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	All the facilities submitted in the form below are entered in the Letter of Participation and attached terms and conditions as signed by candidate above and effective as of the date of acceptance by Provider Select

LLC (“Provider Select”).

	Bill to Address
	Ship to Address

	Facility Name: *
	Facility Name: *

	     
	     

	Street Address:*
	Street Address:*

	     
	     

	City:*
	State:*
	Zip:*
	City:*
	State:*
	Zip:*

	     
	     
	     
	     
	     
	     

	DEA #: 
	DEA #: 

	     
	     

	Legacy McKesson ID w /Ship to: (For McKesson Internal Use Only)
	Legacy McKesson ID w/ Ship to: (For McKesson Internal Use Only)

	     

	-
	     

	     

	-
	   


	Ship to Address
	Ship to Address

	Facility Name: *
	Facility Name: *

	     
	     

	Street Address:*
	Street Address:*

	     
	     

	City:*
	State:*
	Zip:*
	City:*
	State:*
	Zip:*

	     
	     
	     
	     
	     
	     

	DEA #: 
	DEA #: 

	     
	     

	Legacy McKesson ID w /Ship to: (For McKesson Internal Use Only)
	Legacy McKesson ID w /Ship to: (For McKesson Internal Use Only)

	     

	-
	   

	     

	-
	   


	Ship to Address
	Ship to Address

	Facility Name: *
	Facility Name: *

	     
	     

	Street Address:*
	Street Address:*

	     
	     

	City:*
	State:*
	Zip:*
	City:*
	State:*
	Zip:*

	     
	     
	     
	     
	     
	     

	DEA #: 
	DEA #: 


	     
	     

	Legacy McKesson ID w /Ship to: (For McKesson Internal Use Only)
	Legacy McKesson ID w /Ship to: (For McKesson Internal Use Only)

	     

	-
	   

	     

	-
	   


	Ship to Address
	Ship to Address

	Facility Name: *
	Facility Name: *

	     
	     

	Street Address:*
	Street Address:*

	     
	     

	City:*
	State:*
	Zip:*
	City:*
	State:*
	Zip:*

	     
	     
	     
	     
	     
	     

	DEA #: 
	DEA #: 

	     
	     

	Legacy McKesson ID w /Ship to: (For McKesson Internal Use Only)
	Legacy McKesson ID w /Ship to: (For McKesson Internal Use Only)

	     

	-
	   

	     

	-
	   



Return the completed application via fax to 704-733-4753 or mail to Premier, Inc.                                        Attn: Provider Select: MD, 2320 Cascade Pointe Blvd, Charlotte, NC  28208
PROPRIETARY AND CONFIDENTIAL © 2005 By Provider Select, LLC. This Document May Not Be Reproduced In Any Form Without The Express Permission Of Provider Select, LLC. PREMIER  Provider Select:MD Application -- REVISED 1/2008 v1.7
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