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Scott & White Health Plan 
Provider Data Information 

(Please Print Clearly or Type) 
 
National Provider ID#___________________________________________     Individual ___ 
 
Name _____________________________________________________________________ 
               Last                                                      First                                          M                         Deg             
             ____          ______            ______________________ 
             Male          Female            DOB 
 
Organization Name (if applicable)_______________________________________________ 
 
Primary Office Address *                     
               ____________________________________________________________________ 
                Street 
                ____________________________________________________________________ 
                  City                                                        State                                        Zip               
               (____)___________________________    (____)_____________________________ 
               Phone                                                                  Fax 
               _________________________________________                 
               E‐mail address of Office Contact / Manager 
 
Mailing Address (if different from above)* 
                __________________________________________________________________  
                 Street                                                                                                 
               __________________________________________________________________ 
                 City                                                   State                                       Zip 
               (____)_____________________________   (____)_________________________ 
              Phone                                                               Fax 
 
Billing Address / Mail check to (if different from above)* 
             _________________________________________________________________ 
              Street or PO Box (whichever applicable) 
             _________________________________________________________________ 
              City                                                 State                                         Zip   
             (____)_____________________________   (____)________________________ 
              Phone                                                                    Fax                
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Physician Specialty  
   1. ______________________ Certified:  Y   N    2._______________________Certified:  Y   N   

Below identify age grouping, type of service as applicable 
___________________________________________________________________________ 
Are you willing to serve as an Interpreter for a language other than English?    Y    N   
If yes, what other language(s) ___________________________________________________                                 
Residency___________________________________________________________________                                 
Medical School ______________________________________________________________ 
Medical License# ____________________________________ 
Tax ID#____________________________________________ 
SSN#________________________________    DEA#_________________________________ 
List Actively Admitting Hospital Privileges 
___________________________________________________________________________                                  
Malpractice Limits:  Single Occurrence $_________________   Aggregate $______________ 

 
Mental Health Counselors License / Certification 
        1.________________________________  2. __________________________________           
          Below identify age grouping, type of service as applicable (i.e., eating disorder, etc) 
___________________________________________________________________________ 
 
 
Skilled Nursing Facility (SNF)   
___________________________________________________________________________  
Medical Director’s Name  
                  Below list types of service and number of specialty beds (i.e., bariatric, etc) 
___________________________________________________________________________                           
                                                         
             
                          ADDITIONAL REQUIREMENTS FOR CONSIDERATION     
   1.  Mental Health or Physician fax with Provider Data Info and Curriculum Vitae/Resume  
   2.  Sign and date SWHP Guidelines for Selection and Continued Affiliation of Practitioners 
              Questions: Contact SWHP Provider Relations at:  254‐298‐3064 ph   
                                                          Fax:  254‐298‐3044 
                     Email address: SWHPPROVIDERRELATIONSDEPARTMENT@swmail.sw.org 
                                           Visit our website at:  www.swhp.org            
           
SWHP Provider Relations       
Start Date ______________ Panel ____   SWHP _____  Sr. Care only____  PCP____ Y/N                           
Gray shaded areas will be filled out by SWHP Provider Relations. 


