
Request for CAPS NON-CONTRACTED PRIMARY PROVIDER RECORD Creation/Update
· 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: CindyLowe/Cecil Robinson; DSPD: Becky Dalby)
· After verifying that all information is correct, the Division Designee will sign this form  (see Section C on next page) and email the provider record request to DHS_CAPSPROVIDERRECORDS@utah.gov.
NOTE:  Simply click on the field you need and then enter the required information 

Select One:
Creation of Primary Provider Record  FORMCHECKBOX 



Update of Primary Provider Record   FORMCHECKBOX 









*Primary Provider ID #      











(Not the Provider’s Tax ID #)
Tax ID Type (Select One):

 FORMCHECKBOX 
 EIN (Employer Identification Number)

Fill Out Sections A, C, and D Below
Do not fill out Section B


 FORMCHECKBOX 
 SSN (Social Security Number)

Fill out Sections B, C, and D Below
Do not fill out Section A

	Section A - Primary Provider Record for EINs
If you fill out this Section A, do not fill out Section B

	*Tax ID # (EIN)
*A W-9 signed and dated by the provider or documentation from the IRS of the provider’s Tax ID # must be submitted with this request
	     

	*Provider Legal Name
	     

	*Provider Legal Status

(Check one)
	 FORMCHECKBOX 
  Sole Proprietor

 FORMCHECKBOX 
  Partnership

 FORMCHECKBOX 
  Government Agency

 FORMCHECKBOX 
  For-Profit Corporation

 FORMCHECKBOX 
  Non-Profit Corporation

 FORMCHECKBOX 
  Joint Venture

 FORMCHECKBOX 
Charitable Foundation
	 FORMCHECKBOX 
  LLC/Sole Proprietor

 FORMCHECKBOX 
  LLC/Partnership

 FORMCHECKBOX 
  Professional Corporation

 FORMCHECKBOX 
  PLLC/Professional Liability Company

 FORMCHECKBOX 
  LLC/Corporation

 FORMCHECKBOX 
  Foreign Organization
 FORMCHECKBOX 
  LLC/Husband and Wife Partnership

	
	

	Section B - Primary Provider Record for SSNs

If you fill out this Section B, do not fill out Section A

	*Tax ID # (SSN)

*A copy of the provider’s social security card or a W-9 filled out and signed by the provider must accompany this request
	     

	*Provider Name
	
	
	

	
	First Name
	Middle Name
	Last Name

	Suffix (Optional)
	     

	Male    FORMCHECKBOX 
                      Female   FORMCHECKBOX 

	     

	Gender
	Date of Birth (MM/DD/YYYY)

	*Provider Legal Status

(Check one)
	 FORMCHECKBOX 
  Sole Proprietor

 FORMCHECKBOX 
  LLC/Sole Proprietor


(Form Continued On Next Page)
	Primary Provider Name
(From Front Page)
	     


	Section C - Primary Provider Addresses

	*Main/Corporate/Legal Address

(For an individual, this is the home or mailing address)
	     
	     

	
	Main/Corporate/Legal Address
	Additional Address

	
	     
	     
	     

	
	City
	State
	Zip Code

	
	     

	
	Country (if other than the United States)

	Mailing Address

(if different from Main/Corporate/Legal address)

(optional)
	     
	     

	
	Mailing Address
	Additional Address

	
	     
	     
	     

	
	City
	State
	Zip Code

	
	     

	
	Country (if other than the United States)

	Physical Address 

(if different from Main/Corporate/Legal address)

(optional)
	     
	     

	
	Physical Address
	Additional Address

	
	     
	     
	     

	
	City
	State
	Zip Code

	
	     

	
	Country (if other than the United States)


(Note:  * denotes required information)
	Section D - Primary Provider Phone Number and Email

	     
	     

	Office Phone #
	Fax Phone #

	     
	     

	Cell Phone #
	Home Phone #

	
	

	     
	

	E-Mail Address:
	


Signature and Approval

Person Requesting Provider Record information: (required)

	*Name:
	     
	Work Phone:
	     

	*Email:
	     
	Agency:
	     

	*Office Name:
	     
	*Office Location:
	     


My signature below indicates that I have reviewed the above information, and to the best of my knowledge, found it to be accurate.

_____________________________________________



___________

*DHS Division Designee’s Signature





Date

For Provider Help Desk Use only:

	Date Entered:
	Entered by:
	Assigned Provider ID
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