
Provider Request for Termination Form

Please complete applicable fields in all sections.

Provider Termination Information 
Provider Name:______________________________________ Provider NPI#____________________________   

Provider is terming from MediGold.  Date of Termination:  ____________________________________________ 

Group/Practice Name: _______________________________________ Group NPI#_______________________

Provider Name:______________________________________ Provider NPI#____________________________   

Provider is terming from MediGold.  Date of Termination:  ____________________________________________ 

Group/Practice Name: _______________________________________ Group NPI#_______________________

Provider Name:______________________________________ Provider NPI#____________________________   

Provider is terming from MediGold.  Date of Termination:  ____________________________________________ 

Group/Practice Name: _______________________________________ Group NPI#_______________________

Provider Name:______________________________________ Provider NPI#____________________________   

Provider is terming from MediGold.  Date of Termination:  ____________________________________________ 

Group/Practice Name: _______________________________________ Group NPI#_______________________ 

NFP-Cred-TermRqt-0317

Fax completed form to: 614-234-8673

Date:_____________________________

If you have any questions, contact our Provider Service Center at 614/546-3138 or 800-991-9907. 

Office Practice Contact Person: ______________________ Phone #_______________Fax #_______________ 

Email address:______________________________________________________________________________ 

Provider Name(s):_________________________________________NPI#______________________________ 

(Name all providers who are affected by the changes on this form) 

Group Practice Name: ____________________________________   NPI#_____________________________ 

Tax Identification Number: ___________________________________________________________________ 

Effective date with practice: ____________________________________________________________________
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