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	Today’s date
	
	  Name
	     
	 Phone     
	        -         -       

	

	Please complete ALL sections of this form.

	

	TYPE OF INFORMATION BEING PROVIDED TO NETWORK HEALTH

	 FORMCHECKBOX 
 New individual provider or provider group
	 FORMCHECKBOX 
 Current individual provider or provider group

	 FORMCHECKBOX 
 New hospital or facility
	 FORMCHECKBOX 
 Current hospital or facility

	Participates in    FORMCHECKBOX 
 MassHealth      FORMCHECKBOX 
 Commonwealth Care     FORMCHECKBOX 
 Medical Security Program    FORMCHECKBOX 
 All

	Network Health provider ID # or billing ID #
	     
	  Tax ID #
	     

	

	TYPE OF INFORMATION BEING CHANGED/ADDED

	 FORMCHECKBOX 
 New provider profile
	 FORMCHECKBOX 
 Change existing name 
	 FORMCHECKBOX 
 Add information to existing profile

	 FORMCHECKBOX 
 New provider profile for existing group
	 FORMCHECKBOX 
 Change existing practice address 
	 FORMCHECKBOX 
 Add practice address 

	
	 FORMCHECKBOX 
 Change existing billing address 
	 FORMCHECKBOX 
 Add billing address (attach W-9)

	
	 FORMCHECKBOX 
 Change group affiliation
	 FORMCHECKBOX 
 Add group affiliation

	Effective date for change/addition      /    /    
	

	

	Provider terminating  from
	 FORMCHECKBOX 
 MassHealth   
	 FORMCHECKBOX 
 Commonwealth Care  
	

	
	 FORMCHECKBOX 
 Medical Security Program
	 FORMCHECKBOX 
 All
	Effective     /    /    

	Reason for termination
	 FORMCHECKBOX 
 Left group practice
	 FORMCHECKBOX 
 Moved out of state
	 FORMCHECKBOX 
 Retired
	 FORMCHECKBOX 
 Changed to specialist

	
	 FORMCHECKBOX 
 Changed tax ID#
	 FORMCHECKBOX 
 Deceased
	 FORMCHECKBOX 
 Other
	     

	

	SECTION A: PROVIDER AND PRACTICE INFORMATION

	Provider information

	Last name
	     
	 First name
	     
	  M.I.
	  
	Sex   FORMCHECKBOX 
 M   FORMCHECKBOX 
 F

	DOB
	    /    /    
	 SSN
	     
	 DEA #
	     
	MA lic #
	     
	 NPI #
	     

	Provider e-mail 
	     
	Race and/or ethnicity
	     

	Board certified   FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N        CANS certified  FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N

	

	Practice information

	Hospital affiliations
	

	IPA/PHO affiliations
	

	Licensure(s) obtained Please check all that apply.

	 FORMCHECKBOX 
 APRN
	 FORMCHECKBOX 
 EdD
	 FORMCHECKBOX 
 LMFT
	 FORMCHECKBOX 
 MEd
	 FORMCHECKBOX 
 PsyD

	 FORMCHECKBOX 
 BS
	 FORMCHECKBOX 
 LADC
	 FORMCHECKBOX 
 LMHC
	 FORMCHECKBOX 
 MSW
	 FORMCHECKBOX 
 RN

	 FORMCHECKBOX 
 CADAC
	 FORMCHECKBOX 
 LCSW
	 FORMCHECKBOX 
 MA
	 FORMCHECKBOX 
 NP
	 FORMCHECKBOX 
 RNCS

	 FORMCHECKBOX 
 CNS
	 FORMCHECKBOX 
 LICSW
	 FORMCHECKBOX 
 MD
	 FORMCHECKBOX 
 PhD
	

	Specialties offered Please check all that apply.

	 FORMCHECKBOX 
 Children and adolescents
	 FORMCHECKBOX 
 Inpatient electroconvulsive therapy (ECT) services
	

	 FORMCHECKBOX 
 Children in custody of the Commonwealth
	 FORMCHECKBOX 
 People who are homeless
	 FORMCHECKBOX 
 Sexual abuse

	 FORMCHECKBOX 
 Cognitive behavioral therapy
	 FORMCHECKBOX 
 People with disabilities
	 FORMCHECKBOX 
 Sexual offenders

	 FORMCHECKBOX 
 Dual-diagnosis
	 FORMCHECKBOX 
 Phobic disorders
	 FORMCHECKBOX 
 Substance abuse

	 FORMCHECKBOX 
 Eating disorders
	 FORMCHECKBOX 
 Post-traumatic stress disorder
	 FORMCHECKBOX 
 Trauma

	 FORMCHECKBOX 
 Firesetting
	 FORMCHECKBOX 
 Pregnancy
	

	 FORMCHECKBOX 
 HIV/AIDS
	 FORMCHECKBOX 
 Serious and persistent mental illness
	

	Additional information      FORMCHECKBOX 
 Psychiatry (PSYK)      FORMCHECKBOX 
 Psychopharmacology (PKRX)                                      

	

	SECTION B: PRACTICE LOCATION

	Primary practice location

	Practice name
	     

	Address
	

	City
	
	     State
	
	    ZIP
	

	Phone
	       -         -       
	  Fax
	       -         -       
	 Practice e-mail
	

	Contact person
	     
	   Title
	     

	Office hours
	Sun
	     
	Mon
	     
	Tue
	     
	Wed
	     

	
	Thu
	     
	Fri
	     
	Sat
	     
	

	Handicap accessibility   FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N
	Age groups seen    FORMCHECKBOX 
 0-18    FORMCHECKBOX 
 18-65    FORMCHECKBOX 
 65+   FORMCHECKBOX 
 Other age group
	     

	Is this location public transportation accessible?  FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N

	Languages
	 FORMCHECKBOX 
 Spoken Please specify.
	     

	
	 FORMCHECKBOX 
 Provided by interpreters Please specify.
	     

	

	Additional practice locations

	Practice name
	     

	Address
	

	City
	
	     State
	
	     ZIP
	

	Phone
	       -         -       
	  Fax
	       -         -       
	Practice e-mail
	

	Contact person
	
	  Title
	     

	Office hours
	Sun
	     
	Mon
	     
	Tue
	     
	Wed
	     

	
	Thu
	     
	Fri
	     
	Sat
	     
	
	

	Handicap accessibility  FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N
	Age groups seen    FORMCHECKBOX 
 0-18   FORMCHECKBOX 
 18-65    FORMCHECKBOX 
 65+    FORMCHECKBOX 
 Other age group
	     

	Is this location public transportation accessible?  FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N
	

	Languages
	 FORMCHECKBOX 
 Spoken Please specify.
	     

	
	 FORMCHECKBOX 
 Provided by interpreters Please specify.
	     

	Please separately attach all of the above information for any additional practice locations.

	

	SECTION C: BILLING INFORMATION*

	*Please submit a W-9 for each new billing address.
	For this tax ID #, which claim form(s) will you use? Please check one.

 FORMCHECKBOX 
 UB04     FORMCHECKBOX 
 CMS 1500     FORMCHECKBOX 
 Both

	Tax ID #
	
	

	Name on check
	
	is (Please check one.)   FORMCHECKBOX 
 Individual name   FORMCHECKBOX 
 Group name

	Address
	

	City
	
	   State
	
	    ZIP
	

	 FORMCHECKBOX 
 Send 1099 to this address.    FORMCHECKBOX 
 Send payments to this address.    FORMCHECKBOX 
 This is an EDI address.    FORMCHECKBOX 
 This is a new billing address.

	Does your practice file claims electronically?  FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N

	

	FOR NETWORK HEALTH USE ONLY

	Provider network

	MassHealth (GT)
	Commonwealth Care (CC)
	Medical Security Program (EX)

	CA            FORMCHECKBOX 
 C           
	CA             FORMCHECKBOX 
 C                 IS           FORMCHECKBOX 
 C
	CA             FORMCHECKBOX 
 C                 IS           FORMCHECKBOX 
 C

	                  FORMCHECKBOX 
 N
	                   FORMCHECKBOX 
 N                               FORMCHECKBOX 
 N                                
	                   FORMCHECKBOX 
 N                               FORMCHECKBOX 
 N                                

	
	
	

	NH            FORMCHECKBOX 
 C           
	NH             FORMCHECKBOX 
 C
	NH             FORMCHECKBOX 
 C

	                  FORMCHECKBOX 
 N
	                   FORMCHECKBOX 
 N
	                   FORMCHECKBOX 
 N

	Instructions:

	    FORMCHECKBOX 
 Set up new provider profile, effective     /    /        

	    FORMCHECKBOX 
 Change existing provider profile with above information, effective
	    /    /    

	    FORMCHECKBOX 
 Add information to existing provider profile with above information, effective     /    /    

	    FORMCHECKBOX 
 Link provider to vendor/facility #
	
	Fee code
	
	 effective     /    /       

	    FORMCHECKBOX 
 Link provider TIN #
	
	  to IPA/PHO panel #
	
	 effective     /    /    

	    FORMCHECKBOX 
 Remove provider IPA affiliation from V/F #
	
	 effective     /    /     (provider still participating in plan)

	

	Service types offered
	

	
	

	 FORMCHECKBOX 
 X010 — Acupuncture detoxification treatment
	 FORMCHECKBOX 
 X200 — Neuropsychological testing

	 FORMCHECKBOX 
 X020 — Acute treatment services (ATS) for substance use disorders (Level III.7)
	 FORMCHECKBOX 
 X210 — Observation/Holding beds

	 FORMCHECKBOX 
 X030 — Administratively necessary day (AND)
	 FORMCHECKBOX 
 X220 — Opioid replacement therapy

	 FORMCHECKBOX 
 X040 — Clinical support services (CSS) for substance use disorders (Level III.5)
	 FORMCHECKBOX 
 X230 — Outpatient detoxification treatment

	 FORMCHECKBOX 
 X050 — Community crisis stabilization (CCS)
	 FORMCHECKBOX 
 X240 — Outpatient electroconvulsive therapy (ECT)

	 FORMCHECKBOX 
 X060 — Community support program (CSP)
	 FORMCHECKBOX 
 X250 — Outpatient services

	 FORMCHECKBOX 
 X070 — Community-based acute treatment (CBAT) for children and adolescents
	 FORMCHECKBOX 
 X260 — Partial hospitalization program (PHP)

	 FORMCHECKBOX 
 X075 — Dialectical behavioral therapy
	 FORMCHECKBOX 
 X270 — Psychiatric day treatment

	 FORMCHECKBOX 
 X080 — Dual diagnosis acute residential treatment (DDART)
	 FORMCHECKBOX 
 X280 — Psychological testing

	 FORMCHECKBOX 
 X090 — Emergency services program (ESP: adults)
	 FORMCHECKBOX 
 X290 — Specialing

	 FORMCHECKBOX 
 X100 — Enhanced acute treatment services (EATS) for substance use disorders
	 FORMCHECKBOX 
 X300 — Structured outpatient addictions program 

	 FORMCHECKBOX 
 X110 — Family support and training
	                    (SOAP)

	 FORMCHECKBOX 
 X120 — In-home behavioral services
	 FORMCHECKBOX 
 X310 — Therapeutic mentoring services 

	 FORMCHECKBOX 
 X130 — In-home therapy services
	 FORMCHECKBOX 
 X320 — Transitional care unit (TCU)

	 FORMCHECKBOX 
 X140 — Inpatient electroconvulsive therapy (ECT) 
	 FORMCHECKBOX 
 X325 — Urgent care appointments

	 FORMCHECKBOX 
 X150 — Inpatient mental health services
	 FORMCHECKBOX 
 X330 — Youth mobile crisis intervention

	 FORMCHECKBOX 
 X160 — Inpatient substance use disorder services (Level IV)
	

	 FORMCHECKBOX 
 X170 — Intensive care coordination 
	

	 FORMCHECKBOX 
 X180 — Intensive community-based acute treatment for children and adolescents (ICBAT)

	 FORMCHECKBOX 
 X190 — Intensive outpatient program (IOP)

	
	

	Provider terminating from   FORMCHECKBOX 
 MassHealth    FORMCHECKBOX 
 Commonwealth Care    FORMCHECKBOX 
 Medical Security Program     FORMCHECKBOX 
 All       
	Effective     /    /    

	
Involuntary termination (INVT)

	
 FORMCHECKBOX 
 Loss of license (LOL)     FORMCHECKBOX 
 MassHealth suspension (SUSP)     FORMCHECKBOX 
 Network Health termination for cause (TERM)

	
Voluntary termination (VOLT)

	
 FORMCHECKBOX 
 Moved out of state (MOS)     FORMCHECKBOX 
 Left group practice (PLGP)    

	
 FORMCHECKBOX 
 Changed tax ID #    FORMCHECKBOX 
 Not satisfied with Network Health (PLNH)

	
 FORMCHECKBOX 
 Retired (RETD)    FORMCHECKBOX 
 Deceased (DTH)    FORMCHECKBOX 
 Other (OTHE)
	

	Provider information updated     /    /    
	    Completed by
	

	

	SPECIAL INSTRUCTIONS       


3363B 12201
Form available at www.network-health.org


Network Health
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Phone: 888-257-1985

