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Working Instructions:
Provider Application

The information contained is privileged and confidential and is for the exclusive use of the recipient. If you receive it by mistake, you are not authorized to use, distribute, or
photocopy it. Please notify the sender immediately at 1-666-4676-6060 to coordinate the return of the documents.
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Important points

> If the application is closed before sending the information, the

iInformation will not be saved. Some probable reasons :

» The time-out system closes the application after 15 minutes of inactivity.
» Unstable internet connection

> Be sure to look up the requirements (under the applications option)
to find out which documents you need before starting the process.

» Have all credentials available prior to the start of the event.

> Before you begin, confirm that you filled out the supplier application
and not the facility application.

> The application will appear in the fields as you complete the

document. M/SO
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Important points

If the Click to sign option does not appear at the end
of the application, it means that the application has
not been filled out completely.

» In the upper right part of the screen, there is a
button that will indicate errors in the application
for quick troubleshooting.

When you click to sign, the application will not be
sent; you must first verify an email that Adobe will
send you to complete the process.

The application must be signed in the physician's
name (page 11).

The process of completing the application takes 20 to
30 minutes.

www.mso-pr.com

Print Name

*
Click here to sign

Mext required field E

Jul1s, 2021

Applicant Signature

Frrm will he returned if section ic nnt filled oot

PO BOX 71500 SAN JUAN PR 00936
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Important points

» The application has a bookmark that tells you

what the next step is when filling out the
application.

» Any information entered incorrectly will be
highlighted and will include a note explaining
the error.

» To attach a document, Click to Attach and
select the required document. It will be
attached to the application.

WwWww.mso-pr.com

Next

MO

Line of Business: * MEDICARE ADVANTAG ~

Provider Application Form
Electronic Application and Signature Form

Credentialing Process: * RECREDENTIALING ~ ~

FILL ALL ITEMS ON THIS FORM. IF NOT APPLICABLE, WRITE N/A.

(1) First Name (2» Middle Name 3) Last Name 4) Second Last Name
Miguel Juan Gonzales Martinez
(5) Social Security Number (6) Rendering NPl Number (7) Specialty
123547899 123456789 Cardiology -
@) Tax ID Number (3 Tax ID Name (10) Email
123456789 TaxldName MiguelGonzales@gmail.com

B oML s ML a e aaaeas meaw raiee b s s B Dmas a2 A b Aames meeig raaaa s s ws

(1) First Name Idicdetets 4) Second Last Name
Miguel Please enter a valid numeric siring, eg, ! Martinez
: . 12345.
Social Securify Num
123547899
) Tax 1D Number

172AEATO0 TavlidMama

Credentials Information

(124) Credential (125) Number/Data (126) Issued Date  (12) Expiration [ate  (128) Document Copy

SAMHSA License Click to Attach SAMS|
DEA License Click to Attach DEAC
Medicaid Number Do Not Apply Do Not Apply Click to Attach MEDI
ASSMCA Number Click to Attach ASSN

PO BOX 71500 s,;N JUAN PR 00936 M\O HOLDINGS



How is the process carried out?

v

v

Visit this link : https://www.mso-
pr.com/solicitudes/#

Below, look for the option View Requirements
and choose the option that applies to you.

A new window will open with the requirements
for your field. Make sure you read and have
the required documents before starting the
process.

To get started, you will need to return to the
previous window and scroll up until you reach
the Request as Provider option.

WwWww.mso-pr.com

Conozca o5 regulsitos de credencia
VER REQUISITOS

Equisitos de Credencializacion

asy DME

Coteje los requisitos de credenciales para Médicos Primarios, Especialistas, Facilidades, Farmaci

Ambulancias

Centros de Cirugla Ambulatoria

Centros de Vacunacién

Centros Radiolégicos

Compafifas de Equipo Médico Duradero

Compafifas de Transporte No Emergente

Dentistas

[ Ve R R R

cias Especializadas

Formularios para Nuevos Proveedoresy
Recredencializacion

Si usted desea formar parte de nuestra Red de Proveedores por favor provea la informacién requerida en nuestro formulario
segln le apligue.
Si es un proveedor que va a recredencializarse con M5S0, debe completar los mismos documentos.

.H.
.’_(G) HimE
| Proveedor | Facilidad

SOLICITE COMO SOLICITE COMO
PROVEEDOR FACILIDAD

PO BOX 71500 SAN JUAN PR 00936 M}O ‘ HOLDINGS
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How is the process carried out? (Continued)

Select Line of Business: Medicare
Advantage, Vital, Medicare Advantage and
Vital. And under Credentialing Process,
select: Initial or Recredentialing.

Then, include the supplier's name: first name,
middle name, first last name and middle last
name.

Now, include the Social Security Number, Tax
ID, Rendering NPI, Tax ID Name/Number,
and Tax ID Name/Number.

Primary physicians must include the IPA
and/or PMG, and letter of endorsement if
applicable.

WwWww.mso-pr.com

LIRS B Electronic Application and Signature Form

Line of Business: * Select.. v Credentialing Process: * Select..

FILL ALL ITEMS ON THIS FORM. IF NOT APPLICABLE, WRITE N/A.

(1) First Name
*

(2) Middle Name 3) Last Name 4) Second Last Name

i5) Social Security Number (6} Rendering NP1 Number 7) Specialty
(10} Email

(8 Tax |D Number (9 Tax ID Name

If this is a Primary Care Physician (FCP) contract, please include the IPA and/or PMG name and
endorsement letter, If applicable

(11) IPA Group Name Select.. -
(12) IPA Billing NPl Number

(14) IPA Endorsement Letter | cick to Attach IPAENDORSEMENTLETTER
(15) PMG Name Select.. -

(16) PMG Billing NPl Number
(18) PMG Endorsement Letter | click to Attach PMGENDORSEMENTLETTE

113 Tax |D Number

o Tt W] L
LT Tt A TO TNUTTTLNG
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How is the process carried out? (Continued)

v In the Primary Location Address section,
include: Primary Location Address (Address
Line #2 is optional), Telephone, Extension,
Fax, Office Hours, Accessibility Questions,
Billing Name, Billing NPI and Medicaid ID.

v In the Mailing Billing Address section, include:
Primary Location Address (Address Line #2 is
optional), City, State and Zip Code.

v In the Office Staff section, include Office Staff
1 Name, your title, languages and email; then
Office Staff 2 Name, your title, languages and
email.

WwWww.mso-pr.com

Primary Location Address

(19) Address Line 1 = Opening Time
(20) Address Line 2 Day Opening Closing
(21) City i (37) Monday 5 B
(22) State b (38) Tuesday = b
{23) Zip Code i (33) Wednesday . B
(24) Telephone Number h {25) Extension: {40) Thursday & i
26) Fax Number {41) Friday E E
(27) Accepting New Patients for Medicare Advantage *Select.. v (42) Saturday i =
128) Accepting New Patients for Medicaid *select - (43) Sunday i =
(29) Handicap Access *celect. -

(30) Gender Limitation *Select. ¥

(31) Age Limitation *select_ ~ (32) Lowest Age (33) Highest Age

(34) Billing Name *

135) Billing NPI =

(36) Medicaid 1D or ATN (Application Tracking Number) E Document Copy

Mailing/ Billing Address
(44) Address Line 1 =
(45) Address Line 2
(46) City [
(47) State B
(48) Zip Code B

Office Staff

(49) Office Staff 1 - Name (50 Title
(51) Language Services Available Spanish English Other
(52) Office Staff Email
(53) Office Staff 2 - Name (54) Title
(55) Language Services Available Spamsh English Other:

(56) Office Staff Email

PO BOX 71500 SAN JUAN PR 00936 M\O HOLDINGS



How is the process carried out? (Continued)

Do you have any other locations? >80T

FPlease check this box if N/A for additional location 2.

You can then add a second location, if
necessary. Check the option Do you have
any other locations? Yes or No. If you do not
have any other locations, check Please check
this box if N/A for additional location 2.

Under Secondary Location Address, include
Secondary Location Address (Address Line
#2 is optional), Telephone, Extension, Fax,
Office Hours, Accessibility Questions, Billing
Name and Billing NPI.

In the Mailing Billing Address section, include:
Primary Location Address (Address Line #2 is
optional), City, State, and Zip Code.

In the Office Staff section, include Office Staff
1 Name, your title, languages and email; then
Offic_? Staff 2 Name, your title, languages and
email.

WwWww.mso-pr.com

Secondarv Location Address
(57) Address Line 1
(58) Address Line 2
(59) City
(60) State
(61) Zip Code
62) Telephone Number
(64) Fax Number
(65) Accepting Mew Patients for Medicare Advantage
(66) Accepting New Patients for Medicaid
(67) Handicap Access
(68) Gender Limitation
(69) Age Limitation
(72) Billing Mame
(73) Billing MPI
(74) Medicaid ID or ATM (Application Tracking Number)

Mailing / Billing Address

(63) Extension:

(70) Lowest Age

(82) Address Line 1
(83) Address Line 2
(84) City

(85) State

(86) Zip Code

Office Staff

(a7) Office Staff 1 - Name (aa) Title

(88) Language Services Available Spanish English

(90) Office Staff Email

(91) Office Staff 2 - Name
(93) Language Services Available Spanish English

(34) Office Staff Email

192) Title

Opening Time

Day Opening Closing
(75) Monday
(76) Tuesday
(77) Wednesday
(78) Thursday
(72) Friday
(80) Saturday
(81) Sunday

(71) Highest Age

Document Copy

Other:

Other:

PO BOX 71500 SAN JUAN PR 00936 M\\O HOLDINGS



How is the process carried out? (Continued)

You may also add an additional location, if
needed. If so, in the Do you have any other
locations? box, check Yes or No. If you do not
have any other locations, check Please check
this box if N/A for additional location 3.

Under Other Location Address, include: Other
Location Address (Address Line #2 is
optional), Telephone, Extension, Fax, Office
Hours, Accessibility Questions, Billing Name
and Billing NPI.

Under Mailing Billing Address, include:
Primary Location Address (Address Line #2 is
optional), City, State, and Zip Code.

In the Office Staff section, include Office Staff
1 Name, your title, languages and email; then
Office Staff 2 Name, your title, languages and
email.

WwWww.mso-pr.com

ou have any other locations? Select...

Othar | acation Addrass

(95) Address Line 1
(96) Address Line 2
(97) City
(98) State
(39) Zip Code
{100) Telephone Number
(102) Fax Number
(103) Accepting New Patients for Medicare Advantage
(104) Accepting New Patients for Medicaid
(105) Handicap Access
(106) Gender Limitation
(107) Age Limitation
{110) Billing Name
(111) Billing NPI
(112) Medicaid ID or ATN (Application Tracking Number)
Mailing / Billing Address

(101) Extension:

(108) Lowest Age

(120) Address Line 1
(121) Address Line 2
(122) City
(123) State
(124) Zip Code
Office Staff
(125) Office Staff 1 - Name (126) Title
(127) Language Services Available Spanish English
(128) Office Staff Email
(129) Office Staff 2 - Name (130) Title
(131) Language Services Available Spanish English

(132) Office Staff Email

Please check this box if N/A for additional location 3

Opening Time

Day Opening Closing
(113) Monday
{114) Tuesday
(115) Wednesday
{116) Thursday
(117) Friday
(118) Sunday
(119) Saturday

{109) Highest Age

Document Copy

Other:

Other:
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How is the process carried out? (Continued)

v Under Credentialing Usage Information,
include:

v

AN

v

Suffix, Degree, Date of Birth, Gender,
Languages, Ethnicity, Race.

Specialty to be Credential
Board Certified y Specialty

Issued Date, Expiration Date and
recertification date

Mobile Phone Number

v" In the Credentials Information section, include:

v

SAMHSA, DEA License, ASSMCA
Number, Drivers License in PR, Medical
License, Medicare Number an
Telemedicine (Include copy of these
documents in the circulated section in the
image).

Include Issued Date, Expiration Date and
copy of document in the Membership
Certificate section.

WwWww.mso-pr.com

(133) Suffix (134) Degree  (135) Date of Birth (136) Gender
w® w* - *®
Select.. -
(137) Language Spoken Spanish English Other:
(138) Ethnicity Hispanic or Latino Mat Hispanic or Lating Dechned
(139) Race (select one or more) Black or African America White Asian American Indian or Alaska Mative
Native Hawaiian or Other Pacific Islander Some other race Declined
(140) Specialty to be Credentialed  Select.. v

(141) Board Certified
{143) Issued Date

*select. - (142) Board Specialty
(144) Expiration Date (145) Recertification Date

(146) Moblle Phone Number *

Credential

Credentials Information

Mumber/Data Issued Date Expiration Date Document Copy

(147) SAMHSA License

(148) DEA License

149) ASSMCA Number

(150) Driver's License

(151) Medical License

inPR *

(152) Medicare Number

(153) Telemedicina

Collegiate Membership Certificate

{154) Issued Date

{155) Expiration Date (156) Document Copy

PO BOX 71500 SAN JUAN PR 00936 M\O HOLDINGS



How is the process carried out? (Continued)

v Under Insurance Information, include:
v Insurance Carrier y Coverage Type (134 Unlimited Select. = (135) Coverage
v" Unlimited and Coverage 36) Original Effective Date I (137) From Date *(133}ExpiralionDate
v' Qriginal Effective Date, From Date and (s Poliy Rumber R C bt G ON BT
Expiration Date
4 (Policth(ljJ)mber y Document Copy
attaC e (141) Education / Training (146) Hospital Name/Postgraduate — Intemship
v" In Education and Training, include: (162 Specialty: (1) Specialty:
‘/ Sp e C| a“ty (143) Fr{_)m Date: (144) To Completion: (148) Fr{_)m Date: (149) To Completion:
(145) Evidence: (150) Evidence:
‘/ From Date and TO Complet|0n (151) Residency / Hospital Name (156) Fellowship / Training Institution
v' Evidence — —
\/ *Apllcan a Educatlon/Tralnlng’ Hospltal ::z; Fr[;er:?)“:t-e: (154) To Completion: :z;F:r:EI:)lgte (159) To Completion:
Name/Postgraduate-Internship, o rm— e erm—
Residency/Hospital name an
Fellowship/Training Institution*
. L . . 161) Hospital Name 162) Type of Privileges
v At Hospital Privileges, include: . - R

v Hospital name and type of privilege

WWW.Mso-pr.com PO BOX 71500 SAN JUAN PR 00936 M\O HOLDINGS
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How is the process carried out? (Continued)

Work History

v" In Work History, include: X Sl L o Sieile |rm = ek
v' Employer Name, Start Date and End (165 Employer Address
Date {167) Address Line 1
: {168) Address Line 2
v Employer Address, Address line 1 and o o Sate 71 710 Code
2 (opcional) 2ve another work experionce? S
. . Ng you VE dnolner Work expenence ¢
v C|ty, State and Z|p COde 172) teye = {173) Start Date 174) End Date
v" If you have more work experience, check o B e [
Yes or No to the Do you have another work e Pukdres Line 1
experience? question, add: (177) Address Line 2
v Employer Name, Start Date and End (17 Ciy v | yire State ae Zip Code -
Date Do you have another work experience? ==& 7
v Employer Address, Address line 1 and 2 e ) Start Dafe | tsn e D
(optional) Emoioyer Add
. . (184) cmployer ress
v City, State and Zip Code el
v Include a CV or Resume (196) Address Line 2

{1a7) Ci X ——HRESiate 4189y Fip Code -
(190) Insert Curriculum Vitae (DO NOT FILL THE PAGE ONCE
INSERT THE CV)

WWW.Mso-pr.com PO BOX 71500 SAN JUAN PR 00936 M\O | HOLDINGS




How is the process carried out? (Continued)

v In Ownership Interest and/or Managing
Control Information:

v Please read and follow the stipulated
guidelines..

v" Si no aplica, marque Please check this
box if there is no ownership interest
and/or managing control.

v If applicable, include :

v First name, middle name, first name, last
name, middle name and Rendering NP

v Check what applies to persons listed in
the 3rd section with Ownership Interest
and/or Managing Control with the
applicant or Provider.

WwWww.mso-pr.com

OWNERSHIP INTEREST AND/OR MANAGING CONTROL INFORMATION — (INDIVIDUALS)
All practitioners participating in the Platino Network must complete this section

*Please fill out this section completely, following the guidelines established in the Program Integrity Plan
established by MSO of Puerto Rico, LLC (MSQ) in compliance with the PR Health Insurance Administration
(PRHIA-ASES).

All organizations that have any of the following must report:

1.All persons who have a 5 percent or greater (direct or indirect) ownership interest in the
supplier

2 Applicant or provider, ONLY IF the supplier, applicant or provider is a corporation (whether
for- profit or non-profit).

3.All officers and directors of the supplier, applicant or
provider.

4_All managing employees of the supplier, applicant or provider (including secretary,
reception, among others).

5.Supplier, applicant or provider. All those who have managing control.

6_All individuals with a partnership interest in the supplier, applicant or provider, regardless

of the i er has; and authorized delegate officials.

‘An owner may also be a managing employee. 42CFR§455.105

42CFRE455.106

Please check this box if there is no ownership interest and/or managing control. [
[ } e (192) Middle Name (193) Last Name 1 st Name (195) Rendering NPI

* * *

Check all applicable to person listed in section 3A, having Ownership Interest and/or Managing Control with
the applicant or provider:

[] 5% or more direct ownership interest L1 Ppartner

O Managing Employee (W-2) [] Contracted Managing Employee

[ Directly exercises operational control over day-
[ Director/Officer

to-day operations

[] Indirectly exercises operational control over day- [| Directly has managerial control over day-to-day
to-day operations operations

[] Indirectly has managerial control over day-to-

day operations Other, specify:

L] 5% or more indirect ownership interest

PO BOX 71500 SAN JUAN PR 00936 M\O HOLDINGS




How is the process carried out? (Continued)

v If applicable, include:
pp . ) ] Please check this box if there is no ownership interest and/or managing control. []
\/ F”’St name, m|dd|e name’ f| rst (1917 Fi e (192) Middle Name (193) Last Name 1 st Name (195) Rendering NPI

name, last name, middle i _

name and Renden ng N PI Eheck ai_ll aptplicable .tdo person listed in section 3A, having Ownership Interest and/or Managing Control with
e applicant or provider:
\/ CheCk Wh at app“es to L] 5% or more direct ownership interest ! Partner
persons IISted 18 the 3rd ] Managing Employee (W-2) [] Contracted Managing Employee
SeCtlon Wlth OwnerSh | p [] Directly exercises operational control over day- O boi .
Interest and/or Managing to-day operations Jectoriomeer
ContrOI Wlth the appl |Cant OI‘ [] Indirectly exercises operational control over day- [ Directly has managerial control over day-to-day
to-day operations operations
P I‘OVIdeI’ [] Indirectly has managerial control over day-to-

day operations Other, specify:

(] 5% or more indirect ownership interest

WWW.Mso-pr.com PO BOX 71500 SAN JUAN PR 00936 MBO HOLDINGS




How is the process carried out? (Continued)

v Continue to Business Information:

v If not applicable, check Please check this box
if there is no ownership interest

v' Read and follow the stipulated guidelines.
v Include:

Legal Business Name

Doing Business As - DBA Name

Tax ID Number

NPI Number

Physical Address (Address line 1 and
2(optional)) City, State, Zip Code,
Telephone Number and Fax Number

DN N N NN

WwWww.mso-pr.com

ease check this box if there is no ownership interest. L]
Business Information

All practitioners participating in the Platino Network must complete this section
*Please fill out this section completely, following the guidelines established in the Program Integrity Plan set by MSO
of

Puerto Rico, LLC {(MSO) in compliance with the PR Health Insurance Administration (PRHIA-ASES).

All organizations that have any of the following must report:

1) All persons who have a 5 percent or greater (direct or indirect) ownership interest in the supplier.

2) Applicant or provider ONLY IF the supplier, applicant or provider is a corporation (whether for-profit or non-profit).

3) All officers and directors of the supplier, applicant or provider.

4) All managing employees of the supplier, applicant or provider (including secretary, reception, among others).

5) Supplier, applicant or provider. All those who have managing control.

6) All individuals with a partnership interest in the supplier, applicant or provider, regardless of the percentage of ownership the
partner has; and authorized delegate officials. In general, Owning/Managing organizations belong to one of the following
categories:

1) lg-:gf:!rpar'aliuns {including non-profit corporations) 2) Partnerships and Limited Partnerships (as indicated above)

3) Limited Liability Companies

4) Charitable and/or Religious organizations.

201) Legal Business Mame: (4= reported to Intemal Revenue-Hacienda) *
(202) “Doing Business As” — DBA Name (If Apply)

203y Tax ID Number: 204) NPl Number:
Physical Address

(205) Address Line 1

206y Address Line 2

tzo7) City: * ~ (208) State ™ {209) Zip Code: -

(210) Telephone Number: 211) Fax Number:

PO BOX 71500 SAN JUAN PR 00936 M\O HOLDINGS



How is the process carried out? (Continued)

v Check Yes or No for What is the above
organization's relationship with the applicant or
provider in section 1? If Yes, check all that apply.

v" In the following section, include administrative
information, according to PR Health Insurance
Administration.

v If not aprIicabIe, check Please check this box if N/A
to the office staff

v Include:
v' Office Staff Name 1, 2 and 3, and their
respective titles.

v" In Ownership and Conflict of Interest Disclosure
Questions in compliance with the PR Health
Insurance Administration:

v tClt1e|§k Yes or No to the right of the questions (17 in
ota

v If the answer is Yes, provide an explanation

WwWww.mso-pr.com

What is the above organization’s relationship with the applicant or provider in sectio

5% or more direct ownership interest
5% or more indirect ownership interest
Partner

Managing control

Other Specify:

Please check this box if N/A to the office staff.[ ]
his section collects the administrative staff information in compliance-with the PR Health Insurance Administration (PRHIA-ASES).

(212) Office Staff 1 - Name (213) Title
(214) Office Staff 2 - Name (215) Title
(216) Office Staff 3 -Name (217) Title

Ownership and Conflict of Interest Disclosure Questions in compliance with the

PR Health Insurance Administration (PRHIA-ASES)

Has any employee been convicted for a criminal offense under Medicare/Medicaid Programs, or othe
reason?

If yes, please explain:

Has there been a business transaction involving $25,000 or more during the 12-month period ending
the date of the submitted form? *s v

If yes, please explain:

PO BOX 71500 SAN JUAN PR 00936 M\U | HOLDINGS



How is the process carried out? (Continued)

v" In Other Information:

v Please answer with the options provided
to the right of each question.

v" When checking Yes in Do you perform
home visits?, you must list in the boxes
the towns where you perform them.

v' Answer the gquestions on patient waiting
time.

v' Check all procedures that are carried out
in your office.

WwWww.mso-pr.com

Other Information
Have provisions been made for afterhours coverage?
Approximately, how many active patients make up your total practice?
Are you enrolled and active with State Medicaid Program?
Are you enrolled and active with Medicare Program?
Approximately, how many State Medicaid Program enrollees do you currently have as patients?
Do you serve as a PCP in the State Medicaid Program?
How many Medicare beneficiaries do you currently have as patients?
How many additional patients will you accept?

Do you perform Home Visits?
Town List for Home Visits

What is the expected waiting time for an appointment to see patients who have?
a. An emergency situation: ™

b. An urgent situation:

c. A routine situation:

Check the following procedures performed in your office (attach any required certifications)

Therapy Services Bone Scan

| Physical ! Mammograms
Occupational | EKGs

| Speech Immunizal tions
Chest X Rays Influenza (FLU)
Pap Smears | Hepatitis B

[ Endoscopic Procedures Non Invasives Pheumonia

Cardiology Test Extremity X Rays

1 H1MN1

Other Procedures (Specify)

PO BOX 71500 SAN JUAN PR 00936 M}O HOLDINGS



How is the process carried out? (Continued)

| hereby certify that all information provided on this application and its attachments are correct and current to
the best of my knowledge. | acknowledge that | have been informed of my right to review primary source
verification information obtained by MSO of Puerto Rico, LLC (MSO) in compliance with regulatory

- . - - requirements, and to correct erroneous information submitted in support of this credentialing application. |
\/ I n th e |aSt SeCtlon y yOU Wi ” fl n d th e P I"OVId er understand that MSO will notify me of any information obtained during the credentialing process that varies
. . . substantially from the information provided herein. | understand that falsification of information from this
Atte station & I n fo rmation R e | ease Wh IC h yo u application may result in rejection of my request for initial/continued participation in the Provider Network
h I I I f ! I . h (the "Network") administered by MSO, and Payers that contract with the Network.
S O u d re ad Com p ete y be Ore Com p etl n g t e | hereby consent to the disclosure, inspection and copying of information and documents relating to my

ro Ce SS credentials, qualifications and performance (“credentialing information™) by and between MSO of Puerto
p . Rict_}, !_LC {MSO-),_ and other I_—Ie_althcare QOrganizations. These c_lr_ganizaﬁpr_\s include hospitals, m_edical

RN £ S - e e [T .

v Write the physician's name and include his/her
signature, as well as the date.

v Remember, when you click to sign, you will Print Name
receive an email from Adobe to confirm and *
submit the completed application.

Click here to sign Jul13, 2021

Applicant Signature Date
Form will be returned if section is not filled out.
If you need to venfy the documents in your file, or you wish to check on the status of your application, fell

free to contact our Credentialing Department at credentialinghelpdeski@mso-pr.com or MSO Call Center
Number 1-866-676-6060.
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Credentialing Staff

® Cathyana Ortega Sierra [787-370-1432 @ cathyana.ortega-sierra@mso-pr.com
2 Charleen Sevilla Figueroa [787-918-5623 @ charleen.sevilla-figueroa@mso-pr.com
2 Jessel Negron Lopez [1787-308-2585 @ jessel.negron-lopez@mso-pr.com

2 Keishla Cintron Algarin g787-460-4518 @ keishla.cintron-algarin@mso-pr.com
2 1uis Sierra Rosado [787-309-8128 | @ luis.sierra-rosado@mso-pr.com
2 Lysandra Vizcarrondo Martinez [1787-645-2827 @ lysandra.vizcarrondo-martinez@mso-pr.com

2 Maria Maysonet Montalvo

[1787-306-4569

"© maria.maysonet-montalvo@mso-pr.com

WwWww.mso-pr.com
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Still have doubts about the process?

. |f you need to update an expired credential to keep your file up
to date, please send the information to:
CredentialingUpdates@mso-pr.com.

. If you need additional information, please call Provider

Services a:
. 787-993-2317 (Metro Area)
- 1-866-676-6060 (Free of charge)

MO

HOLDINGS

WWW.Mmso-pr.com PO BOX 71500 SAN JUAN PR 00936
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