	CHANGE REQUEST FORM INSTRUCTIONS                                                                         Revision Date NOVEMBER 2018

	SECTION I:  CONTACT INFORMATION 

	Legal Agency Name


	Enter the legal agency name as it appears on the Participation Agreement for Home and Community Based Services.

	Contract Type
	Check the contract type the proposed change applies to.

	SSBG/GR Provider Number
	Required field for all entities.  This seven-digit number can be found on the agency’s Participation Agreement for Home and Community Based Services in the Provider Number field.  

	NPI Number
	Enter the ten digit National Provider Identifier (NPI) number(s) that applies to the Contract Type chosen above.

	E-Mail Address
	Enter the e-mail address where the notification of approval/denial of the requested change can be sent.


	SECTION II:  CHANGE REQUEST

	Check the box(es) next to the type of change(s) being requested and fill in the new information for the MAIN office.



	Agency Name
	Complete if the agency name has changed but ownership has remained the same.  Attach a Provider/Vendor Profile Form, Business Organizational Structure form and all documents indicated by the section of the form completed, a completed Vendor Input/ACH-EFT Application, a DSS-MMAC EFT form, a copy of the federal tax ID notification from the IRS with the new provider name, certificate of insurance and employee dishonesty bond issued in the new name (In Home Services providers only), documentation from CMS NPPES with NPI information for new agency name, new Missouri medicaid questionnaire and enrollment application, and a copy of the new ADC, RCF, or ALF license from DHSS.  See Sections III and IV for ownership changes.



	Federal Tax ID Only
	Attach a copy of the notification from the IRS with the new federal EIN, a completed Vendor Input/ACH-EFT Application and a DSS-MMAC EFT form.

	Address for Main Office
	Fill in the new address for the main office.  Check if the change applies to the physical address, mailing address and/or pay to/IRS documents.  Attach a completed Vendor Input/ACH-EFT Application.  

	Telephone Number
	Fill in the telephone number.  Check all that the change applies to.  If the change applies to the business, attach a completed Vendor Input/ACH-EFT Application form.

	E-Mail Address

EVV Vendor (Telephony Vendor)
	Fill in the new e-mail address.  Check all that the change applies to.
Fill in the new EVV (telephony) vendor.  Attach copy documentation sufficient to show you are using EVV services. (Example:  contract or receipts from Vendor)


	Fax Number

	Fill in the new fax number.

	Days/ Hours of Operation
	Fill in the days and hours of operation for the main location.

	IHS/CDS/ADC Director
	Fill in the name of the Director for the agency.  List their full name (including aliases), date of birth, social security number and current FCSR registration from DHSS/DSDS.  DO NOT submit copy of identification card or Driver’s license.



	CDS Coordinator*
	Fill in the name of the Consumer Directed Services Coordinator. List their full name (including aliases), date of birth, social security number and current FCSR registration from DHSS/DSDS.  DO NOT submit copy of identification card or Driver’s license.

	IHS Designated Manager


	Only one Designated Manager for the agency must be reported to MMAC. List their full name (including aliases), date of birth, social security number and current FCSR registration from DHSS/DSDS.  DO NOT submit copy of identification card or Driver’s license.

Attach a current resume or application and a copy of Provider Certification Training certificate.



	IHS or ADC RN Supervisor*

	Only one RN Supervisor for the agency must be reported to MMAC.  Fill in the name of the RN Supervisor. List their full name (including aliases), date of birth, social security number, and current FCSR registration from DHSS/DSDS.  DO NOT submit copy of identification card or Driver’s license.  Attach a current resume or application and a copy of the current RN license.


	Service Area Commitment
	· Add County(ies):  List the county(ies) to be added to the Service Area Commitment. If there is more than one office, indicate the city of the office that will serve the added county(ies).   

· Remove County(ies):  List the county(ies) to be removed from the Service Area Commitment.  If there is more than one office, indicate the city of the office that previously served the removed county(ies).
· Add Service(s):  List the service(s) requested to be added to the Service Area Commitment.  If requesting Advanced Personal Care (APC) be added, an APC training plan and an APC Addendum must be attached.

· Remove Service(s):  List the service(s) requested to be removed from the Service Area Commitment.

	Satellite Office
	· If a new satellite office is being opened, check “OPEN” and fill in all fields.

· If a current satellite office is being closed, check “CLOSE” and only fill in the address field.  

· If a current satellite office’s information is being modified, check “MODIFY,” fill in the address of the satellite office being modified and/or any other fields being changed.  

	SECTIONS III and IV:  SALE OF ASSETS OR, IF PROVIDER IS A SOLE PROPRIETOR, CHANGE OF OWNERSHIP

	All fields must be completed in the appropriate Section III or IV. Include all of the documentation listed within each section. A detailed explanation of the request must be given in Section V.  MMAC will notify you if additional information will be required to in order to process request.  

	SECTION V: VOLUNTARY TERMINATION OF MO HEALTHNET ENROLLMENT

	Check the box that you wish to voluntarily terminate enrollment with MO HealthNet  effective month, date, year.. Submit the requested letters.


	SECTION VI:  COMMENTS/ADDITIONAL INFORMATION/OTHER

	Provide additional comments or information on requested changes.  Other requested change not indicated on the form should be explained in this section.

	Legal Agency Name/ Provider Number
	Enter the legal agency name and SSBG/GR provider number as it appears on the Participation Agreement for Home and Community Based Services


	Signature
	The form must be signed by a representative authorized to make changes on behalf of the agency.  The typed or printed name and title of the person signing must be included.  ELECTRONIC SIGNATURE is not acceptable.

	Submission of Form
	Submit the entire form along with all required documentation as indicated in the section(s) completed to one of the methods listed (mailing address, fax number, or email address).

	PROVIDER CONTRACTS 

Approval/Denial
	USE ONLY

Upon receipt, MMAC will review the request and any applicable documentation.  Upon approval or denial, the form will be marked accordingly and signed by the authorizing person.  If a request is denied, an explanation for denial will be given. If resubmitting information after a request has been denied, a new Change Request form must also be submitted.  The same form should not be used again.  All approved or denied forms are emailed to the entity according to the email address listed in Section I.  
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