
Provider Address Change Form

If your contact information has changed or will be changing, please complete this form and submit it to the 
address, email, or fax number below.

PROVIDER INFORMATION

Provider Name: 

Provider License #: CO

ADDRESS CHANGE INFORMATION

Previous Address Current/New Address

Address: Address:

City: City:

State: Zip: State: Zip:

Phone #: Phone #:

Email: Email:

Fax: Fax:

Tax ID: Tax ID:

IRS Registered Business Name: IRS Registered Business Name:

Last day previous address was effective: Date current/new address is effective:

Submitted By                 Date

Send your completed form to the address, email, or fax number below:
Delta Dental of Colorado
Attn: Provider Records

PO Box 5468
Denver, CO 80217-5468

Email: profservices677@ddpco.com
Fax: 303-741-2230 (Attn: Provider Records)
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