
Provider Council 
Nomination Form 

Member & Recipient Service – 877.685.2415 
Business & Administrative Matters - 866.998.2597  TrilliumHealthResources.org 

INDIVIDUAL’S INFORMATION 

Individual’s Name: 

Position Title: 
License Type: 
(if applicable) License #: 

Agency Name: 

Street Address: 

City, State Zip: 

Phone #:  Email: 

Other: 

COUNTIES SERVED: (Check all Apply) 

 Beaufort  Columbus  Hyde  Onslow  Tyrrell

 Bertie  Craven  Jones  Pamlico  Washington

 Brunswick

 Currituck  Martin  Pasquotank  Other: Please
specify below:

 Camden

 Dare  Nash  Pender

 Carteret

 Gates  New Hanover  Perquimans

 Chowan

 Northampton  Pitt

PRIORITY POPULATIONS: 
(Check all Apply) 

 MH-Adult  SA-Adult  DD-Adult

 MH-Child  SA-Child  DD-Child

Click “Submit” when the form is completed 

For the best results, please save the Adobe PDF form to a local drive on your computer 
before completing the form.

 Bladen

 Hertford

 Halifax

http://www.trilliumhealthresources.org/
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