
            
    
 
 
 
 
 
 

PROVIDER 
NOMINATION 

FORM 
 
 
 
Please complete the information below for nominated Provider.  A Comp1One 
Representative will contact the Provider’s office and send an application for 
membership. Completed forms can be mailed or faxed to the address/number listed 
below. 
 
Name of Provider: Date of Request:

Specialty:

Contact Name:

Address:

City/State/Zip:

Telephone Number:

Requested by (Name, Company, Phone Number): 

 

 

 
 
Fax:   (256) 532-2756 
 
Mailing Address: Comp1One 
   ATTN: Provider Representative 
   P.O. Box 305 
   Huntsville, AL 35804 


