Medication Therapy Management Program (MTMP)

Change Request Form

· This MTMP Change Request form should be used to communicate Medication Therapy Management Program (MTMP) changes to CMS for review.  

· Completed change request form should be emailed to partd_mtm@cms.hhs.gov.  

· The submitted MTMP should be revised along with the change request form.  
· Part D Sponsors must attest that any approved MTM marketing materials are not impacted by the proposed change or such marketing materials will be submitted and approved by CMS as necessary prior to implementation of the change. 

Contract ID(s):       
Organization Name:      
MTMP Main Contact Name:      
MTMP Main Contact Phone Number:      
MTMP Main Contact Email Address:      
MTMP Program Year (yyyy):           

Effective date of MTMP change (mm/dd/yyyy):      
Within the appropriate section, provide a brief description and reason for the MTMP change requested:

	Section
	Brief description of MTMP change and reason

	Eligibility Criteria
	     


	Identification


	     

	Method of enrollment or disenrollment
	     

	Interventions
	     

	Provider of MTM services/ Resources:
	     

	Fees
	     

	Outcomes


	     

	Other
	     


I attest that the following change(s) either do not impact approved MTM marketing materials or such marketing materials will be submitted and approved by CMS as necessary prior to implementation of the change.
​​​​​​​​​​​​​​(Name)


(Title)




(Date)










