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NATIONAL PROVIDER IDENTIFIER (NPI) 

REPORTING SHEET 
 

Fax To:  HIP HEALTH PLAN OF NEW YORK Fax From:  

Fax Number:  1-866-593-6986 Fax Number: 

Number of Page(s):      

 
 
Provider Name:  ______________________________________ 
Provider Address: ____________________________________ 
 ____________________________________ 
 ____________________________________ 
Telephone:   _________________________________________  
 
Provider Number: ____________________________________   
 

My Individual NPI is: ______________________ 

 

 
My Group NPI is: _________________________ 

Group Name: ____________________________ 

Group Tax ID Number: ____________________ 
 

Submitted by:  ____________________________________  Date:  __________________________ 
                                                  (Signature) 
 
Print Name:  ______________________________________ 
 
Contact Number: __________________________________ 
 
 

Have questions? Please call our Provider Relations Service Team at 1-866-447-9717, option 5. 


