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Request to be included in List of Post Acute Providers to Serve Banner Health Facilities in Arizona

Company Name:			_________________________________________________________________
Arizona State ID / License Number:	_________________________________________________________________
Medicare Number:			_________________________________________________________________
Chief Executive Officer:			_________________________________________________________________
Address:				_________________________________________________________________
					_________________________________________________________________
Phone:					_________________________________________________________________
Fax:					_________________________________________________________________
Email:					_________________________________________________________________

Please list all physician owners:		_________________________________________________________________
					_________________________________________________________________
List all medical directors:		_________________________________________________________________
					_________________________________________________________________
List of services provided:		_________________________________________________________________

List employees accessing Banner
Facilities and their roles:		_________________________________________________________________
		
_________________________________________________________________
	
_________________________________________________________________

Banner Health Facilities Requested:	_________________________________________________________________




Please Sign the attached and mail to:

Don Maloney, Vice President – Physician Resources
Banner Health
1441 North 12th Street
Phoenix, AZ 85006

I certify that the above information is true and correct and understand that false or incorrect information may result in this company not having access to Banner affiliates.  I also certify that all employees have been screened through E-Verify, criminal background checks, and the exclusion databases of the Office of the Inspector General and the Excluded Provide Listing System.  

__________________________________
Chief Executive Officer or Branch Manager



If you wish to be considered a Preferred Provider, please submit the following in an electronic form to BHPostAcuteCredentialing@bannerhealth.com

Please attach the following:
· Most recent ADHS and CMMS survey results.
· Current Medicare Compare rating (if applicable)
· Action plan to achieve 5 star rating (if applicable) and quality improvement plan
· 30 day hospital readmission rate for the last 6 months
· For skilled nursing facilities and group homes, required frequency of physician visits
· Description of physician coverage arrangements
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