PROVIDER SERVICES SAMPLE LETTER


CURRENT DAE

PROVIDER NAME

STREET ADDRESS

CITY, STATE ZIP

Dear PROVIDER:

Special health Care Needs (SHCN) is conducting a review of contracts and services your agency is currently providing to SHCN Participants.

A new Participant Agreement for professional and Special Services Provider, Provider Application, and Vendor Input form must be completed.  By signing this agreement Administrative Providers agree to employ qualified individuals to provide services to SHCN participants.  Although SHCN does not require copies of individual credentials, you may be audited periodically to determine if your agency employees qualified individuals.  Please refer to the current SHCN Provider Manual for listing of credentials required for individuals providing each service.

Enclosed is a spreadsheet listing your provider number, name, mainlining address, billing address, contact person, and services you are currently approved to provide.  After reviewing the spreadsheet, please check the appropriate box below and return the letter and forms to SHCN at the address below.

 FORMCHECKBOX 

Information on the enclosed spreadsheet is correct.

 FORMCHECKBOX 

Name, Number, Mailing Address, Billing Address, Contact Person, or Services Approved of Agency is not correct.

The letter and forms must be completed and retuned to SHCN by (DATE) or your contract will be terminated due to no response.

We appreciate the service you continue to provide SHCN participants.

If you have any questions or concerns, feel free to call 573/751-6246.

Provider Service Representative

Department of Health and Senior Services

Special Health Care Needs
(CENTRAL OFFICE STREET ADDRESS)
(CENTRAL OFFICE CITY, STATE, ZIP)

Enclosure(s)

Provider Service Sample Computer Printout

Provider Information:
Service Approved:

Provider Number:
Pre-Vocational/Pre-Employement Training

43160891600
Supported Employment/Follow Along


Therapy, Occupational

Provider Name:
Therapy, Physical

Hearing USA
Therapy, Speech

Mailing Address:

300 Joseph Street

Kansas City, MO 65602

Billing Address:

P.O. Box 1234

Kansas City, MO 65602

Phone:

816-213-1233

Contact Person:

Jane Doe

