
Health Insurance Network Participation 

Agreement Request 

Date: [Insert Date] 

[Recipient's Name] 

[Recipient's Title] 

[Insurance Company Name] 

[Company Address] 

[City, State, Zip Code] 

Dear [Recipient's Name], 

I hope this letter finds you well. My name is [Your Name], and I am [Your Title/Position] at 

[Your Organization/Practice Name]. We are reaching out to express our interest in joining your 

health insurance network as a participating provider. 

At [Your Organization/Practice Name], we are committed to delivering high-quality care to our 

patients, and we believe that partnering with [Insurance Company Name] will enhance our 

ability to serve the community effectively. We see a strong alignment between our services and 

the values of your organization. 

We would appreciate any information regarding your network participation agreement process 

and the necessary criteria for joining your esteemed network. Additionally, we are eager to learn 

about the benefits that your network provides to both providers and members. 

Thank you for considering our request. We look forward to the possibility of collaborating with 

[Insurance Company Name]. Please feel free to contact me at [Your Phone Number] or [Your 

Email Address] to discuss this further. 

Sincerely, 

[Your Name] 

[Your Title/Position] 

[Your Organization/Practice Name] 

[Your Organization Address] 



[City, State, Zip Code] 


