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Good News for PONI Members! 
Annual Membership Dues are unchanged in 2023!

We want to say, 'Thank you!' to all of our existing PONI Members who have been through a very difficult 2022. 

Provider Membership Dues Unchanged for 2023 

✓ For all existing MD, DO, DC, DPM and OD Members, Annual Membership Dues in 2023 will remain 

unchanged from 2022.

✓ If you are due for recredentialing during the 2023 calendar year, your fee for recredentialing will be due 

at the time your recredentialing application is processed, and the Recredentialing Fee is $475.00.

Non-Physician Membership Dues 

Annual membership dues will remain the same.

If you are due for recredentialing during the 2023 calendar year, your fee for recredentialing 

will be due at the time your application is processed, and the Recredentialing Fee is $475.00. 

ALL PONI Members have 

the option to pay Dues 

annually, or semi-annually. 

✓ Pay 100% of your reduced 

Annual Dues by February 3, 

2023 and receive an 

additional 10% off!

PONI will continue to offer our EXCLUSIVE savings on 

Medical Malpractice insurance through Coverica/ Agape 

Insurance. 

How much would you save? 

✓ Have you gotten a quote from Coverica/ Agape yet?

✓ Did you know you might qualify for savings in excess

of 30-40%?

✓ For a detailed quote, contact 469-399-2362

Happy New Year from all of us at PONI! We 

send our best wishes to you for a successful 2023! 

2929 N Central Expressway, Suite 205 Richardson, Texas 75080 (972) 424-1360 
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Physician Optimal Network, Inc. 

Incorporated January 2023

Dear Provider: 

It is our pleasure to invite your participation in PONI, an organization dedicated to the support of 

physicians in independent private practice. For almost 20 years, PONI has offered a variety of 

administrative, credentialing, and managed care contracting services to physicians and providers in the 

greater Tarrant County area. 

2022 was another challenging year for our community, and particularly for front-line health care 

professionals. We want to thank you for your amazing and selfless work to care for patients during an 

extraordinarily perilous time for health care providers. 

In 2023, PONI is focused on the improvement and enhancement of the services we offer to our 

Members, including: 

✓ "One-Stop Shop" for Health Plan Credentialing and Enrollment, as well as for Medicare,

Medicaid, and Medicare Railroad enrollment.

✓ Access to 50 managed care agreements through a Messenger Model "opt-in" process. The opt­

in process allows you to select from the Commercial, Healthcare Exchange, Medicare, Medicaid,

and Worker's Compensation networks with which PONI contracts. It is your choice to participate

in one or all of the offered agreements.

✓ Exclusive Medical Malpractice and Property Casualty insurance discounts of 30-40%.

✓ PONI also offers a 'Services Only' Membership option to Physicians and Providers. This Services

Only Membership allows you to take advantage of PO Ni's various discount programs and

services, without the need to pay to be credentialed into the PONI

and/or managed care networks with which we contract.

Enclosed in this packet you will find the following: 

✓ A roster of PONI Managed Care/Payor Agreements

✓ An Application Packet with detailed instructions for making application to join PONI

✓ Invoicing and 'how to pay' details for Membership and Service Fees

PONI continues to invest in an aggressive growth strategy for 2023 and we welcome both your 

Membership and your participation as a leader in our community. If you have interest in either a 

Board or Committee role with PONI in 2023, please contact our team for more information about 

leadership opportunities. 

Welcome to PONI! We look forward to working with you and your staff in the coming year. 

Sincerely, 

McDavid "Mac" Mahaffey, MD 

Chairman, Medical Advisory Committee

Susie White 

President 
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*** EXCLUSIVE MALPRACTICE INSURANCE DISCOUNTS for PONI *** 

PONI offers exclusive discounts for Medical Malpractice and other lines of insurance. 

Our strategic partnership with Aspen American Insurance Company, a carrier with an AM Best 

financial strength rating of "A" (Excellent} frequently results in savings of as much as 40% on 

PONI Members' annual medical malpractice premium. 

Many physicians have already realized a savings of $4,000 to $10,000 in the program's first 

year. And remember, in the greater Tarrant, Johnson and Parker county area, PONI is the only 

IPA offering this exclusive program through Coverica Insurance. 

Qualifications are straightforward: 

1. Active Membership in PONI, with Dues in current paid status

2. Minimum of 5 Years in Practice

3. Claims Free

4. No TMB Actions

Are you interested in saving? Call 469-399-2362 today and get your review and quote process 

started. Even if you have claims activity in the past 5 years, you may still qualify for a significant 

savings opportunity. 

Here at PONI, everything we do is designed to help physicians save money and find the most 

efficient ways to maximize their practice resources. 

We look forward to working with your team and hearing how much money you save through 

PONl's exclusive program with Aspen Insurance! 

Susie White 

President 

McDavid "Mac" Mahaffey, M.D. 

Chairman, Medical Advisory 

Committee



2929 N. Central Expressway, Suite 205 
Richardson, TX 75080 

(972) 424 - 1360

PONI RATE CARD 

Calendar Year 2023 

Menu of Available Services and Fees 

Services and Fees PONI 
Annual Membership Dues $880.00 for MD, DO, DC, DPM, OD 

$680.00 for non-physician providers 
Non Refundable Initial Credentialing 
Application Fee 

$650.00 for MD, DO, DC, DPM, OD 
$500.00 for non-physician providers 

Non Refundable Recredentialing Fee 
(Triennial) – all Provider types 

$475.00 

Expedited Credentialing Fee (in addition to base 
credentialing fee)* 

$175.00 for MD, DO, DC, DPM, OD 
*Non-physician providers are not eligible for
expedited

Expedited Recredentialing Fee (in addition to 
base recredentialing fee)** 

$175.00 for MD, DO, DC, DPM, OD 
*Non-physician providers are not eligible for
expedited

Credentialing Reactivation Fee $175.00 
Medicare Enrollment $350.00 
Group Medicare Enrollment $350.00 
Medicaid Enrollment $350.00 
Group Medicaid Enrollment $350.00 
Bundled (CMS/TMHP) Enrollment $600.00 
Group Bundled (CMS/TMHP) Enrollment $600.00 

*Upon provider’s request.

Upon provider’s request; with management approval.

**Expedited Recredentialing Fee will be charged in the event provider’s documentation for 
recredentialing is received by the Credentialing Staff with fewer than twenty (20) business days to 
process prior to the deadline for submission to Committee. Failure to be recredentialed according to 
Health Plan schedule will result in termination from all affiliated health plans.  

Expedited Credentialing does not guarantee expedited contract approval from the health plans. 

Application to and Membership in PONI does not guarantee participation in Managed Care Networks, 
which apply varying rules of eligibility based on the product/network type (Commercial, Medicare, 
Medicaid, Workers’ Compensation; etc.) 
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PONI FEES AND INVOICING 

Payment Schedule for 2023 

Annual Membership Dues 

** Please Note that Membership Dues are REDUCED for 2023 

All Members will have the option to pay their Membership Dues on an Annual or Semi-Annual 

basis. 
✓ Members who elect to pay their Membership Dues annually will receive an additional

10% discount:

Member Dues and Payment Schedule 

Annual Dues for Physician Members (paid annually) 

Annual Dues for Physician Members (semi-annually) 

Annual Dues for Non-Physician Members (paid annually) 

Annual Dues for Non-Physician Members (semi-annually) 

Credentialing and Other Fees 

Non Refundable Initial Credentialing Physician 

• Non-Physician

Non Refundable Recredentialing Fees (triennially) 

Expedited Credentialing Request 

         Physician- level Providers ONLY

*Re-activation of a Closed Credentialing File

Amount 

$ 792.00 

$ 440.00 

$ 440.00 

$ 612.00 

$ 340.00 

$ 340.00 

Due By or 

Before 

02/03/2023 

02/03/2023 

08/04/2023 

02/03/2023 

02/03/2023 

08/04/2023 

$ 650.00 

$ 500.00 

$ 475.00 

$ 175.00 

$ 175.00 

Prior to services rendered. 

Prior to services rendered.

Prior to services rendered.

Prior to services rendered.

Prior to services rendered.

*In the event PONI staff receives an incomplete Credentialing Application, a maximum of three (3)

follow-up attempts will be made to collect necessary information (including payment) from the

Applicant Provider.

• If an Application remains incomplete following the 3rd attempt, the file will be CLOSED, and the

incomplete packet returned to the Applicant.

• A re-activation fee of $175.00 will be required, in addition to a second non-refundable

Application Fee, to re-activate the Applicant's file and process a completed Application.

Applications cannot be processed without payment, or if they are incomplete in any element. 

PONI Packets_Calendar Year 2023_Confidential 

poninetwork.com 



P®N I CREDIT CARD /Check Authorization Form Physicians Optimal Network, Inc. (PONI)
hysician Optimal NelV/ork Incorporated 

% Cypress Healthcare Consultants

2929 N Central Expressway, Suite 205 

Richardson, Texas 75080 
(469) 661-0771

INVOICE#: 
---------------------------

Pay By: (Circle One) CREDIT CARD or CHECK 

Paying by Check: 

Date: Check number: 
-------- ---------------

Paying By Credit Card (Visa, MC, Am Ex, or Discover): 

!, _ ______________ � authorize Physicians Optimal Network, Inc. (PON!) to 
(Name Must be Printed Here) 

charge the following amount, or amounts (if more than one service is being purchased) to my credit card: 

$ _ __ _  Description: _ __ _ _ _ __ _ _ _ _ _____ _ _ _ _ _ _ _ _ __ _ 
Please include the total dollar amount authorized and indicate that you are submitting payment for quarterly 

dues, and for what time period. 

Confirm Total Amount Authorized to be Charged on this Authorization:$ _____ _ 

Type of Card (Visa, MC, Am Ex, or Discover): ___ Card Number: _____________ _ 

Name on Card: _ __ _ _ _ _ ___ _ _ _ __ Exp Date: _ __ __ 3-Digit Security: _ _  _ 
PRINT NAME 

Billing Address: _ ______________________ .Zip Code: ____ _ 
MANDATORY 

By my signature hereto, I affirm my understanding and agreement I will be charged upon receipt of signed credit card 
agreement, and this authorization will remain in effect until I cancel it in writing. I agree to notify Cypress Healthcare 
Consultants in writing of any change in my account information or termination of this authorization at least 15 days prior 
to the next billing date, if applicable. I agree not to dispute this billing with my bank so long as the transaction 
corresponds to the terms indicated in this authorization form. 

Email Address: _____________________ Phone: _______ _ 

Signature: ________________________ Date: _______ _ 

CC and Check Form_PONl_2023 



2929 N Central Expressway, Suite 205 
Richardson, TX 75080 

Ph: (972) 424-1360 Fax: 469-757-8884 

INSTRUCTIONS 

PLAN PARTICIPATION CHECKLIST 

**Very Important Information** 

Please take careful consideration before filling out the Plan Participation Checklist. Once you have made your 
selections, and sent the document to us, our Provider Relations team will submit the information to the payors. It 
generally takes 30 – 180 days to be loaded to the payors. If you are adding a provider to your group, PLEASE refer 
to the PPC the established providers use. Please utilize the PPC of the established providers as a guide for the new 
provider’s PPC. If not, it can cause inconsistencies in plan participation within the group. Subsequently, PPC 
corrections are often submitted too quickly after the initial PPC has been processed, which causes issues and 
backlogs in the loading process. It is important to wait a minimum of 6 months before making changes to plan 
participation by sending us another PPC. To avoid this, take the time to make careful selections on the initial PPC, 
keeping a selection template at the practice level, and reading all checklist instructions, bylines, and participation 
criteria thoroughly. 

If you are pending a Medicare PTAN and/or Medicaid TPI but plan to accept Medicare Advantage and Medicaid 
managed care plans in the future, please make your selections for these plans on your initial checklist. Once we 
receive your Medicare PTAN and/or Medicaid TPI we well automatically enroll you in the plans you selected. 

To establish valuable organization with the networks and maintain your revenue cycle we recommend you make 
minimal changes. For this reason, we are limiting our members to a maximum of 2 plan changes per fiscal year 
October 1 – September 30. If you need to change your plan participation more than 2 times in a fiscal year, there is 
a $350 charge to process each additional change. Please note this does not include new plan offerings when we 
send out opt-in forms with solicitations.  

I have read, and I understand the information above. 

Group Name:   ___________________________________________________________________________ 

Provider Name,  

Group Admin,  

or Provider Signature: ___________________________________________________________________________ 

Date:  ____________________________________________________________________________ 

PLEASE NOTE CHANGES AS MARKED 



2929 N Central Expressway, Suite 205 
Richardson, TX 75080 

Ph: (972) 424-1360 Fax: 469-757-8884 
PLAN PARTICIPATION CHECKLIST 

Provider Name: ______________________________ Provider NPI: _______________________________ 

Provider CAQH #: _____________________________ Provider Specialty: ___________________________ 

Group Association: ____________________________ TIN: _______________________________________ 

Please select Opt-in or Opt-out on all options listen below and return with your application. 

If a plan does not have an Opt-in/Opt-out box checked it defaults to Opt-out and will not be sent for enrollment. 

Commercial Products 

Aetna 

• HMO
□ Opt-in
□ Opt-out

• PPO
□ Opt-in
□ Opt-out

• THRAetna
□ Opt-in
□ Opt-out

ChoiceCare 

• PPO
□ Opt-in
□ Opt-out

Coventry/First Health 

• CVTY/FH Auto
□ Opt-in
□ Opt-out

• CVTY/FH PPO
□ Opt-in
□ Opt-out

Friday Health Plans (Panel closed for 2023) 

• Exchange



2929 N Central Expressway, Suite 205 
Richardson, TX 75080 

Ph: (972)424-1360 Fax: 469-757-8884 

□ Opt-in
□ Opt-out

Galaxy Health 

• PPO
□ Opt-in
□ Opt-out

GlobalHealth 

• HMO
□ Opt-in
□ Opt-out

Healthcare Highways 

• PPO
□ Opt-in
□ Opt-out

HealthSmart 

• Auto
□ Opt-in
□ Opt-out

• PPO
□ Opt-in
□ Opt-out

IMS 

• PPO
□ Opt-in
□ Opt-out

Molina 

• Exchange
□ Opt-in
□ Opt-out

MultiPlan/PHCS 

• PPO
□ Opt-in
□ Opt-out



2929 N Central Expressway, Suite 205 
Richardson, TX 75080 

Ph: (972) 424-1360 Fax: 469-757-8884 

Provider Networks of America (PNOA) 

• PPO
□ Opt-in
□ Opt-out

Provider Select 

• PPO
□ Opt-in
□ Opt-out

Stratose 

• PPO
□ Opt-in
□ Opt-out

Superior Health Plan 

• Allwell
□ Opt-in
□ Opt-out

• Ambetter
□ Opt-in
□ Opt-out

Three Rivers 

• PPO
□ Opt-in
□ Opt-out

TriWest 

• VA
□ Opt-in
□ Opt-out

USA Managed Care (USAMCO) 

• PPO
□ Opt-in
□ Opt-out



2929 N Central Expressway, Suite 205 
Richardson, TX 75080 

Ph: (972) 424-1360 Fax: 469-757-8884 

Workers’ Compensation Products 

CorVel 

• Workers’ Compensation
□ Opt-in
□ Opt-out

Coventry/First Health 

• Workers’ Compensation
□ Opt-in
□ Opt-out

HealthSmart 

• Workers’ Compensation
□ Opt-in
□ Opt-out

PrimeHealth 

• Workers’ Compensation
□ Opt-in
□ Opt-out

Medicare Advantage Products 

Aetna 

• Medicare
□ Opt-in
□ Opt-out

Amerigroup 

• Amerivantage MA
□ Opt-in
□ Opt-out

CareNCare 

• MA



2929 N Central Expressway, Suite 205 
Richardson, TX 75080 

Ph: (972) 424-1360 Fax: 469-757-8884 

□ Opt-in
□ Opt-out

ChoiceCare/Humana 

• MA HMO
□ Opt-in
□ Opt-out

• MA PPO
□ Opt-in
□ Opt-out

Clover 

• MA
□ Opt-in
□ Opt-out

GlobalHealth 

• Medicare
□ Opt-in
□ Opt-out

HealthSpring 

• MA HMO
□ Opt-in
□ Opt-out

• MA PPO
□ Opt-in
□ Opt-out

Molina 

• MA
□ Opt-in
□ Opt-out

MultiPlan 

• MA
□ Opt-in
□ Opt-out

Provider Partners Health Plan of Texas (PPHP) 



2929 N Central Expressway, Suite 205 
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Ph: (972) 424-1360 Fax: 469-757-8884 

• Medicare
□ Opt-in
□ Opt-out

Medicaid Products 

Aetna 

• CHIP
□ Opt-in
□ Opt-out

• STAR
□ Opt-in
□ Opt-out

AetnaBetterHealth 

• CHIP
□ Opt-in
□ Opt-out

• Medicaid
□ Opt-in
□ Opt-out

Amerigroup 

• CHIP
□ Opt-in
□ Opt-out

• STAR
□ Opt-in
□ Opt-out

• STAR+PLUS
□ Opt-in
□ Opt-out

• Perinate
□ Opt-in
□ Opt-out

AmeriHealth Caritas 

• Medicaid HMO
□ Opt-in



2929 N Central Expressway, Suite 205 
Richardson, TX 75080 

Ph: (972) 424-1360 Fax: 469-757-8884 

□ Opt-out

Cook’s Children’s Health Plan 

• Cook CHIP
□ Opt-in
□ Opt-out

• Cook STAR
□ Opt-in
□ Opt-out

• Cook STAR Kids
□ Opt-in
□ Opt-out

Equality Health Plan 

• Medicaid
□ Opt-in
□ Opt-out

Molina 

• CHIP
□ Opt-in
□ Opt-out

• STAR
□ Opt-in
□ Opt-out

• STAR+PLUS
□ Opt-in
□ Opt-out

• Perinate
□ Opt-in
□ Opt-out

Superior 

• CHIP
□ Opt-in
□ Opt-out

• STAR Kids
□ Opt-in
□ Opt-out

• STAR+PLUS



2929 N Central Expressway, Suite 205 
Richardson, TX 75080 

Ph: (972)424-1360 Fax: 469-727-8884 

□ Opt-in
□ Opt-out

• Foster Care
□ Opt-in
□ Opt-out

• Perinate
□ Opt-in
□ Opt-out

TX Children’s Health Plans 

• CHIP
□ Opt-in
□ Opt-out

• Medicaid
□ Opt-in
□ Opt-out

• Perinate
□ Opt-in
□ Opt-out

• STAR
□ Opt-in
□ Opt-out

• STAR Kids
□ Opt-in
□ Opt-out

Dual Medicare-Medicaid 

Molina 

• MMP
□ Opt-in
□ Opt-out

Superior 

• MMP
□ Opt-in
□ Opt-out



2929 N Central Expressway, Suite 205 
Richardson, TX 75080 

Ph: (972) 424-1360 Fax: 469-77-8884 

United Healthcare 

□ Opt-in
□ Opt-out

Credentialing Only 
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New Member Packet Contents 

Section 1 - Welcome and How to Apply 

• Welcome Letter from Dr. McDavid "Mac" Mahaffey and Susie White

• Roster of PONI Payor Agreements

• How to Apply for Participation in PONI

2929 N Central Expressway, Suite 205 
Richardson, Texas 75080 

(972) 424· 1360

*The Information and Items outlined below are determined by the Health Plans and Networks with 

which PONI maintains Delegated Credentialing Agreements. Providers will not be credentialed if 

packets are returned less than 100% complete.

All INFORMATION listed is required for either credentialing or compliance purposes. 

• Credentialing Criteria Checklist
• Supplemental Credentialing Information Form
• Superior HealthPlan Supplemental Information Form
• Required- Disclosure of Ownership and/or Financial Interest
• Supervising/Collaborating/Monitoring Physician Protocols/Duties/Scope of Practice

Supplemental Attestation
• Credentialing Acknowledgement and Authorization

• PONI Rate Card with Service Fees and Membership Dues
• PONI Payment Authorization Form

Section 2 - PONI Provider Participation Agreement 

PLEASE NOTE THE FOLLOWING: 

• Participation will be "active" upon notification of Credentialing Approval, normally the month

following submission of a COMPLETE application packet and full payment of dues and

application fee.
• On Page 13 ("Attachment A") of the Agreement, the Provider must indicate his/her

acceptance of Conforming Contract Offers. In other words, Managed Care Networks or Health

Plans where reimbursement is either one of the following:

1) 80% of the Provider's Billed Charges or more; or,

2) 130% or more of current market CMS allowable for E&M and other Codes, and

3) 100% or more for HCPCS

• For "Non-Conforming" Contract Offers, Providers will be providers will be given the Option to

participate or decline participation in each product, both at the outset of their participation in

PONI, and as new contracts become available to the PONI Membership.

Section 3 - PONI Services and Discounts 

• Exclusive Medical Malpractice Discounts through Agape and Aspen Insurance
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How to Apply for Participation 

Thank you for your interest in joining Physician Optimal Network Inc. (PONI) ! 

We look forward to reviewing your Application for Credentialing and Participation. 

✓ We have included a useful credentialing checklist for your convenience. Please return the complete

package to us as soon as possible. The credentialing process will not begin if the information you provide is

incomplete or inaccurate. If we receive an incomplete Credentialing Package:

o Our office will contact your office a total of just three (3) times to obtain missing items.

o If PONI does not receive ALL requested, and/or missing information after 3 attempts to complete

your Credentialing Package, your Application will be de-activated in the system.

o Re-activating a Credentialing Application requires payment of a $175.00 fee.

RETURN COMPLETED APPLICATIONS by mail, e-mail, or fax to: 

8!'.:l Physician Optimal Network, Inc. (PONI) 

% Cypress Healthcare Consultants Attn: 

PONI Credentialing 

2929 N Central Expy, Ste 205 

Richardson, TX 75080 

121 PONICred@Cypresshcc.com 

� 469-757-8884

If your application is approved by the PONI Board of Directors, you will receive a Combined Messenger Notice and 

applicable accompanying payor documents for your review. You must immediately: 

✓ complete, sign, and return to PONI

❖ The Combined Messenger Notice details each of PONl's contracted and available health

plans. You may enroll in any or all of these plans and networks once you are credentialed and 

your PON/ Membership becomes effective. 

2929 N. Central Expwy, Suite 205 Richardson, TX 75080 

(P) 972.424.1360 (F) 469-757-8884
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CREDENTIALING CRITERIA CHECKLIST 
Please use this checklist to ensure that you have completed and submitted all of the information we need 

to process your membership in P0NI. 

PLEASE BE SURE TO COMPLETE THE CREDENTIALING APPLICATION IN ITS ENTIRETY. 

INCOMPLETE APPLICATIONS WILL NOT BE PROCESSED. 

Practitioner Name 

Practice Name 

Contact Person 

Contact Email  

Application and Signatures 

Download a current Texas Standardized Credentialing 

Application (TSCA) 

CAQH #: __________ __ 

All required lines of the application MUST be completed. 

Any line that is not applicable MUST be marked "NA." YOU 

MUST RETURN ALL PAGES OF THE APPLICATION EVEN IF 

THEY ARE NOT USED. 

0 Individual Information (page 1) 
0 Practice Information (pages 1-3) 
0 Board Certifications (page 4) 
0 Hospital and Education Information (page 5) 
0 Work History (page 6) 
0 Licenses and References (page 7) 
0 Professional Liability Insurance (page 8) 
0 All General Questions "Y" or "N" (page 8) 

You MUST submit written explanations for any General 

Questions for which you have answered "Y" 

G) Provider Statement to Release Information
o Signatures and Date

Q) If providing CAQH #, you will need to send the
following documents:

o Printed complete CAQH packet, Signed page
11 and 12 from the TSCA, dated within the last 
180 days 

o Current Complete IRS Form W-9
o Current CMS 1500

Specialty 

TIN 

Phone

Website 
Attachments 

Attach legible copies of the following documents. 

Do not send originals. 

Ocurrent TX License 
OCurrent Curriculum Vitae (CV) 
0 Current Complete IRS Form W-9 
0 Current Form CMS 1500 
0 Attachment G (if box 16 marked "yes")

0 Current Professional Liability Face Sheet 
(include below items, as applicable) 

0 Current DEA Certificate (as applicable)

0 Certificate of ECFMG (if marked "yes" on page 2) 
0 Current Lab and X-Ray Certificates 

(as applicable) 

Please submit completed documents to: 

B!'.J Cypress Healthcare 
Consultants 
Attn: PONI Credentialing 
2929 N Central Expy. #205 
Richardson, TX 75080 

□ PONICred@Cypresshcc.com

� 469-757-8884 

________________________________________











Section IV: Convictions 

Has any person who has an ownership or control interest in the Provider, or is an agent or managing employee of the Provider 
ever been convicted ofa crime related to that person's involvement in any program under Medicaid, Medicare, or Title XX 

program? D Yes D No (verify through OIG Website) 

If yes, please list those persons below. ( 42 CFR 455.106) Attach a separate sheet ifnecessary. 
Name/Title DOB Address SSN 

Section V: Business Transactions 

Has the Provider had any financial transactions with any subcontractors totaling more than $25,000 with any subcontractors 
during the previous 12 months? □Yes DNo 

Has the Provider had any significant business transactions between it and any wholly owned supplier or any subcontractor duringthe 
previous 5 years? D Yes □ No 

If yes, list the ownership of any subcontractor with whom the Provider has had business transactions totaling more than 
$25,000 during the previous twelve-month period, and any significant business transactions between the Provider and any wholly 
owned supplier or between the Provider and any subcontractor during the past 5-year period. (42 CFR 455.105). Attach a separate 
sheet if necessary. 

Name Supplier/Subcontractor 

I
Address Transaction Amount 

I 

Section VI: Managing Employees 

Does the Provider have any managing employees? □Yes □No 

If yes, list each member of the Board of Directors or Governing Board and each managing employee with their name, DOB, 
address, SSN, and percent of interest. ( 42 CFR 455.104) Attach a separate sheet if necessmy. 

Name/Title DOB Address SSN % 
Interest 

If "Group Practice" or "Disclosing Entity" is checked in the Practice Information section above, the undersigned hereby represents that 
he, she or it is providing the information in this Statement on behalf of the Group Practice or Disclosing Entity, as appropriate, and on 
behalf of each physician and practitioner listed on Exhibit A attached to this Statement, and the undersigned represents that he, she or it 
is legally authorized, as an agent or attorney-in-fact, to provide such information and execute this Statement on behalf of the Group 
Practice or Disclosing Entity and each listed physician and practitioner. 

The undersigned certifies that the information provided herein, is true, accurate and complete. Additions or revisions to the information 
above will be submitted immediately after such change. Additionally, the undersigned understands that misleading, inaccurate, or 
incomplete data may result in a denial of participation for the affected providers. 

Signature Title ( or indicate if authorized Agent) 

Name (please print) Date 

2929 N Central Expressway, Suite 205 Richardson, Texas 75080 (972) 424-1360 



TRIWEST COMMUNITY CARE NETWORK (CCN) PARTICIPATION REQUEST  

Please complete all applicable data fields and returned completed form to attention Network Management: 
Fax 972-238-7252 OR E-mail: VA_TriWest@bcbcstx.com 

1. BCBSTX
Provider Record ID:

2. Provider Name/Title:

3. Tax ID: 4. Individual-Type 1 NPI:

5. Date of Birth (DOB): 6. CAQH ID: (If registered with CAQH)

7. Primary Specialty: Secondary Specialty: 

8. Provider Type: (You may only select one type)

MD/DO:  Select PCP and/or SCP 
Non MD/DO:  Select Healthcare Professional Provider or 
Behavioral Health Provider 

 Primary Care Physician (PCP)   Hospital Based Provider 

 Specialty Care Physician (SCP) 

 Healthcare Professional Provider 

 Behavioral Health Provider 

9. If Mid-Level Practitioner (APN/PA), will you be providing Primary Care Services?  Yes   No 

10. If Mid-Level Practitioner (APN/PA), list the BCBS TriWest CCN in-network supervising physician name and Type 1 NPI

Supervising Physician Name: _____________________________________TYPE 1 NPI:________________________ 

11. Practice Address, City, State, Zip Note: This address will be listed in directory and should reflect as such on CAQH application:

12. Practice Appointment Phone #: 13. Referral Fax #:

14. Practice Email:

15. Billing Address: (Where your checks/EOBS are sent)

16. Group Name:

17. Group-Type 2 NPI:

18. TAX ID:

19. Hospital Affiliations:
List all hospitals to which you refer or admit patients. a. 

b. 
c. 

20. Individual provider agreements require the provider’s signature or the signature of the provider’s designee with written
authorization from the provider.  Group agreements require the signature of an authorized representative of the group who is the CEO,
President, Executive Director, Managing Director, or Administrator.  Otherwise a written authorization from such an officer designating
the representative who is authorized to sign is required.

Name/Title of Signature Authority: 

21. Provider or Authorized Representative Signature/Date:

22. Credentialing Contact Phone# and Email Address (where agreements, follow-up information, and additional documentation request from Network Management will be 

sent):

12.4.20 

mailto:VA_TriWest@bcbcstx.com


P@NI 
Physician Optimal Network Incorporated 

Credentialing Acknowledgement and Authorization 

The IPA in which you participate has retained Cypress HealthCare Consultants (CHCC) to provide 

credentialing services on its behalf. 

Like other health care organizations, each Independent Physician Association {IPA) is legally responsible for 

knowing that individuals providing patient care are qualified and competent to do so. The Centers for 

Medicare and Medicaid Services {CMS), National Committee on Quality Assurance {NCQA), State Departments 

of Health and Human Services and other oversight organizations require that members of the medical and 

allied health staff be credentialed before working as part of the IPA. 

Credentialing activities include primary source verification {PSV) of providers' education, training, work 

history, license(s), State and Federal exclusions, insurance coverage, peer references, and 

malpractice/participation restriction history. 

PSV is the process of verifying credentials directly with the source in order to ensure that CHCC does not 

receive fraudulent documents from applicants or other non-primary sources. A credentialing office cannot 

accept any verification that comes through a third party rather than the primary source. PSV is a 

requirement by accrediting bodies as well as the cornerstone of a good credentialing process. 

As part of PSV, personal identifying information including date of birth, social security number, and 

addresses are required. 

By signing below, you acknowledge that you have read the above information and authorized Cypress 

Healthcare Consultants to conduct credentialing activities on your behalf for the above- named IPA. 

Provider Name 

Provider Signature Date 

2929 N. Central Expwy, Suite 205 Richardson, TX 75080 

(P) 972.424-1360 (F) 469-757-8884



Texas Workers' Compensation 

Required Information Form 

This form must be completed and returned. Submit this form with your currentTexas Standardized Credentialing 

Application (TSCA), including documents listed on the enclosed check list, to the address listed on the cover letter. 

D I am currently accepting workers' compensation patients or plan to accept workers' compensation patients. I plan to 
continue to accept workers' compensation patients as a member of a certified workers' compensation network (CWCN). I 
understand that consistent with Texas law, a current list of clients accessing my contract is available through worker's 
compensation payor websites. If you check this box, please complete, sign and return this form with your credentialing 
application to acknowledge that you are agreeing to participate in a CWCN. 

D I do not currently accept workers' compensation patients or I plan to discontinue my workers' compensation practice as of 
this date _ _ _ _ _ __ . If you check this box, you do not need to complete questions 1-6, but please do sign and return 
this form. 

1. My practice, for workers' compensation patients: 

a. Can best be described as (check one box that best applies):

D Initial injury care for workers 

D Initial visit for area of specialty care only (describe specialty): 

D Specialty and/or referral care only (describe specialty): 

b. Is currently accepting legacy claims (existing workers' comp claims that may be transitioned in to the
network) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

D Yes D No 

c. Accommodates urgent walk-ins and or appointments within 48 hour . . . . . . . . . . . . . . . . . . . . . . . . . . . . D Yes D No 

d. Has a physician on duty during all normal business hours . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . D Yes D No 

e. Has the following services directly available in my office or immediately available on site (circle all
that apply): Lab Tests Lab Drawing only Drug Screen Routine Radiology Minor Surgery 

2. My office staff is trained in the identification and care of occupational illness and injury ............. . 

3. My office staff will promptly provide information, consistent with state requirements, to workers' 
compensation representatives regarding a claimant's condition and care ........................ . 

4. My office staff maintains an active return to work philosophy including cooperation on light or modified
duty assessment ............................................................................... . 

5. Did you submit a disclosure of financial interests in other health care providers to the state (if applicable)

6. Please certify as to completion of required training to perform Maximum Medical Improvement and
Evaluation of Permanent Impairment? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  . 

Provider Name NP/ 

Printed Name of Person Completing Form Contact Phone Number 

Signature of Person Completing Form Date 

0Yes0No 

0Yes 0No 

0Yes0No 

0Yes0No ONA 

0Yes0No ONA 

Please contact Cypress Health Care Consultants Credentialing at (972) 424-1360 with any questions regarding this or any other credentialing matter. 



P@NI 
Physician Optimal Network Incorporated 

If you are joining a Group Practice which is already participating with PONI: 

If your application is approved by the PONI Board of Directors, you will receive a packet containing a list of the 

plans your group has opted into, along with the necessary documents required for participation with the 

applicable payors. 

✓ Upon receipt of the completed documents, PONI will finalize the process and include you in the network

panel. You have the right to receive information on the status of your application during the

credentialing process, the right to review information submitted to support your credentialing

application, and the right to correct erroneous information.

✓ If you have questions regarding the status of your application during the credentialing process, you may

contact Cypress Healthcare Consultants at {972) 424-1360, or via email at PONICred@Cypresshcc.com

*IMPORTANT INFORMATION ABOUT HEALTH PLAN ENROLLMENT*

From the date PONI receives your completed Membership application, including all credentialing documents, 

your signed PONI Participation Agreement and payment of all dues and fees, please expect the following 

timeline for Health Plan and/or Network Participation to become effective: 

Date of Complete Packet 

Primary Source Verification 

Presentation to the PONI Board/Credentialing Committee 

Submission to Health Plans and/or Networks 

Health Plan and/or Networks Load Process 

Month/Day/Year 

7-10 business days

20-30 business days

3-5 business days

45-60 business days*

*PONI submits all Providers for enrollment and 'load' into the Health Plans'/Network's system within 5-7

business days of Board/Credentialing Committee approval. The timeline for various Health Plans and Networks

to load and make Providers "EFFECTIVE" and eligible to bill for service differs by the Plan. Our staff will make

every effort to expedite the load time and assignment of Plan/Network Effective Dates, but please expect these

timelines to vary by Plan/Network.

Please plan for a timeline of 90-120 days from the date PONI receives your completed application until the 

assignment of Health Plan/Network Effective Dates. PONI cannot and does not guarantee the timeline for your 

Effective Date with the various Health Plans and Network, as they vary by plan and backlogs which may occur at 

the Health Plan or Network. 



P©NI 
Physician Optimal Network Incorporated 

Packet Submission Checklist 

2929 N Central Expressway, Suite 205 

Richardson, Texas 75080 

(972) 424-1360

*Please check every item on the list and indicate in the affirmative "Yes" to each item before

submitting your Provider Application Packet for Credentialing to PONI.

Section 1 - Welcome and How to Apply 

✓ I Have Reviewed the Welcome Letter from Dr. Stan Johnson
✓ I Have Reviewed the Roster of PONI Payor Agreements_
✓ I Understand How to Apply for Participation in PONI_

✓ I Fully Reviewed and Understand the Credentialing Criteria Checklist_
✓ I Have Completed the TSCA and included all required documentation and licensure_
✓ I Completed the Supplemental Credentialing Information Form_
✓ I Completed the Superior HealthPlan Supplemental Information Form_
✓ I Completed the Required- Disclosure of Ownership and/or Financial Interest_
✓ I Completed the Supervising/Collaborating/Monitoring Physician Protocols/Duties/Scope of

Practice Supplemental Attestation_
✓ I Completed Credentialing Acknowledgement and Authorization_

✓ I Reviewed and Understand the PONI Rate Card with Service Fees and Membership Dues_

✓ I Completed and Signed the PONI Payment Authorization Form_

Section 2 - PONI Provider Participation Agreement 

✓ I Have Thoroughly Read and Understood the Provider Agreement_
✓ I Have Signed the Provider Agreement_

Section 3- PONI Services and Discounts 

✓ I Understand I Can Easily Obtain a Quote for Exclusive Medical Malpractice Discounts through 

Agape and Aspen Insurance_





















party to this Agreement, and no such third party shall have any right to enforce any right or enjoy 
any benefit created or established under this Agreement. This Agreement shall inure to the benefit 
of and be binding upon only the parties hereto and not to their respective legal representatives, 
successors and assigns, without the prior written consent of the other party. 

7.4. Assignment. No assignment of this Agreement or the rights and obligations hereunder shall be valid 
without the specific written consent of both patiies hereto, which consent shall not be unreasonably 
withheld, except that Network may assign this Agreement and all of Network's rights, duties and 
obligations hereunder to a successor organization. This Agreement shall inure to the benefit of and 
shall bind the successors and permitted assignees of the pmiies thereto. 

7.5. Waiver of Breach. The waiver by either patiy of any breach or violation of any provision of this 
Agreement shall not operate as, or be construed to be, a waiver of any subsequent breach of the 
same or other provision hereof. 

7.6. Force Majeure. Neither pmiy shall be liable nor deemed to be in default for any delay or failure to 
perform under this Agreement deemed to result, directly or indirectly, from any cause beyond the 
reasonable control of either party, including without limitation, acts of God, civil or military 
authority, acts of public enemy, fires, floods, strikes or regulatory delay orrestraint. 

7.7. Notice. Any material notice affecting the terms of this Agreement shall be in writing and shall be 
deemed to have been made three (3) days after it is deposited in the United States mail, postage 
prepaid, return receipt requested, and addressed as follows: 

To Provider: 
to the address shown in the most current Network Provider Directory. 

To Network: 

Physician Optimal Network, Inc. ("PONI") 
% Cypress Healthcare Consultants 
2929 N Central Expressway, Suite 205 
Richardson Texas 75080 
or to such other address as shall have been given in writing by either party to the other. 

7.8. Severability. In the event any provision of this Agreement is held to be invalid, illegal or 
unenforceable for any reason and in any respect, such invalidity, illegality or unenforceability shall 
in no event affect, prejudice or disturb the validity of the remainder of this Agreement, which shall 
be in full force and effect and enforceable in accordance with its te1ms. 

7.9. Gender and Number. Whenever the context of this Agreement requires, the gender of all words 
herein shall include the masculine, feminine and neuter, and the number of all words herein shall 
include the singular and plural. 

7 .10. Divisions and Headings. The divisions of this Agreement into sections and subsections and the use 
of captions and headings in connection therewith are solely for convenience and shall have no legal 
affect whatsoever in construing the provisions of this Agreement. 

7.11. Entire Agreement. This Agreement and all Attachments shall constitute the entire agreement 
relating to the subject matter between the patties. Each patiy acknowledges that no representation, 
inducement, promise or agreement has been made, orally or otherwise, by the other pmiy, or anyone 
acting on behalf of the other patiy, unless such representation, inducement, promise or agreement 
is embodied in this Agreement, expressly or by incorporation. 

7 .12. Amendments. This Agreement may be amended or modified in writing as mutually agreed upon 
by the patiies. Network may modify any provision of this Agreement upon thitiy (30) days prior 
written notice to Provider. Provider agrees to accept the Network's modification if Provider fails to 
object to such modification, in writing, within the thirty (30) day notice period. Amendments or 
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