
 

 

 

 

 

Provider Termination Request Form 

 

Provider Name:  _______________________________ 

License: __________________    NPI: _____________________ 

Type of Provider 

 PCP        

 Specialist 

Group NPI:  ________________________ 

 

Effective Date of Termination:  ___________________________________ 

 

Reason for termination or new location if still practicing in Massachusetts: 

______________________________________________________________________________ 

 

Winchester PHO contact person: 

Name:  ___________________________   Date: ____________________ 

Contact email:  _____________________   Phone: ___________________ 

Veronica Collins

veronica.collins@lahey.org 781-756-7698


