PHYSICIANS PLUS PROVIDER ADD/CHANGE/TERMINATION REQUEST

	Submitted by:
	 
	
	 
	Date:  / / 

	
	(Name)
	
	(Phone)
	


	Provider Name:
	 
	 
	 
	 

	
	(Last)
	(First)
	(MI)
	(Credentials)


	Action:
	 FORMCHECKBOX 
New Provider

	 FORMCHECKBOX 
Terming Provider

 FORMCHECKBOX 
 PCP

Transfer Members to: 
	 

	
	 FORMCHECKBOX 
Demographic Change
	 FORMCHECKBOX 
 Moved/Relocated to:
	 

	
	 FORMCHECKBOX 
 Single Provider

 FORMCHECKBOX 
 Multiple Providers

*include details in comments section
	 FORMCHECKBOX 
 Retired

 FORMCHECKBOX 
 No longer contracted

 FORMCHECKBOX 
 Deceased

 FORMCHECKBOX 
 Provider no longer PCP


	Physicians Plus Internal Use Only:

COC Applies
 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No

Enrollment send letter:

 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No



	
	
	
	


Effective Date:  / / 
	NPI:
	 
	
	PPlus Provider ID:
	 

	DEA#:
	 
	
	Credentialing Entity:
	 

	WI License #:
	 
	
	Credentialing Date:
	 



	Primary Hospital:
	 
	
	Medicaid #.
	 

	Primary Specialty:
	 
	
	Provides Obstetric Care?
	 FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No

	Secondary Specialty Listing:
	 
	
	Timely Filing Limit (Days):
	 

	Foreign Languages:
	 
	
	Online Recoupments?
	 FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No

	Gender 
	 FORMCHECKBOX 
 Male       FORMCHECKBOX 
 Female
	
	
	


	Primary Office: 
	Clinic Name:
	 

	
	Street Address 1:
	 

	
	Street Address 2:
	 

	
	City, ZIP:
	 

	
	Phone #:
	 

	
	Fax #:
	 

	
	Email:
	 


PCP:
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
Accepting New Patients?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Limited

Publish in Provider Directory?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No   
MCP – Physicians Plus Internal Use Only
      FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	Specialty:
	 


Vendor Information

	IRS Name (1099):
	 

	1099 Address:

Attach W9
	 

	Tax ID #:
	  

	Check Name:
	 

	Check Address:
	 

	Check City, Zip:
	 

	Billing Office Phone:
	 


	Additional Office: 
	Clinic Name:
	 

	
	Street Address 1:
	 

	
	Street Address 2:
	 

	
	City, ZIP:
	 

	
	Phone #:
	 

	
	Fax #:
	 


PCP:
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
Accepting New Patients?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Limited

Publish in Provider Directory?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Same specialty as primary office?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	If ‘No’, list specialty for this location:
	     


Do you want to receive correspondence at this location?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

MCP – Physicians Plus Internal Use Only
      FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
Vendor Information

	IRS Name (1099):
	 

	Tax ID #:
	  

	Check Name:
	 

	Check Address:
	 

	Check City, Zip:
	 

	Billing Office Phone:
	 


	Additional Office: 
	Clinic Name:
	 

	
	Street Address 1:
	 

	
	Street Address 2:
	 

	
	City, ZIP:
	 

	
	Phone #:
	 

	
	Fax #:
	     


PCP:
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
Accepting New Patients?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Limited 

Publish in Provider Directory?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Same specialty as primary office?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	If ‘No’, list specialty for this location:
	     


Do you want to receive correspondence at this location?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

MCP – Physicians Plus Internal Use Only
      FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
Vendor Information

	IRS Name (1099):
	 

	Tax ID #:
	  

	Check Name:
	 

	Check Address:
	     

	Check City, Zip:
	     

	Billing Office Phone:
	     


	Additional Office: 
	Clinic Name:
	     

	
	Street Address 1:
	     

	
	Street Address 2:
	     

	
	City, ZIP:
	     

	
	Phone #:
	     

	
	Fax #:
	     


PCP:
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
Accepting New Patients?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Limited 

Publish in Provider Directory?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Same specialty as primary office?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	If ‘No’, list specialty for this location:
	     


Do you want to receive correspondence at this location?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

MCP – Physicians Plus Internal Use Only
      FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
Vendor Information

	IRS Name (1099):
	     

	Tax ID #:
	      

	Check Name:
	     

	Check Address:
	     

	Check City, Zip:
	     

	Billing Office Phone:
	     


	Comments:  

 


Physicians Plus’ Use Only:

	Provider IPA:
	 

	Provider Panel:
	 

	Contract Pricing Example:
	 


	Internal Use ONLY

Initials of Person (PPIC) Completing System Data Entry:     

Date :      



This form must be submitted to Physicians Plus Insurance Corporation (PPIC) 45 Days PRIOR to the effective date of the change.







