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 Physician Membership Enrollment Form

Please enroll me as a member of Acumentra Health. I understand that Acumentra Health serves as the Quality Improvement Organization in the State of Oregon and that membership is open to all Doctors of Medicine and Doctors of Osteopathy who hold an unrestricted license to practice medicine or osteopathy in the State of Oregon, and who maintain all or a portion of their practice in Oregon. I also understand there will be no dues or fees charged for membership and that I may terminate my membership at any time by providing written notice to the Secretary of the Acumentra Health Board of Trustees. I further understand that in order to participate in actual peer review of medical records, I must be board certified in my specialty.

Name: ____________________________________________________________ DO  FORMCHECKBOX 
   MD  FORMCHECKBOX 






(please print)




(right-click “Properties” 
to check electronically)
Office address: _____________________________________________________________________



        (if applicable, please include appropriate suite # or mail code/mail stop number)
City: __________________________   ZIP Code: ________   Telephone: ______-______-_________     

Home address: _____________________________________________________________________

City: __________________________   ZIP Code: ________   Telephone: ______-______-_________     

Preferred mailing address (check one):   Office   FORMCHECKBOX 
       Home  FORMCHECKBOX 

E-mail address (optional): ________________________________________
Specialty: _____________________________      Subspecialty: ______________________________

Current hospital affiliation(s):___________________________________________________________


__________________________________________________________________________________

Oregon medical license number: ______________________

Signature: ________________________________________   Date: _____________________


Please fax or mail your signed form to:

Acumentra Health






2020 SW Fourth Avenue, Suite 520

Portland, OR 97201-4960

Tel:   503-279-0100     

Fax:  503-279-0190

