Peak TPA — Network Cover Sheet

Client:

O contract OLoA O sca Provider: (OAdd () Update
O pPar O Non-Par

Effective Date: l_ |_ Termination Date: |_ |_ |

MM DD YYYY MM DD YYYY

Vendor (Group) Name:

Vendor (Group) NPI:

Vendor (Group) Tax ID Number:
Vendor (Group) Phone Number:
Vendor (Group) Fax Number:

Provider Name:

Provider NPI:

Provider Phone Number:

Provider Fax Number:
Medicare/Oscar/CCN# (if applicable):
Billing Address:

Billing City, State, Zip:

Remit Address:

Remit City, State, Zip:

*Remit address only required if different than billing address

W-9 Attached |:| If not on file, claims will deny until received

Contract Uploaded O Yes O No
Contract File Name:

Fee Schedule:

% of Medicare Allowable

% of Medicaid Allowable

Per Diem - details attached

Capitated - details attached

Custom Fee Schedule -details attached

Sequestration Applied O Yes O No

Lesser of Applies O Yes Ono
Timely Filing Limit:

Submitted By (Required): Date:
Additional Information:

a

O Termination

Peak

A CVHC Service
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