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INTERESTED PRACTITIONER REQUEST
Thank you for your interest in becoming a provider with Ohio Health Choice.  Please take a few minutes to complete and return this form in order to evaluate our provider needs in your area. All requests are reviewed by the OHC Network Committee on a monthly basis.  Submission of a letter of interest does not guarantee acceptance into the OHC networks.  

Submit your written request to:


Ohio Health Choice








PO Box 2090








Akron, OH  44309-2090

Or fax to:





330-996-8201

Full Name (First/Last/MI) / Degree (MD, DO, etc.)

Group Name

Primary Service Location Address

Primary Service Phone #



Fax #

Mailing Address for Communications (if different from Primary Service Location)

Specialty

Hospitals where Hospital Privileges are maintained

Contact Name, Phone Number and Email Address
Tax ID #





NPI #
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