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	MISSOURI DEPARTMENT OF SOCIAL SERVICES

MISSOURI MEDICAID AUDIT AND COMPLIANCE UNIT
CHANGE REQUEST 
	

	
	
	

	SECTION I:  CONTACT INFORMATION – All applicable fields in this section must be completed or the request will be denied.

	LEGAL AGENCY NAME AS IT APPEARS ON THE PARTICIPATION AGREEMENT FOR HOME AND COMMUNITY BASED CARE

	     

	CHECK ONE CONTRACT TYPE THE CHANGE(S) APPLIES TO:
	 PROVIDER NUMBER

	 FORMCHECKBOX 
 In-Home Services (IHS)
 FORMCHECKBOX 
 Consumer Directed Services (CDS)
	 FORMCHECKBOX 
 Adult Day Health Care (ADHC)

	00     

	 PERSONAL CARE NPI NUMBER
	 AGED & DISABLED WAIVER NPI NUMBER
	ADHC NPI NUMBER

	     
	     
	     

	 FEDERAL TAX ID NUMBER 
	FAX NUMBER FOR NOTIFICATION

	     
	       /          -         

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

	 FORMCHECKBOX 

	AGENCY NAME:       
Request must be submitted forty-five (45) days in advance of requested change.  Note:  Report changes of ownership in Section III or IV
Attach the following documentation.  All documentation must include the proposed new name.  

· Business Organizational Structure form and all documents indicated under the Section completed on the form
· Vendor Input/ACH-EFT Application 
· Copy of the Federal Tax ID number notification from the IRS that includes the new name 
· Certificate of Insurance and Employee Dishonesty Bond issued in the new name 


	 FORMCHECKBOX 

	FEDERAL TAX ID ONLY (Ownership Remains the Same):       
Attach the following documentation (all documentation must include the new federal tax ID number):

· Attach a Vendor Input/ACH-EFT Application and a copy of the Federal Tax ID number notification from the IRS that includes the new number

	 FORMCHECKBOX 

	ADDRESS FOR MAIN OFFICE:       
Check all that this change applies to:   FORMCHECKBOX 
 Physical      FORMCHECKBOX 
 Mailing      FORMCHECKBOX 
 Remittance Advice

· Attach a Vendor Input/ACH-EFT Application and a copy of the Federal Tax ID number notification from the IRS     

	 FORMCHECKBOX 

	TELEPHONE NUMBER:          /          -         
Check all that this change applies to:   FORMCHECKBOX 
 Business      FORMCHECKBOX 
 Director      FORMCHECKBOX 
 Designated Manager      FORMCHECKBOX 
 CDS Coordinator      FORMCHECKBOX 
 RN      FORMCHECKBOX 
 Emergency Phone
· Attach a Vendor Input/ACH-EFT Application

	 FORMCHECKBOX 

	E-MAIL ADDRESS:       
Check all that this change applies to:   FORMCHECKBOX 
 Business    FORMCHECKBOX 
 Director      FORMCHECKBOX 
 Designated Manager      FORMCHECKBOX 
 CDS Coordinator      FORMCHECKBOX 
 RN


	 FORMCHECKBOX 

	FAX NUMBER:           /         -       
	 FORMCHECKBOX 

	DAYS  OF OPERATION:       

	 FORMCHECKBOX 

	EMERGENCY PHONE NUMBER:          /         -      
	 FORMCHECKBOX 

	HOURS OF OPERATIONS:       

	 FORMCHECKBOX 

	IHS DESIGNATED MANAGER:       
· Attach a copy of a current resume or employment application, any license/degree/certification, Provider Certification Training certificate
	 FORMCHECKBOX 

	IHS OR ADHC RN SUPERVISOR:       
· Attach a copy of a current resume or employment application and  RN license

	 FORMCHECKBOX 

	IHS DIRECTOR:       
	 FORMCHECKBOX 

	CDS EXECUTIVE DIRECTOR:      

	 FORMCHECKBOX 

	ADHC CONTACT PERSON:       
	 FORMCHECKBOX 

	CDS COORDINATOR:      

	 FORMCHECKBOX 

	USE ELECTRONIC SERVICE VERIFICATION SYSTEM (TELEPHONY) RATHER THAN PAPER TIMESHEETS 

	
	COMPANY PROVIDING SERVICE:      

	
	ANTICIPATED IMPLEMENTATION DATE:      

	
	PARTICIPATING IN TELEPHONY PILOT PROJECT:        FORMCHECKBOX 
 URBAN PILOT           FORMCHECKBOX 
 RURAL PILOT           FORMCHECKBOX 
 BOTH PILOTS

	 FORMCHECKBOX 

	DISCONTINUE USE OF TELEPHONY SYSTEM EFFECTIVE        /       /      

	SERVICE AREA COMMITMENT 

	
	 FORMCHECKBOX 
  ADD COUNTY(IES):        
IF THERE ARE MULTIPLE OFFICE LOCATIONS, INDICATE THE CITY OF THE OFFICE THAT WILL SERVE THE COUNTY(IES)

	
	 FORMCHECKBOX 
  REMOVE COUNTY(IES):       
IF THERE ARE MULTIPLE OFFICE LOCATIONS, INDICATE THE CITY OF THE OFFICE THAT SERVED THE COUNTY(IES)

	
	 FORMCHECKBOX 
  ADD SERVICE(S)*:        
      *IF ADDING ADVANCED PERSONAL CARE (APC), ATTACH AN APC TRAINING PLAN AND AN APC ADDENDUM

	
	 FORMCHECKBOX 
  REMOVE SERVICE(S):        

	SATELLITE OFFICE:     
	 FORMCHECKBOX 
 OPEN complete all fields                 FORMCHECKBOX 
 CLOSE fill in address field only                                       

 FORMCHECKBOX 
 MODIFY fill in address field and any other fields that are changing

	 FORMCHECKBOX 
  SUPERVISOR/MANAGER/CDS COORDINATOR:       

	 FORMCHECKBOX 
  MAILING/PHYSICAL ADDRESS:       

	 FORMCHECKBOX 
  TELEPHONE NUMBER:       /       -       
	 FORMCHECKBOX 
  FAX NUMBER:       /       -       

	 FORMCHECKBOX 
  EMERGENCY NUMBER:       /       -       
	 FORMCHECKBOX 
  E-MAIL ADDRESS:       

	 FORMCHECKBOX 
  DAYS AND HOURS OF OPERATION:       

	 FORMCHECKBOX 
  COUNTIES SERVED BY THIS OFFICE:      
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	SECTION III:  SALE OF ASSETS OR, IF PROVIDER IS A SOLE PROPRIETOR, CHANGE OF OWNERSHIP 


	· If the buying entity currently has a Participation Agreement for Home and Community Based Care with Missouri Medicaid Audit and Compliance Unit (MMAC), the selling Provider/Vendor must supply the information requested below.  

· If the buying entity does not currently have a Participation Agreement with the MMAC, a proposal must be submitted, approved and a Participation Agreement fully executed prior to any sale taking place.  

· The selling Provider/Vendor must sign a Participation Agreement Termination Amendment.  

· Notification must be given to MMAC at least forty-five (45) days prior to any sale/change taking place.  
· Attach a copy of the letter to be sent to participants notifying them of the sale.

· For further information, refer to PM-04-01.

	BUYING PROVIDER NAME
	BUYING PROVIDER’S PROVIDER NUMBER

	     

	00     

	BUYING PROVIDER CONTACT NAME
	BUYING PROVIDER TELEPHONE NUMBER

	     
	     /       -      

	BUYING PROVIDER MAILING ADDRESS
	CITY, STATE, ZIP CODE

	     
	     

	DATE DELIVERY OF SERVICES BY SELLING PROVIDER WILL CEASE
	PLANNED EFFECTIVE DATE OF SALE

	    /      /      
	    /      /      

	SECTION IV:   SALE OF STOCK (OF CORPORATIONS) OR OWNERSHIP CHANGES FOR LIMITED LIABILITY COMPANIES OR             PARTNERSHIPS 

	BUYER’S  NAME
	PROVIDER NUMBER, IF ANY

	     
	00     

	CONTACT NAME(S)
	TELEPHONE NUMBER(S)

	     
	     /       -      

	MAILING ADDRESS(ES)
	CITY, STATE, ZIP CODE

	     
	     

	PLANNED EFFECTIVE DATE OF SALE

	   -    -     

	· Notification must be given to Missouri Medicaid Audit and Compliance Unit at least forty-five (45) days prior to any sale/change taking place.  

· Attach a Business Organizational Structure form with the appropriate documentation as indicated on the form.

· Attach an original, signed letter on the agency’s letterhead explaining in detail the type of change requested and the reason.  

· After receiving notification, MMAC will notify the Provider/Vendor of additional information required.  

	SECTION V:  COMMENTS/ADDITIONAL INFORMATION/OTHER

	      

	LEGAL AGENCY NAME AS IT APPEARS ON THE PARTICIPATION AGREEMENT FOR HOME AND COMMUNITY BASED CARE
	PROVIDER NUMBER

	     
	00     

	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 - no faxed or e-mailed copies will be accepted.  
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 Contracts

P.O. Box 6500

Jefferson City, MO 65102-6500
Physical Address:

Missouri Medicaid Audit and Compliance 

Provider Contracts

205 Jefferson St., 2nd Floor

Jefferson City, MO 65101


	HCS PROVIDER CONTRACTS USE ONLY

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

	q Approved
q Denied            
	q PROD

q HCS Application


	q Access DB

q ASPEN
	q Weekly Update

	COMMENTS

	AUTHORIZING SIGNATURE
	DATE
	DATA ENTRY SIGNATURE
	DATE
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