
Attachment 05 – Provider Privilege Adjustment Request Form 

 

PROVIDER PRIVILEGE ADJUSTMENT REQUEST FORM: 

Applicable to Practitioners who would like to change their practice 

parameters (i.e. reduction of Member Age range, additional specialty) 
 

 

   

Practitioner Name (signature)  Date 

 

     

Practitioner Name (as listed on license)  License#  NPI 

 

Please let us know what practice parameter changes you would like made: 

      

      

      

Please provide your existing practice site demographics: 

Practice name Address City ZIP 

                        

                        

                        

Please provide any practical experience relating to your request (i.e. years in clinical 

practice, direct care experience with the relevant membership, etc.) 

 

 

 

Please provide your practice capacity to accommodate your request: 

 

 

 

Please provide any relevant to your request, if applicable (e.g. Continuing Medical 

Education (CME), Post-graduate training, etc.) that you would like included for 

consideration: 

 

 

 

 


