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10. Rate Acceptance Form 

Please review the contracted rates in Section 3 and indicate your acceptance or decline for 
each payer below. Sign and date at the bottom to confirm your selections. 

 

Payer / Program Line of Business Accept  ☐ Decline  ☐ 

VBC Payers 

Anthem (Empire BCBS) Medicaid, HARP, CHP, 
EPP ☐ ☐ 

Molina-Affinity Medicaid, HARP, CHP, 
EPP ☐ ☐ 

VNS Medicare, FIDA, Medicaid 
Advantage Plus ☐ ☐ 

Humana Medicare PPO, POS, 
HMO, Network PFFS ☐ ☐ 

Elderplan Medicare ☐ ☐ 

Cigna Medicare ☐ ☐ 

EmblemHealth Medicaid, HARP, 
Medicare, Commercial ☐ ☐ 

Fidelis (VBC/Shared Savings) Medicaid ☐ ☐ 

Aetna (VBC/Shared Savings) Medicare, DSNP ☐ ☐ 
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Payer / Program Line of Business Accept  ☐ Decline  ☐ 

FFS Payers 

Fidelis (FFS — NSIPA TIN Only) Medicaid/HARP/CHP/EPP; 
Medicare/MLTC; HBE ☐ ☐ 

Amidacare Medicaid SNP ☐ ☐ 

Archcare Medicare ☐ ☐ 

CenterLight PACE ☐ ☐ 

Cigna Commercial ☐ ☐ 

Hamaspik Medicare DSNP ☐ ☐ 

Humana Military TriCare ☐ ☐ 

Integra MLTC / Anthem Medicare ☐ ☐ 

Longevity Health Plan of NY Medicare ☐ ☐ 

Senior Whole Health Medicare ☐ ☐ 

Oscar Health EPP and Commercial ☐ ☐ 

Riverspring / Elderserve Medicare ☐ ☐ 

VillageCareMax Medicare ☐ ☐ 

WellCare Medicare ☐ ☐ 

 

Exception — Fidelis: A PCP who wishes to participate with Fidelis and access NSIPA contracted 

rates must bill through the NSIPA Tax ID number and sign an Administrative Services Agreement. 
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[Signatures Appear On Next Page]  

I, the undersigned healthcare professional, have an agreement directly with Network Solutions 
IPA, LLC ("IPA"), and agree to participate in the network of providers maintained by the HMOs, 
Value Based Payment or Shared Savings programs, and Insurers chosen by me below. 

 

 

 

By signing this Rate Acceptance Form: 

 

1. I acknowledge that I am subject to credentialing by the IPA and approval by the Health 
Plan in writing before rendering Covered Services to patients. 

2. I understand that Network Solutions IPA's application to the agreement below in my name 
does not guarantee acceptance by the Health Plan. 

 
 

Name of Provider:  
 
___________________________ 
 
 

NPI #: ___________________________ 

Signature:  
 
______________________________ 

Date: ___________________________ 
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