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Montana CANS System (MCS) Provider Admin Enrollment Form

Date____________________

Provider Admin First Name______________________________________________

Provider Admin Last Name______________________________________________

ePass username of Provider Admin_______________________________________

Provider Agency Legal Name_____________________________________________

Are you enrolled as a Montana Medicaid Provider? (Please circle below)
Yes		No

NPI Number_____________________  

Mailing Street Address__________________________________________________

Mailing Street Address 2_________________________________________________

City_________________________________

State _______________________________Zip_____________________

Provider Admin Phone_______________________________________

Provider Admin Email________________________________________

Provider Fax________________________________________________

Supervisor Name_____________________________________________

Supervisor Signature__________________________________________


Return completed form to Robin Albee (scan/email: ralbee@mt.gov) or Jamie Olsen (scan/email: jgainesolsen@mt.gov), or fax to Children’s Mental Health Bureau (fax: 406-444-5913)
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Healthy Communities.




