COMMUNITY HEALTH PLAN
of Washington™

Commitied fo your health™

PLEASE COMPLETE THIS FORM AND EMAIL TO:
PROVIDER.CHANGES@CHPW.ORG

REQUIRED INFORMATION TO ADD/CHANGE/TERM A PROVIDER TO A CLINIC/FACILITY

CJAdd Provider COChange Provider OTerm Provider*
*For Term, Highlighted sections only
PROVIDER INFORMATION: [ PCP O scp
Provider’s name:
Last First Middle
Birth date: Gender:
Degree: Languages spoken:
Primary specialty:
Professional Iicense(s): License Number State Issue date Expiration date

(Press enter for additional lines)

NPl number:

DEA # (If applicable):

Start date with Clinic/Facility:

DSHS/Provider PIN:

Term date with Clinic/Facility:

Transfer members to:

Accepting new patients? Oves 0ONoO
Publish in provider directory? OYes O0ONO
Provider delivers babies? Oves 0ONoO
Age or sex limits:
CLINIC/FACILITY INFORMATION
Clinic/Facility name:
Legal Name/DBA:
TIN: Group NPI:
Physical address: __ __
City {0NSSi {{Iis Zip
Billing address: ___ __
City {nssi {0168 Zip
Phone Number: Fax Number:

Notes:

Required Provider Add/Change/Term Data
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