MEDICAL ASSISTANCE PROVIDER
ENROLLMENT & TRADING PARTNER 
AGREEMENT

	provider/applicant information:

	1.  Applicant Name:
	2.  Federal Tax/ein no. (proof Required):

	3.  Employer Name 

	4.  this business is :  □ Sole Proprietor    □ Non-Profit     □ Partnership     □ Corporation     □ 501C3 
                                    □ Government

	service/practice address: (required)

	5.  address (No., Street, and Suite No.)
	6.  P.O. Box 

	7.  City
	8.  State
	9.  Zip Code
	10.  County

	11. Business Phone No.

(       )
	
	12.  E-mail address

	IMPORTANT;  FACSIMILE SIGNATURES WILL NOT BE ACCEPTED

	13.  Criminal Convictions relating to the Title Xviii, Title XIX, or Title XX; Title V, Title XXI:
          
        □   No        □  Yes  (If Yes, see instructions.)

	14.  Signature of Applicant
	15.  Date Signed

	Anyone employing the “applicant” (see box 1) who is the employer/owner of the business listed in box 3 must also sign this agreement.

	16.  Employer/Owner or Agent Name (print)
	17.  Employer/Owner or Agent Title (President, Owner, Manager, etc.)

	18.  Employer/Owner or Agent Signature (See instructions)
	19.  Date Signed
	20.  Employer/Owner or Agent Telephone Number

(          )
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