CHANGE OF PROVIDER NOTIFICATION

No Mediation Required

                               
  ​​​​​__________     has requested that     
___________


                                            
   Participant or Parent/Guardian


                         

 New Agency Name
be the primary Psychosocial Rehabilitation service provider for _________________________.










Participant’s Name
This would necessitate a closure of the currently authorized services which have been provided by    



         _______________               effective __________________________.
                        Current Provider Agency                                                                          Last Billing Date
 All parties are in agreement that this change is desired by the participant or parent/guardian and that there are no objections to this transfer.
​Participant Reason for Change:
Current Agency Representative





Date

New Agency Representative






Date

Participant or Parent/Guardian      





Date
This notification will be sent to the MHA central PA unit along with the Request for Assessment Hours form. Copies will be given to the participant or parent/guardian, current agency and new agency.
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