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Letter of Intent 
 
 
Physician Name: ______________________________________________________ 
 
 
Group Name:  ______________________________________________________ 
 
Primary Address: ______________________________________________________ 
 
 
   ______________________________________________________ 
 
Phone:  _____________________ Fax: ________________________ 
 
 
Tax ID #:  ______________________________________________________ 
 
 
Call Coverage: ______________________________________________________ 
 
 
Hospital Privileges: ______________________________________________________ 
 
   ______________________________________________________ 
 
   ______________________________________________________ 
 
Specialty:  ______________________________________________________ 
 
Practice Manager:     ______________________________________________________ 
 
Email address: ______________________________________________________ 
 
Practice website ______________________________________________________ 
 
 
 
 


