Healthcare Services Provider Information
Verification

Date: [Insert Date]

To: [Recipient's Name]
[Recipient's Title]
[Recipient's Organization]
[Recipient's Address]
Dear [Recipient's Name],

We are reaching out to verify the information of your healthcare services provider as part of our
ongoing compliance and quality assurance processes. Please provide the following details:

Provider Name: [Insert Provider Name]

License Number: [Insert License Number]
Specialization: [Insert Specialization]

Contact Information: [Insert Contact Information]
Current Practice Location: [Insert Address]

Please confirm that the above information is accurate or provide any necessary updates by [Insert
Deadline]. Your cooperation is greatly appreciated.

Thank you for your attention to this matter.
Sincerely,

[Your Name]

[Your Title]

[Your Organization]

[Your Contact Information]



