
PIONEER VALLEY BILLING 
 

THERAPIST INFORMATION 
 
 
 
 

 
Name:________________________________________Title____________ 
 
Address:______________________________________________________ 
 
City: __________________________State:_______Zip:______________ 
 
Phone: _______________________ Cell:__________________________ 
 
Fax: __________________________ Email:________________________ 
 
NPI:__________________________________ 
 
SS:___________________________________ 
 
Tax ID:________________________________ 
 
Insurance ID: 
 
Blue Cross/Blue Shield:_________________________ 
 
UBH: ___________________________ 
 
Medicare:_________________________ 
 
Mass Health:______________________ 
 
Health New England:________________ 
 
Tuft’s:____________________________ 
 
Other:________________________________________________________ 


