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Dental Billing Authorization Form 
INSTRUCTIONS 
Please complete this form if you are a new practitioner in a practice, a new dental practice, or changing a tax identification #. A 
separate form is required for each practitioner in each office location to ensure that payments are made under the correct tax 
identification #. 

Please submit form to: 

■ CareFirst BlueCross BlueShield 
Dental Provider Networks and Credentialing 
10455 Mill Run Circle, Mailstop RRS-130 
Owings Mills, MD 21117 

■ Fax 410-720-5080 

■ Email dentalcontracting@carefirst.com 

INFORMATION 
Payee Name (as shown on your income tax return) 

W-9 Tax Identification # 

Organizational NPI 

Practitioner Name (Print) 

Practice Email Address for Communication Purposes* 

Entity Name, if different from name 

Remittance Address 

Individual NPI 

Name of Practice Owner (Print) 

Practice Location Address if different than above 

If you are not yet contracted with CareFirst or are applying to join a new network, please indicate for which of the following you would 
like to be considered 

DENTAL

 Dental Participating Provider Network

 Dental Preferred Provider (PPO) Network

 Dental FEP Preferred Provider Network

 Dental HMO Provider Network 

Name of Individual Completing this Form 

MEDICAL 

I wish to join a medical provider network and understand my 
application will be forwarded to the appropriate area 
for processing. 

Telephone # Date 

Name 
Name as shown on your income tax return 

W-9 Tax ID # 
The number issued by the IRS for income reporting 

Organizational NPI 
Health care providers who are organizations 

Practitioner Name 
Individual name 

Practice Email 
Email address for practice (not personal e-mail) 

Entity Name 
Checks will be issued in this name 

Remittance Address 
Address where payments/checks will be sent 

Individual NPI 
Health care providers who are individuals 

Name of Practice Owner 
If different from Practitioner Name 

Practice Location Address 
Physical location of practice for provider directories 

* By completing this form, you will receive email updates and administrative newsletters from CareFirst. We will never use this information for solicitation, nor will we 
sell or rent this list to others. 

CareFirst BlueCross BlueShield is the shared business name of CareFirst of Maryland, Inc. and Group Hospitalization and Medical Services, Inc. CareFirst MedPlus is the business name 
of First Care, Inc. CareFirst of Maryland, Inc., Group Hospitalization and Medical Services, Inc. and First Care, Inc., are independent licensees of the Blue Cross and Blue Shield Association. 
® Registered trademark of the Blue Cross and Blue Shield Association. ®’ Registered trademark of CareFirst of Maryland, Inc. 
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