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PROVIDER NAME: _______________________________________ATTN: __________________________ 
 
ADDRESS: ________________________________________________________________________________ 
 
CITY: ___________________________________STATE: ____________________ZIP: _________________ 
 
PHONE #: _____________________________________FAX#: _____________________________________ 
 
EMAIL: _____________________________@__________________ EFFECTIVE DATE: _____/_____/_____ 
 
TAX ID #:______________________________________MAIN NPI#:_________________________________ 
 
CAQH#________________________________________OTHER CREDENTIAL #______________________ 
 
This letter of Agreement is between HEALTH WEST, LLC, for all of its members and employers, or other clients, 
collectively known as “CLIENT” and the Provider listed above and includes all of the physicians, nurse 
practitioners, and other healthcare services and providers offered at your place of business, collectively known as 
“PROVIDER”.  In exchange for good and valuable services both parties enter into this Agreement as of the 
effective date listed above and agree to the following terms; 
   
Provider Responsibilities:  

1. To accept the agreed upon allowed amount in Attachment A or the schedule on file with Health West.  
2. Only balance bill the member for Copays, Deductible and Coinsurance as listed on the EOP/EOB. 
3. Submit clean claims to the appropriate EDI or other address provided within 6 months of services. 
4. Notify Client of any changes to address, phone number, tax id, or participating providers. 
5. Assist the member with pre-authorization or medical management as needed or requested by Client. 
6. Contact Health West with questions about Fee Schedules, adding or deleting providers, etc.. 
7. Notify Health West in a timely manner of any and all legal action against any provider in your practice.  
8. Maintain all credentialing records and provide the CAQH# or other proof of credentialling to Health West. 
9. Assist with any information needed such as medical records, etc.. in order to pay the claim properly. 
10. Perform all of your duties in accordance with State or Federal Law where applicable.  

 
 
Health West Responsibilities:  

1. Bind Client to pay clean claims according to the Fee Schedule and The Plan Document within 30 days of 
receipt of a clean claim.  

2. Bind Client to pay 90% of all clean claims within 30 days of receipt of clean claims or requested 
information. 

3. Assist with any claim problems, appeals, or questions, on behalf of PROVIDER OR CLIENT.  
4. Provide a means of verifying eligibility, benefits, claims status and other questions.  
5. Provide you with the EDI#, PO Box or other mailing address for claims and a customer service phone #. 
6. Perform all duties in accordance with State and Federal Law where applicable.  

 
 
This Agreement covers all services performed at your locations and for all providers at your clinic locations, 
facility or Hospital. This Agreement renews every year and may be terminated by either party with a 90-day 
notice. We include all providers under this Agreement as long as they are billing under the Tax ID#(s) provided.  
This Agreement consists of 1) Attachment A - Sample Fee schedule, 2) Attachment B - Application page and 3) 
Attachment C - Your list of participating providers. You may request a full fee schedule from Health West.  
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You may fax this signed form and all information to: (888) 316-8572 
You may email this signed form and all information to: providers@healthwestonline.com 
You may contact Health West at: (888) 316-1933 X 115 
Address for Notice:  PO BOX 885, Bountiful, UT  84010 
 
 
  
Please confirm your acceptance of the terms outlined in this Agreement by signing below:  

        
Provider:       Health West: 
 
Name: __________________________________  Name: ___________________________________   
 
Title: ___________________________________  Title: ____________________________________ 
 
Company Address: __________________________  Address:  P.O. Box 885 
 
Company City, State, Zip: ____________________  City, State, Zip:  Bountiful, UT  84010 
   
Signature: _________________________________  Signature: _______________________________ 
 
Date: __________________________________  Date: ___________________________________ 
 
 
 
 
 
 

The rest of the page is 
intentionally left blank 
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Attachment A – Fee Schedule 

All /Hospital/Facility Services are effective on the date of this Agreement will be reimbursed as follows:  
All Services provided will be reimbursed at Fee Schedule: HW0102 (Sample Fee Schedule below)     
A full fee schedule will be provided to you via email 
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Attachment B 
Participating Provider Application and check List  

. 
You may fill out one application for your clinic/practice and  attach a detailed list of all providers and 
locations where they practice.  Please return  
  
 
Date:  ____________________    _______________________________________ 
        NAME OF CLINIC/OFFICE(s) attach List  
 
_________________________________ _______________________________________ 
Location Address (attach list)  Billing address (if different from office address) 
 
_________________________________ _______________________________________ 
Main Address   Billing City State       Zip Code 
 
_________________________________ _______________________________________ 
City State Zip Code Billing Phone# Fax# 
 
_________________________________ _____________________@_________________ 
Phone #                                    Fax # Billing e-mail Address 
 
_________________________________  ________________________________________ 
Provider Contact Name Contact e-mail if different  
 
SECTION I 
Please list ALL locations or provide a separate sheet that includes all locations. 
 
 
 
Fed. Tax ID #:  __________________________________ NPI#:____________________________________  
  
State License #:  ________________________________     Expiration Date:  _________________________  
 
DEA #: _______________________________________     Expiration Date:  _________________________ 
 
CAQH #: _____________________________________           
 
 
I do hereby certify that all providers in this clinic or practice are completely up to date and current on all licensing 
required by State and Federal Law and that the office keeps and maintains up to date records of all provider 
licensing, DEA and other requirements per State and Federal Law and I am willing to provide any and all 
information to Health West for verification purposes upon request.  I will notify Health West of any material 
changes in provider licensing, legal actions, adverse insurance sanctions or cancelation that may affect their license 
or standing to practice medicine or other healthcare services within thirty (30) days of receipt.  
 
______________________________________________  _______________________________ 
Responsible Party Signature    Date  
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Attachment C 
 

Please attached a list of all physicians and other healthcare providers that admit to your facility so that we may 
contact them to become participating. Please include all Tax ID #’s if different from the main one and all NPI #’s.  
You can email this information in a spread sheet. All updates and additions may be sent by email or fax.  
 
 
 
 
 

Attachment D  
 

Sample Logo’s for member Identification Cards:  
 

                
 

 


