
PROVIDER CHANGE FORM 

Provider Support Services: 1-855-250-1539
Administrative & Business Matters: 1-866-998-2597

(PRIOR TO SUBMITTING THIS FORM, CHANGES MUST BE COMPLETED IN NCTRACKS)

PROVIDER INFORMATION (Required): 

COMPLETE THIS SECTION ONLY IF THERE IS A CHANGE (PLACE AN X IN THE APPROPRIATE CHECK BOX)

☐ CHANGE IN KEY PERSONNEL (Ex. Main Contact, CEO, Director, Survey Contact, Information Change)

☐ ADD

☐ DELETE
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☐ CHANGE OF SERVICE LOCATION (SITE)

SITE TYPE ☐ OFFICE ☐ UAFL

 

☐ REMOVE SERVICE LOCATION (SITE) (Attach a request for removal on your letterhead)

SITE TYPE ☐ OFFICE ☐ UAFL

☐ CHANGE IN BILLING LOCATION (Include a copy of an updated W9)

PREVIOUS BILLING LOCATION

 

NEW BILLING LOCATION
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☐ CHANGE IN BED CAPACITY (Update Registry of Unmet Needs in Provider Direct)

☐ CHANGE IN NPI

☐ CHANGE IN INDIVIDUAL PROVIDER NAME

☐ CHANGE IN INDIVIDUAL PROVIDER TAX NAME

☐ CHANGE IN INDIVIDUAL TAX ID (Include a copy of an updated W9)

☐ TERMINATE MEDICAID PARTICIPATION (Include a request for termination on your letterhead)

☐ Reason: Change in Ownership

☐ Reason: Other (Please describe here)

☐ DELETION OF SERVICES PROVIDED (Include a request for deletion of services on your letterhead)
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Additional Comments / Instructions / Requests: 

SIGNATURE IS REQUIRED FOR PROCESSING

Signature of Authorized Person Date

Printed Name Title

SUBMIT COMPLETED FORM BY EMAIL TO: 
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