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Submit completed forms electronically to SHProviderRelations@hhs.texas.gov, by fax to 512-776-7238 or by mail to Provider Relations, Mail Code 1938, P.O. Box 149030, Austin, TX 78714-9947.
Submit completed forms electronically to OPSHProviderEnrollment@hhs.texas.gov, by fax to 512-206-3958 or by mail to O P S H Provider Enrollment, Mail Code 1938, P.O. Box 149347, Austin, TX 78714-9347.
Provider Information
Address Information
Communication Preference
I prefer to receive notifications by:
Tax Information (W-9 required for all Taxpayer Identification Number (TIN) and legal name changes.)
Change of Provider Status (Provide additional information in the comments section below.)
Reason:
Enrolled O P S H Program
Required Signature
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