M agellan Healthcare
Occupational Therapy
Prospective Provider Information Profile

Thisform will be used for informational purposes only. It is not an goplication and completing
and returning this form does not imply membership in the Magellan network. Please note, if

there are multiple practitioners in the dinic, a separate Information Profile must be completed by
each one.

Practitioner’sName: Gender: __ CAQH Id:
Clinic Name: e-mall:
Address. Phone:
City/SY/Zip: Fax:
Tax ID:
Yearsinpracticeat thislocation: —_____ Tota yearsin practice:

Other prectitioners a thislocation? __Yes _ No How many?

Names and types of other practitioners (note: a separate Information Profile must be
completed by each)

Occupationa Therapy Education/School:

Y ear Completed:

Pease list the license number(s) and state(s) where you have active licensure:
License number: State:
License number: Stater
License number: Sate:

Foreign language(s)

Magellan requires professional mapractice liability insurance coverage by providers with limits
of ligbility at $1 million per occurrence and $3 million in the aggregate. Do you carry at least
these levels or would you be willing to increase your coverage asrequired? __ Yes _ No

Signature of Practitioner Date

Please return to:
Magellan Healthcare
PO Box 211532, Eagan, MN 55121 or Fax (888) 656-1913
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