Initial Need Inquiry Form
The information requested below must be provided to the Provider Relations Department at Smoky Mountain Center. This form is to be completed as the first step for all existing Providers of State-funded and Medicaid services who request to add a service to their contract or for new providers of Medicaid and State-funded services applying to deliver a specific service and become a contracted provider for SMC.  
	Name of Provider:
	     

	
	

	Business Address of Provider:
	     

	
	     

	
	

	Phone Number:
	     

	Fax Number:
	     

	
	

	Name of contact person:
	     

	
	

	Email of provider contact person:
	     

	
	

	Name of executive director: (if different than contact person)
	     

	
	

	Date Completed
	     


	Contract Type:  
	 FORMCHECKBOX 

	State-funded IPRS Services  
	 FORMCHECKBOX 

	Medicaid Services  

	
	 FORMCHECKBOX 

	Service Billed through SMC ( Level II Tx Foster Care, H-

codes billed by provisionally licensed therapists, CAP supplies)


Please list below the services proposed to be offered, the corresponding disability group each service will serve, and geographic area served by each service (county name/s)
.
	SERVICE (please list specific service codes and service names)
	DISABILITY GROUP

(e.g., child/adult or both, then MH, DD, or SA)
	SPECIFIC GEOGRAPHIC AREA (counties served)

	1.      
	     
	     

	2.      
	     
	     

	3.      
	     
	     

	4.      
	     
	     

	5.      
	     
	     


Provide a brief description of the reason the Provider makes this request:      
Upon completion, please submit this form by email to the Provider Relations Department at providerinfo@smokymountaincenter.com.

To be completed by Provider Network Management Committee (PNMC)

 PNMC Decision Rendered and Reason:  
	     


Date PNMC Decision Rendered:      
Date Provider was Notified of PNMC Decision:     
SMC Staff who Notified Provider:      
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