VA HEALTHCARE NETWORK UPSTATE NEW YORK at ALBANY
VETPRO ENROLLMENT INFORMATION
Licensed, Registered and Certified Providers

The following information is needed to be enrolled in the VETPRO system.

Please complete this form & return it to: Michele Kieszkiel, Dependent VETPRO Coordinator
Room: 1B 121 Phone: 518-626-6945 Fax: 518-626-6953 (DO NOT send via E-mail)

Title: []Dr. [JMr. [Mrs. [Ms. [ ] Miss Social Security Number: - -
First Name: Middle Name: Last Name:
Gender: [ ] Male [ ] Female Birth Date: / / (mm/ddlyyyy)
Birth City: Birth State: Birth Country: US Citizen? YES NO
Licensed in State of:
Occupation: (check one)
] Audiologist [ Nuclear Med Tech [ORRT/CRTT
[] Dental Assistant [1 Occupational Therapist 1 Social Worker (Lic)
[ Dental Hygienist [] Other [} Social Worker (Other)
[[] Diagnostic Radiology [l Pharmacist ] Speech Pathologist
[] Dietician [] Physical Therapist ] Therapeutic Radiology
[] Graduate Nurse (RNL) ] Psychologist [_] Vocational Rehab
[ Kinesiotherapist ] Recreation/Creative
[JLPN/LVN [] Registered Nurse

CARE LINE: [] BVAC [] D&t [l GEC [] MVAC 1] R&D [] OTHER

Service Product Line: (check one)

[Acute/Medicine [ Geriatrics/Extended [IPathology/Laboratory
[JAcute/Surgery [Jimaging/Radiology [1Pharmacy
[CJAmbulatory/Primary [ IMental/Behavioral Health [IRehabilitation
[JAnesthesiology [INeurology [[JResearch
[JcBociopPc ["INursing [lOther
[IDental [_IOptometry/Ophthalmology

Type of Appointment: (check one)
LIFult Time [IConsultant [ISharing Agreement
[(Part Time [IContract [Telemedicine
Cwoc [JFee-Basis Clother

Preferred Address: (check one): [ |Business [ |Home
Address (1):
Address (2):

City: State: Zip Code: Country:

Phone: Email:

Secondary Address: (check one): [ |Business [ |JHome
Address (1):
Address (2):

City: State: Zip Code: Country:

Phone: Email:

Submitted by: Date:




