
 
 
 

PROVIDER CHANGE OF ADDRESS FORM 
 
Provider Business Physical Location: 
 
Effective Date____________ 
 
Business Name_____________________________________________________ 

Address  _________________________________________________________ 

City_____________________________ State___________     ZIP____________ 

Business Telephone__________________________ 

Name of Person Completing This Request ___________________________________   

Title _______________  Phone Number for Person Completing Request________________ 

Tax ID Number_________________ NPI__________________   UMPI__________________ 

 

Provider Remittance Address (if Different from Physical Location): 

Business Name_____________________________________________________ 

Address  _________________________________________________________ 

City_____________________________ State___________     ZIP____________ 

Remittance Contact Telephone__________________________ 

 

Please complete this form and fax to 218-740-4616 
 

525 South Lake Avenue, Suite 222 
Duluth, Minnesota  55802 
Phone 218.740.2336    
Toll Free 800.584.9488 
Fax 218.740.4616 
Website  WWW.First-Solutions.org 
E-Mail   EWproviders@First-Solutions.org 

http://www.first-solutions.org/�
mailto:EWprovider@First-Solutions.org�
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