Community
Health Network

of Connecticut, Inc™

PROVIDER TARGET FORM

DATE:

DO YOU HAVE A NEED FOR ANY SPECIALTY PROVIDER?

TYPE:

CITY/TOWN:

(ANY NAME’S YOU MIGHT SUGGEST WE CONTACT?)

OR

DO YOU KNOW OF ANY PROVIDER THAT MAY BE
INTERESTED IN JOINING THE CHNCT NETWORK?

NAME OF PROVIDER:

ADDRESS:

TYPE OF SPECIALTY:

TELEPHONE NUMBER:

CONTACT PERSON:

SIGNATURE:

PLEASE FAX FORM DIRECTLY TO:

PHONE: CHNCT PROVIDER CALL CENTER
203-265-3590

Provider Target Form
092507



