff List

Organization Name: __________________________________________ 

	
Instructions:
List your Organization’s professional staff who will be providing specific services. This information must include full name, credentials, and NPI numbers. Please provide copies of licensures. 

Sections I, II & III:
To be completed by the organizational provider at the time of initial network application for enrollment and credentialing, or at the time of the biennial re-credentialing. 

Section IV:
To be completed by Sanilac CMH’s designated staff, verifying completeness of form.



Section I:
ORGANIZATION INFORMATION
Organization Name: _____________________________________________________	NPI: ______________________
Primary Mailing Address: ______________________________________________________________________________
Primary Agency Phone: __________________________________	Primary Agency Fax: _________________________
Contact Person: ________________________________________	Title: ______________________________________
Email: _____________________________________________________________________________________________
Section II:
ORGANIZATION CLINICAL STAFF LIST
	Clinical Staff Name
	Credentials
	NPI#
	Licensure 
(Please provide copy of license)

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	



If additional space is needed, please attach a separate piece of paper.
Section III:
ORGANIZATION SIGNATURE
Through my signature below, I hereby certify that the information provided herein is true, accurate and complete. Additions or revisions to the information above will be submitted immediately upon revision. Additionally, I understand that misleading, inaccurate, or incomplete information may result in a denial of participation and denial of claims. 

____________________________________________________________	________________________________
Organization Legal Representative Name (Print)		Title

____________________________________________________________	________________________________
Organization Legal Representative Signature		Date

Section IV:
VERIFICATION SIGNATURE

Completed by designated staff to verify information in this Organization Clinical Staff List is correct and complete to the best of their knowledge.

____________________________________________________________	________________________________
Verifier Signature	Date	
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