
 

 

Ensure each item is checked off
prior to submitting.

Only complete LabCorp
Authorization Form if you

are a LabCorp user.

If your practice serves
Medi-Cal patients, please

complete the Cal-HOP LOI.
Please return separately

before the rest of the
packet.

Questions? Contact us via
email or phone.



Enter date of agreement
and legal name of practice.

Click on these links to find
MX Policies and Definitions

of Terms.

https://www.manifestmedex.org/wp-content/uploads/MX-Policies-January-2020.pdf
https://www.manifestmedex.org/wp-content/uploads/Definitions.pdf


 

Click on this link to review
the Business Associate

Agreement (BAA).

Review the data
contribution agreements
for use of MX services at

no charge.

https://www.manifestmedex.org/wp-content/uploads/MX-Policies-January-2020.pdf
https://www.manifestmedex.org/wp-content/uploads/BAA.pdf






Paul Biberkraut
This agreement should be signed

at the organizational level
(typically associated with a

unique Tax Identifier Number
(TIN). Sign agreement, enter title

of signer, and date signed.

Enter Notice Address and who
the Notice should be addressed
to. Also include email address.
The Practice Name should be
pre-populated based on your

entry above.
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Enter practice address, name
and email of person

completing form

Identify contact details for:
1. Person who signed the agreement above,
2. Person in charge of coordinating training on MX
service,
3. Person who will coordinate IT/data matters, and
4. Person who can provide info on practice's
clinical priorities

Enter at least one kickoff date for MX
Customer Success team to onboard
your practice to our services.

Indicate if your practice is connected to these national
networks:
- Carequality: is your practice an active site on https://carequality.org/
active-sites-search/ 
- Commonwell: listed on https://www.commonwellalliance.org/who-is-
connected
- eHealth Exchange: listed as a Hub Responder or Hub Two-Way on
https://ehealthexchange.org/participants/ 
Contact your EHR vendor to ensure your data is available 
through these networks.

Indicate if your practice is
sharing lab or radiology
reports via these vendors.
Initial each response.



Indicate if your practice
serves Medi-Cal clients.
This will help us
determine if you are
eligible for Cal-HOP.

Provide initials to confirm your
practice understands the data
contribution requirements.

Indicate the hospitals your
patients frequent so we can
ensure they are in our HIE.

Enter these details for anyone
who should have access to MX
services. Indicate if a user
should have administrative
rights in the last column.



Only complete this form if you
are a LabCorp user.

If so, make sure you initial and
sign the form below.



Copy this template onto your practice's
letterhead, update, and sign.

Submit to
"ambcontracts@manifestmedex.org" or
upload using the field in Adobe Sign.


