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Date

Name of practice

Address

City, State Zip

RE:
Progressive Physician Network, Inc. Participation for ______________

Dear __________,

Thank you for your inquiry regarding Dr. __________’s interest to participate with Progressive Physician Network, Inc. (PPN).   Your request will be reviewed by and an application will be extended to you if it is determined that our network structure would benefit from this physician’s participation.

Please provide information on the following:

1. Name of physicians and area of specific specialty service in they wish to be listed in the directory.

___________________________________________________________________

___________________________________________________________________

2. A listing of your office location (s) and percentage of office hours of each physician at each office.

___________________________________________________________________

___________________________________________________________________

3. Physician’s call coverage arrangements which must be with a PPN contracted physician of like specialty.

___________________________________________________________________

___________________________________________________________________

4. Current medical staff appointment and percentage of practice at each hospital.

___________________________________________________________________

___________________________________________________________________

5. Clarify board certification or board eligibility in the specialty area in which the physician will provide services.

___________________________________________________________________

6. Progressive Physician Network has the following requirements for all members. Please advise us of your current status in each area: Clinical integration is the foundation of PPN’s ability to achieve and demonstrate quality and efficient health care.  It also allows PPN to jointly negotiate and execute health plan contracts on your behalf.  The following is a summary of requirements, which the PPN Board of Directors may refine and revise, on an as-needed basis, in order to maintain an effective clinical integration program.  Please review the following and provide signature verify that you understand and agree to comply with these requirements by signing in the space provided on the following page.

	2013 PPN Membership Requirements

	Current Credentialing File – Physician Members are required to have a current credentialing file that has been approved for a three year cycle.



	Patient Satisfaction Survey – All physicians are required to participate in the PPN Patient Satisfaction Survey.  The clinic is required to supply:

· Demographic information for 100 consecutive patients per physician seen within a designated 4-week period.  Data should be supplied electronically from Registry.

· Clinic Logo

· Electronic Signature for cover letter

· You will be able to customize the cover letter sent along with the survey to your patients. 



	Medical Record Review and Clinic Site Survey – Each provider is required to have an initial medical record review to assure proper medical record maintenance.  All new applicants and existing members who add new office sites must pass a clinic site survey.  PPN staff will contact each clinic to schedule the reviews. A copy of the review standards will be provided in advance.

Note:  This is a one-time event for each clinic site, unless:  1) you do not pass the review, 2) a complaint is received by PPN regarding your clinic site, 3) at the discretion of the PPN Board if your membership is in probation for failing to comply with clinical integration mandates, or 4) the health plan requires more frequent assessment.




	E-Mail Access – Physician agrees to provide an email address that will be responded to in a timely manner for communication with PPN staff. Please provide your e-mail address: ____________________________

Clinic Administrator’s Name:__________________________ e-mail address:________________________



	Data Feed– Participation in Data Aggregation and Registry Platform - PPN utilizes a web-based data aggregation and patient registry tool to facilitate electronic access to relevant patient information required for PPN's clinical integration initiatives.  Each physician will be required to submit data as defined by PPN's clinical work groups and/or as determined by the Clinical Integration Committee or PPN Board of Directors.   Inability to meet this requirement may delay approval of your membership application until you can provide evidence of readiness to comply with this mandate. 

	Support the adoption of new technologies to advance clinical integration, priorities include:

a. Use of e-prescribing, if physician prescribes medications.  The Federal Government (e.g., CMS) is placing great emphasis on adoption of e-prescribing tools because this improves patient safety in prescribing and supports use of formulary and generic prescribing opportunities which will save your patients significant dollars. 

b. Use of a patient registry or EMR to provide relevant electronic patient data for quality initiatives.  This is the most efficient method we have to collect data at the point of care related to clinical work group initiatives.  

	Photo is required in either .jpg format or hard copy to be added to the PPN website. 



	Electronic submission of claims for all applicable PPN contracted health plans.

Please provide the name of your electronic claims submission vendor: 

__________________________________________

Vendor Name

	Attend Clinical Integration Update Meetings  

To remain current with all clinical integration requirements and initiatives, all members are required to attend (at a minimum) two clinical integration meetings per year.* 

One in person Meeting

· Attend PPN annual meeting in May and hear the annual clinical integration updates; or

· Attend a Clinical Integration General Session Meeting (to be offered semi-annually)

One in electronic Meeting

· Review documentation and complete survey via PPN Website 


I have read the requirements for and I agree to comply or be in compliance within thirty (30) days of my membership activation, if my application is approved by the Progressive Physician Network Board of Directors.
________________________________________________________   
 __________________

Physician’s Signature




         
Date

If you have any questions, or require further assistance, please contact Rashel Oldfield, at (262) 787-1522. Thank you.

Sincerely, 
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Rashel Oldfield

Director of Operations
