Health Insurance Network Participation
Renewal

Date: [Insert Date]

[Healthcare Provider's Name]
[Healthcare Provider's Address]
[City, State, ZIP]

Dear [Healthcare Provider's Name],

We are reaching out to inform you that your participation in our health insurance network is due
for renewal. Your ongoing collaboration is crucial in providing quality care to our members.

Please review the enclosed documents outlining the terms of renewal and submit the required
paperwork by [Insert Deadline]. If you have any questions or require assistance, feel free to
contact us at [Insert Contact Information].

Thank you for your continued partnership in our commitment to health care excellence.
Sincerely,

[Your Name]

[Your Title]

[Insurance Company Name]

[Insurance Company Address]

[City, State, ZIP]



