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	MISSOURI DEPARTMENT OF SOCIAL SERVICES (DSS)
MISSOURI MEDICAID AUDIT AND COMPLIANCE (MMAC) 

APPLICATION FOR PROVIDER DIRECT DEPOSIT

	AUTOMATED CLEARING HOUSE (ACH) ACCOUNTS ONLY, WIRE TRANSFER IS NOT AVAILABLE.
TYPE OR PRINT IN BLACK INK.  ALL REQUIRED INFORMATION MUST BE COMPLETED.  
A SEPARATE FORM MUST BE SUBMITTED FOR EACH NPI/TAXONOMY CODE TO BE CHANGED.

	SECTION I: TYPE OF ACTION  

	 FORMCHECKBOX 
 Initial Enrollment
	 FORMCHECKBOX 
 Re-Enrollment
	 FORMCHECKBOX 
 Revalidation
	 FORMCHECKBOX 
 Change Account/Routing Number

	SECTION II:  PROVIDER INFORMATION

	LAST NAME (if Individual or Sole-Practioner)
	FIRST NAME
	MIDDLE NAME

	     
	     
	     

	SOCIAL SECURITY NUMBER (Required if Individual or Sole-Practioner)
	DATE OF BIRTH (Required for Individual or Sole-Practioner) mm/dd/year

	       -          -         
	       -           -        

	LEGAL BUSINESS NAME (Required)
	DOING BUSINESS AS (DBA) (if applicable)

	     
	     

	STREET ADDRESS (Required)

 
	CITY (Required)
	STATE (Required)
	ZIP (Required)

	     
	      
	  
	     

	BUSINESS PHONE 
	BUSINESS FAX
	E-MAIL ADDRESS

	      /         -       
	     /         -       
	     

	PROVIDER NPI NUMBER (Required)
	PROVIDER TAXONOMY NUMBER (If Applicable)

	     
	     

	SECTION III: PAYEE INFORMATION – Complete ONLY if the Payee is different than the above Provider

	PAYEE NAME 

	     

	STREET ADDRESS (Required)

 
	CITY (Required)
	STATE (Required)
	ZIP (Required)

	     
	     
	  
	     

	PAYEE TAXPAYER IDENTIFICATION NUMBER

	     

	SECTION IV:  FINANCIAL INSTITUTION INFORMATION

	Check the type of account 
	 FORMCHECKBOX 
 CHECKING
	 FORMCHECKBOX 
 SAVINGS

	FINANCIAL INSTITUTION NAME
	BRANCH NAME OR NUMBER (If Applicable)

	     
	     

	FINANCIAL INSTITUTION ADDRESS
	TELEPHONE NUMBER

	     
	      /         -       

	ROUTING NUMBER
	DEPOSITOR ACCOUNT NUMBER

	                 
	                                

	Check the type of document attached
	 FORMCHECKBOX 
 PRE-PRINTED VOIDED CHECK  
	 FORMCHECKBOX 
 FINANCIAL INSTITUTION LETTER

	SECTION V:  CERTIFICATION AND SIGNATURE

	I understand that in endorsing or depositing checks that payment will be from Federal and State funds and that any falsification or concealment of   material fact may be prosecuted under Federal and State laws.

	I hereby authorize the State of Missouri to initiate credit entries (deposits) and to initiate, if necessary, debit entries (withdrawals) or adjustments for any credit entries made in error to my account designated above. 



	I understand that the State of Missouri may terminate my enrollment in the Direct Deposit program if the State is legally obligated to withhold part or all payments for any reason.



	I understand that Missouri Medicaid Audit and Compliance may terminate my enrollment if I no longer meet the eligibility requirements. 



	I understand that this document shall not constitute an amendment or assignment of any nature whatsoever of any contract, purchase order or obligation that I may have with any agency of the State of Missouri. 



	 SIGNATURE
	PRINTED NAME
	DATE

	
	     
	   /    /     

	MMAC Provider Enrollment, P.O. Box 6500 (mailing), 205 Jefferson St., 2nd Fl (physical), Jefferson City, MO
                    Fax:  573/751-5065              e-mail:  mmac.providerenrollment@dss.mo.gov             website:  www.mmac.mo.gov

	MISSOURI MEDICAID AUDIT AND COMPLIANCE USE ONLY

	 FORMCHECKBOX 
 APPROVED           FORMCHECKBOX 
 DENIED
	MMAC STAFF SIGNATURE
	DATE
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