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ACC6243 Sensitive Claims Service named service provider registration
Complete this form to register as a sensitive claims named service provider.
When you’ve finished, please return this form by email to health.procurement@acc.co.nz. Please also complete a named service provider application through Business Connect. Email us with any questions or call 0800 400 503.
	[bookmark: _Hlk157070296]1. Provider details

	Please complete all fields unless indicated.

	Title:      
	First name:      

	Middle name:      
	Surname:      

	Work phone number:      
	Mobile phone number:      

	Practice name (if applicable):      

	Work email address:      

	Please confirm that this email address is password protected and used only by you:
	☐ Yes
	☐ No

	Physical address (this may show on client records): 
     

	Postal address, if different (this may show on client records:
     

	Preferred contact method (select one):
☐ Work phone number      ☐ Mobile phone number    ☐ Work email address       ☐ Post 

	Professions (select all those that are relevant):      

	☐ Counsellor
	☐ Counselling Social Worker
	☐ Psychotherapist
	☐ Psychiatrist

	☐ Psychologist
	☐ Clinical Psychologist
	☐ Educational Psychologist
	☐ Counselling Psychologist

	Other (please state):      

	Professional registration number:      
	HPI personal number (if known):      

	Gender:      
	Ethnicity (optional):      

	Languages spoken in addition to English:      



	2. Documentation

	☐ I have submitted a copy of my current Annual Practising Certificate (APC) as part of my named service provider application through Business Connect.



	3. Authorisation

	Complete the following to authorise your practice manager, employer, or anyone else to request changes to your provider record.
Please inform us of any changes to your provider record if you do not have an authorised person.  

	☐ As the provider, I authorise the person below to submit change requests to my provider record until further notice. If this authorisation changes, I will inform the authorised person and ACC immediately. 

	Name:      
	Work email address:      

	Job title:      
	Work phone number:      

	Authorised person’s signature:      



	4. Declaration and signature

	As the provider, I declare that the information provided in this registration form is true and correct. 

	Provider name:      

	Provider signature:      
	Date:      


The information provided on this form will only be used and disclosed for lawful purposes connected with our functions and activities under the Accident Compensation Act 2001. At all times, ACC will comply with the Privacy Act 2020, the Health Information Privacy Code 2020, and the Official Information Act 1982. Further details of how and why we collect, use, store and disclose information are set out in our Personal Information and Privacy Policy, available at www.acc.co.nz.
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He Kaupare. He Manaaki.
He Whakaora.





