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PROVIDER REQUEST FOR ADDRESS CHANGE/UPDATE 
 
To ensure timely processing of your address update, please answer the following questions.  In addition, please 

complete the Address Update form on the second page.  

 

1. What services will be offered at this proposed new address/location?      

            

            

         

 

2. Are you currently contracted with VBH-PA to provide the services listed above, for the county in which 

your proposed new address will be located?     Yes/No 

 

3. Is the proposed new address/location geographically in the same county as the provider address/location 

that is being changed?     Yes/No 

 

4. Is the proposed new address/location within ten (10) miles from the current location?     Yes/No 

 

5. Is the proposed new address/location expected to receive referrals from the same sources?     Yes/No 

 

6. Will the proposed new address/location serve essentially the same population as the current location?     

Yes/No 

 

7. Do you have a current PROMISe ID (Pennsylvania Medicaid Number) for this service location?  If so, 

please list:______________________.  If not, please download the Supplemental Service Application from 
http://www.vbh-pa.com/provider/info/netwk_mgt/Supplemental_Service_Application.pdf and refer to the 

instructions at http://www.vbh-

pa.com/provider/info/netwk_mgt/Supplemental_Service_Application_Instructions.pdf.  If you have any 

questions, contact the VBH-PA Network Development Specialist at 724-744-6366 or 

Melanie.King@valueoptions.com. 

 

8. Please provide a current email address for correspondence: 

_______________________________________________ 

 

 

Please note that approval to add a new address/location for services is dependent upon the status of the provider 

network for the applicable county(s).  A list of currently open network services is available at http://www.vbh-

pa.com/provider/prv_open_netwk_svcs.htm.   

 

If you have any questions on how to complete the address update form please contact your Provider Field 

Coordinator through our Service Center Toll-Free Provider Line at 877-615-8503.   
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ValueOptions Address Update Form 

Please list ALL current addresses in addition to any addresses we should delete from our files.  

Facility Information: 
 

Last Name                                              First Name           MI  State  License Type 
 

Last Name                                       First Name    MI             State                       License Type 
All addresses listed below must correspond to the TIN listed in this section.  If you have more than one TIN, please photocopy this form at this    

      point and complete a separate address change form for each Tax ID number you use (Please complete attached Form W-9) 
 

Tax ;         Tax ID Owner Name 

ID#            (must match W-9) 

 

***Note: If you have more than 2 Service Addresses for the above TIN, please photocopy the form at this point*** 

DELETE this  Service Address:     Effective Date (Required)  ADD/KEEP this  Service Address:      Effective Date (Required) 

(Referrals)     / /       / /                  .                 

Street Address/Suite      Street Address/Suite (No PO Boxes) 

________________________________________________________ _________________________________________________________ 

 

________________________________________________________ _________________________________________________________ 

City    State  Zip  City    State      Zip 

________________________________________________________ _________________________________________________________ 

Phone (       )       Phone (        ) 

 
Please list all services provided at this address                                      Handicapped accessible? Y     N     Public Transportation accessible? Y     N 

 

        Please list all services provided at this address: 
______________________________________________________________ 

 

______________________________________________________________  _______________________________________________________________ 
 

______________________________________________________________  _______________________________________________________________ 

 
______________________________________________________________  _______________________________________________________________ 

 

 
Is this a Primary Service Address?         Yes No   Is this a Primary Service Address?  Yes No 

 

Promise ID for this address: ___________________________   Promise ID for this address: ____________________________________ 
 

 

DELETE this Mailing Address: Effective Date (Required)  ADD/KEEP this Mailing Address:       Effective Date (Required) 

(Certification Letters)    / /       / /                  .                 

Street Address/Suite/PO Box      Street Address/Suite/PO Box 

________________________________________________________ _________________________________________________________ 

 

________________________________________________________ _________________________________________________________ 

City    State  Zip  City    State      Zip 

________________________________________________________ _________________________________________________________ 

Phone (       )       Phone (        ) 

 

 

DELETE this Billing (1099) Address: Effective Date (Required)  ADD/KEEP this Billing (1099) Address:     Effective Date (Required) 

(Checks)             / /                       / /                  .                 

Street Address/Suite/PO Box      Street Address/Suite/PO Box 

________________________________________________________ _________________________________________________________ 

 

________________________________________________________ _________________________________________________________ 

City    State  Zip  City    State      Zip 

________________________________________________________ _________________________________________________________ 

Phone (       )       Phone (        ) 

 
 

 

Provider Signature (Required):_________________________________________________________  Date____________________________________           

 

    Please mail to:  VBH-PA 

      520 Pleasant Valley Road 

      Trafford, PA 15085 

             

     If you have any questions on how to complete this form please call: 1-877-615-8503  

   


