




NOTICE OF MATERIAL CHANGE 

Date of Notice: _________________  

1. Name:

2. Federal TAX ID # MA DPH Facility ID # NPI # 

Contact Information 

3. Business Address 1:

4. Business Address 2:

5. City: State: Zip Code: 

6. Business Website:

7. Contact First Name: Contact Last Name: 

8. Title:

9. Contact Phone: Extension: 

10. Contact Email:

Description of Organization 
11. Briefly describe your organization.

Type of Material Change 

12. Check the box that most accurately describes the proposed Material Change involving a Provider or Provider
Organization:
� A Merger or affiliation with, or Acquisition of or by, a Carrier;
� A Merger with or Acquisition of or by a Hospital or a hospital system;
� Any other Acquisition, Merger, or affiliation (such as a Corporate Affiliation, Contracting Affiliation, or employment

of Health Care Professionals) of, by, or with another Provider, Providers (such as multiple Health Care 
Professionals from the same Provider or Provider Organization), or Provider Organization  that would result in an 
increase in annual Net Patient Service Revenue of the Provider or Provider Organization of ten million dollars or 
more, or in the Provider or Provider Organization having a near-majority of market share in a given service or 
region; 

� Any Clinical Affiliation between two or more Providers or Provider Organizations that each had annual Net Patient 
Service Revenue of $25 million or more in the preceding fiscal year; provided that this shall not include a Clinical 
Affiliation solely for the purpose of collaborating on clinical trials or graduate medical education programs; and 

� Any formation of a partnership, joint venture, accountable care organization, parent corporation, management 
services organization, or other organization created for administering contracts with Carriers or third-party 
administrators or current or future contracting on behalf of one or more Providers or Provider Organizations. 

13. What is the proposed effective date of
the proposed Material Change?














	Date of Notice: 
	Name: Springfield Anesthesia Associates, Inc.
	Federal TAX ID: 04-2390028
	MA DPH Facility ID: N/A
	NPI: 1093768830
	Business Address 1: 1350 Main Street
	Business Address 2: 
	City: Springfield
	State: MA
	Zip Code: 01103
	Business Website: springfieldanesthesia.com
	Contact First Name: Jonathan
	Contact Last Name: Ross
	Title: President, Springfield Anesthesia Service, Inc.
	Contact Phone: 413-794-1577
	Extension: 
	Contact Email: Jonathan.Ross@baystatehealth.org
	Description of Organization: Springfield Anesthesia Service, Inc. ("SAS") is a physician owned corporation providing anesthesiology  and ancillary services.
	Check Box 1: Off
	Check Box 2: Off
	Check Box 3: Yes
	Check Box 4: Off
	Check Box 5: Off
	Date: 1/1/2025


