












 
 
 
 

Addendum to Credentialing 
 
 
 
 
Provider Info: 
 
Applicant’s Last: ________________________ First: ___________________ Middle I: ______Title___________ 
 
Languages spoken: ____________________________________________________________________________  
 
Are you accepting new work comp patients?   Yes _______  No _______ 
 
Will you see work comp patients for second opinions? Yes _______  No _______ 
 
Will you act as attending physician for patients?     Yes_______    No________ 
 
Are you able to perform closing examinations?  Yes _______  No _______  
 
 
Practice Information: 
 

Medical Records Contact Information: 
 

Name: _____________________Phone: ____________Fax: _____________Email:________________________ 
 

Pre-Auth Contact Information: 
 
Name: _____________________Phone: ____________Fax: _____________Email:________________________ 
 

Credentialing  Contact: 
 

Name: _____________________Phone: ____________Fax: _____________Email:________________________ 
 
 

Please provide copies of the following supporting documents when submitting a credentialing application: 
 

•   License  •   DEA License  •   Current Malpractice Insurance   •   W-9 
____________________________________________________________________________________________ 
 

 
 

                                                                          Majoris Health Systems Corporate Office 
P.O. Box 1728, Lake Oswego, OR 97035 

Phone (503) 639-6080    Toll Free (800) 525-0394   Credentialing Fax: (503) 601-8438 
providerrelations@majorishealthsystems.com  
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