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STANDARDIZED PROVIDER INFORMATION CHANGE FORM



CLEAR form . STANDARDIZED PROVIDER INFORMATION CHANGE form . COMPLETE ALL APPLICABLE INFORMATION . INCOMPLETE SUBMISSIONS MAY BE RETURNED UNPROCESSED. NOT FOR NEW PROVIDERS OR CONTRACTUAL OR CREDENTIALING CHANGES. *1.. INDICATE CHANGE (S) BEING SUBMITTED: (Check all that apply please include effective date for each item checked.). *Section required. Effective date Effective date Practice INFORMATION Practice status (Complete sections 2, 3, 6) (Complete sections 2, 4, 6). Billing INFORMATION Termination (Complete sections 2, 3, 6) (Complete sections 2, 5, 6). PROVIDER name (Complete sections 2, 6). Indicate documents included: W9 PROVIDER Roster Other PLEASE COMPLETE THE APPLICABLE SECTIONS BELOW TO UPDATE YOUR INFORMATION . IF CHANGING TAX INFORMATION , YOU ARE REQUIRED TO SUBMIT AN UPDATED W9 WITH THIS form .

Massachusetts Collaborative — Standardized Provider Information Change Form December 2017 STANDARDIZED PROVIDER INFORMATION CHANGE FORM COMPLETE ALL APPLICABLE INFORMATION. INCOMPLETE SUBMISSIONS MAY BE RETURNED UNPROCESSED. NOT FOR NEW PROVIDERS OR CONTRACTUAL OR CREDENTIALING CHANGES. *1. ...
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    	Transcription of STANDARDIZED PROVIDER INFORMATION CHANGE FORM


        
    	1 CLEAR form . STANDARDIZED PROVIDER INFORMATION CHANGE form . COMPLETE ALL APPLICABLE INFORMATION . INCOMPLETE SUBMISSIONS MAY BE RETURNED UNPROCESSED. NOT FOR NEW PROVIDERS OR CONTRACTUAL OR CREDENTIALING CHANGES. *1.. INDICATE CHANGE (S) BEING SUBMITTED: (Check all that apply please include effective date for each item checked.). *Section required. Effective date Effective date Practice INFORMATION Practice status (Complete sections 2, 3, 6) (Complete sections 2, 4, 6). Billing INFORMATION Termination (Complete sections 2, 3, 6) (Complete sections 2, 5, 6). PROVIDER name (Complete sections 2, 6). Indicate documents included: W9 PROVIDER Roster Other PLEASE COMPLETE THE APPLICABLE SECTIONS BELOW TO UPDATE YOUR INFORMATION . IF CHANGING TAX INFORMATION , YOU ARE REQUIRED TO SUBMIT AN UPDATED W9 WITH THIS form .
2 *2. PROVIDER INFORMATION : *Section required. PROVIDER Last Name: First Name: MI: PROVIDER Former Name (if applicable): NPI#: Medicaid ID# (if applicable): PTAN# (if applicable): TAX ID#: PROVIDER Type: PCP Specialist Both Hospitalist only Ancillary/Allied/Mid-Level Practice/Business name: Street: City: State: Zip: Phone: Fax: PROVIDER Email Address: IF APPLICABLE, PLEASE ATTACH A SEPARATE LIST WITH THE NAMES AND NPI NUMBERS OF. ALL OF THE PROVIDERS IN THIS GROUP FOR WHOM THE ADDRESS CHANGE IS APPLICABLE. 3. ADDRESS INFORMATION : ENTER NEW OR ADDITIONAL ADDRESSES BELOW ENTER OLD ADDRESSES TO BE TERMINATED BELOW. Address type: Primary Secondary Address type: . Primary Secondary Billing Mailing Billing Mailing Address line 1: Address line 1: Address line 2: Address line 2: City: City: State: Zip: State: Zip: Phone: Fax: Phone: Fax: Office Hours: Disability Access: Yes No Office Hours: Disability Access: Yes No Languages Spoken by PROVIDER or Office Staff: Languages Spoken by PROVIDER or Office Staff: Address type: Primary Secondary Primary Address type: Secondary Billing Mailing Billing Mailing Address line 1: Address line 1: Address line 2: Address line 2: City: City: State: Zip: State: Zip: Phone: Fax: Phone: Fax: Office Hours: Disability Access: Yes No Office Hours: Disability Access: Yes No Languages Spoken by PROVIDER or Office Staff: Languages Spoken by PROVIDER or Office Staff.
3 Contact person completing form : Phone: 1 (continued on next page). Massachusetts Collaborative STANDARDIZED PROVIDER INFORMATION CHANGE form December 2017. STANDARDIZED PROVIDER INFORMATION CHANGE form (CONTINUED). PROVIDER Name: . 4. PRACTICE STATUS: May be impacted by contract terms and follow-up may be required. Practitioner availability status: Accepting new patients Concierge practice Accepting existing patients only Nursing home only Closed (not accepting new patients and not accepting existing patients) Other (please specify) Do you offer telemedicine/telehealth ( , video visits)? Yes No Do you offer lactation counseling services? Yes No 5. TERMINATION: Effective date may be impacted by contract terms and follow-up may be required.
4 Reason for termination, please check only one box: Resigned Practice closed Retired PROVIDER sanctioned*. Deceased Sabbatical*. Leave of absence* PROVIDER transferred to (group name) Moved out-of-state Other *Please provide a separate explanation of the details to the plan ( , duration of absence for leave/sabbatical or sanction specifics). *6. CONTACT PERSON SUBMITTING INFORMATION : *Section required. Name: Title: Phone: Fax: Email: Date of submission: SUBMISSION INFORMATION : Blue Cross Blue Shield of MA Boston Medical Center HealthNet Plan CeltiCare Health Plan of Massachusetts PROVIDER Enrollment Dept. PROVIDER Processing Center Attn: PROVIDER Services PO Box 55350 529 Main Street, Suite 500 200 West Street, Suite 250. Boston, MA 02205-5350 Charlestown, MA 02129 Waltham, MA 02451.
5 Email: Email: Email: Fax: (617) 246-7771 Fax: (617) 897-0818 Fax: (855) 266-4991. Phone: (800) 316-BLUE (2583) PROVIDER Processing Center: (888) 566-0008 Phone: (866) 895-1786. Fallon Health Harvard Pilgrim Health Care Health New England One Chestnut Place Attn: PROVIDER Processing Center Attn: PROVIDER Enrollment Department 10 Chestnut Street 1600 Crown Colony Drive, 2nd Floor One Monarch Place, Suite 1500. Worcester, MA 01608 Quincy, MA 02169 Springfield, MA 01144. Email: Email: Email: Fax: (508) 368-9902 Fax: (866) 884-3843 Fax: (413) 233-2665. PROVIDER Services: (866) 275-3247, Opt. 4 PROVIDER Service Center: (800) 708-4414 Phone: (800) 842-4464, ext. 3344. Neighborhood Health Plan Tufts Health Public Plans Tufts Health Plan Credentialing Department PROVIDER INFORMATION Department PROVIDER INFORMATION Department 399 Revolution Drive, Suite 940 705 Mount Auburn Street 705 Mount Auburn Street Somerville, MA 02145 Watertown, MA 02472 Watertown, MA 02472.
6 Email: Fax: (857) 304-6311 Fax: (617) 972-9044. Fax: (617) 526-1982 Email: Email: PROVIDER Services: (855) 444-4647 Senior Whole Health UniCare Attn: PROVIDER Relations PROVIDER Relations Department 58 Charles Street PO Box 9022. Cambridge, MA 02141 Andover, MA 01810. Email: Email: Fax: (617) 551-4185 Fax: (978) 474-6188. Phone: (617) 494-5353 Phone: (800) 480-7587. IF APPLICABLE, SUBMIT COPY OF COMPLETED form TO IPA/PHO COORDINATOR OR ADMINISTRATOR. 2 . Massachusetts Collaborative STANDARDIZED PROVIDER INFORMATION CHANGE form December 2017.
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			STANDARDIZED PROVIDER INFORMATION …

			www.masscollaborative.org
			2 Massachusetts Collaborative — Standardized Provider Information Change Form January 2016 4. PRACTICE STATUS: May be impacted by …

			   Form, Information, Change, Provider, Standardized, Standardized provider information, Standardized provider information change form

		

	

	
				
					

		
			Request for Claim Review Form

			www.masscollaborative.org
			Massachusetts Administrative Simplification Collaborative–Request for Claim Review V1.1 Request for Claim Review Form Today’s Date (MM/DD/YY): Health Plan Name:

			   Form, Review, Request, Claim, Request for claim review form, Request for claim review

		

	

	
				
					

		
			Introducing: Standardized Prior Authorization Request Form

			www.masscollaborative.org
			Introducing: Standardized Prior Authorization Request Form The Massachusetts Health Care Administrative Simplification Collaborative*, a multi‐stakeholder group

			   Health, Care, Request, Authorization, Health care, Standardized, Prior, Introducing, Standardized prior authorization request
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			STATE COURT ADMINISTRATOR’S OFFICE (SCAO) CHANGE OF ...

			www.mncourts.gov
			Approval of Change of Information Form Change of Information Forms seeking to change an agent’s Bonding Agency affiliation or to add a new Surety Company will not be processed until all required documentation is received.

			   Form, Information, States, Change, Court, Office, Administrator, Asco, State court administrator s office, Change of information form change of information

		

	

	
				
					

		
			VFC Change of Information - KDHE

			www.kdheks.gov
			The VFC change of information form can only be submitted by a current VFC contact. If both the primary and backup contacts are no longer employed by the provider please …

			   Form, Information, Change, Kdhe, Vfc change of information, Vfc change of information form

		

	

	
				
					

		
			Arizona Department of Public Safety Noncriminal Justice ...

			www.azdps.gov
			Revised 02.2017 Arizona Department of Public Safety Noncriminal Justice Agency Information Change Form Date Agency Name ( Agency ORI/OCA "XX identifier) Change/Add Contact Type: Check all that apply

			   Form, Information, Department, Change, Safety, Public, Agency, Justice, Arizona department of public safety, Arizona, Noncriminal, Arizona department of public safety noncriminal justice agency information change form

		

	


                
                
	
				
					

		
			Department of Human Services - Bureau of Child Care and ...

			castle.eiu.edu
			State of Illinois Department of Human Services - Bureau of Child Care and Development CHANGE OF INFORMATION IL444-3527 (N-3-11) Page 6 of 8 9. NUMBER OF CHILDREN IN CARE I currently have children in child care.

			   Development, Services, Information, Department, Change, Human, Bureau, Department of human services bureau, And development change of information

		

	

	
				
					

		
			Change of Information Form - State of Louisiana

			www.dcfs.louisiana.gov
			Change of Information Form . Name of Facility _____ License #_____ Address:_____ Although the following does not constitute a change of ownership for licensing purposes, a change of information form is required. The change of information form shall be submitted to the Licensing Section within ...

			   Form, Information, Change, Change of information form

		

	

	
				
					

		
			Form 15A: Change Information Form - Ontario Court Forms

			ontariocourtforms.on.ca
			Form 15A: Change Information Form (page 2) Court file number. 4. This order/agreement has never been assigned. has been assigned to the Ontario Ministry of Community and Social Services. Ontario Works in (name of location) the municipality of (name) other (specify) The details of the assignment are:

			   Form, Information, Change, Change information form, Form 15a

		

	


                
                
	
				
					

		
			Form 1C: Change of Information - PERS of MS

			www.pers.ms.gov
			See bottom of form for contact information. Member/Benefit Recipient Information Fill in your name as currently filed with PERS and use sections 2, 3, and 4 to submit new information.

			   Form, Information, Change, Change of information, Form 1c

		

	

	
				
					

		
			Change of Personal Information Request

			dept.clcillinois.edu
			Updated 9/16/2016 Change of Personal Information Request RETURN THIS FORM IN PERSON, WITH PHOTO ID TO: Welcome and One Stop Center – B114 19351 West Washington Street • Grayslake • Illinois • 60030-1198 Phone: (847) 543-2061 • Fax: (847) 543-3061 Forms may be returned via fax or mail, but a copy of the student’s photo ID with signature must be included for identity

			   Form, Information, Change, Personal, Request, Change of personal information request

		

	

	
				
					

		
			Change of Information Request Form - scsu.edu

			www.scsu.edu
			[ ] NAME CHANGE - Name changes will be made only when the student provides a copy of a changed Social Security Card, Driver’s License and Marriage Certificate or Court-Ordered Name Change…

			   Form, Information, Change, Change of information, Scsu

		

	


                
                
	
				
					

		
			CHANGE OF INFORMATION FORM - MiraCosta College

			miracosta.edu
			This name MUST be your legal name as reported on your social security card. A copy of your social security card in your new name MUST accompany this form.

			   Form, Information, Change, Change of information form
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