
06/10/2015 Version 3.0 1 | P a g e  

 

 
 

This packet contains information that will help guide Early Intervention (EI) providers through the PROMISe
TM 

Provider Enrollment Process. 

Use the following links to go directly to the document you would like to view: 

Provider Revalidation Enrollment Information 
 

Initial Enrollment Document 
 

Request for Assignment of Fees Document 
 

Address Change – Provider Practice Relocation Request 
 

Terminate Fee Assignment Provider Service Location Change Request 
 

Examples of Acceptable Documentation to Verify IRS Numbers 
 

Examples of Unacceptable Documentation to Verify IRS Numbers 

EI PROMISe™ Provider Enrollment Readiness Packet 
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Early intervention services providers completing revalidation activities must submit a complete and 

accurate application to the following address/email: 

Office of Child Development & Early Learning Early 

Intervention PROMISe Enrollment 

333 Market Street – Floor 6 

Harrisburg, Pa 17126 

Email: RA-PWOCDELEIENROLL@pa.gov 
 

Tips for a successful revalidation enrollment 

1. All provider Types should use the following link to gain access to a PROMISe Enrollment 
Application. Incorrect enrollment applications will be returned. 

a. http://www.dhs.pa.gov/provider/promise/enrollmentinformation/index.htm 

b. Select the application link under Provider Type 17, regardless of the type of provider 
revalidating. 

2. The Service Location address (Question 18a) should reflect the home address of the applicant, NOT 
the address of the employing/contracting provider agency. Applications with mis-matched service 
location addresses will be returned. 

a. To check the current service location address, the applicant shall create an account on the 
PROMISe portal and review the data. 

i. https://promise.dpw.state.pa.us/portal/Default.aspx?alias=promise.dpw.state.p
a.us/portal/provider 

b. To change the service location address to reflect the applicant’s home address select the 
link: “I have relocated my practice and need to update my provider file: Provider Practice 
Relocation Request” using the following link: 
http://www.dhs.pa.gov/provider/promise/enrollmentinformation/index.htm 

3. If the providers service location address is outside of PA (applicable to Provider Type 
16/17/19/20/21) the following must be attached: 

a. copy of their home state therapy license 

b. proof of participation in their home state MA Program 
 

Tips regarding common errors and omissions on revalidations applications 

1. Question 2b box must be selected 

2. Question 2 “Enter Provider Number” must be completed 

3. Question 3: NPI must be included. The NPI confirmation letter must also be attached. 

Provider Revalidation Enrollment Information 

mailto:RA-PWOCDELEIENROLL@pa.gov
http://www.dhs.pa.gov/provider/promise/enrollmentinformation/index.htm
http://www.dhs.pa.gov/cs/groups/webcontent/documents/form/p_003088.pdf
http://www.dhs.pa.gov/cs/groups/webcontent/documents/form/p_003088.pdf
http://www.dhs.pa.gov/provider/promise/enrollmentinformation/index.htm
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4. Question 5: Provider Types for Early Intervention include 
 

Provider Name Provider Type 
Nursing 16 
Therapy 17 

Psychological 19 
Audiology 20 

Social Work 21 
Special Instruction 51 

 

5. Question 6: Provider Specialties for Early Intervention include 
 

Provider Name (Type) 
Provider 
Specialty 

Nurse (16) 572 
Physical Therapist (17) 176 

Occupational Therapist (17) 177 
Speech Therapist (17) 178 

Psychologist (19) 572 
Audiologist (20) 572 

Social Worker (21) 216 
Special Instructor (51) 529 

Special Instructor-Vision (51) 517 
Special Instructor-Hearing (51) 572 

Special Instructor-Nutrition (51) 573 
Special Instructor-Behavior (51) 575 

 

6. Question 18l shall include the following PEP combinations 
 

Provider Type PEP 
16 WAV 16 WAV15 WAV11 
17 WAV 16 WAV15 WAV11 
19 WAV 16 WAV15 WAV11 
20 WAV 16 WAV15 WAV11 
21 WAV 16 WAV15 WAV11 
51 WAV 16 WAV11 

 

7. Question 20: If Yes is selected, a copy of board certification MUST be attached 

8. Questions 20 – 26 MUST be completed. A resume and liability documentation fulfilling the same 
credentialing data will also be accepted. 

9. Provider Disclosure Statement (pgs. 16-18) MUST be completed. 

10. Applications missing supporting documentation will be returned. 

a. NPI Attachments: https://nppes.cms.hhs.gov/NPPES/Welcome.do 

b. Provider License Attachments: http://www.licensepa.state.pa.us/ 

https://nppes.cms.hhs.gov/NPPES/Welcome.do
http://www.licensepa.state.pa.us/
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Tips for efficient processing of a revalidation application 

1. Applications must be completed with BLACK ink or typed. 

2. Applications must be submitted as a single sided document. 

3. Applications must not be stapled. 

4. Applications must be submitted in page order. 

5. Revalidation applications received prior to the deadline of 3/14/16 will be processed, however 
may exceed the 60-90 day expected processing time. Current enrollment data is still effective and 
can be used for processing claims for payment. 
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Initial Enrollment/New Service Location Requests for Billing and 

Rendering Providers 

 
Please visit the PROMISe™ website  

http://www.dhs.pa.gov/provider/promise/enrollmentinformation/index.htm 

Early Intervention Providers are to select the 17 application titled 
“IndividualPractitioner Application or Group Application” and follow the directions. 

 

Please send all applications to: 

Office of Child Development & Early Learning 

Early Intervention PROMISe Enrollment 

333 Market Street – Floor 6 

Harrisburg, PA 17126 

Email: RA-PWOCDELEIENROLL@pa.gov 

Initial Enrollment Document 

http://www.dhs.pa.gov/provider/promise/enrollmentinformation/index.htm
mailto:RA-PWOCDELEIENROLL@pa.gov


06/10/2015 Version 3.0 6 | P a g e  

 

 
 

Request for Assignment of Fees 

Individual Practitioner Name:    
 

Individual Provider Number (9-Digit):        
 

Please assign my fees from the following service location(s) to the listed group(s): 
 

Individual 
Provider 

Service  
Location   to 

Assign fees to  
Group Name 

PROMISe 13-Digit  
Provider Group Number 

Effective 
Date 

 

1. to    
 

2.  to    
 

3.  to    
 

4.  to    
 

5.  to    
 
 

By Signing, I am agreeing to assign my fees to the group(s) named, and service location number listed above. 
 
 
 

 

Date Print or Type Provider Name 
 
 

 

Original Provider Signature (Signature Stamps Not Accepted) 
 

**This is the contact name and phone number we will use if we have any questions about this document. 

Contact Name:                        

Phone: E-Mail     

Address:     

Request for Assignment of Fees Document 
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This form can ONLY be used for the following Provider Types: 
 

05 – Home Health Agency* 19 - Psychologist 

06 – Hospice* 20 - Audiologist 
09 – CRNP** 23 - Nutritionist 
14 - Podiatrist 27 – Dentist 
15 - Chiropractor 31 - Physician 
16 - Nurse 32 - CRNA 
17 - Therapist 33 - CNM 
18 - Optometrist 

 

* Provider type 05 and 06 MUST provide CMS verification of address change along with this form. 

**Provider type 09 MUST provide a collaborative practice agreement reflecting change of address. 
 

This form MAY be used for the following purposes only: 

1. To update your Service Location address if the practice has relocated (please refer to examples below). 

 Example of when to use this form: The practice was located at 200 West Mills Street. The practice 
closed at 200 West Mills Street completely and relocated to 35 East Main Street. 

 Do not use this form if: You were employed with a practice at 100 Fairfield Drive and you left 
this employer and are now working for a new employer at 4350 Fowler Street. If this is your 
situation please complete a PROMISe™ Provider Service Location Change Request:   
http://www.dhs.pa.gov/cs/groups/public/documents/form/s_001983.pdf 
in addition to a New Service Location Request:  
http://www.dhs.pa.gov/provider/promise/enrollmentinformation/S_001994  

2. To change a Mail-To address for this new location. 

3. To change a Pay-To address for this new location. 

4. To change a Home Office address for this new location. 

This form CANNOT be used to add or change a service location. 

 To add a service location, complete a PROMISe™ Provider Enrollment Base Application or 
PROMISe™ New Service Location Application, as applicable, and any required related forms:  
http://www.dhs.pa.gov/provider/promise/enrollmentinformation/S_001994  
NOTE: This form is NOT to be used to add a service location where actual recipient services are 
performed. 

Address Change – Provider Practice Relocation Request 

http://www.dhs.pa.gov/cs/groups/public/documents/form/s_001983.pdf
http://www.dhs.pa.gov/provider/promise/enrollmentinformation/S_001994
http://www.dhs.pa.gov/provider/promise/enrollmentinformation/S_001994
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THIS FORM CANNOT BE USED TO ADD A NEW SERVICE LOCATION OR MAKE CHANGES TO A CURRENT  
SERVICE LOCATION OR ADDRESS. 

 

This form can only be used to: 
 

 Update the Service Location address if the practice has RELOCATED. See examples on instruction 
sheet. 

 Change the Pay-To, Mail-To, and/or Home Office address. 
 

Please note: You must complete a new Provider Enrollment Application or New Service Location Application, 
as applicable, to add a new service location where actual recipient services are provided. 

 

Old Address: 
The following address is the address listed currently for this service location: 

 

 

Please change the above address for this service location to the address below: 

New Address: 
The address listed below is the address of the service location now: 

 

 

 

Provider                                                                                                                                                 Name:     

Street Address:      

City: County:     

State:                             Zip Code:                                       -                         

Phone No.: (      ) Fax No.: (       )   

Effective Change Date:          /          /   
Is this address an active Rural Health Choice Clinic of FQHC?   □ Yes  □ No 

Is this office handicap accessible? □ Yes  □ No 

Does the office have an official exemption from the U.S. Department of Justice excusing compliance with Title III of the 

Americans with Disabilities ACT (ADA)? If yes, attach a copy of the exemption to your application. □ Yes  □ No 

Check this block only if you wish your Medicare claims to crossover to this service location. □ 
***Once enrolled, you can retrieve RAs from PROMISe™ online. If you require paper RAs, please call 1.800.537.8862 option 1 
to see if you meet the requirements. 

Provider Name:    

PROMISe™ Provider Number:            (13 digits) 

Provider Type Number and Description:  /    

Specialty Number and Description:   /    

Street Address:        

City:  County:     

State:                           Zip Code: :                                      -                        
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Please complete to change the Mail-to, Pay-to, or Home Office address for the new location. 
 

 

Verify your IRS Address below: Note: This is the address where your 1099 tax document will be sent. 

Street:   Room/Suite:    

City: State: Zip: _ _ _ _ _-_ _ _ _ 

Email:    

Contact Name/Phone number: In case we have questions concerning this form. 

Name: Phone Number:    
 

Please sign and date form below: 
 

 
 

Date Print or Type Provider Name 
 

 

Original Provider Signature (Signature Stamps Not Accepted) 

If additional changes are required, copy page 2 and 3 or attach sheet(s) using identical format. 

Please return to: Bureau of Fee-for-Service Programs 
Division of Operations – Provider Enrollment Section 

P.O. Box 8045 
Harrisburg, PA 17105-8045 

Change the Current: Mail-To □ Pay –To □ Home Office □  Effective Change Date:  / /    

Street Address:        
City: Email:        
State:                     Zip Code:                                     -                              Phone No.: ( )_      

 

Change the Current: Mail-To □ Pay –To □ Home Office □  Effective Change Date:  / /    

Street Address:         
City: Email:        
State:                     Zip Code:                                     -                              Phone No.: ( )_      

 

Change the Current: Mail-To □ Pay –To □ Home Office □  Effective Change Date:  / /    

Street Address:        
City: Email:        
State:                     Zip Code:                                     -                              Phone No.: ( )_      
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Instructions For PROMISe™ Provider Service Location Change Request 
 

This form can be used for the following purposes only: 
 

1. To close an existing service location. 

2. To change a Mail-To address for an existing service location. 

3. To change a Pay-To address for an existing service location. 

4. To change a Home Office address for an existing service location. 

5. To change an IRS address for an existing service location. 

6. To change an e-mail address for an existing service location. 

7. To terminate association (fee assignment) with a Provider Group by an individual. 

8. To add or terminate participation with a Provider Eligibility Program (PEP). 

This form CANNOT be used to add a service location. 

 To add a service location, complete a PROMISe™ Provider Enrollment Individual Application or Provider 
Enrollment Base Application and any required related forms. This form is NOT to be used to add a 
service location where actual recipient services are performed. 

Terminate Fee Assignment Provider Service Location Change 

Request 



06/10/2015 Version 3.0 11 | P a g e  

THIS FORM CANNOT BE USED TO ADD A NEW SERVICE LOCATION ADDRESS. 
 

This form can only be used to: 

 Change where the mailings, e-mails and payments are to be sent for an existing service location. 

 Close an existing Service Location, Pay-To, Mail-To, and/or Home Office address. 

 If closing a service location currently paying to itself, change the pay-to address for outstanding 
payments if needed. 

Please note: You must complete a new Provider Enrollment Application to add a new service location where 
actual recipient services are provided. 

Please CLOSE the following service location on my provider file: 
 

 
 

Please change the following address for a previously established service location: (Mail-To, Pay-To,  
Home Office, IRS or E-mail Address only. You cannot add or change a service location address using this  
form.) 

 

 
 

Note: Please remember to sign and date on the bottom of page 3. 

Provider Name:    

PROMISe™ Provider Number:            (13 digits) 

Change the Current: Mail-To , Pay-To , Home Office , IRS Effective Change Date:     /    / __ 

Provider Type Number and Description:    /    

Specialty Number and Description:    /    

E-mail Address:         

Street Address:    

City: County:    

State:                             Zip Code:                                      -                                  Phone No.: (       )   

Provider Name:    

PROMISe™ Provider Number:            (13 digits) 

Provider Type Number and Description:  /    

Specialty Number and Description:    /    

Effective Close Date: / /    

Street Address:     

City: County:    

State:   Zip Code:     -    Phone No.: ( )   
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Please terminate my association/fee assignment with the following Group: 
 

 
 

Please add or end date my participation with the following Provider Eligibility Program (PEP). 
 

 
 

 
  

 

Date Print or Type Provider Name 
 
 

 

Original Provider Signature (Signature Stamps Not Accepted) 

If additional changes are required, copy page 2 and 3 or attach sheet(s) using identical format. 

Please return to:   Bureau of Fee-for-Service Programs 

Division of Operations – Provider Enrollment Section 

P.O. Box 8045 

Harrisburg, PA 17105-8045 

 Add a Provider Eligibility Program (PEP) for this provider. 

 End-date the Provider Eligibility Program (PEP) for this provider. 

Provider Eligibility Program (PEP) Name:     

Provider Name:    

PROMISe™ Provider Number:            (13 digits) 

Provider Type Number and Description:  /    

Specialty Number and Description:    /    Effective begin date:

 / /  when adding a PEP or 

Effective end date:  / / when closing a PEP. 

 Delete this provider from the provider group. Specify the Group provider number: 

__ __ __ __ __ __ __ __ __ __ __ __ __ (Must be a 13 digit number or will be returned) 

Group Name:    

Individual Provider Name:    

Individual Provider Number:            (13 digits) 

Provider Type Number and Description:  /    

Specialty Number and Description:   /       

Effective date of withdrawal from Group participation: / /   
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The following documents are acceptable as verification of the FEIN/SSN number: 
 

NOTE: Only the applicable portions of the documents have been included. 
 

 IRS Form CP575 
 

 

 
 

 Form 8109 – Federal Tax Deposit Coupon 
 

 

 

Examples of Acceptable Documentation to Verify IRS 

Numbers 
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 Form 9787 Electronic Federal Tax Payment System 
 

 

 940 Social Security Tax Form 
 

 

 941 Federal Unemployment Tax Form 
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 1120 Federal Income Tax Form 
 

 
 

 
 IRS Letter 147C 

 

 

 IRS Fax Cover Page 
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 IRS Form 1040 (1040 A & 1040 EZ are also acceptable) 
 

 
 
 

 Social Security Card 
 

 

 
 

 

 Form W-2 
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 Social Security Statement (MUST include BOTH pages 1 & 2) 

 

Page 1: 
 

 
 

 
Page 2: 
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The following documents are NOT acceptable as verification of the IRS/SSN number: 
 

NOTE: Only the applicable portions of the documents have been included. 
 

 
 Form W-4 

 

 

 
 

 Form W-9 
 

 

Examples of Unacceptable Documentation to Verify IRS 

Numbers 
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 Form SS-5 (Application for a Social Security Card) 
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 State Driver’ s License 
 

 

 
 

 

 Military ID 
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 Health Insurance Card 
 

 

 
 

 

 State Corporation Papers 
 

 State Tax Papers 


