Contact Information Request Form ~ @Pacificsource

HEALTH PLANS

e Please complete the following form to ensure critical information about your practice is up-to-date in our system.

e Forms can be returned via email to your state Provider Service team.

For the following states, return your forms to:

e QOregon: ORProviderService@PacificSource.com

¢ \Washington: WAProvNet@PacificSource.com

e |daho: IDProvNet@PacificSource.com

e Montana: MTProvNet@PacificSource.com

Practice/ facility information

Practice name/facility

Phone number Email address

Street address

City/State/Zip code

Office manager contact information

Office manager name

Phone number Email address

Mailing address

City/State/Zip code

Billing contact information

Contact name

Title

Phone number Email address

Mailing address
City/State/Zip code

Health information/ technology contact information

Contact name

Title

Phone number Email address

Mailing address

City/State/Zip code

For general inquiries and questions, please feel free to email: ProviderServiceRep@PacificSource.com
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