
*Please print clearly*                  Registration Form

Physician Name: ________________________________________

Physician Email Address: _________________________________

State License Number: ___________________________________

National Provider Identifier (NPI):_________________________

DEA License Number:   __________________________________

Practice Name: _________________________________________

Office Point of Contact (POC): ____________________________

POC E-Mail Address: ____________________________________

Primary Address: _______________________________________

                                _______________________________________

Primary Phone: (_____)_______________Back Line #:(_____)__________________

Primary Fax: (_____)______________________________________

Name of Practice Mngmt. System: ____________________  Avg. Scripts/week_____


*PLEASE INCLUDE COPY OF VALID DEA CERTIFICATE WITH THIS FORM*

Physician Signature Box:			Date: ________________________  
                    
         
_______ Verified (RxNT Internal Use Only)
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