
St. John’s Mercy Managed Behavioral Health Provider Change Form 
 

Last Name:  ___________________________  First Name:  _________________________  MI:  _______ 
 
SS#:  _____-_____-_____ TIN#:_____-____________ DOB: ___/___/___ 
 
Title:  MD or DO or Other_______________ (Circle One) State License #_______________State:_____ 
 

Mailing Address Change 
 

Street Address:  ____________________________________________________________ Suite________ 
 
P.O. Box________________________________ City______________________________ State ________ 
 
Zip Code ________-________ Fax # (____)-____-______ Phone # (____) ____-______ 
 

Billing Address Change 
 

Street Address:  ____________________________________________________________ Suite________ 
 
P.O. Box________________________________ City______________________________ State ________ 
 
Zip Code ________-________ Fax # (____)-____-______ Phone # (____) ____-______ 
 

Service Address Change 
 

Street Address:  ____________________________________________________________ Suite________ 
 
P.O. Box________________________________ City______________________________ State ________ 
 
Zip Code ________-________ Fax # (____)-____-______ Phone # (____) ____-______ 
 
Email Address: ___________________________________________ 
 
NPI # _______________________________ 
 

 
 

 
 


