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Provider Nomination Form

IF THE PROVIDER OF YOUR CHOICE IS NOT LISTED IN THE CENTURY PROVIDER DIRECTORY, YOU MAY COMPLETE THIS FORM TO NOMINATE THE PROVIDER TO JOIN THE CENTURY PROVIDER NETWORK.  

Your Information

First Name:   _________________
Last Name:   __________________
Middle Initial:   _____

Street Address: 
____________________________




____________________________

City:
____________________________
State:   ________
Zip:  _________

Daytime Phone Number:   ___________________
E-Mail Address: ________________________

Employer:   _______________________________
Insurance Plan:   ________________________

Provider Information

First Name:   _________________
Last Name:   __________________
Middle Initial:   _____

Name of Clinic:
____________________________________________________________

Street Address: 
____________________________




____________________________

City:
____________________________
State:   ________
Zip:  _________

Daytime Phone Number:   ___________________
Specialty: _____________________________

Is this provider a primary care physician for you or a family member?

Yes

No

Are you or a family member currently under treatment with this provider?

Yes

No

Please mail or fax this form to:



Century Health Solutions, Inc.



Attn:  Provider Relations



P.O. Box 1676



Topeka, KS
66601-1676



Fax:
(785) 232-3454

You may also submit provider nominations by calling the Century Provider Relations Department at (800) 227-0089 or (785) 233-1816, Ext. 370.  

Thank you. 

