Community
Health Network

of Connecticut, Inc™

PROVIDER CHANGE OF INFORMATION FORM

Provider Name: Date:

(Please Print)

Contact Name:

Type of Change: [ Practice Address [ Billing Address [ Tax Identification Number
O Panel Size (PCP only) O E-Power O Other

Please complete the fields where information has changed:

Current Information New/Changed Information
Group/Contract Name: Group/Contract Name:
Degree: Degree:

Specialty: Specialty:

Gender O Male O Female Gender O Male O Female
Date of Birth: Date of Birth:

Tax ID Number: Tax ID Number:

DEA #: DEA #:

CT License #: CT License #:
Medicaid ID #: Medicaid ID #:

NPI #: NPI #:

Taxonomy #: Taxonomy #:

Social Security #: Social Security #:
Office Address: Office Address:
Phone Number: Phone Number:

Fax #: Fax #:

Billing Address: Billing Address:
Phone #: Phone Number:

Fax #: Fax #:

Panel Change: Panel Change:

Other:

Fax: Provider Relations Department @ (203) 265-3590
11 Fairfield Boulevard, Wallingford, CT 06492
Provider Call Center: 800-440-5071



