
Completion of this form does not guarantee physician participation in the Aetna  network.  We will approach the physician 
with an application based on your recommendation, but it is up to the individual physician to join Aetna’s network or not. 

aetna 
 

PHYSICIAN NOMINATION FORM for MD’s and DO’s 
 

 
 
 
 

____________________ 
Date    

 
 
Physician Name including Degree: _________________________________________________ 
 
 
 
Street Address: ________________________________________________________________ 
 
 
City, State Zip Code: ____________________________________________________________ 
 
 
Phone Number (including Area code): _______________________________________________ 
 
 
Specialty: _____________________________________________________________________ 
 
 
BELOW TO BE COMPLETED BY AETNA PERSONNEL: 
 
 
Request Completed By: __________________________________________________________ 
 
 
 
 
Aetna Representative: _________________________________________________________ 
 
 
Please forward this form to City of Scottsdale Human Resources (HR 101) for transmittal 
to Aetna.  Thank you. 


