Physician Group Enrollment Form
NEW GROUPS

1 YES! I am interested in the Group Enrollment Membership Discount. I am enclosing necessary details about my group’s
individual members. Please contact me about coordinating group enrollment.

Group ID (will be entered by the MMS):

Group Name:

Address:

Phone: Fax:

E-mail:

Key Physician Contact:

Key Physician’s Phone: E-mail:

Group Administrator Name/Title:

Administrator’s E-mail:

Group Medical Director’s Name:

Total Physicians in Group: Total Physicians for Group Enrollment:

[ Please add AMA billing to my group enrollment. Letterhead/List Attached [ YES [ NO

[ Please contact me because I have questions concerning group enrollment.

Authorized individual (please print):

Title (please print):

Signature: Date:

Questions? Contact the Member Information Center at groups@massmed.org or (800) 322-2303, ext. 7311.
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Every physician matters, each patient counts.
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