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Dear NTENT and Payor,

Please consider this letter as a formal notification that I (we) wish to opt in to the following plans through NTENT’s delegated agreement.  

	XO Health 
	OPT IN
	OPT OUT



Please opt the following NTENT group/providers:  

	Group Name
	Group NPI

	

	




	Provider Name
	Provider NPI Number

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	




___________________________________					               ___________________
Signature of Physician or appointed POA					                Date
17300 Preston Road, Suite 160
Dallas, Texas  75252
972-599-7865
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