
FORM C-39

TENNESSEE DEPARTMENT OF LABOR AND WORKFORCE
DEVELOPMENT

Division of Workers' Compensation

Nashville, Tennessee 37243-0661

PROVIDER REGISTRATION FOR UTILIZATION REVIEW

COMPANY NAME: _________________________________________________________

COMPANY ADDRESS: _________________________________________________________

_________________________________________________________

_________________________________________________________

_________________________________________________________

TELEPHONE NUMBER: ( )  _________________________________________________

FAX NUMBER: ( )  _________________________________________________

TN LICENSE (ASSIGNED BY COMMERCE & INSURANCE)  __________________________________

CREDENTIALS DATE ISSUED DATE

EXPIRES

___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

PLEASE LIST ANY PROVIDERS WITH WHOM YOU SUBCONTRACT:

___________________________________________________________________________________

___________________________________________________________________________________

SUBMITTED BY ______________________________________  TITLE  ________________________

(Rev.9/99)


	Company Name: 
	Company address 1: 
	Company address 2: 
	Company address 3: 
	Company address 4: 
	ac1: 
	ac2: 
	Phone 1: 
	Phone 2: 
	tn license: 
	Submitted by: 
	Title: 
	providers 1: 
	providers 2: 
	Expires: 
	Expires 2: 
	Expires 3: 
	credentials: 
	date issued: 
	date 2: 
	expires 4: 


