EXHIBIT A-2-1
FORM OF
INDIVIDUAL ACKNOWLEDGMENT AND ACCEPTANCE OF
HENRY FORD PHYSICIAN NETWORK PARTICIPATION AGREEMENT

Oakland Physicians Network Services has executed a Network Participation Agreement with Henry Ford Physician Network (“HFPN”).  As individual physician or other health care practitioner member of  Oakland Physician Network Services PHYSICIAN ORGANIZATION, I have read and agree to be fully bound by the Network Participation Agreement as written and acknowledge that participation in HFPN and any incentive payment programs, subject to HFPN’s incentive fund eligibility and payment policy, shall not begin until HFPN’s credentialing requirements are met and approval by HFPN’s Board of Trustees.  I further acknowledge and agree I am not an employee or agent of HFPN or Henry Ford Health System (“HFHS”).  I am an independent contractor with respect to HFPN and HFHS and not entitled to any insurance or benefits provided by HFPN or HFHS employees.  

[NAME OF INDIVIDUAL]

Signature:  					___

Printed Name:  _____________________________

Date:   ____________________________________
