
CHAP Accreditation 

Application data:

Company name: ____________________________________________________

Address: ____________________________________________________

   ____________________________________________________

Phone: ___________________________   Fax: ___________________________

Tax ID: __________________________ NPI: ____________________________

President: _________________________________________________________

Contact Person: ____________________________________________________

Administrator: _____________________________________________________

License #: _______________________   Date Initial Operation: ______________

Medicare #: _____________________            Medicaid #: ___________________

Patients in last 12 months: ________________Unduplicated Admissions: _______

email address: _______________________________________________________

Password: _______________________________________ (for CHAP, do not fill)

Submitted by: _______________________________    Signature: __________________

Date: _________________
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