
Submission of the Provider Nomination Form does not guarantee acceptance into the provider network 
 

 
 
 

UProvider Nomination 
 
 

Provider Name: _________________________________________________________ 
 
Address: _______________________________________________________________ 
 
City: ____________________________ County: ____________________________ 
 
State: ___________________________  Zip Code: __________________________ 
 
Telephone Number: (____) ____-______ 
 
Specialty: ______________________________________________________________ 
 
Patient Name: (if available)_________________________________________________ 
 
Requestor Name: (if broker – please provide agency) 
________________________________________________________ 
 
Date Requested: ________________________________________________________ 
 
Comments:_____________________________________________________________ 

______________________________________________________________________ 

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________ 

 
* Please fax completed nomination to (717) 920-2794. 
 
 
 
 
** For First Health Providers – contact 800-937-6824 and ask for customer service** 
 


