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Managed Care Network Evaluation Form 
 

 
Insured Name: ____________________________________________________________ 
 
Insured Location(s) ____________________________________________________________ 
 
Proprietary Network: ______________________________________________________ 
 
Anticipated Savings for: Inpatient Hospital __________ 
    Outpatient Hospital __________ 
    Physicians Charges __________ 
    Ancillary Charges __________ 
 
# of Network Hospitals: _________ 
# of Network Physicians: _________ 
% of Group Participation: _________ 
 
 
 
National Network:  ______________________________________________________ 
 
Anticipated Savings for: Inpatient Hospital __________ 
    Outpatient Hospital __________ 
    Physicians Charges __________ 
    Ancillary Charges __________ 
 
# of Network Hospitals: _________ 
# of Network Physicians: _________ 
% of Group Participation: _________ 
 
 
 
Other Network:  ______________________________________________________ 
 
Anticipated Savings for: Inpatient Hospital __________ 
    Outpatient Hospital __________ 
    Physicians Charges __________ 
    Ancillary Charges __________ 
 
# of Network Hospitals: _________ 
# of Network Physicians: _________ 
% of Group Participation: _________ 
 
 
Signed By: __________________________   Date:  _________________ 
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