Provider Information Management System (PIMS) Update Form
REQUEST FOR PERMISSION TO PRECERTIFY ONLINE

Please fax form to 803-264-4795.

PROVIDER'S GROUP INFORMATION:

Practice Group Tax Number:

Practice Group Name:

PHYSICAL Address:

BILLING Address:

Telephone Number:

Primary Specialty:

Secondary Specialty (If Applicable):

Effective Date:

PRACTITIONER'S INFORMATION:

Practitioner's SSN:

Practitioner's Name:

Practitioner's Title (MD, etc.):

PHYSICAL Address:

BILLING Address:

Telephone Number:

Primary Specialty:

Secondary Specialty (If Applicable):

Effective Date:

Enter text directly into this form by placing your cursor in each blank, filling in data, then tabbing to
the next blank. To submit the application, print the completed form and fax it to us. Clear Form
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