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For changes in ownership or FEIN, call MHCP Provider Enrollment at (651) 431-2700 or 1-800-366-5411.

As a Minnesota Health Care Programs (MHCP) provider, you must keep MHCP Provider Enrollment informed of 
your most up-to-date information. Use this form to notify MHCP of the following (check all that apply):

l	 Name change

l	 Facility location address change

l	 Alternate mailing address(es) change

l	 Terminate enrollment with MHCP

FACILITY DATA – all information required
NPI/UMPI FEDERAL TAX ID NUMBER MINNESOTA TAX ID

LEGAL NAME ACCORDING TO THE IRS (Do not abbreviate)

DOING BUSINESS AS NAME PROVIDER TYPE

PREVIOUS NAME (If applicable)

TERMINATE OUR ENROLLMENT PARTICIPATION WITH MHCP      Effective Date  /  /    
If you terminate your MHCP enrollment, you will no longer receive MHCP payment for services after the date you 
indicate below.
FORWARDING ADDRESS

CITY STATE ZIP CODE

PROVIDER SIGNATURE (Required) DATE

 /  /    

FACILITY LICENSES/CERTIFICATIONS
List below and enclose a copy of each current facility license and certification if applicable. Do not list individual 
provider’s licenses.

License/Certification Number
Original Issue 

Date End Date Type of License/Certification Issuing State

 /  /   /  /  

 /  /   /  /  

 /  /   /  /  

 /  /   /  /  
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FACILITY LOCATION INFORMATION				           Effective Date  /  /    
Address 1
OLD FACILITY LOCATION ADDRESS

NEW FACILITY LOCATION ADDRESS (Practice location cannot be a PO Box)

CITY STATE ZIP CODE COUNTY

OFFICE PHONE NUMBER

    (               )

OFFICE FAX NUMBER

    (               )

ALTERNATE MAILING ADDRESSES					            Effective Date  /  /    
You can receive various types of information (listed below) at one of three addresses. Your office location is Address 
1 (above). If you want to receive information at an alternate address, list up to 2 more addresses below.

Do not list additional site location addresses here.

Address 2 Address 3
ATTN ATTN

ADDRESS ADDRESS

CITY STATE ZIP CODE CITY STATE ZIP CODE

Send our:	 Enter only one digit: 1, 2 or 3 in each box

Remittance Advice	 to address:	 l 

Reimbursement Check	 to address:	 l 

Provider Correspondence	 to address:	 l 

Authorization Request Notice and Service Agreements	 to address:	 l 

Credentials (Enrollment Status)	 to address:	 l 

1099 IRS Form	 to address:	 l

CONTACT INFORMATION
List the name of the person we can contact if we have any questions about the information on this form.
CREDENTIALING CONTACT NAME

PHONE NUMBER

    (               )	 EXT.

FAX NUMBER

    (               )

E-MAIL ADDRESS
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PROVIDER STATEMENT
I certify that the information provided on this form is accurate, complete and truthful. I will notify MHCP Provider 
Enrollment of any changes to this information.

I acknowledge that any misrepresentations in the information submitted to MHCP, including false claims, 
statements, documents, or concealment of a material fact, may be cause for denial or termination of participation as 
a Medicaid provider.
AUTHORIZED PROVIDER REPRESENTATIVE (type or print clearly)

AUTHORIZED PROVIDER REPRESENTATIVE SIGNATURE (required) TITLE DATE

 /  /    

Submit all required documentation below.

• All pages of this form

• Current copy of all licenses and certifications for facility, if applicable

Secure FAX: (651) 431-7462


	name_change: Off
	mailing_address_change: Off
	location_address_change: Off
	terminate_enrollment: Off
	facility_data: 
	npi-umpi: 
	fed_tax_id: 
	mn_tax_id: 
	tax_id_name: 
	current_facility_name: 
	provider_type: 
	previous_facility_name: 

	terminate: 
	eff_date: 
	address: 
	city: 
	state: 
	zip: 
	date: 

	license-certification: 
	number: 
	0: 
	1: 
	2: 
	3: 

	issue_date: 
	0: 
	1: 
	2: 
	3: 

	end_date: 
	0: 
	1: 
	2: 
	3: 

	type: 
	0: 
	1: 
	2: 
	3: 

	state: 
	0: 
	1: 
	2: 
	3: 


	location: 
	eff_date: 
	old_address: 
	new_address: 
	new_city: 
	new_state: 
	new_zip: 
	new_county: 
	new_phone: 
	1: 
	2: 

	new_fax: 
	1: 
	2: 


	mailing: 
	eff_date: 
	attn2: 
	address2: 
	city2: 
	state2: 
	zip2: 
	attn3: 
	address3: 
	city3: 
	state3: 
	zip3: 
	info: 
	remittance: 
	check: 
	correspondence: 
	authorization: 
	credentials: 
	1099: 


	contact_information: 
	name: 
	phone: 
	1: 
	2: 
	ext: 

	fax: 
	1: 
	2: 

	email: 

	clear_button: 
	provider_statement: 
	name: 
	title: 
	date: 



