
 
 

COMMUNICATION PROFILE 
 
Name:   

Agency:   

Address:   

City:    State:    ZIP:   

Telephone Number:    Email:   

Website:     

Please list all fax numbers you authorize for Healthcare Provider Solutions to use:  

  

  

 
I understand that by providing my mailing address, email address, telephone 
number and fax number, I consent to receive communications, including 
advertisements for goods and services, sent by or on behalf of Healthcare Provider 
Solutions, Inc. via regular mail, email, telephone or fax.  
 
 
Signature:   

Date:   

 

Please fax the communication profile to (615) 399-7790 or e-mail 

ccarson@healthcareprovidersolutions.com.  

 


