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	MISSOURI DEPARTMENT OF SOCIAL SERVICES

MISSOURI MEDICAID AUDIT AND COMPLIANCE UNIT

PROVIDER UPDATE
	

	
	
	

	SECTION I:  CONTACT INFORMATION – Please fill in applicable fields in this section with your current information.

	UPDATE REQUEST (submit separate forms for each provider type)

	FOR INDIVIDUALS: LAST NAME
	FIRST NAME
	MIDDLE NAME
	SUFFIX

	     
	     
	     
	     

	FOR AGENCIES: BUSINESS NAME 
	DBA (if applicable)

	     
	     

	PHYSICAL ADDRESS 
	CITY
	STATE
	ZIP CODE

	     
	     
	     
	     

	MISSOURI MEDICAID PROVIDER NUMBER
	NATIONAL PROVIDER IDENTIFIER (NPI)
	TAX IDENTIFICATION NUMBER (TIN) OR EIN (if applicable)

	     
	     
	     

	MEDICARE I.D. NUMBER (if applicable)
	LICENSE / CERTIFICATION NUMBER (if applicable)
	SOCIAL SECURITY NUMBER (for individuals)

	     
	     
	     

	PHONE NUMBER
	FAX NUMBER 
	E-MAIL ADDRESS

	(   )          -         
	(   )          -         
	     

	SECTION II:  CHANGE REQUEST - Place an “X” in the box next to the change(s) requested.  Please fill in applicable fields with the new information.   All required documents, as indicated by the change requested, must be submitted or the request will be denied.  

	 FORMCHECKBOX 

	AGENCY NAME:       
Attach the following documentation.  All documentation must include the proposed new name.  

· Change of Ownership Application

· Direct Deposit Application 
· Copy of the Federal Tax ID number notification from the IRS that includes the new name 


	 FORMCHECKBOX 

	ADDRESS/CONTACT INFORMATION:  Check all that this change applies to  (use fields below to make applicable changes) 
  FORMCHECKBOX 
 Add/Remove/Edit additional practice location(s)    FORMCHECKBOX 
 Business Hours     FORMCHECKBOX 
 Changes to information in Section I   FORMCHECKBOX 
Mailing/Remittance Address

  FORMCHECKBOX 
 Physical/Primary Address Changes    FORMCHECKBOX 
 Other



	1
	 FORMCHECKBOX 
  Add
	 FORMCHECKBOX 
  Delete
	 FORMCHECKBOX 
  Edit
Delete


	Effective Date:       

	
	ADDRESS 
	CITY
	STATE
	ZIP CODE

	
	     
	     
	     
	     

	
	PHONE NUMBER
	FAX NUMBER
	NPI NUMBER
	TAXONOMY NUMBER

	
	     
	     
	     
	     

	
	BUSINESS HOURS
	E-MAIL ADDRESS
	
	

	
	     
	     
	
	

	2
	 FORMCHECKBOX 
  Add
	 FORMCHECKBOX 
  Delete
	 FORMCHECKBOX 
  Edit
Delete


	Effective Date:       

	
	ADDRESS 
	CITY
	STATE
	ZIP CODE

	
	     
	     
	     
	     

	
	PHONE NUMBER
	FAX NUMBER
	NPI NUMBER
	TAXONOMY NUMBER

	
	     
	     
	     
	     

	
	BUSINESS HOURS
	E-MAIL ADDRESS
	
	

	
	     
	     
	
	

	3
	 FORMCHECKBOX 
  Add
	 FORMCHECKBOX 
  Delete
	 FORMCHECKBOX 
  Edit
Delete


	Effective Date:       

	
	ADDRESS 
	CITY
	STATE
	ZIP CODE

	
	     
	     
	     
	     

	
	PHONE NUMBER
	FAX NUMBER
	NPI NUMBER
	TAXONOMY NUMBER

	
	     
	     
	     
	     

	
	BUSINESS HOURS
	E-MAIL ADDRESS
	
	

	
	     
	     
	
	

	 FORMCHECKBOX 

	CHANGE OF OWNERSHIP:        
Attach the following documentation.  All documentation must include the new owner(s) information.
· Change of Ownership Application

· Direct Deposit Application

	 FORMCHECKBOX 

	FEDERAL TAX ID ONLY :       
Attach the following documentation. All documentation must include the new federal tax ID number
· Copy of the Federal Tax ID number notification from the IRS that includes the new number 

	 FORMCHECKBOX 

	INDIVIDUAL PROVIDER NAME:      
Attach the following documentation (all documentation must include the proposed new name).

· Copy of the document proving name change (i.e. marriage certificate or divorce decree)

	
	

	
	


	SECTION III:  COMMENTS/ADDITIONAL INFORMATION/OTHER

	      

	LEGAL AGENCY/INDIVIDUAL NAME
	PROVIDER NUMBER

	     
	         

	THE AUTHORIZED SIGNER OF THIS DOCUMENT VERIFIES THAT HE/SHE IS AN INDIVIDUAL OR THE REPRESENTATIVE OF THE PROVIDER/VENDOR AND IS THE DULY AUTHORIZED AGENT TO EXECUTE THIS CHANGE REQUEST DOCUMENT ON BEHALF OF THE PROVIDER/VENDOR UNDER AUTHORITY GRANTED BY SAID PROVIDER/VENDOR.

	(Signature)
	DATE        /        /     

	TYPE OR PRINT NAME OF PERSON SIGNING
	TYPE OR PRINT TITLE OF PERSON SIGNING

	     
	     

	Both pages of this form must be submitted with an original signature - faxed or e-mailed copies will be accepted with signature.  

The request will not be processed unless all required documents, as indicated by the change requested, are attached.  

	Mailing Address:

Missouri Medicaid Audit and Compliance 

Provider Enrollment
P.O. Box 6500

Jefferson City, MO 65102-6500
Physical Address:

Missouri Medicaid Audit and Compliance 

Provider Enrollment
205 Jefferson St., 2nd Floor

Jefferson City, MO 65101


	MMAC USE ONLY

	The requested change(s) has been:      
	The requested change(s) has been data entered in:

	q Approved
	
	· eMMIS
	· Workspace
	
	

	q Denied    
	q Ready for imaging 
	
	

	COMMENTS

	AUTHORIZING SIGNATURE
	DATE
	DATA ENTRY SIGNATURE
	DATE

	
	
	
	


                                                                                                                                                                                                                                                                                                                                         MMAC Update App 2012-10-03


