HEALTH WEST PROVIDER AGREEMENT

PROVIDER NAME: ATTN:

ADDRESS:

CITY: STATE: Z1P:

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

kW

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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HEALTH WEST PROVIDER AGREEMENT

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:

Name:

Title:

Company Address:

Company City, State, Zip:

Signature:

Date:

Health West:

Name:

Title:

Address: P.O. Box 885
City, State, Zip: Bountiful, UT 84010

Signature:

Date:
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HEALTH WEST PROVIDER AGREEMENT

Form

{Rev. December 2011)

Department of the Treasury
Internal Revenue Service

Request for Taxpayer
Identification Number and Certification

Give Form to the
requester. Do not
send to the IRS.

Name (as shown on your income tax return)

Business name/disregarded entity name, if different from above

Check appropriate box for federal tax classification:

O individuarsote proprietor [ ¢ corporation

Print or type

|:| Other (zee instructions)

D S Corporation D Partnership D Trust/estate

|:| Limited liability company. Enter the tax classification (C=C corporation, S=8 corporation, P=partnership)»

[ exempt payee

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

Requester's name and address (optional)

City, state, and ZIP code

See Specific Instructions on page 2.

List account number(s) here {optional)

Taxpayer Identification Number (TIN)

Enter your TIN in the appropriate box. The TIN provided must match the name given on the “Name" line
to avoid backup withholding. For individuals, this is your social security humber (SSMN}. Howevet, fora

resident alien, sole proprietor, or disregarded entity, see the Part | instructions on page 3. For other - -
entities, it is your employer identification number (EIN}. If you do not have a number, see How to get a

TIN on page 3.

Note. If the account is in more than ohe hame, see the chart on page 4 for guidelines on whose

number to enter.

Social security number

Employer identification number

Part i Certification

Under penalties of petjury, | certify that:

1. The number shown on this form is my correct taxpayer identification number (or | am waiting for a number to be issued to me}, and

2. | am not subject to backup withholding because: (al | am exempt from backup withholding, or (b} | have not been notified by the Intemal Revenue
Service (IRS) that | am subject to backup withholding as a result of a failure to report all interest or dividends, or (¢} the IRS has notified me that | am

ro longer subject to backup withholding, and

3. lam aU.S. citizen or other U.S. person (defined below).

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 retum. 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 sigh the certification, but you must provide your correct TIN. See the

instructions on page 4.

Sign Signature of
Here US. person®

Date »

General Instructions

Section references are to the Intemal Revenue Code unless otherwise
noted.

Purpose of Form

A person who is required to file an information retum with the IRS must
obtain your correct taxpayer identification humber (TIN} to report, for
example, income paid to you, real estate transactions, mortgage interest
you paid, acquisition or abandonment of secured property, cancellation
of debt, or contributions you made to an IRA.

Use Form W-8 only if you are a U.S. person (including a resident
alien}, to provide your comrect TIN to the person requesting it (the
requester) and, when applicable, to:

1. Certify that the TIN you are giving is correct (or you are waiting for a
number to be issued),

2. Certify that you are not subject to backup withholding, or

3. Claim exemption from backup withholding if you are a U.S. exempt
payee. If applicable, you are also certifying that as a U.S. person, your
allocable share of any partnership income from a U.S. trade or business
is not subject to the withholding tax on foreign partners' share of
effectively connected income.

Note. If a requester gives you a form other than Form W-8 to request
your TIN, you must use the requester's form if it is substantially similar
to this Form W-S.

Definition of a U.S. person. For federal tax purposes, you are
considered a U.S. person if you are:

* An individual who is a U.S. citizen or U.S. resident alien,

* A partnership, corporation, company, or association created or
organized in the United States or under the laws of the United States,

* An estate {other than a foreign estate}, or
* A domestic trust (as defined in Regulations section 301.7701-7).

Special rules for partnerships. Partnerships that conduct atrade or
business in the United States are generally required to pay a withholding
tax on any foreigh partners’ share of income from such business.
Further, in certain cases where a Form W-8 has not been received, a
partnership is required to presume that a partner is a foreign person,
and pay the withholding tax. Therefore, if you are a U.S. person that is a
partner in a parthership conducting a trade or business in the United
States, provide Form W-3 to the parthership to establish your U.S.
status and avoid withholding on your share of parthership income.

Cat. No. 10231X

Form W=9 (Rev. 12-2011)

Page 3 of 6



All Services provided will be reimbursed at Fee Schedule: HW0102 (Sample Fee Schedule below)

HEALTH WEST PROVIDER AGREEMENT

Attachment A — Fee Schedule
All /Hospital/Facility Services are effective on the date of this Agreement will be reimbursed as follows:

A full fee schedule will be provided to you via email

[coos [ -] rax -Jcocs] rax Jeoca] rem Jeoos| rax Jecoa | rex Jecos ren
DEFAULT| SO0 J25806] 1256.12 I34150] 162 E10] 38.2% JEF0EL| 1037 [S4680 18,11
11000 EE.1e JISE0F| 1330, 73 (37288 | S26.58 §73620| 3282 [EF086| 13,23 [S4762 25,88
11100 102.86 Jasaa2| 7oa.67 [arama| sy [esan] asod [eraca| 1s.28 [esood 548
11301 115 48 [25824 | 843,54 [37480 | 3805 JAE700| 158 [E7&EE0( 1288 [=3810 102028
1302 136,05 J2sa2s] 6as.51 [Ba1z0] L1646 [Fe770] 13163 [Sa3os| 103,52 [Bsa11 1166,13
11306 117.87 J2S837| L4758, 37 [B&280 | S57.3 J7RE0L| L6785 |S0378 [ 1453, 37 [SSAR0 135,35
11307 138,75 JI5838| 53683 3826 LOGa.& FF6E0%| L7337 IS0468% | 27.05 [5586] 20%.54
11811 111,57 Jasesa] =s0.62 oo sasz Peeil] 2rasy [Bosss| 133 [eear2 27,04
11312 1345 JESaF7| F3&.55 F58301| L1833 FF6816] 1207 P=SQ468 | 26456 57001 FE.L7
11400 14,36 J2sa7s| R16.2 [S4363| 244452 JF6E30| 13108 50471 | 1844 (57007 75,08
11402 100.41 J2seeo] @33, Jaesta| 200,20 [Fuans] 180 28 [Bosrz| 1086 [Erois 13,30
11603 30043 JESE81 ) 7E3.63 [3a570 | S63.48 £ 15607 50473 | 268.08 a3 L2
11604 314,27 JISAER ) 12688, 58 [3a57L | 107662 [F7080| L1347 |50633| 3544 J=7033 12.67
1le4a | asl.2a Jaoldo] a4z.08 Jsecil] es.e2 Jeoode| 13.6e Jeosas| loe.el erilo L35
116483 327.08 30320 636, 12 [38668L ] 7A5.85 JEOOS0]| 3452 |S0648| 3018 )=7112 .65
1172l 4885 131231 ) 202,35 [38682 | S82.04 JEO053| 1338 [=0645| leld42 I=7140 =.12
11730 12.44 [a1297] asa 7a [Renes| =13 faoos1] 19.m 7| 1083 JaTace 9.0
11780 22241 J312%3 | 532,07 [35400 | 2483 48 JS0076| 13,23 [S083&| 13.1% J=5200 B2, 63
12001 13/.85 JaL2es] 203, /s Josato] L1se. 1o fRwoco] =2 JRosdo| 2s.04 [Esaca 127,83
12011 180,31 31275 | &80.34 [3849% ]| 470,76 JEL00L 53 0885 2462 2820 8% 85
12030 303,03 31287 ) 253, 74 [35510 | 267486 JE1007 3,57 F=0EEt ] @541 [ssacE 245 85
o 223,62 [81373] 183,17 [ses1a] 1248,72 fE20 7.31 [Jeosss]| 4118 Jeez11 27,13
2132 122 Ja6415] 4.43 SS1E | 1335 85 JEa7a | 20,38 F=O700 | 2768 [55212 23,08
T 1568, 46 ISAS10] FL6, 11 [35610] 22578 JE550] &31 70 §3.72 58213 Fa. 1l
17000 @3.7L [12330]| 280.05 [seea0] 400.08 Jaas7o]| eés Jeo7is]| 34.0L [eeaiAd 11428
17008 1146 440 | 622.51 61753 | 376,73 JE27R| 1734 PS0716| L0483 55215 182,84
17004 2154 JA2820| 404,32 |84718| FOS.05 JEs47| &1L7F U723| 7ad . 103.34
17110 113,51 Jasad1| 417.6 [Rae1] 2ane> Josan] 414 [Roraa] 1nd.sa JReres 181,64
172E2 203,85 JA2E26 ) 332,53 [GASEL | 20383 [E3002| 2353 |5L110| 1280.3 J=524% 275,52
120 | sez.ez JAszas| =e0.82 JEraio] 7ua.1s Nesous| 12,3 [Racoz| weas [Euas 108,46
1936 15086.63 0| #83.098 jeRF el 173.01 §E3540, 231 192004, 164.07 j50382 11347
20550 75.02 faazas| 103845 fesa10| s7.22 feasso| 1116 Peac 84,04 [easa 144.7
P06 10 %9.21 |a326z| 336.17 jesa36]| 2003 feais3| 23.19 feao 124.9 = 134.07
2000 673.21 [az2sa| =053 feeal| .43 fraos| 3316 e 23.32 = 130.2
200 62165 [a2277| 20095 [Fosme| 20011 o .27 [Bacez| s2.47 [Eox 154.05
1230 | 534.77 |asazz| sesoo |7iceo| 20.62 o] 1126 fE2135] ss.41 " $7.45
23410 | 1o7acsfasaso| eee.s Jra110] 2w 14.53 [z23s| 1544 104,26
FET 234,20 jas2sd | es404 [72010| 3527 0| =76 [Basaz| 2047 [ecace 115.12
S0 25255 faszss| 7az.71 [7amo| 3ss7 fesoes| =e1 PEass7| ss1 fesass 1218
i 265.45 fa7se2 | es3.7a [7a110] 207 feso27]| 1057 fe2ser| 23.34 g 13102
S0 32172 2762 | Lose. 42 172130] 374 5610| S08 FE2scR] 20E6S £ 168,27
2603 203.14 [as=os | essss [r3100| 327 [Pesi]| sza fesocco]| 311se o0 29,12
27130 | 1=15.058es61 | 1142.53 [73510] 4312 oe| 237 [E3zso| 200.40 fecac 42.08
7aa7 | 2026.35 fasoes | 363.21 |73362| als fesa3o| 7.31 fe3srl| 195.56 3357
8285 s32.41 fesar| 63356 [7asea| 46.86 feee77| 1a.79 Baowo]| 23se [liooo 6.19
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HEALTH WEST PROVIDER AGREEMENT

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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HEALTH WEST PROVIDER AGREEMENT

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:

— pal = ealth West
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