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Overview 

Note: The Indiana Health Coverage Programs (IHCP) encourages providers to use the IHCP 
Provider Healthcare Portal (IHCP Portal) to update their provider profiles. However, all 
profile updates may be made by mail using the appropriate paper forms, if needed. 

Indiana Medicaid enrolled providers can use this form to update the name, address and related information in 

their Indiana Health Coverage Programs (IHCP) provider profile. 

Four name and address types are maintained for each provider service location (practice site) enrolled in the IHCP. 

Name and 
Address Type 

Description 

Provider/W-9 The provider name on the enrollment refers to the entity that maintains 
ownership of the business for tax purposes. The provider name must exactly match 
the name in line 1 of the W-9 form. 

The W-9 address on the enrollment is the address of the entity that maintains 

ownership of the business. This address must match the address on the W-9 form. 

See details in the Provider Name and W-9 Address Changes section of this form. 

Service 
Location 

A “service location” is a site that is owned or rented by the provider, and is usually 
where patients obtain services and where supporting documentation related to 
claims is maintained. If a service location is operating under a different name than 
the provider name described in the previous row, then the “doing business as” 
(DBA) designation is the service location name. The service location name on the 

enrollment must match the name in line 2 of the W-9 form. If no name is entered 
in line 2 of the W-9 form, the service location name must match the provider name 

described in the previous row (which is the name in line 1 of the W-9 form). 

The service location address must be a physical location; a post office box is not 
a valid service location address.  

See additional details in the Service Location Name and Address Changes section of 

this form. 

Mail To The mail-to name is the addressee on general correspondence sent by the IHCP. 

The mail-to address is the location where the IHCP sends general 
correspondence. A post office box is acceptable for a mailing address. 

See additional details in the Mail-To Name and Address Changes section of this 

form. 

Pay To The pay-to name is the payee on all checks paid to the provider by the IHCP. 

The pay-to address is the location where the IHCP mails payments. A post office 

box is acceptable for a mailing address.  

See additional details in the Pay-To Name and Address Changes section of this form. 

Who Completes This Form 

Billing and group providers use this form to report name changes (business and personal) as well as address 
changes. Group providers can also use this form to submit name changes on behalf of rendering providers 

linked to their service locations. (The IHCP does not maintain address information for rendering providers.) 

Waiver providers must contact the appropriate Family and Social Services Administration (FSSA) waiver 
division before submitting this form. 

 

https://portal.indianamedicaid.com/


IHCP Provider Enrollment IHCP Provider Name and Address  
PO Box 50443 Maintenance Form  
Indianapolis, IN 46250-0418 Page 2 of 7 Version 6.3, July 14, 2026 

If the name/address change is the result of a change of ownership (CHOW), do not complete 
this form. For a change of ownership, complete and submit the appropriate IHCP provider packet. Go to 
the Complete an IHCP Provider Enrollment Application page at in.gov/medicaid/providers and select your 
provider type to find the appropriate provider packet. Be sure to include supporting documentation and a 

copy of the purchase agreement or bill of sale with the provider packet. (Note: A CHOW can also be 
submitted via the IHCP Portal.) 

Sections to Complete 

When using this form to report a change, the following sections must be completed: 

• Provider Identification 

• Maintenance Request Information 

• Contact Information 

• Authorized Signature Information 

In addition to the above mandatory sections, providers should also complete any section where the 
information has changed. If the information in a section has not changed, leave that section blank. For 
example, if your mail-to address has changed but the pay-to address has not, complete the Mail-To Name and 

Address Changes section but leave the Pay-To Name and Address Changes section blank. 

Supporting Documentation Requirements 

A new W-9 form is required for any change to the provider/W-9 name or address or the service location name. 

Rendering provider name changes do not require a W-9 form. If the change you are making requires a revised 
W-9 form, follow these steps: 

1. Go to the Internal Revenue Service (IRS) website at irs.gov. 

2. Locate the W-9 form and click the link to download it. 

3. Complete the W-9 based on the instructions provided by the IRS. 

4. Print the W-9 and mail it to the IHCP Provider Enrollment Unit as an attachment to this form.  

Additionally, proof of a legal name change must accompany any personal name-change requests – including 

for rendering providers. (Changes limited to the pay-to or mail-to name only are excluded from this 
requirement.) An updated practitioner’s license is acceptable as proof of legal name change. If the practitioner’s 

license does not show the new name, a legal name-change court document must be submitted.  

Changes to the service location name require registration documentation from the Secretary of State or 
your county recorder’s office showing the DBA name has been registered, except when the business name is 
a nonregistered personal name. 

Next Steps 

After completing this form, follow these steps: 

1. Perform a quality check using the checklist on the following page. The quality check helps ensure that 

your maintenance request can be processed in a timely manner. 

2. Make a copy of the maintenance form and other documentation for your records. 

3. If additional maintenance forms are needed, return to the Update Your Profile webpage at 
in.gov/medicaid/providers and select another form. 

4. Mail the maintenance forms and other required documentation to the following address: 
 

 IHCP Provider Enrollment 
 PO Box 50443  
 Indianapolis, IN 46250-0418 

https://www.in.gov/medicaid/providers/provider-enrollment/complete-an-ihcp-provider-enrollment-application/
http://www.irs.gov/
https://www.in.gov/medicaid/providers/provider-enrollment/provider-enrollment-and-maintenance-actions/update-your-provider-profile/
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Maintenance Request Information 

1. Is the change a result of a change of ownership?  Yes No 

If yes, do not complete this form. For a change of ownership, complete and submit the appropriate 
IHCP provider packet; include supporting documentation and a copy of the purchase agreement or bill of sale. 

2. Is the change to a rendering provider name?  Yes No 

If yes, report the change in the Rendering Provider Name Change section of this form. Information from 
the group provider must also be entered in the following sections: Requesting Provider Identification, 
Contact Information and Authorized Signature.  

Proof of legal name change (practitioner’s license or court documentation) must be attached. 

3. Is the change to a billing or group provider name or W-9 address?  Yes No 

If yes, report the change in the Provider Name and W-9 Address Changes section of this form. The following 
sections must also be completed: Requesting Provider Identification, Contact Information, and Authorized 
Signature Information.  

All required documentation must be attached: 

• An updated W-9 form – Required for any change to the provider name or W-9 address 

• Proof of legal name change (practitioner’s license or court documentation) – Required for personal name changes 

Note: If the same name or address is also used as the service location name or address, the change must also be 
reported in the Service Location Name and Address Changes section. (See next row.) 

4. Is the change to a service location name or address?  Yes No 

If yes, report the change in the Service Location Name or Address Changes section of this form (including 
the Out-of-State Questionnaire and Service Location Question and Attestation for Waiver Providers and 
ABA Therapists subsections, if applicable). The following sections must also be completed: Requesting 
Provider Identification, Contact Information, and Authorized Signature Information.  

All required documentation must be attached: 

• An updated W-9 form – Required for service location name changes; not required for changes to the service 
location address only 

• Proof of legal name change (practitioner’s license or court documentation) – Required for personal name changes 

• Copies of registration documentation from the Secretary of State or county recorder’s office showing your filed 
business name and assumed business name – Required for business name changes except when the business 
name is a nonregistered personal name 

5. Is the change to a mail-to name or address?  Yes No 

If yes, report the change in the Mail-To Name and Address Changes section. The following sections must 
also be completed: Requesting Provider Identification, Contact Information, and Authorized Signature Information.  

6. Is the change to a pay-to name or address?  Yes No 

If yes, report the change in the Pay-To Name and Address Changes section. The following sections must 
also be completed: Requesting Provider Identification, Contact Information, and Authorized Signature Information.  

If a billing agent is being used, proof of authorization for the billing agent must be included as an attachment to this form. 

 

Requesting Provider Identification 

This section must be completed for all name and address change requests.  

Note: If the request is for a rendering provider name change, the information entered in this section should be for the group 
provider submitting the request (and to which the rendering provider is linked). 

7. IHCP Provider ID (including alpha character, if applicable): 8. National Provider Identifier (NPI): 

9. Taxonomy codes: 10. ZIP+4 (Nine digits required): 

 

https://www.in.gov/medicaid/providers/provider-enrollment/complete-an-ihcp-provider-enrollment-application/
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Rendering Provider Name Change 

Complete this section if the name of a rendering provider has changed. Submit documentation showing proof of a personal name 
change. A provider’s updated license or appropriate certification may be presented as proof of a name change. If a provider’s 
license does not show the new name, an official court document showing the legal name change is required. 

11. Rendering provider’s current (new) name:

12. Rendering provider’s previous name:

13. Rendering provider’s IHCP Provider ID: 14. Rendering provider’s NPI:

Service Location Name and Address Changes 

Complete the fields in this section to report a change to your service location name or address information: 

• The service location name is the name of the entity (individual or business) providing services.

o If you are operating under a doing business as (DBA) designation different from the name in line 1 of the W-9

form, the DBA name may be entered as your service location name.

o If you are a disregarded entity, the name of the disregarded entity may be entered as the service location name.

• The service location address is generally the site where members obtain services and is either owned or rented by the
provider; it is usually where supporting documentation related to claims is maintained.

o Providers that render services at a “place-of-service site” (such as at a hospital, nursing facility or member’s home),
or who offer services by telehealth only, should enter their home/business office as their service location address.

o The service location address must be a physical location. A post office box is not a valid service location
address.

For service location name changes, the following documentation requirements apply: 

• You must include a revised W-9 form as an attachment to this form. The name entered as your current/new service

location name must match the business name in line 2 of the attached W-9 form (or, if line 2 has been left blank on the
W-9 form, the service location name must match the name in line 1 of the attached W-9 form).

• You must also attach registration documentation from the Secretary of State or your county recorder’s office showing the

DBA (405 IAC 1-19.1b) has been registered, except when the business name is your nonregistered personal name.

• For a personal name change, submit documentation showing proof of the name change. A provider’s updated license or

appropriate certification may be presented as proof of a name change. If a provider license does not show the new name,
an official document showing the name change is required.

• If the same change applies to both your provider name and your service location/DBA name, one set of attached
documents will support both changes.

For service location address changes, the Out-of-State Questionnaire subsection and the Service Location Question and 
Attestation for Waiver and ABA Therapist Billing and Group Providers Only subsection should also be completed, if applicable. 

15. Current (new) service location (DBA) name:

16. Previous service location (DBA) name:

17. Current (new) service location street address: 18. Indiana county (Indiana providers):

19. City: 20. State: 21. ZIP Code + 4 (Nine digits required):

22. Telephone number: 23. Fax number:

24. Email address: 25. Effective date of change (No future dates):

26. Is claim documentation kept at this location?

Yes No

27. Are services provided in Indiana?

Yes No
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Out-of-State Questionnaire 

The IHCP has designated certain areas outside Indiana to be treated as “in-state” for the purposes of prior authorization. 
For a list of applicable counties and ZIP Codes, see Out-of-State Areas Designated as In-State for IHCP Providers at 
in.gov/medicaid/providers. 

Out-of-state providers not located in an area designated as in-state may still claim in-state enrollment under the circumstances 
identified in this questionnaire. If your service location address was previously within Indiana (or in a ZIP code 
designated as in-state), but has changed to a location outside Indiana (or designated ZIP Codes), and if you 
believe you meet the special circumstances to qualify for enrollment with an “in state” status, complete the 
appropriate questionnaire below. Supporting documentation is required. 

Some provider types and specialties are excluded from enrollment in the IHCP if they are located outside Indiana. To confirm 
whether a particular provider type and specialty is eligible out-of-state enrollment, see the IHCP Provider Enrollment Type and 
Specialty Matrix at in.gov/medicaid/providers. 

28. Circumstances qualifying out-of-state providers for in-state enrollment status (applicable only to provider types and specialties that are eligible

for out-of-state enrollment; for providers enrolled under provider type 25 – DME/Medical Supply Dealer, skip to question 28]:

If you are providing services out of state and are not located in an area designated for in-state enrollment, you may still claim

in-state enrollment if you are providing services under one of the following circumstances (please select all circumstances that
apply and attach documentation supporting the selected circumstances to this application):

To increase access to medically necessary services in areas where the distance to an in-state facility would 
subject the member, or member’s family, to significant financial hardship or create an unnecessary significant 
burden on the Medicaid member.  

To allow members to retain a primary medical provider or obtain specialty services from a facility, such as 

centers for excellence, when the care may not be available from an in-state provider or would require 
significant hardship due to geographic location. 

Transportation to an appropriate Indiana facility would cause significant undue expense or hardship to the 
member or the office. 

To address an emergency health crisis. 

29. Durable medical equipment [DME] and home medical equipment [HME] providers enrolled under provider type 25 that are located outside

Indiana (and not in an area designated as in-state by the IHCP) must answer yes to all the following questions to be considered for in-state

enrollment status – supporting documentation is required.

Yes No Do you maintain an Indiana business office, staffed during regular business hours, 

with telephone service? 

Yes No Do you provide service, maintenance and replacements for Indiana members whose equipment 

has malfunctioned? 

Yes No Do you qualify with the Indiana Secretary of State as a foreign corporation? 

Yes No Do you anticipate at least 70% of your Indiana business be rendered by mail order or online 

purchases? 

Service Location Question and Attestation 

for Waiver and ABA Therapist Billing and Group Providers Only

When reporting a service location address change, the following providers must respond to the question below and, if applicable, 
complete the attestation: 

• Provider type 11, specialty 615 – Applied Behavior Analysis (ABA) Therapist (Masters/Doctoral or HSPP)

• Provider type 32 – Waiver Provider

30. Do you provide services to IHCP members at this service location address?

Yes No 

If No is selected above, the following attestation is required: 

Pursuant to 42 CFR 455.432 and IC 12-15-1-22, providers classified as moderate or high risk require a pre- 

and post-enrollment site visit. The IHCP will not be conducting site visits at locations where clinical services 
or business are not directly rendered. 

I attest that I do not provide services to IHCP members at this service location address.

https://www.in.gov/medicaid/providers/files/Out-of-State-ZIP-Codes-Designated-as-In-State.xlsx
https://www.in.gov/medicaid/providers/files/matrix.pdf
https://www.in.gov/medicaid/providers/files/matrix.pdf


IHCP Provider Enrollment IHCP Provider Name and Address  
PO Box 50443 Maintenance Form  
Indianapolis, IN 46250-0418 Page 6 of 7 Version 6.3, July 14, 2026 

Provider Name and W-9 Address Changes 

Complete the fields in this section to report a change to your provider/W-9 name or address information: 

• The provider name is considered to be the entity maintaining ownership of the business. The provider name must be the 
name in line 1 of the current W-9 form, which is the name on the tax return on which the income should be reported: 

○ If you are conducting business as an individual or sole proprietor, the provider name should be your personal 

name (even if you have a registered DBA).  

○ If you are an organization conducting business as an entity, such as a corporation or partnership, the provider name 

should be your business name (as used for tax purposes). 

○ If you are recognized by the IRS as a “disregarded entity” (an entity that is disregarded as an entity separate from 

its owner), the provider name must be the name of the owner (individual or entity). If the direct owner of the entity 
is also a disregarded entity, the provider name is the first owner that is not disregarded for federal tax purposes. 

• The provider address is the address of the entity that maintains ownership of the business. For most providers, the 
provider address is the home office address. This address must match exactly the information reported on the attached 
W-9 form. 

• The taxpayer identification number (TIN) entered in this section is for confirmation purposes only. Providers may not 
use this form to report changes to their TIN. If your TIN has changed, use the IHCP Provider Taxpayer Identification 
Number Maintenance Form or the appropriate provider packet to report the change. 

For provider name or address changes, the following documentation requirements apply: 

• You must include a revised W-9 form as an attachment to this form.  

• For a personal name change, attach documentation showing proof of the name change. A provider’s updated license or 
appropriate certification may be presented as proof of a name change. A provider’s updated license or appropriate 
certification may be presented as proof of a name change. If a provider license does not show the new name, an official 
document showing the legal name change is required. 

• If the same change applies to both your provider name and your service location/DBA name, one set of attached 
documents will support both changes. 

31. Current (new) provider name (as it appears on the W-9): 

32. Previous provider name: 

33. Current (new) provider street address (as it appears on the W-9): 

34. City: 35. State: 36. ZIP Code+ 4 (Nine digits required): 

37. Telephone number: 38. Fax number: 

39. Email address: 40. TIN: 41. Effective date of change (No future dates): 

 

Mail-To Name and Address Changes 

Complete the fields in this section to report a change to your mail-to name or address information. The mail-to address is the 
location where the IHCP sends general correspondence. A post office box is acceptable for a mailing address. 

42. Mail-to name (Addressee):
 
 

43. Mail-to street address: 

44. City: 45. State: 46. ZIP Code + 4 (Nine digits required): 

47. Telephone number: 48. Fax number: 

49. Email address: 50. Effective date of change (No future dates): 

 

https://www.in.gov/medicaid/providers/provider-enrollment/maintaining-your-ihcp-provider-enrollment/update-your-provider-profile/
https://www.in.gov/medicaid/providers/provider-enrollment/maintaining-your-ihcp-provider-enrollment/update-your-provider-profile/
https://in.accessgov.com/medicaid/Forms/Page/medicaid/provider-enrollment-packet-finder/0
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Pay-To Name and Address Changes 

Complete the fields in this section to report a change to your pay-to name or address information. The pay-to name is the name 
that will appear as the payee on all checks. The pay-to address is the location where the IHCP sends checks and general claim 
payment information. A post office box is acceptable for this address. 

If a billing agent is being used:  

• Please provide the name, address and telephone number of the billing agent.  

• Proof of authorization for the billing agent must be included as an attachment to this form. 

51. Pay-to name (Payee): 

52. Billing agent name (if applicable):
 
 

53. Pay-to street address: 

54. City: 55. State: 56. ZIP Code + 4 (Nine digits required): 

57. Telephone number: 58. Fax number: 

59. Email address: 60. Effective date of change (No future dates): 

 

Contact Information 

The contact person is the person who can answer questions about the information provided in this form.  

61. Contact name: 62. Contact telephone number: 

63. Contact email: 

 

Authorized Signature Information 

The undersigned, being the provider or having the specific authority to bind the provider to the terms of the provider agreement, 

does hereby agree to abide by and comply with all the stipulations, conditions, and terms set forth herein. The undersigned 
acknowledges that the commission of any Medicaid or Children's Health Insurance Program (CHIP)-related offense, as set out in 
42 USC 1320a-7b, may be punishable by a fine of up to $25,000 or imprisonment of up to five years or both. 

The owner or an authorized official of the business entity directly or ultimately responsible for operating the 
business enterprise must complete this section to avoid return of the form. The IHCP Delegated Administrator 
Addendum/Maintenance Form must be completed before a delegated administrator can sign forms. The delegated administrator 
can sign only for items expressly delegated. The IHCP can process provider maintenance requests only when the appropriate 
signature is present. The form will be returned if the appropriate signatures are not submitted. 

64. Provider name: 65. TIN: 

66. Authorized official’s name: 67. Title: 

68. Authorized official’s signature: 69. Date: 
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