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CREDENTIALING APPLICATION ADDENDUM 

Behavioral Health 

 
Provider NPI:      ________________ 
 
Provider Name:  _____________________________________________________________  
 
Group NPI:         _________________ 
 
Group Name:     _____________________________________________________________ 

 

 
Ethnicity/Race: 
 
_____ American Indian/Alaska Native     _____ Asian, Pacific Islander     _____ Black, non-Hispanic 
 
_____ Hispanic     _____ Native Hawaiian/Other Pacific Islander     _____ White, non-Hispanic 
 
_____ Decline to provide 

 

 
Specific Services: 

Do you provide Telehealth/Telemedicine services?                _____ Yes _____ No 
 

Do you provide Maternal Mental Health services?                  _____ Yes _____ No 
 

 
               

Authorized Signature:  ________________________________________  Date: ________________ 
 
Authorized Name:        ________________________________________   
 
Authorized Title:           ________________________________________ 
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