
Provider Contact Information 
Please update your contact information for the Switchboard and Medical Staff Office. 

Date:______________ 
Please Print 

Name:                          
 
Office hours: 

 
Rate preferred order of 

contact  
For example 

1st  H 
                     2nd O 
                     3rd C 

 
During Office 

hours 
 

 
H- Home phone #__________________ 
 
P- Pager             #__________________ 
 
O-Office             #__________________ 
 
C- Cell phone    #__________________ 
 
OT- Other Meditech, email, etc. 
_________________________________ 

 
1st  ___ 

  
2nd ___ 

  
3rd ___ 

  
4th___  

  
5th___ 

 
After Office 

hours 
 

 
H- Home phone #___________________ 
 
P- Pager             #___________________ 
 
O-Office             #___________________ 
 
C- Cell phone    #___________________ 
 
OT- Other Meditech, email, etc. 
__________________________________ 

  
1st  ___ 

  
2nd ___ 

  
3rd ___ 

  
4th___  

  
5th___ 

 
Home  

Address 
 

 
Street___________________________________________ 
 
City/State/Zip____________________________________ 
 
Phone:______________________________ 

 
Office  

 
 

 
Street___________________________________________ 
 
City/State/Zip_____________________________________ 
 
Phone:________________________ Fax: ________________ 

 
2nd  

Office  
 

 
Street__________________________________________ 
 
City/State/Zip___________________________________ 
 
Phone:_______________________  Fax:  ________________ 

 
Please return to the Medical Staff Office 

(keep a copy for your records) 
Thank you for your assistance 


	Please return to the Medical Staff Office

