
REQUESTOR INFORMATION:  Name: ____________________________  Title: ____________________

Phone: _________________  Email: ______________________________

Diagnostic Imaging Centers, P.A. strives to keep an accurate, up-to-date provider database to ensure all imaging results 
are obtained promptly, and our patients receive the best possible care.  Please notify us of any changes regarding your 
Practice in order to safeguard Protected Health Information and successfully facilitate future patient correspondence.  

Please provide the following information regarding any changes to your clinic location, Practice name, phone number, 
fax number, etc. Click submit at the bottom of the form or you may email requests to: ToAdd-Physician@dic-KC.com 

Please select reason for change if applicable, and complete all fields to ensure that your referring provider account has 
correct contact information.  For example, if the only change is the phone number please provide Practice name, 
address, fax number, as well as the new phone number.  

PROVIDER INFORMATION: 

Provider Name: ___________________________________ Title: __________ NPI #: ____________________ 

 Address Change Provider Name Change  Phone Number Change  Fax Number Change




Practice Name Change  Other: ____________________________________________________

Is the NEW information REPLACING your current referring provider account information?

YES, please deactivate current account and create new profile with updated information.

 NO, please create an ADDITIONAL account.  The Practice has more than one location.

Are there other providers in your Practice that this change request applies to?

YES, please mirror this request to other providers in this Practice.  *If there are multiple providers this
change request applies, please provide a list of their names in the "Additional Notes" section below, 
so we update all accounts in the Practice to reflect change.   





NO, this is an individual request.

NAME OF PRACTICE: _____________________________________________
STREET ADDRESS: ___________________________ 
CITY, STATE, ZIP: ____________________________ 
PRACTICE PHONE #: _________________________ 
PRACTICE FAX #: ____________________________ 

NEW INFORMATION:  NAME OF PRACTICE: ____________________________________________ 
STREET ADDRESS: ___________________________ 
CITY, STATE, ZIP: ____________________________ 
PRACTICE PHONE #: _________________________ 
PRACTICE FAX #: ____________________________ 





(Please provide us with the OLD information to deactivate.)

REFERRING PROVIDER PROFILE
CHANGE REQUEST

Additional notes/physician preferences, ex: (3T MR only or Cloud images to ____):
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