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PLEASE MAINTAIN IN YOUR FILES SHOULD A CHANGE BE WARRANTED

All Changes In The Provider File Must Be Submitted In Writing

	1. Group Provider name:
	
	Provider No.:
	

	If changing hospital, clinic, group, agency, service, or business address, the above line must be completed.

	2. Individual Provider Name:
	
	Provider No.:
	

	If the Provider is in solo practice complete number 2 only.

If the Individual Provider belongs to a group, only the group information can be changed.  Please complete numbers 2 and 3.

	3. Group Provider Name:
	
	Provider No.:
	

	       IRS Number:                      ________________________________________

	New Servicing Address:
	
	

	
	
	

	
	
	

	

	New Pay To Address:
	
	

	
	
	

	
	
	

	

	Please notify the Provider Enrollment Office when a Provider leaves the group, or a group terminates.

	Group Name:
	
	Grp. Prov. #
	
	Term. Date:
	

	

	Name:
	
	Indiv. Prov. #
	
	Term. Date:
	

	Name:
	
	Indiv. Prov. #
	
	Term. Date:
	

	Name:
	
	Indiv. Prov. #
	
	Term. Date:
	

	

	If there is an ownership, name and/or IRS number change, please contact the Provider Enrollment Office for a new application and W-9 form.

	

	Physician’s Signature:
	
	

	or
Authorized Representative:
	
	

	 ADVANCE \r 113 Title:
	
	

	 ADVANCE \r 113 Date:
	
	

	 ADVANCE \r 39 Telephone Number:
	
	

	

	Do not alter this form in any manner.  Should you have questions regarding the completion of the form, please call  1-800-852-2683.

	

	 ADVANCE \R 100 RETURN TO:
	PROVIDER RELATIONS
	

	
	State of Tennessee
	

	
	Bureau of TennCare
	

	
	729 Church Street
	

	
	Nashville,  TN  37247-6501
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