
 

 
Volunteer Health Services Program 

Provider Application for Participation 
 
 

Name of Individual Practitioner, Facility or Organization  

Physical Address/Place Where Services Will Be 
Provided 
 
 

City:           State:  Zip: 

Mailing Address 
 
 
 

City:           State: Zip: 

Personal Phone Number Business Phone Number 

 

 

Provider Name on Wyoming Certificate or License Credentials License No. Provider Type 

 
 

   

 
 

   

 
 

   

 
 
 

Printed Name of Individual Practitioner or Organization    

    

    

    

Signature of Individual Practitioner or Legally Authorized Representative         Title Date 

    

 


