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MHS Provider Enrollment

MHS offers most provider enrollment processes 
via the MHS website mhsindiana.com including:

• Request for a new contract
• Enrolling a practitioner to an existing 

contract
• Demographic updates, including address 

changes, panel updates, terminations, 
etc.

• Non-contracted enrollments

A provider must have a current IHCP provider 
enrollment number before beginning the process 
of enrolling with MHS.
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MHS Provider Enrollment

IHCP Provider 

Enrollment Link

https://portal.indianamedi

caid.com/hcp/provider/Ho

me/ProviderEnrollment/ta

bid/477/Default.aspx
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MHS Provider Enrollment
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MHS Provider Enrollment
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MHS Provider Enrollment
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Requesting a New Contract

8



Requesting a New Contract

If your provider group or office is not 

contracted with MHS, the following screens 

will guide you through the online process of 

contacting the MHS Contracting Department 

to request a new contract.
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Request a New Contract
Please complete the online 
submission form and click 
submit.

This request will then be sent 

to the MHS Contracting Team

and a Contract Negotiator will 

be in touch.
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Add Provider to Existing 
Contract
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Add Provider to Existing Contract

If you are a provider who is part of an existing 

contracted medical or behavioral health entity, 

you will use this online contracted enrollment 

form to enroll a new provider.
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Add Provider to Existing Contract
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Add Provider to Existing Contract

From this screen you will need to choose your 
provider specialty type.
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Add Provider to Existing Contract
From this screen you will need to choose your 

provider type.
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Add Provider to Existing Contract
You will need to make sure that you complete the 
entire online submission form, including uploading 
the required attachments prior to clicking Submit.
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Add Provider to Existing Contract

It is imperative 

that you 

upload and 

attach the 

MCE 

Universal 

Enrollment 

Form and the 

Collaborative 

Agreement for 

Midlevel 

Practitioners.
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Add Provider to Existing Contract

Once the form has been submitted it will be 

sent to the MHS Enrollment Team to begin 

the enrollment process.
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Non-Contracted Provider 
Enrollment
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Non-Contracted Provider 
Enrollment

If you are not contracted with MHS and do not 

wish to become contracted, complete the 

non-contracted enrollment form. All 

submissions must include a completed W9. 

Set-up may take 45 – 60 days after we 

receive your submission. You must be 

enrolled with Indiana Medicaid and have an 

Indiana Medicaid provider number.
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Non-Contracted Provider 
Enrollment
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Non-Contracted Provider 
Enrollment
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Non-Contracted Provider 
Enrollment 

Once the form is completed and you have uploaded the W9 Form, 

click Submit and this will be routed to the MHS Enrollment Team.
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Demographic Updates
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Demographic Updates

MHS is committed to providing our providers 

with the best tools possible to support their 

administrative needs. We have created an 

easy way for you to request updates to your 

information and ensure we receive what we 

need to complete your request in a timely 

manner.
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Demographic Updates
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Demographic Updates
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Demographic Updates
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Demographic Updates
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Demographic Updates

MHS has partnered 
with LexisNexis to 
assist with keeping 
our Find A Provider 
online directory 
current.  It is very 
important to keep 
provider information 
updated and most 
current. 
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Provider Directory 

Requirements
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Provider Directory Requirements
Health plans/issuers are required to establish a provider directory on their public 
website that contains a list of providers and facilities they have a direct or indirect 
contractual relationship with for furnishing items or services under the plan. 

Additionally, plans/issuers are required to:

• Establish the required verification process:

▪ Verify and update the provider directory information every 90 days

▪ Establish a process to remove providers that are unable to be verified during a 
timeframe established by issuer

▪ Make updates within 2 business days of receiving updates from a provider

• Establish the required response protocol:

• If a member requests information on whether a provider is in-network through a 
telephone call or electronic, web-based, or internet-based manner, the issuer 
must:

▪ Respond as soon as practicable but not later than 1 business day after a 
request is received, through a written electronic or print communication (as 
requested by the member)

▪ Retain communication in the member’s file for at least 2 years following the 
response

32



Provider Directory Requirements

Effective date: Plan years beginning on or after January 1, 2022

Impacted lines of business: Group plans and individual market issuers

Mandates information to be included in directory
The following information must be included in the provider directory:
• Name
• Address 
• Specialty
• Telephone number 
• Digital contact information on each health care provider or facility for which a 

plan/issuer has a contractual relationship for furnishing items and services

Print directory disclaimer: With respect to a print directory containing provider 
directory information, a notification should be included that the information was 
accurate as of the date of publication and that members should consult the online 
database or contact the plan/issuer to obtain the most current information

State Preemption
The No Surprises Act does not preempt state laws related to healthcare provider  
directories.
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Provider Directory Requirements

Cost-Sharing for Services Provided Based on Reliance on Incorrect Provider Network 
Information

If a member receives services from an out-of-network provider/facility, but received 
information through a provider directory or the response protocol stating that the 
provider/facility was in-network, the member should not be responsible for cost-
sharing beyond what they would pay if they had received services from an in-
network provider. In this situation, the in-network deductible or out of pocket maximum 
will apply. 

Disclosure on Patient Protections against Balance Billing
EOB updates needed: Plans/issuers must make publicly available, post on a website, 
and include on each EOB the following in plain language:

• The requirements and prohibitions on balance billing in the No Surprises Act and 
any applicable state laws that include requirements on providers regarding 
amounts they may charge a member for an item or service not covered under 
the member’s plan

• Information on contacting applicable State and Federal agencies if an individual 
believes a provider has violated any balance billing requirements 
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Credentialing and 
Re-credentialing
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Credentialing and Re-credentialing

The purpose of the credentialing and re-
credentialing process is to ensure all 
practitioners and organizational providers 
initially meet and continue to meet the 
established criteria for participation in the 
MHS provider network. In order to participate 
in the MHS network, all licensed physicians, 
healthcare professionals and facilities must 
meet minimum requirements as set forth by 
MHS. 
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Credentialing and Re-credentialing

The minimum requirements for participation 

in the MHS network are available in the MHS 

Provider Manual, Chapter 16.

https://www.mhsindiana.com/content/dam/centene/mhsin

diana/medicaid/pdfs/Provider_Manual_2020.pdf
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https://www.mhsindiana.com/content/dam/centene/mhsindiana/medicaid/pdfs/Provider_Manual_2020.pdf


Credentialing and Re-credentialing 

MHS requires practitioners to enroll with the Council for 

Affordable Quality Healthcare (CAQH). 

CAQH is a practitioner database website where 

practitioners can register their credentialing information 

for any and all organizations to which they want to 

apply. 

It is free to practitioners and is convenient because you 

only have to submit information to one place one time 

(and, of course, as it gets updated) rather than to each 

MCE, hospital or network you wish to join. 

It is also secure, as only authorized credentialing 

organizations may access your information with your 

permission. 

Please visit their website at caqh.org.
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Credentialing and Re-credentialing 

MHS Credentialing will ensure the provider has 

met all federal and state regulatory requirements 

by reviewing the submitted information. 

Once the application is reviewed, the 

Credentialing Committee (CC) will render a final 

decision on acceptance within 60 calendar days. 

MHS will send the practitioner a letter notifying 

the practitioner if he or she is approved by the 

CC as well as identify the effective date the 

practitioner can begin to see MHS members.
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Credentialing and Re-credentialing 

The MHS CC consists of MHS staff physicians and other 

physicians in the MHS network. 

The CC is supported by MHS Credentialing, Provider 

Relations, Compliance and QI staff. 

This committee reports regularly to the MHS Senior 

Executive Quality Improvement Committee. 

It has the responsibility to establish and adopt, as necessary, 

criteria for physician participation and termination, and to 

direct the credentialing procedures, including physician 

participation, denial and termination. 

Committee meetings are held once a month or as deemed 

necessary. 
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Credentialing and Re-credentialing

Re-Credentialing
• MHS conducts the re-credentialing process for practitioners 

and providers at least three years from the date of the initial 

credentialing decision. 

• The purpose of this process is to identify any changes in the 

practitioner’s facility, license, sanctions, certification, 

competence or other related information that may affect their 

ability to perform the services for which the practitioner or 

provider is contracted to provide. 

• This process includes all practitioners (PMPs and specialists), 

ancillary providers and hospitals previously credentialed to 

practice within the MHS network.
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MHS Team
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Provider Relations Regional 

Mailboxes

Regional Mailboxes

Northeast Region:  MHS_ProviderRelations_NE@mhsindiana.com

North Central Region:  MHS_ProviderRelations_NC@mhsindiana.com

Central Region:  MHS_ProviderRelations_C@mhsindiana.com

Northwest Region:  MHS_ProviderRelations_NW@mhsindiana.com

Southwest Region:  MHS_ProviderRelations_SW@mhsindiana.com

Southeast Region:  MHS_ProviderRelations_SE@mhsindiana.com

South Central Region:  MHS_ProviderRelations_SC@mhsindiana.com

Tier 1 Providers:  IndyProvRelations@mhsindiana.com
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Available online: 

https://www.mhsindiana.com/content/dam/centene/mhsindiana/

medicaid/pdfs/ProviderTerritory_map_2021.pdf
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Network Leadership
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Questions?

Thank you for being our 
partner in care.
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