
 
Company Logo or Letterhead 
 
 
<<Date>> 
 
Requestor: 
Requestor’s Correspondence Address: 
Requestor’s Phone #: 
Email: 
Tax ID#: 
Effective date of change(s): 
 
Reason for the request:  
 
PLEASE DELETE SECTIONS NOT NEEDED BEFORE SUBMITTING 
 
Address change (Specify if practice location or billing address is changing)  

• Specify if adding or deleting address 
• Include old and new demographic information when sending request  

(Street Address, City, State, Zip, Phone, Fax, Tax ID and NPI) 
• Billing/Payment Address/Tax ID/NPI 
• Management Correspondence Address (include Phone & Fax Number) 

 
Practice location addition 

• Include new demographic information when sending request  
(Street Address, City, State, Zip, Phone, Fax, Tax ID and NPI of Location) 

• Billing/Payment Address/Tax ID/NPI 
 

Adding a provider to or deleting a provider from an existing group 
• Specify if adding or deleting provider 
• Include the information listed below if adding or deleting a provider: 

- First Name, Middle Initial, and Last Name 
- Gender 
- Title (MD, CRP, CRNP, PA etc.) 
- Date of Birth 
- NPI # 
- CAQH # 
- UPIN or SSN 
- Medicare # 
- Medicaid Participation State(s) 
- Medicaid # 
- Practicing Specialty  
- Practicing Location(s) (include phone & fax numbers) 

• Indicate whether practicing location is hospital based or office based 
- Billing/Payment Address (include W-9) 
- Management Correspondence Address (include phone & fax number) 
- Hospital Privileges  
- Foreign Languages 
- Effective Date  
- Provider Panel Status: Open or Closed 

**A copy of provider licenses in all practicing states is required** 

https://www.kpbrandextranet.org/dl.php?file=assets/logos/Standard/horizontal/PMS_307/KPhor_307pc.eps


 
Company Logo or Letterhead 
 
 
Changing the Tax Identification Number and/or the name of an existing group  

• Include old and new Tax ID Number and/or group name 
• Include effective date of the new Tax ID Number and/or group name 
• Include NPI Number 
• Include a signed and dated copy of the new W-9 
• Billing/Payment Address 
• Management Correspondence Address (include phone & fax number) 

 
**Email the request to the Provider Demographics Department at 
Provider.Demographics@kp.org or fax to 855-414-2623. 

https://www.kpbrandextranet.org/dl.php?file=assets/logos/Standard/horizontal/PMS_307/KPhor_307pc.eps
mailto:Provider.Demographics@kp.org

