DaVita Credentialing Request | v
Form for Renal Fellows

Brentwood, TN 37027
Tel: 800-467-4736 | Fax: 800-294-7640

Requestor Name and Title | Date Completed |
Email Address to send online
a pplicaﬁon (Cannot be a DaVita teammate)

Il. Practitioner Demographics
First Name Middle Lot

Name

Professional . Specialt
SesErE e Medical Doctor (MD) P y
DOB* Social Security Number* Gender* Male Female
State License #* License Expiration Date* DEA #*
Medicaid ID NPI Number*
Practitioner Email
Address**

*Required for practitioners new to DaVita.
**If different from email address in Section I.

I1l. Educational Institution Information

Click here to visit DaVita.com and view facilities in your area!

Institution Name

Street Address

City State | Zip |

Phone Fax
IV. Facility Requests (Add or Remove Facilities from the practitioner’s profile)

Facility # Facility Name Supervising Faculty Physician glifgiiilr City State (R:zgtrjg;e d

CLICK HERE TO SUBMIT TO CREDENTIALING SERVICES

Please note that this is a request form, and not the Medical Staff Application. The login information to your secure Practitioner Homepage will be sent to

the designated email address above within two business days. Please review your junk/spam folder if you do not receive the emails containing your login
information. The credentialing process will start once we receive the complete Medical Staff Application.

Because this process does rely upon verifications provided by third parties, we recommend that you submit your Medical Staff Application as soon as
possible. The credentialing process can take 45 days or more. Please visit the FAQ page on the Practitioner Homepage

for additional information.

** All applicants must provide a current email address for communication of DaVita business and

medical staff matters. All applicants are responsible for reading email notifications and responding D/-aN. ta
®

timely to these communications.


mailto:physiciancredentialing@davita.com
https://www.davita.com/tools/find-dialysis-center
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