PROVIDER FILE WORKSHEET








SERVICE________________

PROVIDER NAME (LAST, FIRST, MIDDLE)       
SEX (M or F):       
DOB (M/D/Y):       
SOCIAL SECURITY NUMBER:       
DEA NUMBER:       
VERIFIED BY PERSONNEL: ___YES ___NO

INITIALS (First, Middle, Last):     
*CLASS:      
(Column A)

**TYPE:      
(Column B)

VA NUMBER (AS ASSIGNED BY PHARMACY):_______________________

*CLASS (Column A)




*TYPE (Column B)








DENTIST





FULL-TIME
DO






PART-TIME
FELLOW





CONSULTING & ATTENDING
INTERN





FEE BASIS
LPN






HOUSE STAFF
NON-DEGREED 

NON-PROVIDER

NURSE

NURSE PRACTITIONER

PA

PHD

PHYSICIAN

PHYSICIAN ASSISTANT

RESIDENT

SOCIAL WORKER

STUDENT

TECHNICIAN

OTHER—PLEASE SPECIFY

