
Pursuant to Texas Insurance Code § 1452.052, LHL234 Rev. 01/07 is promulgated by the Texas Department of Insurance.  Please send this 
application to the carrier with whom you wish to become credentialed. 

Texas Standardized Credentialing Application (Please type or print) 
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Section I-Individual Information 
TYPE OF PROFESSIONAL 
      

LAST NAME  FIRST MIDDLE (JR., SR., ETC.) 
                         

MAIDEN NAME  YEARS ASSOCIATED (YYYY-YYYY) 
            

OTHER NAME YEARS ASSOCIATED (YYYY-YYYY) 
            

HOME MAILING ADDRESS 
      

CITY STATE/COUNTRY POSTAL CODE 
                  

HOME PHONE NUMBER 
      

SOCIAL SECURITY NUMBER 
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References- continued 

2 NAME/TITLE 
      

PHONE NUMBER 
      

ADDRESS 
      

CITY STATE/COUNTRY POSTAL CODE 
                  

 
3 NAME/TITLE 
      

PHONE NUMBER 
      

ADDRESS 
      

CITY STATE/COUNTRY POSTAL CODE 
                  

 

Professional Liability Insurance Coverage 
SELF-INSURED? 

 Yes   No 
NAME OF CURRENT MALPRACTICE INSURANCE CARRIER OR SELF-INSURED ENTITY 
      

ADDRESS 
      

CITY STATE/COUNTRY POSTAL CODE 
                  

 
PHONE NUMBER 
      

POLICY NUMBER 
      

EFFECTIVE DATE (MM/DD/YYYY) 
      

EXPIRATION DATE (MM/DD/YYYY)  
      

AMOUNT OF COVERAGE PER 
OCCURRENCE       

AMOUNT OF COVERAGE AGGREGATE 
      

TYPE OF COVERAGE 
  Individual    Shared 

LENGTH OF TIME WITH CARRIER 
      

NAME OF PREVIOUS MALPRACTICE INSURANCE CARRIER IF WITH CURRENT CARRIER LESS THAN 5 YEARS 
      

ADDRESS 
      

CITY STATE/COUNTRY POSTAL CODE 
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Practice Location Information - Please answer the following questions for each practice location. Use Attachment F or 
make copies of pages 6-7 as necessary. 

PRACTICE LOCATION 
   of    

TYPE OF SERVICE PROVIDED 
 Solo Primary Care   Solo Specialty Care    Group Primary Care  Group Single Specialty   Group Multi-Specialty 

GROUP NAME/PRACTICE NAME TO APPEAR IN THE DIRECTORY 
      

GROUP/CORPORATE NAME AS IT APPEARS ON IRS W-9 
      

PRACTICE LOCATION ADDRESS 
  Primary        

CITY STATE/COUNTRY POSTAL CODE 
                  

 
PHONE NUMBER 
      

FAX NUMBER 
      

E-MAIL 
      

BACK OFFICE PHONE NUMBER 
      

SITE-SPECIFIC MEDICAID NUMBER 
      

TAX ID NUMBER 
      

GROUP NUMBER CORRESPONDING TO TAX ID NUMBER 
      

GROUP NAME CORRESPONDING TO TAX ID NUMBER 
      

ARE YOU CURRENTLY PRACTICING AT THIS LOCATION? 
  Yes  No 

IF NO, EXPECTED START DATE? (MM/DD/YYYY) 
      

DO YOU WANT THIS LOCATION LISTED IN THE 
DIRECTORY?    Yes     No 

OFFICE MANAGER OR STAFF CONTACT 
      

PHONE NUMBER 
      

FAX NUMBER 
      

CREDENTIALING CONTACT 
      

ADDRESS 
      

CITY STATE/COUNTRY POSTAL CODE 
                  

 
PHONE NUMBER 
      

FAX NUMBER 
      

E-MAIL 
      

BILLING COMPANY'S NAME (IF APPLICABLE) 
      

BILLING REPRESENTATIVE 
      

ADDRESS 
      

CITY STATE/COUNTRY POSTAL CODE 
                  
 
PHONE NUMBER 
      

FAX NUMBER 
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Section II-Disclosure Questions - Please provide an explanation for any question answered yes-except 16-on 
page 10.  

Licensure 
1 Has your license to practice, in your profession, ever been denied, suspended, revoked, restricted, 

voluntarily surrendered while under investigation, or have you ever been subject to a consent order, 
probation or any conditions or limitations by any state licensing board? 
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Section II - Disclosure Questions - continued  
Other Sanctions or Investigations  
13 To your knowledge, has information pertaining to you ever been reported to the National Practitioner 

Data Bank or Healthcare Integrity and Protection Data Bank? 
 

   Yes   No 
14 
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Section II - Disclosure Questions-continued 

Please use the space below to explain yes answers to any question except 16. 
QUESTION NUMBER 
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Section III – Standard Authorization, Attestation and Release – continued 
party for their acts, defamation or any other claims based on statements made in good faith and without malice or 
misconduct of such Entity, Agent(s) or third party in connection with the credentialing process. This release shall be in addition 
to, and in no way shall limit, any other applicable immunities provided by law for peer review and credentialing activities. 
 
In this Authorization, Attestation and Release, all references to the Entity, its Agent(s), and⁄or other third party include their 
respective employees, directors, officers, advisors, counsel, and agents. The Entity or any of its affiliates or agents retains the 
right to allow access to the application information for purposes of a credentialing audit to customers and⁄or their auditors to 
the extent required in connection with an audit of the cr
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Texas Standardized Credentialing Application               Attachment A – Other Professional Degrees   

 
OTHER PROFESSIONAL DEGREE  
Issuing Institution:        

ADDRESS 
      

CITY STATE/COUNTRY POSTAL CODE 
                  

DEGREE 
      

ATTENDANCE DATES(MM/YYYY TO MM/YYYY) 
               

OTHER PROFESSIONAL DEGREE  
Issuing Institution:        

ADDRESS 
      

CITY STATE/COUNTRY POSTAL CODE 
                  

DEGREE 
      

ATTENDANCE DATES(MM/YYYY TO MM/YYYY) 
               

OTHER PROFESSIONAL DEGREE  
Issuing Institution:        

ADDRESS 
      

CITY STATE/COUNTRY POSTAL CODE 
                  

DEGREE 
      

ATTENDANCE DATES(MM/YYYY TO MM/YYYY) 
               

OTHER PROFESSIONAL DEGREE  
Issuing Institution:        

ADDRESS 
      

CITY STATE/COUNTRY POSTAL CODE 
                  

DEGREE 
      

ATTENDANCE DATES(MM/YYYY TO MM/YYYY) 
               

OTHER PROFESSIONAL DEGREE  
Issuing Institution:        

ADDRESS 
      

CITY STATE/COUNTRY POSTAL CODE 
                  

DEGREE 
      

ATTENDANCE DATES(MM/YYYY TO MM/YYYY) 
               

OTHER PROFESSIONAL DEGREE  
Issuing Institution:        

ADDRESS 
      

CITY STATE/COUNTRY POSTAL CODE 
                  

DEGREE 
      

ATTENDANCE DATES(MM/YYYY TO MM/YYYY) 
               

OTHER PROFESSIONAL DEGREE  
Issuing Institution:        

ADDRESS 
      

CITY STATE/COUNTRY POSTAL CODE 
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Texas Standardized Credentialing Application                 Attachment C – Other Work History   

 
PREVIOUS PRACTICE/EMPLOYER NAME 
      

START DATE/END DATE (MM/YYYY TO MM/YYYY)  
               

ADDRESS 
      

CITY STATE/COUNTRY POSTAL CODE 
                  

REASON FOR DISCONTINUANCE 
      

PREVIOUS PRACTICE/EMPLOYER NAME 
      

START DATE/END DATE (MM/YYYY TO MM/YYYY)  
               

ADDRESS 
      

CITY STATE/COUNTRY POSTAL CODE 
                  

REASON FOR DISCONTINUANCE 
      

PREVIOUS PRACTICE/EMPLOYER NAME 
      

START DATE/END DATE (MM/YYYY TO MM/YYYY)  
               

ADDRESS 
      

CITY STATE/COUNTRY POSTAL CODE 
                  

REASON FOR DISCONTINUANCE 
      

PREVIOUS PRACTICE/EMPLOYER NAME 
      

START DATE/END DATE (MM/YYYY TO MM/YYYY)  
               

ADDRESS 
      

CITY STATE/COUNTRY POSTAL CODE 
                  

REASON FOR DISCONTINUANCE 
      

PREVIOUS PRACTICE/EMPLOYER NAME 
      

START DATE/END DATE (MM/YYYY TO MM/YYYY)  
               

ADDRESS 
      

CITY STATE/COUNTRY POSTAL CODE 
                  

REASON FOR DISCONTINUANCE 
      

PREVIOUS PRACTICE/EMPLOYER NAME 
      

START DATE/END DATE (MM/YYYY TO MM/YYYY)  
               

ADDRESS 
      

CITY STATE/COUNTRY POSTAL CODE 
                  

REASON FOR DISCONTINUANCE 
      

PREVIOUS PRACTICE/EMPLOYER NAME 
      

START DATE/END DATE (MM/YYYY TO MM/YYYY)  
               

ADDRESS 
      

CITY STATE/COUNTRY POSTAL CODE 
                  

REASON FOR DISCONTINUANCE 
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Attachment F (continued) 

Practice Location Information - continued 

NAME 
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