
 
 

Physician Optimal Network, Inc. 
%Cypress Healthcare Consultants 
500 N Central Expressway, #500 

Plano, Texas 75074 
(972) 424-1360 

 

January 2025 
 

Dear PONI Member: 

Happy New Year! Thank you for your continued participation with PONI, the largest association of 
independent physicians in Parker, Johnson and Hood counties.  

More than ever before, PONI has become a “One Stop Shop” for all things credentialing, enrollment, 
contracting and provider relations/education. 

 “One-Stop Shop” Credentialing, Enrollment and Contracting Services 
o Health Plan Credentialing and Enrollment 
o Medicare, Medicaid Enrollment and Re-attestation 
o Individual Health Plan Contracting and Credentialing Enrollment for Plans not available 

through your PONI association (including Baylor Scott & White Health Plan, BCBS, 
UnitedHealthcare, and others). 

 PONI offers access to over 65 managed care product agreements through our Messenger Model 
“opt-in” process, and our agreement with Catalyst allows PONI to support direct contracting and 
credentialing with any Health Plan not available through your PONI Membership. 

 If you need a contract not already available through PONI, our staff is available to assist you with 
individual payor contracting needs. Just give us a call or email provider relations to let us know 
what contracts you need. 

 Medicare, Medicaid, and Direct Contracting Services are also available by request for an 
affordable flat rate fee. 

 Through a concierge program offered by KonnectMD, PONI member offices can now offer their 
office staff zero-dollar access to 24/7 urgent telehealth services, as well as no-cost or very low-
cost prescription medication, and deep discounts for dental, vision, and chiropractic services. To 
learn more about the KonnectMD program, visit https://konnectmdagency.com/cypress, or 
contact the Cypress office for assistance.  

 A revised and updated PONI website is coming soon, with updated capabilities for online 
payment of PONI fees, access to the PONI provider directory, and a calendar of upcoming PONI 
events to support providers and their office managers. 

Thank you for your dedication to providing care for the members of our community. We look forward to a 
successful and prosperous year in 2025! 
 
Sincerely, 
 
  
Susie White 
President    

https://konnectmdagency.com/cypress


500 N Central Expressway, Suite 500 
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PONI RATE CARD 
Calendar Year 2025 

Menu of Available Services and Fees 
SERVICES AND FEES PONI 
Annual Membership Dues $995.00 for MD, DO, DC, DPM, OD 

$775.00 for non-physician providers 
Non Refundable Initial Credentialing 
Application Fee  

$695.00 for MD, DO, DC, DPM, OD 
$540.00 for non-physician providers 

Non Refundable Recredentialing Fee 
(Triennial) – all Provider types 

$510.00 

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

$210.00 

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

$210.00 

Credentialing Reactivation Fee $210.00 
Medicare Enrollment $515.00 
Group Medicare Enrollment $515.00 
Medicaid Enrollment $515.00 
Group Medicaid Enrollment $515.00 
Bundled (CMS/Medicaid)Enrollment $775.00 
Group Bundled 
(CMS/Medicaid)Enrollment 

$775.00 

Single Health Plan Contracting (for 
contracts not available thru PONI) 
Contract Negotiation/Procurement 

$775.00 (includes individual credentialing for 
one (1) provider 
Additional providers may be added to the 
Agreement and credentialed individually for 
$360 per provider. 

*Upon Provider’s Request.
**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 the Health Plan schedule will result in termination from Health Plan(s).

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, Worker’s Compensation, etc.) 
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PONI FEES AND INVOICING 
Payment Schedule for 2025 

Annual Membership Dues  
PONI continues to focus on minimizing the cost of services. The amortized cost of membership for 
Physician Members is $82.91 per month, and $64.58 per month for mid-level providers. When fees are 
paid annually (according to the schedule below), fees are discounted an additional 10%. 
 Late payment (defined as payment outside of the thirty-one (31) day invoice/payment date), will

be assessed a 5% late fee.
 Payment past due by sixty-one (61) days or more may result in termination from PONI network

and all contracted Health Plans and Networks. Past due by ninety (90) days will result in
termination from PONI and all contracted Health Plans and Networks. Multiple warnings are
provided in advance of termination to ensure Members have notice of removal.

 When a Provider is terminated from PONI, he/she is terminated from all health plans accessed
through PONI.

Member Dues and Payment Schedule  Amount 
Annual Dues for Physician Members (annual)  $  895.50* 
Annual Dues for Physician Members (semi-annual) $  497.50 

$  497.50 

Due By or Before 
02/07/2025      
02/07/2025      
07/11/2025 

02/07/2025 
02/07/2025 
07/11/2025 

Annual Dues for Non-Physician Members (annual) $  697.50* 
Annual Dues for Non-Physician Members (semi-annual) $  387.50

$  387.50 
*Reflects 10% discount for payment of annual dues, by due date.

Credentialing and Other Fees 
Non Refundable Initial Credentialing Physician $  695.00    At time of service 

• Non-Physician $  540.00    At time of service 
Non Refundable Recredentialing Fees (triennially) $  510.00    At time of service 
Expedited Credentialing Request by Provider  $  210.00    At time of service 

*Re-activation of a Closed Credentialing File $  210.00    At time of service 
(Per Provider)

1. A maximum of three (3) follow-up attempts will be made to collect missing information (including
payment) from the Applicant Provider.

2. 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 will be required to re-open the
file.

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



Payment Form – ACH, Credit Card, Check - Physician Optimal Network, Inc. (PONI) 
500 N Central Expressway, Suite 500 
Plano, Texas 75074 
P: (469) 661-0771  F: (469) 757-8883 

INVOICE #: 

Pay By (Check One):       CHECK       ACH       CREDIT CARD

Paying by Check: 

Date: Check number: ____________________ 

Please Make Checks Payable to: Physician Optimal Network, Inc. 
Paying by ACH or Credit Card (Visa, MC, Discover, Am Ex): 

I, , authorize Physician Optimal Network, Inc. (PONI) to 
(Name Must be Printed Here) 

charge the following total amount to the credit card / bank account listed further below: 

$          Description: 
Please include the total dollar amount authorized and describe what you are submitting payment for. 

Confirm Frequency:  ONE TIME Payment: ______          RECURRING Payment/”Auto-Pay”: ______ 
(Recurring payment frequencies: 
PONI membership dues – 2 times a year, every 6 months (Jan-June & July-Dec), or if annual, then 1 time a year. 
Recredentialing fees – 1 time every 3 years when providers are due for PONI recredentialing.) 

ACH Information: 
Account Type:   Checking: ______     Savings: ______ 

Bank Name: ________________________ Name on Account: ____________________________________ 

Account #: ______________________________________ Routing #: ______________________________ 

Credit Card Information: 

Type of Card (Visa, MC, Discover, Am Ex): Card Number: 

Name on Card: Exp Date: 3-Digit Code (CVV):
PRINT NAME (4-Digit for Am Ex) 

Billing Address: Zip Code: 

By my signature hereto, I affirm my understanding and agreement I will be charged upon receipt of signed credit card/ACH agreement, 
and this authorization will remain in effect until I cancel it in writing. I agree to notify PONI 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/ACH and Check Form_PONI_2024_2.0 



500 N Central Expressway, Suite 500 
Plano, Texas 75074 
https://poninetwork.com 

Direct Health Plan Contracting and Credentialing Services 
PONI is pleased to offer a new service for Direct Health Plan Contracting and Credentialing. This service is available to PONI Members as well as 

to Providers in the community that are not Members of PONI. 

• Requesting our assistance with director contracting and credentialing is very simple, requiring only the completion of this Service

Request Form and payment of a project deposit.

Group Name (if applicable) Provider Name(s) Specialty(ies) Individual and/or 
Group TIN 

Name(s) of Health Plan to Contract 

Professional Fees: 

Contract Procurement + Individual Credentialing for one (1) Provider $775.00 

Credentialing for additional (beyond the included 1 Provider) $360.00 each 

Totals for this Request: 

Number of Health Plan or Health Network Agreements Requested: ________ 

Number of Providers to Include in Contracting/Credentialing: ________ 

Project Fees: $_________________ Deposit $_______________ 

Approved by: ____________________________________________ ___________________________________________ 

       Client Signature   PONI Management 

Project Start Date: ________________________________________ 



500 N Central Expressway, Suite 500 
Plano, Texas 75074 
https://poni.network.com 

Medicare and/or Medicaid Enrollment Services 
PONI is pleased to offer a new service for Medicare and/or Medicaid Enrollment Services. This service is available to PONI Members as well as to 

Providers in the community that are not Members of PONI. 

• Requesting our assistance with Medicare and Medicaid Enrollment is very simple, requiring only the completion of this Service Request

Form and payment of a project deposit.

Group Name (if applicable) Provider Name(s) Specialty(ies) Individual and/or 
Group TIN 

Service Requested (Medicare, Medicaid, Group 
or Individual, or both Medicare/Medicaid) 

Professional Fees: 

Medicare or Medicaid Enrollment for one (1) Provider  $515.00 

Medicare or Medicaid Enrollment for Group $515.00 

Bundled Medicare/Medicaid Enrollment for Individual or Group $775.00 each 

Totals for this Request:  Type Enrollment: 

Number of Providers to Include for Enrollment: ________ ______Medicare ______Medicaid ______Bundled 

Project Fees: $_________________ Deposit $______________ ______ Individual Physician(s) ________Group 

Approved by: ____________________________________________ ___________________________________________ 

Client Signature   PONI Management 

Project Start Date: ________________________________________ 



CREDENTIALING CRITERIA CHECKLIST 

Please use this checklist to ensure that you have completed and submi ed all required 

informa on needed to process your membership in Physician Op mal Network, Inc. 

INITIAL AND RECREDENTIALING SERVICES REQUIRE PAYMENT PRIOR TO PROCESSING – 

Submit Payment at the Time Applica on is submi ed. 

PLEASE COMPLETE THE CREDENTIALING APPLICATION IN ITS ENTIRETY 

INCOMPLETE APPLICANTS WILL NOT BE PROCESSED – NO EXCEPTIONS 

Provider Name:___________________________________ NPI:___________________________________ 

Group Name:_____________________________________ TIN:___________________________________ 

Contact Name:____________________________________ Phone:________________________________ 

Contact Email:____________________________________ Website:_______________________________ 

  ALL DOCUMENTATION MUST BE CURRENT !! 

Applica on & Intake Packet Suppor ng Documenta on 
ALL pages of TSCA & Packet MUST BE RETURNED  
Any “non applicable” pages in packet or sec ons 
of TSCA must be marked “N/A”. 

Verifica on/look up screen prints will not be 
accepted, must provide copy of cer fica on when 
required (marked with *). 

o Texas Standard Creden aling Applica on

o All expira ons dates must be current

o Prac ce loca ons pages are required for EACH
loca on

o Release pages 11 & 12 must be dated w/in 30
days of packet submission

o PONI New Provider Intake Le er

o Supplemental Cred Info Form completed for
EACH prac ce loca on

o Disclosure of Ownership & Control Interest
Statement

o Various Payer Par cipa on Forms

o Supervising Physician A esta on (if applicable)

o 1500 HCFA Form completed for EACH prac ce
loca on

o W9 for current year

o Provider Agreement (if applicable)

o Resume / CV (Ini al applicants only)

o Current Texas License Cer ficate

o Current Texas DEA* (if applicable)

o Current Board Cer fica on (if applicable)

o Current CLIA / XRAY Cer ficates* (If applicable)

o Current Malprac ce Cer ficate*
(min 200K/600K)

o Educa on Diploma(s) (Ini al applicants only)

Please reach out to PONIcred@cypresshcc.com if you have any ques ons or concerns. 

Thank you! 



    AdministraƟve Offices: 
    500 N. Central Expressway, Suite 500 
    Plano, Texas 75074 
 

10.2023 

 

HOW TO APPLY FOR PONI MEMBERSHIP 

Thank you for your interest in joining PONI, a mulƟ-specialty physician associaƟon (IPA). We look forward 

to receiving your applicaƟon and preparing the necessary documents for your review by our Medical 

Advisory CommiƩee. Once your applicaƟon is verified as complete, our team will conduct the 

credenƟaling verificaƟon process in accordance with NCQA and Health Plan guidelines. 

 We have included a CredenƟaling ApplicaƟon Checklist for your convenience. Please review the 

list carefully and be sure to submit a complete Applica on packet. 

 A complete ApplicaƟon packet requires you to include all requested credenƟaling documentaƟon, 

a complete TSCA, and full payment of all fees due. 

 PONI CredenƟaling will not process an incomplete ApplicaƟon! 

 Staff will provide the Applicant with a maximum of three (3) noƟces of missing informaƟon. 

 If an Applicant has not submiƩed all required documents aŌer 3 noƟces of missing items, the file 

will be closed.  

 Please note: ReacƟvaƟng a CredenƟaling File will require payment of a $200 Re-AcƟvaƟon Fee, as 

well as a second CredenƟaling ApplicaƟon Fee, which is non-refundable. 

Once complete and ready for submission, send your applica on by email to: 

PONIcred@cypresshcc.com 

If you need to submit your packet via U.S. mail for any reason, please use the mailing address shown 

below: 

Catalyst Consultants 

ATTN: PONI CredenƟaling 

4810B Spicewood Springs Rd. 

AusƟn, Texas 78759 

 

CredenƟaling Review and Approval 

The Medical Advisory CommiƩee meets on the third (3rd) Tuesday of each calendar month of the year. In 

order to be considered in a given month, your applicaƟon and all credenƟaling verificaƟon work must be 

completed by the second (2nd) Tuesday of that month. 

 

Approved Providers will receive noƟficaƟon from PONI staff to confirm their parƟcipaƟon in the IPA, and a 

welcome leƩer no later than ten (10) business days following their approval for parƟcipaƟon. 

 

EXAMPLE:  

Applicants approved on Tuesday, September 19, 2023 

 Welcome LeƩer sent no later than Tuesday, October 3, 2023 

 Applicants approved on September 19, 2023, will be included in the Monthly Payor Update 

Report for the month of September. 

 



    AdministraƟve Offices: 
    500 N. Central Expressway, Suite 500 
    Plano, Texas 75074 
 

10.2023 

 

Submission of Provider Group ApplicaƟons 

In the event mulƟple Applicants are submiƩed as part of a Provider Group, the Group will be provided a 

Plan ParƟcipaƟon Ballot that must be completed by and for each Provider Member of the Group.  

 

We realize not all Members of a Group PracƟce will parƟcipate in the same Health Plans and Networks; 

therefore, each Provider Member of the Group must provide a signed Ballot indicaƟng which of the 

available Plans and Networks he/she wishes to join as a Provider.  

 In the event of uniformity of Group ParƟcipaƟon in all available Plans/Networks, a Group may 

complete a submit a Combined Provider Ballot, which must be signed and dated by an individual 

authorized to sign on behalf of all Providers in the Group. 

 If there is any deviaƟon from uniformity of Ballot selecƟons within a Group, the Group must 

submit completed and signed Ballots for each Provider in the Group. 

 

What if you join a Group already par cipa ng with PONI? 

As part of your ApplicaƟon Packet, the Provider will receive a Combined Messenger NoƟce to complete, 

sign and return. 

 The Combined Messenger NoƟce will detail for the new Member exactly which Health Plans and 

Networks are available, and the Provider will be allowed to indicate by “Opt-In” or “Opt-Out” 

which Plans/Networks he/she wishes to parƟcipate with. 

 Upon approval by the Medical Advisory CommiƩee, the new Provider will be submiƩed for 

parƟcipaƟon in the elected Plans/Networks at the end of the month during which their 

credenƟaling applicaƟon was approved. 

 

EFFECTIVE DATES 

Following a Provider’s approval for parƟcipaƟon in PONI and submission to Health Plans/Networks, PONI 

will send a “Plan ParƟcipaƟon Report” to the new Provider. The Plan ParƟcipaƟon Report will reflect the 

EffecƟve Dates for that Provider’s parƟcipaƟon in the various Plans/Networks.  Where possible, the 

EffecƟve Dates are populated in this report based on policies of the Plans/Networks. In some cases, the 

Plans/Networks do not confirm EffecƟve Dates for 60-90 days, but staff will confirm known EffecƟve Dates 

as part of the Provider’s Welcome LeƩer/Packet. 

 

QuesƟons about CredenƟaling? 

If you have quesƟons related to any CredenƟaling issue or need to submit CredenƟaling documents to 

complete your file, please email PONIcred@cypresshcc.com. 

 

Non-CredenƟaling QuesƟons? 

For ANY quesƟons that are not specifically related to CredenƟaling/RecredenƟaling, email us at 

PONI_provrelaƟons@cypresshcc.com. Provider RelaƟons staff will help with quesƟons about invoicing, 

services available, contracƟng quesƟons, quality metrics and bonus eligibility or Plan/Network 

reimbursement terms. 



AdministraƟve Offices: 
500 N. Central Expressway, Suite 500 

Plano, Texas 75074 

 

PROVIDER RIGHTS: 

At any Ɵme throughout the PONI credenƟaling process you may request that status of your 
applicaƟon at PONIcred@cypresshcc.com. A credenƟaling team member will respond in wriƟng 
or by phone within thirty (30) days of the request.  

You will also be given the opportunity to correct any errors, to challenge or explain a variance in 
any conflicƟng informaƟon obtained from primary sources to what is reported on your 
applicaƟon, review informaƟon we obtain from outside sources, upon request (this excludes peer 
review protected informaƟon, in compliance with federal or state law, recommendaƟons and 
references, if applicable) in your credenƟaling applicaƟon.  

If a discrepancy is idenƟfied, you will be noƟfied in wriƟng via email, fax or cerƟfied mail within 
thirty (30) days aŌer detecƟon or CredenƟals CommiƩee meeƟng if your file was reviewed by the 
CredenƟals CommiƩee. You will have thirty (30) days from the date of the request to clarify or 
correct any such discrepancies.  

ClarificaƟon or correcƟon must be submiƩed in the form of a leƩer addressed to the CredenƟals 
CommiƩee Chairperson and submiƩed to the credenƟaling team member requesƟng the 
informaƟon or the credenƟaling email address PONIcred@cypresshcc.com which is monitored 
throughout the business day. 

 
All informaƟon provided in this packet is confidenƟal and privileged; you may not disclose this 
informaƟon to any other party without prior wriƩen consent from PONI. 



Contracted Payor Accept Reject Contracted Payor Accept Reject 
Aetna Health Plans Health Smart 

 PPO ☐ ☐ ☐ ☐
  HMO ☐ ☐ ☐ ☐

Medicare Advantage HMO* ☐ ☐

         PPO 
Workers Comp  

Medicare Advantage PPO* ☐ ☐ Humana ChoiceCare
Aetna Better Health Medicare Advantage HMO* ☐ ☐

CHIP** ☐ ☐ Medicare Advantage PPO* ☐ ☐
        Medicaid** ☐ ☐ MA FFS ☐ ☐

Wellpoint (Amerigroup) Healthcare Highways 
CHIP** ☐ ☐ PPO ☐ ☐

        Star** ☐ ☐ Independent Medical Systems
Perinate** ☐ ☐   PPO ☐ ☐

Star Kids** ☐ ☐ Imperial Insurance Company of Texas
MMP* ☐ ☐ Marketplace ☐ ☐

Amerivantage MA* ☐ ☐ Molina
CareNCare    CHIP** ☐ ☐

Medicare Advantage* ☐ ☐ Star** ☐ ☐
Cigna Star Plus** ☐ ☐

Medicare Advantage PPO* ☐ ☐ Perinate** ☐ ☐
Medicare Advantage HMO* ☐ ☐ MMP* ☐ ☐

Cook Children's Health Plan Medicare* ☐ ☐
CHIP** ☐ ☐ Marketplace ☐ ☐

   Star** ☐ ☐ Multiplan
Star Kids** ☐ ☐          PPO ☐ ☐

Coventry / First Health Medicare* ☐ ☐

☐ ☐ Workers Comp ☐ ☐

☐ ☐ NOMI Health
PPO ☐ ☐

Corvel PHCS 

                PPO 
Workers Comp 

Workers Comp ☐ ☐          PPO ☐ ☐
Curative PRIME Health 

EPO ☐ ☐    Workers Comp ☐ ☐
PPO ☐ ☐ Provider Networks of America

PPO+ ☐ ☐   PPO ☐ ☐
Galaxy Health Network Provider Select 

PPO ☐ ☐   PPO ☐ ☐
         Workers Comp ☐ ☐ Provider Partners Health Plan

Genuine Health ACO Reach ☐ ☐ Medicare Advantage* ☐ ☐



Contracted Payor Accept Reject 
Superior 

Star** ☐ ☐
Star Plus** ☐ ☐

Foster Care** ☐ ☐
CHIP** ☐ ☐

Perinate** ☐ ☐
Star Kids** ☐ ☐

MMP* ☐ ☐
(Wellcare by Allwell) Medicare* ☐ ☐

Ambetter ☐ ☐
Three Rivers Provider Network 

PPO ☐ ☐
TriWest 

Veteran Affairs ☐ ☐
Texas Children’s Health Plan 

Star** ☐ ☐
Star Kids** ☐ ☐

CHIP** ☐ ☐
CHIP Perinate** ☐ ☐

Texas Independent Health Plan 
Medicare* ☐ ☐

USA 
PPO ☐ ☐

Workers Comp ☐ ☐
United Health Care  

☐ ☐

☐ ☐

CREDENTIALING ONLY 
Velocity 

PPO 

Please note, * means that a Medicare number is required for participation 

 ** means that a Medicaid approval is required for participation 

Provider Name

TIN/Group Name

Date

TIN



Supplemental Credentialing Information Form 
This form includes all the information we report to payers. Please provide all the information 

requested below. Complete and submit a separate from for each practice location and/or TIN. 
Also, complete and submit an IRS form W-9 for each TIN.  

Provider Name Degree Individual NPI Individual Medicare Number   Individual Medicaid Number 

Provider Designation PCP/SPC Panels Open/Closed* Panel Limits Age Restrictions 

Is this provider hospital-based? □Yes □ No

Additional Information- * If panels are closed, specify which payers/networks here 

Practice Location- This is where you see patients. Please report additional practice locations on a separate form.  Primary Location? □ 
Should this location be printed in the directory for this provider? □Yes □ No

Legal Business Name Location Name/DBA TIN 

Location NPI Location Medicare ID Location Medicaid ID Group Taxonomy 

Street Address City State Zip+4 

Phone Fax Contact Name Email 

Correspondence Location- This is where your practice receives general correspondence. Check here □ if same as the primary practice address.

Street Address  City State Zip+4 

Phone Fax Contact Name Email 

Credentialing Location- This is where your practice receives credentialing correspondence. Check here □ if same as the primary practice address.

Street Address  City State Zip+4 

Phone Fax Contact Name Email 

Pay-to Address- This is where your practice receives reimbursement payments. Check here □ if same as the primary practice address.

Street Address  City State Zip+4 

Phone Fax Contact Name Email 

Race (Optional) Ethnicity (Optional) Primary Language (Optional) Secondary Language (Optional)

 This Organization is non-discriminatory and will not discriminate or base any credentialing decisions on Race, Ethnicity, or Language.



Group Name:_________________________________________    TIN:_______________________

Group Medicaid #  Group Medicare # 

Provider Name Individual 
Medicaid # 

Individual 
Medicare # 

TX Health 
Steps # 

Worker’s 
Comp 
Yes/No 

I understand and acknowledge that Cypress Healthcare Consultants cannot submit my information to 
any Medicare or Medicaid plan until I have provided my active documentation of assigned numbers. 

________________________________________ 
Printed Name 

________________________________________ 
Signature 

________________________________________ 
Date 



Disclosure of Ownership and Control Interest Statement 

The federal regulations set forth in 42 CFR 455.104, 455.105 and 455.106 require providers who are executing a provider 

agreement or submitting a provider application to disclose to managed care organizations that contract with the state Medicaid 

agency: 1) the identity of all persons with an ownership or control interest (e.g., has an ownership interest of 5% or more in a 

disclosing entity, is an officer or director of a disclosing entity organized as a corporation or a partner of a disclosing entity organized 

as a partnership, owns an interest of 5% or more in any mortgage, deed of trust, note or other obligation secured by the disclosing 

entity under certain circumstances, etc.), 2) certain business transactions as described in 42 CFR 455.105 and 3) the identity of any 

excluded individual or entity with an ownership or control interest in the provider, the provider group, or disclosing entity or who 

is an agent or managing employee of the provider group or entity. If there are any changes to the information disclosed on this 

Statement, an updated Statement should be completed and submitted to Alliance Health Providers of Brazos Valley (“AHPBV”) 

within 30 days of the change.  Please attach a separate sheet if necessary to provide complete information.  Failure to submit 

the accurate, complete information requested in a timely manner may lead to the termination or denial of enrollment into 

the network. 

Practice Information 

Check one that describes you: Individual Practitioner  Group Practice  Disclosing Entity 

Name of Individual Practitioner, Group Practice, or Disclosing Ent i ty (“Provider”)  

DBA Name:

Address: 

TIN or SSN: NPI: 

Section I: Provider Ownership and Control Interest 

For individuals with an ownership or control interest in the Provider (e.g. an ownership interest of 5% or greater, an officer or 

director of a Disclosing Entity that is a corporation, etc. – refer to the Definition of “person with ownership or control interest” in 

the Instructions), list the name, address, date of birth (DOB) and Social Security Number (SSN) for each s u c h  individual. 

For entities with an ownership or control interest in the Provider, list the name, Tax Identification Number (TIN), and 

each address of each entity. (42 CFR 455.104) Attach a separate sheet if necessary. 

Name 

DOB (if an 

individual) Address 

SSN (if an individual) 

TIN (if an entity) 

Section II: Subcontractor Ownership and Control Interest 

Are there any subcontractors in which the Provider has an ownership or control interest of 5% or more?  Yes No 

If yes, list the name, address, DOB and SSN for each individual having an ownership or control interest in such subcontractor(s), 

and list the name, TIN and each address for each entity having an ownership or control interest in such subcontractor. (42 CFR 

455.104) Attach a separate sheet if necessary. 

Name 
DOB (if an 

individual) Address 
SSN (if listing an individual) 

TIN (if listing an entity) 

Section III: Relationships 

Are any of the individuals listed in Section I or Section II above related to each other?     Yes        No        If yes, list the 

individuals who are related to each other, and the type of relationship (spouse, sibling, parent, child). (42 CFR 455.104)  Attach a 

separate sheet if necessary. 

Names Type of relationship 



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 of a crime related to that person’s involvement in any program under Medicaid, Medicare, or Title XX 

program?       Yes        No (verify through OIG Website) 

If yes, please list those persons below.  (42 CFR 455.106) Attach a separate sheet if necessary. 

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           No 

Has the Provider had any significant business transactions between it and any wholly owned supplier or any subcontractor during the 

previous 5 years?            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 Address Transaction Amount 

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 necessary. 

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 







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


POLITICAL SUBDIVISION WORKERS’ COMPENSATION (“THE ALLIANCE”) 

TREATING DOCTOR AGREEMENT 

A Treating Doctor is a Contract Provider: 1) whose specialty has been designated by The 
Alliance as a specialty that may serve as a Treating Doctor; 2) who has signed a Treating 
Doctor Agreement to provide treating doctor functions; and 3) who has been designated 
as the Treating Doctor for the Injured Employee. 

(a) Contract Provider agrees to serve as a Treating Doctor and to accept the
responsibility to coordinate all of the Injured Employee's health care needs
for the Injured Employee's compensable injury. The following additional
provisions are applicable to Treating Doctors.

(b) A Treating Doctor shall provide health care to the Injured Employee for the
Injured Employee' compensable injury and shall make referrals to other
Contract Providers, or request referrals to non-Contract Providers if
medically necessary services are not available from a Contract Provider.

(c) Referrals to non-Contract Providers must be approved by the Pool of which
the Injured Employer's Employee is a member (Responsible Pool). The
Responsible Pool shall approve a referral to a non-Contract Provider not
later than the seventh day after the date on which the referral is requested,
or sooner if circumstances and the condition of the Injured Employee
require expedited approval.

(d) A Treating Doctor shall cooperate in the medical case management
process as required by The Alliance, including participation in return-to-
work planning.

(e) Notwithstanding section 504.053 of the Labor Code, a Treating Doctor is
responsible for the efficient management of medical care as required by
section 408.025(c) of the Labor Code and Texas Department of Insurance
rules.

(f) Notwithstanding section 504.053 of the Labor Code, a Treating Doctor
shall comply with the requirements established by commissioner rule
under Subsections 408.023(1) and (m) (relating to duties of treating
doctors) including 28 Tex. Admin. Code §180.22 (relating to Health Care
Provider Roles and Responsibilities).

PARTICIPATING PROVIDER 

Authorized Signature Date 

Print Name 

Practice Name TIN 



NA 

NA 

NA 

NA 

NA 

NA 

Texas Worker’s Compensation 
Required Information Form 

This form must be completed and returned. Submit this form with your current Texas standardized credentialing 
application, including documents listed on the enclosed check list, to the address listed on the cover letter. 

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. 

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):

Initial injury care for workers 

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

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) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

c. Accommodates urgent walk-ins and or appointments within 48 hour  . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

d. Has a physician on duty during all normal business hours  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

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 NPI 

Printed Name of Person Completing Form Contact Phone Number 

Signature of Person Completing Form Date 

Yes No 

Yes 

Yes 

No 

No 

Yes No 

Yes No 

Yes No 

Yes No NA 

Yes No NA 



Section 1 – Supervising Physician 

Section 2 – DEA Credentials 

Section 3 – Attestation By Applicant 

Section 4 – Supervising Physician Certification 

Supervising Physician Attestation 

Advanced Practice Providers are not required by PONI Policy to have hospital privileges but must be supervised by a 
PONI - credentialed physician. Be advised some MCOs may require the supervising physician to be in clinic with 
the APP. APPs may have an alternate or multiple Supervisors on record. 

In my current position with a Supervising Physician, I have reviewed, understand, agreed upon and signed along with 
my Supervising Physician, protocols or other written authorization which defines my professional duties, protocols and 
scope of duties as an Advanced Practice Provider in a manner that promotes professional judgment commensurate 
with my education, certification, and experience. A copy of the protocols/duties/scope of practice is maintained 
onsite at my primary practice location. 

Supervisor Name *     Degree 

Supervisor’s Medical License Number State 

Alternate Supervisor Name *     Degree 

Alternate’s Medical License Number   State 

[ ] Applicant does have a current, valid DEA credential (“Credentials”) within the State of Texas. 

[ ] Applicant does not have current, valid Credentials within the State of Texas because I have moved from out-of-state, 
or because I am starting a new practice, or because I will not be prescribing medications. The Supervising Physician 
listed below will write all prescriptions on my behalf until such time that I obtain and provide current and 
valid Credentials to PONI. I acknowledge it is my responsibility to immediately notify PONI upon my receipt of the 
Credentials. 

I certify the information provided herein is true, correct, and complete to the best of my knowledge and belief. I 
understand and agree that any misstatement or omission concerning my collaborating/supervising physician and the 
established protocols/duties/ scope of practice may constitute grounds for withdrawal of my application for 
consideration. 

Applicant Signature Date  

Applicant’s Name     Specialty 

I consent to serving as the Supervising Physician for the Applicant named above. 

Supervising Physician Name and Degree* 

Physician Signature  Date  DEA Number 

* Supervisors MUST be physicians licensed in the same state of the Advanced Practice Providers practice and
MUST participate in the same network(s) as the applicant. Information provided here may be subject to
verification.
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Form  W-9
(Rev. March 2024)

Request for Taxpayer 
Identification Number and Certification

Department of the Treasury  
Internal Revenue Service Go to www.irs.gov/FormW9 for instructions and the latest information.

Give form to the  

requester. Do not 

send to the IRS.

Before you begin. For guidance related to the purpose of Form W-9, see Purpose of Form, below.
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3.

1    Name of entity/individual. An entry is required. (For a sole proprietor or disregarded entity, enter the owner’s name on line 1, and enter the business/disregarded 
entity’s name on line 2.)

2    Business name/disregarded entity name, if different from above.

3a  Check the appropriate box for federal tax classification of the entity/individual whose name is entered on line 1. Check 
only one of the following seven boxes. 

Individual/sole proprietor C corporation S corporation Partnership Trust/estate

LLC. Enter the tax classification (C = C corporation, S = S corporation, P = Partnership) . . . .
Note: Check the “LLC” box above and, in the entry space, enter the appropriate code (C, S, or P) for the tax 
classification of the LLC, unless it is a disregarded entity. A disregarded entity should instead check the appropriate 
box for the tax classification of its owner.

Other (see instructions) 

3b If on line 3a you checked “Partnership” or “Trust/estate,” or checked “LLC” and entered “P” as its tax classification, 
and you are providing this form to a partnership, trust, or estate in which you have an ownership interest, check 
this box if you have any foreign partners, owners, or beneficiaries. See instructions . . . . . . . . .

4  Exemptions (codes apply only to 
certain entities, not individuals; 
see instructions on page 3):

Exempt payee code (if any)

Exemption from Foreign Account Tax 
Compliance Act (FATCA) reporting 
 code (if any)

(Applies to accounts maintained 
outside the United States.)

5    Address (number, street, and apt. or suite no.). See instructions.

6    City, state, and ZIP code

Requester’s name and address (optional)

7    List account number(s) here (optional)

Part I Taxpayer Identification Number (TIN)

Enter your TIN in the appropriate box. The TIN provided must match the name given on line 1 to avoid 
backup withholding. For individuals, this is generally your social security number (SSN). However, for a 
resident alien, sole proprietor, or disregarded entity, see the instructions for Part I, later. For other 
entities, it is your employer identification number (EIN). If you do not have a number, see How to get a 
TIN, later.

Note: If the account is in more than one name, see the instructions for line 1. See also What Name and 
Number To Give the Requester for guidelines on whose number to enter.

Social security number

– –

or

Employer identification number 

–

Part II Certification

Under penalties of perjury, I certify that:

1. The number shown on this form is my correct taxpayer identification number (or I am waiting for a number to be issued to me); and
2. I am not subject to backup withholding because (a) I am exempt from backup withholding, or (b) I have not been notified by the Internal Revenue 

Service (IRS) that I am subject to backup withholding as a result of a failure to report all interest or dividends, or (c) the IRS has notified me that I am 
no longer subject to backup withholding; and

3. I am a U.S. citizen or other U.S. person (defined below); and

4. The FATCA code(s) entered on this form (if any) indicating that I am exempt from FATCA reporting is correct.

Certification instructions. You must cross out item 2 above if you have been notified by the IRS that you are currently subject to backup withholding 
because you have failed to report all interest and dividends on your tax return. For real estate transactions, item 2 does not apply. For mortgage interest paid, 
acquisition or abandonment of secured property, cancellation of debt, contributions to an individual retirement arrangement (IRA), and, generally, payments 
other than interest and dividends, you are not required to sign the certification, but you must provide your correct TIN. See the instructions for Part II, later.

Sign 
Here

Signature of 

U.S. person Date

General Instructions
Section references are to the Internal Revenue Code unless otherwise 
noted.

Future developments. For the latest information about developments 
related to Form W-9 and its instructions, such as legislation enacted 
after they were published, go to www.irs.gov/FormW9.

What’s New
Line 3a has been modified to clarify how a disregarded entity completes 
this line. An LLC that is a disregarded entity should check the 
appropriate box for the tax classification of its owner. Otherwise, it 
should check the “LLC” box and enter its appropriate tax classification.

New line 3b has been added to this form. A flow-through entity is 
required to complete this line to indicate that it has direct or indirect 
foreign partners, owners, or beneficiaries when it provides the Form W-9 
to another flow-through entity in which it has an ownership interest. This 
change is intended to provide a flow-through entity with information 
regarding the status of its indirect foreign partners, owners, or 
beneficiaries, so that it can satisfy any applicable reporting 
requirements. For example, a partnership that has any indirect foreign 
partners may be required to complete Schedules K-2 and K-3. See the 
Partnership Instructions for Schedules K-2 and K-3 (Form 1065).

Purpose of Form
An individual or entity (Form W-9 requester) who is required to file an 
information return with the IRS is giving you this form because they

Cat. No. 10231X Form W-9 (Rev. 3-2024)





















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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