
Practitioner Credentialing 
Application Data Form 

Thank you for your interest in becoming a participating practitioner with Health Net of Oregon and/or Trillium Community 
Health Plan. Prior to participation you will need to complete the Oregon Practitioner Credentialing Application (OPCA) and 
return to our Provider Data Team. Health Net of Oregon and Trillium Community Health Plan make every effort to contract 
with highly qualified practitioners by using standardized credentialing requirements outlined by The National Committee for 
Quality Assurance (NCQA) and Oregon Health Authority (OHA). Complete credentialing applications are processed within 
30 days of receipt. Incomplete applications will be returned (to address any missing information), which will delay the 
credentialing process. This credentialing process is required every three years to remain as participating practitioner within 
Health Net of Oregon and/or Trillium Community Health Plans. 

1. Documentation Checklist 

Please complete the attached Oregon Practitioner Credentialing Application (OPCA) Fillable: 

https://www.oregon.gov/oha/HPA/OHIT-ACPCI/Documents/ME-9048_2023.pdf

NOTE: Any yes answers to the Attestation Questions must include an explanation from the provider, with a full

signature and date.

Copy of licensure and certification(s) (if applicable)

Professional Liability Insurance (PLI) certificate

Cultural Competency Continuing Education Recordkeeping Form (ORS 676.850 (HB 2011) Click here for link
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Hospital Admit Plan 
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ORProviderExperience@trilliumchp.com
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*Please note, any information that varies substantially from the information verified during the validation process may
require follow-up and clarification to proceed with the enrollment process. 

2. Practitioner Information

Last Name _______________________  __________________________ ____________________ 

_________________________________  ____________________

 First Name Middle Name 

Other Names Used Degree  ______________  CAQH number

Credentials/certification (check all that apply) 

Birth Doula Hospital Based Specialist Primary Care Physician

Taxonomy (alpha numeric) _____________________________________________________________________________ 

Certification/License Number (Number/State/Exp. Date)

DEA Number (Number/State/Exp. Date) ________________________________

_______________________________________________________

___________________________________

______________  _________________ ______________

 __________________ 

Date of Birth Social Security Number Individual (Type I) NPI No. 

Gender Race/Ethnicity

Language(S) Spoken by the Practitioner ______________

______________________________________________________________ 

____________________________________________________ 

________________________________________________

 ___________________  _________________________ 
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If PCP, member capacity (number of members to be assigned) 

Medicaid number & effective date Medicare number & effective date
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Email this form and your supporting documentation to our Provider Data Coordinator team: 

For Health Net Enrollment Email: HNOR_ProviderOperations@Healthnet.com 

For Trillium Enrollment Email: TCH_ProviderOperations@Centene.com
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Please check if not currently enrolled with Oregon Medicaid, and assistance with enrollment is required. Provider Enrollment 
Agreement (3975) Form maybe download from: https://sharedsystems.dhsoha.state.or.us/DHSForms/Served/le3975.pdf 

Supervisor information 
For providers whose credential requires them to be clinically supervised for licensure or certification requirements 

(provider listed must meet the requirements for supervision by the appropriate licensing/certifying board): 

Supervisor Name: ____________________________ Supervisor license/certification no.____________________ 

3. Practice Information

Name of Practice/Clinic _________________________________________________________________________________ 

Tax ID No. ___________________________Group Billing NPI ________________________________________________ 

Practice  Information  (Please  attach  additional  copies of  this page  for  each  additional  Group  Billing  NPI  and/or  location)  

Primary location Yes No 

Effective Date at Location ________________________________________________________________________________ 

Street Address ________________________________________________________________________________________ 

City _______________________________ State ____________________________ ZIP ___________________________ 

Phone _____________________ Fax _________________________ Website ____________________________________ 

Office Manager Name _________________________________ Email Address ____________________________________ 

Group Medicare No. __________________________________________ Group Medicaid No. ________________________ 

Languages Fluently Spoken by Office Personnel ______________________________________________________________ 

Please check all that apply Accepting New Patients Office is Wheelchair Accessible 

List Practitioner in Directory at this location Yes No 

Practice Limitations (E.G., Age, Gender) Yes No If Yes, Specify ________________________________________ 

Office Hours of Operation (Open – Close) Default 8 am – 5 pm (M-F) 

Mon _________________ Tues ___________________ Wed ___________________ Thurs _________________ 

Fri ____________________ Sat ______________________ Sun ____________________ 

Do you provide 24-hour call coverage? Yes No 

If no, please explain how your patients obtain advice and care after hours: _________________________________________ 

Does your Office offer Telehealth Services Yes No 

Credentialing Information 

Contact information where validation materials and correspondence can be sent within your facility. 

Check here if credentialing contact information is the same as the primary practice. 

Contact Name _______________________________________ Contact Email ____________________________________ 

Mailing Address ________________________________________________________________________________________ 

City _______________________________ State ____________________________ ZIP ___________________________ 

Phone ______________________________________________ Fax __________________________________________ 
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Billing Information  (same as mailing address)  Yes No 

Billing Address ________________________________________________________________________________________ 

City _________________________________ State _________________________ ZIP ____________________________ 

Phone ________________________________________________ Fax __________________________________________ 

Email ________________________________________________________________________________________________ 

Mailing Information 

Mailing Address ________________________________________________________________________________________ 

City _________________________________ State _________________________ ZIP ____________________________ 

Phone ________________________________________________ Fax __________________________________________ 

Email ________________________________________________________________________________________________ 

4. Behavioral  Health  Non --Licensed  Qualifications  and  Competencies 
If you have non-licensed practitioners you are required to complete the 2024 New Practitioner enrollment packet, 
linked here: https://www.trilliumohp.com/providers/Request-Participation-within-our-Network.html 

Please provide a copy of the professional liability insurance and licensure/certification and include information  of 
all education and training programs, relevant to obtaining your current certification only. Qualifications and 
competencies must meet the OHA and State standards for certification and/or licensure. 
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