
 
 
 
 
 
 
 
        

 
 
COMPANY NAME:              
 
DBA:                
  (Doing Business As any other company name) 

 
ADDRESS:               
 
CITY:     COUNTY:     STATE:   ZIP:    
(Please list all other locations on the back of this form. If there are no other locations, please check here o.) 
 
 
EMPLOYER CONTACT:          TITLE:    
 
ESTIMATED # OF EMPLOYEES:     EMPLOYER IDENTIFICATION #:    
 
TELEPHONE NUMBER: (      )      EXT.:   FAX: (      )     
 
INSURANCE CARRIER:               
 
ADDRESS:       CITY:     STATE:  ZIP:   
 
Policy #:       EFF DATE:             CONTINUOUS 
 

 
 
 

 
 
CompManagement warrants that it is a Preferred Provider Organization (PPO) providing a network of hospitals, primary care physicians, 
sub-specialists and rehabilitation centers offering savings for the health care services of the network to employers or Workers’ Compensation 
insurers where such services are not provided pursuant to a policy of group health insurance as part of an employee benefit plan or not offered on a 
prepaid basis.  CompManagement warrants that it does not make medical decisions. 
This agreement made between CompManagement and Employer listed above, is hereby entered into in accordance with the following: 

1) The CompManagement Provider Network will report savings to clients of CompManagement on a monthly and quarterly basis, if required. 
2) This contract to utilize the CompManagement Network of Providers shall be for a term from a date signed to the next Workers’ Compensation 

insurance policy renewal date and then renewed on an annual basis to coincide with the insurance renewal.  Either party may cancel this 
contract upon 30 days written notice. 

This agreement has been executed with the understanding that it is the employer’s right to choose a health care provider as set forth under Section 
287.140 RSMo. 

 
AUTHORIZED SIGNEE:        TITLE:     
 
SIGNATURE:           DATE:     
 
AGENCY NAME:        TELEPHONE #: (     )    
           

FAX #: (     )      
 
ADDRESS:       CITY:    STATE:   ZIP:   
 
BROKER NAME:              
 
GENERIC.7/08 

 
Toll Free 1(800) 872-8815 

(314) 989-6118 or (314) 989-6618 
Fax: (314) 989-6643 

TERMS AND CONDITIONS 

PLEASE COMPLETE IN ITS ENTIRETY AND FAX TO 1(314) 989-6643 
OR MAIL TO: HEALTHLINK, INC. 

COMPMANAGEMENT DEPARTMENT 
12443 OLIVE BLVD 
ST. LOUIS, MO  63141 

AGREEMENT FORM 



 
Please list all subsidiary and branch locations and the estimated number of employees at each 
location:  (If additional space is needed, please attach a separate sheet.) 
 
 
DIVISION:         Estimated # of Employees:    
 
ADDRESS:               
 
                
 
CITY:      COUNTY:     STATE:   ZIP:   
 
 
 
DIVISION:         Estimated # of Employees:   
 
ADDRESS:               
 
                
 
CITY:      COUNTY:     STATE:   ZIP:   
 
 
 
DIVISION:         Estimated # of Employees:   
 
ADDRESS:               
 
                
 
CITY:      COUNTY:     STATE:   ZIP:   
 
 
 
DIVISION:         Estimated # of Employees:   
 
ADDRESS:               
 
                
 
CITY:      COUNTY:     STATE:   ZIP:   
 
 
 
DIVISION:         Estimated # of Employees:   
 
ADDRESS:               
 
                
 
CITY:      COUNTY:     STATE:   ZIP:   
 
 


