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	Clinic or Facility Add Term Change Form

Updated August 2010



As of May 1, 2005 this is the only form that will be accepted to add new Clinics and/or Facilities to the Patient Choice products.  This form replaces any and all other previous forms for Clinic Adds, Terms and/or Changes for Patient Choice products only. 
This form is an MS Word document.  It is suggested to use “File, Save As” and rename the form so you will have a full original form to open for your next submission.
How to submit the completed New Clinic or Facility Add Form
· Preferred Method:  Email to the Patient Choice mailbox:  ATC@pchealthcare.com 
· Please populate the subject line with text similar to: 
· Care System Name – Add (or change or term) Provider
· Care System Name – Add (or change or term) Clinic
· Care System Name – Add (or change or term) Facility
· Group Practice Name – Add (or change or term) Provider
· Group Practice Name – Add (or change or term) Clinic
· Facility Name – Add (or change or term) Facility
· Fax to: 952-992-1730 (only use Fax if unable to send by email and follow-up with mailed copy)
· Mail to: Patient Choice – Data Services, P.O. Box 1287, Mail Route CP217, Minneapolis, MN  55440-1287
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	Clinic or Facility Add Term Change Form

Revised August 2010


	Internal Use only - DST
	Executed?       FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No     
	Data Entered by:           

	Internal Use only - NM
	Participating:   FORMCHECKBOX 
 Care System Product                   FORMCHECKBOX 
  Insights Product   Tier:      

	Care System Name:       

	ATC Action
	 FORMCHECKBOX 
 Add new Clinic / Facility OR
 FORMCHECKBOX 
 Add site to existing

Eff Date:       
	 FORMCHECKBOX 
 Term all sites for Clinic / Facility OR
 FORMCHECKBOX 
 Term only this site
Eff Date:       
	 FORMCHECKBOX 
 Change
Eff Date:       

	For term or change, please explain
	     
	Old Address:       
Old Tax ID:         

	Clinic /

Facility 

Type


	 FORMCHECKBOX 
 Clinic           FORMCHECKBOX 
 Hospital-based Physician
	Clinic Specialty Type:  Primary Care, Gastro, Multi-specialty, Therapy, etc.    
     

	
	FACILITY
	ANCILLARY
	RAPLET

	
	 FORMCHECKBOX 
 Hospice

 FORMCHECKBOX 
 Hospital
 FORMCHECKBOX 
 SNF
	Surgicenter:

 FORMCHECKBOX 
 Institutional-
     Based

 FORMCHECKBOX 
 Free Standing

	 FORMCHECKBOX 
 Dialysis

 FORMCHECKBOX 
 DME

 FORMCHECKBOX 
 Homecare
 FORMCHECKBOX 
 HIT (home 
    infusion therapy)
	 FORMCHECKBOX 
 O & P

 FORMCHECKBOX 
 Public 
     Health

 FORMCHECKBOX 
 Therapy 
     Beds
	 FORMCHECKBOX 
 ER
 FORMCHECKBOX 
 Transportation

Reference Lab:

 FORMCHECKBOX 
 Institutional-Based

 FORMCHECKBOX 
 Free Standing
	 FORMCHECKBOX 
 Radiology
 FORMCHECKBOX 
 Pathology
Anesthesia:

 FORMCHECKBOX 
 CRNA
 FORMCHECKBOX 
 MD
 FORMCHECKBOX 
 MD & CRNA

	Clinic / Facility Name
	     

	Clinic / Facility Tax ID
	     
(Please submit a W-9 form for new TaxIDs and name chgs)
	NPI       

	Clinic / Facility Information
All fields are required
	Street Address and Suite #       

	
	City       
	State       
	Zip       

	
	County       
	Phone       
	Fax       

	Billing Information
All fields are required
	Street Address and Suite #       

	
	City       
	State       
	Zip       

	
	County       
	Phone       
	Fax       

	Bill Type
	CMS1500   FORMCHECKBOX 
           OR           UB92   FORMCHECKBOX 


	Clinic Hours  
	(Primary Care and Urgent Care Clinics only)

     

	Hospital Affiliations 

(Primary Care Clinics only)
	     

	
	     

	Care System Product
	Insights Product

	
[image: image3.emf]Net

Conversion 

Factor

Inflated 

Conversion 

Factor

Withhold 

(%)

% of billed 

charges

$0.00 $0.00 0.00% 0.00%


	
[image: image4.emf]Net

Conversion 

Factor

Inflated 

Conversion 

Factor

Withhold 

(%)

% of billed 

charges

$0.00 $0.00 0.00% 0.00%



	Clinic Type:
 FORMCHECKBOX 
 Primary   OR     FORMCHECKBOX 
 Specialty
	

	Directory/Web Suppress?:
 FORMCHECKBOX 
 Yes         OR     FORMCHECKBOX 
 No
	


Completed by:
            Phone:             Date:      
Submit a copy of the W-9 form and this ATC by email to: ATC@pchealthcare.com
MINNESOTA UNIFORM PRACTITIONER CHANGE FORM – Revised May 2009
     Add – Remove – Change Demographic Data for Credentialed Practitioners and Specialists Not Subject to Credentialing: ER Physician,

     Pathologist, Radiologist, Anesthesiologist, CRNA, Neonatologist, Dietitian, Therapists (PT; OT; SLP), Audiologist – check with entity if unsure

	Demographic Verification and Authorization

	Completed and authorized on behalf of the practitioner by: 

	Name:
	     

	Clinic Name:
	     

	Phone #:
	     
	Fax #:
	     
	E-Mail:
	     

	Signature:
	     
	Title:
	     
	Date:
	     


	Practitioner Demographic Information for this Request

	Last:
	     
	First:
	     
	MI:
	  
	SSN:
	     

	Title:
	 FORMCHECKBOX 
  MD   FORMCHECKBOX 
 DO         FORMCHECKBOX 
  DDS

 FORMCHECKBOX 
  DC   FORMCHECKBOX 
  DPM      FORMCHECKBOX 
  Ph.D
	 FORMCHECKBOX 

	Other Title:
	     
	DOB:
	     

	
	
	
	
	
	
	

	
	
	
	
	FORMCHECKBOX 
  Female
	    FORMCHECKBOX 
  Male

	DEA:
	     
	State:
	  
	Type I NPI:
	     
	Medicaid ID:
	     
	State:
	  

	License Number:
	     
	State:
	  
	Languages Spoken Fluently:
	     


	ADD/REMOVE Practitioner 

	 FORMCHECKBOX 
 Clinic     FORMCHECKBOX 
 Hospital   Clinic/Hospital Name:      
	Phone:      

	Address:       
	City/State:      
	Zip:      

	Tax ID:      
	Type 2 NPI for this site:      
	Directory Suppress?   FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO

	Effective Date:

     
	Practicing Specialty at this Site: 

     
	Primary Site?   FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO

	 FORMCHECKBOX 
 ADD 
	 FORMCHECKBOX 
 REMOVE  
	Remove ALL sites for this TIN?   YES FORMCHECKBOX 
   NO FORMCHECKBOX 

	Remove Reason:      

	List additional practice locations to ADD/REMOVE on the Site Location Addendum and attach to this form.


	ADD/REMOVE Practitioner 

	 FORMCHECKBOX 
 Clinic     FORMCHECKBOX 
 Hospital   Clinic/Hospital Name:      
	Phone:      

	Address:       
	City/State:      
	Zip:      

	Tax ID:      
	Type 2 NPI for this site:      
	Directory Suppress?   FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO

	Effective Date:

     
	Practicing Specialty at this Site: 

     
	Primary Site?   FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO

	 FORMCHECKBOX 
 ADD 
	 FORMCHECKBOX 
 REMOVE  
	Remove ALL sites for this TIN?   YES FORMCHECKBOX 
   NO FORMCHECKBOX 

	Remove Reason:      

	List additional practice locations to ADD/REMOVE on the Site Location Addendum and attach to this form.


	ADD/REMOVE Practitioner 

	 FORMCHECKBOX 
 Clinic     FORMCHECKBOX 
 Hospital   Clinic/Hospital Name:      
	Phone:      

	Address:       
	City/State:      
	Zip:      

	Tax ID:      
	Type 2 NPI for this site:      
	Directory Suppress?   FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO

	Effective Date:

     
	Practicing Specialty at this Site: 

     
	Primary Site?   FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO

	 FORMCHECKBOX 
 ADD 
	 FORMCHECKBOX 
 REMOVE  
	Remove ALL sites for this TIN?   YES FORMCHECKBOX 
   NO FORMCHECKBOX 

	Remove Reason:      

	List additional practice locations to ADD/REMOVE on the Site Location Addendum and attach to this form.


	CHANGE Practitioner Demographic Data 

	Old:

Last Name:
	     
	New:

Last Name:
	     

	First Name:
	     
	MI:
	  
	First Name:
	     
	MI:
	  

	Specialty:
	     
	Specialty:
	     

	License #:
	     
	State:
	  
	License #:
	     
	State:
	  

	DEA #:
	     
	DEA #: 
	     

	Type I NPI #:
	     
	Type I NPI #:
	(Please attach copy of NEW DEA Certificate to this form)

     

	Effective Date of Change:       
	


THE FOLLOWING SITE LOCATION ADDENDUM FORM IS USED IN CONJUNCTION WITH THE MINNESOTA UNIFORM PRACTITIONER CHANGE FORM WHEN ADDING OR REMOVING PRACTITIONERS FROM MORE THAN THREE SITES.  THIS FORM WILL ONLY BE ACCEPTED WHEN IT IS ACCOMPANIED BY A COMPLETED MINNESOTA UNIFORM PRACTITIONER CHANGE FORM.
SITE LOCATION ADDENDUM

Must indicate if the additional site(s) are being ADDED or REMOVED

ADDITIONAL LOCATION(s) FOR: 

	Last:
	     
	First:
	     
	MI:
	  
	  SSN:
	     


	ADD/REMOVE Practitioner 

	 FORMCHECKBOX 
 Clinic     FORMCHECKBOX 
 Hospital   Clinic/Hospital Name:      
	Phone:      

	Address:       
	City/State:      
	Zip:      

	Tax ID:      
	Type 2 NPI for this site:      
	Directory Suppress?   FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO

	Effective Date:

     
	Practicing Specialty at this Site: 

     
	Primary Site?   FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO

	 FORMCHECKBOX 
 ADD 
	 FORMCHECKBOX 
 REMOVE  
	Remove ALL sites for this TIN?   YES FORMCHECKBOX 
   NO FORMCHECKBOX 

	Remove Reason:      

	List additional practice locations to ADD/REMOVE on this Site Location Addendum and attach to the MN Uniform Change form.


	ADD/REMOVE Practitioner 

	 FORMCHECKBOX 
 Clinic     FORMCHECKBOX 
 Hospital   Clinic/Hospital Name:      
	Phone:      

	Address:       
	City/State:      
	Zip:      

	Tax ID:      
	Type 2 NPI for this site:      
	Directory Suppress?   FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO

	Effective Date:

     
	Practicing Specialty at this Site: 

     
	Primary Site?   FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO

	 FORMCHECKBOX 
 ADD 
	 FORMCHECKBOX 
 REMOVE  
	Remove ALL sites for this TIN?   YES FORMCHECKBOX 
   NO FORMCHECKBOX 

	Remove Reason:      

	List additional practice locations to ADD/REMOVE on this Site Location Addendum and attach to the MN Uniform Change form.


	ADD/REMOVE Practitioner 

	 FORMCHECKBOX 
 Clinic     FORMCHECKBOX 
 Hospital   Clinic/Hospital Name:      
	Phone:      

	Address:       
	City/State:      
	Zip:      

	Tax ID:      
	Type 2 NPI for this site:      
	Directory Suppress?   FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO

	Effective Date:

     
	Practicing Specialty at this Site: 

     
	Primary Site?   FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO

	 FORMCHECKBOX 
 ADD 
	 FORMCHECKBOX 
 REMOVE  
	Remove ALL sites for this TIN?   YES FORMCHECKBOX 
   NO FORMCHECKBOX 

	Remove Reason:      

	List additional practice locations to ADD/REMOVE on this Site Location Addendum and attach to the MN Uniform Change form.


	ADD/REMOVE Practitioner 

	 FORMCHECKBOX 
 Clinic     FORMCHECKBOX 
 Hospital   Clinic/Hospital Name:      
	Phone:      

	Address:       
	City/State:      
	Zip:      

	Tax ID:      
	Type 2 NPI for this site:      
	Directory Suppress?   FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO

	Effective Date:

     
	Practicing Specialty at this Site: 

     
	Primary Site?   FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO

	 FORMCHECKBOX 
 ADD 
	 FORMCHECKBOX 
 REMOVE  
	Remove ALL sites for this TIN?   YES FORMCHECKBOX 
   NO FORMCHECKBOX 

	Remove Reason:      

	List additional practice locations to ADD/REMOVE on this Site Location Addendum and attach to the MN Uniform Change form.


Location addendum.doc – May 2009
_1182238419.xls
Rates

		Net
Conversion Factor		Inflated Conversion Factor		Withhold (%)				% of billed charges

		$0.00		$0.00		0.00%				0.00%






_1256533395.xls
Rates

		Net
Conversion Factor		Inflated Conversion Factor		Withhold (%)				% of billed charges

		$0.00		$0.00		0.00%				0.00%






