
 
 

Northwest Community Health Partners (PHO) 
 

CHANGE IN ADDRESS/INFORMATION FORM 
 

Physician /Group Name___________________________________________________ 
 
Effective Date of Change: _________________ 
 
Please check all that apply: 
 
______Add New Office Site  _____Tax ID number Change (attach updated W-9) 
 
______Delete Office Site  _____Phone and/or fax Change 
 
______Billing Address Change _____Other____________________________ 
(attach updated W-9) 

                     OLD      NEW         
Street Address 
 
 

 Street Address 

Suite 
 

 Suite 

City                                                              Zip  City                                                                             Zip
 
 

Phone: 
 

 Phone: 

Fax: 
 

 Fax: 

Tax ID: 
 

 Tax ID 

Primary Site   Yes/No 
 

 Primary Site   Yes/No 

Other:  Other: 
 
 

 
Submitted by: ______________________________  Date:_______________________  
                           Name      

 
Completed Forms should be mailed to: 

Northwest Community Health Partners PHO 
Attn:  Credentialling 

675 West Central Road, Suite 200 
Arlington Heights, IL   60005 

Phone:  847-618-5250 
 

Or you may fax the materials to (847) 618-5259 
 


