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Provider Nomination Form 
Rockport will make every attempt to contract your providers of choice. In the event that a particular provider is not 
participating in Rockport’s Network, you may request our contracting this provider by submitting this form. When 
referring physicians, physical therapists, orthopedists, hospitals, etc. (providers) for us to contract, please complete this 
form in its entirety. The marketing of providers is a very structured process, therefore any information given to Rockport 
must be accurate (i.e. name, address, area code, telephone number, zip code, specialty, etc.). 

Rockport will contact these providers on your behalf and if they meet the required contracting and credentialing criteria, 
will be included in the network. Rockport’s network development efforts are driven by your needs and requests. Thank 
you for your participation, your involvement is very important to our program. 

If you have any questions regarding the status of your referral, please do not hesitate to contact Client Services at (800) 
734-4460. You may also fax your requests to (713) 621-9492. 

Client Information 

Client Name:___________________________________________________________________________________________  

Requested on behalf of:_______________________________________________________________________________________ 
(Business/Industry Name) 

City:_____________________________________ State: ______________________________Zip: ________________  

P
Provider Information 

Provider/Facility Name:________________________________________________________________________________  

Provider Specialty:  _________________________________________________Phone: ( _____ ) _______________  
(Family Practice, Orthopedic Surgery, Physical Therapists, etc.) 

Address:   
                      (Please include suite and/or building number)       City     State  Zip  

Additional comments regarding provider: 

Provider/Facility Name: ___________________________________________ 

Provider Specialty:  _________________________________________________Phone: ( _____ ) _______________  
(Family Practice, Orthopedic Surgery, Physical Therapists, etc.) 

Address: _____________________________________________________________________________________ 
(Please include suite and/or building number) City State Zip 

Additional comments regarding provider: ____________________________________________________________



 

(fold along dotted line) 

 
 (Please seal prior to mailing)  
Return Address  Place Stamp Here  

 

Rockport Healthcare Group, Inc. 
Client Services 

50 Briar Hollow Lane, Suite 515 West 
Houston, Texas 77027 


