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The P&S Network, Inc.






Tel: (323)556-0555
8484 Wilshire Blvd. Suite 620




http://    Fax: (323_556-0556
Beverly Hills, CA 90211
PEER REVIEWER APPLICATION

Initial Credentialing

Provider’s Name: 













Practice Name and Business Address: 





___________________

City: 






State: 

 Zip: 





Phone: 






Fax: 







Email Address





 Office contact: 






Best way to contact you: (email / fax / phone / other)









Tax ID#




   Medical Lic#________________________________________
The following items must be sent attached to this application:

( W-9 Tax form – completed and signed

( Copy of current professional license for each state where licensed

( Curriculum Vitae 

( Board Certification Certificate(s) – required if an M.D., D.O., or podiatrist

( Copy of liability Insurance

( Copy of DEA License 

( HIPPA Business Associate Addendum 

I attest that I have fulfilled the applicable State(s) CME requirement(s) and will continue to do so while I am a contractor to The P&S Network, Inc..            Yes      /      No

By signing this document, I, attest that the foregoing information is true and accurate.  I further agree to abide by the following Peer Review Policy and Procedure Requirements.  I understand and acknowledge that the Peer Review Policy and Procedure Requirements are necessary and must be strictly adhered to in order for me to be able to properly and timely provide peer review services for The P&S Network, Inc. (“P&S”).  I understand and agree that the peer review services I will be providing are time sensitive in nature, and, if I accept a peer review case, the delivery or dictation of final report must be completed by the date requested. I further acknowledge and agree that P&S reserves the right to revise the Peer Review Policy and Procedure Requirements from time to time, as needed, and will abide by such revised Peer Review Policy and Procedure Requirements upon receipt of the same.

_______________________________
___________________________
________

Provider’s Signature



Printed Name



Date
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