SUBMIT VIA: 609-234-5806

www.pulse4physicians.com

Herman Johnson Jr.
Independent Account Manager | Pulse4Pulse

New Practice Submission Form 2026

Representative: DATE:

PRACTICE INFORMATION

Legal Name of Practice:
Practice Type: Website:
Practice Primary Address:

Additional Locations:

Main Phone: FAX:
Number of Locations: Nlumber of Providers- No. of Mid-level=
Current Patient Volume (unique patients): Per day" Per Month-

Practice Days and Hours:

Payer Mix (list by %): % % %
% % % %

Are any of your payors capitated? If yes, please list:

All Practicing Doctors Name and Specialties:

PRIMARY CONTACT (Physician/Owner):

PRIMARY NAME TLTLF

PHONE EMAIL

OFFICE MANAGER CONTACT INFORMATION:

PRIMARY NAME TLTLF

PHONE EMAIL

BILLING MANAGER CONTACT INFORMATION:

PRIMARY NAME TLTLF

PHONE EMAIL
EMR /Billing Software
DOES PRACTICE USE 3™ PARTY BILLING? Yes/ No if yes, name:

ADDITIONAL NOTES:

WWW.PUISE4PUISE.COIT LbZd Stralts 1urnpike, suite 1Us, Miaaiepury, C1 Ub/b4 BUU-2LYB-834<4
Pulse4Pulse and Pulse4Physicians comply with the federal Anti-Kickback Statute and Stark Law.
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