PBH
ROUTINE ADDITIONAL SITE REQUEST FORM
For the addition of new sites for currently contracted providers

To be completed by the Provider Agency requesting site addition:

Date Form Completed:   ________________________

Provider Name:
_________________________________

Name/Title of Individual Completing Form:  _______________________________

Phone Number:  ______________________________

Email:  _______________________________

Community Support/Case Mgmt Provider Agency (If applicable):  ___________________

Name of Worker:  ____________________________________

Phone Number of Worker:  _____________________________

Email of Worker:  __________________________________

Name of Assigned Provider Relations Manager: _________________________

Date and Name UM Care Manager Contacted Verifying Potential Medical Necessity: __________________________________________________
Client’s ID# (do not include consumer’s name):  ______________________

Verification of Contracted Provider Search (All currently contracted providers of service must be contacted to verify site availability)  The following Information Must be Collected From Each Provider Agency Contacted:

· Name of Provider Agency:  _________________________________________
· Name/Title of Staff Person Contacted:  ________________________________
· Phone Number:___________________________________________________

· Date of Contact:  __________________________________________________ 

· Reason For Denial (if applicable):  ____________________________________

· Name of Provider Agency:  _________________________________________

· Name/Title of Staff Person Contacted:  ________________________________

· Phone Number:___________________________________________________

· Date of Contact:  __________________________________________________ 

· Reason For Denial (if applicable):  ____________________________________

· Name of Provider Agency:  _________________________________________

· Name/Title of Staff Person Contacted:  ________________________________

· Phone Number:___________________________________________________

· Date of Contact:  __________________________________________________ 

· Reason For Denial (if applicable):  ____________________________________

· Name of Provider Agency:  _________________________________________

· Name/Title of Staff Person Contacted:  ________________________________

· Phone Number:___________________________________________________

· Date of Contact:  __________________________________________________ 

· Reason For Denial (if applicable):  ____________________________________

· Name of Provider Agency:  _________________________________________

· Name/Title of Staff Person Contacted:  ________________________________

· Phone Number:___________________________________________________

· Date of Contact:  __________________________________________________ 

· Reason For Denial (if applicable):  ____________________________________

Please fax or email completed Additional Request Forms to your assigned Provider Relations Manager. 

**Make additional copies of this page as required.  
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