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Attn. Credentialing Services              

333 N. Sam Houston Pkwy, Suite 400,  Houston, Texas 77060

Phone (281) 447-6800                                  Fax (281) 447-6802

Admitting Physician Designation Agreement

I, (Physician) ___________________________________, currently do not have



              Printed Name

admitting privileges at an IntegraNet participating hospital, as contracted by the respective HMO plan(s).  Therefore, I have arranged for inpatient admissions by the following designated physician:








  __     ____    ________________
Signature of Physician Above without Hospital Admitting Privileges          

  Date

*Designated Admitting Physician:_________________________________________

Address:  _______________________________________________________

                 _______________________________________________________

Day Time Telephone:      (____) ______ - ________________

After Hours Telephone:  (____) ______ - ________________

Active Hospital Privileges in good standing:

· ___________________________________________________________

· ___________________________________________________________

· ___________________________________________________________

· ___________________________________________________________

As the Designated Admitting Physician, I agree to admit and assume responsibility from the Physician listed above, for member care on those occasions when the member requires hospitalization.

I understand and agree to adhere to the following conditions:

1.  To admit members only to participating hospitals listed above.

2.  To accept allowable fee as full-payment for services rendered to members.

3. To obtain authorization, when required, from specified HMO plan prior to that patient’s hospitalization.
______________________________________________
_______________

Printed Name of Designated Admitting Physician
    Tax ID #

______________________________________________
_______________

Signature of Designated Admitting Physician

    TX License #

________________________________
      ________________________

Date







DEA #

* Must be participating IntegraNet provider as well as a participating provider in the respective HMO Plan(s).
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