College Health IPA Demographic Change Form


	Provider Identification Information:

	Last Name: 

     
	First Name: 

     
	Middle: 

     

	Social Security Number: 

     
	Degree/Designation: 

     
	NPI#

     
	E-mail address:

     

	Practice/Office Information:

	Effective date of change: 

     
	Will this new practice replace your current primary practice location?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	Practice Contact:      
	Office Practice Type

 FORMCHECKBOX 
 Solo        

 FORMCHECKBOX 
 Group        

 FORMCHECKBOX 
 Other:      

	Practice Name:

      

	Street Address: 

     
	Suite Number: 

     

	City: 

     
	State: 

     
	County: 

     
	Zip Code:

     

	Telephone Number: 

     
	Fax Number: 

     
	Emergency Number: 

      

	Federal Tax ID Number:

     
	Name Associated With Tax ID Number: 

     

	Office Hours
	From:
	Monday

     
	Tuesday

     
	Wednesday

     
	Thursday

     
	Friday

     
	Saturday

     
	Sunday

     

	
	To:
	     
	     
	     
	     
	     
	     
	     

	Mailing Address (if different): 

                                                    
	City:

     
	State:

          
	Zip Code: 

     

	

	Office Description Questioner
	Yes
	No

	Are your practice locations soundproof? 

If no, please describe how patient confidentiality is ensured:      
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Do your practice locations have a waiting room?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Are your practice locations accessible to the physically handicapped?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Are all medical/patient records kept in a secure/locked area?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Are any of your practice locations located in a residential zone (“home office”)?

***If yes, please answer the following questions:
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	I. Does your office have a separate entrance from your residence?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	II. Does a locked door, or other permanent physical barrier separate your office from your residence?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	III. Is anyone else home during normal business hours?

(If so, please explain how you plan to maintain patient confidentiality):      

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	IV. Please provide a detailed description of your office location?      

	
	

	     
	

	Print Name
	

	
	
	

	Signature
	
	Date
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