		Assigned Provider ID_____________

Request for CAPS Creation/ Update of a Non-Contracted Primary Provider Record 
· Prior to requesting creation of provider records, verify that the primary provider record does not already exist.  
· Complete the form below and send it to your division designee (DCFS: Paul Anderson/ Marlene Goodrich; DJJS: Cindy Lowe/ Rebecca Shand; DSPD: Becky Dalby)
· After verifying that all information is correct, the division designee will submit this form via email to DHS_CAPSPROVIDERRECORDS@utah.gov . The email from the division designee will constitute an electronic signature.  By submitting the email the division designee is certifying that he/ she has reviewed all of the information submitted and, to the best of their knowledge, found it to be accurate.
· * Denotes required information
Select One:
Update of Primary Record☐  					Creation of Primary Provider Record☐
*Primary Provider ID#Enter Primary Provider ID for record being updated (Not the Provider’s Tax ID#) 

Note:  Click on the field below that you need and then enter the required information.
TAX ID Type (Select One):

	Section A – Primary Provider Record for EINs
Complete this Section A for EINs, do not complete Section B below

	*Provider Legal Name
	Enter Legal Name
	*Provider Legal Status
	Select Legal status
	*Tax ID # (EIN) A W-9 signed and dated by  Provider (or IRS documentation  of the Provider’s Tax ID#) must be submitted with this form
	Enter EIN

	Section B – Primary Provider Record for SSNs
Complete this Section B for SSNs, do not complete Section A above


	*Provider Name
	Enter First Name	Enter Middle Name	Enter Last Name
	*Tax ID # (SSN) A copy of Provider’s Social Security card or a W-9 signed and dated by Provider must be submitted with this form.
	Enter SSN

	Section C – Primary Provider Addresses
Complete this section

	*Main/ Corporate/ Legal Address (For an individual enter  home or mailing address)
	Enter Street Address	Enter City
	
	Select a State	Enter Zip Code
	(Optional) Mailing Address (If different than Main/ Corporate/ Legal address) 
	Enter Street Address	Enter City
	
	Select a State	Enter Zip Code 
	(Optional) Physical Address (If different than Main/ Corporate/Legal address)
	Enter Street Address	Enter City
	
	Select a State	Enter Zip Code
	Section D – Primary Provider Phone Number and Email

	Cell Phone: Enter Cell Phone #
	Office Phone: Enter Office Phone #

	Home Phone: Enter Home Phone #
	Fax Number: Enter Fax #

	Email Address: Enter Email Address
	




Person Requesting Provider Record Information: (required)
	Enter Name	Enter Work Phone #
	Enter Email Address	
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