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Medicaid/Medicare Provider Interest Group Form
(FOR LICENSED MENTAL HEALTH PROVIDERS ONLY)  
Provider Name: ________________________________________________________________

Provider Mailing Address: ________________________________________________________
Provider Email Address:  _________________________________________________________

Service Locations: _______________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

Service Hours: __________________________________________________________________

_______________________________________________________________________________

Population Served:                                                             Diagnosis(es) Served:
⁭ Children and Adolescents



⁭ MDD

⁭ Adults





⁭ Bipolar D/O








⁭ Schizophrenia








⁭ Other: _________________________








     ______________________________
Languages Spoken: ______________________________________________________________
Appointment Phone Number: ______________________________________________________
Interest Statement

I am interested in working with MHMRA of Harris County in providing service options to consumers transitioning out of MHMRA care. 

____________________________________                          _____________________________

Signature of Provider





Date

Please mail, fax, or email this form to above.   Form is also available on our website www.mhmraharris.org under Mental Health External Provider Network, Medicaid/Medicare Interest Group. 
MENTAL HEALTH ( MENTAL RETARDATION AUTHORITY OF HARRIS COUNTY





  Authority Support Services


  7011 Southwest Freeway


  Houston, Texas 77074-2007


  Phone 713-970-3400  (  Fax 713-970-3387


  Email:  � HYPERLINK "mailto:MHNetworkDevelopment@MHMRAHarris.or" ��MHNetworkDevelopment@MHMRAHarris.or�g











