
Physician Request for Participation 

In Gateway Health Alliance Network 

 
To be completed by the physician office: 

 

Practice Name_________________________________________________________ 

Physician Name(s) _____________________________________________________ 

Adress________________________________________________________________ 

Phone________________________Fax________________ 

Office Contact Name____________________________________________________ 

Phone________________________E-Mail___________________________________ 

 

Please return completed form to:  

Gateway Health Alliance, Inc. 
Attn: Provider Relations Department 
 
Fax: (434) 799-3837 
           Or 
Mail to: 
 P.O. Box 1120 
 Danville, Va 24543 
 

 

 

 

 

 

 Gateway 


