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P.O. Box 489  







     734.347.1462

Linden, MI  48451                     


    Fax:  810.458.4187
URGENT CARE PROVIDER AGREEMENT

This agreement is hereby made this ____ day of ____________ 2010 by and between Community Bridges Management Inc (CBM) a Physician Network and 

____________________________________________, an Urgent Care Center to provide Urgent Care services to CBM Wayne patients.

Whereas, CBM is a for profit corporation organized for the purpose of arranging for an improved and more cost efficient health care delivery system which includes Urgent Care services.  CBM has entered into a contract with CBM Wayne to provide covered medical services to assigned members of the program.

Services:
1. All Urgent Care services in which above entity is licensed and authorized to do.

2. Urgent Care services at all locations of provider.

3. The provider will provide Urgent Care services to members assigned to CBM Wayne as APPROVED WITH PRIOR AUTHORIZATOIN (PA) from CBM Case Management.

Compensation:
1. For all authorized services the Urgent Care provider will be paid Medicaid Fee-For-Service rates.
2. All approved clean claims will be billed to CBM Wayne/NGS American, PO Box 7676, St. Clair Shores, MI 48080, Electronic Claims:  NGS # 38225, and be paid no later than 45 days.

3. The provider shall be an independent contractor, and CBM shall not exercise any control or direction in a particular case over the provider’s performance of professional duties or professional judgment.

4. The provider will look solely to CBM for payment and shall not balance bill any portion to the patient directly.

5. Either party may cancel this agreement by providing 30-days written notice to the other party of intention to terminate.


Initial ______/_______

6. This contract will cancel immediately if CBM Wayne cancels its contract with CBM.

By signing this document Provider understands and agrees to terms as stated above.

PROVIDER

By:  ____________________________________
Date: ____________________

Signature

Community Bridges Management Inc

By:  ____________________________________
Date: ____________________

Signature

Urgent Care Information

Name: _______________________________________________

Address:  _____________________________________________


    _____________________________________________

Phone: __________________________
Fax: ______________________________

NPI: ____________________________
Tax ID: ____________________________

Please complete this sheet for each Urgent Care site.

Complete attached W-9 and return with signed agreement.

PLEASE FAX TO 810.458.4187.
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