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The name of the provider.
The 6-digit AHCCCS legacy identification number. Do not use“e
The Provider Type code as utilized in PMMIS.

Type of Service or “NA’ if not applicable

‘Y’ yes or “NA’ if not applicable // ‘A’ Medicaid or * 3
This column should be populated with the numberof m assigned to, residing in, or regularly receiving services from the provider. In the case
of hospitals, outpatient facilities, labs, etc. indjca r of members (unduplicated) that on average utilized the providers during the three

members residing in the facility at the tim iofYRotice by the provider.
Insert one of the following reasons:
Increased rate requested (provider inifia
AHCCCS FFS rate reduction (pass-through)

Other (Use only if the termi
related reason.)
Include a statement i s of thé provider will result in a network gap. See ACOM 439 Material Changes: Provider Network and Business
Operations for po e additional reporting requirements. If there will be a gap, indicate how the Contractor will meet member needs after the
provider leaves

)n does not fall under one of the first three bullets and is a rate related reason. Describe using only a rate
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