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Time Sensitive Medical Provider Networks (MPN)
Physician Acknowledgment Statement for Participation 

Date Sent: Tuesday, September 11, 2024
Due Date: (Within 30 days from date of this communication) 		


Attention:  Physician, agent or authorized representative of your medical group 
Regarding – WCF Insurance – Advantage Medical Provider Network (MPN), MPN ID 3104

Re:  Senate Bill 863 Compliance Requirements - Section 9767.5.1.  Physician Acknowledgments
Signature Networks PLUS, Inc. (SNP) provides network management and Medical Provider Network (“MPN”) development services on behalf of our client.  For your practice to treat workers’ compensation patients for our client’s injured workers, you must comply with Section 9767.5.1. 

California Senate Bill 863* requires a written acknowledgment from each practice location (if applicable) in order to participate in any MPN.  If you wish to participate in our client’s MPN, we require a written acknowledgment statement from you confirming that the providers/facilities are currently accepting workers’ compensation patients and that the practice and practitioners are willing to participate in the MPN.
*SB 863 Physician Acknowledgment Requirements:
(3) Commencing January 1, 2014, a treating physician shall be included in the network only if, at the time of entering into or renewing an agreement by which the physician would be in the network, the physician, or an authorized employee of the physician or the physician’s office, provides a separate written acknowledgment in which the physician affirmatively elects to be a member of the network. Copies of the written acknowledgment shall be provided to the administrative director upon the administrative director’s request. This paragraph shall not apply to a physician who is a shareholder, partner, or employee of a medical group that elects to be part of the network.
To participate in our client’s MPN, you MUST complete and return the Physician Acknowledgment statement.  


Thank you in advance for your prompt response. 

Signature Networks PLUS on behalf of WCF Insurance 













CALIFORNIA WORKERS’ COMPENSATION PHYSICIAN ACKNOWLEDGEMENT
Senate Bill 863 Compliance Requirements - Section 9767.5.1.  Physician Acknowledgments
So that we may ensure accuracy within our network directory, please select the option below that is most applicable to your practice:
[   ] My practice/group is open to treating workers’ compensation patients.  I understand that the MPN program is by invitation and nomination only.  There may be instances when not all providers at your practice, group or location may not be included or invited.  If accepted the participating provider will remain on the MPN until this acknowledgement is terminated in writing by submission to Signature Networks PLUS via fax # 833-604-2026 or via e-mail snpacknowledgement@snp-plus.com .

By submission of its provider listing, the practice is affirming that all the physicians listed have been informed that the Medical Treatment Utilization Schedule (“MTUS”) is presumptively correct on the issue of the extent and scope of medical treatment and diagnostic services and have a valid and current license number to practice in the State of California.  The DWC is offering the course at no charge.  DWC Physician Education link with information regarding the course: http://www.dir.ca.gov/dwc/CaliforniaDWCCME.htm  Direct link to the course: https://www.cadwccme.org/Account/Register?ReturnUrl=%2f
1. [bookmark: _Hlk503961814]Do you require prior authorization before the provider can see the injured worker?     ☐ Yes ☐ No
2. [bookmark: _Hlk503961707]Do you participate in CURES 2.0 (Controlled Substance Utilization Review and Evaluation System)?	☐ Yes	☐  No	
3. Do you practice as a Workers’ Compensation Primary Treating Provider? ☐ Yes ☐ No
4. Do you perform Maximum Medical Impairment (MMI) ratings? ☐ Yes ☐ No
5.  Are you a Qualified Medical Evaluator (QME)? ☐ Yes ☐ No
6.  Do you focus on a specific area of care or body part (i.e., for Orthopedics, Knee)? ☐ Yes ☐ No
8.        Do you have a working knowledge of the statutorily presumptive injuries applicable to public safety officers? ☐ Yes ☐ No
9.      Do you accept transfers of care when patients decide to change treating physicians? ☐ Yes ☐ No
       10.     Do you require prior authorization to make referrals to appropriate specialists? ☐ Yes ☐ No
      11.     Do you agree to utilize the client’s contracted Managed Care Providers?   ☐ Yes ☐ No
[  ] My practice/group does not accept workers’ compensation patients.
[ ] My practice/group plans to discontinue accepting and treating workers’ compensation patients on ___________________.

*If this acknowledgement is being completed for a group, please include a roster detailing each physician’s credential, specialty and / or sub-specialty within the group that is currently accepting and treating workers’ compensation patients.   Also indicate if the provider will act as Primary Treating Physician and if the provider will accept a case “By Referral Only”.  Please refer to MPN Participating Provider data form. 
*If your practice has more than one practitioner, please attach your roster of physicians and include their full name, degree, specialty and if prior authorization is required before the provider can see the injured worker.  

PLEASE INCLUDE DEMOGRAPHIC INFORMATION INCLUDING ROSTER AND TELEPHONE NUMBERS FOR ALL LOCATIONS INCLUDING THE CAQH PROVIDER PACKET FOR EACH PRACTITIONER

Please return the signed acknowledgement and completed Participating Provider Data Form to SNP for processing. 
Provider Certification:
By signing below, I hereby acknowledge and agree that I have read and understand the contents of this acknowledgement and am affirming that the option selected above is true and correct. If you decide to change your election please submit notification to Signature Networks PLUS via fax# 833-604-2026, or via email  snpacknowledgement@snp-plus.com. I also understand that I will be bound by the continuity of care guidelines for patient treatment for the MPN(s).  You may request MPN documents by calling 866-222-5378.

													
Physician Name / Group Name					Name of Individual Completing Acknowledgement
													
Signature (Physician or Authorized Representative)			Physician / Group Tax Identification

								Phone:		       Fax			
Date
								Email:					

		MPN Participating Provider Data Form
       Please enter provider’s full name and degree below.  You may attach additional pages with roster that includes specific practitioner information.								


	Last Name
	
	First Name
	
	Middle Initial
	
	Degree

	
	
	

	Provider Tax Identification Number
	
	NPI #

	Practice Tax ID Number
	
	Billing Practice Name
	
	Practice Website
	



[bookmark: _Hlk503963692]General Information for provider										

	Name
	

	
	



	Please list Legal Entity Name of Provider, if different
	



	Do all providers bill using the same TIN?
|_| Yes   |_| No
	If yes, please provide TIN
	



	If Group submits bills on provider’s behalf, please provide NPI number of Group (if applicable)
	



	Contact Name
	
	Email Address
	



	Telephone Number
	(       )         -      
	Fax Number
	(       )         -      



Practice Information									

	Primary Address
	



	Address
	     
	Suite Number
	     



	City
	     
	State
	     
	Zip Code
	     - 
	County
	



	Telephone Number
	(       )         -      
	Fax Number
	(       )         -      



	Office Administrator
	     



	Billing Address
	



	Name as appears HCFA/Billing form
	     



	Address
	     
	Suite Number
	     



	City
	     
	State
	     
	Zip Code
	     - 
	County
	



	Telephone Number
	(       )         -      
	Fax Number
	(       )         -      



	Specialty Information
	(if applicable)



	Primary Specialty
	|_| Yes   |_| No
	If yes, list specialty
	

	Subspecialty
	|_| Yes   |_| No
	If yes, list specialty
	




image1.jpeg
4

Signature”
NETWORKS | PLUS

NETWORKS WITH INTELLIGENCE™




