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AFFILIATE INFORMATION FORM 
 
   ADD     CHANGE 
 
NAME: _________________________________________________________________________ 
 
ADDRESS: ______________________________________________________________________ 
________________________________________________________________________________
________________________________________________________________________________ 
________________________________________________________________________________ 
 
EMAIL ADDRESS: _______________________________________________________________ 
 
   NEW / REPLACE OLD     ADD AS ADDITIONAL LOCATION 
 
MAILING ADDRESS (if different from above): ________________________________________ 
________________________________________________________________________________
________________________________________________________________________________ 
________________________________________________________________________________ 
 

LOCATION:     MI      OH      BOTH 
 

* TAX ID #      * UPIN #       
 

 
* LICENSE #       * NPI #________________________  
 

* Required fields 
 

PHONE NUMBER:           
 

FAX NUMBER:           
 

TITLE:                 OD       MD      DO 
 

ADDITIONAL DOCTORS AT SAME LOCATION: _____________________________________ 

________________________________________________________________________________

________________________________________________________________________________ 

Patient ID #:        

 
Please return completed form and W-9 to the Affiliate Hotline via fax: 517-817-0141 

 

SEI USE ONLY - Employee Initials:    
Doctor #:        ProPM co 1:           
Outlook:      ProPM co 10:           


