HCBS PROVIDER REASSESSMENT COMMUNICATION FORM
INSTRUCTIONS

The intent of the HCBS Provider Reassessment Communication form is to more efficiently manage requests related to the utilization of SharePoint or requests involving the monthly provider reassessment lists.  The form provides a method for providers to communicate any changes or issues impacting the reassessment process to the Division of Senior and Disability Services (DSDS).
Upon completion of the form, providers will forward to Provider.Reassessments@health.mo.gov, the email account established to assure receipt by the appropriate DSDS staff. 

INSTRUCTIONS

PROVIDER NAME:
Enter legal name of provider agency. 
NPI NUMBER:  Enter the NPI number received from Missouri Medicaid Audit and Compliance (MMAC).
DATE:  Enter the date of the request.

REQUESTER’S NAME:  Enter the requester’s name. 
REQUESTER’S ROLE/TITLE:  Enter the requester’s role/title within the agency making the request.
EMAIL:  Enter the email of the requester.
PHONE NUMBER:  Enter the phone number of the requester, including the area code.
SHAREPOINT:  Check the box most accurately describing the reason for your request.  Use the description field if further information is needed.

REASSESSMENT LISTS:  Check the box most accurately describing the reason for your request.  Indicate the type of change as well as what service type the change applies to.  Use the description field if other information is needed. 

ADDITIONAL REQUESTS:  Provide in detail requests that may not be indicated on the form.

