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Mercy Managed Behavioral Health In-Network Provider Change Form 
 

Effective date for this change:  ____/____/____ Email Address: _________________________________ 

 

Last Name:  ___________________________ First Name:  _________________________ M.I.:  _______ 

 

SS#:  ______-_____-________ Tax ID Number (TIN#):_____-______________ DOB: ____/____/____ 

 

Provider NPI:  ____________________________  Group NPI: ____________________________ 

 

Medicare Number: ________________________  Medicaid Number: ______________________ 

 

Title:  MD or DO or Other_______________ (Circle One) State License #_______________State:_______ 

 

Mailing Address Change 

 

Street Address:  ____________________________________________________________ Suite________ 

 

P.O. Box________________________________ City______________________________ State ________ 

 

Zip Code ________-________ Fax # (____)-____-______ Phone # (____) ____-______ 

 

Billing Address Change 

 

Street Address:  ____________________________________________________________ Suite________ 

 

P.O. Box________________________________ City______________________________ State ________ 

 

Zip Code ________-________ Fax # (____)-____-______ Phone # (____) ____-______ 

 

Service Address Change 

 

Primary or secondary practice location (Circle One) 

 

Street Address:  ____________________________________________________________ Suite________ 

 

P.O. Box ________________________________ City______________________________ State _______ 

 

Zip Code ________-________ Fax # (____)-____-______ Phone # (____) ____-______ 

 

Primary or secondary practice location (Circle One) 

 

Street Address:  ____________________________________________________________ Suite________ 

 

P.O. Box ________________________________ City______________________________ State _______ 

 

Zip Code ________-________ Fax # (____)-____-______ Phone # (____) ____-______ 

 

NOTES: 

 

 


