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COMMUNITY MENTAL HEALTH CENTER SITE VISIT 
REQUEST FORM 

Date of request: _________________________ 

Check type of site visit: 

__________ Initial applicant 

__________ Change of ownership with assignment 

__________ Change of ownership without assignment 

__________ Other - (explain reason for visit) 
_________________________________________

Please complete the following for the CMHC applicant requiring a site visit: 

Name: _____________________________________________________________ 

Address: ___________________________________________________________ 

Phone Number: ________________________ 

Owner(s) Name: _____________________________________________________ 

Managing/Directing Employee: _________________________________________ 

Contact Person: _____________________________________________________ 

Please complete the following for the fiscal intermediary: 

Name:
___________________________________________________________________

Address: ___________________________________________________________ 

Phone Number: ____________________ 

Fax Number: ______________________ 



E-mail Address: ____________________ 

Contact Person: 
______________________________________________________________

Corresponding CMS Regional Office: 
___________________________________________

CMS Regional Office Contact: 
_________________________________________________


