
PROVIDER NOMINATION FORM

DATE:

EMPLOYEE NAME:

EMPLOYER NAME:

EMPLOYEE ADDRESS:

Street/Apt # City State Zip

EMPLOYEE CONTACT INFORMATION:

Email address Phone

CURRENT PLAN NETWORK OPTION:

PHCS CIGNA ANTHEM

PHYSICIAN NAME:

PHONE #:

PRIMARY SPECIALTY:

PHYSICIAN ADDRESS:

Street/Apt # City State Zip

ARE YOU A CURRENT PATIENT OF THE ABOVE PROVIDER?: YES NO

www.benefithealthplan.com

Phone:  844-580-2474

Email:  customersupport@bhpi.com

EMPLOYEE INFORMATION

PHYSICIAN INFORMATION

http://www.benefithealthplan.com/
http://www.benefithealthplan.com/
http://www.benefithealthplan.com/
http://www.benefithealthplan.com/
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