
 

CHANGE INFORMATION FORM: PROVIDER 
Please complete this form and return to Acumen by one of the following 
methods: 
Mail: 
Fax: 
Email: 

200 River’s Edge Dr., Suite 313, Medford, MA 02155  
(866) 499-3077 
ma-dese@acumen2.net 

 

 
 

Change In (select all that apply): Name Address Phone Number E-mail Address 

Current/Previous Name: New Name: 

Street Address (if changed): 

City/State/Zip (if changed): 

Phone Number (if changed): 

E-mail Address: 

Participant Name and ID Number: 

Employee ID Number: 

Signature (Employer or Authorized Rep): 

Date: 

 
Phone (617) 275-2684 Fax (866) 499-3077 ma-dese@acumen2.net 

MA DESE 7.28.26 

Complete this section when there is a change in employee information. The employee is the 
person providing service. 

 
For a change in name, fax or mail this form, a copy of the new Social Security card, and the 
employee’s original I-9 form with Section 3 completed. 

 
For a name change, please provide the previous and new name. For all other changes, only 
the new information is required. 

Change Provider Information 

mailto:ma-dese@acumen2.net
mailto:ma-dese@acumen2.net

