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He lthChoice 
 

 

ADDITIONAL OFFICE LOCATION FORM 
 

Name: ______________________________________________________________________________________ 
 (Last) (First) (Middle) (License 
 

SSN:____________________________________________  NPI: _____________________________________ 
 
Primary Specialty: ______________________________  Secondary Specialty: _________________________________  
 
Federal Tax ID Number:  _____________________________________________________________________________  

(Attach a completed W-9 form for each Tax ID#) 

 
PHYSICAL ADDRESS 
 

Office Name:  _____________________________________________________________________________________  
 
Office Address:  ___________________________________________________________________________________  
 
 _________________________________________________________________________________________________  

 (City) (State) (Zip) 
 
Phone:  (           ) ___________________________________  Fax:  (           ) _________________________________  
 
Contact Person: ___________________________________  E-mail : ______________________________________  
 

MAILING ADDRESS 
 

Office Name:  _____________________________________________________________________________________  
 
Mailing Address:  __________________________________________________________________________________  
 
 _________________________________________________________________________________________________  
 (City) (State) (Zip) 
 
Phone:  (           ) ___________________________________  Fax:  (           ) _________________________________  
 
Contact Person: ___________________________________  E-mail : ______________________________________  
 

BILLING ADDRESS 
 

Office Name:  _____________________________________________________________________________________  
 
Billing Address:  ___________________________________________________________________________________  
 
 _________________________________________________________________________________________________  
 (City) (State) (Zip) 
 
Phone:  (           ) ___________________________________  Fax:  (           ) _________________________________  
 
Contact Person: ___________________________________  E-mail : ______________________________________  
 
Authorized Signature: _______________________________________  Date: ______________________________  
 
Contact Name (please print) __________________________________  Phone: _____________________________  
 

 

RETURN FAX NUMBER (405) 717-8977 
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