Health Network Solutions, Inc.

Notification of Provider/Practice Changes
Please print or type clearly                            

Please fax completed form to HNS at (877) 329-2620

Date: ______________________

Full name of Provider: __________________________________________________

                                 
        (LAST)                                                                   (FIRST)                                                (M)

Type of change: (Please check all that apply)
_______Change to Tax ID / EIN (must attach new W-9 form) 
_______Change to Practice name (must attach new W-9 form)
_______Change to Practice address (must attach new W-9 form)
_______Change to Provider Name
_______Change to NPI Type II
_______Change to Billing/Mailing Address
_______Change to telephone or fax 
Effective date of change: ___________________
Revenue information 

Payments from HNS contracted payors are distributed to network providers based on the provider’s tax identification number (EIN) number. The Tax ID / EIN determines the bank account to which HNS deposits payor reimbursements for services provided.

To receive EFT’s in the appropriate practice bank account, you must register for EFT’s 

for EACH practice location that has a separate EIN.

Section A: 

Please provide the following information regarding 
your previous practice information

Practice Name: (Must match information reported to the IRS via W-9 form)  
______________________________________________________
Provider Type I NPI: ____________________

Provider Type II NPI (if applicable):___________________
Tax ID / EIN: _________________________

Practice Physical Address:
_______________________________             County: ______________________________
_______________________________             Office phone number: ___________________
_______________________________             Office fax number: ______________________ 
Software: _______________________             Office Contact:_________________________
Billing Address (if different from practice physical address):

_______________________________             Billing Contact: ________________________           
_______________________________             Billing Contact number: __________________
_______________________________             Billing Fax number: _____________________

List ALL Providers practicing at this location: 
Name of provider


                Type 1 NPI                                     TAX  ID (EIN)

______________________________       ____________________            __________________
______________________________       ____________________            __________________
______________________________       ____________________            __________________

Section B: 
Please provide the following information 

regarding your NEW practice information

Practice Name: (Must match information reported to the IRS via a W-9 form) 
____________________________________________________

Provider Type I NPI: ____________________ 
Provider Type II NPI (if applicable): _______________________

Tax ID / EIN: _________________________

Practice Physical Address:
_______________________________             County:  _____________________________
_______________________________             Office phone number: ___________________
_______________________________             Office fax number: _____________________       
Software: _______________________             Office Contact: ________________________                    
Billing Address (if different from practice physical address):

_______________________________             Billing Contact: ________________________
_______________________________             Billing Contact number: __________________
_______________________________             Billing Fax number: _____________________

List ALL Providers practicing at this location: 
Name of provider


                Type 1 NPI                                     TAX ID (EIN)

______________________________       ____________________            __________________
______________________________       ____________________            __________________
______________________________       ____________________            __________________
Effective Date of Change: _______________ 
Please fax completed form to HNS at (877) 329-2620
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